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Abstract 

Background: In response to an aging global population and the corresponding increased of 

chronic illness, case management has emerged as a powerful innovation to address the health 

challenges of patients with complex needs. Case management is defined as the collaborative 

process of assessment, planning, facilitation, care coordination, evaluation and advocacy for the 

options and services required to meet patient needs. Despite growing evidence on the benefits of 

case management for the care of patients with complex needs in primary care, implementation of 

case management has been challenging worldwide. Integration of case management into primary 

care settings has been studied around the world, but these reports have never been globally 

synthesized. Accordingly, the objective of this work was to identify a common set of barriers and 

facilitators to case management function that emerge in primary care settings around the world. 

Methods: A systematic review and thematic synthesis of qualitative findings was conducted. In 

collaboration with an academic medical librarian, three electronic databases (MEDLINE, 

CINAHL, and Embase) were searched for qualitative and mixed-methods studies, written in 

English or French, related to factors affecting case management function in primary care. Titles, 

abstracts and full texts were screened for relevance to the research question. Included studies 

were assessed for quality, and a sensitivity analysis was conducted. Every step was completed by 

two researchers. Results from included studies were synthesized according to the method of 

Thomas and Harden (2008). 

Results: Of the 1572 unique records initially located, 19 studies, originating from six countries, 

met the inclusion criteria. Nine factors affecting the ability of primary care teams to conduct case 

management were identified: “Family Context”, “Policy and Available Resources”, “Physician 

Buy-in and Understanding of the Case Manager Role”, “Team Communication Practices”, 
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“Training in Technology”, “Relationships with Physicians”, “Relationships with Patients”, 

“Time Pressure and Workload”, and “Autonomy of Case Manager”. A schematic representation, 

designed to demonstrate the relationships between these factors, is advanced at the conclusion of 

the analysis.  

Conclusion: This systematic review identifies a wide range of barriers and facilitators that 

influence a primary care team’s capacity to conduct case management. Understanding these 

barriers and facilitators may allow for the development of policy- or clinic-level interventions to 

improve case management function and, by extension, to provide better care for patients with 

complex needs. The findings may be useful to researchers (who may use this review as a starting 

point for future investigation), healthcare professionals (who may learn of strategies to facilitate 

case management at a local level), and policymakers (who may use this data to develop 

additional guidelines that foster case management function in their jurisdictions).   
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Résumé 

Contexte : Face au vieillissement de la population mondiale et à l’augmentation correspondante 

du nombre de maladies chroniques, la gestion de cas est devenue une innovation puissante pour 

faire face aux défis de santé des patients ayant des besoins complexes. La gestion de cas se 

définit comme le processus collaboratif d’analyse des besoins, de planification, de facilitation, de 

coordination des soins, d’évaluation et de défense des droits de patients en faveur des options et 

des services nécessaires pour répondre aux besoins des patients. Malgré un nombre de preuves 

grandissant sur les avantages de la gestion de cas pour les soins des patients ayant des besoins 

complexes en soins primaires, la mise en œuvre de la gestion de cas demeure encore difficile 

dans le monde entier. L’intégration de la gestion de cas dans le cadre des soins primaires est déjà 

bien étudiée, mais ces rapports n’ont jamais été synthétisés. L’objectif de ce travail, donc, était 

d’identifier l’ensemble des barrières et des facilitateurs de la gestion de cas qui émergent dans le 

cadre des soins primaires du monde entier. 

Méthodes : Une revue systématique et une synthèse thématique des résultats qualitatifs ont été 

réalisées. En collaboration avec une bibliothécaire médical universitaire, trois bases de données 

électroniques (MEDLINE, CINAHL, Embase) ont été recherchées pour des études qualitatives et 

méthodes mixtes, rédigées en anglais ou en français, concernant les facteurs affectant la fonction 

de la gestion de cas en soins primaires. Les titres, les résumés et les textes entiers ont été 

sélectionnés pour leur pertinence par rapport à la question de recherche. La qualité des études 

incluses a été évaluée et une analyse de sensibilité a été réalisée par deux chercheurs. Les 

résultats des études incluses ont été synthétisés selon la méthode de Thomas et Harden (2008). 

Résultats : Parmi les 1572 articles uniques initialement localisés, 19 études, provenant de six 

pays, remplissaient les critères d’inclusion. Neuf facteurs influençant la capacité des équipes de 
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soins primaires à effectuer la gestion de cas ont été identifiés : « Contexte familiale », « Politique 

et ressources disponibles », « Assentiment des médecins et compréhension du rôle du 

gestionnaire de cas », « Pratiques de communication en équipe », « Formation en technologie », 

« Relations avec les médecins », « Relations avec les patients », « Contraintes de temps et charge 

de travail » et « Autonomie du gestionnaire de cas ». Une représentation schématique, conçue 

pour démontrer les relations entre ces facteurs est proposée avancée à la fin de l’analyse. 

Conclusion : Cette revue systématique identifie un large éventail de barrières et de facilitateurs 

qui influencent la capacité d’une équipe de soins primaires effectuer la gestion de cas. La 

compréhension de ces barrières et facilitateurs peut permettre le développement d’interventions 

au niveau politique ou clinique pour améliorer la gestion de cas et, par extension, pour fournir de 

meilleurs soins aux patients ayant des besoins complexes. Les résultats peuvent être utiles aux 

chercheurs (qui peuvent utiliser cette analyse comme point de départ pour des enquêtes 

ultérieures), aux professionnels de la santé (qui peuvent apprendre des stratégies pour faciliter la 

gestion de cas au niveau local) et aux décideurs politiques (qui peuvent utiliser ces données pour 

élaborer des directives supplémentaires afin de renforcer la fonction de gestion de cas dans leurs 

juridictions). 
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Introduction 

The purpose of this research was to synthesize barriers and facilitators to case management in 

primary care, based on the perspectives and experiences of healthcare professionals. 

In response to an aging global population and the corresponding increase of chronic illness, 

a new paradigm of healthcare delivery – case management – has emerged as a powerful innovation 

to address the needs of patients with complex needs (1, 2). Patients with complex needs often 

suffer from multiple chronic conditions, which may be compounded by mental health 

comorbidities and/or social vulnerability (3, 4). As a result, these patients require a variety of 

healthcare, social, and community-based services and supports (4). When these services and 

supports are poorly coordinated, patients with complex needs may suffer preventable deterioration 

of health (5) and may use hospital and emergency services to an extraordinary extent (6-9). This 

puts immense strain on healthcare systems that are not yet prepared to face these complex and 

chronic needs (6, 7). Globally, healthcare services face the excessive use of emergency department 

visits by a disproportionally small amount of people, many of whom suffer from high disease 

burden and/or chronic illness (7, 9). This burden is and will be exacerbated by a large and growing 

population of baby boomers with increase life expectancies (10, 11). As these patients grow older, 

traditional healthcare models, developed to manage acute diseases, will not be able to service the 

requirements of these high-need patients (10, 11). 

Faced with the challenge of better addressing the health demands of patients with complex 

needs and of alleviating the stress that these patients place on overall health systems, governments 

and practitioners from around the world have turned to case management as a potential tool to 

coordinate services and improve care processes for patients with complex needs (12-15). The Case 

Management Society of America defines case management as “the collaborative process of 
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assessment, planning, facilitation, care coordination, evaluation and advocacy for options and 

services to meet an individual’s and family’s comprehensive health needs” (16). The goals of case 

management are to promote continuous, comprehensive, and cost-effective care through 

communication and coordination of services (16). By addressing the needs of patients with 

complex needs in a comprehensive and collaborative way, case management has the potential to 

improve care quality and outcomes for the patients whose complex and chronic care needs are 

unmet by current healthcare systems. 

While case management is viable across diverse care settings, its usage in primary care has 

recently become of particular interest to clinicians, researchers and policymakers (17-19). The 

emphasis on case management in primary care reflects a global push to address the needs of 

patients before they reach emergency departments and/or they are admitted to hospitals (12, 13, 

20). By managing chronic illness in primary care, clinicians have the potential to provide better 

care for patients with complex needs, and to prevent these patients from unnecessarily using of 

acute care services (6, 9). Furthermore, the coherence between the priorities of case management 

and the principles of primary care are marked. In primary care, like in case management, 

longitudinal relationships are valued, the entire biopsychosocial wellbeing of a patient is 

considered in conjunction with disease, and services are routinely coordinated (21).   

Indeed, successful case management interventions in primary care are associated with 

improved satisfaction and quality of life for patients with complex needs (22-24). This includes 

patients with neurodegenerative disorders like dementia, and other ailments ranging from diabetes 

(25) to cardiovascular disease (26) to mental health disorders (27). Furthermore, by addressing the 

comorbidities of these patients with complex needs in a more efficient way, case management 

could reduce the strain that these patients place on overall healthcare system (e.g. alleviating 
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pressure on emergency departments running above-capacity, liberating resources for others who 

requires emergency services) (28). Case management, then, proposes an impactful solution to 

global healthcare challenges, by addressing patients with complex needs in more comprehensive, 

supportive and effective ways, and by reducing the stress that these patients place on overwhelmed 

healthcare systems. 

 Despite these optimistic findings and exciting potentials, primary care teams have 

historically struggled to implement and sustain case management in their clinical environments (1, 

29-31). This is problematic, since the benefits of case management can only be realized when case 

management is fully adopted and integrated into routine practice (32, 33). Preliminary research on 

the barriers and facilitators to case management have advanced several potential factors governing 

the viability of case management in primary care, but these findings are context-specific (difficult 

to corroborate or generalize) and potentially unreliable (quality not assessed) (34-36). More 

critically, findings from individual studies remain inaccessible to practitioners, healthcare teams 

or policymakers who wish to gain insight into how to implement or improve case management 

function in their primary care contexts (37, 38). While the literature on barriers and facilitators to 

case management function is established and expanding (25, 39-43), there remains a lack of 

synthesis of this information. Such a synthesis is required to: centralize information about barriers 

and facilitators to case management function; validate or refute findings in individual reports; and 

identify novel themes or connections that can only be revealed through the combination of data 

from individual studies (44, 45).  

In sum, case management has the potential to dramatically improve the quality of care that 

all patients, especially those with complex needs, receive in a primary care setting. It may also 

alleviate pressure that these patients place on larger health systems. Despite this potential, research 
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examining the nature of barriers and facilitators to case management function specific to primary 

care remain general, disconnected and invalidated. This dearth of synthesis surrounding barriers 

and facilitators to case management function necessitates a careful synthesis of a broad body of 

research works. 
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Literature Review 

Premise 

In this section, the reader will be oriented to the origins, elements and benefits of case management. 

First, this chapter will describe the challenges to care integration for patients with complex needs, 

and how case management emerged to address these challenges. Next, the history of case 

management, and its current manifestations, will be presented. The relationship between case 

management and primary care will be articulated. Then, the benefits of case management in 

primary care will be explained. Implementation science, and its relevance to case management and 

healthcare systems reform, will be defined. Finally, this section will conclude by defining 

knowledge gaps in the literature, the purpose of this review, and a precise review question. 

 

Challenges of Care Integration for Patients with Complex Needs 

Globally, adults with complex needs and chronic conditions consume a disproportionally large 

share of healthcare resources (5). For example, the sickest 10% of Canadians consume almost 80% 

of healthcare resources (46). Similar trends exist in the United States, where the sickest 30% of 

adults account for 89% of total healthcare expenditure (47). In an increasingly fragmented 

healthcare system (between community, hospital and long-term care), patients with complex needs 

are prone to gaps in care coordination that lead to unnecessary exacerbations in healthcare 

challenges (5). When these gaps emerge, patients with complex needs inappropriately rely on 

hospital and emergency services to address healthcare needs that could have – and should have – 

been addressed proactively upstream through primary care (6, 9). In fact, a recent study in the 

United States found that up to 80 percent of frequent users of healthcare suffer from chronic 

conditions that can be cared for by providing better upstream care (28). Preventable use of these 
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healthcare services (and subsequent overcrowding of emergency departments and hospitals) is 

costly (18, 48), and impedes others from accessing critical care resources when they need them 

(39). 

Well-coordinated care is critical for patients with complex needs, who often follow 

complicated regimens of medication, diet, exercise and self-monitoring (5, 18). As a result, these 

patients require a more continuous and comprehensive network of support (8, 18). However, a 

recent high-profile study from Schoen et al. suggests that this network of support for patients with 

complex needs – care coordination and chronic illness management – is poorly accomplished in 

11 developed countries: Australia, Canada, France, Germany, Netherlands, New Zealand, Norway, 

Sweden, Switzerland, the United Kingdom and the United States (5). Even in the most 

sophisticated healthcare systems in the world, there remains a sizeable lack of guidance and 

support in managing complex and chronic illness. 30 to 60 percent of chronically ill patients 

surveyed reported never discussing main goals, care plans or clear instructions with their 

healthcare providers, and between 20 and 40 percent of patients said they could not easily call their 

caregivers to ask a question or get advice (5). These findings highlight how chronic illness 

mismanagement and failed care coordination are not specific to any country or healthcare system. 

Private (United States), Mixed (Switzerland, Australia) and public healthcare systems (Canada, 

United Kingdom) all suffer from the same ailment. To better address the demands of patients with 

complex needs (and, by extension, to reduce costs associated with rising burdens of chronic 

illness), many of these countries have turned to team-based collaborative care models like case 

management (17-19).  
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Defining Case Management 

Origins of case management 

While the term “case management” emerged in healthcare spheres around 1960, the origins of case 

management can be traced nearly a century earlier, with the first board of charities in 

Massachusetts, United States (49). The board of charities used a system of index card files 

designed to identify needs, neighbourhood issues and environmental challenges of sick and poor 

families (50). Social service pioneers advocated on behalf of vulnerable people, and promoted 

interagency cooperation and service coordination to meet the needs of patients (49). By 1900, the 

figure of the community nurse – who could provide direct nursing care, coordinate social services 

and address the social or spiritual needs of the family – was gaining prominence (51).  

The end of World War II, and the sudden influx of military veterans, brought the United 

States’ Veterans Affairs (VA), and their use of case management, to the forefront of health and 

social service provision (50, 52). The VA was tasked with treating the biopsychosocial problems 

of soldiers, including addressing decade-long traumas of substance abuse, poverty, homelessness 

and post-traumatic stress disorder (52). The VA solution was to group together diverse health and 

social care professionals to act as a “one stop shop” (50) for the needs of veterans. Individual 

practitioners were charged with managing each clinical case (a veteran), and the term case 

management was born (52). Today, case management has been implemented in clinical settings 

around the world with varying complexity, breadth and depth (53, 54). 

 

Essential components of case management 

The Case Management Society of America defines case management as “the collaborative process 

of assessment, planning, facilitation, care coordination, evaluation and advocacy for options and 
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services to meet an individual’s and family’s comprehensive health needs through communication 

and available resources to promote quality, cost-effective outcomes.” (16) Wagner adds the 

importance of “reviewing, monitoring and subsequently adapting care plans for patients” to this 

definition (55). Robbins & Birmingham describe case management as a more humanist process, 

through which healthcare professionals assess patients and families within a context; understand 

their premorbid condition; possess an understanding of community services; and help patients and 

families to access those services (56).  

 

 
Figure 1: “Case Management”, as defined by the Case Management Society of America (16) 

 

Whatever the definition, scholars and practitioners alike emphasize that, in order to be effective, 

case management should be continuous, comprehensive and collaborative (among health 

professionals and between professionals and patients). Specifically, Barlow et al. and Freund et al. 

highlight four essential components of case management: (1) a regular evaluation of the patient’s 

needs and resources; (2) the establishment and continuity of individualized services tailored to 

patient needs; (3) the coordination of services between healthcare professionals to improve service 

integration; and (4) the development of self-management support for the patient and his or her 
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family (57, 58). Case management emphasizes team-based managerialism and promotes the 

sharing information, coordinating work, and making joint decisions about patient care (25, 32). It 

involves frequent communication and collaboration between healthcare professionals from 

different disciplines, and emphasizes a holistic psychosocial and biomedical treatment plan 

centered around the individual needs of patients.  

 

The brokerage/generalist model 

While there are four distinct variants of case management – brokerage/generalist case 

management, assertive community treatment, strengths-based case management, and 

clinician/rehabilitation case management (54, 59) – the model most commonly used in primary 

care, and thus the variant of case management relevant to this study, is the brokerage/generalist 

model of case management (60). The primary goals of this model of case management are twofold: 

to help patients identify their needs, and then to broker ancillary or supportive services to address 

those needs (60, 61). Accordingly, this model of case management is especially defined by the 

coordination of services, a process which is often facilitated by a case manager (54). Service 

provision is also prioritized, but this aspect is provided by other healthcare professionals 

(physicians and nurses) (54). Homecare visits may occur, but the happenings of case management 

are strongly rooted within the primary care clinic (60). Whereas other models of case management 

are highly intensive and aimed at growth or recovery, the brokerage/generalist model 

acknowledges that stabilization of chronic illness is first required (54). Recovery or improvement 

is a secondary objective (54). Accordingly, this model of case management is particularly suited 

for chronic illness for which there is no cure: neurodegenerative diseases like dementia, serious 

mental health disorders, or biophysical ailments like diabetes (25, 62, 63). Healthcare professionals 
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strive to empower the patient to be invested in their health (54). Patients and families work together 

with case managers to make decisions about health, as opposed to passively accepting paternalistic 

direction from a healthcare professional. Forming longitudinal relationships are encouraged, and 

since interactions with patients are less frequent than in other models, primary care teams are able 

to maintain larger caseloads of patients (54). A brief table comparing the brokerage/generalist 

model of case management with other models of case management, is included in Appendix A. 

 

Who are case managers? 

As has been alluded to above, the process of case management, including service coordination, is 

often mediated by a specifically designated “case manager.” This position is most frequently filled 

by a nurse, nurse practitioner, or social worker (29, 64). Case managers ensure that multiple inputs 

from different healthcare professionals are understood, and interface with actors from the public, 

private and community sectors to ensure the best care for their patients (65). Case managers 

interact with patients by performing many of the activities defined above: they assess patient needs, 

create and implement care plans, and monitor and follow up on health statuses (55, 66). 

