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Abstract
The aim of this in-depth, longitudinal, qualitative case study was to understand and
explain the dynamics of implementing a pilot project to deliver integrated healthcare
for type 2 diabetic patients. Data gathering included in-depth, face-to-face interviews
with family physicians, nurses and other healthcare providers, managers and policy
makers (n = 25) at various points during the research period, and focus groups (n =
3) with patients. These data were complemented by onsite observations of numerous
committee meetings, and analysis of project documentation. Benson’s (1975) political
economy perspective provided a valuable conceptual framework for tracking the complex dynamics of implementing service integration. Manipulative strategies (continuing medical education, new information technology) did not engage physicians. Of the
cooperative strategies attempted (disease management, patient education, community
mobilization), only patient education appears to have succeeded: patients acknowledged that project educational activities enabled them to improve self-management
of their disease. However, the project’s emphasis on patient education effectively
increased nurses’ bargaining power within the healthcare team, to the detriment of the
focus on integrated care. Integrating care is a laborious process that takes time to reach
fruition. This one-year pilot project was insufficient for mobilizing health professionals away from fragmented practices toward integrated ones. New resources mostly
allowed them to maintain or increase their power positions within the network of care
providers. Nevertheless, this initiative raised physicians’ awareness and appreciation of
the care that other health professionals provided to their patients.

Résumé
La présente étude de cas longitudinale et qualitative visait à comprendre et à expliquer
la dynamique nécessaire à la mise en œuvre d’un projet pilote en matière de prestation
de soins de santé aux personnes souffrant de diabète de type 2. Les données ont été
recueillies, entre autres, auprès de médecins de famille, de personnel infirmier et autres
prestataires de soins, gestionnaires et responsables des politiques dans le domaine des
soins de santé (n = 25) qui ont été interviewés en personne à différents moments au
cours de la période d’étude, et auprès de patients à l’occasion de groupes de discussions
(n = 3). Des observations faites sur place par les participants et responsables et une
analyse de la documentation du projet ont permis de complémenter ces données.
Le concept d’économie politique de Benson (1975) a permis de disposer d’un cadre
conceptuel précieux pour suivre la dynamique complexe de l’intégration des services.
Les stratégies de manipulation (formation médicale permanente, nouvelle technologie
de l’information) n’ont pas attiré les médecins. Parmi les stratégies de coopération
mises en œuvre (gestion thérapeutique, éducation des patients, mobilisation de la
communauté), seule l’éducation des patients semble avoir été un succès : les patients
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ont reconnu en effet que les activités visant à les informer sur leur maladie leur avaient permis de mieux gérer eux-mêmes cette maladie. Cependant, l’accent mis par le
projet sur l’éducation des patients a augmenté en réalité le pouvoir de négociation du
personnel infirmier au sein de l’équipe soignante au détriment de l’attention à porter
sur les soins intégrés. L’intégration des soins est un processus laborieux qui ne porte
pas ses fruits du jour au lendemain. Le projet pilote, qui a duré un an, n’a pas réussi
à détourner les professionnels de la santé de pratiques fragmentées vers des pratiques
intégrées. Les nouvelles ressources leur ont principalement permis de conserver ou
d’augmenter leur autorité au sein du réseau des prestataires de soins. Ce projet a
quand même permis aux médecins de prendre conscience des soins offerts par d’autres
professionnels de la santé à leurs patients et d’en apprécier la valeur.
T

