
CA CANCER J CLIN 2020;70:31–46

31VOLUME 70 | NUMBER 1 | JANUARY/FEBRUARY 2020

Abstract: Although cancer mortality rates declined in the United States in recent 
decades, some populations experienced little benefit from advances in cancer pre-
vention, early detection, treatment, and survivorship care. In fact, some cancer 
disparities between populations of low and high socioeconomic status widened dur-
ing this period. Many potentially preventable cancer deaths continue to occur, and 
disadvantaged populations bear a disproportionate burden. Reducing the burden 
of cancer and eliminating cancer-related disparities will require more focused and 
coordinated action across multiple sectors and in partnership with communities. 
This article, part of the American Cancer Society’s Cancer Control Blueprint series, 
introduces a framework for understanding and addressing social determinants to 
advance cancer health equity and presents actionable recommendations for prac-
tice, research, and policy. The article aims to accelerate progress toward eliminating 
disparities in cancer and achieving health equity. CA Cancer J Clin 2020;70:31-46.  
© 2019 American Cancer Society.
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health, social discrimination

Introduction
The field of cancer control is at a crossroads. Despite progress against cancer in 
the United States, such progress has not equitably benefitted all population groups. 
From 1991 to 2016, the overall cancer death rate declined by 27%, yet socioeconomic 
disparities in cancer mortality widened, with the most striking disparities observed 
in cancers most amenable to prevention and early detection (eg, cervical cancer).1 
Accordingly, progress toward eradicating the inequitable burden of cancer will 
require not only continued population health efforts but also more focused action 
to eliminate cancer-related disparities. A commitment to cancer control, therefore, 
must necessarily include a commitment to health equity—that is, aiming to achieve 
optimal health for everyone, giving particular attention to the needs of those most at 
risk for poor health.2 Continuing on a path that more rapidly improves cancer out-
comes for some segments of the population than others will contribute to persistent 
(and potentially widening) disparities and may soon lead to an impasse in reducing 
the burden of cancer.

Multiple types of determinants contribute to individual cancer risk and the like-
lihood of survival after a cancer diagnosis. These include biological/genetic, envi-
ronmental, behavioral, health care, and social determinants.3 Attempts have been 
made to quantify the relative contributions of each to population health, for exam-
ple, asserting that a certain percentage of health outcomes is because of social and 
economic factors and a certain percentage is because of health care.4,5 A criticism of 
these approaches is that, although well intentioned, they neglect to account for syn-
ergistic relationships between risks and mistakenly conflate variation and causation.6 
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Certain types of determinants actually might exert more 
influence on health than currently proposed. In any event, 
embracing a more holistic and integrated view of cancer  
determinants (ie, factors that influence cancer incidence 
and/or outcomes) can broaden perspectives on prevention 
strategies, including those implemented beyond health 
care settings. In particular, greater attention to multilevel 
influences on health, or the complex and interacting factors 
across multiple levels of influence (eg, biological, behavioral, 
environmental), is needed.7

The World Health Organization defines social determi-
nants as “the circumstances in which people are born, grow 
up, live, work, and age and the systems put in place to deal 
with illness” that are shaped by the “distribution of money, 
power, and resources at global, national, and local levels.”8,9 
Social determinants include housing and neighborhood 
conditions, educational and economic factors, transporta-
tion systems, social connections, and other social factors10 
and reflect interconnected social structures and economic 
systems shaped by the inequitable distribution of power and 
resources.9,11 Indeed, the National Academies of Sciences, 
Engineering, and Medicine acknowledge that structural in-
equities make poorer health outcomes suffered by disadvan-
taged groups unfair and unjust.12

This article aims to catalyze increased national cancer 
control efforts around social determinants of health by intro-
ducing a framework for understanding and addressing social 
determinants for cancer control and presenting actionable 
priority recommendations to accelerate progress toward 
achieving health equity in cancer. Rather than providing an 
exhaustive synthesis of the literature on social determinants 
and cancer, we highlight evidence illustrating how social cir-
cumstances contribute to the overall burden of cancer and 
related disparities in the United States. The recommenda-
tions offered are developed for a wide audience—including, 
but not limited to, researchers, health care providers and 
public health practitioners, employers, insurers, and policy-
makers—and are intended to supplement the broader body 
of social determinants of health literature as well as other 
national cancer control blueprint publications.13-18

