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BACKGROUND: Patient-centered care reflecting patient
preferences and needs is integral to high-quality care.
Individualized care is important for psychosocially com-
plex or high-risk patients with multiple chronic condi-
tions (i.e., multimorbidity), given greater potential risks
of interventions and reduced benefits. These patients are
increasingly prevalent in primary care. Few studies have
examined provision of patient-centered care from the cli-
nician perspective, particularly from primary care physi-
cians serving in integrated, patient-centered medical
home settings within the US Veterans Health
Administration.
OBJECTIVE:We sought to clarify facilitators and barriers
perceived by primary care physicians in the Veterans
Health Administration to delivering patient-centered care
for high-risk or complex patients with multimorbidity.
DESIGN: We conducted semi-structured telephone inter-
views from April to July 2020 among physicians across 20
clinical sites. Findings were analyzed with deductive content
analysis based on conceptual models of patient-
centeredness and hierarchical factors affecting care delivery.
PARTICIPANTS:Of 23 physicians interviewed, most were
female (n = 14/23, 61%), serving in hospital-affiliated
outpatient clinics (n = 14/23, 61%). Participants had a
mean of 21 (SD = 11.3) years of experience.
KEY RESULTS: Facilitators included the following: effec-
tive physician-patient communication to individualize
care, prioritize among multiple needs, and elicit goals to
improve patient engagement; access to care, enabled by
interdisciplinary teams, and dictating personalized care
planning; effortful but worthwhile care coordination and
continuity; meeting complex needs through effective
teamwork; and integrating medical and non-medical care
aspects in recognition of patients’ psychosocial contexts.
Barriers included the following: intra- and interpersonal
(e.g., perceived patient reluctance to engage in care);

organizational (e.g., limited encounter time); and commu-
nity or policy impediments (e.g., state decisional capacity
laws) to patient-centered care.
CONCLUSIONS: Physicians perceived individual physician-
patient interactions were the greatest facilitators or barriers
to patient-centered care. Efforts to increase primary care
patient-centeredness for complex or high-risk patients with
multimorbidity could focus on targeting physician-patient
communication and reducing interpersonal conflict.
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INTRODUCTION

Care guided by patient preferences, needs, and values is con-
sidered patient-centered.1 Patient-centeredness is frequently
included in quality standards for health systems and interna-
tional organizations,1,2 is valued by patients,3 and improves
healthcare outcomes.4,5 Patient-centeredness is particularly
important for patients with multiple chronic conditions (i.e.,
multimorbidity). These patients are at higher risk of adverse
health outcomes, greater self-management burdens, and
conflicting treatment recommendations due to multiple dis-
eases.6–8 These patients—especially those with additional
psychosocial complexity—have a greater need for clear com-
munication, shared decision-making, and consideration of
individual circumstances during care planning.9–11

Patients with multimorbidity are increasingly encountered
by frontline primary care physicians (PCPs).12–14 In the inte-
grated Veterans Health Administration (VHA), over 90% of
the highest-risk patients are cared for in general primary care, a
patient population overlapping with those experiencing multi-
morbidity.14–16 The VHA uses a team-based, patient-centered
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medical home model in over 900 clinics nationwide.17 The
model consists of a PCP, nurse care manager, clinical support-
er (e.g., licensed practical nurse), and clerical assistant, with
embedded multidisciplinary services including behavioral
health, social work, and pharmacy. This structure supports
PCPs and provides wraparound services beneficial to patients
with multimorbidity, especially with psychosocial
complexity.18,19

Systematic reviews have summarized how PCPs approach
care decisions for patients with multimorbidity.9,11,20 Only a
few studies have focused on perceived PCP ability to deliver
patient-centered care for these patients,21,22 and none
describes this for US PCPs in the unique VHA environment.
This study aimed to improve understanding of perceived
barriers and facilitators to patient-centered care for complex
patients with multimorbidity for this clinician group.

METHODS

Study Design

We conducted semi-structured individual telephone inter-
views with VHA physicians from April to July 2020.
We performed a content analysis on transcripts with
deductive coding, reaching consensus. Reporting follows
standards for qualitative research (SRQR).23 This project
was deemed quality improvement under national evalu-
ation efforts for VHA primary care and was not subject
to IRB review or waiver. We obtained verbal informed
consent from all PCPs.

