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O R I G I N A L  R E S E A R C H

Objectives: Given the increasing difficulty that health care providers face 

in addressing patients’ complex social circumstances and underlying health 

needs, organizations are considering team-based approaches including case 

conferences. We sought to document various perspectives on the facilitators 

and challenges of conducting case conferences in primary care settings.

Study Design:  Qualitative study using semistructured telephone interviews.

Methods: We conducted 22 qualitative interviews with members of case 

conferencing teams, including physicians, nurses, and social workers from 

a multisite federally qualified health center system, as well as local county 

public health nurses. Interviews were recorded, transcribed, and reviewed 

using thematic coding to identify key themes/subthemes.

Results: Participants reported perceived benefits to patients, providers, and 

health care organizations including better care, increased interprofessional 

communication, and shared knowledge. Perceived challenges were related 

to underlying organizational processes and priorities. Perceived facilitators 

of successful case conferences included generating and maintaining a list of 

patients to discuss during case conference sessions and team members being 

prepared to actively participate in addressing tasks and patient needs during 

each session. Participants offered recommendations for further improving 

case conferences for patients, providers, and organizations.

Conclusions: Case conferences may be a feasible approach to under-

standing patients’ complex social needs. Participants reported that case 

conferences may help mitigate the effects of these social issues and that they 

foster better interprofessional communication and care planning in primary 

care. The case conference model requires administrative support and organi-

zational resources to be successful. Future research should explore how case 

conferences fit into a larger population health organizational strategy so that 

they are resourced commensurately.
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ABSTRACT

Primary Care Case Conferences to 
Mitigate Social Determinants of Health: 
A Case Study From One FQHC System 

I n an effort to improve the health of patients, health care 
providers are increasingly offering direct support to indi-
viduals with complex social and health needs.1,2 These 

efforts are rooted in the growing body of knowledge that 
describes how social determinants of health (SDOH) affect 
outcomes. Insufficient transportation or financial resources, 
living in adverse environments, and lack of access to clothing, 
healthy food, or other basic resources are critical determinants 
of well-being and preventable health care utilization.3 However, 
these social needs have complex etiologies that require longi-
tudinal interventions to mitigate.4 Problematically, a routine 
primary care encounter that focuses on the acute reason 
for the visit provides insufficient time to adequately address 
complex social needs. As a result, little progress is made 
toward addressing the underlying exacerbating conditions, 
frustrating both patients and providers.

Team-based care may be an effective approach to address 
a complex array of challenges stemming from SDOH. Case 
conferences, which employ interdisciplinary team meet-
ings to foster a consensus on individual patients’ health 
management plans, have been used to address social factors 
and to facilitate referrals and care coordination.5 A recent 
study examined the impact of case conferences on patient 
outcomes and found reductions in the probability that a case 
conference patient would have an emergency department 
visit or a hospital admission in a given month.6 Case confer-
ences differ from traditional interdisciplinary approaches 
or care coordination practices by bringing a wider array of 
clinical and nonclinical professionals together for coordi-
nation and decision-making.2,7-9 Participants often include 
primary care or specialist physicians, nurses, dieticians, 
and social workers. Research from primary care settings 
suggests that the perceived benefits from case conferencing 
include improved awareness of team members’ capabilities 
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and expertise and of community-based social services to 
support patients.5,8,10 

However, the use of case conferencing remains low, and 
little is known about how this approach can be successfully 
implemented. Sibbald and colleagues reported that interdis-
ciplinary team-based care requires improved organizational 
communication and processes.2,11 Challenges include recon-
ceptualization of how health care organizations consider the 
organization of care teams, expansion of perceived account-
ability for patients’ total well-being, and decision-making 
processes that are more inclusive. More research is needed 
to inform best practices in implementing case conferencing.