 

Case management in primary care 

Case management has been implemented in primary (community-based), secondary (hospital) and 

tertiary (niche or highly-specialized) care settings (67). Although the models and processes of case 

management can manifest in any of these settings, the way in which they are accomplished are 

vastly different. Case management function in primary care is distinguished from secondary and 

tertiary settings by several qualities: 
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• Continuity: Primary care promotes sustained relationships between patients and clinicians 

(68). This allows for a sustained and recurring evaluation of patient needs and a subsequent 

refinement of options and services required to meet these needs (68). Continuity of care is 

an important objective of both primary care and the brokerage/generalist model of case 

management (54). 

• Whole-person focus: primary care maintains a whole person perspective, that does not 

focus on a particular disease, organ or system. Primary care is based in understanding a 

patient’s personal and medical history, plus life circumstances, in addition to acute 

diagnoses (68).  This emphasis is equally valued under all case management paradigms 

(56). 

• Inter-agency coordination: In primary care case management, the services and personnel 

required to meet the needs of patients likely exist both within and beyond the primary care 

clinic (68). This is an important distinction from secondary- or tertiary-care settings, where 

members a multidisciplinary team is housed in proximity to one-another, and where finite 

resources are often contained within a ward or building (69).  

 

Benefits of Case Management in Primary Care 

Improved satisfaction and quality of life 

Globally, it has been demonstrated that primary care case management increases the satisfaction 

and quality of life of frail and elderly and chronically ill patients (1, 70). For example, a high-

profile systematic review in the British Medical Journal finds that case management may enhance 

the quality of life of cardiovascular disease patients (71). Frail and elderly patients are satisfied 
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with case management, as are their caregivers, who experience a decreased burden of care under 

the intervention (72).  

 

Improved quality of care and reduced functional decline 

In Australia and Canada, quantitative research shows that case management leads to improved 

quality of care for, and improved functional status of, frail and elderly patients (26, 72). Another 

systematic review by Boult et al. includes studies on case management that unanimously conclude 

that case management is associated with improved quality of care for frail and elderly patients 

(70). A lack of case management and care coordination, by contrast, may contribute to poor overall 

health of people with chronic illnesses (73). 

 

Decreased Emergency Department (ED) visits and risk of hospitalization 

A systematic review containing studies from Canada, the United States, the United Kingdom, 

Sweden and Australia find that case management is associated with reduced ED use and improved 

social and clinical outcomes for patients with complex needs (39). Additional randomized 

controlled trials demonstrate that patients with complex needs visit EDs less frequently, an incur 

fewer healthcare costs, when their primary care teams use case management (24, 74). A final study 

from Canada shows that these patients, when exposed to case management, experience “reduced 

risk of being institutionalized [and a] decreased risk of short-term hospitalization” (72). 

 

Improved psychosocial mediators for patients with mental health challenges 

Finally, case management has been shown to positively affect knowledge, social support and 

health benefits, as well as psychosocial mediators such as self-efficacy, for patients. This finding 
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applies to frail and elderly patients with diabetes (25, 75), as well as younger patients who suffer 

from high comorbidity, mental health problems and general social precariousness (24, 74, 76, 77). 

Case management has also been successfully used to address the needs of all patients with complex 

needs who suffer depression and related mental health challenges (22, 78, 79). Case management 

can also be tailored to patients with psychotic disorders and other severe mental illnesses (80).  

 

Implementation Science: The Study of Barriers and Facilitators 

These proposed benefits of case management in primary care can only be achieved when case 

management is integrated into routine practice (32, 33). Such integration has been challenging, 

and reports of healthcare teams struggling to establish and maintain case management in their 

clinical are common (1, 29, 30). To address this challenge, scholars have turned to the field of 

implementation science to develop strategies to improve case management integration into clinical 

settings. 

 

What is implementation science? 

While new healthcare technologies and interventions are continually unveiled by research, these 

findings cannot affect patient outcomes unless healthcare services and healthcare professionals 

adopt them into practice (81). This transition – from invention to adoption – is seldom straight 

forward (82). In fact, some estimates show that two thirds of organizations’ efforts to implement 

change fails (83). Implementation science, defined as “the scientific study of methods to promote 

the systematic uptake of research findings and other evidence-based practices into routine 

practice,” and has emerged an attempt to promote the effective implementation of innovations into 

practice (81). A main focal point of implantation science is to focus on the barriers and facilitators 
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to the implementation of an innovation (81, 82). Barriers and facilitators to implementation may 

exist on multiple levels of healthcare delivery: the patient level, the provider level, the team level, 

the organizational level, or the market/policy level (14). Characteristics of the innovation itself, 

the related or replaced tasks, the adopters, the disseminators, the communication, and the 

surrounding context should all be considered when crafting or critiquing an implementation 

strategy (84). 

 

Understanding perspectives 

Many of the defining works in implementation science identify “perspective” as a major focal 

point of the field (84, 85). Dearing and Greenhalgh both argue that in addition to examining 

characteristic of a novel intervention, it is equally important to examine human perspective – how 

an innovation is viewed or experienced – in the diffusion of innovations (84, 86). For example, 

even if benefits of an intervention exist, healthcare teams are more likely to adopt the intervention 

if those benefits are observable or can be perceived by adopters (84, 87). Despite this emphasis, 

the term “perspective” lacks a unified or consensus definition. For the purposes of this study, a 

perspective will be defined as the meaning attached to something that is lived, felt, undergone, 

made sense of and accomplished by human beings (88). It is influenced by interactions, intentions, 

attitudes, actions, values and beliefs (88). Perspective is a more complex phenomenon than 

knowledge or awareness. Perspective is distinguished from “knowledge” in that it is an interpretive 

stance derived from particular actors in particular circumstances (89). It is distinguished from 

awareness in that it is more than just a passive reception of sensation (e.g. the “opening of a lens 

of a camera”) (90). Accessing the perspectives of healthcare professionals renders identified 
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barriers and facilitators more credible, since they are linked with reality and the real practices of 

healthcare professionals. 

 

Barriers and facilitators 

Ultimately, the successful or failed implementation of an innovation is dependent on a series of 

barriers and facilitators related to the innovation itself, the individuals charged with adopting the 

innovation, and the system in which the innovation manifests (84). The Oxford English Dictionary 

describes these factors as any “circumstance, fact or influence that contributes to a result or 

outcome” (91). In the context of this thesis, “barriers” are anything preventing, impeding or 

limiting the function of case management. “Facilitators” are elements that promote, encourage or 

foster the faction of case management. Grol and Grimshaw and Ferlie and Shortnell advance that 

barriers and facilitators affecting the implementation of change in patient care may exist on 

different “levels” – the patient, the clinician, the team practice, the entire clinic, and/or the wider 

environment.” (14, 92). For the purpose of this review, barriers and facilitators on all levels will 

be included in the analysis. 

 

Research gaps: synthesizing barriers and facilitators to case management 

Using implementation science to understand the barriers to case management function is no new 

concept. Indeed, barriers to case management function in clinical settings have been studied since 

the 1990s (30, 93, 94). Even so, a 2012 study by Hoff, Weller and Depuccio found that 

implementation-focused research on the case management model still lags behind the number of 

studies assessing the model’s effect on different outcomes (95). Research concerning case 

management implementation in primary care is especially valuable, since the unique conditions of 
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primary care present specific barriers and facilitators to case management function (21). Although 

isolated inquiry on barriers and facilitators to case management continues to expand, there remains 

a relative dearth of synthesis of evidence related to this subject. Specifically, the evidence that 

exists currently lacks several elements: 

1. Synthesizing barriers to case management function: while studies concerning barriers 

to case management implementation and function are easily located, these barriers are not 

well synthesized. A multitude of systematic reviews have explored the capacity of case 

management to improve patient outcomes (25, 39-43), and one has even explored the 

relationship between select barriers and patient outcomes (“barrier-outcome matching”) 

(63). However, these syntheses are highly outcome-focused (quantitative in nature), and 

fail to explore barriers to case management in a meaningful, profound, or nuanced way. 

Furthermore, it remains unknown whether or not barriers to case management are setting-

specific, or common across clinics and systems.  

2. Considering facilitators to case management function: If the synthesis of barriers to case 

management function is incomplete, the synthesis of facilitators to case management 

function is non-existent. While it is undoubtedly important to understand and evade barriers 

to the function of any intervention, it is ultimately the facilitators that will maximize the 

potential for the intervention to reach practice (96). For example, Kitson, Harvey and 

McCormack argue successful implementation (SI) of research into practice is a function of 

evidence (E), context (C), and facilitation (F) (96). Barriers are not mentioned in this 

equation. Facilitators to case management function, then, should be considered alongside 

its barriers. 
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3. Understanding barriers and facilitators in the context of primary care: While 

knowledge of barriers to case management function is generally useful, the majority of 

studies and syntheses that exist examine case management function in secondary (i.e. 

hospital) care. Primary care practice, however, does not resemble secondary or tertiary care 

(21). Given the global push to address the needs of chronically ill patients in community-

based and primary care settings (12, 13, 20) it is important that researchers, practitioners 

and policymakers understand factors affecting the viability of case management that are 

specific to primary care. 

 

Research question 

To address the knowledge gaps described above, there is a need to conduct a synthesis that focuses 

on barriers to case management, introduces the value of facilitators to case management, and 

anchors these barriers and facilitators in a primary care context. Improving this understanding can 

be accomplished through a systematic and comprehensive review, based on the perspectives of 

healthcare professionals, that focuses on barriers and facilitators specific to primary care. 

Accordingly, this review aims to answer the following question:  

 

What are the barriers and facilitators to conducting case management in primary care from 

the perspectives of healthcare professionals? 
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Methodology 

Systematic Reviews vs. Scoping Reviews  

Systematic reviews use an explicit, transparent and systematic process to define a research 

question, search for studies, assess their quality and synthesize findings either qualitatively or 

quantitatively (97, 98). Although the general objectives of a systematic review, to employ rigorous, 

transparent and replicable methods in the summary of literature relevant to a research question, are 

similar to those of scoping reviews, these types of review differ in several ways. The differences 

between systematic and scoping reviews are summarized in Table 1, below: 

 

Table 1: Differences between systematic and scoping reviews, as defined by  

Armstrong et al. (97), Pluye et al. (98), and Grant et al. (99). 

  Scoping Review Systematic Review 

Question Broad question or questions Focused question; narrow parameters 

Search 

Completeness of searching 

determined by time constraints.  

May include research in progress 

Aims for exhaustive,  

comprehensive searching 

Inclusion/Exclusion Criteria Developed post-hoc Usually defined at outset 

Appraisal No formal quality assessment Quality filters often applied 

Data Extraction 
May or may not involve  

data extraction 
Detailed data extraction 

Synthesis 
Typically tabular with some  

narrative component 

Typically narrative with  

tabular accompaniment 

Analysis 
Characterizes parameters and gaps in 

a body of literature 

Articulates what is known, and 

unknown about a question, advances 

recommendations for practice and for 

future research 

 

This review process adheres to norms and standards associated with systematic reviews: the 

proposed question is singular and specific, explicit inclusion and exclusion criteria identified from 

the outset, quality appraisal of studies and a subsequent sensitivity analysis are performed by two 

researchers, data extraction methods are extensive, the synthesis is narrative, and the analysis 

articulates practical knowledge related to the review question (35, 99).  
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The Value of Qualitative Research Synthesis  

The use of systematic evidence to support public and health policy decisions is not a new concept 

(100). In fact, since 1975, “meta analyses” and “systematic reviews” have been conducted in 

medicine and health to assess the effectiveness of healthcare interventions (100, 101). While these 

systematic reviews have been used to drive evidence-informed policy and practice movement for 

nearly half a century, the integration of qualitative research into these approaches is relatively 

nascent (45, 102, 103). Qualitative research, however, provides a unique and valuable perspective 

into the perspectives, experiences and social contexts that affect – and are affected by – complex 

healthcare interventions (104). Although methodologies of qualitative research syntheses may not 

be well understood by some researchers (often because they are ill-described), Sandelowski and 

Barroso advocate for the value and rigour of such syntheses (103): 

• Qualitative research synthesis is rigorous because it, itself, constitutes a form of scientific 

inquiry.  

• Whereas a narrative background review of literature typically precedes a study (to identify 

gaps, errors or controversies to be studied), qualitative research syntheses systematically 

and justifiably apply conditions to data (e.g. enforcing strict inclusion and exclusion 

criteria). 

• Qualitative research synthesis is systematic and exhaustive in the search, retrieval, and 

analysis procedures employed. 

• Qualitative research synthesis does not re-analyze the “raw” data of qualitative studies. 

Rather, the primary data in qualitative research synthesis studies are the findings generated 

from the raw data across other primary studies. 
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Conceptual Framework 

Coordination of Care 

Analysis of this thematic synthesis (described below) was guided by a conceptual framework 

entitled, An in-depth analysis of theoretical frameworks for the study of care coordination by Van 

Houdt et al. (2013) (105). The choice to use a conceptual framework was made to ensure that the 

reviewers acknowledged and included barriers and facilitators related to all aspects of case 

management (for example, related to aspects of team dynamic, external factors, patient 

relationships, physical resources, etc.). Leveraging the guidance of a conceptual framework in this 

review was appropriate, since case management is a notoriously ill-defined, highly variable and 

complex initiative (15, 16, 54-58, 106). The Van Houdt framework identifies fourteen “key 

concepts” of care coordination: ‘External Factors’, ‘Structure’, ‘Task Characteristics’, ‘Cultural 

Factors’, Knowledge and Technology’, ‘Need for Coordination’, ‘Administrative Operational 

Processes’, ‘Exchange of Information’, ‘Goals’, ‘Roles’, ‘Quality of Relationship’, ‘Patient 

Outcome’, ‘Team Outcome’ and ‘(Inter)organizational Outcome’ (105). The choice to include a 

framework centered around the “coordination of care” was made because, while case management 

is a multidimensional intervention, its most central and ubiquitous function is the coordination of 

care within and between healthcare and social service institutions (62, 107, 108). This emphasis 

on coordination was especially compatible with the generalist/brokerage model of case 

management that is most prevalent in primary care (described in the literature review) (54). 

 

Hybrid approach 

While the “coordination of care” framework was a useful tool to explore all of the factors that may 

be associated with the ability of primary care teams to conduct case management, it remained true 
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that coordination is just one of six (or more) functions commonly associated with case 

management (16, 55). To coordinate care is not to do case management. To reflect this reality, the 

analysis of this systematic review proceeded with a hybrid approach. The hybrid approach 

incorporated a data-driven inductive approach with the deductive a priori conceptual framework 

that allowed for a maximally wide range of themes to emerge directly from the data (109). Whereas 

using the 14 conceptual themes from the framework (described above) forced the researchers to 

consider barriers and facilitators to case management that would otherwise be undetected, 

proceeding with an inductive approach beyond this initial framework ensured that findings from 

this thematic synthesis were reflective of the current literature, and not artefacts of an unrelated 

analysis. In other words, the deductive framework was a way to organize or illuminate findings, 

but the inductive extraction of codes from the data made certain that the conclusions of this review 

were drawn from the data. 

 

Thematic Synthesis 

The methodology of qualitative research synthesis selected for this research was the thematic 

synthesis (36). Developed by Thomas and Harden in 2008, this approach is particularly tailored 

towards understanding a health issue “from the experiences and point(s) of view(s) of groups of 

people targeted by health policy and public health interventions” (36). Such a methodology was 

well-suited for the proposed research question, which sought to understand barriers and facilitators 

to case management though the perspectives and experiences of healthcare professionals. While 

the outcomes of case management ultimately affect patient care, the process of doing case 

management encourages healthcare professionals to alter their knowledge, attitudes and practices. 
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The choice to use thematic synthesis, then, was made to access and synthesize the barriers and 

facilitators to case management through the perspectives of healthcare professionals. 

 The thematic synthesis shares common characteristics with the meta-ethnography (110) 

and meta-synthesis (45). All three of these methodologies involve two general steps: (1) 

identifying key concepts from studies; and (2) “translating” these concepts between studies. The 

process of “translation” involves recognizing concepts between studies that are equivalent or 

similar, even though they may not be expressed in identical words (36). While the thematic 

synthesis is comparative in nature, the synthesis also involves “going beyond” the contents of the 

primary studies (44). Thorne et al. advance that these types of syntheses “are integrations that are 

more than the sum of parts, in that they offer novel interpretations of findings…not found in any 

one research report, but…derived from taking all of the reports in a sample as a whole” (36, 45). 

The following subsections describe the stages involved with searching, assessing, 

extracting, and synthesizing qualitative findings for this research project. The systematic review 

was completed according to the Cochrane Handbook for Systematic Reviews (111). All other 

stages were completed according to the description of Thomas and Harden (36). Deviations from 

these protocols are noted.  

 

Stage 1: Designing a research question 

The research question used in this systematic synthesis was, “what are the barriers and 

facilitators to conducting case management in primary care from the perspectives of 

healthcare professionals?” 
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Stage 2: Designing a search strategy 

Systematic reviews are designed to access a wide range of literature across a diverse range of data 

sources. According to this principle, a search strategy was conceived that was broad and inclusive. 

