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Abstract

Social determinants of health are the economic and environmental conditions under which people are born, live, work, and
age that affect health. These structural factors underlie many of the long-standing inequities in cancer care and outcomes
that vary by geography, socioeconomic status, and race and ethnicity in the United States. Housing insecurity, including lack
of safe, affordable, and stable housing, is a key social determinant of health that can influence—and be influenced by—cancer
care across the continuum, from prevention to screening, diagnosis, treatment, and survivorship. During 2021, the National
Cancer Policy Forum of the National Academies of Science, Engineering, and Medicine sponsored a series of webinars
addressing social determinants of health, including food, housing, and transportation insecurity, and their associations with
cancer care and patient outcomes. This dissemination commentary summarizes the formal presentations and panel discus-
sions from the webinar devoted to housing insecurity. It provides an overview of housing insecurity and health care across
the cancer control continuum, describes health system interventions to minimize the impact of housing insecurity on
patients with cancer, and identifies challenges and opportunities for addressing housing insecurity and improving health eq-
uity. Systematically identifying and addressing housing insecurity to ensure equitable access to cancer care and reduce
health disparities will require ongoing investment at the practice, systems, and broader policy levels.

Social determinants of health are the economic and environmen-
tal conditions under which people are born, live, work, and age
that affect health, well-being, and quality of life (1). These struc-
tural factors underlie many of the long-standing inequities in
health that vary by geography, socioeconomic status, and race
and ethnicity in the United States (2). Housing is an important so-
cial determinant of health that can influence—and be influenced
by—cancer across the continuum, from prevention and screening
to diagnosis, treatment, and survivorship care (3-5).

Housing insecurity is an umbrella term that encompasses
housing-related issues people may experience, such as high
housing cost, lack of stable housing, frequent moves, poor living
conditions, and unsafe neighborhoods (6-8). Although afford-
able housing in safe environments provides a foundation for
lifelong health, such housing is in short supply (9). Across the
United States, there is no state in which a full-time minimum
wage job provides enough income for monthly rent payments

for a 2-bedroom apartment (10), and fewer than one-quarter of
eligible households receive federal rental subsidies to reduce
rent payments. This unmet need for affordable housing has
contributed to cost burdens in which 70% of low-income renters
spend more than 30% of their income on rent (11). Lack of af-
fordable housing may lead to housing instability, evictions,
overcrowding, and even homelessness (12,13) and contributes
to low-income families living in substandard housing in neigh-
borhoods with conditions detrimental to health (13-18).

Furthermore, racially discriminatory housing policies and
practices have created inequalities, such that the burden of the
affordable housing crisis falls disproportionately on communi-
ties of color, especially Black communities (19). As one visible
example, the federally sponsored Home Owners’ Loan
Corporation produced maps in the 1930s to determine loan
“worthiness” (20). Neighborhoods where Black households and
other underrepresented minorities lived were labeled in red (ie,
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redlined), excluding them from traditional federally backed
loans and contributing to inequalities in homeownership and
wealth. Discriminatory housing policies and practices also
resulted in serial displacement of Black renters and homeown-
ers through urban renewal, the foreclosure crisis, and gentrifi-
cation (21). These racially unequal housing barriers intersect
with other forms of structural racism such as employment dis-
crimination and mass incarceration to further limit housing ac-
cess (22,23). The result is that housing affects population health
equity (24), including equity in cancer care and outcomes
(25,26).

During 2021, the National Cancer Policy Forum of the
National Academies of Science, Engineering, and Medicine
sponsored a series of webinars addressing key aspects of social
determinants of health, including food, housing, and transpor-
tation insecurity, and cancer care (27). The overarching goals of
the webinars were to summarize evidence related to social
determinants of health and disparities in cancer care and pa-
tient outcomes, identify promising interventions, and highlight
opportunities for research to inform policy and improve health
equity. This commentary summarizes the formal presentations
and discussions from the housing insecurity webinar. It pro-
vides an overview of housing insecurity and health care across
the cancer control continuum and describes health system
interventions to minimize the impact of housing insecurity on
patients with cancer. The final section identifies challenges and
opportunities for addressing housing insecurity and improving
health equity.

