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Abstract 
Background: Peer-to-peer (P2P) learning occurs when individuals from similar 
social groups or professions help each other to learn new knowledge skills or 
problem solving. Peer-to-peer learning is used across many disciplines but has 
not been widely studied in primary care or chronic disease management. This 
study explored the use of an interprofessional P2P approach to support the 
implementation of a chronic disease management program in primary care for 
patients with chronic obstructive pulmonary disease (COPD), known as Best 
Care COPD (BCC). 
Methods and findings: A single descriptive case study design was used to explore 
P2P learning implementation approach. Focus groups and key informant inter-
views were held with providers involved in implementation (n = 26). Three key 
components of the P2P approach were identified: 1) an interprofessional team, 2) 
iterative peer-led training, and 3) continuous peer connection. Three recommen-
dations are provided to support future P2P efforts: 1) enlist a champion in each 
profession, 2) build a P2P community, and 3) implement succession planning.  
Conclusion: This article provides an empirical example of the use of a P2P 
approach in primary care program implementation. The results will inform the 
future implementation of programs for chronic disease management as well as 
the continued sustainability of the BCC program.  
Keywords: implementation, peer-assisted learning, chronic disease management, 
COPD, primary care, registered respiratory therapists  

 
 

Introduction 
Implementation science encourages clinicians and researchers to use a systematic 
and evidence-based approach to narrowing the knowledge-to-practice care gap [1]. 
The approach includes understanding the behaviours and determinants contrib-
uting to the gaps and identifying evidence-based strategies to address the behaviours 
and determinants [1]. Understanding and supporting behaviour change is critical to 
implementation science and program implementation success [2]. Fundamental 
principles of peer-to-peer (P2P) education and training are shared with behaviour 
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change strategies and may be very useful to consider for program implementation. 
These shared principles include modelling, training, persuasion, and education [2]. 
Successful behaviour change has been studied through peer-mentorship and educa-
tion. For example, a peer-assisted adolescent group was able to promote positive 
behaviour change and socially appropriate classroom behaviour [3]. 

Informal P2P learning occurs every day in multiple settings and contexts; this 
informal P2P learning has been the basis for many learning theories. Peer learning 
as a form of social engagement is a foundation of constructivist learning theory to 
enhance knowledge exchange [4]. Piaget’s theory of cognitive development puts 
great emphasis on the role of peers in learning in the construction of internal sche-
mas [4]. Collaborative peer learning support is the adaptation of new cognitive 
structures and the development of skills including communication, problem solving 
capabilities, leadership, and self-management [5]. 

The use of more formalized P2P is to facilitate learning is common across several 
disciplines including education, computer science, and public health [6-8]. The 
degree of formality around, and specific approaches to, P2P vary across disciplines. 
Broadly, P2P learning has been described as a group of approaches to support learn-
ing or acquisition of knowledge or skills from people of similar social groupings or 
professions [9]. Communities of practice are one form of peer-learning in groups; 
peers with a common (often professional) interest work together to learn from one 
another and often with a goal to increase knowledge [10]. Peer-to-peer learning is 
thought to be successful due to familiar environments and comfortable learning 
spaces in which to interact with peers [11]. In P2P learning, individuals often feel 
less timid and more open with their thoughts, supporting learners to comfortably 
ask questions and vocalize gaps in learning without fear of negative consequences 
(embarrassment, repercussions) [14]. 

More recently, P2P approaches have been used to support workplace learning 
and program implementation [15,16]. Train-the-trainer is an example of a formal 
P2P approach to support program implementation. In a train-the-trainer approach, 
individuals working within the implementation context receive content-specific 
training (e.g., delivery of a program or service), as well as training on how to teach 
their peers [15]. Train-the-trainer as a P2P approach can often reach a larger 
audience and enable flexibility and adaptability [16]. 

