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ABSTRACT
BACKGROUND: Despite its relevance for healthcare 
settings, social and behavioral risk screening is not 
systematically performed by clinicians or healthcare 
systems.
OBJECTIVE: To address clinician concerns, such as 
social and behavioral risk screening disrupting the 
clinician-patient relationship and lack of resources to 
respond, we interviewed primary care patients at an 
academic medical center regarding their perceptions 
and preferences on social and behavioral risk screening.
PARTICIPANTS: Between September and December 
2020, we recruited a convenience sample of 14 English-
speaking primary care patients 18 years + from three 
clinics affiliated with an academic medical center.
APPROACH: Using a semi-structured interview guide, 
we asked about the importance of social and behavioral 
risk screening, whether or not and how to share social 
and behavioral risk factors, and how social and behav-
ioral risk factors are addressed. We used a multi-step 
analytic process to identify the range and commonality 
of participants’ responses thematically.
KEY RESULTS: Participants recognized that social 
and behavioral risk factor domains were relevant to 
primary care and important for treating the patient 
as a whole person. Participants preferred a conversa-
tion regarding social and behavioral risk factor with 
their primary care providers (PCPs), and suggested 
that, if surveys are used, they be followed with an 
open-ended, in-person discussion. Participants also 
suggested framing the discussion as something that 
is done routinely with all patients so that patients do 
not feel judged. Participants felt comfortable sharing 
social and behavioral risk factors when they trusted 

their PCPs, and felt that discussing social and behavio-
ral risk factors with their PCPs built trust. Participants 
recognized that resources exist outside of the clinic, 
and suggested that PCPs distribute lists of relevant 
community resources to patients.
CONCLUSION: In our study of primary care patients 
on perceptions and preferences about screening 
and addressing social and behavioral risk factors, 
we found that patients were willing to share social 
and behavioral risk factors with their PCP, preferred 
an in-person discussions with or without a survey, 
and wanted a list of community resources to address 
their needs.

DOI: 10.1007/s11606-023-08344-8 
© The Author(s) 2023

INTRODUCTION
In the USA, healthcare systems are increasingly incorporat-
ing social and behavioral risk factor screening into care.1 
These efforts are motivated by strong evidence that social 
and behavioral risk factors shape health, policy statements 
by National Academy of Medicine,2 American Academy of 
Pediatrics,3 and American Academy of Family  Physicians4 
calling for integration of social and behavioral risk factors 
into clinical care, and financial incentives for clinicians and 
health systems to improve health outcomes and reduce cost 
of care.5–8 Early studies have demonstrated the relevance 
and feasibility of social and behavioral risk factor screening 
in healthcare settings. A multi-center survey among clini-
cians showed that over 80% agreed that social and behav-
ioral risk factors were an issue for most patients, and that 
screening should be part of medical care.9 Implementation  
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of social and behavioral risk screening in a range of clinical set-
tings showed that screening and referral using electronic medi-
cal record (EMR) workflows are feasible,10 that many patients 
endorse at least one  domain10–13 and desire assistance in meeting 
their needs,12 and that screening may lead to interventions that 
reduce health care utilization.7,12

Despite evidence of its relevance and feasibility, social 
and behavioral risk screening is not consistently performed 
by clinicians or systematically implemented by healthcare 
systems.9,14 In addition to practical barriers to implementing 
social and behavioral risk screening such as lack of time,9,14 
training and expertise,11,14 and concerns for data entry and 
other administrative burdens,11,13 clinicians express concern 
about how screening would change the patient experience, 
such as whether the screening may disrupt the clinician-
patient  relationship9,11,15 or make patients feel uncomfortable 
or stigmatized.9,16 Clinicians also note absence of resources 
to remediate social and behavioral risk factors,9,13,15 making 
them wonder whether the healthcare system is the appropri-
ate place to screen and engage with remediation of social and 
behavioral risk factors.13,17

To explore these important concerns, we conducted an 
exploratory study (similar to the Exploration phase in the 
Exploration, Preparation, Implementation, Sustainment 
 framework18) with the primary objective to understand how 
patients perceived social and behavioral risk screening. We 
interviewed primary care patients at a high-volume, urban 
academic medical center that had recently integrated a social 
and behavioral risk screening tool in its EMR, adapted 
from domains and questions recommended by the National 
Academy of Medicine in 2014.2 We asked about whether 
patients wanted to share social and behavioral risk factors 
with their primary care providers (PCPs), their perceptions 
of importance of social and behavioral risk screening 
to primary care, preferences on how to share social and 
behavioral risk factors with their PCP, and preferences on 
how social and behavioral risk factors are addressed in 
primary care.

