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ABSTRACT

Objective The objective of this study was to describe
Ontario primary care teams’ experiences with collaboration
during the COVID-19 pandemic. Descriptive qualitative
methods using focus groups conducted virtually for data
collection.

Setting Primary care teams located in Ontario, Canada.
Participants Our study conducted 11 focus groups with
10 primary care teams, with a total of 48 participants
reflecting a diverse range of interprofessional healthcare
providers and administrators working in primary care.
Results Three themes were identified using thematic
analysis: (1) prepandemic team functioning facilitated
adaptation, (2) new processes of team interactions and
collaboration, and (3) team as a foundation of support.
Conclusions Results revealed the importance of
collaboration for provider well-being, and the challenges
of providing collaborative team-based primary care in the
pandemic context. Caution against converting primary
care collaboration to predominantly virtual modalities
postpandemic is recommended. Further research on
team functioning during the COVID-19 pandemic in
other healthcare organisations will offer additional
insight regarding how primary care teams can work
collaboratively in a postpandemic environment.

INTRODUCTION

Interprofessional primary care teams rapidly
shifted from providing in-person to virtual
care as part of required public health
guidelines in the context of the COVID-19
pandemic.l_4 It is not clear, however, how
shifting from working in-person to working
virtually impacted collaboration in these
interprofessional primary care teams. World-
wide, primary care is a cornerstone of most
health systems,” and the first point of contact
for patients in the medical system which is
typically provided by family physicians or
nurse practitioners.” Team-based primary
care brings typically brings a broader popu-
lation view of healthcare as it provides a
wider scope of health and mental health
services.” ’ Such interprofessional primary
care teams bring together providers from

STRENGTHS AND LIMITATIONS OF THIS STUDY

= We conducted focus groups with primary care teams
during the second wave of the COVID-19 pandemic
despite the numerous challenges imposed by phys-
ical distancing measures for qualitative research.

= This study provides early insights into the experi-
ences of collaboration in primary care within the
pandemic context, highlighting the importance of
prepandemic team functioning, team interaction
during COVID-19 and the isolation experienced by
healthcare providers during the pandemic.

= Our sample represents one team-based model
of primary care in Ontario, Canada so may not be
indicative of experiences across all primary care
settings.

a range of diverse disciplinary perspectives
into a collaborative team setting.” " Family
physicians, nurse practitioners, nurses, social
workers, pharmacists, dietitians, psychologists
and physiotherapists are the most common
types of providers in primary care teams, yet
other types of providers may be included as
well depending on the immediate commu-
nity and population health needs, and the
related clinical conditions of these popula-
tions.”™ Although nurse practitioners and
nurses both work within primary care teams,
their scopes of practice are different. Nurse
practitioners have a wider scope of practice
than nurses including the ability to: order and
interpret diagnostic tests; conduct advanced
health assessments; refer patients to other
professionals as needed; and diagnose, treat
and perform advanced interventions.” It is
important to note that the composition of
the types and amounts of providers vary from
team to team.””

Collaboration in primary care teams occurs
when two or more health professionals work
together to provide comprehensive patient
care.” Primary care teams offer patients the
benefits of a broad range of comprehensive
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services—including mental healthcare—offered by the
interprofessional providers who are members of the
team.'”™" There are numerous benefits associated with
interprofessional collaboration for patients and providers
in primary care.'"* "> Through collaboration, individual
primary care providers’ capacity improves, particularly
as it relates to complex patient care needs for chronic
health conditions and mental health disorders.” ' 7 As
a result, collaboration enhances Eatient experiences and
outcomes in primary care teams.'”" In addition, working
in primary teams may even increase providers’ job satisfac-
tion and personal well-being.”” Thus, team-based models
of primary care are recognised as among the most effec-
tive for accomplishing the ‘quadruple aim’ of primary
care, which aims to improve patient experiences, advance
population health, reduce costs and improve provider
experiences.”! #

Although the experiences of collaboration may differ
within and across primary care organisations,” members
of collaborative primary care teams typically share an
understanding of how their actions align with organisa-
tional goals.** * Systemic, organisational and individual
provider factors facilitates collaboration in team-based
primary care.' ** This includes previous provider expe-
riences with collaboration, exposure to interprofes-
sional approaches to education during training, role
clarity, healthcare culture compatibility and managing
change.® "' ' % In addition, the quality of team collabo-
ration is enhanced when providers are colocated, share
the same physical environment and have opportunities
for impromptu interactions such as ‘hallway conversa-
tions’.* "' ¥ With the onset of the COVID-19 pandemic;
however, the need to implement physical distancing
significantly reduced or removed primary care teams’
opportunities for these types of in-person interactions.'™

