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Abstract

Background More and more people suffer from concomitant chronic physical diseases and common mental
disorders, calling for integrated self-management support in primary care. However, self-management support

of chronic physical diseases and common mental disorders is not clearly operationalized by guidelines and is

still conducted in silos by primary care nurses, especially in favour of chronic diseases. This study aims to better
understand primary care nurses' experience of integrated self-management support for people with physical chronic
diseases and common mental disorders.

Methods An interpretive descriptive qualitative approach was conducted with 23 primary care nurses from family
medicine groups in Quebec (Canada). They were selected through purposive and snowball sampling methods to
participate in an individual interview. Data were analysed using an iterative inductive and deductive analysis (Rainbow
Model of Integrated Care and the Practical Reviews in Self-Management Support (PRISMS) taxonomy).

Results Nurses'experience of integrated self-management support for people with CD and CMD was structured
around: (1) elements of the approach; (2) clinical integration through prevention and health promotion; and (3)
operationalization of integrated self-management support. Several elements deemed essential to integrated self-
management support were identified. Nurses offered integrated self-management support through prevention of
risk factors and promotion of a healthy lifestyle for physical chronic diseases and common mental disorders. Nurses’
self-management support activities included education, action plans, monitoring, and many practical, psychological,
and social support strategies. A model of integrated self-management support for primary care nursing is proposed
to better understand its clinical integration.

Conclusion This study presents clinical integration of self-management support and activities for people with
physical chronic diseases and common mental disorders in primary care settings. Understanding integrated self-
management support will help implement future interventions.
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Background

More and more people suffer from concomitant chronic
physical diseases (CD) and common mental disorders
(CMD) and this is recognized as a major health issue [1,
2]. As defined by the National Institute of Health and
Care Excellence (NICE) guidelines, common mental
disorders include depression, generalized anxiety dis-
order, panic disorder, obsessive-compulsive disorder,
post-traumatic stress disorder, and social anxiety disor-
der [3]. Among these conditions, depression and anxiety
disorders are the most common in primary care [4]. CD
and CMD are responsible for most deaths and morbid-
ity worldwide and their prevalence is steadily increasing.
Combined, these conditions have a negative impact on
health in terms of morbidity [5] and mortality [6]. The
bidirectional relationship between CD and CMD exacer-
bates the challenges within the healthcare system, mak-
ing this population more likely to receive fragmented
care (7, 8].

Primary care is recognized as the cornerstone for pre-
vention and health promotion, as well as for the man-
agement of CD and CMD [9]. Primary care nurses play
an important role in the detection, prevention, and
management of CD and CMD [10, 11] through holistic
assessment of the person, health promotion, care man-
agement, nurse-family physician collaboration, and ser-
vice planning [12]. Self-management support and health
education are among nurses’ primary activities [13, 14].
Self-management of CD and CMD, as well as self-man-
agement support, are highly recommended by the cur-
rent guidelines [15-17].

Health professionals offer self-management support
to help the person manage their health using a variety
of activities, such as problem-solving and goal setting as
well as many support strategies to manage medication
and health habits [18]. There are multiple benefits to self-
management support, namely, improvement of biologi-
cal markers (blood pressure, cholesterol), self-efficacy,
and quality of life, as well as a decrease in depressive and
anxious symptomatology and relapse [19-21]. Integrated
self-management support for CD and CMD is proposed
as a potential solution to improve health outcomes for
this population [22-24]. However, current guidelines for
the management of CD and CMD (e.g., NICE guidelines
[15]) are not clear on the clinical integration of self-man-
agement support for this population, or with respect to
its components [23]. Self-management support of CD
and CMD is still conducted in silos, especially in favour
of CD [25].

A scoping review of integrated self-management sup-
port interventions for CD and CMD by primary care
nurses clarified its main characteristics [24]. Using
the Rainbow Model of Integrated Care by Valentijn
et al. [26], this review defines clinical integration of

Page 2 of 13

self-management support as “coordination of person-
focused care for a complex need at stake in a single
process across time, place and discipline” Four main
attributes of integrated self-management support were
proposed: person-focused self-management support
(holistic; based on the person’s needs, priorities, prepa-
ration, knowledge, and health literacy); co-created
self-management support (personalized; egalitarian
nurse-person relationship); shared responsibility and
joint agreement on the self-management support (tai-
lored follow-up; common agreement; individualized
and shared action plan); and person-coordinated self-
management support [24]. Integrated self-management
support interventions encompassed activities such
as therapeutic education, problem-solving, goal set-
ting, support for medication management and self-care,
among others aimed at promoting healthy behaviours
and managing both CD and CMD [24].

Studies on integrated self-management support inter-
ventions showed improved health outcomes, such as bet-
ter haemoglobin levels, lower depression scores, lower
blood pressure, greater satisfaction with care across con-
ditions (CD and CMD) [27-31]. However, there seems
to be a lack of in-depth description of integrated self-
management support activities and interventions, as well
as a paucity of qualitative studies, none of these studies
having evaluated the real-life practice of integrated self-
management support by primary care nurses [24].

Methods

Aim

The aim of this study was to better understand primary
care nurses’ experience of integrated self-management
support for persons with CD and CMD, specifically
regarding clinical integration and the activities they car-
ried out.

Design

An interpretive descriptive qualitative study was con-
ducted using Thorne’s approach [32]. Considered as
pragmatic, this approach helps answer clinical questions,
resolve problems, and propose a theoretical framework
to explain the results [32].

Sampling, setting, recruitment (criteria) and procedure

The target population included all nurses in family medi-
cine groups (FMGs) and university family medicine
groups (FMG-Us) across the province of Quebec (Can-
ada) who were interested in sharing their experience of
self-management support. In Quebec, FMGs are primary
care medical clinics where family doctors practise in col-
laboration with other professionals, including nurses [33].
FMG-Us differ from FMGs in that they are university-
affiliated learning environments for medical residents
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and other health trainees [34]. Two sampling strategies
were used for recruitment: purposive sampling, based on
inclusion criteria, and snowball sampling, where people
who had already been recruited or approached helped
recruit others [35].

Several means of recruitment were used. First, par-
ticipants were recruited directly from FMGs in Quebec’s
Saguenay-Lac-Saint-Jean (SLSJ) and Estrie administra-
tive regions. These are urban regions and include two
of the largest municipalities in the province (Saguenay
and Sherbrooke) [36]. Two other organizations were
approached: The Quebec FMG nurses’ virtual commu-
nity of practice (CoP) and the Quebec Order of Nurses
(QON). The CoP primarily includes nurses from Quebec
FMGs. Invitations were emailed to these nurses, either
through an intermediary (for CoP and FMG candidates
in the Estrie and SLSJ) or directly by the principal investi-
gator (for QON candidates).

To be included in the study, nurses had to: (1) have at
least one year of FMG experience; (2) have completed at
least one follow-up (within the last year or still active)
with people who had at least one CD (any physical CD)
and one CMD (e.g., depressive and anxiety disorders);
and (3) speak French. Recruitment took place over a one-
year period (January 2022 to January 2023). Seven nurses
were excluded for various reasons, namely lack of expe-
rience with people with CMD (n=3); lack of response
during recruitment (#=3); and one person withdrew
during the data collection phase. Recruitment contin-
ued until the phenomenon had been sufficiently explored
and redundancy in collected data was observed [37, 38].
Twenty-three nurses from several FMGs across Quebec
participated in the study.

Data collection and analysis

Data collection and analysis were conducted iteratively
from January 2022 to February 2023 [32, 39]. Data col-
lection was performed using semi-structured individual
interviews and a socio-demographic questionnaire; and
reflective and methodological journals were used for data
analysis [32, 40, 41]. The use of semi-structured indi-
vidual interviews helped to circumscribe the study phe-
nomenon in depth while allowing participants to express
themselves freely [41]. An open-ended interview guide
was developed based on the research questions, includ-
ing follow-up questions inspired by the Integrated Self-
Management Support Framework [24] and Valentijn et
al’s conceptual model [26, 42] (see Additional file 1).

The guide was tested prior to the first interviews with
two FMG nurses who had experience in the management
of CD and CMD, in order for the interviewer to become
familiar with the questions and ensure fluidity [40]. The
guide was refined as interviews progressed to further
investigate underdeveloped themes [43]. Interviews were
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conducted virtually, using the Microsoft Teams platform,
by the first author, who is trained in qualitative research.
They were recorded directly via this platform and tran-
scribed verbatim.

