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Abstract
Background: There is a global shift toward integrated care approaches in primary
care. Understanding how to optimize healthcare team effectiveness is of utmost
interest in Canada, where primary care reform targets the development of inter-
professional teams of providers collaborating to improve patient care. This article
presents findings from a longitudinal study of one primary healthcare team in
transformation. A theory-based organizational change model is applied to under-
standing the processes of change in interprofessional healthcare teams.
Methods and Findings: We report findings from two years after the implementa-
tion of an intervention to advance teamwork in one family health team in Ontario.
The intervention was informed by the Appreciative Inquiry (AI) approach. Fifty
hours of unstructured clinic observations and interviews were conducted. The
findings revealed that a change in team practice, such as patient-centredness, and
formal and informal communication opportunities, precede change in team dis-
course—the way that members speak and think about themselves as an integrated
team. 
Conclusions: The evolution of teamwork in the family practice setting is a gradual,
steady process that begins with important changes in the way that things are done
(i.e., first-order change), and with continued support and nurturance, can eventu-
ally lead to changes in the way that members think and speak about their team
(i.e., second-order change).
Keywords: Primary care; Teamwork; Organizational change; Appreciative inquiry;
Social construction; Communication.

Introduction
There is a global shift toward team-based or integrated care approaches in primary
care. As such, there is a broad interest in advancing our understanding of teams and
collaboration as principles or concepts [1-3], exploring health professionals’ experi-
ences enacting these concepts [4-10], and promoting team collaboration as an effec-
tive form of primary care practice and delivery [11-12]. Understanding how to
optimize healthcare team effectiveness, including both operational and individual
dimensions, is of utmost interest in Canada, where primary care reform has tar-
geted the development of interprofessional teams of providers collaborating to
improve access and delivery of care. The Family Health Team, or FHT (pronounced
F-I-T), is the model established in the province of Ontario whereby physicians,
nurses, and various other healthcare professionals come together to provide coordi-
nated patient care, improve organizational efficiencies, and enhance provider job
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satisfaction [13]. Nearly two hundred FHTs in various stages of development cur-
rently exist across the province,

Despite the rapid growth of teams and the new chronic disease management pro-
grams offered to serve more patients, there is little professional development sup-
port for providers involved in this transformation [13]. Furthermore, little is known
about how effective teamwork happens or is developed in changing family practice
settings [11]. Some survey research conducted in the UK by Poulton and West [14]
and West and Poulton [15] indicates a correlation between team processes, such as
shared objectives, and team effectiveness, as measured by teamwork, organizational
efficiency, healthcare practice, and patient-centred care. More recently, Canadian
research in interprofessional primary care has called attention to the relational
aspects of teams, i.e., the importance of clear role understanding among providers
[16-17], team education and teambuilding [18], and creating opportunities for col-
laboration via optimal design and use of time and physical space [19]. These find-
ings certainly provide some early direction for targeting efforts to enhance team
members’ communication and collaboration processes at the practice level in FHTs.
Further research is needed, however, to fully understand the individual-level factors
and processes by which teams change in order to support the transformation of pri-
mary care providers into effective family practice teams. 

The study: Appreciative inquiry as an approach to change
In 2005, two authors on this paper (LGC & IO) embarked on a collaborative multi-
sited research endeavour to understand the state of interprofessional communica-
tion and collaboration in three Canadian healthcare settings: general internal
medicine, primary care, and rehabilitative care [20]. Findings from our partners in
general internal medicine and rehabilitative care have been published elsewhere
[21-25]. In primary care, ethnographic research was conducted in three different
sites where the new FHT model was being implemented. When the study began,
new personnel were being added to these FHTs, new programs were being designed,
and new space was being built to accommodate them. At that time, the research
focused on the individual aspects of team collaboration, as compared with the orga-
nizational- and institutional-level factors, which, at the time, were also evolving.
Specifically, the aim was to understand when, how, and why interprofessional com-
munication and collaboration were facilitated or impeded in practice. The findings
showed that well-designed physical space, coupled with both formal and informal
opportunities for face-to-face communication, were critical for creating meaningful
team relationships and advancing a team approach to care [19]. Role clarity and
trust were also essential ingredients found for positive relationship development
[17], particularly in sites where professional divisions or silos existed.

Cognizant that these findings identified the need to create opportunities for col-
laboration, develop role clarity, and build trust among health care professionals, an
intervention was designed to help team members address these issues and was
piloted within one FHT. The intervention involved five two-hour sessions held over
11 weeks (see Table 1 for the full description). The program included a number of
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presentations, facilitated group discussions, and interactive activities, enabling the
development of processes to optimize teamwork. It was informed by Appreciative
Inquiry (AI), defined as “the art and practice of asking questions that strengthens a
system’s capacity to heighten positive potential” [26]. AI is an approach to social sys-
tems change based on social construction principles, which acknowledge that reali-
ties are situated and negotiated [27] and that what we know to be “true” is actually
made and continually remade in interaction [28]. This is sometimes called “the
communication perspective” [29], whereby the stories we tell about a system are
argued to form the reality of the system itself. 

