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Introduction

Health is largely impacted by social determinants of health, 
and to a much smaller degree clinical medical care. For 
instance, insecure housing can lead to respiratory infections, 
asthma, injuries, and poor mental health.1,2 Food insecurity 
is associated with diabetes, hyperlipidemia, poor mental 
health, and poor overall health.3-6 Health behaviors such as 
unhealthy alcohol use, physical inactivity, unhealthy diet, 
and tobacco use all contribute to a third of preventable 
deaths.7 Mental illness and psychosocial distress can be det-
rimental for health behaviors and subsequently increase risk 
for developing other medical conditions.8,9

Health systems have typically focused on screening for 
unhealthy behaviors and mental health needs, though 
screening for social needs is increasingly common. Experts 
are advocating for routine screening of social needs in 
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Abstract
Background: Addressing social needs, health behaviors, and mental health may help patients more than traditional 
medical care. However, these root causes of poor health are difficult to address and the role of primary care is unclear. 
This qualitative study assesses patient’s willingness and motivations to discuss and accept assistance for these needs from 
their primary care team. Methods: In July and August of 2020, semi-structured virtual interviews were conducted with 
family medicine patients (n = 6) and residents of low resource neighborhoods (n = 11) in Richmond, Virginia. Interviews 
were conducted over Zoom. We conducted a qualitative analysis of patient and resident interview transcripts. A rapid 
qualitative analysis approach and immersion-crystallization processes were used to identify themes and categories. 
Results: Interviewees reported varying degrees of comfort discussing topics with their health care team. They were 
less comfortable discussing needs they considered outside the realm of “traditional primary care” including finances, 
transportation, and housing, but interviewees expressed willingness to discuss these needs under certain conditions. 
Important factors were a strong patient-clinician relationship to create a trusted and safe space for discussion, adequate 
time for discussion during visits, communication of practices’ ability to provide resources to help patients, and ensuring 
appropriate high quality referrals. Conclusions: Primary care provides opportunity for identifying and addressing needs 
that adversely impact health. Some needs are more sensitive for patients to work with their care team on, though, there 
was willingness to work on any need when a strong provider relationship and clinic structure for providing support were in 
place. This study highlights critical care delivery factors which may be used to enhance patient comfort accepting support 
for their needs and ultimately improve clinical care and chronic disease management.
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primary care and to incorporate them into clinical care.10,11 
The National Academy of Medicine recommends the 5 A’s 
(Awareness, adjustment, assistance, alignment, and advo-
cacy) to strengthen social care integration. In accordance 
with this, a variety of tools have been developed and used to 
screen patients for social needs, yet no standard comprehen-
sive screening protocols exist.10 Some clinical environ-
ments, such as the Veterans Health Administration, focus on 
a particular type of need, while others screen for multiple 
areas of risk at once. Research shows that regardless of 
screening methods, social needs are frequently endorsed by 
patients. Screening for social needs has generally been 
acceptable to patients and clinicians.12 However, less is 
known about the acceptability of different types of assis-
tance to address those needs.

Interventions linking individuals with mental health, 
behavioral health, or social needs to community resources 
are becoming increasingly common.13 However, there is a 
range in the acceptance rates for referrals to community 
programs for social needs,14,15 and many patients do  
not follow through when offered referrals to community 
programs.14,16-18 Yet, it is not understood why patients are 
more accepting of assistance for certain needs as com-
pared to others or how healthcare settings can improve 
acceptability.

This study explores patient preferences and attitudes 
around addressing health-related needs in primary care. We 
also examine barriers and facilitators of patient acceptance 
of assistance.

Methods

Study Design

We completed a qualitative interpretivist analysis of inter-
views conducted among community residents and adult 
patients in family medicine using a rapid qualitative 
approach.19 Interviews were conducted in July and August 
2020. This analysis was a part of a randomized controlled 
trial to test an enhanced care planning process to better con-
trol chronic conditions, which was approved by the univer-
sity’s Institutional Review Board.

Participants

In total, 17 individuals participated in interviews. A conve-
nience sample of primary care patients and community resi-
dents was recruited through several methods. We approached 
community leaders at Engaging Richmond to recruit resi-
dents of low resource neighborhoods in Richmond, Virginia 
via email (n = 11). Clinicians at 2 family medicine clinics 
were also asked to recruit patients from their practices. 
They identified adult patients from an urban underserved 

clinic (n = 2) in Richmond, VA and a suburban more affluent 
clinic in Fairfax, VA (n = 4). Recruitment was stopped 
shortly after thematic saturation had been met. Both meth-
ods of recruitment required individuals to opt in, so there 
were no refusals to participate.

