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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 of HRSR 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 x> 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

Introduction

The heavy financial burden of cancer treatment and care in the U.S. forces many
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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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
experience with HRSR 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.

can trigger or exacerbate socioeconomic hardships (e.g., food insecurity, hous-
ing difficulties, transportation needs) in patients with cancer. Socioeconomic
hardships are associated with medication 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 or worry 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 for Medicare and Medicaid 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 screened more 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 of HRSR screening, some have 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
associated with perceived appropriateness of HRSR screening may 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 between HRSR 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

Cancer Res Commun; 3(4) April 2023

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 how much 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 on previously validated assessments
of these HRSR domains (44). CMMT’s instructions for categorizing HRSR 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).

https://doi.org/10.1158/2767-9764.CRC-22-0283 | CANCER RESEARCH COMMUNICATIONS



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-
tance with any of the five HRSRs in the past 12 months 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 x2 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.

AACRJournals.org
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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 without HRSRs (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
and without HRSRs). 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

Cancer Res Commun; 3(4) April 2023
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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)

n

Age (n =152)

18-44 15

45-64 64

65 or older 73
Gender (n =152)

Female 11[0]

Male 42
Race (n =151)

African American or Black 44

White 92

Other 15
Education (n = 154)

Less than a college degree 89

College degree or more 65
Income (n =124)

<$25,000 33

>$25,000 91
Previous experience with HRSRs screening (n = 154)

No HRSRs screening 13

Any HRSRs screening 41
Previous experience with HRSRs assistance (n = 154)

No HRSRs assistance 134

Any HRSRs assistance 20
Discrimination in medical settings (n = 150)

No discrimination 122

Experienced discrimination 28
Trust in health care providers (n = 150)

Less than complete trust 52

Complete trust 98
Desiring assistance with HRSRs (n = 153)

No 12

Yes 4
Appropriateness of HRSRs screening (n = 152)

Not appropriate 31

Appropriate 121
Comfort with EHR documentation (n = 151)

Uncomfortable 60

Comfortable 91

No HRSR (n = 98)

>1HRSRs (n = 56)

% n % n % P

0.19
9.9 9 9.3 6 10.9
421 36 371 28 50.9
48.0 52 53.6 21 38.2

0.76
724 71 73.2 39 70.9
276 26 26.8 16 291

<0.001
291 21 21.6 23 42.6
60.9 71 73.2 21 38.9
9.9 5 5.2 10 18.5

.06
57.8 51 52.0 38 67.9
42.2 47 48.0 18 321

<0.001
26.6 4 5.4 29 58.0
734 70 94.6 21 420

012
734 76 77.6 37 66.1
26.6 22 22.4 19 33.9

<0.001
87.0 93 94.9 4 73.2
13.0 5 5.1 15 26.8

0.09
81.3 82 85.4 40 74.
18.7 14 14.6 14 25.9

0.19
347 30 30.9 22 415
65.3 67 69.1 31 58.5

<0.001
73.2 90 92.8 22 39.3
26.8 7 7.2 34 60.7

0.53
20.4 22 22.4 9 16.7
79.6 76 77.6 45 83.3

0.32
39.7 4 427 19 34.5
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

Cancer Res Commun; 3(4) April 2023

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

https://doi.org/10.1158/2767-9764.CRC-22-0283 | CANCER RESEARCH COMMUNICATIONS
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-
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No HRSR One HRSR

Two HRSRs

Three HRSRs Four HRSRs

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).

Food (n=35, 22.7%)

Transportation (n=22, 14.3%)

Safety (n=1, 0.6%)

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 EHR documentation of HRSRs. Perceived appropriateness was higher
among patients with previous experience with screening; comfort with EHR
documentation was higher among those desiring assistance with HRSRs. We

Housing (n=30, 19.5%)

Utilities (n=16, 10.4%)

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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60.0

50.0 50.0
50.0

40.0 36.7

30.0

20.0

0.0
0.0

Food
(n=30)

Food
(n=35)

Utilities
(n=16)

Transportation
(n=22)

Safety
(n=1)

B
60.0
50.0
40.0
30.0
20.0
14.0
13.0
11.0
10.0 6.5
[]
0.0 —
Housing Food  Transportation Utilities Safety