METHODS

Setting and Patient Population
The goal of this exploratory  study19 is to illuminate the 
fundamental range of responses patients have to social and 
behavioral risk factor screening in primary care in order to 
assess whether such screening would be acceptable. The 
study took place in an urban, academic medical center with 
over 50 primary clinics across Southern  California20 that 
had recently introduced a social and behavioral risk screen-
ing module into the EMR in November 2019.21 The module 
was developed for the Epic EMR system based on domains 
and measures selected by a committee of experts convened 

by the National Academy of Medicine in 2014, who were 
tasked to identify core domains to be included in EMRs and 
recommend specific measures under each domain.2,22 The 
subsequent Epic EMR module included ten domains: depres-
sion, smoking, alcohol use, physical activity, stress, financial 
strain, food insecurity, transportation needs, social connec-
tions, and intimate partner violence. The National Academy 
of Medicine committee and the EPIC module called these 
domains “social determinants of health.”2,22 Since then, 
increasing interest to integrate social factors into health care 
has led to more nuanced discussions of these concepts, such 
as the distinctions between “social determinants” (the condi-
tions in which people are born, grow, live, work, and age, 
which are shaped by the distribution of resources), “social 
risk factors” (the specific adverse social conditions that are 
associated with poor health), and “behavioral risk factors” 
(unhealthy behaviors such as smoking, alcohol use, and 
lack of physical activity).23 Going forward, we will use the 
term “social and behavioral risk factors” to refer to the ten 
domains included in the module.

At the time of the study, screening for some domains 
were systematically integrated into clinical care while oth-
ers were not. Even prior to the integration of the screening 
module in November of 2019, depression, smoking, and 
alcohol use were routinely screened by medical assistants 
and licensed vocational nurses in primary care clinics. For 
example, unpublished analyses of EMR data showed that, 
between November 2017 and June 2021, 75% of patients 
were screened at least once for depression, 99% for smok-
ing, and 91% for alcohol use. On the other hand, other 
domains were rarely screened after implementation of the 
module. The same EMR data showed that 1% were screened 
for financial strain, 0.5% for transportation needs, 0.5% for 
food insecurity, 0.5% for social connections, and 1% for inti-
mate partner violence. The low screening rates are similar 
to those at another institution with EMR-based tools before 
they were integrated into the clinical workflow.24

We recruited English-speaking primary care patients 
18 years or older from three primary care clinics affiliated 
with the academic medical center. A primary care patient 
was defined as a patient who had at least one primary care 
encounter in the previous 24 months. We chose primary care 
patients, as primary care settings could potentially play an 
important role in shaping how social and behavioral risk fac-
tors are screened and addressed within healthcare settings.13 
Our objective was to understand the range of perspectives 
on social and behavioral risk screening. We were most inter-
ested in themes that occurred frequently as well as rare ones 
that would have important implications on how we conduct 
screening. We estimated that we would reach this point after 
interviewing 15 to 20 participants. As in-person recruitment 
was restricted during the COVID-19 pandemic, we used the 
patient portal to message randomly selected primary care 
patients regarding the study. Of the 39,351 eligible primary 
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care patients in the three clinics, a total of 424 patients were 
messaged in weekly batches over the course of 5 weeks, and 
47 expressed interest in participating. We consented and 
scheduled 17 whom we were able to reach by telephone and 
agreed to participate. Two of those scheduled did not present 
for the interview and could not be reached for rescheduling, 
and one was not eligible due to receiving primary care at 
another institution. We recruited while we conducted inter-
views, and ST, ZS, and GR met regularly to discuss findings. 
We discontinued recruitment when we had reached thematic 
saturation, i.e., we were no longer encountering new, major 
themes. Participants provided verbal informed consent for 
audiorecording and transcription. The institutional review 
board at the University of California, Los Angeles, approved 
this research.

