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Abstract

Introduction. Unmet social needs contribute to growing health disparities and rising health care
costs. Strategies to collect and integrate information on social needs into patients’ electronic
health records (EHRs) show promise for connecting patients with community resources.
However, gaps remain in understanding the contextual factors that impact implementing these
interventions in clinical settings.
Methods. We conducted qualitative interviews with patients and focus groups with providers
(January−September 2020) in two primary care clinics to inform the implementation of a mod-
ule that collects and integrates patient-reported social needs information into the EHR.
Questions addressed constructs within the Theoretical Framework for Acceptability and the
Consolidated Framework for Implementation Research. Data were coded deductively using
team-based framework analysis, followed by inductive coding and matrix analyses.
Results. Forty patients participated in interviews, with 20 recruited at the clinics and 20 from
home. Two focus groups were conducted with a total of 12 providers. Factors salient to accept-
ability and feasibility included patients’ discomfort answering sensitive questions, concerns
about privacy, difficulty reading/understanding module content, and technological literacy.
Rapport with providers was a facilitator for patients to discuss social needs. Providers stressed
that limited time with patients would be a barrier, and expressed concerns about the lack of
available community resources.
Conclusion. Findings highlight the need for flexible approaches to assessing and discussing
social needs with patients. Feasibility of the intervention is contingent upon support from
the health system to facilitate social needs assessment and discussion. Further study of avail-
ability of community resources is needed to ensure intervention effectiveness.

Introduction

Social determinants of health (SDoH) – defined as conditions in the physical and social envi-
ronments “in which people grow, live, work, and age” – contribute to growing disparities in
disease burden and rising health care costs [1–4]. Factors such as economic and housing insta-
bility, educational disparities, inadequate nutrition, and unreliable transportation can signifi-
cantly influence population health, and the social needs of individual patients represent
important points of intervention for policymakers and health-care providers [5].

In theUSA, health system initiatives by the Centers forMedicare andMedicaid Services, state
Medicaid programs, and Kaiser Permanente have used a range of patient- and population-level
approaches to address social needs, including the tailoring of care plans and enhanced commu-
nity partnerships [6–9]. For example, Medicaid accountable care organizations in
Massachusetts work with community partner organizations to coordinate care for individuals
who require behavioral health care or long-term services and supports [8].

Studies report evidence that interventions to collect, integrate, and use the information on
patients’ social needs may be feasible in clinical settings [10–17] and effective in connecting
patients with community resources [17–19], reducing social needs [18,19], and improving
health outcomes [20]. In a systematic review, Gottlieb et al. [21] reported that such interventions
could improve the identification of social needs and referrals to social agencies. However, evi-
dence for their effectiveness in increasing patient uptake of social referrals and improving health
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outcomes is mixed. Improvements in health behaviors, physical
and behavioral health, and quality of life found in some studies
are likely specific to the context of program implementation.

Furthermore, despite evidence that policy interventions target-
ing social needs are effective, there remain challenges to imple-
menting them in clinical and community settings [22–24]. The
success of these programs requires a reliable system for collecting
and integrating information on patients’ social needs. In 2013, an
Institute of Medicine committee recommended the routine collec-
tion of a comprehensive set of patient-reported measures, which
can be incorporated into electronic health record (EHR) systems
for use in healthcare encounters [25,26]. The measures use ques-
tions from validated instruments to address domains relevant to
behavioral health and social needs, which are incorporated into
the Protocol for Responding to and Assessing Patient Assets,
Risks, and Experiences instrument, which in turn forms the basis
of templates used in several EHR systems [13,27].

Among these, the “Healthy Planet” module developed for
Epic© by the Oregon Community Health Information Network
is being implemented and tested in 30 community health centers
nationally [28–30]. As part of a widely used EHR system, the Epic
module can be leveraged to introduce patient-level social needs
information into learning health systems (LHSs), which are health
care delivery systems that combine research, data science, and
quality improvement using clinical information collected at the
point of care [31]. Yet, there remain gaps in knowledge about
how to best integrate the module into clinical settings, taking into
account the perspectives of clinicians and patients.

This article addresses these questions within the context of the
University of Florida (UF) Health system, which coordinates the
OneFlorida Clinical Research Consortium – one of the nation’s
13 PCORnet® clinical data research networks [32]. We present
qualitative findings from a translational pilot project conducted
by the UF Clinical and Translational Science Institute (CTSI)
and its LHS program to inform program planning and implemen-
tation of the module in two UF Health clinics. Using workflow
studies, interviews with patients, and focus groups with clinicians
and staff at the study clinics, we elicited perceptions on acceptabil-
ity and feasibility of the module and modes for administering it,
and sought to understand anticipated barriers and facilitators to
implementation.

Materials and Methods

Study Setting and Intervention

Workflow studies, patient interviews, and provider focus groups
were conducted in two family medicine clinics in the UF Health
system, located inNorth-Central Florida. Both clinics serve racially
diverse patient populations, with 41% African-American, 30%
covered by Medicaid, and 14% uninsured. Hispanic patients
represent 4% of each clinic’s population.

For the purpose of this study, the intervention represents the
combined process of social needs assessment, patient–clinician dis-
cussion, and referral to services for adult patients of the study clin-
ics. The module includes questions across several domains,
including physical activity, stress and anxiety, social support and
activities, religious affiliation, marital status, intimate partner vio-
lence (IPV), difficulty affording basic needs, food insecurity, edu-
cational attainment, transportation difficulties, alcohol
consumption, substance use, and housing challenges. Question
wording is written at the eighth grade reading level. Once the

module is completed, it becomes part of the patient’s EHR, and
providers can use the information to tailor discussion with the
patient and make referrals to community resources. At the time
of this study, the module had been implemented in both clinics
in a limited capacity (accessible only to health coaches), but no for-
malized processes were in place for social needs discussion or
referral.