Housing and Health Care Across the Cancer
Control Continuum

The current literature identifies 4 broad pathways through
which housing insecurity may impact health: 1) stability: not
having a stable home (eg, homelessness or living outside or in
shelters); 2) housing quality: poor housing conditions that affect
health and safety (eg, pest infestation or residential overcrowd-
ing); 3) housing affordability: high housing costs relative to
household income (eg, difficulties paying rent, mortgage, or util-
ity bills); and 4) the neighborhood context (eg, access to parks or
exposure to crime) (24,28). Evidence suggests complex relation-
ships between housing and health over the life course within
each of these 4 pathways.

This complexity may be even more pronounced for cancer
care, where housing can have dynamic, bidirectional associations
with access to cancer screening, diagnosis, treatment, and survi-
vorship care. Bidirectional means that cancer and its treatment
can affect different pathways of housing insecurity (eg, financial
toxicity), and housing insecurity can affect receipt of cancer care
and outcomes. For example, related to the first pathway of hous-
ing stability, lack of affordable housing is associated with more
frequent moves, a higher risk of eviction, and higher risk of
homelessness, each of which may lead to discontinuity and gaps
in cancer-related medical care. In terms of housing quality, which
refers to the physical condition and environment of a person’s
home (29,30), individuals who are housing insecure may live in
lower-quality housing that is associated with exposures such as
radon, which contributes to excess cancer risk. Lack of affordable
housing leaves fewer resources to spend for medical care.
Furthermore, affordable housing is often limited in economically
advantaged neighborhoods (31). Neighborhood context can shape
health via its proximity to health systems and health-promoting
resources, such as access to specialty health-care providers (32),

recreational spaces (33), stores selling fresh food (34), and social
capital (35,36), as well as distance from neighborhood environ-
mental health threats (37,38). Individuals may commute longer
distances to work in order to live in affordable housing, causing
more transit time, lower exercise rates, and increased risk for sed-
entary lifestyles (39). Finally, across these 4 pathways, housing in-
security produces stress that may impede an individual’s ability
to plan for the future (24), increase cancer risk behaviors [eg,
smoking (40)], and reduce adherence to recommended cancer
screening and treatment (41-43). Exposure to chronic stressors is
associated with biological pathways that contribute to the devel-
opment and progression of cancer (41-43).

Emerging evidence suggests that housing insecurity is associ-
ated with cancer prevention and screening, diagnosis, treatment,
and survivorship care (Figure 1). For example, in a large nationally
representative sample of adults, housing insecurity was associ-
ated with lacking a usual source of care (45). Housing insecurity is
adversely associated with cancer screening (3,46-50) and, among
patients with cancer, receipt of timely treatment (51) and worse
survival (52). Additionally, racially discriminatory housing policies
are associated with adverse cancer outcomes, including more ad-
vanced-stage disease at diagnosis for some cancer sites (25,26).
Housing insecurity adversely affected cancer survivorship care
following the mortgage lending crisis of the Great Recession
(December 2001 to July 2009) for some cancer sites. Breast cancer
survivors who resided in high foreclosure–risk areas were more
likely to report being in fair-poor health than women who lived in
low foreclosure–risk areas (5). Older adults and women of color
disproportionately lost their homes to foreclosure (53). Cancer
mortality rates are also higher in areas with higher levels of mort-
gage denials and foreclosures (28,54,55).

