
https://doi.org/10.1177/1049732320911630

Qualitative Health Research
2020, Vol. 30(9) 1338 –1348
© The Author(s) 2020 
Article reuse guidelines: 
sagepub.com/journals-permissions
DOI: 10.1177/1049732320911630
journals.sagepub.com/home/qhr

Research Article

Introduction

Enhancing patient–provider communication is a persistent 
challenge for Type 2 diabetes care. To establish shared goals 
and select treatment options (Burke et al., 2006; Linmans 
et al., 2015), patients must disclose sensitive, health-related 
psychosocial information to practitioners. This disclosure 
enables awareness and understanding of both facilitators and 
barriers to recommended self-management (Burke et al., 
2006; Linmans et al., 2015; Venetis et al., 2018). Psychosocial 
information includes the individual (e.g., financial strain, 
health literacy) and environmental (e.g., social support, 
community resources, cultural traditions) information phy-
sicians use to help them understand patients’ specific cir-
cumstances which may facilitate or present barriers to 
following recommended self-management behavior. Access 
to psychosocial information is imperative to inform person-
alized clinical decisions (see Supplemental Appendix A; 
Senteio et al., 2019). Despite its importance to clinical deci-
sion making, psychosocial information use is dependent 
both upon the patient’s willingness to disclose it and clinical 
informatics tools to capture and enable retrieval of it 
(Institute of Medicine, 2014a, 2014b). In fact, access to this 

patient-sourced psychosocial information is necessary to uti-
lize the clinical informatics capabilities which are being 
incentivized and created to help screen for barriers to care 
and promote care decisions to address them. For example, 
considerable research has informed guidelines created by 
the Office of the National Coordinator for Health Information 
Technology for psychosocial information collection and use 
for various screening tools designed to support personalized 
care decisions (Senteio et al., 2019).

However, comparatively less research has been focused 
on the physicians’ perspectives on how they access this 
vital information. In the primary care visit, chronic dis-
ease patients are the main source of psychosocial informa-
tion that they choose to disclose to physicians. Primary 
care physicians (PCPs) must have consistent access to 
psychosocial information during each clinical visit to 
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inform individualized, patient-specific clinical decisions, 
such as referrals to social work and/or chronic disease 
education programs (Senteio et al., 2018). For instance, 
PCPs may ask patients to disclose details about their men-
tal and emotional state, current and past drug and/or alco-
hol use, sexual function, or their history of diseases and 
treatments (Goldman, 1998). Examining diabetes care in 
the primary care setting is particularly relevant because 
disclosure of psychosocial information may illuminate 
factors known to influence self-management behavior and 
diabetes outcomes. For example, over the last decade, the 
literature has established that financial strain is associated 
with medication behavior, and health literacy is associated 
with HbA1c control (Piette et al., 2003; Piette & Kerr, 
2006; Schillinger et al., 2002).

Multiple communication models describe factors that 
influence disclosure of sensitive health information. Factors 
include both the information itself and various motivations 
for disclosure. They focus almost entirely on romantic or 
personal relationships; however, these models exclusively 
address the providers of the health-related information, and 
no model addresses the receivers’ perceptions of how to pro-
mote disclosure. Given the importance of physicians’ access 
to psychosocial information, it is imperative to understand 
how they perceive that patients disclose. Moreover, the qual-
ity of the patient–provider relationship influences patients’ 
disclosure of the psychosocial information that can illumi-
nate barriers and facilitators to recommended self-manage-
ment and enables discussions shared treatment goals, but 
details regarding the nature of those relationships and how 
practitioners establish and maintain them is unclear (Peltola 
et al., 2018). To help address this gap in the literature, we 
conducted this study to answer the research question: How 
do physicians perceive patients’ disclosure of sensitive 
information in the context of the primary care visit? In this 
article, we describe PCPs’ perspectives on the circumstances 
in which patients disclose psychosocial information during 
the primary care visit for Type 2 diabetes care.

Self-Disclosure

Self-disclosure is well-established within the communi-
cation discipline (Greene et al., 2006). Disclosure theo-
ries and models help describe an individual’s decision to 
self-disclose, patterns that exist, and how disclosure 
affects individuals within different contexts. Illness 
uncertainty, defined as the degree to which an individual 
has doubts about the treatment options and outcomes for 
a particular diagnosis, has been conceptualized to describe 
why individuals will or will not disclose information 
about their health (Checton et al., 2012). To reduce uncer-
tainty, patients may carry out information seeking prac-
tices, or the “purposive pursuit of information,” by 
gathering information from sources through intentional 
actions such as asking questions, observing others, or 

using information systems to search for information 
(Hogan & Brashers, 2015).