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 EHR documentation 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 those who perceived screening as appropriate had previ-
ously been asked about HRSRs at a medical 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 480,000 Medicare & Medicaid beneficiaries in the United States had

Cancer Res Commun; 3(4) April 2023

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 patients who screened positive for any HRSR did not indi-
cate a desire for assistance addressing these risks, while 7% of those who did not
screen positive for any HRSRs still indicated wanting assistance with 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
family members 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 who may need these resources in the future, and those who may 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

https://doi.org/10.1158/2767-9764.CRC-22-0283 | CANCER RESEARCH COMMUNICATIONS
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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 >1HRSRs

Not desiring Desiring

Total assistance assistance
(N =56) (n=22) (n=34)
N % n % n %
Age
18-44 6 10.9 4 18.2 2 6.1
45-64 28 50.9 10 455 18 54.5
65 or older 21 38.2 8 36.4 13 394
Gender
Female 39 70.9 14 63.6 25 75.8
Male 16 291 8 36.4 8 24.2
Race
African American or Black 23 42.6 5 22.7 18 56.3
White 21 38.9 10 455 n 344
Other 10 18.5 7 31.8 3 94
Education

Less than a college degree 38 679 12 54.6 26 76.5
College degree or more 18 321 10 45.5 8 235
Income
<$25,000 29 58.0 5 25.0 24 80.0
>$25,000 21 42.0 15 75.0 6 20.0
Previous experience with
HRSRs screening
No HRSRs screening 37 66.1 16 72.7 21 61.8
Any HRSRs screening 19 339 6 273 13 38.2
Previous experience with
HRSRs assistance

No HRSRs assistance 4 73.2 21 95.5 20 58.8
Any HRSRs assistance 15 26.8 1 4.5 14 41.2
Discrimination in medical
settings
No discrimination 40 74 15 68.2 25 781
Experienced 14 259 7 31.8 7 21.9

discrimination
Trust in health care providers
Less than complete trust 22 415 9 45.0 13 394

Complete trust 31 58.5 n 55.0 20 60.6
Appropriateness of HRSRs
screening
Not appropriate 9 16.7 5 25.0 4 1.8
Appropriate 45 83.3 15 75.0 30 88.2

Comfort with EHR
documentation
Uncomfortable 19 34.5 12 571 7 20.6
Comfortable 36 65.5 9 429 27 79.4

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

AACRJournals.org

Among the entire sample

Not desiring Desiring

Total assistance assistance
(N =153) (n=12) (n=41)
P n % n % n % P
0.39 on
15 99 13 ne 2 51
64 424 42 375 22 56.4
72 477 57 509 15 38.5
0.38 0.42
109 722 78 70.3 31 775
42 278 33 29.7 9 22.5
0.02 <0.001
44 293 22 198 22 56.4
91 60.7 77 694 14 35.9
15 10.0 12 108 3 7.7
014 0.02
88 575 58 51.8 30 73.2
65 425 54 482 1 26.8
<0.001 <0.001
33 268 8 9l 25 7.4
90 732 80 909 10 28.6
.56 0.08
n3 739 87 777 26 63.4
40 261 25 223 15 36.6
<0.01 <0.001
133 86.9 109 973 24 58.5
20 131 3 27 17 4.5
.53 >0.99
121 812 90 811 31 81.6
28 188 21 189 7 18.4
.78 0.35
52 349 36 327 16 41.0
97 651 74 673 23 59.0
27 017
31 205 26 236 5 12.2
120 795 84 76.4 36 87.8
<0.01 <0.01
60 40.0 51 468 9 22.0
90 60.0 58 532 32 78.1

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 Appropriate Uncomfortable Comfortable
(n=31) (n=121) (n=60) (n=91)
n % n % P n % n % P
Age .08 0.97
18-44 1 32 14 1.8 6 10.2 9 10.0
45-64 18 58.1 44 37.0 24 40.7 39 433
65 or older 12 38.7 61 51.3 29 49.2 42 46.7
Gender n 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 15 254
Race 21 0.20
African American or Black 7 22,6 37 314 13 21.7 31 35.2
White 23 74.2 68 57.6 40 66.7 49 55.7
Other 1 3.2 13 1.0 7 n.7z 8 91
Education .054 0.85
Less than a college degree 13 419 74 61.2 34 56.7 53 58.2
College degree or more 18 581 47 38.8 26 433 38 41.8
Income 12 0.76
<$25,000 3 13.0 29 29.3 n 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 75 824
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 13 419 38 32.2 25 424 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 11 68.3 55 60.4
>1HRSRs 9 29.0 45 372 19 317 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

Cancer Res Commun; 3(4) April 2023

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.

https://doi.org/10.1158/2767-9764.CRC-22-0283 | CANCER RESEARCH COMMUNICATIONS



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-
pants may 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.

