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Abstract

Objective.—We aimed to identify social needs of gynecologic oncology patients using a self-

administered social needs assessment tool (SNAT), compare the SNAT to a formal social work 

assessment performed by cancer care navigators (CCN), and provide SNAT-informed community 

resources.

Methods.—We analyzed prospectively collected data from a performance improvement initiative 

in a safety-net gynecologic oncology clinic between October 2021 and July 2022. We screened 

for eight social needs domains, health literacy, desire for social work, and presence of urgent 

needs. Clinicodemographic data were abstracted from the electronic medical record. Univariate 

descriptive statistics were used. Inter-rater reliability for social needs domains was assessed using 

percent agreement.

Results.—1010 unique patients were seen over this study period. 488 (48%) patients completed 

the SNAT, of which 265 (54%) screened positive for ≥1 social need. 83 (31%) patients were 

actively receiving cancer treatment, 140 (53%) were in post-treatment surveillance, and 42 (16%) 

had benign gynecologic diagnoses. Transportation (19% vs 25%), housing insecurity (18% vs 

19%), and desire to speak with a social worker (16% vs 27%) were the 3 most common needs 

in both the entire cohort and among patients actively receiving cancer treatment. 78% patients in 
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active treatment were seen by a CCN and received SNAT informed community resources. The 

percent agreement between the SNAT and formal CCN assessment ranged from 72%–94%.

Conclusions.—The self-administered SNAT identified many unmet social needs among 

gynecologic oncology patients, corresponded well with the formal social work CCN assessment, 

and informed the provision of community resources.

Graphical Abstract
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1. Introduction

Cancer risk and health outcomes are affected by various factors, including biological/genetic 

predisposition, behavioral factors, health care systems, and social determinants of health [1]. 

The World Health Organization defines social determinants of health as “the circumstances 

in which people are born, grow up, live, work and age, and the systems put in place to deal 

with illness. These circumstances are in turn shaped by a wider set of forces: economics, 

social policies, and politics [2].” Although it may be difficult to determine which of these 

determinants are most influential, there is convincing evidence demonstrating that the social 

determinants patients experience impact healthcare outcomes [3]. Prior studies have shown 

that food insecurity, transportation barriers, and financial insecurity are associated with 

cancer treatment non-adherence and increased cancer-related mortality [4,5]. Emerging data 

demonstrates that connecting patients with community-based resources to address their 

social needs decreases hospitalizations and overall cost of care [6].

Integrating social care into the healthcare system can begin with clinic level interventions. 

Providing patient-centered care includes identifying the social risks and needs of patients, 

assisting patients with relevant social care referrals, and adjusting clinical management 

activities to decrease barriers to care [3]. Several studies have evaluated programs designed 

to identify unmet social needs of patients mostly in primary care clinic settings and have 

quantified the resources provided to patients [7–12]. However, few studies focused on 

gynecologic oncology patients or focused only on identifying individual social needs such 

as food or housing insecurity rather than screening for the presence of multiple social 

needs [5,7,12–15]. Utilizing validated social needs assessment tools that accurately identify 

patients’ needs across a spectrum of domains is a key public health goal that can advance 
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equity in gynecologic cancer care at the individual level [5,16]. More evidence is needed to 

guide the implementation of these screening tools in the clinic, especially in resource-limited 

settings.

The objective of our study was to identify the unmet, actionable social needs of gynecologic 

oncology patients undergoing active treatment or surveillance seen at a public safety net 

gynecologic oncology clinic using a self-administered social needs assessment tool, validate 

the findings of this tool as compared to routine social work assessments performed by a lay 

cancer care navigator, and describe the interventions and community resources provided to 

our patients.

2. Methods

This study analyzed prospectively collected data as part of an ongoing performance 

improvement initiative at an academically-affiliated urban, public safety-net hospital in 

Los Angeles County between October 2021 and July 2022. Analysis of this data and 

review of the electronic medical record were approved by the local Education and Research 

Institute’s Institutional Review Board (IRB 1881365–1). To design our self-administered 

social needs assessment tool (SNAT), we used and modified questions from the validated 

Health Leads Screening Toolkit to assess eight social need domains: food insecurity, utility 

needs, housing instability, transportation needs, childcare needs, exposure to violence, lack 

of companionship, or difficulty accessing medical care due to fear of losing job [17]. We 

asked patients if they desired to speak with a social worker and inquired if any needs 

were urgent. We added a single, validated health literacy question [18] to inform our 

communication strategies with patients. The questions were concise, written at a 5th grade 

reading level, and assessed the needs patients had in the past 12 months or anticipated in 

the immediate future. Surveys were distributed in English and Spanish (Supplemental Fig. 