Despite its use across multiple disciplines, there is no one clear definition or term 
consistently used in literature for P2P learning. In healthcare, evidence has shown the 
effectiveness and potential of P2P learning in supporting achievement of a higher 
level of clinical learning [12,13]. Peer-led education in healthcare has also been shown 
to increase and spread knowledge to support and improve patient outcomes [11]. 

In healthcare, the literature is generally focused on two similar and related cate-
gories: 1) peer-assisted learning (PAL) and 2) peer-led interventions (PLI). Peer-
assisted learning has been defined as the “teaching or sharing of … information, 
values, and behaviors by members of similar age or status group” [17]. Medical and 
nursing school teaching provides a good example of PAL where upper-year students 
educate first-year students and their classmates via small groups [18]. Peer-led inter-
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ventions, on the other hand, is an umbrella term that describes interventions or pro-
grams that, for example, could be led by trained or certified peer health workers to 
improve health outcomes [19]. Both PAL and PLI can facilitate enhanced collabo-
ration and networking and can bolster local capacity and sustainability of a program 
[20]. While there is literature on the use of P2P based approaches in health-related 
fields (e.g., clinical interventions, public health preparedness, and occupational 
safety [21]), there is little, if any, research detailing its use in primary care, for the 
implementation of a chronic disease management program [22]. 

Prevalence rates of chronic illnesses such as diabetes, hypertension, and chronic 
obstructive pulmonary disease (COPD) have steadily increased worldwide over the 
past few decades [23]. Integrated models of team-based care have been found to suc-
cessfully improve healthcare outcomes for patients with chronic illnesses [23,24]. 
Best Care COPD (BCC) is an evidence-based program delivered in a primary care 
setting for patients diagnosed with COPD. The program is nationally recognized and 
has substantially improved patient quality of life, patient satisfaction, and patient and 
provider experiences, as well as reduced emergency department visits and hospitaliza-
tions [25]. Best Care COPD standardizes best practices through an interprofessional 
care model, augmented by an electronic point of care tool and evaluation system. It has 
been implemented in primary care clinics across Southwestern Ontario, Canada, using 
a P2P approach that blends elements from PLA, PLI, and train-the-trainer approaches. 
This study explores the use of the co-designed innovative P2P approach in the imple-
mentation of the BCC program in several primary care sites across a geographic 
region. Our aim was to describe the P2P approach to BCC implementation to learn 
more about the approach in primary care settings and share lessons for others inter-
ested in using a similar approach. 

Methods 
Setting  
The Asthma Research Group Inc. (ARGI) is a not-for-profit corporation leading pri-
mary care health system innovation in Southwestern Ontario since 2003. The 
Asthma Research Group and local primary care leaders led the collaborative devel-
opment of the BCC program and in-so-doing created a community of practice 
called the Primary Care Innovation Collaborative (PCIC). The implementation 
planning work for BCC, completed by a community of peers including respiratory 
therapists (RT), primary care physicians, nursing, and executive directors, set the 
course for an ongoing peer-to-peer approach [26]. The BCC program is delivered in 
primary care offices by a healthcare professional (most often an RT, but also nurses, 
social workers) who have a Certified Respiratory Educator (CRE) designation. The 
CRE works alongside the patients and the interprofessional team to meet the spe-
cific needs of patients. The BCC program has been progressively implemented 
across Southwestern Ontario using a co-designed innovative P2P implementation 
approach [26]. In 2019, the BCC program was successfully implemented, into a sin-
gular primary care team (PCT) using a P2P implementation approach [27]. The 
study site was a primary care team operating out of several geographic locations. 
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This successful progressive implementation of the BCC program allowed the study 
of the facilitators and barriers that led to implementation success, and for this cur-
rent study, an exploration of their innovative, co-designed P2P approach to imple-
mentation. For this study, we define successful implementation as attaining the 
primary goal of program delivery in a way that implementers (i.e., the study site) 
appreciate and are excited to be a part of. 

