
From the 1Undergraduate Education in Public Health, School o
Sciences, School of Public Health, University of Michigan, An
School of Public Health, University of Michigan, Ann Arbor, M
Health, Baltimore, Maryland; 6Department of Health Policy an
7Center for Innovation in Long Term Services and Supports, V
cine, Alpert Medical School of Brown University, Providence, R
of Public Health, Providence, Rhode Island; 10Department of H
Arbor, Michigan; and 11Department of Nutrition, Harvard T.H

Address correspondence to: Cindy W. Leung, ScD, Departm
Building 2, Room 321, Boston MA 02115. E-mail: cindyleung@p

2773-0654/$36.00
https://doi.org/10.1016/j.focus.2025.100320

© 2025 The Author(s). Published by Elsevier Inc.
This is an open access article under the CC BY-NC-ND
RESEARCH ARTICLE
f Public Health, University of Mic
n Arbor, Michigan; 3Food Gather
ichigan; 5Department of Internat
d Management, Johns Hopkins B
A Providence Healthcare System,
hode Island; 9Department of Heal
ealth Behavior and Health Educati
. Chan School of Public Health, Bo
ent of Nutrition, Harvard T.H.
ost.harvard.edu.

license (http://creativecommon
Understanding the Reasons Why Patients With Food
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Introduction: Despite the recent expansions of clinical screening for food insecurity, research
shows large discrepancies between the number of patients who report food insecurity and those
who request assistance. In this qualitative study of patients with food insecurity who declined social
assistance, the authors aimed to understand the patients’ reasons for not seeking food-related assis-
tance and explore their perspectives on addressing food insecurity with their healthcare provider.

Methods: At a large academic medical center in southeast Michigan, the authors conducted semi-
structured, in-depth interviews with 31 English-speaking adult primary care patients who had
screened positive for food insecurity at a previous clinic encounter and subsequently declined assis-
tance from a trained social worker. The interview guide explored patients’ reasons for declining
social assistance, perspectives on clinical screening for food insecurity and other social risk factors,
and the extent to which they discussed their needs with their provider. Interviews were recorded,
transcribed, and analyzed using the constant comparative method to reveal emergent themes.

Results: The mean age of the participants was 48.2 years, and 71% were women. The most promi-
nent reasons for patients with food insecurity not seeking social assistance were the belief that the
potential resources would be redundant or not helpful and previous negative experiences with
receiving food assistance. Several patients also did not remember or know that they had declined
assistance. Most patients believed that healthcare providers should be knowledgeable about patients’
food insecurity status to better inform care delivery. However, patients expressed discomfort, fear,
or embarrassment in revealing this information and emphasized the importance of providers foster-
ing a supportive and empathetic healthcare environment.
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Conclusions: Strategies to connect patients with food assistance must target multiple levels,
including improving assistance methods, increasing provider knowledge, and prioritizing patient
comfort.
AJPM Focus 2025;4(2):100320. © 2025 The Author(s). Published by Elsevier Inc. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
INTRODUCTION

Food insecurity is an important social risk factor that
affects 1 in 8 U.S. families.1 Food insecurity is associated
with numerous adverse health outcomes2,3; however, the
experience of food insecurity may not always be obvious.
For this reason, many healthcare systems have adopted
efforts recommended by medical, public health, and
antihunger organizations to universally screen for and
address food insecurity within their patient popula-
tions.4−7 Previous studies have shown that screening for
social risk factors, such as food insecurity, is highly
acceptable and perceived as important by both patients
and providers.8−11 For example, a recent qualitative
study in San Francisco found that adult primary care
patients appreciated the health-related social needs
screening tool as an opportunity to connect patients to
local resources.12 In another study conducted in South-
ern California, 85% of patients agreed that their health
system should ask about social needs, and 88% believed
that their health system should address social needs.13

Although many prior studies have focused broadly on
multiple social risk factors, including housing instability,
transportation barriers, and lack of social support, fewer
studies have focused on food insecurity as the primary
social risk factor.14

Despite the substantial expansion of screening for
food insecurity in clinical practice settings, current
research shows large discrepancies between the number
of patients who report social risk factors (such as food
insecurity) at screening, the number who show interest
in receiving social assistance, and an even smaller num-
ber who eventually engage with community assistance
efforts.15−19 Several of these studies have been con-
ducted among parents or caregivers of pediatric
patients.20−23 For example, in one pediatrics study, 21%
of caregivers reported food insecurity, of whom 75%
expressed interest in food referrals, but only 14% con-
nected with food assistance.19 The number of patients
lost at each step raises concerns, particularly when con-
sidering that effective interventions to address unmet
social needs can lead to measurable improvements in
health and well-being.24,25 Qualitative exploration of
why patients decline social assistance has yielded various
results ranging from the perception that their needs
were not as severe as the needs of others,26 to beliefs that
their social needs could not be alleviated through
the healthcare system,21 and to concern that the
provider−patient relationship will be harmed.27

Although research continues to fill this gap, several pre-
vious studies have focused on populations with special
needs, including families of pediatric patients28,29 and
patients with chronic diseases,30−32 or have been broadly
inclusive of all unmet social needs.19,33−35

Food insecurity is an important social risk factor that
can be directly targeted by a vast network of community
efforts (e.g., charitable food programs), nutrition assis-
tance programs, and economic policies. Common clini-
cal approaches to addressing food insecurity include
providing referrals to patients to local food pantries,
application assistance for the Supplemental Nutrition
Assistance Program (SNAP), vouchers that can be used
for meals or groceries, medically tailored meals or gro-
ceries, organizing prescription programs, and even
establishing on-site food pantries.7,36 Furthermore,
efforts to identify and target food insecurity in clinical
settings was a main focus at the 2022 White House Con-
ference on Hunger, Nutrition, and Health37 and has
inspired the growing Food is Medicine movement.38

Additional research as to why patients with food insecu-
rity decline social assistance in clinical settings is of great
interest to healthcare providers and public health practi-
tioners to improve patient outcomes and reduce com-
munity food insecurity.
In August 2017, Michigan Medicine implemented

routine screening for food insecurity and other social
risk factors. At new patient visits or annually at health
maintenance examinations, all primary care patients
complete a standardized questionnaire that assesses
food insecurity and other social risk factors as well as
their interest in social assistance.39,40 Authors’ prior
study demonstrated that only 1 in 5 patients with food
insecurity expressed interest in social assistance.41

Through semistructured interviews with patients with
food insecurity, the goals of this study were to (1)
qualitatively understand reasons for not seeking food-
related assistance and (2) explore their perspectives on
addressing food insecurity with their healthcare
provider.