Authors’ Disclosures

S.T. Lindau is founder and co-owner of NowPow LLC, a company acquired
in September 2021 by Unite Us LLC, where S.T. Lindau is a paid advisor
and a stockholder. S.T. Lindau is president of MAPSCorps, a 501c3 nonprofit

References

1. Carrera PM, Kantarjian HM, Blinder VS. The financial burden and distress of
patients with cancer: understanding and stepping-up action on the financial
toxicity of cancer treatment. CA Cancer J Clin 2018;68: 153-65.

AACRJournals.org

Health-related Socioeconomic Risks in Patients with Cancer

organization, and serves on other nonprofit boards. Neither the University of
Chicago nor the University of Chicago Medicine endorses or promotes any
NowPow, Unite Us or MAPSCorps product or service. S.T. Lindau holds debt
in Glenbervie Health LLC and health care-related investments managed by
third parties. S.T. Lindau is a contributor to UpToDate Inc. The University of
Chicago receives royalties from UpToDate Inc. C.P. Gross has received research
funding from the NCCN Foundation (AstraZeneca; paid through Yale), from
Johnson and Johnson to help devise and implement new approaches to sharing
clinical trial data (paid through Yale) as well as research funding from Genen-
tech (paid to C.P. Gross). N.K. Lee received funding from the National Ovarian
Cancer Coalition (honorarium for consultation on educational content). C.P.
Gross reports grants from Johnson and Johnson and NCCN (AstraZeneca),
and personal fees from Genentech outside the submitted work. S.T. Lindau re-
ports grants from NIH and other from Unite Us, LLC, UpToDate, INC, and
Glenbervie Health, LLC during the conduct of the study. No disclosures were
reported by the other authors.

Authors’ Contributions

M. Vu: Conceptualization, data curation, formal analysis, methodology,
writing-original draft, writing-review and editing. K. Boyd: Data curation,
writing-review and editing. E.H. De Marchis: Conceptualization, writing-
review and editing. B.G. Garnache: Data curation, writing-review and editing.
L.M. Gottlieb: Conceptualization, writing-review and editing. C.P. Gross:
Conceptualization, resources, funding acquisition, writing-review and editing.
N.K. Lee: Data curation, writing-review and editing. S.T. Lindau: Con-
ceptualization, resources, data curation, funding acquisition, writing-review
and editing. S. Mun: Resources, data curation, writing-review and edit-
ing. V.A. Winslow: Formal analysis, validation, methodology, writing-review
and editing. J.A. Makelarski: Conceptualization, resources, formal analysis,

methodology, writing-review and editing.

Acknowledgments

This work was supported by pilot funding from the University of Chicago
Comprehensive Cancer Center (P30CA014599) and grants ROIMD012630,
ROIAG064949, and R21CA226726. This content is solely the responsibility of
the authors and does not necessarily represent the official views of the NIH.
The funding for open access publication is supported by the Northwestern

University Libraries.

Note

Supplementary data for this article are available at Cancer Research Comm

unications Online (https://aacrjournals.org/cancerrescommun/).

Received July 20, 2022; revised November 17, 2022; accepted February 22, 2023;
published first April 03, 2023.

2. National Cancer Institute. Financial Toxicity and Cancer Treatment (PDQ®)-
Health Professional Version; 2016. Available from: https:/www.cancer.gov/
about-cancer/managing-care/track-care-costs/financial- toxicity-hp-pdg#_1.

Cancer Res Commun; 3(4) April 2023

529


https://aacrjournals.org/cancerrescommun/
https://www.cancer.gov/about-cancer/managing-care/track-care-costs/financial-toxicity-hp-pdq#_1

Vu et al.

