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Abstract 

Background  People living in precarious socio-economic conditions are at greater risk of developing mental 
and physical health disorders, and of having complex needs. This places them at risk of health inequity. Address-
ing social determinants of health (SDH) can contribute to reducing this inequity. Case management in primary care 
is an integrated care approach which could be an opportunity to better address SDH. The aim of this study is to better 
understand how case management in primary care may address the SDH of people with complex needs.

Methods  A case management program (CMP) for people with complex needs was implemented in four urban 
primary care clinics. A qualitative study was conducted with semi-structured interviews and a focus group with key 
informants (n = 24). An inductive thematic analysis was carried out to identify emerging themes.

Results  Primary care case managers were well-positioned to provide a holistic evaluation of the person’s situation, 
to develop trust with them, and to act as their advocates. These actions helped case managers to better address 
individuals’ unmet social needs (e.g., poor housing, social isolation, difficulty affording transportation, food, medica-
tion, etc.). Creating partnerships with the community (e.g., streetworkers) improved the capacity in assisting peo-
ple with housing relocation, access to transportation, and access to care. Assuming people provide their consent, 
involving a significant relative or member of their community in an individualized services plan could support people 
in addressing their social needs.

Conclusions  Case management in primary care may better address SDH and improve health equity by developing 
a trusting relationship with people with complex needs, improving interdisciplinary and intersectoral collaboration 
and social support. Future research should explore ways to enhance partnerships between primary care and commu-
nity organizations.
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Background
People living in precarious socio-economic condi-
tions, such as food insecurity, poor housing quality, 
unemployment, social isolation, and difficulty afford-
ing utilities and medication[1, 2], are at greater risk of 
developing mental and physical health disorders [3], 
and of having unmet health and social needs (hereafter 
complex needs) [4]. People with complex needs often 
encounter challenges in access to care and service coor-
dination and transition [5, 6]. Fragmented care may 
result in frequent emergency department visits or hos-
pitalizations [7], poorer health indicators, higher mor-
tality rates [8], and health inequity [9, 10]. The World 
Health Organization defines health equity as “the 
absence of unfair, avoidable or remediable differences 
among groups of people, whether those groups are 
defined socially, economically, demographically, or geo-
graphically or by other dimensions of inequality” [11].

Health and social care services for people with com-
plex needs call for integrated care to better meet their 
needs and improve health equity [12–15]. A systematic 
review on the effects of integrated care reported ben-
efits in access and quality of care, and patient satisfac-
tion [16]. A meta-analysis showed a 19% reduction in 
the probability of hospitalization for integrated care, 
as compared to usual care [17]. Case management is 
an integrated care program [18] defined as a collabora-
tive, patient-driven approach [19] where case managers 
“serve as patient advocates to support, guide and coor-
dinate care for patients, families and caregivers as they 
navigate their health and wellness journeys” [20].

To improve health equity [21, 22] and reduce nega-
tive outcomes for people with complex needs [23–25], 
addressing social determinants of health (SDH) is 
essential [26]. SDH include a wide range of personal, 
social, economic, and environmental factors (e.g., cul-
ture, education, employment, income, social or physi-
cal environment, etc.) that determine the health of an 
individual or a population [27], and are responsible for 
much of the inequality in health between and within 
countries [26]. A holistic understanding of an individu-
al’s situation is crucial to understanding complex needs 
[28]. Keeping in mind that 90% of essential health inter-
ventions can be delivered using a primary healthcare 
approach [29], case managers in primary care have the 
opportunity to better address individuals’ unmet needs, 
including SDH [30–32]. More studies are needed to 
understand how case management in primary care may 
address SDH for adults with complex needs [31] and 
improve health equity [31–33]. The aim of this study is 
to better understand how case management in primary 
care may address SDH of people with complex needs.

Methods
Design and setting
A descriptive qualitative study was conducted to provide 
an in-depth understanding [34]. A case management pro-
gram (CMP) was implemented in four primary care clin-
ics (known as Family Medicine Groups in the province 
of Quebec, Canada). These clinics were in a high-density 
urban area, on the territory of a health and social services 
organization that serves 430,000 people over 88 km2. 
This organization included hospital, local community 
services, residential and long-term care, child and youth 
protection, and rehabilitation centers [35].