Table 1
Appreciative inquiry intervention, 2007

AI is part of an organizational development practice that has emerged in the last
decade aiming “to shift system member thinking to a more positive and generative
consciousness in order to achieve transformational change” [27]. The AI approach
targets and maximizes opportunities for advancing change by encouraging system
members to speak about their system in ways that generate new hopes, actions, and
ideas for the future. AI engages system members in reflection upon, and sharing sto-
ries of, what works best in their system to co-create relevant and meaningful plans
for changing it, and to enable a larger shift in mindset and consciousness about the
system as a whole. In the organizational development literature, transformational
shifts in a system such as this are called “second-order change,” that is, “a change in
the identity of a system and qualitative changes in the state of being of that system”
[30]. Second-order change transforms a system by giving people a more generative

Session number Description of activities planned during the sessions

1 Presentation of 2005 research findings to FHT. Questions and discussion period followed. 

2 Introduction and Ice-Breaker Interviews 
The History of Our Family Health Team thus Far
Collaboration from the Patient Perspective (Video)
Exploring the Possibilities of Collaboration for Patient Care and Provider Satisfaction
Creating the Future We Want
The Path Forward

3 Stereotyping exercise - small group reflections

4 Integrating new roles into the healthcare team, reflections, guest speaker, DVD clip

5 Vision development for the FHT 
Ceremonial toast to the team – sharing our successes to date
Creating Common Ground 
Where do we go from here? Discussion of next steps
Group photo
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way of talking about their work, experiencing it, and living it. AI aims to help sys-
tem members achieve this by developing the necessary skill to speak and act in a
more generative way, helping them to recognize that other peoples’ stories about
and within the system are also valid and true [31]. 

To better understand the course of transformative organizational change in the
FHT, the authors of this paper returned to the site of the original research two years
after the AI intervention was completed. We sought to explore what, if anything, had
changed about the team’s approach and practice, and what we could learn about the
individual-level factors that had influenced this change. During the post-interven-
tion period, the FHT had continued to develop and advance its teamwork processes
in a number of ways. Initiatives to enrol new patients, increase patient access to care,
and improve team communication processes had been locally designed and imple-
mented. In this article, we share our findings from this longitudinal study to offer a
snapshot of the individual-level change processes in the FHT. We argue that the evo-
lution of teamwork in the family practice setting is a steady, incremental process
that begins with important changes in the way that things are done, and with con-
tinued support and nurturance, can eventually lead to changes in the way that mem-
bers think and speak about their team. We consider the necessary incremental
aspects of change that occur on an individual level in an evolving interprofessional
family health team with the goal of informing other healthcare teams undergoing
similar transitions in practice.

Methods

Setting, participants and ethics
The FHT is an inner-city practice located in a major city in Ontario. It is an academic
training unit for medical and other health professions students, and provides special-
ized services in comprehensive Family Medicine (FM), including obstetrics, pallia-
tive care, and addictions. The FM group supports two areas of special interest: a FM
Addiction Medicine Service, which provides inpatient and outpatient care to individ-
uals (including pregnant women) with substance use disorders, and a Palliative Care
Service, which provides in-hospital and home-based care. The physicians also pro-
vide consultant obstetrics care for family doctors who don’t practice obstetrics, in
addition to consulting on addictions and palliative care. The comprehensive FM
practice places priority on providing care to marginalized populations, including
newcomers to Canada, women who are survivors of violence, and individuals with
severe mental health problems. Ten percent of FHT patients are uninsured. 

The FM program within which the FHT exists is administered by the hospital’s
larger Women, Child and Family Health Program, while the interprofessional
Palliative Care team is run by the hospital’s Internal Medicine program, and the
interprofessional Addiction Medicine team is run under that of Mental Health. The
academic component of the FHT is administered by the university. It maintains a
large FM residency program (25 residents), an undergraduate program (providing
teaching to 16 core FM clerks per year), a number of fellowships in Addiction

Journal of Research in Interprofessional Practice and Education

Journal of Research in
Interprofessional 
Practice and
Education

Vol. 1.3
December, 2010

www.jripe.org

287

Creating 
sustainable change
in primary care 

Gotlib Conn,
Oandasan, Creede,
Jakubovicz, 
& Wilson 

http://www.jripe.org


Medicine and Palliative Care, and two funded departmental Research Scholars. As
a core academic FM program, challenges exist with balancing clinical and academic
responsibilities and with many of the physicians being in part-time practice because
of their academic roles.

The FHT is physically spread over two locations, one within and one just outside
of a hospital. This arrangement is a result not of intentional design but of the avail-
ability of space when the FHT was established. Within the hospital, a larger clinic
has workspace for 10 clerical staff, 2 part-time clinic assistants, 3 full-time regis-
tered nurses, 21 physicians, and the family medicine residents (some with special-
ized practices as noted above). Across the street from the hospital, a second, smaller
clinic houses seven different full-time interprofessional healthcare providers
(HCPs), including a dietitian, social worker, pharmacist, nurse practitioner, patient
education specialist, and a community outreach mental health and addictions
worker.1 This second site is staffed on a rotating basis by clerical personnel.
Physicians and HCPs rotate their clinics between the two sites on a weekly basis.

Seventy-two team members participated in this research. In addition to those
mentioned above, other participants included three administrative and manage-
ment personnel, one casual nurse, one part-time dietitian, one part-time nurse prac-
titioner, one research assistant, one medical student, one community liaison worker,
and one health professional trainee. 

Three different governance structures for FHTs exist: community-based,
provider-based or a mix of community- and provider-based groups [32]. The FHT
involved in our research is a provider-based structure in which the physician group
has collectively entered into an agreement with the government for funding. The
funding is then provided to the hospital to hire the HCPs and implement FHT pro-
grams. The governance structure of the FHT therefore has physicians operating
autonomously in terms of compensation for services rendered, alongside other
healthcare providers and administrative staff, who are hired, compensated, and
managed via the larger institution. Although on paper the FHT appears to be cen-
tered on the work of physicians, in practice the approach of the family medicine
unit is promoted as interprofessional and collaborative. Indeed, according to the
provincial government, FHTs “are a group approach to healthcare,” which allows
physicians to “focus on complex medical issues” and patients to access different
healthcare professionals according to their needs [33].

