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Beyond Fighting Fires and Chasing Tails? 

Chronic Illness Care Plans in Ontario, Canada 

ABSTRACT
PURPOSE Recent work has conceptualized new models for the primary care man-
agement of patients with chronic illness. This study investigated the experience 
of family physicians and patients with a chronic illness management initiative that 
involved the joint formulation of comprehensive individual patient care plans. 

METHODS A qualitative evaluation, framed by phenomenology, immediately fol-
lowed a randomized controlled trial examining the effect of external facilitators 
in enhancing the delivery of chronic condition care planning in primary care. The 
study, set in Ontario family practices, used semistructured in-depth interviews 
with a purposive sample of 13 family physicians, 20 patients, and all 3 study 
facilitators. Analysis used independent transcript review and constant compara-
tive methods. 

RESULTS Despite the intervention being grounded in patient-centered principles, 
family physicians generally viewed chronic illness management from a predomi-
nantly biomedical perspective. Only a few enthusiasts viewed systematic care 
planning as a new approach to managing patients with chronic illness. Most 
family physicians found the strategy to be diffi cult to implement within existing 
organizational and fi nancial constraints. For these participants, care planning 
confl icted with preexisting concepts of their role and of their patient’s abilities to 
become partners in care. The few patients who noticed the process spoke favor-
ably about their experience. 

CONCLUSIONS Although the experiences of the enthusiastic family physicians 
were encouraging, we found important individual-level barriers to chronic illness 
management in primary care. These issues seemed to transcend existing organi-
zational and resource constraints.

Ann Fam Med 2008;6:146-153. DOI: 10.1370/afm.793.

INTRODUCTION

I
nternational health care planners are becoming increasingly concerned 

with the morbidity and mortality associated with chronic illnesses.1,2 

Although the burden of chronic illness is borne throughout health care 

systems, it has particular relevance for primary care.1,3 Features inherent 

to primary care—continuity, coordination, and comprehensiveness—are 

well suited to care of chronic illness,4 but many primary care organizations 

struggle to deliver high-quality care to patients with complex chronic 

disease(s).5,6

Recent research suggests that outcomes may improve if primary care for 

the chronically ill incorporates enhanced systems for clinical information, 

evidence-based practice, health system integration, and patient self-man-

agement.7-9 Many of these dimensions have been incorporated into Wagner 

and colleagues’ Chronic Care Model.10 The World Health Organization 

has extended the model to a national health policy framework.1 Mindful of 

the challenges of implementing such changes across a health care system, 

some countries, in particular Australia, have oriented primary care chronic 

disease interventions toward individual practitioners and their patients.11 
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Despite the wide promotion of these models, surpris-

ingly little is known about the impact of these strate-

gies on primary care providers or their practices.

This study was designed to evaluate the impact of 

a holistic, patient-centered, and pragmatic approach 

to improve the management of chronic disease in the 

setting of Canadian family practice. The model, called 

Chronic Illness Care Management (CICM), had 5 

essential components (Table 1). Using a structured, 

written care plan, the CICM was to be delivered to 

competent patients older than 50 years who had mul-

tiple chronic diseases. 

The CICM was introduced to family physicians dur-

ing a series of visits with an experienced outreach facili-

tator as part of a randomized controlled trial (RCT).12 

Facilitators were registered nurses with master’s degrees 

in administration or adult education. They visited prac-

tices approximately once a month during the course 

of the study to facilitate practice-organization–level 

change, fi rst for changes related to prevention and 

screening practices, then for the CICM phase. The time 

lines of the study are displayed in Figure 1. 

In this article we report fi ndings from a qualita-

tive evaluation nested within the RCT. Our aim was 

to understand the experience of family physicians and 

patients regarding the care-planning intervention.

METHODS
This qualitative study involved in-depth interviews 

with family doctors, patients, and facilitators in the 

Ottawa and Hamilton/Wentworth areas of Ontario, 

Canada. The study used a phenomenological approach 

to data collection and analysis in an effort to under-

stand the lived experience of study participants.13

Physician Participants
All participating family physicians worked in either 

Primary Care Networks or Family Health Networks. 

