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ABSTRACT
Background: Primary care nurses are well-suited to provide care management for
common mental disorders, but their practices depend on context. Various strategies
can be considered to improve the adoption of nursing care manager activities, but
data from implementation studies rarely address strategy formulation.
Aim: To analyze the influence of contextual factors on strategy formulation to improve
the adoption of care manager activities by primary care nurses.
Method: A qualitative multiple case study in three primary care clinics was carried out.
Data were collected through individual interviews (n = 32) and observations (n = 7),
working group meetings, and relevant documents. Thematic analysis was conducted.
Results: Contextual factors influenced strategy formulation through organizational
readiness for change, which resulted from tension for change and perceived
organizational ability to implement change. Tension for change was generated
through the perceived gap between patient needs and service availability, perceived
compatibility with the nurses’ work environment, and their assessment of their
capacity to perform care manager activities or acquire the necessary skills.
Conclusion: Future studies should give sufficient attention to implementation strategy
formulation and consider the dynamic role of organizational readiness for change
when facilitating the adoption of evidence-based practices for common mental
disorders in primary care.
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BACKGROUND
In Canada, anxiety and depressive disorders are among
the top five most frequently diagnosed long-term
conditions [1]. These common mental disorders (CMDs)
are strongly associated with long-term physical conditions
such as diabetes or cardiovascular diseases [2]. The cooccurrence of mental and physical health conditions
contributes to morbidity and disability, decreases quality
of life [3, 4], and increases health services utilization [2, 5].
The collaborative care model (CCM), built on Wagner’s
Chronic Care Model, has been developed to improve care
quality for people with CMDs in primary care settings [6].
The CCM involves a team of health care professionals
minimally including a general practitioner (GP), a care
manager, and a mental health specialist, working
together to implement an individualized plan developed
by integrating scientific evidence with patient needs and
preferences [7]. The CCM has shown convincing potential
to cost-effectively improve the mental health status of
people with long-term physical conditions [8, 9, 10].
The role of care manager, a key component of the
CCM, consists in delivering and coordinating physical
and mental health care and services for an assigned
caseload of patients [11]. Primary care nurses (PCNs)
often successfully act as care manager in published
CCM studies [12, 13, 14]. Indeed, routine PCN activities
have considerable overlap with care manager activities:
e.g., mental health status assessment, monitoring the
efficacy and side effects of prescribed medications,
adjusting treatments in collaboration with the GP,
and providing psychoeducation [11, 15]. Despite this
overlap, CCM implementation teams have faced many
challenges when promoting care manager activities to
PCNs, who often felt they did not have sufficient skills
and knowledge to manage mental health-related care
competently [16, 17]. PCNs also reported contextual
barriers to the adoption of care manager activities such as
lack of collaboration between team members, excessive
workload, or competing priorities from the leadership
[17]. On the other hand, contextual facilitators to the
adoption of care manager activities include leadership
interest in mental health and technical support from an
implementation team [18, 19].
Given the influence of context on the adoption of
care manager activities, strategies to facilitate their
implementation should be carefully selected to fit local
needs. Implementation strategies can be defined as
“methods or techniques used to enhance the adoption,
implementation, and sustainability of a clinical program or
practice” [20, p. 2]. While the evidence is scarce on properly
formulate strategies to implement the CCM and promote
the adoption of care manager activities, stakeholders
who are expected to change their practices should be
involved in this process [18, 19, 21]. Implementation
strategies are usually formulated during the planning or
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pre-implementation stage of the implementation process
[22], which has been argued to receive insufficient
attention in light of its crucial importance [23, 24, 25,
26]. Indeed, the implementation planning stage is an
opportunity to work with stakeholders to develop a proper
understanding of the most significant determinants
of change that should be accounted for in formulating
contextually appropriate implementation strategies [22].
Moreover, implementation planning remains a stage of
the implementation process itself, which means that
contextual factors will also influence it. Therefore, lack of
data on the influence of contextual factors on planning
activities such as strategy formulation creates a blind
spot in current knowledge on CCM implementation and
the adoption of care manager activities by PCNs.

AIM
We aimed to analyze the influence of contextual factors
on the process of formulating strategies to improve the
adoption of care manager activities by primary care nurses.

STUDY SETTING
The study was conducted in family medicine groups (FMGs),
the main primary health care organizational model in
Quebec, Canada. FMGs are organizations led by a group of
GPs working in collaboration with PCNs and social workers,
and in some cases with other health care professionals
such as pharmacists, nutritionists, or psychologists [27]. In
FMGs, each GP is responsible for a caseload of patients for
whom they share responsibilities with the other primary
care team’s members. PCNs’ role in FMGs is to provide
long-term care for people with complex needs and provide
acute care for a range of clienteles (including children,
adolescents, adults, and the elderly) [28].
In Quebec, public sector health care and social services
are under the responsibility of a regional health center.
While GPs have a direct relationship with the provincial
single-payer health insurance provider, nurses and other
health care professionals working in FMGs are employees of
the regional health center, which is responsible for ensuring
the quality of professional practices. The medical director
of each FMG is responsible for PCNs and other health care
professionals’ work environment (e.g., facilities, equipment).

