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INTRODUCTION

Many interventions to prevent chronic disease and reduce health disparities in the United States
and elsewhere have historically focused on expanding access to health insurance coverage along
with improvements to the quality and intensity of health care delivery. Yet, despite decades of
significant investments, health inequities in the United States persist by race, ethnicity, gender
identity, disability, geography, and various other factors that are driven by the underlying
social, economic, and environmental conditions faced by individuals and their communities.
These conditions, collectively referred to as the social determinants of health (SDOH), can
impact health, affecting as much as 50% of health outcomes, both positively and negatively.1 A
related concept, health-related social needs (HRSNs), refers to unmet needs affecting health
such as stable and affordable housing, access to healthy food or transportation, and inter-
personal safety; HRSNs have been shown to be negatively associated with outcomes across the
cancer continuum, including prevention and screening, diagnosis, treatment, survivorship, and
end-of-life care.2,3 Disparities in HRSNs related to cancer care are the result of an unequal
distribution of positive/negative SDOH across population groups.

As the national organization representing nearly 50,000 physicians and other health care pro-
fessionals specializing in cancer treatment, diagnosis, prevention, and research, ASCO supports
effective policies and practices targeting SDOH that promote, sustain, and advance health equity.
Since 2003, ASCO has had a formal body of volunteers composed of cancer health disparities and
health equity expertswhohave focused on improving our understanding, advancing our scientific
knowledge, and developing solutions to eliminate disparities in cancer. ASCO members are also
dedicated to conducting research that leads to improved patient outcomes and equitable care
delivery, ensuring that evidence-based practices for the prevention, diagnosis, and treatment of
cancer are available to their patients and communities. Consistent with ASCO’s commitment to
cancer health equity, ASCO assembled the SDOHTaskForce in 2021with the charge of articulating
recommendations for how to address SDOH in cancer care.4

This policy statement builds upon recently endorsed ASCO policies on cancer health equity,
rural health, and issues of cancer prevention.5 The purpose of this statement is to (1) reaffirm
ASCO’s commitment to addressing the social, economic, and environmental factors that in-
fluence cancer care and outcomes and (2) establish a policy framework to guide ASCO advocacy
on SDOH-related issues. Recommendations will focus on specific actions guided by ASCO’s
mission statement—conquering cancer through research, education, and promotion of the
highest-quality, equitable patient care.

BACKGROUND

Personalized medicine, guided by next-generation genomic testing, has enabled oncologists to
tailor medical treatments to the specific characteristics of a patient’s disease, which has led to
improved response rates and survival, avoidance of ineffective therapies, and reductions in
treatment toxicities. However, cancer care teams are rarely empowered to address theHRSNs of
an individual patient with the same degree of precision. The impact of stress, lack of strong
support networks, low socioeconomic status (SES), and other social risk factors on cancer
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outcomes are well characterized, but these data generally are
not systematically gathered in the clinic or clinical trial
setting.

Collecting such data would facilitate targeted support for
patients with cancer during their cancer journey, as well as
support future research that can evaluate the impact of
specific social interventions on various cancer care outcomes.
Currently, delivering the appropriate interventions to patients
when they need it has proven challenging to implement.
Beginning tomeasure and,where appropriate, intervene upon
individual HRSNs (Table 1) can enable cancer care teams to
mitigate these previously unaddressed factors that contribute
to patient outcomes.

It is also important to highlight that SDOH and social risk
factors interact with other demographic factors, such as
race/ethnicity or geographic location. Indeed, some studies
suggest that a large proportion of observed disparities in
cancer outcomes between racial/ethnic groups are primarily
reflecting interactions with and disparities between SDOH,
HRSNs, and social risk factors.8 Measuring and intervening
upon SDOH at a systems level is a fundamental prerequisite
for achieving cancer health equity; furthermore, intervening
on HRSN at the individual patient level mitigates the acute
social factors affecting a patient’s health and how they
navigate and manage their cancer care.9