Researcher Characteristics

The team included CS (a health-services trained, expe-
rienced qualitative interviewer) and 3 analysts (SHS as a
lead analyst experienced with operationally-partnered
VHA research, supervising EW and NJ). The project
was led by LS, a health-services trained VHA PCP.
Advising and collaboration on interpretation came from
GS, a social sciences-trained qualitative researcher, and
3 health-services trained physicians.

Participants

We purposively sampled physician PCPs (MD, DO, or
equivalent license), stratifying sampling 50:50 between
hospital- and community-affiliated clinics due to care
environment differences. Eligible PCPs were non-
trainees, working clinically at least 40% time. We de-
termined eligibility from VHA administrative databases.
Participants were recruited by email in batches of 25–75
weekly. Due to the onset of the COVID-19 pandemic,
to avoid adding to the clinician workload, no follow-up
emails were sent to non-responders. LS emailed a total
of 475 PCPs; 25 PCPs responded and were interviewed.

Interviews, Interview Guide, and Data
Collection

Our 12-question interview guide (Appendix) asked PCPs to
consider recent decision-making for a specific high-risk or
complex patient with multimorbidity, how they approached
care needs, and how patient needs, preferences, and values
affected care planning. The interview guide was iteratively
developed by LS, CS, and GS with other co-author input. CS
conducted 20- to 30-min telephone interviews with partici-
pants. CS and LS met and reviewed audio recordings every 2–
3 interviews to check conceptual fidelity and review probes
(paraphrasing, interpretive statements). Interview recordings
were transcribed verbatim. Transcripts were reviewed by LS
for accuracy using audio recordings. After reaching the a
priori threshold of 20–25 interviews,24 the team reviewed
interviews weekly until content saturation was apparent.25

Two interviews were dropped due to unsalvageable audio.

Data Analysis

We analyzed transcripts (n = 23) using MAXQDA software25

with additional processing inMicrosoft Excel. SHS conducted
initial coding, then met with EW and NJ to review and reach a
consensus. A final review and consensus discussion occurred
with LS. Deductive coding was developed from existing con-
ceptual frameworks26,27 to align with a rapid, operationally
responsive timeline. Barrier codes were based on a hierarchi-
cal ecological model of care, describing interactions of levels
of factors within a health context.27 The conceptual model of
Scholl et al.26 illustrates domains of patient-centered care. In
this model, patient-centeredness is composed of dimensions:
clinician characteristics (e.g., empathy); partnered clinician-
patient relationships; perceiving patients as unique individu-
als; and biopsychosocial perspectives. The model describes
five patient-centered care enablers: clinician-patient commu-
nication; integration of medical and non-medical care; team-
work and teambuilding; access to care; and coordination and
continuity of care. Facilitators were coded using these enabler
categories.26

RESULTS

Participants were mostly MDs (n = 21) in hospital-affiliated
clinics (n = 14) across the USA, with an average 20 years’
experience (Table 1). PCPs described facilitators across all
five conceptual enablers of patient-centeredness, and barriers
across all hierarchical care levels (Tables 2 and 3).

1. Facilitators of patient-centered care

1A. Physician-patient communication

Communication was the main facilitator described by PCPs
for delivering patient-centered care for patients with multi-
morbidity. Many physicians relied on direct, open communi-
cation to organize among care needs of complex patients and
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decide what to address first by eliciting concerns and asking
questions to establish acuity.

You have to walk that balance, address their priorities
as much as you can, then you’ve got to address any-
thing that might kill them before the next time you
could see them. [PCP#03]

PCPs described seeking out and prioritizing patient goals
for care, adapting communication, tailoring explanations for
patients, and asking about needs to gain patient “buy-in.”

Asking about a patient’s priorities, what happens is
they begin to relate what can be done from a medical
standpoint to help with their personal goals and by
doing that, you get buy-in from the patient. [PCP#08]

Communication was described occasionally as intersection-
al with integrating medical and non-medical care and care
coordination, for example, during discussions including fam-
ily and caregivers about end-of-life care.

1B. Access to care

Some PCPs discussed either how patient care access or their
consideration of patient access facilitated delivering patient-
centered care. Access (or perception of access), along with
communication, enabled patient agenda-setting in encounters
given high numbers of care needs to address and allowed
patient goals and priorities to be incorporated into care plans
more generally.