Growing Support for Social Determinants–
Focused Initiatives
Disparities in health are not merely health-related differ-
ences between groups but those that are systemic, prevent-
able, and suffered by socially, economically, or geographically 
disadvantaged groups.19,20 Importantly, social, economic, 
and geographic disadvantages cut across multiple other pop-
ulation characteristics, such as race/ethnicity, age, disability 
status, sexual orientation or gender identity, or other charac-
teristics historically linked to discrimination or exclusion.20 
More than 2 decades ago, Link and Phelan21 introduced 

their theory of fundamental causes to explain persistent 
socioeconomic health disparities. The theory posits that 
such disparities persist because, despite scientific or medi-
cal advances, disadvantaged communities persistently lack  
resources that enable them to protect and enhance their health. 
Nevertheless, despite longstanding disparities in cancer  
occurrence and outcomes, we have yet to adequately under-
stand and overcome these fundamental (ie, root) causes by 
addressing social determinants in our cancer control efforts.

Increasingly, leading health entities recognize the crit-
ical role social determinants play in shaping population 
health, appreciating that many solutions for better health 
exist outside of the health care system. The US Department 
of Health and Human Services (including the Centers for 
Disease Control and Prevention and the National Institutes 
of Health) emphasizes that resource availability, social 
norms, and socioeconomic conditions as well as patterns of 
social engagement and sense of security and well-being in-
fluence health outcomes at the population level.22 To better 
address social determinants and influence good health where 
people live, learn, work, and play, the Robert Wood Johnson 
Foundation prioritizes evidence-based approaches that 
focus on enhancing positive social influences, such as school 
quality, housing affordability and stability, employment op-
portunity, and neighborhood safety.23 Given the increasing 
recognition of the important role of social determinants and 
current trends, now is an opportune time for more concerted 
efforts addressing social determinants in cancer control  
research, practice, and policy.

Social Determinants Framework for Cancer 
Health Equity
Understanding social determinants and identifying viable 
strategies to address them are not only important cancer 
control needs but also urgent health equity issues. To propel 
this work, Figure 1 presents a multilevel conceptual frame-
work for understanding and addressing social determinants 
to advance cancer health equity. The framework integrates 
and extends several existing models12,24-27 and broadly  
depicts how social phenomena can influence health.

Structural Inequities and Social Injustice
As shown in the framework, health-related disparities 
stem from social-structural factors. These factors were, 
and continue to be, based on exclusionary narrative and 
beliefs propagated by inequities in power and resources. 
Exclusionary narrative and beliefs result in excluding cer-
tain populations from fair access to resources in society.28 
Historically, as the US social structure was shaped, com-
mon exclusionary narrative and beliefs centered on race—
itself a social construct rather than a biological one.29-31 
Resulting social stratification produced social inequities, 
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which have lasting significant and transgenerational im-
pact (including racial/ethnic disparities in health) because 
of historical trauma. Ignoring social-structural factors can 
result in, for example, attributing racial disparities in can-
cer solely to behavioral or biologic factors rather than so-
cial inequities.32 Today, social inequities are predicated on 
characteristics such as race/ethnicity, socioeconomic sta-
tus, sexual identity/orientation and gender, and immigra-
tion status/national origin, among others. Disadvantaged 
populations are subjected to various degrees of social 

exclusion and marginalization, which have deleterious ef-
fects on health.33

Discrimination and stigmatization, in particular, sig-
nificantly contribute to social inequities. Discrimination 
is defined as “policies, practices, and [behaviors] that per-
petuate inequities between socially defined groups”34; stig-
matization is “the co-occurrence of labeling, stereotyping, 
separation, status loss, and discrimination in a context in 
which power is exercised.”35 From a social determinants 
perspective, discrimination and stigmatization are rooted at 
the societal-structural level such that social conditions and 
norms systemically disadvantage certain groups (although 
these phenomena occur via institutional practices and inter-
personal interactions as well).36,37 For example, racial res-
idential segregation, a type of structural discrimination in 
housing that engenders inequitable access to social and eco-
nomic resources, is a root cause of black-white racial dis-
parities in health.12,38,39 Left unaddressed, social-structural 
determinants may inhibit intervention efficacy and/or sus-
tainability,35 preventing long-term progress toward cancer 
health equity.