Our understanding of how self-disclosure affects inter-
personal interactions is informed by social penetration the-
ory (SPT), which describes relationship development as a 
systematic and predictable process (Altman & Taylor, 
1973). Disclosure affects the relationship development pro-
cess because it results in different levels of intimacy within 
relationships (Taylor & Altman, 1987). The process of dis-
closure is indicated by changes in the personal or sensitive 
nature of the information disclosed (Greene et al., 2006). 
The disclosure decision-making model (DD-MM; Greene, 
2009) is a framework that provides an overarching under-
standing of the disclosure processes (Chaudoir & Fisher, 
2010). The DD-MM simplifies the disclosure decision-
making process by describing three components: (a) infor-
mational assessment, (b) receiver assessment, and (c) 
disclosure efficacy (Greene, 2009). The informational 
assessment encompasses weighing different components—
including but not limited to stigma—which may occur con-
currently or sequentially. Assessing the potential receiver 
includes determining the relationship quality and the antici-
pated response. In the third component, the discloser deter-
mines if the disclosure will result in desired outcomes. All 
three components, Greene (2009) describes, are essential in 
the decision-making process for disclosure.

The DD-MM describes the mechanisms in the disclo-
sure of health information (e.g., prognosis and uncertainty) 
according to its depth, breadth, and frequency. The DD-MM 
has been used to assess disclosure of physical or mental 
health conditions, which commonly are ambiguous or eas-
ily concealed (Greene et al., 2012). The DD-MM posits that 
closeness between subjects relates to response, response 
predicts the outcome, and efficacy predicts the likelihood of 
disclosure (Greene et al., 2012). Also, the level of uncer-
tainty concerning an individual’s specific circumstance 
(e.g., health prognosis) is associated with disclosure prac-
tices (Checton & Greene, 2012). Consistent with other dis-
closure literature, the DD-MM literature primarily considers 
disclosure from the perspective of the individual who is 
disclosing information, specifically the circumstances pres-
ent when an individual decides whether or not disclose and 
their motivations for the decision (Greene et al., 2006).

Multiple individual factors influence the disclosure 
decision-making process. The person’s culture or person-
ality plays a role, and the length and quality of the rela-
tionship do as well (Greene et al., 2006). Relationship 
quality is directly associated with the intent to disclose, 
and individuals disclose when they perceive that it is their 
duty to do so (Greene, 2009).

Trust

Trust is an important indicator of the quality of the patient-
provider relationship. In this context, trust is defined as the 
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“acceptance of a vulnerable situation in which the truster 
believes that the trustee will act in the truster’s best inter-
ests” (Thom et al., 2004). When patients trust their provid-
ers, they are more likely to disclose sensitive information 
(Rowe & Calnan, 2006). Level of trust is also associated 
with diabetes self-management behavior and consequently 
outcomes, specifically glycemic control, physical health-
related quality of life, and patient satisfaction (Lee & Lin, 
2011; Thom et al., 2004). Patients who have access to a 
continuity of care see the same physician over time; conse-
quently, they are more likely to have an ongoing relation-
ship with their providers, which results in higher trust, 
increased likelihood of the disclosure of psychosocial 
information (Hall & Roter, 2002), and improved diabetes 
outcomes (Mainous et al., 2004).

Relationship-Centered Care

Relationship-centered care is an approach to care deliv-
ery which is important to understand what is known about 
how providers may elicit patient disclosure. Roter (2000) 
specifically describes the importance of disclosure during 
the clinical consultation. Patient–provider visits charac-
terized by patient disclosure of health information signify 
the expression of an active partnership between patient 
and physician in which they collaborating to determine 
goals of care, and this shared goal setting is associated 
with better chronic care outcomes (Roter, 2000). 
Importantly, collaborative patient–provider visits are 
characterized by the provider’s ability to (a) complete 
medical management functions such as exams, diagnosis, 
and treatment; (b) understand and address patient con-
cerns and priorities; and (c) respond to the patient’s emo-
tional state and primary concerns (Roter, 2000). Beach 
and Inui (2006) describe the importance of relationship-
centered care in determining the quality of care. They 
specifically delineate that the quality and nature of the 
patient–provider relationship is central to quality health 
care delivery (Beach and Inui, 2006). Relationship-
centered care is important in the context of understanding 
environments in which patients disclose personal, sensi-
tive health information to providers (Nundy & Oswald, 
2014). Understanding how providers go about creating 
the relationships required to deliver relationship-centered 
care represents a critical gap in the health communication 
literature for this specific, but vital disclosure context.