I try to attend to everything that they want for that visit
first, because like I said, many of my patients drive
three hours. [PCP#15]

The primary care team was felt to be important for expand-
ing visit capacity and supplying embedded services for more
convenient and patient-centered access, given greater psycho-
social needs and care requirements within complex multimor-
bidity.

Table 2 Primary Care Physician Perceptions of Facilitators to Patient-Centered Care

Summary points Key quote

A. Physician-patient communication: verbal and nonverbal skills that enable patient-centered care
Clear communication is helpful when individualizing and

prioritizing among issues
“I ask explicitly from the patient, what it is that they want to accomplish at this
appointment; […] I ask that early in the conversation, so that I have as clear a set of
expectations from the patient’s perspective as possible. They may align with what my
concerns are in terms of problem solving, but knowing that upfront obviously facilitates
better communication, better care.” [PCP#20]

Eliciting patient goals and what is important enables better
engagement

“This patient very much brings up the need to be heard, to be understood, to be
reassured, and once that’s happened, then he’s game for trying lots of things.”
[PCP#20]

B. Access to care: facilitating timely and conveniently located healthcare tailored to patient needs
PCPs personalize care plans according to perceptions of

patient access
“Most of the time when I’m taking care of patients, I try to take care of their things right
that minute.” [PCP#02]

PCPs use care teams to extend and match accessible
services to complex patient needs

“I took the disabled parking placard application, walked across the hall, gave that to
my RN, and asked her to begin to work on it; then reassured him that we would have
that taken care of and the paperwork ready to go by the time he left, and then said,
“OK, now let’s focus on some of the other issues that are going on.”[PCP#24]

C. Coordination and continuity of care: enabling well-coordinated healthcare allowing continuity across encounters
Care coordination and continuity require effort, but provide

better, more individualized care
“We actually made a system where we called up the entire panel of 270 patients to
verify their goals of care and healthcare proxies were up to date and really check in
about it. […] During that process, we actually learned a lot and changed some.”
[PCP#07]

D. Teamwork and teambuilding: recognition of effective teams characterized by patient-centered qualities
A multidisciplinary primary care team is key for meeting

the diverse needs of complex patients
“I may not have thought of it and the nurse brings it to my attention. She may be closer
to the family than me. She’s been there for a long time and knows some patients.
Sometimes she may tell me this what the patient is wanting, that changes the plan.”
[PCP#04]

E. Integration of medical and non-medical care: integrating non-medical aspects of care into healthcare
Patient context and psychosocial issues are part of caring

for complexity
“As a primary care provider, I was still needing to be aware, and kind of reviewing
with this patient, how his complex pain was affecting his mood and vice versa.”
[PCP#20]

Table 1 Characteristics of Participating Primary Care Physicians
(n = 23)

Demographics N (%)

Female 14 (61)
Non-MD degree (DO, MBBS) 2 (9)
Practice affiliation
VHA hospital 14 (61)
Community 7 (30)
Other location 2 (9)

Region
Midwest 7 (30)
Southeast 7 (30)
West 5 (22)
Northeast 2 (9)
Southwest 2 (9)

Clinical environment
General primary care 17 (74)
Women’s clinic 4 (17)
Other setting 2 (8)

Proportion of time spent in clinical role, mean (SD) 78 (21)
Years of experience after residency, mean (SD) 20.5 (11.3)
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The two of them met with our social worker at the end
of the visit and then we arranged for him to have a
telephone call with my nurse in two weeks to also
follow up and […] make sure that things were improv-
ing. [PCP#19]

Occasionally, patient access or the perceived in(ability) of
the PCP to provide access influenced how emotionally recep-
tive physicians were and their attitudes towards patient needs.
For example, one physician mentioned when transitioning to
conducting visits remotely, the extra time from not commuting
positively impacted that physician’s well-being and presence
for patients.

1C. Coordination and continuity of care

A few PCPs described care coordination as facilitating
meeting care needs in a patient-centered manner for complex
patients. When described, care coordination was usually
referenced as a team-based activity interacting with patient-
centered access to meet patient needs—particularly with mul-
tiple needs to address.

I wrote through Skype to our social worker and coor-
dinated for him to meet with the social worker right
after our visit, went in there and shared the situation so
there was a warm handoff. [PCP#09]

PCPs noted how coordination affected patient trust and
involvement—for example, one PCP described how a lonely
patient felt more engaged in care when receiving multiple calls
from different providers. PCPs also described that coordinat-
ing care required persistence and follow-up visits for residual
items left unresolved.