Given the perceived challenges and feasibility questions 
related to team-based case conferences, health organizations 
may be hesitant to implement this strategy within primary 
care settings. To further explore team-based case confer-
ences and inform organizational decision makers, this pilot 
study documented key experiences with case conferences 
in primary care settings where this approach for high-risk 
patients is encouraged but not required. We sought to better 
understand the perspectives of providers and stakeholders 
who actively participate in this type of team-based approach. 
More specifically, we explored, through interviews, the chal-
lenges and benefits of team case conferences as described 
by primary care providers, social workers, and public health 
nurses. Findings may be of interest to medical directors, 
clinic administrators, and others interested in the potential 
for case conference approaches as a strategy for mitigating 
the effects of complex social needs on patients’ health.

METHODS
Study Design and Population
We qualitatively explored experiences with case confer-
encing in primary care federally qualified health center 
(FQHC) settings affiliated with a safety-net health system 
in the Midwest. Within this health system, team-based case 
conferencing on patients with complex health and social 
needs is encouraged in primary care settings, although not 
all providers participate in this approach. Thus, we sought 
support from organizational leaders in the health system to 
help identify primary care providers who were actively leading 
case conferences. From there, we used a snowball technique of 
identifying other key members of these case conference teams. 
We interviewed case conference participants including physi-
cians, social workers, and public health nurses. After obtaining 
informed consent, all interviews were conducted via telephone 
and recorded with permission. Interviews took place between 
February and November 2019. Individuals were invited via 
email to participate in an interview. The study was approved 
by the institutional review board at Indiana University.

Interview Guides
Two interview guides were developed for this study—one for 
members of the primary care team (physicians/nurse practi-
tioners/social workers) and one for public health nurses (see the 
eAppendix [available at ajmc.com]). Guides were developed 
after a member of the research team (V.A.Y.) observed 3 case 
conference sessions. Guides were then reviewed by the research 
team and revised through an iterative process.

Analysis
All interviews were transcribed and reviewed for analysis. 
Two researchers (V.A.Y. and H.L.T.) first read a subset of the 
transcripts (n = 4) and developed an initial coding system to 
identify themes reflecting benefits of, challenges with, facil-
itators of, and recommendations for case conferences. Both 
researchers then independently coded the remaining tran-
scripts according to the specified themes. Completed coding 
was reviewed and discussed. Any discrepancies were resolved 
through discussion and consensus.

RESULTS
Overall, 22 interviews were conducted; the participants were 10 
physicians, 1 nurse practitioner, 8 social workers, and 3 county 
public health nurses. On average, interviews lasted 33 minutes. 
Participants represented more than 11 case conference teams 
that work across a total of 7 clinic locations. Case conference 
teams typically included a physician, a nurse and/or medical 
assistant, and the clinic’s social worker. External participating 
professionals included a representative from About Special 
Kids (ASK; an organization dedicated to supporting families 
of children with special health care needs), a representative 
from CICOA (an organization dedicated to supporting seniors 
and individuals living with disabilities in Central Indiana), and 
a public health nurse from the local governmental agency. 
As needed, the case conference team is joined by a dietician, 
mental health care provider, or psychiatrist; the clinic’s legal or 
financial counselor; and a school nurse if applicable.

On average, each physician/nurse practitioner holds 1 or 
2  case conferences each month during a standing day/time 
slot, spending an average of 4 hours per month in case confer-
ence. The frequency and time length of case conferences were 
determined by the physician or nurse practitioner, ranging 
from meeting for 1 hour once a month to meeting every 
other week for 4 hours. The number of patients discussed 
in an hour-long case conference is a function of whether 
the patients are new to the case conference (which typically 
requires more time) or whether they are follow-up patient 
discussions, as well as the complexity of the patient’s health 
and social needs. The number of patients discussed ranges 
from 3 to 6 per hour-long conference. Participant perceptions 
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of case conferences were coded into the following themes: 
benefits of case conferencing, challenges with successful case 
conferencing, facilitators of successful case conferencing, and 
future recommendations (Table).

