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Check for
updatesPerceived Appropriateness of Assessing for

Health-related Socioeconomic Risks Among
Adult Patients with Cancer
Milkie Vu1,2,3, Kelly Boyd2, Emilia H. De Marchis4, Bridgette G. Garnache2,
Laura M. Gottlieb4, Cary P. Gross5,6, Nita K. Lee2, Stacy Tessler Lindau2,7,8, Sophia Mun5,9,
Victoria A. Winslow2, and Jennifer A. Makelarski2,10

ABSTRACT

Cancer treatment can trigger or exacerbate health-related socioeconomic
risks (HRSR; food/housing insecurity, transportation/utilities difficulties,
and interpersonal violence). The American Cancer Society and National
Cancer Institute recommend HRSR screening and referral, but little re-
search has examined the perceptions of patients with cancer on the
appropriateness of HRSR screening in healthcare settings. We examined
whether HRSR status, desire for assistance with HRSRs, and sociodemo-
graphic and health care–related factors were associated with perceived
appropriateness ofHRSR screening in health care settings and comfort with
HRSR documentation in electronic health records (EHR). A convenience
sample of adult patients with cancer at two outpatient clinics completed
self-administered surveys. We used χ2 and Fisher exact tests to test for sig-
nificant associations. The sample included 154 patients (72% female, 90%
ages 45 years or older). Thirty-six percent reported≥1 HRSRs and 27% de-
sired assistance with HRSRs. Overall, 80% thought it was appropriate to
assess for HRSRs in health care settings. The distributions of HRSR status

and sociodemographic characteristics were similar among people who per-
ceived screening to be appropriate and those who did not. Participants who
perceived screening as appropriate were three times as likely to report prior
experiencewithHRSR screening (31% vs. 10%,P= 0.01).Moreover, 60% felt
comfortable having HRSRs documented in the EHR. Comfort with EHR
documentation of HRSRs was significantly higher among patients desir-
ing assistance with HRSRs (78%) compared with those who did not (53%,
P < 0.01). While initiatives for HRSR screening are likely to be seen by
patients with cancer as appropriate, concerns may remain over electronic
documentation of HRSRs.

Significance: National organizations recommend addressing HRSRs such
as food/housing insecurity, transportation/utilities difficulties, and inter-
personal violence among patients with cancer. In our study, most patients
with cancer perceived screening for HRSRs in clinical settings as appropri-
ate. Meanwhile, concerns may remain over the documentation of HRSRs
in EHRs.

Introduction
The heavy financial burden of cancer treatment and care in theU.S. forcesmany
patients into financial distress (1–6). National data (1998–2014) estimated that
42% of individuals depleted their life assets in the 2 years following a cancer
diagnosis (4). A systematic review found that 12% to 62% of cancer survivors
reported being in debt because of their treatment (5). High cancer care costs
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can trigger or exacerbate socioeconomic hardships (e.g., food insecurity, hous-
ing difficulties, transportation needs) in patients with cancer. Socioeconomic
hardships are associatedwithmedication nonadherence (7–10), poorer survival
rates (11), and worse prognosis and quality of life (12). A 2019 report released
by the National Academies of Sciences, Engineering, and Medicine (NASEM)
suggested taking social risks into account to improve treatment of acute and
chronic illnesses (13). Shortly following the NASEM report’s publication, the
American Cancer Society (ACS) recommended standard assessment of health-
related socioeconomic risks (HRSR) for patients with cancer in health care
settings and referral to resources that can address HRSRs (14). The National
Cancer Institute (NCI) is prioritizing addressing social risks in cancer care and
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has released several recent funding and workshop announcements supporting
this effort (15).

Past studies have demonstrated that many patients with cancer experience food
insecurity (7, 8, 10, 16–21), housing insecurity orworry over rent/mortgage costs
(6, 16, 21–23), transportation difficulties (8, 19), utilities concerns (6, 22), and
intimate partner violence (24, 25). Because of structural racism (i.e., “the struc-
tures, policies, practices, and norms resulting in differential access to the goods,
services, and opportunities of society by race”; ref. 26) in the United States,
the burden of HRSRs among patients with cancer is also disproportionately
concentrated among minoritized racial and ethnic groups (23, 27–29).

