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Case Management in Primary Care for Frequent 
Users of Health Care Services: A Realist Synthesis

ABSTRACT
PURPOSE Case management (CM) is a promising intervention for frequent users 
of health care services. Our research question was how and under what circum-
stances does CM in primary care work to improve outcomes among frequent 
users with chronic conditions?

METHODS We conducted a realist synthesis, searching MEDLINE, CINAHL, 
Embase, and PsycINFO (1996 to September 2017) for articles meeting the fol-
lowing criteria: (1) population: adult frequent users with chronic disease, (2) 
intervention: CM in a primary care setting with a postintervention evaluation, 
and (3) primary outcomes: integration of services, health care system use, cost, 
and patient outcome measures. Academic and gray literature were evaluated for 
relevance and robustness. Independent reviewers extracted data to identify con-
text, mechanism, and outcome (CMO) configurations. Analysis of CMO configura-
tions allowed for the modification of an initial program theory toward a refined 
program theory.

RESULTS Of the 9,295 records retrieved, 21 peer-reviewed articles and an addi-
tional 89 documents were retained. We evaluated 19 CM interventions and 
identified 11 CMO configurations. The development of a trusting relationship 
fostering patient and clinician engagement in the CM intervention was recurrent 
in many CMO configurations.

CONCLUSION Our refined program theory proposes that in the context of easy 
access to an experienced and trusted case manager who provides comprehensive 
care while maintaining positive interactions with patients, the development of 
this relationship fosters the engagement of both individuals and yields positive 
outcomes when the following mechanisms are triggered: patients and clinicians 
feel supported, respected, accepted, engaged, and committed; and patients feel 
less anxious, more secure, and empowered to self-manage.

Ann Fam Med 2020;18:218-226. https://doi.org/10.1370/afm.2499.

INTRODUCTION

Frequent users of health care services are a small proportion of the 
population who account for a disproportionate number of visits to 
emergency departments, thereby placing a heavy strain on limited 

resources.1-3 Frequent users generally have complex health care needs, 
owing to a combination of chronic health conditions,4,5 mental health 
issues,6,7 and social vulnerability.8,9 These individuals are hospitalized at 
greater rates than infrequent users, have lower perceived quality of life,10 
and have a greater mortality rate.8,11,12 These complex health care needs 
make it difficult for the health care system to provide integrated care, high-
lighting the need for improved management of care for this population.

Case management (CM) is a promising intervention to improve health 
care integration for frequent users and to reduce health care costs.13-15 
Case management is defined as “a collaborative process of assessment, 
planning, facilitation, care coordination, evaluation, and advocacy for 
options and services to meet an individual’s and family’s comprehensive 
health care needs through communication and available resources to pro-
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mote quality, cost-effective outcomes.”16 
Case management offers support for 
patients and their families to manage 
their medical and social issues more 
effectively and improve their health sta-
tus and health care use17; it is designed 
to enhance care coordination, avoid 
duplication of services, and reduce 
health care costs.18

The effectiveness of the CM 
approach for frequent users has been 
evaluated in many systematic reviews, the 
majority of which reported positives out-
comes such as reduction of health care 
use and cost and improvement in patient 
quality of life and satisfaction.13-15,19 Case 
management is a complex social interven-
tion rooted in intricate social systems, all 
of which influence the outcomes of the 
intervention.20 Whereas quantitative sys-
tematic reviews provide evidence for the 
effectiveness of CM, the causal mecha-
nisms underpinning this intervention, and 
how contextual factors influence the links 
between the causal mechanisms and the 
intervention outcomes, remain unclear. A 
deeper understanding of how, when, and 
why CM is successful is needed for its effective imple-
mentation in different contexts.

The research question of the present study was 
how and under what circumstances does CM in pri-
mary care work to improve outcomes among frequent 
users with chronic conditions?