There is no self-disclosure theory specific to the con-
text of the patient–provider relationship. Health informa-
tion disclosure research tends to focus on individuals 
within romantic or family relationships, for information 
such as HIV/STI status or genetic risk for cancer. For 
example, investigations of how HIV-positive individuals 
share information about their status describe how percep-
tions and levels of stigma influence health information 

disclosure (Chaudoir et al., 2011; Seki et al., 2009). Also, 
gender is associated with the decision to disclose infor-
mation concerning hereditary cancer risk (Dean & 
Rauscher, 2018). Much of the disclosure literature focuses 
on practices specific to the discloser. It does not describe 
the perspectives of those who receive the information 
being disclosed. In the context of the patient–provider 
relationship, an increased understanding of the recipients’ 
perspectives will provide insight into how disclosure of 
psychosocial information is elicited.

The health communication disclosure literature is 
appropriate to examine physician’s perceptions of patient 
disclosure during the clinical visit since patients are rou-
tinely asked in the clinical setting to disclose sensitive 
information about themselves. Providers gather informa-
tion about their patients that may affect treatment deci-
sions (Lambert & Loiselle, 2007). An important limitation 
of any direct application of these theories to the patient–
provider context is that self-disclosure models depict dis-
closure as a reciprocal process between individuals. 
However, little research has examined disclosure in the 
clinical context (Fox et al., 2009). Consequently, no exist-
ing explanatory model directly addresses patient disclo-
sure in the context of health care delivery. Therefore, we 
situate the findings in the health communication literature 
with a particular emphasis on the circumstance in which 
individuals disclose sensitive health information (Venetis 
et al., 2018).

Objectives

The objective of this article is to describe how PCPs per-
ceive how patients disclose sensitive psychosocial infor-
mation in the context of the Type 2 diabetes primary care 
visit. Access to this information is essential to inform 
PCPs of barriers to recommended activities for diabetes 
self-management (e.g., healthy eating, regular physical 
activity, medication behavior, and attending follow-up 
appointments). Patients’ disclosure of psychosocial infor-
mation is necessary to ensure that the receivers (PCPs) 
can access pertinent psychosocial information, which 
helps PCPs understand the barriers and facilitators 
patients may be experiencing in their efforts to follow 
diabetes self-management recommendations. A review of 
the health communication literature concerning disclo-
sure revealed an important gap—the receivers’ (PCPs) 
perspectives concerning disclosure of sensitive informa-
tion in the context of the primary care visit, a particular 
circumstance in which disclosure is essential to help 
inform care decisions. Insights concerning these perspec-
tives can be used to help understand and improve psycho-
social information disclosure, which will result in the 
opportunity to further personalize clinical care decisions. 
Consistent access to psychosocial information enables 
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insight on barriers to following recommended self-man-
agement behaviors, which then can inform personalized 
clinical decisions.

Method

Overall Study Design

Semi-structured interviews were used to investigate PCPs’ 
perspectives on how they access psychosocial information 
from patients in the context of Type 2 diabetes outpatient 
clinical visits. Purposive sampling via various professional 
networks was used to recruit providers with experience in 
treating adult, Type 2 diabetes patients in the outpatient 
setting. The University of Michigan Institutional Review 
Board (IRB) approved the study on February 4, 2014. The 
study protocol included participant informed consent 
forms which were reviewed with each participant, who 
signed and dated the forms.

Data Collection Process and Instruments

The first author conducted individual, in-person interviews 
with PCPs. The interview guide included open-ended, cen-
tral questions based on the extant literature and follow-up 
probes (see Supplemental Appendix B). The semi-struc-
tured interview format remained consistent; however, 
insights gleaned from the initial interviews helped guide 
probes in subsequent interviews. Each interview was digi-
tally recorded, and the audio recordings of the interviews 
were transcribed verbatim. The final sample consisted of 
17 physicians, approximately half were family medicine 
physicians; the remaining half consisted of internal medi-
cine physicians and one endocrinologist. The final sample 
of interviews was determined as an acceptable number 
when data were determined to have reached saturation.