T

HIS EVALUATION WAS CONDUCTED WITH THE AIM OF EXPLORING IMPLEmentation of a new model of integrated care delivery for patients with type
2 diabetes in the Côte-des-Neiges area, Montreal, Quebec, Canada. Diabetes
mellitus has become an important public health problem owing to the disease’s high
prevalence, its short- and long-term morbidity effects, its complex management and
the considerable health expenditures, for both patients and society, entailed in its
treatment (Greenlink 1992; Harris 1993; Wagner 1995; Meltzer et al. 1998; Rosnick
1998; Weiss 1998; Gerber and Stewart 1998; McKinlay and Marceau 2000; O’Brien
et al. 2003; Jiang et al. 2003; Safran et al. 2003; Centers for Disease Control and
Prevention, Primary Prevention Working Group 2004). Among the different types of
diabetes, type 2 is the most prevalent, accounting for about 90% of diagnosed diabetes
cases (American Diabetes Association 1998).
It has been noted that the more healthcare for diabetic patients is provided by a
multidisciplinary cooperative and coordinated clinical team, the higher the chances of
adequate control of the disease (Hiss 1996; Meltzer et al. 1998; American Diabetic
Association 1998; Bayless and Martin 1998; Larsen et al. 2003). However, healthcare
systems in Western countries have typically been developed around acute health problems (Wagner et al. 1996; Etzweiler 1997), an evolution that has led to autonomous
clinical practices, organizational independence and fragmentation of care delivery. The
complexity and rising prevalence of chronic diseases such as diabetes are among the
factors that call into question the traditional lack of collaboration among healthcare
providers and organizations (Contandriopoulos 2000). Chronic disease treatment
challenges, such as those posed by diabetes, foster the collaborative trend that, since
the early 1990s, has swept the healthcare industry in North America under the label
“integrated delivery systems” (Shortell et al. 1996; Leatt et al. 2000).
The sponsors of the Côte-des-Neiges pilot project1 established their initiative
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with a twofold purpose: (1) to understand and explain the emergence of integrative processes of healthcare delivery to chronic patients in a traditionally fragmented
healthcare system and (2) to generate evidence about the added value for individuals and the healthcare system of providing integrated care for diabetic patients. This
paper focuses particularly on the first of these aims.
The remainder of the paper is structured as follows. First, we briefly describe the
Quebec healthcare delivery system and the integrated model of care elaborated by the
Côte-des-Neiges sponsors. Next, we present the key conceptual elements that underpin the implementation analysis, based on Benson’s (1975) view of the interorganizational network as a political economy. Then, we describe the research methods used
for the implementation evaluation. Next, we present the findings from our investigation. The paper ends with an interpretation and explanation of these findings and a
discussion of their implications.

The Quebec Healthcare Delivery System
Healthcare systems have experienced profound upheavals over the last two decades.
Despite their differences in funding, organization and management, all have been
affected by budgetary constraints, older populations and technological innovation.
These trends hold true for the Canadian and Quebec healthcare systems (National
Forum on Health 1997). Given the challenges of maintaining quality of care while
improving cost control, numerous studies have recommended the reinforcement of
primary care across the country.2
The Quebec healthcare system, which is publicly funded, is organized across 18
health regions. In all these regions, particularly in urban areas, primary medical care
is practised in a variety of settings, which include primary care facilities, emergency
rooms, ambulatory hospital clinics and long-term-care institutions. Most physicians have a mixed practice profile, and work in more than one milieu (Demers and
Brunelle 2000). That said, primary care is mainly delivered in two kinds of facilities:
local community health centres (CLSCs) and medical clinics. Twenty-two percent
of physicians work in CLSCs, mostly on a salary basis (Demers and Brunelle 2000).
Hence, family physicians working in fee-for-service private practices provide the bulk
of primary medical care.
This dual/parallel primary care network has contributed to the fragmentation
of healthcare delivery. Fragmentation has been intensified by the historically difficult
relationship between the CLSCs and private medical clinics (Lemieux and Labrie
1979; Commission of Study on Health Services and Social Services of Quebec 2000).
The Côte-des-Neiges community health centre is one of 29 such facilities on
Montreal Island. It is located in a densely populated multiethnic area – more than
130,000 inhabitants from 127 different ethnic groups – with significant inequality in
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socioeconomic status. Besides the community health centre, the healthcare network in
the Côte-des-Neiges area comprises 12 medical clinics, more than 50 solo practitioners’ clinics, three acute care hospitals and one public long-term-care facility. All these
organizations have been delivering care in silo fashion, with negative consequences
particularly for such clients as the elderly and patients with chronic diseases (Bergman
et al. 1997).