Screening tools for HRSRs used in past studies vary in length and focus.
Although not specific to patients with cancer, the Accountable Health Commu-
nities (AHC) Health-Related Social Needs questionnaire (30) is a standardized
screening tool that has been widely adopted and is one of the several tools
recommended by the ACS (14). The Center forMedicare andMedicaid Innova-
tion (CMMI) AHC demonstration is using the AHC screening tool to test the
impact of community resource referrals for identified needs in 29 bridge orga-
nizations across the United States. The project had screenedmore than 480,000
beneficiaries as of December 2020 (31).

Despite HRSR screening recommendations, it is unclear how patients with
cancer perceive the appropriateness of HRSR screening as part of routine clin-
ical care. In non–cancer-specific patient populations, while some studies have
found high perceived appropriateness ofHRSR screening, somehave noted sev-
eral potential concerns (32–35). Some caregivers of pediatric patients voiced
fear of being judged by their providers, embarrassment, and privacy concerns
(34, 36). Patients’ relationships (i.e., level of trust) with their providers may also
influence perceived appropriateness of HRSR screening (32, 34, 36). Experi-
ences of discrimination are associated with lower perceived appropriateness,
while previous experience with HRSR screening in health care settings is asso-
ciated with higher perceived appropriateness (32). Furthermore, patients may
have confidentiality concerns if HRSR screening results are documented in
electronic health records (EHR; ref. 32).

It is unclear whether these findings apply to patients with cancer. Cancer treat-
ment is intensive—patients spend a considerable amount of time receiving
treatment and recovering from treatment side effects (37–40). Consequently,
patients may want to focus on clinical management rather than other issues, es-
pecially those perceived as unrelated to medical treatment. Examining factors
associatedwith perceived appropriateness ofHRSR screeningmay help identify
subgroups of patients who think screening is inappropriate and inform targeted
strategies to address screening concerns.

This study describes patterns and prevalence of HRSRs among people with
cancer presenting for care at two outpatient cancer centers. We also ana-
lyze relationships betweenHRSR status, sociodemographic characteristics, and
health care–related experiences and (i) desire for assistance with HRSRs; (ii)
perceived appropriateness of HRSR screening; and (iii) comfort with HRSR
documentation in medical records.

Materials and Methods
Eligibility Criteria and Research Procedure
Patients with cancer were recruited from general hematology/oncology, ob-
stetrics and gynecology, breast cancer, and primary care clinics at two NCI

Comprehensive Cancer Centers: one in Chicago, Illinois and one in New
Haven, Connecticut. The Chicago-based cancer center is located on the South
Side of Chicago and in an area with 55% of the population living below 200%
of the federal poverty level and 75% identifying as African American or Black
(41). The New Haven-based cancer center is located in an area with 64% of the
population living below 200% of the federal poverty level and 38% identifying
as African American or Black (41). At the time of the study, study participants
at the Chicago-based cancer center could receive a list of nearby community
resources upon survey completion. The academic medical center that houses
the Chicago-based cancer center also operated a food pantry that offered non-
perishable food to patients and caregivers, with no eligibility criteria required
to receive food or limits on howmuch food someone could take (42). The New
Haven-based cancer center did not operate any program that provided patients
with referrals to resources to address HRSRs.

Eligible participants were English- or Spanish-speaking patients with cancer
who were ≥18 years of age and able to provide verbal informed consent. We
asked participants whether they had ever been told by a doctor or health
care professional that they had cancer or any malignancy; anyone responding
“Yes” was categorized as a patient with cancer. Research assistants approached
potential participants in clinic waiting rooms. Those who expressed interest
were provided with information about the study and screened for eligibility.
All participants provided verbal consent. Each participant self-completed the
survey (total of 50 items) on a tablet computer in either English or Spanish.
The survey was translated from English to Spanish by a bilingual Spanish and
English-speaking study research assistant. Each participant received $5 as com-
pensation upon survey completion. The research was conducted in accordance
with recognized ethical guidelines. The Institutional Review Boards (IRB) of
the participating institutions approved this study.

Measures
Supplementary Data S1 include all study questions and coding instructions for
variables.