In collaboration with an academic medical librarian, three electronic databases (Ovid MEDLINE, 

CINAHL, Embase) were searched for qualitative and mixed-methods studies related to factors 

affecting case management practice in primary care. No date or geographic restrictions were 

imposed, since case management is practiced globally, and research related to this field emerged 

as early as 1990 (93, 94). By omitting restrictions on time or place common in systematic reviews, 

the search strategy was able to maximize conceptual saturation and heterogeneity in retrieved 

studies – a common goal of thematic syntheses (36). The development of the search strategy for 

this systematic review was an iterative process. Given the sparse nature of literature on the desired 

topic, the primary researcher (M.H.T.) was conscious to develop a search strategy that was highly 

sensitive (i.e. that “correctly identified” or retrieved as high a percentage of potentially viable 

articles as possible). Specificity (excluding non-relevant studies) was a lesser priority. To achieve 

these objectives, the search strategy was validated by testing results against relevant articles known 

to the researchers. Broad concepts were tested and modified to ensure that three diverse but 

relevant articles – De Stampa (2014), Iliffe (2001) and Sargent (2008) (29, 64, 112) – could all be 

retrieved by the search. If ever these three articles did not collectively appear in the results of a 

search, the search strategy was loosened to be more inclusive. 
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Table 2: Three main concepts and filters used across search strategies, plus associated subject 

headings and keywords 
 

Concept #1: Case Management Concept #2: Perspectives of 

Healthcare Professionals 

Filter: Qualitative Research 

Subject Heading 1 Case Management Interprofessional Relations Qualitative Research 

Subject Heading 2 Managed Care Programs Attitude of Health Personnel Interviews as Topic 

Subject Heading 3 Patient Care Team Interdisciplinary Communication Focus Groups 

    
 

  

Keyword 1 Care Management Workload Experience 

Keyword 2 Care Navigator Social Work Perspective 

Keyword 3 Patient Centered Medical Home 
 

Meaning 

 

The result of this process yielded a search strategy that included two concepts: “case management” 

(or equivalent terminology) and “perspectives” (or equivalent terminology), plus a qualitative 

research filter. These concepts and filters are represented in Table 2, above. “Primary care” was 

not included as a concept because it led to the unnecessary exclusion of viable studies on case 

management in primary care or community settings that were not tagged or referenced as such. 

Similarly, the concepts “barriers” and/or “facilitators” were not included in the search strategy 

because they were found to be overly restrictive. For example, of the 19 articles ultimately included 

in this study, eight lack both of these concepts in their full texts or database tags, and an additional 

seven only include one of the two concepts. “Equivalent terminology” to each concept included 

MeSH terms (designed to retrieve articles that were “tagged” or “indexed” in each database as 

being relevant, even if the MeSH term did not appear in the full text) and non-MeSH keywords 

(included to ensure that newer articles, with a lower likelihood of being indexed, would still be 

detected). The “case management” concept was restricted to appear in the title or abstract after a 

piloted search that revealed over 4 000 studies. The researchers (M.H.T., I.V. and C.H.) decided 

that if an article didn’t mention “case management” (or equivalent terminology) in the title or 

abstract, it was highly unlikely that such a paper would truly explore barriers and facilitators to 

case management. The “perspectives” concept was included to retrieve studies that advanced 

barriers and facilitators based on the real-world perspectives and understandings of healthcare 
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professionals (as opposed to lofty or unrealistic normative guidelines from handbooks or manuals). 

All keywords, wherever possible, were truncated with an asterisk (*) to ensure that deviations in 

plurality or spelling were not omitted (e.g. “case manage*” returns results for “case manager”, 

“case managers”, and “case management”). MeSH terms and keywords referring to the same 

concept were combined with the “OR” function, and each of the three concepts were combined 

with the “AND” function. Lastly a qualitative filter – designed by researchers and validated by 

individual databases – were used to ensure that any empirical study including any qualitative 

method would be included in the search results. This reflects a decision to include mixed methods 

studies in the search results, but to only include relevant qualitative findings in the synthesis. Full 

database-specific search strategies, including qualitative filters, are available in Appendices B, C 

and D.  

 

Table 3: Examples of various types of terminology used in search strategy 

Text Type 

Case Manage* Truncated Keyword / MeSH Term 

Care Manage* Truncated Keyword 

Care Navigat* Truncated Keyword 

Managed Care Programs MeSH Term  

Patient Care Team MeSH Term 

Patient Centered Medical Home Keyword 

 

The search results were restricted to original empirical research published in peer-reviewed 

literature. Grey literature was not included because of time restrictions associated with this 

master’s thesis. Still, given that the understanding of barriers and facilitators to case management 

in primary care is amenable to a suite of qualitative methods of inquiry, the reviewers are confident 

that information on this topic is adequately represented in the formal literature. This decision to 

exclude grey literature is validated by Conn et al., who argue that “the value of grey literature must 

be high to justify the increased costs [time] of securing these difficult-to-locate studies” (113, 114).  
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Stage 3: Study selection 

From the outset of the screening process, six core inclusion criteria were imposed on all retrieved 

search results. Included studies had to (1) contain empirical (as opposed to normative) data; (2) 

use at least one qualitative method; (3) examine perspectives or experiences of healthcare 

professionals (not just patients or policymakers); (4) be situated in a primary care and/or a 

community setting; (5) involve the provision of comprehensive case management (involving at 

minimum patient assessment, planning and coordination of services); and (6) be written in either 

English and French, the two languages mastered by the primary researcher (M.H.T.). Normative 

literature, like case management handbooks, manuals, or narrative texts, was excluded from the 

search. This decision was made because recommended competencies in case management are well 

explored and delineated. Focusing on empirical experiences, instead, is closer to the realities of 

case management provision. Untranslated studies in different languages (German, Swedish, 

Mandarin, and Dutch) also had to be excluded because of the linguistic competencies of the 

research team, although very few of these studies existed (see results). The inclusion of studies in 

French was intentional, since several important studies on case management implementation have 

been conducted in France and Quebec (2, 7, 32, 65). An expanded list of inclusion and exclusion 

criteria is presented in Table 4, below. 
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Table 4: Main inclusion and exclusion criteria 

  Inclusion Criteria Exclusion Criteria 

Data Source 
Empirical  

(e.g. primary studies) 

Normative  

(e.g. guidelines, handbooks, textbooks) 

Methods 

Minimum one qualitative method 

(interviews, focus groups, 

ethnography) 

Strictly quantitative methods 

(RCTs, surveys, cohort studies) 

Setting Primary-or community-based care Secondary or tertiary care 

Study Population 

Healthcare professionals (physicians, 

nurses, nurse practitioners, social 

workers, psychiatrists, case managers, 

pharmacists, etc.) 

Informal caregivers (family members, 

loved ones), patients, or policymakers 

Intervention Population 

Patients with complex needs (multiple 

chronic conditions and/or mental 

health comorbidities and/or frequent 

users of healthcare services) 

Unique populations or patients with 

isolated disease (e.g. HIV patients, 

indigenous communities, high-risk 

schizophrenics) 

Nature of Case Management 

"Comprehensive" (minimum patient 

assessment, care planning, and the 

coordination of services) 

Highly specific  

(only one aspect of case management) 

Language English, French All other languages 

 

Screening and selection of articles proceeded in two phases. First, two authors (M.H.T. and X.Y.) 

independently screened every title and abstract, assigning a grade of “yes” (proceed to read full 

text”), “unsure” (defer to the other researcher) or “no” (exclude article). Both reviewers were well 

versed in the definition and conceptual nuances of case management, as well on the distinguishing 

factors of inclusion and exclusion criteria. Including a second reviewer (X.Y.) in the initial 

screening processes helped to prevent any unconscious biases that the primary researcher and 

author of this thesis (M.H.T.) may have had (115, 116). This decision is consistent with a core 

objective of both the Cochrane handbook for systematic reviews and Thomas and Harden’s 

thematic synthesis methodology, which is to provide reliable answers to particular questions that 

are not distorted by biases in the review process (35, 36). Articles that were unanimously graded 

“yes” were included for subsequent full-text screening. Articles that were unanimously graded 

“no”, or where one reviewer graded “no” and the other graded “unsure”, were immediately 

discarded. The remaining articles (for which at least one reviewer graded “yes”, or both reviewers 

graded “unsure”) were individually re-reviewed by the reviewers together to determine whether or 
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not they should be included in the full-text screening round. Cases of disagreement, although 

extremely rare, were resolved through consultation with a supervisor (I.V.). The entire initial 

screening process was done through separate and personalized Microsoft Excel® files that were 

eventually merged to compare screening results. 

 After initial title and abstract screening, the same two reviewers (M.H.T. and X.Y.) 

independently screened a randomly selected 10% of candidate articles by reading the full text of 

each study. Full text revision was done in tandem to ensure that inclusion criteria were being fairly 

and consistently applied, which could not be determined by looking at the title and abstract alone. 

This 10% of full text articles was randomly selected from the list of candidate articles in Microsoft 

Excel®. However, random selection of articles was stratified to include a proportionate number of 

articles that unanimously passed the initial screen (i.e. both reviewers said “yes”), and articles that 

passed the initial screen, but only after a debate among reviewers. This choice was made to ensure 

that the 10% of full texts examined by two independent reviewers were representative of the entire 

sample. Full text articles were sorted into two groups: “include in synthesis” or “exclude from 

synthesis”. After the two reviewers (M.H.T. and X.Y). independently screened 10% of full texts, 

an inter-rater reliability score (Cohen’s kappa 0.83, suggesting strong or near perfect agreement1) 

was established (117, 118). Given this strong kappa score, the primary researcher (M.H.T.) 

proceeded to screen the remaining full text articles. 

 

  

                                                 
1 Cohen originally suggested that a kappa of 0.61-0.80 be viewed as “substantial agreement”, with 

0.81-1.00 being “almost perfect agreement”. A more contemporary analysis by McHugh argues 

that 0.80-0.90 be considered “strong” agreement, with only kappa values above 0.90 qualifying as 

“almost perfect agreement”.  



Page 42 of 114 

Stage 4: Quality assessment 

Once a final list of articles was selected, these articles were subject to quality assessment. The 

quality of each included study was assessed to avoid drawing unreliable conclusions (from biased 

or untrustworthy studies), and to maximize transparency of the synthesis process (36, 119). While 

Thomas and Harding to not advocate for one specific quality assessment rubric – in their own 

studies they have used rubrics of between seven and 12 quality assessment criteria (120, 121) – 

they recommend a method of quality assessment that evaluates the quality of reporting (of a 

study’s aims, contact, rationale, methods and findings), the quality of strategies (employed to 

establish the reliability and validity of the data collection and analysis), and the quality of the 

appropriateness (of the study methods, to ensure that these findings are rooted in participants’ 

genuine perspectives) (36). Given these general parameters, the decision was made to assess the 

quality of included studies with the Standards for Reporting Qualitative Research (SRQR) tool, 

created by O’Brien et al. in 2014 (122). The SRQR quality assessment rubric identifies 21 

structured statements, organized into five themes: 

• “Title and Abstract” (2): concise description, summary of key elements 

• “Introduction” (2): problem, purpose or research question 

• “Methods” (11): qualitative approach, reflexivity, context, sampling, ethical issues, data 

collection methods and instruments, units of study, data processing and analysis, and 

techniques to enhance trustworthiness 

• “Results and Findings” (2): synthesis and interpretation, links to empirical data 

• “Discussion” (2): integration with prior work, limitations 

• “Other” (2): conflicts of interest, funding 
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The SRQR tool was selected for several reasons. First, this tool applies to all qualitative 

methodologies (as opposed to tools that are exclusive to focus groups and interviews) (122). This 

distinction is most significant, since several studies included in this thematic synthesis are case 

studies that including participant observation and/or document analysis (65, 123, 124). Second, 

this tool was established through a literature review of older quality assessment tools, but validated 

through expert debate with researchers (122). This process of refining an academic foundation 

with debate among experts in relevant fields lends itself to a greater applicability and dependability 

than in tools that are purely literature-based (125) or researcher-based (126). Third, this tool is 

recommended by the authors to be applied to, among other fields, healthcare and health services 

fields (122). The research question of this review falls well within these domains. Finally, this tool 

balances brevity with comprehensiveness (122, 127). Its 21 checklist items are substantial enough 

to critically analyze the quality of the reporting of research, but no so burdensome that they require 

expending unnecessary amounts of time and energy for limited additional insight into the reported 

quality of studies (or lack thereof). 

 In accordance with the principles of systematic reviews (35), quality assessment was 

performed to ensure that the included studies were both credible (coherent between respondents’ 

views of their life ways and the inquirers’ reconstructions and representations of the same; parallel 

to internal validity) and dependable (subject to an inquiry process that was logical, traceable, and 

documented; parallel to reliability) (128). To do so, two independent reviewers (M.H.T. and 

E.M.D.) independently evaluated each of the 19 candidate studies against the 21 criteria of the 

SRQR tool. For every criterion of the tool, each reviewer assigned “yes”, “no” or “somewhat”, and 

justified the decision with a reference to the study and/or why the decision was made. At the end 

of this process, the reviewers met and compared results. Differences in assessment were resolved 
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through discussion and consensus. Studies determined to be of weaker dependability and/or 

credibility were not immediately excluded from the review, as is typically the case with quality 

assessments of quantitative reviews and meta-analyses (129, 130). Instead, these articles subject 

to a sensitivity analysis at the completion of the thematic synthesis to determine if results of the 

synthesis changed when articles of lower credibility were introduced. This process is described in 

Stage 9. 

 

Stage 5: Data extraction 

For the purposes of this investigation, “data” was considered to be all of the text labelled as 

‘results’ or ‘findings’ in every study (36). Data from each study – already in electronic form – 

were entered verbatim into NVivo 12 software (QSR) for coding and analysis. 

 

Stage 6: Coding text and developing descriptive themes 

The process of coding and analysis proceeded according to the thematic synthesis protocol of 

Thomas and Harden (36). Specifically, this process involved three stepwise strategies: a line-by-

line coding of the results sections of each included study, assigning these codes into shorter 

descriptive themes, and developing larger analytical themes that were organized in a hierarchical 

and interconnected manner (36). 

 Coding proceeded according to the hybrid approach described previously (109). Before 

the coding of texts began, the 14 macroscopic themes derived from the theoretical framework for 

care coordination (105) were uploaded into the “Nodes” section of NVivo. Sometimes, within 

these “first level” themes, “second level” sub-themes were clearly identified in the framework (for 

example, “Administrative Operational Processes” are clearly differentiated between “Impersonal 
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Methods”, “Personal Methods” and “Group Methods” by Van Houdt et al.) (105). By contrast, the 

majority of these “first level” themes were not subdivided into further sub-themes. The decision 

not over-populate the “second level” of sub-themes reflected a commitment to the inductive aspect 

of this “hybrid” (deductive-inductive) analysis. While the “first level” themes derived from the 

framework were used as a starting point for the coding of text (to establish a range of possible 

themes, and to force the primary reviewer to consider themes that were not intrinsically ‘obvious’ 

or ‘eye-catching’), the remainder of the coding process remained inductive. Ultimately, this 

emphasis on inductive coding reflected a strong desire on behalf of the researchers to identify 

barriers and facilitators that originated from the real perspectives of healthcare professionals doing 

case management in primary care (instead of simply confirming or validating the initial conceptual 

framework). 

The primary researcher independently coded each line of text according to its meaning and 

content. These lines were condensed and consolidated into shorter themes, under which several 

excerpts from multiple texts could be amalgamated. Every time a new theme was created, the code 

was sorted within, adjacent to, above or beyond the pre-established “first level” themes (with some 

“second level” sub-themes). As a result, some themes could be structured in a hierarchical “tree” 

form, while others could remain “free” (uncategorized) themes. The scope of themes was not 

limited to the initial 14 themes of the framework. Similarly, there was no expectation nor 

obligation to develop sub-themes for every “first level” theme. Examples of themes included “case 

manager position not understood by peers” (under “Roles”), “financial restrictions on care 

provision” (under “External Factors”), and “case managers must initiate relationships with 

physicians” (under “Quality of Relationships”). One line of text could correspond to different 

codes under different themes. 
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The process of coding primarily involved “translating” of concepts from one report to 

another (36, 44). When a line of text from a study resembled, meant, and referred to phenomenon 

that was coded from a different text, despite using different words, these lines were combined into 

the same theme (36, 44). As a result, almost every theme had more than one line of text associated 

with it. This process of translation is simultaneously part of the coding and synthesis process. 

Periodically throughout the coding process, all of the lines of text associated with a certain theme 

were re-examined to ensure that the theme was being interpreted consistently. Where required, 

themes were broken down into additional levels of sub-themes to ensure coherence of ideas. As a 

final step, sub-themes were re-arranged and re-sorted into multi-level themes to create a resultant 

final hierarchy of themes. At the end of this analysis, the resultant hierarchy of themes was 

validated by two members of the thesis committee (I.V. and C.H.) and one research assistant 

(M.L.B.) who independently extracted, coded and arranged themes from six of the 19 included 

studies. The six articles validated by additional members – Al Sayah (2014), Iliffe (2011), Netting 

(1999), Sargent (2008) and You (2016), Young (2009) – were purposively selected by the primary 

researcher (M.H.T.) because they collectively represented the variance in context, breadth and 

depth of all the included articles. Moreover, these six studies were specifically selected to 

collectively address or highlight the majority of first and second level themes generated by the 

primary researcher (M.H.T.). Differences in themes generated by reviewers, as well as the 

positions of themes relative to one another in the hierarchy, were debated among reviewers. The 

iterative process of collecting text into codes that are arranged in thematic hierarchies is evidenced 

in the Figure 2, below. 
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Figure 2: The hierarchy of sub-themes for the “Cultural Factors” theme, and a subset of 

collected lines of text associated with the “Hostility” sub-theme. 

 

Stage 7: Generating conceptual definitions   

In order to improve the usefulness of this thesis, the primary researcher (M.H.T.) generated a short 

summary table containing concise definitions of each barrier and/or facilitator to case management 

in primary care. These definitions were established by (1) re-examining individual codes contained 

in the NVivo file; (2) summarizing key points from the thematic synthesis; and (3) refining 

definitions for clarity with a supervisor (I.V.). While this process is not explicitly part of the 

thematic synthesis method defined by Thomas and Harden (36), it is the hope of the researchers 

the collection of these definitions will serve as an accessible summary of findings to the reader.   
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Stage 8: Generating analytical themes 

The final stage of the analysis involved “going beyond” the original findings of included studies 

to generate additional concepts, understandings and hypotheses through an interpretive analysis of 

the hierarchy of themes generated in the previous stage (36). Here, the primary researcher (M.H.T.) 

developed, through consultation and debate with two supervisors (I.V. and C.H.), a set of “third 

order interpretations” – understandings of the data that could be inferred from the collection of 

evidence, despite never appearing in any individual study (36, 44). This extension piece allowed 

the researchers to ponder and posit potential relationships between the data-driven factors drawn 

from the thematic synthesis. Moreover, by re-reviewing included studies and examining the 

hierarchy of themes, researchers were able to identify overarching themes or factors that were 

associated with the ability of primary care teams to conduct case management. At the conclusion 

of this process, a representative schematic – which presents findings in an interconnected and 

hierarchical way – was established. This schematic, comprised of data-driven conclusions from 

the thematic synthesis and higher-level themes, is presented near the conclusion of the results 

section below. 