METHODS
Design
Realist synthesis (RS) methodology is a theory-driven 
approach to synthesizing evidence regarding complex 
social interventions involving a chain of processes, 
to identify invisible causal mechanisms, examine how 
they operate under different conditions, and deter-
mine how contextual factors influence links between 
these mechanisms and outcomes. These relations in 
RS provide a causal explanation for outcomes and are 
expressed in the form of context + mechanism = out-
come (CMO) configurations, a mechanism being the 
combination of resources offered by the intervention 
and the way these resources change stakeholders’ 
reasoning.21,22 An initial program theory is developed 
based on assumptions regarding the mechanisms by 
which the intervention might work. Via the CMO 
configuration and the formulation of patterns (demi-
regularities), the initial program theory is iteratively 

refined.20,21 The outcome is a program theory that 
is connected to the empirical data yet sufficiently 
abstracted from it to allow for generalizations regard-
ing what works, for whom, and under what circum-
stances. Table 1 provides definitions of RS terms and 
other terms used in this article.

The present RS followed the 5 nonlinear and inter-
related stages recommended by Pawson, as listed 
below.23 This article is presented according to the 
RAMESES reporting guidelines.24 Full details are avail-
able in our published protocol.25

Stage 1. Focusing the Scope of the Realist Synthesis 
and Promoting Stakeholder Engagement
The review team included academic researchers, 
decision makers, clinicians, frequent users of primary 
health care services, and research assistants from 
across Canada. To promote their engagement, all team 
members were invited to 2 working sessions, during 
which we focused the scope of the RS. Specifically, the 
review team identified the research question, clarified 
the purpose of the review, and articulated an initial 
program theory based on the findings of the parent 
systematic review26 and other CM literature. The ini-
tial program theory consisted of the following 5 main 
resources: case finding, care planning, coordination/
integration of services, self-management support, and 

Table 1. Definition of Terms

Term Definition

Context (C) Aspects of the background of the intervention (eg, characteristics of 
the people involved in the intervention, the environment in which 
the intervention occurs, the social and political context, etc)

Mechanism (M) The generative, causal force influencing the effect of program 
resources on participants’ reasoning, attitudes, and behaviors 
(sensitive to variation in context)

Outcome (O) Effect of the intervention, dependent on the interactions between 
the context and mechanism

CMO 
configuration

Relation between context, mechanisms, and outcomes that is a 
form of realist causal explanation

Initial program 
theory

A preliminary exploration of the theory on how the intervention 
works

Demiregularity Semipredictable patterns that could emerge from CMO configura-
tions that appear repeatedly, or the interpretation of which is 
strongly supported by theory

Program theory An empirically testable proposition that lies in an intermediate posi-
tion relative to generalizable grand theories of social systems on 
one end and detailed descriptions of situational microphenomena 
on the other

Case manager Health care professional who provides the intervention. Can also 
refer to the CM team

Frequent user Individuals/patients who frequently use health care services. Can 
also include their family and caregivers

Health care 
clinician

Health care professionals involved in the case management inter-
vention (eg, emergency department staff, family physician, etc)

Self-manage-
ment support

Activities the purpose of which is to help patients and their families 
play a greater role in the management of their health

CM = case management; CMO = context + mechanism = outcome.
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intensity of the intervention (Supplemental Figure 1, 
http://www.AnnFamMed.org/content/18/3/218/suppl/
DC1).13-15,19 The working sessions also included a 
3-hour training on the RS approach.

Stage 2. Searching for Evidence
As planned in our protocol,25 
we searched for evidence from 
all of the studies included in 
our parent systematic review 
detailing the methods and 
characteristics of the included 
studies.26 The comprehensive 
search strategy used in our par-
ent systematic review yielded 21 
peer-reviewed articles published 
during the period 1996 to Sep-
tember 2017 and evaluating 19 
interventions in primary care 
settings designed to improve 
care among adult frequent 
users of health care services 
who were affected by at least 1 
chronic physical condition. In 
accordance with RS methodol-
ogy supporting the inclusion of 
data from various sources, we 
used a cluster search to identify 
additional documents relevant 
to each CM intervention. We 
emailed the 21 corresponding 
authors to request unpublished 
material and searched the asso-
ciated academic and gray litera-
ture, which led to an additional 
set of 128 documents.