For this study, we considered the module domains, wording of
questions and response options, and provider-facing EHR visuali-
zation to be core components of the intervention that are not sub-
ject to change. Peripheral components that can be adapted to fit
local settings include the mode of administration (i.e., how, where,
when, and with whom the patient responds to module questions)
and follow-up practices (i.e., discussing social needs with patients
and making community referrals).

We programed a REDCap version of the module for patients to
complete during interviews using an electronic tablet.[33] This
allowed patient responses to be available for research purposes,
but not as part of their medical record. For provider focus groups,
we produced screenshots of module questions as they appeared in
the REDCap version and in the provider-facing EHR interface.

Study Approach

Study design was guided by two conceptual frameworks: (1) the
Theoretical Framework of Acceptability (TFA) [34], reflecting
the extent to which patients consider the intervention to be appro-
priate, based on experienced or anticipated cognitive and emo-
tional responses to the intervention; and (2) the Consolidated
Framework for Implementation Research (CFIR), which can help
identify factors that influence the implementation of multilevel
interventions from the perspective of providers [35].We addressed
factors in four CFIR domains: (1) intervention characteristics; (2)
outer setting; (3) inner setting; and (4) characteristics of individ-
uals. We did not address the CFIR process domain, as processes
for implementation were not yet developed. The TFA and CFIR
models informed study design and interpretation of findings for
the patient and provider participants, respectively.

To address implementation context specific to the study clinics,
we first conducted workflow studies to identify potential points of
administering the intervention.Workflow studies use flowcharts to
understand the sequential and parallel steps in a process [36]. A
team of industrial and systems engineers visited the clinics to
map their workflows, interview clinicians about the patient care
process, and conduct time studies. The resulting workflow maps
were used in provider focus groups to facilitate discussion tailored
to each clinic.

We also engaged with OneFlorida/UF Citizen Scientists to offer
feedback and assistance with study design and data collection.
Citizen Scientists are community members who contribute to
the research process by engaging with researchers to improve
the quality of health care [37]. The Citizen Scientists hold regular,
paid positions within the UF CTSI and are members of the LHS
Program Operations Committee. For this study, two Citizen
Scientists reviewed study tools during development and partici-
pated as cointerviewers for patient interviews (NZ, AH).

Participants

We recruited a convenience sample of 20 patients (10 from each
clinic) to participate in interviews conducted in the clinic (clinic
interview group), and an additional 20 patients (10 from each
clinic) who had a history of being hospitalized at least twice in
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the last year, whom we approached using home contact informa-
tion (home interview group). Clinic interviews were conducted at
the study sites in person. On days that interviewers were present
on-site, clinic staff described the study to patients after their sched-
uled visit. Patients who expressed interest were then taken to a pri-
vate room and introduced to the interviewers, who explained the
study and obtained informed consent.

The home interview group was part of the original protocol
(developed prior to COVID-19), and allowed us to include patients
with more complex health and social needs, who often face defi-
ciencies in access to routine health care [38–40]. Health coaches
and medical directors at each clinic generated a list of eligible
patients, who were then mailed a letter from their clinic explaining
the study. Patients identified for home interviews who did not opt
out were contacted by clinic staff, and those who indicated interest
were called by a study interviewer (KB) to set up an interview
appointment.

For provider focus groups, recruitment within the study clinics
was purposefully broad to include different clinical roles (e.g.,
physicians, nurses, social workers, clinic managers). All clinicians
and staff at each clinic were contacted by a study coordinator by
email to introduce the study and invite them to participate.

All study participants received $25 for their time.

Data Collection

At the start of each patient interview, we presented the module
questions to patients – either by asking them to complete the mod-
ule on the tablet, or by verbally asking them the questions in cases
where participants scored low for health literacy or were participat-
ing by telephone. We then posed questions to patients about their
perspectives on the module using a semi-structured interview
guide, which was reviewed by Citizen Scientists and revised to
address their comments before fielding. The interview guide fol-
lowed the TFA constructs of affective attitude (individual feelings
about the intervention), burden (the effort required to complete the
module), perceived effectiveness (perception that the module could
effectively collect social needs information and that community
referrals could improve health), and self-efficacy (the individual’s
confidence in being able to respond to module questions and dis-
cuss social needs with providers). Patients were also asked for their
perspectives on alternate modes for completing the module,
including in-person assessment with providers in the clinic, using
an electronic tablet in the waiting room, or using the UF Health
online patient portal before their visit. All patient interviews were
conducted in English, and no participants declined or were
excluded due to language barriers.

Clinic interviews were conducted in person by study authors
trained in qualitative interviewing (RT, KB, NZ, AH) in January
and February 2020 at the clinic immediately following the patient’s
scheduled visit. Each interview was conducted by two interviewers.
Interviewers recorded self-reported information on the partici-
pant’s sex and race/ethnicity and administered the Rapid
Assessment of Adult Literacy in Medicine – Short Form
(REALM-SF) to assess health literacy [41]. The REALM-SF was
included to describe the study population and as a tool to improve
data collection. Interviewers offered assistance in completing the
tablet version of the module to all patients with a REALM-SF score
of seventh grade or lower.

Home interviews were conducted remotely by telephone or vid-
eoconference from July to September 2020 by a study author
trained in qualitative interviewing (KB). Information was collected

on the participant’s age, sex, and race/ethnicity by self-report. The
REALM-SF was administered only to patients who participated via
videoconference. Completion of the module was considered
assisted in all remote interviews, with the interviewer reading
the module questions and response options to the participant.

