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pitfalls of multidisciplinary chronic disease
management clinics in a family health team:
a qualitative study
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Abstract

Background The creation of Family Health Teams in Ontario was intended to reconfigure primary care services
to better meet the needs of an aging population, an increasing proportion of which is affected by frailty and
multimorbidity. However, evaluations of family health teams have yielded mixed results.

Methods We conducted interviews with 22 health professionals affiliated or working with a well-established family
health team in Southwest Ontario to understand how it approached the development of interprofessional chronic
disease management programs, including successes and areas for improvement.

Results Qualitative analysis of the transcripts identified two primary themes: [1] Interprofessional team building and
[2] Inadvertent creation of silos. Within the first theme, two subthemes were identified: (a) collegial learning and (b)
informal and electronic communication.

Conclusion Emphasis on collegiality among professionals, rather than on more traditional hierarchical relationships
and common workspaces, created opportunities for better informal communication and shared learning and

hence better care for patients. However, formal communication and process structures are required to optimize the
deployment, engagement, and professional development of clinical resources to better support chronic disease
management and to avoid internal care fragmentation for more complex patients with clustered chronic conditions.
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Introduction

Initially designed to address acute illness and injuries, the
Canadian health care system needs to adapt to an aging
population, in which the rising prevalence of chronic
conditions demands a much greater focus on chronic
disease management [1]. Two of the most common rea-
sons for which older Canadians seek acute care are exac-
erbations of chronic conditions such as heart failure and
chronic obstructive pulmonary disease, which are often
compounded by dementia and frailty [2]. Initiatives to
shift the Canadian system to a more proactive and pre-
ventative model of care have mostly focused on enhanc-
ing capacity in primary care [3, 4].

Background

Over a decade ago, the Ministry of Health and Long-
Term Care of Ontario, Canada’s most populous prov-
ince, developed a policy framework based on Wagner’s
Chronic Care [5] and Expanded Chronic Care Models
[6] to encourage the redesign of health care practices to
better support persons with chronic conditions [1]. The
Ontario Chronic Disease Prevention and Management
framework suggests that interprofessional and collabora-
tive models of primary care can better support persons
in managing their chronic conditions compared to tra-
ditional models, such as those based on purely Fee for
Service physician remuneration [1]. Based on this frame-
work, Ontario created primary care Family Health Teams
to “enhance access to interprofessional, team-based care”
and focus on the prevention and management of health
and disease across the lifespan [3]. Funding for family
health teams promoted the inclusion of multiple clini-
cal professionals working to their full scope of practice,
offered physicians flexible remuneration models, and
accommodation for teams to shape clinic processes to
meet the needs of their communities [7]. In addition,
funding was provided for electronic medical records
to improve care coordination and reporting of relevant
quality and safety indicators [7].

The funding model and structure of Ontario family
health teams aligns with several factors identified as nec-
essary for successful chronic disease management in pri-
mary care, including care process reorganization to foster
longitudinal and preventative care; engagement of inter-
professional resources to increase the scope of practice
and enhance patient-centered care planning; promotion
of self-care through care coordination and education;
implementation and use of electronic medical records;
and development of frameworks and quality indicators
to promote best practices [8]. Many family health teams
have developed specific chronic disease clinics to facili-
tate better support and management of people with com-
mon chronic conditions [3]. Thus, the expectation from
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the Ministry was that family health teams would improve
patient outcomes and patient experiences.

The effectiveness of Ontario family health teams has
been mixed. An evaluation by the Conference Board of
Canada reported that family health team patients expe-
rience similar quality of care and management of their
chronic diseases as those served by other primary care
clinic structures, yet patient satisfaction with care is high
[3, 7]. A subsequent evaluation by the Institute for Clini-
cal Evaluative Sciences suggests that while family health
teams have fewer patients with high levels of comorbidity
than those in traditional fee for service physician mod-
els, rates of emergency department utilization are often
higher [9]. In addition, rates of hospitalization and rehos-
pitalization at one year for those living with chronic con-
ditions were lower than for community health centers (a
salaried model of primary care) but higher than for fee-
for-service models. Quality indicator ratings for diabetes
care and cardiovascular prescribing were generally better
in family health teams than in other care models.

