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ABSTRACT

Objective Health systems are expanding efforts to
address health and social risks, although the heterogeneity
of early evidence indicates need for more nuanced
exploration of how such programs work and how to
holistically assess program success. This qualitative study
aims to identify characteristics of success in a large-scale,
health and social needs case management program from
the perspective of interdisciplinary case managers.
Setting Case management program for high-risk,
complex patients run by an integrated, county-based
public health system.
Participants 30 out of 70 case managers, purposively
sampled to represent their interdisciplinary health and
social work backgrounds. Interviews took place in March–
November 2019.
Primary and secondary outcome measures The
analysis intended to identify characteristics of success
working with patients.
Results Case managers described three characteristics
of success working with patients: (1) establishing trust;
(2) observing change in patients’ mindset or initiative
and (3) promoting stability and independence. Cross-
cutting these characteristics, case managers emphasised
the importance of patients defining their own success,
often demonstrated through individualised, incremental
progress. Thus, moments of success commonly contrasted
with external perceptions and operational or productivity
metrics.
Conclusions Themes emphasise the importance of
compassion for complexity in patients’ lives, and success
as a step-by-step process that is built over longitudinal
relationships.

INTRODUCTION
Health system efforts to address both health
and social needs are expanding. In the USA,
some state Medicaid programmes are testing
payments for non-medical services to address
transportation, housing instability and food
insecurity. Medicaid provides healthcare
coverage for lower income individuals and
families, jointly funded by federal and state
governments. Similarly, social prescribing,
or the linking of patients with social needs

WHAT IS ALREADY KNOWN ON THIS TOPIC?
⇒ Case management programs to support health and

social needs have demonstrated promising yet
mixed results. Underlying mechanisms and shared
definitions of successful case management are
underdeveloped.

WHAT THIS STUDY ADDS?
⇒ Case managers emphasised building trust over time

and individual, patient-
defined objectives as key
markers of success, a contrast to commonly used
quantitative evaluation metrics.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY?
⇒ Results suggest that lighter touch case manage-

ment interventions face limitations without an established patient relationship. Results also support a
need for alternative definitions of case management
success including patient-centered measures such
as trust in one’s case manager.

to community resources, is supported by
the UK’s National Health Service and has
also been piloted by Canada’s Alliance for
Healthier Communities.1
A growing evidence base suggests promising outcomes from healthcare interventions
addressing social needs. In some contexts,
case managers or navigators providing social
needs assistance can improve health2 and
reduce costly hospital use.3–5 Yet systematic reviews also report mixed results for
measures of health and well-
being, hospitalisation and emergency department use,
and overall healthcare costs.6–9 Notably, a
randomised trial of the Camden Care Coalition programme for patients with frequent
hospitalisations due to medically and socially
complex needs10 found no difference in 180-
day readmission between patients assigned
to a care transitions programme compared
with usual hospital postdischarge care. In
the care transition programme, patients
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received follow-
up from a multidisciplinary team of
nurses, social workers and community health workers.
The team conducted home visits, scheduled and accompanied patients to follow-up outpatient visits, helped with
managing medications, coached patients on self-care and
connected patients with social services and behavioural
healthcare. The usual care group received usual postdischarge care with limited follow-up.11 This heterogeneity
of early evidence indicates a need for more nuanced
explorations of how social needs assistance programmes
work, and how to holistically assess whether programmes
are successful.12 13
Social needs case management may lead to health and
well-
being improvements through multiple pathways
involving both material and social support.14 15 Improvements are often a long-term, non-linear process.16 17 At
the same time, quality measures specific to social needs
assistance programmes currently remain largely undefined. Studies often analyse utilisation and cost outcomes
but lack granularity on interim processes and markers of
success.
In order to translate a complex and context-dependent
intervention like social needs case management from one
setting to another, these interim processes and outcomes
need greater recognition.18–20 Early efforts to refine
complex care measures are underway and call out a need
for person-
centred and goal-
concordant measures.21
Further research on how frontline social needs case
managers themselves define successes in their work could
help leaders improve programme design and management and could also inform broader quality measure
development efforts.
Our in-depth, qualitative study sought to understand
how case managers defined success in their work with
high-
risk patients. Case managers were employed by
CommunityConnect, a large-scale health and social needs
care management programme that serves a mixed-age
adult population with varying physical health, mental
health and social needs. Each case manager’s workflow
includes an individualised, regularly updated dashboard
of operational metrics. It is unclear, however, whether or
how these operational factors relate to patient success in
a complex care programme. Thus, the case managers’
perspectives on defining success are critical for capturing
how programmes work and identifying essential
principles.
METHODS
Study design and setting
In 2017, the Contra Costa County Health Services Department in California launched CommunityConnect, a case
management programme to coordinate health, behavioural health and social services for County Medicaid
patients with complex health and social conditions. The
County Health Services Department serves approximately
15% (180 000) of Contra Costa’s nearly 1.2 million residents. CommunityConnect enrollees were selected based
2