Perceived Benefits
In general, participants felt that case conferencing provided 
benefits to patients, providers, and their health care orga-
nizations. Half of respondents reported that they perceived 
that case conferencing provided better care for patients. A 
respondent noted, “You just feel like people are safer. They’re 
not going to fall through the cracks, and I’m going to get 
some dedicated time to look at their situation more closely.” 
Another perceived benefit to patients that was reported was 
how case conferences translated into more patient-centered 
care. More specifically, a primary care provider stated: “I 
think we’ve become better at being patient centered, family 
centered, in the way we include families and the way we set 
goals for their care and what our to-do list is for goals.…I 
have to be willing to acknowledge that the family maybe has 
different stressors or different priorities based on what they 
know they need. I could case conference the entire time and 
never even ask a family [what they need] and then you miss 
that their priority is completely different than yours.…I call 
it practicing medicine with humility, of recognizing that 
patients know themselves better than anybody.”

Participants noted that perceived benefits to providers 
included less burnout, greater job satisfaction, and increased 
awareness of programs and services available to support 
patients with complex social needs. One provider stated, “I have 
no doubt that case conferencing saved me and my practice, and 
I have no doubts that I can take really good care of very complex 
patients with my team.” 

Another provider remarked,  “I am so much happier as a 
clinician. [I feel] fulfilled because of case conference[s]. I 
feel like I can actually help people because sometimes it’s 
so overwhelming, the complexity of the social barriers or 
the medical condition, that in the 15 to 20  minutes when 
the patient is here, that it’s hard to feel like you’re doing 
anything to move forward.”

In general, study informants valued the engagement and 
contributions of fellow case conference participants who 
operate outside traditional medical care delivery, such as 
public health nurses and support service professionals for 
children (ASK) or the elderly (CICOA). Participants noted 
a sense of reduced fragmentation of care and that public 
health nurses often served as an extension of the primary 
care providers by visiting patient homes and conducting 
health and social assessments, as well as by following up 
on critical issues such as patient medication adherence. As 

appropriate, public health nurses reported patients’ critical 
social barriers and impediments to health progress so that 
the team could adjust the care plan and/or identify sources 
of additional patient support.

Finally, although noted less frequently, some perceived 
that case conferences could offer an organizational benefit 
by reducing patient wait times during physical visits (eg, in 
the waiting or exam room). This was referred to as a reduc-
tion in cycle times. Because complex issues were being 
addressed during case conferences, providers reported 
needing less time for social needs during the patient’s office 
visit, keeping the provider on schedule for other patients.

Perceived Challenges
Perceived challenges were grouped into 5 subthemes, which 
were all related to underlying organizational processes and 
priorities. One ongoing organizational challenge was noted 
to be insufficient staff to simultaneously manage case confer-
ences and the ongoing clinic responsibilities. For example, 
a primary care provider stated: “Having the whole team 
[at case conference] is vital.…Picture everyone running in 
different directions…nurses helping in one way, the social 
worker another, me in another, the medical assistant in the 
fourth way.…But the whole point [of case conferencing] is to 
connect and simplify and eliminate extra calls or confusion.…
Unfortunately, the demands of the clinic mean [that my nurse] 
often says she is too busy, and she doesn’t mean personally—
she means the [clinic] floor is too busy to leave right now.”

The ways that case conferences are organized, sched-
uled, and maintained varied across case conference teams. 
Participants were sometimes unsure of the roles and duties 
of others in attendance during case conferences and were not 
always clear regarding who can or should attend and which 
patients were to be discussed during an upcoming case confer-
ence. A social worker explained: “Sometimes I get [the list of 
patient names for the upcoming case conference] a day prior, 
sometimes a few days prior, and it’s usually provided [only 
after I] repeatedly [ask] who we [will be] talking about.…I like 
to get it a week ahead of time because that allows me to invite 
any others [who] I feel would be pertinent to the discussion.”