Several barriers to developing effective family health
teams have been identified in relation to interprofes-
sional communication, collaboration, role clarity, and
culture change [10-12]. A study of eight Ontario family
health teams reported that their effectiveness could be
enhanced through improved interprofessional collabo-
ration between physicians and allied health clinicians,
funding for competitive salaries, education about health
professional roles and capabilities, and optimized clinical
care processes [11]. Another review identified additional
barriers to interprofessional primary care, including lack
of role clarity and trust, hierarchical roles and relation-
ships, inadequate communication tools, weak gover-
nance and leadership, financial disincentives related to
remuneration, and lack of interprofessional education
[13]. Failure to achieve effective interprofessional collab-
oration was identified as a key challenge to the effective-
ness of family health teams [14].

One of the original Ontario family health teams
developed several chronic disease management clin-
ics, including a heart failure clinic, which was shown to
improve optimal prescribing for patients with heart fail-
ure, increase referrals to cardiac rehabilitation, decrease
symptom burden, and reduce hospitalizations by 68%
over one year [15]. Successful heart failure manage-
ment requires a high degree of interprofessional profi-
ciency, which we hypothesized that this family health
team had achieved [16]. Thus, our study objective was to
understand how this family health team had approached
the challenge of developing effective interprofessional
chronic disease management clinics.
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Methods
Design
An in-depth case study employing qualitative methods
was conducted at a Southwest Ontario Family Health
Team (henceforth referred to as the Family Health Team).
The case study design was chosen for its ability to answer
both “how” and “why” questions about the phenomenon
when the context needs to be taken into consideration
[17]. For this research project, the context of the Fam-
ily Health Team was crucial in understanding and inter-
preting the collected data to understand how the team
approached chronic disease management. Semi-struc-
tured individual interviews (see Supplementary File for
Interview Guide) were conducted with health care pro-
fessionals and other employees of the organization.
Ethics clearance for this case study was obtained
through the [Blinded for Review] Office of Research Eth-

ics (ORE#20774).

Table 1 Provides an overview of the interview participants, their

role, and the length of time working in that specific position

Participant/ Role Time in Position
Staff ID
001 Nurse practitioner 5
002 Electronic medical record mainte- Less than 1 year
nance, quality assurance, quality
improvement, data capturing/
standardization
003 Nurse Practitioner 10 months
004 Registered Nurse and lead nurse 13 years
005 Medical Doctor 10 years
006 Pharmacist 8 years
007 Registered Practical Nurse 14 years
008 Medical Doctor On family health
team since its
inception
009 Registered Practical Nurse 7 years
010 Nurse Practitioner Unknown
011 Medical Doctor 6.5 years
012 Nurse Practitioner Unknown
013 Medical Doctor Since its inception
014 Medical Doctor 5 years
015 Medical Doctor 1.5 yearsin
memory clinic
016 Pharmacist 3 years
017 Medical Doctor- Cardiology Unknown
018 Medical Doctor Unknown
019 Former Nurse Practitioner 6 years
020 Medical Doctor 3.5 years
DH Medical Doctor Unknown
DF Medical Doctor Unknown
P Pharmacist 6.5 years at family

health team
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Data Collection

Twenty-two individual semi-structured interviews were
conducted in person in the clinic or by phone with vari-
ous health care providers and other employees at the
Family Health Team (Table 1). A letter of information
was provided to staff at the family health team, and par-
ticipants indicated if they would like to participate. The
research team aimed to recruit a variety of clinical per-
spectives and roles and interviewed everyone who vol-
unteered to participate. The interviews focused on the
historical perspectives, development, and characteristics
of the Family Health Team and its chronic disease man-
agement clinics. The interviewers aimed to explore the
perspectives of the health care providers and support
staff on the challenges and potential solutions for foster-
ing interprofessional relationships and role clarity. Each
interview was audio-recorded and transcribed verbatim
and lasted between 30 and 60 minutes in length. The
interviews were carried out by two research assistants
(undergraduate and master’s-trained) and supervised by
a co-investigator (PhD-trained - VB). The interviewers
had no previous relationship with the interview partici-
pants. The senior author supports the family health team
clinically and observed three interviews.

Data analysis

The transcribed data were analyzed inductively by three
members of the research team (JE, LB, ZD') in the soft-
ware program NVivo 11. The researchers independently
coded each of the 22 transcripts using initial line-by-
line emergent coding, as described by Lofland et al. [18].
All transcripts from the interviews with employees and
health care providers in the Family Health Team were
included in the analysis and data saturation was obtained.
The coded data were sorted into larger key themes
through a process of focused coding based on consen-
sus among a team of five researchers (JE, LB, ZD, VB,
GAH) [18, 19]. The themes and their descriptions were
discussed among the entire research team to agree upon
an understanding of the overarching story emerging from
the qualitative data [19]. A member check was conducted
with the findings being shared with the clinical and
administrative team of the Family Health Team.

