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BACKGROUND: Care management has become a wide-
spread strategy for improving chronic illness care. How-
ever, primary care provider (PCP) participation in pro-
grams has been poor. Because the success of care man-
agement relies on provider engagement, understanding
provider perspectives is necessary.
OBJECTIVE: Our goal was to identify care management
functions most valuable to PCPs in hypertension
treatment.
DESIGN: Six focus groups were conducted to discuss
current challenges in hypertension care and identify spe-
cific functions of care management that would improve
care.
PARTICIPANTS: The study included 39 PCPs (participa-
tion rate: 83 %) representing six clinics, two of which care
for large African American populations and four that are
in underserved locations, in the greater Baltimore metro-
politan area.
APPROACH: This was a qualitative analysis of focus
groups, using grounded theory and iterative coding.
KEY RESULTS: Providers desired achieving blood pres-
sure control more rapidly. Collaborating with care man-
agers who obtain ongoing patient data would allow treat-
ment plans to be tailored to the changing life conditions of
patients. The P.A.R.T.N.E.R. framework summarizes the
care management functions that providers reported were
necessary for effective collaboration: Partner with
patients, providers, and the community; Arrange follow-
up care; Resolve barriers to adherence; Track treatment
response and progress; Navigate the health care system
with patients; Educate patients & Engage patients in self-
management; Relay information between patients and/or
provider(s).
CONCLUSIONS: The P.A.R.T.N.E.R. framework is the first
to offer a checklist of care management functions that
may promote successful collaboration with PCPs. Future
research should examine the validity of this framework in
various settings and for diverse patient populations affect-
ed by chronic diseases.
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INTRODUCTION

Despite the availability of effective therapy, control of chronic
diseases remains poor in the U.S., particularly amongst disad-
vantaged groups.1–5 Successful treatment is threatened by a
fragmented health care system and inadequate chronic disease
care infrastructure.6,7 For example, though patients benefit
from frequent follow-up, education about illness, coaching to
support self-management, and access to community-based
resources, physicians in primary care lack the time, tools,
and resources to provide patients all these services.7–9 Thus,
the Institute of Medicine has urged redesign of chronic illness
care delivery in primary care.10

A widespread strategy for improving chronic illness treat-
ment,11–17 care management involves non-physician care
managers workingwith patients between physician encounters
to improve clinical care, enhance care coordination,13–15 and
reduce health care utilization.18

Because the success of care management relies on both
patient and provider engagement with care managers, under-
standing these perspectives is necessary for gaining buy-in.19

Most patients report valuing care managers who help with
behavior modification, by monitoring disease activity and
treatment effect; coordinating follow-up care; and modifying
treatment under the guidance of doctors.20,21 One study, using
semi-structured interviews, reported physician perceptions of
the role(s) care managers played; roles identified included
patient follow-up, management of difficult patients, care co-
ordination, and patient education.22 Literature is also available
about provider satisfaction with and motivations for working
with care management and provider preferences for care man-
ager qualities.20–23 To our knowledge, however, provider per-
spectives on specific functions that should be designed into
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care management programs have not been examined; pro-
viders may have unique perspectives on the care patients
should receive, but are unable to deliver on their own.
We conducted this study to describe primary care provider

(PCP) perspectives on care management functions essential to
collaboration in hypertension care. As a common chronic
condition that has become the focus of many regulatory agen-
cies assessing the quality of primary care, hypertension is a
timely topic.24,25

METHODS

Setting & Participants

Johns Hopkins Community Physicians (JHCP) is an integrat-
ed network of 17 primary care practices throughout Maryland
with a managed care infrastructure and staff-model practice,
serving 130,000 patients and having a shared electronic med-
ical record system. The six study sites, serving 64,000 patients,
are located in Baltimore County and Baltimore City. These
sites were chosen to include two practices with large African
American patient populations (21.2 % and 75.8 % African
American) and four practices in medically underserved areas.
The proportion of patientswith uncontrolled (≥ 140/90mmHg)
hypertension based on the most recent blood pressure at the
start of the study at these sites ranged from 31 % to 51 % for
African Americans, and 24 % to 44 % for Whites.26

All 47 PCPs serving the six clinics were invited to focus
groups through letters. No incentives were provided for
participation.

