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Abstract 

Background Case management is one of the most frequently performed interventions to mitigate the negative 
effects of high healthcare use on patients, primary care providers and the healthcare system. Reviews have addressed 
factors influencing case management interventions (CMI) implementation and reported common themes related to 
the case manager role and activities, collaboration with other primary care providers, CMI training and relationships 
with the patients. However, the heterogeneity of the settings in which CMI have been implemented may impair the 
transferability of the findings. Moreover, the underlying factors influencing the first steps of CMI implementation need 
to be further assessed. This study aimed to evaluate facilitators and barriers of the first implementation steps of a CMI 
by primary care nurses for people with complex care needs who frequently use healthcare services.

Methods A qualitative multiple case study was conducted including six primary care clinics across four provinces 
in Canada. In‑depth interviews and focus groups with nurse case managers, health services managers, and other 
primary care providers were conducted. Field notes also formed part of the data. A mixed thematic analysis, deductive 
and inductive, was carried out.

Results Leadership of the primary care providers and managers facilitated the first steps of the of CMI implementa‑
tion, as did the experience and skills of the nurse case managers and capacity development within the teams. The 
time required to establish CMI was a barrier at the beginning of the CMI implementation. Most nurse case managers 
expressed apprehension about developing an “individualized services plan” with multiple health professionals and the 
patient. Clinic team meetings and a nurse case managers community of practice created opportunities to address pri‑
mary care providers’ concerns. Participants generally perceived the CMI as a comprehensive, adaptable, and organized 
approach to care, providing more resources and support for patients and better coordination in primary care.
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Conclusion Results of this study will be useful for decision makers, care providers, patients and researchers who are 
considering the implementation of CMI in primary care. Providing knowledge about first steps of CMI implementation 
will also help inform policies and best practices.

Keywords Case management, Frequent users, Implementation, Multiple case study, Primary care, Chronic conditions, 
Complex care needs

Background
Eighteen percent of people followed in primary care, 
where many of their health care needs are provided [1–
3], have complex needs [4] such as multiple chronic con-
ditions, mental health, and socioeconomic challenges [5]. 
They often face multiple barriers to accessing appropri-
ate and coordinated care, increasing their risk of becom-
ing frequent users of healthcare services [6, 7]. With 
increased complexity of people’s needs, comes decreased 
care accessibility and an increased risk of fragmented 
care, putting these people at increased risk of poorer out-
comes: decreased quality of life, and increased disability 
and mortality risk [8]. Complex needs call for integrated 
care across providers and sectors [9].

Different healthcare interventions have been proposed 
to improve integrated care and mitigate the negative 
effects of complex needs on patients, primary care pro-
viders and the health system, including case management 
interventions (CMI), individualized services plan, patient 
education and counseling, problem-solving, and infor-
mation sharing. Defined as a collaborative approach that 
assesses, plans, facilitates, and coordinates care to meet 
patient and family health care needs [10, 11], case man-
agement is the most frequently performed intervention 
[12–14]. Research has demonstrated that CMI improve 
patient’s integrated care experience and promote a better 
utilization of health care resources, reducing emergency 
department (ED) visits, hospitalization rates, and health 
care costs [12–15].

Reviews have addressed factors influencing CMI imple-
mentation and reported common themes related to 
the case manager role and activities, collaboration with 
other primary care providers, CMI training and relation-
ships with the patients [16–21]. However, some of these 
reviews highlighted the heterogeneity of CMI assessed 
across studies, targeting various populations such as frail 
elders, psychiatric, substance abuse patients or clients 
with cognitive impairments. The reviews also reported 
on the variety of settings within which CMI had been 
implemented. Better understanding the implementation 
of CMI in primary care may increase its transferability. 
In addition, the first steps of implementation such as pre-
paring change at the organizational and individual levels, 
engaging stakeholders, and following an implementa-
tion plan have been identified as critical activities for a 

successful implementation [22]. These steps need to be 
further assessed for implementation of CMI in the con-
text of primary care [22–24].

This study aims to identify facilitators and barriers to 
the first implementation steps of a CMI in primary care 
for people with complex care needs who frequently use 
healthcare services.