Although primary care providers experienced reduced 
burnout as a result of case conferences, social workers 
perceived increased workloads due to the number of tasks 
that they needed to accomplish following case conferences. 
However, this challenge was reportedly mitigated by teams 
that employed a “working case conference” approach. 
Working case conferences were those in which attendees 
understand their role, prepare in advance, and accomplish 
tasks together during the case conference. Although this 
means more preparation time, it reduces the number of 
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Perceived benefit Explanation 

Better care The overall care provided for case conference patients is enhanced.

Reducing fragmentation for patients with complex health 
and social needs

Case conferences connect siloed health and social service professionals who support 
complex patients.

Reduced burnout Providers experience less burnout and more satisfaction with their work.

More patient-centered care The care provided to case conference patients is specifically focused on patient needs.

Physicians are more aware of services that can support 
their patients

Through case conferences, providers are exposed to new and various services that 
are intended to address patient social needs.

Perceived organizational benefits Providers perceive that their participation in case conferences improves their ability to 
meet organizational expectations in other areas of care.

Public health participation perceived to be valuable Including public health in case conferences or utilizing public health services is 
beneficial for overall care.

Perceived challenge Explanation 

Insufficient staff/case conferences not prioritized
Despite intentions to hold case conferences, other aspects of clinical care are prioritized 
over case conferencing or there are an inadequate number of staff members to both 
support ongoing patient care in the clinic and attend case conferences.

Workload increases Participating in case conferences adds work/tasks to a member of the team’s  
daily activities.

Lack of follow-up or communication barriers with external 
support providers following a case conference 

Inability to seamlessly communicate and connect with a patient’s entire care team or 
supporting social and health service representatives, including public health nurses, as 
they do not have access to direct messaging features that would directly communicate 
with the case conference team in the EHR

Unclear role expectations as to who organizes case 
conferences, adds patients to case conference schedules, 
prepares/reviews in advance, or follows up afterward

There is wide variation in how case conferences are organized and managed. Team 
members prepare for the case conference differently, and some do not prepare in 
advance at all. The same type of team member may prepare differently at one site 
than another. 

No systematic process for generating a list of patient 
names to discuss in advance

The list of patients to be discussed during an upcoming case conference is  
not consistently gathered and tracked or not tracked in a manner that facilitates 
advance preparation.

Perceived facilitator Explanation 

List of patients in advance
Names of patients to be discussed during case conference are  
determined and documented/provided to members of the team in advance of the 
case conference.

Explaining case conferences in advance
Patients are informed that they will be discussed in a case conference setting. The 
purpose of the case conference is explained to the patient, and they are notified that 
they may receive a telephone call during the conference.

Working case conference
As a patient case is discussed, members of the care team actively seek appropriate 
interventions and solutions for patients, completing as much of the work during the 
meeting as possible. 

Allowing any health professional to suggest patient names 
for case conferences and/or lead discussions during case 
conferences

All members of the care team (eg, physician, nurse practitioner, medical  
assistant, nurse, social worker) are empowered to add patients to the list of 
individuals to be discussed during a future case conference and to lead discussions 
during a case conference. 

Having a plan to revisit patients discussed during previous 
case conferences

Prior to completing a case conference session, a plan/date to follow  
up on each patient who has been discussed is developed and added to  
each patient’s notes.

Standing schedule block
Monthly case conference meeting times are scheduled for each provider and blocked 
in advance. Some meet every week or biweekly on a specific day, and some convene 
once a month on a set day/week.

Cultural climate that supports case conferences Both the organization and clinical staff prioritize and encourage case conferences 
including supporting one another and onboarding new clinicians.

TABLE. Perceptions About Case Conferencing
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tasks that team members (particularly social workers) need 
to complete following a case conference.