The Côte-des-Neiges Integrated Model of Healthcare Delivery
for Type 2 Diabetic Patients
In 1997, the sponsors of the Côte-des-Neiges project began a process of reflection
on integrated medical services. Their working sessions over the next year were held
against a backdrop of informal exchanges, informative seminars and nominal groups
with physicians from the community health centre and private clinics in the area
(Nasmith et al. 2001). These meetings resulted in the identification of type 2 diabetes as the health problem most likely to engage healthcare providers in implementing integrated service delivery. In 1999, the sponsors established an inventory of all
health resources in the area, wrote a literature review on the topic of integrated care
and diabetes and successfully applied for financial support from the Canadian Health
Transition Fund.
Working groups were established to address three main themes on integrated care
for diabetics: patient education, family physician practices and communication among
healthcare providers. The deliberations of these groups informed construction of the
model of healthcare delivery to be implemented, as well as the strategies of change to
be adopted in fostering integration.
The model of healthcare delivery finally adopted (Figure 1) was based on the
assumption that diabetic patients’ clinical responsibility had to be shared by a multidisciplinary team composed of the family physician (in the facility where he or she delivers care), a clinical team located at the community health centre (nurse case manager,
nutritionist, foot care nurse, psychologist, physical exercise trainer, social worker and
community organizer3) and the patients themselves.
To promote clinical integration, five different levers of change were employed:
1. adoption of a disease management approach for patient follow-up (González
and Crane 1995; Sylvestry and Marro 1996; Ellrodt et al. 1997);
2. development of patient educational activities inspired by the Prochaska model
(Prochaska and DiClemente 1982; Prochaska 1994) to promote patient
empowerment (Greenfield et al. 1988; D’Eramo-Melkus et al. 1992; Redhead
et al. 1993; Anderson et al. 1995; Day et al. 1997);
HEALTHCARE POLICY Vol.1 No.3, 2006
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Côte-des-Neiges integrated healthcare delivery for type 2
diabetic patients
FIGURE 1.
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3. organization of continuing medical education (CME) activities on diabetes to
increase family physicians’ clinical expertise (Greenlink 1992; Borgiel et al.
1999);
4. adoption of a computerized clinical information system that links healthcare providers beyond organizational boundaries to facilitate transmission of patients’
clinical information and improve effectiveness and cost containment (Leape et
al. 1995; Pestotnik et al. 1996; Bates et al. 1998; Hunt et al. 1998);
5. mobilization of community resources beyond the healthcare system to involve the
Côte-des-Neiges community at large in improving its diabetic patients’ quality
of life (Baker et al. 1994; Glasgow et al. 1999) and simultaneously reinforce
community social capital.4
Together, these interventions constituted the Côte-des-Neiges project. To determine their impact on the dynamics of healthcare integration, we decided to adopt
Benson’s (1975) political economy perspective as a conceptual framework.

Theoretical Background
In 1975, J. Kenneth Benson developed a theoretical scheme of the interorganizational
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network as a political economy. For Benson, an interorganizational network was an
“emergent entity” compounded by a number of “distinguishable organizations” that
interact over time. These interactions may take place at two different levels: (1) service
delivery and (2) resource acquisition. Building on the resource-dependence approach
(Yutchtman and Seashore 1967), Benson argued that the interactive pattern of service
delivery is ultimately conditioned by interactions at the level of resource acquisition.
Benson’s political economy of interorganizational networks requires two essential
and interrelated resources: money and authority. Money is necessary for the adequate
supply of resources, and authority is crucial for legitimating decision-making and
actions. These economic and political forces would underpin the “superstructure” of
sentiments and cooperative interactions among the members of the network.
According to Benson (1975: 235), an interorganizational network achieves equilibrium “to the extent that participant organizations are engaged in highly coordinated,
cooperative interactions based on normative consensus and mutual respect.” The four
essential dimensions of this equilibrium are domains, ideologies, positive reciprocal
evaluations and work coordination.
Interorganizational networks do not emerge in a vacuum; they are intimately
linked to the environment within which the actors negotiate their interactions. In
other words, in order for agents to work together, they must be surrounded by the
symbolic and material conditions that favour collaboration. Those aspects of the social
context that most significantly affect the political and economic forces of the network
are, according to Benson, (1) the supply of money and authority and (2) the distribution of power within the network.
Benson also suggests that change in the dynamics of the interorganizational network may be driven by a variety of strategies. He notes four in particular: (1) cooperative strategies, which involve agreements and joint planning; (2) disruptive strategies, by
which change is generated through activities that threaten an organization’s capacity to
acquire resources; (3) manipulative strategies, by which the environmental constraints
that affect resource acquisition are purposively altered; and (4) authoritative strategies,
by which interorganizational relationships are mandated by a legitimated administrative or legislative governance structure.
In summary, based on Benson’s conceptualization, healthcare provider clinical
practices and patient behaviour (i.e., the level of service delivery) are influenced by
two sets of forces: the superstructure of sentiments and interactions and the healthcare system’s environment. In our case, and thanks to the supply of new money from
its sponsors (i.e., the level of resource acquisition), the Côte-des-Neiges project was
viewed as a valuable opportunity for acting on those two levels. Through implementation of a number of cooperative and manipulative strategies aimed at triggering
change, the project promoted the transformation of clinical practice for type 2 diabetic
patients from a fragmented to an integrated model (Figure 2).
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Network dynamics in the Côte-des-Neiges integrated model
of care for patients with type 2 diabetes (adapted from Benson 1975)
FIGURE 2.
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Methodology
Research strategy and design
In this evaluation, we adopted a qualitative case study strategy. As Patton (2002: 162)
notes: “If a process of ongoing adaptation to local conditions characterizes program
implementation, then the methods used to study implementation should correspondingly be open-ended, discovery oriented and capable of describing developmental
processes and program changes. Qualitative methods are ideally suited to the task of
describing such program implementation.”
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Because of its considerable size and the richness and variety of its health and
community resources, the Côte-des-Neiges area offered an exceptional context for
experimentation with new forms of organizing. Because longitudinal research appears
crucial for attaining a rich understanding of organizational change (Pettigrew 1990;
Orlikowski 1996; Armenakis and Bedeian 1999), we conducted an in-depth, longitudinal, qualitative case study, the case being the implementation of integrated health services delivery for type 2 diabetic patients.