Assistance Program (SNAP), vouchers that will be used

Food insecurity is an trivial social risk factor that
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METHODS

Study Population
Study participants were recruited from the primary care
patient population at Michigan Medicine, a tertiary care
academic medical center and one of the largest health-
care systems in Michigan. Potential participants were
identified through their electronic health records by the
Michigan Medicine Data Office for Clinical & Transla-
tional Research (DOCTR) on the basis of the following
inclusion criteria: (1) aged ≥20 years, (2) English speak-
ing, (3) completed social risk factor screening at a pri-
mary care clinic encounter between January 2021 and
December 2022, (4) documented a positive screen for
food insecurity using the Hunger Vital Sign,40 and (5)
declined interest in social assistance from a trained social
worker. Declining interest in social assistance was
defined as a response of no to the question, Do you want
to get connected with resources for any of the above
responses? embedded at the end of the standardized
social risk factor questionnaire. The study objective was
described to participants as “to better understand food-
related needs among Michigan Medicine patients.” Eligi-
ble participants were sent a recruitment flier by the
DOCTR and invited to contact the study coordinator if
interested. Those who expressed interest were then con-
tacted by the study coordinator with an online preinter-
view survey and the online written informed consent
form. Once completed, the project coordinator sched-
uled the participant for an online (Zoom) or phone
interview. The recruitment protocol was designed with
staff from the Michigan Medicine DOCTR to adhere to
institutional privacy regulations. The study’s methodol-
ogy was approved by the University of Michigan Medical
School IRB.

Measures
The preinterview survey assessed the participants’ socio-
demographic characteristics and food security status
using the 6-Item Short Form Food Security Survey Mod-
ule.42 Affirmative responses were summed, and the fol-
lowing categories were created according to U.S.
Department of Agriculture guidelines: high or marginal
food security (Scores 0−1), no or few reported indica-
tions of problems with food access; low food security
(Scores 2−4), some disruptions to eating patterns,
reduced diet quality; and very low food security (Scores
5−6), many disruptions to eating patterns, reduced diet
quality and intake. An open-ended interview question
guide was developed by the project team, adapted on the
basis of previous literature.20,43−46 The final interview
guide consisted of 11 questions that explored partici-
pants’ current experiences with food insecurity,
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perspectives on social risk factor screening for their
recent healthcare encounter, and reasons for declining
social assistance at Michigan Medicine (Appendix Table
1, available online).
In total, 54 individuals initially reached out with

interest, 23 individuals did not return contact or
declined to participate, and 31 individuals completed
the study. Participant recruitment was stopped when
data saturation was reached, that is, when the content
from new interviews began to sound repetitive, and the
emergent themes overlapped with those raised in prior
interviews.47 All interviews were conducted between
May and August of 2023 by 2 research assistants
(undergraduate students studying public health) who
completed training in qualitative research methods. The
interviews lasted, on average, 20−25 minutes. Upon
interview completion, participants were compensated
for their time with a $30 gift card to a grocery store of
their choosing.
Statistical Analysis
Interviews were professionally transcribed verbatim
from audio recordings and checked for accuracy by the
study team. Transcriptions of the interviews were ana-
lyzed for thematic content using the constant compara-
tive method.48 Two researchers (AC and AY) reviewed
the transcripts line by line to generate codes from the
data. The senior author (CWL) compiled and reviewed
all codes, refined the wording (if necessary), and orga-
nized the codes by domains of the interview guide.
Researchers agreed upon the final codebook before inde-
pendently reviewing each transcript again and applying
the relevant codes to the text. Researchers met regularly
to resolve discrepancies and achieve consensus. After all
transcripts were systematically coded, the researchers
used the codes to identify emergent themes and repre-
sentative quotes from the data, in accordance with the
goals of the study. The iterative nature of the analysis,
peer debriefing process, examination of researcher posi-
tionality, and consultation with the entire project team
(clinicians, academic researchers, and local antihunger
advocates) on the emergent themes were used to help
ensure rigor and trustworthiness of this study. Analyses
were conducted in 2023−2024.
RESULTS

Among the 31 participants, the mean (SD) age was 48.3
(2.3) years, 71% were female, and 52% identified as non-
Hispanic White (Table 1). The majority of participants
(74.2%) were not married or partnered, and 77.4% did
not have any children in their home. At the time of the



Table 1. Participant Characteristics

Characteristic Mean SD

Age, year 48.3 2.3

Sex, n (%)

Male 9 29.0

Female 22 71.0

Race/ethnicity, n (%)

Non-Hispanic Asian 2 6.5

Non-Hispanic Black 10 32.3

Non-Hispanic White 16 51.6

Other (non-Hispanic) 3 9.7

Educational attainment, n (%)

High school graduate or fewer years 10 32.3

Any college 13 41.9

College graduate 8 25.8

Marital status, n (%)

Not married or partnered 23 74.2

Married or living with partner 8 25.8

Household composition, n (%)

No children 24 77.4

Has children 7 22.6

Food security status, n (%)

