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Abstract
Background
Strengthening capacity for mental health in primary care improves health outcomes by providing timely access to coordinated and integrated mental health care. The successful integration of mental health in primary care is highly dependent on the foundation of the surrounding policy context. In Ontario, Canada, policy reforms in the early 2000’s led to the implementation of a new interprofessional team-model of primary care called Family Health Teams. It is unclear the extent to which the policy context in Ontario influenced the integration of mental health care in Family Health Teams emerging from this period of policy reform. The research question guiding this study was: what were key features of Ontario’s policy context that influenced FHTs capacity to provide mental health services for mood and anxiety disorders?

Methods
A qualitative study informed by constructivist grounded theory. Individual interviews were conducted with executive directors, family physicians, nurse practitioners, nurses, and the range of professionals who provide mental health services in interprofessional primary care teams; community mental health providers; and provincial policy and decision makers. We used an inductive approach to data analysis. The electronic data management programme NVivo11 helped organise the data analysis process.

Results
We conducted 96 interviews with 82 participants. With respect to the contextual factors considered to be important features of Ontario’s policy context that influenced primary care teams’ capacity to provide mental health services, we identified four key themes: i) lack of strategic direction for mental health, ii) inadequate resourcing for mental health care, iii) rivalry and envy, and, iv) variations across primary care models.