Data Collection
We developed a 45 to 60-min semi-structured interview 
guide (see Appendix) informed by the literature to explore 
patients’ perceptions and preferences of social and behavio-
ral risk screening in primary care. We opened the interview 
by introducing the concept of social and behavioral risk, and 
showed the ten domains that are currently included in the 
EMR module (depression, smoking, alcohol use, physical 
activity, stress, financial strain, food insecurity, transporta-
tion needs, social connections, intimate partner violence). 
For each of the ten domains, we asked about whether they 
would want to share it with their PCP (“Would you want 
to share this information with your provider?”), their per-
ceptions of importance of screening to primary care (“How 
important do you think it is for your provider to know this 
information?”), preferences on how they share it with their 
PCP (“What do you think is the best way for you to share 
this information with your provider?”), and preferences on 
how it is addressed in primary care (“What do you think is 
the best way to address this issue?”). The interviews were 
conducted by authors ST and ZS by telephone or videocon-
ference between October and December 2020. Participants 
were compensated with a $50 gift certificate for their time. 
Interviews were professionally transcribed.

Data Analysis
To identify the range and commonality of themes mentioned 
by participants, we used a multi-step iterative analytic pro-
cess.25 Drawing on what authors ST and ZS learned while 
conducting the interviews and taking notes as well as reg-
ular team meetings to discuss emerging areas of interest, 
we began by creating an initial codebook in which we cat-
egorized patient quotes into three main areas based on our 
interview guide in a deductive coding approach: importance 
of social and behavioral risk screening in primary care, pref-
erences for how to share social and behavioral risk factors 
in primary care, and expectations for addressing social and 

behavioral risk factors in primary care. Then, authors ST 
and ZS read each interview transcript to extract core quotes 
and independently sorted them into groups of similar quotes 
to identify subthemes using an inductive coding approach. 
We addressed coding discrepancies through discussion and 
consensus. Finally, ST, ZS, and GR discussed and reached 
consensus on key subthemes. We used Dedoose (version 
9.0.46) qualitative data management software to facilitate 
the analysis. Illustrative quotes are listed in Table 1.

RESULTS
We interviewed six female participants and eight male 
participants. Seven of our participants identified as White, 
one identified as Hispanic/Latino,  one identified as Afri-
can American/Black, two identified as European, and three 
identified as other race or had no response. This was similar 
to the racial and ethnic identities of primary care patients in 
this academic medical center, which are approximately 50% 
White non-Hispanic, 5% Black non-Hispanic, 10% Hispanic 
all races, 10% Asian non-Hispanic, and 10% other.26 The 
mean age of our participants was 67 (SD 11). Our analy-
ses found the following patient-respondent themes: (1) all 
domains were important and relevant to primary care, and 
part of knowing the patient as a whole person; (2) prefer-
ence for a conversation regarding social and behavioral risk 
factors with their PCPs, and surveys be followed with an 
in-person discussion; (3) sharing social and behavioral risk 
factors requires trusting their PCP, and discussing social 
and behavioral risk factors builds trust; (4) varying levels of 
addressing social and behavioral risk factors are acceptable, 
including a community resource guide to give out to patients.

Social and Behavioral Risk Screening is 
Whole Person Care
Most participants recognized that all social and behavioral 
risk factor domains were important and relevant to pri-
mary care: “I think all of these issues affect our health and 
wellbeing for sure.” Some participants made a distinction 
between social and behavioral risk factors that have direct 
and indirect impacts on health. Participants associated 
alcohol use, smoking, physical activity, food insecurity, 
and stress with specific health problems, such as cardio-
vascular disease. For example, one participant stated, “You 
need physical activity to be alive. Diabetes, heart disease, 
you have a whole list of problems if you don’t take care 
of yourself. So, it’s important that the doctor understands 
how much exercise you’re doing because if you’re not 
doing exercise, at least he can give you medications to 
help you.” In contrast, participants described how certain 
domains, such as social connections and transportation 
needs, impact health problems indirectly, often through 
creating stress. For example, one participant noted, 
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Table 1  Additional Illustrative Quotes from Participant Interviews

Theme Subtheme Quotes

Relevance of social and 
behavioral risk factors

Social and behavioral risk factors affect 
health

“If the doctor doesn’t know that you smoke and you have hypertension or 
any other condition, it’s a matter of life and death.” (Smoking)