Results
Our analysis identified two main themes: [1] Interprofes-
sional team building and [2] Inadvertent creation of silos.

! Zachary DeVries was a co-op student who contributed to the analysis of
the data.
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Theme 1. Interprofessional team building

We identified two subthemes within this theme: (a)
Collegial learning; and (b) Informal and electronic
communication.

Theme 1a. Collegial learning

A pre-existing culture of promoting leadership and team-
work led the Family Health Team to become one of the
first family health teams in Ontario. Within this culture,
healthcare providers stressed the importance of consid-
ering one another as colleagues and of sharing each oth-
er’s expertise as a vehicle towards the best possible care.
One physician described the underlying rationale to cre-
ate an environment in which physicians and allied health
professionals would work with each other as teammates.

I think it was the idea of working with others to use
their expertise in areas that they were better at.
Some of the particular things we didn’t necessarily
have the skill set for and some of the things we didn’t
particularly want to do, and some of it quite frankly,
was financially driven — (MD, 005)

The Family Health Team approached the development
of interprofessional practice by explicitly asserting that
all providers are equal partners collaborating to enhance
patient care. Providers stressed how this dynamic fos-
tered a more efficient distribution of work by encourag-
ing nurses and other allied health workers to fully apply
their scope of practice.

I think it’s a philosophical thing. When we first got
the [nurse practitioners] and pharmacists here, I
remember sitting with them and saying, ‘you can
decide how you want to be seen here’ and ‘you can
decide if you want to be seen as an employee or you
could decide if you wanted to be seen as a colleague,
and so you pick your path. If [...] you choose to be a
colleague, then that will raise the bar for everybody’
— (MD, 008)

Intrinsic to this culture of fully deploying scopes of prac-
tice, new nursing, allied health, and physician staff were
strongly encouraged to define their own roles within the
Family Health Team and its clinics.

I think in large measure we were very much open to
saying, well ‘tell us what you want to do’ ‘tell us how
it would work’ and we weren’t very directive, and
we were blessed by having really bright people at
the beginning take that on. So we were very lucky to
attract [nurse practitioners], pharmacist, dietician
that were just on fire to develop these programs. —
(MD, 008)
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As a result, the broader education and health promo-
tion needs of patients with chronic conditions were bet-
ter met by the allied health professionals, providing other
clinicians with greater capacity for timely assessment of
more acutely ill patients. One nurse explained that this
focus on management and education represented an
important shift towards a more proactive approach to
caring for people with complex conditions:

1 think it’s a great thing and I have kind of seen the
shift... from what I would call reactive to now proac-
tive where we are assessing risk. We have an aging
population, so obviously chronic diseases are going
to be more prevalent [..], and so this affords us a
chance to screen and weed out those patients that
are at higher risk, and put measures in place - (RN,
004)

The flexibility inherent to this collegial culture imbued all
providers with a sense of leadership and contributed to
the development of chronic disease management clinics
within the Family Health Team. These were developed
one by one, starting with conditions for which manage-
ment was amenable to relatively simpler care processes
or algorithms, such as hypertension and diabetes. Begin-
ning with such more ‘straightforward’ diseases allowed
Family Health Team clinicians to focus on developing
interprofessional relationships and defining clinic struc-
tures and roles.

Type 2 diabetics in particular had really piecemeal
care depending on the individual physician [.]. A
type 2 diabetic who could afford a nutritionist or
afford a physiotherapist, got better care than some-
body who was in the public system. So, we saw type
2 diabetes as something that we could easily do bet-
ter than we were doing. And it was also the added
benefit of nice markers that we could follow, you
know, blood sugar, hemoglobin A1C, microalbumin.
- (MD 008)

The commitment and efforts of allied health profession-
als to the success of the chronic disease management
clinics not only led to better care for patients but also to
the recognition by all clinicians of their value as agents of
knowledge translation and dissemination. One physician
explained how working alongside allied health profes-
sionals dedicated to managing a specific condition kept
them informed and focused on current best practices:

I think it keeps us practicing better medicine when
there are other people around taking an interest in
the programs and the people that you work with. So
when there is changes to chronic disease manage-



Brooks et al. BMIC Primary Care (2023) 24:126

ment, just simply by working in the same organiza-
tion with the same people who are doing this dis-
ease management, helps me keep updated on what
is happening in that field, better than if I sent them
somewhere else. — (MD, 011)

As confidence with the interprofessional hypertension
and diabetes clinics grew, the Family Health Team began
to develop clinics for more complex conditions, including
a pharmacist-managed anticoagulation clinic, a memory
clinic, and a heart failure clinic. Each clinic was devel-
oped and operated under slightly different conditions and
structures, primarily based on the nature of the disease
and the clinician mix and interest.

