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Background: Social risk screening rates in many US primary care settings remain low. This realist-informed evaluation explored the mechanisms through which a tailored coaching and technical training intervention impacted social risk screening uptake in 26 community clinics across the United States.



Methods: Evaluation data sources included the documented content of interactions between the clinics and implementation support team and electronic health record (EHR) data. Following the realist approach, analysis was composed of iterative cycles of developing, testing and refining program theories about how the intervention did—or didn't—work, for whom, under what circumstances. Normalization Process Theory was applied to the realist program theories to enhance the explanatory power and transferability of the results.



Results: Analysis identified three overarching realist program theories. First, clinic staff perceptions about the role of standardized social risk screening in person-centered care—considered “good” care and highly valued—strongly impacted receptivity to the intervention. Second, the physicality of the intervention materials facilitated collaboration and impacted clinic leaders' perception of the legitimacy of the social risk screening implementation work. Third, positive relationships between the implementation support team members, between the support team and clinic champions, and between clinic champions and staff motivated and inspired clinic staff to engage with the intervention and to tailor workflows to their settings' needs. Study clinics did not always exhibit the social risk screening patterns anticipated by the program theories due to discrepant definitions of success between clinic staff (improved ability to provide contextualized, person-centered care) and the trial (increased rates of EHR-documented social risk screening). Aligning the realist program theories with Normalization Process Theory constructs clarified that the intervention as implemented emphasized preparation over operationalization and appraisal, providing insight into why the intervention did not successfully embed sustained systematic social risk screening in participating clinics.



Conclusion: The realist program theories highlighted the effectiveness and importance of intervention components and implementation strategies that support trusting relationships as mechanisms of change. This may be particularly important in social determinants of health work, which requires commitment and humility from health care providers and vulnerability on the part of patients.



KEYWORDS
realist evaluation, qualitative research, implementation research, social risk, social determinants of health, community health centers





1. Introduction

Evidence consistently shows that social context greatly impacts health (1–6). Structural stressors (7–10) often lead to the presence of social risks (such as housing and food insecurity and social isolation) that directly affect health (11–14). For the increasing number of health care organizations seeking to acknowledge and address these impacts, a necessary first step is awareness of a given patient's life circumstances. One approach to enabling such awareness is standardized social risk screening. To that end, numerous national health leaders in the United States (US)—including the Centers for Medicare and Medicaid Services (12), the National Association of Community Health Centers (15), the American Academy of Family Physicians (16), and the American Academy of Pediatrics (16, 17)—now recommend systematic social risk screening in primary care, often with an assumption of electronic health record (EHR) documentation of reported risks.

Despite increasing interest in social risk screening from payers, policymakers and care providers, it remains difficult for most clinics to embed systematic social risk screening into daily workflows. Although the 2019 Uniform Data System found that 71% of all Federally Qualified Health Centers (FQHCs) in the US reported collecting information on patients' social risks (18), in practice the collection of such information is rarely standardized or systematic. An analysis of 106 community-based health centers, the majority FQHCs, found that although 67% of the health centers had at least one social risk screen documented in the EHR between June 2016 and May 2018, the median number of screens per center was only 51 (19). Another analysis from this network found that between 2019 and 2021, only 2.6% of in-person and telehealth encounters led to EHR-documented food insecurity screening (20).

The trial described below (R18DK114701), which was conducted in this same network of community-based health centers and began in 2018, was designed to build knowledge to address this discrepancy between social risk screening intent and practice. It tested an approach to supporting the uptake of systematic social risk screening and EHR documentation, and sought to identify strategies that support embedding and normalizing social risk screening in clinic workflows. The analysis presented here reports the results of a realist-informed evaluation of how, why, for whom and under what circumstances this support intervention influenced social risk screening implementation and sustainment; results may advance understanding of how best to support those actions.



2. Materials and methods


2.1. Intervention

A pragmatic stepped-wedge trial tested the impact of a tailored five-step approach to implementing social risk screening and documentation in community-based primary care clinics across the US (21, 22). Although 31 clinics were recruited and randomized to the study (and therefore used for the stepped wedge analysis reported elsewhere) (22), five withdrew prior to their assigned intervention period. The remaining 26 clinics participated in cohorts of three to five sites for staggered six-month intervention periods between September 2018 and June 2021. Of note, the COVID-19 pandemic began to impact clinic operations halfway through the study, in March 2020. All study clinics were members of OCHIN, Inc., a non-profit health center-controlled network serving predominantly Federally Qualified Health Centers, whose members share a single instance of the OCHIN Epic EHR. The Kaiser Permanente Northwest Institutional Review Board gave ethics approval for the study.

The implementation support intervention included EHR training and change management coaching, as well as guides and workbooks to support decision-making at each step of the process. The choice of support strategies was guided by the four components of the Building Blocks of Primary Care model—engaged leadership, data (EHR)-driven improvement, empanelment and team-based care—and was intended to be pragmatic, sustainable and scalable. An implementation support team (IST) provided coaching and technical assistance throughout each intervention period. The composition of the IST underwent some changes as the team worked out their approach, but stabilized by the start of the third intervention period. The core IST members—an EHR trainer and practice coach—were both present during meetings with clinics while additional IST members (e.g., an Epic programmer, the study's principal investigator and project director) participated as pertinent. Clinics were asked to identify clinician and/or operational champions to support study work as it unfolded. Champions committed to spending a minimum of two hours a month working with the IST and encouraging social risk screening at their clinics. They were expected to attend all scheduled meetings and were welcome to invite additional clinic staff. Champions did not receive additional compensation for this work, although impact fees were paid to participating clinics.

Virtual check-ins between clinic champions and the IST were scheduled approximately twice a month throughout the six-month implementation period. Champions were asked to complete and return relevant workbooks prior to these meetings. Between check-ins the IST often communicated with clinic champions, usually by email, to follow-up on outstanding questions or requests, offer additional tips or resources, and sometimes to conduct additional training on specific EHR tools as requested by the clinic. The IST also coordinated virtual peer-to-peer conversations during each cohort. At the end of each intervention period the IST compiled a document for each clinic, called the SDH Summary, which detailed their decisions and plans for social risk screening implementation. The SDH Summary was implemented beginning with the second group of clinics.