Both practice types are part of the province’s reorgani-

zation of primary health care, characterized by patient 

rosters and blended payment mechanisms with incen-

tives for providing preventive services.14 Participating 

doctors were chosen from family physicians participat-

ing in the RCT investigating whether the CICM care 

plans, implemented with tailored outreach facilitation, 

improved the quality of life and quality of care of the 

most complex, chronically ill patients. All physician 

participants had already participated in a before-and-

after study of a facilitator-led intervention designed to 

enhance the delivery of preventive care.15

Recruitment for Interviews
We sought to gather a purposeful sample of physician 

participants with varying facilitator-perceived engage-

ment with CICM. In the closing stages of the RCT, the 

Table 1. Chronic Illness Care Management 
(CICM): Model and Care Plan Components

The CICM was framed as a patient-centered model for primary care 
management of persons with multiple chronic illnesses. This was to 
be accomplished through an evaluation of a patient’s care require-
ments via a written care plan prepared collaboratively between a 
patient and the patient’s family physician. Patient health goals and 
concerns were to be elicited, and 5 components reviewed:
1. Medication review
2. Education and self-care
3. Psychological and social assessment
4. Community integration and social support
5. Prevention

Through this process, patients and physicians could then set mutual 
goals, with plans for follow-up in planned, scheduled visits.

Physicians were compensated $300 for the completion of a care plan.

 Figure 1. Study time lines and recruitment.
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24 participating physicians were invited by facilitators 

to participate in a qualitative evaluation of the study. 

Of the 21 who accepted the invitation, a process of pur-

posive sampling was used to identify potential partici-

pants. Sampling was primarily based on facilitator per-

ceptions of physician satisfaction and engagement with 

CICM. Facilitators fi rst identifi ed those physicians who 

were thought to have embraced the care-planning pro-

cess. Six participating physicians were perceived to 

have met this description, 2 with each facilitator. The 

balance of the sample comprised physicians who were 

perceived as having neutral or negative views about the 

process. The 15 physicians approached to participate 

in the interviews showed maximum variation in terms 

of sex, practice location (rural or urban), and practice 

size (solo or group). Thirteen of the 15 physicians 

who were approached agreed to be interviewed. One 

refused, citing lack of time. A second consented but 

was unable to arrange an interview time.

Through prior consent, the research team had 

access to the names and contact information of patients 

participating in the RCT. To recruit patients for inter-

views, consenting physicians were provided a list of 

their CICM intervention group patients. They identi-

fi ed patients who had completed CICM care plan-

ning, whom they thought were able to provide useful 

insights, and who were capable of participating in an 

interview in the near future (eg, not currently hospi-

talized). Identifi ed patients were then telephoned to 

discern their availability and willingness to participate 

in an interview. All but 1 of the 21 patients approached 

agreed. Three chose to be interviewed with a spouse 

or child present.

All 3 study facilitators were also invited to partici-

pate in 2 interviews: 1 at the onset of data collection, 

the second after early analysis of physician and patient 

interviews. Physicians and patients were compensated 

for any participation costs. 

Data Collection
Data collection involved in-depth, face-to-face indi-

vidual interviews. Physicians were interviewed in their 

offi ces, and patients were interviewed in their homes 

or their physicians’ offi ce. Interviews were designed to 

explore the participant’s experience with CICM. Initial 

interviews followed a written interview guide (available 

in the online-only Supplemental Appendix at http://

www.annfammed.org/cgi/content/full/6/2/146/

DC1)  based on themes identifi ed from a literature 

review and interviews with the RCT project team. 

Question sequencing was fl exible to allow participant’s 

responses to guide the discussion. The guide was mod-

ifi ed progressively in keeping with iterative processes 

of data collection and analysis, allowing insights from 

early interviews to inform topics discussed in subse-

quent interviews. 