Methods
Design and context of the study
A qualitative multiple case study using a participatory 
approach [25] was conducted to provide an in-depth 
description of the facilitators and barriers of the CMI 
implementation. This design is useful to furthering 
develop understanding of complex interventions and 
how they are influenced by different contexts, and envi-
ronments [26]. The current implementation analysis 
was the first phase of the PriCARE research program, 
the second being a realist evaluation within the same 
clinics [27]. The goal of PriCARE [27] is to study the 
implementation of a CMI for people with complex care 
needs who frequently use healthcare services in primary 
care clinics in five Canadian provinces: New Brunswick, 
Newfoundland-and-Labrador, Nova Scotia, Quebec, and 
Saskatchewan. In accordance with the Canadian Strategy 
for Patient-Oriented Research [28], the study was framed 
within the patients’ priorities. As full members of the 
research team, patient partners participated in every step 
of the study and contributed to the nurse case managers 
training. Decision makers and clinicians also collabo-
rated with the research team at different levels according 
to their availability and expertise, mainly for the imple-
mentation of the CMI [25]. The participatory approach 
of the PriCARE research program, including the govern-
ance structure, are detailed elsewhere [25].

The case management intervention (CMI)
In line with North American guidelines [10, 11] and 
findings of prior studies [12, 14, 29–31], including some 
authored by members of this study team [32, 33], the 
CMI consisted of four main components: 1) assessment 
of patient needs and preferences; 2) co-development and 
maintenance of a patient-centred individualized service 
plan, i.e. a plan co-created with the patient, family and 
other partners to coordinate all the services required to 
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meet the patient’s life plan (goals and desired outcomes); 
3) coordination of services among all partners; and 4) 
education and self-management support for patients and 
families. The CMI was delivered by primary care nurses, 
either based at the clinic or hired for the position, over 
a 12-month period. Nurse case managers were provided 
with three to six hours of training to lead and coordinate 
case management activities 6–8 h a week within the pri-
mary care clinic. They also participated in a community 
of practice to discuss questions and challenges. Each 
clinic was to recruit 30 individuals meeting the follow-
ing criteria (i.e. the final criteria after consultation with 
primary care providers): frequently accessing health care 
(primary health care service, ≥ 4 ED visits and/or hospi-
talizations in the previous year) [5, 34], living with at least 
one chronic condition identified by Bayliss et  al., [35] 
having a score ≥ 19 on the INTERMED-Self-Assessment 
Questionnaire (evaluating complex healthcare needs) 
[36] and deemed to benefit from the CMI in the opinion 
of the primary care providers (i.e. nurse case managers 
and family physicians). Patients excluded from the study 
were frail elderly with loss of autonomy, and patients 
with a life-expectancy of less than one year. Nurse case 
managers offered the CMI to patients over a 12-month 
period. The CMI assessed in this study is detailed else-
where [37].

Conceptual framework
Data collection and analysis relied on a conceptual 
framework for the implementation of a CMI by Danish 
et al. [37]. This framework was inspired by two multilevel 
conceptual frameworks. The first is the Rainbow Model 
for Integrated Care of Valentijn et  al. [38], which com-
bines the concepts of primary care and integrated care. 
This model includes six dimensions: clinical, professional, 
organisational, systemic, functional, and normative inte-
gration. The second is the Consolidated Framework For 
Implementation Research of Damschroder et  al., [22] 
which aims to foster the implementation of complex and 
multilevel interventions in healthcare. This framework 
provides a taxonomy of constructs categorized in five 
domains that can be used across a variety of contexts: 
intervention characteristics; outer setting; inner setting; 
characteristics of the individuals involved; and process of 
implementation.

To properly address the first steps of CMI implemen-
tation, emphasis was placed on the first three constructs 
of the implementation process: [22] planning, engag-
ing, and executing. Planning refers to “the degree to 
which a scheme or method of behavior and tasks for 
implementing an intervention are developed in advance 
and the quality of those schemes or methods”. Engag-
ing refers to the involvement of the right people in the 

implementation and the use of a combined strategy of 
social marketing, education, role modeling, training, and 
other similar activities. Executing refers to the implemen-
tation being caried out according to the plan developed. 
When implementing these dynamic, non-sequential and 
non-linear activities, facilitators and barriers may arise at 
multiple levels of the intervention delivery [22, 37].