2.2. Data sources

Quantitative data on social risk screening rates were derived from OCHIN's Epic EHR data. Qualitative data were the documented content of interactions between study clinics and the IST as described above, to limit the burden of research participation on clinics. The qualitative researchers sat in on many, but not all, of the IST's meetings with study clinics. Interaction content included recordings, transcripts and observation notes from the check-ins and peer-to-peer meetings, emails between the IST and study clinics, and transcripts from debriefs of the IST conducted by the qualitative researchers at the end of each intervention period. Additional data sources were a card study survey (reported elsewhere) (23, 24) and a short post-intervention champion survey. This survey requested reactions to a researcher-constructed summary of the factors that influenced the implementation of systematic social risk screening at the clinic. It also asked about any changes that impacted the clinic's ability to integrate social risk screening into care in the six months post-intervention. We received survey responses from half of the participating clinics. AB helped design the study and was involved from the start; SM joined near the end of the intervention periods and provided a fresh perspective on the data. A third qualitative researcher (IG) left midway through the study.



2.3. Theoretical framing


2.3.1. Realist evaluation

The theory-driven realist approach asks not just whether an intervention was successful, but how and why it does or does not work, for whom and under what circumstances (25, 26). It assumes a stratified ontology in which reality consists of observable and unobservable phenomena across three levels: the empirical (events observed/experienced), the actual (that which is generated by the real but may not be observable) and the real (causal structures and mechanisms with enduring properties) (27–30). The goal of a realist evaluation is to uncover the causal links, known as mechanisms, between an intervention (here, the five-step tailored implementation support intervention) and an outcome (e.g., uptake of patient social risk screening) within a discrete context. Mechanisms—“the—often invisible—forces, powers, processes or interactions that lead to (or inhibit) change” (31)—are activated or repressed by pre-existing and unfolding structural, sociocultural and political economic conditions of intervention settings.

Mechanisms can be disaggregated into resource and reasoning (32). Mechanism: resource (M: resource) are program strategies intended to impact participant actions, which are always deployed within specific contexts (C). Mechanism: reasoning (M: reasoning) is the reaction and interpretation of participants in response to the interaction of M: resource plus context, which creates a program outcome (O). The relationship between these variables is conceptualized as Mechanism: resources+Context –> Mechanism: reasoning=Outcome, also known as CMO configurations (Box 1). The CMO heuristic is used to generate increasingly refined explanatory theories with interpretive validity—in this case, explanations of how and why the intervention impacted the uptake of social risk screening, for whom and in what circumstances. Here, realist evaluation helped us look for meaning in the beliefs and actions of participants in response to the introduction of the structured intervention. Analysis is composed of iterative cycles of developing, testing and refining these theories through engagement with study data as well as relevant insights from theory and published literature through a process of retroduction (33) to understand the complexities of implementation and identify subsequent actionable steps toward intervention goals (25, 34).
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BOX 1
CMO configurations (aka propositions, hypotheses, educated guesses) - a tool to keep focus on the realist causal explanatory framework.


Realist evaluation is methods agnostic, although in practice often qualitative forward because of the emphasis on context and participant experience. Methods and data sources are selected that are expected to explain how, why, for whom and in what circumstances a particular intervention does/does not support the intended change. As such, realist evaluation integrates well with pragmatic mixed method trials such as that in the current study. It also encourages applying other relevant theories to clarify and refine the specific initial program theories and enhance their explanatory power.



2.3.2. Normalization process theory

Normalization Process Theory (NPT) is a middle range theory (a testable theory applicable to empirical investigation) that frames understanding of an intervention's material practices—what people are doing and saying as they interact with the program—as they unfold, under particular sociostructural circumstances. Its aim is to identify if and why an intervention took hold (35, 36). NPT categorizes the work of embedding and sustaining intervention practices into implementation contexts, implementation mechanisms, and implementation outcomes—each with associated constructs (37). As realist evaluation emphasizes generative mechanisms, we turned to the NPT implementation mechanism constructs to frame this analysis (Box 2). NPT theorizes that all implementation constructs must be effectively addressed and enacted to attain “normalization” or routinization of a practice, and in so doing provides a framework to understand why some practices are implemented and sustained while others are not (35).
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BOX 2
NPT implementation constructs.


The constructs of Coherence and Cognitive Participation emerged as particularly pertinent to our understanding and the explanatory power of the realist program theories.

Coherence centers on how meaning and value—“sense-making”—are attached to an intervention by individuals working within a collective (i.e., does the work make sense to those involved?) (35, 39). It allows for attention to social actors as drivers of change, a central feature of realism, but expands beyond individual agency to include “extant vocabularies and repertoires of interaction, normative frameworks and belief systems, symbolic and material resources, power relations and legitimating authority—the key properties of collective action in social networks.” (35). Particularly relevant here are two coherence sub-constructs: internalization and communal specification. Internalization refers to the importance ascribed to an intervention by those who will potentially incorporate it into their work, while communal specification is about how those individuals come together to “collectively agree” that the intervention has purpose and value (37).

Cognitive participation reflects how relevant actors work together to create an environment within which a desired action will successfully take place (35, 37). The construct provides a set of questions about how people invest in processes of improvement. Its enrolment and legitimation sub-constructs were useful here. Enrolment speaks to how participants organize themselves to collectively contribute to the work. Legitimation refers to the creation of a community of practice by generating interest, motivation, engagement, and commitment, which then creates favorable conditions within which others in the group perceive the action to be of value (37).




2.4. Analysis

The primary quantitative outcome of the parent trial, previously reported (22), was the monthly clinic-level rate of social risk screening. Intervention effect was assessed using generalized linear mixed models (GLMM) which calculated the average difference between the pre-intervention period and both the 6-month intervention and post-intervention periods. These models compared clinics that had vs. had not yet received the intervention, and allowed estimation of the intervention effect to account for general time trends and clinic-level baseline covariates. In addition to this measure, clinic-specific raw 6-month average social risk screening rates were calculated for the realist-informed evaluation for the pre-intervention, intervention, and post-intervention periods.

As described above, we employed a realist-informed approach to investigate and analyze how and why the implementation support did/did not influence uptake and sustainment of social risk screening in varied contexts. At the end of each intervention period, the qualitative researchers created summaries for each clinic based on the realist framework. The clinic-specific summaries brought together qualitative data from all sources: transcripts, field notes and emails from IST-study team interactions, transcripts from debriefs of the IST, and the post-intervention survey These summaries were the start of the interpretive process, and a place to record clinic-specific initial ideas about how and why, for whom, and under what circumstances the implementation support drove social risk screening practices. Once all clinics completed their participation, AB and SM reviewed and discussed these summaries together, looking for similarities, patterns and outliers that, through an iterative process of immersion, reflection and discussion, led us to identify context-mechanism-outcome configurations and explanatory theories about the how and what of intervention effects. These theories were shared with the study project director (MK), an experienced qualitative researcher who had attended most clinic meetings, and whose perspective and suggestions refined the ideas. We then returned to the raw data to further query and hone our insights. The realist program theories were finalized before quantitative outcome data were available. Once the realist theories were established and the intervention's effect on screening rates was calculated, NPT was applied to the results to organize and enhance the explanatory power of the findings (40) as well as frame the program theories in a way that accounted for quantitative findings and supported transferability of lessons learned.