Table 1

Interview sample
# Case
managers

#
Interviewed

Public health nurse

28

9

Substance use counsellor

12

5

Community health worker specialist

9

2

Social worker

8

6

Mental health clinical specialist

7

4

Homeless services specialist

6

4

70

30

Total

on a predictive model, which leveraged data from multiple
county systems to identify individuals most likely to use
hospital or emergency room services for preventable
reasons. Enrollees are predominantly women (59%) and
under age 40 (49%). Seventy-seven per cent of enrollees
have more than one chronic condition, particularly
hypertension (42%), mood disorders (40%) and chronic
pain (35%).22 Programme goals include improving beneficiary health and well-being through more efficient and
effective use of resources.
Each case manager interviewed in this study worked
full time with approximately 90 patients at a time. Case
managers met patients in-person, ideally at least once a
month for 1 year, although patients sometimes continue
to receive ongoing support at the case manager’s discretion in cases of continued need. Overall, up to 6000
individuals at a time receive in-person case management
services through CommunityConnect, with approximately
200–300 added and 200–300 graduated per month. At
the time of the study, CommunityConnect employed
approximately 70 case managers trained in various public
health and social work disciplines (see table 1, Interview
Sample). Case managers and patients are matched based
on an algorithm that prioritises mental health history,
primary language and county region.
Although case managers bring unique experience from
their respective discipline, all are expected to conduct
similar case management services. Services included
discussing any unmet social needs with patients, coordinating applicable resources and partnering with the
patient and patient’s care team to improve physical
and emotional health. The programme tracks hospital
and emergency department utilisation as well as patient
benefits such as food stamps, housing or transportation
vouchers and continuous Medicaid coverage on an overall
basis. Each case manager has access to an individualised
dashboard that includes operational metrics such as new
patients to contact, and frequency of patient contacts,
timeliness for calling patients recently discharged from
the hospital, whether patients have continuous Medicaid
coverage, and completion of social risk screenings.
Study recruitment
Semistructured interviews were conducted with 30
field-based case managers as part of the programme’s
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evaluation and quality improvement process. Participants included four mental health clinical specialists,
five substance abuse counsellors, six social workers, nine
public health nurses, four housing support specialists and
two community health worker specialists. Case managers
were recruited by email and selected based on purposive
sampling to reflect membership across disciplines and
experience working with CommunityConnect for at least
1 year. Three case managers declined to participate. Interviews ended when data saturation was achieved.23
Interview procedures
Interviews were conducted by five CommunityConnect
evaluation staff members (including EEE), who received
training and supervision from the evaluation director
(EH), who also conducted interviews. The evaluation staff
were bachelor and masters-level trained. The evaluation
director was masters-level trained and held prior experience in healthcare quality and programme planning.
The evaluation team drafted the interview guide to ask
about a variety of work processes and experiences with
the goal of improving programme operations including
staff and patient experiences. Specific questions analysed
for this study were (1) how case managers define success
with a patient and (2) examples where case managers
considered work with patients a success.
Interviews took place in-
person in private meeting
rooms at case managers’ workplace from March 2019 –
November 2019. Interviews lasted 60–90 min and only
the interviewer and case manager were present. All interviewers were familiar with CommunityConnect yet did
not have a prior relationship with case managers. Case
managers did not receive compensation beyond their
regular salary for participating in the study and were
allowed to opt out of recruitment or end the interview
early for any reason. All interviews were audio recorded,
transcribed and entered into Nvivo V.12 for analysis.
Patient and public involvement
This project focused on case manager’s perspectives and
thus did not directly involve patients. Rather, patients
were involved through case manager recollections of
experiences working with patients.
Data analysis
We used an integrated approach to develop an initial
set of qualitative codes including deductive coding of
programme processes and concepts, followed by inductive coding of how case managers defined success. All
interviews were coded by two researchers experienced in
qualitative research (EEE and MK). Themes were determined based on recurrence across interviews and illustrative examples and being described by more than one case
manager type. The two researchers identified preliminary
themes independently, then consulted with one another
to achieve consensus on final themes. Themes and
supporting quotes were then presented to the full author
team to ensure collective agreement that key perspectives
Knox M, et al. BMJ Open Quality 2022;11:e001807. doi:10.1136/bmjoq-2021-001807