High/marginal food security 5 16.1

Low food security 11 35.5

Very low food security 15 48.4
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interview, 36% had low food security, and 48% had very
low food security.
Thirteen patients with food insecurity explicitly dis-

cussed reasons for not seeking social assistance. Two com-
mon reasons for patients not seeking social assistance
were believing that the potential food-related resources
would be redundant or not helpful and having previous
negative experiences with receiving food assistance.
One reason patients gave was that potential resources

would be repetitive or not helpful. Several patients
described being previously referred to the same resour-
ces, which led them feeling frustrated. For example, one
patient previously connected with a social worker and
received the same list of resources at different times.
They said, “I had gotten the same information twice
before, like the same information packet with the same
resources and food banks, blah blah blah. I had gotten
that twice before, so that’s why I declined [assistance]
the last time because I already have it.” This patient sug-
gested updating the list of pantries periodically to alert
existing patients of new resources: “Let’s say a new food
bank came up on [the hospital’s] radar. Have a list of
people that [the hospital] is currently helping and send
those letters out to those people. Let them know that
there’s an update on the packet I sent to you. . .. I just
think that would be very helpful because then you’re not
giving the same information out to the same people.”
Similar to the first patient, other patients were already
familiar with their local food pantries and/or receiving
assistance from SNAP. One patient said that the last
time they sought food assistance, they were referred to a
food pantry in a neighboring town but decided that it
was not worth “the money in gas to travel somewhere to
try to access healthier food.” Another patient also
described the inconvenience of navigating food pantry
referrals that were not near her home. When asked
whether this was why she declined assistance, she
remarked, “After a while, you just get tired of the same
stuff, and nobody really showing you how they can help
you or telling you what programs are available.”
Some patients declined assistance owing to having

prior negative experiences with seeking food assistance,
including local pantries having poor quality food, being
denied SNAP benefits despite having low incomes, and
not being able to use food vouchers. One patient
described the quality of the food at a local pantry as
being so poor that “I think I’d do better not eating.”
Another patient previously connected with a social
worker who provided them with farmer’s market vouch-
ers but found difficulty in redeeming them: “They were
coupons on a piece of paper that they called tokens for
the farmer’s market. We went to quite a few of the farm-
er’s markets. Them people know it was very hard to use
them. They don’t take that. I was never able to use them.
Never.” The challenges of seeking food assistance were
further complicated by patients’ existing medical condi-
tions (e.g., diabetes, cancer, mobility limitations) or spe-
cial dietary needs (e.g., food allergies, veganism, gluten
intolerance). Several patients expressed not being able to
find the foods they needed at local pantries.
Ten patients in the study remembered completing the

social risk factor questionnaire but did not remember or
know that they declined assistance. When researchers
explained the team of trained social workers at the
healthcare system who could contact them with local
resources, several patients said that they would have
opted to accept assistance had they had more informa-
tion about what the question was asking or what resour-
ces were available. One patient emphasized the
importance of communicating clearly to the patient: “If
we fill out the survey and somebody reaches out, maybe
just give a little bit more detail, or expand more on it so
we can know exactly what it’s about. . .It’s like somebody
trying to sell you something. You’re like, ‘I don’t need it.’
But, if you explain it more in a way of why the patient
could benefit from it, they might be more willing to
want to learn about it.” Another patient, who lived in a
rural area, also expressed interest in receiving local refer-
rals and more information: “I think that would have
www.ajpmfocus.org
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been very helpful to be provided with resources that are
tailored to my area—local resources as well as state and
federally regulated assisted programs and how to get
started with those and qualifications and stuff like
that. . . I know that would be nice to get resources tai-
lored towards people who are living in a more rural area
or more food scarce where there are less apparent
resources.” Eight additional patients did not remember
completing the social risk factor questionnaire, nor did
they remember declining assistance.
Most patients believed that healthcare providers

should be knowledgeable about their patients’ food inse-
curity status to better inform care delivery. Patients
expressed the views that knowing their food insecurity
status would lead healthcare providers to better tailor
treatment approaches, interventions, and recommenda-
tions to address not only their medical needs but also
their socioeconomic circumstances and nutritional
requirements. One patient said, “Well, if I can’t eat, I
can’t be healthy. If I don’t have access to healthy foods,
then I can’t be healthy. It will lead to other health issues.
They should be concerned.”
Despite the overwhelming belief that healthcare pro-

viders should be aware of patients’ food-related needs,
patients acknowledged that this may not be an easy con-
versation to have with their healthcare provider. Some
patients mentioned not wanting to have the conversa-
tion with their provider owing to discomfort and embar-
rassment. One patient said, “It’s embarrassing because
we’ve always worked and we’ve never been in a situation
like this before our whole lives. It was a really tough situ-
ation. Our doctor continually asked us about it. The
whole thing is embarrassing.” Another patient described
the situation as uncomfortable despite having a good
relationship with their provider: “It was just embarrass-
ing but she was a wonderful doctor. She was good about
talking to us about it and she kept saying, ‘There’s no
shame in that. You can’t help what happened.’ I mean,
she was great, but it still is a tough situation to be in.”
Furthermore, some patients expressed concern about
the consequences of having food insecurity documented
in their medical chart. For example, one patient said,
“Well, if I write this down, what are they going to think
of me? Is this going to count negatively towards me?”
Another patient echoed, “Anything they put in that
chart can be used against you. So, you’re careful on what
you want to have put in your chart.”
In general, patients preferred that providers initiate

conversations about their experiences with food insecu-
rity. One patient said, “Some patients will feel shy talking
about this issue. If [doctors] are able to give you this
time, many patients will talk about [their food-related
needs], especially low-income patients. . .it will be

In general, patients preferred that providers initiate would have
April 2025
helpful for many patients.” Other patients described past
experiences of being dismissed or invalidated when
attempting to discuss food insecurity or other social
needs, which closed the window to further conversations
with their provider. As one patient said, “I’ve been in
contact with [doctors] regarding this, it seems like they
just wanted to treat me for what I was there for. ‘Don’t
ask any more questions that’s not related to that and get
to stepping.’” Another patient described a previous
encounter where they reached out to her provider for
assistance but never received any information about
resources or follow-up. They said, “When I had my visit
to Michigan Medicine, my primary doctor asked me if I
need support with anything. I said, ‘Okay, I need sup-
port.’ But they didn’t get back to me. . . If they reach out
to me, they email me at any time, I will just reply to
them. But they didn’t reach out to me. They didn’t con-
tact me.” Overall, patients emphasized the importance
of fostering a supportive and empathetic healthcare
environment where discussions about food insecurity
are welcomed, destigmatized, and seamlessly integrated
into routine care practices.
DISCUSSION