A cancer diagnosis and its management can also increase
housing insecurity (as shown with bidirectional arrow in
Figure 1). The financial toxicity of cancer treatment is well docu-
mented (56,57). For individuals diagnosed with cancer, medical
care is characterized by resource intensive, often expensive, mul-
timodal treatment that can have long-lasting consequences on
overall well-being. Cancer is among the most expensive health
conditions to treat, and cancer care costs continue to increase
(58). Many patients with cancer face high out-of-pocket costs-as-
sociated medical care (eg, deductibles and co-payments and coin-
surance associated with treatment) and nonmedical services (eg,
transportation and lodging related to treatments) (59).
Additionally, cancer patients and survivors frequently experience
treatment side effects that can lead to physical and cognitive lim-
itations impacting their ability to maintain employment, income,
and employer-sponsored private health insurance coverage (60).
Family members and other caregivers also face income loss and
work disruptions because of caretaking (61). Medical and non-
medical financial hardships associated with cancer can nega-
tively impact housing insecurity (62), including having to
refinance homes, risking foreclosure or eviction to afford medical
treatment, and moving in with family or friends to save money
(63). These issues can be compounded for low-income house-
holds, without a financial cushion to absorb even small, unex-
pected expenses or income declines (64,65).

Health System Interventions to Minimize the
Impact of Housing Insecurity on Patients With
Cancer

In 2019, the National Academies report “Integrating Social Care
into the Delivery of Health Care to Improve the Nation’s Health”
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offered a 5-category framework for ways health-care stakehold-
ers might better identify and intervene on patient and
community-level social adversity to improve patient and popu-
lation health (66) (Figure 2). The framework defines awareness as
activities that identify social risks and patients’ priorities or
needs related to those risks. It further identifies 4 types of inter-
ventions, 2 focused on the health-care delivery system (assis-
tance and adjustment) and 2 directed toward health-care
systems’ community engagement activities (alignment and ad-
vocacy). In the next sections, we discuss the 5 categories of ac-
tivities that health systems can adopt to strengthen integration
and provide detailed examples.

Building Awareness of Housing Insecurity

Awareness refers to activities that identify social risks and assets
of defined patients and populations (66). Despite growing recog-
nition of the importance of identifying the social risk burden
among patients with cancer, including those related to housing,
systematic screening for these factors has not yet been broadly
implemented within oncology care settings. Several studies
have assessed related practices of financial hardship screening,
and although they suggest widespread use (eg, 75% of partici-
pating institutions) (67,68), the content of these efforts varies
widely, and they are rarely comprehensive. These studies high-
light tools and approaches used to screen for financial hardship
and suggest that similar efforts to screen for social risks within
oncology settings would benefit from standardization of tools,
guidelines, standardized data collection, mechanisms for shar-
ing across sectors, and national standards for representing
patients’ housing situation in electronic health record systems
(Table 1). Furthermore, evidence that describes the practice-
level resources and workflows is needed to support successful
implementation of social risk screening programs (69).

As noted previously, housing insecurity can be dynamic and
worsen as cancer treatment costs accumulate. As a result,
screening for housing insecurity should be routine and well
integrated into clinic workflows and electronic health records
(70). Identifying existing and potential needs as early as the first
visit increases the likelihood that patients living precariously
are able to remain in care beyond that visit (70,71). When
patients with housing needs are identified, referrals should be
documented, as well as relevant information about if and how
housing needs were addressed. Because cancer care adds com-
plexity from primary care, including interaction between multi-
ple types of specialty care providers for surgery, systemic
treatment(s), and radiation therapy, ideally, patients’ informa-
tion should be available across these multiple providers, who
may practice in different networks. Interoperability across
health-care payers remains a challenge, however.

In 2020, the Kaiser Permanente health system conducted a
national survey of more than 10 000 of its members to assess
the prevalence of social risks and acceptability of a social risk
referral program. Although not specific to patients with cancer,
approximately two-thirds of respondents had at least 1 social
risk (44%), including financial strain, social isolation (35%), food
insecurity (31%), housing instability (17%), and transportation
needs (6%) (72). Most with a social risk also reported wanting
help with that risk, including 59.8% of individuals with housing
instability (73). Whereas Kaiser Permanente represents only 1
example of health system efforts, a growing body of evidence
can inform other social risk programs within health-care set-
tings. Similarly, the Oncology Care Model, introduced by the
Centers for Medicare and Medicaid Innovation in 2016 to im-
prove care coordination and access to care for Medicare benefi-
ciaries while controlling costs, encourages participating
practices to screen for social needs, using a standardized as-
sessment tool, as part of care planning and management (74).