METHODOLOGY

RESEARCH DESIGN
We conducted a qualitative multiple case study in three
FMGs [29, 30] using an integrated knowledge translation
approach to formulate implementation strategies with
stakeholders. Integrated knowledge translation can be
defined as “an ongoing relationship between researchers
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and decision-makers (clinicians, managers, policy-makers,
etc.) for the purpose of engaging in a mutually beneficial
research project or program of research to support decisionmaking” [31, p. 1]. To operationalize integrated knowledge
translation in the planning stage of the implementation
process, we followed steps one to four and part of step five
of Grol & Wensing’s implementation of change model: 1)
Development of a proposal for change; 2) Analysis of actual
performance; 3) Problem analysis of target group and
setting; 4) Development and selection of strategies; and 5)
Development, testing and execution of an implementation
plan [32]. We did not perform the two final steps of this
model, i.e., integration of changes in routine care and
continuous evaluation and adaptation of the plan.
We adopted a multiple case study methodology
to reach the deep understanding of the context
necessary to reach our aim [33]. We defined cases as
the implementation planning process in each of the
participating FMGs. Units of analysis within each case
were: (1) current nursing and collaborative care practices
for people with CMDs and long-term physical conditions
and (2) the formulation of implementation strategies to
optimize the adoption of care manager activities by PCNs.
We conducted the integrated knowledge transfer
approach with regional and local stakeholders’
involvement, including an advisory committee, local
working groups, clinicians, and patients. The advisory
committee’s role was to counsel the research team
regarding the provincial and regional contexts and
support local working groups’ decision-making within
FMGs. This committee included two patient partners with
a history of CMD and at least one physical long-term
condition, three researchers in the fields of collaborative
mental health care and nursing, one nurse manager,
one GP, one PCN, one psychiatrist, and one psychologist.
Ethical approval was provided by the Centre intégré
universitaire de santé et de services sociaux de l’EstrieCentre hospitalier universitaire de Sherbrooke (CIUSSSCHUS) ethics committee.

RECRUITMENT
We recruited three FMGs based on convenience sampling
and the lead GPs’ level of interest in this study. We
contacted lead GPs by e-mail, providing a one-page
summary of the project and describing the study’s
aim and the expected staff involvement and timeline.
We chose to target three FMGs to improve the results’
transferability to similar contexts while maintaining the
study’s feasibility [30]. All three participating FMGs were
located in medium-sized urban areas, but they varied
in terms of mental health practices and resources (e.g.,
access to a consulting psychiatrist).
Within each FMG, a local working group was created,
including at least one PCN and one GP. Local working
groups were involved in discussing the gap between their
practices and the CCM and in strategy formulation. In
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general, working group members were administrative
leaders in their FMG or professionals whom their
colleagues identified as mental health experts. Local
working group members provided signed informed
consent to participate in this study.
In each FMG, health care professionals involved in the
care of people with CMDs (i.e., PCNs, GPs, psychologists, and
social workers) were invited to participate in interviews.
For patients recruitment, we asked participating PCNs to
identify one adult patient diagnosed with at least one
long-term physical condition and a depressive or anxiety
disorder. Identified patients were then individually
contacted by a research team member for participation
in a qualitative interview and an observation session of
a clinical encounter with their PCN. All participants to
interviews and/or observation sessions provided signed
informed consent before data collection.

DATA COLLECTION
Data collection was carried out throughout the
implementation planning process. From December 2018
to April 2019, data were collected through the following
sources: (a) face-to-face interviews (≈45 to 60 minutes)
with patients and clinicians (n = 32); (b) non-participatory
observations of a nurse-patient encounter (n = 7); and
(c) relevant documents on professional activities and
collaborative care (documents on specific programs
for people with long-term physical conditions or CMDs,
educational materials, clinical nursing mental health
assessment guides, and health care professionals’ referral
forms). In addition to interviews and observations, each
participant completed a questionnaire. Patients were
asked sociodemographic and health-related questions,
and clinicians were asked questions relating to their
professional role. In addition, every advisory committee
and local working group meeting was summarized in a
document including attendees’ identity and the main
points discussed (January 2019 to January 2020).
We developed an interview guide for each type of
participants (patients, PCNs, other primary care providers)
to investigate current practices, challenges to nursing and
collaborative care practices, and perceptions regarding
an eventual change in practices. Interview guides were
developed based on the results of previous studies on
challenges to nursing and collaborative care practices
for people with CMDs and long-term physical conditions
in primary care clinics [15, 34], and studies on barriers
and enablers to implementing the CCM [17, 18, 19]. We
reviewed the three interview guides respectively with a
patient partner, a PCN, and a psychiatrist who were not
otherwise involved in the study. The first author conducted
interviews and observations and took field notes after
each data collection session to record first impressions
and propose links to previous interviews/observations.
Interviews and observation sessions were audio-recorded
and transcribed verbatim. Two additional researchers (EE,
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PR) also listened to two to three recordings to validate
whether interviews captured all relevant elements of
the practice and context. Finally, the first meeting with
each local working group was audio-recorded while a
professional research assistant took additional notes.