This study aimed to qualitatively understand the reasons
why clinical primary care patients with food insecurity
chose not to seek food-related assistance and further
explore their perspectives on addressing social needs
with their healthcare provider. Several key findings
emerged from this research. The primary reasons why
patients with food insecurity declined assistance were
the belief that the potential resources would be redun-
dant or not helpful or they had prior negative experien-
ces with receiving food assistance. These findings are
consistent with previous qualitative and mixed-methods
studies that identified discomfort, fear, or embarrass-
ment as prominent reasons why patients with unmet
social needs chose not to engage in assistance from their
healthcare provider.15,27,31,34,35 This study builds upon
this important research by focusing specifically on
patients with food insecurity and how healthcare
systems can better address their food-related needs.
Another reason for patients declining assistance was

not understanding or remembering that they had explic-
itly declined assistance on the social risk factor question-
naire. Notably, several patients indicated that they
would have accepted assistance had they been better
informed about the resources that the healthcare system
could provide. These findings add important context to
the authors’ prior study showing that only 1 in 5 adult
primary care patients with food insecurity at Michigan
Medicine had requested assistance.41 Results from this

cepted assistance had they been worse
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study suggest improvements to the processes through
which patients are screened for social risk factors, and
the information communicated to patients before and
during this process may influence their willingness to
seek assistance. Higher-intensity models could be bor-
rowed from other clinics that improve the process of
screening and referrals. For example, this could include
directed referrals to food assistance, support for com-
pleting applications for SNAP or other programs, navi-
gation support services, and extended navigation
support with additional follow-up to encourage patients
to follow through with services.49 Furthermore, clarity
from clinics on how the documentation of food or other
basic needs insecurities within electronic health records
will be used to inform a patient’s care management and
who will have access to their social risk factor data may
help encourage honest responses and allay concerns
about how the information might be used.
Along these lines, most patients believed that health-

care providers should be knowledgeable about their food
insecurity status to inform more effective care delivery.
This perspective highlights patients’ awareness that food
insecurity can negatively influence their diet and health
behaviors, ability to manage chronic conditions, adher-
ence to treatment plans, and overall health maintenance,
consistent with the research and provider
perspectives.9,50,51 However, not all patients were willing
to engage in discussions on this topic, citing discomfort
or embarrassment as salient barriers. It is important for
providers to acknowledge that food insecurity is not
only an important social risk factor but one that is also
inherently stressful and stigmatizing.45,52 One prior
qualitative study that specifically focused on improving
patient−provider communication around food insecu-
rity identified empathy, trust, cultural sensitivity, and
showing interest in the whole patient as key factors
among providers that allowed patients to share their
experiences of food insecurity with their provider.53

Recent strategies to leverage partnerships between clinics
and community food banks could also serve to improve
providers’ motivation to discuss food-related needs with
their patients, which can help with normalizing these
conversations and destigmatizing food insecurity. These
partnerships can also facilitate the development of
updated resources for local food pantries and SNAP
application assistance. An extension of this is the role of
clinical teams to better address patients’ complex health
and social needs, including multiple primary care clini-
cians, mental health providers, community health work-
ers, social workers, patient navigators, dietitians, and/or
other healthcare staff. The team-based model has been
valued by multiple healthcare staff as having the poten-
tial to improve patients’ health.54−56
Limitations
This study has limitations. First, the generalizability of
the results may be limited given that all English-speak-
ing adult patients were recruited from 1 large academic
medical center in Southeast Michigan. The authors
chose English-speaking adults who were aged ≥20 years
to identify individuals who may exert control over their
household food budget and could describe their house-
hold’s food security experiences to the study team.
Recruitment was conducted through email, necessitat-
ing potential participants to have regular email access.
Future studies may want to consider conducting similar
research in languages other than English to better cap-
ture experiences for non-English speakers and to recruit
participants using varied methods (e.g., in person,
phone). In addition, patients were recruited from the
larger pool of prospective participants who had encoun-
ters dating back to January 2021. Some patients may
have had more difficulties recalling completing the
social risk factor questionnaire or engaging in discus-
sions about food-related needs with their healthcare
provider, particularly because the encounter window
overlapped with the coronavirus disease 2019 (COVID-
19) pandemic. However, most patients were able to
remember completing the social risk factor question-
naire even if they did not remember declining social
assistance. In this study, only 8 patients could not recall
completing the social risk factor questionnaire or
declining assistance. The pandemic may have also
affected the nature of the encounter between the patient
and provider, the manner in which the patient com-
pleted the standardized social risk factor questionnaire,
and the extent to which providers were able to prioritize
discussing resources for food insecurity. The authors
did not systematically capture the reasons why individ-
uals declined to participate in this study. This informa-
tion would have been helpful in understanding whether
the results from this study might be generalizable to
other Michigan Medicine patients. Finally, patients
were recruited by a central office that aims to connect
researchers with patients and their medical data. Inter-
ested patients were encouraged to reach out to the study
coordinator for further information. This passive
recruitment process may have affected who decided to
participate in this study, and the themes from the study
may have been different had the authors used a more
direct recruitment method.
CONCLUSIONS

Existing efforts to screen for and address food insecurity
in healthcare settings have varied in efficacy in connect-
ing patients with social needs to community resources.
www.ajpmfocus.org
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Results from this qualitative study suggest that improved
coordination between healthcare providers, social work-
ers, and the antihunger community could lead to better
navigation of community resources for patients, particu-
larly those who already have existing experiences with
food assistance. Furthermore, although the majority of
patients emphasized the importance of discussing food
insecurity with their providers, others emphasized dis-
comfort, fear, and embarrassment as barriers to engag-
ing in this discussion. Interventions to address these
concerns may include better tailoring and updating food
assistance resources for patients in surrounding commu-
nities; prioritizing new food pantries based on the
patient’s location that also account for patients’ trans-
portation options and hours of availability; and leverag-
ing the roles of the primary care provider, patient
navigators, and community health workers to facilitate a
warm handoff.
Overall, this study shows that strategies to facilitate

connecting patients to social assistance need to target
multiple levels, including improving the modalities of
offering assistance, increasing provider knowledge and
empathy, and prioritizing patient comfort.
ACKNOWLEDGMENTS
The authors thank all the study participants for sharing their
experiences and perspectives.