Interview

Consistent with our interpretivist approach, data were col-
lected via virtual interviews. The interviewer and partici-
pant joined the video call using their phone or computer. 
Semi-structured interviews were conducted by one of  
the first 2 authors (KO, HS), both female doctorate-level 
graduate students. The development of the interview guide 
was informed by the NASEM report and went through 
several iterations incorporating feedback from the research 
team before being finalized. The final guide consisted of 3 
parts. The first included patient queries to assess attitudes 
about appropriateness of accepting assistance from pri-
mary care for health-related needs (eg, health behaviors, 
mental health, and social needs) and meaningful types of 
assistance. The second part was a discussion of how 
patients prioritize needs and factors that influence readi-
ness and ability to accept assistance. Participants were 
asked to share reasons for not prioritizing certain needs 
and alternative sources of assistance beyond primary care. 
Interviews lasted between 30 and 60 min (Mdn = 48 min) 
and were recorded and automatically transcribed using 
Otter.ai.20

Procedures

Participants were contacted to schedule their interview. 
Before the interview, participants were asked to complete 
the MOHR online assessment to identify their needs.21 See 
Table 1 for all needs included in the assessment. Interviews 
were semi-structured and the interviewer took a flexible 
approach; questions were asked to guide the interview 
through the topics and unanticipated topics were pursued if 
brought up. Following the interview, participants were 
mailed a $25 gift card for their participation.

Table 1. Needs Assessed in MOHR.

Social needs Financial needs, employment status, 
food security, access to transportation, 
housing stability, dental care, home and 
neighborhood safety, loneliness

Health behaviors Fruit and vegetable intake, fast food, soda 
consumption, weekly exercise, sleep, 
tobacco use, alcohol use, and illegal drug 
use

Mental health Depression, anxiety, stress
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Analysis

Each interviewer reviewed their transcripts to correct typos 
and remove identifying information. A rapid qualitative 
analytic approach was utilized for its emphasis on effi-
ciency of data analysis while remaining robust.22,23 The 
analysis was guided by the Patient Centered Care frame-
work24; reviewers (KO, HS) reviewed the initial 12 tran-
scripts to identify key information and themes and organized 
them by the principles of the Patient Centered Care. After 
the subset of transcripts were completed, both reviewers 
performed inductive analysis by reviewing all notes for 
negative cases and repetition of themes. Reliability was 
established using a third researcher (AH) who audited the 
analysis of random transcripts and then all reviewers met to 
discuss coding and discrepancies until consensus was 
reached. Reviewers also discussed saturation, determining 
that consistency of themes had been met and little new 
information was gained through latter transcripts. To pursue 
trustworthiness and credibility of findings, themes were 
discussed with the larger research team and feedback was 
solicited. Then, 5 additional participants were recruited and 
interviewed to ensure no new themes emerged. The final 
transcripts were analyzed and saturation was confirmed. 
Representative quotes were selected and anonymously pre-
sented for each sub-theme. Participants are quoted with 
anonymous IDs distinguishing whether they are a family 
medicine patient (PXX) or community resident (CRXX).

Results

Sample Characteristics

Seventeen patients and community residents participated in 
virtual interviews. Among the participants, 6 were family 
medicine patients and eleven were residents of low resource 
communities; most participants were female and Black 
(Table 2).

Attitudes Toward Addressing Health-Related 
Needs in Primary Care

Overall, most interviewees indicated that unhealthy behav-
iors, mental health, and social needs were appropriate to 
discuss with their primary care clinician. However, they 
reported having the most comfort and experience discuss-
ing health behaviors. Comfort discussing mental health was 
divided. Many felt that mental health was one of the most 
important needs, but some felt that it should be handled by 
a mental health provider and not primary care. Others 
expressed less comfort discussing social needs, indicating 
they seemed outside the scope of primary care and felt 
uncertain the clinician could help. CR6 stated, “I just don’t 

feel like finances and primary care go together. Like I’m 
trying to get help to get a house, but my doctor can’t do 
nothing about it.” Most interviewees described a willing-
ness to discuss any need under certain circumstances.