Data Analysis

The grounded theory approach was used to code, sum-
marize, and condense the data. This approach is well-
suited for the analysis of the interview data because it is 
conducive to understanding how a process works 
(Creswell, 2006). This approach was applied to under-
stand how physicians access psychosocial information in 
the course of the primary care visit. The constant com-
parative method was used to analyze the interview data 
(Glaser, 1965). NVivo qualitative analysis software 
(Version 10.0) was used to code the transcripts. Coding is 
a cyclical process, enabling the refinement and highlight-
ing of patterns to generate categories and concepts. The 
coding process used was consistent with grounded theory. 
Line-by-line coding in the initial coding phase was done 
followed by using in vivo codes to capture the physicians’ 

meanings (Glaser, 1978). The basic topics were summa-
rized in a word or short phrase, using gerunds to help 
investigate processes (Miles et al., 2014; Saldaña, 2009). 
In the second coding cycle, axial coding was used to 
define conditions and actions (Corbin & Strauss, 2007).

Consistent with grounded theory, in this second cycle, 
categories were developed for the first cycle codes, an 
approach well-suited to apply meaning to the data (Miles 
et al., 2014; Saldaña, 2009). Next interrater reliability 
(IRR) was calculated to determine the extent to which 
multiple coders agreed. The first author coded all tran-
scripts. A second researcher coded 24% randomly 
selected transcripts (4 of 17). The IRR between the first 
and second coder was 98.436% for codes used in the data 
analysis. This is above the generally recommended 90% 
threshold (Di Iorio, 2006). During coding, memos cap-
tured ongoing reflections. The transcripts were reviewed 
for key concepts which were labeled using the partici-
pants’ own words. Both descriptive and explanatory cat-
egories emerged from the constant comparative method, 
and themes were directly observed in the data.

Findings

The 17 interviews with the PCPs took place between 
February 2014 and January 2015. The sample was drawn 
from five states across the United States and represented 
three specialties: family medicine (N = 8), internal medi-
cine (N = 8), and endocrinology (N = 1). The most expe-
rienced participant completed residency in 1984, and the 
least experienced completed residency in 2015 (see Table 
1). The interviews generated 16 hours, 29 minutes, and 17 

Table 1. Demographic Information of Interview Participants.

Demographic Information Number of Participants

Specialty
 Family medicine 8
 Internal medicine 8
 Endocrinology 1
Practice setting
 Federally qualified health center 2
 Public hospital 4
 Teaching hospital 3
 VA teaching hospital 4
 Private teaching hospital 1
 Community clinic 3
Years since completing residency
 0–5 1
 6–10 6
 11–15 3
 16–20 2
 21+ 5
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seconds of recorded data resulting in 419 pages of inter-
view transcripts, which were coded for data analyses (see 
Supplemental Appendix C—for Codebook). The PCPs 
confirmed that patients are a crucial source of psychoso-
cial information (e.g., financial strain, level of social sup-
port, health literacy) and this information is important to 
inform care decisions (e.g., prescription assistance, refer-
ral to social work, diabetes education). Use of this infor-
mation depends upon the physician’s ability to access it. 
Psychosocial information is gleaned almost exclusively 
via the communication (i.e., open-ended questioning and 
listening) that takes place during the clinical visit.

The analysis resulted in two key findings regarding how 
PCPs perceive the context in which patients disclose sensi-
tive psychosocial information during the primary care visit 
(see Figure 1. Model Depicting Interview Results about 
Patient Psychosocial Information Disclosure). First, PCPs 
must build and maintain a relationship with the patient, 
which must be characterized by trust, because access to 
psychosocial information is dependent upon trust. Second, 
PCPs described how they build trust with their patients 
during clinical consultations.