3.

20.

21.

22.

530

Cancer Res Commun; 3(4) April 2023

Zheng Z, Jemal A, Han X, Guy GP Jr, Li C, Davidoff AJ, et al. Medical finan-
cial hardship among cancer survivors in the United States. Cancer 2019;125:
1737-47.

. Gilligan AM, Alberts DS, Roe DJ, Skrepnek GH. Death or debt? National esti-

mates of financial toxicity in persons with newly-diagnosed cancer. Am J Med
2018;131: 1187-99.

. Altice CK, Banegas MP, Tucker-Seeley RD, Yabroff KR. Financial hardships ex-

perienced by cancer survivors: a systematic review. J Natl Cancer Inst 2017;109:
djw205.

. Meeker CR, Wong YN, Egleston BL, Hall MJ, Plimack ER, Martin LP, et al. Distress

and financial distress in adults with cancer: an age-based analysis. J Natl Compr
Canc Netw 2017;15: 1224-33.

. Simmons LA, Modesitt SC, Brody AC, Leggin AB. Food insecurity among cancer

patients in Kentucky: a pilot study. J Oncol Pract 2006;2: 274-9.

. Costas-Muniz R, Leng J, Aragones A, Ramirez J, Roberts N, Mujawar M, et al.

Association of socioeconomic and practical unmet needs with self-reported
nonadherence to cancer treatment appointments in low-income Latino and
Black cancer patients. Ethn Health 2016;21: 118-28.

. Zheng Z, Han X, Guy GP Jr, Davidoff AJ, Li C, Banegas MP, et al. Do cancer sur-

vivors change their prescription drug use for financial reasons? Findings from a
nationally representative sample in the United States. Cancer 2017;123:1453-63.

. McDougall JA, Anderson J, Jaffe SA, Guest DD, Sussman AL, Meisner ALW, et al.

Food insecurity and forgone medical care among cancer survivors. JCO Oncol
Pract 2020;16: €922-32.

. Holowatyj AN, Heath El, Pappas LM, Ruterbusch JJ, Gorski DH, Triest JA, et al.

The epidemiology of cancer among homeless adults in metropolitan detroit.
JNCI Cancer Spectr 2019;3: pkz006.

. Hastert TA, McDougall JA, Strayhorn SM, Nair M, Beebe-Dimmer JL, Schwartz

AG. Social needs and health-related quality of life among African American
cancer survivors: results from the detroit research on cancer survivors study.
Cancer 2021;127: 467-75.

. National Academies of Sciences, Engineering, and Medicine. Integrating social

care into the delivery of health care: moving upstream to improve the nation’s
health. Washington, DC: The National Academies Press; 2019.

. Alcaraz KI, Wiedt TL, Daniels EC, Yabroff KR, Guerra CE, Wender RC. Under-

standing and addressing social determinants to advance cancer health equity
in the United States: a blueprint for practice, research, and policy. CA Cancer J
Clin 2020;70: 31-46.

. National Cancer Institute. Addressing social risks in cancer care; 2022. Available

from: https://healthcaredelivery.cancer.gov/social-risks/.

. Charkhchi P, Dehkordy SF, Carlos RC. Housing and food insecurity, care access,

and health status among the chronically ill: an analysis of the behavioral risk
factor surveillance system. J Gen Intern Med 2018;33: 644-50.

. Gregory CA, Coleman-Jensen A. Food insecurity, chronic disease, and health

among working-age adults, ERR-235, U.S. Department of Agriculture, Eco-
nomic Research Service; July 2017. Available from: https://www.ers.usda.gov/
webdocs/publications/84467/err-235.pdf?v=0.

. Gany F, Melnic I, Ramirez J, Wu M, Li Y, Paolantonio L, et al. Food insecu-

rity among cancer patients enrolled in the supplemental nutrition assistance
program (SNAP). Nutr Cancer 2021;73: 206-14.

. Ayash C, Costas-Muiiiz R, Badreddine D, Ramirez J, Gany F. An investigation

of unmet socio-economic needs among arab american breast cancer patients
compared with other immigrant and migrant patients. J Community Health
2018;43: 89-95.