Social Determinants and the Cancer Care Continuum

In oncology, SDOH affect all aspects of the cancer care con-
tinuum, from screening through end of life and/or survi-
vorship. For example, housing has been demonstrated to be
highly relevant to cancer through bidirectional mechanisms
whereby cancer treatment (primarily via cost) can have
profound impact on housing stability, but also through the
relationship between housing quality and social risk factors
that predict for negative cancer outcomes.2 Structural barriers

to cancer care exist because of many such social risk factors,
such as educational attainment, SES, geographic location, or
sexual/gender minority status.10,11 These barriers can im-
pede an individual’s access to appropriate cancer screening,
leading to a cancer diagnosis at a later stage and ultimately
contributing to the well-known and persistent disparities
in cancer outcomes that are often seen between subpop-
ulations. This includes racial/ethnic disparities, such as
with breast cancer in Black women.12 After receiving a di-
agnosis of cancer, the financial toxicity often associated
with cancer care13 creates an economic HRSN that can impede
a patient’s ability to access the treatments prescribed by their
oncologist in both the curative and palliative clinical set-
tings.14 This predictably results in unacceptable disparities in
access to quality cancer care: for Medicaid beneficiaries, the
most promising precision cancer therapies are far too often
underutilized.15

However, SDOH can also affect cancer incidence and out-
comes in more pervasive and long-lasting ways. The life
course perspective provides a framework for understanding
the role that exposures to adverse SDOH at specific periods
during an individual’s life can play in poor health outcomes.16

These may manifest differently for different subpopulations
of patients with cancer. For example, adverse childhood
experiences (which are tied to social risk factors) may
predispose to some types of cancer.17 Surviving or living
long term with a cancer diagnosis also has the potential to
permanently alter an individual’s life course via persistent
financial hardship.18

The Importance of Measuring SDOH

Integral to the success of SDOH-targeted interventions
will be the concurrent establishment of standardized
SDOH data collection practices across both adult and
pediatric oncology. The current ad hoc approach to SDOH
measurement—including a lack of systematic data

TABLE 1. Definitions and Examples of SDOH, HRSNs, and Social Risk Factors

Definition Examples

SDOH are defined as the conditions in which people are born, grow,
live, work, and age. These include underlying social, economic,
and environmental conditions faced by individuals and their
communities

Neighborhood and built environment
Health and health care
Social/community contexts
Education
Economic stability

HRSN refer to experiences or unmet needs that affect an
individual’s health and well-being, which arise out of adverse
SDOH

Food, housing, utility, or transportation insecurities
Exposure to violence
Usual source of care, access to primary care, health literacy
Experiences of discrimination, social isolation, social support
High-school graduation, language, and literacy/numeracy
Financial toxicity

Social risk factors are a set of psychosocial factors for which
substantial evidence exists for effects on health outcomes

Socioeconomic status
Social support and networks
Occupational stress, unemployment, and retirement
Social cohesion and social capital

NOTE. Adapted from Tucker-Seeley, 20216; and Institute of Medicine, 2001.7

Abbreviations: HRSNs, health-related social needs; SDOH, social determinants of health.
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collection, highly variable measures that limit comparison
across populations, reliance on proxy variables for SES
prone to misclassification bias, and lack of consistency in
longitudinal data collection at pertinent inflection points in
cancer care (diagnosis, relapse/progression, survivorship,
or end of life)—inhibits the ability of providers, investi-
gators, and health care systems to (1) identify patient pop-
ulations forwhom interventions arewarranted and (2) evaluate
the impact of interventions within these populations. Sys-
tematic SDOH data must be collected across the cancer con-
tinuum leveraging published measures for both adverse and
protective SDOH.11

There is neither a single perfect measure of SDOH nor a
validated social risk score in oncology. Handwringing over
this gap will not advance health equity intervention; only the
process of collecting and refining data will do so. The history
of oncology treatment advances is full of evolving mea-
surement methodologies, for example, early evaluation of
minimal-residual disease by PCR and flow cytometry in
leukemia, which is now established via next-generation
sequencing. Consequently, such data collection should be
immediately integrated into standard clinical practice,19

clinical trial case report forms,20,21 and sociodemographic
banking studies22 to ensure SDOH are universally available
for clinicians and investigators to identify populations at
risk for poor outcomes and to evaluate interventions
addressing SDOH.

Patient Perspectives on SDOH Screening and the
Connection to Care

As a mother, grandmother, and sister, I’ve seen the social
determinants of health affect my family personally. As a
mother, seeing my adult children not complete enough
schooling/education to help them obtain better employ-
ment, that in turns pays for healthcare coverage, has
lasting effects on my grandchildren who grow up in an
environment where health priorities are last on their list
and survival is the mantra of the day. Seeing the impact of
life in a nursing home for my younger brother who was
diagnosed with a mental health condition and a late-stage
cancer, led me to advocating for better healthcare con-
ditions for those under-represented and in need of non-
discrimination and social inclusion.*

*Quote from author Wenora Johnson.