Data analysis was conducted using Miles et al’s [39]
inductive and deductive thematic analysis method. This
pragmatic analysis method is consistent with Thorne’s
approach [32] as it enables inductive in-depth explora-
tion of a phenomenon, while drawing inspiration from
existing theories [39]. Briefly, the analysis involved three
activities: data condensation, data display, and drawing
conclusions and verification, which took place simultane-
ously throughout the research process. Essentially, they
were carried out after each interview until an adequate
description of the phenomenon was obtained. Through
an inductive process employing codes, memos and anno-
tations, data condensation was conducted (first and
second coding cycles) during multiple read-throughs.
Memos and annotations were used to clarify and reflect
on interpretation of emergent themes and subthemes.
In addition to inductive coding, an initial list of deduc-
tive codes were drawn up using two models: (1) the Inte-
grated Self-Management Support Framework [24] for the
modelling of integrated self-management support using
the four main attributes of integrated self-management
support as previously proposed [24]; and (2) the PRISMS
(Practical Reviews in Self-Management Support) tax-
onomy [44] for the description of self-management sup-
port activities. This list of deductive codes was used to
organize the coding structure and, over the course of
the analysis process, several inductive codes emerged
and were merged. The inductive and deductive analysis
enabled us to clarify certain previously stated themes of
integrated self-management support in greater depth, as
well as to explore and integrate new themes. A sample
coding tree is presented in Additional file 2. Coding was
done by two researchers (JB and EH). Data display con-
sisted of multiple iterations of summary tables and con-
ceptual structures to visualize links and trends between
codes and themes, and to interpret data. Finally, draw-
ing conclusions and verification were done through (1)
independent co-analysis (JB, EH) involving discussions
about the analysis process and themes; and (2) researcher
triangulation with co-investigators (MCC, CH) involv-
ing several discussions about codes, themes, conceptual
structures, and summary tables. Reflexivity was applied
throughout all analysis activities.

Thorne’s rigor criteria guided the design and execution
of this study. The research process was carried out mainly
by the first author, fostering his immersion in the data
and the project, and enhancing credibility of the interpre-
tation [32, 45]. Researchers (JB, EH, CH, MCC) paid par-
ticular attention to explore every aspect of the findings
and to any new issue raised by nurses [39]. Reflexivity
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Table 1 Characteristics of participants Table 2 Distribution of nurses by FMG/FMG-U
Variables Statistics FMG/FMG-U size FMGs FMG-Us
Gender Female: 22 Small 6 0

Male: 1 Medium 5 3
Age 24-34 years: 3 Large 6 3

35-44 years: 12 Total nurses 17 6

45-54 years: 7

55-64 years: 1
Training Bachelor’s degree: 22 well as many others (nutritionists, psychologists, nurse

Years of experience (total)
Years of experience (in FMG)
Work regime

Years working with people with CD
inan FMG

Other than in FMGs, have you ever
worked with people with CD?
Training received for CD self-man-
agement support

Years working with people with
CMD inan FMG

Other than in FMGs, have you ever
worked with people with mental
disorders?

Training received for CMD self-
management support

Master's degree: 1

Average: 19 years

Median: 17 years (min: 9; max: 40)
Average: 9 years

Median: 9 years (min: 1; max: 19)
Full time: 17

Part time: 6

Average: 9 years

Median: 9 years (min: 0; max: 19)
Yes: 20

No: 3

Yes: 18

No: 5

Average: 7 years

Median: 7 years (min: 0; max: 19
years)

Yes: 15

No: 8

Yes: 10
No: 13

was ensured through a methodological transparency by
the use of a reflective journal and reflexive memos writ-
ten throughout the data analysis [46]. The notes recorded
in the reflective journal enabled the first author to main-
tain a certain distance from the data by questioning the
research process and results, and by taking his subjectiv-
ity into account [39]. Finally, the research process was
detailed in a methodological journal and audit trail, mak-
ing it possible to trace every methodological decision and
ensure transparency [39].

The multicentre research project was approved by the
CIUSSS de I'Estrie-CHUS Research Ethics Board, and
written consent was obtained from all participants.

Results
Description of participants
Nurses were recruited from 11 of 18 regions across Que-
bec. As shown in Table 1, the sample consisted of 23
nurses (22 women and one man), mostly aged between
35 and 54, with 9 to 40 years’ experience in nursing.
All participants had at least a bachelor’s degree and the
majority worked full-time. In general, nurses were more
experienced and trained in CD than in CMD.

Nurses actively collaborated with several health profes-
sionals within the FMGs. The most frequently cited were
family physicians, social workers, and pharmacists, as

practitioners, respiratory therapists, physiotherapists,
occupational therapists, special educators). Nurses man-
aged the care of a variety of client groups, ranging from
paediatric to geriatric follow-up, including perinatal care,
women’s health, and cognitive disorders. The main focus
was on CD (diabetes, hypertension, dyslipidemia, lung
disease). All cases of CMD were comorbid with CD, and
except for one nurse, none followed up exclusively on
CMD.

Description of settings and context

Seventeen nurses worked in FMGs and six in FMG-Us.
FMGs/EMG-Us varied in size, with smaller FMGs being
allocated fewer professional and administrative resources
than larger FMGs [33, 34]. Table 2 provides an overview
of the settings and distribution of nurses.

Nurses’ experience of integrated self-management support
for people with CD and CMD

Nurses’ experience of integrated self-management sup-
port for people with CD and CMD was structured
around : (1) elements of the approach; (2) clinical integra-
tion through prevention and health promotion as part of
a person-focused approach; and (3) operationalization of
integrated self-management support.

Elements of the approach

Nurses presented an approach consisting of several ele-
ments deemed essential to integrated self-management
support: a person-focused approach, co-creation of
self-management support process and adaptation of
integrated self-management support on an autonomy-
dependency continuum.

A person-focused approach
Nurses’ self-management support approach was holis-
tic and humanistic. Nurses provided care by considering
the person before the illness, being a guide for that per-
son, sharing experiences, and treating the person as they
would wish to be treated:

“Now, when I see that someone is coming in for the
management of a chronic disease of some type, I
always use part of our time to talk about stress and
all that. When we do [the assessment] of lifestyle
habits, I realize, Ah, maybe there’s something there’
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Sometimes, I'll set aside the teaching about chronic
illnesses to assess the person’s mental health a little
more. I'll take my scales, the PHQ-9 or the GAD-7,
and I'll dig into that a bit. [...] because it's probably
going to influence their chronic illness or whatever.
This is when I see that [my self-management sup-
port] becomes much more holistic for everyone in my
practice” (nurse 4)

In the presence of people with CMD, nurses tended to be
more sensitive to the person’s psychological state, and to
devote more time and resources to them. For all nurses,
adapting the self-management support to the person’s
current state, progress, needs, desires, and abilities was
essential.

Co-creation of the self-management support process

through active participation and shared responsibility

The relationship was essential to the whole self-man-
agement support process. It was a priority for nurses
to create a strong bond of trust to develop a prolonged
and lasting relationship with the person. However, the
development of this relationship varied from one person
to another and required the use of different strategies:
in-depth understanding of the person; sharing personal
experiences; giving importance to lived experience; grad-
ually building the relationship; paying personal attention;
personalizing speech; being in the moment; and ensuring
a safe environment. For nurses, there were clear benefits
to this type of relationship as it facilitates and improves
care; strengthens the bond; helps anticipate and reduce
disease-related difficulties; facilitates confidences and
helps achieve lasting objectives:

“Over the past 5 years, I believe my practice has
evolved in this direction, and I tend to use much
more ‘tender loving care! [...]. I used to feel like the
more expeditious I was, the more time I'd have, the
more patients Id see. [...] Whereas, in the end, when
you take a little more time, well, it takes less time.
[The person] is more attentive, more collaborative,
and then [the person] is happy to see you and have a
connection with someone they trust” (nurse 22)

Furthermore, the adoption of attitudes and behaviours
that are conducive to the co-creation of the self-man-
agement support process by nurses and the person was
raised by many interviewees. It was part of the founda-
tion of the integrated self-management support approach
because attitudes and behaviours have a considerable
impact on the process and the person. For nurses, this
meant being interested, motivated, humble, humanistic,
authentic, versatile, open, and transparent.
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Once the relationship was established, it was easier to
actively involve the person, create a plan together, and
share the responsibility for care planning and follow-up.
As mentioned above, the person’s involvement was a
necessary part of the teamwork. To achieve this, several
strategies were raised by the nurses, such as starting from
the person’s experience to build the self-management
support, letting the person lead the interview and make
decisions, asking for the person’s opinion and expecta-
tions, ensuring that the choices of support strategies
come from both the nurse and the person and are well
understood, and involving family and friends or partners:

[Discussing the plan] “For me, it implies that the
patient makes decisions about their goals and is
involved in the process. I'm not the one who's going to
say, 1 think it would be better if you took a 30-min-
ute walk every day. It’s going to help your depression
and your hypertension. You know, I'm not here... If I
have someone who says, I don’t have any ideas; then
I'll make suggestions. But I want it to come from
them, so they choose their objectives. In any case,
this is how it becomes more individualized, and I
think this is how we achieve success” (nurse 2)

By letting people establish their own objectives, nurses
reinforced the individual’s autonomy in choosing the
direction of self-management support and share respon-
sibility with them.