Conclusions
As the first point of contact for individuals experiencing mental health difficulties, primary care plays an important role in addressing population mental health care needs. In Ontario, the successful integration of mental health in primary care has been hindered by the lack of strategic direction, and inconsistent resourcing for mental health care. Achieving health equity may be stunted by the structural variations for mental health care across Family Health Teams and across primary care models in Ontario.
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Background
Efforts to expand team-based models of primary care have potential to increase primary care’s capacity for mental health care by bringing family physicians and nurse practitioners together with mental health providers such as social workers, mental health counsellors, psychologists, psychiatrists, and others [1, 2]. Yet it is unclear the extent to which primary care teams that emerged from a period of policy reform were prepared to integrate mental health care during a period of transformational change.
Organizational theory highlights that delivery system changes – such as integrating mental health in primary care – occurs within a broader context [3, 4]. The broader context involves a constellation of relationships and interactions between the organization and external policy actors; social and economic conditions; and the organizational, institutional, legislative, and policy structures that enable and constrain allocation of resources [3–9]. Appropriate policy and legislative frameworks are necessary for achieving successful integration of mental health services in primary care [10–12]. The policy context, however, is a neglected focus of primary care research [3]. Little remains known about how the policy context encouraged or deterred the integration of mental health during a period of primary care reform.
Primary care reforms
Policy reforms in the United States and Canada taking place over the last two decades have aimed to improve access and strengthen prevention and management of chronic diseases [1, 5, 13–15]. In the 2000’s, there was growing consensus about the benefits of coordinated care and interprofessional primary care teams [16–18]. Family Health Teams (FHTs) are one example of an interprofessional team-based model of primary care that emerged from a period of policy reform in Ontario – Canada’s most populous province [14, 16, 18]. The first wave of FHTs were launched in 2005, with 186 FHTs currently caring for approximately 3 million Ontarians [18–20]. The operationalization of FHTs occurred within one of five waves, or time-periods, between the years 2005–2012 [18, 21]. FHTs intended to improve access and quality to comprehensive care by increasing the range and types of available services through the implementation of teams comprised of diverse interprofessional healthcare providers (IHPs) [14, 22]. Facilitating the expansion of team-based practices, primary care reform in Ontario implemented new funding for IHPs, shifted physician remuneration from fee-for-service to a capitation-based system, and introduced new financial incentives [14, 16, 22]. Robust policy reforms reshaped primary care in Ontario and elsewhere [16, 23]. New initiatives are currently underway to reorganize the health system with aims to provide a more coordinated continuum of care across sectors, including mental health [24–26]. It is unclear, however, the extent to which policy reforms encouraged and supported primary care’s capacity for mental health care.
Mental health equity in primary care
There is an overwhelming need to strengthen access to mental health care across the globe [10, 27, 28]. The prevalence of patients with depression and anxiety in primary care is high [12, 29, 30] yet a treatment gap for mental health continues to persist [31–33]. Addressing such mental health disparities requires improved access to preventative and treatment-focused mental health care [34, 35]. Primary care is optimal for early identification, treatment, management, education and counseling, relapse prevention, and coordination of common mental disorders - like depression and anxiety - because it is person-centred, comprehensive and community-based [1, 2, 10, 36–38]. Patients build long-term relationships with their primary care providers, allowing these professionals to develop unique insights that assist with diagnosis, treatment, and follow-up [38]. Strengthening primary care’s capacity is one of the most effective approaches for meeting population need for mental health care and health equity [2, 39–43].
Strengthening primary care’s capacity for mental health care improves health equity outcomes by providing timely access to coordinated and integrated mental health care [10, 43, 44]. Health equity refers to the absence of preventable and unjust disparities between different populations [45]. Horizontal equity refers to the principle whereby individuals who have the same level of need should then receive the same level of services [45, 46]. Whereas, vertical equity refers to the principle that individuals with greater need should receive higher priority and attention for health care [45, 46]. Policy reforms in the early 2000’s were intended to improve some of the shortfalls that existed by improving access to primary care teams [47]. To this extent, policy reforms in Ontario enhanced horizontal equity as it relates to first-contact access. It is unclear, however, the extent that policy reforms addressed the mental health treatment gap and facilitated integration of mental health care in primary care teams. Without this level of understanding, unintended consequences and obstacles can arise for future policy reforms [16].
Rationale for study
There is a large body of literature focusing on the internal organizational contexts of primary care practices; yet, there is a considerable gap about the policy context [3, 48]. Early research suggested that the lack of attention to mental health care in policy might have deterred widespread integration of mental health in primary care during a period of health system transformation [49, 50]. Primary care research that takes into account the wider policy context can help to move to a more robust explanation of what works for whom and under what circumstances [3, 51, 52]. Our study aimed to provide a more robust understanding of the policy context that shaped one primary care model’s capacity for mental health delivery in Ontario. This study was part of a larger qualitative study investigating the incentives that influence the quality of mental health care in Ontario’s FHTs [53]. To proceed with our investigation of incentives, we needed to understand the policy context within which primary care teams in Ontario were situated [54]. This paper presents findings related to one question of our study: What were key features of Ontario’s policy context that influenced FHTs capacity to provide mental health services for mood and anxiety disorders?
Methods
Study design
We used constructivist grounded theory to guide our study [55, 56]. The inductive method of constructivist grounded theory is well suited for pursuing new insights from multiple viewpoints without imposing pre-existing constructs [55, 56]. Our research team was comprised of members representing different clinical or disciplinary backgrounds spanning: social work, psychiatry, mental health research, epidemiology, and primary care health services delivery research. Two members of the team had experience as advisors to provincial policy and decision-makers. Sensitizing concepts helped to inform the research process by providing a starting point [55–57]. We derived sensitizing concepts from our previous research [18, 49, 58].
Study sample and recruitment
The 186 MOHLTC-funded FHT organizations in Ontario, Canada represent the sampling frame for this study. Providers and administrators (i.e. executive directors, program managers) from any of the 186 FHT organizations were eligible to participate and identified using the list of FHTs made publically available by the MOHLTC [59]. Eligible FHT providers and administrators included executive directors, family physicians, nurse practitioners, nurses, and the range of professionals who were involved in the delivery of mental health services within FHTs. Provincial policy and decision-makers, and key community stakeholders were also eligible to participate in this study.
Consistent with constructivist grounded theory, we used both initial and theoretical sampling [53, 55, 56]. At the initial sampling phase, we strived to include participants representing diversity in the FHTs included in our sample with respect to rural and urban location, team size, and type of provider composition on the team. For team composition, we strived to recruit participants from FHTs who had both higher and lower mental health services. For the purpose of this study, we defined those FHTs with two or more different types of mental health providers as having higher mental health service capacity, and those with less than two different types of mental health providers as having lower mental health service capacity. This distinction was only determined to help with sampling, and was not to suggest that FHTs in either of those categories provided higher or lower quality of mental health care to their patients. The aim of this distinction was to achieve a diverse sample reflective of the diversity that exists across FHTs in terms of size and provider composition.
We recruited potential participants by emailing invitational letters to executive directors at FHTs, provincial policy and decision makers, and some key community stakeholders. Those interested in participating in the study responded by contacting the first author (RA) and/or the research coordinator by email or telephone. All interviews were conducted in-person and scheduled at a time and location most convenient to participants.
Data collection
Two authors conducted all interviews (RA/JB). Interviews ranged in length from 27 min to 90 min, with the majority of interviews being approximately 60 min. Interviews were audio-recorded with participants’ consent, and transcribed verbatim immediately following the interview. Following the completion of each interview, memo-writing occurred by the person who conducted the interview [55].
Data collection occurred in two phases. The focus of phase one of data collection was descriptive (initial sampling), whereas interviews conducted in phase two of data collection were intended to provide deeper understanding and explanation from what we learned in the earlier interviews (theoretical sampling). Because our study aimed to understand the relationships across multiple concepts [60], saturation occurred at 96 interviews. We conducted interviews between April 2016 and October 2018.
Data analysis
Data collection and data analysis occurred in parallel [53, 61]. Analysis began immediately following transcription of each interview. We used the grounded theory approach of data analysis including initial, focused, and axial coding [53, 55]. Sensitising concepts identified in our scoping review and pilot data helped the initial process of coding data [58, 59]. The first analysis step involved line-by-line open coding of interviews [55, 61]. Focused coding was the second step of coding which entailed comparison of codes, and data were broken into components of properties and labelled [55, 61]. Axial coding refers to the phase where we identified relationships between the constructed categories [55].
We conducted data analysis using a collaborative team coding process, and held monthly meetings with the data analysis sub-committee (RA/MM/JB/ME). We developed a list of coded concepts to help characterize the influential contextual factors, through iterative discussion of the transcripts by the data analysis sub-committee, as well as extensive discussion with all members of the research team at monthly meetings. Throughout this process, we used memo-writing to inform our analyses [55]. The electronic data management programme NVivo11 helped organise the data analysis process. We presented findings to our community advisory committee - comprised of experts in mental health and primary care - at three different time-points as a type of member-checking strategy [62]. We kept an audit trail throughout the duration of the study, systematically recording the data collection and data analysis processes [63].
Ethical considerations
Ethics approval was received Research Ethics Board Approval from the University of Waterloo (#20973), University of Toronto (#33175), the Centre for Addiction and Mental Health (CAMH) (#140/2015), Bruyère Continuing Care (#M16–16-001), St. Joseph’s Health Centre/Unity Health Toronto (#15–830), and Université Laval (#2016–2877). This study complied with the principles of voluntary and informed consent. Participants were provided with information about the study (aims and objectives), and invited to participate. Prior to commencement of each in-person interview, we reviewed and obtained informed consent. Each participant received a copy of the information and consent form. This study adhered to confidentiality of data by removing participant identifiers from transcripts, data stored in a secure location at the University of Toronto and accessible to researchers only. Participants were provided with a copy of their de-identified transcript by email to ensure that transcripts were de-identified to the participant’s satisfaction.
Results
We conducted a total of 96 interviews with 82 participants. We interviewed 14 participants twice – once in phase one of data collection, and once in phase two. Of the 82 participants, 65 were FHT providers and administrators, 9 were policy informants, and 8 were key community stakeholders. Table 1 provides an overview of the participant roles.
Table 1Professional Roles of Participants (N = 82)


	Participant Roles (N = 82)