Figure 1 Illustration of key themes.

had been included. Preliminary results were also shared
at a staff meeting attended by case managers and other
staff as an opportunity for feedback on study findings.
This manuscript addresses the Standards for Reporting
Qualitative Research,24 and the Consolidated Criteria for
Reporting Qualitative Research checklist is provided as
an appendix.25
All case manager participants provided informed
consent. Research procedures were approved by the
Contra Costa Regional Medical Center and Health
Centers Institutional Review Committee (Protocol
12-17-2018).
RESULTS
Case managers frequently and across multiple roles
mentioned three characteristics of success when working
with patients: (1) establishing trust; (2) fostering change
in patients’ mindset or initiative and (3) promoting
stability and independence. Across these characteristics,
case managers expressed that success is patient-defined,
with individualised and often incremental progress—a
contrast with external perceptions of success and common
operational or productivity metrics (see figure 1).
Success is establishing trust
Trusting relationships were the most widely noted characteristic of success. Trust was described as both a product
of case managers’ consistent follow-up and helpfulness
over time and a foundational step to enable progress
on patient-centred goals. To build trust, case managers
explained, patients must feel seen and heard, and understand the case managers’ desire to help: ‘Success is to
know that she knows me very well…I look for her on the
streets, and I’m waiting for her to call me back. Hopefully
she knows that when she’s ready I will be there at least
to provide that resource for her and so it’s that personal
relationship that you build’ (Case manager 11, social
worker). Case managers also highlighted the longitudinal
relationship required to establish trust, distinguishing
success as more than one-time information delivery or
navigating bureaucratic processes to procure services.
3
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Case managers also identified trust as foundational to
provide better support for patients: ‘So they’re as honest
with me as they can be. That way I have a clear understanding about realistically what I can do to help them
coordinate their care or link them to services.’ (Case
manager 2, mental health clinician specialist). Establishing trust was essential to improve communication
with patients and produced an amplifying effect. That is,
a case manager’s initial help and follow-up builds trust so
that patients can be more open, and open communication helps the case manager know what specific services
can be most useful. This positive feedback loop further
cements trust and builds momentum for a longitudinal
relationship.
Permission to have a home visit was mentioned as a
valuable indicator of early success in building trust: ‘(Your
home is) your sanctuary’, expressed one case manager
(Case manager 29, public health nurse), acknowledging
the vulnerability of opening one’s home to an outsider.
For another case manager, regular home visits in the
context of a trusting relationship made the case manager
aware of and able to address a difficult situation: ‘Every
time I was going to her home, I was noticing more and
more gnats flying around… She said it’s because of the
garbage…’ After establishing trust, the patient allowed
the case manager access to the bedroom where the case
manager uncovered numerous soiled diapers. The case
manager arranged professional cleaning and sanitation
through CommunityConnect, after which, ‘there was
room for a dance floor in her bedroom. There was so
much room, and the look on her face, it was almost as
if her chest got proud, just in that day. She didn’t seem
so burdened…So that’s a success’ (Case manager 4,
substance abuse counsellor). Across multiple examples,
case managers expressed trust as a critical element for
effective patient partnerships.
However, the pathways to building trust are less clear
cut. Quick wins through tangible support such as a
transportation voucher to a medical appointment could
help engage a patient initially. Yet case managers more
frequently emphasised strategies based on relationships over time. Strategies included expressing empathy
(putting yourself in the patient’s shoes), demonstrating
respect (especially when the patient has experienced
disrespect in other health system encounters), keeping
appointments, following through on what you say you will
do, calling to check in and ‘being there’. Overall, case
managers expressed that trust lets patients know they are
not alone and sets the stage for future success.
Success is fostering a change in patients’ mindset or
initiative
Case managers described a change in patients’ mindset
or initiative as evidence of further success. One case
manager explained, ‘Really (success) could be a switch in
mind state… If I can get someone to consider addressing
an issue. Or just acknowledging an issue. That’s progress’
(Case manager 24, substance abuse counsellor). Another
4