A lot of times with a patient this complex, you know
that in that first 60 minutes, they did not tell you
everything. [PCP#03]

A few PCPs described how care continuity and knowledge
of patients paid off when making nimble care decisions tai-
lored to individual patients.

The plan changed—even though we didn’t see the
patient, but we knew the patient. [PCP#04]

1D. Teamwork and teambuilding

Teamwork within multidisciplinary primary care teams was
frequently described by PCPs as a facilitator. Those PCPs who
discussed teamwork talked about how they could disperse care
needs from complex patients and exercise available team roles
to meet care goals.

You’ve got all these people that you can disperse some
of this person’s needs onto; […] you have to utilize the
team and you have to be in constant contact with
them.[PCP#03]

Some PCPs described proactively using team members to
anticipate the needs of high-risk patients, or follow through on
unresolved issues, intersectional with patient-centered access
and continuity, as above.

If there’s an issue that needs to be addressed and I’ve
got people waiting, I will get my staff and say, “I need
you to give this guy a call and dig into this a little bit.”
[PCP#11]

1E. Integration of medical and non-medical care

Recognizing the importance of integrating medical and
non-medical care for complex patients was described as facil-
itating patient-centered care by a few PCPs. PCPs brought up
how both patient context and psychosocial issues were impor-
tant to patient-centered care for these patients.

Table 3 Primary Care Physician Perceptions of Barriers to Patient-Centered Care

Summary points Key quote

A. Intra- and interpersonal: knowledge, attitudes, beliefs, personality aspects or interactions between individuals impeding patient-centered care
PCPs feel some complex patients are unable or unwilling

to engage in care
“If he suddenly decides to stop going to his treatments or his follow-ups with oncology,
obviously it’s just going to go downhill. Depending on his mood, he may or may not want
to contact us.” [PCP#15]

PCPs may be unable to offer care plans that meet the
patient needs, expectations, or goals

“Our priorities might be a little different because, as with most patients, their first priority
is always pain control. That’s not generally my first priority.” [PCP#12]

B. Organizational or institutional: facility or system rules, regulations, or informal structures limiting patient-centered care
Complex patient needs do not always align with

available services
“That leads to the frustration he has with the types of care that we’re able to provide—he
would like us to be able to have someone to come to his house, to inject all of his doses of
insulin, and there’s just no service like that available.” [PCP#09]

System features can be incompatible with patient-
centeredness

“We don’t see our patients very often, which I think is a big issue, because you don’t get
to know them very quickly.” [PCP#23]

C. Community or Policy: social norms or relationships between individuals or groups, or policies or laws regulating health practices interfering with
patient-centered care.
Policy affects meeting complex patient needs in a

patient-centered manner
“We don’t take away people’s capacity for anything in [this] state—you can be demented
until the very end, and you’ll still be controlling your bank account. […] So you don’t
want to jump immediately and scare them away by involving too many people, like the
ethics committee, and legal, and all that stuff.” [PCP#03]
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That is also when it came out that he was having
trouble navigating his medications, […] so we’ve had
Home Health fill his pillboxes, and because he can’t
get around, he needs the [activities of daily living] help,
and so he’s had a visiting nurse and a home health aide.
[PCP#21]

Interactions between medical and non-medical aspects of
life were also described—for example, one PCP described a
story involving a high-risk patient who refused a nursing home
transfer because of concern about leaving a pet dog at home.

2. Barriers to patient-centered care

2A. Intra- and interpersonal

Intra- and interpersonal barriers were commonly de-
scribed by PCPs and usually discussed together. PCPs
often described feeling unable to deliver patient-centered
care when they perceived complex patients as reluctant to
engage or unable or unwilling to follow through with care.
Some PCPs felt they (the physicians) did not always un-
derstand the disengagement when it occurred, but others
speculated on motivations such as financial, transportation,
mental health, mistrust of the medical community, person-
ality conflicts, or prior negative experiences.

I think a lot more [patients] probably have mental
health issues that […] don’t get addressed because they
don’t admit to them. The resources are there, but you
lead a horse to water, but you can’t make them drink.
[PCP#23]

Other PCPs described feeling at an impasse in providing
patient-centered care to some high-risk patients in the setting
of differing care priorities.