Data gathering and analysis
The pilot project – and thus data gathering – was carried out over 31 months, from
June 1998 to December 2000. The main method for collecting data was qualitative
interviewing (Rubin and Rubin 1995). Face-to-face, one-to-one, semi-structured interviews were carried out mostly over the last six months of the intervention. Owing to
the number and variety of actors involved in the project, the selection of individuals to
be interviewed (Table 1) had to be undertaken with care. A list of participants other
than patients was drawn up, and 36 were selected according to their estimated capacity to provide information useful to the project’s development. In the case of physicians, steps were taken to ensure representation of all clinical settings involved in the
initiative. These individuals were invited for a voluntary interview, to which 25 agreed.
Interviews were tape-recorded and lasted an average of 45 minutes.
A second method of data collection was the focus group (Krueger and Casey
2000). Our intention was to engage patients in in-depth discussions about their opinions and experiences related to the project. To be eligible, patients had to have received
more than one service from the clinical team at the community health centre, and they
had to speak French or English. Again, an effort was made to ensure that all clinical
settings were represented. Of 34 diabetic patients invited to participate in the focus
groups, 16 agreed. Three group sessions were held in the fall of 2000. Group discussions were also tape-recorded. Careful listening to the recordings helped identify the
most important points for discussion in successive sessions.
On-site participant and non-participant observations over the 18-month research
period complemented the interviews. Observations were recorded mainly in sponsors’
work sessions and meetings of the project Advisory and Steering committees. Finally,
archival materials (proceedings and minutes, e-mails exchanged between family physicians and nurse case managers, and other project documents) and extensive diary
research notes complete the list of methods used to generate empirical material over the
31-month period of inquiry.
Transcripts of semi-structured interviews and focus groups were subjected to
sequential thematic analysis (Paillé 1996) guided by the dimensions of the theoretical
framework and supported by the software package N-Vivo 2.0. In combination with
HEALTHCARE POLICY Vol.1 No.3, 2006
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TABLE 1.

Côte-des-Neiges project: participant sample composition

PROJECT STAKEHOLDERS

Type 2 diabetic patients
Family physicians
Community centre
Polyclinic
Solo
Providers at community centre
Providers from specialized services
Managers
Advisory committee
Steering committee
TOTAL

n

INITIAL n

FINAL n

325
44
5
37
2
8
4
11
20
7
419

34
12
2
8
2
8
4
4
3
5
70

16
12
2
8
2
5
1
2
1
4
41

observations, documentary analysis and field notes, this technique facilitated the elaboration of a detailed narrative of the intervention (Langley 1999). The preparation of
tables was helpful for condensing information and identifying patterns of interaction
(Miles and Huberman 1994; Langley 1999).

Results: Working for Integration – Implementing the Côtedes-Neiges Diabetes Project
The implementation phase of the Côte-des-Neiges project spanned January to
December 2000. Forty-four physicians were recruited from 10 different medical practices representing the variety of practice settings in the area, and 345 patients received
services according to their identified needs. The five different strategies for change
included in the new model of care (disease management, patient education, continuing
medical education, computerized clinical information system and community mobilization) were put in place at the beginning of the implementation phase.