Videoconference focus groups were conducted in July 2020 for
each of the two study clinics by a study author trained in focus
group moderation (RT). Focus groups began by eliciting partici-
pants’ beliefs about SDoH and their awareness of the Epic module,
followed by a slide presentation of the patient-facing and provider-
facing versions of the module. We then explored provider perspec-
tives on the intervention, focusing on constructs in four CFIR
domains – intervention characteristics (evidence strength and qual-
ity, adaptability, and complexity); outer setting (external policies
and incentives); inner setting (implementation climate); and indi-
vidual characteristics (knowledge and beliefs about the interven-
tion). To assess how the module could be integrated into the
clinic’s setting, participants were shown the flowchart for their
clinic developed during the workflow study.

Interviews and focus groups were audio-recorded and tran-
scribed for review and analysis, and were conducted concurrently
with data collection to permit iterative modifications to the inter-
view guides and assess thematic saturation [42].

Data Analysis

Interview and focus group transcripts were reviewed by a team of
qualitative coders led by the investigators who collected the data
(RT, KB). We followed a directed approach to content analysis
and used a framework method for reviewing transcripts, which
allows qualitative findings to be shared more readily with diverse
stakeholders and facilitates more rapid development of implemen-
tation strategies [43–45]. Coders were trained in teammeetings led
by the first author (RT), who is an expert in qualitative research.

Structured templates were developed for review and summary
of transcripts. The templates included domains derived from CFIR
and TFA, emphasizing the acceptability of the intervention and
implementation context. Each transcript was reviewed and sum-
marized by an initial primary reviewer, and the resulting summary
was then reviewed by a secondary reviewer against the original
transcript. Secondary reviewers provided input on content missing
from or extraneous to the summary, and for moving content to
different domain fields. Notated summaries were exchanged
between the primary and secondary reviewers until both indicated
full agreement, with a third team member available to resolve
discrepancies.

Summarized content was organized into participant-by-
domain matrices for patient interviews and focus group-by-
domain matrices for provider focus groups [46]. This approach
permitted separate analyses of findings for each study clinic and
across participant characteristics. For patient interviews, matrices
explored the acceptability of the three components of the interven-
tion (module content, assessment, and discussion). The first author
(RT) then conducted inductive coding of summarized content to
capture emerging themes most relevant for implementation. All
inductive codes and definitions were reviewed against the content
by the second author (KB) to ensure consistency in their applica-
tion. Changes made to codes and code definitions during this iter-
ative process were documented to establish an audit trail. Finally,
we generated an aggregate matrix to triangulate findings on patient
and provider preferences for intervention delivery.
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Results

Study findings are presented in three sections. Findings from patient
interviews include information on patient characteristics and a the-
matic analysis of acceptability of the intervention, including the
valence of acceptability and themes organized according to TFA
constructs. Findings from provider focus groups include informa-
tion on provider characteristics and a thematic analysis of accept-
ability and feasibility organized according to CFIR domains.
Lastly, we present considerations for implementation specific to
the study sites, which converge findings frompatients and providers.

Patient Interviews

A total of 40 patients participated in interviews (20 from each
clinic), although one clinic interview was not audio-recorded
due to equipment malfunction and was not included in the analy-
sis. The number of interviews conducted was sufficient to achieve
thematic saturation for the clinic and home interview groups sep-
arately. Table 1 shows the distribution of patient participants by
selected characteristics. The majority of interview participants
were female (74%), African-American (59%), and completed the
module with assistance from interviewers (79%). Participant age
was not routinely collected for patients in the clinic interview
group; patients in the home interview group ranged in age from
26 to 71 years old (mean: 53 years).

Among 21 patients who were administered the REALM-SF, 62%
scored for health literacy at high school level or higher and 24%
scored at fourth to sixth grade level. The remaining 14% scored
at less than fourth grade level. Differences in health literacy between
the clinic and home interview groups are not meaningful, as only
three home interview participants completed the REALM-SF.

Direct quotations from patient interviews include information
on the patient’s interview group (Clinic or Home), sex (F= female,
M=male), and race/ethnicity (AA = African-American,
W=White, NR= not reported). A respondent identification num-
ber specific to the patient interviews (ID) is also included to differ-
entiate quotations between patients with the same characteristics.

Thematic analysis of patient acceptability
Coders first assigned a valence label to patient responses related to
acceptability of the intervention, overall, and separately for the
module questions, assessment, and discussion (Table 2). Valence
represents the general level of acceptability the patient expressed
about the intervention. Acceptability was highest for social needs
discussion, with 74% of participants having positive views.

Table 3 shows the most salient acceptability themes that
emerged in patient interviews, organized according to their rel-
evance to TFA constructs of affective attitude, burden, perceived
effectiveness, and self-efficacy.

Affective attitude. Patients felt that acceptability of the interven-
tion would be most impacted by their relationship with providers,
life changes that can impact the need for assistance, and concerns
about the privacy and confidentiality of social needs information.