“Alcohol can have such consequences for one’s body, one’s health, and 
one’s cognition and one’s well-being and social behaviors.” (Alcohol 
use)

“[Financial strain] does affect your wellbeing, just your stress levels and 
if financially you don’t have enough to eat that’s going to affect your 
health.” (Financial strain)

“Because not having transportation to make it to your doctor is very 
stressful indeed. I’ve been in that situation. I missed a lot of doctor’s 
appointments early in my career, and it was very problematic.” (Trans-
portation need)

“If [a patient] had a decent amount of social connection and now that’s 
dropped, for whatever reason, illness, divorce, whatever, that person 
now might be a bit more apt to be stressed and depressed versus if he 
had people and outlets to reach out to.” (Social connections)

PCPs should know the patient as a 
whole person

“Since your primary care physician is your first line of defense or care, 
I think it’s important that they know what’s going on with you.” (All 
domains)

Sharing social and behavioral 
risk factors

Prefer in-person discussion with PCP “Forms are helpful for eliminating a lot of questions, but I’d rather have 
the questions asked in person. I’d rather have a personal conversation 
about it.” (All domains)

Role of survey tool in social and behavio-
ral risk factor screening

“It could be done where you just do a self-administered form first and 
then the healthcare provider looks that over. The important piece, 
though, is it should then be reviewed in real-time with you with the 
healthcare provider.” (All domains)

Open-ended approach “I would ask a general question first and then if they didn’t really get 
more specific, then ask the second and third question. [For example,] 
‘In the world of COVID, how are you dealing with it, how are you 
handling the stress? What are the things that you do to deal with it?’” 
(All domains)

Importance of framing the discussion “Preface it that these are issues that a lot of people are dealing with and 
can really impact health and wellbeing, so that’s the reason we are 
trying to discuss them with our patients to make sure we’re addressing 
your needs as best we can” (All domains)

Trust in PCP “A doctor is somebody that you have to confidence in as a person and 
you have to be able to talk about things that aren’t necessarily obviously 
medical problems. And so, you want to be able to have a sense of trust 
and the sense that the doctor knows you as a person and not just as a 
set of measurements of different components of your blood and so on.” 
(All domains)

Addressing social and behav-
ioral risk factors

Does not expect PCP to address social 
and behavioral risk factors

“I’m not sure that’s his area. Doctors, they took all types of chemistry 
and physics and science courses, they didn’t take a lot of accounting, 
finance, tax and investment courses, so I don’t think they have the 
expertise to give you that kind of advice.” (Food insecurity)

Wants PCP to acknowledge social and  
behavioral risk factors

“I was just sharing with her about the frustrations I’ve had with my 
weight gain over this coronavirus and how I seem to put everybody first 
except myself and just her acknowledgement of that was really—she’s 
so awesome as far as listening and acknowledging it.” (Stress)

Wants PCP to consider social and 
behavioral risk factors when making 
recommendations

“Talking about what we do to relieve stress. I usually meditate and do 
Qigong. Well, I haven’t been doing it the last few weeks. So it would 
be, ‘Well, why are you not doing it? What are the things you usually 
do? If you’re doing them now, great. If you’re not doing it, what do you 
need to do to get yourself back to doing it?’” (Stress)

Wants to receive a list of community 
resources

“It would be great, like, if they had resources to refer you to that might 
even be outside the healthcare system. Like, ‘Oh, here’s a resource list 
of how you can get assistance with transportation or how you could get 
assistance with food or whatever the thing might be.’ The things that 
are out in the community.” (All domains)

“I think it’s always more helpful if something’s tailored, but I also don’t 
know how realistic that is. I think in general, from the patient point 
of view, you get a very generic pamphlet and that’s sometimes not as 
helpful or not as attractive. Patients might pay less close attention to 
something that seems really generic.” (All domains)

Wants in-person case management “Have an on-call somebody who works in the doctor’s office, who can 
come in and sit down with you and say, ‘I see that you indicated you’ve 
been having some domestic problems with violence. Would you like to 
talk about that with me?’” (Intimate partner violence)
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“Transportation needs and financial strain would lead to 
the stress, so those would be more indirect. Social connec-
tions is more indirect and to a certain extent depression is 
indirect as well, compared to something like smoking and 
alcohol and physical activity and stress.” Some partici-
pants felt that it was more important to discuss social and 
behavioral risk factors that have direct impacts on health 
with their PCP than those that have indirect impacts. Par-
ticipants also noted that transportation needs and financial 
strain lead to problems with access to care, such as missed 
appointments and medications.