Interviews with physicians and patients were con-

ducted after the facilitation intervention phase of the 

RCT, between December 2005 and April 2006. A 

research associate (P.T.) with a clinical background in 

physical therapy conducted all but 2 physician and 

2 patient interviews, which were conducted by an 

academic family physician (G.R.). Both interviewed 

1 patient together. Patient, physician, and facilitator 

interviews ranged between 30 and 60 minutes. Inter-

views continued until the interviewer obtained a clear 

picture of the participant’s experience. Interviews were 

recorded, transcribed verbatim, and reviewed for accu-

racy before data analysis. Participants received a short 

summary of the interview for their review, as well as an 

accompanying invitation to make comments, correc-

tions, or clarifi cations. 

Textual data provided additional information. A 

number of documents used as part of the study proce-

dures were reviewed. These documents included the 

facilitator training manual, minutes of meetings of the 

study team, and the interim and fi nal reports to the 

funder. These data provided background and context to 

understanding the design and implementation experi-

ences of the larger study. Facilitator narratives (written 

by facilitators following each practice visit), and fi eld 

notes of the interviewers (written immediately following 

an interview) were also reviewed in depth (see below). 

Data Organization and Analysis
Immersion-crystallization framed the analysis.16 Data 

organization began with incorporation of the tran-

scripts, fi eld notes, and facilitator narratives data into 

textual fi les within NVivo 2.0 (QSR International, 

Australia). Study documents and facilitator narratives 

provided context for the interviews and allowed for 

examination of consistency of physicians’ perspectives, 

whereas the fi eld notes written by interviewers cap-

tured immediate impressions of the tone of the inter-

view and provided some insight into interpretation. 

Coding was completed by 2 authors (P.T. and 

G.R.) in 2 stages. First, they read interview transcripts 

independently to identify key concepts and themes. 

They then coded transcripts, fi eld notes, and narra-

tive data by a series of major headings (eg, experi-

ences with care planning). These headings had been 

previously determined from the research questions, 

interview guides, and existing literature. In the second 

stage, after a closer review of written node reports on 

key emergent areas, they identifi ed secondary level 

codes from the data. Weekly meetings were held to 

discuss emergent themes, patterns, and connections 

within and across transcripts. 
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The process of analysis was designed to allow us to 

refute or clarify interpretations through consensus and 

ongoing reference to the data. Two potential frame-

works for understanding the data were discussed at 

length. The fi rst framework considered the physician 

participants in terms of whether they had understood 

the principles of care planning and whether they 

seemed to have implemented practice change. Refl ec-

tion and further analyses suggested that the framework 

described below was best able to represent the data 

faithfully. Further iterative refl ections on coding sum-

maries and on facilitator narratives confi rmed these 

emergent typologies. Theme saturation was reached 

after the 11th physician and the 14th patient interview. 

The remaining interviews allowed for identifying cases 

that confi rmed and disconfi rmed the themes which 

emerged. The study was approved by the Ottawa Hos-

pital Research Ethics Board.

RESULTS
The 13 family physician participants varied by sex (11 

male, 2 female), clinical experience (from 9 to 35 years 

in clinical practice), and facilitator-perceived success 

with implementing CICM (6 were characterized as 

very successful with CICM). Six worked in rural or 

semi-urban areas, and 9 worked in solo sites. Seven used 

electronic medical records, and 8 had nurses or nurse-

practitioners working in their clinic. Six patients inter-

viewed were male, 14 were female, and they ranged in 

age from 50 to 90 years. Duration of patient-physician 

relationships ranged between 1 and 30 years. 

The study revealed multiple layers of experiences 

with care planning among the physician participants. 

Few participating physicians could articulate with ease 

the underlying concepts of chronic illness care plan-

ning. Individual care planning seemed time consuming 

and confl icted with many practitioners’ perceptions of 

their role and of their patients’ capacities to be partners 

in care. The patient-centered principles of the inter-

vention seemed inconsistent with many physicians’ bio-

medical models of chronic disease management. The 

few patients who noticed the process spoke favorably 

about their experience.

Conceptualizing Care Planning
Physician participants viewed the CICM approach 

to planning care as having up to 3 components: sys-

tematic chronic illness management; involvement of 

patients in planning their care; and a broader, more 

holistic approach to care. 