Description of co-designed P2P approach 
The P2P approach began with pre-implementation planning, which included an ini-
tial formal presentation by an interprofessional team. The BCC leadership consisted 
of a Program Lead (an RT with a CRE designation), a Physician Lead (a respirolo-
gist), a primary care physician and an executive director. The team was deliberate in 
its composition since the implementing sites would also include RTs, physicians, 
and senior leadership (as well as other professionals). Informally, other profes-
sionals who were part of sites that had already implemented BCC were available for 
discussion and consultation. These formal and informal “champions” had both clin-
ical and programmatic expertise valuable to implementation planning and execu-
tion. During implementation, providers and administrators at the implementation 
site had access to peer professionals through this interprofessional team as well as a 
broader network of professionals. Throughout implementation, formal peer-to-
peer strategies were used including peer-to-peer training sessions (RT/CRE and 
physician [primary care and specialist] focused), a shadowing period for RT/CREs 
with other RTs, mobile real-time messaging via WhatsApp group, an expert on-call 
(RT/CRE access to senior RTs, and respirologist), and regular peer check-ins. 
Internal champions were identified within the study site (i.e., early adopters) to sup-
port implementation. In addition, the BCC Program and Physician Lead (the formal 
champions) were available for support, throughout and beyond the initial BCC pro-
gram implementation. Post-implementation, professional networks (notably an 
RT/CRE network) formed during implementation continued to meet to support on-
going quality improvement and education. These RT/CRE networks could commu-
nicate with other RT/CRE networks.  

Study design and data collection 
A qualitative descriptive case study design was used to explore the use of a P2P 
approach in the implementation of the BCC program [28]. While implementation took 
place across multiple clinical sites, it was viewed and evaluated as a single case since the 
P2P implementation process was the phenomenon of interest and not the clinical sites 
themselves. Individuals involved in the implementation and delivery of the BCC pro-
gram were the same across clinical sites (i.e., the RT worked at all clinical sites, and the 
leaders had the same role across all sites). Data were collected through multiple 
methods including focus groups, interviews, field notes, and document analysis. These 
multiple methods enabled a comprehensive representation of participants’ experiences 
during the P2P implementation [29]. Data collection tools were created using a combi-
nation of questions gleaned from the Consolidated Framework for Implementation 
Research (CFIR), as well as data piloted from previous research [30,31]. 
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Focus groups were used to gather insights from the participants’ collective experi-
ence; all healthcare providers working at the study site were invited to participate as 
well as individuals supporting the implementation of the program (e.g., adminis-
trative support). In addition, key informant interviews (KIIs) were conducted with 
individuals who possessed specific knowledge and insight around the implementa-
tion process (due to their direct work with ARGI and PCIC during implementa-
tion). Focus groups and interviews were audio recorded and transcribed verbatim 
with written consent from the participants. Field notes (taken by the researchers 
during the focus groups, KIIs and site visits) were used as a supplementary form of 
data to provide context and support analysis. Documents were continually gathered 
throughout data collection and included memorandums of understanding, progress 
reports, team meeting minutes, and data sharing agreements. The purpose of the 
documents was to support the researchers’ understanding of the context as well as 
understand planned versus unplanned elements P2P process. 

Data categorization methods were performed as per Stake’s (1995) recommen-
dations: direct interpretation and categorical aggregation were used [28]. Data 
analysis occurred in several steps. First, data was deductively coded by three 
members of the research team using CFIR constructs [30]. The data was double-
coded, and discrepancies were discussed amongst the research team. For this cur-
rent study, data were then selectively coded by examining the data for instances of 
mentions surrounding the P2P approach. Member checking (a method of triangu-
lation in which the research participants can review aggregated results to check for 
accuracy or errors) was used to explore the validity of our findings and support the 
rigour and trustworthiness of the data [32]. It was important to make sure the ini-
tial findings were representative of the thoughts of the providers. As such, during 
the member check, a key informant interview and a second provider focus group 
took place where the priority was to facilitate discussion surrounding the prelimi-
nary findings. 