Perceived Facilitators 
Participants reported practices that were perceived to facili-
tate successful case conferences. Generating and maintaining 
a list of patients in advance of case conferences was the most 
commonly reported facilitator. Knowing which specific 
patients will be discussed during case conference allows 
time for team members to strategically invite other relevant 
external team members to case conferences. Participants also 
indicated that it provides time to call the patient in advance to 
learn of any needs or concerns that they would like discussed. 
Social workers reported that this practice provides time 
to compile key information about the patient to aid in the 
discussion and reduces the time needed to look up informa-
tion during the case conference. One social worker said: “I 
find the list [of patients in advance] helpful because I like 
to…check the payer source, check their appointment history, 
[check things like], ‘Does their payer source allow them trans-
portation benefits?’.…Then I’ll go into their clinical chart 
and look at some of the clinical information.…I’m not sitting 
there during the case conference trying to do the review.”

It was noted that the ability to gather relevant patient 
information prior to a case conference aids in facilitating 

a working case conference. Participants also felt that 
approaching the case conference as a nonhierarchical team 
facilitates meaningful case conferences. Participants said 
that allowing any case conference team member (eg, nurse, 
medical assistant, social worker) to add patients to the case 
conference schedule and to lead case conference discussions 
contributes to all team members perceiving their role as 
important. One provider said: “As a provider, if I’m leading 
it for my patient, I’m more likely to just go in the same circles 
and the same ways of thinking. By having somebody else lead, 
you might uncover other issues, other ways of looking at things. 
I think it just brings more to the table. I see that often where 
somebody else who just has a different clinical viewpoint or 
a different relationship with a patient brings up something 
that I hadn’t even thought of or that hadn’t occurred to me 
that’s very helpful or meaningful.…It really ideally shouldn’t 
be a hierarchy. It should be [that] everybody’s coming to the 
table [on] equal ground.…All these different viewpoints really 
matter, especially with our complex patients who have more 
needs or more complex needs.”

Key organizational facilitators mentioned by partici-
pants included administrative support and encouragement. 
Examples provided included scheduling specific/consis-
tent times for providers to participate in case conferences, 
supporting case conferences through onboarding/training, 

Participant recommendations Explanation 
Improved communication among providers and other 
health care/social service providers

Having intuitive and seamless means of communicating with all providers and health/
social support representatives regarding case conference patients

Contact patients during case conference or reach out 
before the case conference to check in on their needs

• Contacting a patient via phone during an active case conference to determine 
current patient needs and barriers

• Discussing the case conference with the patient beforehand to determine 
relevant priorities

Patient information materials about case conferences Brochures, pamphlets, or other informational messages designed to notify patients 
about the purpose and basics of being a part of case conferences

Get everyone at the table Having as many members of the patient’s care team, as well as representatives of 
other health/social support services, present during the case conference

Incentivize/guide billing processes for case conferences
Reimbursement for provider’s time spent during case conferences is limited and 
varies widely across patient’s insurance coverage. For case conferences to be 
sustainable, reimbursement or incentives must be appropriately set.

More systematic workflow/consistent staff
Organization and management processes of conducting a case conference should be 
documented and consistently followed. These processes should include guidelines for 
staff participation and expectations for preparing in advance for case conferences.

Case conference resource finder that has geographic and 
payer filters/better understanding of resources

Having an understanding of the number and intricacies of various available health and 
social services is important. Given the influence of insurance coverage on access to 
these services, an EHR application that automatically suggests appropriate resources 
for each patient is perceived as valuable.

More participation from physicians Have more physicians develop and engage in case conferences for their panel of 
patients.

EHR, electronic health record.

TABLE. (Continued ) Perceptions About Case Conferencing 
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and promoting provider buy-in by reinforcing case confer-
ences as an organizational priority. Participants felt that 
reserving provider case conferencing timeslots and respecting 
these slots so that all members of the case conference team are 
expected and encouraged to attend show that team-based care 
is valued and prioritized by the organization.