Co-creation of the self-management support was
achieved through active participation and a clear shar-
ing of responsibilities on all aspects of the self-manage-
ment support, including follow-up, choice of treatments,
and steps to be taken. Nurses expected people to take
charge of their own healthcare as much as possible: To
follow up with the nurse when requested or on their own
initiative; to make appointments; to take the necessary
steps for their health. Nurses respected decision-making
autonomy and gave the person enough space to encour-
age autonomy while providing them with the appropri-
ate tools, depending on the situation. These included
screening or assessment tools (e.g., PHQ-9 for depres-
sion, GAD-7 for anxiety), teaching tools (e.g., booklets,
one-pagers, pamphlets), and medical protocols to sup-
port medication adjustment. However, sharing power in
the relationship can lead to issues related to safety (if the
person is not capable of being autonomous), power (by
removing the care-related responsibility from the nurse),
dependency (as support is dependent on the partnership
between the nurse and person), and performance (where
the nurse feels responsible for the person’s results). In
all cases, nurses viewed the sharing of responsibilities
positively and relied on adapted access to care, based on
the person’s needs, to better meet them. They practised
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self-management support in the spirit of collaboration
and partnership:

“In the relationship, I like to share the power with my
patient. I'm more interested in collaboration.” (nurse
8)

Continuity of care and services, including interprofes-
sional collaboration and relational continuity was an
important part of the co-creation of the self-management
support process. From the nurses’ perspective, the self-
management support they provided specifically for CMD
was not as fully developed as what they achieve in physi-
cal health. For several reasons, including lack of knowl-
edge and skills, nurses tended to refer to social workers,
psychologists, or family physicians for more comprehen-
sive care. When dealing with mental health issues, some
were more likely to play a pivotal role within the inter-
disciplinary team, especially in larger FMGs where more
professional resources are available.

“I continue to manage their care, but I refer them.
[...] For example, I call the social worker, and then
I say, [[Social worker], come into my office, Id like
to introduce you to someone! [...] I know my patient.
So, I introduce the person and then I choose which
professional would be most appropriate for that per-
son.” (nurse 12)]

In the presence of a person with CMD, nurses empha-
sized the importance of relational continuity throughout
the liaison process with another professional, even after
they referred the person.

Adaptation of integrated self-management support on an
autonomy-dependency continuum

As a person’s autonomy fluctuates according to their
condition and abilities, nurses adapted self-management
support along a continuum from dependency to auton-
omy to better align with the reality and complexity of the
person’s situation. As much as possible, the nurses tried
to empower people, while always aiming to prevent the
situation from deteriorating or becoming too difficult for
the person to manage.

“[...] generally, we assess their level of motivation to
take care of themselves. Then, you know, if I have a
patient who'’s not motivated, who doesn’t feel well
and we've just started medication or it’s not going
well at all and he’s grieving, I'm not going to give him
an assignment, you know (laughs). We're going to
adapt to the person who's in front of us.” (nurse 7)
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Tailoring self-management support to the person’s
actual condition enabled nurses to avoid ethical issues
that might arise from self-management support, as an
example if the person lacks the capacity to take care of
him/herself and the self-management skills required are
complex.

Clinical integration through prevention and health
promotion

As part of the person-focused approach, integrated self-
management support was provided through activities
including promotion of a healthy lifestyle, risk factor pre-
vention, and education on disease interaction.

Promotion of a healthy lifestyle and prevention of risk factors
The most popular strategies used to ensure that mental
and physical health are targeted as part of integrated self-
management support were to address lifestyle (e.g., phys-
ical activity, diet, sleep) and risk factors including stress,
social isolation, and substance use (tobacco, drugs, alco-
hol) to initiate a discussion about mental health:

“There are plenty of things we can recommend for
mental health, which also work for all physical ill-
nesses. Everything to do with lifestyle habits: good
sleep hygiene, diet, exercise... [...]. So, often, it’s by
asking a question that people will open the door. [For
example], ‘Do you drink alcohol?; the patient replies,
‘ves [...] It’s because I'm too stressed, after my big
days. You know, I need my beer when I get home...
[The nurse replies], ‘OK, but tell me more about why
you need your beer..! This makes it easier to get in.
You know, without asking the at-risk person, ‘How is
it going with your mental health?”” (nurse 15)

For nurses, the synergy between physical and mental
health, and the impact of a healthy lifestyle and risk fac-
tors on health, were well-established concepts. Assessing
lifestyle habits and risk factors provided an overall view
of the person’s functioning, where, for example, halting a
lifestyle habit could mean the deterioration of a person’s
condition:

“I'll ask them, How are you? Are you still taking
walks?” Because I know that walking is good for [the
person]’s mental health. So, if they say that they have
stopped going for walks, something that tells me that
they are not doing so well. Are you still doing your
activities? I'm going to assess lifestyle habits and if
something has changed, it’s going to raise a red flag...
You know, when someone is not going for walks any
more, who's not eating as well, I'll be able to delve
deeper into that” (nurse 24)
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Table 3 Self-management support activities

Summary of self-management support activities

Integrated
self-manage-
ment support
activities

« Mostly focused on CD, with less emphasis on CMD

- Subjects: Depending on pathology, pathophysiol-
ogy, complications, signs and symptoms, medication,
treatments

- Several teaching tools (few for CMD) from various
sources (web, nurses) and in various formats (video,
paper)

- Both formal and informal action plan (little emphasis
on CMD)

- Problem solving, action planning, and goal setting:
person-focused and person-driven; longer term; short
and simple goals, SMART (few goals for CMD or indirect
focus)

- Topics: lifestyle habits; medication; substance use

- Systematic file review (objectives, previous notes, as-
sessments, medication, history of the current disease)
« First meeting =comprehensive biopsychosocial
assessment

« Follow-up of CMD absent or non-systematic, but closer
follow-up when present

« Regular support for medication intake and adjust-
ment (less for CMD) and for adoption of new behav-
jours (often related to lifestyle habits)

- Mostly related to lifestyle support, management of
CD (diabetes; hypertension) and little or none for CMD;
and various psychological strategies

« No mention of training and practice in communicating
with other professionals

« Education and support related to the adoption of a
healthy lifestyle and to risk factors: diet, sleep, physi-
cal activity, smoking, weight, substance use (drugs,
alcohol), stress

- Diversified strategies, but sometimes not very elaborate,
relying on feeling or instinct

- Strategies used:

o Cognitive: communication technique (active listen-
ing, counselling, reflection, silence, reformulation, non-
verbal), normalization, reframing, de-dramatization;

o Emotional and experiential: stress and emotional
management;

o Behavioural: motivational interviewing, follow-up
diary;

o Psychoeducational: reading, writing

« Education on available resources (other profession-
als, community organizations, phone applications,
employee assistance programme)

- Liaison with internal (social worker or psychologist) or
external resources (community organizations)

- Emergency management and safety net

« Access by telephone (direct line; fixed time)

- Leaves contact information for self and other re-
sources as needed

« Dedicated time slots for one-time and urgent
requests

Biopsychoso-
cial therapeu-
tic education

Shared
individualized
action plan

Biopsy-
chosocial
monitoring

Adherence
support

Support for
practical self-
management
skills

Lifestyle
support

Psychological
strategies

Social support
and resource
liaison

Self-manage-
ment support
accessibility
measures

CD: Chronic disease; CMD: Common mental disorders

Italics: elements with gaps in clinical integration
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The notion of stress management was particularly preva-
lent among nurses, as it was a precursor to physical and
mental health issues, and it was the closest thing to men-
tal health self-management support.