Gany F, Lee T, Ramirez J, Massie D, Moran A, Crist M, et al. Do our patients

have enough to eat?: food insecurity among urban low-income cancer patients.
J Health Care Poor Underserved 2014;25: 1153-68.

Zheng Z, Jemal A, Tucker-Seeley R, Banegas MP, Han X, Rai A, et al. Worry
about daily financial needs and food insecurity among cancer survivors in the
United States. J Natl Compr Canc Netw 2020;18: 315-27.

Ko NY, Battaglia TA, Gupta-Lawrence R, Schiller J, Gunn C, Festa K, et al. Burden
of socio-legal concerns among vulnerable patients seeking cancer care services
at an urban safety-net hospital: a cross-sectional survey. BMC Health Serv Res
2016;16: 196.

23.

24.

25.

26.
27.

28.

29.

30.

31.

32.

33,

34,

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Coughlin SS, Datta B. Housing insecurity among cancer survivors: results from
the 2017 behavioral risk factor surveillance system survey. J Cancer Policy
2022;31: 100320.

Johnson WA, Pieters HC. Intimate partner violence among women diagnosed
with cancer. Cancer Nurs 2016;39: 87-96.

Coker AL, Follingstad DR, Garcia LS, Bush HM. Intimate partner violence and
women’s cancer quality of life. Cancer Causes Control 2017;28: 23-39.

Jones CP. Confronting institutionalized racism. Phylon 2002;50: 7-22.

Fan Q, Keene DE, Banegas MP, Gehlert S, Gottlieb LM, Yabroff KR, et al. Housing
insecurity among patients with cancer. J Natl Cancer Inst 2022;114: 1584-92.
American Association for Cancer Research. AACR CANCER DISPARITIES
PROGRESS REPORT 2022 Achieving the Bold Vision of Health Equity for
Racial and Ethnic Minorities and Other Underserved Populations. Avail-
able from: https://cancerprogressreport.aacr.org/wp-content/uploads/sites/
2/2022/06/AACR_CDPR_2022.pdf.

Graboyes EM, Chaiyachati KH, Gall JS, Johnson W, Krishnan JA, McManus SS,
et al. Addressing transportation insecurity among patients with cancer. J Natl
Cancer Inst 2022;114: 1593-600.

The Accountable Health Communities Health-Related Social Needs Screen-
ing Tool. Center for Medicare & Medicaid Services. Available from: https:/
innovation.cms.gov/Files/worksheets/ahcm-screeningtool.pdf.

Brown JA, Berzin O, Clayton M, Cluff L, Derzon J, Evans L, et al. Accountable
health communities (AHC) model evaluation, first evaluation report. RTI Inter-
national; Center for Medicare & Medicaid Innovation; 2020. p. 1-72. Available
from: https://innovation.cms.gov/data-and-reports/2020/ahc-first-eval-rpt.
De Marchis EH, Hessler D, Fichtenberg C, Adler N, Byhoff E, Cohen AJ, et al.
Part I: a quantitative study of social risk screening acceptability in patients and
caregivers. Am J Prev Med 2019;57: S25-37.

Byhoff E, De Marchis EH, Hessler D, Fichtenberg C, Adler N, Cohen AJ, et al.
Part Il: a qualitative study of social risk screening acceptability in patients and
caregivers. Am J Prev Med 2019;57: S38-46.

Knowles M, Khan S, Palakshappa D, Cahill R, Kruger E, Poserina BG, et al.
Successes, challenges, and considerations for integrating referral into food inse-
curity screening in pediatric settings. J Health Care Poor Underserved 2018;29:
181-91.

Cullen W, Gulati G, Kelly BD. Mental health in the Covid-19 pandemic. QJM
2020;13: 311-2.

Cullen D, Attridge M, Fein JA. Food for thought: a qualitative evaluation of
caregiver preferences for food insecurity screening and resource referral. Acad
Pediatr 2020;20: 1157-62.

Hall ET, Sridhar D, Singhal S, Fardeen T, Lahijani S, Trivedi R, et al. Perceptions
of time spent pursuing cancer care among patients, caregivers, and oncology
professionals. Support Care Cancer 2021;29: 2493-500.