Something I’ve learned about working with the home-
less population is my goals are often not their goals.
[PCP#00]

Some physicians described difficulty meeting care needs
when patients did not disclose needed information. This may
be because “when people have multiple problems, they could
forget to say something” (PCP#04), or others felt it might be
because of a lack of patient ability or desire to articulate needs
or concerns.

2B. Organizational or institutional

Time and (in)ability to conduct regular follow-up visits
were described by some PCPs as limiting understanding of
complex patient needs and meeting patient goals for those
with multimorbidity.

I just haven’t had time to really get to know him in
terms of why he is the way he is. [PCP#13]

One PCP described how institutional expectations for pri-
mary care were changing to be less patient-centric and more
focused on care coordination for complex patients.

We’re transitioning to being more managers than care
providers. [PCP#12]

Performance metrics also sometimes created pressure that
PCPs felt were not patient-centered.

That’s the difference between the metrics people and
providers, they’re not sitting in the room and they don’t
have access to those other nuances that we do.
[PCP#11]

Institutional barriers to providing care within the VHA
affected PCP perception of patient-centered care delivery for
complex patients. PCPs described barriers related to lapses in
scheduling, unmet need for enhanced care management,
“mixed messages” (PCP#19) for patients due to multiple clini-
cians between VHA and non-VHA systems, lack of informa-
tional continuity due to system features, or occasionally lim-
ited resources impeding meeting needs of high-risk patients.

Referrals that go to community care clinics, […] they
can fall through the cracks—sometimes they schedule
and sometimes they don’t. [PCP#04]

2C. Community or policy

Barriers extending beyond the organization were rarely
noted. At the policy level, when talking about state decisional
capacity policy, one PCP described how a patient’s trust could
be affected by initiating a formal capacity evaluation. Several
PCPs described the intersection of the coronavirus pandemic
and care delivery for high-risk patients, particularly how
delays and disruptions made care more cumbersome (“be-
cause of COVID-19, we have not been bringing our veterans
in for routine testing,” explained PCP#22). One PCP de-
scribed how VHA transportation policies impeded meeting
patient needs in a timely manner, recalling a highly rural
patient with frequent hospitalizations that would have benefit-
ed from greater access to care.

DISCUSSION

Our study identifies perspectives on patient-centered care for
multimorbidity from PCPs in the VHA, an integrated US
health system with a multidisciplinary, team-based patient-
centered medical home primary care model. PCPs described
the central importance of communication as a facilitator to
patient-centered care, and leveraged communication as a path
to tailoring care plans to patients with multimorbidity. Involv-
ing the patient in care decisions (i.e., shared decision-making
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(SDM)) and individualizing care plans were jeopardized when
PCPs were unable to elicit the values, preferences, and needs
of patients, or when patients and PCPs were unable to agree on
care priorities. These findings have been described in clinical
decision-making literature,9,11,28 but are notable in occurring
in the practice setting of this study.
The key facilitator described by our PCPs was effective,

purposeful communication to deliver patient-centered care for
patients with multimorbidity. Facilitating individualized care
planning, communication was also often intersectional with
integrating medical and non-medical care aspects (e.g., when
incorporating family views) and care coordination (e.g., with
goals-of-care discussions). Communication was an important
facilitator of responding to patient needs, reflecting the under-
standing of patient individuality, and increasing patient en-
gagement in care. Effective communication skills were partic-
ularly valued for patients with lower health literacy, complex-
ity due to mental health comorbidities, cognitive impairment,
or greater illness burden—an in vivo finding in our study, but
previously reported by PCPs during an intervention to pro-
mote increased patient-centered care.21 Even in VHA practi-
ces with other structural and staffing-based advantages for
patient-centered care, communication was still perceived as a
primary facilitator by our PCPs—underscoring its foundation-
al role for patient-centered multimorbidity care.20–22,29,30 PCP
perception of communication triangulates with studies from
the patient perspective of communication facilitating patient-
centeredness. Patient perception of better clinician communi-
cation correlates with satisfaction, therapeutic alliance, and
adherence.31–33