1) based on the patient’s preferred language; other language translators were utilized as 

needed. Patients seen face to face in our clinic were provided the SNAT upon arrival at the 

front desk. The treating provider reviewed the completed questionnaire during the clinical 

encounter. Patients who screened positive for any social need other than health literacy 

were then triaged based on their disease status. All patients with a new cancer diagnosis 

are automatically referred to the CCNP regardless of SNAT completion. Additionally, all 

patients actively receiving cancer treatment with a positive SNAT were referred to one of 

the cancer care navigators (CCNs) embedded in our clinic (Fig. 1) on the day of their 

clinic visit and enrolled in the cancer care navigation program (CCNP). Surveillance patients 

with urgent needs were also referred to the CCN or the Department of Social Work. Our 

study cohort focuses only on these patients with a positive SNAT. Our CCNs are lay, 

medical case workers (MCW) within the department of social work at our institution who 

are deployed to the gynecologic oncology clinic. Up to three CCNs were dedicated to our 

patients throughout the study period and worked closely with the gynecologic oncologists. 

These bilingual and bi-cultural CCNs played a key role in the overall coordination of 

care as patients received their cancer treatment. In addition to reviewing the patient’s 

SNAT, the CCN routinely screened for language/translation needs, housing insecurity, 

financial insecurity, transportation issues, and psychosocial needs as part of their standard 

assessment which was documented in the EMR. These social need domains were uniformly 
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assessed for all patients enrolled in the CCNP using open ended questions rather than 

a standardized screening tool regardless of the needs identified on the SNAT. The CCN 

provided assistance centered around patients’ needs, such as submitting housing applications 

or scheduling transportation on behalf of the patient. Patients who were thought to benefit 

from counseling therapy were referred to a licensed clinical social worker. Physicians 

and nurses provided patients in post-treatment surveillance with informational pamphlets 

and community resources tailored to their social needs. At the discretion of the provider, 

surveillance patients with unmet social needs were also referred to the Department of Social 

Work. These electronic referrals were then reviewed and triaged to a licensed clinical social 

worker or MCW available to the patient through their primary care clinic based on the 

referral indication. We gathered community resources specific to each social need domain 

in collaboration with the social work department [19–23] and made these resources readily 

available for use by the clinical team for distribution to patients. All patients requesting to 

speak with a social worker were referred to the department of social work. All patients with 

urgent needs were referred same day to social work or the CCN. Patients with social needs 

identified who were not followed in the cancer care navigation program were referred to 

social work or provided resources according to their needs by providers and nurses in the 

clinics. We did not include a depression screen with our SNAT as all patients seen in our 

clinic completed a PHQ-2/9 [24,25] with their nurse intake and were referred to social work 

as appropriate.

Our current analysis was focused on the utility of the SNAT. Eligible patients were those 

who completed the SNAT. They represent a subset of all patients enrolled in the CCNP, 

and an overlapping but different subset of all patients seen in our gynecologic oncology 

clinic. We abstracted supplemental sociodemographic and clinical data from the electronic 

medical record, including patient age, race/ethnicity, primary language, insurance, disease 

site, prevalence of social needs, and the referral rates for social needs identified. We 

evaluated inter-rater reliability by calculating percent agreement for each individual social 

need between the SNAT and formal assessment documented by the CCN for all active 

cancer patients with social needs exclusive of patients who screened positive for limited 

health literacy alone. We considered percent agreement of 85% or greater to be high.