3. Results

Quantitative analysis indicated that although the rate of social risk screening was 2.45 times (95% CI 1.32–4.39) higher during the intervention period compared to pre-intervention rates, this impact was not sustained once the external implementation support ended (22). The realist program theories detailed below are organized by NPT construct to illuminate why the intervention as implemented was unsuccessful in normalizing systematic social risk screening in clinic workflows.


3.1. Coherence: care paradigms

When explaining their personal approach to care, individual providers and staff repeatedly noted that good care is first and foremost patient-centered and relational. This idea also underlies a collective vision of good care at the clinics. As one outreach manager and project champion explained, “I think it's really critical in this movement of social determinants of health and working with people, you get so busy and you have to slow down, you really do. That's why we’re in this work and do it is to really connect with people on a personal level vs. just kind of going through the motions.” This is the environment in which the implementation support intervention was introduced: individual and collective attitudes about the value of standardized social risk screening to patient-centered care had a direct impact on clinic engagement with the intervention. Clinics whose providers and staff saw social risk screening as a bridge to better patient relationships and care—i.e., who attached meaning to how standardization provided a structure that could support the work they were already doing and valued—were more likely to engage deeply with the intervention as a path toward systematic screening processes. Conversely, when providers and staff viewed the screening structure of yes/no answers about prescriptive domains of risk as an impediment to human connection it sometimes triggered a rejection of the entire process and intervention. The NPT construct of coherence helped explain participant reactions to structured screening in the context of existing care paradigms. It also provided insight into the degree to which the work was deemed meaningful by framing the ways in which individual feelings and approaches to care intertwine with clinic culture and priorities.

In realist terms, when standardized social risk screening (M: resource) was seen as contributing to better care (e.g., through improved communication and trust leading to more intimate conversations) and therefore aligned with care team members' expectations and understandings of good care (M: reasoning), then care teams invested time and effort into increasing the number of social risk screens (O). On the other hand, when standardization was seen as interfering with the patient-provider connection (M: reasoning), e.g., by necessitating recording pre-determined data rather than patient-prioritized concerns or by requiring more attention to a computer screen than to the patients, there was limited motivation to create or adopt systematic screening workflows (O).

Pragmatic constraints such as time, staff availability and alternative clinic priorities (C), staff feeling unprepared to engage in these potentially sensitive and difficult conversations (C), and settings with few clinic or community services to meet patient-reported needs (C) challenged intervention uptake even at clinics whose culture otherwise emphasized the value of social risk screening to patient care. Conversely, current or expected financial reimbursement for screening (C), existing workflows that easily accommodated social risk screening (C) and a clinic culture that valued quality improvement initiatives (C) created a supportive environment for staff to engage with the implementation support and adopt or increase rates of formal social risk screening.

The intervention encouraged coherence among study participants by fostering discussion about goals and motivations for social risk screening, and continually tying efforts to those motivations (41). As sense-making around social risk screening evolved during the intervention period, staff at some clinics experienced a cognitive shift from a mechanistic notion of screening for the collection of reportable data to screening as a way to improve clinical care. As one population health manager and project champion said, “my ulterior hidden motive was just to get some good data that we could use for our grant reports. But a lot of the providers have been really excited about it and since we've rolled it out they've seen the value in it. So that kind of is feeding into further success.” In addition to helping her be intentional in establishing feasible priorities and using data to inform and track SDH work, this champion also noted that where before there was resistance to screening for needs that the clinic lacked resources to solve, now care teams help however they can and refer if possible: “So we don't have to fix everything, but even just knowing about things sometimes is just that first step. Like just asking that question and being able to incorporate that into their care plan.”



3.2. Cognitive participation: workbooks

The physicality of the implementation support workbooks was an important (unanticipated) intervention component that facilitated cognitive participation. While originally intended as an organizing tool for clinic champion decision-making, the workbooks' materiality and step-by-step configuration created a structure around which staff from a variety of clinic roles and perspectives could discuss, dispute and ultimately coalesce around a shared vision and process. The workbooks thus provided a template for engaging and organizing their collective contributions (NPT cognitive participation sub-construct: enrolment).

In realist terms, the workbooks' materiality (M: resource) provided grounding for discussions of the social risk-related work and created a shared sense of purpose and direction (M: reasoning) among diverse actors. In turn, these actors engaged with the ideas and collaborative decision-making around goals and process (O1) that set the stage for implementation and potential sustainment of social risk screening (O2). Some of the clinics that used the workbooks as a collaborative tool had a pre-existing culture of cooperative decision-making and workflow development (C); for others the catalyst to use the workbooks to facilitate collective engagement was less clear. In contrast, clinics in which workbook completion was primarily the provenance of a single person fell mainly into two groups: (i) those whose champion had enough authority and investment in the idea of social risk screening to move the work forward on their own (C), and (ii) those in which social risk screening was not seen as enough of a priority to dedicate time from multiple staff (C).

Clinics that did use the workbooks to support a collaborative approach to goal setting and workflow development, approximately one quarter of the study sites, told us they found it valuable. One clinic champion, a social worker, noted: “I found it to be really helpful and interesting that we worked on it collaboratively to see each person on the team's perspective and talk out just really where we are at … Let's put it all on paper and look at it … it was helpful.” Another champion, a quality director, told us that she “really appreciated having those [workbooks] to guide those conversations and engage the group” and explained “we used this [workbooks] as a guide for discussion … Everybody looked at it in advance and then when we came together we filled it out as a group.”

The synchronous nature of such conversations appeared key to generating enthusiasm and cognitive participation. Some champions, unable to pull everyone together in real time, instead asked for separate feedback from multiple individuals. These champions noted that although it was useful to incorporate multiple perspectives into the plan, many felt the asynchronous process lacked the active engagement and back-and-forth interactions crucial to creating a shared sense of purpose and direction. As one champion, a social work supervisor, told us: “The missing part for me here again is … to be able to do this with the work group or group of people and have more conversation about it.” Another, a Community Health Worker (CHW) manager, said they had been working asynchronously but going forward wanted to “actively make sure that as a group we get together and go over the new tools, go over the workbook and really use everybody on our team to … really get a good idea as to what exactly we’re going to do.”

Clinics that did not use the workbooks to engage staff in designing goals and workflows sometimes spontaneously mentioned that doing so would have been beneficial, particularly at the beginning of the process. One champion, an EHR support analyst, observed: “I think the workbooks in the beginning probably would've been helpful had the whole team been assembled. So I guess the workbooks and what we're doing, why we're doing it, all of that. But make sure that whoever is going to be involved in it is there for that.” This emphasis on the need for collective participation in the “why we’re doing it” conversation(s) maps to comments made by many study participants, who consistently called out use of the workbook on identifying clinic goals as a key moment for collaboration. As one champion and CHW explained, “it forced us to get together and have a common goal for our project”.