The results are presented in aggregate across all data sources, with results and 
discussion presented within the CFIR context. The CFIR categories determined to 
affect implementation most were used to glean the main themes surrounding 
implementation. The following describes the facilitators to the successful P2P 
approach according to participants and the barriers to P2P approach along with 
participants’ recommendations for future implementation and planning.  

Results 
Overall, 26 people participated in the study across a variety of professions including 
administrative support personnel (Table 1). Three focus groups and three key inform-
ant interviews were conducted. Healthcare providers on the primary care team felt 
supported and motivated by the P2P implementation process. When asked for general 
feedback about the P2P approach, one identified that “[A] peer-led program is not a 
program you can say no to … there isn’t really a single negative because … they sup-
port you every step of the way, and they’ve got everything covered” (FG1, Provider 1).
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Table 1: Participant characteristics 
 

 
 

Facilitators to the successful P2P approach  
The researchers identified three key components that were central to the co-
designed P2P approach to implementation: an interprofessional team, iterative peer-
led training, and continuous peer connection.  

Interprofessional team  
The P2P approach to implementation was deliberatively designed by the PCIC as a 
tailored approach to support implementation: 

The peer-to-peer (P2P) approach just came naturally for (the team). 
You could say it is intuitive that to build relationships and buy in 
there is a natural authority gradient … it was the way Program Lead 
1 and I think and it felt like this was the approach needed especially 
for [primary care] physicians. … (We) knew they needed to be part 
of the growing process and our goal was that they felt this was their 
program. I think we have succeeded. (KII#3) 

The first step in the BCC implementation process was to obtain buy-in from stake-
holders, where an interprofessional team representing the BCC program and PCIC 
members went to each implementation site for an information visit and presenta-
tion. The professionals took on the role of external champions within the process; 
they were acknowledged by all participants as an important part of the initial deci-
sion to implement. First, the BCC Program Lead (ARGI Director, author MF), an 
RT with a Certified Respiratory Educator (CRE) designation, led the implementa-
tion and trained other RTs within the study site. Second, a respirologist (BCC 
Physician Lead, author CL) and two primary care physicians were involved in the 
initial site visits and early phases of implementation. Lastly, members of the PCIC 
with executive leadership roles engaged with the implementation through a coach-
ing and support role. Participants valued the opportunity to engage and seek sup-
port from someone in a similar position to them: 
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Professional designation Sample

Executive Director/Administration 3

RT/CRE 4

Family Physician 1

Nurse Practitioner/CRE 3

Administrative support 3

Registered Practical Nurse/CRE 1

Registered Nurse/CRE 4

Allied Health (social worker, counsellor, dietician) 6

Kinesiologist 1

Total sample 26

http://www.jripe.org


“Peer-led” is (when) a doctor who needs kind of support from a doc-
tor can talk to [the lead specialist physician of the program]. A nurse 
practitioner will have a nurse practitioner that they can talk to. There 
were executive directors from other sites who you can contact so you 
can get your role kind of established properly. (FG1, Provider 1) 

The initial site meeting presentation served the purpose of getting the study site 
team (executive director and providers) on board with the goals of the program and 
the proposed implementation process as well as building up change champions (i.e., 
individuals who were excited to be a part of the program and who would support 
the change internally) within the site. Participants explained that prior to BCC, they 
didn’t “really have the experience … to confidently approach all those physician 
groups about COPD programming” (FG1, Provider 3). However, the P2P approach 
empowered providers to understand “what the expectations were, they knew what 
the outcomes would look like … they had that experience” (FG1, Provider 3). 
Participants from the study site valued the honest dialogue from their peers who 
were actively engaged in caring for chronic, complex conditions in primary care 
patients with COPD, and not just program planners. 

