
ORIGINAL RESEARCH
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Introduction: Social drivers of health (SDH) strongly influence health outcomes and disparities. Although
systemic level change is vital to address the disparities driven by SDH, it is also crucial that health care
organizations develop the ability to care for patients in a manner that accounts for social factors and their
influence on patient health. Although primary care is a natural fit for health-related social needs (HRSN)
screening and intervention, significant barriers can impede primary care’s effectiveness in this area.

Methods: We conducted 3 focus groups with family medicine clinicians, clinical staff, and social care
workers in an academic medical center using a semistructured discussion guide to explore current
practices, perceived benefits, barriers, and potential opportunities and approaches for integrating rou-
tine HRSN screening in primary care.

Results: 3 primary themes emerged from the focus groups. They included 1) the barriers to routine
screening in primary care, including time, workload, emotional burden, patient factors, and team mem-
bers’ fear of inadequacy of resources or their own ability; 2) the importance and benefit of HRSN
screening, including the opportunity to improve patient care through increased care team awareness of
the patient’s context, interventions to address HRSN, and improved relationships between the care
team and the patient; and 3) recommendations for implementing routine screening in primary care,
including opportunities to optimize workflow and technology, the importance of an electronic medical
record (EMR)-integrated resource database, and the centrality of teamwork.

Discussion: Family medicine health care teams embrace the importance of HRSN screening and the
potential for positive impact. However, there are vital barriers and considerations to address for HRSN
screening to be effectively integrated into primary care visits. ( J Am Board Fam Med 2023;00:000–000.)

Keywords: California Health Interview Survey, Chronic Disease, Community Medicine, Family Medicine, Focus

Groups, Patient Care Team, Primary Health Care, Social Determinants of Health, Social Factors

Introduction
Social drivers of health (SDH) are the circumstances
in which people live, play, learn, work, and interact, as
well as the structural, political, and economic factors

that shape those circumstances.1,2 Increasingly, SDH
are recognized as both drivers of and potential targets
for reducing health disparities and adverse health out-
comes.3–5

Accordingly, health care in the US has begun
moving toward a model of care that considers indi-
vidual patients’ social and behavioral risk factors for
disease, known as health-related social needs
(HRSN).6–9 For example, the Joint Commission
now requires that organizations have a method of
screening for HRSN.9–11 Value-based approaches
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to health care, which have been gaining traction in
the US, often seek to address HRSN to reduce
health care spending.12,13 Primary care teams are
uniquely positioned to identify and respond to
HRSN because of their central role in caring for a
large portion of the US population,14–17 and their
ability to recognize the benefits of addressing
HRSN.18 Family medicine clinicians, with their
history of caring for patients within family and
social contexts, have an orientation particularly com-
patible with considering social needs alongside medi-
cal issues.14,15,17 Correspondingly, the Accreditation
Council for Graduate Medical Education now
requires that family medicine residency programs
provide training in identifying health disparities and
addressing SDH.19

Given this increased impetus for screening for
HRSN, attention to opportunities and barriers
within primary care will be vital to its success.
Overwhelmingly, primary care clinicians believe
HRSN screening is important; however, primary
care faces substantial challenges in delivering the
recommended care already allocated to it.20,21 Only
a minority of clinicians report routinely screening
for HRSN, citing significant barriers including
insufficient time and resources, lack of confidence
in addressing needs, fears of patient discomfort, and
clinician burnout.20,22,23 Therefore, we sought the

experiences and perspectives of various family med-
icine health care team members on HRSN screen-
ing through focus groups.

Materials and Methods
Focus groups occurred in September and October
2022 at a large urban academic medical center in
early preparation for HRSN screening. Recruitment
was conducted through e-mail invitations. The
recruitment target was 5 to 10 participants per group.
When the cap was exceeded, the first 10 volunteers
were chosen. The first focus group (n¼ 10) consisted
of 4 medical assistants (MAs), 1 registered nurse, 2 li-
censed vocational nurses, 1 manager, and 2 patient
service specialists (PSS). The second focus group
(n ¼ 8) consisted of 4 faculty, 3 residents, and 1
behavioralist. The third focus group (n ¼ 5) con-
sisted of 4 social workers (SW) and 1 community
health worker (CHW).

The study was approved by the first author’s
Institutional Review Board. Focus groups were con-
ducted in-person by L.D. and L.P. and audio-
recorded after written consent and verbal permission
were granted. Participants were compensated for their
time and received $25 merchandise cards and lunch.
Focus groups were conducted in a semistructured for-
mat using a discussion guide developed by the authors

Figure 1. Focus group themes and subthemes.
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after a review of the literature, followed by questions
and probes based on participant responses.