Figure 1. Conceptual model of social determinants framework and cancer continuum [adapted from the World Health Organization Social Determinants of Health

Framework (44)].
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Assistance and Adjustment to Address Housing-Related
Needs

Beyond screening, patients with cancer need resources to ad-
dress unmet housing needs and mitigate housing insecurity (eg,
help paying mortgage and short-term rental assistance) and en-
sure receipt of optimal cancer care and management, including
survivorship care. Activities that link patients with social needs
to government and community resources are defined as assis-
tance (66). A recent study sheds light on the current infrastruc-
ture within National Cancer Institute–designated cancer centers
for navigation services designed to address social risks (75).
Nearly all cancer centers surveyed reported having services to
help patients apply for financial assistance with nonmedical
costs (97%) such as transportation, housing, utility bills, and
other expenses, and 68% reported providing direct financial as-
sistance with these nonmedical costs. Accordingly, these pro-
grams serve as infrastructure that may be expanded, including
enhanced training about issues and resources that are unique
to cancer patients and development of workflows that stream-
line the coordination of social risk referrals alongside cancer
care delivery.

Although not possible in all cancer care settings, having a
care coordinator on the team allows social needs like housing
insecurity to be identified and, ideally, addressed at the onset of
care. Health systems and oncology practices vary in who on the
team is able to effectively serve in this role and how the role is
defined. Social workers, patient navigators, and others have
been deployed to screen for and address identified patient
needs (76). They also can identify emotional problems that
come from social stressors like housing insecurity. Once prob-
lems are identified, oncology social workers and others can ei-
ther intervene directly or link patients to community resources
that can be monitored over the course of care. Because public
and philanthropic resources fluctuate over time, remaining

aware of resources and maintaining relationships with health
service providers is critical.

Within oncology, there is historical precedence for use of pa-
tient navigation as an intervention model to help patients over-
come barriers across the cancer care continuum, specifically,
among vulnerable and underserved populations (77). Among
the core activities of patient navigation models within oncology,
3 of the most important include identification of patient risk
factors or barriers, provision of instrumental support (eg, help-
ing a patient find transportation to a medical appointment),
and relationship building that involves forming effective con-
nections between patients and providers and, often, between
interprofessional teams (78). The scope and goals of such navi-
gation programs within oncology are highly variable, though, in
part because of the heterogeneity in training and background of
the individuals who serve as the navigator, including social
workers, nurses, community health workers, health educators,
and cancer survivors (77,78). Nonetheless, the extensive experi-
ence and evidence on the benefits of patient navigation within
oncology has led to widespread recognition of its role in increas-
ing health equity among patients with cancer and integration of
this model into care standards. In particular, the American
College of Surgeons’ Commission on Cancer released standards
that require all cancer programs seeking accreditation to have a
patient navigation program (79). Although a large number of
studies have evaluated the efficacy and cost-effectiveness of pa-
tient navigation in improving cancer outcomes, most focused
on cancer screening and diagnosis (80). More research on other
points along the continuum of cancer care is needed, such as
ensuring timely and high-quality cancer treatment(s) and survi-
vorship care.