Iterative peer-led training  
Second, iterative peer-led training and observation of RTs to RTs, both during and 
beyond the implementation launch, was a key component of the P2P approach. The 
BCC Program Lead facilitated RT hiring, training, and peer assessments; this pro-
cess was detailed and aimed at hiring individuals who were excited to be part of a 
new program and could support the implementation. Participants acknowledged 
the Program Lead as being knowledgeable and approachable: “[The Program Lead 
is] always available if we run into any sort of problems or have questions. She’s 
always made herself available to help us do that” (FG2, Provider 4). An essential part 
of the initial implementation was formal training for all providers who would be 
providing the BCC program to patients. Within the study site, all BCC providers 
were RTs. Training for the RTs began with a three-day didactic training session lead 
by the BCC Program Lead and supported by the BCC Physician Lead. Part of the 
training included information on how to support program implementation within 
the site; RTs were trained to be internal champions for change within the study site. 
The RTs also completed an additional CRE course through the Canadian Network 
of Respiratory Care [33]. Participants felt that training formally alongside their 
peers fostered trust in each other and the program while supporting their learning. 
Participants said that the education program was “intense and necessary” (FG1, 
Provider 3). Training was described as a “big piece” in program implementation to 
“ensure that there’s a consistency in [program delivery]” (FG1, Provider 2). 

The BCC Program Lead remained closely involved in the initial phases of imple-
mentation by working alongside the RTs at the study site to recruit and enroll 
patients and to support other clinical processes at the study site. Site leadership and 
primary care physicians also participated in P2P training through regular meetings 
with BCC leadership and PCIC. Meetings were more frequent at the onset of imple-
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mentation with the main goal of supporting leaders and primary care physicians 
with adaptation and program delivery. The BCC Physician Lead was available for 
consultation and to support clinical decision making if needed. Virtual P2P support 
was also available. A provider noted the benefit of the program’s flexibility, which 
made it less disruptive to daily work schedules. 

It seems really simple, but that’s what it was … It didn’t really disrupt … 
your everyday to an extent where you had to stop things or set things 
aside for weeks at a time or anything like that. (FG1, Provider 1) 

The BCC Program Lead remained available to support program delivery after ini-
tial implementation. Program delivery responsibility was transitioned to a lead RT 
within the study site who took on the role of internal champions. Participants 
believed this dedicated RT within the clinic acted like a champion of change and was 
the link that brought everyone together and improved quality of care for patients. 
One provider said the RT is “what’s kept things going” (FG1, Provider 3).  

Continuous peer connection 
The third component of the P2P approach was continuous peer connection through 
regular communication amongst the RT team and with the Program and Physician 
Lead. A formalized network of BCC RTs was created to enable the RT to meet reg-
ularly to share evolving ideas about the program, discuss patient concerns, and par-
ticipate in continuing education. 

[The]network of the other RTs and talking to BCC Program Lead is 
helpful from my end, [just] having that relationship [is helpful], 
’cause it is being out here all by yourself, essentially. But you know 
that there’s that network because they take care of you behind the 
scenes. (FG1, Provider 1) 

Quarterly team meetings brought the RTs together with the Program Lead to 
“say what’s working, what’s not working, what they are finding out there in the 
field,” (FG2, Provider 4). The RT network was also integral in supporting team 
morale. The P2P approach was iterative and continued with new RTs joining the 
BCC team shadowing current RTs to onboard. 

P2P learning was embedded in BCC program delivered post-implementation 
through regular self-assessments: 1) Educator Practice Self-Assessment (COPD) 
and 2) Educator Practice Self-Assessment (Education). BCC providers completed 
formal self-reported assessments, which were then discussed amongst peers at team 
meetings. The measures consisted of a quick checklist to explore competences met 
or needing improvement (e.g., ability to teach a certain area/subject). P2P discussion 
at team meetings supported skill development and overall quality improvement. 