	Family Health Team Participants: Providers and Administrators
	n = 65

	 Social Worka
	14

	 Family Physician
	11

	 Executive Director
	10

	 Mental Health Counsellor
	9

	 Psychiatrist
	7

	 System Navigator
	3

	 Nurse
	2

	 Nurse Practitioner
	2

	 Occupational Therapist
	2

	 Program Managera
	2

	 Psychologist
	2

	 Outreach Worker
	1

	 Pharmacist
	1

	Policy Informants
	n = 9

	Key Community Stakeholders
	n = 8


aOne participant held two part-time roles in the same FHT



Participants provided insights of the contextual factors they considered important features of Ontario’s policy context that influenced FHTs capacity to provide mental health services for mood and anxiety disorders: We identified four themes in the data: i) lack of strategic direction for mental health, ii) inequitable resourcing for mental health care, iii) FHT rivalry and envy, and, iv) variations across primary care models.
Lack of strategic direction for mental health
Participants emphasized the need to make mental health care a provincial priority in order to provide a strategic vision for mental health care across Ontario FHTs. As one policy informant stated, “At the provincial level it is about strategic direction, it is about broad priorities, it is about charting the path forward” (P46). Participants explained that there was an explicit provincial priority to improve access, which facilitated the establishment of a common goal across FHTs. One FHT administrator explained: “Access to [a] regular primary care provider, that was a big priority … .We have done an excellent job of addressing that across the FHTs” (P2). Participants considered the role of provincial priorities important for informing coordinated planning, helping identify shared-goals, and providing direction for provincial funding decisions. Many of our participants expressed concern that policy makers did not understand primary care. An executive director emphasized that there was a lack of “a shared [provincial] understanding of what is the role of primary care” (P64). A policy informant elaborated and reported that there was a lack of “ … clarity around the model and what it should accomplish with a mental health lens” (P57). According to our participants, there was no explicit direction provided to new FHTs related to mental health care. A policy informant explained:When we started with the Family Health Team initiative, we described the model, we had a sort of competitive call for applications process to determine who was going to be eligible to get the funding to support that model and kind of said, ‘here’s a contract, here’s some guidance documents, go and create an organization. Go and design programs’ … I think there’s a solid lesson learned there (P46).


An executive director agreed, “Family Health Teams kind of ran with what they had and there wasn’t a lot of thought given to how do we allocate resources” (P34). FHTs had different approaches in developing teams as explained by an executive director: “I think a lot of [FHTs] … have kind of gone for the cheapest services a lot of the time rather than the most needed services” (P74). The lack of strategic direction and guidance meant that FHTs varied in their abilities to operationalize. “Some Family Health Teams really grabbed onto that, and have done very well. Others have struggled, and probably needed more support than what was provided” (P46).
Most participants expressed concern about the absence of provincial priorities for primary mental health care. One participant stated, “I’m actually on the committee that looks at what the Ministry is targeting, and mental health isn’t there at all … .if it’s not prioritized at all, it’s not even on the table” (P63). All participants reported that there was not enough attention given to mental health in primary care by provincial policy and decision-makers. One participant who was a FHT provider stated, “there hasn’t been a concerted effort into managing [mental health] on a provincial level” (P10). Another participant who was a psychiatrist explained, “I think there is really a lot of room in terms of [MOH], bigger picture type things to, to try to use the evidence to make a great mental healthcare system” (P43). A family physician agreed, “We talk a big talk about mental health but like nothing is actually executed” (P25).
Inequitable resourcing for mental health care
Participants overwhelmingly spoke about inequitable funding across FHTs, and the implications this had on long-term mental health resourcing in FHTs. Throughout the interviews, participants spoke about the difference of resources that occurred across the five waves, or time-periods, between the years 2005–2012. “Family Health Teams were first announced in 2005, money started to flow in late 2006, the first Family Health, the first batch of fifty Family Health Teams came up at that point in time” (P44). Participants explained that the amount of funding made available lessened over time, which meant there was more funding for FHTs that became operational in the earlier waves than for FHTs that became operational in later waves. One participant noted: “I … watched the progression of very heavily funded larger teams, and then it kind of trickled down as they were getting to their promise of 200 Family Health Teams, the resources were a lot less than kind of they were before” (P44). This policy informant explained the rationale for the different funding levels: “Funding decisions were made by the time they got to waves four and five, the economy had turned in a different direction, money was really tight, and they did not receive the same kind of funding as wave one” (P44). In addition, participants noted that FHTs that became operational in later-waves had less base funding:The numbers of positions that were approved got smaller and smaller with the waves, so that the, just the person power capacity [for mental health care] when it comes to the IHP side would be less so in wave five … They’re now stuck with it … as base funding and one time funding. As soon as something is approved for the base, it continues on. So if you had all of these things in your base and you were wave one, its carrying on. If you were in wave five and you are asking for and you’re pleading for additional funding, there’s no more money. So you have to continue what was approved in your base, which was a smaller base to begin with … so there was … different waves, different amounts. (P44)


The variation in funding levels over time helps explain some of the human resources differences that exist across FHTs in terms of the variations in provider numbers and types. One participant who was a provider from a wave five FHT stated, “We were one of the last Family Health Teams to be added in the province, so we have maybe not the most robust staffing complement” (P61). The implications was that FHTs in the later waves had less resourcing to hire mental health providers. An executive director explains: “Waves 2 and waves 3 … didn’t have access to the same resources that we did … So for example, the [Name of Nearby FHT] didn’t put the same emphasis on mental health … they just don’t have the same complement of staff that we do” (P64). Participants explained that one of the difficulties was that these inequities across FHTs were not always recognized. A policy informant explained:There is a predisposed bias towards FHTs … the assumption that all FHTs have equitable, similar structures, similar access to resources. No one ever thinks there’s inequity spread across FHTs … That’s the first misperception that has to be kind of corrected. There is inequity across the province (P81).