Data collection
Sampling and description of the clinics
Six primary care clinics in four provinces in Canada were 
recruited using a purposeful sampling strategy [39], with 
each CMI implemented in the clinic considered a case. 
The researchers’ knowledge and experience within the 
health network helped them identify the clinics. Inclu-
sion criteria for the clinics were: no CMI had been pre-
viously implemented, strong interest and engagement of 
health services manager and clinical team, and availabil-
ity, and strong interest of a primary care nurse to act as 
case manager. The clinics were described based on the 
following characteristics: location (Canadian province), 
population (number of inhabitants) of the city where 
the clinic is located [40], urban, semi-urban or rural area 
[41], date of creation of the clinic (year), university affili-
ation (yes/no), composition of the staff (nurse case man-
agers, physicians, other nursing staff, other health care 
providers), number of registered patients, and mode of 
physician remuneration. Most of the information was 
collected directly from the clinics.

Sampling of the participants
Key informants were recruited through purposeful sam-
pling [39] in each of the six participating clinics, and 
contacted by telephone or email by the local research 
coordinators in charge of data collection.

Semi‑structured interviews and focus groups
Semi-structured interviews and focus groups were con-
ducted by one interviewer of the research team (MB, 
MC, BC, ODS, DH, ML) between January 2019 and Jan-
uary 2020 with the staff of each clinic, including health 
services managers, nurse case managers, family physi-
cians, and other health professionals. The interview guide 
was composed of 14 open-ended questions based on the 
conceptual framework to elicit information related to 
each of the implementation analysis elements, includ-
ing planning, engaging and executing phases of the 
implementation, as well as the contextual elements that 
influenced them [37]. The interview guide is available in 
Additional file  1. All interviews and focus groups were 
audio-recorded, conducted either over the telephone or 
in person at the clinic, took between 45–60 min to con-
duct and were transcribed verbatim.
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Field notes
Field notes were written by research team members 
(MB, MC, ADP, ML, DH, CS) during the same 12-month 
period that the interviews and focus groups were con-
ducted. They included reflections about meetings with 
different stakeholders such as: nurse case managers, 
health services managers and patient partners; research 
activities; and the challenges of implementing CMI in dif-
ferent primary care settings across Canada.

Thematic analysis
A mixed thematic analysis was used based on the concep-
tual framework (deductive) and emerging themes (induc-
tive) as proposed by Miles, Huberman and Saldana [42]. 
In line with the objectives of the research, a codebook 
was developed by the research team (MB, MC, BC, AD, 
ODS, DH, ML) based on the categories of the conceptual 
framework, including planning, engaging and executing 
steps of the implementation, as well as contextual ele-
ments that influenced them [37]. The research team met 
several times to validate the codebook by coding the first 
transcripts. Once the coding was consistent, the rest of 
the transcripts were coded. All qualitative data including 
field notes were integrated and analysed in NVivo V.12 
server software (QSR International Pty). For each case, 
themes from the conceptual framework and emerging 
themes (including facilitators and barriers to CMI) were 
listed and discussed during regular team meetings with 
the researchers, research coordinators and assistants, and 
patient partners to identify the more salient characteris-
tics of the CMI within each clinic. Themes were incor-
porated into a descriptive and interpretative matrix [42], 
which was revised following an iterative process and vali-
dated by all team members. Themes and their meaning 
were drafted using an iterative process until consensus 
was reached. Two cross-case tables (Tables 4 and 5) were 
created aiming to distinguish facilitators and barriers to 
the CMI implementation: one related to the contexts of 
the clinics, the other related to intervention characteris-
tics. The data were used to contextualize the implementa-
tion of the CMI in each clinic in the form of case stories. 
A table (Table 3) was created for this purpose to facilitate 
understanding of the implementation process. Patterns 
and contrasts were consciously searched and identified 
[26]. According to the participatory approach [25], all 
research team members, including patient partners, par-
ticipated in key steps of the analysis [43].

Several strategies were applied in this qualitative study 
to ensure trustworthiness, which includes credibility, 
dependability, confirmability and transferability [44]. The 
participatory approach ensured meaningful interpreta-
tion, credibility and reliability [44, 45]. Field notes were 
used to track the data collection process and analysis to 

ensure dependability [44]. The research team promoted 
several triangulation techniques (methodological, data 
source and investigators), ensuring confirmability [43, 
44]. Discussions and interactions within the team to 
examine the research process and interpretation of find-
ings also ensured reflexivity and confirmability [44]. 
In-depth description of the context of each case using 
various qualitative methods ensured transferability [44].