3.3. Cognitive participation: proof of work

The SDH Summary—the clinic-specific summary of implementation decisions and plans—was used by some champions to offer proof to others (often clinic leadership) that work was indeed happening, and progress being made. As one champion and behavioral health director put it, it was a “tangible product” that “shows what we’ve been doing with these hours and not just … wasting time … that we’re really doing a meaningful thing”. In this way, the SDH Summary codified the cognitive participation that was happening in less visible forms.

In realist terms, the SDH Summary (M: resource) provided tangible evidence of progress and ongoing work that instilled confidence (M: reasoning) in clinic decision-makers that the process would result in meaningful change, thereby legitimatizing the work (O). Logic suggests that such an outcome would lead to continued support in the form of attention and dedicated time and/or resources (possible/future O). Champions that used the SDH Summary in this way tended to have leaders who were invested in increasing the number of social risk screenings and therefore paying attention to the work (C).

Clinics at which the champions shared the SDH Summary with leadership emphasized the importance of a tangible demonstration of progress—something that shows, as one champion and clinic manager put it, “we’re actually doing the work”. She further explained “all the work … was conversations at team meetings, one on one conversations with people, conversations at huddles … having something where I could … say look, this is what we’re doing … was really helpful!” Another champion and EHR specialist noted that “it was a great source of pride … to be able to … go hey look, no, no! This is what's happening. … And senior leadership is like oh awesome and they felt better that we were more forward than they thought we were. … And instead of it being a high priority and then dropped, no it's still a high priority, we are still working on it actively.”



3.4. Cognitive participation: relationships

The implementation support intervention set up three layers of relational interactions: between IST members, between the IST and clinic champions, and between the clinic champion(s) and clinic staff. Although the interactions were initially conceived primarily as a time for knowledge transfer, the tenor of these relationships had a profound impact on the clinic's engagement with the implementation support and continued drive toward change (NPT cognitive participation sub-construct: legitimation).

In realist terms, positive and respectful relationships that grew from the implementation support interactions (M: resource) fostered an environment in which clinic staff felt engaged and safe (M: reasoning#1) and therefore empowered and supported (M: reasoning#2) to be creative and experiment with workflows. This environment led to social risk screening workflows appropriately tailored to the specifics of the setting (O1) and therefore potentially more likely to be used and sustained (O2).


3.4.1. Between IST members

While the two core IST members, the EHR trainer and practice facilitator, were initially chosen for their complementary expertise and competencies, their personal rapport established an enjoyable tone during clinic check-ins that set the stage for mutual learning. The two clearly appreciated each other as individuals and brought that warmth to their interactions with each other and the clinics (as one said, they bonded as “two old women in this young tech field”). Their rapport was explicitly noted by multiple clinic champions; as one remarked “Might seem small, but … You guys go so well together. We were joking, it's like these two knew each other their whole lives and they were best friends” and later “you enjoy your work … So that's the overall best part of it, it isn't the mechanics but how you two present it if that makes sense.” As the IST composition was not finalized until the beginning of the third (of six) intervention periods, the nine clinics randomized to the first two intervention periods did not experience the same backdrop to their implementation support.



3.4.2. Between the IST and clinic champions

Clinic champions also called out the importance of the non-judgmental environment set by the IST, and the appreciation and respect showed for staff providing care in difficult circumstances, in creating a space in which they felt safe to ask questions and try and fail and try again. A champion and practice manager noted “one thing I really appreciated was the total non-judgmental bias … that you all stuck with me and my workflow and my process was SO appreciated … like you appreciated the work we were doing here too.”

Although the IST was unfailingly respectful, supportive and patient in all clinic interactions, there were variations in the tone of exchanges between clinics. In some instances the conversations felt warm, playful and interactive—one member of the IST observed about one clinic “I felt we built a relationship … day one everyone was best friends.” In others the tone was more business-like with a focus on pragmatic knowledge transfer and workflow guidance. Reasons for these differences varied—IST members had previous experience or relationships with certain clinics or individuals; some champions were constrained for time during the check-ins or clearly expected a tighter delivery of information; some seemed due to personality matches. In general, a sense of camaraderie between the IST and champions led to more brainstorming, co-construction and customization of screening workflows.



3.4.3. Between clinic champion(s) and clinic staff

The relationship between clinic champion(s) and the rest of the clinic's providers and staff also influenced the extent to which staff felt engaged and supported in the work. What worked at a given clinic depended on its culture and context, and multiple approaches were successful in motivating and empowering staff to experiment with varied approaches and workflows. In some cases, champions were leaders with the authority to allocate time and space for collaborative work and to make workflow decisions; in others, champions were ostensibly lower in the clinic hierarchy (e.g., CHW, front desk staff) but came to the role with long-term trusting relationships in place at the clinic. One site was unwilling to name champions because, as they explained, they preferred to work collaboratively. This clinic was notable for the extent to which a group of staff, from program managers to medical assistants, solicited and listened to the perspectives and experience of different staff roles when designing their screening workflows; this also allowed them to pivot and increase social risk screening in the face of COVID-19.

Although staff roles and implementation approaches varied, champions who successfully fostered widespread engagement with the work were all highly respected and trusted by fellow staff and able to carve out time for themselves and others to devote to the work. Champions who had less social capital at the clinic, either because they were newer to their role or the organization, because they had not yet earned the trust of their colleagues, or because clinic culture afforded less respect to those in non-leadership positions, struggled to persuade others of the importance of collective action toward systematic social risk screening.





4. Discussion

Following the realist approach, we identified multiple pathways through which components of the implementation support intervention facilitated the establishment of workflows for the systematic collection of social risk information. Individual clinic outcomes were contingent on mechanism interactions and specific contextual factors that facilitated or inhibited this work. Three overarching program theories explained the mechanisms underlying why and how the intervention impacted the collection of social risk data. In brief: (1) Individual and collective views on the role of standardized social risk screening in “good” (relationship-based, patient-centered) care influenced receptivity to the intervention and uptake and sustainment of social risk screening. Those who saw value in standardization were motivated to engage with the support provided whereas those who saw standardization as a threat to human connection and rapport were likely to rebuff the implementation support. (2) The physicality of intervention materials (i.e., workbooks, summaries) anchored collaborative clinic discussions and acted as legitimizing “proof of work” for clinic champions. (3) Relationships between IST members, the IST and clinic champions, and clinic champions and staff were key drivers of uptake. Strong, respectful relationships empowered clinic staff to experiment with workflows that could work in their settings.