Data Collection

Participant demographics were collected by voluntary survey
and publically available records. Focus group data in this
study were part of a larger study, Project ReD CHiP (Reducing
Disparities and Controlling Hypertension in Primary Care) at
the Johns Hopkins Center to Eliminate Cardiovascular Health
Disparities; this is a pragmatic trial, still underway, to control
hypertension and reduce related disparities.26 We report on the
six focus groups that were conducted to help inform the design
of the care management arm of Project ReD CHiP: one focus
group was conducted at a provider retreat (n=15 providers),
and five were conducted at intervention clinics (median=six
providers, range four to 11). Providers who participated at the
retreat were eligible to participate again at their respective
clinic (n=11 providers). One clinic site did not have its own
focus group; two of the six providers from this site participated
at the provider retreat focus group. A total of 39 providers
participated in at least one of the six focus groups. Providers
were told of the general care management strategy that would
be used in ReD CHiP (i.e., adult hypertensive patients with
uncontrolled blood pressure would be invited to attend office-
based sessions with trained care managers who would work
with providers to educate patients about hypertension, and

encourage adherence to medications, following the DASH
diet, and increasing physical activity).27 Providers were in-
formed that further specifications would be determined based
on focus group data.
The focus group at the provider retreat covered a broad

array of topics related to current hypertension care and its
challenges, the possible usefulness of care management, and
potential challenges to care management in primary care prac-
tice. Preliminary themes from the provider retreat focus group
suggested that the success of care management would depend
heavily on the specific functions it provided; thus, the research
team agreed it was necessary to pursue further providers’
perspectives on the functions providers would find desirable.
The five clinic-based focus groups were held to capture these
views.
Questions and discussion prompts for the focus groups

(Appendix 1) were drafted by the research team, modified
primarily for clarity of language after pilot testing with
board-certified internists on the ReD CHiP community advi-
sory board, and reviewed for relevance and clarity by multiple
stakeholders serving on the board until consensus was
reached. Focus groups were moderated by a single member
of the research team (CA), a PhD epidemiologist with anMPH
in Health Behavior and Education and experience in develop-
ing focus group questions and conducting focus groups. No
prior relationship existed between the moderator and partic-
ipants. Mean focus group time was 53 min (range: 46–59).
Focus groups were audio recorded and transcribed verbatim.
This study was approved by the Johns Hopkins University

Institutional Review Board.

ANALYSIS

Data were analyzed iteratively using a grounded theory
approach, a method of qualitative analysis that generates
hypotheses and theories from data, rather than the more
traditional approach of generating hypotheses and then
collecting data to test them.28,29 Analysis began with
reviewing transcripts line-by-line to derive initial labels to
code provider comments about care management. To move
towards identifying the core activities of care management
desired by providers, codes reflecting similar content were
then grouped into broader concepts and/or categories; this
facilitated hypothesis generation. The final step focused on
theoretical development—that is, describing the relation-
ships between the core concepts and categories that
emerged from the data. The result of this final stage was
a grounded theory regarding the essential functions for
care management, built from the core categories of activ-
ities described by providers in our focus groups. This
analytic method required a constant comparative approach,
wherein interpretations and findings at every stage were
compared with existing findings as they surfaced from
data analysis.30
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Specifically, two public health researchers (AA and JH)
independently reviewed the provider retreat focus group and
the first two clinic-based focus groups to generate initial
codes; these were reviewed for consensus by the research team
before coding the remainder of the transcripts. Theoretical
saturation, the point at which no additional major themes
emerged, occurred after coding the provider retreat and three
clinic-based focus groups.31 The research team then examined
all coded transcripts to develop consensus regarding the core
categories of care management activities that had emerged
from the coded data, and then based on these core activities,
the team hypothesized the functions of care management
providers found most valuable. A code book describing these
essential functions and the scope of core activities was devel-
oped, and two physician scientists (TH and LC) iteratively
recoded all six transcripts with new coding categories, system-
ically discussing and refining the coding scheme; inter-rater
agreement on core activities and essential functions (kap-
pa=0.92) was high. Investigators AA and JH reviewed
recoded transcripts to ensure validity and consistency as well;
ambiguity in coding was resolved in discussions between AA,
JH, TH, and LC.
NVivo software was used for data management and analy-

sis, including calculation of kappa statistic.