Continuous peer connection also happened ad hoc through WhatsApp™, a 
mobile messaging application used to help RTs in real-time. This provided a mech-
anism for providers from the study site to connect with colleagues to discuss chal-
lenging cases.  
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[We] have a [WhatsApp] group. So, there’s many RTs available in 
your workday if you run into problems with the software or if you 
have a tricky patient or something, there’s people immediately avail-
able that you can just bounce things off of. (FG 2, Provider 4) 

Rapid responses from RT peers enabled P2P support, peer learning, and connection 
beyond program implementation. Respiratory therapists also had access to specialty 
physicians (i.e., the respirologist) if they had complex issues that needed extra sup-
port or problem solving.  

Barriers to the successful P2P approach 
As the BCC program spreads to additional sites, participants identified insufficient 
resources as one potential challenge to the success of the P2P approach. Participants 
felt there was the potential for resources (most notably people and time) to be 
stretched thin over time and impede successful P2P implementation without 
thoughtful consideration for succession planning and turnover. Some participants 
expressed concern around a lack of continued presence of a lead RT (internal cham-
pion): “All of those pieces, if it gets too spread out, one provider over too many 
teams, I would worry it will take longer to develop those relationships with, you 
know, the [primary care] physicians and allied health with the patients” (FG1, 
Provider 3). Participants realized how challenging and time-consuming implemen-
tation can be—a challenge participants feared would occur without growing the 
leadership team or succession planning. 

Similarly, participants acknowledged the importance of administrative support 
to ensure the success of a P2P approach. Lack of administrative support was noted 
as a potential significant barrier to program implementation and delivery. 
Participants believed ensuring adequate administration to assist with coordination 
of patient care would support their ability to participate in P2P learning and teach-
ing. Participants believed that a lack of dedicated administrative staff in the long 
term could potentially lead to inadequate patient care: “If you are able to allocate 
resources to it, do that, so that your [RT] can be doing their actual function that 
they’re paid to do” (KII, Provider 2). In this way, participants cautioned that without 
consideration for administrative support (both at the outset and post-implementa-
tion) sustainability would be challenging. Participants felt that succession planning 
for administrative support was essential both for the start of implementation as well 
as continued sustained support. 

Another potential obstacle to the P2P approach was linked to the regular peer 
check-ins. With busy schedules, many providers juggle multiple locations and roles, 
which could mean missed meetings and a decrease in availability for peer engage-
ment. One participant emphasized the importance of committing and “making sure 
you’re … booking that time off and making [BCC] your priority” (FG2, Provider 5) 
to ensure program sustainability and continued effectiveness of the P2P approach. 

Discussion 
Literature describes peer-led education, learning on the job, as a fundamental part of 

Journal of Research in Interprofessional Practice and Education

www.jripe.org

9 

A Peer-to-Peer 
Approach to 
Implementation of a 
Chronic Disease 
Management 
Program 

Sibbald, Paciocco, 
Chen, Joshi, 
Ferrone, & Licskai

http://www.jripe.org


professional education [11,34]. The BCC program leveraged peer-led learning and 
education in their collaborative, interprofessional P2P approach. Previous research 
with the BCC program demonstrated the success of interprofessional teams was 
based on four key characteristics: 1) growth mindset and quality improvement focus, 
2) clear strengths-based team roles, 3) shared leadership and shared successes, and 4) 
transparent communication [26]. These characteristics are also reflected in the P2P 
approach and could be considered essential in supporting the development, mainte-
nance, and continued growth of the BCC program. The P2P approach was done in a 
deliberate and iterative way by engaging multiple disciplines throughout and across 
the implementation process. 

The P2P approach used in the BCC implementation was designed to support 
knowledge exchange to all professionals involved in the program, not just those 
delivering the program. Respiratory therapists and administrators were engaged 
early in the co-design of the P2P approach. On site, RTs, administrators, and phys-
icians had access to peers early in program implementation to provide advice, sup-
port, and guidance. Profession-specific P2P training and learning (such as the CRE 
designation) were augmented through interdisciplinary and shared learning during 
implementation and through training and meetings. The early and continuous P2P 
approach facilitated a culture of P2P learning and connection. Training across pro-
fessions throughout and beyond program implementation supported buy-in and 
program success. Additionally, the mobile messaging app facilitated ongoing P2P 
support in real-time. 