Despite FHTs in later waves not having the same level of resourcing for mental health professionals as earlier FHTs, participants explained that the demand for mental health care remained high for all FHTs. A FHT provider noted, “If you’re like third or fourth wave, you’re not going to get funding for more but the need is still there” (P56). Another participant who was a family physician agreed, “There’s no way that primary care practitioners are not doing the bulk of mental health delivery. We are doing the bulk of mental health delivery” (P6). Yet mental health care in FHTs remained underfunded particularly for the FHTs that emerged in the later waves. According to participants, funding for mental health providers has not aligned with service demands. An executive director stated, “It all comes down to money … money for more mental health resources, like human resources” (P28). Another executive director noted that there’s “very little funding to hire mental health professionals” (P50). All participants, however, expressed concerns about mental health care having been underfunded. An executive director reported, “They talked about diabetes and they talked about hypertension, they talked about all kinds of other things, but mental health … has been underfunded in most jurisdictions, stigmatized, and therefore under resourced” (P74).
FHT rivalry and envy
No two FHTs are alike. Participants explained that there are a wide-range of differences that existed across FHTs. For example, a FHT administrator stated: “There’s a lot of … differences in those teams in the make-up of their teams, and how long they’ve been established … if they are academic or community or physician led. Or, like all different things kind of change the characteristic of that team” (P11). Despite the model’s aim to improve collaboration, many participants explained that the variations in funding and differences across FHTs nurtured a context, at least in some cases, of FHT envy and rivalries. “The other Family Health Team in this town … is a physician led board, this one is a community led board. We do our own thing and try our best to give the best care we possibly can. There’s an ongoing dislike from that team” (P24). Many participants spoke at length about other FHTs who they perceived to have more mental health resourcing than they did. For example, one executive director stated, “If you look at the team to our south. They have a psychiatrist on staff” (P50). Participants in rural communities in particular spoke about the difficulties they encountered because of the ensuing rivalry. One participant explained, “Rivalry maybe that’s the word I don’t know … I do think that there’s some sort of, us versus them scenario going on in this small town” (P24).
Variations across primary care models
Many participants expressed concern that the variations of primary care models across Ontario meant that only patients who were rostered to a team-based model – like the FHTs - had access to the interprofessional providers and mental health resources in these teams. A policy informant stated, “The province having only twenty-five percent of the population able to access doesn’t make a heck of a lot of sense” (P44). Another policy informant agreed, “The haves and the have nots, so those, those physicians and those patients that have access to Ministry funded allied health professionals, versus those that don’t” (P46). Most participants explained that not all family physicians in Ontario had the same opportunities of direct and indirect support of the mental health providers to the extent that physicians in FHTs did. According to a psychiatrist:A lot of resources tend to get focused within Family Health Teams versus the solo providers in a community because they don’t have access to … the indirect care time and the opportunity to have the improved access that having a psychiatrist implanted in the team allows … .I think that’s a big issue in Ontario … there’re lots of primary care providers out there who aren’t part of Family Health Teams” (P43).


Participants explained that the different levels of mental health resourcing across the different primary care models in Ontario meant that patients across Ontario did not have access to same amount and types of mental health services. A FHT provider stated, “Those 35,000 patients, they have access to eight sessions of free mental health treatment, and people who aren’t in a Family Health Team don’t” (P65). Another participant who was a family physician reported that the discrepancy of resourcing was in part dependent on the primary care physicians’ choice to opt into the team-based model. “If your doctor in southern Ontario who chooses not to practice in one of these different groups then your patients do lose access to those services, those allied services that would be provided in in the group” (P36). Several participants raised concerns that the variations across models was a disservice for patients. A family physician reported, “I think this whole ‘physicians who have these resources and physicians who don’t’ is completely unethical from a patient perspective” (P75). Participants emphasized the need to ensure that all patients’ across Ontario have equitable access to mental health services when needed. A family physician explained, “I actually think we need to decide on what the level of access should be and make sure we have it across the province, regardless of who your physician is” (P75). A policy informant agreed:The big issue is not all family doctors and their patients have equal access to resource to meet patient needs. FHTs are always thought of as being the crème de la crème, and they have all of this, everything from psychiatrists contracted on a session basis, to the social worker down the hall … So they have a luxury of available resources that a lot of other family doctors don’t have for their patients. Who’s to say that physician’s patients aren’t equally deserving of options that a FHT patient has access to!” (P81)