Stage 3. Appraising the Quality 
of Evidence
Per RS methodology,20,21 we 
appraised all of the selected 
peer-reviewed articles (n = 21) 
and documents from the gray 
literature (n = 128) for relevance 
(ie, contribution of the data to 
theory building/testing) and 
robustness (ie, credibility and 
trustworthiness of the data).20 
On the basis of these crite-
ria, we retained the 21 peer-
reviewed articles and 89 of the 
additional documents, evaluat-
ing a total of 19 CM interven-
tions (Figure 1).

Stage 4. Extracting the Data
The extracted data were (1) bibliographic information, 
(2) study characteristics (location, setting, and design; 
definition of frequent users; population characteristics; 

Figure 1. Study selection process.

CM = case management; CMO = context, mechanism, and outcome.
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13,947 Records identi� ed 
via database searching

2 Additional records iden-
ti� ed via hand searching

9,295 Records after duplicates removed

21 Peer-reviewed articles and 89 doc-
uments from gray literature included

9,295 Records screened

9,168 Records excluded

 108 Full-text articles excluded:

 26 Poster/conference abstract

 25 No physical chronic disease

 20 Not frequent users

 8 No postintervention evaluation

 8 Single-disease oriented

 6 No intervention

 6 Not a CM intervention

 3 Not in English or French

 2 Frail elderly

 1 Not in primary care

 2 Low scienti� c quality

 1 Lack of information

127 Full-text articles assessed for eligibility

2 Additional arti-
cles identi� ed via 
hand searching

21 Peer-reviewed articles and 
19 interventions retained from 
the parent systematic review

39 Documents excluded:

 21 No intervention

 8 Not a CM intervention

 7 No CMO

 3 Not frequent users

128 Documents 
from cluster 

searching of gray 
literature
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sample size; type, objective, frequency, and content 
of the intervention; length of the intervention ses-
sions with patients; duration of follow-up; case-finding 
process; clinicians involved; intervention offered to 
the control group; data analysis; outcome character-
istics and assessment instruments; and the interven-
tion’s effectiveness based on reported outcomes) 
(details of these findings are reported in the parent 
systematic review26), and (3) data related to the CMO 
configurations.

Four team members (M.C.C., M.L., O.C., F.F.) 
were involved in development of CMO configurations. 
For each intervention, they used an extraction table 
to systematically extract the relevant data (contexts, 
mechanisms, outcomes, and associated excerpts) from 
the included documents. Only CMOs that were clearly 
reported by the authors were extracted. Outcomes 
were used as starting points for building CMO configu-
rations. Team members worked together on the first 5 
interventions, which served as a learning exercise and 
to establish common processes and standards. Sub-
sequently, they worked independently, creating data 
extraction tables of the CMO configurations for each 
of the 14 remaining interventions. A second team mem-
ber repeated the process for each intervention, identify-
ing additional CMO configurations. The CMO tables 
were then circulated to other team members (C.H., 
M.C.C., M.L., P.L.B., V.S., P.P.), who identified points 
of agreement and disagreement that were resolved via 
discussion and consensus. Once all CMO configura-
tions of the interventions had been extracted, all data 
extraction tables were transferred to NVivo qualitative 
data analysis software (version 11; QSR International) 
and synthesized into CMO configurations that were 
used to refine the initial program theory.

Stage 5. Synthesizing the Evidence
To inform and modify the initial program theory, an 
abductive reasoning approach (in which there is an 
iterative back and forth between the theory and the 
data) was used.27 The CMOs were analyzed and demi-
regularities (patterns) identified.27 Regular discussions 
with the entire team helped to refine the initial program 
theory and to identify ways in which it was informed 
by the data. The iterative process of modification and 
refinement of the initial theory led to a refined program 
theory explaining how and why CM works.

RESULTS
Description of the Included Studies
The 19 included CM interventions were evaluated 
using quantitative methods (n = 16) and mixed methods 
(n = 3).26 Thirteen were conducted in the United States 

and 6 in other countries (Sweden, Canada, Switzer-
land, Australia, New Zealand, and the United King-
dom). The studies included 17 to 14,140 participants, 
with an average age range of 20 to 66 years. The pro-
portion of women varied from 25% to 77%.