Institutional research ethics approval was obtained from the FHT’s hospital and
our university prior to data collection. Staff and trainees were all made aware of the
research and were asked to give individual oral consent for inclusion in observa-
tions. In the case of interviews, we obtained written consent. No staff declined par-
ticipation. Notices of the ongoing research were posted throughout the clinic for
staff and patients. These notices explained the nature of the study and invited indi-
viduals to contact the researcher with any questions. 

Data collection
One trained ethnographer [the primary author] conducted approximately 50 hours
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of ethnographic research over four months, which included unstructured observa-
tions in the two FHT clinics and 26 interviews with FHT members. Interviews
lasted, on average, one hour. All data were collected during weekday daytime clinic
hours and included various scheduled team meetings. Data were recorded by hand
and were later elaborated upon through reflective field notes by the ethnographer
[34]. 

Data analysis
An inductive analysis of the data was conducted. The primary author coded field
notes and interview transcripts iteratively in a cycle involving data collection and
analysis. Emergent themes were discussed among the research team for agreement
on general data categories, and to determine when saturation of the data was
reached. Multiple interpretive frames, including discourse analysis framed by social
construction communication theory, were applied.

Findings 
Our findings are presented below as 1) team practice and 2) team discourse. Data
on team practice entail the new ways of doing things in the FHT that improve
provider communication processes. These are important changes that give patients
improved access to more primary healthcare providers and allow those providers to
offer an integrated, patient-centred approach. Team discourse refers to the way that
team members think and speak about the FHT and the relationships of members
therein. We present team members’ perspectives and experiences of the changing
nature of teamwork and the impact of these changes. We then discuss these changes
in relation to the goals of the AI approach to sustainable change. 

Team practice

Improved patient-centredness
FHT team members generally agreed that the new personnel and new processes
implemented had enhanced the team’s ability to provide patient-centred care.
Continuity of care was believed to have improved over the past two years, accord-
ing to one HCP, who also reported that “there’s better use of the patients’ time
because they can come on one day and see three different [providers].” With a clinic
that is “bigger and busier,” one physician sensed that natural frustrations emerged
for some patients who “don’t like the processes like the phones ringing and the dif-
ficulty getting in, but know that the quality is good once they get inside.” Another
physician felt that the new interprofessional approach dramatically improved her
patient care, explaining, “So many of the patients I was worried about, I finally see
movement on.” Field notes indicated that the clerical staff worked hard to facilitate
patient access to providers, keeping up with the expanding patient enrolment and
its impact on the number of incoming telephone calls, and the amount of booking
and chart filing. In a short observation of three minutes’ duration, one clerical staff
member was seen concurrently attending to a new patient’s enrolment at the recep-
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tion desk, receiving a phone call from a patient for appointment scheduling, and
responding to the booking request of a physician who stood at her shoulder. Quality
of patient care motivated many of the staff, one of whom stated, “we have more
work, but I think we have more satisfied patients.” Another concurred that “there is
never enough time do all of the work. It’s a lot, but I love it.” Attention to patient
needs and staff commitment to their work was what drew one new member to join
and stay in this FHT, as explained to the researcher:

What attracts me to the team here is that, given the challenges with
the patient population and the location, I’m still very impressed at
how patient-centred the staff are. All of the staff are people who are
dedicated to doing good in the community they serve. This is what
unites people here. It’s a stressful group of patients and we don’t
work in ideal conditions. I’m amazed that there isn’t more tension
around that. I think it generally has to do with a genuine commit-
ment to the work on the part of the team.

Formal communication 
Shortly after the new HCP personnel joined the FHT, it became clear that team
members wanted and needed to create formalized opportunities to talk to one
another about patients, beyond the traditional paper referral or consultation
process. Indeed, one way of achieving the goal of opening access to more patients
and providing an integrated approach to care was to have, for example, a patient
education specialist whose expertise in educating patients was easily accessible.
This would consequently alleviate pressure on nurses and physicians to provide this
service within time-sensitive appointments that were also addressing other medical
concerns. Thus, a number of formalized interprofessional meetings were developed
by the FHT to increase team members’ exposure to one another and to create pur-
poseful opportunities for communicating about patients and clinical operations.
This included a bi-monthly interprofessional case conference that aimed to
improve the effectiveness of teamwork and patient care for complicated cases, and
to provide an open forum for seeking other team members’ support. During these
conferences, which are divided into three separate interprofessional groups, team
members select a case presenter, facilitator, and recorder on a rotating basis. Field
notes illustrated that when these meetings functioned as expected, they were highly
valued by team members. For instance, one clerical staff member explained that she
liked doing the conferences because, “I tell [the doctors] things about the patient
they don’t know, and you understand the patients better when you participate.” One
HCP also found the conferences ideal for discussing commonly encountered
patient issues, as she explained, “Even if we end up just talking about a certain pop-
ulation of clients and how to deal with them, they’re really important and serve a
purpose.” 

Observational field notes confirmed that when appropriate patient cases were
brought forward, the concerns of all team members and the impact on everyone of
challenging patients could be effectively addressed. This was illustrated by one
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physician’s awareness that clerical staff, in particular, might want to talk about one
very ill patient who came to the clinic regularly. 