Qualitative analyses were guided by an inductive
approach to identify key themes that emerged from
the data.24 First, 4 study team members (L.P., Q.J.,
F.J, and T.C.) read and reread the transcripts to
become familiar with participants’ perspectives and
decrease analyst bias. Team members used reflexivity
throughout the process to identify personal, interper-
sonal, and contextual factors affecting analysis. The
study team undertook a thematic coding of the tran-
scripts, using open coding to identify themes derived
from the participants’ own words. The team com-
pared codes identified after reading 3 transcripts and
came to a consensus on 15 codes that captured
the focus group themes. Each transcript was sub-
sequently coded by L.P. and 1 other author (Q.J.,

F.J, or T.C.). Each author highlighted quotes repre-
sentative of the 15 codes. Discrepancies in coding
were resolved through discussion and consensus.

Results
Three overriding themes emerged from the focus
groups, each of which can be divided into sub-
themes (Figure 1): (1) Barriers to routine screening
of HRSN in primary care; (2) Benefits of screening
for HRSN; and (3) Recommended approaches for
screening and addressing HRSN.

Barriers to HRSN Screening

The significant challenges of incorporating HRSN
screening and intervention into primary care

Table 1. Participant Feedback and Quotations on Theme 1, “Barriers to Routine Screening of Health-Related

Social Needs [HRSN] in Primary Care,” from Focus Groups Conducted from September to October 2022 in a

Primary Care Setting at a Texas Academic Medical Center

Subtheme Quotation

Time “It’s going to be us [clinicians] feeling like we’re rushing through things that are very personal to them [patients].”
“It takes 5 to 10minutes to just to find things [resources].”
“I want to do something immediately to try to help [the patient]. And that will slow things down a lot in the clinic
as well.”

Workload burden “Right now part of the difficulty is our clinical staff is also really overworked and busy, and they’re trying to do a
lot of things as well, too, which tires them out.”

“So with the workload that we [social workers] currently have, and—I can tell you, all of us are running ourselves
ragged—common screening is going to dramatically increase our workload.”

Emotional toll Sometimes a patient situation “grabs ahold of your heart strings, and you just go home and you’re like, ‘Did I do
everything I could do? Was there something I could have done differently?’”

“If it’s someone telling me, ‘I cannot put food on my table tomorrow,’ for me, that instantly triggers feelings of
alarm and panic.”

Fear of inadequacy “If I ask them about it [HRSN], I feel like they’re going to want an answer from me on what to do about it, and
I’m not qualified to give them that kind of answer.”

“If we’re going to address these things [HRSN], then we have to be able to help [patients].”
“If we just go, ‘Do you have this? Do you have this? Do you have this? Do you have that?’ And they say, ‘No, no,
no, no.’ ‘Well, I can’t talk about it today.’ That makes them feel like, ‘I wasn’t heard.’”

“It could negatively impact your relationship with [the patient] because they’re thinking you’re thinking of this as a
very cavalier type thing and not a personal thing to them. . .”

Patient-related factors “’Do you know how to navigate the Internet? Do you have a smartphone?’ Because yeah, not everybody’s got access
to those things and they’re like, ‘No, don’t, don’t send me anything because I don’t have a printer.’”

“You have to have a relationship with the patient before they open up and tell about. . . especially partner violence
or financial issues.”

“They think, ‘Oh, well, someone is worse off than what I am. . . my lights are off, but I have food,’ . . .so, they don’t
recognize [their eligibility for assistance].”

“Some of the patients are proud, and they don’t want to say that ‘I don’t have food in the house.’ They wouldn’t
say, ‘I can’t afford this.’”

“Patients don’t know that they can talk to us about issues like, ‘I don’t have food.’ They are very accustomed to go
to the doctor just for medicine.”

“There’s a big deficit in resources when someone’s not a citizen, or in particular if they’re not here legally.”
“A lot of this is personal, and patients aren’t even forthcoming sometimes when you ask them.”

doi: 10.3122/jabfm.2023.230167R3 Screening for Health-Related Social Needs 3
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visits was a large area of focus for all 3 groups
(Table 1).

Participants reported that a lack of time to talk
with patients often prevents HRSN screening.
They cited concerns about how HRSN creates
delays for the patient in need as well as subsequent
patients scheduled that day. Other factors men-
tioned were the paucity of financial incentives or
reimbursement for addressing HRSN and the con-
cern that needs uncovered by routine screening
would overwhelm SW and clinical staff.