Theme 1b. Informal and electronic communication

Upon its inception, the Family Health Team adopted a
single electronic medical record to be shared by all mem-
bers of the disciplinary team. This decision was initially
controversial, as some allied professionals were accus-
tomed to practicing with their own confidential chart
for each patient. The adoption of a single chart aimed to
enhance communication and care coordination:

The first meeting we had after approval of our team
we made a decision... we are going to have |[...] one
patient, one chart. And the social workers found
that quite alarming at first because to them, they
had always the rights to the chart, there were pri-
vate things in the social worker chart, and after all
we wouldn’t want that shared amongst anybody.
And we said no, we’re going to have one patient,
one chart. Everybody has rights to it, and everybody
shares in it. And so that was a bit of a paradigm
shift for them, but I think it worked out in the course
of the years... — (MD, 005)

Over time, providers agreed that having one chart per
patient not only enhanced information sharing but also
contributed to better patient care by allowing providers
to gain a more holistic understanding of their patient.
Moreover, the electronic medical record software in use
at the Family Health Team also offers confidential and
instant messaging to support communication, both syn-
chronous and asynchronous, among individual clinicians.

So we do message each other as physicians and
allied health as well as other team members all the
time on our [electronic medical record]... I would say
that’s one of our main methods of communication
especially if we want something kind of recorded,
even if it’'s sometimes to say, ‘hey can I talk to you
about this patient?’ - (MDD, 011)
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The physical layout of the Family Health Team both
facilitated and hindered communication among clini-
cians. The Family Health Team itself consists of a large
main site and a smaller satellite site elsewhere in the
same municipality. While offered to all patients rostered
with the family health team, all five chronic disease man-
agement clinics were located at the main site. Moreover,
each site had separate servers hosting electronic medical
records. Each server had a separate login process, and
minimal patient information was shared beyond demo-
graphic information, thus creating communication and
informational barriers among clinicians at different sites.

Within the main site, which hosted most of the allied
health clinicians, most communication and information
exchange was informal and ad hoc. Clinicians from the
main site discussed how ‘water cooler’ conversations
readily provided physicians, nurses, and other clinicians
with opportunities to share updates on patient status,
obtain clarifications on patient care, and request clinical
advice. Considered a strength of the Family Health Team,
clinicians acknowledged that such opportunities were
not available to those at the satellite site:

The offices are very close to each other, everyone sees
each other in the hallways, people are free to chat,
say hello, or instant message or whatever, so the
communication is easy. And I think that’s where the
disadvantage for the [satellite] site is, they don’t have
that same advantage that we do — (MD, 005)

Thus, while the implementation of a standard electronic
medical record platform provided enhanced opportuni-
ties for formal information sharing, interprofessional
communication remained primarily informal, putting
the satellite site at a disadvantage both physically and
electronically.

In summary, a culture of collegiality allowed physicians
and allied health professionals to work towards their
full scope of practice, setting conditions in place for the
development of interprofessional chronic disease man-
agement clinics for increasingly complex conditions. A
unique electronic medical record allowed for electronic
information sharing, complemented by regular oppor-
tunities for informal communication. However, physical
and electronic barriers impeded communication between
clinicians from different sites of the Family Health Team.
Structured and scheduled opportunities for interprofes-
sional communication remained limited.

Theme 2. Inadvertent creation of silos

The implementation of “in house” chronic disease man-
agement clinics within the Family Health Team was seen
by some clinicians as allowing patients to receive detailed
and specialized care for their complex conditions in a
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familiar setting while creating a more integrated and
coordinated experience.