Discussion
Our study provides qualitative insights into the key features of Ontario’s policy context that influenced FHTs capacity to provide mental health services for mood and anxiety disorders. Participants in our study spoke passionately about the need for greater guidance from provincial policy for mental health care so that they could better respond to the needs of their patients and communities. By examining the policy context, our study responds to Thomas’ [3] urgent call for primary care research that focuses on contextual factors. What was surprising in our study was the extent of the variations that existed for mental health care across primary care. These variations may not be evident to clinicians without the broad contextual view that a study like ours provides. Clinicians struggling to meet the mental health care demands of their patients’ may not grasp the extent to which contextual factors informs their clinical capacity.
Findings from our study provides a foundational framework to understanding deficiencies that lead to a lack of desired outcomes and unintended consequences. Our study identifies key features to inform policies that intend to support and build capacity for mental health in primary care. Participants pointed to the complexities of the policy context that enabled and/or constrained the capacity of primary care teams to respond to patients’ mental health care needs. Such features included prevailing values and attitudes [3, 9, 51]; economic and political climates [7, 9]; policy structures [48, 51, 64, 65]; and mechanisms used to implement policy changes [16].
Strategic direction
Findings from our study highlighted the challenges that exist for primary care teams without adequate strategic planning to guide the integration of mental health services. Strategic planning is a “deliberative, disciplined effort to produce fundamental decisions and actions that shape and guide what an organization (or other entity) is, what it does, and why” [66], p.7. Strategic plans thus help guide activities in a way to meet policy objectives, within budget and time parameters [66]. Furthermore, strategic plans enhance primary care’s capabilities for mental health care by conveying values, objectives, and direction for intended action [1, 67, 68]. Aligned and consistent strategic plans can help drive mental health care quality and efficiency [66]. Despite a more general vision for mental health services to be available and delivered within primary care [69, 70], there was not a clearly articulated detailed strategy and plan for the integration of mental health services. The result is that mental health services has evolved in primary care with little oversight, guidelines, or clear standards; as such, has resulted in broad variations across FHTs.
Funding
Our study provides a qualitative insight to help understand recent quantitative research on funding for mental health disorders since primary care reforms were implemented [71]. While budget sizes for mental health care can dramatically influence the quantity and quality of available services [68], the lack of continuity in that funding undermines the practices’ ability to deliver care. Financial models were key policy levers used to facilitate primary care reform. Although financial models are a mechanism used to guide desired health system goals [16, 36–38], the lack of consistency in funding for IHPs who do mental health work suggests that there was no explicit outcome goal that policy makers intended to achieve with FHTs in terms of mental health care. The amount of sustainable funding for mental health service delivery can provide opportunities for long-term planning for the integration of mental health services into primary health care [67, 68]. One of the challenges experienced by FHTs in later waves was the lack of sustainable base funding for mental health professionals, thus, limiting later waves capacity for long-term planning for mental health service delivery.
Quality of care
Although this study did not examine the quality of mental health care in FHTs, it does provide some insights as to why care gaps may continue to exist for mental health in primary care. Quality of care is influenced by the organization of care (structures) and the approach to clinical care delivery (processes) [72, 73]. Despite the high prevalence of depression and anxiety in primary care, few patients are screened, leading to inadequate detection of mental health conditions, and many patients with depression and anxiety do not have access to the necessary services to manage their condition [2, 38, 48–50]. In part, this may be because of some of the contextual features like inadequate organizational resources that create challenges to achieving consistent quality standards across practices [19]. Our findings demonstrated that there was inconsistent structural integration of mental health care in newly emerging FHTs following a period of policy reform. As a result, primary care teams’ and providers’ ability to succeed in meeting mental health care demands vary widely across Ontario due to the lack of necessary supports and resources needed to effectively manage and coordinate mental health care within the organizational practice [12]. Successful outcomes in care, are fundamentally related to the context in which the primary care practice is situated [3, 65]. What emerged from the data was the importance of having a provincial policy context that implements structures and processes that help support primary mental health care.
Structural inequities for mental health care
One of the concerning findings in our study is that the resource variations across FHTs may be perpetuating an atmosphere of envy, rivalries, and structural inequity. We recognize this as an unintended consequence of Ontario’s primary care policy reform [16, 74]. Unintended consequences can arise at any time during the policy process and may occur because policy is ineffective, counterproductive, or related to other externalities [74]. We believe it is imperative to address the unintended structural inequities arising for mental health in primary care across Ontario. Strengthening the integration of high quality mental health care in primary care settings is a lauded strategy to improve health equity outcomes [10, 44].
When it comes to mental health, however, our study demonstrated that the same level of service was not consistently provided across FHTs, thus did not achieve horizontal health equity in this regard [45]. In some cases, variations of service may be a manifestation of vertical equity [45, 46] whereby some FHTs may be providing greater amounts of mental health care because they service higher needs populations or are located in neighbourhoods with higher needs. Based on our study findings, however, many FHTs appear to be under-resourced for mental health care. As well, there have been some criticism that only focusing on the integration of interdisciplinary teams within physician-based models of primary care deters equity by not attending to the effects of team structures [75]. We agree that greater attention is needed to ensure that the underlying structure of the FHT model is designed to consistently promote high quality mental health care. Ontario has had a challenging history addressing populations’ mental health care needs [76]. We believe that there remains opportunity to improve Ontarians’ mental health care needs. Mental health policies can facilitate strong primary care delivery as well as effective integration of mental health services in primary care [10, 12]. Addressing this important public health problem requires a comprehensive and coordinated response in order to help respond to the demand for mental health services for mood and anxiety disorders [10]. Attending to these structural gaps in the policy context can strengthen primary care’s capacity to respond to patients’ mental health needs, improve patient and population health outcomes, and enhance the overall healthcare system performance [77–80].
Strengths and limitations
An exceptional strength of our study was the large sample size that included a range of interdisciplinary perspectives represented in team-based primary care, influential policy and decision-makers who have been instrumental in shaping the FHT model, and key community stakeholders invested in mental health and primary care. Our large diverse sample aligned with constructivist grounded theory’s value of multiple perspectives and provided us with a deep understanding of mental health care in FHTs. In addition, conducting the 96 interviews over a 21/2 year period was an asset to the quality of the data we collected because participants became increasingly reflective about the role of contexts in the delivery of mental health care as the provincial election neared in 2018. Lastly, a strength of this study was the range of expertise represented by the research team. We established clear processes for team engagement throughout all phases of the study, which were particularly essential as we progressed through data analysis of such a large sample. We recommend that future researchers undertaking such an endeavor establish and document the processes for team engagement, collaborative approaches to data analysis, and preparation of knowledge translation materials early in the study design.
A limitation is that the focus of this study was on one model of team-based care in Ontario, Canada so findings may not apply to all primary care settings. In addition, the method of recruitment of the participants in this study generates a potential self-selection bias of those with a particular interest in mental health.
Conclusion
As the first point of contact for individuals experiencing mental health difficulties, primary care plays an important role in addressing population mental health care needs. Our study aimed to provide a more robust understanding of the policy context that shaped one primary care model’s capacity for mental health delivery in Ontario. The four themes identified in the data were: i) lack of strategic direction for mental health, ii) inequitable resourcing for mental health care, iii) FHT rivalry and envy, and, iv) variations across primary care models. In Ontario, the lack of strategic direction and inconsistent resourcing for mental health care appear to have hindered the successful integration of mental health in primary care. Achieving health equity may also be restricted by the structural variations for mental health care across FHTs and across primary care models in Ontario.
Acknowledgements
We would like to thank each participant for their involvement in this study. We appreciate the involvement of the following members of our advisory committee: Judith Belle Brown, Rachel Cooper, Jack Haggerty, Chase McMurren, Kavita Mehta, Laura Muldoon, and Rebecca Shields.
Thank you to the Canadian Institutes of Health Research for funding this study.

Authors’ contributions
Each author made substantial contributions to the conception and design of this work. RA, MM, JS, SD, and KM conceived of the study. As the research coordinator, ME oversaw all organizational activities of the study. RA and JB conducted data collection. RA, MM, ME, JB conducted data analysis. All authors contributed to the interpretation of the data. RA wrote the initial draft of the paper and MM, JS, SD, ME, and JB provided substantial contributions to the revisions of the manuscript. All authors have approved the submitted version and have agreed to be both personally for the author’s own contributions and to ensure that questions related to the accuracy or integrity of any part of the work, even ones in which the author was not personally involved, are appropriately investigated, resolved, and the resolution documented in the literature.