 

Stage 9: Sensitivity analysis and confirmation of findings 

To determine if any of the studies of lower methodological dependability, as determined by the 

quality assessment in Stage 4, played strong roles in advancing barriers and facilitators that were 

not validated by more credible findings, a sensitivity analysis was performed. Although traditional 

sensitivity analyses are highly quantitative in nature, the general principle of the approach – “to 

ascertain how a given model (numerical or otherwise) depends on its input factors” (131) was 

applied to a qualitative review setting. As a general principle, sensitivity analysis involves 
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monitoring local response of the output(s) of an analysis as input factors are varied (added or 

subtracted) (131). Following in this principle, studies of apparently poor methodological 

dependability were temporary deleted from the analysis in NVivo to determine if any pertinent 

themes were supported primarily or exclusively with this data. Specifically, results the three 

studies determined to be of lowest methodological dependability or credibility – Netting (1996), 

Netting (1999) and Bowers (2016) – were deleted from the NVivo file containing data from all 

other studies. In doing so, codes associated from the data of these studies were erased and removed 

from the hierarchy of themes. Next, a side-by-side comparison of NVivo files with and without the 

three studies was conducted. Themes that were supported by findings from the studies of lower 

methodological credibility were identified. Finally, the primary researcher (M.H.T.) strove to 

determine whether the identified themes were predominantly supported by excerpts from studies 

of lower methodological credibility, or whether codes from these studies were simply reinforcing 

themes that were well-established with more credible evidence.  

Lastly, special attention was paid to a fourth study – You (2016) – which reported directly 

on the perspectives and experiences of healthcare professionals, but failed to explicitly identify 

barriers and/or facilitators to case management function in primary care. Instead, these barriers 

and facilitators needed to be inferred from the text. While including the You (2016) study is highly 

compatible with the thematic synthesis methodology that encourages thematic inference and 

“reading between the lines” (Stage 8: Generating analytical themes), the decision was made to 

code and analyze the You (2016) article at the conclusion of the thematic synthesis. Accordingly, 

the You (2016) study was used to confirm or validate findings, but not to generate additional 

themes inductively. To ensure that findings were not exclusively derived from this report (rending 

them vulnerable to interpretive bias by the researchers), a similar “delete and check” process was 
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conducted. The results of all sensitivity analyses are presented after the summary table and 

schematic. 
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Results 

Search Results and Study Selection 

The combined search strategy (adapted and executed in Ovid MEDLINE, CINAHL and 

Embase, see Appendices B, C and D for complete and database-specific search strategies) yielded 

a total of 1952 citations in English or French. 899 of these citations appeared in MEDLINE, 574 

appeared in Embase, and 479 appeared in CINAHL. After removing duplicates, 1572 unique 

candidate articles remained. After title and abstract screening, 255 (16.2% of unique citations) 

records were determined to be viable for full-text screening. Of these, just 19 (7.5% of full texts, 

1.2% of unique citations) remained. Figure 3, below, shows the prevalence of, and reasons for, 

article exclusion. Note that the search retrieved an additional 32 records written in Chinese, 

German, Japanese, Portuguese, Spanish, and Swedish. These records were immediately excluded. 

 

 
Figure 3: Flowchart of studies from search to inclusion 
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Characteristics of Included Studies 

All 19 articles included in this study described healthcare professionals’ perspectives on the 

process of doing case management in primary care. Barriers and facilitators to case management 

function in primary care were present in all studies, although they were not always explicitly 

identified as barriers or facilitators by participants or authors. Information about each of the 19 

included studies (authors, year published, country of origin, qualitative design, data collection 

methods, study population and setting, intervention population, and main areas of questioning) is 

outlined in Table 5, below. A more comprehensive analysis of included studies is provided in the 

following section, entitled “Description of Included Studies.” 



Table 5: Table of characteristics of included studies, ordered by primary author’s last name, showing year, country, qualitative design, 

patient population/setting and main areas of investigation 

Author(s) Year Country Qualitative Design 
Data Collection 

Method(s) 
Study Population and Setting Intervention Population Main areas of questioning 

Al Sayah et al. 

(123) 
2014 Canada Focused ethnography 

Semi-structured 

interviews 

Nurse-case managers (n=20) 

working in three Primary Care 

Networks (PCNs) across Alberta 

Patients with “medically 

complex problems”, 

especially chronic illness 

(age not specified)  

Nurses asked about (1) personal 

experience in PCN; (2) role of 

nurse in PCN team; (3) barriers and 

facilitators to teamwork in PCN 

Balard et al. 

(135) 
2016 France 

Inductive qualitative 

grounded theory 

analysis 

Open-ended, semi-

structured 

interviews (n=35) 

Older patients (age 60+) (n=19); 

their informal caregivers (n=11); 

and case managers (n=5) 

Frail, community-dwelling, 

older persons  

(age 60+) 

Case managers asked about (1) 

conceptions of role and work; (2) 

relationships with patients; (3) 

motivations to practice; (4) 

perceived successes and limitations 

of intervention  

Bowers & 

Jacobson (138) 
2002 USA 

Grounded 

dimensional analysis  

(grounded theory and 

dimensional analysis) 

Interviews 

"Best" case managers (n=6), 

selected from "multiple informant 

sources" 

“Frail, chronically ill, and 

disabled individuals living 

in the community” 

Case managers asked questions to 

help researchers understand what 

"excellent" case managers think 

about the nature and quality of their 

work 

Carrier (65) 2012 Canada 

Qualitative 

exploratory embedded 

case study 

Document analysis, 

interviews, direct 

observation 

Case managers interviewed 

(n=14) and shadowed (n=6) at 

three Health and Social Service 

Centers (one mega-urban, one 

urban, one semi-rural) 

Frail, elderly individuals 

Case managers interviewed and 

shadowed to rendering explicit the 

coordination processes and 

professional practices of case 

managers 

de Stampa et al. 

(29) 
2014 France 

Grounded theory 

analysis 
Focus groups 

Case managers (n=59) working at 

14 multidisciplinary health centers 

across France 

Frail, elderly patients with 

Alzheimer’s disease 

Case managers asked about (1) 

motivations for becoming a case 

manager; (2) activities of case 

managers; (3) team of case 

managers and partnering; (4) 

implementation of CM 

Dick & Frazier 

(124) 
2006 USA 

Qualitative 

descriptive study  

Focus groups (n=3), 

individual in-depth 

interviews (n=10), 

participant 

observation (n=2) 

36 Boston-based nurse 

practitioners (NPs) who provided 

primary care to homebound 

elders. NPs worked in clinical 

health centers, community-based 

programs and certified home care 

agencies  

Frail, homebound, elderly 

individuals 

NPs asked to (1) identify and 

classify care activities; and (2) 

describe perceptions of the 

outcomes of their care activities 

Egan (140) 2009 Canada 
Qualitative 

descriptive study * 

Focus groups and 

individual 

interviews 

Case managers (n=30) from 

Ontario Community Care Access 

Centres (CCACs) who provided 

home-care to older adults 

Elderly individuals in need 

of homecare services 

Case managers asked questions 

about general experience and 

patient needs assessment 
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Feltes (93) 1994 USA 
Qualitative 

descriptive study  

Open-ended, in-

depth interviews 

Case managers (n=7) purposively 

selected from statewide CM 

agency in Connecticut 

Frail, elderly individuals 

suffering from mental 

health and/or other chronic 

illness 

Case managers asked open-ended 

questions designed to elicit 

"stories" about doing CM 

Gimm, Polk & 

Nichols (30) 
2016 USA 

Qualitative 

descriptive study * 

Focus groups 

(n=13) and in-depth 

telephone 

interviews (n=37) 

Healthcare professionals in 

Maryland Patient Centred Medical 

Home (PCMH) physicians (n=82), 

nurse practitioners (n=6) and 

administrators (n=5) 

High-risk Medicare patients 

suffering from multiple 

chronic conditions 

Healthcare professionals asked 

about (1) motivation for joining 

PCMH program; (2) perception of 

various PCMH Program elements 

Hoff & Scott 

(132) 
2017 USA 

Qualitative 

descriptive study * 

Semi-structured 

interviews (n=51) 

Six primary care PCMH (patient 

centered medical home) practices, 

varying in in clinic size, number 

of patients, urbaneness, sickness 

of patient. Physicians (n=21), 

nurses (n=14) and administrators 

(n=5) 

General patient panel 

across urban, suburban and 

rural PCMHs 

Healthcare professionals asked 

about (1) types of activities staff 

engaged in; (2) staff perspectives 

on PCMH activities 

Illffe et al. (64) 2011 UK Qualitative case study  

Semi-structured 

individual 

interviews, by 

telephone (n=41), 

face-to-face (n=29), 

plus stakeholder 

analysis 

Community nurse managers from 

10 English strategic health 

authorities and two Welsh health 

boards (n=41), plus nurse case 

managers (n=12), GPs (n=12) and 

NHS community service 

managers (n=15), all from primary 

care trusts (PCTs) and caring for 

older people  

Patients with long-term 

conditions and complex co-

morbidities (younger or 

frail and elderly) 

Healthcare professionals asked 

about (1) motivations for 

introducing nurse case managers; 

(2) models of CM used; (3) 

working relationships between 

nurse case managers and other 

healthcare professionals; (4) 

perceptions of CM; (5) perceived 

contribution and impact of nurse 

CM; (6) factors supporting or 

inhibiting nurse CM 

Netting & 

Williams (94) 
1996 USA 

Qualitative 

descriptive study * 

Semi-structured 

interviews, all face-

to-face (n=105), 

plus informal 

dialogues with 

participants 

Physicians (n=40), case managers 

(n=32), care assistants (n=2), 

office staff (n=23), administrators 

and managers (n=8), from nine 

urban sites across the U.S. 

Frail, elderly individuals 

Healthcare professionals asked 

about (1) relationships among 

healthcare professionals; (2) roles 

played by various professionals; 

and (3) professional identity 

Netting & 

Williams (139) 
1999 USA 

Qualitative 

descriptive study * 

Semi-structured 

interviews, all face-

to-face (n=89) 

Physicians (n=44), RNs (n=12), 

office staff (n=8), nurse 

practitioners (n=7), MSW-level 

social workers (n=5), care 

assistants (n=5), paraprofessionals 

(n=3), managers (n=3), physician 

assistants (n=2), from nine urban 

sites across the U.S. 

Frail, elderly individuals 

Healthcare professionals asked (1) 

how much and in what ways did 

CM become integrated into 

practice; and (2) what were the 

critical factors that led to 

integration?  

Olsson et al. 

(136) 
2012 Sweden 

Qualitative content 

analysis 
Focus groups (n=2) 

Registered Nurses (RNs) (n=10) 

working in outpatient clinics, with 

three years’ experience with CM 

“Patients with complex and 

extensive care needs” 

RNs asked about (1) care planning 

process; (2) communication with 

caregivers; (3) patient assessment 
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Peckham (134) 2014 Canada 

Mixed methods 

sequential 

explanatory study 

In-depth qualitative 

key informant 

interviews 

Case managers (n=10), who 

previously performed a "Balance 

of Care" (BoC) simulation 

Frail, elderly individuals 

Case managers asked about (1) the 

"unit of care"; (2) the services 

required by caregivers and care 

recipients; and (3) the impact of 

ethno-racial diversity 

Sargent (112) 2008 UK 
Grounded theory 

analysis * 

Individual 

interviews (n=46) 

Community matrons, active case 

managers, advanced primary 

nurses and advanced practice 

practitioners in six Primary Care 

Trusts (PCTs), scattered across the 

UK (n=46), plus clinical and 

program leads (n=11) 

Older individuals with 

chronic conditions 

Healthcare professionals asked 

about (1) professional background; 

(2) descriptions of care models; (3) 

day-to-day case manager activities; 

(4) caseloads; (5) collaboration; (6) 

concerns 

Yamashita 

(141) 
2005 Canada 

Grounded theory 

analysis 

Two-time (repeated) 

interviews 

Registered nurses (RNs) who had 

worked as case managers for a 

minimum of four months (n=16) 

Individuals with chronic 

mental illness 

RNs asked about (1) establishing 

and maintaining relationships with 

patients and agencies; and (2) 

advocating for patient needs 

You (53) 2016 Australia 
Qualitative 

descriptive study * 

Individual 

interviews (n=23) 

and group 

interviews (n=10),  

Diverse healthcare professionals, 

primarily trained in social work, 

allied health, and nursing, 

working as case managers (n=47) 

Frail, elderly, community-

dwelling individuals 

Healthcare professionals asked to 

describe the roles do case managers 

fulfill in their practice 

Young (137) 2009 USA 
Qualitative content 

analysis 

In-depth personal 

interviews (n=20) 

plus qualitative 

content analysis 

Nurse (n=15) and social work 

(n=5) case managers, working in 

public housing and university-

affiliated community nursing 

centers 

Vulnerable populations 

(poor physical, 

psychological, and/or social 

health), often racial and 

ethnic minorities, 

uninsured, elderly, 

chronically ill or disabled 

Healthcare professionals asked 

about (1) how to nurse and social 

work case managers conceptualize 

and practice advocacy; and (2) how 

to professional relationships 

facilitate advocacy 

 

* denotes when design is not specified, but has been deduced by the primary researcher (M.H.T.) 



Description of Included Studies 

Methods, population and country of origin 

While a diverse range of healthcare professionals participated in included studies, 88% of 

combined participants were associated with just three distinct groups: case managers (42.7% of 

total participants), physicians (28.5%), and nurses (including nurse practitioners, nurses and nurse 

case-managers) (16.8%). The most common patient population served by case management in the 

included studies were frail and elderly patients (63.2% of studies), but other studies address case 

management in the context of caring for poor or otherwise vulnerable populations (36.8%). Six 

countries were represented among the 19 studies: USA (8 studies), Canada (5), France (2), the 

United Kingdom (2), Australia (1) and Sweden (1). Lastly, the most popular study designs used 

were qualitative descriptive study (42.1% of studies), grounded theory analysis (21.1%), 

qualitative case study (10.5%) and qualitative content analysis (10.5%). The most frequently used 

method was individual interviews (89.5% of studies), with focus groups (36.8%), observation 

(15.8%) and document analysis (5.3%) also being used to collect data. Six of these studies used 

multiple methods. Table 6 shows a more detailed breakdown of these metrics. 

 

  



Page 57 of 114 

Table 6: Summarizing description of study characteristics, including the number of studies 

containing participants of different professions, from different countries of origins, and different 

qualitative methods 

Participant Profession* Number of Studies 
Number of Participants  

(% total) 

Case managers 12 298 (42.7%) 

Physicians 5 199 (28.5%) 

Nurse practitioners 3 49 (7.0%) 

Office staff/administrators 3 40 (5.7%) 

Nurses 3 36 (5.2%) 

Nurse-case managers 2 32 (4.6%) 

Managers 4 27 (3.9%) 

Care/physician assistants 3 9 (1.3%) 

Social workers 1 5 (0.7%) 

Paraprofessionals 1 3 (0.4%) 

Country Number of Studies % Total 

USA 8 42.1% 

Canada 5 26.3% 

France 2 10.5% 

UK 2 10.5% 

Australia 1 5.3% 

Sweden 1 5.3% 

Study Design Number of Studies % Total 

Qualitative Descriptive 8 42.1% 

Grounded Theory 4 21.1% 

Qualitative Case Study 2 10.5% 

Qualitative Content Analysis 2 10.5% 

Methods** Number of Studies % Total 

Individual Interviews 17 89.5% 

Focus Groups 7 36.8% 

Ethnography / Observation 3 15.8% 

Document Analysis 1 5.3% 

 

*Note that the professional identities of some participants could have been classified into 

multiple categories (e.g. “registered nurses or social workers working as a case manager”). In 

these cases, the most pertinent or current job title was assigned (e.g. “case manager”) 

 

**Note that some studies used multiple methods 

 

Publication dates 

Publication years of included studies ranged from Feltes (93) in 1994 to Hoff & Scott (132) in 

2017. 12 of 19 studies were published in the last decade (since 2009), and seven have been 

published in the past five years (since 2014). The four oldest studies (1994, 1996, 1999, 2002) 

were all based in the United States, whereas the most recent studies represented a wide range of 

healthcare systems and patient populations: at least one study representing the United States, 
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Canada, France, the United Kingdom, Australia and Sweden has been published in the past eight 

years (since 2011). The timeline (Figure 4) and bar graph (Figure 5), both below, show that more 

studies have been published recently than have been published in previous decades (the 

distribution of studies is shifted to the right).  

 

 

 
Figure 4: Timeline of published studies (and countries of origin) 

 

 

 

 
Figure 5: The cumulative number of included studies published every year 
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Quality Assessment 

Table 7: An assessment of the quality of included studies, assessed with the Standards for 

Reporting Qualitative Research (SRQR) tool. Red boxes indicate that a criterion is not satisfied.  

 
 

The quality of included studies was assessed with the Standards for Reporting Qualitative 

Research (SRQR) checklist. While the authors of this checklist intentionally do not suggest a 

“threshold” or “scoring” system, valuable information about the quality of included studies can 

still be gleaned from the analysis. Many of the criteria in the checklist are associated with the 
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quality of reporting of the studies. In the introductions of studies, the quality of reporting was 

strong: all but one study (Young, 2009) identified a problem or gap in the literature, and every 

study advanced a clear aim, purpose or research question. The results/findings sections of articles 

were even stronger, as every study clearly synthesized findings and supported such syntheses with 

empirical data (quotes or descriptions from participants). Conversely, studies were less likely to 

convey clear titles that referenced a qualitative approach, to provide complete and formatted 

abstracts, or to disclose funding and conflicts of interest (or a lack thereof). 