More generally, many participants believed that know-
ing about a patient’s social and behavioral risk factors is 
part of knowing the patient as a whole person, and would 
allow PCPs to make better medical decisions. One partici-
pant stated, “The doctor should know everything about you 
because you’re depending on them to make decisions about 
your health. So, they have to know what’s going on with you, 
otherwise they can’t make a good decision.”

Open‑Ended Conversations Rather Than 
Solely Surveys
Regarding social and behavioral risk screening, participants 
generally preferred a conversation with their PCP to discuss 
risk factors rather than fill out a survey. Some participants 
expressed frustration that they have filled out surveys in the 
waiting room but did not have them addressed by their PCPs 
during the visit. However, other participants noted that a 
survey has some advantages. It may be more time-efficient 
by eliminating topics irrelevant to the patient or highlight-
ing topics the patient would like to discuss in-depth with the 
PCP during the visit. One participant stated, “If I didn’t see 
a specific list or wasn’t asked specific questions it might not 
occur to me to bring up financial stress or social connections 
or maybe even the [intimate partner] violence at an appoint-
ment.” Also, participants believed that patients may be more 
likely to disclose stigmatized or traumatic topics on a survey, 
such as food insecurity or intimate partner violence: “It would 
be easier to write that down or acknowledge it, because they 
could be in denial themselves about it. If it’s on paper, it might 
be easier to even just put a little thing that maybe there’s some-
thing going on.” Therefore, participants stated that a survey 
tool could supplement or improve the in-person discussion.

Regarding how a discussion about social and behavioral 
risk factors should take place, participants preferred that 
the PCP engage in open-ended conversation rather than ask 
directed questions. For example, one participant explained:

When you talk to people, they don’t ask you a series 
of questions that are not related directly to you. So, 
I would think that it’s better for the doctor to avoid 
that sort of checklist approach and to get to know the 
patient, talk to the patient, and gradually realize what 

the patient’s needs are and what kind of problems he 
or she brings up. That would make the relationship 
more natural.

Another participant suggested using open-ended questions 
followed by probing questions: ‘What kind of car do you 
drive? Or how’s your car doing?’ Little things like that. I 
think if you ask open-ended questions then you get a better 
picture for what’s really going on. You just can’t come out 
and ask, because people will get defensive.”

Participants also suggested using a preamble to explain 
that all patients are asked these questions so the patient does 
not feel judged or offended. One participant suggested the 
following statement: “As your doctor, I want to see you as a 
whole person and these questions help me understand some 
of the factors going on in your life so I can help you more or 
get you the help you need.”

Sharing Social and Behavioral Risk Factors 
Builds Trust for PCP
Participants stated that they need to have built a trusting 
relationship with their PCPs in order to be willing to share 
social and behavioral risk factors, particularly depression, 
alcohol use, financial strain, and intimate partner violence. 
For example, one participant stated regarding sharing 
financial strain, “I trust her and I feel comfortable with 
her. I don’t feel like I need to hide things from her or I 
don’t feel like I should be ashamed.” Some participants 
explained how they had waited until they had a relation-
ship with their PCPs before sharing social and behavioral 
risk factors: “The first visit was, we checked the numbers, 
we made sure we got the referrals and the tests and every-
thing done. And then, when I went back and felt comfort-
able, I was more willing to share.”

Participants also stated that discussing social and behav-
ioral risk factors with their PCPs builds trust in the patient-
clinician relationship: “It helps build a trusting relation-
ship with your physician if they care about you.” Finally, 
participants mentioned that the PCP would get know their 
social and behavioral risk factors through the natural 
course of the patient-clinician relationship.

Varying Expectations for Addressing Social 
and Behavioral Risk Factors
A few participants stated that they did not expect PCPs to 
address some of the social and behavioral risk factors as 
they were outside of the PCPs’ expertise, such as social con-
nections, food insecurity, and financial strain: “In some of 
these cases, it’s hard to say what the doctor can do.” Some 
participants expressed the value of the PCP in listening to 
their challenges: “Just her acknowledgement of stress was 
really—she’s so awesome as far as listening and acknowl-
edging it.” Many participants thought that the PCP could 
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take social and behavioral risk factors into consideration 
when making clinical decisions and or providing coun-
seling. One participant stated, “If it were a financial strain 
issue and it was an issue of affording care, then I would hope 
that she’d be able to take that into consideration and make 
some recommendations.” For some social and behavioral 
risk factors, such as depression, stress, or social connec-
tions, participants thought that a referral to a mental health 
specialist within the health system would be appropriate.