Successful implementation requires careful and systematic consideration of requi-
site education, training, and behaviour change. Peer engagement during implemen-
tation provides a support mechanism for new cognitive structures and acquisition of 
knowledge and skills from people in similar professions in a familiar environment 
and learning space. Peer-based training is a trusted learning method that is founda-
tional in medicine; it can reach a large audience via a flexible and adaptable approach 
[19]. The BCC implementation strategy demonstrates the potential of using peer-
based approaches to support program implementation. 

From our analysis we have compiled three key recommendations to support a P2P 
approach to the implementation of a chronic disease management program in primary 
care: 1) enlist champions in each discipline with clear roles, 2) build a P2P community 
with committed and shared leadership and successes, and 3) plan for sustained engage-
ment throughout implementation through a quality improvement focus.  

Enlist champions in each discipline  
Champions are defined by implementation science experts as those who support, 
drive, and market implementation and help overcome barriers throughout the inter-
vention [36]. Champions can play many key roles in program implementation, 
including bridging the gap between early adopters and those who are more hesitant 
to adopt. There are many benefits to enlisting a champion, including actively raising 
awareness or promoting an initiative, mobilizing resources, and helping make con-
nections between people within an organization [37]. This is particularly true in pri-
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mary care (where this study was situated), where care is interprofessional thus 
engaging multiple professionals is necessary for success [38]. By engaging profes-
sion-specific individuals as champions (in our study, an RT, a primary care doctor, 
a specialist, and an executive director) technical, profession-specific knowledge and 
expertise was able to be translated and transferred efficiently both through same-
profession dialogue and interprofessional dialogue [39,40]. This interprofessional 
engagement allowed the provision of discipline specific feedback as well as sharing 
new knowledge to support and tailor (or adapt) program implementation [41]. 

In our study, champions were both internal and external to the study site. 
Internal to the study site, there were individuals who were champions to support 
implementation and program delivery. The BCC leadership team were external 
champion. This external champion role was essential in bringing expertise into the 
study site. This is similar to educational outreach visits when a skilled individual 
from a specific and shared discipline visits peer healthcare professionals in their own 
settings to facilitate learning and improve practice [42]. Most research on educa-
tional outreach strategies has shown some improvement in peer relationships and 
learning. One study in primary care demonstrated favourable outcomes and 
changes in standardized operational procedure and improved prescribing [43]. The 
BCC P2P approach uses similar processes to educational outreach visits (although 
longer in duration) to support implementation and embed continuous education to 
improve clinical practices amongst peer colleagues. The BCC Program Lead trained 
and facilitated higher level learning, connecting RTs with peers during and beyond 
program implementation with a planned intention to sustain that P2P connection. 

Build a P2P community 
Participants noted that one of the supportive elements of the P2P implementation 
was the regularly scheduled continuous learning opportunities. Continuous educa-
tion has been shown to develop highly skilled staff, increase staff retention, and 
improve health outcomes [44]. The concept of bringing together individuals with 
similar interests to share knowledge and ideas has been labelled and studied as a 
Community of Practice (CoP) [39]. The RT network within the BCC could be con-
sidered a CoP—a group of people who share similar interests, knowledge, or other 
passions who work together as a collective to perform a task better [39]. Studies have 
shown CoPs to be particularly useful in effectively increasing regular interactions, 
members’ awareness, experience, and overall expertise [45]. In addition, CoPs have 
been shown to facilitate learning, improve practice, and support the exchange of 
knowledge and information [46]. Not only did the RT network boost team morale, 
but the network allowed RTs to keep connected throughout implementation to 
share evolving ideas and solve problems. Frequent and easily accessible online com-
munication is effective for providing support to new adopters [47]. The mobile mes-
saging application for the RTs allowed for real-time consultation and a heightened 
sense of peer support. It also provided a platform for RTs to learn from others dur-
ing complex patient-care scenarios. Additionally, while there is no empirical 
evidence demonstrating the formation of a similar network for physicians (specialist 
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and primary care) and administrators/executives engaged in BCC and its implemen-
tation, the authors hypothesize a similar outcome and effectiveness. The intention 
is to explore this in future research as the BBC program grows.  