One physician says that she has a case that she thinks is relevant to
everyone because when the patient comes into the clinic she knows
that it’s upsetting; she’s specifically referring to the clerks. She says
she shares the patient with the Nurse Practitioner and thinks it
would be great to bring psychiatry and ethics into the conference if
possible. The clerks are nodding and there is agreement in the room.
The physician suggests that the other clerks [not part of this confer-
ence group] be invited as well because she knows how upsetting it is
to see the patient for everyone - she’s anorexic and, the physician
says, she’s wasting away. 

To enhance clinic operations, another new team meeting was the “clinic huddle,”
which happens in the first five minutes of both morning and afternoon clinics. The
huddle functioned to inform team members of any operational challenges or
patient flow issues, and as one physician stated, “to get everyone to work as a team.”
Facilitated by clerical team members on a rotating basis, the expectation was that all
team members who were present in the larger clinic would attend. Team members
endorsed the value of the huddle for improving patient flow as a result of increased
communication between team members. For example, a nurse explained that the
huddle was “an opportunity for nurses to say when there were a lot of patients to see
in a particular clinic so that the doctors knew there would not be a lot of nursing
support available.” The observational note below refers to the huddle and illustrates
how a quick pre-clinic exchange could enhance operations for the afternoon. 

A physician asks the clerk if she can have her patients brought from
the outer waiting room to the inner one when they arrive, as there was
some misunderstanding with her scheduling and it seems patients are
booked every 15 minutes, not every 30 minutes, as apparently
requested. The clerk replies, “We don’t usually do that,” but then agrees
to make an exception this time to keep the patient flow moving.

Given that role understanding and clarity had previously been identified as a chal-
lenge, a number of formal communication opportunities were designed to increase
understandings of the scope of practice of the various HCPs among the team. One
initiative called “Enhancing the Role of...” allowed for individual HCPs to present
their work to the team and discuss how they can best work together. One physician
explained that this meeting had helped to improve physicians’ understandings of the
HCPs’ roles, and provided an opportunity for HCPs to showcase the work that they
had been doing, discussing whatever barriers, if any, existed to enhancing their prac-
tice. Interprofessional chart reviews had also successfully targeted role understand-
ing and increased consultation by the physicians to the HCPs, as one HCP stated,
“Now there are doctors who will call me to have an appointment together. I think that
the more time they spend with me the more comfortable they get.”
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Ad hoc communication 
Over the last two years, the integration of the new HCPs and the physical expansion
of the clinic across two sites had also provided new opportunities for ad hoc inter-
professional consultations. In the newer clinic, the HCPs each have individual offices
in addition to several exam rooms, which are shared with the physicians. One physi-
cian described her deep appreciation for the tranquility of the new smaller clinic, and
the opportunity it now afforded her to work jointly with members of other profes-
sions. She stated, “I get to work closely with [the nurse practitioner] and [pharma-
cist], who I’ll often pull into the room when I’m seeing a patient. And depending on
which clerk is on rotation, I’ll take the opportunity to engage her in the patient care
more, like if she wanted to do patient height and weight.” 

The new interprofessional HCP group had themselves formed a close unit who
consulted one another regularly in the new clinic. This was also attributed to their
co-location and the frequency of interaction they had as a result. One HCP
described the following scenario as case in point.

Just yesterday I was seeing an older patient whose blood sugar level
was very low. It was 4pm, end of day, and I called [the nurse practi-
tioner], who was there in the office, to test the patient. She confirmed
[my findings], and we arranged to get the patient in to see a resident
the next day instead of waiting for her appointment in a couple of
days from now. Our team is so cohesive and we love each other.

Observational field notes also revealed that when HCPs were present in the hospi-
tal clinic, informal hallway consultations occurred. In the larger clinic, seeing one
another in the corridor or reception area created opportunities for quick yet mean-
ingful exchanges that enhanced both patient care and team members’ relations. The
following field note illustrates such an encounter.

In the exam room, a physician and nurse practitioner (NP) are talk-
ing. They finish and a few minutes later both walk into the reception.
The NP is holding a chart and asks the physician about treatment for
the patient, medication, and follow-up procedure. The physician
advises the NP on these items and adds, “and have her see [dietitian],
too. I say any chance you have to get an 18-year-old to see a nutri-
tionist you should take it.” The NP looks in agreement and says
“Thanks, [first name of physician].”

Opportunity and willingness to informally approach one another when a sensitive
patient matter arose were critical to the effectiveness of the team’s patient-centred
approach. A clerical staff member described two separate occasions in the recent
past when providers “had pregnant patients coming in to get the results of ultra-
sounds, and the patients had lost their babies but didn’t know yet.” The providers
informed all of the clerks ahead of time to be sensitive to this when registering the
women. They were asked to put the patients in a private room and keep them com-
fortable.
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Team discourse

Vision of the team
The AI intervention had offered team members a new approach for imagining
their possibilities as a team and, in doing so, it encouraged them to develop an
inclusive vision of the family practice unit as one team. Some members felt that
our study had helped them begin breaking down the professional silos that had
previously existed in the clinic, that is, creating new connections between the pro-
fessionally distinct physician, nursing, and clerical groups. According to one
physician, relationships here were similar to those among family members, where
“the people really do care about the patients and one another, and are driven by a
common compassion.” Yet, participants also believed that the new vision of the
inclusive team did not necessarily translate positively into practice. As one partic-
ipant suggested, the vision of the group as a team reified the different professional
identities and cultures of team members and the power differentials between the
professions. 