3. Results

There were 1010 unique patients seen in person in our gynecologic oncology clinic between 

October 2021 and July 2022. 488 (48%) patients completed the SNAT and were included 

for analysis. 265 (54%) patients screened positive for at least 1 social need. Of patients 

with a positive screen, 204 (77%) patients were Latina, 180 (68%) were primarily Spanish 

speaking, and 225 (85%) were insured through Medicaid (Table 1). 83 (31%) patients were 

actively receiving cancer treatment, 140 (53%) were in surveillance, and 42 (16%) were seen 

for benign gynecologic diagnoses. 79 (30%) patients screened positive only on the question 

assessing low health literacy. Of patients who screened positive beyond health literacy (n = 

186), 89 (48%) patients expressed 1 social need, 47 (25%) patients expressed 2 social needs, 

and 50 (27%) patients had 3 or more social needs. Among the 50 patients with 3 or more 

social needs, over half reported housing (74%), food (62%), or transportation insecurity 

(56%), and 62% desired to see social work.

Cotangco et al. Page 4

Gynecol Oncol. Author manuscript; available in PMC 2024 July 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Among the patients actively receiving cancer treatment (n = 83), the median age was 54 

years, 67 (81%) were Latina and 70 (84%) were insured through Medicaid. Most patients 

were being treated for endometrial (n = 31, 37%) ovarian, (n = 31, 37%) or cervical cancer 

(n = 13, 16%). Excluding health literacy, 34 (57%) patients reported 1 social need, 15 (25%) 

had 2 social needs, and 11 (18%) expressed 3 or more social needs.

There was no statistically significant difference in the number of needs identified among 

those actively receiving cancer treatment compared to the entire cohort of patients with 

social needs (p = 0.167). The most common social needs identified for all patients did not 

differ significantly from those in active treatment and included transportation needs (19% 

vs 25%), housing insecurity (18% vs 19%), and desire to speak with a social worker (16% 

vs 27%). These three social needs domains accounted for over half of all social needs for 

both cohorts (Fig. 2). Social needs related to food insecurity, lack of companionship, utility 

insecurity, or need for childcare in both, the overall and active treatment cohorts ranged 

from 6 to 16%. Only 2% of patients reported their needs as urgent. Of the 60 patients 

actively receiving treatment with social needs exclusive of health literacy, 47 (78%) patients 

had been seen by a CCN at the time of analysis. For patients not yet seen, follow up 

referrals to the CCN were placed. The percent agreement of both positive and negative 

identification of social needs between the SNAT and the CCN assessment ranged from 

72%–94% for needs that were (Fig. 3). The percent agreement for the SNAT and CCN 

assessments were ≥ 85% for utility insecurity, fear of job loss, and physical or emotional 

violence, housing insecurity, and need for childcare. In addition, there was >70% agreement 

for food insecurity, transportation insecurity, and lack of companionship (Fig. 3). Except 

for food insecurity, social needs tended to be more prevalent on the SNAT compared to the 

CCN assessment. Several needs were identified uniquely by the cancer care navigator that 

were not screened for by the SNAT: financial assistance needs (n = 12), disability insurance 

applications (n = 8), medical insurance applications (n = 4), legal/humanitarian /immigration 

needs (n = 6), and end of life care (n = 1).

All patients actively receiving cancer treatment who identified a social need and were seen 

by a CCN (n = 47) were provided with community resources [19–23] tailored to their 

specific needs. The navigators assisted all patients with food insecurity (n = 16) through 

referrals to local food banks and community nutrition assistance programs. All patients 

with utility insecurity (N = 3) were assisted with applications for Low Income Energy 

Assistance Programs or the California Alternate Rates for Energy program. Transportation 

resources through their insurance or Los Angeles County were provided to all patients with 

transportation needs (n = 17). Patients with housing instability (n = 8) were paired with 

rent relief programs such as Housing is Key or provided options for shelter housing. Three 

patients lacking companionship were referred to American Cancer Society support groups, 

the WeSpark Cancer Support Center, or support programs available through their insurance.

4. Discussion

Developing pathways to integrate social care into routine gynecologic oncological practice is 

of critical importance and is a vital first step in achieving equitable cancer outcomes for our 

patients. We found that universal screening for social needs in our outpatient gynecologic 
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oncology clinic identified at least one social need in over half of our patients. Transportation 

needs, housing insecurity, and the desire to meet with a social worker represented over 

50% of all needs identified. Many patients were successfully provided resources to meet 

these needs. Universal screening for social needs in the gynecologic oncology clinic using 

a self-administered SNAT is feasible and can inform patient centered referrals to address 

individual social needs.