Facilitators and Barriers for Addressing Health-
Related Needs

Interviews revealed a number of facilitators and barriers for 
patient willingness to address health-related needs with 
their primary care team. Findings are organized by the 
Patient-Centered Care Framework. See Table 3 for a sum-
mary of themes and illustrative quotes.

Respect for patient preferences. Having a strong provider 
relationship reportedly created a sense of trust and a “safe 
space,” both essential for discussing difficult topics. Inter-
viewees preferred a collaborative approach for prioritizing 
needs and deciding how to address them. Patients empha-
sized needing to feel ready for change, suggesting clinicians 
“plant a seed” before initiating changes. Patients believing 
a “need” was unimportant and clinicians prematurely push-
ing for change hindered patient openness. Perceptions of 
clinician judgment, talking down to them, or racism all dis-
couraged individuals from discussing needs. Historical mis-
trust of the medical field also added to apprehension about 
addressing needs.

Coordination of care. Interviewees wanted clinicians to initi-
ate referrals, utilize warm handoffs, avoid duplication of 
services, avoid referring to programs patients have used in 
the past or that are unreliable, and to maintain confidential-
ity. Interviewees felt that primary care was an appropriate 
place for identifying patient’s needs and making referrals 
because of their holistic knowledge of the person. Maintain-
ing confidentiality was paramount to trust, CR2 stated, 
“The office is not private. When I say private, meaning the 
staff generally are discussing other patients, they’re not 
practicing confidentiality.”

Table 2. Demographic Information.

Family medicine 
patients

Community 
residents

Total 
sample

Total, n (%) 6 (35.3) 11 (64.7) 17 (100)
Gender, n (%)
 Female 3 7 10 (58.8)
 Male 3 4 7 (41.2)
Race, n (%)
 White 2 2 4 (23.5)
 Black or African 

American
4 9 13 (76.5)
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Table 3. Factors that Influence Patient Openness to Address Needs in Primary Care.

Principles

Themes

Promote Hinder

Respect for patient preferences Provider trust Needs are not important to patient
Collaborative approach Provider judgment
Readiness for change Provider racism

 Historical mistrust of the healthcare system

Provider trust: I think it’s also the trust you have with your primary care (clinician). I have no problems with Doc, discussing anything like that with Dr. 
(redacted).—P4.

Readiness for change: I think it’s time to plant. I think people need to have a seed planted on something new. And then maybe revisit the next time 
they visit the primary care and see how they’re doing.—P4

Provider racism: She went to a nutritionist. . .It was just like, Okay, well, it was almost an obvious thing. Well, you’re black and you probably eat fried 
chicken and you’re like, “No, I don’t.”—P2

Coordination of care Warm hand-offs for new care providers Duplication of services
PCP’s patient knowledge enhances referral 

ability
Inappropriate referrals
Patient confidentiality

Duplication of services: Duplication in services and more referrals on the patient, especially when they have been in contact or at multiple visits with 
the same office. . . they get the same referrals the same stuff, and that causes frustration. . . I’ve already done that and I’ve tried already you know, 
which then leads to increased apathy.—CR3

Inappropriate referrals: Any other requirements that the resource might have, you know, have a as a stipulation, so beyond having to live in that area? 
Um, what would I need to take with me? Do I need to take a photo ID and a bill?—CR2

Patient confidentiality: The office is not private. When I say private, meaning the staff generally are discussing other patients, they’re not practicing 
confidentiality. Um, so the trust wouldn’t be there for that.—CR2

Information and Education Clear communication about PC support Lack of patient understanding about 
connection to health

Clear communication about PC support: I don’t think it would be an overreach I think it just be a matter of making sure the communication is clear 
and consistent about what this is and what it is not. not an overreach and just, it would just be a little different. Different doesn’t mean bad.—CR3

Lack of patient understanding about connection to health: It’s really important for me to know that there is a reason. If you do these things, you can 
get your body to a place where it is comfortable to do things that weren’t comfortable at first. I think some of time the education is missing but 
rather than writing the prescription, you can just explain what dietary choices may have led to the high grade in the first place.—P2

Quality of care and competing demands Dissatisfied with current care

 Physical concerns take precedent

Dissatisfied with current care: I think that one you need you need that physician that’s also making sure that you’re doing things that isn’t the target 
isn’t hurting yourself at the same time, because I think sometimes we get into this, like, fitness goal or like things like that, especially when we try and 
do it on our own without a doctor’s help or with our physicians help, where we honestly just end up doing worse than we started out.—CR4