I think that people see themselves as a team now; it may be a dys-
functional team, but at least now it’s in their vocabulary. And I think
people have a better understanding of one another’s roles, although,
there is, perhaps, more of an awareness of the hierarchy, with doctors
at the top. Even the doctors hold the point of view that they have
more power.

Participants also perceived the FHT to have various team configurations, which was
revealed in their descriptions of the composition of the FHT and its specialized sub-
teams (e.g., Palliative Care, Addiction Medicine). This observation suggested that, con-
ceptually, the professional, and perhaps speciality-specific, silos reported in the
pre-intervention period remained and that the FHT model introduced yet another
level of professional distinctions. As one physician stated, “I feel like it’s really two
teams. The family health team is about working with the other healthcare providers....
Outside of that, with the clerical and the nurses, we still have our hiccups.” 

The field notes revealed that the new clinic space clearly created opportunities
for some team members to work together in new ways. However, we found that this
new space also introduced a new spatial barrier that, for some, negated the idea of
an inclusive family practice team. The physical separation of the majority of physi-
cians, nurses, clerical staff, and administrators from the HCPs created a new sym-
bolic barrier that reinforced the perceived division between the professions. One
nurse disappointedly explained, “We’re separate, and the people who are supposed
to be our partners in this model are not at our fingertips.” Another team member
based in the hospital clinic illustrated this perspective when explaining, “It’s part of
our interprofessional piece to have more people, in the physical sense, but we have
to make an effort with those who are at the other site. It’s still a challenge to see the
two sites as one.” 
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Language and hierarchy
Team members had focused on improving how and when they communicated with
one another, in addition to the means by which communication happened. Yet,
many did not feel that any advances in “basic communication” had been made. As a
result, team members continued to feel as though relationships had not improved
and respect for one another had not been developed. To this end, one physician
explained that “basic communication causes stress even when it’s not meaning to.”
Another participant agreed, stating, “People here just have poor communication
skills in general.” Team members still needed to “be aware of [their] surroundings
and know how to interact with people appropriately.” 

For some, language use, in addition to communication skill, continued to reflect
and reinforce the perceived importance and centrality of physicians by other team
members, despite deliberate efforts on the part of physicians to create and partici-
pate in a collaborative environment. Prior to the original intervention, many partic-
ipants who were not physicians felt somewhat alienated by the physician group,
citing physicians’ lack of participation in unit events and their lack of connected-
ness to the team. Staff experienced frustration with the individual work styles and
different expectations of the 16 physicians with whom they were simultaneously
working. In the current research, the historical hierarchical roles and relationships
between the doctors and nurses, in particular, were believed to be deeply embedded
in the culture of the clinic and impacted the way that these members conceptual-
ized and spoke about their team. For instance, one nurse stated, 

I feel strongly that people use language in ways that reinforce the
medically dominant culture. For example, when team members are
talked about as physicians and non-physicians, that reinforces the
importance of physicians. I don’t refer to people as non-nurses.
Though people are not conscious of doing it, it doesn’t serve to
advance the idea that we’re all equal members of the team.

Another nurse confirmed that the language was critical to creating an environment
where both providers and patients understood and valued the distinct roles and
contributions of those who were not physicians. This is how the goals of the FHT
could be achieved. She explained, “When I hear comments made by physicians like
‘my nurse,’ or even when patients call and ask, ‘Are you doctor so-and-so’s nurse?’
I’m really bothered. I don’t want to be thought of or spoken of as someone’s prop-
erty.” In such instances, the nurse added, when between two professionals, it sug-
gests that one person in the relationship deems him or herself as more important,
and then true collaboration cannot happen. 

Interview data suggested that other participants who were not physicians felt
there was little possibility to dismantle or flatten the hierarchical structure in the
FHT due to the medico-legal responsibilities that physicians held. One HCP, who
initially told the researcher that the HCPs felt that they were the “hired help” to the
physicians, later explained that physicians may have the last word in patient care,
“but that’s okay if it’s in a situation where I might kill someone if they didn’t.” In
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response to learning that some team members felt negatively about the FHT struc-
ture, one physician explained, “In our current system, the buck stops with the doc-
tor. If anything goes wrong with a patient and the doctor is sued, the doctor is seen
as responsible for the behaviour of the nurses, the clerical, and the other healthcare
professionals. This is a universal phenomenon in Canada and is not unique to our
FHT. Until this is changed, I really don’t think that the hierarchical structure will
change, and I think this is not really fair to comment on without the larger picture.” 

Overall, the physician perspective was arguably more positive about the incre-
mental advances that the team had thus far made to operate as a collective.
Accordingly, one physician explained that all of the programs are “met with a col-
laborative lens,” but it seemed to her that “the work of the FHT overall is still seen
as physician-led.” The fact that “there shouldn’t be a hierarchy in a highly function-
ing team” was clear to the physicians that we interviewed, one of whom stated that
“everybody understands that’s how it should play out . . . but there are still issues.”
From the perspective of the HCPs, the hierarchical structure “becomes an issue
when we’re told to do things instead of being asked.” However, it was acknowledged
that this was not an explicit or deliberate approach on the part of their physician col-
leagues, rather an unintended consequence of the way the system is currently struc-
tured and functions. As one HCP explained, “I think the physician group does try
to be collegial and make it a team approach, and some of them really do try. But
overall it’s made distinct that we’re here to help them accomplish what they need to
do with the patient.” 