Disease interaction education

Subsequently, by probing lifestyle habits and risk fac-
tors, it was easy for them to teach people about various
topics and explain the interaction between physical and
mental illnesses. Nurses often used analogy, metaphor,
or comparison to explain this interaction. In addition,
teaching was also an opportunity to talk about effective
support strategies for both physical and mental health
(e.g., stress management, exercise, and others); to discuss
medication; to raise awareness of the need to focus on
both mental and physical health; and, to debunk certain
misconceptions or preconceptions. Education about the
interaction between diseases was one of the most con-
crete strategies for bridging the gap between physical and
mental health:

“When I have diabetic patients, I make a connection
between blood sugar fluctuations and cortisol levels,
for example. So we're going to marry that to explain
to them [that their mental health problem] also has
an impact on their physical health [...] as I often say
to my patients, ‘We're trying to facilitate calm feel-
ings in your mind, but it’s also going to go through
your body. I often allude to a machine, you know. A
typical example of this is: If you don’t take good care
of your machine, it won’t be able to do much mile-
age”” (nurse 20)

Operationalization of integrated self-management support
Several self-management support activities were per-
formed by nurses to operationalize the integrated self-
management support approach. Data about how nurses
integrated self-management support were condensed
into nine activities inspired by the 14 components pro-
posed by the PRISMS taxonomy [44] (see Additional
file 3 for details of this condensation). Table 3 presents a
summary of the self-management support activities car-
ried out by nurses.

A variety of CD-related self-management support
activities were carried out and the nurses argued that
they were competent in this field. Establishing a con-
certed action plan with the person was often the starting
point for adapting and co-creating the self-management
support. Nurses implemented a variety of interven-
tions that were tailored to the person, and applicable to
both CD and CMD, such as biopsychosocial education;
self-management skills support, psychological strate-
gies, lifestyle habits and risk factors; and social support.
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Biopsychosocial monitoring, as well as support for medi-
cation and behaviour adherence were also implemented.
The self-management support process was adapted
across an entire autonomy-dependency continuum.
While not exclusive to CMD, certain activities were more
likely to be applied by nurses in specific CMD contexts,
such as psychological strategies (e.g., communication
technique, stress and emotional management), social
support and resource liaison, and strategies to access
increased self-management support.

One reported aspect was the broad generalist role
played by nurses, often giving minimal priority to CMD
in the context of a specific follow-up. As shown in Table 3
(underlined), some activities demonstrated a more sum-
mary approach to CMD and nurses sometimes felt it
preferable to refer the person to another health profes-
sional. Based on the person’s needs, nurses implemented
intervention strategies, often psychological, to ensure the
integration of mental health. A wide range of psycho-
logical interventions were described by the nurses. Here
again, support for physical CD was evident and clearer,
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as guidelines are often already in place, as well as a defini-
tion of the nurse’s role in this regard, compared to guide-
lines for CMD, which are less available in these settings,
and where nurses’ involvement remains unclear.

Model of integrated self-management support in primary
care nursing

Based on the results of this study, a model of integrated
self-management support for CD and CMD in primary
care is proposed (Fig. 1). This theoretical model is based
on the work of Beaudin et al. [24], as detailed earlier, and
goes a step further by adding new elements and links
between concepts. First, the new model reduces the
number of categories to two: “person-focused care” and
“co-creation of the self-management support process”
The original categories (co-creation of the self-manage-
ment support; shared responsibility and joint agreement
on the self-management support; and, coordination by
the person) were merged under “co-creation of the self-
management support process,” as all these elements
are interrelated. As for “interdependence,” according to

INTEGRATED SELF-MANAGEMENT SUPPORT
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Fig. 1 Model of integrated self-management support in primary care nursing
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Valentijn et al. [26], it is necessary to have both a person-
focused approach and co-creation of the care process,
hence the addition of this element to the framework. In
practice, nurses had a similar discourse:

“[...] I tell them, I repeat to them, It’s you and me,
we work as a team. I'm nothing without you. By this,
I mean that if I don’t have data, I can’t work. I can
explain to you what diabetes is. After that, I can’t
work without you; I can’t personalize your treat-
ment, you know? I can give you a global treatment,
give you a scale and then hope you don’t get retinop-
athy. But if you work with me, we're going to have the
best of both worlds.” (nurse 22)

For nurses, it was necessary to adapt the self-manage-
ment support to the person, while depending entirely
on the active participation of the latter to be able to offer
truly person-focused support.

Discussion

This study developed the concept of integrated self-man-
agement support for people with CD and CMD by pri-
mary care nurses. On the one hand, clinical integration
of self-management support for CD and CMD was stud-
ied based on nurses’ experience and the literature. Next,
the activities practised by nurses were clarified, and some
strengths and gaps related to practice in specific mental
health contexts were highlighted. Finally, a model was
proposed to synthesize the attributes of this approach.

When comparing the nurses’ experiences in this study
with the scoping review carried out to identify inte-
grated self-management support interventions and their
characteristics [24], several similarities became appar-
ent. There is still significant emphasis on considering the
person holistically and prioritizing the development of
a strong relationship with them. This study goes further
by explaining how nurses integrate physical and mental
health into support activities, situating the level of inter-
vention related to prevention and health promotion; and
explaining how nurses apply an integrated self-manage-
ment support approach.

Many other important points emerged regarding clini-
cal integration of self-management support. The lack of
knowledge and skills specific to CMD (anxiety or depres-
sion) is a well-known problem in Quebec’s primary care
settings [47, 48], and elsewhere in the world [49, 50].
In an integrative review targeting primary care nurses’
knowledge gaps and learning needs in mental health
[51], the authors identified several reasons for these gaps:
inadequate preparation (initial and continuing training);
limited exposure to theory or clinical experience; lack of
confidence and motivation; and, the low priority given
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to mental health. However, studies are clear regarding
the positive impact on health (reduction in depressive
and anxiety symptoms) and the level of satisfaction of
those receiving care from competent primary care nurses
trained in mental health [21, 52]. Despite a growing need
for more skilled primary care nurses in the field of men-
tal health, the offer of training and clinical support must
evolve and be valued more to foster the advancement of
nurses’ practice as well as the quality of care provided to
the person [9, 25, 51, 53].

When comparing nurses’ practice to current guidelines
[13], nurses’ integrated self-management support has
many positive points, but could be improved. This is an
interesting observation, as it reinforces the need for more
CMD training for nurses, so that they understand their
interventions, both in terms of the choice of strategies
to be applied and their effectiveness. The results of this
study lead us to rethink the importance of the approach
in the management of CD and CMD for their clinical
integration, by concurrently developing the components
related to the approach (a partnership relationship; con-
tinuity of care; a humanistic and holistic approach; shar-
ing of responsibilities and decisions related to the plan;
communication) and the practical skills (support strate-
gies; knowledge and skills). Focusing on approach-related
components, an integrative review of non-technical com-
petencies (or soft skills) in nursing [54] defines these as
social and cognitive competencies, referring to the car-
ing aspect and to nurses’ tacit and intuitive knowledge.
Referring specifically to the self-management support
provided as part of primary care nurses’ practice, many
activities require non-technical skills on the part of the
nurse (e.g., developing relationships, collaborating) [12,
55]. Of these non-technical skills, the ability to com-
municate well, to work as part of a team (leadership), to
demonstrate creativity, sensitivity, empathy, and emo-
tional intelligence are the most frequently cited as impor-
tant to have and to develop, as these skills have numerous
benefits [54, 56, 57]. Thus, it has been recommended
that greater importance be given to the development of
approach-related skills, i.e., the development of the part-
nership relationship; person-centred care; and, shared
decision-making [58-60].