Participants commonly noted that there are resources 
outside of the health system to address social and behav-
ioral risk factors, such as food banks, substance use 
treatment programs, hotlines, and benefits such as Sup-
plemental Nutrition Assistance Program (SNAP) and 
transportation services from insurance providers. However, 
they thought that it is unrealistic for their PCPs to know 
about local community resources, and suggested that PCPs 
have a list of community resources to give out to their 
patients. For example, a participant stated:

Not everyone knows what’s out there for people and 
it’s difficult to know everything you know to be a 
physician and know about financial opportunities out 
there. But it seems to me [the medical center] can give 
some of the resources to our physicians so they have 
those resources there. They have a sheet that tells them 
where they can refer people if they’re having issues 
with food insecurity, transportation needs, financial 
strains, stuff like that.

Some participants suggested having a generic list of local 
resources, so that patients who are reluctant to share social 
and behavioral risk factors with their PCPs can still take 
advantage of the resources. Other participants suggested that 
a generic list could be overwhelming, and suggested that 
the PCP highlight relevant items: “I just don’t know how 
practical it would be to have resource lists be highly, highly 
tailored, but if somebody brings something to you and they 
circle the things that they think might be particularly relevant 
to your situation.”

Finally, a few participants suggested having a member of 
the care team who could provide in-person case manage-
ment services and follow up with the patient, but thought 
that it may not be feasible in the current healthcare system. 
One participant stated, “In an ideal world, you could have a 
personal case worker-type person that was going to follow up 
with you, but that could be a little bit idealistic because I 
don’t know if there are enough people or resources to have 
that kind of personalized attention for each patient.”

DISCUSSION
In this qualitative exploratory study of screening and 
addressing social and behavioral risk factors among pri-
mary care patients at an academic medical center, we found 

that patients are willing to discuss social and behavioral risk 
factors with the PCPs, preferred open-ended conversations 
about them with their PCPs, and accepted a wide range of 
ways in which their social and behavioral risk factors are 
addressed. Our findings showed that patients perceived two 
seemingly dichotomous roles of the primary care provider—
to listen to patients’ values and priorities, and to address the 
social, economic, and political structures that shape patients’ 
 health27–29—as important aspects of building a trusting rela-
tionship and making medical decisions together.

Most participants were willing to share social and 
behavioral risk factors with their PCP because they 
believed these were relevant to health and more gener-
ally reflected “what’s going on” with the patient, both of 
which were important in the patient and PCP making deci-
sions together about care. This is consistent with findings 
from prior studies of social and behavioral risk screen-
ing which found that patients believed that screening was 
 appropriate30 and  important31 because those risk factors 
were relevant to health.

Patients strongly preferred having an open-ended con-
versation about social and behavioral risk factors with 
their PCPs rather than, or in conjunction with, a “check-
list approach” of filling out a survey or answering directed 
questions. This is in contrast to how research and imple-
mentation of social and behavioral screening has centered 
around the use of survey tools, with or without integration 
into the EMR.2,32 Participants saw social and behavioral 
risk screening as an integral part of their PCPs getting to 
know them and building a human relationship; participants 
discussed social and behavioral risk factors with their PCPs 
because participants trusted their PCPs, and, in turn, felt 
that the discussion of these issues built trust. The exten-
sive literature on trust in physicians identifies dimensions 
of trust such as  dependability33,34 competence,33–35 confi-
dentiality,33 honesty,34 and communication,35 but not much 
has been examined regarding building trust in physicians 
through the discussion of life circumstances. Because trust 
in physicians has been associated with various health out-
comes,36 discussion of social and behavioral risk factors 
could have unintended benefits.