Yabroff KR, Davis WW, Lamont EB, Fahey A, Topor M, Brown ML, et al. Patient
time costs associated with cancer care. J Natl Cancer Inst 2007;99: 14-23.
Bange EM, Doucette A, Gabriel PE, Porterfield F, Harrigan JJ, Wang R, et al. Op-
portunity costs of receiving palliative chemotherapy for metastatic pancreatic
ductal adenocarcinoma. JCO Oncol Pract 2020;16: €678-87.

Gupta A, Eisenhauer EA, Booth CM. The time toxicity of cancer treatment. J Clin
Oncol 2022;40: 1611-5.

US Census Bureau. 2019 American Community Survey Data (1-year estimates);
2019. Available from: https://data.census.gov/cedsci/

Frazier CRM, Pinkerton EA, Grana M, Davis M, Asay S, Makelarski JA, et al.
Feedlst, no questions asked: how a hospital-based food pantry program
grew its impact during the COVID-19 pandemic. Am J Public Health 2022;112:
1394-8.

Billioux A, Verlander K, Anthony S, Alley D. Standardized screening for
health-related social needs in clinical settings: the Accountable Health Commu-
nities screening tool. Washington, D.C.: National Academy of Medicine; 2017.
Available from: https://nam.edu/wp-content/uploads/2017/05/Standardized-
Screening-for-Health-Related-Social-Needs-in-Clinical-Settings.pdf.

O’Gurek DT, Henke C. A practical approach to screening for social determinants
of health. Fam Pract Manag 2018;25: 7-12.

https://doi.org/10.1158/2767-9764.CRC-22-0283 | CANCER RESEARCH COMMUNICATIONS


https://healthcaredelivery.cancer.gov/social-risks/
https://www.ers.usda.gov/webdocs/publications/84467/err-235.pdf?v0
https://cancerprogressreport.aacr.org/wp-content/uploads/sites/2/2022/06/AACR_CDPR_2022.pdf
https://innovation.cms.gov/Files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/data-and-reports/2020/ahc-first-eval-rpt
https://data.census.gov/cedsci/
https://nam.edu/wp-content/uploads/2017/05/Standardized-Screening-for-Health-Related-Social-Needs-in-Clinical-Settings.pdf

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

Peek ME, Nunez-Smith M, Drum M, Lewis TT. Adapting the everyday discrim-
ination scale to medical settings: reliability and validity testing in a sample of
African American patients. Ethn Dis 2011;21: 502-9.

Agency for Healthcare Research and Quality. About the CAHPS® Cultural Com-
petence Item Set; 2012. Available from: https://theinstitute.umaryland.edu/
media/ssw/institute/national-center-documents/Consumer-Assessment-
for-Healthcare-and-Provider-Systems- CAHPS- Cultural- Competence-Data-
Set.pdf

Peduzzi P, Concato J, Kemper E, Holford TR, Feinstein AR. A simulation study
of the number of events per variable in logistic regression analysis. J Clin
Epidemiol 1996;49: 1373-9.

Stoltzfus JC. Logistic regression: a brief primer. Acad Emerg Med 2011;18: 1099-
104.

Kreuter MW, Thompson T, McQueen A, Garg R. Addressing social needs in
health care settings: evidence, challenges, and opportunities for public health.
Annu Rev Public Health 2021;42: 329-44.

Cartier Y, Gottlieb L. The prevalence of social care in US health care settings
depends on how and whom you ask. BMC Health Serv Res 2020;20: 481.
Fraze TK, Brewster AL, Lewis VA, Beidler LB, Murray GF, Colla CH. Prevalence
of screening for food insecurity, housing instability, utility needs, transporta-
tion needs, and interpersonal violence by US physician practices and hospitals.
JAMA Netw Open 2019;2: e1911514.

McLouth LE, Nightingale CL, Dressler EV, Snavely AC, Hudson MF, Unger UM,
et al. Current practices for screening and addressing financial hardship within
the National Cancer Institute’s community oncology research program. Cancer
Epidemiol Biomarkers Prev 2021;30: 669-75.

de Moor JS, Mollica M, Sampson A, Adjei B, Weaver SJ, Geiger AM, et al. Deliv-
ery of financial navigation services within national cancer institute-designated
cancer centers. JNCI Cancer Spectr 2021;5: pkab033.