Despite robust program theories grounded in the qualitative data showing effective pathways toward change in specific contexts, the clinic-specific raw screening rates did not always demonstrate the expected uptake patterns. We argue that a lack of congruence between the study's and the clinics' definition of success accounts for this discrepancy, as described below.

First: While the trial's primary outcome measure was the rate of documented social risk screening, clinic staff cared most about meaningful engagement with and meeting the needs of individual patients. Screening rates are an imprecise indicator of these values, and structured social risk screening was seen as meaningful—and therefore worthwhile and warranting documentation—only if it was perceived to further person-centered care. We found, and prior research has demonstrated (42, 43), that EHR-based documentation of structured social risk domains can be perceived as a frustrating impediment to providing good care. As the program theories show, the support provided through the intervention did foster action in some clinics in some circumstances, but the value ascribed by the clinics to this work may have been less about screening per se and more about strengthening collective attention to contextualized, person-centered care. Simply put, some clinics viewed the support as successful in helping them improve contextualized care apart from formal screening. A story from one of the teams illustrates this point; though they clearly ascribed this outcome to their participation in the trial, it had little, if anything, to do with EHR-documented social risk screening.


CHW: And we had a success story yesterday…




IST: … we'd love to hear.




CHW: So [provider] sent me a quick email about one of our patients … she said that he needed alcohol wipes, because he couldn't find any alcohol in the store for his diabetic stuff. So I called around to a couple different local resources and I was able to get alcohol wipes. But I couldn't get a hold of him so I came into the clinic and [MA] and I were able to talk. And I ended up just going to his house and dropping them off. We talked about all sorts of things and he was happy to put a face to my messages. And we're going to work together next week for SSI application and diabetic education with [provider]. I really enjoyed it because it was [provider], [MA] and I all working together to make sure the client successfully got what he needed.




IST: That is beautiful. Thank you for sharing that [CHW]. Congratulations. I bet that felt good.




[CHW]: It did feel good.




Program manager: It makes me want to cry! He's been a patient of ours for a long time and has so many challenges. It's just so nice to hear that little steps. You guys have really taken this and embraced it. You've taken an idea and process and really made it come to life.



Second: Community-based health centers have sought to provide contextualized care since their inception; care informed by the particular challenges endemic to poverty is the core of what they do. Even when social risk screening is seen as a meaningful step toward contextualized person-centered care, and the implementation support is perceived as helpful in moving the clinic toward that goal, pragmatic constraints including staff churn, competing demands, limited time and lack of community resources to address patients' needs inhibit action. Third: Although many clinics began, as recommended in the intervention, with screening workflows addressing specific patient populations (e.g., new patients, patients with diabetes), for feasibility reasons the statistical analyses included all patients age 18 years and older. In some cases demonstrable progress may have been made in social risk screening rates for the specific patient groups, but these increases may have been obscured when lumped in with the larger patient pool.

NPT helped reconcile the realist program theories and trial outcome, and elucidated why the statistically significant increase in social risk screening rates during the intervention period was not sustained post-intervention. Although as demonstrated in the program theories many of the implementation support strategies were effective in many situations, the intervention as implemented fell more toward planning workflows than operationalizing and appraising them. In NPT terms, the implementation support addressed Coherence and Cognitive Participation, but did not move clinics to Collective Action and Reflexive Monitoring, and all four must be in place for a practice to become fully embedded (normalized, sustained) in a given setting. Thus it is possible that the strategies were appropriate but needed more time to take hold, i.e., the support intervention may have led to a sustained increase in social risk screening rates if the IST had more time to move clinics from planning to action. Six months is a relatively short period to expect change in a busy health center with multiple priority projects.

A second possibility is that the strategies chosen for the support intervention, especially those shown to be effective in the realist evaluation, emphasized preparation; alternate or additional support strategies might have been necessary to create long-term change. Or it may be the relationships built through the interactions fostered by the intervention, more than the individual strategies themselves, that made a difference (44). In this view the relationships between the clinics and the IST created excitement, momentum and accountability that led to an increase in screening rates, but when those supportive relationships ended new workflows were not yet fully integrated into care and were therefore not sustained in the face of pragmatic barriers to practice change (e.g., shifting priorities, staff turnover and burnout, lack of time).

Our understanding of these potential explanations is complicated by COVID-19, which forced a rapid, massive restructuring of care processes and priorities. Most of the participating clinics were on the front lines of testing and caring for patients with COVID-19; many quickly implemented telehealth and operated with a reduced workforce as providers and staff quarantined. While the forces at play in the realist program theories transcend COVID-19, it is undeniable that the pandemic exacerbated existing clinic challenges (e.g., staff churn) and rapidly transformed care priorities and delivery. Clinic staff consistently noted the impact of COVID-19 on their ability to implement systematic social risk screening—usually as a barrier to following through on planned screening workflow changes, but sometimes as the impetus for prioritizing this work in the face of so much obvious need.

In this study, realist evaluation and NPT brought complementary perspectives and were useful at different stages of the analysis process. We led with a realist-informed approach. Its ontological depth and related insistence on the importance of (and tools to help uncover) the underlying, often invisible mechanisms in explaining the movement (or not) toward change pushed us past surface explanations for our findings. Realist evaluation gave us a heuristic—the CMO configuration—to query, understand and explain variability and supported a focus on potential and possibility rather than on reductive measures of success / lack of success. NPT, on the other hand, emphasizes the empirical. As a middle range theory “strongly oriented to practice” (45) it asks: what is the work that people (collectively) need to do to enact new practice? Applying NPT to our existing program theories moved us toward a more broadly applicable explanation of why social risk screening rate increases did not sustain despite indications that the implementation support intervention was taking hold in some clinics—which increased the relevance and transferability to other interventions and settings. Leading with a realist-informed approach kept our insights sharp and grounded firmly in the data; applying NPT concepts in the initial phases of analysis would have felt overly prescriptive and restricted retroductive thinking. Layering in NPT was, however, critical in bringing the various threads into a cohesive, explanatory whole.

There are some important limitations to this analysis. Because our data sources were primarily observational we did not have consistent data on all topics of interest across clinics. The observational approach did ensure data were salient from the perspective of health clinics yet also meant that we did not always know how each clinic used or perceived each of the implementation support strategies (what triggered use of the workbooks as a collaborative tool, for instance, or how they did/did not share the SDH Summary with clinic leadership). We were also unable to request participant feedback on our emerging understandings, and thus missed an opportunity to refine and sharpen our program theories. The IST worked only with clinic staff, so the patient perspective is missing from the data and program theories. Participating clinics began the study with varied amounts of experience in social risk screening, from none to robust screening workflows, and this may have influenced receptivity to the implementation support provided. Finally, as noted above, it was difficult to appropriately account for the effects of COVID-19 on people's lives, values and work experiences.