HRSR-related Questions
The 10-question AHC screening tool (30, 43) was used to identify five HRSRs:
housing insecurity, food insecurity, transportation needs, utility needs, and in-
terpersonal safety concerns. The tool draws onpreviously validated assessments
of theseHRSRdomains (44). CMMI’s instructions for categorizingHRSR status
were followed (30).

In addition to the AHC tool, we included several items assessing desire for
assistance, perceived appropriateness of HRSR screening, and comfort with
having HRSR information entered into the EHR. These additional items were
drawn from a previous 10-site study by the Social Interventions Research &
Evaluation Network (SIREN; refs. 32, 33). Desire for assistance with HRSRs
was assessed by asking whether participants wanted to receive assistance with
each of the five HRSRs. Participants were also asked whether it was appropri-
ate to ask about HRSRs at that clinic (“Do you think it is appropriate to be
asked these questions about your social and economic needs at this clinic?”),
and whether they felt comfortable having their HRSR information documented
in their EHR (“Would you be comfortable having these kinds of needs in-
cluded in your health records, also known as your medical record or chart?”;
ref. 32).
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Sociodemographic Characteristics
Sociodemographic data, including participants’ age, gender, race, education,
and income were collected via self-report in the survey.

Previous Experience with HRSR Screening or Assistance
Participants were asked whether they had been screened for or received assis-
tancewith any of the fiveHRSRs in the past 12months in any health care setting,
using measures from the SIREN study (32, 33).

Experience of Discrimination and Trust in Providers
The Discrimination in Medical Settings scale (45) was administered to as-
certain whether participants ever experienced any of seven discrimination or
prejudice-related scenarios based on their race, ethnicity, or socioeconomic sta-
tus when receiving healthcare. Participants who answered affirmatively to any
of the seven scenarios were coded as having experienced discrimination. Trust
in health care providers (32, 46) was also assessed (scale of 0 to 10, with 0=Not
at all and 10 = Completely). Those who reported a score of 10 out of 10 on the
scale were coded as having a high level of trust.

Data Analysis
We used χ2 and Fisher exact tests to examine the relationships between
sociodemographic characteristics, experience with screening or receiving assis-
tance with HRSRs, discrimination in a medical setting, and trust in providers
and: (i) HRSRs (reporting ≥1 HRSRs vs. none), (ii) desire assistance (desiring
assistance with any HRSRs vs. none), (iii) perceived appropriateness of HRSR
screening (very appropriate/somewhat appropriate vs. neither appropriate
nor inappropriate/somewhat inappropriate/very inappropriate), and (iv) com-
fort with EHR documentation of HRSRs (completely comfortable/somewhat
comfortable vs. neither comfortable nor uncomfortable/somewhat uncomfort-
able/completely uncomfortable). We chose these statistical techniques over the
alternative of multivariable logistic regressions for two reasons. First, given
the suggested number of events per variable that need to be met to reduce
biases in estimates from multivariable logistic regressions (47), we could risk
overfitting regressions with our data (48). Second, and critically, our analyses
sought to understand the characteristics of those who may be hesitant about
HRSR screening and EHR documentation, rather than identifying factors that
independently predicted these outcomes.

Three participants with missing data for transportation needs were coded
as not having transportation needs. A sensitivity analysis was conducted for
perceived appropriateness and comfort with EHR documentation, separating
those responding “very” from those responding “somewhat.” The statistical sig-
nificance criterion was set at 0.05 for all tests. Stata 15.1 (StataCorp LLC) was
used for all data analyses.

Data Availability Statement
The data analyzed in this study are not publicly available due to patient pri-
vacy requirements. Data are available upon reasonable request from S.T. Lindau
(University of Chicago, Chicago, IL) and C.P. Gross (Yale University, New
Haven, CT) and with appropriate IRB approval.

Ethics Approval and Consent to Participate
All participants provided verbal informed consent. The IRBs of the University
of Chicago and Yale University approved this study.

Results
Sociodemographic and Health Care Characteristics
Of the 154 patient participants in the sample, 72% were female, 90% were 45
years of age or older (Table 1). More than a quarter (29%) were non-Hispanic
African American or Black, and 61% were non-Hispanic White. More than
half (58%) had less than a college education. A quarter (27%) had an annual
household income of ≤$25,000.