Disclaimers: The funders had no role in the study design;
data collection, analysis, and interpretation; or writing of the
report.

Funding: This study was supported by Grant Number
P30DK092926 (Michigan Center for Diabetes Translational
Research) from the National Institute of Diabetes and Digestive
and Kidney Diseases. AJC was additionally supported by Grant
CDA 20-037 from the Department of Veterans Affairs Health
Services Research & Development Service.

Declaration of interest: None.
CREDIT AUTHOR STATEMENT
Alexander Connelley: Methodology, Data curation, Formal analy-
sis, Writing-original draft. Abigail Young: Methodology, Data
curation, Formal analysis, Writing-original draft. Jennifer Lee:
Methodology, Data curation, Writing-review and editing, Project
administration. Markell Miller: Conceptualization, Methodology,
Writing-review and editing. Eileen Spring: Conceptualization,
Methodology, Writing-review and editing. Wei Hao: Project
administration, Writing-review and editing. Julia A. Wolfson:
Writing-review and editing. Alicia J. Cohen: Writing-review and
editing. Minal Patel: Writing-review and editing. Cindy W. Leung:
Conceptualization, Methodology, Formal analysis, Supervision,
Project administration, Funding acquisition.
April 2025
SUPPLEMENTARY MATERIALS
Supplementary material associated with this article can
be found in the online version at doi:10.1016/j.focus.2025.
100320.
REFERENCES
1. Rabbitt MP, Hales LJ, Burke MP, Coleman-Jensen A. Household food

security in the United States in 2022. Economic Research Services, U.
S. Department of Agriculture; 2023. https://ers.usda.gov/sites/default/
files/_laserfiche/publications/107703/ERR-325.pdf?v=12854. Pub-
lished October 2023. Accessed March 26, 2024.

2. Laraia BA. Food insecurity and chronic disease. Adv Nutr. 2013;4
(2):203–212. https://doi.org/10.3945/an.112.003277.

3. Bruening M, Dinour LM, Chavez JBR. Food insecurity and emotional
health in the USA: a systematic narrative review of longitudinal
research. Public Health Nutr. 2017;20(17):3200–3208. https://doi.org/
10.1017/S1368980017002221.

4. Closing the Gap in a Generation: Health Equity Through Action on
the Social Determinants of Health. Final Report of the Commission
on Social Determinants of Health. Geneva: World Health Organiza-
tion; 2008. https://iris.who.int/bitstream/handle/10665/69832/
WHO_IER_CSDH_08.1_eng.pdf?sequence=1. Accessed April 8, 2024.

5. National Academies of Sciences, Engineering, and Medicine, Integrat-
ing Social Care Into the Delivery of Health Care: Moving Upstream to
Improve the Nation’s Health, 2019, National Academy of Sciences;
Washington, DC. https://www.ncbi.nlm.nih.gov/books/NBK552597/.
Accessed April 8, 2024.

6. Redesigning Care Around the Social Determinants of Health: A
Resource Guide and Introduction to the CMLN Social Determinants
of Health Affinity Group. Baltimore: Center for Medicare and Medic-
aid Services; 2023. https://www.hhs.gov/guidance/sites/default/files/
hhs-guidance-documents/CMLN%20Social%20Determinants%20of%
20Health%20Relevance%20and%20Resources%20Guide.pdf. Accessed
April 8, 2024.

7. Ashbrook A, Essel K, Montez K, Bennett-Tejes D. Screen and inter-
vene: a toolkit for pediatricians to address food insecurity. Washing-
ton, DC: American Academy of Pediatrics and the Food Research &
Action Center; https://frac.org/wp-content/uploads/FRAC_AAP_-
Toolkit_2021.pdf. Accessed March 26, 2024.

8. Tong ST, Liaw WR, Kashiri PL, et al. Clinician experiences with
screening for social needs in primary care. J Am Board Fam Med.
2018;31(3):351–363. https://doi.org/10.3122/jabfm.2018.03.170419.

9. Byhoff E, De Marchis EH, Hessler D, et al. Part II: a qualitative study
of social risk screening acceptability in patients and caregivers. Am J
Prev Med. 2019;57(6)(suppl 1):S38–S46. https://doi.org/10.1016/j.
amepre.2019.07.016.

10. De Marchis EH, Hessler D, Fichtenberg C, et al. Part I: a quantitative
study of social risk screening acceptability in patients and caregivers.
Am J Prev Med. 2019;57(6)(suppl 1):S25–S37. https://doi.org/10.1016/
j.amepre.2019.07.010.

11. Palacio A, Seo D, Medina H, Singh V, Suarez M, Tamariz L. Provider
perspectives on the collection of social determinants of health. Popul
Health Manag. 2018;21(6):501–508. https://doi.org/10.1089/pop.2017.
0166.

12. Nguyen A, Galeas J, Jih J. Patient perspectives of health-related social
needs screening in an urban academic adult primary care practice.
Patient Experience J. 2023;10(3):36–41. https://doi.org/10.35680/2372-
0247.1779.