Sub-process 1: Adopting a disease management approach
Our disease management approach for diabetic patients assumed that the central role
in diagnosis and treatment would be played by the family physician. Nursing roles
would be enhanced through new activities developed by two nurse case managers
specifically hired for this project. After medical referral, the nurses provided patient
[108] HEALTHCARE POLICY Vol.1 No.3, 2006
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education services and coordinated these services with those provided by other members of the clinical team at the community health centre.
Nurses were based at the community health centre, and e-mail was the preferred
method of communication with physicians. In this way, the nurses aimed to keep physicians informed about the intervention plans adopted for their patients, the results
of follow-ups and any operational difficulties concerning the implementation of integrated care.
Such organization of service delivery, however, failed to promote clinical integration; each professional continued to provide care in parallel. As one physician in solo
practice observed:
I am looking at this project as a physician who is sitting in my office. My
patients go away to this place and different things are happening there in this
place. I’m given the general outline, my patients told me the general outline a
little bit, but all of the little details, the logistics and all of those things that
I’m not really involved in, my involvement is my own logistics with filling out
the forms, encouraging the patients to go, following the patients medically. …
It’s more clinical, so I don’t really have a tremendous amount to say about the
logistics of what’s happening at the community health centre.
The lack of physician involvement was also noted by members of the clinical team:
There is the aspect of communication between physicians and the other providers via the computer. … In fact, what we have seen is that there are not
many links between general practitioners and us. There are very few contacts.
But they have access to all the services we provide. For myself, I have no contact with physicians.
As a result, the pilot project was perceived as an addition of new services for diabetic
patients. In other words, the supply of new money did not promote integrated delivery
as expected, but allowed the main professionals involved in disease management to
maintain (in the case of physicians) or increase (in the case of nurses) their bargaining
power within the multidisciplinary team. As a result, the network superstructure did
not change; rather, new fragmented services for diabetic patients were provided.

Sub-process 2: Empowering diabetic patients
To promote behavioural changes in patients, encourage empowerment and ultimately
foster self-care, the clinical team from the community health centre created an assessment tool based on the Stages of Change model of behaviour acquisition (Prochaska
HEALTHCARE POLICY Vol.1 No.3, 2006
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and DiClemente 1984; Prochaska 1994). Upon entry into the project, each patient
was evaluated in six different spheres pertinent to diabetes: general knowledge about
the disease, nutrition, physical activity, foot care, medication use and emotional
stress. According to this
first evaluation – which was
As physicians questioned the utility of the
very time-consuming, lastStages of Change model adopted by the
ing about 90 minutes on
nurse case managers, and expected more
average – an individualized
concrete and speedy results than were
service plan was elaborated,
observed in their patients, nurses advocated
detailing provision of servfor effective triggering of patients’ lifestyle
ices in response to identimodifications, …
fied patient needs. Such a
plan could include either
individual or group sessions
that provided direct care,
such as foot care or nutrition counselling, or education in one of the six spheres. The
evolution of diabetic patients through the different stages of diabetes-related health
behaviours was monitored and assessed periodically by the nurse case managers.
However, fragmentation in service delivery prevailed. According to one physician from
the community health centre:
Probably what I was expecting was a call from the nurse saying: “Listen, we
have elaborated our plan of services, now how would you like to proceed?
Could we discuss this together? Would you like me to send it to you? What
can we do with this? Could we schedule periodic meetings? Do you want to
speak with the nutritionist?” I think I expected some initiative from them.
Perhaps they were waiting for some initiative from me. I do not know.
Furthermore, implementation of the patient education strategy highlighted a lack
of understanding and consensus among healthcare providers regarding the philosophy of the intervention. As physicians questioned the utility of the Stages of Change
model adopted by the nurse case managers, and expected more concrete and speedy
results than were observed in their patients, nurses advocated for effective triggering
of patients’ lifestyle modifications, a process that required time and appropriate adjustment to individuals’ personal characteristics. The infusion of new money, therefore,
mainly served to reinforce the power positions of health professionals within the
network, and the multidisciplinary team working with diabetic patients was unable to
attain a clear consensus regarding delivery (Figure 1).
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Despite the professionals’ lack of consensus, most patients described improved
knowledge of diabetes and its management as the most important benefit of their participation in the project. Improved comprehension of their disease and of the effects
of adequate diet and medication helped them modify their diet, physical exercise
and stress control. Such modifications were also reported by their family physicians.
As one doctor in solo practice stated: “… they started coming back to me and telling
me how they are going to exercise classes, how they are seeing the dietician and they
are going to the foot care clinics, and that all of these things have been done, and my
patients are so happy with it.”