For 21 patients, acceptability was contingent on having rapport
with a specific provider. Without this relationship, patients may be
less likely to respond truthfully to the questions, volunteer infor-
mation, or ask for assistance with problems. One participant
described her provider as being “like a family member,” stating:
“I can tell her anything I want to tell her, so I can talk to her like
I want to talk to her. But I wouldn't do it with nobody else.” [Home,
F, AA; ID #32]

Patients noted that social needs should be assessed regularly
because changes often occur in a person’s physical or social con-
ditions. One patient remarked that worsening of one’s life situation
could be the reason for their visit to the doctor, as stress can affect
clinical outcomes such as blood pressure:

“If one [person] can make you feel so bad, it will run your blood
pressure up. And if [the doctor] keeps talking to you and asking : : :
questions : : : he'll figure out that : : : they're running your blood
pressure sky-high." [Home, F, AA; ID #29]

Concerns about privacy could discourage patients from dis-
closing information. These include concerns that module answers
would be visible to other people, discussions could be overheard,
doctors would be unable to keep certain answers private (e.g.,
through mandatory reporting), and spouses or partners may dis-
cover that the patient had disclosed instances of IPV. Patients’
perspectives on privacy varied with regard to different locations
and delivery modes. For example, some felt that the patient portal
negated concerns about being overheard in the clinic, while
others believed that the portal would compromise confidentiality
by giving other people access to their data. Likewise, some
patients preferred to respond to the questions in their home
because it allowed for greater privacy, while others reported hav-
ing no privacy at home due to the presence of other family
members.

Table 1. Patient interviews − participant characteristics

Clinic
interviews
(N= 19)

Home inter-
views
(N= 20)

Overall
(N= 39)

n % n % n %

Participant sex

Female 14 74% 15 75% 29 74%

Male 5 26% 5 25% 10 26%

Participant race/ethnicity

African-American, NH 11 58% 12 60% 23 59%

Latina 1 5% 0 0% 1 3%

White, NH 5 26% 8 40% 13 33%

Not reported 2 11% 0 0% 2 5%

Participant agea

Less than 40 years old – – 3 15% 3 15%

40−59 years old – – 11 55% 11 55%

60 years or older – – 6 30% 6 30%

REALM-SF score categoryb

High school 10 56% 3 100% 13 62%

Seventh to eighth grade 0 0% 0 0% 0 0%

Fourth to sixth grade 5 28% 0 0% 5 24%

Less than fourth grade 3 17% 0 0% 3 14%

Module administration

Assisted 11 58% 20 100% 31 79%

Unassisted 8 42% 0 0% 8 21%

aParticipant age was collected only from patients in the home interview group (n= 20).
bThe REALM-SF was administered only to patients who participated in in-person or
videoconference interviews (n= 21). One patient in the clinic interview group was not
administered the REALM-SF.
Abbreviations: NH, non-Hispanic; REALM-SF, Rapid Assessment of Adult Literacy in Medicine –
Short Form.

4 Ryan P. Theis et al.

https://doi.org/10.1017/cts.2021.842 Published online by Cambridge University Press

https://doi.org/10.1017/cts.2021.842


Burden. Patients described the burden of the intervention in terms
of discomfort with sensitive questions, limited time to complete the
assessment or discuss issues with their doctor, and concerns of
being judged by providers or other patients.

Twelve patients noted that questions that were “too personal”
could discourage them from disclosing information. A patient’s
own history of having (or not having) social needs had implications
on both the patient’s level of comfort and the effort involved in
answering the questions. For patients who indicated that the ques-
tions “did not apply” to them, completing the module was a fast
and simple activity. The module was more challenging for patients
who had a history of social needs, as it required responding tomore
follow-up questions and could trigger unpleasant memories. One
patient stated that “it hurts when you answer questions,” adding: “I
do not want to go back and relive everything all over again when
they ask about personal stuff in the past.” [Clinic, F, NR; ID #8]

Four patients expressed hesitation about completing the mod-
ule in the waiting room, as they would feel “rushed for time” to
complete it. These patients preferred to complete the module at
home to allow them “more time to think” about their responses.
One patient noted that time limitations could affect the accuracy
of responses, stating: “People would just fill out anything to get
back to the back : : : It would be a rush thing : : : You'll get more
accurate answers face-to-face." [Home, M, AA; ID #26]

Patients noted that stigma associated with social needs could
also impact their willingness to disclose information. For example,
some suggested that patients who consume alcohol may not admit
that they drink, or that patients might be too embarrassed to dis-
close IPV. Others highlighted the relevance of perceived stigma in
face-to-face encounters with providers; as one patient related,
completing the module on the tablet was preferable to responding
in person, as a patient would not have to “feel judged.” [Clinic, F,
AA; ID #3]

Perceived effectiveness. Patients described the intervention as
being important for routine health care. They perceived the assess-
ment as an effective tool for prompting discussion on topics that
patients might otherwise avoid. In addition to achieving positive
social and health outcomes, discussion of social needs was seen
as a way to build trust with providers.

Patients noted that completing the module by self-report (e.g.,
on the patient portal or a tablet) could encourage patients to dis-
close more information, help them remember to bring up issues
with providers, and relieve some of their burden. As one patient
stated, “Then you can get everything off your chest.” [Home, F,
AA; ID #32]

Patients also noted that discussing social needs with providers
can help providers to “know patients” better, take more time with
them, and improve their communication. As one patient
remarked, the intervention “makes for a more complete relation-
ship” with providers. [Home, M, W; ID #27]

Patients identified housing, food, transportation, IPV, alcohol
problems, and medications as the most impactful social needs to
address. They indicated that, through improved access to commu-
nity resources, the intervention could bring direct benefits to
health. One patient related the benefits of social connections for
alleviating stress: “Being involved : : : Having people care : : :
You do need people just to hang out with just to relieve stress.”
[Clinic, F, NR; ID #8]

Self-efficacy. Patients related that using the module would be eas-
ier for those who are committed to giving “honest” answers, are
able and willing to use technological applications, and do not have
difficulty reading or understanding module content.