Recommendations for Case Conferences
Participants provided a range of suggestions to improve 
case conferences. For patients, participants recommended 
providing additional informational materials that explain 
case conferences, as well as contacting the patients before 
or during the case conference to check in on their needs and 
priorities. A primary care provider said: “[For] about 60% or 
70% of…case conferences, I’ll touch base with the patient.…
When [we call patients during] case conferencing…we think 
we know what the most pressing issues are and sometimes 
[the patients] have other pressing issues, [ones] that we’re not 
quite as aware of, at the top of the list.…Patients appreciate 
knowing that a whole team of people is working behind the 
scenes trying to coordinate their care.”

Several participants recommended electronic health record 
(EHR) tools and features, including improved communica-
tion with health and social service representatives within the 
EHR. It was also suggested that it would be helpful to have 
an EHR application that automatically recommends available 
social services/resources for patients based on their geographic 
location (zip code) and insurance coverage. This would be 
particularly useful to social workers, who reported spending a 
considerable amount of their time maintaining up-to-date lists 
of available services and the conditions necessary to qualify 
for said services. Social workers were the go-to source for this 
information, whereas it was suggested that a searchable repos-
itory would facilitate other team members having direct access 
to this information.

Participants recommended addressing reimbursement and 
insurance barriers related to case conferencing. It was suggested 
that more physicians would conduct case conferences and that 
more organizations/administrators would be willing to protect 
scheduled time for case conferences if there were adequate 
reimbursement for that time. In addition, participants recom-
mended that organizations develop training, systematic work-
flow processes, and best practices for case conferences so that 
there is more consistency and less confusion.

DISCUSSION
This pilot study sought to explore the perspectives of providers 
and stakeholders who actively participate in team case confer-
encing in primary care settings of one health system to better 
understand relevant benefits and challenges to this type of 

team-based approach to care. Among the most important 
findings of this work is that primary care providers reported 
improved job satisfaction and less burnout by participating in 
case conferencing for patients with complex needs. Provider 
stress and burnout are challenging issues in health care practice 
today, with social factors representing a documented source 
of complications and frustrations for providers.12 Our study 
identified the potential for a reduction in provider-reported 
stress via participation in case conferences. Thus, health care 
organizations may benefit from implementing case confer-
ences to simultaneously reduce provider burnout while 
addressing patients’ needs. The Center for Medicare and 
Medicaid Innovation funded entities (“bridge organizations”) 
to test whether health outcomes could improve by connecting 
Medicare and Medicaid beneficiaries to community resources 
that would address health-related social needs. According to 
a recent evaluation report of these funded entities, navigating 
beneficiaries to multiple community resources requires addi-
tional time to understand their needs, develop an action plan, 
and make connections. Team-based case conferencing may 
offer a structure to provide such navigation.13

As the US health care system moves toward greater participa-
tion in value-based reimbursement schemes, health care organi-
zations may benefit from employing a variety of interventions 
and system changes, including partnering with external social 
support organizations,14 integrating patient care navigators or 
social workers into the clinic setting,7 incorporating behavioral 
health into primary care clinics,15 and utilizing team-based 
approaches.5,8,10,16,17 Most of these approaches rely on tasks 
conducted by an individual or are conducted independent of 
the primary care provider. Conversely, case conferences incor-
porate participants’ diverse skill sets, dedicated time for inter-
personal communication, and a commitment to longitudinal 
patient follow-up.5,8,16 Collaborative and ongoing arrangements 
may account for the positive perceptions. Individuals often 
express an affinity for workplace arrangements that allow for 
shared experiences and frustrations, and teams with diverse 
expertise tend to be more effective at solving problems.8,10,16 
The value of diverse skill sets was also reflected in primary care 
providers’ and social workers’ positive views of the contribution 
of public health nurses.5