RESULTS

Characteristics of Study Participants

Table 1 describes characteristics of the 39 participants. Most
PCPs were physicians (83 %). There was racial diversity:
23 % African American and 21 % Asian. The average number
of years since completing residency was 17. Sixty-four percent
practiced in an underserved site. The eight non-participating
providers were not statistically significantly different from
participants.

Focus Group Findings

Illustrative quotes for the following findings are provided in
Text Box 1.

Text Box 1. Illustrative Quotations from Provider Focus
Groups

Table 1 Description of Focus Group Participants

Provider Profile n (%)

Provider Type
Medical Doctor 32 (82 %)
Nurse Practitioner 6 (15 %)
Physician Assistant 1 (3 %)

Female 27 (69 %)
Race
White 20 (51 %)
African American 9 (23 %)
Asian 8 (21 %)
Other 2 (5 %)

Specialty
Internal Medicine 31 (80 %)
Family Medicine 6 (15 %)
Other 2 (5 %)

Average Years of Practice (range)* 17 (6–36)
Underserved Site 24 (62 %)

*unavailable for five providers

Current Status of Hypertension Care in Primary Care
• “[Patients are on] five pills. Weight is 300 and blood pressure is
170/80. Creatinine is going up…We have to do something about it.
It’s a crisis.”

• “I don’t want to end the visit…so much needs to be done [but] three
[patients] are waiting.”

• “You discuss the essential things: medication changes, side effect
and safety monitoring, referrals to specialist, monitoring of
complications. But hypertension…is chronic…You can’t solve it in
a visit…The care manager can help expand on what [providers]
initiate…and support the patient.”

• “Education, coordination…motivational interviewing…[can be
done] by care managers as well as—maybe better than—me.”

• “So much is brought to a visit…Maybe the care manager actually
takes some of these things off of your plate.”

• “We don’t have the time.”
• “I try to tailor treatment…[but] more time [is needed] to get all the
[patient] background. We need help personalizing [care] to diverse
patients.”

• “Some [patients] no matter how much I ask them…they cannot do it
on their own.”

• “In the inner city… what happens when [patients] leave…none of
us can really envision…”

• “I can talk about avoiding sodium…But taking extra time to explain
what [to] look for on a label. It's just very time consuming.”

• “Patients may not know how to handle it themselves.”
• “If [patients] are not coming back for…months, you don’t know if
things are working.”

Essential Functions for Care Management in Hypertension Care
Partner with patients, providers, and the community
• “…the interpersonal skills… to establish a relationship with
whoever the patient is.”

• “Be there when [patients] have crises…so they don’t stop taking
care of themselves.”

• “[The staff]…need to identify with care managers as well.”
• “Care managers who understand the community [is] the way to
succeed.”

Arrange follow-up care
• “Some patients…don't understand the need to keep appointments to
recheck blood pressure…this is crucial.”

• “Help coordinate…what [providers] are doing.”
• “Don’t let patients fall of the radar…until their blood pressure, diet,
weight, meds are under control…”

Resolve barriers to adherence
• “Get reliable responses to questions…[about] adherence to the
diuretic…or DASH diet.”

• “Need good…med reconciliation”
• “Are there things occuring at home so [patients] can’t buy
medicine? Things that [care managers] could spend more time on.”

• “Help [patients]…problem solve…like when they’re eating out and
the food is all fried…patients may not know how to deal with it.”

Track treatment response and progress
• “Collecting data so [providers] know what’s going on…if things
are working.”

• “Monitor [patients] between visits to get a sense of what direction
patients are going.”

• “Make sure [patients] stay on track.”
Navigate the health care system with patients
• “When patients are discharged [from the hospital] or see doctors that
don’t know them, their meds get all messed up. Patients suffer. They
need help.”

• “Navigate the [healthcare] environment so [patients] make it to the
specialist and get insurance, transportation, or other services.”