Partners from the health and social services organiza-
tion presented the project to primary care clinics located 
on its territory (n = 16), with the support of the research 
team. Four clinics were recruited using a non-probabil-
ity sample of volunteers [36]. Two clinics were Univer-
sity Family Medicine Groups, that were affiliated with 
the health and social services organization, while the 
other two had no such affiliation. All primary care clinics 
included an interdisciplinary team of family physicians, 
nurses, nurse practitioners, nutritionists, social workers, 
psychotherapists, pharmacists, etc. The University Family 
Medicine Groups also included residents in family medi-
cine, and students and interns from various disciplines.

Description of the CMP
The CMP was developed in the last decade by the 
research team [37, 38] in line with case management 
standards of practice [20, 39] and six patient-centered 
integration characteristics [40]: (a) goal and expected 
outcomes of the person receiving care, (b) communi-
cation, (c) information, (d) decision making, (e) care 
planning, and (f ) transitions. It comprised four main 
components [37]: 1) assessment of the needs, long-term 
goals, and preferences of the person and their family, 2) 
development and monitoring of an individualized ser-
vices plan in collaboration with the person, their family, 
and partners involved in health and social care, 3) coor-
dination of services among all partners, and 4) education 
and self-management support for the person and their 
family. In previous research, participants to this CMP 
reported positive experience of integrated care [41] and 
showed reduced psychological distress [42]. The CMP 
was implemented and evaluated over a 15-month period, 
between March 2022 and June 2023, as shown in Fig. 1.

Primary care case managers, i.e., nurses and social 
workers, received an initial training lasting four hours. 
They started to perform the CMP with the support of 
an implementation committee based in the health and 
social services organization. The implementation com-
mittee included three hospital program managers and 
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a hospital case manager. The hospital program manag-
ers were involved in the recruitment of the clinics. They 
also supported primary care program managers in the 
planning and follow up (monitoring) phases of the CMP 
implementation. The hospital case manager trained and 
closely supported primary care case managers both 
individually and through a community of practice. The 
nature of the work of the case manager in the hospi-
tal and primary care clinics was similar, but the hospi-
tal case manager had a dedicated role (full time), while 
primary care case managers integrated case manage-
ment with their other activities (part time). The clinics 
did not receive any additional budget to implement the 
program. Case managers were provided with clinical 
and training materials, including self-supporting web 
modules, a tool to identify patients with complex needs 
[43], and several other clinical tools. These materials 
are available upon request to the first author (CH).

Patients targeted by the CMP were adults (18 + years 
old) having: six visits or more to the emergency depart-
ment during the previous year; a positive score on the 
CONECT-6 screening tool for complex needs [43]; and 
complex needs confirmed by the primary care nurses or 
family physicians. Primary care case managers received 
lists of eligible patients registered to their clinics, with 
their consent, from the hospital case manager at each 
administrative period (≈ 1 list per month). Physicians 
helped primary care case managers in prioritizing the 
patients on the lists based on their complex needs (clin-
ical judgement). All staff at the clinics were informed 
about the project and collaborated with and supported 
the primary care case managers to identify patients and 
plan for their care.

Participants and data collection
Participants (n = 24) were recruited through key inform-
ant sampling [36], and included hospital program manag-
ers (n = 3), one hospital case manager, one administrative 
agent, primary care program managers (n = 3), physician 
leads from the clinics (n = 4), primary care case manag-
ers (n = 8), other healthcare providers within the clinics 
(n = 3), and one external project manager working with 
the research team to support the implementation pro-
cess. Research assistants contacted them by e-mail, who 
then signed, scanned, and e-mailed back information 
and consent forms. Semi-structured interviews and one 
focus group were conducted from December 2022 to 
June 2023. Semi-structured interviews aim to explore in 
depth each participant’s views, experiences, beliefs and 
knowledge [44]. Because of the patients’ personal situ-
ation, administrative barriers to accessing their medical 
information, and the short project duration, the research 
team and primary care case managers were unable to 
recruit patients for the semi-structured interviews or 
focus group.

Of the 24 participants, 23 were interviewed nine to 11 
months after CMP implementation began (from Decem-
ber 2022 to February 2023), and one was interviewed 14 
months post CMP initiation (in May 2023). Nine partici-
pants were interviewed a second time in May and June 
2023. We conducted a focus group in April 2023 during a 
clinical support meeting with the primary care case man-
agers (n = 9) and the hospital case manager. An interview 
guide (see Supplementary file 1) helped to facilitate the 
discussions around participants’ views on how case man-
agement in primary care may address the SDH of peo-
ple with complex needs. The interviews and focus group 

Fig. 1  Project timeline
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were conducted virtually on Microsoft Teams [45] and 
audio recorded, transcribed verbatim, and anonymized. 
Interview and focus group summaries captured key ideas.