Most of our patients reporting a social need received tailored individualized resources or 

referrals. A prior study evaluating basic social needs in gynecologic oncology patients 

reported a 69% referral rate for patients reporting a social need to an extramural Advocate 

at Health Leads [12]. In contrast, our cancer care navigators communicated with the patient 

at the time of their appointment and identified unique needs not screened for by the SNAT, 

such as immigration or insurance needs, which highlights the value of having a cancer 

care navigator embedded in the clinic setting. This is particularly important considering 

that we care for a predominantly under-resourced patient population with often low English 

proficiency. Similar to prior studies we found that transportation needs, housing insecurity 

and food insecurity were commonly identified by patients [5,12]. Our data show that 

these are actionable needs that can be addressed using existing community resources. 

Addressing these needs can help improve guideline concordant care, decrease treatment 

interruptions, and help prevent unnecessary hospital utilization [5,26]. Although concern for 

lack of referral resources after identification of social needs may be a perceived challenge 

for universal screening, awareness of existing resources and partnering with community 

organizations is a practical solution that has been studied in community health centers 

[27,28].

Our study found that both the self-administered SNAT and the CCN interview are effective 

methods for screening gynecologic oncology patients for social needs and have overall high 

concordance. If non-concordance was present, it is notable that except for food insecurity, 

self-reported needs were more common compared to the needs identified by the CCN. 

There are other possible explanations for non-concordance. All patients who received 

referrals from the CCN for food banks were considered to be food insecure on the CCN 

assessment. However, it is possible that some of these patients had previously received food 

resources and thus did not self-report food-insecurity. Similarly, several patients identified 

transportation insecurity on the SNAT but did not desire assistance, since they had family 

members or friends who were available to take them to their appointments. Further studies 

are needed to investigate potential barriers patients perceive when reporting social needs on 

screening tools. These findings also highlight the difference between screening for social 

needs and identifying the patient’s desire for social needs assistance. Increasing provider 

awareness of patients’ social needs and available resources improves patient centered care 

and advances the integration of social care into gynecologic cancer care.

The strengths of this study include the large sample size of a high-risk, underserved, mostly 

Latina, Spanish speaking patient population. While the homogenous nature of our patient 

population, including the paucity of non-Medicaid patients, limits the generalizability of 

our study, our findings represent an understudied population in social care cancer research 

[15]. Prior publications have examined the prevalence of social needs among predominantly 
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privately insured gynecologic oncology patients and found that only 36% of patients 

reported at least one social need, highlighting the unique needs of underserved populations 

[12]. Hispanic women experience disparate outcomes related to gynecologic cancers and 

developing social care strategies to reduce these disparities should be explored [29]. We used 

a validated screening tool at an appropriate reading level for our patients [5]. This SNAT can 

be modeled to other healthcare settings, as it used and adapted questions from the Health 

Leads Screening Toolkit, which is publicly accessible [17]. The tool was self-administered 

and did not require additional personnel to complete. A limitation of our study was the 

response rate of 48%. Although this increases the risk for non-response bias, it is possible 

that patients who chose not to complete the screening tool felt it was unnecessary if they 

were already receiving referrals and resources through other referral pathways in our health 

system. Future studies will need to be conducted to explore patient characteristics and 

social needs of this group of patients who opted not to complete the SNAT. Other potential 

weaknesses of our study were the exclusion of telehealth patients and the low proportion of 

surveys available for analysis to determine the agreement between the CCN assessment and 

the SNAT. However, the needs of the cohort seen by a cancer care navigator were similar to 

those identified in the entire patient cohort, and we suspect that the high similarities between 

the two study cohorts and the high concordance between the SNAT and the CCN assessment 

would persist in a larger cohort of patients.