Institutional Environments
Exclusionary narrative and beliefs, coupled with inequities 
in power, can produce environments that reinforce social 
inequities.28 Governments and other institutions enact and 
adopt laws, regulations, programs, and policies that inten-
tionally or unintentionally maintain the status quo of ineq-
uity. Because institutions both influence and are influenced 
by social structure, government and institutions play key 
roles in addressing social inequities and health disparities. 
Therefore, enhancing cancer control efforts through broader 
engagement of institutional partners across varied sectors is 
warranted.

Despite this need, the impact of institutional characteris-
tics on cancer and related disparities is inadequately under-
stood. Examining individual factors alone is insufficient for 
understanding social phenomena such as socioeconomic 
disparities in cancer. For example, individual educational  
attainment does not account for policies, resources, or qual-
ity of the educational system(s) to which an individual was 
exposed. Considering institutional characteristics and other 
socially based factors can help illuminate, for example, 
why African Americans continue to earn less than whites 
with comparable levels of education40 as well as the health  
implications (including cancer outcomes) of this persistent 
socioeconomic inequity. Another limitation of (solely) using 
individual-level, proxy-centric evidence to inform disparity- 
focused interventions is that individual-level analyses can 
provide information on where or among whom to intervene 
but less guidance on how to intervene. For example, evidence 
that low individual educational attainment is associated with 
poor cancer-related outcomes does not point to a clear and 

FIGURE 1. Integrated Conceptual Framework for Understanding and 
Addressing Social Determinants to Advance Cancer Health Equity.
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practical solution at the population level nor to strategies that  
attend to the social contexts in which these disparities persist. 
Although a seemingly daunting task, intervening in institu-
tional environments is feasible via public policy and other sys-
tems changes (eg, education system reform) and has potential 
for wide and sustainable reach. For example, evidence from 
early education programs indicates varied and long-term 
benefits, including improved adult health.41 A recent study 
of 1057 Federally Qualified Health Centers found that 
Medicaid expansion under the Patient Protection and 
Affordable Care Act (ACA) was associated with improved 
quality in Papanicolaou testing as well as other areas.42

Living Environments
In contrast to social determinants, which are directly embed-
ded in social structure, social needs are indirect consequences 
of social determinants and pertain to resources available in 
individuals’ more immediate living environments. These in-
clude the interrelated environments that hinder or facilitate 
access to resources necessary for optimal health and well-be-
ing. Efforts are increasing to address individuals’ social needs 
as a strategy to address social determinants, although these 
approaches only indirectly address structural issues.43-46 For 
example, some schools provide breakfast to address the social 
need for healthy food among individual students. However, 
to sufficiently address the affordability of healthy foods 
at the population level, social determinants such as food  
deserts must be addressed. To make both immediate and 
long-term progress against cancer and associated disparities, 
an integrated plan that addresses both social determinants 
and social needs is imperative.47

Economic environment
Cancer occurrence is impacted by access to economic  
resources.48 Socioeconomic disadvantage may necessitate 
living in environments that increase individual cancer risk; 
make prioritizing health difficult; and/or reduce access to 
cancer screening, diagnosis, and high-quality treatment. 
Individuals living in poverty are less likely to have access to 
health care and more likely than others to be diagnosed with 
cancer at advanced stages,49 when successful treatment is 
more difficult. An analysis of 6 decades of data consistently 
found that residents of socioeconomically deprived areas had 
higher cancer mortality and incidence rates compared with 
their more affluent counterparts—most notably for colorec-
tal, liver, stomach, lung, and cervical cancers.48