Three patients described themselves as “an open book,” relating
that they would answer module questions honestly in any context.
Others had varied views of the context most conducive to honesty,
with four relating that they would be more honest completing the
module by self-report, and two stating that they would be more
honest in face-to-face encounters.

Thirteen patients described themselves as “not comfortable” using
technological applications, with some suggesting they would need
assistance using the patient portal or tablet. Low technological literacy
was the most frequently mentioned barrier to using the patient portal
– an issue that was seen as more relevant for older patients.

Ten patients found the module questions difficult to answer or
understand, which occurred due to difficulty reading and low health
literacy. Four patients explained that they would need assistance
from a provider to explain the questions to them, and for this reason
expressed a preference for face-to-face or phone-based assessment.

Table 2. Patient interviews − acceptability valence of social needs module content and follow-up practices

Acceptability
valence

Intervention component

QuotationsQuestions Assessment Discussiona Overall

Positive 54% 59% 74% 62% “You just never know what a person is going through. They are really good ques-
tions.” [Clinic, F, AA; ID #6]

“I feel comfortable, because that’s the point of you coming here – to discuss these
things.” [Clinic, F, AA; ID #5]

Neutral/both 33% 41% 15% 33% “Some of these questions are pretty simple. I mean, they’re average questions.”
[Home, M, W; ID #40]

“As long as she don't try to make a mountain out of a molehill, I’m good : : :
She should not try to : : : just say stuff. It makes me uncomfortable.” [Home, F, AA;
ID #32]

Negative 13% 0% 8% 5% “That question about your mortgage or rent or whatever, I wouldn't [answer]. And
the food : : : I wouldn't want to share that.” [Home, F, AA; ID #33]

aOne home interview participant did not respond to questions on acceptability of social needs discussion.
Abbreviations: AA, African-American; F, female; ID, respondent identification number; M, male; W, White.
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Table 3. Patient interviews − acceptability of the social needs intervention, themes by TFA construct

TFA Construct Theme definition Example quotation

Affective attitude

• Rapport with
provider (n
= 21)

Acceptability of social needs interventions depends on the interaction and relation-
ship that patients have with their provider.

“It just depends on who your doctor is. You got to have a relationship or a rapport with your
doctor. And if you're not able to trust your doctor, it doesn't matter, if you have to do the ques-
tionnaire or not. People are not going to be truthful.” [Clinic, F, AA; ID #3]

• Life changes (n
= 13)

Assessing social needs more frequently is important because a patient’s life condi-
tion can change.

“A lot can change in six months : : : You do not have any updates if you just do it once a year.
You're still relying on what the questionnaire said at the beginning of the year. Your situation might
have changed in a couple of months.” [Home, F, AA; ID #21]

• Privacy (n= 9) Acceptability of social needs interventions depends on the privacy and confidential-
ity of answers to social needs questions or discussions about social needs.

“That’s something that once it’s on [the portal] : : : someone can see it. This is between me and
my doctor. You do it on the Internet, there’s a chance that that can get out there to somebody
else. You got billing department. You got every doctor I see on that portal. [Clinic, M, W; ID #7]

Burden

• Discomfort (n
= 12)

Patients may be less likely to disclose social needs because the questions or
assessment cause discomfort (are personal, sensitive, or trigger emotions).

“My daughter’s 20, and we still struggle : : : I know if you ask my daughter, she would decline
because she wouldn't want to be honest and truthful when it would hurt. Hurts when you answer
the questions sometimes : : : You're like oh, wait, that makes me feel like failing as a parent and
stuff.” [Clinic, F, NR; ID #8]

• Time limita-
tions (n= 9)

Having meaningful social needs assessment or discussion is difficult if the process
takes too much time, or if done in a context where the patient or provider feels
rushed for time.

“There’s a lot of times depending on when you arrive at your appointment : : : I do not have time
to answer questionnaires. I do not want the stress of trying to answer this and bring it back
here : : : so I can give it to her on time. Those little things.” [Clinic, M, AA; ID #9]

• Stigma (n= 8) Patients may be less likely to disclose social needs due to concerns about being
judged by providers or other patients.

“I’m at a point where I may need more [medication] but I am afraid to ask, so I don't ask for
more : : : I do not want them to judge me : : : ” [Home, F, AA; ID #21]

Perceived effectiveness

• Positive out-
comes (n= 16)

Assessing and addressing social needs will lead to positive outcomes, such as
"help", referrals, or positive health outcomes.

“If you hadn't had food, maybe they could say, okay, she could be suffering from you know being
hungry : : : If you're behind on your mortgage and bills or something - could be related to stress,
high blood pressure, stuff like that.” [Home, F, AA; ID #33]

• Important for
routine care (n
= 15)

Assessing and/or acting on social needs is important for a patient’s normal or rou-
tine health care.

“Well, [the questions] were more about living, and that was important : : : I do not know why a
doctor wouldn't be concerned about those questions.” [Clinic, F, W; ID #11]

• Trust building
(n= 13)

Assessing social needs builds trust or understanding between patient and provider,
and may improve their relationship.

“The physicians will know exactly what you're going through, exactly what you're feeling, and
then : : : they can be able to relate to you.” [Clinic, F, AA; ID #20]

• Encouraging
disclosure (n
= 11)

Answering social needs questions or discussing social needs will encourage patients
to disclose personal information they might otherwise withhold.

“Because [the provider] can get more out of it if he’s talking : : : person-to-person. And [patients
will] tell you more how they feel about it, if questions was asked to them. [Home, F, AA; ID #29]

Self-efficacy

• Honesty (n
= 14)

Patients will answer social needs questions meaningfully if they have a personal
commitment to being honest or truthful.