Most participants indicated that they had not been screened for HRSRs (73%)
or received assistance during medical visits for any HRSRs (87%) in the past
12 months. In addition, 81% reported no experience of discrimination in med-
ical settings and 65% indicated a high level of trust (10 out of 10) in health
care providers. Supplementary Data S2 provide additional information on
participants from each of the two study sites.

HRSRs
More than a third of participants screened positive for ≥1 HRSRs (36%;
Table 1). More participants with ≥1 HRSRs had lower income (58%) compared
with those withoutHRSRs (5%, P< 0.001). Similarly, more participants with≥1
HRSRs (27%) had previous experience with HRSR assistance in a health care
setting compared with those without HRSRs (5%, P< 0.001).More participants
with ≥1 HRSR identified as African American or Black (43%) compared with
those without HRSRs (22%, P < 0.001; Table 1).

Approximately 21% of participants had ≥2 HRSRs (Fig. 1). Food insecurity
was the most prevalent HRSR (23%), followed by housing insecurity (20%),
transportation difficulties (14%), utilities concerns (10%), and safety concerns
(1%; Fig. 2). All participants who reported transportation difficulties or safety
concerns also reported food insecurity (Fig. 2).

Desire for Assistance with HRSRs
Desire for assistance was several times higher among participants with ≥1
HRSRs (61%) compared with those with none (7%; P < 0.001). Half of partic-
ipants with transportation difficulties (50%) and half with utilities difficulties
(50%) desired assistance addressing these HRSRs (Fig. 3). Among the entire
sample, 15%, 13%, and 11% desired assistance with transportation difficulties,
utilities difficulties, and housing insecurity, respectively (Fig. 3).

Among those with ≥1 HRSRs, a greater proportion of those who desired as-
sistance identified as African American or Black (56% vs. 23%, P = 0.03), had
lower income (80% vs. 25%, P < 0.001), had previous experience with assis-
tance of any of the five HRSRs in a health care setting (41% vs. 5%, P < 0.01),
and felt comfortable with EHR documentation of HRSRs (79% vs. 43%, P <

0.01) than those who did not desire assistance (Table 2). These relationships
were similar when the analysis included the entire sample (i.e., both those with
andwithoutHRSRs). In addition, in the entire sample, participants who desired
assistance had lower educational attainment compared with those not desiring
assistance (73% vs. 52%, P= 0.02). Desire for assistance did not vary in relation
to experience with discrimination or trust in providers.

Perceived Appropriateness of HRSRs Screening
Overall, 24% and 55% of participants thought it was somewhat or very
appropriate to assess for HRSRs at their clinic, respectively (total 80%;
Table 3). Distributions of HRSR status, sociodemographic characteristics, ex-
periences of discrimination, and trust in providers were similar among those
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TABLE 1 Sociodemographic and health care factors in relation to having ≥1 HRSRs among a sample of patients with cancer

Total (N = 154) No HRSR (n = 98) ≥1 HRSRs (n = 56)

n % n % n % P

Age (n = 152) 0.19
18–44 15 9.9 9 9.3 6 10.9
45–64 64 42.1 36 37.1 28 50.9
65 or older 73 48.0 52 53.6 21 38.2

Gender (n = 152) 0.76
Female 110 72.4 71 73.2 39 70.9
Male 42 27.6 26 26.8 16 29.1

Race (n = 151) <0.001
African American or Black 44 29.1 21 21.6 23 42.6
White 92 60.9 71 73.2 21 38.9
Other 15 9.9 5 5.2 10 18.5

Education (n = 154) .06
Less than a college degree 89 57.8 51 52.0 38 67.9
College degree or more 65 42.2 47 48.0 18 32.1

Income (n = 124) <0.001
≤$25,000 33 26.6 4 5.4 29 58.0
>$25,000 91 73.4 70 94.6 21 42.0

Previous experience with HRSRs screening (n = 154) 0.12
No HRSRs screening 113 73.4 76 77.6 37 66.1
Any HRSRs screening 41 26.6 22 22.4 19 33.9

Previous experience with HRSRs assistance (n = 154) <0.001
No HRSRs assistance 134 87.0 93 94.9 41 73.2
Any HRSRs assistance 20 13.0 5 5.1 15 26.8

Discrimination in medical settings (n = 150) 0.09
No discrimination 122 81.3 82 85.4 40 74.1
Experienced discrimination 28 18.7 14 14.6 14 25.9