Funding
This study was funded by the Canadian Institutes of Health Research (MOP-142435). The funding body had no involvement in the design of the study nor involvement in the collection, analysis, interpretation of data, or writing of the manuscript.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
This study received Research Ethics Board Approval from the University of Waterloo (#20973), University of Toronto (#33175), the Centre for Addiction and Mental Health (CAMH) (#140/2015), Bruyère Continuing Care (#M16–16-001), St. Joseph’s Health Centre/Unity Health Toronto (#15–830), and Université Laval (#2016–2877).

Consent for publication
Not applicable.

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


References
	1.
Kates N, McPherson-Doe C, George L. Integrating mental health services within primary care settings: the Hamilton family health team. J Ambul Care Manage. 2011;34(2):174–82. https://​doi.​org/​10.​1097/​JAC.​0b013e31820f6435​.CrossrefPubMed

	2.
Kates N, Mazowita G, Lemire F, Jayabarathan A, Bland R, Selby P, et al. The evolution of collaborative mental health care in Canada: a shared vision for the future. Can J Psy. 2011;56(5):1–5.

	3.
Thomas P. Understanding the context in healthcare research and development. London J Prim Care. 2014;6(5):103–5. https://​doi.​org/​10.​1080/​17571472.​2014.​11493427.Crossref

	4.
Scott WR, Davis G. Organizations and organizing: rational, natural, and open systems perspectives. Englewood Cliffs: Prentice-Hall; 2007.

	5.
Alexander JA, Cohen GR, Wise CG, Green LA. The policy context of patient centred medical homes: perspectives of primary care providers. J Gen Intern Med. 2012;28(1):147–53. https://​doi.​org/​10.​1007/​s11606-012-2135-0.CrossrefPubMedPubMedCentral

	6.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services research findings into practice: a consolidated framework for advancing implementation science. Implement Sci. 2009;4:50. https://​doi.​org/​10.​1186/​1748-5908-4-50.CrossrefPubMedPubMedCentral

	7.
Øvretveit JC, Shekelle PG, Dy SM, McDonald KM, Hempel S, Pronovost P, et al. How does context affect interventions to improve patient safety? An assessment of evidence from studies of five patient safety practices and proposals for research. BMJ Qual Saf. 2011;20:604–10. https://​doi.​org/​10.​1136/​bmjqs.​2010.​047035.CrossrefPubMed

	8.
May CR, Johnson M, Finch T. Implementation, context and complexity. Implement Sci. 2016;11:141. https://​doi.​org/​10.​1186/​s13012-016-0506-3.CrossrefPubMedPubMedCentral

	9.
Lau R, Stevenson F, Ong BN, Dziedzic K, Treweek S, Eldridge S, et al. Achieving change in primary care – effectiveness of strategies for improving implementation of complex interventions: systematic review of reviews. BMJ Open. 2015;5:e009993. https://​doi.​org/​10.​1136/​bmjopen-2015-00999.CrossrefPubMedPubMedCentral

	10.
World Health Organization & WONCA. Integrating mental health into primary care: a global perspective. Geneva: WHO; 2008.

	11.
Squires J, Aloisio L, Grimshaw J, Bashir K, Dorrance K, Coughlin M, et al. Attributes of context relevant to healthcare professionals’ use of research evidence in clinical practice: a multi-study analysis. Implement Sci. 2019;14:52.PubMedPubMedCentral

	12.
Kates N. Mental health and primary care: contributing to mental health system transformation in Canada. Can J Comm Mental Health. 2017;36(4):34–47.

	13.
Corrigan MJ, Krase K, Reed JC. A social work response to the affordable care act: prevention and early intervention. J Psychoactive Drugs. 2017;49(2):169–73. https://​doi.​org/​10.​1080/​02791072.​2017.​1295333.CrossrefPubMed

	14.
Hutchison B, Levesque JF, Strumpf E, Coyle N. Primary health care in Canada: systems in motion. Milbank Q. 2011;89:256–88.PubMedPubMedCentral

	15.
Davis K, Abrams M, Stremikis K. How the affordable care act will strengthen the nation’s primary care foundation. J Gen Intern Med. 2011;26:1201–3.PubMedPubMedCentral

	16.
Rudoler D, Peckham A, Grudniewicz A, Marchildon G. Coordinating primary care services: a case of policy layering. Health Policy. 2019;123:215–21.PubMed

	17.
Hoff T, Weller W, DePuccio M. The patient-centred medical home: a review of recent research. Med Care Res Rev. 2012;69(6):619–44. https://​doi.​org/​10.​1177/​1077558712447688​.CrossrefPubMed

	18.
Ashcroft R. Ontario’s family health teams: politics within the model. Can Soc Work Rev. 2015;32(1–2):117–32.

	19.
Glazier R, Zagorski B, Rayner J. Comparison of primary care models in Ontario by demographics, case mix and emergency department use, 2008/09 to 2009/10. ICES investigative report. Toronto: Institute of Clinical and Evaluative Sciences; 2012.

	20.
College of Family Physicians of Canada (CFPC). A new vision for Canada. Family practice – the patient’s medical home. Mississauga: CFPC; 2019.

	21.
Aggarwal M. Primary care reform: a case study of Ontario. (PhD dissertation). Toronto: University of Toronto; 2009.

	22.
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. 2013;32:695–703.