Along with social workers and patient navigators, some clin-
ical sites have worked with medical–legal partnerships (MLP) to
support health equity for patients with cancer (81). The MLP
model integrates doctors and lawyers who are cross-trained to

Figure 2. Health-care system activities that strengthen social care integration [adapted from the National Academies of Sciences, Engineering, and Medicine Report

Framework (66)].
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Table 1. Summary of challenges, opportunities, and recommendations for addressing housing insecurity

Audience Challenges Opportunities and recommendations

Providers and practices Limited information about social
resources (eg, housing insecurity)
available in medical records

Routinely and consistently screen patients for housing insecu-
rity and connect with community resources

Participate in payment models and demonstration projects
addressing social determinants of health

Develop standard process for tracking referrals
Develop and maintain formal inventory of a community’s

available resources to address housing insecurity available
in real time

Cancer centers Limited cross-sector partnerships Require providers to routinely screen patients for social needs
Create stable partnerships with community-based safety net

organizations
Develop medical–legal partnerships
Participate in payment models and demonstration projects

addressing social determinants of health
Support policies that address health equity
Support equitable enrollment of patients with cancer in clini-

cal trials
Develop standard process for tracking referrals
Develop and maintain formal inventory of a community’s

available resources to address housing insecurity available
in real time

Payors and health
systems

Limited payor–provider
partnerships

Increase collaboration and interoperability across payors and
providers

Lack of stable funding stream Develop sustainable models for identification of patient hous-
ing needs and referral process

Create standards for the reimbursement of social risk screen-
ing and related services

Reduce the financial toxicity of cancer treatment, which
increases risk of housing insecurity

Professional societies
and guideline
developers

Lack of consistent standard profes-
sional guidelines

Establish consistent definition and concepts around housing
insecurity across all sectors including health systems, com-
munities, and housing services

Challenges of implementation Create standardized data collection, aggregation, and sharing
mechanism

Create national standards for representing data related to
patients’ housing situation in electronic health record
systems

Health policy and hous-
ing policy

Inadequate infrastructure to inte-
grate information systems and
rules and regulations

Strong leadership and commitment from key stakeholders to
making the collaboration across housing and health-care
providers

Lack of access to stable, high-qual-
ity, affordable housing in well-
resourced neighborhoods

Promote policies that address funding limitations in health
and housing programs at a structural level

Promote housing policies to ensure adequate and affordable
housing for patients with cancer

Research funders and
researchers

Limited evidence about prevalence,
correlates, and associations with
cancer care and outcomes

Identify scope of housing insecurity and variation by geogra-
phy and other characteristics

Lack of rigorous study design Evaluate association between housing and cancer care across
continuum and outcomes

Limited data infrastructure; need
additional support

Assess reciprocal relationship between cancer diagnosis and
housing insecurity

Identify best practices for screening and connecting patients
with identified needs to services and resources

Conduct rigorous research to evaluate the effectiveness of
health-care system strategies, payment models, housing
interventions, and policies using evidence-based approach

Assess optimal balance of spending among treatment needs,
addressing housing needs of patients, and addressing up-
stream social determinants of health
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mobilize resources. The inclusion of lawyers within the clinical
setting can help patients address their legal needs such as iden-
tifying and addressing substandard housing conditions, negoti-
ating payment with landlords to avoid eviction, or helping
patients retain housing subsidies (82). Evidence suggests that
MLPs can improve housing outcomes (82) and reduce patient
stress, depression, and anxiety (83).

The process of awareness and assistance may also inform
adjustments that alter clinical care to accommodate patients’ so-
cial contexts (66). Thus, social needs may be mitigated by
changes in care delivery in addition to resolving the underlying
social risk itself. As examples, patients experiencing homeless-
ness should be offered medications that do not require refriger-
ation (84) or are not likely to increase urination; it may also be
advisable to avoid prescribing any treatments requiring electric-
ity (eg, infusion pumps) to patients living in a shelter where ac-
cess to electricity may limit the possibility of treatment
adherence. Another example is the Medical Respite Care pro-
gram, which provides short-term residential care and medical
care and other supportive services for individuals experiencing
homelessness (85). However, there is limited evidence about
how providers should adjust their care for cancer patients
experiencing housing insecurity. Experimental studies with rig-
orous designs are needed, such as research focused on adjusted
treatment plans for cancer patients experiencing housing
needs.