Sub-process 3: Updating medical knowledge on diabetes
The Côte-des-Neiges project intended to improve family physicians’ clinical expertise on diabetes through continuing medical education, easier access to consultation
with specialists, availability of a CD-ROM developed by the Canadian Diabetes
Association (CDA) and elaboration of a flow sheet that updated knowledge on diabetes according to CDA guidelines. The College of Family Physicians of Canada offered
CME credits to participating physicians, which provided an incentive for their involvement in these activities.
However, implementation of these manipulative strategies for integration had
limited success. Physician involvement in CME sessions was rare, typically due to
agenda incompatibilities. A physician from a medical clinic stated: “I didn’t participate
in any CME stuff. There were scheduling conflicts.” The CD-ROM was also poorly
received. One physician in solo practice said: “I received the CD-ROM. I did not find
it very useful. It was fairly elementary. I saw no disadvantage about receiving the same
thing on paper.” In contrast, the flow sheet was accepted by 35 out of 44 physicians
(79.55%) participating in the project. Some physicians even incorporated it into the
medical record of their non-diabetic patients.

Sub-process 4: Adopting a computerized information system
In order to introduce new mechanisms of communication, sponsors of the Côte-desNeiges pilot project invested considerable resources in the acquisition of a computerized information system. This purchase was intended to facilitate feedback among
healthcare providers via patient records.
Implementation of the system was problematic. First, the installation of workstations and medical training sessions stretched out over six months of the 12-month
pilot project. Hence, physicians had only a few months to integrate the new system into
their practice. Second, the lack of interface between the project system and suppliers
(e.g., the laboratory) hindered adoption of the new technology. Third, barriers to data
HEALTHCARE POLICY Vol.1 No.3, 2006
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entry (e.g., physicians in solo practice had to enter patient data themselves) discouraged
more widespread use of the innovation. One physician from the community health
centre stated: “I have found [the new system] less useful because of time constraints.
I am here part-time. So when I am here, I am booked with patients and so, unless I
book specific time so I can sit at the computer we have in the hallway … .” Finally, initial technical problems discouraged utilization of the
system afterwards. As one
physician in solo practice
… physicians recognized the usefulness
remarked: “There is a bug in
of a computerized system, particularly for
the program. It will not save
quick feedback among members of the
the flow sheet. So after trymultidisciplinary team and for scheduling
ing a couple of times, I have
visits with specialists.
not tried again. They tried
to fix it once and it was not
successful. But maybe it has
been fixed by now.” As a result, most care settings maintained a double patient record
(electronic and paper) during the pilot project period.
Despite these difficulties, physicians recognized the usefulness of a computerized
system, particularly for quick feedback among members of the multidisciplinary team
and for scheduling visits with specialists. As one physician from a medical clinic stated:
This is coming. We’re all learning it. But it is a great problem for this group
here. However, in a certain sense, … this is stimulating us. It is really an advantage for the unit. I see it as very positive. It is difficult. It is difficult for me, for
the others, but it is an advantage. In the long term, it is a great advantage.

Sub-process 5: Mobilizing the local community
The Côte-des-Neiges pilot project included the strategy of mobilizing community
resources beyond those provided by the local healthcare system to generate activities that would enhance diabetic patients’ quality of life. To this effect, links were
established with various community agencies, including a variety of ethnic patient
groups, health resources such as pharmacists, sports centres and supervised housing
for the elderly. Unfortunately, several circumstances hindered community mobilization, including (1) the emphasis nurses placed on individual interventions, resulting in
underutilization of other team experts in community intervention, (2) lack of clarity
regarding the project’s community actions and (3) the limited period of time available
for the pilot project. The lack of community mobilization was noted by a member of
the clinical team:
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So I think that there are a lot of clinical interventions. … There is a lot of
information available for the client to be able to know his or her disease and
to take care of himself or herself as best as possible. Up to now, I’ve considered that there is absolutely nothing regarding the community in this project.
It is a shame, but it is not tragic either.