	23.
Aggarwal M, Williams AP. Tinkering at the margins: evaluating the pace and direction of primary care reform in Ontario, Canada. BMC Fam Pract. 2019;20:128. https://​doi.​org/​10.​1186/​s12875-019-1014-8.CrossrefPubMedPubMedCentral

	24.
Ontario Ministry of Health and Long-Term Care. Become an Ontario Health Team. 2021. https://​health.​gov.​on.​ca/​en/​pro/​programs/​connectedcare/​oht/​default.​aspx#top

	25.
Ontario Ministry of Health and Long-Term Care. (n.d.). Ontario Health Teams: Guidance for health care providers and organizations. https://​health.​gov.​on.​ca/​en/​pro/​programs/​connectedcare/​oht/​docs/​guidance_​doc_​en.​pdf

	26.
White DE, Navjot V, Jackson M, Stelfox HT, Wasylak T, Ghali W. Experimenting with governance: Alberta’s strategic clinical networks. Healthcare Q. 2019;21(4):37–42.

	27.
Trautmann S, Rehm J, Wittchen HU. The economic costs of mental disorders. Sci Soc. 2016;17(9):1245–9.

	28.
Mental Health Commission of Canada. Strengthening the case for investing in Canada’s mental health system: economic considerations. Ottawa: Mental Health Commission of Canada; 2017.

	29.
Khan S. Concurrent mental and substance use disorders in Canada. Health Rep. 2016;28(8):3–8.

	30.
Steel Z, Marnane C, Iranpour C, Chey T, Jackson J, Patel V, et al. The global prevalence of common mental disorders: a systematic review and meta-analysis 1980-2013. Int J Epidemiol. 2014;43(2):476–93.PubMedPubMedCentral

	31.
Urbanoski K, Inglis D, Veldhuizen S. Service use and unmet needs for substance use and mental disorders in Canada. Can J Psych. 2017;6(8):551–9.

	32.
Moroz N, Moroz I, D’Angelo MS. Mental health services in Canada: barriers and cost-effective solutions to increase access. Healthc Manage Forum. 2020;33(6):282–7.PubMed

	33.
Gratzer D. Improving access to evidence-based mental health care. CMAJ. 2020;192(13):E342–3.PubMedPubMedCentral

	34.
Lu W. Adolescent depression: national trends, risk factors, and healthcare disparities. Am J Health Behav. 2019;43:181–94.PubMed

	35.
Guerrero A, Chock S, Lee AK, Sugimoto-Matsuda J, Kelly AS. Mental health disparities, mechanisms, and intervention strategies. Curr Opin Psychiatry. 2019;32(6):549–56.PubMed

	36.
Patten S, Kennedy S, Lam R, O’Donovan C, Filteau M, Parikh S, et al. Canadian network for mood and anxiety treatments (CANMAT) clinical guidelines for the management of major depressive disorder in adults. I. Classification, burden and principles of management. J Aff Dis. 2009;117(1):S5–S14.

	37.
Katzman M, Bleau P, Blier P, Chokka P, Kjernisted K, Van Ameringen M, et al. Canadian clinical practice guidelines for the management of anxiety, posttraumatic stress and obsessive-compulsive disorders. BMC Psych. 2014;14(Suppl1):S1.

	38.
Mapanga W, Casteleijn D, Ramiah C, Odendaal W, Metu Z, Robertson L, et al. Strategies to strengthen the provision of mental health care at the primary care setting: an evidence map. PLoS One. 2019;14(9):e0222162.PubMedPubMedCentral

	39.
Lockhart E, Hawker GA, Ivers NM, O’Brien T, Mukerji G, Pariser P, et al. Engaging primary care physicians in care coordination for patients with complex medical conditions. Can Fam Phys. 2019;65(4):e155–62.

	40.
Sapag J, Rush B, Ferris L. Collaborative mental health services in primary care systems in Latin America: contextualized evaluation needs and opportunities. Health Exp. 2016;19(1):152–69.

	41.
Rush B, McPherson-Doe C, Behrooz RC, et al. Exploring core competencies for mental health and addictions work within a family health team setting. Ment Health Fam Med. 2013;10:89–100.PubMedPubMedCentral

	42.
Brown M, Moore CA, MacGregor J, Lucey JR. Primary care and mental health: overview of integrated care models. J Nurse Pract. 2021;17(1):10–4.

	43.
Chetty UJ, O’Donnell P, Blane D, Willems S, World Organization of Family Doctors (WONCA) Special Interest Group on Health Equity. The role of primary care in improving health equity: report of a workshop held by the WONCA Health Equity Special Interest Group at the 2015 WONCA Europe Conference in Instanbul, Turkey. Int J Equity Health. 2016;15:128.PubMedPubMedCentral

	44.
Satcher D, Rachel SA. Promoting mental health equity: the role of integrated care. J Clin Psychol Med Settings. 2017;24:182–6. https://​doi.​org/​10.​1007/​s10880-016-9465-8.CrossrefPubMed

	45.
Bayoumi A. Equity and health services. J Publ Health Pol. 2009;30:176–82.

	46.
Mooney G. Vertical equity in health care resource allocation. Health Care Anal. 2000;8:203–15.PubMed

	47.
Glazier R. Balancing equity issues in health systems: Perspectives of primary healthcare. Healthcare Papers. 2007;8(Sp):35–45.PubMed

	48.
Watson DP, Adams EL, Shue S, Coates H, McGuire A, Chesher J, et al. Defining the external implementation context: an integrative systematic literature review. BMC Health Serv Res. 2018;18:209. https://​doi.​org/​10.​1186/​s12913-018-3046-5.CrossrefPubMedPubMedCentral

	49.
Ashcroft R, Silveira J, McKenzie K. A qualitative study on incentives and disincentives for care of common mental disorders in Ontario family health teams. Healthcare Pol. 2016;12(1):84–96.

	50.
Gocan S, Laplante MA, Woodend AK. Interprofessional collaboration in Ontario’s family health teams: a review of the literature. JRIPE. 2014;33:1–19.

	51.
Bayliss EA, Bonds DE, Boyd CM, Davis MM, Finke B, Fox MH, et al. Understanding the context of health for persons with multiple chronic conditions: moving from what is the matter to what matters. Ann Fam Med. 2014;12(3):260–9.PubMedPubMedCentral

	52.
Edwards N, Barker PM. The importance of context in implementation research. J Acquir Immune Defic Syndr. 2014;67(Suppl 2):S157–62.PubMed

	53.
Ashcroft R, Menear M, Silveira J, Dahrouge S, McKenzie K. Incentives and disincentives for treating of depression and anxiety in Ontario family health teams: protocol for a grounded theory study. BMJ Open. 2016;6:1–9.