Analysis
Qualitative data was analyzed using inductive thematic 
analysis [46] and managed by two research staff members 
with expertise in qualitative research (MB, EAG) using 
NVivo V.12 server software (QSR International Pty). 
Sources of data were organized by the type of participant 
and the setting they belonged to using detailed labels. 
Data was analyzed in two stages. In stage one, data was 
coded by emerging themes [46], from which a codebook 
related to SDH was developed, detailing themes and sub-
themes. In stage two, pattern coding, an iterative method 
of theme collapsing [46], was used to generate a narra-
tive focused on explicative global categories of data. Four 
research team meetings were organized between Octo-
ber 2022 and June 2023 to discuss preliminary analysis 
and findings. Two patient partners took part in these 

meetings and had the opportunity to express their views 
with other team members.

Results
Figure 2 presents the distribution of participants involved 
in the study by setting: A to D correspond to the four 
primary care clinics (n = 18), and E corresponds to the 
health and social services organization (n = 5). The other 
participant was the project manager who worked with 
the research team.

A total of 24 participants completed the study (see 
Table 1).

The qualitative data analysis led to three major themes, 
which are described below.

Case managers may understand the person’s overall 
situation, develop trust with them, and act as their 
advocates
Case managers were well-positioned to understand peo-
ple’s social needs. They evaluated people’s health and 

Fig. 2  Distribution of participants by setting
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social situation in greater depth. As the project manager 
and case manager within a clinic respectively noted:

It’s also more inclusive for them [people with com-
plex needs]. The term inclusive in the sense that these 
people are often marginalized to some extent, but it 
brings a certain openness to taking into account the 
whole dimension of their lives. (Project manager, 
research team)
Finally, by digging a little, [the social worker case 
manager] realized why [the patient] was always 
going to the emergency room, it’s because he didn’t 
have a home, he was itinerant you know, it’s like the 

base, we have to see where he stays, if he already has 
a home, after that, it might go further later if it’s not 
in the priority problems - it’s because he can’t afford 
his medication that he goes to the emergency room. 
(Other healthcare provider, clinic A)

This broader understanding also helped overcome prej-
udices or negative perceptions healthcare providers may 
have towards people with complex needs. As one pro-
gram manager mentioned, “the [CMP] can help profes-
sionals understand the reasons behind emergency room 
visits, rather than relying on the patient’s image at first 
glance.”

Establishing trust with people helped case managers to 
address their unmet social needs. Case managers were 
an ‘anchor’ within the healthcare system, i.e., someone 
patients can regularly refer to. As such, case managers 
may improve patients’ well-being (i.e., decrease stress 
and anxiety through reassurance). Case managers were 
also better positioned to provide follow-up care, includ-
ing making appointments with hard-to-reach people. As 
one case manager mentioned:

For the patient, the impression I get is that it can 
develop a kind of anchoring. A person [case man-
ager] who isn’t always changing . . . who will prob-
ably be able to deconstruct the difficulties of under-
standing a prescription, of giving a course of action, 
all sorts of things that I realize patients are really 
struggling with. ... I imagine it will improve adher-
ence to treatment, it will improve follow-up, I really 
see it like that. (Primary care case manager, clinic A)

Another case manager stated, “having someone to 
contact helps a lot with follow-up for people who are 
hard to reach or who don’t turn up for their appoint-
ments. The [CMP] makes it easier to book appointments 
and improves adherence to the care plan”. According to 
a clinic program manager, the time spent with the case 
manager increases the satisfaction of the person receiv-
ing care and positively influences their perception of the 
healthcare system:

Focusing on consultation efficiency increased both 
satisfaction and positive perception of the healthcare 
system, and capacity for exchange during consulta-
tions. (Program manager, clinic A)

Case managers also helped people with unmet social 
needs navigate the healthcare system. As one physician 
lead mentioned, "[CMP] enables smoother navigation 
through the healthcare system for patients with psy-
chosocial and addiction issues”. Another physician lead 
explains:

[Case managers can] bypass the processes (e.g., tel-

Table 1  Characteristics of the participants

a Other categories such as non-binary, gender fluid, two-spirited, and others 
were suggested; no participant, however, identified as one of these categories
b Other healthcare providers were two clinical nurse assistants and one clinical 
coordinator for social workers affiliated to the participating clinics
c In Quebec, the DESS (Diplôme d’études supérieures spécialisées) is a 
specialized graduate diploma of shorter duration than a Master’s or Doctorate