CMO Configurations and Demiregularities
Eleven CMO configurations were developed (Table 
2). They suggested that CM might yield 7 possible 
positive outcomes (improvements of self-management 
skills, patient adherence to treatment and recommen-
dations, patient satisfaction, health status, quality of 
life, and quality of care, and reductions in health care 
use and costs) when the following mechanisms are 
triggered: (a) patients feel supported, respected, and 
accepted; engaged and committed to understanding 
the care plan and how to access relevant health care 
services; feel their concerns are heard; are less anxious 
and more secure; and are more empowered to self-
manage; (b) clinicians feel supported and have a deeper 
understanding of the patient’s situation. The ability 
of each mechanism to trigger a positive outcome was 
dependent on the context of the intervention, provid-
ing patients with easy access to a trusted case manager 
who provides comprehensive care while maintaining 
positive interactions with patients. Two demiregulari-
ties were identified, as described below.

Demiregularity 1. Developing a Trusting 
Patient-Clinician Relationship
The relationship developed between the patient and 
an experienced and trusted case manager appeared 
to play a key role in the effectiveness of CM for fre-
quent users.28-33 This relationship influences a patient’s 
motivation to engage in their care (CMOs 2, 3, & 9). 
Patients’ past experiences can affect the interactions 
they have with clinicians (CMO 3).28-32,34 A meaning-
ful relationship is built on trust28-32 and is essential for 
empowering patients to self-manage their care,28,30-32 
as noted by Grinberg et al28 in their evaluation of the 
Camden Coalition of Healthcare Providers, a multidis-
ciplinary CM program for complex frequent users of 
inpatient service:

“Participants often drew a connection between this rela-
tionship and active motivation. (…) [They] also described 
genuineness as a key ingredient of their relationship with the 
members of their Coalition care teams: I loved working with 
her. I’ll work with her any day of the week, she was normal 
to me; she talked to me as a person, not as a patient. This 
genuineness in patient interactions was often cited as a cata-
lyst for personal change: [knowing that the care team was] 
interested in me…it’s like wow, me? I felt good, I felt better, 
I felt somebody really cares about me. I’m living, and I’m not 
here by myself. And I think that what’s made me, you know, 
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actually do it. I started takin’ my medication, I started, you 
know, getting out.” (p. 250)

Aptitudes and skills of clinicians influence the extent 
to which patients are engaged in their care (CMO 
2).28,30-32,35 The ability of case managers to develop 
positive relationships with their patients fosters mutual 

trust, which in turn motivates both patient and clini-
cian to engage in the CM intervention.28,30-32 A calm, 
confident, sensitive, friendly, empathetic, and support-
ive case manager inspires patients’ confidence, increas-
ing their likelihood to be engaged in their care.28,30-32 
Because they work with patients with complex care 
needs, case managers should take time to listen to 

Table 2. CMO Configurations

Theme CMO Configuration Evidence (References)

Coordination 
and health 
navigation

If frequent users are directed through the health care system and are enabled to con-
nect with clinicians and community services working in close collaboration (C), they 
have a better understanding of how to access and obtain relevant health care services 
in appropriate settings. Their knowledge and ability to navigate within the health care 
system and to communicate with clinicians are strengthened, and they become more 
engaged in their care (M). This improves their self-management skills and health sta-
tus and reduces health care use and costs (O). (CMO 1)

Grimmer-Somers et al, 201035; 
Grinberg et al, 201628; Hudon 
et al, 201529; Navratil-Strawn et 
al, 201440; Reinius et al, 201333; 
Roberts et al, 201530; Shah et al, 
201138; Weerahandi et al, 201531

Patient and 
health care 
clinician 
relationship

If case managers are able to develop trusting relationships with frequent users (C), 
frequent users trust them, feel safe, and develop meaningful relationships with them. 
This meaningful relationship motivates patients to be engaged in their care (M). In 
turn, their self-management skills improve, their health condition(s) stabilizes, and 
health care use and costs are reduced (O). (CMO 2)