UPTAKE OF VIRTUAL CARE DURING THE COVID-19 PANDEMIC
The delivery of primary care changed dramatically during
the COVID-19 pandemic.*™* The pandemic measures
resulted in the rapid shift from in-person care delivery to
the use of virtual care technologies.”* Virtual care refers
to ‘any interaction between patients and members of
their circle of care that occurs remotely, using any form
of communication or information technology, to facili-
tate or maximise the quality and effectiveness of patient
care’.”® Synchronous virtual care (eg, telephone and
video appointments) and asynchronous virtual care (eg,
email) replaced in-person patient care and team collab-
oration activities early in the first wave of the COVID-19
pandemic.'™ *® During the first wave of the pandemic in
Ontario, Canada, there was an 80% decrease of in-person
office visits in primary care settings and a 56-fold increase
in synchronous virtual care appointments in primary
care.” Although virtual care has been used in some
healthcare settings for decades, particularly in Northern
or remote regions, virtual care has comprised a small
proportion of all care.”

Prior to the pandemic, virtual care was used minimally
in primary care.” The pandemic lockdown was a signifi-
cant driver for the implementation of virtual patient care.
One of the ways that the shift to using virtual care modal-
ities changed team-based primary care was that many
primary care providers who previously worked in close
proximity to one another in shared-space were no longer
working on-site at their primary care organisation.”™
Instead, many primary care providers were working
virtually from home, which in some cases increased the
workload for members of primary care teams.?” Research
conducted early in the pandemic suggested that this shift
to working from home and using virtual care meant that
there were fewer hallway conversations among members
of the primary care team, and feelings of isolation in the
early wave of the pandemic.’ It is unclear, however, the
impact that the shift to virtual care and need for physical
distancing had on the collaborative experiences of team-
based primary care as the pandemic progressed. Despite
the changes to how the primary care teams were organ-
ised, patient care continued.””

RATIONALE

The prepandemic research on effective collaboration
in primary care teams emphasised the importance of
sharing in-person physical space.® ?7 In addition, research
conducted early in the COVID-19 pandemic suggested
that primary care teams might have struggled with collab-
oration because of challenges related to the rapid shift
from working on-site and in-person, to working at home
and/or virtually.?’ * Much of the research on virtual team
collaboration was conducted prior to the COVID-19
pandemic and has primarily focused on teams that either
voluntarily moved virtually, did not have prior history of
working in-person or continued to have the option of
interacting in-person.**' However, COVID-19 required
primary care teams that previously worked in-person to
shift to using virtual modalities with little to no prepa-
ration.” * As such, there are limited data on the impact
of the new virtual context on the team collaboration in
primary care settings.

This study was part of a larger qualitative study inves-
tigating primary care teams’ experiences of delivering
mental healthcare during the COVID-19 pandemic.”
Ashcroft et al present findings stemming from the project
specifically pertaining to the research question: What is
the impact of the COVID-19 pandemic on primary care
teams’ delivery of mental healthcare?. Given the chal-
lenges of including all findings in one manuscript due
to space limitations which can be challenging for quali-
tative studies, and to promote coherence in the presen-
tation and discussion of findings, we opted to dedicate
this second manuscript from the study to one specific
research question that pertained specifically to primary
teams’ experiences with collaboration during the
COVID-19 pandemic. Although the overarching aim of
the study presented in Ashcroft et al focused on mental
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healthcare, any person working within the primary care
team was invited to participate,” thus, our study gener-
ated significant findings on team collaboration in general.
Thus, this article presents findings specifically related
to the following research question: What were primary
care teams’ experiences with collaboration during the
COVID-19 pandemic?. Understanding the impact of
COVID-19 on interprofessional collaboration will inform
how to support virtual primary care teams—including
hybrid (ie, virtual and in-person combined)—and main-
tain the benefits of team-based primary care for patients
and providers both during and after the pandemic.