This study received approval from Ethics Review 
Boards in each of the 4 participating provinces: Comité 
d’éthique du Centre intégré universitaire de santé et ser-
vices sociaux de l’Estrie – Centre Hospitalier Universi-
taire de Sherbrooke; Research Ethics Boards Horizon 
Health Network; University of New Brunswick Research 
Ethics Board, Research Ethics Board Memorial Univer-
sity; Nova Scotia Health Research Ethics Board. Informed 
consent was obtained verbally, or in written form, and 
was documented by a member of the research team.

Results
Description of clinics and participants
Table 1 contains descriptive characteristics of the clinics 
where the CMI was implemented.

Table 2 contains the characteristics of the participants. 
Individual interviews were conducted with nurse case 
managers (n = 10), health services managers (n = 5), a 
family physician and other health care providers (n = 4). 
Six focus groups were conducted with family physicians 
(n = 20), and other health professionals (n = 8). Par-
ticipants self- identified as either male (n = 6) or female 
(n = 42), between the ages of 25 and 74. Their years of 
professional experience ranged from 1 to 42 (mean = 13) 
and years of experience in their clinics from 1 to 32 
(mean = 8) years.

Case stories
Table 3 presents the case stories, i.e. how the first steps of 
the CMI implementation took place in each clinic. This 
includes similarities and differences in contextual fac-
tors such as organizational characteristics of the clinic, 
experience, skills, and background of the nurse case man-
agers, main collaborations and activities related to the 
implementation of CMI, and other information specific 
to the early implementation process (e.g., particularly rel-
evant facilitators and barriers.

Facilitators and barriers to the first steps of the CMI 
implementation in primary care clinics
The thematic analysis allowed 13 themes describing 
the facilitators and barriers to the first steps of the CMI 
implementation to be identified across the six primary 
care clinics. The first four themes are clinic/context spe-
cific, and the nine other themes are intervention specific. 
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Tables 4 and 5 portray the themes by clinic and interven-
tion respectively.

Themes related to context of the clinics (Table 4)
In most cases, there was good interprofessional and 
organizational collaboration before the CMI imple-
mentation characterized by proximity among the pro-
viders as well as the availability of a variety of services. 

However, collaboration with certain external organi-
zations remained difficult, specifically mental health 
resources and community-based organizations. Access 
to patient health information, specifically patient hos-
pital records and charts, was problematic across cases. 
Lack of access to electronic medical records (EMR), lack 
of adequate systems and tools, and rules related to confi-
dentiality were barriers to information sharing. However, 
some clinics shared tools amongst organizations, such as 
writing tasks or notes within the EMR, which facilitated 
access to information. Finally, a patient-centred and self-
management approach was commonly promoted in the 
clinics, which facilitated the implementation of the CMI, 
especially when the patient was included in the commu-
nication with providers.

Themes related to characteristics of the CMI (Table 5)
Leadership of the primary care nurses and family physi-
cians as well as the health service managers, who were 
generally open to, and had a positive perception of the 
CMI, facilitated its first steps of implementation. The 
experience and skills of the nurse case managers as well 
as capacity development within the team, were also facili-
tators to the early implementation. However, the dedi-
cated time required to implement CMI for the nurse case 
managers was a common issue in all cases and raised 
concern of increased workload in the short term, even if 
it was seen as a useful investment of time later. Since the 

Table 1 Characteristics of the clinics where the CMI was implemented

NCM nurse case manager
a The population served by each clinic may extend beyond the city’s territory
b Created in 2003 but moved to a new town in 2020
c At the time of the data collection
d Includes nurse practitioners, registered nurses and licensed practical nurses

Characteristics Clinics

A B C D E F

Location (Canadian province) Quebec Quebec Nova Scotia Nova Scotia New Brunswick Newfoundland 
and Labrador