Nurture the team
Field notes indicated that team members recognized a real need to continue to nur-
ture the team to achieve their goals. The belief that “teamwork has improved, but it’s
not perfect” was shared among participants. Existing efforts to advance the vision
of team members as equal partners in the FHT included various “Design Teams,”
essentially interprofessional problem-solving groups that were co-chaired by a
physician and staff person. Design Teams are charged with generating recommen-
dations for changes in clinical and administrative process, including diabetes care,
home visits, and the orientation of new patients. One participant explained, “When
someone is called to be part of a design team, they see themselves as part of some-
thing. Nobody challenges the design teams and they participate in them, and this
carries over to improve patient care.” Other team-building activities, such as a bowl-
ing event, were viewed as helping to build team member relations and morale.
“There’s an acknowledgement that you have to nurture the team, that it’s not just
about the clinical work.” To illustrate the need for continued attention to team build-
ing, one physician made an analogy to servicing a car, stating, “Just like a car needs
a routine maintenance, so does the team. We need to figure out how to do some rou-
tine maintenance to service our team.” 

Discussion 
Our findings illustrate the incremental ways that change in a system happens at the
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individual level. We found that many important functional changes had taken place
in the FHT since the AI intervention. The introduction of new meetings, programs,
and people, for instance, changed the way that individuals organized themselves, the
frequency with which they communicated face-to-face about patients, and the
extent to which they interacted informally and socially with one another. This type
of change in what system members do has been referred to as “first-order change,”
which is change in the system that does not alter the foundation or structure of the
system itself [35]. Many participants experienced such changes positively as making
progress toward increasing collaboration and achieving the collective FHT goals.
Changes of this type resulted in more frequent and substantive contact among team
members from different professions and an ability to draw a number of healthcare
providers together with a shared focus on patient care.

The team in this study continues to work toward second-order change—a
greater transformational shift in the team’s identity and the way that members
speak about and experience their group as a team. Bushe has described the identity
states of teams as pre- and post-identity, distinguishing between those in which
individuals are not primarily identified with the group (pre-identity) and those
where most individuals are identified with the group and therefore construct a
social identity as including membership therein (post-identity)[36]. The FHT was,
and continues to be, characterized as a pre-identity team; even though they are all
technically members therein, individuals continue to view the group as outside of
their “meaning-making nexus” rather than within it [36]. Despite the interprofes-
sional aims of the new meetings and activities to increase provider collaboration,
and to some extent, level-off a perception of unevenly distributed professional
power, for some members, the separate HCP clinical space and sheer design of the
FHT governance structure have simultaneously reintroduced and reinforced a tra-
ditional sense of hierarchy and professional silos. With no formal changes made in
the medico-legal structure of the healthcare system that reflects an interprofes-
sional medico-legal responsibility, some members feel the interprofessional
approach is incomplete [37]. And although team members regularly participated in
case conferences and other interprofessional initiatives, many continued to think
and speak about these activities as physician-led or centred. Language in the clinic
continues to reflect an “us” and “them” perception between those who are unionized,
hospital-hired staff and physicians. Changes in the way that members think about
themselves as an integrated team, and the construction of a new story of how and
why they work well together, are still in-progress.

Organizational theorists Bushe and Kassam [30] offer a starting point for con-
sidering the impact of different kinds of successful changes in a system and the
extent to which they are transformational of the system as a whole. First, is there
any new knowledge produced, or just new ways of doing things? Are there any new
lenses or models for looking at old issues? And second, did a generative metaphor
emerge, that is, new phrases or sayings that create new possibilities for action?
According to Bushe and Kassam, when changes in the way that people think are
coupled with an improvisational approach to change, transformative change in the
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system is possible. Other changes, though successful in their own right, will not
produce radical culture change. When applied to the system under study here, we
learn that although team members successfully bought into the new ways of doing
things in order to achieve individual and organizational FHT goals, there have
been few substantive changes in the way that team members view the old issues
that thwart optimal team functioning, such as the negative perceptions of profes-
sional unevenness and hierarchical structure. To this end, the introduction of new
people and programs operates as a form of “first-order problem solving,” which
Tucker and Edmondson [38] have described as a quick, but only temporary, solu-
tion to a system’s problem that leaves the underlying problems intact. In health
services research, Lingard et al. [24] have applied this concept to the “interprofes-
sional information workaround” on general internal medicine wards to under-
stand staff members’ use of adaptive strategies for communicating in complex
healthcare environments. Our findings provide some new insight to the complex-
ity of creating new interprofessional family health teams in sites where interprofes-
sional tensions and a traditional hierarchical culture previously existed. In such
instances, which can be characterized as complex adaptive systems, the ultimate
goals and advantages of interprofessional care for the healthcare provider, such as
improved job satisfaction and morale, may be more difficult to achieve, though not
unachievable by any means. As stated by Ginsberg and Tregunno [39], in the
advancement of IPC, substantive changes in how team members view and negoti-
ate their place within their system are required to lead cultural changes in a system
over the long term. 

Conclusion
Findings from our research suggest that there are limitations to the impact of a
short-term AI intervention for creating sustainable change. The experience of this
FHT shows that team members must continue to build their skill and practice at
working in a more generative way, incorporating this into their everyday language
and communication. They must continue to uphold, for themselves, the question of
how to practice as a cohesive, collaborative team, and reflect on their ways of think-
ing and talking about themselves as such. Envisioning a team-oriented future and
collecting stories of the team at its best are not enough to embed any long-term con-
ceptual changes within the individual or the system, no matter how motivated most
of its members are. Stand-alone interventions do not provide enough opportunity
for teams to develop the practice of collaboration; they remain fixed at a level of
first-order change. Skill development around generative conversations is needed for
continued change momentum.