IMPLEMENTATION PLANNING PROCESS
To operationalize the implementation planning
process, we used CCM implementation tools available
free-of-charge on the University of Washington
Advancing Integrated Mental Health Solutions (AIMS)

STEPS

GOAL

1) Proposal for – Carefully plan the change in practices
change
and engage people directly involved

Center website. Thus, two implementation tools were
adapted with permission from the AIMS Center: (1)
Patient-Centered Integrated Behavioral Health Care
Principles & Task Checklist, and (2) CoCM Behavioral
Health Care Manager: Sample Job Description, Typical
Workload & Resource Requirements [11, 35]. From
those implementation tools, we constructed analysis
tables to assess and compare each FMG’s nursing
and collaborative care activities with professional
activities described in the CCM (see Additional files 1–2).
Table 1 presents the implementation planning process as

SUMMARY OF MAIN ACTIVITIES
–

Conduct a scoping review on the role of the care manager [15]

–

Develop tools to analyze practices

–

Organize meetings with stakeholders:

PERIOD
Jan. 2017–
Jan. 2019

• Nurse managers from the regional health center (n = 2): (1)
present a proposal for change based on previous studies;
(2) confirm their interest in changing practices and identify
potential FMGs for recruitment
• The lead GPs and interested professionals in each FMG to
present the project (n = 1 to 2)
• Members of the advisory committee to share current
evidence on collaborative care and to discuss the feasibility
of improving the role of PCNs through care manager
activities (n = 1)
2) Analysis
of actual
practices*

–

Fully understand current nursing

–

and collaborative care activities for
people with CMDs and long-term

documents)
–

Describe actual practices (main activities, environment,

–

Schematize the collaborative care process in each FMG

–

Compare and qualitatively assess care manager and other

physical conditions to identify areas
for improvement

Collect data on current practices (interviews, observations,

Dec. 2018–
Apr. 2019

collaboration, etc.)

professional activities involved in the CCM using two analysis
tables
3) Problem
analysis

–

Identify determinants of practice

–

that can be targeted and formulate
potential strategies to improve PCNs’

Compare results of individual FMGs to visualize areas for
improvement and identify setting-specific characteristics

–

List the determinants of collaborative care and care manager

–

Conduct a meeting with the advisory committee (90 minutes)

care manager activities

Jan. 2019–
May 2019

activities by PCNs
to clarify the problem and to explore potential strategies to
improve PCNs care manager activities
–

Conduct a meeting with each FMG’s local working group (90
minutes) to validate results from practice analysis, discuss
contextual challenges, formulate potential strategies for
improvement, and assess professionals’ willingness to
implement change in nursing care manager activities

4) Selection of –
strategies and
development
of a plan

Clarify the problem with primary care

–

Conduct additional meetings with local working groups to

providers directly affected by the

prioritize strategies and develop the implementation plan

change of practice, select appropriate

(number and format of meetings varied between FMGs)

June 2019–
Jan. 2020

strategies tailored to local needs and
develop an implementation plan

Table 1 Description of the implementation planning process.
* For the purpose of the study, the term analysis of actual practices has been used instead of analysis of actual performance (per Grol
& Wensing’s model) to better reflect our qualitative perspective.
PCN = primary care nurse, GP = general practitioner, FMG = family medicine group, CCM = collaborative care model.
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conducted based on the first steps of the Grol & Wensing
implementation of change model.

activities in a schematic form. The results’ interpretation
was verified throughout the analysis through peer
validation involving all the authors and by comparison
with published theories and models. In particular,
Weiner’s theory on organizational readiness for change
was instrumental in clarifying the links between
contextual factors and the process of formulating
implementation strategies [37].

DATA ANALYSIS
We first conducted an intra-case analysis, followed by
inter-case analysis [30, 36]. For the intra-case analysis,
meetings with local working groups served to build a case
history regarding the formulation of implementation
strategies. A systematic list of specifications was used to
describe the case history for each FMG: the number of
meetings conducted, the goal and attendance of each
meeting, the main problem identified, stakeholders’
main concerns regarding the change in practices,
and a summary of the implementation plan. We first
conducted a thematic analysis of the case histories with
an inductive approach, leading to the emergence of
themes understood to have influenced the formulation
of strategies to promote the adoption of care manager
activities by PCNs. Field notes and results from the
analysis of current practices were used to validate and
enrich the initial case histories. Thereafter, we related the
emerging themes to the contextual factors represented
in the Consolidated Framework for Implementation
Research (CFIR) [25]. One author (JBH) performed a
thematic analysis for every transcribed document using
the NVivo software. The interviewer (AG) reviewed the
whole analysis process for each document, and both
researchers discussed the main emerging themes
in relation to the case histories until there were no
remaining discrepancies in the interpretation of the
CFIR’s contextual factors involved. For each FMG, we also
constructed a schematic representation of the processes
leading to care manager activities by PCNs to highlight
the logical impact of specific contextual factors on those
processes.
Regarding inter-case analysis, we created matrices
to explore differences and similarities among emerging
themes across FMGs. We also synthesized the relationship
between contextual factors and the formulation of
strategies to promote the adoption of care manager