case manager spoke to the importance of mindset by
stating, ‘what I try to do is not just change the surface
of life’. This case manager elaborated, ‘You help (a
patient) get their housing and they’re gonna lose it again,
unless they change; something changes in their mindset,
and then they see things differently.’ (Case manager 6,
mental health clinician specialist). Some case managers
suggested that the supportive resources they provide are
only band-aid solutions if unaccompanied by a changed
mindset to address root causes.
Case managers reported that shared goals and plans
are essential, in contrast to solutions identified by case
managers without patient involvement. ‘I can’t do everything for them’, expressed one case manager (Case
manager 21, public health nurse), while others similarly
acknowledged that imposing self-improvement goals or
providing resources for which a patient may not be ready
may be counterproductive. Rather, one case manager
emphasised, ‘I think it’s really important to celebrate
people’s ideas, their beliefs, their own goals and values’.
(Case manager 4, substance abuse counsellor). As an
example, the case manager applauded a patient’s ideas
of getting a driver’s license and completing an education
certificate. In summary, case managers viewed success as
a two-way street where patient’s own ideas and motivation
were essential for long-term impact.
Success is promoting stability and independence
Case managers also identified patients’ stability and independence as a characteristic of success. One case manager
stated, ‘I define success as having them be more independent in their just manoeuvring the system…how they
problem solve’ (Case manager 30, public health nurse).
Relative to the other characteristics of success, stability
and independence more closely built on resources and
services coordinated or procured by the case manager.
For example, CommunityConnect provides cell phones
free-of-charge to patients who do not currently have a
phone or continuous service, which has helped patients
build a network beyond the case manager: ‘Once we get
them that cell phone then they’re able to make a lot of
connections … linking to services on their own. They
actually become a lot more confident in themselves is
what I’ve seen’. (Case manager 23, substance abuse counsellor). In another example, a case manager helped a
patient experiencing complex health issues to reconcile
and understand various medications. For this patient
stability means, ‘when he does go into the emergency
room, it’s needed. … even though he’s taking his medication like he’s supposed to… it’s just his health gets bad.
So, yea I would say that one (is a success)’ (Case manager
8, social worker). Thus, stability represents maintained,
improved well-being, supported by care coordination and
resources, even while challenges may still be present.
As a step further, ‘Absolute success’, according to one
case manager, ‘(is when a patient) drops off my caseload
and I don’t hear from them, not because they’re not doing
well but because they are doing well, because they are
Knox M, et al. BMJ Open Quality 2022;11:e001807. doi:10.1136/bmjoq-2021-001807
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independent’ (Case manager 12, social worker). Patients
may still need periodic help knowing who to contact but
can follow through on their own. This independence
may arise because patients have found personal support
networks and other resources that allow them to rely
less and less on the case manager. While not all patients
reach this step of sustained independence and stability,
it is an accomplishment programmatically and for case
managers personally.
Success is patient-defined, built on individualised and
incremental progress
Case managers widely recognised that success comes in
different shapes and sizes, dependent on their patient’s
situation. Irrespective of the primary concern, many identified the patient’s own judgement as the benchmark for
success. One case manager explained, ‘I define success
with my patients by they are telling me it was a success.
It’s by their expression, it’s just not a success until they say
it’s a success for them’ (Case manager 7, social worker).
In a more specific example, a case manager highlighted
checking in with a patient instead of assuming a change is
successful: ‘It’s not just getting someone housed or getting
someone income. Like the male who we’re working
towards reconciliation with his parents… that’s a huge
step but if he doesn’t feel good about it… then that’s not
a success.’ The same case manager elaborated, ‘it’s really
engaging with the knowing where the patient him or
herself is at mentally, for me. Yeah. That’s a success’ (Case
manager 18, homeless services specialist). This comment
challenges the current paradigm where, for example, if
a patient has a housing need and is matched to housing,
then the case is a success. Rather, case managers viewed
success as more than meeting a need but also reciprocal
satisfaction from the patient.
Often, case managers valued individualised, even
if seemingly small, achievements as successes: ‘Every
person’s different you know. A success could be just
getting up and brushing their teeth. Sometimes success is
actually getting them out of the house or getting the care
they need’ (Case manager 28, social worker). Another
case manager echoed, ‘(Success) depends on where
they’re at … it runs the gamut, you know, but they’re
all successes’ (Case manager 10, public health nurse).
CommunityConnect’s interdisciplinary focus was identified as an important facilitator for tailoring support to
individualised client needs. In contrast with condition-
specific case management settings, for example, a case
manager with substance abuse training noted, ‘whether
someone wants to address their substance use or not, they
still have these other needs, and (with CommunityConnect) I can still provide assistance’ (Case manager 24).
However, the individualised and incremental successes
are not well captured by common case management
metrics. One case manager highlighted a tension between
operational productivity metrics and patient success,
noting, ‘I get it, that there has to be accountability. We’re
out in the field, I mean people could really be doing
Knox M, et al. BMJ Open Quality 2022;11:e001807. doi:10.1136/bmjoq-2021-001807