For many individuals and families, after basic needs such as
housing, food, education, and transportation have been paid
for, there are insufficient funds remaining for nonurgent
health expenses such as preventive cancer screenings.
Particularly in cancer care, this has the pernicious effect of
resulting in later staging or higher acuity of illness at di-
agnosis,23 which directly leads to poorer outcomes in these
subpopulations. It may be uncomfortable for some patients
to admit they do not have sufficient financial resources for
their household, particularly when theymay fear biases from

their health care delivery team that could potentially affect
access to and quality of care. When appropriately framed,
however, studies demonstrate that patients and caregivers
are often willing to share this information in the clinical
setting to help improve their care or even to help future
generations.24-26

Impediments to the collection of SDOH data exist in other
distinct areas, including at the provider and health system
levels. A role exists for health care providers to engage with
and help patients become comfortable with discussing
SDOH. Despite the clear impact that SDOH have on care
outcomes, there remain challenges to their identification
and documentation as part of routine clinical care. Identi-
fication and intervention of social needs require additional
effort on behalf of medical providers and clinical staff at a
time whenmany health care systems are strained because of
a shortage in workforce. Some oncologists may find SDOH
screening to be challenging because of perceptions that
patients are uncomfortable discussing personal information
such as housing, education, employment, food security, and
transportation issues. This can be complicated by a pro-
vider’s and/or a patient’s perception that their unmet social
needs either cannot or will not be addressed within clinical
encounters.

Focusing on SDOH can be particularly challenging for or-
ganizations and health care providers seeking to preserve a
patient’s trust, despite a need to be upfront about how, or
how many, HRSNs can be reasonably addressed. These
barriers can be overcome by engaging and educating pa-
tients, caregivers, and clinicians on the importance of in-
corporating SDOH data collection into routine clinical care,
similar to obtaining a medical history. Patients and care-
givers are alsomore likely to be engaged in this processwhen
they find that their clinicians are equipped with appropriate
resources to address social risks with the help of the navi-
gation and/or social work teams. When screened and com-
municated with effectively, patients remain engaged and
hopeful about both their life circumstances and health
conditions, enabling HRSN screening to be an important
first step in ameliorating SDOH-related poor health care
outcomes.27-30

ADDRESSING SOCIAL NEEDS IN ONCOLOGY

Given that SDOH are associated with stark disparities in
cancer outcomes across the care continuum for both adults
and children, expanding the focus of clinicians and inves-
tigators to the how of addressing social needs in the context
of cancer care will be essential. Building uponmomentum to
transform high-quality cancer care to be both equitable and
accessible, describing disparities on the basis of exposure to
adverse SDOH is no longer adequate by itself. Cancer care
providers can help to develop, implement, and evaluate
interventions to address SDOH-associated disparities to
improve cancer outcomes more broadly.
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Social Determinants of Health and Cancer Care

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 D
an

a-
Fa

rb
er

 C
an

ce
r 

In
st

itu
te

 o
n 

M
ar

ch
 1

9,
 2

02
4 

fr
om

 1
70

.2
23

.2
07

.0
72

C
op

yr
ig

ht
 ©

 2
02

4 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 



Interventions targeting SDOH and social needs can fall into
two broad categories: interventions developed and evaluated
for efficacy in the research setting, and interventions that are
part of quality improvement activities in the clinical setting.
Both types of interventions are necessary to ensure progress
is made to better address social needs, but each category has
specific requirements for sustainability, data collection,
evaluation, and other infrastructure needs.

Frameworks for Intervention

Although evidence gaps and challenges to intervening
upon HRSNs exist,31 tools and frameworks are being de-
veloped to help health systems begin collecting and acting
upon SDOH data. For example, the Protocol for Responding
to and Assessing Patients’ Assets, Risks, and Experiences
(PRAPARE),32 along with a companion toolkit, aims to enable
providers to improve health equity at both the local clinic and
the health system levels.