RESULTS

CHARACTERISTICS OF RECRUITED FMGs AND
PARTICIPANTS’ PROFILE
Table 2 summarizes the main characteristics of each

FMG. FMG01 and FMG03 were both university-affiliated,
with a mandate and additional staff to train family
medicine residents and primary care nurse practitioners.
Nurses’ involvement in decision-making regarding their
practices differed between FMGs. In FMG01 and FMG02,
PCNs attended monthly team meetings to discuss their
practices and to propose quality improvement projects
to the medical director. In FMG03, PCNs met two to three
times a year with their manager from the regional health
center to discuss their practices and receive information
about upcoming changes or programs.
Table 3 summarizes the profile of study participants.
In addition to the members of each local working group,
a total of 33 participants were recruited for interviews
and/or observations (25 clinicians and eight patients),
only five of which were male (two clinicians, three
patients). Working group members could also participate
in interviews and/or observations. Detailed information
on each clinician (gender, age, years of experience) and
patient (gender, age, mental and physical conditions
diagnoses) are reported in a related paper [38].

CASE DESCRIPTIONS
Nursing and collaborative care practices
Collaborative care and nursing activities for people
with CMDs varied across FMGs, leading to differences

FMG01

FMG02

FMG03

Years since its creation

15

16

12

Number of sites

1

1

2

Number of patients registered (~)

30,000–35,000

30,000–35,000

10,000–15,000

General practitioners

25–30

30–35

10–15

Primary care nurses

6

5

3

Nurse practitioners

3

0

2

Social workers

3

3

1

Psychologist

1

1

1*

Pharmacists

2

1

1

TYPE AND NUMBER OF PROFESSIONALS

Table 2 Main characteristics of FMGs.
* The psychologist in FMG03 had a teaching mandate rather than providing direct care to patients.
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LOCAL WORKING GROUP MEMBERS
TYPE OF PARTICIPANTS
Clinicians

FMG01

FMG02

FMG03

N=4

N=3

N=7

1 PCN with expertise in mental health
1 GP with expertise in mental health (lead GP)
1 nurse practitioner
1 nurse manager from the regional health
center

1 PCN (leader)
1 GP with expertise in mental
health (lead GP)
1 nurse manager from the
regional health center (same
as FMG01)

2 PCNs
1 quality improvement agent
2 GPs (including the lead GP)
1 social worker
1 psychologist

INTERVIEW AND/OR OBSERVATION PARTICIPANTS
Clinicians

Patients*

N=9

N=8

N=7

5 PCNs
1 GP
1 social worker
1 nurse practitioner
1 pharmacist

5 PCNs
1 GP
1 social worker
1 psychologist

3 PCNs
2 GPs
1 social worker
1 nurse practitioner
1 psychologist

N=3

N=3

N=2

Had two or more long-term physical
conditions (e.g., hypertension, diabetes,
cholesterol).
Two reported both substance use disorder
and depression, one an anxiety disorder.

Had at least two long-term
physical conditions.
Two reported both anxiety and
depressive disorders, one an
anxiety disorder.

Had at least two long-term
physical conditions.
Both reported comorbid
substance use, depressive, and
anxiety disorders.

Table 3 Participants’ profile.
PCN = primary care nurse, GP = general practitioner.
* Patients reported physical and mental health conditions in a questionnaire adapted from a validated French version of the disease
burden morbidity assessment questionnaire [39, 40].

in the potential areas for practice improvement. For
instance, PCNs in FMG02 had developed skills in mental
health status assessment and used validated tools to
measure anxiety and depressive symptoms (Patient
Health Questionnaire-9 [PHQ-9], generalized anxiety
disorder-7 [GAD-7]). Over the previous decade, FMG02
had developed an internal care pathway for screening,
assessing, and managing the care of patients with
mental health conditions, with PCNs being responsible
for evaluating patients’ needs and establishing shortterm recovery objectives with them.
All FMGs faced some issues regarding access to external
mental health care services such as psychotherapy,
psychiatric evaluations, or psychosocial support, resulting
in waiting lists for services provided by the regional health
center. In the three participating FMGs, patients also had to
be put on a waiting list to receive the internal psychosocial
team’s services. Regarding specialized mental health care,
the psychologist in FMG02 remarked that high demand
and time constraints limited their capacity to deliver
psychotherapy. FMG01 had access to two psychiatrists
visiting the clinic part-time for consultations on GPs’
request, while GPs in FMG02 and FMG03 had to send
psychiatric evaluation requests to the regional health
center. In either case, PCNs had little interaction with
psychiatrists, if at all. We report results from the analysis
of actual practices in another manuscript [38].