In terms of integrated self-management support activi-
ties, the results of this study demonstrate a wide range
of activities and strategies. Several authors have exam-
ined the best intervention strategies to apply, but the
optimal combination for this clientele remains uncertain
[14, 61, 62]. There are promising practices for managing
people with CD and CMD, such as partially supported
and self-directed digital mental health interventions to
monitor and support self-management of chronic con-
ditions [63], care management through collaborative
models [28], or different forms of psychotherapy [64,
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65]. Among the suggested strategies, guidelines for the
treatment of depression concomitantly with CD [15]
recommend the use of low-intensity psychosocial inter-
ventions prior to pharmacotherapy. These interventions
include all components of lifestyle habits (physical activ-
ity; sleep hygiene; stress management; substance use and
anxiety); active monitoring; and some activities common
to self-management support, such as psychological edu-
cation, problem solving, partnership, and other behav-
iour change therapies. The effectiveness of psychosocial
and behaviour change interventions has been demon-
strated in a variety of settings, for both CD and CMD,
in both disease-specific and concomitant contexts [16,
17, 64, 66—72]. Given their efficacy and low cost, these
interventions are wise choices to develop [73]. More
broadly, several authors agree that the development of
self-management skills should involve behaviour change
therapies [73] and that the use of these therapies within
self-management support must be further developed
during initial and continuing training [74, 75]. In this
regard, it would be promising to develop integrated self-
management support within an integrated behavioural
health approach in primary care, as it focuses on holis-
tic support (CD and CMD) in primary care of a person
using behaviour change therapies. Integrated behavioural
health is an emerging primary care approach to manag-
ing behavioural health issues (e.g., mental health, sub-
stance use, lifestyle habits) of people with CD and CMD,
which requires several competencies and skills, including
a humanistic approach that takes the whole person into
account [76, 77]. This approach is increasingly recog-
nized for the management of CMD in primary care [78,
79]. Nurses, supported by training, are well positioned to
practise this approach [80].

Finally, the results enabled us to present a model of
integrated self-management support (Fig. 1). This model
has many applications, both theoretical (conceptualiza-
tion and understanding of integrated self-management
support) and practical (description and development
of self-management support interventions in primary
care contexts for people with CD and CMD). Discussed
briefly in this study and also reported by other authors
[24, 81-83], several important influencing factors can
modulate the clinical integration of self-management
support. To better understand them, an in-depth study
of factors influencing clinical integration and strategies to
improve integrated self-management support will be car-
ried out in a future publication.

Strengths and limitations

To our knowledge, this is the first qualitative study to
explore the experience of primary care nurses with inte-
grated self-management support for CD and CMD.
The study was carried out in accordance with Thorne’s
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rigorous criteria [32]. A triangulation of the results
between researchers and with the literature was carried
out; a diversification of experiences was obtained (sev-
eral sites and regions of Quebec); and, data saturation
was obtained after 20 interviews [39, 84]. The methods
used and the clinical research questions were consistent
with Thorne’s approach [32]. A rich in-depth description
of the results, supported by verbatim quotes and taking
into account information from all facets, was produced
[39, 84]. A clear and detailed description of the process
was achieved by keeping a methodological journal. Peer
debriefing was conducted to discuss the analysis process
and results [39, 84, 85].

However, there are limitations to the study. First, it is
limited to nurses’ experience. The research questions tar-
geted the practice of primary care nurses. We recognize
that input from patients’ and other health professionals’
experience is important and a study of their experience
with integrated self-management support could help
improve FMG nurses’ practice. Second, although recruit-
ment strategies made it possible to target nurses with
experience relevant to the phenomenon under investi-
gation, many participants were nurses with several years
of experience. In Quebec, nurses are unionized profes-
sionals and appointment to an FMG position is generally
made through a combination of an interview and accu-
mulated years of experience (seniority within an institu-
tion). Given that these are coveted positions, this type of
participant profile is not surprising. This is not unique
to this study and has been reported elsewhere [25, 86],
but may have an impact on the transferability of results
to other FMG nursing practices. Even if the nurses have
a bachelor’s degree, integrated self-management sup-
port for people with CD and CMD remain complex, and
nurses may need continuing education to ensure compre-
hensive care. Third, there may have been a social desir-
ability bias and nurses may have given positive responses
or overestimated their performance [87]. Only one data
collection method was used and the use of additional
methods could have allowed for triangulation of meth-
ods and different points of view [88]. However, given the
wide geographical distribution, access to different set-
tings across the province became complex and difficult.
Although some authors note certain limitations associ-
ated with virtual interviews (e.g., confidentiality, tech-
nical difficulties), it facilitated this research and similar
effectiveness and benefits to a face-to-face format have
been demonstrated [89].

Conclusion

Clinical integration of self-management support for
CD and CMD is achieved through prevention (risk fac-
tors), health promotion (good lifestyle habits), and
disease interaction education. A model of integrated
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self-management support in primary care nursing has
been proposed to understand and implement future
interventions, including the essential components of an
integrated self-management support approach, as well as
a detailed description of the support activities carried out
by nurses. Still, there is a need for improvement in CMD
self-management support, and gaps were identified, espe-
cially in terms of support for specific CMD (anxiety and
depression). Possible solutions were discussed, includ-
ing further development of technical and non-technical
skills, especially regarding behaviour change therapies.
Future integrated self-management support training
should focus on CMD-related knowledge development,
technical (e.g., behavioural change techniques) and non-
technical skills (e.g., person-focused care approach and
co-creation of self-management support process).

Abbreviations

cD Chronic physical diseases
CMD Common mental disorders
CoP The Quebec FMG nurses'virtual community of practice

FMG Family medicine group

FMG-U  University family medicine group
QON Quebec Order of Nurses

SLSJ Saguenay-Lac-Saint-Jean

SMS Self-management support

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512875-024-02464-8.

Supplementary Material 1
Supplementary Material 2

Supplementary Material 3

Acknowledgements
Thank you to Ms Bonita Van Doorn for the revision of the article.

Author contributions

JB: Conceptualization, Methodology, Investigation, Formal analysis, Data
curation, Writing — original draft, Writing — Review & Editing, Visualization,
Software, Project administration. MCC: Conceptualization, Methodology,
Validation, Writing — Original draft, Writing — Review & Editing, Supervision. EH:
Formal analysis, Validation, Writing — Original draft, Writing — Review & Editing.
CH: Conceptualization, Methodology, Validation, Writing — Original draft,
Writing — Review & Editing, Supervision.

Funding

The corresponding author’s work was financially supported through his
doctoral scholarship by the Quebec Network on Nursing Intervention
Research, the Ordre des infirmiéres et infirmiers du Québec, and the Ministére
de I'Education et Enseignement supérieur du Québec.

Data availability
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The multicentre research project was approved by the CIUSSS de I'Estrie-CHUS
Research Ethics Board (MP-31-2022-4284). All methods were carried out in

Page 11 of 13

accordance with relevant guidelines and regulations and informed consent
was obtained from all subjects and/or their legal guardian(s).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Faculté de Médecine et des Sciences de la Santé, Université de
Sherbrooke, 3001, 12e Avenue Nord, Sherbrooke, Québec

JTH 5N4, Canada

“Module des sciences infirmiéres, Université du Québec a Chicoutimi, 555
Bd de I'Université, Chicoutimi, Québec G7H 2B1, Canada

3Faculté des sciences infirmiéres, Université de Montréal, Pavillon
Marguerite-d'Youville, C.P. 6128 succ. Centre-ville, Montréal, Québec,
Canada H3C 3J7

Received: 25 September 2023 / Accepted: 3 June 2024
Published online: 12 June 2024

References

1. GBD2015MandCofDC. Global, regional, and national life expectancy, all-cause
mortality, and cause-specific mortality for 249 causes of death, 1980-2015:
a systematic analysis for the global burden of Disease Study 2015. Lancet
(London England). 2016;388(10053):1459-544.

2. GBD 2017 Disease and Injury Incidence and Prevalence Collaborators. Global,
regional, and national incidence, prevalence, and years lived with disability
for 354 diseases and injuries for 195 countries and territories, 1990-2017:

a systematic analysis for the global burden of Disease Study 2017. Lancet.
2018;392(10159):1789-858.

3. National Institute for Health and Care Excellence. Common mental health
problems: identification and pathways to care. Volume 54. National Institute
for Health and Care Excellence; 2011.

4. Fogarty F, McCombe G, Brown K, Van Amelsvoort T, Clarke M, Cullen W, et al.
Physical health among patients with common mental health disorders in
primary care in Europe: a scoping review. Ir J Psychol Med. 2021,38(1):76-92.

5. Scott Km, Bruffaerts R, Tsang A, Ormel J, Alonso J, Angermeyer Mc, et al.
Depression-anxiety relationships with chronic physical conditions: results
from the World Mental Health surveys. J Affect Disord. 2007;103(1):113-20.