A recent report from the National Academies of Sciences,
Engineering, and Medicine1 laid out a framework for inte-
grating social care, defined as services that address health-
related social risk factors/needs, into clinical practice. The
report concluded that value-based care, in the context of
addressing SDOH, can incentivize prevention, improve health
outcomes, and provide rationale for population-based ini-
tiatives comparedwith care focusingon service delivery alone.
To that end, the report authors identifiedfive complementary
activity areas that facilitate the integration of social care into
health care: awareness, adjustment, assistance, alignment,
and advocacy. Specific activities deployed will likely vary on
the basis of setting and social factors being addressed, al-
though examples and pilot programs provide proof of concept
(see Table 2 for specific examples related to patient trans-
portation needs).

Despite this potential, published findings34 from an attempt
to integrate social care across a large, safety-net health care
system revealed persistent structural obstacles. Although

there was widespread stakeholder agreement that meeting
social needs of patients was a health system priority, the
perception of such efforts as adding on to, rather than being
central to, clinical care delivery operations ultimately kept
social care programs fragmented, less accessible, and less
effective. The authors concluded that until the task of
addressing social needs becomes integrated within broader
health system operational priorities, programs to address
social needs will remain uncoordinated and inefficient.

Moving From Measurement to Intervention

Precisionmedicine, the tailoring of medical treatment to the
individual characteristics of each patient,35,36 has driven
decades of steady progress in cancer treatment. Absent from
this approach to medical advancement has been consideration
of nonbiologic factors, including SDOH, to identify subpopu-
lations that differ in their susceptibility to a particular disease
or their response to a specific treatment.29 However, in the
context of systematic data collection, providers and investi-
gators could begin to prospectively measure the SDOH as the
equivalent of risk mutations across patient populations and
concurrently develop “drugs” to treat them—beginning with
readily available supportive care approaches, before developing
and introducingmore tailored interventions (eg, those targeted
at the needs of a specific community or geographic area).

As one example, oncology researchers and/or clinical im-
provement teams (depending on context) could identify lack
of reliable food as an independent risk factor for disparate
cancer outcomes37; recommend standardized, prospective
evaluation of food among patients with cancer at diagnosis,
relapse, survivorship, or end of life; and evaluate supportive
care interventions targeting basic food needs (eg, food
pantries, food vouchers, and home grocery delivery38) across
patient populations. Unlike drugs, development and evalu-
ation of SDOH-targeted interventions will require both re-
search and quality improvement methodologies to facilitate
generation of data salient to different stakeholders and rapid
integration into the health care setting. Furthermore, such

TABLE 2. Example Health Care System Activities That Strengthen Social Care Integration

Activity Definition Transportation-Related Example

Awareness Activities that identify the social risks and assets of defined patients and
populations

Asking patients about their access to transportation

Adjustment Activities that focus on altering clinical care to accommodate identified social
barriers

Reduce the need for in-person health care appointments by
using other options (eg, telehealth)

Assistance Activities that reduce social risk by providing assistance in connecting
patients with relevant social care resources

Provide transportation vouchers (eg, for ride-sharing or public
transit) so that patients can travel to health care appointments

Alignment Activities undertaken by health care systems to understand existing social
care assets in the community, organize them to facilitate synergies, and
invest in and deploy them to positively affect health outcomes

Invest in community ride-sharing or time-bank programs

Advocacy Activities in which health care organizations work with partner social care
organizations to promote policies that facilitate the creation and
redeployment of assets or resources to address HRSNs

Work to promote policies that fundamentally change the
transportation infrastructure within the community

NOTE. Adapted from National Academies of Sciences, Engineering, and Medicine, 2019.
Abbreviation: HRSNs, health-related social needs.
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interventions will require consideration of potential for scale
and attention to engagement of both policymakers and
payers to sustain their long-term impact.39

Practical considerations for operationalizing the systematic
measurement of SDOHand evaluation of SDOH interventions
include (1) engagement of multidisciplinary health care
community stakeholders, (2) securing long-term funding
from diversified sources, and (3) the need for continuous
development and implementation of evidence-based in-
terventions. To extend the conceptual analogy, one drug will
not cure all cancers and most cancers require multimodal
drug therapy; SDOH and HRSNs are no different. Improving
cancer health equity necessitates a portfolio of multilevel
health equity interventions to address SDOH—evaluated
both individually and in combination. Health equity inter-
vention development will require prospectively engaged
multidisciplinary teams—including patients, oncologists,
nurses, social workers, community organizations, econo-
mists, and policymakers—to generate a pipeline of health
care delivery and supportive care interventions.