Stories are powerful devices in this system. The introduction and acceptance of
new stories and discourses within and about the system is critical to its ability to
transform or shift. When team members continue to share stories and rationaliza-
tions of their world devoid of a team-based identity, they continue to participate in
a deeply embedded cultural discourse that perpetuates perceptions of hierarchies
and silos and negates the kinds of transformations that they all want to achieve. The
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evolution and sustainability of the FHT model is greatly influenced by team mem-
bers’ willingness and ability to coordinate meaning that advances a team identity
and approach so as to dismantle any structural barriers and collaborate in creating
new stories of their new team. 

Team transformation is an ongoing process; it is an evolution and investment
that requires continuous nurturing, support, and leadership. It requires close atten-
tion to the unintended consequences of such critical factors as physical space and
funding arrangements, which can inadvertently function to preserve structures in
the system that divide and alienate some of its members and deeply impact peoples’
perceptions of their roles and value in the system. This study has provided a much-
needed snapshot in time of the hard work of one FHT to independently achieve suc-
cess as an integrated interprofessional primary care team. It is hoped that other
teams involved in similar transformations can benefit from this research.

Note
1. Healthcare provider (HCP) is the designation that is accepted and used in this setting for these

professionals. As such, it is the designation that is used in this paper to refer to members of this
group.

References
1. D’Amour, D., Ferrada-Videla, M., San Martin Rodriguez, L., & Beaulieu, D. (2005). The concep-

tual basis for interprofessional collaboration: Core concepts and theoretical frameworks.
Journal of Interprofessional Care, 19(2), 116-131.

2. Gardner, D.B. (2005). Ten lessons in collaboration. Online Journal of Issues in Nursing, 10.
3. Grumbach, K., & Bodenheimer, T. (2004). Can health care teams improve primary care practice.

Journal of the American Medical Association, 291(10), 1246-1251.
4. Dieleman, S.A., Farris, K.B., Feeny, D., Johnson, J.A., & Tsuyuki, R.T. (2004). Primary health care

teams: Team members’ perceptions of the collaborative process. Journal of Interprofessional
Care, 18(1), 75-78.

5. Bailey, P., Jones, L., & Way, D. (2006). Family physician/nurse practitioner: Stories of collaboration.
Journal of Advanced Nursing, 53(4), 381-391.

6. Stewart Moser, S., & Armer, J.M. (2000). NP/MD perceptions of collaborative practice. Nursing
and Health Care Perspectives, 21(1), 29-33.

7. Wright, B., Lockyer, J., Fidler, H., & Hofmeister, M. (2007). Roles and responsibilities of family
physicians on geriatric health care teams: Health care team members’ perspectives. Canadian
Family Physician, 53, 1954-1955.

8. Delva, D., Jamieson, M., & Lemieux, M. (2008). Team effectiveness in academic primary health
care teams. Journal of Interprofessional Care, 22(6), 598-611.

9. Belanger, E., & Rodriguez, C. (2008). More than the sum of its parts? A qualitative research syn-
thesis on multi-disciplinary primary care teams. Journal of Interprofessional Care, 22(6), 587-
597.

10. Solheim, K., McElmurry, B.J., & Kim, M.J. (2007). Multidisciplinary teamwork in US primary
health care. Social Science and Medicine, 67, 622-634.

11. Oandasan, I., Baker, G.R., Barker, K., Bosco, C., D’Amour, D. et al. (2006). Teamwork In Healthcare:
Promoting Effective Teamwork in Healthcare in Canada. Ottawa: Canadian Health Services
Research Foundation.

12. Patel, V.L., Cytryn, K.N., Shortliffe, E.H., & Charles, S. (2000). The collaborative health care team:
The role of individual and group expertise. Teaching and Learning in Medicine, 12(3), 117-132.

13. Meuser, J., Bean, T., Goldman, J., & Reeves, S. (2006). Family health teams: A new Canadian inter-
professional initiative. Journal of Interprofessional Care, 20(4), 436-438.

Journal of Research in Interprofessional Practice and Education

Journal of Research in
Interprofessional 
Practice and
Education

Vol. 1.3
December, 2010

www.jripe.org

298

Creating 
sustainable change
in primary care 

Gotlib Conn,
Oandasan, Creede,
Jakubovicz, 
& Wilson 

http://www.jripe.org


14. Poulton, B.C., & West, M.A. (1999). The determinants of effectiveness in primary health care
teams. Journal of Interprofessional Care, 13(1), 7-18.

15. West, M.A., & Poulton, B.C. (1997). A failure of function: Teamwork in primary health care.
Journal of Interprofessional Care, 11(2) 205-216.

16. Soklaridis, S., Oandasan, I., & Kimpton, S. (2007). Family health teams: Can health professionals
learn to work together? Canadian Family Physician, 53, 1198-1199.

17. Akeroyd, J., Oandasan, I., Alsafarr, A., Whitehead, C., & Lingard, L. (2009). Perceptions of the role
of the registered nurse in an urban interprofessional academic family practice setting. Nursing
Leadership, 22(2), 73-84.

18. Wilson, D.R., Moores, D.G., Woodhead Lyons, S.C., Cave, A., & Donoff, M.G. (2005). Family physi-
cians’ interest and involvement in interdisciplinary collaborative practice in Alberta, Canada.
Primary Health Care Research and Development, 6, 224-231.