Trust in health care providers (n = 150) 0.19
Less than complete trust 52 34.7 30 30.9 22 41.5
Complete trust 98 65.3 67 69.1 31 58.5

Desiring assistance with HRSRs (n = 153) <0.001
No 112 73.2 90 92.8 22 39.3
Yes 41 26.8 7 7.2 34 60.7

Appropriateness of HRSRs screening (n = 152) 0.53
Not appropriate 31 20.4 22 22.4 9 16.7
Appropriate 121 79.6 76 77.6 45 83.3

Comfort with EHR documentation (n = 151) 0.32
Uncomfortable 60 39.7 41 42.7 19 34.5
Comfortable 91 60.3 55 57.3 36 65.5

who perceived screening as appropriate and those who did not. However, prior
experience with screening was associated with perceived appropriateness of
HRSR screening: among participants who thought screening was somewhat
or very appropriate, 31% reported previous HRSR screening experience com-
pared with 10% of participants who did not think screening was appropriate
(P = 0.01).

Results from a sensitivity analysis, which separated participants who responded
that screening was “very appropriate” from those who responded that it was
“somewhat appropriate,” were similar for all comparisons; among those who

perceived screening as appropriateness, a higher proportion were of ages 18–44
years compared with those who did not (Supplementary Data S3).

Comfort with EHR Documentation of HRSRs
Overall, 17% and 43% of participants felt very or somewhat comfortable with
having their HRSR information documented in their EHR, respectively (to-
tal 60%; Table 3). HRSR status, sociodemographic characteristics, experience
of discrimination, and trust in providers were similar among those who felt
comfortable with EHR documentation of HRSRs compared with those who
did not. However, desire for assistance was associated with comfort with EHR
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FIGURE 1 Prevalence of HRSRs among a sample of patients with cancer (N = 154).

documentation: among participants who reported comfort with EHR docu-
mentation, 36% desired assistance with HRSRs compared with only 15% of all
participants who were not comfortable with EHR documentation (P < 0.01).

In a sensitivity analysis in which those responding “very comfortable” were sep-
arated from those responding “somewhat comfortable,” results were similar for
all comparisons (Supplementary Data S3).

Discussion
Among patients with cancer surveyed at two outpatient cancer care sites, 80%
reported that it was appropriate to screen for HRSRs and 60% were comfort-
able with EHRdocumentation ofHRSRs. Perceived appropriateness was higher
among patients with previous experience with screening; comfort with EHR
documentation was higher among those desiring assistance with HRSRs. We

FIGURE 2 Patterns of overlapping HRSRs among a sample of patients with cancer (N = 154). The percentage represents the proportion of the
sample with that particular HRSR.
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FIGURE 3 Prevalence of desire for assistance with HRSRs among a sample of patients with cancer. A, Among those with the particular HRSR.
B, Among the entire sample (N = 153; one participant had missing data for desire for assistance).

did not identify associations between sociodemographic characteristics, expe-
rience of discrimination, or trust in providers and the outcomes of perceived
appropriateness and comfort with EHR documentation. Likewise, HRSR status
was not associated with either outcome.

The high levels of perceived appropriateness of screening and comfort with
EHR documentation are similar to findings reported in the previous 10-site
SIREN study in primary care and emergency department patient populations
(79% perceived screening as appropriate; 65% felt comfortable with EHR doc-
umentation; ref. 32). At the same time, 40% of patients with cancer did not
report comfort with EHR documentation of HRSRs. This result suggests that a
considerable number may still feel hesitant about electronic documentation of
HRSRs, possibly due to concerns about privacy, stigma, or fear that providers
may not offer all cancer treatment options based on HRSR status. The positive
association between desire for assistance and comfort with EHR documenta-
tion could indicate that patients regard EHRdocumentation as part of a process
of getting assistance. Furthermore, our results showed no difference in either
perceived appropriateness or comfort with EHR documentation in those with
no HRSRs and those with at least one HRSR, which is congruent with results
in the previous 10-site study (32).