It was clear that most physicians conceptualized the 

CICM care plan as a systematic, rather than a piece-

meal, approach to planning patient care:

I’ve never done … care plans for patients. Like you just 

really do little bits and pieces of it, and it’s useful to sort of 

think in terms of the whole thing ... it’s good for the patient 

because it sort of puts everything together in one place and 

sort of allows you to see if you’re doing what you said you’re 

going to do (Doctor [D] 4).* 

Although several welcomed the fact that the care 

plan “… helped organize my thinking ... it makes you 

look further and dig a little deeper” (D11), most viewed 

the process as a framework to ensure the completion 

of a schedule or series of biomedical clinical tasks. One 

physician said explicitly: “I think it was more, either 

myself or the nurse, covering the preventive issues and 

encouraging them to participate in whatever the preven-

tive measures would be” (D7). Many found it diffi cult to 

conceptualize patient problems beyond biomedical dis-

ease terms (eg, hypertension, congestive heart failure).

The explicit incorporation of patient needs was 

not apparent to all physician participants, but several 

valued the opportunity of being able to integrate the 

worlds of the patient and the provider.

Probably the biggest difference for me was actually paying 

a little bit more attention to, in a formal way, to the patient’s 

desires and requests. I think I am, have been, fairly open to 

what the needs were, but this particular study made me … 

stop and look at more than just the medical things, which 

is what I focused on, mostly. I mean, I’m a rural or country 

practice, where I know these people and their families quite, 

quite well; but some of their social needs and other things 

were in the questionnaire that we had to go over with them, 

which I probably hadn’t addressed as much before, at least 

not formally (D1).

Several physicians viewed the care-planning pro-

cess as opening the door to a more comprehensive and 

holistic care: 

Even though it’s not a pill I’m giving her, it’s something that’s 

making her healthier because, you know, it’s a, it’s a change 

in her social condition, so … she got subsidized better 

accommodation, she got more money to buy food and will 

get some subsidies for her orthotics and shoes” (D4).

The Enthusiasts
It was clear that some of the participating physicians 

embraced CICM. Facilitators described these par-

ticipants as being open to the model from the outset, 

positive about its implementation, and able to provide 

constructive solutions for the future. They came from 

varied practices and both rural and urban communities. 

These enthusiasts described core concepts of CICM 

with ease and provided rich descriptions of their pro-

cess and experiences of using the care plan tool as an 

adjunct to enhancing chronic illness management. 

* All quotations have been edited slightly to improve readability.
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Enthusiasts acknowledged the contribution of the 

facilitators in highlighting a need for a change. Speak-

ing of the facilitator’s impact, one older physician sug-

gested that “what she did is actually turn my whole 

thinking around … (from) acute episodic to preventa-

tive” (D11). Enthusiasts’ views of their roles changed in 

a positive way. One male physician who worked in a 

solo site of a group practice remarked, “In some ways 

(it was) more satisfying to me anyway, like I’m more of 

a manager than sort of just putting out fi res. I mean I 

keep putting out fi res and they keep starting” (D4). 

The process caused them to refl ect upon the defi -

ciencies of their usual model of care: 

I’m not actually doing anything proactive to try and help 

them out, but you’re doing reactive, reactive, reactive, and 

… always chasing your tail. Um, the thing I liked about this 

was it was more proactive. (I was able to ask) ”What can we 

do to keep you out of trouble?” (D12).

They spoke of surprising new insights into patients 

with whom they had long standing relationships: 

I tend to assume things about patients … [that] I know 

everything about them that I need to know medically, and 

that’s not true. You’ve got to be careful about that and that’s 

very humbling (D13).

One rural family physician related a patient’s 

response when he asked her to describe her biggest 

health challenge: 

I thought, her biggest challenge was all sorts of pain issues 

… she’s diabetic, has terrible rheumatoid arthritis,… (but) 

she says, “No it’s being able to get my groceries and cook my 

dinners and stay in my house. That’s my biggest challenge 

… I don’t care about the pain, all those other issues, I mean, 

they’re only concerning as far as they affect my function.” … 

She was basically able to say, “all those other things only 

matter in so far as helping me stay in my house … that’s my 

only goal.” 