Embedding new practices into existing routines requires shifts in mindsets as well as workflow. These findings emphasize the importance of framing, supporting and using social risk screening as a way to advance collective values of whole-person patient-centered care. Social risk screening is more likely to become normalized if clinic leadership clearly communicate their belief in its potential to build trust and rapport, enhance therapeutic alliances, improve patient-care team relationships and inform an individual's care, all of which result in better patient outcomes (46–61). To be effective, care teams must then be supported in putting these shared values into practice through dedicated time for collaboration and experimentation, for example, or staff training in difficult conversations. The details may vary—some clinics may choose to use the act of collecting the information to foster engagement, while others may choose to screen asynchronously (e.g., through patient portals or paper screens completed in the waiting room) and use the information to jumpstart deeper conversation—but placing relationship-building at the center of efforts to increase and sustain social risk screening may be key to long-lasting success. Similarly, these results highlight the importance of implementation strategies that draw on and support trusting relationships as mechanisms of change. This may be particularly important in social determinants of health work, which requires commitment and humility from health care providers and vulnerability on the part of patients.



Data availability statement

The datasets presented in this article are not readily available because of regulatory requirements for participant privacy and confidentiality. Requests to access the datasets should be directed to buncea@ochin.org.



Ethics statement

The study involving humans was approved by the Kaiser Permanente Northwest Institutional Review Board. The study was conducted in accordance with the local legislation and institutional requirements. The Ethics Committee/institutional review board waived the requirement of written informed consent for participation from the participants or the participants' legal guardians/next of kin because the study focus was standard clinical care and quality improvement in the clinic setting, and human subjects data consisted of the documented content of interactions between clinic and study staff regarding workflow implementation. No personal information was collected from clinic staff, nor any data from or about patients. A waiver of informed consent would therefore not adversely affect study participants.



Author contributions

AB: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Writing – original draft, Writing – review & editing. SM: Conceptualization, Data curation, Formal analysis, Methodology, Writing – original draft, Writing – review & editing. JK: Formal analysis, Methodology, Writing – review & editing. MK: Project administration, Writing – review & editing. MB: Writing – review & editing. RG: Funding acquisition, Supervision, Writing – review & editing.



Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article.

This work was supported by a grant from the National Institutes of Diabetes and Digestive and Kidney Diseases (NIDDK)—1R18DK114701-01. NIDDK had no role in study design, data collection, analysis, interpretation or dissemination.



Acknowledgments

This work was conducted with the Accelerating Data Value Across a National Community Health Center Network (ADVANCE) Clinical Research Network (CRN). ADVANCE is led by OCHIN in partnership with Health Choice Network, Fenway Health, and Oregon Health & Science University. ADVANCE is funded through the Patient-Centered Outcomes Research Institute (PCORI), contract number RI-OCHIN-01-MC. The authors deeply appreciate the contributions of the OCHIN member clinics who took part in the study. We would also like to thank Julianne Bava, Erika Cottrell, Mary Middendorf, Miguel Marino, Megan Hoopes, Jenna Donovan, Katie Dambrun, Nadia Yosuf and Christina Sheppler for their support of this evaluation, Inga Gruß for her partnership in the initial years of the study, and Summer Rivera for her administrative support of this manuscript.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/frhs.2023.1282292/full#supplementary-material



References

1. Beauchamp DE. Public health as social justice. Inquiry. (1976) 13(1):3–14. PMID: 130348130348

2. Krieger N, Birn AE. A vision of social justice as the foundation of public health: commemorating 150 years of the spirit of 1848. Am J Public Health. (1998) 88(11):1603–6. doi: 10.2105/ajph.88.11.1603

3. Lawn JE, Rohde J, Rifkin S, Were M, Paul VK, Chopra M. Alma-Ata 30 years on: revolutionary, relevant, and time to revitalise. Lancet. (2008) 372(9642):917–27. doi: 10.1016/s0140-6736(08)61402-6

4. Walker RJ, Smalls BL, Campbell JA, Strom Williams JL, Egede LE. Impact of social determinants of health on outcomes for type 2 diabetes: a systematic review. Endocrine. (2014) 47(1):29–48. doi: 10.1007/s12020-014-0195-0

5. Knighton AJ, Stephenson B, Savitz LA. Measuring the effect of social determinants on patient outcomes: a systematic literature review. J Health Care Poor Underserved. (2018) 29(1):81–106. doi: 10.1353/hpu.2018.0009

6. Jilani MH, Javed Z, Yahya T, Valero-Elizondo J, Khan SU, Kash B, et al. Social determinants of health and cardiovascular disease: current state and future directions towards healthcare equity. Curr Atheroscler Rep. (2021) 23(9):55. doi: 10.1007/s11883-021-00949-w

7. Fiscella K, Sanders MR. Racial and ethnic disparities in the quality of health care. Annu Rev Public Health. (2016) 37:375–94. doi: 10.1146/annurev-publhealth-032315-021439

8. Marmot M, Friel S, Bell R, Houweling TA, Taylor S. Closing the gap in a generation: health equity through action on the social determinants of health. Lancet. (2008) 372(9650):1661–9. doi: 10.1016/S0140-6736(08)61690-6

9. Williams DR, Lawrence JA, Davis BA, Vu C. Understanding how discrimination can affect health. Health Serv Res. (2019) 54 Suppl 2(Suppl 2):1374–88. doi: 10.1111/1475-6773.13222

10. Jones NL, Breen N, Das R, Farhat T, Palmer R. Cross-cutting themes to advance the science of minority health and health disparities. Am J Public Health. (2019) 109(S1):S21–S4. doi: 10.2105/ajph.2019.304950

11. Alderwick H, Gottlieb LM. Meanings and misunderstandings: a social determinants of health lexicon for US health care system. Milbank Mem Fund Q. (2019) 97(2):407–19. doi: 10.1111/1468-0009.12390

12. Alley DE, Asomugha CN, Conway PH, Sanghavi DM. Accountable health communities–addressing social needs through medicare and medicaid. N Engl J Med. (2016) 374(1):8–11. doi: 10.1056/NEJMp1512532

13. Baer TE, Scherer EA, Fleegler EW, Hassan A. Food insecurity and the burden of health-related social problems in an urban youth population. J Adolesc Health. (2015) 57(6):601–7. doi: 10.1016/j.jadohealth.2015.08.013

14. Kushel MB, Vittinghoff E, Haas JS. Factors associated with the health care utilization of homeless persons. JAMA. (2001) 285(2):200–6. doi: 10.1001/jama.285.2.200