13. Rogers AJ, Hamity C, Sharp AL, Jackson AH, Schickedanz AB.
Patients’ attitudes and perceptions regarding social needs screening
and navigation: multi-site survey in a large integrated health system. J
Gen Intern Med. 2020;35(5):1389–1395. https://doi.org/10.1007/
s11606-019-05588-1.

https://doi.org/10.13039/100000062
https://doi.org/10.13039/100000062
https://doi.org/10.1016/j.focus.2025.100320
https://doi.org/10.1016/j.focus.2025.100320
https://ers.usda.gov/sites/default/files/_laserfiche/publications/107703/ERR-325.pdf?v=12854
https://ers.usda.gov/sites/default/files/_laserfiche/publications/107703/ERR-325.pdf?v=12854
https://doi.org/10.3945/an.112.003277
https://doi.org/10.1017/S1368980017002221
https://doi.org/10.1017/S1368980017002221
https://iris.who.int/bitstream/handle/10665/69832/WHO_IER_CSDH_08.1_eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/69832/WHO_IER_CSDH_08.1_eng.pdf?sequence=1
https://www.ncbi.nlm.nih.gov/books/NBK552597/
https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/CMLN%20Social%20Determinants%20of%20Health%20Relevance%20and%20Resources%20Guide.pdf
https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/CMLN%20Social%20Determinants%20of%20Health%20Relevance%20and%20Resources%20Guide.pdf
https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/CMLN%20Social%20Determinants%20of%20Health%20Relevance%20and%20Resources%20Guide.pdf
https://frac.org/wp-content/uploads/FRAC_AAP_Toolkit_2021.pdf
https://frac.org/wp-content/uploads/FRAC_AAP_Toolkit_2021.pdf
https://doi.org/10.3122/jabfm.2018.03.170419
https://doi.org/10.1016/j.amepre.2019.07.016
https://doi.org/10.1016/j.amepre.2019.07.016
https://doi.org/10.1016/j.amepre.2019.07.010
https://doi.org/10.1016/j.amepre.2019.07.010
https://doi.org/10.1089/pop.2017.0166
https://doi.org/10.1089/pop.2017.0166
https://doi.org/10.35680/2372-0247.1779
https://doi.org/10.35680/2372-0247.1779
https://doi.org/10.1007/s11606-019-05588-1
https://doi.org/10.1007/s11606-019-05588-1


8 Connelley et al / AJPM Focus 2025;4(2):100320
14. Trochez RJ, Sharma S, Stolldorf DP, et al. Screening health-related
social needs in hospitals: a systematic review of health care profes-
sional and patient perspectives. Popul Health Manag. 2023;26(3):157–
167. https://doi.org/10.1089/pop.2022.0279.

15. Fichtenberg CM, De Marchis EH, Gottlieb LM. Understanding
patients’ interest in healthcare-based social assistance programs. Am J
Prev Med. 2022;63(3)(suppl 2):S109–S115. https://doi.org/10.1016/j.
amepre.2022.04.026.

16. De Marchis EH, Alderwick H, Gottlieb LM. Do patients want help
addressing social risks? J Am Board Fam Med. 2020;33(2):170–175.
https://doi.org/10.3122/jabfm.2020.02.190309.

17. Kreuter MW, Thompson T, McQueen A, Garg R. Addressing social
needs in health care settings: evidence, challenges, and opportunities
for public health. Annu Rev Public Health. 2021;42:329–344. https://
doi.org/10.1146/annurev-publhealth-090419-102204.

18. De Marchis EH, Hessler D, Fichtenberg C, et al. Assessment of social
risk factors and interest in receiving health care-based social assistance
among adult patients and adult caregivers of pediatric patients. JAMA
Netw Open. 2020;3(10):e2021201. https://doi.org/10.1001/jamanet-
workopen.2020.21201.

19. Cullen D, Abel D, Attridge M, Fein JA. Exploring the gap: food inse-
curity and resource engagement. Acad Pediatr. 2021;21(3):440–445.
https://doi.org/10.1016/j.acap.2020.08.005.

20. Barnidge E, Krupsky K, LaBarge G, Arthur J. Food insecurity screening in
pediatric clinical settings: a caregivers’ perspective.Matern Child Health J.
2020;24(1):101–109. https://doi.org/10.1007/s10995-019-02785-6.

21. Palakshappa D, Doupnik S, Vasan A, et al. Suburban families’ experi-
ence with food insecurity screening in primary care practices. Pediat-
rics. 2017;140(1):e20170320. https://doi.org/10.1542/peds.2017-0320.

22. Knowles M, Khan S, Palakshappa D, et al. Successes, challenges, and
considerations for integrating referral into food insecurity screening
in pediatric settings. J Health Care Poor Underserved. 2018;29(1):181–
191. https://doi.org/10.1353/hpu.2018.0012.

23. Orr CJ, Chauvenet C, Ozgun H, Pamanes-Duran C, Flower KB. Care-
givers’ experiences with food insecurity screening and impact of food
insecurity resources. Clin Pediatr (Phila). 2019;58(14):1484–1492.
https://doi.org/10.1177/0009922819850483.

24. Gottlieb LM, Hessler D, Long D, et al. Effects of social needs screening
and in-person service navigation on child health: a randomized clini-
cal trial. JAMA Pediatr. 2016;170(11):e162521. https://doi.org/
10.1001/jamapediatrics.2016.2521.

25. Pantell MS, Hessler D, Long D, et al. Effects of in-person navigation to
address family social needs on child health care utilization: a random-
ized clinical trial. JAMA Netw Open. 2020;3(6):e206445. https://doi.
org/10.1001/jamanetworkopen.2020.6445.

26. Swavely D, Whyte V, Steiner JF, Freeman SL. Complexities of address-
ing food insecurity in an urban population. Popul Health Manag.
2019;22(4):300–307. https://doi.org/10.1089/pop.2018.0126.