METHODS

Design

A qualitative descriptive research design was used
to understand impacts on collaboration during the
COVID-19 pandemic while working virtually.” ** Qual-
itative descriptive designs are common in healthcare
research, aim to describe participants’ experiences and
also strive to provide straightforward descriptions of
perceptions.* Although qualitative descriptive designs
may not increase a theoretical understanding, they are
useful in healthcare research because they contribute to
practice and organisational level changes.” This research
design was appropriate given the understandable limited
previous research in this area. This research team had
representation from a variety of disciplinary perspec-
tives including social work, family medicine, pharmacy,
occupational therapy, policy and epidemiology. Team
members included researchers, clinicians and leaders
representing various facets of primary care. The research
team is composed of individuals representing a range of
genders (although there is no person on the research
team identifying as non-binary), sexual orientations and
ethnicities. The principal investigator (RA) held the posi-
tion of assistant professor at the Factor-Inwentash Faculty
of Social Work at the University of Toronto at the time
of the study and completed an advanced primary care
research training programme during her doctoral studies
(https://www.uwo.ca/fammed/csfm/tutor-phc/) and
advanced postdoctoral research training at the Centre for
Addiction and Mental Health following her PhD training.
Lastly, our team also included key knowledge users repre-
senting professional advocacy organisations—the Associ-
ation of Family Health Teams of Ontario (AFHTO) and
the Ontario Association of Social Workers.

Context

Ontario is Canada’s most populous province with
14.7 million residents.” Family health teams (FHTs) are
one example of a team-based model of primary care in
Ontario, Canada.®® First implemented in 2015, there are
currently 184 FHTs located across the province of Ontario,
providing care for approximately 25% of the popula-
tion.™® FHTs are heterogeneous in terms of geographical
region, population and team configuration.” ®*

The WHO declared COVID-19 to be a global pandemic
on 11 March 2020.*” Ontario’s Chief Medical Officer
of Health directed a ramping down of non-emergent
health services on 15 March 2020.*® On 19 March 2020,
healthcare organisations and providers were directed to
halt or substantially reduce non-essential and/or elec-
tive services.” Public Health Ontario reported a total
of 34911 cases of COVID-19 in Ontario near the end of
the first wave of the COVID-19 pandemic (as of 28 June
2020), and 467000 during the third wave.”

Sample and recruitment

We used a purposive sampling technique to engage
a diversity of provider perspectives with primary care
teams. Potential participants were healthcare providers
and administrators (programme managers and executive
directors) working in FHTs who were able to participate
in a virtual focus group. Our aim was to recruit FHTs from
each of the five Ontario Health geographical regions:
West, Central, Toronto, East and North. We strived for
representation from each of these five regions to: (1)
include regional variation in terms of rural and urban;
(2) reflect the varying diversity of populations in these
regions and (3) gain a provincial-wide understanding.
With these criteria in mind, and with the help of AFHTO,
we generated a list of FHTs in each of the geographical
regions. We recruited FHTs by contacting the execu-
tive directors of the identified FHTs through email and
inviting their interprofessional teams to participate. Exec-
utive directors then shared the invitation with the various
healthcare providers working within their FHT. Executive
directors of FHTs that were interested in participating in
the study then contacted the research coordinator. The
first two FHTSs that expressed interest in each of Ontario
Health’s five geographical regions were selected for inclu-
sion, to ensure representation across rural and urban
settings and from diverse populations. Participants had
no established relationship with the principal investigator
(RA).

Data collection
We used focus groups for data collection because of their
numerous advantages for this study. The dynamic nature
of focus groups, and their ability to allow for a deeper
understanding of each member’s perspectives, can
enhance the breadth and depth of the discussion that
takes place.” ™ Focus groups are also effective for gener-
ating information at the beginning of an inquiry,” such
as our inquiry on collaboration in primary care teams
during the pandemic. As well, focus groups supported our
aim to generate information that represents the collective
nature of collaborative teams.” A semistructured inter-
view guide, developed by the research team, was used to
facilitate focus groups. The interview guide used in this
study is available as online supplemental file.

Focus groups were conducted on an online virtual plat-
form due to the physical distancing measures in place
because of the COVID-19 pandemic. Each focus group
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consisted of participants working in the same FHT. Two
members of the research team cofacilitated each focus
group (RA/MD or SL/MD). The cofacilitators debriefed
immediately after each focus group, as well, the three
cofacilitators (RA/MD/SL) met once per week for a
minimum of 1 hour during the data collection phase.
Only participants and facilitators were present during
the focus groups. All focus groups were audiorecorded,
and then transcribed verbatim. Each focus group was
approximately 60 min in length. Data collection occurred
between October 2020 and December 2020.