Crane et al, 201232; Grinberg et 
al, 201628; Hudon et al, 201529; 

Roberts et al, 201530; Weerahandi 
et al, 201531

If frequent users have a negative interaction with case managers, feel disrespected, 
discriminated against, or not connected with them (C), frequent users feel upset, dis-
satisfied, and frustrated with their encounter. They are unable to develop a trusting 
relationship with their case managers and are not willing to engage in their care (M). 
This limits the development of their self-management skills, does not improve their 
quality of life, and does not change health care use and costs (O). (CMO 3)

Grinberg et al, 201628; Sledge et 
al, 200634

Patient and 
health care 
clinician 
engage-
ment 

If case managers are flexible, able to adapt, and open to change their approach by 
involving frequent users in their care planning (C), frequent users tend to accept the 
CM program, tend to understand their role in it, and are willing to engage in their 
care (M). This improves their self-management skills, health status, and quality of care 
and reduces health care use and costs (O). (CMO 4)

Adam et al, 201036; Crane et al, 
201232; Grimmer-Somers et al, 
201035; Grinberg et al, 201628; 
Hudon et al, 201529; McCarty et 
al, 201537; Roberts et al, 201530; 
Weerahandi et al, 201531

If case managers are willing to be engaged and committed to the program and to take 
an active role in care planning (C), frequent users accept the program, perceive it to 
be beneficial, and become more engaged in their health care (M), which improves 
their self-management skills and reduces health care use (O). (CMO 5)

Adam et al, 201036; Grinberg et 
al, 201628; Grover et al, 201044; 
McCarty et al, 201537; Pope et 
al, 200042; Skinner et al, 200943; 
Weerahandi et al, 201531

If frequent users are not involved in their care planning (C), they do not feel engaged 
and will deviate from their care plan because they do not understand it or do not 
agree with it (M). Consequently, they will continue to frequently and inappropriately 
use health care services (O). (CMO 6)

Adam et al, 201036; Bodenmann et 
al, 201739; Pope et al, 200042

If clinicians do not follow the care plan that includes restriction of narcotics for frequent 
users with substance use issues (C), patients are unwilling to follow the care plan (M) 
and continue to frequently and inappropriately use health care services to obtain nar-
cotics (O). (CMO 7)

Grover et al, 201044; Pope et al, 
200042

Patient and 
health care 
clinician 
support

If a comprehensive and holistic approach addressing both medical and social issues is 
provided to frequent users (C), they feel their concerns are heard and their needs are 
taken seriously. They feel supported and satisfied with the care received and moti-
vated to be engaged in their care (M). This improves their self-management skills and 
health status and reduces health care use (O). (CMO 8)

Brown et al, 200541; Grimmer-
Somers et al, 201035; Hudon et al, 
201529; Pope et al, 200042; Shah 
et al, 201138

If frequent users have easy access to case managers who provide regular follow-up 
meetings (C), frequent users feel supported and cared for in the management of 
their health issues and trusted by their case managers (M). This improves their self-
management skills, health status, and quality of life and reduces health care use and 
costs (O). (CMO 9)

Crane et al, 201232; Hudon et al, 
201529; Reinius et al, 201333; Rob-
erts et al, 201530; Weerahandi et 
al, 201531

If clinicians who are overwhelmed by the complex needs of frequent users in an over-
loaded health care system work in collaboration with an interdisciplinary team (C), 
they feel supported by the members of the team and satisfied with the program and 
are willing to engage in the CM program (M). This improves the quality of care they 
provide to frequent users and reduces patients’ health care use (O). (CMO 10)

Adam et al, 201036; Brown et al, 
200541; McCarty et al, 201537

Self-man-
agement 
support

If frequent users are involved in their care planning and receive self-management sup-
port (C), they develop a greater understanding of their condition, are motivated to 
take an active role in their care, and feel confident in their ability to obtain medical 
and social resources (M). This improves their self-management skills, health status, and 
quality of life and reduces health care use (O). (CMO 11)