SDOH-targeted interventions will require the equivalent of
an early-phase pipeline to develop, refine, and determine
intervention feasibility before efficacy evaluation. Integra-
tion of SDOH-intervention efficacy evaluation into existing
research infrastructures—including the National Clinical
Trials Network (NCTN) cooperative group drug trials—will
be paramount to early efforts, given no similar federally
supported infrastructure exists for SDOH-intervention
evaluation. Long-term establishment of a parallel, funded
clinical trial infrastructure dedicated to SDOH interventions
may be necessary, although notably feasible only for adult
cancer populations and not for pediatric cancer populations
whose small numbers require that researchers leverage the
existing pediatric NCTNChildren’s Oncology Group to accrue
disease-specific studies.

Specifically, because of the rarity of childhood cancer—
approximately 15,000 US children are diagnosed annually40—
a majority of children will be treated on a pediatric cooperative
group trial if one is available.41 This model of care delivery
reflects the reality that conducting disease-specific, statisti-
cally powered interventional research outside of the national
cooperative group setting is infeasible in pediatrics. By ex-
tension, addressing SDOH-associated disparities in pediatric
cancer populations requires (1) SDOH data collection and
intervention evaluation as an integrated component of the
pediatric clinical trial infrastructure and (2) development of
SDOH-targeted interventions designed to scale for integra-
tion across trials that accrue at >150 centers. These pediatric-
specific requirements necessitate attention to alignment of
funding and infrastructure unique from adult populations—
but also mean that pediatrics can serve as a demonstration
population in which to establish the feasibility of trial-
embedded SDOH data collection and trial-embedded SDOH-
intervention evaluation that can subsequently be extrapolated
to adult oncology populations.25,26

SDOH and Patient Navigation

The collection and sharing of SDOH data remain persistent
challenges in a health care setting, especially in the absence
of a standardizedmethod of collection and documentation of
SDOH data within the electronic health record (EHR). The
integration of SDOH into cancer care delivery is currently
hampered by misalignment of financial incentives that do
not recognize the value of addressing social risk factors and
HRSNs.42 Thus, it is unlikely that the treating oncologist will
be able tofind sufficient timeduring a brief clinic encounter to
ask detailed SDOH questions and address multiple social risks
while also attending to treatment decisions and cancer-
related side effects. Ideally, future value-based care models
should include financial reimbursement for clinicians and
clinic staff to collect SDOH data and address social risks in-
dependent fromwhat is reimbursed for a clinical encounter.43

In the short term, patient navigators can play an integral role
in this process by assessing social risks while supporting a
patient throughout their cancer journey.43,44 High-quality
cancer care can be enhanced by the involvement of patient
navigators who advocate for each patient’s unique social and
medical needs.45 The navigator could then communicate any
barriers to the appropriate teams (eg, clinical providers,
social work, and financial advocates) and facilitate inter-
ventions and referrals to address those barriers. Navigators
already support patients in achieving their specific health
goals by leveraging existing resources within the health care
system or by connecting patients with additional resources
in their community.43 Examples of these resources include
psychosocial counseling, financial advocacy, transportation,
and other forms of financial support. A culturally responsive
and personalized navigation programcan support vulnerable
patients throughout their cancer journey in a comprehensive
approach that is both aligned with their values and tailored
to their distinct HRSNs.44

Sustainability Beyond Pilot Programs

Despite the existence of successful pilot programs, building
sustainable programs that influence SDOH is a challenge for
health systems. These programs require long-term invest-
ments, as well as collaborations with community-based
organizations and government agencies, all while lacking
robustfinancial reimbursementmodels. Additionally, return
on investment of interventions to assist with social needs as
a mechanism for improving health outcomes is challenging
to assess, and the complex, multifactorial nature of the
relationship between SDOH and health outcomes does
not lend itself to easy evaluation.46,47 However, there are
several promising strategies for sustaining programs that
address SDOH.

First, it is critical to ensure a diverse portfolio of funding.
Rather than relying on a single source of funding to operate,
a commitment to multiple streams of funding support—
including government or foundation grants, partnerships
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with community-based organizations, and health system
funds—allows stability and sustainability of programs.
Second, building partnerships is paramount, particularly
partnerships with community organizations and other
stakeholders who can assist in leveraging resources, sharing
expertise, and building networks of support. Third, as-
sessment and intervention of adverse SDOH must be inte-
grated into quality improvement efforts of health systems.
Fourth, health system culture must include SDOH principles
as part of its foundation. This may involve integrating SDOH
into themission and vision of the organization, training staff
on SDOH and social needs, and using the perspective of social
needs in planning health system priorities.