As with all interventions aimed at quality improvement, 
supportive organizational processes are key to implemen-
tation and success. Findings indicated a perceived need for 
clear role assignments to prevent disproportionate burdens on 
any single staff member and to encourage widespread partic-
ipation. Evidence from research on highly effective teams 
supports the need to structure preparation activities and to 
ensure that relevant knowledge is shared across individuals.2 
More research is needed to determine the most appropriate 
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and effective roles for team members when preparing for and 
contributing to case conferences. Technology enhancements 
could better support the structuring and functioning of case 
conferences. For example, EHR registries could be applied in 
case conferences. Beyond the clinical data necessary for the 
management of patients, case conferences have a strong need 
to identify and refer patients to appropriate services based on 
needs, eligibility, and insurance coverage. Because the case 
conference approach incorporates different providers and 
outside organizations in the care and life of patients, seam-
less electronic communication across all participants is key. 
Problematically, such communication remains an implemen-
tation and organizational challenge.18 Although our pilot study 
sampled participants who were all in the same health system 
and one that encouraged case conferences, clinic-level support 
varied. Ensuring that primary care providers make a commit-
ment to case conferences could help establish a culture that 
supports innovative quality improvement efforts and enables 
providers to advocate for systematizing logistics and structure. 
Processes for case conferencing extend beyond the actual 
conference themselves, such as determining which patients to 
include in case conferencing. Future research should examine 
the use of specific guidance or risk stratification criteria for 
identifying patients best suited for case conferencing.

Navigating the payment environment for case confer-
encing outside the individuals covered by Medicare’s chronic 
care management program was among the biggest hurdles 
mentioned by participants who want to meet and sustainably 
address the complex needs of their patients. Depending on the 
program requirements, this may mean getting signed consent 
from patients and documenting specifics of the case conference 
in EHRs. It may also mean co-payments for patients—a barrier 
that has been previously identified in a study of Medicare’s 
non–face-to-face care coordination program.7

Strengths and Limitations
As a strength, this is the first study to explore participants’ 
perceptions of the benefits and challenges of team-based case 
conferencing in primary care; however, there are important 
limitations to note. First, findings rely on qualitative inter-
views of individuals who self-selected to engage in team case 
conferencing and therefore may be subject to respondent 
biases such as social desirability bias. Input from providers 
who choose not to participate in team case conferencing, 
as well as details and specifics regarding patient selection 
for case conferencing, is not available. Findings thus cannot 
speak to the type of patients who would most benefit from 
this type of intervention in primary care. Further, although 
interviews were carried out until theme saturation was 
reached, all interviews focused on a single health system, 

thus limiting the generalizability of our findings. Given these 
limitations, future studies should examine team-based case 
conferencing in diverse settings and geographic locations.

CONCLUSIONS
Case conferences may be a feasible approach to under-
standing patients’ complex social needs. Participants 
reported that case conferences help to mitigate some of 
the detrimental effects of social issues on health and that 
they foster better interprofessional communication and 
care planning in primary care. The case conference model 
requires administrative support and organizational resources 
to be successful. Future research should explore how case 
conferences fit into a larger population health organizational 
strategy so that they can be resourced commensurately.
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Appendix A 
 
Guide 1: Interviews with Clinicians Working with Public Health Nurses as a part of Case 
Conferences 
 
Background 
Can you start by telling me a little about which locations you are a part of case conferences and 
for how long you’ve been involved? Are these adult or pediatric case conferences? How often do 
they meet? What percentage of these are you able to attend in person (on average)? 
 
Case conference operations and goals 
1. Can you describe the goals of a case conference? 
2. What is your contribution to case conferences? What role do you fulfill? 
3. How important are contextual factors to the work you are doing to support case 

conferences and patients (e.g., information about patient neighborhoods; homes; social 
networks)? Is this information usually available to you? 