Finding 1: Importance of Establishing and 
Maintaining Trusting Relationships With 
Patients

The use of psychosocial information is entirely reliant on 
the physician’s ability to access it, which participants 
expressed is heavily dependent upon the level of trust in 
the patient–provider relationship. Establishing trust is 
fundamental to patient care, as it enables the physician to 
facilitate communication and commitment from the 
patient concerning the various diabetes care decisions 
and recommendations:

with any type of patient, you have to build a rapport and you 
have to build that communication, and so that they buy in to 
what you’re teaching them or what you’re recommending 
them, and that’s just basic patient-doctor rapport and 
relationship. (Family Medicine)

Participants described how building trust is what facil-
itates their access to psychosocial information. A family 
medicine physician believes trust is integral to building 
relationships with patients, “I think trust plays into things 
a lot . . . If we have an established relationship, they . . . 
know . . . that I care about them.” Another family medi-
cine physician explained how developing trust is essen-
tial to how she delivers care:

The way that I practice medicine . . . I know that I’m doing 
a lot more than just collecting information. I’m developing a 
relationship with them, I’m developing trust. I’m trusting 
them and they’re trusting me . . . it’s like everything comes 
together in the right way for this relationship to work, and 
then all of a sudden it’s like they understand that I actually 
really care about them. Because I actually care and I want 
them to be better.

Participants placed importance on creating and nurturing 
trusting relationships. They perceive that when patients 
understand that they care about them, this results in an 
environment well-suited to provide the best possible care.

However, participants asserted that trust is rarely estab-
lished during initial clinical visits. Consequently, psychoso-
cial information may not be disclosed until the relationship 
is established. An internal medicine physician with over a 
decade of clinical experience describes how a trusting rela-
tionship is necessary to access appropriate psychosocial 
information, “you have to unlock someone’s trust in order 
to get to the truth about someone’s psychosocial factors.” 

Figure 1. Model depicting results for patient disclosure of psychosocial information.
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Although physicians stated that they attempt to start build-
ing trust at the very first visit, they also recognized that the 
relationship must be established before they expect disclo-
sure of accurate psychosocial information. Building the 
relationship may require several office visits:

In that first visit, I think you have to be somewhat skeptical 
because people will usually try to paint a better picture . . . 
because they’re trying to somehow please you, or put on a 
good face. There are some pride issues; they’re not sure if 
they can trust you. But I think over time, if you’ve got a good 
doctor-patient relationship, wow, you may know things that 
only their priest or religious advisor know. I mean, it can get 
to that level. (Internal Medicine)

This physician explained how establishing the patient–
provider relationship is necessary to facilitate disclosure 
of sensitive psychosocial information, in this case, finan-
cial barriers: “There are people who, for reasons of pride, 
will really hide [financial barriers] . . . they’ll hide it . . . 
it may come out down the road. But only if I’ve estab-
lished that relationship.” A family medicine physician 
with almost 20 years of experience described her frame of 
mind during her consultation with a new patient, which 
includes a keen awareness that patients may not initially 
disclose pertinent, and very sensitive, psychosocial 
information:

[Seeing a] patient for the first time, you have no idea. And, 
sometimes patients lie and say, “Everything’s fine,” even when 
they’re getting the crap beat out of them every night. . . . Or 
they’re doing a lot of drugs or they’re homeless . . . They’ll lie 
because they’re embarrassed.

Despite placing a premium on creating and nurturing a 
relationship rooted in mutual trust, participants acknowl-
edge that patients may not share personal information 
before a relationship is established. In fact, they assume 
that patients may initially offer misleading information 
because disclosure may come with discomfort.

Other important factors: Quality and continuity. In addition 
to trust, the quality and continuity of the relationship 
influence access to sensitive psychosocial information. 
Participants believe that the quality of the patient–pro-
vider relationship is associated with the level and nature 
of disclosure. Continuity gives the patient–provider dyad 
a chance to develop a more in-depth relationship, which 
in turn facilitates disclosure.

The quality of the relationship enhances access to sen-
sitive psychosocial information. An internal medicine 
physician described a case when the quality of the rela-
tionship granted access to pertinent psychosocial infor-
mation: “since I had a relationship [with the patient] she 
knew that she could say that [she will not change certain 

dietary habits] to me.” Another internal medicine physi-
cian described how the quality of the relationship can 
grant him access to the patient’s situation, important in 
understanding the level of social support:

. . . from [the] relationship comes all sorts of wonderful 
things, including access to their social world . . . Because 
they’ll start to be real with you after a while. They may not 
tell you everything, but . . . I don’t tell my wife everything, 
either. You know what I’m saying?