 An examination of the “methods” section of the assessment rubric shows global and study-

specific trends. Overall, studies were especially deficient in three criteria: reporting researcher 

reflexivity (7 of 19, 36.8%), conveying trustworthiness (12 of 19, 63.2%), and describing the data 

collection instruments (12 of 19, 63.2%). For example, authors almost never acknowledged that 

they, as inquirers, were part of – and thus may have influenced – the setting, context, and social 

phenomenon they sought to understand (“reflexivity”) (133). Similarly, whereas some authors 

acknowledged attempts to ensure trustworthiness within the research team (e.g. coding and 

consensus building through team meetings and debate), very few employed concrete strategies to 

ensure trustworthiness of the data (e.g. audit trails, member checking, or triangulation). Finally, 

data collection methods were almost always revealed, but further descriptions of instruments used 

in these methods (e.g. questionnaires, interview guides, devices) were less frequently articulated. 

Of the 11 methodological criteria, three studies satisfied fewer than half: Netting (1996), 

Netting (1999) and Bowers (2016). Netting (1996) and Netting (1999) both failed to describe the 

context of the investigation, how participants were recruited, the characteristics of recruited 

participants, and how or why they collected data (e.g. questions asked in interview guides). Bowers 

(2016) also failed to describe data collection procedures and analytic processes. While less 



Page 61 of 114 

indicative of dependability or credibility, these articles additionally all failed to communicate a 

descriptive title or formatted abstract, and to disclose ethics approval or conflicts of interest. 

Netting (1999) and Bowers (2016) also failed to integrate findings with prior work, and to 

acknowledge limitations of their studies. Overall, for the reasons stated above, these studies 

appeared to substantially less credible than other articles included in this synthesis. Their names 

are highlighted in yellow in the quality assessment figure above to signify this. Appendix E 

contains the complete quality assessment, including explanations for each criterion. 
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Thematic Synthesis 

The first phase of the thematic synthesis involved extracting and coding the results sections from 

each of the 19 included studies. Line-by-line coding generated 468 descriptive codes that were 

organized into 84 centralized (“third-level”) themes. These third-level themes were regrouped into 

40 “second-level” themes. These were regrouped into nine “first-level” themes that each 

representing a distinct factor (barrier and/or facilitator) that influences the ability of primary care 

teams to conduct case management. These nine themes constitute the findings from this synthesis. 

They are described below. At the conclusion of this section, each theme if formally defined in 

Table 8. Finally, the themes are arranged in a schematic to represent their interconnectedness. 

 

Theme 1: Family Context 

Several studies emphasize the influential role that family plays on the capacity of case managers 

and primary care teams to facilitate case management. The presence of family is described as both 

an asset and an obstacle to the provision of case management. First, family members are depicted 

as valued teammates of the case manager and primary care team. Family members provide constant 

surveillance of patients with complex needs (65, 134); they provide nuanced information about the 

patient or their environment (65); they contact the case manager when acute problems arise (135); 

they help patients with daily tasks (meals, banking, personal care) when professional care in 

unavailable (134); and they keep deteriorating patients socially connected (134). 

 By contrast, these same studies also demonstrate that family members require a unique 

level of support from case managers and primary care teams. One study depicts family members 

who, upon learning about case management, are quick to dissociate from the patient and offload 

unreasonable responsibilities onto the primary care team (135). Another study finds that case 
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managers may be required to resolve family disputes surrounding finance and patient care (53). 

Even in situations where family members remain active in the care of a patient, these members 

require caregiver-specific supports like counselling, education, and opportunities to engage with 

other caregivers experiencing similar challenges (53, 136). Cultural sensitivity to the ideas and 

value of each patient’s family is imperative (134). Finally, team members of especially complex 

or high-need patients benefit from resources to ease the burden of daily tasks (i.e. meal preparation 

or financial management and from scheduled respite care (53, 134). 

 Whether the family be viewed as an asset or hindrance to the provision of case 

management, most of the studies that discuss family involvement insist that case managers and 

primary care teams should view the family – not just the patient – as the client, and that family 

members should be incorporated into the care plans designed by case managers or primary care 

teams (53, 134, 136, 137). 

 

Theme 2: Policy and Available Resources 

Constantly changing policy surrounding case management is a barrier to case management 

function. When changes in policy and protocol – including responsibilities of case managers, 

expected caseloads, and communication channels – rapidly evolve, case managers are unable to 

maintain critical relationships with physicians and allied healthcare professionals (64). Ultimately, 

this prevents the primary care team from embedding services into the care plans for patients with 

complex needs (64). 

 Even with stable policy, primary care teams struggle to facilitate the required case 

management services to patients without adequate financial resources (93, 136). Even if a patient 

meets the criteria for receiving a care intervention like case management, these interventions are 
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not always financially viable (e.g. they are not covered by the local healthcare administration) 

(136). Case managers feel particularly constrained by limited budgets coupled with pressure to 

meet the combined expectations of patients, patients’ families, organizations, and governments, 

all of whom have different expectations and demands (53). This pressure is exacerbated when case 

managers lack the autonomy to manage their budgets and are forced to seek physician or 

administrative approval for minor or procedural changes to budgets (53). 

 

Theme 3: Physician Buy-in and Understanding of the Case Manager Role 

One of the more ubiquitous findings across papers is the critical role that physicians play in 

fostering – or stifling – the team-based collaboration that case management requires. When 

physicians are supportive and facilitating of case management, the intervention is successful (138). 

When physicians remain wary, resistant and/or resentful to the changing healthcare model, case 

managers find it difficult to properly do their jobs (30, 123, 124, 139). The reluctance of physicians 

to adapt to the case management model is grounded in several factors: physicians are concerned 

about reduced remuneration (reduced fee-for-service incentives) under the new intervention (94); 

they struggle to understand the role or value of the case manager (93); they believe that the case 

manager is a redundant position that redistributes tasks that physicians are already performing (64, 

132); or they believe that case managers are not able to achieve the theoretical goals of case 

management (i.e. reduced physician workload and improved patient outcomes) (64). The 

consequences of a lack of physician buy-in are notable: case managers are not trusted or “taken 

seriously” by the team (64, 137) and they are unable to access crucial resources, often controlled 

by physicians, to do their jobs (93). 
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 In addition to “buying-in” to case management, it is important to delineate the roles and 

responsibilities of the case manager. While case managers often have clear ideas about their role, 

they report that other members of the primary care team, especially physicians, do not understand 

the case manager role (30, 53, 64, 93, 123, 139). Case managers define their role in many ways: 

they advise, advocate, assess, build relationships, educate, engage families, empower, ensure 

continuity of care, manage medication, monitor quality of life, motivate patients, negotiate with 

patients and healthcare professionals, plan, prevent, provide direct services (e.g. taking blood 

samples), translate (e.g. medical jargon into lay terms), be visible (e.g. being the main point of 

contact in a community) and visit homes (30, 53, 65, 123, 124, 132, 134-141). Furthermore, case 

managers must have a comprehensive understanding of the options and services that exist in a 

community to best help their patients (93, 137, 139-141). Recognition of these capacities and roles 

of the case manager leads to a greater degree of collaboration among healthcare professionals, and 

to improved coordination of patient care (93, 123). This process can be aided by clearly defining 

the expectation and responsibilities of case managers vis-à-vis other healthcare professionals (30). 

A clear reporting structure among team members is also essential (123). Without the explicit and 

clear division of labour (e.g. “who does what” and “how to communicate with one another”), teams 

are prone to internal conflict (123, 139) and gaps in patient care (64, 139). 
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Theme 4: Team Communication Practices 

Personal, team-based methods of communication are most conducive to doing case management 

(94, 123, 132, 139). Sharing duties, face-to-face conversation and team huddles are all viewed as 

effective facilitators to case management by primary care teams (94, 123, 132, 139). Healthcare 

professionals value having regular team meetings, team-building activities and continuing 

professional education (29, 123). Despite best intentions, a commitment to personal and team-

based meetings is not always feasible. One study reports that while team huddles are “a nice idea 

in theory”, there is never enough time to engage in systematic sit-down meetings (139). Another 

study suggests that, even in the presence of team meetings, healthcare professionals may be unable 

to achieve cross-discipline decision-making (123). This may be because of poor communication, 

disciplinary egos, different practice styles, low work morale and a reluctance to accept suggestions 

from team members representing other professions (123).  

In addition to team meetings, physical proximity to one another is key. Even in the presence 

of more formal communication systems, informal conversations in hallways tend to be the most 

efficient and effective for coordinating services (139). This finding highlights the value of “co-

location” (housing diverse healthcare professionals in the same physical workspace) to stimulate 

interaction (132, 139). By contrast, impersonal methods, like telephone calls from the field, are 

less likely to facilitate good communication, especially if messages from these calls are never 

heard by the require personnel (139). Without proper communication, it is difficult to make 

informed decisions about, and to coordinate service for, patients (29, 139). 
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Theme 5: Training in Technology 

Technology use can be a facilitator to case management, but only when it is accessible to all team 

members, and when those team members are aware of, and trained in, the use of such technologies 

(30, 123, 139). For example, when case managers and other healthcare professionals are able to 

view and input information into Electronic Medical Records (EMRs), the primary care team is 

able to work together to assess and coordinate care for patients (123, 139). Overall, standardized 

methods of data entry (including common forms and shared key words) are preferable to an 

unregulated system of data entry (136). Patient assessment is also aided by technology (30, 65). 

Assessment tools are especially helpful in case management if they interact with or link to EMRs 

(30). Streamlined and easy-to-use technology is preferable, although healthcare professionals, 

especially physicians, likely require specific training in any technology for it to be used most 

effectively (30). 

 

Theme 6: Relationships with Physicians 

Case management involves human connection, and every member of the primary care team – 

especially case managers – spend tremendous amounts of time nurturing relationships with 

supervisors, colleagues, patients, patients’ families, and other providers (137-139, 141). Case 

managers and other healthcare professionals are particularly concerned with maintaining 

relationships with “gatekeepers”, who are individuals that can ease the process of navigating 

healthcare systems for case managers and patients (137, 139). The most important “gatekeeper” is 

the physician, who other healthcare professionals view as a major facilitator to case management 

and overall teamwork (64, 93, 94, 123, 124, 132, 139). In many cases, physicians and other 

healthcare professionals form collaborative and mutually-beneficial relationships (64, 93, 124, 
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132, 139). Non-physicians consult physicians regarding medical issues, and physicians consult 

non-physicians regarding psychosocial or service issues (124, 132, 139). While relationships with 

physicians are clearly initiated by the other (i.e. non-physician) healthcare professional (94, 138, 

139), the nature of this relationship is not well reported. The few studies that address this area 

suggest that non-physician healthcare professionals initiate relationships with physicians by (1) 

accommodating and adapting to individual personalities of physicians (139); (2) stressing that their 

roles are to “extend” or “enhance” the provision of care, but not to replace the role of the physician 

(94, 139); and by (3) being especially helpful or kind to “prove their worth to” or “win the hearts 

of” physicians and other staff (138, 139). Establishing amicable and professional relationships with 

physicians allows non-physician healthcare professionals to negotiate for and adapt services in a 

way that more closely meets the needs of a particular patient (138). 

 

Theme 7: Relationships with Patients 

Healthcare professionals also recognize that forming quality relationships with patients is an 

equally essential component of their work (93, 124, 135-139, 141). Emphasis is made on 

healthcare professionals possessing an intimate knowledge of both the patient and the person (124, 

138). By taking a holistic approach to understanding the patient (understanding patient health, 

psychosocial and environmental statuses), healthcare professionals are more able to assess the care 

needs of patients, “how much patients can handle”, and the best ways to help patients (93, 136). 

These relationships are based in trust, visibility, responsibility, time commitment, communication 

and power (137). Listening is important (138). If clinics and healthcare professionals are located 

further away from patients, thus diminishing the frequency of contact between patients and 

healthcare professionals, the quality of case management deteriorates (137). 



Page 69 of 114 

Theme 8: Time Pressure and Workload 

Case managers and other healthcare professionals often feel burdened by a time pressure that does 

not allow them to do their jobs adequately (64, 65, 112, 123, 124, 138). Time pressure is caused 

by three factors: large caseloads (65, 112, 123), large amounts of time spent with each patient (124, 

138), and time-consuming administrative duties (112, 123, 136, 138). Healthcare professionals 

stress that case management takes an especially long time because of the time it takes to listen to 

patients, which can’t be rushed (124, 138). Listening can be challenging because powerful actors 

like physicians do not recognize it as “doing something” (138). Time pressure is also felt when 

nurse-case managers are expected to simultaneously uphold duties in case management and 

nursing (64). Administrative duties add additional demands to the time of healthcare professionals 

(112, 123, 136, 138). These duties include managerial duties, administration tasks, patient 

documentation, care planning, meeting attendance, informal sharing events with external 

organizations, mentorship, training, and study commitments (if simultaneously pursing an 

educational degree) (112, 136). Case managers and other healthcare professionals compensate for 

a lack of time by abandoning paperwork (138), which they view as poor uses of their high-level 

clinical skills (112). Overworked healthcare professionals also compensate by operating in a 

“standby” or reactive way (responding to acute exacerbations of health, instead of proactively 

managing chronic conditions) (65, 112). They often feel psychologically and physically “burned 

out” from their work, especially when such work involves homecare and travel (29, 124). Given 

the above information, one study finds that caseload risk stratification – balancing caseloads with 

low-risk, moderate-risk, and high-risk patients – is the most important variable in determining 

caseload manageability (112). High-risk patients are often either vulnerable, housebound, older 
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and suffering from multiple long-term conditions (112), or low-income, racial and ethnic 

minorities who have cogitative or physical developmental delays (137). 

 

Theme 9: Autonomy of Case Manager 

Despite this emphasis on teamwork, effective case managers are notoriously autonomous, creative 

and flexible in their day-to-day tasks (53, 93, 124, 136, 138, 140). Because access to many 

resources is restricted – by the approval of a physician, because of budgetary constraints, or 

because of unrealistic guidelines – case managers need to problem solve and “work around the 

system” to meet the needs of their patients (53, 93). To do this, personal attributes like compassion, 

humour and creativity are valued alongside clinical expertise (138). The self-reported “best” case 

managers are able to judge and make exceptions to local guidelines if they will ultimately help the 

patient (e.g. offering temporary interventions or extra visits at home during a limited period of 

time to prevent discontinuity for an unwell patient) (136, 140). This flexibility also manifests 

within the primary care clinic, where case managers “pitch in”, “help out”, or serve as “extra eyes, 

ears and hands” for busy clinical staff (139). Encouraging creativity, and allowing healthcare 

professionals the freedom to problem solve, is ultimately an important facilitator to achieving the 

goals of case management. 

 

  



Page 71 of 114 

Definitions of Themes 

In an attempt to make the findings of this thematic synthesis more accessible, the nine themes 

(barriers and/or facilitators) have been summarized in Table 8, below. A concise definition of each 

theme was generated by re-examining individual codes in the NVivo file, by extracting key themes 

from the thematic synthesis above, and through debate among researchers. This process is detailed 

in Stage 7 of the methods. 

 

Table 8: Summarized definitions of the nine themes from the thematic synthesis 

Theme Definition 

Family Context 

The nature, position, cultural preferences, and level of involvement of a 

patient’s family in their care. Family members are vital allies of the case 

management process, but also require specific supports.  

Policy and Available Resources 

The suite of national and local health policy, economic factors, dependency on 

regulations and existing resources that influence the ability of primary care 

teams to do case management. 

Physician Buy-In and Understanding 

of the Case Manager Role 

The engagement of willingness of physician(s) to do case management. “Buy-

in” includes availing resources required for case management, promoting a 

collaborative environment (through mandates and culture), and striving to 

understand the nuances of the case management paradigm. 

Team Communication Practices 

The ways in which healthcare professionals and administrators exchange 

information within a primary care clinic. Governs both formal communication 

processes (i.e. “team huddles”), but also informal interactions. 

Training in Technology 

The presence of, and instruction in, technologies (e.g. EMRs and assessment 

tools) that promote holistic patient understanding and collaboration among team 

members. Healthcare professionals must be aware of, and trained in, 

technologies for them to facilitate the case management process. 

Relationships with Physicians 

The process through which non-physician healthcare professionals form 

relationships with their physician colleagues, and the symbiotic relationship that 

results, leveraging the diverse expertise of different clinicians. 

Relationships with Patients 

The process through which healthcare professionals form trusting and 

compassionate relationships with patients. Requires a holistic view of the 

patient, and can result in coordination of more appropriate services. 

Time Pressure and Workload 

 The stress, burden and exhaustion that healthcare professionals experience 

while doing case management. Caused by large caseloads, large amounts of 

time spent with patients, and time-consuming administrative duties. 

Autonomy of Case Manager 

The ability of a case manager to navigate the healthcare system in creative ways 

to ensure the provision of appropriate care (otherwise limited by budgetary 

constraints or unrealistic guidelines) to patients. Case managers who are not 

autonomous provide standard and equivalent resources to every patient. 
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Schematic 

Finally, the schematic below regroups the factors mentioned above into three conceptual and 

operational “levels” that interact in causal and hierarchical ways: structural factors (bottom), 

intermediate factors (middle), and fundamental factors (top). The presence or absence of these 

factors, and the interactions between them, ultimately govern whether or not case management 

will be viably practiced in a primary care setting (the final box at the top of the diagram).  

 

 
Figure 6: Schematic showing the relationships between factors described in the  

results section above. 

 

At the base of this diagram (in green) are structural or rigid factors. These are barriers and 

facilitators that are vital to the success of case management, but are not easily influenced or 

modified by primary care team members. For example, individual clinicians or clinics seldom have 

the ability to design, customize or retain the resources at their disposal (“policy and available 

resources”) (64, 93, 136). Furthermore, healthcare professionals cannot choose the families of 

patients that they will have to engage with (“family context”) (53, 134).  
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 These structural factors directly influence a suite of more intermediate or malleable factors 

associated with case management function in primary care. While these factors can be individually 

manipulated (for example, encouraging team meetings and co-location can, itself, improve 

communication (123, 139)), they are also impacted by structural factors that exist upstream of 

them. For example, if primary care teams are given effective funding and resources, they can rely 

on efficient technology like electronic medical records, which facilitate a different type of 

communication about patient care (“team communication practices”) (123, 139). Available 

resources also influence the degree of burden that administrative duties place on individual 

healthcare professionals. For example, the presence of administrative staff or specially designated 

“administrative time” can ensure that healthcare professionals are not overly impeded in their 

provision of case management (112, 136, 138). When administrative duties are completed (i.e. not 

neglected), and done so efficiently, healthcare professionals can properly document patient health 

and care decisions while maximizing clinical time with patients (112, 138). By extension, relief 

from administrative duties, coupled with efficient and accessible technology (for example, patient 

assessment tools and electronic medical records) reduces the “time pressure and workload” that 

healthcare professionals experience in case management (30). Healthcare professionals who are 

well-trained in the use of efficient technology (“training in technology”), and who are not 

encumbered by monotonous and inefficient administrative tasks, are more likely to succeed in 

providing an engaged and proactive version of case management. Conversely, healthcare 

professionals that have to succeed in spite of technological and administrative inefficacies are more 

prone to burnout and reactive patient care. 