Educate patients

(continued on next page)
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Current Status of Hypertension Care in Primary Care.
Providers discussed motivations for care management and
their views on its purpose in relation to their roles. They
identified their clinic visits with patients as an indispensable
part of hypertension care—a time for providers to make critical
decisions about next steps in treatment, including medication
changes, monitoring for complications, checking for side
medication effects, and making referrals. Providers voiced that
more time and resources were needed to personalize treatment,
educate patients, and teach self-management, all of which are
essential for effective chronic disease control. However,
particularly for disadvantaged populations, providers felt it
was very challenging to do so on their own, due to: other

competing patient needs; short encounter times and high
patient volumes; inadequate availability to schedule frequent
follow-up with patients; and the challenges of patients’ socio-
economic circumstances, poor health literacy, and limited en-
gagement in self-care. Providers identified functions they be-
lieved that trained care managers could deliver at least as
effectively as providers; these functions are described next.
Providers anticipated collaborating with care managers, who
could obtain ongoing collateral patient data, allowing iterative
tailoring of care plans to the changing life conditions of patients
in order to achieve blood pressure control more rapidly.

Essential Functions for Care Management in Collaborative
Hypertension Care. The “P.A.R.T.N.E.R. Framework for
Care Management,” elaborated in Table 2, captures provider
perspectives on essential functions for the care management of
hypertension that emerged from the data: partner with the
patient, providers, and the community; arrange follow-up care;
resolve barriers to adherence; track treatment response and
progress; navigate the health care system with the patients;
educate patients & engage the patients in self-management;
relay information between the patient and/or provider(s). The
“scope of core activities” lists tasks satisfying each function of
the P.A.R.T.N.E.R. framework. Providers specified some ac-
tivities as more important in disadvantaged patient populations
(marked with asterisks in Table 2). The representative quotes
selected in Text Box 1 for the P.A.R.T.N.E.R. framework
illustrate how each function and activity in the framework
was derived from focus group data.

Expected Challenges for a Care Management Model of
Hypertension Care. Providers voiced concern that if the
incorporation of care management increased provider
workload, its success would be endangered, as the

Table 2 The P.A.R.T.N.E.R Framework for Care Management

Essential Functions for Care Managers Scope of Core Activities Pertaining to Essential Function

P Partner with patients, providers, and the community - Build working relationships with providers
- Gain the trust of the patient*
- Provide the patient psychosocial support*
- Determine unique circumstances of the patient’s community*

A Arrange follow-up care - Obtain patient buy-in for timely follow-up care
- Coordinate follow-up care with providers
- Ensure frequent monitoring to achieve rapid disease control

R Resolve barriers to adherence - Determine patient adherence to the treatment plan
- Elicit barriers (social, physical, psychological, economic) to adherence
- Develop solutions together with the patient to overcome barriers*

T Track treatment response and progress - Gather interval symptomatic and diagnostic data
- Evaluate the effectiveness of the current treatment plan
- Assist the patient in sustaining control once the goal is reached

N Navigate the health care system with patients - Support the patient during transitions in care
- Aid the patient in accessing needed clinical and social services*

E Educate patients - Assess the patient’s knowledge and attitudes towards illness
- Provide health education appropriate for the patient’s health literacy level and culture*

Engage patients in self-management - Empower the patient to take responsibility in disease management*
- Coach the patient in problem-solving skills around disease control*

R Relay information between patients and/or provider(s) - Keep providers appraised of critical updates in the patient’s care
- Ensure the patient understands changes in plan suggested by providers

*May be particularly important in care of disadvantaged populations

(continued)

• “We need help reinforcing…what [hypertension] does, why the
meds, the life changes.”

• “Give…information…and advice… so that patients get it, and aren’t
confused and ignore it.”

Engage patients in self-management
• “Find out the patient's goal and…through motivational
interviewing…direct them.”

• “Provide…coaching…so they can begin solving their problems.”
• “So patients know when to check their [blood pressure]…what do
or even when to get help when it is low or high.”

Relay information between the patient and/or provider(s)
• “A feedback loop will be key…so [providers] know about [patient]
changes before it’s too late.”