And so for me that was … an eye opener. It was, Okay 

it’s not about me dealing with your symptoms, it’s me dealing 

with your end goal, and so it became less focused on medi-

cations, more focused on getting her a scooter, so she could 

scooter up to the grocery store—for 4 or 5 months of the 

year she is totally independent.… I hadn’t thought of that. 

My approach was no longer, you know, symptom, treatment; 

symptom, treatment; symptom, treatment. When she start-

ing complaining about these things,… (I now think) “Okay, 

what do I do for this so that it doesn’t get out of control and 

stop her from being at home?” (D12).

The Unenthused
In contrast, many physician participants were either dis-

missive of the CICM approach to care planning or over-

whelmed by its demands. They spoke at length about 

the challenges and barriers to planning care in general 

and about using the CICM care plan format more spe-

cifi cally. Their descriptions of the process of care plan-

ning with patients were cursory and lacking in color.

‘This is Not How Doctors and Patients Work Together’

Several physicians told us unequivocally that what 

CICM asked of them was “not my role”: “I think some-

body else could have done it just as well.… It’s not my 

training … it was interesting, but I think obviously 

somebody else could have done better” (D6); and “… 

typically a nurse would be able to go through it. I don’t 

think that a family physician would be able to fi ll one 

of those [care plans] out” (D5). 

Some noted that the patient’s role of involvement 

in the care plan was unrealistic, believing that their 

patients were not capable of engaging in the sorts of 

decisions essential to collaborative care planning: “I 

don’t think those are the highly sophisticated bunch of 

folk. ... None of them … really could participate in that 

shared model of care” (D2). 

‘This is Not Different From What I Already Do’

Planning and scheduling care were pivotal to the care 

plan. Although the principle of scheduling care was not 

challenged, some participants remarked they already 

provided planned follow-up with these patients, some-

times obliquely through the expiration of prescriptions 

for long-term medications. When asked about his 

perception of CICM’s proactive model of care, a more 

openly resistant physician told us: 

Family physicians like to think that we do this all the time. 

We don’t, perhaps, sit down in an hour, and decide, you 

know, ”We’re going to look at your chest pain, we could 

look at psychosocial issues.” Sometimes we do it if we’ve 

got time … (D2). 

Many of the resistant physicians seemed more 

comfortable with the explicitly biomedical components 

of the care plan (medication reviews and prevention 

activities), and gave less priority to psychological and 

social issues. 

Even though several enthusiasts modifi ed the 

tool and discovered new insights into their long-term 

patients, the unenthusiastic physicians found the tool to 

be infl exible and, at times, superfl uous to their needs: 

It was kind of unusual because a lot of these people I’ve 

known for a long, long time … a lot of it’s written down on 

in the charts, so it was sort of, it felt a little redundant to go 

through this with them. Kind of awkward, actually … (D9).

‘Our Biggest Problem Was Resource Constraints’

For many physician participants the CICM was either 

fi nancially or organizationally impractical. Notwith-

standing the reimbursement associated with completion 
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of care plans, it was diffi cult for many to schedule 30 

minutes for the fi rst CICM planning visit. Many physi-

cians saw allied health professionals, both within and 

outside family practices, as necessary to making CICM 

work in the future: “Solo GP doctors, I don’t think, can 

manage this without those supports” (D7). A number 

remarked on what they believed to be a lack of commu-

nity-based resources to complement patient care.

Patients’ Perspectives
Whereas most patients barely noticed any change 

with CICM, some recalled experiencing a different 

approach to care with their physician, especially dur-

ing the initial planning visits. Of those noting a differ-

ence in their care, all but 1 was paired with an ‘enthusi-

astic’ physician.

One gentleman with osteoporosis described his fi rst 

structured visit:

It was really impressive. ... It wasn’t just a quick little visit 

amidst a busy day. It was something different. It was some-

thing very dedicated, very planned. And it was nice to be 

able to talk on something which, perhaps, I was on the other 

side looking in. You know, he wasn’t looking at my leg or my 

arm, or an illness” (Patient [P] 18).