15. Weir RC, Proser M, Jester M, Li V, Hood-Ronick CM, Gurewich D. Collecting social determinants of health data in the clinical setting: findings from national PRAPARE implementation. J Health Care Poor Underserved. (2020) 31(2):1018–35. doi: 10.1353/hpu.2020.0075

16. Gusoff G, Fichtenberg C, Gottlieb LM. Professional medical association policy statements on social health assessments and interventions. Perm J. (2018) 22:18–092. doi: 10.7812/TPP/18-092

17. Gitterman B, Flanagan P, Cotton W, Dilley K, Duffe J, Green A, et al. Poverty and child health in the United States. Pediatrics. (2016) 137:4. doi: 10.1542/peds.2016-0339

18. Cole MB, Nguyen KH, Byhoff E, Murray GF. Screening for social risk at federally qualified health centers: a national study. Am J Prev Med. (2022) 62(5):670–8. doi: 10.1016/j.amepre.2021.11.008

19. Cottrell EK, Dambrun K, Cowburn S, Mossman N, Bunce AE, Marino M, et al. Variation in electronic health record documentation of social determinants of health across a national network of community health centers. Am J Prev Med. (2019) 57(6 Suppl 1):S65–73. doi: 10.1016/j.amepre.2019.07.014

20. Nguyen CJ, Gold R, Mohammed A, Krancari M, Hoopes M, Morrissey S, et al. Food insecurity screening in primary care: patterns during the COVID-19 pandemic by encounter modality. Am J Prev Med. (2023) S0749-3797(23):00151–4. doi: 10.1016/j.amepre.2023.03.014

21. Gold R, Bunce A, Cottrell E, Marino M, Middendorf M, Cowburn S, et al. Study protocol: a pragmatic, stepped-wedge trial of tailored support for implementing social determinants of health documentation/action in community health centers, with realist evaluation. Implement Sci. (2019) 14(1):9. doi: 10.1186/s13012-019-0855-9

22. Gold R, Kaufmann J, Cottrell EK, Bunce A, Sheppler CR, Hoopes M, et al. Implementation support for a social risk screening and referral process in community health centers: stepped-wedge trial results. NEJM Catal Innov Care Deliv. (2023) 4:4. doi: 10.1056/cat.23.0034

23. Bunce A, Middendorf M, Hoopes M, Donovan J, Gold R. Designing and implementing an electronic health record-embedded card study in primary care: methods and considerations. Ann Fam Med. (2022) 20(4):348–52. doi: 10.1370/afm.2818

24. Bunce A, Donovan J, Hoopes M, Gottlieb LM, Krancari M, Gold R. Patient-reported social risks and clinician decision making: results of a clinician survey in primary care community health centers. Ann Fam Med. (2023) 21(2):143–50. doi: 10.1370/afm.2953

25. Pawson RT N. Realistic evaluation. London: SAGE Publications (1997).

26. Wong G, Westhorp G, Manzano A, Greenhalgh J, Jagosh J, Greenhalgh T. RAMESES II reporting standards for realist evaluations. BMC Med. (2016) 14(1):96. doi: 10.1186/s12916-016-0643-1

27. Wiltshire G, Ronkainen N. A realist approach to thematic analysis: making sense of qualitative data through experiential, inferential and dispositional themes. J Crit Realism. (2021) 20(2):159–80. doi: 10.1080/14767430.2021.1894909

28. Hoddy ET. Critical realism in empirical research: employing techniques from grounded theory methodology. Int J Soc Res Methodol. (2019) 22(1):111–24. doi: 10.1080/13645579.2018.1503400

29. Saunders M, Lewis P, Thornhill A. Understanding research philosophies and approaches. Research Methods for Business Students. (2009) 4:106–35.

30. Bhaskar R. A realist theory of science. London UK: Routledge (1975).

31. Punton M, Isabel V, Leavy J, Michaelis C, Boydell E. Reality bites: making realist evaluation useful in the real world, CDI practice paper 22 brighton: IDS 2020. (2020). Available at: https://opendocs.ids.ac.uk/opendocs/handle/20.500.12413/15147 (Accessed August 18, 2023).

32. Dalkin SM, Greenhalgh J, Jones D, Cunningham B, Lhussier M. What’s in a mechanism? Development of a key concept in realist evaluation. Implement Sci. (2015) 10(16):49. doi: 10.1186/s13012-015-0237-x

33. Mukumbang FC, Kabongo EM, Eastwood JG. Examining the application of retroductive theorizing in realist-informed studies. Int J Qual Methods. (2021) 20:16094069211053516. doi: 10.1177/16094069211053516

34. Westhorp G. Realist impact evaluation: An introduction: London: Overseas Development Institute. 1-12. (2014). Available at: https://cdn.odi.org/media/documents/9138.pdf (Accessed July 29, 2021).

35. May C, Finch T. Implementing, embedding, and integrating practices: an outline of normalization process theory. Sociology. (2009) 43(3):535–54. doi: 10.1177/0038038509103208

36. May CR, Mair F, Finch T, MacFarlane A, Dowrick C, Treweek S, et al. Development of a theory of implementation and integration: normalization process theory. Implement Sci. (2009) 4:29. doi: 10.1186/1748-5908-4-29

37. May CR, Albers B, Bracher M, Finch TL, Gilbert A, Girling M, et al. Translational framework for implementation evaluation and research: a normalisation process theory coding manual for qualitative research and instrument development. Implement Sci. (2022) 17(1):19. doi: 10.1186/s13012-022-01191-x

38. Holtrop JS, Potworowski G, Fitzpatrick L, Kowalk A, Green LA. Effect of care management program structure on implementation: a normalization process theory analysis. BMC Health Serv Res. (2016) 16(a):386. doi: 10.1186/s12913-016-1613-1

39. Lloyd A, Joseph-Williams N, Edwards A, Rix A, Elwyn G. Patchy ‘coherence': using normalization process theory to evaluate a multi-faceted shared decision making implementation program (MAGIC). Implement Sci. (2013) 8:102. doi: 10.1186/1748-5908-8-102

40. Dalkin SM, Hardwick RJL, Haighton CA, Finch TL. Combining realist approaches and normalization process theory to understand implementation: a systematic review. Implementation Science Communications. (2021) 2(1):68. doi: 10.1186/s43058-021-00172-3

41. SIREN Social Interventions Research & Evaluation Network. Guide to implementing social risk screening and referral-making. (2022). Available at: https://sirenetwork.ucsf.edu/guide-implementing-social-risk-screening-and-referral-making (Accessed November 14, 2022).