Shared decision-making (SDM) requires understanding pa-
tient needs, preferences, and values.34 We found many PCPs
recognized SDMwas a gateway to delivering patient-centered
care for high-risk patients, enabling the use of individualized
knowledge to gain buy-in, decide on care matching patient
values, and prioritize patient goals. However, the interpersonal
barriers to patient-centered care delivery described by our
PCPs suggest the SDM process may fail in two scenarios.
First, if PCPs are unable to ascertain patient needs, preferen-
ces, and values. Complex patients with multimorbidity may
have comorbid mental health conditions engendering distrust,
may be frustrated by the need to repeat information, or have
other challenges in communicating what is most important
among numerous care concerns.35,36 Improving PCP-patient
communication (especially motivational interviewing skills),
promoting trust through relational continuity, and staffing role
delineation and function expansion (e.g., clinical assistants
taking on health coaching) are strategies that may address this
barrier.11,37 Second, SMDmay fail if intractable differences in
PCP-patient priorities occur—a common phenomenon within
multimorbidity.38,39 Encouragingly, there are increasing
numbers of successful interventions that dedicate effort to
eliciting patient values, preferences, and priorities, and nego-
tiating an agreement on shared priorities for patients with
multimorbidity.40,41

Beyond the interpersonal barriers described above, we
found several noteworthy organizational barriers to delivering
patient-centered care for complex patients with multimorbid-
ity. First, consistent with prior studies and related to their
perceptions of patient care access, PCPs were concerned with
the time needed to understand patient goals and address nu-
merous needs.9,42 Interventions that asynchronously elicit pa-
tient values and goals40 or improve encounter priority-setting
may offer solutions.43 Physician perspectives on the effects of
time on their own well-being and ability to engage with
patients are consistent with findings suggesting greater work-
load and burnout diminish patient-centered care.44,45 Limited
time negatively impacts patients’ perceived experiences when
affecting the practice and care team, but not necessarily for
individual encounters.46 PCPs may buffer the effect of time on
patient experiences, though this may be effortful or create
stress for clinicians by reducing perceived access for other
patients. Second, our study occurred at the onset of the
COVID-19 pandemic. Surprisingly, few physicians (n = 5)
directly referenced COVID-related care disruptions, but this
may have influenced perceptions of access or time given shifts
to telemedicine and disruptions in chronic disease-related
care.47,48 Third, unique aspects of working within the VHA
arose. Despite the VHA’s system-wide patient-centered med-
ical home17 with benefits to patient satisfaction, care quality,
and staffing,49 there are unresolved organizational weaknesses
that continue to limit patient-centered care delivery for high-
risk patients. Trials of innovative VHA care delivery models
focusing on some of the barriers described by our PCPs have
improved the patient experience, including perceptions of
activation and communication.50 Of interest, despite the po-
tential structural advantages for patient-centered care delivery
of the VHA system, such as informational continuity, our
PCPs commonly described more universal facilitators and
barriers (e.g., intrapersonal communication or conflict) than
VHA-specific aspects.

Strengths and Limitations

Our study advances knowledge about PCP’s perceived ability
to deliver patient-centered care for patients with multimorbid-
ity. Our findings are supported by literature from other health
systems, clinician, and patient populations, improving finding
transferability. Our use of a national sample of physicians, data
collection until content saturation, and convergence with other
literature increase trustworthiness. We note we sampled only
VHA physicians and have no data on PCPs not responding to
recruitment emails. Our study occurred at the onset of the
COVID-19 pandemic, which may have affected recruitment
and PCP experiences. While necessary for our operationally
responsive rapid analysis, the use of a deductive analysis
framework may have limited exploration of deeper themes.
Future analyses will address inductive findings. Our study
assessed physician perspectives; we did not validate accuracy
from patient perspectives.
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Conclusions

This qualitative study of frontline physicians in a large, inte-
grated health system describes perceived facilitators and bar-
riers to delivering patient-centered care for high-risk and com-
plex patients with multimorbidity. Our findings support spe-
cific strategies that may benefit organizations and healthcare
systems seeking to improve patient-centered care. First, inter-
ventions strengthening PCP-patient communication may be
well received by frontline clinicians, given the perceived
importance of communication in facilitating patient-centered
care. Second, designating resources to elicit patient values and
care priorities may help align PCPs and patients on shared
goals of care and engage patients. Doing so without drawing
on PCP workflows may alleviate clinician time concerns.
Finally, conflict resolution techniques may help PCP-patient
relationships, improving perceived ease of delivering patient-
centered care. Attention to these factors within health systems
may improve the delivery of patient-centered, high-quality
care for this vulnerable population.
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