Sustainability of social health interventions also requires
adoption and integration of the intervention into the
workflow of the health system and integration of relevant
data into the EHR. Additionally, it must be acknowledged
that SDOH screening and intervention is not the responsi-
bility of a single department or type of provider. Rather, all
providers should be trained to have basic knowledge of
available resources to ensure appropriate referral, and some
relevant toolkits summarizing this basic knowledge exist.48

This does not mean that all providers must be experts in
SDOH screening or resources but that they are trained to
acknowledge SDOH as a contributor to a patient’s overall
health and are prepared to recognize need and refer to the
appropriate party for next steps.49

Finally, it must be emphasized that addressing SDOH will
require a combination of clinical and public health solutions
at multiple levels and that attempts to address SDOH on an
individual basis, rather than system, are less likely to be
successful.50 Successful impact on SDOH will require new
collaborations and new approaches to care at all levels of the
ecological framework, not just the implementation of public
health strategies forced into clinical programs.

Addressing SDOH/HRSNs at a Policy Level

Policy-level advocacy will be needed to address root causes
of adverse SDOH and to sustain effective health care delivery
interventions. Existing policies can pose immediate barriers
to the development, evaluation, and sustainability of in-
terventions targeting SDOH. For example, interventions
integrating cash or in-kind resources to address basic needs
such as food insecurity face barriers or cliff effects where
disenrollment of patients from means-tested programs (eg,
the Supplemental Nutrition Assistance Program) can occur
with changes in income. Similar concerns exist surrounding
the potential for inducement by hospital systems or phar-
maceutical manufacturers seeking to meet patient social
needs as they relate to care delivery; examples include im-
proving clinical trial retention, or providing drugs at lower
cost for patients.51

Improving cancer outcomes through addressing unmet HRSNs
will be stymied as long as policy barriers that undermine the

research evaluation and clinical integration of supportive
interventions remain in place (research and clinical quality
improvement are again emphasized as the two distinct but
complementary contexts for SDOH measurement and inter-
vention). Food, housing, and transportation insecurity are
among the many adverse HRSNs associated with inferior
cancer outcomes; therefore, physicians are well-positioned
stakeholders to advocate for feasible, scalable interventions,
assess risk factors, and facilitate connections to address them.52

As described by Blas et al,53 the implication of the social
determinants approach, however, is that causal chains run
from macro social, political, and economic factors to the
pathogenesis of disease. The causal chain from macro to
individual affects both the development of disease within in-
dividuals, as well as the epidemiologic patterns of disease seen
at the population level. Thus, comprehensively addressing
SDOH and social needs to enhance cancer health equity will
require work at all levels of government, as well as collabo-
ration between the public and private sectors.

Intervention at the federal level should include funding to
support programs addressing SDOH at multiple levels of
society, incorporating funding for community-based or-
ganizations, public health programs at the local and state
levels, and additional research on SDOH.54 The federal
government can also work to establish sustainable payment
models that support social needs screening, referral, and
service provision. Aligned with improvements to payment
models, they may also establish policies regarding the
reporting and tracking of social needs to monitor the health
status of populations.

In 2022, the Department of Health and Human Services
provided the latest update to a three-pronged approach to
addressing SDOH: (1) improving data collection, quality, and
standardization, (2) improving the connectivity between
health and social service agencies, and (3) collaboration
across all government entities.45 This approach delineates
the federal government’s role in setting policies that directly
address SDOH including those that alleviate poverty, reduce
food insecurity, increase access to affordable housing, and
provide educational opportunities. Coordination of relevant
activities across agencies (eg, between the Department of
Health and Human Services and the Department of Housing
and Urban Development) is also firmly within the scope of
actions the federal government should take.

State and local governments also play an important role in the
implementation of policies and interventions that address
SDOH. As the purveyors of Medicaid programs, states can use
their Medicaid programs to support SDOH via financial in-
centives for screening and addressing social needs and for
piloting new payment models or waivers that cover non-
medical services such as food, housing, and transportation.