Seeing patients over a period of time results in continu-
ity of care that enables the physician to get to know the 
patient in-depth. Physicians expressed the view that seeing 
the patient over the course of several visits enables the phy-
sician to “get to know” the patient, and to some degree 
enabled patients to “get to know” the physician. This con-
tinuity is important to accessing sensitive psychosocial 
information: “over time, you get to know the person. And 
it’s a chronic disease, so yeah . . . sometimes when you do 
see them every month, there’s more things you find out and 
take it to account” (Endocrinology). A family medicine 
physician described how continuity enhances the relation-
ship which can result in patients’ disclosing information, 
“usually, after a couple of visits, you can build some rela-
tionship and trust and you’ll start to get more information. 
So, there’s some continuity of care that leads to more dis-
closure.” Another family medicine physician added, “part 
of it is the longitudinal rapport that I build up with patients. 
I mean if they’ve been my patient for years, hopefully, I am 
that trusted advisor.” Seeing the same patient over a period 
of time helps facilitate disclosure, which occurs as the rela-
tionship develops, and trust is established:

I think trust plays into things a lot . . . If we have an 
established relationship, so they also know me and they 
know that I’m not gonna force anything on them . . . they 
know that I care about them . . . It’s gonna be a shared 
decision making versus someone who doesn’t know me at 
all . . . if I do know them, [if] I do know their family, and we 
kinda have gone through ups and downs together. (Family 
Medicine)

Trust becomes an important contextual feature of patient-
centered care which is developed over the course of time. 
Participants believe that as patients trust them more, this 
increasing trust allows for patients to feel more comfort-
able disclosing sensitive, psychosocial information which 
is relevant to inform care decisions.

Finding 2: How PCPs Establish and Maintain 
Trusting Patient Relationships

Physicians described various techniques they use to 
help build and nurture trusting relationships with their 
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patients. They detailed four specific practices: (a) talk-
ing to patients, (b) demonstrating caring, (c) nurturing a 
safe environment, and (d) empowering patients.

Building trust includes how physicians talk with 
patients. They ask both general and specific questions 
that, for example, may elicit the patient’s input on psy-
chosocial information that may illuminate barriers to care 
that they may be experiencing. Participants indicated that 
they may direct the conversation toward specific psycho-
social information (e.g., financial strain) or guide the con-
sultation toward how their patients’ living situations 
might impact their self-management behavior:

I am . . . able to bring the attention and the focus . . . on [what 
is impacting them]. Some of the time . . . they’ll volunteer, 
‘Listen, my [diabetes] control’s horrible because right now 
I’m feeling horrible because of my grandson.’ . . . Hopefully, 
I’ll lead them in that direction.” (Family Medicine)

Participants assert that patient disclosure is dependent on 
trust. They build trust by endeavoring to provide an envi-
ronment that allows patients to feel comfortable—
whether as a result of a consistent, long-term relationship 
or simply attempting to convey in the initial visit that the 
patient can trust them.

Successfully demonstrating caring for their patients is 
central to how physicians indicated that they nurture the 
relationship. An internal medicine physician described 
how caring is really the essence of what he does with his 
patients, “I really don’t ‘cure’ very many people. I just 
kind of care about them. And that caring translates to a 
relationship.” Demonstrating that they care for their 
patients helps forge connections, which facilitates disclo-
sure of psychosocial information: “they disclose because 
of the doctor-patient relationship, [which is dependent 
upon] the ability to make a connection . . . I care about 
them and I demonstrate that in my behaviors” (Internal 
Medicine).

Participants expressed that establishing and maintaining 
a safe environment—which one physician specifically 
defined as one that is free from judgment, is supportive, and 
protects privacy—is vital. A safe environment is imperative 
to establish from the very first encounter with the patient,

I think the key is, if you’re judgmental or blaming in the 
initial visits, and you say, ‘What? You aren’t taking care of 
yourself.’ Or, ‘I can’t help you if you don’t take care of 
yourself,’ then, you get nothing. But, if you’re supportive 
and say, ‘Wow, it sounds like you’re working really hard to 
manage this,’ or, ‘You’ve done a good job of dealing with 
this problem,’ then you get more information.” (Family 
Medicine)

Maintaining this protected space facilitates access to 
information: “I’ll ask one question and then this whole 

other floodgate opens . . . if you allow that possibility and 
allow people to feel safe” (Family Medicine). However, 
participants asserted that they must maintain appropriate 
boundaries if they happen to have relationships with 
patients and their family members or friends, whom they 
may also be treating. Once patients realize that the infor-
mation they disclose will remain confidential, they may 
share additional, sensitive information:

There are two issues. If . . . the doctor knows your family . . 
. and your friends . . . very well . . . sometimes [patients 
think] like, “Oh, hopefully that doesn’t get disclosed.” [The 
patient needs to have] that confidence in you that, “Okay, my 
information is going to remain personal.” [the patient may] 
start disclosing . . . As a patient, if I’m improving in my 
health, and I’m seeing that my doctor is really doing the best 
to work on my health, and I haven’t seen anything getting 
disclosed anywhere, I’ll start disclosing accordingly. 
(Internal Medicine)

Protecting the patients’ privacy is important to maintain-
ing that trusting relationship. Doing so helps to commu-
nicate that sensitive information shared, will not be 
disclosed to others.

Participants also attempt to develop and nurture the 
patient relationship by acknowledging the autonomy and 
dominion that patients have over virtually every self-
management decision, from medication behavior to 
dietary choices to physical activity to attendance at fol-
low-up appointments, even the decision to select their 
doctor. This means that some physicians avoid appearing 
too directive with their patients. As this physician said,

I will not necessarily tell a person what to do. Some people 
want that, and if they do then I’m not a good doctor for them. 
I’ll just tell them straight to their face, ‘I’m just not gonna be 
a good doctor for you. There’s lots of other doctors.’” 
(Family Medicine)

Empowering patients means that clinical visits are charac-
terized by shared decision making. An endocrinologist 
(P05) described how she empowers patients by allowing 
them to voice opinions about potential treatment options, 
“[I give them] some time to talk . . . [I] ask them, ‘What do 
you think?’ or ‘Can you do this?’ Instead of saying, ‘Do 
this. Do this. Do this.’” Similarly, a family medicine physi-
cian empowers patients by acknowledging their important 
role in clinical decision making, “they know that I’m not 
gonna force anything on them . . . I’m gonna make recom-
mendations, but it’s gonna be shared decision making.”

Discussion

This work signifies an important contribution to the health 
communication literature because it is the first study we 
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are aware of that investigates disclosure in a health care 
delivery context from the perspective of the physician, the 
receiver of sensitive health information. This article con-
tributes to the existing literature by describing disclosure 
in the context of the primary care chronic disease visit. 
Understanding physicians’ perspectives concerning 
patient disclosure is imperative because the literature has 
focused on the person disclosing sensitive information. 
The patient is the primary source of psychosocial informa-
tion which is critical to understanding circumstances that 
may present barriers to following the recommendations 
for self-management. For example, life events, such as 
employment change, divorce, and changes in caregiver 
responsibilities, can impact level and types of stressors 
known to interfere with recommended diabetes self-man-
agement (Fritz, 2014; Harris et al., 2019; Osborn et al., 
2014). Awareness of these circumstances influences clini-
cal care decisions. In fact, access to and subsequent use of 
psychosocial information is important to inform chronic 
disease clinical decisions that facilitate personalized care 
(Senteio et al., 2018). Participants believe that access to 
pertinent psychosocial information is contingent upon 
establishing and maintaining trusting relationships with 
the patient, and physicians describe how they develop and 
maintain these types of relationships.

The PCPs’ (receiver) perspectives on disclosure are 
consistent with current health communication literature, 
which describes that disclosure is, at least in part, 
informed by the perceived closeness of the relationship 
between the sender and the receiver of personal health 
information (Venetis et al., 2018). Participants’ assertion 
that the ability to build trust depends upon their ability to 
establish and nurture a relationship with patients is con-
sistent with literature which describes that patients who 
indicate unsatisfactory relationships with health care 
practitioners leads to lack of trust, which can lead to dis-
regard of recommendations for self-management 
(Gomersall et al., 2011). The PCPs believe that trust is 
what facilitates the disclosure of psychosocial informa-
tion. As they emphasize that trust is developed over time 
(i.e., over several office visits), building a trusting rela-
tionship requires continuity of care. Interestingly, partici-
pants did not specify that clinical practice time constraints 
present barriers to building trust. Once the relationship is 
established, participants asserted that patients may dis-
close particular information about their living situations 
and/or self-management capabilities that influence their 
chronic disease treatment decisions.