Our novel study describes the implementation of a universal social needs assessment within 

the safety net and evaluates the social needs identified by a self-administered SNAT as 

compared to a formal social work assessment in gynecologic oncology patients. Our study 

shows that the self-administered SNAT is an appropriate initial screening tool to identify 

targetable social needs in gynecologic oncology patients. Further research is needed to 

identify correlates of unmet social needs within this population. Since these needs are 

rarely independent of each other, understanding the impact of language, psychosocial needs, 

socioeconomic status, and the possible associations between various social needs will help 

advance social care integration efforts. Our team is actively studying the association between 

the presence of anxiety/depression and unmet social needs. With community resources and 

partnerships, in addition to lay cancer care navigators, many of our patients needs were 

addressed by using existing community resources. Further study is needed to understand the 

impact of these referrals and resources on patients’ perceived quality of care, in addition to 

the impact on their social needs over time, adherence to guideline-based care, and survival 

outcomes.
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HIGHLIGHTS

• Screening for social needs in gynecologic cancer patients identifies many 

unmet needs in a public safety net hospital.

• This self-administered social needs assessment (SNAT) tool identifies most 

unmet social needs of our patients.

• With community partnerships and existing hospital resources, many social 

needs identified by the SNAT can be addressed.
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Fig. 1. 
Flowsheet of SNAT completion and assessment of patients referred to CCNP due to a 

positive SNAT.

SNAT: Social Needs Assessment Tool.

CCN: Cancer Care Navigator.

CCNP: Cancer Care Navigation Program.

^ Surveillance patients were provided SNAT informed community resources or were referred 

to the Department of Social Work at the discretion of the reviewing provider. Patients with 

urgent needs were referred to the CCN or Dept. of Social Work.
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Fig. 2. 
Prevalence of Social Needs Identified in All Patients Compared to Patients Actively 

Receiving Cancer Treatment.
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Fig. 3. 
Percent Agreement Between the Social Needs Identified as Evaluated by SNAT and CCN (n 
= 47).

Cotangco et al. Page 13

Gynecol Oncol. Author manuscript; available in PMC 2024 July 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Cotangco et al. Page 14

Table 1

Baseline demographics of patients who completed the SNAT.

All Patients Patients with ≥1 Social Need Patients Receiving Cancer Treatment with ≥1 Social Need

n = 488 n = 265 n = 83

n (%) n (%) n (%)

Median Age (yrs) 54 53 54

Race

 Latina 352 (72%) 204 (77%) 67 (81%)

 Other 63 (13%) 27 (10%) 7 (9%)

 NHAPIa 38 (8%) 24 (9%) 6 (7%)

 Declined 16 (3%) 4 (2%) 2 (2%)

 Black 11 (2%) 5 (2%) 1 (1%)

 White 8 (2%) 1 (0%) 0 (0%)

Language

 Spanish 312 (64%) 180 (68%) 55 (66%)

 English 147 (30%) 72 (27%) 23 (28%)

 Asian 19 (4%) 9 (3%) 3 (4%)

 Other 10 (2%) 4 (2%) 2 (2%)

Insurance

 Medicaid 384 (79%) 225 (85%) 70 (84%)

 None 70 (14%) 24 (9%) 6 (7%)

 Medicare 32 (7%) 16 (6%) 7 (8%)

 Private 2 (0%) 0 (0%) 0 (0%)

Disease Status

 Surveillance 239 (49%) 140 (53%) n/a

 Active Treatment 162 (33%) 83 (31%) 83 (100%)

 Benign 87 (18%) 42 (16%) n/a

Disease Site

 Endometrial 167 (34%) 94 (35%) 31 (37%)

 Ovarian 131 (27%) 78 (29%) 31 (37%)

 Cervical 71 (15%) 36 (14%) 13 (16%)

 Vulvar 9 (2%) 4 (2%) 4 (5%)

 Vaginal 2 (0%) 1 (0%) 0 (0%)

 Other 14 (3%) 0 (4%) 4 (5%)

 Benign 94 (19%) 43 (16%) 0 (0%)

Number of Needs Identified Per Person Exclusive of Literacy

Number of Needs^ n = 186 n = 60

1 n/a 89 (48%) 34 (57%)

2 n/a 47 (25%) 15 (25%)

3+ n/a 50 (27%) 11 (18%)
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a
Non-Hispanic Asian Pacific Islander.

^
P = 0.167 indicating there is not a statistically significant difference in the number of social needs identified between all patients and those actively 

receiving cancer treatment.
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