• “Circle back with the patient…so they don’t get lost about what to
do.”

Potential Challenges for a Care Management Model of
Hypertension Care
• “…It’s hard to get the patients here even for regular [provider]
visits.”
• “Home visit[s], someone to look in cupboards and see what’s [the]
kitchen like, would be [useful].

• “…We [may] fragment care too much…When you've got [patients]
seeing this person, that person, and the other person, then they don’t
get to know anybody and they don't really think that anybody cares.”
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unsustainable burden on providers was a primary reason for
collaborating with care managers. Providers were additionally
concerned about the poss ib i l i ty of worsened
fragmentation in patient care by the introduction of
additional team members. Some providers argued that
office-based care management would be more effective
if coupled with home-based outreach.

DISCUSSION

Despite considerable investment in care management pro-
grams nationwide, data on the factors that make it successful
are needed. For example, provider perspectives on the func-
tions that should be incorporated into the design of care
management programs could help ensure effective collabora-
tion between PCPs and care managers.
In our study, providers called for more robust efforts to

support patients in hypertension care—and, more globally,
chronic disease care. While providers attempted to deliver
comprehensive hypertension care during clinic visits, they felt
challenged primarily by patient and systems factors. They
identified functions that they are usually unable to deliver,
but believed trained care managers could deliver effectively:
to partner with the patient, providers, and the commu-
nity; arrange follow-up care; resolve barriers to adher-
ence; track treatment response and progress; navigate the
health care system with the patients; educate patients
and engage the patients in self-management; and relay
information between the patient and/or provider(s)—-
functions that we summarized in the P.A.R.T.N.E.R.
framework (Fig. 1). Providers described how collaborat-
ing with care managers who perform P.A.R.T.N.E.R.
functions would allow for increased patient-centered
care and more rapid blood pressure control.
We believe the P.A.R.T.N.E.R. framework is a novel and

important addition to the chronic disease and care manage-
ment literature. First, there is no prior research describing
provider views on the effective organization of outpatient

chronic disease care when working with care managers. Our
framework provides guidance for the design of care manage-
ment programs, by describing those services that providers
believe they are unable to effectively deliver, but are necessary
for patient care. Although providers welcome support from
care managers, the inadequate design of care management
programs has often resulted in poor participation by physi-
cians.15,32–35 As care management is most effective when
patients’ usual care providers work closely with care manag-
ers,15 engaging providers is essential. The P.A.R.T.N.E.R.
framework summarizes care manager functions that providers
desire.
Second, by asking providers how care managers can assist

in achieving more rapid disease control, the P.A.R.T.N.E.R.
framework advances existing models of chronic disease care
management by describing how it can be integrated into
clinical workflow. One existing model provides guidance at
the health systems level without the granularity to apply to
clinical practice.36 Another model has been developed primar-
ily to categorize measurement tools for care coordination and
care management, rather than to address clinical care.37 A
third model describes specific functions for care management,
but has been developed for the pediatric patient population.38

A frequently cited model for chronic disease care activities
does not specifically address which activities would be appro-
priate for care managers.39 And unlike other team-based care
models, the P.A.R.T.N.E.R. framework is distinct in specify-
ing provider wishes for care managers to assess treatment
response, track disease progress, and address management of
patients beyond transitions in care.40,41 Further, our frame-
work is the first to use analyses from primary data to inform
its development.
Third, this framework provides a checklist of functions for

adult chronic disease care management that can be used to
guide the measurement and evaluation of care management
initiatives. Indeed, most studies have lacked description of the
specific functions performed by care managers and the distri-
bution of effort devoted to each activity, making the compar-
ison and replication of programs difficult.13,15,36 Further,
while there is sufficient data to suggest care management

Figure 1 “P.A.R.T.N.E.R. Framework for Care Management”: a checklist of functions for care mangers.
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effectiveness is greater when it is lengthy, high in patient
contact, and includes face-to-face interactions, there is little
knowledge about which core functions should be part of care
management.15 These shortcomings are related to the absence
of a framework for categorizing the care manager functions
that are relevant to the clinical environment in which these
studies occur.13,15,36,42