we invited stakeholders to consider potential issues with
the adoption of care manager activities by PCNs, which
led to the identification of significant contextual factors
that they would take into account. Table 4 presents
contextual factors that each FMG’s working group
explicitly considered relevant to implementing change in
their context. Contextual factors are labeled according to
their CFIR definitions [25].
The process of formulating strategies differed among
FMGs. In FMG01, strategies evoked during problem
analysis were relatively similar to those that were
ultimately prioritized. In FMG02, strategies selected
during problem analysis were completely revised as
further inquiry revealed that PCNs were not interested
in changing their current practice, but they felt that it
might be warranted to benchmark their current practice
for future reference when hiring new nurses. In FMG03, a
change in the management leadership occurred between
problem analysis and the final selection of strategies for
implementation. As the new lead manager was involved
in priorizing implementation strategies, they prioritized to
improving nursing care manager activities for people with
CMDs and long-term physical conditions. All strategies
mentioned by working group members during either
problem analysis or strategy selection are presented
in Table 5. We report strategies with guidance from the
Expert Recommendations for Implementing of Change
study regarding strategy definitions [41] and clusters [42].

Strategy formulation
Strategy formulation refers to the process of analyzing the
problem and selecting and prioritizing implementation
strategies with stakeholders. During strategy formulation,

INFLUENCE OF CONTEXTUAL FACTORS ON THE
FORMULATION OF STRATEGIES
Throughout the process of formulating strategies to
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FMG01

FMG02

FMG03

OUTER SETTING

External mental health service offers and patient needs*
Patients’ expectation of close monitoring of their condition by a competent professional whom they trust and can refer to when dealing
with mental health problems
General difficulty accessing non-pharmacological treatments and services for CMDs
INNER SETTING

Gaps between current practices and care manager activities
Varying degree of PCN involvement in the
continuum of care and services for people with
CMDs
Lack of collaboration between GPs, NPs, and
PCNs for the management of CMDs
Lack of a clear definition of the role of PCNs for
people with CMDs

Limitation of PCNs to short-term
involvement in the management of
CMDs, or to medication and health status
monitoring when providing follow-up

Lack of collaboration between PCNs and
GPs in the management of CMDs
General lack of collaboration between
PCNs, GPs, and SWs

No tangible description regarding the
clinic’s actual procedure/care trajectories
and the role of PCNs for people with CMDs
and long-term physical conditions

Lack of a clear definition of the role of
PCNs in general
PCNs were not involved in the detection
of anxiety and depressive symptoms in
people with long-term physical conditions

Access to knowledge and information
Uncertainty whether PCNs were comfortable
enough and had sufficient knowledge to provide
care manager activities for people with CMDs to
implement changes in their practices

Uncertainty among working group
members about how PCNs can be involved
in psychosocial interventions

Uncertainty among PCNs about the
feasibly of integrating care manager
activities into their current workload
(had to follow several chronic disease
monitoring protocols for various clienteles)
Lack of awareness among GPs and PCNs
about an existing internal care protocol
for depression, which the medical team
had not approved
Lack of training among PCNs to implement
the existing depression care protocol

Available resources
Not reported

Low nurses-to-physicians ratio (5 to 25)
limiting PCNs’ ability to collectively care for
the population of patients with anxiety and/
or depressive disorders

Unstable roster of PCNs (maternity leaves,
the arrival of new nurses)

Uncertainty with the respective role and
responsibilities of PCNs and SWs regarding
psychosocial interventions and follow-up

Not reported

Uncertainty whether adopting care
manager activities was a priority for PCNs
not on the working group

Uncerainty whether providing care
manager activities to patients with CMDs
was a perceived need for the entire
medical team and nurses

Compatibility
Not reported

Relative priority
Not reported

Table 4 Contextual factors taken into account when formulating strategies.
CCM = collaborative care model, PCN = primary care nurse, GP = general practitioner, FMG = family medicine group, SW = social
worker, CMD = common mental disorder.
* Emerged from patients interviews in the three FMGs and from patient partners in the advisory committee, shared by the first authors
during local working groups meetings.

improve the adoption of care manager activities by
PCNs, working group members took various contextual
factors into account either explicitly or implicitly. From
the thematic analysis of data, we were able to highlight
four perspectives from which those contextual factors
were considered: (1) the gap between patient needs
and the accessibility of external mental health services;
(2) the PCNs’ work environment and the gap between
nursing activities and care manager activities; (3) The
PCNs’ perception of their competencies and of their

local leaders’ interest in supporting them; and (4) the
perception of the ability of the FMG to implement change
in nursing practices for people with CMDs.