Population (number of inhabitants) of  
the city where the clinic is  locateda

167 162 60 077 6 700 1 330 67 575 116 895

Urban, semi‑urban or rural area Urban Semi‑urban Rural Rural Urban Urban

Date of creation of the clinic 1985 2002 2020b 2018 2002 1972

University affiliation Yes No No No No Yes

Staff

NCMs 4 2 1 1 2 1c

Family physicians 30 16 2 4c 8 14

Other nursing  staffd 15 3 1 2 15 2

Others 13 6 3 5 12 6

No. of registered patients 16 487 23 299 2 200 3 036 12 000 6 620

Mode of physician remuneration Hourly Fee‑for‑services Fee‑for‑services Hourly Hourly Hourly

Table 2 Characteristics of the participants (n = 48)

NCM nurse case manager

Variables

Gender: n (%)

 Female 42 (88)

 Male 6 (12)

Age (years): n (%)

 25–44 30 (63%)

 45–64 17 (35%)

 65 + 1 (2%)

Profession: n (%)

 Health service managers 5 (10%)

 NCM 10 (20%)

 Family physicians 21 (44%

 Other primary care providers 12 (27%)

 Years practicing: mean 13

 Years within the organization: mean 8
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initial recruitment criteria were not aligned with what 
nurse case managers and family physicians had antici-
pated, more flexible criteria were selected before patients’ 
recruitment, particularly the inclusion of patients who 
would benefit most from CMI, based on professional 
judgment. All nurse case managers expressed appre-
hension around organizing meetings between multiple 

health providers with each patient for the individual-
ized service plan, apart from one clinic. In this case, the 
health care team brainstormed the best method for con-
ducting the individualized service plan and decided on 
debriefing with providers after the first was completed to 
engage them and have their concerns, if any, addressed. 
Participants raised concerns regarding motivating and 

Table 3 First steps of CMI implementation in each clinic – Case stories

CMI Case management intervention, ED Emergency department, EMR electronic medical record, ISP Individualized services plan, NCM Nurse case manager(s)
a In the province of Quebec, a family medicine group is a primary care clinic including family physicians who work together and in close collaboration with other 
health and social services providers (e.g., nurse, social worker, pharmacist, psychologist, etc.)
b In the province of Quebec, a local community health centre is a public organization offering front-line health services and assistance programs to the population

Case Description

A The services of this family medicine group a are provided in two sites located in a medium‑sized city. The first site is close to a lower‑income 
neighbourhood and adjacent to a local community health centre b. The second site is smaller and further away from the downtown area than 
the first. The four NCMs in both sites have good team cohesion, trusting relationships, strong leadership, and significant professional experience 
(e.g., case management, chronic illnesses). They divide their responsibilities equally, including case management activities, thus strengthen‑
ing teamwork and collaboration. They also have strong collaboration with the clinic’s family physicians who introduce them to patients who 
may benefit from the intervention. In this clinic, a community of practice allows NCM to reflect on their roles, solutions to common issues, and 
concerns regarding inclusion criteria. The community of practice provided support from two experienced nurses in case management and from 
a researcher patient partner on how to approach patients

B This clinic includes seven sites, two of which are involved in the CMI. One site has experienced more nursing staff turnover than the other. The 
two NCM in both sites who lead the intervention have limited experience in primary care. Prior to starting the CMI, both had experience recruit‑
ing patients in a research project, and one had previous experience with ISP. This NCM also has a good working knowledge of health and social 
resources, which helped facilitate organizational collaboration. The NCM work collaboratively with the nurse practitioner and family physicians at 
the clinic. The staff showed leadership during the first steps of the CMI implementation, and the health services manager supported them. The 
clinic also has support from an experienced hospital NCM who has access to patient health information. There were several meetings with the 
hospital NCM, the clinic’s family physicians and the clinic’s manager to provide an overview of the project, plan the next steps and clarify their 
roles

C This clinic is located in a town in a rural area. The NCM is an experienced family practice nurse who worked as a critical care nurse at the local 
hospital in the adult medical‑surgical intensive care unit. This individual was chosen for this role by the health services manager for the region. 
The NCM works collaboratively with the nurse practitioner and family physicians at the clinic. Collaboration between the NCM and health 
services manager is strong, with frequent discussions about identifying and recruiting patients as well as strategies for patient meetings, includ‑
ing the ISP. During the implementation stage, the NCM and health services manager performed a mock recruitment and consent to develop 
confidence and build research skills. There were organizational meetings with clinic family physicians, the nurse practitioner and staff to plan for 
the CMI implementation. There was also a meeting to discuss patients who could benefit from the CMI. The NCM took ownership of their role 
and would be a very good mentor for others coming into a NCM role in the region or across the province