19. Oandasan, I., Gotlib Conn, L., Lingard, L., Karim, A., Jakubovicz, D. et al. (2009). The impact of space
and time on interprofessional teamwork in Canadian primary health care settings: Implications
for health care reform. Primary Health Care Research and Development, 10, 151-162.

20. Reeves, S., Zwarenstein, M., Kenaszchuk, C., Gotlib Conn, L., Doran, D. et al. (2007). Structuring
communication relationships for interprofessional teamwork (SCRIPT): A Canadian initiative
aimed at improving patient-centred care. Journal of Interprofessional Care, 21(1), 111-114.

21. Sinclair, L., Lingard, L., & Mohabeer, R. (2009). What’s so great about rehabilitation teams? An
ethnographic study of interprofessional collaboration in a rehabilitation unit. Archives of
Physical Medicine and Rehabilitation, 90(7), 1196-1201.

22. Gotlib Conn, L., Lingard, L., Reeves, S., Miller, K.-L., Russell, A. et al. (2009). Communication
channels in general internal medicine: a description of baseline patterns for improved inter-
professional collaboration. Qualitative Health Research, 19(9), 943-953.

23. Miller, K.-L., Reeves, S., Zwarenstein, M., Beales, J., Kenaszchuk, C. et al. (2008). Nursing emotion
work and interprofessional collaboration in general internal medicine wards: a qualitative
study. Journal of Advanced Nursing, 64(4), 332-343.

24. Lingard, L., Gotlib Conn, L., Russell, A., Reeves, S., Miller, K.-L. et al. (2007). Interprofessional
information work: Innovations in the use of the chart on internal medicine teams. Journal of
Interprofessional Care, 21(6), 657-667.

25. Reeves, S., Rice, K., Gotlib Conn, L., Miller, K.-L., Kenaszchuk, C. et al. (2009). Interprofessional
interaction, negotiation and non-negotiation on general internal medicine wards. Journal of
Interprofessional Care, 23(6), 633-645.

26. Cooperider, D., & Whitney, D. (1999). Collaborating for change: Appreciative inquiry. San
Francisco: Barrett-Koehler Communication.

27. Marshak, R. J., & Grant, D. (2008). Organization discourse and new organization development
practices. British Journal of Management, 19, S7-S19.

28. Gergen, K. (2009). An invitation to social construction, 2nd edition. London: Sage.
29. Pearce, B. (2007). Making social worlds: A communication perspective. Malden, MA: Blackwell.
30. Bushe, G.R., & Kassam, A.F. (2005). When is appreciative inquiry transformational? A meta-case

analysis. Journal of Applied Behavioral Science, 41(2), 161-181.
31. Creede, C. (2008). Relational eloquence: Identity stories and conversational practices in relationally

generative interactions. Unpublished Doctoral Dissertation, Fielding Graduate University,
Santa Barbara, CA.

32. Ministry of Health and Long-Term Care. (2006). Guide to Governance and Accountability. URL:
http//www.health.gov.on.ca/transformation/fht/fht_guides.html [August 11, 2009].

33. Ministry of Health and Long-Term Care. (2009). Understanding Family Health Teams. URL:
http://www.health.gov.on.ca/transformation/fht/fht_understanding.html [February 9, 2010].

34. Sanjek, R. (1990). A vocabulary for fieldnotes. In Sanjek, R. (Ed.), Fieldnotes: The makings of
anthropology, (pp. 92-121). Ithaca: Cornell University Press.

35. Watzlawick, P., Weakland, J., & Fisch, R. (1974). Change: Principles of problem formation and prob-
lem resolution. New York: Norton.

36. Bushe, G. (2001). Meaning Making in Teams: Appreciative Inquiry with Pre-Identity and Post-
Identity Groups. URL: http://www.gervasebushe.ca/aimeaning.htm [December 30, 2009].

Journal of Research in Interprofessional Practice and Education

Journal of Research in
Interprofessional 
Practice and
Education

Vol. 1.3
December, 2010

www.jripe.org

299

Creating 
sustainable change
in primary care 

Gotlib Conn,
Oandasan, Creede,
Jakubovicz, 
& Wilson 

http://www.jripe.org
http://www.gervasebushe.ca/aimeaning.htm


37. The Canadian Medical Protective Association. (n.d.). Collaborative Care: A medical liability per-
spective. URL: https://www.cmpa-acpm.ca/cmpapd04/docs/submissions_papers/com_col-
laborative_care-e.cfm [March 9, 2010].

38. Tucker A., & Edmondson A. (2003). Why hospitals don’t learn from failures: Organizational and
psychological dynamics that inhibit system change. California Management Review, 45, 55-72.

39. Ginsburg, L., & Tregunno, D. (2005). New approaches to interprofessional education and collab-
orative practice: Lessons from the organizational change literature. Journal of Interprofessional
Care, 19(1), 177-187. 

Journal of Research in Interprofessional Practice and Education

Journal of Research in
Interprofessional 
Practice and
Education

Vol. 1.3
December, 2010

www.jripe.org

300

Creating 
sustainable change
in primary care 

Gotlib Conn,
Oandasan, Creede,
Jakubovicz, 
& Wilson 

http://www.jripe.org
https://www.cmpa-acpm.ca/cmpapd04/docs/submissions_papers/com_collaborative_care-e.cfm
https://www.cmpa-acpm.ca/cmpapd04/docs/submissions_papers/com_collaborative_care-e.cfm