Those reporting a positive impact believed the 

care-planning process gave an opportunity for the phy-

sician to know them more as a person: 

I remember her asking, um, you know, what do I do if I get 

upset? You know, do I have someone to talk to? … just things 

like that. … I think that’s a good idea, because a lot of people 

won’t approach their doctors about personal things (P8).

Some believed that their care coordination had 

improved as a result of care planning and reported per-

ceived personal benefi ts, such as taking fewer medica-

tions, reduced anxiety about their conditions, having 

new strategies to manage their health problems, or 

functional improvements. Very few patients, however, 

articulated improved community linkages or enhanced 

self-management skills. Even though all patients wel-

comed the additional time available through CICM 

care planning, a number speculated as to whether it 

was cost- or time-effective for physicians.

DISCUSSION
Initiatives to improve the care of chronically ill patients 

have varied in philosophy and design.17 Recent US 

models have emphasized broad systematic change, often 

delivered within the relatively controlled environment 

of managed care organizations.18 By contrast, Australia 

has implemented a pragmatic strategy, part of which 

involves fi nancial incentives for family doctors complet-

ing written patient care plans.19 Our study provided an 

opportunity to understand the experiences of patients 

and physicians with an intervention similar to the Aus-

tralian model. The fi ndings provide insight into some 

unique challenges associated with primary care manage-

ment of chronic illness.

At the heart of the practitioner experiences was 

a contrast between the enthusiasts and those prac-

titioners who seemed unmoved by the initiative. As 

described, the enthusiasts were evenly spread among 

facilitators, community locations, and practice charac-

teristics. Their willingness to embrace ongoing learn-

ing and quality improvement seems consistent with 

early adopters of change.20 For the enthusiasts, CICM 

style care planning moved traditional family practice 

beyond reactive care (“chasing tails” and ”fi ghting 

fi res”) to a more proactive and comprehensive model. 

Important lessons follow from the experiences of the 

unenthusiastic, however. 

Barriers to Change
The successful implementation of change in clinical 

care depends on multiple factors, including features of 

the change itself, the level and nature of the evidence, 

the context or environment into which the research is 

to be placed, and the method of facilitation.20, 21 Par-

ticipating physicians generally viewed the CICM ini-

tiative as time intensive and unrealistic for widespread 

implementation. All physician participants had an 

enduring relationship with an experienced facilitator, 

and they experienced implementing change in practice 

with regard to preventive care that led to statistically 

signifi cant improvements.15 They worked in practices 

with similar supports (human resource and technology) 

and in the same communities. Even so, there were dis-

tinct differences among physicians in levels of enthu-

siasm for a comprehensive, patient-centered, planned 

care approach. The enthusiastic physicians spoke of 

the promise of patient-centered care planning and of 

small ways in which they have already integrated com-

ponents of the care plan. By contrast, the skepticism 

of the unenthusiastic was reinforced by diffi culties in 

accessing allied health professionals, limited availabil-

ity of community resources, and lack of a supportive 

fee schedule. Although other studies have listed or 

identifi ed some of the same barriers,5,19,22 this study 

illuminates what we believe to be fundamental barriers 

at the physician level that may need to be considered 

in future attempts in improving chronic illness manage-

ment in primary care. 

Most physicians welcomed the concept of more 

patient involvement in care, but the idea of collaborating 

with patients to develop a comprehensive plan focusing 

on shared goals confl icted with some of the unenthusi-

astic physicians’ self-perceived job responsibilities. The 



ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 6, NO. 2 ✦ MARCH/APRIL 2008

152

CHRONIC ILLNESS C ARE MANAGEMENT

concept that shared and proactive care is ”not my job” 

would seem to be an important barrier to the success of 

collaborative models emphasizing the value of patient-

physician partnership.8,23 Similarly, a number of the 

unenthusiastic participants doubted that their chronically 

ill patients could manage to fulfi ll a role as their own 

principal caregiver.8 Not surprisingly, few acknowledged 

their own role in preparing patients for such a change. 