D This clinic is adjacent to a local hospital. The NCM is an experienced family practice nurse working in the clinic since it opened (early 2018), 
with previous experience working in the local hospital in the ED and on the medical floor. This individual was chosen for this role by the health 
services manager for the region, who also acts as the clinic manager. The NCM works collaboratively with other providers, such as the nurse prac‑
titioner and family physicians at the clinic, which helps to foster and support understanding of the CMI within the clinic. Collaboration between 
the NCM, clinic manager and regional primary healthcare coordinator is frequent and open. In particular, the NCM and primary healthcare 
coordinator worked together at the implementation stage to identify participants and set up systems to keep track of potential and recruited 
patients. There were several meetings with clinic family physicians, the nurse practitioner and staff to discuss patients who would be a good fit 
for the CMI, based on intervention inclusion and exclusion criteria. A meeting was held at the clinic to discuss barriers to patient participation, 
which centred around a discussion on solutions for these barriers

E The clinic is adjacent to an outpatient facility which houses medical clinics, diagnostic services, and an urgent care centre. The centre provides 
several services and primary health care programs, while offering additional satellite centres in priority neighbourhoods. Leading the CMI 
implementation, the NCM hails from the adjoining community health centre and is knowledgeable about the health system. This individual has 
been chosen due to a strong medical background and knowledge of the healthcare system. The NCM is highly experienced in community part‑
nership initiatives aimed at addressing social determinants of health (e.g., food security and advocacy for affordable housing). The NCM works 
collaboratively with the health service manager, where a positive history of working together seems to be helping to move the project along. 
In the clinic the NCM was physically separated from the primary care providers. The CMI is strongly supported by management and the team of 
primary care providers. There is regular access and communication within the clinical team

F This clinic is near a hospital and medical school. Many of its patients receive health and social supports through an associated clinic, but the 
clinic largely relies on referrals to external supports to meet patients’ complex needs. A NCM external to the clinic was hired to steer the CMI. 
Because the NCM was outside the patient’s existing circle of care, the family physician introduced the NCM in order to foster a relationship of 
trust. The NCM brings to the CMI valuable experience and skills, as well as an established network of local health providers and social supports. 
This helps to connect with and support patients and to engage and coordinate health providers and social supports across multiple organiza‑
tions and physical locations. The NCM works collaboratively with family physicians, who may share important patient information using the 
clinic’s electronic medical record (EMR) system
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mobilizing patients with the most complex needs. Par-
ticipants considered organizing team meetings within the 
clinic and building a community of practice for the nurse 
case managers at the beginning of the implementation 
process as an opportunity to address primary care pro-
viders’ concerns with emphasis on patient identification, 
recruitment, and tools and resources required for CMI 
activities. Despite time concerns, CMI was described as 
a comprehensive, adaptable, and organized approach to 
care that provides increased resources for patients.

Discussion
This study identified barriers to and facilitators of a CMI 
implementation for patients that frequently use health 
care services across multiple primary care clinics in Can-
ada. It provides new knowledge that focuses on the first 
steps (planning, engaging, and executing) of implementa-
tion of such an intervention, helping researchers, health 
services managers, and primary care providers to identify 
– and mitigate – potential barriers at this critical early 
stage.