Data analysis

Data analysis occurred at the same time as data collection.
Data analysis was inductive and followed a thematic anal-
ysis process.*” Two members of the research team acted as
primary coders (RA/MD), and both read the transcripts
and familiarise themselves with the data. The two primary
coders and the study coordinator (RA/MD/SL) regu-
larly met twice a week for a minimum of 1 hour for each
meeting during the data analysis process, with additional
meetings of the two primary coders scheduled as needed.
Together, the coders analysed each transcript and induc-
tively generated a list of initial codes and themes then
reviewed and refined with the data analysis subcommittee
(RA/MD/SL/CD/SG/]JBB). The data analysis subcom-
mittee met three times prior to presenting the themes to
all members of the research team. The entire research
team then discussed and finalised the themes during a
virtual meeting and, decisions were documented through
notes and memos. Exemplary quotes illustrating themes
were selected from the data. We also maintained an audit
trail and tracked the data analysis process to enhance
dependability of the data. Rigour and trustworthiness
were established through the use of reflexivity and peer
debriefing.* ** Reflexivity was incorporated into the focus
group facilitator debrief meetings, primary coder meet-
ings, data analysis subcommittee meetings, and to some
extent the larger team meetings comprised of all research
team members. These meetings provided an opportu-
nity to discuss contextual elements that may be inter-
secting with the study and ourselves as researchers**—for
example, the evolving nature of the pandemic and
differing distancing measures across various geographical
locations. Within these meetings, we routinely discussed
the potential influence of each of our disciplinary back-
ground in shaping our understanding of the research
context, and ensured that all members of our interdis-
ciplinary research team had opportunities to provide
input from their own disciplinary perspective. The reflex-
ivity and the audit trail of meeting notes and memos
contribute to trustworthiness.”” NVivo V.12 was used to
organise the data and facilitate data analysis.

Patient and public involvement
No patients or public were involved in the design,
conduct, reporting or dissemination of this study.

Table 1 List of focus group participant roles at FHT
Participant role N
Social worker 20
Counsellor 10
Programme manager/coordinator 9
Executive director 4
Nursing 3

(nurse practitioner, nurse health promoter, nursing
manager)

Family physician 2
Total 48

FHT, family health team.

RESULTS

We conducted 11 focus groups with 10 FHTs, and a total
of 48 participants. Two focus groups were conducted at
one FHT to accommodate the competing schedules of
participants. No participants who attended focus groups
dropped out of the study. On average, there were four
participants per focus group, with the largest group
composed of nine participants. Participants (N=48) repre-
sented various types of healthcare providers and admin-
istrators (eg, programme managers, executive directors)
working within the primary care team (see table 1).
Participants were diverse in the number of years working
in their current primary care setting. For example, four
participants worked in their team for less than lyear
at time of the focus group while four participants had
worked in their team for more than 10 years. In addition,
there was geographical diversity in the sample with two
FHTs representing each of Ontario’s five health regions.
All participants reported experience with team collabora-
tion both prior to and during the COVID-19 pandemic.
With respect to teams’ experiences with collaboration
during the COVID-19 pandemic, we identified three
themes: (1) prepandemic team functioning facilitated
adaptation, (2) new processes of team interactions and
collaboration, and (3) team as a foundation of support.

Prepandemic team functioning facilitated adaptation

Teams highlighted the importance of prepandemic prac-
tices in facilitating adaptation to collaboration during
the COVID-19 pandemic. All focus groups reported that
it was beneficial having established team-based primary
care as the range of services enabled them to address the
diversity of difficulties that patients encountered during
the pandemic. A nurse in one focus group noted:

It’s a really important point...that we work in a team-based
model. I think this would be a very different discussion if
you were talking to primary care providers, who are work-
ing without a team, because we have an occupational ther-
apist...our social work team.... We have resources, but...a
large number of our population...has no tie to a team-based
group (FG3, nurse practitioner)
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All focus groups reflected on how the importance of
having a cohesive collaborative foundation prior to the
pandemic helped teams adapt to collaborating within the
new virtual context. As noted by a family physician in one
focus group, ‘Our Family Health Team is. .. a high-functioning
team...You can’t run a marathon without any training ahead
of time right? So we’d had a lot of experience with collaboration,
and working through difficult times’ (FG7, family physician).
This focus group continued to discuss the importance
of having strong collaborative bonds prior to shifting to
virtual care. ‘Our team members are all so engaged...it’s nice
to know that those bonds are still there. It’s not quite the same
on the phone or by Zoom, but I think that we’re grateful that
the team model has withstood the COVID storm’ (FG7, family
physician).