4. In your opinion, what has been the impact of case conferences? 
 
Referrals and Activities of Public Health  
5. Have you been apart of case conferences in which a public health nurse attended the 

meeting?  
6. If no, have you been a part of a case conference where a public health nurse was called or 

they were discussed/planned into activities? Please describe. 
7. Are you aware of the specific public health services that are being or have been used in 

relation to case conferencing?  
8. Do you think these public health services are needed (appropriate) to support clinicians and 

patients in improved health? 
9. Are the services that public health offers case conferencing able to complement existing 

expertise or are they duplicative? 
10. Given these experiences, what kind of ways has public health contributed to case 

conferences?  
11. Any sense of the impact of public health participating in the case conferences? 
12. Do you have any particular success stories involving public health you can share? 
 
Information needs  
13. Thinking about a typical case conference, what kinds of information do you need?  

      (Probe: health, community information, history, etc.) 
14. How is that information used in the case conferences? How does it fit in your decision-

making or action items? 
15. Do you typically have all that information available during case conferences? What is 

missing/what are the gaps? 
16. Whose job is it to supply that information?  
17. Based on your experience, who typically provides you the most useful information? 
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18. How is the information typically shared with or received from public health (verbally, email, 
etc.) 

19. After the case conferences, is there consistent follow-up from public health? Describe the 
communication methods and typical time frames for communication/response. 

 
Organizational learning 
20. What is the format of reporting on case conferences to the health department or the public 

health nurse? Weekly? Monthly? Verbal? What is the content? 
21. Has being a part of case conferences alerted you to or increased your awareness of new 

public health issues in the community? 
22. Have you or your agency explored adopting any new programs or policies in response to 

working more closely with public health? 
23. Do you think the case conferences have been valuable to the health department? 
24. Do you think the case conferences have increased the level of understanding between the 

Eskenazi Health and the health department? 
25. What would you change about case conferences in an ideal world? What should continue?  
26. Are there any ways that public health could help more or be more effective in this work? 

What’s holding this back? 
 
 
 
Guide 2: Interviews with Public Health Nurses Involved in Case Conferences 
 
Background 
Can you start by telling me a little about which locations you attend/have attended case 
conferences and for how long? Are these adult or pediatric case conferences? How often do 
these meet and, on average, what percent of these are you able to attend? 
 
Case conference operations and goals 
27. Can you describe the goals of a case conference? 
28. What is your contribution to case conferences? What role do you fulfill? 
 
Information needs 
29. Thinking about a typical case conference, what kinds of information do you need?  

      (Probe: health, community information, history, etc.) 
30. How is that information used in the case conferences? How does it fit in your decision-

making or action items? 
31. Do you typically have all that information available during case conferences? What is 

missing/what are the gaps? 
32. Whose job is it to supply that information?  
33. Based on your experience, who typically provides you the most useful information? 
34. How is the information typically shared/received (verbally, email, etc.) 
35. After the case conferences, with whom do you typically follow up? Describe the 

communication methods and typical time frames for communication/response. 
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Referrals and Activities of Public Health  
36. What kind of ways has public health been able to support case conferences? What specific 

public health services are/have been used?  
37. Are these the things you think are needed (appropriate) to support clinicians and patients in 

improved health? 
38. How important are contextual factors to the work you are doing to support case 

conferences and patients (e.g., information about patient neighborhoods; homes; social 
networks)? Is this information usually available to you? 

39. In your opinion, what has been the impact of public health attending the case conferences? 
40. Are the services that public health offers case conferencing able to complement existing 

expertise or are they duplicative? 
41. Do you have any particular success stories you would like to share? 
 
Organizational learning 
42. What is the format of the reporting on case conferences to the health department? 

Weekly? Monthly? Verbal? What is the content? 
43. Has being a part of case conferences alerted you to or increased your awareness of new 

public health issues in the community? 
44. Have you or your agency explored adopting any new programs or policies in response to 

this work? 
45. Do you think the case conferences have been valuable to the health department? 
46. Do you think the case conferences have increased the level of understanding between the 

health department and Eskenazi Health? 
47. What would you change about case conferences in an ideal world? What should continue?  
48. Are there any ways that public health could help more or be more effective in this work? 

What’s holding this back? 
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