“I'm not afraid to tell anything to my doctor because I'm an open book. And I'm [on] short time
anyhow : : : So the more information they have the better can help me, you know.” [Home, M, W;
ID #27]

• Technology lit-
eracy (n= 13)

Patients may not use technical applications for social needs assessment because
they don't understand or can't use the technology (e.g., computers, tablets).

“No, [I would not be comfortable with the technology] because I don't know about anything about
a computer or a phone. Only thing I know is how to say ‘Hello’ and ‘Goodbye’.” [Home, F, AA; ID
#21]

• Difficult to
read/under-
stand (n= 10)

Patients may have difficulty reading or understanding social needs questions and/
or understanding social needs discussion with providers.

“[Completing questions in the waiting room] would suck : : : My eyes are really bad and it’s hard
for me to see : : : . I do not like to strain my eyes.” [Home, M, W; ID #40]

Abbreviations: AA, African-American; F, female; ID, respondent identification number; M, male; NR, not reported; TFA, Theoretical Framework of Acceptability; W, White.
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Provider Focus Groups

We conducted videoconference focus groups with clinicians and
staff who worked at Clinic 1 (n= 7) and Clinic 2 (n= 5)
(Table 4). Physicians and nurses were present at both focus groups.
A social worker and clinical pharmacist were present at Clinic 1,
and a clinic manager was present at Clinic 2. Most had been work-
ing in their role at the clinic for less than 5 years. The number of
focus groups was dictated by the practical aims of this study, rather
than by thematic saturation. Statements by specific providers
include information on the provider’s clinic, role, and a respondent
identification number specific to the provider focus groups (ID).

Provider acceptability and feasibility findings by CFIR domain
Table 5 lists the most salient themes related to acceptability and
feasibility of the intervention that emerged in focus groups, organ-
ized according to CFIR domain and construct. With the exception
of one nurse/health coach, providers were unaware of the Epic
module prior to the study. Comments focused primarily on the
constructs of evidence strength/quality and complexity, while
the construct of adaptability was less salient, in part because the
screener topics, question wording, and EHR interface were core
components of the intervention that could not be adapted. With
regard to outer setting, providers focused on patient needs and
resources, which was not explicitly addressed in the moderator
guide but emerged as a salient construct. While providers related
that external support would be needed to implement the

intervention, they offered few specifics on policies and incentives
that could facilitate implementation. Comments about implemen-
tation climate in the inner setting focused on compatibility of the
intervention with the clinic, addressing issues such as clinician
capacity and limited time with patients. A significant portion of
focus group content addressed the individual characteristics of
providers, who offered comments on their own knowledge and
beliefs about social needs interventions generally.

Intervention characteristics. Two issues emerged with regard to
complexity of the intervention. First, providers found that some
module questions were already populated in the EHR social history
tab as part of regular care. One physician suggested that “cross-pol-
linating” information between the module and the EHR would
help to reduce these redundancies [Clinic 2, Physician; ID #9].
Second, based on review of the workflow diagrams, providers
noted that the intervention could cause delays and disruption in
clinical workflow, as the effort required by the intervention could
take up most of a patient’s visit or necessitate scheduling a sepa-
rate visit.

Outer setting. Most comments relevant to the outer setting dealt
with patient needs, resources, and characteristics. Providers indi-
cated that patients may not disclose social needs in the presence of
other family members, or if they are seen by a provider who is not
their usual source of care. Patients with children may be reluctant
to discuss food security, housing security, or domestic abuse for
fear of being reported to the state Department of Children and
Families. Providers expressed concerns about the low availability
of community resources for their patients, including supportive
housing and food resources. One physician remarked that, while
resources for children and elderly patients are available, there is
little in the community to support middle-age adult patients
[Clinic 2, Physician; ID #8].

Inner setting. Providers raised concerns about the low capacity of
clinicians to administer the module, noting that clinicians are “too
busy” to help with assessment. They also noted that limited time
with patients could result in low fidelity of implementation. As one
physician noted, incorporating the module even as infrequently as
once per year would be “very hard” due to the “extra responsibility”
[Clinic 2, Physician; ID #8].

Individual characteristics. Providers believed that assessment
could prompt patients to discuss social needs in one-on-one inter-
actions with them, particularly when they have a good rapport.
Furthermore, discussing social needs with patients was seen as a
way to build trust. However, some providers believed that solutions
for addressing social needs would be limited when more proximal
concerns of the patient’s health take priority.

Considerations for Implementation

To explore feasibility of implementing the intervention, we con-
verged patient and provider perspectives, focusing on findings that
point toward practical considerations and potential adaptations.
Several themes were salient to both patients and providers, includ-
ing the impact of time limitations in clinical encounters, the per-
ceived positive outcomes of the intervention, the impact of privacy
concerns on disclosure of social needs, the importance of rapport
as both facilitator and outcome of the intervention, and the belief
that the intervention itself could encourage disclosure.

Table 4. Provider focus groups – participant characteristics

Clinic 1 Clinic 2

N % N %

Provider type

Physician 3 43% 3 60%

Nurse 2 29% 1 20%

Social worker 1 14% 0 0%

Clinical pharmacist 1 14% 0 0%

Clinic manager 0 0% 1 20%

Years in role

Less than 5 years 5 71% 3 60%

5−10 years 2 29% 0 0%

Greater than 10 years 0 0% 2 40%

Participant sex

Female 6 86% 5 100%

Male 1 14% 0 0%

Participant race

White 4 57% 3 60%

Black or African-American 2 29% 1 20%

Asian 1 14% 0 0%

Unknown 0 0% 1 20%
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Providers indicated the assessment should be done for every
new patient visit, and then again annually. Patient preferences
on frequency varied, with half recommending every 6 months
or less often, and one-quarter recommending the assessment be
completed at every visit. Both groups stated that reassessment

should be contingent on the patient’s condition, and that patients
can be asked at check-in if anything about their situation has
changed since their last assessment.