6. Walker ER, McGee RE, Druss BG. Mortality in mental disorders and global
disease burden implications: a systematic review and meta-analysis. JAMA
Psychiatry. 2015;72(4):334-41.

7. Gaulin M, Simard M, Candas B, Lesage A, Sirois C. Combined impacts of
multimorbidity and mental disorders on frequent emergency department
visits: a retrospective cohort study in Quebec, Canada. Can Med Assoc J.
2019;191(26):E724-32.

8. Steel Z, Marnane C, Iranpour C, Chey T, Jackson JW, Patel V, et al. The global
prevalence of common mental disorders: a systematic review and meta-
analysis 1980-2013. Int J Epidemiol. 2014;43(2):476-93.

9. World Health Organization, United Nations Children’s Fund (UNICEF).

A vision for primary health care in the 21st century: Towards universal

health coverage and the Sustainable Development Goals [Internet]. World
Health Organization: Geneva. 2018. https://apps.who.int/iris/bitstream/
handle/10665/328065/WHO-HIS-SDS-2018.15-eng.pdf?sequence=1&isAllow
ed=y

10.  Swanson M, Wong ST, Martin-Misener R, Browne AJ. The role of registered
nurses in primary care and public health collaboration: a scoping review.
Nurs Open. 2020;7(4):1197-207.

11, Lukewich J, Asghari S, Marshall EG, Mathews M, Swab M, Tranmer J, et al.
Effectiveness of registered nurses on system outcomes in primary care: a
systematic review. BMC Health Serv Res. 2022;22(1):440.

12, Poitras ME, Chouinard MC, Fortin M, Girard A, Gallagher F. [The activities of
primary care nurses working with people with chronic diseases: a systematic
review of the literature]. Recherche en soins Infirmiers. N° 2016;126(3):24-37.

13. Reynolds R, Dennis S, Hasan I, Slewa J, Chen' W, Tian D, et al. A systematic
review of chronic disease management interventions in primary care. BMC
Fam Pract. 2018;19(1):11.


https://doi.org/10.1186/s12875-024-02464-8
https://doi.org/10.1186/s12875-024-02464-8
https://apps.who.int/iris/bitstream/handle/10665/328065/WHO-HIS-SDS-2018.15-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/328065/WHO-HIS-SDS-2018.15-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/328065/WHO-HIS-SDS-2018.15-eng.pdf?sequence=1&isAllowed=y

Beaudin et al. BMC Primary Care

20.

22.

23.

24,

25,

26.

27.

28.

29.

30.

31.

32.

(2024) 25:212

Dineen-Griffin S, Garcia-Cardenas V, Williams K, Benrimoj SI. Helping patients
help themselves: a systematic review of self-management support strategies
in primary health care practice. PLoS ONE. 2019;14(8):e0220116-0220116.
National Collaborating Centre for Mental Health. Depression in Adults with

a Chronic Physical Health Problem: Treatment and Management [Internet].
Leicester (UK): British Psychological Society; 2010 [cited 2020 Mar 9]. (NICE
clinical Guidelines). http://www.ncbi.nlm.nih.gov/books/NBK82916/.
Robinson DJ, Coons M, Haensel H, Vallis M, Yale JF. Diabetes and Mental
Health. Can J Diabetes. 2018;42:5130-41.

Levine GN, Cohen BE, Commodore-Mensah Y, Fleury J, Huffman JC, Khalid U,
et al. Psychological Health, Well-Being, and the mind-heart-body connec-
tion: a Scientific Statement from the American Heart Association. Circulation.
2021;143(10):e763-83.

Adams K, Greiner AC, Corrigan JM. Institute of Medicine. Patient Self-
Management Support. In: Report of a summit: The 1st annual crossing the
quality chasm summit [Internet]. Washington (DC): The National Academies
Press (US); 2004 [cited 2020 Dec 4]. pp. 57-66. http://www.ncbi.nlm.nih.gov/
books/NBK215507/.

Hodkinson A, Bower P, Grigoroglou C, Zghebi SS, Pinnock H, Kontopantelis E,
et al. Self-management interventions to reduce healthcare use and improve
quality of life among patients with asthma: systematic review and network
meta-analysis. BMJ. 2020,;370:m2521.

Massimi A, De Vito C, Brufola |, Corsaro A, Marzuillo C, Migliara G, et al. Are
community-based nurse-led self-management support interventions effec-
tive in chronic patients? Results of a systematic review and meta-analysis.
PLoS ONE. 2017;12(3):1-22.

Houle J, Gascon-Depatie M, Bélanger-Dumontier G, Cardinal C. Depres-

sion self-management support: a systematic review. Patient Educ Couns.
2013,91(3):271-9.

World Health Organization. Integrating the response to mental health
disorders and other chronic diseases in health care systems [Internet].

2014 [cited 2021 Jan 7]. https://www.who.int/mental_health/publications/
gulbenkian_paper_integrating_mental_disorders/en/.

Naylor C, Das P, Ross S, Honeyman M, Thompson J, Gilburt H. Bringing
together physical and mental health: A new frontier for integrated care [Inter-
net]. London, UK: The King's Fund; 2016. 120 p. https://www.kingsfund.org.
uk/sites/default/files/field/field_publication_file/Bringing-together-Kings-
Fund-March-2016_1.pdf.

Beaudin J, Chouinard MC, Girard A, Houle J, Ellefsen E, Hudon C. Integrated
self-management support provided by primary care nurses to persons with
chronic diseases and common mental disorders: a scoping review. BMC Nurs.
2022,21(1):212.

Girard A, Hudon C, Poitras ME, Roberge P, Chouinard MC. Primary care
nursing activities with patients affected by physical chronic disease and
common mental disorders: a qualitative descriptive study. J Clin Nurs.
2017,26(9-10):1385-94.

Valentijn PP, Schepman SM, Opheij W, Bruijnzeels MA. Understanding
integrated care: a comprehensive conceptual framework based on the
integrative functions of primary care. Int J Integr Care [Internet]. 2013 Mar
22 [cited 2020 Sep 2];13(1). http://www.ijicorg/articles/abstract/https://doi.
0rg/10.5334/ijic.886/.

Katon W, Lin EHB, Von Korff M, Ciechanowski P, Ludman EJ, Young B, et al.
Collaborative care for patients with depression and chronic illnesses. N Engl J
Med. 2010;363(27):2611-20.

Rossom RC, Solberg LI, Magnan S, Crain AL, Beck A, Coleman KJ, et al. Impact
of a national collaborative care initiative for patients with depression and
diabetes or cardiovascular disease. Gen Hosp Psychiatry. 2017;44:77-85.
Barley EA, Walters P, Tylee A, Murray J. General practitioners'and practice
nurses'views and experience of managing depression in coronary heart
disease: a qualitative interview study. BMC Fam Pract. 2012;13:1.

Langer S, Chew-Graham CA, Drinkwater J, Afzal C, Keane K, Hunter C, et al. A
motivational intervention for patients with COPD in primary care: qualitative
evaluation of a new practitioner role. BMC Fam Pract. 2014;15:164.

Mercer SW, Fitzpatrick B, Guthrie B, Fenwick E, Grieve E, Lawson K, et al. The
CARE Plus study - a whole-system intervention to improve quality of life of
primary care patients with multimorbidity in areas of high socioeconomic
deprivation: exploratory cluster randomised controlled trial and cost-utility
analysis. BMC Med. 2016;14(1):88.

Thorne SE. Interpretive description: Qualitative research for applied practice
[Internet]. 2eNew York: Routledge, Taylor, Francis Group. & ; 2016. 1 ressource
en ligne (336 pages). http://sbiproxy.ugac.ca/login?url=http://lib.myilibrary.
com?id=916563.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

Page 12 of 13

Ministére de la Santé et des Services sociaux. Cadre de gestion: Groupe de
médecine de famille (GMF), Groupe de médecine de famille-Réseau (GMF-R)
[Internet]. 2015. http://www.msss.gouv.qc.ca/ministere/acces_info/docu-
ments/demandes_acces/2015-2016/2015-2016-285-Document.pdf.
Ministére de la Santé et des Services sociaux. Cadre de gestion des groupes
de médecine de famille universitaires (GMF-U) [Internet]. 2016. http://publi-
cations.msss.gouv.qc.ca/msss/fichiers/2016/16-924-04W.pdf.