We saw it as a real advantage to have our patients
see a team and have a multidisciplinary approach
to their care. It was the first time, as family physi-
cians, we had funding to be able to do that. Before
that time, it was piecemeal, where you would have
your patients see people in the community, in the
hospital, you know... And this was really a gift to be
able to centralize patient care in one location, under
one roof. — (MD, 008)

In contrast, several other clinicians noted that the devel-
opment of separate disease-specific chronic disease man-
agement clinics had led over time to the creation silos of
care within the Family Health Team. A significant num-
ber of patients with multiple chronic conditions had been
noted to be attending more than one clinic. For these
patients, care coordination had actually become more
complex and communication among individual clinics
less effective, as one nurse explained:

“Certainly, the individual chronic disease programs
there is a lot of communication within the members
of the teams themselves, but we don’t always do such
a wonderful job communicating it out to the rest of
the [Family Health Team] team” - (RN, 004)

Such internal fragmentation was particularly problem-
atic for the most responsible family physician. One phy-
sician explained feeling excluded and losing touch when
patients were referred to these clinics:

So sometimes, 1 would see a patient months later
and think, oh I did that referral, what ended up
happening, and they were like oh yeah I saw some-
one, and I was like oh you did, and I wouldn’t have
known. I would look back at copies of the test, but
that was it - (MD, 011)

Suboptimal communication left some physicians con-
cerned that the patient may not be receiving adequate
care, particularly for other conditions falling beyond
the scope of disease-specific chronic disease manage-
ment clinics. One physician summarized the problem by
explaining that providers in individual clinics were miss-
ing ‘the whole picture!

...but I think the nice thing about family medicine
is you get to see that patient as a whole, and some-
times in the chronic disease program we start just
breaking it up into one thing, and all the rest of the
patient’s health care kind of gets dropped, and the
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focus just ends up being on one little aspect of their
medical care. (MD, 011)

Patients attending more than one clinic experienced
redundant assessments. They were also required to book
multiple appointments with different clinics, often on
different days, which was seen as placing undue burden
on them, and often also on their care partners:

Sometimes I find that my patients, especially seniors
with multiple chronic diseases, then start kind of
seeing this other doctor more than they see me, and
sometimes it’s actually onerous on the patient to
have to make these extra appointments. - (MD, 011)

Despite the creation of such internal silos, providers still
considered that patients received better care through
chronic disease management clinics, particularly for
related comorbidities such as cardiovascular risk factors
and conditions. This observation led to the idea of clus-
tering chronic disease management clinics for related
conditions to streamline care and reduce the burden on
patients attending multiple clinics:

People that have hypertension have diabetes, and
people that have hypertension and diabetes get
heart failure, and people that get heart failure are
the seniors in the population. [...] You know, the per-
son is seen in the hypertension program, could they
just go to one clinic and have all their needs met?
Unfortunately, we built our chronic disease clinics
as very separate entities and I think we did that, not
necessarily purposefully, but to make it palatable
at the time, and then we started to notice the same
people are in all these clinics... — (NP003)

Thus, clinics focusing on common disease clusters
could overcome the challenges from poor coordination
and duplication of care stemming from the fragmented
chronic disease management clinic structure while main-
taining the benefits related to better patient management
and education.

Discussion

Family health teams were established in Ontario to
improve chronic disease management and patient out-
comes in primary care, but with minimal guidance on
how to structure resources and support effective inter-
professional collaboration and communication. Our
case study of one of these family health team illustrates
how emphasizing collegial, rather than hierarchical,
relationships among all clinicians supported collabora-
tive chronic disease management. By initially focusing
on chronic disease management clinics for less complex
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conditions such as hypertension and diabetes, allied
health clinicians were able to define and develop their
roles and responsibilities in a family practice setting.

Within this family health team’s main site, staff prox-
imity and electronic messaging facilitated informal com-
munication and created shared learning opportunities
within chronic disease management teams. However,
these informal mechanisms were not always sufficient
to support effective communication between individual
clinics and between the main and satellite sites of the
family health team, leading to the creation of care silos
within the team itself. The introduction of clinics for
more complex conditions further accentuated these
unanticipated consequences, resulting in greater care
fragmentation and undermining the intended benefits of
the family health team.

There is increasing recognition that interprofessional
collaboration is necessary to ensure optimal health out-
comes for an ageing population of persons with increas-
ingly complex health and social needs [20]. A survey of
primary care practices in the province of Quebec, Can-
ada, identified several factors associated with the provi-
sion of high-quality chronic disease care, including the
presence of multiple health professions and a favour-
able interprofessional team climate [21]. Yet, the optimal
approach to the provision of such care to older persons
remains to be determined. A systematic review identified
twenty-five different care models, over half of which were
ineffective, and only five of which explicitly addressed
interprofessional or multidisciplinary practice [22]. Our
study findings show how emphasizing work-place col-
legiality allows professionals to define their clinical
roles more clearly within a primary care practice, which
is essential to ensure mutual accountability and pro-
vide quality care that meets patient needs [23, 24]. This
approach is also consistent with recommendations from
the Institute of Medicine report on the importance of
integrating interprofessional learning with health service
implementation [25]. This family health team explicitly
embedded principles of collegiality and mutual account-
ability within its implementation of disease manage-
ment clinics, likely contributing to better outcomes than
observed in other Ontario family health teams [9, 11].
However, the question of which organizational structures
are required for a primary care team to sustain effec-
tive interprofessional collaboration over time remains
unanswered.