New processes of team interactions and collaboration
All focus groups explained that maintaining good
collaboration virtually required team commitment and
adoption of new ways of interacting as a team, which
led to some positive and some challenging experiences
with team-collaboration. A range of communication
methods—including texting, telephone calls and video
calls—were used by all focus groups to connect with their
team members. For example, a nurse practitioner in one
focus group explained, ‘Weve been talking about it actu-
ally a lot—a lot of group text messaging and...we’re using all
of these resources to connect to each other, but it’s getting really
hard (FG3, nurse practitioner). All focus groups reported
that virtual collaboration during the pandemic was more
difficult than in-person collaboration. For me as being the
new lead, now I find what’s more challenging is I want to do a
lot of team discussions and program planning and it’s so hard
to connect with the team virtually (FG4, social worker). An
executive director from another focus group also noted
some of the challenges associated with working virtually
off-site: 7 would say as a manager, I found it difficult to have
staff working from home on all fronts. It takes longer to communi-
cate, there’s more voom for misinterpretation, [and] it’s difficult to
manage staff working from home.” (FG8, executive director).
All focus groups explained that the processes of collabo-
ration were different now that they were working virtually.
For example, prior to the pandemic, hallway conversa-
tions and other informal methods of engagement were
frequent methods of team interaction as explained by an
executive director, You don't realize how much of that collab-
oration you do on the fly and so that’s been hard (FG10, exec-
utive director). A family physician from a different focus
group also explained how teams were faced with finding
new ways to collaborate without the opportunities for
impromptu hallway conversations:

I think a lot of the really good work within high-functioning
teams happens right at the beginning, before a meeting, or
after a meeting, or when you run into each in the hallway
and stuff, and so it’s a little bit depressing when you re walk-
ing through the hallway and everyone’s door is closed, and it
says ‘working from home’... There’s been a change that way.

We've successfully converted to keeping wp with each other
virtually or what have you, but it’s not quite the same as
popping by, or just being able to walk down the hall to ask
somebody something. (FG7, family physician)

A social worker from a different focus group shared a
similar perspective explaining that it was important to
schedule times to come together:

1t’s easy to get swept wp in call after call after call, and then
not necessarily connect with other people, and just live in
this little insular bubble at home. [We] have to make it a
priority...we schedule a [team] meeting every Friday, where
we look at the referrals, and we touch base with one another.
And for a couple weeks it kind of got swept under the wayside
because there was a lot of other stuff going on. (FG3, social
worker)

All focus groups also described a change in the
frequency of interactions they had within their team.
Most focus groups explained that they interacted with
fewer members of the team. For example, a social worker
in one primary care team explained:

I'm interacting with a smaller subset of the staff. I wouldn't
be popping my head into the admin and saying hi, 1
wouldn't be passing someone by the hallway and then hav-
ing a conversation, now I'm talking with people that I need
to talk to. So my circle, when it comes to collaborating, has
sort of become smaller. It became an as needed basis (FG10,
social worker).

A social worker from a different focus group empha-
sised that there were more frequent interactions with the
physicians in the team which was noted as a positive expe-
rience because the collaboration opportunities increased:

Tve...had more contact with the physicians since COVID
than I would typically before, because I've gotten into the
routine of just lexting a doctor saying, ‘can you give me a
call when you have a chance’, where before it was much more
like, trying to run down and catch them belween patients
(FG3, social worker).

Another social worker in a different focus group also
noted that despite the limited hallway conversations,
family physicians and other team members remained
accessible for collaboration:

Before you might see them in passing, or I'd kind of run
downstairs, and try and grab someone in belween [pa-
tients]. So, what I've been doing, is just sending a message
to the doctor, or the nurse, and they’ve actually been really
good. A lot of them will just give out their personal cell phone
number, and give us a specific time or range to call, or if they
are in the office, then they’ll say to just call over... So they’ve
been fairly accessible.” (FG2, social worker)

While teams needed to rapidly adapt processes for team
collaboration early in the pandemic to accommodate for
working virtually off-site, a family physician explained
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that some aspects of working virtually will continue into
the future:

Virtual care is here to stay....I can tell you right now, my
practice will not be the same...I'm going to look to my team
to give me their advice and their ideas...the idea that the
[mame of primary care clinic] is going to go back to the way
it was prior to March 2020, I think is, is, for lack of a better
word, crazy. (FG3, family physician)