Patients and providers remarked on the difficulty that some
patients would have reading or understanding the module

Table 5. Provider focus groups − acceptability/feasibility of the social needs intervention, themes by CFIR domain

CFIR domain Theme definition Example quotation

Intervention characteristics

Evidence strength/quality

• SDoH and
access

Effect that social determinants have on patients’
access to care

"When they don't have the basic needs of life, it’s hard to get into the clinic, it’s
hard for us to take care of medical problems." [Clinic 1, Physician; ID #1

• Positive out-
comes

Positive effect that social needs intervention has on
health and service outcomes

“[If patients] were able to get help towards [affordability of medications], and
they start taking their medications regularly. Of course, you see an immediate
improvement in the blood pressure." [Clinic 1, Nurse; ID #5]

Complexity

• Redundant
with practice

Overlap of module social needs questions with cur-
rent patient care practices

"I often ask some of the questions when they're relevant, but if I then had to
go and like click over to the other section and fill it in : : : I do not know if it
would be worth my while.” [Clinic 2, Physician; ID #8]

• Workflow
impact

Disruptions in clinical workflow resulting from social
needs intervention

“[Patients] already have different issues that they are coming to see you
with : : : Then you get behind and then everyone : : : gets upset of you because
of your own clinic flow : : : I do not know, it just creates a lot for you." [Clinic 2,
Physician; ID #8]

Outer setting

Patient needs/resources

• Need for pri-
vacy

Patient needs for privacy that affect disclosure of
social needs

"If we’re going to talk about child abuse or domestic violence, there’s like a
reluctance to report out of fear : : : and DCF involvement." [Clinic 1, Social
worker; ID #2]

• Need for
comfort

Patient needs for comfort that are impacted by
social needs intervention questions or timing

"Some questions even just by asking the question, you can offend some-
body : : : ‘Do you have trouble affording your medications?’ ‘What do you
mean? Do I look like I have trouble affording my medications?'" [Clinic 1,
Clinical pharmacist; ID #7]

• Resource
availability

Availability of community resources to address
patients’ social needs

“There’s a lot of children programs out there for like schools and connecting
them : : : And for elderly adults, I know there’s also programs for them too
especially if [they have] : : : complex medical conditions.” [Clinic 2,
Physician; ID #8]

Inner setting

Implementation climate (compatibility)

• Clinician
capacity

Capacity of clinicians to administer social needs
questions

"Maybe the LPNs could sit down during a nurse visit and make time for those
questions. I mean, we all can take turns, all of us can do it. It’s just a lot of
patients. I don't see how one person can be responsible for those questions."
[Clinic 1, Nurse; ID #5]

• Time limita-
tions

Limited time available to assess or discuss social
needs with patients

“Time is the number one [barrier] : : : There’s a fear among physicians of : : :
opening up a can of worms : : : So many of our patients have multiple of these
issues that you would end up just kind of taking a lot of the whole visit." [Clinic
2, Physician; ID #11]

Individual characteristics

Individual knowledge/beliefs

• Limited solu-
tions

Provider belief that solutions for addressing social
needs are limited

“[If you're] opening this up : : : there’s not really a lot you can do right then and
[patients] also already have different issues that they are coming to see you
with.” [Clinic 2, Physician; ID #8]

• Encouraging
disclosure

Provider belief that social needs intervention can
prompt patients to discuss issues

"Just having it there and if they answer it, it’s probably the starting point for
you to go into the conversation. And you’ll feel a little more comfortable
going and talking about it if there’s already something there." [Clinic 1,
Physician; ID #4]

• Trust build-
ing

Provider belief that social needs intervention can
build trust/rapport with patients

"When you talk to them one-on-one and you really develop a relationship, they
do tend to tell you more information than they might tell the physician when
the physician goes in." [Clinic 1, Nurse; ID #5]

Abbreviations: CFIR, Consolidated Framework for Implementation Research; DCF, Department of Children and Families; LPN, licensed practical nurse; SDoH, social determinants of health.
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questions or using technology. Both concerns have a bearing on the
mode and location for conducting the assessment, as they reduce
the feasibility of completing the module on the patient portal or
using a tablet in the waiting room. Providers acknowledged that
some face-to-face assessment would be necessary, but added that
having to "walk patients through it" would take up valuable
encounter time. Proposed solutions included conducting the
assessment as a separate visit a few days before the patient’s sched-
uled visit, having social workers assess patients in the hospital, and
taking flexible approaches to workflow integration, such as begin-
ning the assessment in the waiting room and ending in the exam
room. These solutions would require external support for clinics to
administer the module questions.

The question of which provider type was most appropriate for
discussing social needs differed between patients and providers.
While two-thirds of patients preferred having social needs discus-
sion with a physician, providers at both clinics agreed that physi-
cians were too busy for this role. Rather, social workers were
considered the most appropriate for discussion, as they know best
how to navigate the social support system and are more familiar
with available community resources.

Discussion

This study revealed key considerations for implementing an inter-
vention to collect and use information on patients’ social needs in a
LHS. Prior studies have found similar interventions to be feasible
in the context of specific populations and settings [10–13,15–17].
There is evidence that collecting information on patients’ social
needs using a tablet-based screening tool [17] and in the waiting
room of a clinic [13] can be acceptable to patients, acknowledging
the assistance that some patients may need to use electronic screen-
ing tools. Practices to collect and integrate social needs information
into EHR can improve documentation of social history [10] and
patients’ disclosure of sensitive information [12]. Holt et al. [16]
reported that integrating patient contextual data into clinical care
is supported by clinicians, while acknowledging the time con-
straints of adding a new process to clinical encounters.