Our finding of internal care fragmentation within one
family practice setting following the development of mul-
tiple clinics for complex chronic diseases is novel. In the
aforementioned systematic review, most programs tar-
geted a limited aspect of health promotion for patients
with hypertension, diabetes, arthritis, pain and COPD,
and few addressed the comprehensive care of patients
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with more complex conditions [22]. Primary care prac-
tices have finite resources with which they must support
the needs of a wide spectrum of individuals from “cradle
to death” Internal care fragmentation results in the inef-
ficient use of practice resources and thus not only affects
patients with specific chronic diseases, but potentially
all the other patients served by the practice. Our find-
ings suggest that one solution to avoid this fragmenta-
tion is to integrate clinics for patients with conditions
that cluster together, such as cardiovascular risk factors
like hypertension and diabetes. Frailty, which stems from
the accumulation of multiple physiologic deficits with
age and increases vulnerability to stressors such as care
fragmentation, is a health state amenable to chronic dis-
ease management principles [26, 27]. While no standard
method to identify frailty exists, several brief case-finding
approaches are easily implementable in a primary care
setting [28, 29].

In response to our study’s findings, the Family Health
Team developed a Complex Care Program for older
adults with frailty and complex health problems, and that
provides more formal communication between clinic
team members and physicians [30]. This program uses
a systematic case-finding approach, standardized assess-
ment by an interprofessional team, and consultation with
the primary care physician and a geriatrician. Additional
condition-specific clinics may be involved (e.g., memory
clinic), though case management remains coordinated
within the Complex Care Program (Fig. 1). Preliminary
data indicate that this program has led to greater involve-
ment of allied health professionals with reduced overall
health service utilization, self-management coaching for
patients, improved prescribing and fewer falls, appropri-
ate community support service referrals, and advance
care planning discussions. Patient and provider satisfac-
tion with the program is high. The program is currently
being further evaluated through a grant from the Health-
care Excellence Canada Advancing Frailty Care in the
Community initiative [31].

Limitations

Several limitations to this study must be acknowledged.
First, this study focused on the experience of one family
health team with a specific set of clinical resources, and
additional research is necessary to understand whether
these findings reflect experiences in other primary care
settings. However, the principles of interprofessional col-
laboration are transferrable to other settings and would
in all likelihood support other Family Health Teams
Moreover, the finding that formal communication pro-
cesses are required to complement informal ones is likely
also generalizable. Second, this study focused solely on
the perspectives of clinicians in the family health team
and not on patients or their caregivers. Ultimately, the
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Fig. 1 Proposed structure of a complex care program for frail persons

success of interprofessional chronic disease care is best
judged by recipients of care themselves. Third, while the
outcomes of the heart failure clinic suggest that this fam-
ily health team had achieved a high degree of competency
in chronic disease management, these data are difficult
to contextualize without comparable control groups.
Nonetheless, the reported reduction in acute care utili-
zation compares favourably to those demonstrated in the
heart failure literature [32]. Fourth, while our approach
to member checking was not directed at individual
interviewees, presenting the results to the entire prac-
tice initiated a process leading to the development of an
integrated clinical program for older persons with com-
plex needs, an approach consistent with the principles of
a learning health system [33]. Finally, our interviews did
not explore issues related to the sustainability of optimal
interprofessional practice, the conditions for which need
ongoing support at the leadership and management level
of an organization [34].

Conclusion

Successful interprofessional chronic disease manage-
ment clinics in primary care require a focus on collegial
relationships, common workspaces, and both formal and
informal communication processes. Integrated clinic
settings based on structured case-finding and assess-
ment of patients with related conditions, and integrated
case-management supported by both formal and infor-
mal interprofessional communication, may provide more

coordinated care to better serve vulnerable patients with
complex needs. By optimizing the engagement, deploy-
ment, and professional development of clinical resources,
we can support better patient outcomes.
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