Alignment and Advocacy to Address Housing Needs

Although clinical teams are able to screen for social needs and
work to address those needs, they cannot meet these needs
alone. Alignment with cross-sectoral community-based organi-
zations, including safety-net organizations, to understand exist-
ing social care assets, facilitates synergies and invests in and
deploys community-based organizations positively for health
(66) is crucial for cancer centers. To date, however, most cancer
centers have only limited cross-sector partnerships (Table 1).
These partnerships often take time, trust, and resources to
develop.

Health plans increasingly are piloting interventions to ad-
dress social needs, including housing insecurity. Though not
targeting oncology, the Accountable Health Communities model
was launched by Centers for Medicare and Medicaid Innovation
in 2017 to evaluate whether connecting Medicare and Medicaid
beneficiaries to community resources could address social
needs and improve health outcomes while reducing health-care
utilization and costs. The model not only relies on awareness
and assistance but also seeks to better align resources to meet
beneficiary needs. Preliminary evaluation found that beneficia-
ries are amenable to screening and accept navigation; however,
addressing and resolving social needs has been challenging,
highlighting the importance of increasing alignment and in-
vestment in available resources (86,87).

In addition, multiple state Medicaid initiatives are ongoing.
Most states are leveraging Medicaid-managed care to address
social determinants of health, including screening for social
needs, referrals, community partnerships, and employment of
community health workers. States can obtain demonstration
waivers to test the effects of changes in Medicaid eligibility,
benefits and cost sharing, and payment and delivery systems.
An increased number of health systems are engaging in collabo-
rative work and investing in programs aimed at addressing the
housing needs of people who are homeless or at risk of

homelessness. For example, Kaiser Permanente is joining with
national and local partners to support affordable housing pro-
grams by making impact investments and shaping public policy
(88). Hospitals also made financial investments in housing capi-
tal costs directly. For instance, the Boston Medical Center is
investing in affordable housing initiatives to reduce patients’
medical costs by addressing their homelessness and housing
insecurity (89). Despite these efforts, millions of patients receiv-
ing cancer care do not have comprehensive health insurance
coverage and are not able to benefit from these efforts.
Nonetheless, as payment models and demonstration projects
mature, understanding their effectiveness and sustainability
from the perspective of practices and payers will be critical (90).
To achieve these goals and address housing insecurity, pro-
viders and payers should take responsibility for creating and
implementing more advanced payment models based on
patients’ social risk. To find the best practices for implementa-
tion, rigorous research is needed to evaluate the effectiveness
of the projects, payment models, and policies and inform
evidence-based approaches.

Resolving unmet housing needs of patients with cancer also
requires shaping policies and practices in nonhealth sectors in
ways that promote health. Such strategies include increasing
the availability of federal and state rental assistance for strug-
gling households, improving neighborhood and living condi-
tions, and providing employment opportunities and
community development. Also, policy changes should address
racial inequalities in housing security through enforcement of
fair housing laws at the local, state, and federal levels and
through desegregation efforts and zoning reforms (91). Advocacy
occurs when health-care organizations work to promote poli-
cies that help meet health and social needs, often in partner-
ship with other sectors and with the goal of optimizing
community capacity to address health-related social needs (66).

Oncology professional societies and nonprofits, including but
not limited to the American College of Surgeons, American
Society for Clinical Oncology, the National Comprehensive
Cancer Network, and the American Cancer Society, have in-
creased their support for addressing patients’ social needs as part
of efforts to improve health equity. These organizations can play
an important role in advocating to their members and constitu-
ents. For example, the National Comprehensive Cancer Network
and the American Cancer Society Cancer Action Network recently
partnered with the National Minority Quality Forum to make pol-
icy recommendations to congress, Centers for Medicare and
Medicaid Services and commercial payors, and other federal
agencies for improving health equity, which included reimburse-
ment for patient navigation and community health workers.
They also recommended that state governments expand
Medicaid access to effective cancer screening, early detection,
and treatment (92).