 Family context also influences intermediate factors. The nature of a patient’s family, and 

whether or not they are actively involved in the management of a patient’s complex conditions, 
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can equip healthcare professionals with nuanced information and provide daily support that allows 

healthcare professionals to better tailor care plans and coordination practices to the needs of 

patients (“relationships with patients”) (65, 134). Conversely, family relationships fraught with 

debate or conflict markedly impede the ability of healthcare professionals to understand and 

address patient needs (53, 135). If healthcare professionals are forced to spend time and energy 

addressing the overwhelming needs of families in addition to those of their patients, time pressure 

and workload can become unmanageable. 

Finally, the willingness of a physician or physicians to do case management and their 

understanding of the case manager role (“physician buy-in and understanding of the case manager 

role”) is both an intermediate factor itself (it can be influenced by incentives and training) and it 

influences other intermediate factors (it governs the potential autonomy of the case manager, and 

affects the ability of non-physician healthcare professionals to build relationships with physicians). 

Since physicians often serve as “gatekeepers” to the resources that healthcare professionals need 

to do case management (137, 139), their commitment to case management is vital. This includes 

providing resources and allowing the case manager freedom to navigate the healthcare system and 

to coordinate care in creative and patient-centered ways (“autonomy of case manager”) (53, 93). 

Furthermore, physicians who “buy-in” can form collaborative and mutually-beneficial 

relationships with healthcare professionals as the team works to deliver optimal care for patients 

(“relationships with physicians”) (64, 124, 132). If physicians are disinterested in case 

management, a strong hierarchy is maintained, and other healthcare professionals cannot access 

resources or express opinions in ways that benefit the patient (30, 123, 124). This factor is 

especially binary – without physician “gatekeeper” engagement in case management, the 

objectives of collaborative healthcare models like case management cannot be achieved (137-139). 
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Whereas physician buy-in and understanding of the case manager role is not sufficient for case 

management function, it is often necessary. Given the dual “malleable-but-manipulating” nature 

of physician buy-in and understanding of the case manager role, this factor is represented in blue, 

but underneath the main set of intermediate variables. 

 Lastly, these intermediate factors feed into two fundamental factors that directly influence 

the ability of primary care teams to conduct case management: knowledge and capacity. For case 

management to be viable, team members need to know what to do (knowledge) and have the ability 

to do it (capacity). Knowing what to do entails not only understanding the goals and processes of 

case management, but also in knowing how to achieve them. This entails understanding one’s role 

relative to colleagues, clarifying communication pathways and reporting structures, and leveraging 

a maximum amount of patient data to provide and coordinate care (30, 93, 123). Having the ability 

to do it involves possessing the time, support, and autonomy to do case management without fear 

of discipline, burnout, or any other negative consequences (53, 112, 124, 138). 

 

Sensitivity Analysis & Confirmation of Findings 

The quality assessment that precedes the thematic synthesis shows that while most of the included 

studies are of adequate reporting dependability, three studies – Netting (1996), Netting (1999) and 

Bowers (2016) – appear to be of substantially lower methodological credibility. Temporarily 

excluding these studies from the synthesis yields several interesting results. First, it is noteworthy 

that data the three studies under question were applicable to a substantially wider range of sub-

themes (average 20.3 themes per study) than were the remaining 16 studies (15.2 sub-themes per 

study). This finding, confirmed by examination of the hierarchy of themes, shows that the Netting 
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and Bowers studies are especially present in many of themes identified in the thematic synthesis 

and concept map above. 

 More critically, however, the sensitivity analysis finds that while codes from these studies 

are widespread throughout the analysis, none of the themes identified in this analysis were 

identified solely or even primarily on the findings of these three studies. For example, while all 

three of the Netting and Bowers studies address the importance of physician buy-in to the case 

management process, at least five ‘more credible’ studies do so as well. Two of the three articles 

identify “relationships with physicians” and “relationships with patients” as important factors 

affecting the ability of primary care teams to do case management, as do six and seven ‘more 

credible’ studies, respectively. Finally, Bowers (2016) identifies “time pressure and workload” as 

a potent barrier to case management provision in primary care, but this finding is validated by five 

other studies. Subjecting the confirmatory You (2016) study to an identical sensitivity analysis 

finds that themes associate with this study, like with Netting (1996), Netting (1999) and Bowers 

(2016), not exclusively or predominantly supported by You (2016). 

Overall, the sensitivity analysis finds that all three studies, even if they are less credible in 

their methodological designs, do not play any substantial role in swaying or skewing the results of 

this synthesis. Accordingly, this sensitivity analysis finds that every factor advanced in this 

synthesis is well supported by evidence in studies that report appropriate methodological 

credibility. 
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Discussion 

The purpose of this systematic review with thematic synthesis was to delineate, from the 

perspectives of healthcare professionals, barriers and facilitators to case management function in 

primary care settings. The discussion that follows summarizes findings from this investigation, 

clarifies how various healthcare professionals are represented across the included studies, situates 

the findings within current empirical and normative literature surrounding case management 

implementation, comments on suggestions for future qualitative studies, highlights strengths and 

weaknesses of the review, and advances implications and directions for future research. 

 

Factors Affecting Case Management 

The thematic synthesis described in the results section advances nine factors (barriers and/or 

facilitators) to case management function in primary care that consistently emerged across the 19 

empirical qualitative and mixed-methods studies that have examined this topic. This cross-study 

synthesis is, to the researchers’ knowledge, the first review that amalgamates barriers and 

facilitators to case management function in primary care into one centralized text. Beyond listing, 

describing and defining these individual factors, the proposed schematic represents a first tentative 

to categorically group these factors based on their characteristics, and to situate them relative to 

one another with linkages. By arranging these factors into hierarchical groups, this review permits 

the audience to understand the interconnectedness of the factors, and how changes to one area of 

case management implementation might influence other aspects. Mapping these relationships is 

essential, since in the real world, factors like “team communication practices”, “training in 

technology”, and “time pressure and workload” do not exist in vacuums. Changes to policy, 

infrastructure, personnel or practice affect multiple domains in varying ways. Accordingly, the 
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proposed schematic moves beyond the overly simplistic understanding that factors do not 

influence one another. Furthermore, the schematic introduces the notion that factors governing the 

viability of case management in primary care do not exist on the same “level”. Some aspects of 

case management – like “relationships with patients” and “autonomy of case manager” – can be 

more easily modified by individual healthcare professionals, whereas other factors, like “policy 

and available resources” or “family context” exist and are decided above or a priori to primary 

care team function and interfacing with patients. Understanding these different levels and factors 

may allow policymakers or primary care teams to manipulate certain factors instead of others, 

depending on the clinical context they find themselves in or the resources they have available to 

them. 

 

Whose Perspectives of What? 

The barriers and facilitators advanced in this thematic synthesis provide valuable insight into the 

perspectives and experiences of healthcare professionals doing case management on the front lines 

of primary care. Given the diverse members of multidisciplinary teams, however, it should be 

acknowledged that different healthcare professionals may have differing perspectives and 

expectations (142-144). In interpreting the results of this thematic synthesis, it is important to 

clarify whose perspectives are being shared. As the description of included studies shows, the 

voices represented in these studies are predominantly those of case managers, physicians, nurses 

(including nurse practitioners), and administrators. Social workers are barely included (0.7% 

overall). While physicians comprise 28.5% of overall participants, their perspectives are only 

represented in five of 19 studies (compared to 12 for case managers, and seven for nurses). 

Accordingly, it should be clarified that the barriers and facilitators articulated in this review are 



Page 79 of 114 

frequently supported by perspectives of less powerful actors in the primary care team, specifically 

case managers and nurses. The reviewers have been careful to differentiate which healthcare 

professionals report experiencing each barrier and facilitator in the results section, but this nuance 

is lost in the schematic representation. Readers of this text should be aware of these nuances to 

extract the most value from this review. 

 

Comparison with Initial Framework 

Whereas this hybrid thematic synthesis analysis was initiated with the structure of Van Houdt et 

al.’s conceptual framework, An in-depth analysis of theoretical frameworks for the study of care 

coordination (105), the majority of this review relies on a data-driven inductive approach. Over 

the course of the analysis, the 14 themes of the initial framework were modified, subdivided, 

deleted and/or renamed to represent the findings from the studies included in this review. While 

none of the resultant nine themes are identical to the themes identified by Van Houdt et. al, several 

themes bear strong resemblances to the conceptual framework: “policy and available resources” is 

a re-named – and slightly more precise – version of the Van Houdt et. al’s “external factors” theme; 

“team communication practices” is a broader representation of Van Houdt et al.’s “administrative 

operational processes”; and “training in technology” is a pivot away from Van Houdt et al.’s 

“knowledge and technology” theme. Other themes are more removed, but still derived from, the 

Van Houdt et al. framework. For example, “time pressure and workload” are identified by Van 

Houdt et al. as sub-factors of “task characteristics”; and “relationships with physicians” and 

“relationships with patients” are born out of Van Houdt et al.’s “quality of relationship” theme. 

Lastly, some of the themes identified in this review are completely novel. For example, “family 

context”, and “autonomy of case manager” are not explored at al by the initial conceptual 



Page 80 of 114 

framework. A full comparison of the themes of this review, and how they’ve been modified from 

Van Houdt et al.’s initial framework, is available in Appendix F.     

 

Comparison with Current Literature 

This thesis is, to the authors’ knowledge, the first systematic review of barriers and facilitators to 

case management in primary care. Moreover, this review emerges as a synthesis of qualitative 

evidence in a field that is predominantly investigated by quantitative methods. For example, this 

systematic review joins a group of quantitative reviews that have analyzed patient outcomes 

associated with case management (25, 39-42). Qualitative reviews that have been conducted reveal 

barriers and facilitators to case management of highly specialized chronic illness (e.g. osteoporosis, 

cancer, rheumatoid arthritis, anxiety and depression) in secondary care or disease-specific (i.e. not 

primary care) contexts (145-149). Other reviews report specifically on the experiences of case 

managers and/or family physicians with professional development (150), family interactions 

(151), dual role obligations (care coordination and clinical service) (152), ethics (153), inter-

professional working (154) and integrated care (155), although barriers and facilitators in these 

domains are not often articulated. 

The findings from other qualitative reviews are simultaneously confirmatory and 

contrasting with the results of this thematic synthesis. On one hand, many of the reviews validate 

that while physician buy-in to case management is essential, it is often difficult to garner (similar 

to “physician buy in” and “relationships with physicians”) (148, 149). Another review highlights 

the importance of standardized communication protocols and pathways (“training in technology” 

and “understanding of the case manager role”) (149). Personal qualities of case managers, like 

charisma and creativity, are unanimously identified as important (“autonomy of case manager”), 
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and face-to-face interactions are favoured over impersonal methods (“team communication 

practices”) (148, 149). Finally, time pressure and excessive caseload are listed as barriers to case 

management function in specialized settings as well (“time pressure and workload”) (146). All of 

these findings are consistent with themes identified in this thematic synthesis (referenced in 

parentheses). By contrast, these reviews also identify barriers and facilitators that are not present 

in primary care settings. For example, specialized knowledge and confidence in specific diseases 

(like osteoarthritis) appears to be a factor specific to secondary or specialized care (145). 

Moreover, decision making power in these reviews appears to be especially exclusive to the 

physician (146, 148), which is not often the case in primary care. Lastly, several novel elements 

of this synthesis, like “family context”, “policy and available resources” and “relationships with 

patients” do not appear to be validated by previous systematic reviews on case management in 

secondary care or specialized contexts. 

 Overall, while barriers and facilitators to case management can be inferred from several 

previously conducted systematic reviews, very few of these reviews treat the topic directly. 

Accordingly, this systematic review and thematic synthesis fills two important voids in the 

summarizing literature of case management implementation outcomes: it directly addresses a 

wider range of barriers and facilitator to case management function than have been considered, 

and it does so in the context of primary care, which has not been explored by previous reviews.  

 

Comparison with Normative Texts 

One of the most used and cited normative texts on case management function is The Case 

Manager’s Textbook, by Catherine M. Mullahy (156). A cursory analysis of this text suggests that 

elements of the normative literature are compatible with the themes identified in this thematic 
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synthesis. First, Mullahy’s text underscores the complexity of case management operations, and 

the diversity of barriers and facilitators that exist to case management function. The text 

emphasizes the roles that policy, technology, multiculturalism, leadership, problem solving, 

communication, risk-stratification, patient and family engagement, and physician buy-in all play 

in case management practice (156). All of these themes emerged in the thematic synthesis, 

indicating a congruency between the empirical findings of this analysis and the normative literature 

on case management. Moreover, this normative text, like the empirical studies included in this 

analysis, depicts specific patient-types that appear to benefit from the case management 

intervention: frail and elderly persons (often community-dwelling), those suffering from behaviour 

or mental health challenges, and patients suffering from other chronic conditions. Mullahy’s text 

devotes specific chapters to each of these patient populations, wherein specific challenges to and 

strategies for care are revealed (156). This reflects the nature of the empirical literature included 

in this synthesis: studies almost always focus on one of these patient types, instead of the general 

population. This consistency is significant, in that it reflects an understanding that the provision of 

case management involves tailoring core competencies and resources to the specific needs of 

patients. Finally, The Case Manager’s Textbook advances that case management is influenced on 

multiple levels: the individual qualities of the case manager, the “microsystem level” (e.g. 

communication among healthcare teams and with patients), and the “macrosystem level” (e.g. 

policy, leadership and management) (156). This hierarchical structure is reflective of the logic 

behind the schematic presented at the conclusion of the results section. Both the normative text 

and this thematic synthesis acknowledge that barriers and facilitators to case management must be 

considered on multiple levels, and that individual factors are influenced by one another.  
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 The contents of The Case Manager’s Textbook and this review differ in two principle ways: 

the textbook advances additional barriers and/or facilitators to case management that are not 

present in this review, and there are nuanced differences between barriers and facilitators presented 

in this review versus in the normative text. First, the normative textbook discusses elements of 

case management that do not emerge in this review. Specifically, the text addresses (1) ethical 

responsibilities of healthcare professionals; (2) challenges with health literacy and adherence 

among patients; and (3) reimbursement resources and challenges for healthcare professionals 

(156), none of which appear in the empirical literature collected. This finding indicates that further 

analysis may be required on these topics in primary care settings. Finally, whereas barriers and 

facilitators are present in both this review and the normative textbook, each source provides 

nuanced insight that cannot be garnered from the other text. For example, while both texts examine 

the role that technology plays in case management, only this review provides specific insight into 

the imperativeness of training in such technologies, especially for physicians. Furthermore, the 

textbook does not encourage the usage of standardized language in intra-team communication 

tools (like electronic medical records), which is identified as a strong facilitator to teamwork and 

communication in this review. By contrast, the textbook engages in a discussion on the modern 

implications of text messaging and telemedicine as ways to engage and monitor patients remotely 

(156). This facilitator to case management is not identified in the review (likely because the 

majority of studies were published in previous decades). Similar nuances are applicable to other 

themes like initiating contact with physicians (only this review provides common reasons why 

physicians may be reluctant to “buy-in”), and building relationships with patients (the normative 

text discusses the merits of specific strategies like motivational interviewing, which are not 

identified by the review).  
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 Overall, the comparison of this review to the most popular normative textbook in the case 

management field highlights that while the contents of both texts are well-aligned with one 

another, each one provides nuanced and complementary information to the other. While a more 

thorough investigation of the similarities and discrepancies between these two texts is warranted, 

an initial comparison suggests that both texts are valuable in understanding common barriers and 

facilitators to case management function. By extension, this finding reinforces the merit of an 

empirical synthesis of data in this domain, which provides novel and otherwise undocumented 

information about barriers and facilitators to case management in primary care. 

 

Implications for Policy and Practice 

Ultimately, the findings from this review will only be impactful if they reach the hands of 

stakeholders who have the potential to change the way that case management is practiced at the 

clinical level. Policymakers may facilitate case management in primary care by providing 

healthcare professionals with the opportunities and resources to do case management. This 

includes, but is not limited to, (1) developing infrastructure that encourages healthcare 

professionals to work in common spaces (“colocation”), which may improve communication 

processes important for case management; (2) facilitating the training in and use of efficient 

technologies for patient assessment and care coordination; and (3) working with healthcare 

professionals to determine the resources required to meet the needs of patients and staff. Physicians 

may facilitate case management by (1) championing case management and serving as leaders to 

other members of the primary care team; (2) building genuine two-way relationships with other 

healthcare professionals that promote collaboration and teamwork; and (3) trusting case managers, 

and providing them with the resources and autonomy to best care for patients with complex needs. 
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Other healthcare professionals may contribute by (1) building personal connections with patients 

and colleagues; (2) being accessible and flexible in daily tasks; and (3) maintaining proactive care 

for patients by staying current with administrative duties and other tasks. Overall, these nine 

strategies and more may help primary care teams do case management in a more effective, 

comprehensive and sustainable way. 