1) The gap between patient needs and the
accessibility of external mental health services
In all three FMGs, clinicians’ decision to implement change in
practices was influenced by their understanding of patients’
expectations and unmet needs regarding access and quality
of mental health services. As reported by one PCN:
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Train and educate
stakeholders

FMG01

FMG02

FMG03

Conduct educational meetings to train
PCNs on care manager activities for
people with CMDs

Conduct educational meetings
to inform PCNs on existing selfmanagement support tools and
on low-intensity psychosocial
interventions that they can
provide as part of a follow-up

Conduct educational meetings to
train PCNs in screening anxiety and
depressive symptoms (P)

Shadow other experts to offer clinical
support to PCNs (potentially including
coaching and case discussions with NPs)
Make training dynamic by involving NPs
Screen current training programs and
develop or adapt educational materials
with the regional health center (P)

Support clinicians

Revise PCNs’ professional role and
responsibilities regarding care for CMDs
Develop resources sharing agreements
between the FMG and regional health
center to ensure that PCNs have time
available for training (P)

Develop
stakeholder
interrelationships

Obtain formal commitment from all
PCNs to ensure readiness to change
their practices (P)
Capture local knowledge from FMG02
by consulting PCNs’ about their current
practice for people with mental health
problems (P)

Develop educational materials in
collaboration with the research
team to facilitate the training of
newly hired nurses in the clinic’s
care trajectories and the role of
PCNs for people with CMDs and
long-term physical conditions (P)
Revise PCNs’ professional role
and responsibilities regarding the
follow-up of people with anxiety or
depressive disorders and clarifying
the complementarity of the SW
and PCN roles

Obtain formal commitment from
all PCNs to ensure readiness to
change their practices and consult
them on strategies to prioritize for
implementation (P)

Revise PCNs’ professional role in the
follow-up of people with CMDs and
long-term physical conditions (P)
Remind PCNs managing long-term
physical conditions of their role in
screening for anxiety and depressive
symptoms by adding a section on this
topic in clinical protocols (P)
Conduct local consensus discussion
to evaluate the feasibility of
optimizing the role of PCNs in
providing care manager activities
for people with CMDs and long-term
physical conditions and to improve
collaboration between PCNs, GPs, and
SW during clinical follow-up
Use a workgroup to clarify the role of
PCNs and the local care trajectory for
people with CMDs (P)

Use evaluative
and iterative
strategies

Conduct small trials cyclically with
some GPs to test the implementation of
change (P)

Table 5 Formulation of strategies to improve the adoption of care manager activities by PCNs.
CMD = common mental disorder, GP = general practioner, PCN = primary care nurses, NP = nurse practitioner, SW = social worker.
(P) indicates strategies that were prioritized for implementation.

“All too often, people arrive at the emergency
room, or wherever, in a crisis, and they are sent
home without any type of support or safety net.
No one takes the time to tell them about the
resources available to them. I often hear patients
say: ‘I went to the emergency room and they
asked me if I was thinking about suicide?’ ‘No.’
‘So they sent me home and didn’t do a thing.’”
(PCN09)
During problem analysis, local working groups were
concerned about patient needs and asked the research
teams about patients’ expectations. Working groups
ultimately proposed strategies that they thought would
contribute to improving the quality of patient followups. Thus, working group participants considered their
assessment of the gap between patient needs and the
accessibility of external mental health services as a
benchmark for the value of improving the role of PCNs
for people with CMDs and long-term physical conditions.

2) The PCNs’ work environment and the gap
between nursing activities and care manager
activities
Several characteristics of the PCNs’ work environment
appeared to influence the formulation of strategies: the
decision-making system surrounding nursing practices,
the “learning climate” as it affected PCNs’ ability to
spend time and energy learning new things, and the gap
between nursing activities and care manager activities
(i.e., the level of collaboration between team members,
current nursing activities relating to patients with CMDs,
and available resources in the FMG to deliver care for
people with CMDs or other mental health problems).
The gap between current nursing practices and
care manager activities had a particular influence over
stakeholders’ perception of how much priority they should
give to changing nursing practices. For instance, nurses in
FMG02 had the most advanced practices compared to care
manager activities, which was reflected by the research
team to the working group. Consequently, their perception
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of the immediacy of the need to change their practices
was lower than in the two other settings. The analysis of
actual practices also helped local workings groups adopt
a reflexive stance regarding their practices to identify
specific areas for improvement and clarify problems that
could be targeted with implementation strategies.
Furthermore, the way PCNs were involved in the
decision-making process to improve their practices
seemed to impact their assessment of the relative priority
of implementing change. PCNs in FMG01 and FMG02
consulted each other during the project before changing
their practice, and the results of this consultation was
explicitly used in guiding decisions regarding strategy
selection. By contrast, PCNs in FMG03 mentioned having
little involvement in decision-making regarding the
nature or the improvement of their practices, and they
appeared less engaged in or concerned over the selection
of strategies. As reported by a nurse in FMG03:
“[…] As I told you, we have many projects here. Just
the “Alzheimer” project, the “dementia” project,
took up a lot of time. Then, as we are aware,
and it’s coming soon, very soon, there will be the
“COPD”, […] it’s going to involve a lot of chronic
patient follow-ups, adjustments, pumps, plus
this, plus that. […] There is always a place for the
integration of new [practices]. We [nurses] do not
have a say, in the sense that it is not ourselves who
decide if we integrate or retrieve something. We are
consulted… yes and no, I would say. ” (PCN13)
Additionally, the organizational climate surrounding
learning new knowledge or skills seemed to influence
the perceived value of implementing change in nursing
practices. The learning climate seemed rather favorable
for nurses at FMG01: they considered that their group
dynamics encouraged learning new knowledge and skills
to take care of people with CMDs, which they did not
perceive to compete with other ongoing projects.