A higher proportion of thosewho perceived screening as appropriate had previ-
ously been asked about HRSRs at amedical visit (vs. those who did not perceive
screening as appropriate). This finding suggests that HRSR screening may feel
more appropriate to patients as it becomes more common. We are not aware
of prior studies that have examined cancer patient perspectives on clinical im-
plementation of HRSR screening. In general, the interest in adoption of HRSR
screening in medical settings in the United States is growing (49), but estimates
of adoption vary widely (50). Although hospital executives may have limited
understanding of the full range of screening activities, 75% of leaders from
739 hospitals in a 2017 national survey reported that their organization cur-
rently screened for at least one of the five HRSRs: food insecurity, housing
instability, utilities needs, transportation needs, and interpersonal violence and
24% reported screening for all five (51). Furthermore, as of December 2020,
more than 480,000Medicare &Medicaid beneficiaries in the United States had

been screened for HRSRs using the AHC tool (31) in the CMMI AHC demon-
stration project. A 2017 assessment of 221 NCI Community Oncology Research
Program practice groups found that 72% reported screening for financial hard-
ship and 50% had a cancer-specific financial navigator (52). In a 2019 survey of
57 NCI-designated cancer centers, 97% of cancer centers indicated that naviga-
tion services were available to help patients apply for financial assistance with
transportation, housing, utility bills, and other nonmedical expenses (53).

We found that 39%of patientswho screened positive for anyHRSRdid not indi-
cate a desire for assistance addressing these risks, while 7% of those who did not
screen positive for anyHRSRs still indicatedwanting assistancewith addressing
HRSRs. This seemingly paradoxical finding has been observed in prior studies
(54, 55). It is possible that the AHC tool does not capture all patients with a
HRSR, perhaps secondary to poor survey sensitivity (56) or patients’ discom-
fort reporting HRSRs in health care settings (57). Conversely, the tool may have
identified risks that were no longer actively a concern, given that the majority
of questions asked about the past 12 months (57).

Given the possibility that screening does not adequately identify all patients
with needs, one alternative could be to forgo screening and instead provide
HRSR resource information universally to all patients and even caregivers and
familymembers seen in cancer care settings. Or, resource referrals could be tar-
geted to patients who indicate a desire for assistance (rather than on the basis
of screening positive for social risks). These approaches could reach patients
who are uncomfortable disclosing their HRSR status, those whose risk may
be subthreshold (e.g., responses to screening do not trigger a positive result),
those whomay need these resources in the future, and those whomay want the
resource information to share with someone else.

Prior studies of the CommunityRx intervention give insight to a universal ap-
proach to HRSR intervention. CommunityRx is an automated, EHR-integrated
intervention delivered through routine clinical workflows that offers person-
alized, local community resource information to support self- and social care,
caregiving and disease self-management needs (58–60). In a controlled prag-
matic trial where CommunityRx was universally offered to all patients, the
intervention was found to significantly increase individuals’ self-efficacy or
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TABLE 2 Sociodemographic and health care factors in relation to desire for assistance with HRSRs among a sample of patients with cancer

Among those with ≥1 HRSRs Among the entire sample

Total
(N = 56)

Not desiring
assistance
(n = 22)

Desiring
assistance
(n = 34)

Total
(N = 153)

Not desiring
assistance
(n = 112)

Desiring
assistance
(n = 41)

N % n % n % P n % n % n % P

Age 0.39 0.11
18–44 6 10.9 4 18.2 2 6.1 15 9.9 13 11.6 2 5.1
45–64 28 50.9 10 45.5 18 54.5 64 42.4 42 37.5 22 56.4
65 or older 21 38.2 8 36.4 13 39.4 72 47.7 57 50.9 15 38.5

Gender 0.38 0.42
Female 39 70.9 14 63.6 25 75.8 109 72.2 78 70.3 31 77.5
Male 16 29.1 8 36.4 8 24.2 42 27.8 33 29.7 9 22.5

Race 0.02 <0.001
African American or Black 23 42.6 5 22.7 18 56.3 44 29.3 22 19.8 22 56.4
White 21 38.9 10 45.5 11 34.4 91 60.7 77 69.4 14 35.9
Other 10 18.5 7 31.8 3 9.4 15 10.0 12 10.8 3 7.7

Education 0.14 0.02
Less than a college degree 38 67.9 12 54.6 26 76.5 88 57.5 58 51.8 30 73.2
College degree or more 18 32.1 10 45.5 8 23.5 65 42.5 54 48.2 11 26.8