Participants indicated that empowering patients and 
encouraging shared decision making are important 
practices to establish and maintain trusting relation-
ships with patients. This is consistent with literature 
which describes that shared decision making is a vital 
aspect of empowering patients, for doing so establishes 

relationships effective for engaging patients in clinical 
decisions which help to resolve life circumstances 
which present barriers to recommended self-care (Fox 
et al., 2009; Zoffmann & Kirkevold, 2011).

Limitations and Future Directions

This study focused exclusively on the receiver, the PCPs. 
It does not address how the discloser, in this context the 
patient, perceives the circumstances that facilitate their 
disclosure. Future work should include patients’ percep-
tions of circumstances in which they disclose sensitive 
psychosocial information and their motivations for doing 
so in the context of the primary care visit. For example, 
Greene (2009) describes that once individuals make the 
decision to disclose health information, they then con-
sider how to actually disclose, which includes factors like 
timing, location, and channel (Greene, 2009). Future 
work should also investigate how the quality of the 
patient–provider relationship influences disclosure given 
that the DD-MM indicates that the quality of the relation-
ship affects disclosure. We only investigated the receiv-
er’s perceptions of disclosure in the course of the 
in-person primary care clinical visit. It is timely and 
imperative to understand the patient’s perspectives for 
psychosocial information disclosure given the prolifera-
tion of technology-enabled tools designed for consumers 
to capture, use, and share personal health information due 
to rapid advancements in mobile computing capabilities 
(e.g., smartphones, smartwatches, tablets) and communi-
cations (e.g., broadband, cellular networks) (Subhi et al., 
2015). Also, only PCPs were included in the sample. 
Other clinical roles (e.g., specialty physicians, nurse 
practitioners, registered nurses, pharmacists, diabetes 
educators, and social workers) have input into care deci-
sions in the primary care setting and may solicit psycho-
social information from patients. Also, the time to 
establish and build trust in the context of primary care 
delivery is an important area of further investigation. The 
literature describes time constraints, and specifically 
inadequate reimbursement for time required to assess and 
provide diabetes patients’ self-management support, as a 
key barrier (Jortberg et al., 2019). Last, future work 
should include how patients’ belonging to specific cul-
tural groups may influence disclosure as the literature 
describes how culture and identity influence disclosure 
decisions (Pistulka et al., 2012).

Understanding access to psychosocial information is 
particularly important given the emphasis on enhance-
ments to current health information technology capabili-
ties, which include recommendations to more effectively 
capture and enable the use of psychosocial information. 
For example, the Institute of Medicine has detailed exten-
sively the imperative to enhance the collection and use of 
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psychosocial information (Institute of Medicine, 2014a, 
2014b). Study findings can be used by clinicians, health 
educators, health researchers, and developers of health 
informatics capabilities (e.g., clinical decision support 
systems, electronic health records) focused on improving 
chronic disease outcomes through the enhanced access 
to, and use of, psychosocial information.

We note that none of the participants discussed 
HIPAA (Health Insurance Portability and Accountability 
Act of 1996) when discussing access to personal health 
information. Privacy may be relevant to the context of 
sharing sensitive information, especially sharing it 
across clinical care teams. Future work should investi-
gate if HIPAA may affect the amount of information 
being elicited by the physicians in the context of chronic 
care to determine (a) if HIPAA may play a role in the 
disclosure processes and (b) what the receivers do with 
that information (e.g., input in the shared medical 
record). In addition, the patients’ perspectives on pri-
vacy should be explored in situations where they are 
elicited to disclose sensitive health information. 
Exploring both perspectives will provide a fuller under-
standing of how privacy may impact particular disclo-
sure conversations between patients and physicians. 
Finally, future research should explore if DD-MM can 
explain the disclosure process of when physicians are 
seeking psychosocial information from patients. The 
importance of access to patient psychosocial informa-
tion in providing patient-centered care is especially rel-
evant in chronic illness management.

Conclusion

PCPs build, establish, and nurture patient relationships 
to gain access to sensitive psychosocial information. 
The principal technique providers use to access perti-
nent psychosocial information lies in how they commu-
nicate with their patients. There are specific techniques 
that help build trust. Participants assert that they must 
create a safe environment and demonstrate caring which 
helps create connections to their patients. To nurture 
these patient relationships, PCPs believe that is vital to 
empower patients to share in the clinical decisions that 
comprise various aspects of their treatment plans.
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