Interestingly, most focus groups noted that working
virtually facilitated new or more frequent interactions
with community-based partners. For example, a partici-
pant in one focus group mentioned, ‘One of the other things
that’s happened is that...we've been more connected with...
other commumnity partner organizations’ (FGb, program coor-
dinator and counsellor). An executive director from
another focus group also noted that the conditions of
the pandemic required primary care teams to forage new
collaborations:

The pandemic has...forced collaboration and cooperation
amongst so many healthcare providers, that actually wasn’t
there before. Or that would take us years to do...I always
say that...to get change to happen, is to have some catalyst,
whether that catalyst is something catastrophic or something
positive...so COVID has forced a whole bunch of system
changes and collaboration, and communication, amongst
the community itself. (FG7, executive director)

Team as a foundation of support

All focus groups overwhelmingly spoke about the primary
care team as a foundation for support for all types of
providers within these teams. With the rapid shift to
working virtually off-site, participants explained that
they experienced extreme isolation which was different
from their prepandemic experiences. Within and across
all focus groups, participants emphasised the challenges
of not having the consistent support provided by their
colleagues when working in-person. For example, a nurse
practitioner in one focus group explained:

We’re isolated from each other as well; we're...used to be-
ing ... a very cohesive team. We work in a bullpen, so my
office at work is not my own office. I sit with physicians,
and pharmacists, and lots of interaction that’s face-to-face.
And now we’re isolated. . .it’s burning us out (FG3, nurse
practitioner).

Additionally, a family physician in a separate focus
group similarly described how challenging it was not
having in-person team support, particularly following
difficult practice situations:

I feel the brunt of that particularly when I've had a really
challenging encounter with a patient, or something sad has
happened, where if I was in the office it would be an easy
conversation with a colleague...that’s met this patient be-
Jore. And now...there’s this very sad moment in my office by
myself (FG7, family physician).

A social worker from an additional focus group also
noted how challenging it was without the in-person
team support, particularly in the form of debriefing
with colleagues after difficult encounters with patients.
1f a [patient]...is aggressive, other team members would come
in and check in on you...but now you can't really have that
debriefing time, you just have to go from one patient to the next
patient... and then you realize, OK, I'm exhausted” (FG4,
social worker).

Despite some of the challenges, participants across all
focus groups noted that being part of a team fostered a
foundation of support for one another. For example, a
nurse practitioner explained:

I think it’s a really, really important...we are very fortu-
nate...that we work in a team-based model. I think this
would be a very different discussion if you were talking to
primary care providers who are working without a team be-
cause we have...we have resources. But I think...there’s a
large number of our population that has no tie to a team-
based group.’ (FG3, nurse practitioner)

A social worker from a different focus group also high-
lights how the team comradery and support continued
despite working virtually off-site:

T think the comradery is so helpful, for sure... just knowing
that if something does come up, even though I'm physically
alone in my house, I can easily reach out to someone. And
even if it’s someone that I didn’t chat with necessarily that
much when we were in-person, theyve all always been open
to a phone call or a message, and people are really prompt to
get back to us... we get regular emails from upper manage-
ment, acknowledging that, and giving us updates in terms
of what’s happening in, in the community, in the world—
which I think is really helpful too.” (FG7, social worker)

DISCUSSION

With the rapid uptake of virtual care to adhere to the
physical distancing measures of the COVID-19 pandemic,
primary care teams have been attempting to navigate
collaborative processes for patient care and provider
support in this new virtual context.** Our study provides
early insights into the experiences of primary care teams
in Ontario during the pandemic, and the disruption to
collaboration that teams experienced. The three themes
of this study were prepandemic team functioning, team
interaction and isolation. Taken together, each of these
themes underline interconnected challenges primary
care teams navigated early in the pandemic, and the
importance of identifying opportunities for collaboration
and connection.