Succession planning  
There are several challenges associated with sustained engagement of healthcare 
providers in programs, research studies, or clinical trials reported in the literature, 
such as time constraints, ongoing obligations with professional and personal lives, 
lack of reward or recognition, and administrative burden [48]. Engaging providers 
in additional activities on top of regular workload can be perceived as overwhelming 
and lead to burnout [49]. To ensure BCC program sustainability and support pro-
gram growth, there needs to be a focus on engagement and succession planning not 
only in planning, implementing, and delivering the program, but also in its mainte-
nance and sustainability [50]. Transitional issues (turn-over), insufficient infrastruc-
ture, program modifications, or lack of compensation systems are all barriers to 
program sustainability [51]. Maintaining engagement along with recruiting and 
onboarding new champions is important to program sustainability. One concern 
observed in our study was the potential challenge to future implementation and pro-
gram sustainability of having only one Program Lead responsible for developing 
and maintaining relationships. Succession planning (a business strategy to attract, 
mentor, and/or retain knowledgeable personnel to meet organizational needs [52]), 
could be combined with P2P approaches to support implementation. Succession 
planning could be included by embedding leadership training into P2P implemen-
tation. Ultimately, to enhance and support program growth, more Program Leads 
are needed to ensure the same quality and frequency of P2P engagement activities. 
For BCC and other similar programs, succession planning can help build buy-in 
and ownership. Recruiting champions across a broader context to lead P2P imple-
mentation will support program growth by enhancing context-specific knowledge, 
increasing capacity, and supporting buy-in [53].  

Post-study implementation update 
Over the past three years, the BCC has grown from 22 sites to 186 sites across south-
western Ontario using the P2P approach. The BCC program continues to include a 
P2P approach to implementation, spread, and scale after the data acquisition for this 
descriptive case study. Future research will focus on challenges and facilitators of 
program implementation on a provincial scale and the effectiveness of the P2P 
approach more broadly for other professionals. It is hoped that recommendations 
made in this study will contribute to implementation success. 

Conclusion 
This study was conducted to explore a collaborative interprofessional P2P approach 
to support the implementation of a chronic disease management program within a 
primary care setting. The aim of this article was to describe the P2P approach and 
to provide recommendations for how to use this approach in implementation. The 
P2P approach began with pre-implementation planning and then involved a 
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number of steps including a presentation by an interprofessional peer team, peer-
based training, mobile real-time messaging, an expert on-call, and a shadowing 
period with RTs. In addition to this, Program and Physician Leads were available for 
support, throughout and beyond initial implementation. 

Three key components were identified as foundational to the P2P approach to suc-
cessful program implementation: an interprofessional team, iterative peer-led train-
ing, and continuous peer connection. For future implementation and spread of the 
BCC program, providers shared concerns of a need for succession planning, flexibil-
ity in informal peer meetings, and additional resource support. This research yielded 
three recommendations for supporting a P2P approach to implementation: enlisting 
champions for each profession, building a P2P community, and succession planning. 

This article provides a pragmatic example of the use of a P2P approach to the 
implementation of a chronic disease management program within a primary care 
setting. These results will inform individuals and teams planning to implement 
chronic disease management programs in primary care using an effective peer-
based approach. We believe the P2P approach is a successful and effective strategy 
to support the spread and continued sustainability of the BCC program. 
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