Characteristic N

Gendera

  Female 22

  Male 2

Age (years)

  25–34 6

  35–44 13

  45–54 4

  55–64 1

Position

In the health and social services organization

  Hospital program manager 3

  Hospital case manager 1

  Administrative agent 1

In the primary care clinics

  Primary care program manager 3

  Physician lead 4

  Nurse clinician case manager 6

  Social worker case manager 2

  Other healthcare providerb 3

External

  Project manager 1

Highest degree of education

  Professional studies 1

  Bachelor’s 13

  DESSc 2

  Master’s 4

  Doctorate 4

Mean

Number of years of practice 11

Number of years in current position 3
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ephone line, standard appointment scheduling), 
facilitate the navigation of services, guide the person 
in the procedures, prioritize the request to know if 
urgent or not, etc. All of this means better access to 
services. (Physician lead, clinic A)

Case managers could also support people with socio-
economic issues avoiding unnecessary travel. As one case 
manager noted, "avoiding the patient having to travel for 
nothing, especially if he has little financial means or no 
means of transport, or a serious health problem, in which 
case telehealth is an alternative”.

Case managers could serve as patient advocates, i.e., 
defend their rights and interests. This advocacy was 
based upon trust since the case manager believes in 
the patients’ lived experiences and develops care plans 
accordingly. As a hospital case manager mentioned:

It’s like asserting the patient’s rights. [The patient] 
has the right to refuse to be followed by such an 
institution, even if the reasons for us are not neces-
sarily valid. But it’s his experience. Who are we to 
say - well, sir, listen, get over it, you know, we’re not 
going to do that. He’s lived through his trauma. (Hos-
pital case manager)

The CMP promoted a partnership with the person that 
focuses on their overall situation, not simply their ill-
ness. This partnership took time to develop because pri-
mary care case managers needed to collaborate with the 
patient to design care plans that are meaningful and rel-
evant for the person in line with their life trajectory. As 
one primary care case manager stated:

I like the more patient-focused aspect. The fact of 
saying - but what are your life plans? What goals are 
you pursuing? It also asks patients to think about 
where they want to go, and what information they 
want to send to healthcare professionals? Because I 
have my agenda when I look at a file, but it has to 
match the patient’s agenda too. (Primary care case 
manager, clinic A)

As one hospital program manager mentioned, by pro-
moting patient-centered care among the disciplines and 
organizations involved, the CMP stimulated a change of 
culture within the system:

The management of patients with complex needs … 
requires another protocol, to change the way deci-
sion-makers and professionals perceive them, to 
determine individual particularities so as to know 
how to intervene, and to accompany patients to act 
on these particularities. We need to take time for 
this. (Hospital program manager 1)

Case managers stimulate interprofessional 
and intersectoral collaboration
Meetings to develop the individualized services plan may 
help people understand how interprofessional collabora-
tion and care responds to their health and social needs. 
As one case manager mentioned:

I like the idea of meeting with the patient and then 
with the caregivers (i.e., healthcare providers), 
because the patient sees that we’re not doing this 
for nothing. We all get together because we want 
it to work, we want it to progress, we want there to 
be an answer to your problem. … so I hope that the 
person will be better able to understand why we’re 
doing this care, why we’re asking for these tests, why 
it’s important to do them, otherwise we won’t get any 
more answers. (Primary care case manager, clinic A)

One program manager within a clinic mentioned that 
working as an interdisciplinary team helps to demedi-
calize services and consider the whole person and their 
psychosocial needs. The program manager explains that 
“we were starting to work on demedicalizing all appoint-
ments in the sense that they’re less medico-centric, that 
they go through the right professional depending on the 
person’s needs rather than systematically going to the 
doctor.” The interprofessional care team used their com-
plementary skillsets to deliver patient-centred care. As 
one physician lead stated, “we have a social worker who 
can liaise with these organizations when there are more 
complex problems.”