Income <0.001 <0.001
≤$25,000 29 58.0 5 25.0 24 80.0 33 26.8 8 9.1 25 71.4
>$25,000 21 42.0 15 75.0 6 20.0 90 73.2 80 90.9 10 28.6

Previous experience with
HRSRs screening

.56 0.08

No HRSRs screening 37 66.1 16 72.7 21 61.8 113 73.9 87 77.7 26 63.4
Any HRSRs screening 19 33.9 6 27.3 13 38.2 40 26.1 25 22.3 15 36.6

Previous experience with
HRSRs assistance

<0.01 <0.001

No HRSRs assistance 41 73.2 21 95.5 20 58.8 133 86.9 109 97.3 24 58.5
Any HRSRs assistance 15 26.8 1 4.5 14 41.2 20 13.1 3 2.7 17 41.5

Discrimination in medical
settings

.53 >0.99

No discrimination 40 74.1 15 68.2 25 78.1 121 81.2 90 81.1 31 81.6
Experienced

discrimination
14 25.9 7 31.8 7 21.9 28 18.8 21 18.9 7 18.4

Trust in health care providers .78 0.35
Less than complete trust 22 41.5 9 45.0 13 39.4 52 34.9 36 32.7 16 41.0
Complete trust 31 58.5 11 55.0 20 60.6 97 65.1 74 67.3 23 59.0

Appropriateness of HRSRs
screening

.27 0.17

Not appropriate 9 16.7 5 25.0 4 11.8 31 20.5 26 23.6 5 12.2
Appropriate 45 83.3 15 75.0 30 88.2 120 79.5 84 76.4 36 87.8

Comfort with EHR
documentation

<0.01 <0.01

Uncomfortable 19 34.5 12 57.1 7 20.6 60 40.0 51 46.8 9 22.0
Comfortable 36 65.5 9 42.9 27 79.4 90 60.0 58 53.2 32 78.1

confidence in finding health-promoting community resources (59). Its integra-
tion with the EHR was also acceptable to clinicians (58, 61) and about half of
patients and clinicians exposed to the community resource information shared
it with others (59, 61). While these studies included people with cancer, they

were not cancer specific. We acknowledge that even when HRSR screening or
resource referral is successfully integrated with clinical care, additional chal-
lenges need to be considered. A prior study found that even when technical or
logistical barriers were limited, only 7% of patients with social needs ultimately
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TABLE 3 Sociodemographic and health care factors in relation to perceived appropriateness of screening and comfort with EHR documentation of
HRSRs among a sample of patients with cancer

Not appropriate
(n = 31)

Appropriate
(n = 121)

Uncomfortable
(n = 60)

Comfortable
(n = 91)

n % n % P n % n % P

Age .08 0.97
18–44 1 3.2 14 11.8 6 10.2 9 10.0
45–64 18 58.1 44 37.0 24 40.7 39 43.3
65 or older 12 38.7 61 51.3 29 49.2 42 46.7

Gender .11 0.75
Female 19 61.3 90 75.6 65 72.2 44 74.6
Male 12 38.7 29 24.4 25 27.8 15 25.4

Race .21 0.20
African American or Black 7 22.6 37 31.4 13 21.7 31 35.2
White 23 74.2 68 57.6 40 66.7 49 55.7
Other 1 3.2 13 11.0 7 11.7 8 9.1

Education .054 0.85
Less than a college degree 13 41.9 74 61.2 34 56.7 53 58.2
College degree or more 18 58.1 47 38.8 26 43.3 38 41.8

Income .12 0.76
≤$25,000 3 13.0 29 29.3 11 25.6 22 28.2
>$25,000 20 87.0 70 70.7 32 74.4 56 71.8

Previous experience with HRSRs screening .01 0.39
No HRSRs screening 28 90.3 83 68.6 46 76.7 64 70.3
Any HRSRs screening 3 9.7 38 31.4 14 23.3 27 29.7

Previous experience with HRSRs assistance .37 0.08
No HRSRs assistance 29 93.5 103 85.1 56 93.3 75 82.4
Any HRSRs assistance 2 6.5 18 14.9 4 6.7 16 17.6