	54.
Conrad D. Incentives for health-care performance improvement. In: Smith P, Mossialos E, Papanicolas I, et al., editors. Performance measurement for health system improvement experiences, challenges, and prospects. Cambridge: Cambridge University Press; 2010.

	55.
Charmaz K. Constructing grounded theory. 2nd ed. Thousand Oaks: Sage; 2014.

	56.
Charmaz K. Grounded theory: objectivist and constructivist methods. In: Denzin NK, Lincoln YS, editors. Strategies for qualitative inquiry. 2nd ed. Thousand Oaks: Sage; 2003. p. 249–91.

	57.
Singh S, Estafan A. Selecting grounded theory approach for nursing research. GQNR. 2018;Jan-Dec(5):1–9.

	58.
Ashcroft R, Silveira J, Rush B, McKenzie K. Incentives and disincentives for the treatment of depression and anxiety: a scoping review. Can J Psych. 2014;59(7):385–92.

	59.
Ontario Ministry of Health and Long-Term Care. Family Health Teams. Toronto: MOHLTC; 2019. http://​www.​health.​gov.​on.​ca/​en/​pro/​programs/​fht/​fht_​progress.​aspx

	60.
Aldiabat K, Le Navenec CL. Data saturation: the mysterious step in grounded theory method. Qual Rep. 2018;23(1):245–61.

	61.
Corbin J, Strauss A. Strategies for qualitative data analysis. Basics of Qualitative Research Techniques and procedures for developing grounded theory; 2008.

	62.
Mjósund N, Eriksson M, Espnes G, Haaland-Óverby M, Jensen S, Norheim I, et al. Service user involvement enhanced the research quality in a study using interpretive phenomenological analysis – the power of multiple perspectives. J Adv Nurs. 2017;73(1):265–78.PubMed

	63.
Bowen G. Supporting a grounded theory with an audit trail: an illustration. Int J Soc Res Meth. 2009;12(4):305–16.

	64.
Hogg W, Rowan M, Russell G, Geneau R, Muldoon L. Framework for primary care organizations: the importance of a structural domain. Int J Qual Health Care. 2008;20(5):308–13.PubMed

	65.
McCormack B, Kitson A, Harvey G, Rycroft-Malone J, Titchen A, Seers K. Getting evidence into practice: the meaning of ‘context’. J Adv Nurs. 2002;38(1):94–104.PubMed

	66.
Bryson JM. Strategic planning for public and nonprofit organizations. San Francisco: Jossey-Bass; 2011.

	67.
Mugisha J, Abdulmalik J, Hanlon C, Petersen I, Lund C, Upadhaya N, et al. Health system context(s) for integrating mental health into primary health care in six emerald countries: a situational analysis. Int J Ment Health Syst. 2017;11:7.PubMedPubMedCentral

	68.
Wakida E, Obua C, Rukundo G, Maling S, Talib Z, Okello E. Barriers and faciltiators to the integration of mental health services into primary healthcare: a qualitative study among Ugandan primary care providers using the COM-B framework. BMC Health Serv Res. 2019;18(1):890.

	69.
Ministry of Health and Long-Term Care. Making it happen. Implementation plan for mental health reform. Toronto: Queen’s Printer for Ontario; 1999.

	70.
Ministry of Health and Long-Term Care. Open minds, healthy minds: Ontario’s comprehensive mental health and addictions strategy. Toronto: Queen’s Printer for Ontario; 2011.

	71.
Bayoumi I, Schultz S, Glazier R. Primary care reform and funding equity for mental disorders in Ontario: a retrospective observational population-based study. CMAJ Open. 2020. https://​doi.​org/​10.​9778/​cmajo.​20190153.

	72.
Campbell SM, Roland MO, Buetow SA. Defining quality of care. Soc Sci Med. 2000;51:1611–25.PubMed

	73.
Donabedian A. The quality of care. How can it be assessed? JAMA. 1988;260(12):1743–8.PubMed

	74.
Oliver K, Lorenc T, Tinkler J, Bonell C. Understanding the unintended consequences of public health policies: the views of policymakers and evaluators. BMC Pub Health. 2019;19:1–9.

	75.
Haydt SM. Politics and professions: interdisciplinary team models and the implications for health equity in Ontario. Int J Health Sci. 2017;48(2):302–27.

	76.
Bullock HL, Abelson J. A fresh approach to reform? A policy analysis of the development and implementation of Ontario’s mental health and addictions strategy. Healthc Policy. 2019;14(3):29–42. https://​doi.​org/​10.​12927/​hcpol.​2019.​25794.CrossrefPubMedPubMedCentral

	77.
Butler M, Kane RL, McAlpine D, Kathol R, Fu S, Hagedorn H, et al. Integration of mental health/substance abuse and primary care. No. 173 (prepared by the Minnesota evidence-based practice center under contract no. 290–02-0009). AHRQ publication no. 09-E003. Rockville: Agency for Healthcare Research and Quality; 2008.

	78.
Linde K, Kriston L, Rücker G, Jamil S, Schumann I, Meissner K, et al. Efficacy and acceptability of pharmacological treatments for depressive disorders in primary care: systematic review and network meta-analysis. Ann Fam Med. 2015;13:69–79.PubMedPubMedCentral

	79.
Linde K, Sigterman K, Kriston L, Rücker G, Jamil S, Meissner K, et al. Effectiveness of psychological treatments for depressive disorders in primary care: systematic review and meta-analysis. Ann Fam Med. 2015;13:56–68.PubMedPubMedCentral

	80.
Twomey C, O’Reilly G, Byrne M. Effectiveness of cognitive behavioural therapy for anxiety and depression in primary care: a meta-analysis. Fam Pract. 2015;32:3–15.PubMed



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


OEBPS/navigation.xhtml

    
      Contents


      
        		Inequities in the delivery of mental health care: a grounded theory study of the policy context of primary care


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