Given that visiting patients’ homes was not always 
possible, creating partnerships with community-based 
organizations, pharmacies, or outreach programs (e.g., 
home care and street working, i.e., social workers prac-
ticing in the community with people in difficult situ-
ations) helped to overcome this barrier. As the hospital 
case manager mentioned, “outreach can help support and 
[provide] accompaniment [for] the person for relocation, 
access to transportation, access to services (community, 
primary and secondary [care])”. Another healthcare pro-
fessional mentioned that outreach was especially impor-
tant to develop trust with new people arriving to the 
country:

We need to have someone on the ground to get to 
know new arrivals better, as they don’t open up eas-
ily about their quality of life, housing, health, etc. We 
need to create a bond of trust. Outreach would ena-
ble us to better assess their needs. We need to collab-
orate with street workers, community organizations, 
and pharmacies, who are more familiar with the liv-
ing environment, social network, and socio-cultural 
characteristics of these people. (Other healthcare 



Page 7 of 11Hudon et al. BMC Primary Care          (2024) 25:391 	

professional, affiliated with all clinics).

Despite the recognition that community partnerships 
were indispensable in meeting people’s needs, these part-
nerships needed to be developed further. As one hospital 
program manager mentioned:

This would be a very good move to really see how we 
can integrate the community, because we know that 
the healthcare system alone can’t do it, but it’s by 
believing in collaboration with other sectors outside 
the healthcare system that we’ll get there, really with 
community organizations. … how we can reach out 
to more partners in the community, because that’s 
where it all starts. (Hospital program manager 2)

To this end, this hospital program manager called for 
organizational development and change management to 
develop partnerships with external organizations:

Include organizational development and change 
management. We start out with a dream, objec-
tives, and a structure, but some people are going to 
have to change their perceptions and practices. This 
is no trivial matter. We experience it every day: it’s 
not just the hospital sector, but a large part of care 
is provided outside the hospital. We need to develop 
confidence in external organizations. (Hospital pro-
gram manager 2)

Case managers may improve social support
Involving any family, friends, or significant relatives in 
the individualized services plan was another way of meet-
ing social needs. As one case manager stated:

I still have doctors who refuse to see two people in 
their office, but I accept the husband, the brother, 
the father, it doesn’t matter, whether there are two 
of them, sometimes it’s to help with the translation, 
sometimes it’s just to accompany because the person 
is stressed, so the fact of integrating a family mem-
ber, do you want to be accompanied? I think it’s 
important to name it. (Primary care case manager, 
clinic C)

Another case manager mentioned:

Of course, it’s easier if the person has support from 
those around them. It’s often when they don’t have 
any other support, that’s when they have the most 
difficulty ... often they don’t have any resources and 
they don’t know where to turn, so I think having a 
case manager will really help. (Primary care case 
manager, clinic D)

It was important to ask the person if they would like 
to be accompanied, because involving a family member 

may pose certain issues. As the hospital case manager 
highlighted:

There are limits to involving the network in the 
intervention: the social network may face issues of its 
own, similar or different; the patient doesn’t want to 
disturb his or her network due to network exhaus-
tion or conflictual relationships; the patient is wary 
of relating certain problems to his or her network 
(confidentiality issues). (Hospital case manager)

However, for people with no family or social network, 
the support from the case manager could be reassuring. 
As one case manager mentioned, “if the person is iso-
lated, it can be very reassuring to have someone at the 
end of the line, available, and accessible”.

Immigrants that are socially isolated could also feel 
supported by the case manager. As one physician lead 
explains:

I have patients who are immigrants, and most of 
their families are in their country of origin. So this 
kind of solitude is very difficult. I see it more on the 
positive side, where if you’re a focal point for them, I 
think it’s going to be helpful to feel that they’re sup-
ported, that they’re not alone. And then slowly bring 
them at the community level, into organizations 
where they can get together, to create a network. 
(Physician lead, clinic D)

People from the same cultural community as the per-
son could be involved to promote health and social ser-
vices. As one hospital program manager stated, “within 
the same cultural community, people talk to each other 
and pass on information. Working through community 
members to raise awareness of the use, availability, and 
operation of services is an asset”.

Discussion

Case management in primary care may better address 
SDH and improve health equity by evaluating a person’s 
whole situation in greater depth, developing a relation-
ship of trust, and acting as advocates for them. Further, 
case management can improve interdisciplinary and 
intersectoral collaboration, and social and community 
support.

Results raised the importance of the trusting relation-
ships between the case manager and the person. Devel-
oping meaningful relationships and paying attention to 
non-medical factors such as culture and personal goals 
and expectations can take time, but it provides insight 
into care preferences and may improve people’s engage-
ment with the care plan [47]. For marginalized people, a 
relationship of trust with service providers can mitigate 
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barriers to health equity, for example by improving con-
tinuity of care and navigation through health and social 
services [48]. Beyond this relationship, however, Ander-
man et  al. (2020) also recommend that health-related 
social interventions like case management provide 
“socially accountable care”, including services that help to 
“advocate for structural changes to prevent homelessness 
and housing precarity” [48]. 