just a whole lot of nothing… (Yet), for me I don’t find
the success in the numbers. I don’t think people are a
number. Oh, look I got a pamphlet for you, I’m dropping
it off… I don’t think that that is what’s really going to
make this programme successful’ (Case manager 8, social
worker). One case manager mentioned change in healthcare utilisation as a marker of success, but more often, case
managers offered stories of patient success that diverge
from common programme measures. For example, one
case manager observed, ‘The clear (successes) are nice:
when you apply for Social Security and they get it that’s
like a hurrah. And then there’s other times it’s just getting
them to the dentist’ (Case manager 28, social worker).
Another case manager elaborated, ‘It’s not always the
big number—the how many people did I house this
year. It’s the little stuff like the fact that this 58-year-old
woman who believes she’s pregnant and has been living
outside for years and years, a victim of domestic violence,
has considered going inside. Like that is gigantic’ (Case
manager 18, homeless services specialist). Overwhelmingly, case managers defined success through the interpersonal relationship with their patients within patients’
complex, daily life circumstances.

DISCUSSION
Case managers’ definitions of success focused on establishing trust, fostering patients change in mindset or initiative, and, for some patients, achieving independence and
stability. Examples of success were commonly incremental
and specific to an individual’s circumstances, contrasting
with programmatic measures such as reduction in hospital
or emergency department utilisation, benefits and other
resources secured, or productivity expectations. Study
themes heavily emphasise the interpersonal relationship
that case managers have with patients and underscore the
importance of patient-centred and patient-defined definitions of success over other outcome measures.
Our results complement prior work on clinic-
based
programmes for complex patients. For example, interdisciplinary staff in a qualitative study of an ambulatory
intensive care centre also identified warm relationships
between patients and staff as a marker of success.26 In
another study interviewing clinicians and leaders across
12 intensive outpatient programmes, three key facilitators
of patient engagement emerged: (1) financial assistance
and other resources to help meet basic needs, (2) working
as a multi-disciplinary care team and (3) adequate time
and resources to develop close relationships focused on
patient goals.27 Our results concur on the importance of
a multi-disciplinary approach, establishing trusting relationships, and pursuing patient-centred goals. Our results
diverge on the role of resources to meet basic needs.
Case managers in our study indicated that while connections to social services benefits and other resources help
patient relationship, lasting
initiate the case manager-
success involved longer-term relationships in which they
5
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supported patients in developing patients’ own goal
setting skills and motivation.
An important takeaway from case managers’ definitions of success is the ‘how’ they go about their work,
in contrast to the ‘what’ of particular care coordination
activities. For example, case managers emphasise interpersonal approaches such as empathy and respect over
specific processes and resource availability. Primary care
clinicians, too, have expressed how standard HEDIS
or CAHPS quality metrics fail to capture, and in some
cases disincentivise, the intuitions in their work that
are important for high quality care.28 29 Complex care
management programmes must also wrestle with this
challenge of identifying standards without extinguishing
underlying quality constructs.
Strengths and limitations
This study brings several strengths, including bringing
to light the unique, unexplored perspective of case