Others have reported how primary care providers 

are often convinced that they provide optimal chronic 

illness care.24 As in Australia, our lack of a tool for 

auditing patient-centered, collaborative chronic illness 

care made it diffi cult for the physicians to measure 

the quality of their chronic illness care. Heightening 

awareness through the use of either administrative data 

or validated tools, such as the Assessment of Chronic 

Illness Care25 or the Patient Assessment of Chronic 

Illness Care,26 could highlight gaps in care and poten-

tially increase physicians’ motivation to change. 

Future Implications
Although the facilitators seemed to work well with 

the more reluctant family physicians, the lack of 

organizational support and the complexities of unen-

thusiastic physician perspectives stood in the way of 

meaningful change. Despite the evidence that the ini-

tiative had tapped a need in the enthusiasts, pervasive 

individual barriers combined with a lack of system 

based support suggests that this approach is unlikely 

to have a major impact in the Ontario health care 

system at this time. After more than 3 years of experi-

ence with a similar care-planning strategy in Australia, 

Wilkinson et al found that 10% of the general prac-

tice workforce was responsible for completing 80% of 

all care plans.19 Our fi ndings point to several practical 

strategies to consider in chronic illness management 

in primary care.

The partnership role and responsibility changes in 

collaborative chronic illness care models may require 

a range of strategies at an individual level to help the 

different groups implement effective chronic care 

management. Some argue medical education does not 

prepare physicians for the demands of a complex, col-

laborative health care environment.8 With wide policy 

interest in primary care delivery of chronic illness care, 

it may be time for professional organizations to recon-

sider whether undergraduate or postgraduate training 

programs should be reorientated toward the demands 

of a collaborative health care environment where 

patients are understood as their own primary caregiver.

Other studies have spoken of the importance of 

group culture27 and colleague support22 in addressing 

some of individual barriers to chronic care manage-

ment. Opinion leaders and cross-practice mentorship 

or collaboration may be helpful to foster the shift to 

patient-centered and proactive chronic illness manage-

ment. Our fi ndings suggest that facilitation needs to 

take account of the physicians’ approach to care and 

at the very least assist with practice audit techniques 

to help practices identify gaps in the quality of clinical 

care, particularly those around patient-centered, col-

laboratively oriented care. 

Transferability of the study fi ndings is limited in 

that physician participants all practiced in relatively 

small capitated practices in 2 regions of Ontario. 

Each had already participated in 2 distinct interven-

tion studies designed to investigate new methods of 

delivering primary care. All had at least 1 decade of 

postgraduation experience. Although the sampling 

technique included an awareness of the need to search 

for alternative and disconfi rming cases, we may have 

been unable to capture different perspectives shared 

by other practitioners. Specifi cally, more recent medi-

cal graduates or physicians working in interdisciplinary 

primary care settings may have been more supportive 

of the principles of collaborative chronic condition 

care. Our methodology asked physicians to nominate 

patients for interview, thereby possibly excluding 

patients with negative experiences of their care. 

Our use of phenomenology was well suited for cap-

turing patient and practitioner experience. Although 

we gained a good understanding of practitioner orien-

tations to chronic condition management, other meth-

ods, particularly those using ethnographic techniques 

of direct observation, are better suited for understand-

ing behavior in the clinical setting. Epidemiologic 

methods would be required to examine the infl uence of 

practitioner orientation on adherence to clinical guide-

lines or effectiveness of care. 

Implementing comprehensive, patient-centered 

chronic illness care management involves more than 

organizational change. Our study highlights the 

importance of the personal attributes and perspectives 

of individuals in addition to larger system issues. More 

complex barriers to change, including attitudes and 

professional culture, should be considered in future 

attempts to improve the delivery of chronic illness care 

in primary care practices. Our fi ndings illuminate the 

need for additional methods of support for both fam-

ily physicians and patients while they transition to the 

adjusted roles and responsibilities of collaborative and 

proactive management of chronic illness.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/6/2/146. 

Key words: Chronic disease; patient care management; primary health 
care; family practice; attitude of health personnel; patient care plan-
ning; patient-centered care; patient participation
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