The study highlighted the importance of collaboration 
and teamwork in answering unmet social needs. Interdis-
ciplinary activities can help health and social care provid-
ers broaden their skills in SDH [49]. Case management 
can be leveraged to coordinate and facilitate successful 
interprofessional team efforts, [30] raise awareness of 
patients’ social needs, [32, 50] and adjust traditional ser-
vices to focus on social needs [32, 47, 50]. The study iden-
tified intersectoral collaboration as an essential strategy 
for addressing SDH. Partnering with local community 
groups and existing coalitions that address the needs of 
marginalized people can help fill gaps in the healthcare 
system by offering more care options [48]. Collabora-
tion between multiple sectors that contribute to health 
is necessary to promote a more equitable distribution of 
resources [51] and healthy living through a healthy envi-
ronment [52]. Involving organizations with expertise, 
resources, and opportunities to make a comprehensive 
and integrated response to SDH [53] is a part of the case 
manager role. However, developing partnerships between 
primary care clinics and community resources can be 
challenging and complex [54]. Some challenges may 
include unequal decision-making power [55], differences 
in organizational cultures and bureaucracies [56], inad-
equate funding [55], and unidirectional communication 
[56, 57].

Further research is needed to define conditions and 
strategies for an effective partnership between primary 
care clinics and community organizations throughout 
the implementation of urban CMPs. Involving clinic 
social workers in these strategies may be helpful, as they 
have an expertise in finding and connecting people with 
appropriate community resources [58, 59]. Further stud-
ies could also explore the experiences of people with 
complex needs of such partnerships.

The study highlighted that involving trusted, informal 
caregivers in individualized services plan may support 
people engaging in a CMP and improve their health and 
social outcomes [60, 61], and can lead to lower healthcare 
use and costs [61]. Informal caregivers can help people 
with care decisions and support, which may contribute 
to patients’ empowerment [47], and with care transitions 
[62]. They can also play an important role in promoting 
interactions with the community network, contribut-
ing to the development of strategies aiming to improve 

health and social care for disadvantaged people [57]. In 
this regard, case managers are well positioned to improve 
community support, increase social participation, and 
strengthen community belonging, especially for immi-
grants and refugees [63], who had a significant presence 
in the urban area where the study took place.

Primary care programs such as case management can 
be adapted to immigrants and refugees by offering flex-
ible and culturally safe services, that are close to them 
[63–66]. Case management for people with complex 
needs can also help to advocate for public health policy 
that improves the continuity of healthcare and the resil-
ience of the healthcare system [65].

Strengths and limitations
A strength of this study was the close partnership 
between the research team and the implementation 
committee which facilitated the implementation and 
identification of participants. Furthermore, the level of 
involvement of the hospital case manager encouraged 
buy-in from primary care case managers and enabled 
them to develop their skills and confidence, particularly 
with people who had very complex needs.

There were also limitations. We failed in recruiting 
patients for the interviews. Several factors could explain 
this challenge including patients’ health and social situ-
ation (e.g., personal challenges, residential instability, 
or health deterioration) that made it difficult to recruit 
them, administrative barriers to accessing patients’ 
information, and the implementation of the CMP over a 
short period of time. Research with hard-to-reach people 
needs time and various outreach strategies and resources 
[67]. Even if patients’ perspectives were not broadly 
included in our findings, the involvement of patient part-
ners (including MDP) in research team meetings helps 
to mitigate this limitation. Furthermore, the total project 
duration was limited for a complex intervention, which 
may have influenced the program’s sustainability. Addi-
tionally, the program was implemented in an urban area, 
which may limit the transferability of findings to urban 
contexts. However, this study provides valuable insights 
that can guide future research in exploring the impact of 
case management on SDH within other settings, such as 
rural areas.

Conclusions
Case management in primary care, a recognized inte-
grated care approach, may help to address SDH and 
improve health equity by evaluating the health and 
social situation of people with complex needs in greater 
depth, developing a relationship of trust, and acting 
as advocates for them. Moreover, case management 
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can improve interdisciplinary and intersectoral col-
laboration, and social and community support. Further 
studies could explore the intersectoral collaboration 
between case managers in primary care clinics and 
community-based organizations, and the experience of 
people with complex needs.
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