3) The PCNs’ perception of their competencies and
of their local leaders’ interest in supporting them
PCNs’ perception of their mental health care
competencies (i.e., their knowledge and skills) appeared
to have a considerable influence over their perception of
a need for change and the strategies they were willing
to prioritize. Several participants evoked their sense of
self-efficacy regarding implementing change to justify
how much they prioritized improving their practice. PCNs
from FMG01 generally reported a good sense of selfefficacy when discussing implementing change, but the
opposite was true in FMG03. Potential explanations for
this discrepancy are the difference in formal support
from the lead GP between FMGs and the ability of nurses
in FMG01 to receive support from one of their peers who
was already involved in the care of people with CMDs. It
seemed that this person was perceived as a leader and a
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role model and that PCNs from FMG01 consequently had
a growing interest in mental health:
“Seven or eight years ago, when I started working in
an FMG, my colleagues used to say ‘Mental health
makes me sick.’ […] Today, I have a colleague that
I really love, she used to say ‘I can’t handle mental
health.’ But now, she is the first to say that she
would like to develop services for mental health... It
makes me happy to hear that, because I think our
team is increasingly mature and that it has evolved a
lot. It’s the direction we are going toward.” (PCN04)

4) The perception of the ability of the FMG to
implement the change in nursing practices for
people with CMDs
Elements influencing the ability of FMGs to implement
change constituted the main drivers for the discussion
regarding the formulation and priorization of strategies
(see Tables 4 and 5). These elements were mainly related
to the resources available to implement change (time,
space, human resources), access to the materials or
knowledge required to integrate care manager activities
into the workflow of PCNs, and the engagement of a
coalition of stakeholders in the implementation process.
In other words, these elements were the contextual
factors that would become the targets of specific
implementation strategies.

Illustration of contextual factors’ influence on
strategy formulation
The four perspectives through which stakeholders
considered contextual factors appeared interconnected
in their impact on strategy formulation. Specifically, the
first three perspectives appeared to create tension for
changing nursing practices. This tension for change refers
to the way PCNs and leaders perceived the situation
as intolerable and the value they gave to solving the
problem. The tension for changing nursing practices
thereafter interacted with the perceived ability of the FMG
to implement possible strategies to improve the adoption
of care manager activities by PCNs. Together, tension
for change and the perceived organizational ability to
implement change appeared to influence stakeholders’
perception of the relative priority of implementation,
which we refer to as “organizational readiness for change”
as proposed by Weiner (2009) [37]. Organizational
readiness for change is conceptually different from the
“readiness for implementation” construct in the CFIR
[25], which is similar to the perceived ability of the FMG to
implement strategies. Indeed, we found that it is through
organizational readiness for change that contextual
factors ultimately drive the overall process of formulating
and prioritizing implementation strategies. The influence
of contextual factors on the formulation of strategies
through organizational readiness for change is illustrated
in Figure 1. Far from being static, organizational readiness

Girard et al. International Journal of Integrated Care DOI: 10.5334/ijic.5556

10

Figure 1 Influence of contextual factors on the formulation of implementation strategies to improve the adoption of care manager
activities by primary care nurses.

for change evolved throughout implementation planning
and strategy formulation.

DISCUSSION
This study is one of the first to analyze the influence of
contextual factors on the formulation of implementation
strategies to improve the adoption of care manager
activities by PCNs. In this multiple case study,
participants took into account contextual factors from
four perspectives when considering potential strategies
for implementation: (1) the gap between patient needs
and the accessibility of external mental health services,
(2) key characteristics of their work environment, (3) their
assessment of their own individual skills and of their local
leaders’ interest in supporting them, and (4) the ability
they perceived in their organization to implement the
change in practices they were considering. According to
our analysis, those four perspectives were able to drive
strategy formulation through organizational readiness
for change, an evolving state that is distinct from the
contextual factors themselves.
Using the CFIR, we were able to identify and label
a broad range of contextual factors considered by
participants when formulating strategies [25]. However,
we did not find the CFIR to provide a sufficiently nuanced
portrayal of the contextual factors’ influence on strategy
formulation, which led us to use complementary theories
to complete both intra-case and inter-case data analysis.
Weiner’s proposition to consider organizational readiness
for change as an intermediate step between contextual