Access to employment opportunities also impact cancer 
and related disparities. Even individuals who are employed 
may lack job security, a livable wage, or adequate benefits—
all of which can have health implications. Because health 
insurance coverage for the working-age population is pre-
dominantly employment-based, limited employment oppor-
tunities can restrict access to affordable employer-sponsored 

insurance coverage for patients and their families. Other 
workplace benefits, such as paid sick leave and flexibility 
in work schedules and locations, may influence one’s abil-
ity to maintain employment and health insurance coverage 
while receiving cancer treatment, obtaining preventive care, 
or supporting a loved one in seeking timely preventive or 
ongoing care. In addition, the adverse financial impact of the 
cost of cancer care (ie, financial toxicity) presents an addi-
tional economic burden because of out-of-pocket costs.50,51

Physical environment
Personal autonomy notwithstanding, behaviors and deci-
sion making often occur in the context of the physical 
environment. For example, maintaining a healthy weight, 
living a physically active lifestyle, and following a healthy 
diet can reduce the risk of developing and dying from can-
cer, and healthy eating and physical activity behaviors can 
improve treatment outcomes and quality of life for patients 
with cancer.14,52,53 However, disadvantaged patients may be 
unable to comply with health care provider recommenda-
tions to increase healthy food consumption because of fac-
tors beyond their control, such as geographic availability of 
healthy options.54-56 In many impoverished neighborhoods, 
nutrient-poor foods are abundant and often highly marketed, 
cheap, and convenient to access.57-60 The manufactured 
physical design of a neighborhood, or built environment,61 
also can influence adherence to provider recommendations. 
High-poverty areas have significantly fewer sports areas, 
parks, and greenways compared with lower poverty areas, 
thereby limiting opportunities for physical activity.62,63 The 
built environment also puts individuals in impoverished 
communities at risk for food insecurity or for the disrup-
tion of food intake or eating patterns because of a lack of 
financial and other resources.64 Food insecurity may result 
in individuals purchasing inexpensive, unhealthy foods or 
forgoing food to pay for living or medical expenses.65-67

Another important aspect of the physical environment is 
housing. Lack of quality housing disproportionately exposes 
disadvantaged communities to secondhand smoke, asbestos, 
radon, and other cancer risks.68,69 In addition, disadvantaged 
communities often experience housing instability—from 
homelessness to unsafe or unsanitary living conditions and se-
vere rent burden—resulting in poor access to preventive health 
care such as cancer screenings.70-72 The homeless population 
is particularly at risk: homeless adults are twice as likely to die 
from cancer as non-homeless adults in the United States.73

Social environment
The social environment can exert especially strong in-
fluences on health. Social networks among disadvan-
taged groups differ from those among nondisadvantaged 
groups,74 keeping disadvantaged individuals disconnected 
from others who might provide connections to economic 
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opportunity and other resources.75 Social isolation, a 
measure of one’s (limited) social contact and networks, 
is disproportionately prevalent among socioeconomically 
disadvantaged populations, the chronically ill, and racial/
ethnic minority groups.76,77 Associations between social 
isolation and smoking, physical inactivity, and other can-
cer risk behaviors are reported in the literature.78-80 Being 
socially isolated increases overall mortality risk as much 
as (or more than) well-established factors such as obesity 
and lack of health care access.81,82 Social isolation is as-
sociated with cancer mortality as well, at least in certain 
demographic groups.76,83,84

As noted previously, discrimination operates across 
multiple domains, including via interpersonal social in-
teractions. Individuals from socially disadvantaged groups 
may be more vulnerable to discrimination than others  
because they may have few resources to avoid or cope 
with stressors.85 Perceived discrimination is associated 
with cancer risk behaviors, such as smoking, dietary fat 
intake, poor sleep, and nonreceipt of cancer screening.86-89 
Discriminatory experiences can act as psychosocial stress-
ors, stimulating physiological responses and adversely 
affecting health status and behaviors that increase health 
risks.90,91

Service environment
Deprivation in the economic, physical, and social envi-
ronments may be ameliorated by adequate community 
and social services. However, inequitable access to these 
services (eg, in rural communities92) contributes to the 
cancer burden and associated disparities. For example, 
transportation allows individuals to access employment, 
education, healthy food outlets, health care, and other re-
sources that can enhance health. Unfortunately, an esti-
mated 3.6 million Americans miss at least 1 medical visit 
each year because of lack of transportation, with higher 
rates among those who are older, female, from racial/eth-
nic minority groups, or have low levels of income and edu-
cation.93 Inadequate transportation is a critical barrier to 
health care for disadvantaged communities.56,94 Lack of 
transportation access can delay treatment initiation and 
completion, diminish quality of care, and impact progno-
sis,95 particularly for survivors requiring specialized care 
in cancer centers.