Prepandemic team functioning

Our study demonstrates that primary care teams had
little experience with virtual means of collaborating prior
to the COVID-19 pandemic. Teams spoke uniformly
about the importance of prior collaboration facilitating
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practices as precursors to successful collaboration in the
pandemic context. We suspect that many of the teams
that participated in our study possessed strong social
bonds, collegial respect, and shared philosophies given
the relative ease with which they described navigating the
transition to virtual care.®*°

Research on collaboration in primary care teams
demonstrates that effective collaboration is enhanced
by shared philosophies, respect, engaging in formal
and informal team activities, established methods for
resolving conflicts, sharing physical space and leader-
ship to guide change management.®*” There is litera-
ture demonstrating teams’ successful transitioning from
working in-person to virtual when it was a planned shift,
supported by change management processes to guide
the transition.***® The pandemic, however, created a
context for the primary care teams in our study, where
the shift from working in-person to virtual occurred over-
night and without adequate preparation.” * While the
shift from in-person to virtual care was new for all teams
in our study, their existing underlying foundations and
established collaborative processes likely enabled them
to rapidly cultivate a sense of psychological safety, joint
success and shared resilience in the high-stress COVID-19
pandemic context.* It is notable that primary care teams
reported successful collaborations in our study despite
the lack of co-location. Strong prepandemic in-person
team functioning may protect against some of the diffi-
culties documented for geographically disparate primary
care collaboration.” While colocation has been argued
as beneficial or even necessary for collaboration within
primary care teams,?®?’ this study indicates that colocation
may neither be a necessary nor sufficient condition for
virtual collaboration, provided that teams have previous
experience working in-person. This offers support for
the contention that some in-person teams may be able to
transition to working virtually, with little loss of collabora-
tion efficacy, if care is taken to ensure existing workflows
are maintained,” and flexibility to facilitate adaptation to
changing circumstances is emphasised.”’

Redesigning primary care teams to enhance virtual
collaboration also presents opportunities to collaborate
with other health and social service agencies. Team collab-
oration in primary care often relies on frequent in-person
encounters in appropriate physical space.® %’ *2 % Partic-
ipants described collaboration as mainly taking place
within their own primary care organisation, however,
there were some examples of collaborations taking place
with other community and health organisations. This is
consistent with an identified gap between primary care
teams and other community-based health agencies where
collaborations across organisations and health sectors
were the exception.”® It is crucial to ensure that primary
care teams maintain collaborative care, given the signifi-
cant investments made in the recent past to establish such
teams’; virtual care modalities may present new opportu-
nities for creative collaboration across organisations and
sectors, for even more comprehensive patient-centred

care.” This would serve both population health targets,
by fostering the relationships built during the COVID-19
pandemic between previously siloed healthcare organi-
sations, as well as improving both patient and caregiver
experience.

Importance of team interaction

Participants spoke about the need for planning and
intention in order to facilitate interaction and collab-
oration during the COVID-19 pandemic. This is unlike
in-person care contexts that rely on informal hallway
conversations for team collaboration to occur.?” Providers
in our study reported virtual collaboration as challenging
and difficult, and less satisfying than in-person care.”*
Explicit attempts to increase the frequency of virtual
collaborations, and increase knowledge sharing between
providers, present as effective antidotes.” *® Participants
in this study spontaneously made use of these strategies to
maintain collegiality by directly contacting one another
on an as-needed basis to engage in knowledge sharing,
and by attending regular team meetings online. In addi-
tion, Sur emphasises the need to ensure that the actions
and intent commonly affiliated with the operationalisa-
tion of empathy in interprofessional teams.”” Improving
patient outcomes is a team responsibility involving
purposeful activities such as team huddles.”” The use of
consistent synchronous and asynchronous communica-
tion platforms can introduce new ways of communicating
and collaborating that enhances intentional methods
of engagement.”® * However, maintaining connections
through these processes as the pandemic continues
remains challenging because optimal ways of working are
not yet known or in place as routine practice.

The range of technologies used by team members to
communicate with one another may have positively influ-
enced the frequency and depth of communications.
However, fatigue due to how much more attention-taxing
virtual meetings are versus face-to-face interactions” *
poses a novel workplace stressor that was identified during
the COVID-19 pandemic. This exhaustion appears to
contribute to a decrease in collaboration, communi-
cation and coordination outside of virtual meetings.”
Our participants may have benefited from the relatively
few video meetings they endorsed, and from the diver-
sity of platforms through which they interacted with one
another. Virtual primary care teams are encouraged to
consider the use of a similar range of technologies.