Discussion: Political Economy of the Côte-des-Neiges Project
This initiative was one of 140 projects funded by the federal government through
Health Canada between 1997 and 2001, in order to test and evaluate new ways of
organizing healthcare delivery. The sponsors of the Côte-des-Neiges project saw this
federal program as a valuable opportunity for integrating care for type 2 diabetic
patients. The program provided access to the two essential resources of Benson’s political economy of interorganizational networks – money (CAN$1.0 million from the
government for project development, implementation and evaluation) and authority
(credibility and legitimacy of the project’s sponsors for decision-making and action).
Despite their credibility and legitimacy in academia, research, public health and
healthcare delivery, none of the project sponsors had any formal authority over physicians, who participated on a totally voluntary basis, nor over the other health professionals involved in the team, who were contractually linked to the community health
centre. In addition, despite the number of project sponsors, none could be identified
as its key leader. This lack of leadership hampered implementation, as described by
one member of the Steering Committee:
Our management from the beginning was quite participative, and there were
many leaders, not one from the outset. And what needs to happen is … there
has to be one leader who has power that says: “This is what you have to do.”
An organizational chart should have been drawn up from the beginning,
outlining the communications that should occur. And I think it was not clear
from the beginning that there was one key leader; there was a day-to-day
manager, but not a key leader.
Most of the funds were used to pay for the salaries of the clinical team at the
community health centre and the acquisition of the information system and hardware, which were given to the physicians in appreciation for their participation in
the project. In Benson’s terms, these resources were used to develop both cooperative
strategies (disease management, patient education, community mobilization) and
manipulative strategies (CME and information technology). At the context level, these
strategies directly altered the availability of resources during the year-long project.
Initially, sponsors also intended to provide a financial incentive (payment mode) to
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physicians to encourage their participation, but this proposition was not accepted by
the funding agency (the federal government).
The combination of cooperative and manipulative strategies seemed appropriate
for supporting integrated care. However, as Benson notes, cooperative strategies succeed only when partners have strong bargaining power, each holding something of
value to the others. This was not the situation in the Côte-des-Neiges pilot project –
at least, not at the beginning. The manipulative strategies – which favoured the most
powerful team members, i.e., physicians – were not as effective as expected: the physicians did not participate in CME and made little use of the information system. This
lack of efficacy of manipulative strategies was compounded by the impossibility of
remunerating the physicians for their participation. As a result, the pilot project would
succeed or fail based on cooperative strategies that were set up under difficult conditions. Indeed, the three cooperative strategies were practically reduced to one – patient
education. This unintended shift in emphasis increased the nurses’ bargaining power
within the network to the detriment of the focus on integrated care, a drawback noted
by one member of the Steering Committee:
My own feeling is that the use of the Prochaska model actually side-tracked
the main emphasis of the project, which should be, and I believe was, integration of care. Now, people would say the Prochaska model enabled the provision of better care for the patients, but in reality the Prochaska model is a
model that has yet to be proven, is a model that is being developed; and I
do not think our goal was to develop the model, but rather it was to develop
services, appropriate services, and integrated care. So my feeling was that there
was too much emphasis put on that, too much resources and effort put on the
Prochaska model and not enough effort put into the concept of integration
and provision of services.
The issue here is not the appropriateness of the Prochaska model for framing patient
educational activities. What is at issue is how the Prochaska model, which initially was
an assessment tool for planning the project, became over time the sole focus of the initiative instead of the integration of healthcare services delivery.
At the level of sentiments and cooperative interactions (i.e., Benson’s “superstructure”), domain and ideological consensus were poorly developed owing to the physicians’ lack of awareness of the interventions to be implemented, and disagreement
among members of the clinical team at the community health centre regarding the tasks
to be accomplished. A lack of adequate clinical leadership was noted by one member:
The biggest challenge or the biggest problem …, according to what I have seen
– I really summarize in general – it is at the time of the group’s meetings, we
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did not understand each other. We, the providers, we ran on in one way, and
the model ran on another one. And this was frustrating as providers. Then if
there is no consensus, if we do not start together, if we do not agree, then we
lock up everyone together in a room, for three hours, but we leave and we all
do not agree.
Work coordination mostly consisted of referrals from physicians to the community
health centre, with services being delivered in parallel by each of the care providers
involved. Professionals also tended not to value the work done by one another’s organizations. In addition to the historic separation among disciplines, most particularly
between physicians and other health professionals, difficult relationships among members of the clinical team at the community health centre were heightened by the hierarchical manner in which the model was implemented. According to one team member:
If we talk about the group’s meetings, we always reviewed nursing first. One
can see the hierarchy. The nurse is the first part, the most important. He
or she is the link with the physician, the medical part. Then, the dietician.
Everyone wanted to see the dietician. This runs together: diet and control.
Then, we had foot care. And then, we reviewed social work at the end. … It
would have been good to address things more globally.
In summary, a combination of inadequate authority, moderate flow of resources
and relatively successful implementation of patient education activities resulted in
what Benson would classify as a “low-equilibrium system.” In other words, after one
year, the healthcare network retained its balance of fragmentation.
Yet, something beneficial happened at the level of network superstructure. The
feedback that physicians received from their patients regarding the services provided at
the community health centre, and the observable effects on patients who had adopted
healthier lifestyles and gained better control of their disease, convinced physicians that
they could no longer work alone when caring for patients with chronic diseases. In
Benson’s terms, for the sake of their patients, this initiative mobilized physicians to place
greater value on services provided by other health professionals in the local network.
Integrated models of healthcare delivery have attracted attention from researchers
and decision-makers for at least the last 15 years. Much work published on the topic
concerns theoretical models and expected benefits attributed to integration (in the
Canadian context, see, e.g., Leatt et al. 2000; Marriot and Mable 2000). However, as
noted by Fleury and Mercier (2002: 69): “The beneficial effects of service integration
in the healthcare system are only demonstrated on the basis of a few empirical studies whose findings are mostly contradictory or inconclusive.” Furthermore, empirical
research on integration has been dominated by its focus on results, both at a systemic
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level (e.g., Gillies et al. 1993; Shortell et al. 1996) and at a program level for specific
clienteles (see, e.g., Johri et al. 2003 for a review of projects testing integrated models
of care for the elderly).
Given such a research
context, our work makes a
twofold contribution. On
the one hand, it departs
The feedback that physicians received from
from the dominant research
their patients regarding the services provided
paradigm – which typiat the community health centre, and the
cally assumes a functional
observable effects on patients who had
perspective and variance
adopted healthier lifestyles and gained better
approaches – by adopting
control of their disease, convinced physicians
Benson’s political economy
that they could no longer work alone when
as a theoretical framework.
caring for patients with chronic diseases.
This framework appears
particularly appropriate
in this investigation for at least three reasons. First, it constitutes a process theoretical approach, i.e., it helps explain how a phenomenon evolves over time and how it
does so in a particular way, whereas a variance theory aims at explaining relationships
between dependent and independent variables (Langley 1999); second, it concerns
emergent interorganizational networks; and finally, it draws on an empirical study of
relationships among human service agencies.
Further, as in any implementation evaluation, this study seeks to provide a comprehensive understanding of the process by which an “ideal” model of integrated care is
effectively implemented. As such, and aside from the specific local scope of the project,
this investigation provides four intertwined insights to those who seek to integrate primary care networks. First, the supply of new resources appears a necessary but insufficient condition for promoting integration. The great investment that the project’s
sponsors made in information technology, with very poor or no results, properly
illustrates this point. Second, the lack of adequate clinical leadership and consensus
regarding the philosophy of intervention hindered the construction of a truly cooperative interprofessional relationship between physicians and nurses, and precluded the
elaboration of a joint disease management plan. Third, implementing integration is an
evolutionary process that requires an adequate temporal frame to succeed; stopping
the project after only one year constituted a waste of resources and energy. Finally,
the project suggests that healthcare integration, whatever form it takes, requires the
health professionals involved to give sense to the conceived plan in order to be able to
implement it. Put differently, a process of “sensemaking” (Weick 1995) is needed for
practitioners to reach an adequate fit between the conceived plan – the vision – and
the realized project.
[116] HEALTHCARE POLICY Vol.1 No.3, 2006