Public safety is another essential service, as crime and vi-
olence can have deleterious impacts on health. Exposure to 
violence and other adverse experiences (eg, property crime, 
community violence) can increase exposure to risks and dis-
ease, including cancer.96,97 A study of nearly 45,000 adults 
found that neighborhood safety fears were more prevalent 
among socioeconomically disadvantaged individuals com-
pared with others and were inversely associated with phys-
ical activity.98 Nevertheless, although physical activity can 

reduce cancer risk99-101 and provide therapeutic benefits to 
patients with cancer (eg, physical functioning, fatigue),102-104 
personal safety inequities are inadequately considered in 
physical activity–focused surveillance or advice.

Downstream Consequences of Upstream 
Conditions
Social inequities are the fundamental conditions that cre-
ate health inequities and consequent disparities in cancer 
(Fig. 1) (Inequities due to Conditions vs Disparities due to 
Consequences). Social factors influence other risk domains, 
such as health behaviors, psychological sequelae, and health 
care use. These influences, although more proximal to clini-
cal cancer care, are further downstream from and impacted 
by social-structural influences. To achieve cancer health 
equity, more focused efforts are needed upstream (ie, ad-
dressing Inequities due to Conditions) to address social fac-
tors for population-level impact. A paradigm shift is needed 
to consistently and systemically identify and integrate so-
lutions related to social and structural conditions in cancer 
control planning and action. Recommendations provided in 
the section below can serve as an impetus for developing and  
implementing solutions, which could impact population 
health broadly (ie, beyond cancer).

Priority Recommendations for Understanding 
and Addressing Social Determinants to 
Advance Cancer Health Equity
Embracing a more holistic paradigm requires more prompt 
and focused action around social determinants to acceler-
ate progress against cancer. In the United States, cancer is 
projected to soon overtake heart disease as the leading cause 
of death.105,106 Already, cancer has surpassed heart disease as 
the leading cause of death in many US states (22 states as of 
2014)107,108 and among Hispanics and Asian Americans.1,107 
In addition, projected demographic changes and patterns of 
cancer diagnoses in the United States will shift not just the 
count but also the composition of survivors, with proportions 
of survivors from racial/ethnic minority groups increasing.15 
Strategic coordination and collaboration with diverse sec-
tors, in collaboration with researchers and in partnership 
with communities, are imperative to meet the needs of all 
population groups.

Focused action across practice, research, and policy  
domains is needed in consideration of the nature of the dis-
parities being addressed. Addressing social determinants 
that drive disparities in cancer incidence (eg, tobacco-related 
and infection-related cancers) because of inequitable risk 
factor exposure will require policy action beyond the health 
care system. Addressing these types of disparities, in part, 
will require policies that directly address socioenvironmen-
tal conditions such as housing. In contrast, addressing social 
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determinants that drive disparities in cancer survival because 
of inequitable access to timely, appropriate, and quality care 
will require more focused attention to social risk in health 
services provision.

Practice-focused strategies should prioritize and inte-
grate cancer health equity practices by systematically 
assessing and addressing social determinants of health for 
downstream influence across the cancer control contin-
uum. Research efforts should support and increase can-
cer research on social determinants of health to identify 
modifiable risks that can be addressed through sustain-
able interventions. Public policy–focused efforts should 
identify, advocate for, and implement focused strategies 
that counteract inequitable social conditions and ensure 
that current and future laws, regulations, and policies do 
not have an adverse impact in socioeconomically disad-
vantaged populations. To advance these broad aims and as 
aligned with the framework depicted in Figure 1, specific 
evidence-informed priority recommendations for cancer 
control practice, research, and policy are summarized in 
Table 1 and discussed below. 