Bottino CJ, Rhodes ET, Kreatsoulas C, Cox JE, Fleegler EW. Food Insecurity
screening in pediatric primary care: can offering referrals help identify families
in need? Acad Pediatr 2017;17: 497-503.

De Marchis EH, Hessler D, Fichtenberg C, Fleegler EW, Huebschmann AG, Clark
CR, et al. Assessment of social risk factors and interest in receiving health care-
based social assistance among adult patients and adult caregivers of pediatric
patients. JAMA Netw Open 2020;3: e2021201.

Henrikson NB, Blasi PR, Dorsey CN, Mettert KD, Nguyen MB, Walsh-Bailey C,
et al. Psychometric and pragmatic properties of social risk screening tools: a
systematic review. Am J Prev Med 2019;57: S13-24.

Marchis EHD, Alderwick H, Gottlieb LM. Do patients want help addressing social
risks? J Am Board Fam Med 2020;33: 170-5.

AACRJournals.org

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Health-related Socioeconomic Risks in Patients with Cancer

Lindau ST, Makelarski J, Abramsohn E, Beiser DG, Escamilla V, Jerome J,
et al. CommunityRx: a population health improvement innovation that connects
clinics to communities. Health Aff 2016;35: 2020-9.

Lindau ST, Makelarski J, Abramsohn E, Beiser DG, Boyd K, Chou C, et al.
CommunityRx: a real-world controlled clinical trial of a scalable, low-intensity
community resource referral intervention. Am J Public Health 2019;109:
600-6.

Tung EL, Abramsohn EM, Boyd K, Makelarski JA, Beiser DG, Chou C, et al. Im-
pact of a low-intensity resource referral intervention on patients’ knowledge,
beliefs, and use of community resources: results from the communityrx trial.
J Gen Intern Med 2020;35: 815-23.

Lindau ST, Makelarski JA, Abramsohn EM, Beiser DG, Boyd K, Huang
ES, et al. Sharing information about health-related resources: observations
from a community resource referral intervention trial in a predominantly
African American/Black community. J Assoc Inf Sci Technol 2021;73: 438-
48.

Wallace AS, Luther BL, Sisler SM, Wong B, Guo JW. Integrating social determi-
nants of health screening and referral during routine emergency department
care: evaluation of reach and implementation challenges. Implement Sci
Commun 2021;2: 114.

Kreuter M, Garg R, Thompson T, McQueen A, Javed |, Golla B, et al. Assessing
the capacity of local social services agencies to respond to referrals from health
care providers. Health Aff 2020;39: 679-88.

Sanchez JI, Adjei BA, Randhawa G, Medel J, Doose M, Oh A, et al. National can-
cer institute-funded social risk research in cancer care delivery: opportunities
for future research. J Natl Cancer Inst 2022;114: 1628-35.

Gany F, Melnic I, Wu M, Li Y, Finik J, Ramirez J, et al. Food to overcome out-
comes disparities: a randomized controlled trial of food insecurity interventions
to improve cancer outcomes. J Clin Oncol 2022;40: 3603-12.
Etminani-Ghasrodashti R, Kan C, Mozaffarian L. Investigating the role of trans-
portation barriers in cancer patients’ decision making regarding the treatment
process. Transp Res Rec 2021;2675: 175-87.

Yue D, Pourat N, Chen X, Lu C, Zhou W, Daniel M, et al. Enabling services im-
prove access to care, preventive services, and satisfaction among health center
patients. Health Aff 2019;38: 1468-74.

Islami F, Guerra CE, Minihan A, Yabroff KR, Fedewa SA, Sloan K, et al. American
Cancer Society’s report on the status of cancer disparities in the United States,
2021. CA Cancer J Clin 2022;72: 112-43.

Hillen MA, de Haes H, Smets EMA. Cancer patients’ trust in their physician—a
review. Psychooncology 2011;20: 227-41.

Cancer Res Commun; 3(4) April 2023

531


https://theinstitute.umaryland.edu/media/ssw/institute/national-center-documents/Consumer-Assessment-for-Healthcare-and-Provider-Systems-CAHPS-Cultural-Competence-Data-Set.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings true
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 0
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 200
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 200
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 900
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[High Quality Print]'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides true
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        18
        18
        18
        18
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 18
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [792.000 1224.000]
>> setpagedevice