State governments have a unique ability to influence HRSNs
through investment in education, housing, voter
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nondiscrimination, and public health programs.55 For ex-
ample, Medicaid programs might consider social risk-
adjusted payments, a payment structure that relies not
only on medical claims–based clinical factors but also in-
corporates additional social risk factors such as poverty and
housing to more accurately represent the SDOH consider-
ations for reimbursement.1,56 Additionally, states may aug-
ment federal programs, increasing benefits for programs

that support improvements in SDOH. In fact, increasing
benefits to programs such as the Child Tax Credit or Earned
Income Tax Credit and other state-supplemented benefit
programs have demonstrated improvements in physical and
mental health for children and families.57,58 Medicaid pro-
grams, in particular, have a variety of options available to
them to facilitate meeting HRSNs, including 1,115 waiver
authority and contracts with managed care organizations.59

TABLE 3. ASCO Research and Policy Recommendations for Addressing Social Determinants of Health in Cancer Care

State legislative and government recommendations

State Medicaid programs should continue to explore the role of programs which
• Proactively screen for and address nonmedical social needs (eg, food, housing, and transportation)
• Include pilot payment structures that incorporate social risk-adjusted payments; a payment structure that relies not only on medical claims–based

clinical factors but incorporates additional social risk factors such as poverty and housing (among others) to more accurately represent the SDOH
considerations for reimbursement. Where these pilots demonstrate success, broader implementation should be strongly considered

• Offer payment incentives to practices for screening and addressing social needs and for piloting new payment models or waivers that cover nonmedical
services such as food, housing, and transportation

• Include reimbursement for oncology patient navigation

Federal legislative and government recommendations

NCI should continue working to establish an infrastructure (1) to collect SDOH data and (2) to develop and evaluate interventions targeting SDOH. Both
efforts should include a focus on sustainability, as well as best practices for how to collect, contextualize, and use these data with considerations
appropriate to both pediatric and adult cancer populations in both clinical trial and standard-of-care contexts

NCI should eliminate policies that inhibit the evaluation of SDOH-targeted intervention efficacy in NCTN trials
CMS and other payers should continue to refine SDOH Z-codes, and providers should be made aware of and incentivized to report them
CMS and other payers should establish policies to support oncology patient navigation, including but not limited to reimbursement
CMS and other payers should also establish sustainable payment models for oncology that support social needs screening, intervention, evaluation, and
continued research

FDA should raise the bar for generalizable clinical trial populations, as it relates to individuals with high social needs
CMS, FDA, and trial sponsors should work together to remove financial barriers to clinical trial participation, as ASCO has previously recommended61

USDA and HHS should continue to invest in child health, by expanding access to and improving programs such as the Supplemental Nutrition Assistance
Program and Early and Periodic Screening, Diagnostic, and Treatment

Federal government should exercise its role in establishing policies that directly address SDOH by the following:
Establishing and sustaining coordination of agency activities related to meeting social needs
Establishing policies regarding the reporting and tracking of social needs to monitor the health status of populations
Establish sustainable payment models that support social needs screening, intervention, evaluation, and continued research

Health care systems

Health care systems should seek to do the following to support SDOH:
• Ensure a diverse portfolio of funding for screening, intervention, evaluation, and continued research
• Build and sustain partnerships, particularly with community organizations
• Integrate SDOH data collection and social needs intervention into existing quality improvement efforts
• Incorporate SDOH principles into the foundations of health system culture
• Increase the professionalization, reimbursement, and acknowledgment of the role of qualified patient navigators in coordinating care and follow-up for

patients

Cancer care stakeholders
Stakeholder efforts to collect and act upon SDOH data should work in tandem with ongoing research efforts to continuously develop, evaluate, and improve
interventions to address social needs

Professional societies should provide education and outreach on the role of the clinician to document and potentially intervene upon social needs
ASCO should advocate for legislation at the federal and state level that supports these SDOH policy recommendations
Pharmaceutical manufacturers should continue to explore patient assistance programs, as well as other policies that may help attenuate SDOH-related
obstacles to receiving prescribed treatment

Research needs

Robust research funding is needed to explore the following areas in both the clinical trial and standard-of-care contexts:
• Design and validation of key SDOH metrics and assessment of SDOH impact on cancer outcomes
• Examination of best practices for integrating SDOH data collection, including how that information is collected and stored, who should be responsible for
collecting SDOH data, and how that information can best be used within a health care setting

• Evaluation of interventions designed to address SDOH in both the clinical trial and standard-of-care contexts—including identifying the most effective
strategies for reducing individual health disparities and inequities