The emotional toll of discovering needs and the
“burden of wanting to help [patients]” presented
another barrier. Some participants described intense
emotional responses, particularly when they do not
feel they have adequate means of addressing patient
needs. Fear of inadequacy also extended to the
screening process or the team itself: “If I ask [patients]
about [HRSN], I feel like they are going to want an an-
swer from me on what to do about it, and I am not quali-
fied to give them that kind of answer.” Other concerns
centered around inadequate community resources or
that screening without sufficient time could nega-
tively impact patient-care team relationships.

Another recurrent theme was the role of trust:
“You have to have a relationship with the patient before
they open up. . .” SW participants mentioned how stig-
mas and fears that SW may work against the patient
(eg, recommending alternate placement for the
patient’s children) often lead to patient mistrust.
Other factors included patients’ lack of recognition
or admission of their need for assistance, and
patients’ lack of awareness that primary care teams

can assist with HRSN. Citizenship status and its
impact on resource availability and the impact of dig-
ital literacy and internet access on electronic
screening methods were also mentioned.

Importance and Benefits of Screening

Despite the barriers, participants emphasized the
importance of HRSN screening (Table 2).

One of the most frequently described benefits
was that HRSN screening gives “a more complete pic-
ture” of patients’ situations, allowing physicians to
provide concrete resources such as discounted pre-
scriptions or transportation vouchers, or to appro-
priately adapt patient care even in the absence of
outside resources. An additional benefit mentioned
was the ability to prioritize patient safety, particularly
regarding intimate partner violence and depression.

Screening for and addressing HRSN can augment
the care team’s connection to and communication
with the patient. Participants pointed out the way
screening “can open up that line of communication
instead of [patients] feeling embarrassed about things and
not wanting to bring it up.”

Recommendations

The third theme centered around recommended
approaches for screening and intervention for
HRSN (Table 3).

Participants discussed that screening should be
done at new patient visits and Medicare Annual
Wellness Visits, that all patients should be screened,
and how screening is currently very inconsistent
and often patient-initiated. Participants differed in

Table 2. Participant Feedback and Quotations on Theme 2, “the Benefit of Routine Screening for Health-Related

Social Needs in Primary Care,” from Focus Groups Conducted from September to October 2022 in a Primary Care

Setting at a Texas Academic Medical Center

Subtheme Quotation

Improved care team awareness
of the patient’s context

“Their health is important to them. But if they don’t have food to eat or they don’t have the
transportation to get to that doctor’s appointment, that’s the concern at that moment.”

“Maybe there’s something else going on behind the scenes that is affecting their motivation or willingness
to actually be compliant with their medications or seek care for themselves.”

“It does, for me at least, affect how I process their care or how I prioritize the patient’s needs. . . I may not
be able to fix your food insecurity. I may not be able to fix transportation. But then it does make me
think, ‘Let’s do longer follow-ups. Is this someone that telemedicine would be an option for?’. . . Having
that information is useful, even if I can’t 100% resolve the problem for them.”

“I’m not here to just put a Band-Aid on your finger. We’re here to address everything.”

Improved patient-care team
relationships and
communications

“Once I start kind of getting into a couple of questions, they start seeing the value in that, and then they
kind of really open up. And then at the end of the visit – I love this part – and it’s like, ‘Wow, you guys
really took care of me today!’”

“[Patients are] thrilled that you actually spent that time and actually show that you cared.”

4 JABFM Ahead of Print January 2024 http://www.jabfm.org

 on 4 June 2025 by guest. P
rotected by copyright.

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2023.230167R
3 on 25 January 2024. D

ow
nloaded from

 

http://www.jabfm.org/


opinion on whether MAs or physicians were best
suited for conducting screening.

Physicians mentioned the importance of incorpo-
rating screening into electronic medical record
(EMR) templates and that using patient portal ques-
tionnaires could help improve screening rates with-
out overburdening care teams. Other suggestions
included incorporating resources in patient after-visit
summaries, building smart sets for resources, using
electronic flags to indicate safety concerns, and using
electronic devices or kiosks in clinics for patients to
complete questions. Having a centralized, efficient,
and up-to-date resource bank that integrates with the
EMR was a strongly felt need.

Participants identified current gaps in resources,
including housing, shelters for those experiencing inti-
mate partner violence, and transportation. They high-
lighted the interconnectedness of HRSN, for example,
between accessing food assistance and transportation.
SW participants also cautioned about the need to assess
eligibility before offering resources to patients.

Participants emphasized the importance of
a patient-centered approach. Being mindful of
whether patients desire assistance was a recurrent
point, as was “being culturally competent when ask-
ing [screening] questions.”