27. Cullen D, Attridge M, Fein JA. Food for thought: a qualitative evalua-
tion of caregiver preferences for food insecurity screening and
resource referral. Acad Pediatr. 2020;20(8):1157–1162. https://doi.org/
10.1016/j.acap.2020.04.006.

28. Oldfield BJ, Casey M, DeCew A, Morales SI, Olson DP. Screening for
social determinants of health among children: patients’ preferences
for receiving information to meet social needs and a comparison of
screening instruments. Popul Health Manag. 2021;24(1):141–148.
https://doi.org/10.1089/pop.2019.0211.

29. Bottino CJ, Rhodes ET, Kreatsoulas C, Cox JE, Fleegler EW. Food
insecurity screening in pediatric primary care: can offering referrals
help identify families in need? Acad Pediatr. 2017;17(5):497–503.
https://doi.org/10.1016/j.acap.2016.10.006.

30. Patel MR, Smith A, Torby M, Isaacson N, Cohen AJ. Predictors of
interest in offered social care assistance among people with uncon-
trolled diabetes. Popul Health Manag. 2022;25(6):744–752. https://doi.
org/10.1089/pop.2022.0186.
31. Cohen AJ, Isaacson N, Torby M, Smith A, Zhang G, Patel MR. Moti-
vators, barriers, and preferences to engagement with offered social
care assistance among people with diabetes: a mixed methods study.
Am J Prev Med. 2022;63(3)(suppl 2):S152–S163. https://doi.org/
10.1016/j.amepre.2022.02.022.

32. Astorino JA, Pratt-Chapman ML, Schubel L, et al. Contextual factors
relevant to implementing social risk factor screening and referrals in
cancer survivorship: a qualitative study. Prev Chronic Dis. 2024;21:
E22. https://doi.org/10.5888/pcd21.230352.

33. Ronis SD, Masotya M, Birkby GM, Stange KC. Screening families in
primary care for social and economic needs: patients’ urgency and
activation for social care navigation. Am J Prev Med. 2022;63(3)(suppl
2):S122–S130. https://doi.org/10.1016/j.amepre.2022.03.036.

34. Schoenthaler AM, Gallager RP, Kaplan SA, Hopkins KA. From
screening to the receipt of services: a qualitative examination. Am J
Prev Med. 2022;63(3)(suppl 2):S144–S151. https://doi.org/10.1016/j.
amepre.2022.03.033.

35. Pfeiffer EJ, De Paula CL, Flores WO, Lavallee AJ. Barriers to patients’
acceptance of social care interventions in clinic settings. Am J Prev
Med. 2022;63(3)(suppl 2):S116–S121. https://doi.org/10.1016/j.ame-
pre.2022.03.035.

36. De Marchis EH, Torres JM, Benesch T, et al. Interventions addressing
food insecurity in health care settings: a systematic review. Ann Fam
Med. 2019;17(5):436–447. https://doi.org/10.1370/afm.2412.

37. The White House. Biden-Harris national strategy on hunger,
nutrition, and health. Geneva, Switzerland: Nutrition Connect;
https://nutritionconnect.org/resource-center/biden-harris-adminis-
tration-national-strategy-hunger-nutrition-and-health T a g g e d A P T A R A E n d. Accessed
April 8, 2024.

38. Downer S, Berkowitz SA, Harlan TS, Olstad DL, Mozaffarian D. Food
is medicine: actions to integrate food and nutrition into healthcare.
BMJ. 2020;369:m2482. https://doi.org/10.1136/bmj.m2482.

39. The Accountable Health Communities Health-Related Social Needs
Screening Tool. Baltimore, MD: Center for Medicare and Medicaid
Innovation. https://www.cms.gov/priorities/innovation/files/work-
sheets/ahcm-screeningtool.pdf. Accessed April 8, 2024.

40. Hager ER, Quigg AM, Black MM, et al. Development and validity of a
2-item screen to identify families at risk for food insecurity. Pediatrics.
2010;126(1):e26–e32. https://doi.org/10.1542/peds.2009-3146.

41. Leung CW, Patel MR, Miller M, et al. Food insecurity prevalence and
risk factors at a Large Academic Medical Center in Michigan. JAMA
Netw Open. 2024;7(3):e243723. https://doi.org/10.1001/jamanetwor-
kopen.2024.3723.

42. U.S. Household Food Security Survey. Six-Item Short Form: Eco-
nomic Research Service. U.S. Department of Agriculture; 2012.
https://www.ers.usda.gov/sites/default/files/_laserfiche/DataFiles/
50764/short2024.pdf. Accessed April 8, 2024.

43. Marpadga S, Fernandez A, Leung J, Tang A, Seligman H, Murphy EJ.
Challenges and successes with food resource referrals for food-inse-
cure patients with diabetes. Perm J. 2019;23:18–097. https://doi.org/
10.7812/TPP/18-097.

44. Drake C, Batchelder H, Lian T, et al. Implementation of social needs
screening in primary care: a qualitative study using the health equity
implementation framework. BMC Health Serv Res. 2021;21(1):975.
https://doi.org/10.1186/s12913-021-06991-3.

45. Leung CW, Laraia BA, Feiner C, et al. The psychological distress of
food insecurity: a qualitative study of the emotional experiences of
parents and their coping strategies. J Acad Nutr Diet. 2022;122
(10):1903–1910.e2. https://doi.org/10.1016/j.jand.2022.05.010.

46. Nambile Cumber S, Atuhaire C, Namuli V, Bogren M, Elden H. Barriers
and strategies needed to improve maternal health services among preg-
nant adolescents in Uganda: a qualitative study. Glob Health Action.
2022;15(1):2067397. https://doi.org/10.1080/16549716.2022.2067397.

47. Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative
research: exploring its conceptualization and operationalization. Qual
www.ajpmfocus.org

https://doi.org/10.1089/pop.2022.0279
https://doi.org/10.1016/j.amepre.2022.04.026
https://doi.org/10.1016/j.amepre.2022.04.026
https://doi.org/10.3122/jabfm.2020.02.190309
https://doi.org/10.1146/annurev-publhealth-090419-102204
https://doi.org/10.1146/annurev-publhealth-090419-102204
https://doi.org/10.1001/jamanetworkopen.2020.21201
https://doi.org/10.1001/jamanetworkopen.2020.21201
https://doi.org/10.1016/j.acap.2020.08.005
https://doi.org/10.1007/s10995-019-02785-6
https://doi.org/10.1542/peds.2017-0320
https://doi.org/10.1353/hpu.2018.0012
https://doi.org/10.1177/0009922819850483
https://doi.org/10.1001/jamapediatrics.2016.2521
https://doi.org/10.1001/jamapediatrics.2016.2521
https://doi.org/10.1001/jamanetworkopen.2020.6445
https://doi.org/10.1001/jamanetworkopen.2020.6445
https://doi.org/10.1089/pop.2018.0126
https://doi.org/10.1016/j.acap.2020.04.006
https://doi.org/10.1016/j.acap.2020.04.006
https://doi.org/10.1089/pop.2019.0211
https://doi.org/10.1016/j.acap.2016.10.006
https://doi.org/10.1089/pop.2022.0186
https://doi.org/10.1089/pop.2022.0186
https://doi.org/10.1016/j.amepre.2022.02.022
https://doi.org/10.1016/j.amepre.2022.02.022
https://doi.org/10.5888/pcd21.230352
https://doi.org/10.1016/j.amepre.2022.03.036
https://doi.org/10.1016/j.amepre.2022.03.033
https://doi.org/10.1016/j.amepre.2022.03.033
https://doi.org/10.1016/j.amepre.2022.03.035
https://doi.org/10.1016/j.amepre.2022.03.035
https://doi.org/10.1370/afm.2412
https://nutritionconnect.org/resource-center/biden-harris-administration-national-strategy-hunger-nutrition-and-health
https://nutritionconnect.org/resource-center/biden-harris-administration-national-strategy-hunger-nutrition-and-health
https://doi.org/10.1136/bmj.m2482
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://doi.org/10.1542/peds.2009-3146
https://doi.org/10.1001/jamanetworkopen.2024.3723
https://doi.org/10.1001/jamanetworkopen.2024.3723
https://www.ers.usda.gov/sites/default/files/_laserfiche/DataFiles/50764/short2024.pdf
https://www.ers.usda.gov/sites/default/files/_laserfiche/DataFiles/50764/short2024.pdf
https://doi.org/10.7812/TPP/18-097
https://doi.org/10.7812/TPP/18-097
https://doi.org/10.1186/s12913-021-06991-3
https://doi.org/10.1016/j.jand.2022.05.010
https://doi.org/10.1080/16549716.2022.2067397


Connelley et al / AJPM Focus 2025;4(2):100320 9
Quant. 2018;52(4):1893–1907. https://doi.org/10.1007/s11135-017-
0574-8.

48. Glaser BG. The constant comparative method of qualitative analysis.
Soc Probl. 1965;12(4):436–445. https://doi.org/10.2307/798843.

49. Sandhu S, Xu J, Eisenson H, Prvu Bettger J. Workforce models to screen
for and address patients’ unmet social needs in the clinic setting: a scoping
review. J Prim Care Community Health. 2021;12:21501327211021021.
https://doi.org/10.1177/21501327211021021.

50. Douglas F, Machray K, Entwistle V. Health professionals’ experiences
and perspectives on food insecurity and long-term conditions: a quali-
tative investigation. Health Soc Care Community. 2020;28(2):404–413.
https://doi.org/10.1111/hsc.12872.

51. Stenmark SH, Steiner JF, Marpadga S, Debor M, Underhill K, Selig-
man H. Lessons learned from implementation of the food insecurity
screening and referral program at Kaiser Permanente Colorado. Perm
J. 2018;22:18–93. https://doi.org/10.7812/TPP/18-093.

52. Myers CA. Food insecurity and psychological distress: a review of the
recent literature. Curr Nutr Rep. 2020;9(2):107–118. https://doi.org/
10.1007/s13668-020-00309-1.
April 2025
53. Bernhardt C, Hou SI, King C, Miller A. Identifying barriers
to effective patient-provider communication about food
insecurity screenings in outpatient clinical settings in
Central Florida: a mixed-methods study. J Public Health
Manag Pract. 2022;28(2):E595–E602. https://doi.org/10.1097/
PHH.0000000000001449.

54. Porterfield L, Jan QH, Jones F, et al. Family medicine team perspec-
tives on screening for health-related social needs. J Am Board
Fam Med. 2024;37(2):180–186. https://doi.org/10.3122/jabfm.2023.
230167R3.

55. Cohen DJ, Wyte-Lake T, Dorr DA, et al. Unmet information needs of
clinical teams delivering care to complex patients and design strategies
to address those needs. J Am Med Inform Assoc. 2020;27(5):690–699.
https://doi.org/10.1093/jamia/ocaa010.

56. Hynes DM, Govier DJ, Niederhausen M, et al. Understanding care
coordination for Veterans with complex care needs: protocol of a mul-
tiple-methods study to build evidence for an effectiveness and imple-
mentation study. Front Health Serv. 2023;3:1211577. https://doi.org/
10.3389/frhs.2023.1211577.

https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.2307/798843
https://doi.org/10.1177/21501327211021021
https://doi.org/10.1111/hsc.12872
https://doi.org/10.7812/TPP/18-093
https://doi.org/10.1007/s13668-020-00309-1
https://doi.org/10.1007/s13668-020-00309-1
https://doi.org/10.1097/PHH.0000000000001449
https://doi.org/10.1097/PHH.0000000000001449
https://doi.org/10.3122/jabfm.2023.230167R3
https://doi.org/10.3122/jabfm.2023.230167R3
https://doi.org/10.1093/jamia/ocaa010
https://doi.org/10.3389/frhs.2023.1211577
https://doi.org/10.3389/frhs.2023.1211577