Physical concerns take precedent: So if you’re not happy with the level of care that you’re receiving for these medical things, for which they’re an 
expert, then then why would you trust them with more?—CR2

Emotional support Genuine interest and understanding  

Genuine interest: You can kind of walk in and tell whether somebody really cares about you, or if you’re just patient number 598 for the week.—P5

Family and friends Social support Family responsibilities

Social support: It’s good to have at least 1 family member that would be in the ball game with the person, encouraging them, supporting them, 
reminding them, you want to get your health improved, just, you know, kind of like a cheerleader so to speak, that would encourage them to get to 
their appointments and follow through.—P2

Family responsibilities: I’m working on me now just working on focusing in on me instead of all the other things, you know. I mean, my kids range from 
what 19 to 34 so it’s been a long time and I had my oldest daughter when I was 16. So it’s never been time for me.—P2

Continuity Long-term positive relationship with 
provider

No provider follow-up

Follow-up on progress

Long-term relationship: I think, if you have a good rapport with them like our pediatrician that I used to go to. We knew them forever. So you could 
go to him for your primary care needs but you could also go to him for like any other weird thing that’s going on in your life so I think it’s all, it’s 
always that like rapport and relationship with your care physician.—CR4

Adequate time Provider consistency Limited time with provider

Provider consistency: Well early on, I didn’t have a primary care physician. Just going to patient first with different doctors, It wasn’t the same person 
so then finally I got a primary care physician. They had too many clients so I got another primary care physician in the same office.—CR11

Limited time: Time is money, and money is time so you didn’t ask the question, I didn’t answer.—CR9



O’Loughlin et al 5

Information and education. Interviewees requested clear up-
front communication from clinicians about the range of 
support they could provide regarding health-related needs. 
This was particularly important for social needs, which 
many denied knowing were within the primary care scope. 
Suggested methods for communicating this was verbal noti-
fication when checking in for a visit, displaying pamphlets 
and posters in the waiting and exam rooms, or discussing it 
during the visit. Many did not understand how needs influ-
enced health and suggested making these connections clear.

Quality of care and competing demands. Interviewees 
reported that if they were dissatisfied with other aspects of 
their medical care that would hinder them from discussing 
their health-related needs. CR2 reported, “So if you’re not 
happy with the level of care that you’re receiving for these 
medical things, for which they’re an expert, then then why 
would you trust them with more?” Further, interviewees felt 
that if there was a pressing physical health concern that it 
would take precedence over these other needs.

Emotional support. Clinicians showing genuine care for 
patient wellbeing promoted openness to working on needs. 
P5 reported, “You can kind of walk in and tell whether 
somebody really cares about you, or if you’re just patient 
number 598 for the week.”

Family and friends. Family responsibilities, such as child-
care, may serve as a barrier for patients’ ability to work on 
needs. Conversely, interviewees reported that clinicians 
could leverage social support as a motivator to address 
needs. P3 reported, “It’s good to have at least one family 
member that would be in the ball game with the person, 
encouraging them, supporting them.”

Continuity. Interviewees reported that provider consistency 
allowed for building a relationship and trust with their pro-
vider, as well as time to begin working on long-term health-
related goals. Interviewees also expressed a desire for 
clinicians or care team members to follow-up on patient 
progress, but denied preference for who followed up. Inter-
viewees viewed regular follow-up as a way to maintain con-
nection and a sense of support. For instance, P2 stated “If 
you follow through, there’s more of a connection so they 
[patients] don’t have to call you as much.” Interviewees 
reported that past experiences of the care team not follow-
ing through broke trust and hurt their openness to working 
on needs.

Adequate time. Having adequate time and continuity with 
the clinician and care team were critical elements for estab-
lishing rapport and for patients to feel they had access to 
support. Interviewees reported that time-limited medical 
visits prevented genuine listening and connecting with their 

provider. Patients viewed health behavior, mental health 
and social needs as lower priority to health concerns, result-
ing in their being overlooked during visits. CR2 stated, “if 
you feel like you’re not spending a lot of time with the doc-
tor to get your immediate health concerns addressed, you 
wouldn’t want to share other concerns with your doctor 
either.”