Discrimination in medical settings 1.00 >0.99
No discrimination 25 83.3 97 82.2 47 82.5 75 83.3
Experienced discrimination 5 16.7 21 17.8 10 17.5 15 16.7

Trust in healthcare providers .31 0.10
Less than complete trust 13 41.9 38 32.2 25 42.4 26 29.2
Complete trust 18 58.1 80 67.8 34 57.6 63 70.8

HRSRs status .53 0.32
No HRSR 22 71.0 76 62.8 41 68.3 55 60.4
≥1 HRSRs 9 29.0 45 37.2 19 31.7 36 39.6

Desiring assistance with HRSRs .17 <0.01
No 26 83.9 84 70.0 51 85.0 58 64.4
Yes 5 16.1 36 30.0 9 15.0 32 35.6

received service to address them (62). In addition, the capacity of local social
service systems to respond varies (63). For example, a national study found that
while common social risk assessments query housing and transportation diffi-
culties, the capacity of local social service systems to respond to these factors
was moderate to low in nearly all U.S. states (63).

Social care studies focused on patients with cancer focus heavily on screening
for social risks (i.e., awareness) and connecting patients to social care resources
through referral (i.e., assistance; ref. 64). In addition to awareness and assis-
tance, the NASEM’s Social and Healthcare Integration Framework (also known
as the “5 As Framework”) proposes adjustment, alignment, and advocacy

activities to strengthen social and clinical care integration for patients with
social risks (13). Adjustment occurs at the patient-clinician level, ensuring
that medical recommendations are compatible with patients’ social conditions.
Upstream strategies (alignment and advocacy) can occur across multiple sec-
tors. For example, health care systems can collaborate with social services
organizations to align health and social care assets and jointly formulate and
advance policy to advocate for additional resources and mitigate social risk
factors (13). Additional work is needed to inform implementation of these
“upstream” strategies to support patients with cancer (64). In addition, there
is a need for more systemic solutions to address social risks in the long
term.
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In the current study, while a higher proportion of patients with cancer who re-
ported HRSRs or a desire for assistance with HRSRs was African American or
Black (vs. those who did not report or desire assistance with HRSRs), the dis-
tribution of race/ethnicity was similar among those who perceived screening
to be appropriate and those who did not. This pattern was similar among those
expressing comfort with EHR documentation and those who did not. Incor-
porating HRSR assessment and assistance in cancer care settings may help to
alleviate the disproportionate burden of HRSRs by facilitating receipt of self-
and social-care services. Whole person care has been shown to keep patients
connected to the health care system and may increase receipt of both cancer
treatment (65, 66) and preventive care (67). These mechanisms are important
to ongoing efforts to optimize cancer outcomes and reduce racial and ethnic
disparities in cancer morbidity and mortality (68).

Study findings should be interpreted in light of several limitations. Although the
two sites were selected for the racial/ethnic and socioeconomic diversity of the
populations served, the use of convenience sampling can introduce participa-
tion bias and limit the generalizability of findings. As our sample is comprised
of primarily non-Hispanic White patients and African American or Black pa-
tients, results may not be generalizable to patients with cancer from other
racial/ethnic groups. The high level of trust in providers among our partici-
pantsmay have limited the generalizability of findings to those with lower trust.
This pattern of trust is consistent with a systematic review that found that trust
in physicians was strong overall among patients with cancer (69). The small
sample size may have resulted in inadequate statistical power to detect some
associations. We did not inquire about who would be the most appropriate
clinicians to conduct HRSR screening (e.g., physician, nurse, medical assis-
tant, social worker). Other limitations include a lack of data on cancer stage
or time since diagnosis, which prevented evaluation of relationships between
these factors and outcome variables.

Conclusions
In this study, a majority of patients with cancer found HRSR screening in
healthcare settings appropriate and reported comfort with EHR documenta-
tion. Perceived appropriateness and comfort with EHR documentation did
not vary based on HRSR status or sociodemographic characteristics. Perceived
appropriateness was higher among patients who had previous experiences
with HRSR screening in healthcare settings. Comfort with documentation
was higher among those who desired assistance with addressing HRSRs.
While initiatives for HRSR screening are likely to be seen by patients with
cancer as appropriate, concerns may remain over electronic documentation
of HRSRs.
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