Recommendations to Address Structural Inequities 
and Social Injustice
Address income and wealth inequality
One overarching societal trend has contributed to widening 
health disparities, perhaps more significantly than any other: 
widening wealth disparity. Recent economic studies suggest 

that income and wealth inequality depress economic growth 
at the national level, which adversely impacts society over-
all.109 In recent decades, gains in wealth have been substan-
tially greater for the wealthiest segment of the population 
compared with other segments.110 Addressing this trend 
will demand broad engagement of all levels of government  
(ie, via public policy) as well as virtually all sectors of society. 
Failure to promote wealth growth in the poorest sectors of 
society will perpetuate determinants of inequitable health 
outcomes.

Support targeted provisions
Compared with socioeconomically disadvantaged groups, 
socioeconomically privileged populations are better able to 
take advantage of new information and access interven-
tions at earlier stages.21 Therefore, public policies without 
explicit provisions for disadvantaged groups may uninten-
tionally widen health inequalities.111 Instead, a targeted 
universalism framework sets universal goals while using 
targeted, population group–specific strategies to facilitate 
each group achieving the goal.112 A targeted and more 
intentional focus is needed at all levels—local, state, and 
national.113 For example, soda taxes reduce the consumption 
of soda,114 and tobacco taxation policies can reduce smok-
ing rates.115,116 However, additional targeted strategies are 
needed to dissuade socioeconomically disadvantaged smok-
ers from price-minimization behaviors (eg, rolling their own 
cigarettes) and ensure access to evidence-based cessation 
programs (eg, nicotine replacement products).116 Policies 

TABLE 1. Summary of Priority Recommendations and Key Domains of Influence

RECOMMENDATION

KEY DOMAIN(S)

PRACTICE RESEARCH POLICY

Recommendations to address structural inequities and social injustice

◦ Address income and wealth inequality •

◦ Support targeted provisions •

◦ Support models of care that consider social risk • •

◦ Enhance multilevel research •

◦ Implement focused training for health care providers •

Recommendations to address institutional environments

◦ Improve access to high-quality care •

◦ Enhance standards relevant to patients’ social circumstances • •

◦ Enhance navigation and service integration • •

Recommendations to address living environments

◦ Enhance surveillance data and data integration • •

◦ Increase cross-sectoral collaboration • •

Cross-cutting recommendations

◦ At the leadership level, commit to eliminating disparities • • •

◦ Proactively partner with disadvantaged communities/patients • • •

◦ Consistently monitor progress and provide feedback • • •
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may be more effective if language is included specifying that 
revenue generated from these taxes, in part, must be used for 
public health efforts targeting populations with the greatest 
smoking burden and obstacles (ie, smokers who are socioec-
onomically disadvantaged or have mental and/or substance 
use disorders) rather than allocating all resources to general 
state funds or for nonhealth services. Given the persistent 
underrepresentation of disadvantaged groups in clinical 
research trials and barriers to participation,117,118 support for 
public policies that eliminate barriers to trial participation 
are needed as well.

Funding for policy research is critical; greater invest-
ments must be made that address interconnected relation-
ships between biology and social and political environments 
and how policies can be effectively applied, including pri-
oritizing more population health strategies over individual- 
focused strategies.119 State health departments and cancer 
control plans should increasingly prioritize, integrate, and 
put into action evidence-based policies to address social 
determinants. For example, aligned with strategies in the 
New York State Comprehensive Control Plan, the state’s 
department of health is engaging health systems, local 
health departments, and community organizations to build 
support for paid time-off policies for cancer screenings in 
worksites. Although outcomes from these efforts are not yet 
reported, more organizations and practitioners at all levels 
can be a persuasive voice for greater investments in the pol-
icies impacting upstream factors that contribute to cancer 
and health.

Support models of care that consider social risk
Addressing social determinants must systemically acknowl-
edge and attend to social risk resulting from marginalization, 
stigmatization, and discrimination. Financial incentives can 
motivate health care providers and systems to institutional-
ize a social determinants perspective (eg, routine screening 
for social determinants) in health care. The ongoing shift 
away from volume-based care toward value-based care120 
or, more recently, values-based care (improving health irre-
spective of cost savings)44 could help to foster quality and 
accountability for reducing disparities in cancer. At the same 
time, concerns have been raised that providers may be less 
willing to care for patients with social risk. Given that dis-
advantaged patients often have more complex needs than 
other patients,121 policy strategies that enable providers to 
be incentivized for the provision of more holistic health care 
warrant close consideration.