 

Improvements to Future Qualitative Studies Study Quality 

In addition to advancing a suite of barriers and/or facilitators to case management function in 

primary care, this review highlights several realities about the current state of research related to 

implementation science and case management in primary care. First, there appears to be a relative 

paucity of qualitative research in this domain – just 19 studies using qualitative methods have been 

published on the subject in over three decades. While it appears that the frequency of publication 

on this subject is increasing (Figures 4 and 5), efforts to understand the perspectives of healthcare 

professionals actually doing case management in primary care should be sustained. Second, the 

studies that do exist remain quite general. Targeted inquiries on specific elements of case 

management – for example on ethics, cultural competency, collaboration, training and technology 

– would be of value. Lastly, subsequent qualitative studies should be conducted to the highest 

standards of qualitative rigour. Special attention should be paid to reflection on who is conducting 

the inquiry (“research characteristics”), what their impact is (“reflexivity”), and which strategies – 

like audit trails, member checking and triangulation of different data sources – are being employed 

to ensure that data collected is credible and dependable (“techniques to ensure trustworthiness”).  
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Strengths and Limitations 

This review advances a novel and valuable synthesis of barriers and facilitators to case 

management function in primary care. In doing so, the review has several noteworthy strengths. 

First, this review examines barriers and facilitators to case management function by giving a voice 

to the ideas and perspectives of healthcare professionals. Understanding the perspectives of 

healthcare professionals is critical in the context of case management since healthcare 

professionals stand between the development of the intervention and its adoption into practice (82, 

83). Said differently, although there is value in understanding the practice of case management, 

and the benefits that case management provides to patients and caregivers, case management can 

only be accepted into practice if those who do it (termed “users” or “adopters”) choose to do so 

(84, 85). Whereas many studies and reviews have focused on the design (15, 54) and outcomes 

(39, 41, 42) of case management in primary care, little research has focused on the perspectives of 

healthcare professionals who do it. Accordingly, this review fills and important void by 

synthesizing the perspectives from healthcare professionals (not those of policymakers, patients, 

or third-party observers) that are especially critical to understanding what fosters or impedes case 

management function in primary care. Second, the wide range of literature identified in this review 

advances barriers and facilitators to case management function that emerged in a diverse array of 

healthcare settings, systems and contexts. In response to the identified problem that chronic illness 

management and the care of patients with complex needs is universally poor and unspecific to 

healthcare models or iterations (5), this review proposes a suite of barriers and facilitators to case 

management that are equally general and applicable in an international setting. Finally, and 

perhaps most critically, this review is strong because it allows for the confirmation or validation 

of barriers and facilitators to case management function across multiple contexts and settings. 
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Without this cross-context comparison, anyone reading individual studies (presumably with the 

desire to implement or adapt case management in their own context) may be hard-pressed to 

distinguish whether the factors advanced in a study are tied to case management function, or simply 

to the unique care context of a clinic, region or system. Instead, this review advances with 

reasonable trustworthiness a series of barriers and facilitators to case management function that 

consistently emerge across individual contexts and studies. Centralizing these barriers and 

facilitators allows interested parties to examine the state of this field in a succinct way, instead of 

having to locate and read multiple unconnected and uncorroborated studies. 

 Despite these strengths, this review undoubtedly emerges with limitations or weaknesses. 

First, while the search strategy used was comprehensive in searching empirical studies located in 

databases, this review failed to search grey literature, or to use hand searching of included studies. 

This limitation emerged because it was not possible to review grey literature and to conduct hand 

searching within the timeframe of a master’s thesis. Moreover, studies written in languages other 

English or French were not analyzed in this review, because of the linguistic limitations of the 

primary researcher (M.H.T.). While the researchers remain satisfied with the breadth and reach of 

included studies in this review, it is possible that eligible studies with valuable insight were not 

detected and, therefore, inappropriately excluded from this systematic review. Second, while the 

diversity of health systems and clinical settings represented in the included studies is a strength, 

such heterogeneity may also be problematic. Policymakers or interested parties looking to develop 

a case management program in a specific context may not benefit from literature synthesized 

across 34 years and six countries. Barriers and facilitators identified in the 1990s in the United 

States (93, 94, 139) may not be pertinent to modern case management interventions in non-U.S. 

countries. Reviews with more stringent temporal or geographic restrictions may, in fact, be more 
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valuable to those working to develop or modify case management programs in specific contexts. 

This limitation may be justified given the paucity of qualitative research on the subject of inquiry 

(just 19 total studies from around the world). Comprehensiveness was favoured over precision, 

since focusing on research from just one country would likely result in the inclusion of too few 

studies that would not allow for conceptual saturation to be achieved. Finally, while this review 

advances a series of general barriers and facilitators affecting case management function, these 

barriers and facilitators may not be presented with enough context or depth required for tailored 

policy development. A profound understanding of these barriers and facilitators, how they emerge 

and how they can be remedied or leveraged, would require a more in-depth examination of 

individual studies, which this review does not provide. 

 

Future Research 

In light of these limitations, steps could be taken to improve the quality of this review, and to 

further extend knowledge in this field. First, this review would have benefitted from a hand 

searching of references from each of the nineteen included studies. Locating additional studies on 

the topic of case management function in primary care might allow the researchers to identify new 

barriers or facilitators, or to strengthen those already discovered. Additional literature may be 

especially useful in understanding the relationships between barriers and facilitators, as 

represented in the schematic. Next, a “subgroup analysis”, which aims to analyze which types of 

participants (e.g. physicians vs. case managers) said what, could be conducted. As has already 

been explored in this discussion section (see: “Whose Perspectives of What?”), barriers and 

facilitators to participation in case management are likely not consistent across different 

professions in healthcare. Understanding these differences might allow for the development of 
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tailored and profession-specific policy approaches engaging healthcare professionals in case 

management. A similar approach could be taken by separating studies according to their countries 

of origin or health system designs (e.g. “private” vs. “public”). It would be interesting to know 

whether certain barriers and/or facilitators would be more or less prevalent in certain cultures or 

systems. Finally, a more thorough comparison of the findings from this review (derived from 

healthcare professionals’ experiences) with the normative literature on case management (practice 

guidelines for healthcare professionals) is merited. The most comprehensive understanding of 

barriers and facilitators to case management in primary care involves considering both the 

competencies of primary care teams (evidenced in the normative literature) and the real-world 

experiences of healthcare professionals (evidence in this review). Understanding where guidelines 

and practices converge and diverge may best illuminate the next steps for improving case 

management function in primary care.  
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Appendices 

Appendix A: Different Models of Case Management 

Characteristics 
Brokerage/Generalist 

Case Management 

ACT/Intensive 

Case 

Management 

Strengths-

Based Case 

Management 

Clinical Case 

Management 

Discriminating 

characteristic 
Coordination Comprehensive 

Stress on 

strengths & 

empowerment 

Psychotherapy 

Coordination or 

service 

provision 

Coordination (little 

service provision) 

Service 

provision 

Coordination 

& service 

provision 

Coordination & 

service 

provision 

Primary goal 

for patients 
Stabilization Growth Growth 

Stabilization & 

growth 

Empowering or 

paternalistic 
Empowering Paternalistic Empowering 

Empowering & 

paternalistic 

 

*This table is adapted from the work of Vanderplasschen, Wolf, Rapp and Broekaert (54). 

The authors of this review do not claim it as their own original work 
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Appendix B: Search Strategy for OVID Medline 
 

# Searches 

1 
(case manage* or care manage* or care navigat* or patient centered medical home or 

managed care programs or patient care team).ti,ab. 

2 

(interprofessional relations or "Attitude of Health Personnel" or Communication Barriers 

or Interdisciplinary Communication or Workload or Social Work).mp. [mp=title, abstract, 

original title, name of substance word, subject heading word, floating sub-heading word, 

keyword heading word, protocol supplementary concept word, rare disease supplementary 

concept word, unique identifier, synonyms] 

3 exp Qualitative Research/ 

4 (mixed adj (method* or studies)).ti,ab,kf. 

5 exp Interviews as Topic/ 

6 exp Questionnaires/ 

7 interview*.ti,ab,kf. 

8 focus group*.ti,ab,kf. 

9 ((action or participatory) and research).ti,ab,kf. 

10 exp Community-Based Participatory Research/ 

11 grounded theory.ti,ab,kf. 

12 phenomenolog*.ti,ab,kf. 

13 exp Narration/ 

14 narrat*.ti,ab,kf. 

15 conversation*.ti,ab,kf. 

16 discourse*.ti,ab,kf. 

17 (ethnograph* or ethnomethodolog* or ethno methodolog* or autoethnograph*).ti,ab,kf. 

18 hermeneutic*.ti,ab,kf. 

19 constructivis*.ti,ab,kf. 

20 ((case or field) adj (study or studies)).ti,ab,kf. 

21 ((participant* or field) adj observ*).ti,ab,kf. 

22 
((purpos* or theoretical or judgement or "maximum variation" or convenience or "critical 

case" or "deviant case" or "key informant" or snowball or cluster) adj sampl*).ti,ab,kf. 

23 (experience* or perspective* or perception* or meaning* or view? or viewpoint*).ti. 
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24 
((lived or life or personal* or patient? or patients? or survivor*) adj3 (experience* or 

perspective* or perception* or meaning*)).ti,ab,kf. 

25 ((thematic or content) adj analys*).ti,ab,kf. 

26 "group discussion*".ti,ab,kf. 

27 (cope or copes or coping or thrive or thrives or thriving).ti,ab,kf. 

28 or/3-27 

29 1 and 2 and 28 

 

  



Page 102 of 114 

Appendix C: Search Strategy for Embase 

# Searches 

1 
(case manage* or care manage* or care navigat* or patient centered medical home or 

managed care programs or patient care team).ti,ab. 

2 

(interprofessional relations or attitude of health personnel or communication barriers or 

interdisciplinary communication or workload or social work).mp. [mp=title, abstract, 

heading word, drug trade name, original title, device manufacturer, drug manufacturer, 

device trade name, keyword, floating subheading word, candidate term word] 

3 qualitative research*.mp. 

4 qualitative stud*.mp. 

5 action research.mp. 

6 Participatory Research/ 

7 participatory research.mp. 

8 case stud*.mp. 

9 ethno*.mp. 

10 grounded theory.mp. 

11 phenomeno*.mp. 

12 Narrative/ 

13 narrative*.mp. 

14 biograph*.mp. 

15 Autobiograph*.mp. 

16 documentar*.mp. 

17 qualitative synthes*.mp. 

18 active feedback.mp. 

19 conversation*.mp. 

20 discourse*.mp. 

21 thematic.mp. 

22 qualitative data.mp. 

23 key informant*.mp. 

24 focus group*.mp. 

25 case report*.mp. 
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26 exp Interview/ 

27 interview*.mp. 

28 exp Observational method/ 

29 observer*.mp. 

30 visual data.mp. 

31 (audio adj record*).mp. 

32 Cultural Anthropology/ 

33 experience*.mp. 

34 or/3-33 

35 exp clinical study/ 

36 exp Methodology/ 

37 randomization/ 

38 Placebos/ 

39 Crossover procedure/ 

40 or/35-39 

41 (clinic* adj25 trial*).mp. 

42 random*.mp. 

43 control*.mp. 

44 (latin adj square).mp. 

45 placebo*.mp. 

46 or/41-45 

47 exp Comparative Study/ 

48 comparative stud*.mp. 

49 Validation Study/ 

50 validation stud*.mp. 

51 evaluation research/ 

52 evaluation stud*.mp. 

53 Follow-Up/ 

54 followup.mp. 

55 follow-up.mp. 

56 cross over.mp. 
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57 crossover.mp. 

58 prospective*.mp. 

59 volunteer*.mp. 

60 or/47-59 

61 singl*.mp. 

62 doubl*.mp. 

63 trebl*.mp. 

64 tripl*.mp. 

65 or/61-64 

66 mask*.mp. 

67 blind*.mp. 

68 66 or 67 

69 65 and 68 

70 40 or 46 or 60 or 69 

71 exp Health Survey/ 

72 Health Care Survey/ 

73 exp Risk/ 

74 exp Incidence/ 

75 exp Prevalence/ 

76 exp Mortality/ 

77 cohort*.mp. 

78 case-control.mp. 

79 cross sectional.mp. 

80 (health* adj2 survey*).mp. 

81 risk.mp. 

82 incidence.mp. 

83 prevalence.mp. 

84 mortality.tw. 

85 "case series".mp. 

86 "time series".mp. 

87 "before and after".mp. 
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88 prognos*.mp. 

89 predict*.mp. 

90 course*.mp. 

91 or/71-90 

92 (mixed adj5 method*).mp. 

93 multimethod*.mp. 

94 (multiple adj5 method*).mp. 

95 or/92-94 

96 qualitative.mp. 

97 Qualitative Research/ 

98 quantitative.mp. 

99 96 or 97 

100 98 and 99 

101 95 or 100 

102 34 or 70 or 91 or 101 

103 102 not (letter/ or editorial/) 

104 103 not (animal not human).sh. 

105 1 and 2 and 34 

 

  



Page 106 of 114 

Appendix D: Search Strategy for CINAHL 

 

(TI ( case manage* OR care manage* OR care navigat* or patient centered medical home or 

managed care programs or patient care team ) OR AB ( case manage* OR care manage* OR care 

navigat* or patient centered medical home or managed care programs or patient care team )) AND 

TX ( interprofessional relations OR attitude of health personnel Or communication barriers Or 

interdisciplinary communication or workload or social work ) AND TX ( qualitative OR ethnol* 

OR ethnog* OR ethnonurs* OR emic OR etic OR leininger OR noblit OR "field note*" OR "field 

record*" OR fieldnote* OR "field stud*" or "participant observ*" OR "participant observation*" 

OR hermaneutic* OR phenomenolog* OR "lived experience*" OR heidegger* OR husserl* OR 

"merleau-pont*" OR colaizzi OR giorgi OR ricoeur OR spiegelberg OR "van kaam" OR "van 

manen" OR "grounded theory" OR "constant compar*" OR "theoretical sampl*" OR glaser AND 

strauss OR "content analy*" OR "thematic analy*" OR narrative* OR "unstructured categor*" OR 

"structured categor*" OR "unstructured interview*" OR "semi-structured interview*" OR 

"maximum variation*" OR snowball OR audio* OR tape* OR video* OR metasynthes* OR 

"meta-synthes*" OR metasummar* OR "meta-summar*" OR metastud* OR "meta-stud*" OR 

"meta-ethnograph*" OR metaethnog* OR "meta-narrative*" OR metanarrat* OR " meta-

interpretation*" OR metainterpret* OR "qualitative meta-analy*" OR "qualitative metaanaly*" OR 

"qualitative metanaly*" OR "purposive sampl*" OR "action research" OR "focus group*" or 

photovoice or "photo voice" or "mixed method* ) 
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Appendix E: Full Quality Assessment (with explanations) 

 Al Sayah Explanation? Balard Explanation? Bowers Explanation? 

Title and Abstract       

Title yes 
no method mentioned, but 

"perspectives" 
yes 

no method mentioned, but 

"views" 
no 

descriptive title, but no mention 

of methods or qualitative 

Abstract yes well-formatted yes well-formatted no 
not formatted in appropriate 
way, insufficient information 

Introduction       

Problem 

Formulation 
yes 

significance conveyed, 

purpose and problem are 

clear 

yes problem conveyed (page 3) yes 
problem (distinguishing quality) 

is briefly mentioned 

Purpose/Research 

Question 
yes 

purpose stated in last 

sentence of introduction 
yes aims described (page 2), yes purpose for research is clear 

Methods       

Qualitative 

Approach 
yes 

focused ethnography & 

theory. No mention of 
research paradigm 

yes 
grounded theory, identified 

as qualitative 
yes 

grounded dimensional analysis. 

Good description of method 

Researcher 

Reflexivity 
no no reflexivity demonstrated yes 

no description of researcher, 

but reflection of impacts of 

researcher characteristics, 

analysis team described 

no no reflexivity demonstrated 

Context yes 
clear context, rationale not 

provided, but is obvious 
no no context provided yes 

context well described 

(Wisconsin LTC) 

Sampling yes 

recruitment described, no 

explanation of inclusion 

criteria or justification 

yes 

clear definition of 

participants, inclusion and 

exclusion criteria 

yes 
sampling (informal recruitment) 

is rare, but justified 

Ethics yes 
IRB approval + ethical 

guidelines followed 
yes 

excellent acknowledgement 

of ethics, both formally and 

informally 

no no discussion of ethics 

Data Collection 

Methods 
yes 

adequate description of data 
collection process; sample 

questions; general content 

yes 
process of data collection 

thoroughly described 
no 

insufficient detail, although 

deviation from protocol is noted 

Data Collection 

Instruments 
yes 

description of interviews w/ 

sample questions 
yes 

open ended then guided 

interview 
no 

inadequate description of 

interview tools, other than 

general objectives 

Units of Study yes 
number and characteristics 

of participants well-reported 
yes table 1 reported yes adequately described 

Data Processing yes 

transcription, coding, 

consensus processes all 

described 

yes 
transcription to NVivo 

described 
yes processing adequately described 

Data Analysis yes 
thematic synthesis (weak 

description but adequate 
yes 

framework, analytic process, 

analysis team all described, 
no analysis not described 

Trustworthiness no 
no relevant processes are 

included or described 
no 

thoughtful protocol, but no 

trustworthiness achieved 
no no trustworthiness addressed 

Results/Findings       

Synthesis and 

Interpretation 
yes extensive thematic synthesis yes clear thematic synthesis yes standard thematic analysis 

Link to Empirical 

Data 
yes 

citations from participants 

included to justify themes 
yes 

inclusion of "user 

terminology" in theme 

descriptions 

yes 
quotations used to justify 

themes 

Discussion       

Integration with 
Prior Work, etc. 

yes 
summary; situate findings in 

context of prior research; 
yes 

summary of findings, 

comparison to previous work 

(Sandberg) 

no 
no real attempt to link to prior 

work 

Limitations yes limitations explored yes limitations explored no limitations not explored 

Other       

Conflicts of 

Interest 
yes COI declared yes COI declared no COI not declared 

Funding yes Funding declared yes Funding declared yes Funding declared 
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 Carrier Explanation? De Stampa Explanation? Dick Explanation? 