In our study, primary care team leaders influenced
the success of team communication by the context they
nurtured. Leadership influences how primary care teams
communicate when in-person.®*” Fostering team communi-
cation in virtual primary care teams requires distinct skills
for leaders. Perceived leadership in virtual contexts, which
includes members’ trust in their leader and leaders’ commu-
nication and co-ordination abilities, has a significant small
effect on virtual team collaboration.*® Relationship-focused
leadership in virtual contexts, in particular, appears to be a
predictor of team-perceived performance in ad hoc virtual
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teams with high task interdependence like those in our
study.57 Virtual leadership skills can be acquired’ and can
foster team communication in virtual contexts. Further,
combining these skills with leadership training in rapid
qualitative assessment,63 can enable more immediate organ-
isational course-correction in response to rapidly changing
circumstances. Additionally, leadership that is inclusive of
different perspectives of emotional intelligence including
self-awareness, self-regulation, self-motivation, empathy and
social skill contributes to advancing change and addressing
barriers.”” * Devoting additional funding to training primary
care team leaders will benefit teams’ postpandemic.

Provider well-being

An important finding of our study relates to the profound
isolation experienced by members of primary care teams. A
central component of the quadruple aim strives to improve
provider well-being.”' Our study suggests that by reducing
opportunities for collaboration and receiving team support,
the pandemic has created challenges for provider well-being.
This is consistent with the available literature indicating
physical distancing practices may lead to social isolation
and loneliness, particularly for providers who were used to
working within collaborative environments with strong rela-
tionships, such as these primary care teams.” 65-67

The well-being of team members can be fostered by
setting time for connections with coworkers during the
working day for support and debriefing. This can occur
through organisational outreach practices or by inte-
grating in-person components as part of the working
week.* ® Provider experience may be improved if care
is taken to foster interpersonal connections.” Support
can also be offered by accommodating for providers’
domestic situations (eg, for persons with children in
online schooling) in terms of communication and job
task expectations when collaborating virtually.®" It is not
clear the degree to which the latter occurred on the
teams in our study; a retrospective review of primary care
practices in terms of job demands during the pandemic
could serve to illuminate if this contributed to the rela-
tively high levels of functioning voiced by providers in our
study even in the pandemic context.

This study provides support for the notion that care for
providers is essential during situations as challenging as
the COVID-19 pandemic. It also alludes to organisational-
level interpersonal connection interventions as more
beneficial than the encouragement of individual prac-
titioner self-care behaviours that characterise current
advice for healthcare plractitionelrs.7O This is consistent
with the wider literature on primary care burnout and
indicates that current healthcare guidelines for providers
may be individualising provider care, when in fact, collab-
orative care is more supported by literature.”! ™ Devoting
additional organisational-level attention to ensuring that
collaboration is not limited to instrumental tasks, and is
also extended to provider sustainment, is recommended
as the COVID-19 pandemic continues.” 7

Limitations

There are some limitations to acknowledge about this study.
First, FHTs represent only one team-based model of primary
care in Ontario, Canada so may not be indicative of experi-
ences across all primary care settings. Second, focus groups
were conducted during the second wave of the COVID-19
pandemic and as such, it is anticipated that primary care
team response to the ongoing stresses of the pandemic has
evolved since that time and will continue to develop. Third,
we did not collect information about focus group partic-
ipants’ gender, ethnicity or years in practice, thus are not
able to provide insights about collaborative experiences in
relation to these attributes. Lastly, our study provides some
insights into primary care teams’ experiences with collabora-
tion during the COVID-19 pandemic; however, more infor-
mation can provide a better understanding of the logistics
of integrating virtual care in collaborative processes. For
example, our study did not assess new collaborative skills
that may have emerged in relation to the uptake and use of
virtual care, and the extent to which team communication
and comprehension compared with in-person collaboration.

CONCLUSIONS

Interprofessional primary care teams have continued to
collaborate and innovate during the COVID-19 pandemic
while working virtually. The foundation of previously devel-
oped collaborative relationships has allowed primary care
teams to navigate throughout the pandemic context but it
has also been challenging for providers. While these teams
have been able to implement new processes of collaboration
during the pandemic to adapt to working virtually offsite.
Virtual collaboration requires the intentional adoption of
practices that will sustain both teams and their members.
Subsequent research is needed to identify how teams and
providers can function best in virtual and hybrid environ-
ments over time. Further research is also needed to under-
stand the specific aspects of virtual practice that contribute
to positive team collaboration and supportive patient care,
what might work better in person and how to achieve a work-
place that leverages and implements the best of both. Doing
so will provide both patients and providers in primary care
teams with a healthcare system capable of supporting them
through future challenges. Advancements and strength-
ening collaboration in interprofessional primary care teams
will provide an innovative system of treatment for combat-
ting such pandemic situations and uncertain events in the
future.
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