Enhance multilevel research
Research can advance knowledge of dynamic relationships 
between individual factors, macroenvironmental influ-
ences, and health disparities.7 Multilevel research should 
address how marginalization, stigmatization, and discrimi-
nation influence inequitable workplace benefits (eg, health 

insurance, paid sick leave) and how these influence the 
uptake of screening and other preventive services, treatment, 
and survivorship care. Multilevel research also is needed 
to understand influences across the life course (ie, circum-
stances an individual experiences in society as s/he ages) as 
evidence suggests social exposures can become biologically 
embedded and accumulate over time.122,123 Also needed is 
a better understanding of how life course factors and neigh-
borhood environments (eg, home, work) are associated with 
cancer incidence and mortality.124 Future research should 
integrate intersectionality, a perspective involving the simul-
taneous examination of multiple dimensions of social status 
and life experiences (eg, race and nationality and socioeco-
nomic status).118,125,126 A more nuanced understanding of 
race as a social construct (rather than a biological one) is 
needed as well to identify underlying societal influences on 
persistent racial disparities in cancer outcomes.127

Evidence to inform new or more targeted behavioral and 
other intervention strategies in disadvantaged and marginal-
ized populations is essential.128-130 For example, the National 
Cancer Institute recently called for more socioecological 
approaches to addressing tobacco-related disparities, urg-
ing greater understanding and consideration of the unique 
contextual determinants and intervention needs of smokers 
from disadvantaged groups.131 Also needed is evidence to 
inform national health behavior guidelines and ensure that 
guidelines consider social circumstances so that disadvan-
taged groups are able to engage in recommended behaviors. 
New methods and measures are likely to be needed for these 
focused areas of research. In addition, this work will require 
greater attention to diversity and inclusion in outreach and 
recruitment for research studies, with adequate representa-
tion of disadvantaged participants.118

A solutions-focused research agenda must include sup-
port for studying the large-scale translation, dissemina-
tion, and implementation of evidence-based approaches for  
addressing social circumstances to improve cancer-related 
outcomes within and outside of health care delivery settings. 
Such research should integrate methodologies from imple-
mentation science, comparative effectiveness research, and 
systems science.132,133 Evaluations of macrosocial policies 
and programs should elucidate specific components vital to 
effectiveness and provide short-term and long-term guid-
ance for implementation, tailoring, and adaptation.134

Implement focused training for health care providers
Patient-provider communication is critical in health care 
and influenced by biases, cultural beliefs, stereotypes, and 
learned behaviors.135 Given the growing diversity of the 
US population and the sensitive nature of some challenges 
and barriers patients face, more focused training and skill 
development for practitioners and practitioners in training 
could enhance awareness and sensitivity of cultural contexts  
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and implicit biases.136 Communication training should 
be implemented across diverse provider groups, including 
clinicians, health systems, health plans, and public health 
practitioners. Trainings can incorporate resources to help 
providers inquire about essential needs, such as patients’ food 
insecurity, transportation challenges, and financial hardship. 
Provider advice should consider patients’ social circum-
stances, although more research to identify evidence-based 
communication strategies for this purpose may be needed.

Focused training can encompass strategies beyond indi-
vidual patient encounters. These strategies can include lever-
aging providers’ organizational and individual credibility 
and influence for improvements in their community, state, 
or nationally. For example, a recent New England Journal of 
Medicine case study on structural racism and breast cancer 
care32 offers insight into structural inequities and how health 
care providers can address them: 1) assess health dispari-
ties within their own practice; 2) help change the accepted 
explanatory narrative; and 3) support strategies that foster 
systemic changes.