Implementation Evaluation of an Integrated Healthcare Delivery Initiative for Diabetic Patients

ACKNOWLED GMENT

This work was supported financially by the Health Transition Fund of the Federal Government of
Canada (# QC-433).
Correspondence may be directed to: Charo Rodríguez, McGill University, Faculty of Medicine,
Department of Family Medicine, Area of Health Sciences and Policy Research, 517 Pine Avenue
West, Suite 10, Montreal, QC H2W 1S4; tel.: 514-398-7375, ext. 0495#; fax: 514-398-4202; email: charo.rodriguez@mcgill.ca.
NOTES

1. Project sponsors included researchers and practitioners from the McGill Department of Family
Medicine, the Côte-des-Neiges community health centre, the Montreal Public Health Division
and the Multidisciplinary Research Group of Health (GRIS) from the Université de Montréal.
2. See, for example, the conclusions of the Sinclair Commission in Ontario (December 1999); the
Premier’s Health Quality Council in New Brunswick (in progress as of January 2000); the Clair
Commission in Quebec (December 2000); the Fyke Commission in Saskatchewan (April 2001);
or the federal Romanow Commission (November 2002).
3. A community organizer is an agent who facilitates social dynamics related to health within a
CLSC’s scope of action.
4. Social capital is the capacity of a collectivity to create and maintain links among its members
(see, e.g., Kabanoff 1991; Putnam 1993; Kawachi et al. 1997).
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