Challenges and Opportunities in Addressing
Housing Insecurity and Improving Health
Equity

As highlighted earlier and illustrated in Table 1, providers and
practices, cancer centers, health systems, policy makers, and
researchers have many challenges and opportunities in mitigat-
ing housing insecurity among patients with cancer.

The need for data infrastructure and interoperability across
multiple sectors is central to these efforts. This need may be
even more important for housing-focused community
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organizations, because many of these organizations have to use
multiple platforms to document and report their services
(93,94). Providers and practices can also face such challenges in
social risk screening and referral. For example, many electronic
health records systems have limited capability to document
and track the delivery of social services (such as housing assis-
tance), as well as the outcomes of social services referrals.
Information technology systems should facilitate the tracking
of referrals between organizations (ie, closed-loop referrals) and
improve care coordination. Other issues include how best to
meaningfully engage community organizations in strong part-
nerships and ensure that integrated social risk programs do not
duplicate or complicate existing services—for example, if
healthcare staff are unfamiliar with the social services organi-
zations in their communities and may lack up-to-date informa-
tion about community resources. Standardized screening tools
are increasingly used in primary care delivery; adaptation and
enhancement for cancer care are needed (95).

Although National Cancer Institute–designated cancer cen-
ters report having assistance-related resources and processes
within their institutions, other cancer care delivery settings
may face more limited infrastructure. Strong resource invest-
ment and capacity building and development of sustainable in-
tegrated social care between oncology and community
organizations will foster provision of resources throughout part-
nerships. Although providers, cancer centers, and health sys-
tems have engaged in partnership payment models and
collaborative projects that leverage existing resources in the
community, it is also essential for public and private payers to
develop standards for the reimbursement of social risk screen-
ing and other related activities that occur within health-care de-
livery. Collaborations will benefit from the development of
evidence-based guidelines, standardized data collection, aggre-
gation, and sharing across sectors. Moreover, the standardized
application of screening tools as a part of clinical routines
allows provider teams to quickly and consistently identify pos-
sible housing needs for further intervention.

At the institution level, health system leadership and sus-
tained policy efforts are crucial for driving system structural
changes in health and housing programs, including housing
policies to ensure adequate and affordable housing for patients
with cancer, especially for low-income patients, and health pol-
icies to improve extensive and equitable cancer care access and
advance cancer health equity.

Rigorous research and research funding are needed to pro-
vide comprehensive information about the scope of housing in-
security; its impact on access, quality, and cost of cancer care;
and its association with cancer outcomes and to inform best
practices for screening patients for social needs and connecting
them with services and relevant resources. Research is also crit-
ical for the evaluation of the effectiveness, cost-effectiveness,
and sustainability of health-care system strategies and pay-
ment models and other interventions designed to address pa-
tient social needs to inform their ongoing development (90). In
addition, research evaluating the adjustment of treatment
plans for cancer patients experiencing housing insecurity is
also important in providing evidence and informing improve-
ments for cancer care delivery.

Last, even with optimal screening processes, strong engage-
ment with community resources, and deep institutional sup-
port, meeting the challenges of housing insecurity for patients
with cancer will require broad structural changes designed to
support access to high-quality, affordable housing and promote
housing and health equity.

Social determinants of health influence human develop-
ment, well-being, and quality of life. This commentary focused
on an important social determinant of health, namely, housing
insecurity and its relationship with cancer care and patient out-
comes. We summarized existing evidence and described health
system interventions to minimize the adverse effects of hous-
ing insecurity on patients with cancer. Systematically identify-
ing and addressing housing insecurity and other social
determinants of health to ensure equitable access to cancer
care and reduce health disparities will require greater invest-
ment at the practice, systems, and broader policy levels.
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