Crane et al, 201232; Grimmer-
Somers et al, 201035; Grinberg et 
al, 201628; Hudon et al, 201529; 
Roberts et al, 201530; Shah et al, 
201138; Weerahandi et al, 201531

C = context; CMO = context + mechanism = outcome; M = mechanism; O = outcome.
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them, understand their situation, and be accepting of 
them.29,30 Regular follow-up meetings with the same 
clinician contribute to the development of a trusting 
relationship (CMO 9),29-33 and patients are more likely 
to feel secure, be honest, and to be engaged in their 
care.28,31 Patients who are able to self-manage their con-
ditions experience fewer health complications. Thus, 
our analysis suggests the importance of this demi-
regularity in reducing inappropriate use of health care 
services28,31,32 and thereby related costs.28,32 In an evalu-
ation of an intensive CM program for frequent users of 
inpatient services, with chronic conditions and complex 
care needs, Roberts et al30 found the following:

“Key to the success of the work of the CCL [case manager] 
is the ability to establish trusting relationships with patients, 
their families, and other caregivers. Many of the high utiliz-
ers of Safety-Net hospitals live not only with the challenges 
surrounding multiple chronic diseases but also with poverty, 
mental illness, and chaotic life circumstances. The CCLs 
must understand the context of the lives of their patients 
and accept those individuals where they are. It is crucial to 
the CCL’s success that we hire those with an aptitude for 
ongoing professional development regarding effective inter-
actions with patients and dealing with their barriers to self-
management.” (p. 259)

Demiregularity 2. Engaging Patients 
and Clinicians in Case Management 
Interventions
Involving patients in the development of their care plan 
by considering needs, prioritizing what they want to 
address, reaching an agreement on care recommenda-
tions, explaining their role in their own care, or encour-
aging them to make their own health-related decisions 
helps ensure that the patients feel engaged in their 
care and self-manage their conditions (CMOs 4, 6, and 
11).28-31,35-37 This requires that case managers be open 
to this process30,31,35 and to providing self-management 
support.28-32,35,38 In addition, educating patients on 
health condition(s) helps improve understanding of 
health issues, which in turn increases confidence in the 
ability to self-manage,28-30,35,38 improves health status,31 
and decreases health care service use.31,32,38

The provision of easy access to and assistance with 
health care services, particularly navigation services, 
improves patients’ ability to seek and reach appropriate 
care when needed (CMO 1)30,33,35,39,40 and helps sustain 
their engagement in their care. This prevents inappro-
priate use of health care services.39,40 Considering that 
patients’ medical and social issues might also influence 
their engagement, such a comprehensive approach helps 
patients feel that they are taken seriously, respected, well 
cared for, satisfied, and motivated to be engaged in their 
care.29,35,38,41,42 Hence, they become actively involved in 

their care and improve their self-management skills.29,35,38 
Again, this can lead to a decrease in inappropriate health 
care service use.38,41,42

The engagement of case managers and clinicians 
in the CM interventions is also important (CMOs 5, 7, 
and 10)28,31,36,37,41-44 because it helps improve patients’ 
self-management skills28 and reduces inappropriate 
health care use and costs.28,31,36,37,42-44 Case manag-
ers who are committed to the intervention and take 
an active role in caring for patients have a positive 
influence on patients’ motivation to engage in their 
care.28,31,36,37,42-44 As Green et al45 reported,

“Clients have described the motivation they feel to adhere 
to treatment regimens when they know there are healthcare 
providers taking an active role in caring for them. The cli-
ents engage with the team and become active partners in 
their own health care.” (p. 5)

The 2 demiregularities are intrinsically linked; a 
trusting patient-clinician relationship is a key element 
of success for meaningful partnerships and patient 
engagement. It is necessary for the clinician to gain the 
patient’s trust and to maintain a relationship in which 
the patient feels engaged in their care, thus triggering 
mechanisms that generate positive outcomes.

With regard to frequent users with substance use 
disorders, clinicians’ compliance with their care plan is 
crucial.42,44 When clinicians do not respect the recom-
mendation of restriction of opioids, frequent users with 
substance abuse issues tend to use health care services 
to obtain opioids.