Title and Abstract       

Title no 
descriptive but no qualitative 

or method identified 
no 

descriptive but no 

qualitative or method 

mentioned 

no 
descriptive but not qualitative 

or methods 

Abstract no 
not formatted in appropriate 

way 
yes well-formatted yes 

not perfect but adequate 
information 

Introduction       

Problem 

Formulation 
yes 

uncertainty about 

coordination process 

(bottom page 4) 

yes 

problem = don't know a 

lot about collaboration 

with case managers 

yes clear problem 

Purpose/Research 

Question 
yes objectives beginning page 5 yes 

purpose in last 

paragraph before 

methods 

yes clear purpose section 

Methods       

Qualitative 

Approach 
yes 

qualitative exploratory 

study/embedded case study 
yes 

focus group & grounded 
theory, (light) 

justification for such 

usage 

yes 
"three-phase descriptive" study 

(ambiguous) 

Researcher 

Reflexivity 
no no reflexivity demonstrated no 

clear division of 

contributions, but no 
reflexivity demonstrated 

no no reflexivity demonstrated 

Context yes context well described yes 
MAIAs thoroughly 

described 
yes 

NPs caring for homebound, 

metro Boston 

Sampling no 

justification for sampling 
strategy or recruitment is 

ambiguous 

yes 

recruitment described 

(last paragraph before 
study population), 

inclusion and exclusion 

clear 

no 
contact is explained, but no 

real inclusion/inclusion criteria 

Ethics no no discussion of ethics yes ethics identified yes ethics identified 

Data Collection 

Methods 
yes 

adequate description of 

methods (case study) 
yes 

methods described, 
interview guide prep 

articulated and justified 

(data collection) 

yes 
adequate description of 

methods 

Data Collection 
Instruments 

yes 
adequate description of 

instruments 
yes 

clear description of 
interview guide 

no 
interview guides not explained 

or detailed 

Units of Study yes 
participants described (last 

paragraph before results) 
yes 

characteristics well 

described 
yes table 2 

Data Processing yes 
transcribed and coded in 

NVivo 
yes coding and analysis yes coding process well described 

Data Analysis yes thematic analysis described yes 
see: last paragraph 

before results) 
yes 

not thorough, but adequately 

referenced (grounded theory) 

Trustworthiness no no trustworthiness addressed yes 
within research team, 

but not with participants 
yes 

triangulation ("data 

verification") described 

Results/Findings       

Synthesis and 

Interpretation 
yes 

thematic synthesis is 

extensive, new model 

proposition 

yes thematic synthesis yes thematic synthesis 

Link to Empirical 

Data 
yes supported by empirical data yes supported by quotations yes supported by quotations 

Discussion       

Integration with 
Prior Work, etc. 

no 
no link to prior work, no 

attempt to situate in context 
yes 

summary; situate 

findings in context of 

prior research; 

yes 
summary; situate findings in 

context of prior research; 

Limitations no limitations not explored yes limitations explored yes limitations explored 

Other       

Conflicts of 

Interest 
no COI not declared yes COI declared no COI not declared 

Funding yes 
Funding declared (hidden, 

but Enraciner project) 
yes 

Funding declared 

(hidden in 
acknowledgements) 

yes Funding declared 
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 Egan Explanation? Feltes Explanation? Gimm Explanation? 

Title and Abstract       

Title yes 

not explicit but "the process 

of decision making" = 

qualitative 

yes 
not explicit but obviously 

qualitative 
yes not explicit but "perspectives 

Abstract yes 
no subheadings but all info 

present 
yes well-formatted yes well-formatted 

Introduction       

Problem 

Formulation 

clear 

problem 

statement 

problem = old people don't 

receive homecare they need 
yes clear problem statement yes 

problem located at end of 

introduction 

Purpose/Research 

Question 
yes 

objective listed in first 

paragraph 
yes clear purpose statement yes purpose at end of introduction 

Methods       

Qualitative 

Approach 
yes focus groups yes 

qualitative field study & in-

depth interviews 
yes 

identified as qualitative at 

beginning of methods, focus 
groups later 

Researcher 

Reflexivity 
no no reflexivity demonstrated yes 

research team reflexively 

described (top of page 6) 
yes 

multidisciplinary team 

described 

Context yes 
context clearly described for 

all participants 
yes CCC Inc. yes PCMH well contextualized 

Sampling yes 

recruitment procedures well-

defined, justified 

accordingly 

yes 
clearly described (multi-stage 

purposeful) 
yes recruitment well-described 

Ethics yes REB approved no no discussion of ethics yes 
GMU institutional review 

board approval 

Data Collection 

Methods 
yes methods well-described yes methods well-described yes methods well-described 

Data Collection 

Instruments 
yes 

types of questions in focus 

groups explained 
yes types of questions explained yes types of questions explained 

Units of Study yes 
yes, although not in table 

form 
no 

not nearly enough 
information 

yes 
ok if the "unit" is the panel, 
not individual participants 

Data Processing yes 
taped and transcribed 

verbatim 
yes see: data analysis yes 

processing adequately 

described 

Data Analysis yes 
analysis adequately 

described 
yes 

grounded theory, well-
referenced 

yes 
conceptual framework 

described 

Trustworthiness yes 
within team, but not with 

participants 
yes 

reliability through paired 

interviewing 
no 

team meetings to discuss 

emerging themes 

Results/Findings       

Synthesis and 
Interpretation 

yes thematic synthesis yes thematic synthesis yes thematic synthesis 

Link to Empirical 

Data 
yes citations support themes yes citations support themes yes citations support themes 

Discussion       

Integration with 
Prior Work, etc. 

yes see: end of discussion yes integration with prior work yes integration with prior work 

Limitations yes limitations explored yes 

not called "limitations", but 

still explored at beginning of 

discussion 

yes 
see: final paragraph of 

discussion 

Other       

Conflicts of 

Interest 
no COI not declared no COI not declared yes COI declared 

Funding yes Funding declared no Funding not clearly stated yes Funding declared 
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 Hoff Explanation? Illffe Explanation? Netting ('96) Explanation? 

Title and Abstract       

Title yes 
not explicit but clearly 

qualitative 
no ambiguous title no not explicit, no method 

Abstract yes well-formatted yes well-formatted no Abstract not present 

Introduction       

Problem 

Formulation 
yes clear problem statement yes 

located in title "how this 

fits in" box 
yes 

not explicit enough, but very 

robust 

Purpose/Research 

Question 
yes clear purpose statement yes clear purpose statement yes 

under "generalist physician 

initiative" 

Methods       

Qualitative 

Approach 
yes 

"qualitative" (beginning 

of methods), interviews 

stated later, well justified 

yes 
two-stage qualitative, 

interview then case study 
yes interviews 

Researcher 

Reflexivity 
no 

no reflexivity 

demonstrated 
yes 

identified in limitations 

section 
no no reflexivity demonstrated 

Context yes 

Upstate NY primary care 

practices, good 

justification 

yes 

setting is described 

(health boards then 

primary care trusts) 

no 
no real context provided for 

interviews, difficult to follow 

Sampling yes 
recruitment well-

described 
yes 

recruitment well-

described 
no 

sampling and recruitment not 

well defined 

Ethics yes ethics identified no no discussion of ethics no no discussion of ethics 

Data Collection 

Methods 
yes methods well-described yes methods well-described yes methods well-described 

Data Collection 

Instruments 
yes 

interview, examples 

provided 
yes 

interview questions well 

described 
no 

interview guides not 

explained 

Units of Study yes 

PCMH described (not 

individuals, but PCMH 

is unit of analysis) 

yes adequate description no 

no description of 

interviewees, except 

professions 

Data Processing yes 
batches of 10, iterative 

process 
yes 

see: last paragraph 

before results 
yes 

processing adequately 

described 

Data Analysis yes 
thematic analysis 

described 
yes 

appropriately referenced 

(imperfect but adequate) 
yes 

see: last paragraph before 

results 

Trustworthiness no 
no trustworthiness 

addressed 
yes 

Stakeholder analysis plus 

last paragraph before 
results 

yes 
intra-team trustworthiness 

described 

Results/Findings       

Synthesis and 

Interpretation 
yes thematic synthesis yes thematic synthesis yes thematic synthesis 

Link to Empirical 
Data 

yes citations support themes yes citations support themes yes well-supported with citations 

Discussion       

Integration with 

Prior Work, etc. 
yes 

integration with prior 

work 
yes 

see: "comparison with 

existing literature" 
yes integration with prior work 

Limitations yes limitations explored yes limitations explored yes limitations explored 

Other       

Conflicts of 

Interest 
yes COI declared yes COI declared no COI not declared 

Funding yes Funding declared yes Funding declared yes Funding declared 



Page 111 of 114 

 
 

 Netting ('99) Explanation? Olsson Explanation? Peckham Explanation? 

Title and Abstract       

Title no not explicit, no method yes 

no methods per se, but 

"perspectives" in title is 

positive 

yes 
no methods per se, but "how 

case managers respond" is good 

Abstract no incomplete but passable yes well-formatted yes well-formatted 

Introduction       

Problem 

Formulation 
yes clear problem statement yes 

twice: top of page 2 & 

immediately before "aim" 
yes 

not explicit enough, but quite 

extensive 

Purpose/Research 

Question 
yes clear purpose statement yes 

clearly labelled "aim" 

section 
yes 

not explicit enough, but quite 

extensive 

Methods       

Qualitative 
Approach 

yes interviews yes 

inductive qualitative 

description. Focus groups 

justified 

yes 
creative simulation & key 

informant interviews 

Researcher 

Reflexivity 
no 

no reflexivity 

demonstrated 
yes 

implicit acknowledgement 
of researcher bias, but no 

formal reflection on 

reflexivity 

yes 

first paragraph under "in-depth 

interviews" = researcher 

conscious of role! 

Context no 

no real context provided 

for interviews, difficult 
to follow 

yes fairly well described yes well described, bottom of p126 

Sampling no 

sampling and 
recruitment not well 

defined 

yes recruitment well-described yes 

no mention of recruitment, but 

population is obvious and well-

justified (hidden under bullet 

points on p127, left side) 

Ethics no no discussion of ethics yes 
formal and informal ethical 

consideration 
yes 

last sentence before "balance of 

care simulation" 

Data Collection 

Methods 
yes methods well-described yes focus groups are justified yes 

interview + BoC simulation, 

both well justified 

Data Collection 
Instruments 

no 
interview guides not 

explained 
yes example questions/topics yes 

both BoC and interviews very 
clearly explained 

Units of Study no 

no description of 

interviewees, except 

professions 

yes 
adequate description 

("participants") 
yes 

participants not well described, 

but adequate 

Data Processing yes 
processing adequately 

described 
yes 

processing adequately 

described 
yes see: last paragraph, page 127 

Data Analysis yes 
see: last paragraph 

before results 
yes appropriately described yes 

deductive content analysis 

approach 

Trustworthiness yes 
intra-team 

trustworthiness described 
yes 

directly addressed (right 
above "ethical 

considerations") 

yes 
triangulation of results with 

interviews and BoC 

Results/Findings       

Synthesis and 

Interpretation 
yes 

new model of questions 

built 
yes standard thematic analysis yes thematic synthesis 

Link to Empirical 

Data 
yes 

well-supported with 

citations 
yes citations support yes citations support themes 

Discussion       

Integration with 

Prior Work, etc. 
no 

synthesis of findings, but 

not more 
yes 

very strong synthesis and 

integration 
yes 

very strong synthesis and 

integration 

Limitations no limitations not explored yes limitations explored no 

one limitation, does not appear 

to be highly profound or 

reflective 

Other       

Conflicts of 
Interest 

no COI not declared no COI not declared no COI not declared 

Funding yes Funding declared yes Funding declared no funding implied, but not stated 
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 Sargent Explanation? Yamashita Explanation? 

Title and Abstract     

Title yes 
descriptive title but not 

clear re method 
yes 

no method explicit, but 

clearly qualitative 

Abstract yes well-formatted yes well-formatted 

Introduction     

Problem 

Formulation 
yes 

see section, "yet there is 

limited evidence" 
yes clear problem statement 

Purpose/Research 

Question 
yes 

purpose in "aim" section 

(under methods) 
yes 

purpose is hidden under 

methods 

Methods     

Qualitative 

Approach 
yes yes and justified yes interviews 

Researcher 

Reflexivity 
no 

no reflexivity 

demonstrated 
no 

no reflexivity 

demonstrated 

Context yes explained and justified yes "setting and sample" 

Sampling yes 
clear inclusion/exclusion 

criteria 
no 

recruitment not 

described, justification is 

obvious but not stated 

Ethics yes top of page 3 no no discussion of ethics 

Data Collection 
Methods 

yes methods explained yes methods explained 

Data Collection 
Instruments 

yes 

interview guide pilot-

tested; example 

questions explained 

no 

no insight into questions 

or value of interview 

guides 

Units of Study yes 
caseloads described, 

should be more 
yes see: "setting and sample" 

Data Processing yes 
see: beginning of data 

analyses 
yes 

processing adequately 

described 

Data Analysis yes 

constant comparative 

method & grounded 
theory 

yes well-described 

Trustworthiness yes triangulation mentioned yes triangulation mentioned 

Results/Findings     

Synthesis and 
Interpretation 

yes thematic synthesis yes thematic synthesis 

Link to Empirical 

Data 
yes citations support themes yes citations support themes 

Discussion     

Integration with 
Prior Work, etc. 

yes synthesis and integration yes 
integration with prior 

work 

Limitations no 

limitations quietly 

explored, but not directly 

addressed 

yes limitations explored 

Other     

Conflicts of 

Interest 
no COI not declared no COI not declared 

Funding yes Funding declared no Funding not declared 
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 You Explanation? Young Explanation? 

Title and Abstract     

Title yes 
Qualitative method 

directly in title! 
yes 

not explicit but 

"relationships" 

Abstract yes well-formatted yes well-formatted 

Introduction     

Problem 

Formulation 
yes clear problem statement no 

problem statement not 

formulated 

Purpose/Research 

Question 
yes 

section on aims & 

research question 

explicitly stated 

yes 

vague, but present: "this 

study focused on…" 3x 

(purpose later in 
methods) 

Methods     

Qualitative 

Approach 
yes yes and justified yes yes and justified 

Researcher 

Reflexivity 
yes reflexivity demonstrated no 

never explicitly stated, 
although consideration is 

made to epistemology 

Context yes "setting and population" yes 

explained under 

"research sampling 

method" 

Sampling yes well defined; purposive yes site selection justified 

Ethics yes ethics identified no no discussion of ethics 

Data Collection 

Methods 
yes methods explained yes well justified 

Data Collection 
Instruments 

no 
no insight into nature of 

interview guide 
no 

no explanation of nature 
of interview guide 

Units of Study yes see: "sample" yes 

described in paragraph 

form; imperfect but 

satisfactory 

Data Processing yes 
processing adequately 

described 
yes 

processing adequately 
described 

Data Analysis yes 
thematic analysis 

described 
yes 

very extensively 

described 

Trustworthiness yes triangulation mentioned no 
"repeated review of the 
data", but insufficient 

Results/Findings     

Synthesis and 

Interpretation 
yes thematic synthesis yes thematic synthesis 

Link to Empirical 
Data 

yes citations support themes yes citations support themes 

Discussion     

Integration with 

Prior Work, etc. 
yes 

integration with prior 

work 
yes 

integration with prior 

work 

Limitations yes 
limitations (and 

strengths) explored 
no limitations explored 

Other     

Conflicts of 

Interest 
no COI not declared no COI not declared 

Funding no 

thanks organizations for 
support, but no reference 

to funding 

no funding not declared 
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Appendix F: Comparing Results with Initial Framework 

Initial Theme Details Changes New Theme Name 

External Factors 

How care coordination was affected by 

national health policy, economic factors, 

and dependency on regulations and 

existing resources 

As is. Renamed to represent 

policy and resources (driving 
factors)  

Policy and Available 

Resources 

Structure 

Factors that influenced the structure of a 
team: number of participants, 

specializations, ways participants were 

grouped, number of linkages between 

participants, amount of information 

required to manage care of patient, 
existing mechanisms for coordinating 

care 

N/A  - 

Task Characteristics 

Factors that influenced care 

coordination: degree of variability or 

standardization of the tasks, degree of 
team member interdependency, 

simplicity or complexity of tasks, degree 

of certainty in outcome, importance and 

length of task, workload and time 

pressure 

Narrowed scope to just 

encompass “workload” and “time 

pressure”. Additional sub themes 

of “complexity” and “length of 
task” 

Time Pressure & Workload 

Cultural Factors Attitudes, beliefs, norms and values N/A - 

Knowledge and Technology 
Available skills, expertise, training, and 

information technology 

Data focuses on training in the 

use of technology, rather than in 

addition to technology. 
Technology viewed as especially 

important factor  

Training in Technology 

Need for Coordination 

Importance of the need to exchange 

information and/or the need to provide 

and coordinate care 

 N/A - 

Administrative Operational 

Processes 

Three kinds of methods of 

administration and communication with 

varying degrees of feedback: impersonal 

methods, personal methods, group 
methods 

Distinction of impersonal, 
personal and group methods 

expanded to all inter-professional 

communication  

Team Communication 

Practices  

Exchange of Information / 
Communication 

Ideas and opinions among the members 

of a team, with an organization or 

between organizations 

 Combined with “Administrative 
Operational Processes”, above 

Team Communication 
Practices  

Goals 
 Importance of setting common goals, 

sharing these goals, and assuring 

collective ownership of these goals 

 Modified to accentuate desire to 
set goals and achieve them, most 

critical in physician(s) 

Physician Buy-In and 
Understanding of the Case 

Manager Role  

Roles 
Definition of roles and awareness of 

each other’s roles 

 Modified to include 

“recognition” instead of 

“definition” (knowing, but also 
appreciating). Combined with 

“Goals”, above 

Physician Buy-In and 

Understanding of the Case 
Manager Role  

Quality of Relationship 
Promoting mutual respect and high-

quality collaboration 

Divided into sub-themes to 

recognize differences between 

collegial relationships and 
relationships with patients  

Relationship with 

Physicians // Relationship 

with Patients 

Patient Outcome 

Patient’s perception or evaluation of 

healthcare professional performance. 

Base on satisfaction, continuity of care, 

patient safety, efficiency, efficacy, 
availability, accessibility, compatibility  

N/A   - 

Team Outcome  Team behavior and team satisfaction  N/A - 

Organizational and Inter-
Organisational Outcome 

 Comprehensiveness, accessibility, 

compatibility, conflict and efficiency of 

the organization 

N/A  - 
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