factors and the implementation of change [37] was key
to further our understanding of how the implementation
planning process may lead to actual improvement in care
for patients with CMDs. Indeed, readiness for change is
a fundamentally dynamic state that can be improved
by providing support to organizations throughout the
implementation process, particularly during the preimplementation or implementation planning phase.
Future studies should consider repeatedly assessing
readiness for change as a potential indicator of the
ongoing implementation process at the organizational
level.
Our results help better understand how contextual
factors or barriers and enablers identified in previous
CCM implementation studies might have influenced the
overall change process. Specifically, our results suggest
that barriers to the implementation process may
have dynamically influenced organizational readiness
for change either by creating insufficient tension for
changing collaborative practices (the perceived value
of resolving the problem) or limiting the organization’s
perceived ability to implement change. Correspondingly,
difficulty understanding the relative advantage of the
model, lack of support from leaders, and perceived
incompetence to manage care for people with CMDs
are commonly mentioned barriers to implementing
the CCM [18, 19]. The presence of lead GPs interested
in mental health is also recognized as facilitating
the CCM’s implementation [18, 19, 43]. In our study,
interview participants were acutely aware of several of
those barriers and enablers, which were at the forefront
of local working groups discussions leading to strategy
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formulation. Encouragingly, this process allowed
participating FMGs to find implementation strategies for
which there was sufficiently high readiness for change
in their organization, which would not have always been
possible if we had only considered a set of pre-established
implementation strategies. Supporting organizations in
the formulation of implementation strategies appears to
be a promising approach to contribute to improving the
quality of care by identifying implementation strategies
for which there is sufficient readiness for change.
Future studies should further develop and evaluate
interventions to support organizations in implementing
evidence-based practices from a sound understanding
of change theories [23].

STRENGTHS AND LIMITATIONS
An important strength of this study resides in its
originality in investigating a critical phase of the
implementation process, i.e., implementation planning,
which has received insufficient attention to date.
Studying implementation planning helps shed light
on limitations in the scientific literature regarding
effective methods to support implementation in primary
healthcare organizations, especially by providing an
accurate assessment of their actual professional
practices. In turn, practices analysis allows stakeholders
to understand the gap between their practices and
evidence-based models such as the CCM, facilitating the
mobilization of organizational readiness for change and
the formulation of contextually appropriate strategies.
Our original perspective allowed us to balance
promoting CCM-oriented evidence-based practices and
mobilizing organizational capacity for change through
a bottom-up approach to strategy formulation. To
support the validity of our results, we referred to credible
models from the research literature throughout the
research process: Grol & Wensing’s implementation of
change model to contextualize how the research team
supported stakeholders in implementation planning;
the CFIR to understand the contextual factors that
would be expected to influence strategy formulation;
and recommendations issued from the ERIC study to
categorize the implementation strategies that were
considered and prioritized in each FMG. The use of those
models will facilitate comparison with results from
other studies in other contexts, including when research
methodology may differ.
Despite its strengths, some limitations of this study
should be highlighted. First, when evaluating actual
practices, we could not entirely benefit from the same
analysis techniques and tools as a more traditional
implementation study. Indeed, this study’s focus was
not implementing the CCM or the role of care manager
per se, but instead implementing strategies to enable
clinicians to improve their practices and bring them
closer to care management activities. When assessing

11

actual practices, we did not work with stakeholders
who explicitly understood their practices as CCMrelated; the link between their practices and the model
depended on the research team’s accurate assessment
of their activities. While this contributes to our results’
transferability to quality improvement initiatives beyond
the field of implementation science, we may have missed
or misinterpreted some relevant activities during analysis.
Second, although we provide an overview of study
participants and a detailed description of the context,
including only three FMGs may have limited the results’
direct transferability even though it was necessary to
allow for in-depth analysis of current practices feasibly.
In future studies, adopting a more quantitative approach
to assess and compare participating organizations’
contextual characteristics would be a convenient way to
involve more cases and rigorously test the relationships
between contextual factors and strategy formulation
that we observed in this study. One way to achieve this
would be to exploit clinical registries and existing mental
health indicators [44]. Third, our open-ended approach
to strategy formulation through integrated knowledge
transfer has led individual FMGs to consider strategies
that did not necessarily involve techniques and tools
that have previously been validated or shown reliable
in clinical trials. In that regard, our study shares some
epistemological principles with participatory research,
although more directive regarding the objective of
adopting evidence-based practices belonging to the CCM.
Fourth, the fact that the research project ended before the
proposed strategies were actually implemented leaves
several questions unanswered, most notably whether
the strategies for which there was sufficient readiness
for change were likely to produce the improvement in
practices that was sought. Therefore, this study should
not be seen as proposing an alternative to previously
published CCM implementation studies, for example.
Conducting the whole implementation process remains
as crucial as ever. However, we believe that our results
should convince stakeholders involved in future studies
to pre-emptively include a well-structured approach to
implementation planning.

CONCLUSION
This study informs on the different perspectives from
which to consider contextual factors when formulating
implementation strategies related to the collaborative
care model and the adoption of care manager activities
by primary care nurses. Analyzing current practices,
exploring contextual factors, and involving stakeholders
in strategy formulation helped understand and mobilize
clinicians’ readiness for change in each of the study’s
settings. While we did not test our implementation
planning intervention’s effectiveness on organizational or
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clinical outcomes, we encourage other researchers to take
our results into account when designing implementation
studies. Including a well-designed implementation
planning phase in future implementation studies should
further advance knowledge on ways to strategically
implement evidence-based interventions for patients
with common mental disorders and long-term physical
conditions in primary care settings.
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