In this study, primary care providers were actively 
involved in targeting patients they deemed most likely 
to benefit from the intervention. The findings indicate 
that the engagement of nurse case managers and family 
physicians increased when they combined administra-
tive/health care data with professional judgement, as sug-
gested in the literature for case finding [29, 46, 47]. Two 
qualitative studies on healthcare professionals’ perspec-
tive of case finding for patients with chronic conditions 
in the UK, reported similar this relationship between 
engagement and case finding [48, 49]. In line with the lit-
erature, results from the current study demonstrate that 
establishing a strong communication plan, and buy in 
from the whole team, help enhance stakeholders’ under-
stand their roles and increase engagement in CMI [16, 
19, 22, 50, 51]. Strong leadership and active support from 
primary care providers and health services managers 
increased stakeholders and nurse case managers engage-
ment, facilitating the implementation of the intervention. 
These factors and their respective impacts are noted in 
the literature [52–54]. The selection of skilled nurse case 
managers also helped facilitate the implementation of 
a successful CMI initiation. This is supported by other 
studies where the importance of case managers’ leader-
ship [54], autonomy [16], good communication practices 
[16, 17], interpersonal relationships [19, 29], self-manage-
ment support, problem-solving and negotiation capaci-
ties, and brokerage skills are discussed [29]. The findings 
from the present study suggest that in addition to iden-
tifying case managers with the skills mentioned above, 
participating in a community of practice, which allowed 
nurse case managers to share information, experiences 

and learnings, may be useful. In a primary care practice 
model for caring for patients with multimorbidity, Soubhi 
et al. highlight that communities of practice can improve 
care for patients with multiple conditions through an 
adaptive and iterative process of collective knowledge 
management, gain of insights, and development of new 
care strategies [55].

It was difficult for nurse case managers to access and 
share patient health information, which acted as a barrier 
to the setting up the intervention. Standardized meth-
ods of data entry, such as the use of electronic medi-
cal records for developing, maintaining, and accessing 
patient care plans could facilitate the implementation of 
CMI [16, 52]. However, even if shared health informa-
tion technology improves care access, quality, and coor-
dination, and decreases the costs of care [56–60], it may 
conflict with the ethical principles of patient consent, 
data confidentiality, and equity in health resources distri-
bution [57]. Decision makers must continue to find the 
right balance between confidentiality and sharing infor-
mation among multiple settings to optimize care and 
outcomes [61].

Participants noted that planning, and developing 
an individualized services plan, which is an important 
change of practices, was challenging for them. A system-
atic review of qualitative literature on barriers to case 
manager’ roles in various contexts (acute, primary, or 
long-term care settings and hospital or community-based 
settings) revealed that it could be challenging for nurse 
case managers to perform a new unfamiliar role, while 
continuing to carry out existing duties and responsibili-
ties [18]. Shared care among many primary care provid-
ers within a clinic, using an interprofessional approach 
[62], team composition and interventions matched to 
patient needs [46], team building activities, and good 
communication practices among stakeholders [16, 17, 
19] could help improve time management and reduce the 
burden on nurse case managers. Planning time and strat-
egies to develop case management skills, particularly the 
individualized services plan process, remains crucial [18, 
63, 64]. This study found that collaboration between aca-
demic experts in case management and clinical nurses, 
through a community of practice in the first steps of CMI 
implementation, was effective in preparing nurse case 
managers for rapidly changing roles [65].

The research team’s role as an external facilitator of the 
implementation, helping identify and solve problems, 
had a positive impact on the CMI. The research team 
helped by providing CMI training, organizing communi-
ties of practice for nurse case managers, and by involving 
patient partners in planning and executing the CMI. This 
is supported by a pilot study examining the use of exter-
nal facilitation for implementation of a new intervention 
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targeting a specific population in 20 clinics, where the 
implementation expert helped identify and solve prob-
lems around individual and collective change efforts [66]. 
Considering local realities and fostering a relationship of 
trust and reciprocity with health service managers and 
providers, external facilitation may foster complex prac-
tice changes at a modest cost [66], and accelerate the 
implementation of complex innovations in primary care 
[67].

Limitations
A limitation of this study is that patients’ perceptions of 
barriers to and facilitators of CMI implementation were 
not included because they were not involved at this early 
stage. However, patient partner members of the research 
team were consulted in data analysis meetings and 
knowledge transfer planning to add their perspectives 
on the CMI implementation process. Patient partners 
recommended adopting a culture of patient-centredness, 
engagement, and collaboration as the foundation for the 
CMI to be successful. Another limitation was that most 
participants were women (42/48), which may affect the 
transferability of these findings to men.

Conclusions
This study may help decision makers, care providers and 
researchers who are considering implementation of CMI 
in primary care by providing better knowledge about first 
steps of CMI implementation to inform policies and best 
practices. Future studies to further understanding of the 
role of facilitation could be helpful to optimally support 
implementation of such complex innovations in primary 
care.
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