managers working on both health and social needs with
patients facing diverse circumstances that contribute to
high-
risk of future hospital or emergency department
utilisation. The fact that our study explores perspectives across an array of case manager disciplines is also
a strength, however a limitation is that we are unable to
distinguish how success differed by discipline based on
smaller numbers of each discipline in this study sample.
Other study limitations include generalisability to other
settings, given that all case managers worked for a single
large-scale social needs case management programme.
Comments around productivity concerns or interdisciplinary perspectives on ways to support patients may
be unique to the infrastructure or management of this
organisation. In addition, at the time of the study, all
case managers were able to meet with patients in-person;
future studies may explore whether definitions of success
change when interactions become virtual or telephonic
as occurred amidst COVID-19 concerns.
CONCLUSION
This study is the first to our knowledge to inquire about
holistic patient success from the perspective of case
managers in the context of a social needs case management programme. The findings offer important implications for researchers as well as policy makers and
managers who are designing complex case management
programmes.
Our results identify patient-directed goals, stability and
satisfaction, as aspects of social needs case management
which are difficult to measure but nonetheless critical
to fostering health and well-being. Case managers indicated these aspects are most likely to emerge through a
longer-term connection with their patients. Thus, while
resource-referral solutions may play an important role
in addressing basic needs,30 our findings suggest that
weak patient–referrer rapport may be a limitation for
such lighter touch interventions. The need for sustained
6

rapport building is also one explanation why longer time
horizons may be necessary to show outcome improvements in rigorous studies.16
Relatedly, results point to trusting relationships as an
under-
recognised and understudied feature of social
needs case management. Existing research finds that
patients’ trust in their primary care physician is associated
with greater self-reported medication adherence31 along
with health behaviours such as exercise and smoking
cessation.32 Similar quantitative results have not yet been
illuminated in social needs case management contexts,
yet the prominence of trusting relationships in this study
as well as other sources26 27 33 34 suggests that measures of
trust should be used to complement currently emphasised outcomes such as inpatient and outpatient utilisation. Future research and programme evaluation
will need to develop new trust measurement or modify
existing trust measures for the social needs case management context.31 35
In summary, study themes provide waypoints of how
to conceptualise programme design, new staff training
and potential measurement development for complex
case management programmes like CommunityConnect.
Despite the broad swath of social needs addressed, case
managers coalesced on establishing a trusting relationship
as a necessary foundation to appropriately identify needs
and facilitate connections. Second, fostering patients’
own ideas, including a change their mindset or initiative,
was important to fully make use of programme resources.
Third, supporting new-found independence or stability
was a gratifying, but not universally achieved marker of
success. Commonly, case managers highlighted moments
of success with mindfulness toward small victories, illuminating that success is non-linear with no certain path nor
single end point. Themes emphasise the importance of
bringing compassion for the complexity in patients’ lives
and developing collaborative relationships one interaction at a time.
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