• Investigations into how structural discrimination and policies influence SDOH and health outcomes, as well as research into systemic interventions to
address structural impact

• Development and evaluation of community-based interventions, including how and when health systems should work with external community
organizations to support their populations

Abbreviations: CMS, Centers for Medicare &Medicaid Services; FDA, US Food and Drug Administration; HHS, the Department of Health and Human
Services; NCI, National Cancer Institute; NCTN, National Clinical Trials Network; SDOH, Social Determinants of Health; USDA, the United States
Department of Agriculture.
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Community engagement is a key component to addressing
SDOH and social needs for the improvement of health.
Community participation in decision making regarding how
determinants are addressed increases the likelihood that
policies and interventions will be appropriate for community
needs and, more importantly, acceptable to the community
itself. Facilitating collaboration across private and public
sectors and from local community through federal gov-
ernment action is imperative to addressing the systemic root
causes of health inequities because of social needs and
SDOH.40,60

Existing literature for behavioral and social health inter-
ventions tend to focus on specific patient populations,
clinical settings, and pilot programs. This results in a relative
lack of knowledge related to addressing structural and or-
ganizational barriers to SDOH intervention, as well as a lack
of best practices for scaling, sustaining, and evaluating
successful interventions. Until more large-scale solutions
are in place, there remains a need to continue piloting and
evaluating small-scale interventions in specific contexts.

In the interim, there are short- and long-term policy goals
that can be pursued at multiple levels (community/health
system, state, and federal) to both address social needs
broadly, as well as to facilitate social care delivery within the
context of health care and cancer care delivery. A full
summary of ASCO’s research and policy recommendations
from this paper is presented in Table 3.

Global Considerations for Social Needs and
Health Outcomes

Historically, civil conflict and race/ethnic/religion/gender
biases have all been linked to global factors affecting indi-
vidual and population health. The recent COVID-19 pan-
demic highlighted the roles of legal enactments, social
lockdowns, and educational messaging toward disease
containment globally. The World Bank’s Voices of the Poor
series62 documented the concepts of health and SDOHamong
the people living in low- and middle-income countries,
demonstrating residents possessed a keen understanding
that income, housing, education, race/ethnicity, social class,
and governance play an important role in determining in-
dividual and population health. Abdalla et al63 surveyed 8,753
persons from Brazil, China, Germany, Egypt, India, Indo-
nesia, Nigeria, and the United States to assess their rankings
of determinants of health and what they perceived decision

makers think matters for health. Except for China, people
across all countries ranked access to health care as the top
determinant of health. They all overwhelmingly believed
that political considerations were the top determinant for
whether policymakers would share their views on linkages
between SDOH and health.

Numerous countries have social or national health care,
where everyone has access to care of varying levels of
sophistication; many countries have a dual system of free/
subsidized, and for-payment health care services. How-
ever, health insurance or coverage is not universally
available in every country, nor is access to health care
services guaranteed. In countries where a large proportion
of the population may be particularly vulnerable to eco-
nomic hardship, because of myriad causes ranging from
social upheaval, natural disasters, or epidemics, a robust
literature exists about the value of interventions to address
social needs. These interventions are generally referred to
as social protection and take the form of cash or in-kind
payments to create a safety net for the poorest individuals
in a country.64 Social protection programs were scaled up
rapidly during the COVID-19 pandemic, although given the
massive variability in global policies, the degree of impact
and lessons learned from this response are still being ex-
plored.65 An analysis of social protection policies in Indo-
nesia examined price subsidies for medical care, and
whether this could effectively mitigate the extent of fi-
nancial hardship caused by ill-health and the resultant loss
of income because of impaired productivity. In this case,
subsidies were found to reduce the exposure to what the
authors referred to as catastrophic shocks but did not
eliminate the risk of health-related financial hardship.66

Clearly, more work needs to be done, but it has nevertheless
been demonstrated that publicly funded health care, when
combined with programs to reduce the burden of social
determinants, promotes more equitable distribution of life
expectancies across the world.67

In conclusion, integration of social care with clinical care is
vital to improving care delivery and clinical outcomes for
patients with cancer. There are well-documented challenges
to SDOH measurement and intervention, but it is imperative
that oncology professionals overcome these to make
meaningful strides toward caring for thewhole patient. ASCO
is eager to work alongside other cancer care stakeholders to
remove SDOH-related barriers to care delivery across the
cancer continuum.
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