There are limitations to our findings. This framework cap-
tures only the views of PCPs from six clinics in Baltimore.
Further, participating providers were all part of a single net-
work, and their preferences may have been shaped by the
network’s culture, including the availability of specialists,
social workers, and clinical pharmacists that enable collabora-
tive care. Yet, our providers have many years of experience and
come from sites that care for underserved and African Ameri-
can populations, where blood pressure control is most difficult.
We are confident, therefore, that selected providers were able to
envision a wider range of roles for care managers than if we had
recruited providers serving only healthier populations. Al-
though we queried providers about an office-based program,
providers commented on various methods of care management,
including home visits and social media. To our surprise, pro-
viders did not discuss patient advocacy, a topic that has been
reported to be important in patient groups.43

There are strengths and limitations related to using
grounded theory. It provides a systematic and rigorous
approach for rich analysis that can be used to develop
data-driven theories. However, data analysis and interpre-
tation is still subject to researcher-induced bias.44 For
example, the two physician scientists may have brought
their experiences as PCPs to the coding process. Review
of data and analysis by the multidisciplinary research team
may have guarded against this. Still, P.A.R.T.N.E.R. func-
tions incorporate many activities viewed as important by
other groups.20,21 For example, patients desire easy access
to care; assistance with behavior modification and care
coordination; effective communication with their care team;
culturally relevant treatment; and a patient-centered, rather
than disease-centered, approach.20,21,45–47

Finally, while future research should examine the validity of
our framework in various settings and the effectiveness of
P.A.R.T.N.E.R. functions on patient outcomes, several of the
functions identified by providers have been reported else-
where to improve hypertension control and chronic illness
care and outcomes.48–51

Despite these limitations, the current work suggests that
providers believe care management is an acceptable model
for addressing the challenges of delivering chronic illness care
in the primary care setting. Provider adoption of care manage-
ment, however, depends on the particular functions performed
by care managers. The P.A.R.T.N.E.R. framework is the first
to offer guidance on the organization of clinical activities
between providers and care managers from the provider per-
spective. Use of this frameworkmay assist with designing care
management programs capable of overcoming barriers to

provider engagement, thereby increasing the opportunity of
this delivery model to improve patient care.
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APPENDIX

Appendix 1: Focus Group Questions

Focus Group Questions used at Provider Retreat (n=1 retreat)

Q1: Who in your organization is providing assistance to
hypertensive patients with increasing adherence to
medication regimen, increasing patient exercise, and
promoting and adopting a DASH-sodium dietary
pattern?
Q2: What do you see as some benefits and drawbacks in
using these current approaches, in terms of their
effectiveness?
[Description of proposed care management program
provided]
Q3: How do you think patients will respond to this care
management program?
Q4: In what specific ways can the care manager be beneficial
to providers?
Q5. Which patients do you think would fully benefit from
this type of care management program?
Q6: How can the care management team be used most
effectively?
Q7: In what ways can the care management team interact with
you to make sure patients meet blood pressure goals?
Q8: What barriers do you foresee with regard to the success
of this intervention?
Q9: Can you think of better ways than care management to
help patients with hypertension manage their blood pressure
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medications and make health-related lifestyle changes? If
yes, what are they?

Focus Group Questions used at Clinic Sites (n=5 clinics)
In an earlier focus group, providers said that patients

should be able to identify with their Care Manager. For
example, that they should come from the same commu-

nity and have successfully managed to do the things that
we are asking patients to do (such as eating a low-
sodium diet and losing weight).

Q1: What other characteristics and skills should the Care
Manager have?
Q2: Which of these are critical and which are less important?

461Hussain et al.: Provider Perspectives on Essential Care Management FunctionsJGIM


	Provider Perspectives on Essential Functions for Care Management in the Collaborative Treatment of Hypertension: The P.A.�R.T.N.E.R. Framework
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	Setting & Participants
	Data Collection

	ANALYSIS
	RESULTS
	Characteristics of Study Participants
	Focus Group Findings

	DISCUSSION

	REFERENCES
	Appendix
	Appendix 1: Focus Group Questions