Within the context of workflow in local clinics, providers
stressed that limited time with patients would be a barrier to both
in-person social needs assessment and discussion – a concern that
has been reported in other health systems and settings [15,16,47].
Provider comments about the unavailability of certain types of
community resources also align with reports in other contexts
[15]. Findings point to the need for increased availability of com-
munity resources and a system for social referrals that are appro-
priate, accessible, and timely for patients. A more formalized
system of enabling services, such as health education, language
interpretation, and transportation, can result in increased utiliza-
tion of routine and preventive care [48].

A key finding was that patient preferences for intervention
delivery varied according to their needs and values. Findings point
to a need to balance the benefits of regular assessment with the bur-
den that patients may feel from frequent assessments that ask the
same (and in many cases, sensitive) questions. Patients with cog-
nitive or vision impairments can have difficulty reading or under-
standing the module questions, and are less likely to complete the
module using a tablet, which aligns with findings reported in a
study of a tablet-based social needs questionnaire [17].
Furthermore, for patients with low literacy, a provider-adminis-
tered mode was not considered compatible with the workflow
and resource limitations of the study clinics. Given that the stigma

of low literacy can affect the quality of spoken interactions between
patients and providers [49], our study’s findings on patient percep-
tions of stigmamay have a bearing on the acceptability of provider-
administered assessments. While many patients in our study
expressed concerns about privacy, they did not have a shared pref-
erence for the context of social needs assessment or discussion.
Some cited concerns that other people might see their responses
on a tablet in the waiting room, while others stated they had no
privacy at home and would not respond to the module using
the patient portal.

The barriers to implementing social needs interventions may
have differential influence on when, where, and with whom social
needs assessment and discussion should take place. Our findings
speak to the need for a flexible approach that accounts for the
patient’s age, health and technological literacy, access to technol-
ogy, relationship with providers, and prior history of social needs,
while also minimizing disruptions to clinical workflow. For exam-
ple, a clinic may promote the use of the portal to patients willing
and able to use technology, allowing them to complete the module
from home, and also build capacity to assist patients with low tech-
nological literacy or impairments. While this approach would be
more complex to implement, the consequent improvement in
reach and completeness of social needs information would more
equitably promote improvements in diagnosis and treatment,
shared decision-making, identification of behavioral risk factors,
referrals to community resources, health system capacity to tailor
services to population needs, and increased availability of informa-
tion on patient context to researchers [26].

This study had several limitations. The study was conducted in
two clinics within a single health system, focusing on adult
patients. Findings, therefore, may not be fully transferable to other
organizations or pediatric populations. For example, while Epic is
used in all clinics and hospitals within UF Health, other
OneFlorida sites use different EHR systems. Furthermore, as all
patient interviews were conducted in English, the study was unable
to assess the potential influence of language as a barrier to address-
ing social needs. While our decision to conduct interviews in
English was appropriate to the study clinics (with only 4% of
patients identified as Hispanic), findings may not be transferable
to other clinics with a higher percentage of patients whose pre-
dominant language is not English.

Patient interviews were conducted in two stages, beginning
with clinic interviews and followed by home interviews. The
COVID-19 pandemic occurred between these stages, resulting
in all clinic interviews being conducted in person, and all home
interviews being conducted remotely. It is possible that the
remote data collection mode, which lacks certain advantages of
in-person interviewing (e.g., non-verbal cues, context for pauses),
may have resulted in lower completeness and depth of content
from home interviews. Furthermore, the inability to administer
the REALM-SF in telephone interviews precluded a full explora-
tion of the impact of health literacy on feasibility of the
intervention.

Our convenience sampling approach for clinic interviews
allowed us to improve participation rates and ensure we included
the perspectives of patients who make outpatient visits. However,
this may have affected representativeness of patients according to
other factors. Additionally, as our methods for testing the module
were limited to self-administration or verbal administration by
study staff, we could not explore patient experiences with the full
range of options for completing the module. While we elicited
patient perspectives on completing the module with a provider
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or using the patient portal, we were limited in the extent to which
conclusions could be made about these modes.

Furthermore, while efforts were made to ensure that provider
focus groups represented all roles in each clinic, only one focus
group included a clinic manager. Without representation of this
important role, feasibility findings in relation to clinic workflow
may have been less complete. The study scope also did not allow
for engagement of health system leadership or community-based
organizations, whose perspectives are important for understanding
the implications of resource limitations. Lastly, as our analytic
approach began with a directed content analysis and framework
method, with subsequent inductive coding, this phased approach
has limited the opportunity to uncover novel themes.

Conclusion

This work represents the first step in UF CTSI efforts to establish
the feasibility of using a social needs intervention in outpatient set-
tings. The study revealed several factors, salient to both patients
and providers, which highlight potential strategies to improve
acceptability and feasibility. Among these, it is important to ensure
that social needs information can be easily collected from patients
with attention to considerations of comfort, privacy, and technol-
ogy literacy, and discussed with patients in a format that minimizes
disruption to clinical workflow. To account for differences in
patient needs and values, the intervention should also be flexible
with regard to when, where, and with whom social needs are elic-
ited and discussed. Given limitations in local availability of com-
munity resources, additional study is needed to understand
whether and the extent to which the social needs intervention
can effectively provide needed social supports to patients and
improve outcomes.
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