Discussion

The findings from this study provide insight into patient 
preferences and attitudes about addressing health-related 
needs in primary care. Overall, participants had varying 
levels of comfort with addressing risk factors. People were 
most comfortable addressing health behaviors followed by 
mental health and social needs. Although, they felt any need 
could be appropriate for a primary care setting if a support-
ive environment was in place. Willingness to act on these 
needs is enhanced if practices leverage the patient-clinician 
relationship to create a trusted and safe space, protect ade-
quate time for discussion, convey their ability to provide 
resources to help patients,25 and ensure appropriate high 
quality referrals.

Throughout interviews, participants discussed themes 
relevant to patient-centered care, which is a healthcare 
approach where care is focused on and guided by the 
patients’ needs and values.24 It was first introduced in the 
1980s and has become an aspiration for health care systems 
due to its positive impact on patient satisfaction and health 
outcomes.26-28 Framing our findings within the framework 
of patient-centered care allows us to highlight ways health-
care teams may meaningfully improve their patient-cen-
tered care to encourage patient willingness to accept 
assistance for their needs. They may also provide important 
considerations for how to incorporate social risks into clini-
cal care, a gap in the literature identified by the US 
Preventive Task Force.11 Patients’ differing comfort levels 
with social needs and health behaviors suggests that the 
approach taken by healthcare teams to assist with social 
needs may need to be different than with health behaviors or 
mental health. First, the healthcare team may need to 
explain the relevancy of social needs to health and what 
supports the clinic can provide.25 Our findings reinforced 
the importance of patients having adequate time to discuss 
needs with a member of their care team and that this is 
someone they can build trust with, feel cared for by, and 
who is knowledgeable in how to assist the patient. Limited 
staff time has been a commonly reported barrier to success-
ful implementation.15,29,30 Practices may consider restruc-
turing the roles of current staff to include protected time for 
patient follow-up or to add new staff for this purpose. 
Results also support calls for patient-centered approaches to 
social needs screening such as empathic inquiry. Empathic 
inquiry is a conversational approach used by the provider to 
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promote patient engagement, partnership, and affirmation 
throughout the screening process.31,32 

Another key element to success is creating a robust data-
base of community resources and clear referral processes 
for staff to match individuals with appropriate referrals.30 
Efficient referral processes connecting patients to appropri-
ate and responsive resources enhance the likelihood of 
patients closing the loop and reducing their social needs.33,34 
Along with referrals, patients may require navigation and 
general follow-up support. Our participants indicated that 
they wanted consistent follow-up from their healthcare 
team. The critical nature of this support has been high-
lighted in other studies where individual attention, compas-
sion and navigational assistance have been key facilitators 
to patients accessing resources.12,35 In addition, our findings 
are aligned with the National Academies of Medicine rec-
ommendations for health care systems to consider the types 
of action that may be provided by the healthcare team and 
to frame these for patients during screening, including 
adjusting clinical care to address social needs, to assist 
patients with obtaining resources in terms of direct care, as 
well as aligning efforts with current community actions, 
and advocating for helpful policies.10

This study addresses a critical gap in the literature exam-
ining factors that influence patient willingness to act on 
known needs and covered a wide scope of need types. Despite 
its strengths, there are three notable limitations. First, patients 
were interviewed on their attitudes toward addressing diverse 
needs in primary care and hypothetical factors that would 
influence acceptance of assistance. Although, their behav-
ioral follow-through was not evaluated. Future research 
should investigate differences between patients that do go on 
to address their needs and those who do not. Additionally, the 
sample size was fairly small and a subset of the sample was 
receiving care from a known clinic with clinicians they 
described as having uniquely long term and high-quality rela-
tionships with. Although it is possible that these factors limit 
generalizability, the overall sample was diverse, including 
individuals with varied healthcare and provider experiences. 
Further, recruitment was stopped only after saturation was 
met. Despite these limitations, the present study contributes 
to our current understanding of factors that promote or hinder 
patient acceptability of primary care facilitated assistance to 
address health-related needs.

Conclusion

Primary care is increasingly working to address social needs 
as a strategy to improve overall health and wellbeing, as has 
been done with health behaviors and mental health. While 
patients are often open to screening for needs, some needs 
are more sensitive for patients to work with their care team 
on addressing than others. Our findings describe meaning-
ful changes to care delivery which may enhance patient 

willingness to partner with their primary care team to 
address these root causes of poor health.
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