Discussions on effective teamwork focused on
engaging clinical staff in screening and provision of

resources, effective coordination with SW, training
all team members on community resources and
processes, the need for on-site team members
to help address patients’ HRSN, the need to
hire additional team members such as resource
coordinators and CHWs, and engaging exist-
ing team members such as interpreters and
learners.

Discussion
Our findings expand on existing literature high-
lighting both opportunities and barriers in screen-
ing for HRSN. A study of clinicians screening for
HRSN in low-income communities found screen-
ing challenging due to limited resources, but also
found screening improved the care of patients.25 In
1 clinician survey, more than 90% thought HRSN
screening could improve patient care, but two-
thirds of physicians were not confident in their abil-
ity to address HRSN.20 A qualitative study of pedi-
atric clinicians identified similar themes, including
barriers, recommendations, patient factors, clini-
cian confidence, clinician-patient relationships, and
the potential for unintentional negative impact on
relationships.26 Other studies have identified simi-
lar recommendations, including the need to develop
robust community referral networks,27,28 integrate

Table 3. Participant Feedback and Quotations on Theme 3, “Recommendations for Screening and Interventions

for Health-Related Social Needs,” from Focus Groups Conducted from September to October 2022 in a Primary

Care Setting at a Texas Academic Medical Center

Subtheme Quotation

Workflow and process “[Physicians] don’t have to be the ones to do [screening] because we’re just asking questions. It’s not about
medicine, it’s about their life, and anyone can ask questions about someone’s life.”

“[Patients] should also understand that you are trying to help them, not just have a checklist in front of you.
So I don’t think, an environment where a medical assistant or somebody at the front door with the
checklist. . . I don’t think it would work.”

“Is [screening] happening? Yes, it’s happening. How is it happening? Sporadic.”
“I don’t feel like it’s as instinctive for us to do [screening] unless it’s on our radar or there’s some specific forms

or something that we have to do.”
“Everybody has to go through this [screening] process.”

Resources/Actions “They do have food pantries in certain areas that do service Galveston County as a whole, but it’s just the
point of being able to get there, too.”

“If you really wanted to do this well, each clinic has to have a [on-site resource coordinator]. It really, really
does.”

Patient-centered approach Teams need “to know the difference between when a patient is venting and when a referral is necessary,
because sometimes a patient is just venting.”

“I don’t want to offer something that they will never qualify for, they will never get, they will never
receive. . .It’s like giving them Christmas and then taking it away.”

Teamwork “Not to teach [medical students and residents] to go be social workers, but to teach them that there are
resources out there so that they don’t just think life is helpless for this patient or hopeless for this patient.”

doi: 10.3122/jabfm.2023.230167R3 Screening for Health-Related Social Needs 5
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technology, and have onsite social service personnel27

whose presence reduces the stress of screeners.29

Our study is unique because it incorporates the
perspectives not only of clinicians but of the entire
family medicine health care team. Unique themes
that emerged from our study, such as the centrality
of teamwork and the importance and approach to
engaging learners in screening, likely stem from the
inclusion of participants in these additional roles.

Study limitations include a single institution study
in an academic setting, which could limit generaliz-
ability. However, our findings were consistent with
similar studies in other contexts.18,20,25 Focus groups
allow exploration of diverse and conflicting perspec-
tives; however, they can be susceptible to influence by
dominant participants or moderators.30 The coders’
own experiences in patient care could also influence
interpretation of findings. Although sample sizes were
small, thematic saturation was reached, with consis-
tency in the codes present across all 3 focus groups.
Small numbers of participants in specific roles pre-
vented identification of differing perspectives by spe-
cific roles, apart from the SWs, who were unique in
highlighting the importance of differentiating patient
“venting” from requests for assistance.

Directions for future research include exploring
whether perspectives differ after HRSN screening
has been implemented more widely. Additional
research is needed to explore the cost-effectiveness
of integrating resource coordinators into primary care
teams and the efficacy of strategies to reduce barriers
and improve efficacy of HRSN interventions.

To address the challenges to implementing
HRSN screening identified in our study, health sys-
tems should ensure that primary care teams are
empowered through education, resources, user-
friendly referral processes, and team members dedi-
cated to resource coordination.

Conclusions
This study explored perspectives of family medicine
health care team members on routine screening for
HRSN. Despite identifying many challenges, team
members acknowledged the significant impact of social
factors on patients’ health, suggesting that primary
care is fertile ground for implementing screening.

We are grateful to the UTMB Center for Violence Prevention
for funding this study and to the participants for generously
sharing their time and insights.

To see this article online, please go to: http://jabfm.org/content/
00/00/000.full.
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