Fortin MF, Gagnon J. Fondements et étapes du processus de recherche:
méthodes quantitatives et qualitatives. 3e éd. Montréal, QC: Cheneliere
éducation; 2016. xix, 518 pages p.

Institut de la statistique du Québec. Principaux indicateurs sur le Québec et
ses régions [Internet]. 2021. https://statistique.quebec.ca/fr/vitrine/region/02.
Fusch P, Ness L. Are we there yet? Data saturation in qualitative research.
Qualitative Rep. 2015;20(9):1408-16.

Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. Satura-
tion in qualitative research: exploring its conceptualization and operational-
ization. Qual Quant. 2018,52(4):1893-907.

Miles MB, Huberman AM, Saldaria J. Qualitative data analysis: A methods
sourcebook. 3e éd. Thousand Oaks, CA: SAGE; 2014. xxiii, 381 pages p.

Kvale S, Brinkmann S, InterViews. Learning the craft of qualitative research
interviewing, 2nd ed. Thousand Oaks, CA, US: Sage Publications, Inc; 2009.
xviii, 354 p. (InterViews: Learning the craft of qualitative research interviewing,
2nd ed).

Savoie-Zajc L. Lentrevue semi-dirigée. In: Recherche sociale: De la prob-
|ématique a la collecte des données. 6e ed. Québec, Canada: Presses de
I'Université du Québec; 2016. pp. 337-62.

Kallio H, Pietila AM, Johnson M, Kangasniemi M. Systematic methodological
review: developing a framework for a qualitative semi-structured interview
guide. J Adv Nurs. 2016;72(12):2954-65.

Brinkmann S, Kvale S, Doing Interviews. SAGE; 2018. 215 p.

Pearce G, Parke HL, Pinnock H, Epiphaniou E, Bourne CLA, Sheikh A, et al. The
PRISMS taxonomy of self-management support: derivation of a novel taxon-
omy and initial testing of its utility. J Health Serv Res Policy. 2016;21(2):73-82.
Laperriere A. Les critéres de scientificité des méthodes qualitatives. La
Recherche qualitative: Enjeux épistémologiques et méthodologiques. Bouch-
erville, QC: Geatan Morin Editeur; 1997.

Jootun D, McGhee CM, Maland GR. Reflexivity: promoting rigour in qualita-
tive research. Nursing standard (Royal College of Nursing (Great Britain):
1987) [Internet]. 2009 Feb 11 [cited 2020 Dec 21;23(23). http://pubmed.nchi.
nim.nih.gov/19263905/.

Wakida EK, Talib ZM, Akena D, Okello ES, Kinengyere A, Mindra A, et al. Barri-
ers and facilitators to the integration of mental health services into primary
health care: a systematic review. Syst Rev. 2018;7(1):211.

Girard A, Ellefsen E, Roberge P, Carrier JD, Hudon C. Challenges of adopting
the role of care manager when implementing the collaborative care model
for people with common mental illnesses: a scoping review. Int J Mental
Health Nurs. 2019;28(2):369-89.

Secker J, Pidd F, Parham A. Mental health training needs of primary health
care nurses. J Clin Nurs. 1999,8(6):643-52.

Thomas S, Jenkins R, Burch T, Calamos Nasir L, Fisher B, Giotaki G, et al.
Promoting Mental Health and preventing Mental lliness in General Practice.
Lond J Prim Care (Abingdon). 2016;8(1):3-9.

Mclnnes S, Halcomb E, Ashley C, Kean A, Moxham L, Patterson C. An integra-
tive review of primary health care nurses'mental health knowledge gaps and
learning needs. Collegian. 2022;29(4):540-8.

Halcomb EJ, McInnes S, Patterson C, Moxham L. Nurse-delivered interven-
tions for mental health in primary care: a systematic review of randomized
controlled trials. Fam Pract. 2019;36(1):64-71.

Waterworth S. A qualitative study of nurses' clinical experience in recognising
low mood and depression in older patients with multiple long-term condi-
tions. JOCN. 2015;24(17-18):2562-70.

Laari L, Anim-Boamah O, Boso CM. Soft skills the matchless traits and skills in
nursing practice: an integrative review. Nurs Pract Today. 2022;9(4):267-78.
Morris M, Halcomb E, Mansourian'Y, Bernoth M. Understanding how general
practice nurses support adult lifestyle risk reduction: an integrative review. J
Adv Nurs. 2022;78(11):3517-30.

Thew J. Soft skills that deliver hard results. HEALTHC Leadersh REV.
2020;39(2):1-6.

Widad A, Abdellah G. Strategies used to teach soft skills in undergraduate
nursing education: a scoping review. J PROF NURS. 2022;42:209-18.

Collins C, Doran G, Patton P, Fitzgerald R, Rochfort A. Does education of
primary care professionals promote patient selfmanagement and improve


http://www.ncbi.nlm.nih.gov/books/NBK82916/
http://www.ncbi.nlm.nih.gov/books/NBK215507/
http://www.ncbi.nlm.nih.gov/books/NBK215507/
https://www.who.int/mental_health/publications/gulbenkian_paper_integrating_mental_disorders/en/
https://www.who.int/mental_health/publications/gulbenkian_paper_integrating_mental_disorders/en/
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Bringing-together-Kings-Fund-March-2016_1.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Bringing-together-Kings-Fund-March-2016_1.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Bringing-together-Kings-Fund-March-2016_1.pdf
http://www.ijic.org/articles/abstract/
https://doi.org/10.5334/ijic.886/
https://doi.org/10.5334/ijic.886/
http://sbiproxy.uqac.ca/login?url=http://lib.myilibrary.com?id=916563
http://sbiproxy.uqac.ca/login?url=http://lib.myilibrary.com?id=916563
http://www.msss.gouv.qc.ca/ministere/acces_info/documents/demandes_acces/2015-2016/2015-2016-285-Document.pdf
http://www.msss.gouv.qc.ca/ministere/acces_info/documents/demandes_acces/2015-2016/2015-2016-285-Document.pdf
http://publications.msss.gouv.qc.ca/msss/fichiers/2016/16-924-04W.pdf
http://publications.msss.gouv.qc.ca/msss/fichiers/2016/16-924-04W.pdf
https://statistique.quebec.ca/fr/vitrine/region/02
http://pubmed.ncbi.nlm.nih.gov/19263905/
http://pubmed.ncbi.nlm.nih.gov/19263905/

Beaudin et al. BMC Primary Care

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71

72.

73.

(2024) 25:212

outcomes in chronic disease? An updated systematic review. BJGP Open.
2021;5(3):1-9.

Menear M, Dugas M, Careau E, Chouinard MC, Dogba MJ, Gagnon MP, et al.
Strategies for engaging patients and families in collaborative care programs
for depression and anxiety disorders: a systematic review. J Affect Disord.
2020;263:528-39.

Donnelly J, Dykes M, Griffioen R, Moore J, Hale L, Wilkinson A. Self-
management support training for undergraduate and graduate entry
healthcare professional students: an integrative review. PHYS THER REV.
2020,25(5/6):422-34.

Miller JJ, Pozehl BJ, Alonso W, Schmaderer M, Eisenhauer C. Intervention
components targeting self-management in individuals with multiple chronic
conditions: an integrative review. West J Nurs Res. 2020;42(11):948-62.

Gask L, Ludman EJ, Schaefer J. Qualitative study of an intervention for
depression among patients with diabetes: how can we optimize patient-
professional interaction? Chronic illn. 2006;2(3):231-42.

Sasseville M, LeBlanc A, Tchuente J, Boucher M, Dugas M, Giséle M, et al. The
impact of technology systems and level of support in digital mental health
interventions: a secondary meta-analysis. Syst Reviews. 2023;12(1):78.

Uphoff E, Pires M, Barbui C, Barua D, Churchill R, Cristofalo D, et al. Behavioural
activation therapy for depression in adults with non-communicable diseases.
Cochrane Database Syst Rev. 2020;,8:CD013461.

Akosile W, Tiyatiye B, Colquhoun D, Young R. Management of depression in
patients with coronary artery disease: a systematic review. Asian J Psychiatry.
2023;83:103534.

Institut national d'excellence. en santé et en services sociaux. Efficacité

des interventions psychosociales pour prévenir et traiter les symptomes et
troubles mentaux courants: Repéres. 2022.