Refined Program Theory Regarding How 
Case Management Works in Primary Care 
for Frequent Users With Chronic Conditions
Refinement of our initial theory consisted, for the most 
part, of further articulating the mechanisms because 
our initial theory focused more on CM resources. The 
refined program theory suggests 4 resources (care 
planning, coordination and health care navigation, self-
management support, and support for clinicians) and 
includes the mechanisms (central arrow, Figure 2) that 
connect contexts and outcomes of CM for frequent 
users of health care services with chronic conditions.

DISCUSSION
Our refined program theory of CM proposes that 
in the context of easy access to an experienced and 
trusted case manager who provides comprehensive care 
while maintaining positive interactions with patients, 
the development of a trusting relationship between 
the patient and the clinician fosters the engagement of 
both when the following mechanisms are triggered: (a) 
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patients feel supported, respected, and accepted; are 
engaged and committed to understanding their care 
plan and how to access relevant health care services; 
feel their concerns are heard; are less anxious and more 
secure; and are empowered to self-manage, and (b) cli-
nicians feel supported and have a deeper understanding 
of the patient’s situation. These relationships provide a 
causal explanation for the success of CM interventions 
in improving patient and clinician experiences and over-
all health outcomes and decreasing health system costs 
(outcomes) (Figure 2).

In a study of intensive outpatient care programs for 
patients with complex care needs, O’Brien et al46 inter-
viewed clinicians and program leaders and found that 
patient-clinician relationships built on trust are critical 
for developing care coordination and treatment plans 
and these relationships influence patients’ engagement 
in care. With respect to the present RS, we were able 
to elucidate on the trusting relationship and provide 
detail regarding this mechanism (central arrow, Figure 
2). This detail is an important contribution that can 
provide clinicians with guidance for exhibiting behav-
ior that can help to build trust with their patients.

These results corroborate those of Elliott et al,47 
who used RS to understand the engagement of older 
adults in health care decision making. Like us, those 
authors found that developing trust between the 
patient and the clinician can help the patient feel 
engaged in decision making.

Contribution to Research, Clinical Practice, 
and Policy
Our program theory looks beyond program 
resources and determination of success and exposes 
the mechanisms that CM triggers in patients and 
clinicians in various contexts that generate positive 
outcomes. It will help clinicians identify essential 
elements of CM to incorporate into their daily prac-
tice. Regarding patients, our program theory might 
help them recognize the important role they play by 
engaging in their care planning. Using this theory 
to frame CM work with patients might be beneficial 
(and in turn, might help to refine the theory) in clini-
cal settings and might help policy makers design, 
plan, and implement effective CM programs in their 
jurisdictions.

Figure 2. Refined program theory.
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Strengths and Limitations
Given that CM stakeholders, including patients who 
are frequent users of health care services, were mem-
bers of the review team, we are confident that this work 
is anchored not only in the empirical literature but also 
in the practical experience of CM stakeholders across 
Canada. However, although we included all published 
material regarding the CM interventions, our present 
results should be critically interpreted in light of the 
limited descriptions available regarding the CM inter-
ventions and how individuals reacted to them. Further 
research is required to examine if the professional 
role of the case manager (nurse, social worker, other) 
or the setting of the CM (clinic, community, home) 
might have an influence on the development of the 
relationship. Our theory of CM pertains to frequent 
users of health care services with chronic conditions. 
The knowledge base could be improved by testing our 
theory via realist evaluation of CM in real context.48

CONCLUSIONS
With the present RS, we were able to refine what is 
known about contextual factors of CM in primary care 
for frequent users with chronic conditions that lead 
to positive patient and system-level outcomes and to 
uncover the mechanisms these factors need to trigger to 
generate the desired outcomes. We propose a program 
theory that the objective of CM should be to enable an 
experienced and accessible case manager, a comprehen-
sive approach to patient care, and positive interactions 
throughout the health care process. This will trigger 
the development of a trusting relationship that fosters 
both patient and clinician engagement and will lead to 
improved patient and clinician experiences, better patient 
health outcomes, and decreased health care system costs.

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/18/3/218.
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