42. Vale MD, Perkins DW. Discuss and remember: clinician strategies for integrating social determinants of health in patient records and care. Soc Sci Med. (2022) 315:115548. doi: 10.1016/j.socscimed.2022.115548

43. Ackerman S, Wing H, Aceves B, Pisciotta M, Hessler D, Gottlieb L. “We were trying to do quality versus quantity”: challenges and opportunities at the intersection of standardized and personalized social care in community health centers. SSM-Qualitative Research in Health. (2023) 3:100267. doi: 10.1016/j.ssmqr.2023.100267

44. Metz A, Jensen T, Farley A, Boaz A, Bartley L, Villodas M. Building trusting relationships to support implementation: a proposed theoretical model. Front Health Serv. (2022) 2:894599. doi: 10.3389/frhs.2022.894599

45. May C. Normalization process theory (NPT) and NPT coding manual for use in implementation, evaluation research, and qualitative work. Health services research and development cyberseminars; April 6, 2023; (VA) (2023).

46. Hoffstädt H, Stouthard J, Meijers MC, Westendorp J, Henselmans I, Spreeuwenberg P, et al. Patients’ and clinicians’ perceptions of clinician-expressed empathy in advanced cancer consultations and associations with patient outcomes. Palliat Med Rep. (2020) 1(1):76–83. doi: 10.1089/pmr.2020.0052

47. Horvath AO, Symonds BD. Relation between working alliance and outcome in psychotherapy: a meta-analysis. J Couns Psychol. (1991) 38(2):139. doi: 10.1037/0022-0167.38.2.139

48. Martin DJ, Garske JP, Davis MK. Relation of the therapeutic alliance with outcome and other variables: a meta-analytic review. J Consult Clin Psychol. (2000) 68(3):438–50. doi: 10.1037/0022-006X.68.3.438

49. Ferreira PH, Ferreira ML, Maher CG, Refshauge KM, Latimer J, Adams RD. The therapeutic alliance between clinicians and patients predicts outcome in chronic low back pain. Phys Ther. (2013) 93(4):470–8. doi: 10.2522/ptj.20120137

50. Kinney M, Seider J, Beaty AF, Coughlin K, Dyal M, Clewley D. The impact of therapeutic alliance in physical therapy for chronic musculoskeletal pain: a systematic review of the literature. Physiother Theory Pract. (2020) 36(8):886–98. doi: 10.1080/09593985.2018.1516015

51. Stewart MA. Effective physician-patient communication and health outcomes: a review. CMAJ. (1995) 152(9):1423–33. PMID: 77286917728691

52. Hojat M, Louis DZ, Markham FW, Wender R, Rabinowitz C, Gonnella JS. Physicians’ empathy and clinical outcomes for diabetic patients. Acad Med. (2011) 86(3):359–64. doi: 10.1097/ACM.0b013e3182086fe1

53. Lafata JE, Morris HL, Dobie E, Heisler M, Werner RM, Dumenci L. Patient-reported use of collaborative goal setting and glycemic control among patients with diabetes. Patient Educ Couns. (2013) 92(1):94–9. doi: 10.1016/j.pec.2013.01.016

54. Slatore CG, Cecere LM, Reinke LF, Ganzini L, Udris EM, Moss BR, et al. Patient-clinician communication: associations with important health outcomes among veterans with COPD. Chest. (2010) 138(3):628–34. doi: 10.1378/chest.09-2328

55. Chang TJ, Bridges JFP, Bynum M, Jackson JW, Joseph JJ, Fischer MA, et al. Association between patient-clinician relationships and adherence to antihypertensive medications among black adults: an observational study design. J Am Heart Assoc. (2021) 10(14):e019943. doi: 10.1161/jaha.120.019943

56. Flickinger TE, Saha S, Roter D, Korthuis PT, Sharp V, Cohn J, et al. Clinician empathy is associated with differences in patient-clinician communication behaviors and higher medication self-efficacy in HIV care. Patient Educ Couns. (2016) 99(2):220–6. doi: 10.1016/j.pec.2015.09.001

57. Kerse N, Buetow S, Mainous 3rd AG, Young G, Coster G, Arroll B. Physician-patient relationship and medication compliance: a primary care investigation. Ann Fam Med. (2004) 2(5):455–61. doi: 10.1370/afm.139

58. Molassiotis A, Morris K, Trueman I. The importance of the patient-clinician relationship in adherence to antiretroviral medication. Int J Nurs Pract. (2007) 13(6):370–6. doi: 10.1111/j.1440-172X.2007.00652.x

59. Fan VS, Burman M, McDonell MB, Fihn SD. Continuity of care and other determinants of patient satisfaction with primary care. J Gen Intern Med. (2005) 20(3):226–33. doi: 10.1111/j.1525-1497.2005.40135.x

60. Huynh HP, Dicke-Bohmann A. Humble doctors, healthy patients? Exploring the relationships between clinician humility and patient satisfaction, trust, and health status. Patient Educ Couns. (2020) 103(1):173–9. doi: 10.1016/j.pec.2019.07.022

61. Kim SC, Kim S, Boren D. The quality of therapeutic alliance between patient and provider predicts general satisfaction. Mil Med. (2008) 173(1):85–90. doi: 10.7205/milmed.173.1.85



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Finding meaning: a realist-informed perspective on social risk screening and relationships as mechanisms of change

		1. Introduction



		2. Materials and methods



		2.1. Intervention



		2.2. Data sources



		2.3. Theoretical framing



		2.3.1. Realist evaluation



		2.3.2. Normalization process theory











		2.4. Analysis











		3. Results



		3.1. Coherence: care paradigms



		3.2. Cognitive participation: workbooks



		3.3. Cognitive participation: proof of work



		3.4. Cognitive participation: relationships



		3.4.1. Between IST members



		3.4.2. Between the IST and clinic champions



		3.4.3. Between clinic champion(s) and clinic staff



















		4. Discussion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher's note



		Supplementary material



		References



















OPS/images/cover.jpg
, frontiers ‘ Frontiers Health Services

Finding meaning: a realistinformed
perspective on social risk screening and
relationships as mechanisms of change





OPS/images/frhs20231282292-b002.jpg
Coherence, or sense-making: Do people individually and
collectively agree about the purpose of the intervention,
their role in it, and the value of it?

Cognitive Participation, or relational work: Do people work
together to create networks of participation and communities
of practice around the intervention?

Collective Action, or enacting: Do people collectively
perform the implementation tasks required, and have
adequate support?

Reflexive Monitoring, or appraisal: Do people work together
to appraise the intervention and its effects, and reconfigure
intervention components or workflow in response?

(37, 38).







OPS/images/frhs20231282292-b001.jpg
CONTEXT (C): broad conditions into which an intervention
is introduced

MECHANISM (M): resources & reasonings that interact
with each other and context to achieve changes

OUTCOME (0): Intended & unintended changes resulting
from the intervention









OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Health Services