At the same time, participants acknowledged that a sur-
vey may be more efficient, better for sensitive topics, and 
could help remind them of what they want to discuss in 
person. Therefore, a two-step process of a self-adminis-
tered survey tool followed by in-person discussion with 
the PCP was acceptable to many participants. To make 
the discussion less threatening and stigmatizing, partici-
pants noted the importance of framing the discussion as 
something that is done routinely with all patients in order 
to see them as a whole person and to provide better care.

Finally, consistent with prior research,31 participants 
expressed a range of expectations on how social and behav-
ioral risk factors are addressed: that the PCPs acknowledge 
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their challenges, take social and behavioral risk factors 
into consideration when making recommendations, and 
make internal referrals to mental health specialists when 
appropriate. Most participants expected a generic list of 
local resources that could be tailored to their particular 
needs. This is consistent with two studies on food inse-
curity screening in which patients preferred a list of local 
resources.37,38 Developing and maintaining a list of com-
munity resources is resource-intensive,39 and health care 
systems may benefit from partnering with organizations 
that maintain resources and facilitating referrals.40 The few 
who requested availability of case management for referral 
and follow-up admitted that it may not be feasible in the 
current health care system. While clinicians and admin-
istrators may express reluctance to implement screening 
without capacity for in-person referral and linkage to com-
munity-based resources,15,39 our findings support prelimi-
nary evidence that resource handouts may be as acceptable 
as in-person assistance.41

These findings were shared with medical center stake-
holders with the goal to implement social and behavio-
ral risk screening that is feasible and acceptable for cli-
nicians, patients, and the health system. Other ongoing 
quality improvement efforts at the medical center to inte-
grate social and behavioral risk factors into care include 
developing a survey to assess social needs among primary 
care patients and expanding social work support in primary 
care clinics.

We acknowledge several limitations to this study. This 
was an exploratory study with a convenience sample of 14 
patients, with the goal to understand the range of responses 
to social and behavioral risk screening and the degree to 
which the responses were shared among participants. 
Although we do not know the precise rates at which patients 
may hold these perceptions and preferences, we know that 
these are commonly held among a significant number of 
patients. The next step would be to conduct a systematic, 
closed-ended survey of primary care patients. The partici-
pants were English-speaking primary care patients affili-
ated with an urban academic medical center, and were 50% 
White, similar to the patient population served by this medi-
cal center. The findings may not be generalizable to other 
populations or settings serving a more diverse patient popu-
lation. Participants were not selected for having experience 
with social needs. However, a prior study found that there 
was no difference in food insecurity screening preference 
between patients by food insecurity status.38

In conclusion, in our exploratory study of primary care 
patients on their perceptions and preferences regarding 
screening and addressing social and behavioral risk fac-
tors, we found that patients were willing to share social and 
behavioral risk factors with their PCP, preferred an in-person 
discussion (with or without out a survey), and desired a list 
of community resources to address their needs. Participants 

felt comfortable sharing social and behavioral risk factors 
because they trusted their PCP, and felt that discussing 
social and behavioral risk factors also built trust with their 
PCP. Clinicians may want to broach social and behavioral 
risk screening with patients as an opportunity to strengthen 
the clinician-patient relationship rather than assuming it 
makes patients uncomfortable or stigmatized. Clinicians 
and patients may benefit if a preamble explains the purpose 
of screening prior to administration of a survey screening 
tool, and follow up immediately with an in-person, open-
ended discussion. Finally, clinicians should be aware that 
patients are open to accepting varying degrees of social and 
behavioral interventions, including acknowledgement and 
counseling, and are aware of the limitations of resources in 
the healthcare setting but may appreciate efforts at social and 
behavioral risk screening and linkage to services.

APPENDIX. INTERVIEW GUIDE
I am going to ask you questions about social determinants 
of health. Social determinants of health are behaviors and 
living situations that impact people’s health.

There are 10 social determinants of health included in 
the electronic medical records. Some of them affect why 
people get sick, and some of them affect how they get care. 
They are: depression, tobacco smoking, alcohol use, physical 
activity, stress, financial insecurity, food strain, transporta-
tion needs, social connections, and intimate partner violence.

1. Would you want to share this information with your 
health care provider? Have you shared this information 
with your health care provider?
2. How important do you think it is for health care pro-
vider to know this information?
3. What do you think is the best way for you to share this 
information to your health care provider? What do you 
think is the best way for you feel most comfortable in 
saying what is really going on?
4. What do you think is the best way to address this issue?
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