Zhang A, Park S, Sullivan JE, Jing S. The effectiveness of problem-solving
therapy for primary care patients' depressive and/or anxiety disorders: a sys-
tematic review and Meta-analysis. J Am Board Fam Med. 2018;31(1):139-50.
Uphoff E, Ekers D, Robertson L, Dawson S, Sanger E, South E et al. Behavioural
activation therapy for depression in adults. Cochrane Database of Systematic
Reviews [Internet]. 2020 [cited 2023 Apr 111;(7). https://www.cochranelibrary.
com/cdsr/doi/10.1002/14651858.CD013305.pub2/full?highlightAbstract=be
havioral%7Cbehaviour%7Cactiv9%7Cactivation%7Cbehavioural%7Cbehavior.
Ekers D, Webster L, Straten AV, Cuijpers P, Richards D, Gilbody S. Behavioural
activation for Depression; an update of Meta-analysis of effectiveness and
Sub Group Analysis. PLoS ONE. 2014;9(6):e100100.

Chew BH, Vos RC, Metzendorf MI, Scholten RJ, Rutten GE. Psychological
interventions for diabetes-related distress in adults with type 2 diabetes mel-
litus. Cochrane Database of Systematic Reviews [Internet]. 2017 [cited 2023
May 251;(9). https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.
CD011469.pub2/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens
97Clow%7Cpsychosoci.

Richards SH, Anderson L, Jenkinson CE, Whalley B, Rees K, Davies P et al.
Psychological interventions for coronary heart disease. Cochrane Database
of Systematic Reviews [Internet]. 2017 [cited 2023 May 25];(4). https://www.
cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002902.pub4/full?highli
ghtAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci.
Schrijver J, Lenferink A, Brusse-Keizer M, Zwerink M, Valk PD, van der van

der, Palen J et al. Self-management interventions for people with chronic
obstructive pulmonary disease. Cochrane Database of Systematic Reviews
[Internet]. 2022 [cited 2023 May 25];(1). https://www.cochranelibrary.com/
cdsr/doi/https://doi.org/10.1002/14651858.CD002990.pub4/full?highlightAb
stract=self%7Cselv%7Cmanagement%7Cselvesd%/Cmanag.

Ould Brahim L, Lambert SD, Feeley N, Coumoundouros C, Schaffler J,
McCusker J, et al. The effects of self-management interventions on depressive

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

Page 13 of 13

symptoms in adults with chronic physical disease(s) experiencing depressive
symptomatology: a systematic review and meta-analysis. BMC Psychiatry.
2021;21(1):584.

Vallis M, Lee-Baggley D, Sampalli T, Ryer A, Ryan-Carson S, Kumanan K, et al.
Equipping providers with principles, knowledge and skills to successfully
integrate behaviour change counselling into practice: a primary healthcare
framework. Public Health. 2018;154:70-8.

Fontaine G, Cossette S, Maheu-Cadotte MA, Mailhot T, Heppell S, Roussy C,
et al. Behavior change counseling training programs for nurses and nursing
students: a systematic descriptive review. Nurse Educ Today. 2019;82:37-50.
Kinman C, Gilchrist E, Payne-Murphy J, Miller B. Provider- and practice-level
competencies for integrated behavioral health in primary care: A literature
review [Internet]. Agency for Healthcare Research and Quality; 2015. https://
integrationacademy.ahrqg.gov/sites/default/files/2020-06/AHRQ_AcadLitRev-
iew.pdf.

Hunter CL, Goodie JL, Oordt MS, Dobmeyer AC. Integrated behavioral health
in primary care: Step-by-step guidance for assessment and intervention, 2nd
ed. Washington, DC, US: American Psychological Association; 2017. xv, 354

p. (Integrated behavioral health in primary care: Step-by-step guidance for
assessment and intervention, 2nd ed).

Christian E, Krall V, Hulkower S, Stigleman S. Primary care behavioral health
integration: promoting the Quadruple Aim. N C Med J. 2018;79(4):250-5.
Vogel ME, Kanzler KE, Aikens JE, Goodie JL. Integration of behavioral health
and primary care: current knowledge and future directions. J Behav Med.
2017;40(1):69-84.

Martin MP, White MB, Hodgson JL, Lamson AL, Irons TG. Integrated primary
care: a systematic review of program characteristics. Families Syst Health.
2014;32(1):101-15.

van Hooft SM, Dwarswaard J, Bal R, Strating MM, van Staa A. What factors
influence nurses'behavior in supporting patient self-management? An
explorative questionnaire study. Int J Nurs Stud. 2016,63:65-72.

DuprezV, Vandepoel |, Lemaire V, Wuyts D, Van Hecke A. A training interven-
tion to enhance self-management support competencies among nurses: a
non-randomized trial with mixed-methods evaluation. NURSE EDUC PRACT.
2022;65:N.PAG-N.PAG.

Menear M, Duhoux A, Roberge P, Fournier L. Primary care practice character-
istics associated with the quality of care received by patients with depression
and comorbid chronic conditions. Gen Hosp Psychiatry. 2014;36(3):302-9.
Lincoln YS, Guba EG, Naturalistic Inquiry. SAGE; 1985. 422 p.

Morse JM. Critical analysis of strategies for determining rigor in qualitative
inquiry. Qual Health Res. 2015;25(9):1212-22.

Poitras ME, Chouinard MC, Gallagher F, Fortin M. Nursing activities for patients
with chronic disease in primary care settings: a practice analysis. Nurs Res.
2018,67(1):35-42.

Creswell JW, Poth CN. Qualitative inquiry & research design: choosing among
five approaches. Fourth edition. Los Angeles: SAGE; 2018. xxv, 459 p.
Holloway |, Wheeler S. Qualitative research in nursing and healthcare. 3rd ed.
Ames, IA: Wiley-Blackwell; 2010. xii+351.

Keen S, Lomeli-Rodriguez M, Joffe H. From challenge to opportunity: virtual
qualitative research during COVID-19 and Beyond. Int J Qualitative Methods.
2022;21:16094069221105075.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013305.pub2/full?highlightAbstract=behavioral%7Cbehaviour%7Cactiv%7Cactivation%7Cbehavioural%7Cbehavior
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013305.pub2/full?highlightAbstract=behavioral%7Cbehaviour%7Cactiv%7Cactivation%7Cbehavioural%7Cbehavior
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013305.pub2/full?highlightAbstract=behavioral%7Cbehaviour%7Cactiv%7Cactivation%7Cbehavioural%7Cbehavior
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011469.pub2/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011469.pub2/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011469.pub2/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002902.pub4/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002902.pub4/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002902.pub4/full?highlightAbstract=intensity%7Cpsychosocial%7Cintens%7Clow%7Cpsychosoci
https://www.cochranelibrary.com/cdsr/doi/
https://www.cochranelibrary.com/cdsr/doi/
https://doi.org/10.1002/14651858.CD002990.pub4/full?highlightAbstract=self%7Cselv%7Cmanagement%7Cselves%7Cmanag
https://doi.org/10.1002/14651858.CD002990.pub4/full?highlightAbstract=self%7Cselv%7Cmanagement%7Cselves%7Cmanag
https://integrationacademy.ahrq.gov/sites/default/files/2020-06/AHRQ_AcadLitReview.pdf
https://integrationacademy.ahrq.gov/sites/default/files/2020-06/AHRQ_AcadLitReview.pdf
https://integrationacademy.ahrq.gov/sites/default/files/2020-06/AHRQ_AcadLitReview.pdf

	﻿Integrated self-management support provided by primary care nurses to persons with chronic diseases and common mental disorders: a qualitative study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Aim
	﻿Design
	﻿Sampling, setting, recruitment (criteria) and procedure
	﻿Data collection and analysis

	﻿Results
	﻿Description of participants
	﻿Description of settings and context
	﻿Nurses’ experience of integrated self-management support for people with CD and CMD
	﻿Elements of the approach
	﻿A person-focused approach
	﻿Co-creation of the self-management support process through active participation and shared responsibility
	﻿Adaptation of integrated self-management support on an autonomy-dependency continuum
	﻿Clinical integration through prevention and health promotion
	﻿Promotion of a healthy lifestyle and prevention of risk factors
	﻿Disease interaction education
	﻿Operationalization of integrated self-management support


	﻿Model of integrated self-management support in primary care nursing
	﻿Discussion
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