Recommendations to Address Institutional 
Environments
Improve access to high-quality care
Changes in health policy in recent decades have played an 
important role in improving access to care, especially among 
disadvantaged populations. Most notable was the ACA, 
enacted in 2010. The ACA contained multiple provisions 
related to the availability of health insurance coverage, 
including incentives for states to expand Medicaid eligibility 
to 138% of the federal poverty level for low-income adults 
with and without children. As of May 2019, 37 states and 
the District of Columbia have adopted Medicaid expansion 
under the ACA.137 Since 2014, patients with cancer and 
survivors in expansion states were more likely to be insured, 
have access to care, and be diagnosed at an earlier stage of 
disease than those in nonexpansion states.138-141 In addition, 
the greatest gains were noted among persons with lower 
education and income, as well as groups that previously 
faced the highest cost barriers to care.138,139 This evidence 
indicates that supporting the underlying law and Medicaid 
expansion under the ACA should continue to advance can-
cer health equity. In 2019, the American Cancer Society 
(ACS) Cancer Action Network (ACS CAN) launched 
Medicaid Covers Us, a public education campaign to foster 
an open dialogue about the role and value of Medicaid in 
the lives of countless Americans and their families, as well 
as what it means for communities across the country. This 
public education campaign is supported by a grant pro-
vided by the Robert Wood Johnson Foundation to the ACS 
and funding from the ACS and ACS CAN. ACS CAN is 
investing additional funding to support ongoing advocacy 
work across the country.

Equity in health services provision requires concomitant 
equity in access to technology. Ever-emerging medical tech-
nologies hold promise for vastly reshaping the landscape of 
clinical cancer prevention, diagnosis, treatment, and survi-
vorship. In addition, patient portals, clinical decision support 
tools, and other digital health tools can help reduce health 
care disparities.142-144 Yet these technological resources—
and, consequently, their benefits—remain inequitably dis-
tributed, with lower availability or adoption observed among 
disadvantaged populations.145 Implications include ineq-
uitable access to timely and high-quality cancer diagnosis 
and treatment, which contributes to worsening disparities in 
cancer.146 Because underlying social inequities drive ineq-
uities in care, ensuring equitable access to innovations and 
enhancing interoperability for information sharing across 
platforms should be a core component of any comprehensive 
health equity–focused strategy.118

Enhance standards relevant to patients’ social 
circumstances
Various stakeholders, such as community health centers, 
hospitals, payers, and public health departments, should 
champion health equity by assessing and addressing social 
determinants. Standard assessment of social factors should 
be integrated into electronic medical records (EMRs) and 
assessed in both primary and specialist settings by members 
of the care team. Standardizing measures ensures that stake-
holders can track both the assessment and mitigation of so-
cial determinants. A variety of validated questionnaires exist, 
including the Accountable Health Communities Screening 
Tool147 and the Protocol for Responding To and Assessing 
Patients’ Assets, Risks, and Experiences (PRAPARE).148 
Screening patients for social risks should be coupled with 
strategies to address them, as screening for a condition with-
out the capacity to ensure referral and linkage to appropriate 
treatment may be unethical.149-151 Therefore, cross-sectoral 
partnerships and other coordinated approaches are vital.

National Cancer Institute–designated cancer centers/
comprehensive cancer centers and Commission on Cancer–
accredited facilities can lead and model health equity– 
focused cancer control through more accreditation standards 
and strategies relevant to social determinants. These entities 
could enhance standards requiring routine outreach to and 
engagement with disadvantaged patients to understand their 
social circumstances and identify resources to address needs 
beyond access to health care. For example, providers could 
inquire about patients’ housing circumstances and refer 
those living in suboptimal conditions (which could compro-
mise their ability to fight infection and disease) to housing 
programs that can help reduce risk exposure. Metrics on 
these activities could be linked to cancer registry data and/
or payment to help monitor population-level impact. Given 
limited provider time, focused dialogue and decision making 
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around feasibility and enforcement will be needed. As men-
tioned above, cross-sector collaboration will be instrumental 
to sufficiently address patients’ social circumstances.

Enhance navigation and service integration
Approaches that use nonphysician members of the health 
care team to assess and address barriers to health care have 
been instrumental in supporting patients across the cancer 
care continuum.152-156 Navigation services provide oppor-
tunities to address key informational and service gaps in 
health care. Patient navigators and community health work-
ers have been shown to be effective in community health 
centers among disadvantaged patients.157,158 Financial navi-
gation programs are increasingly available,156,159-162 and may 
mitigate some of the financial consequences of cancer,163 
which disproportionately impact disadvantaged patients. 
Ultimately, eradicating social inequalities will drastically 
reduce the need for individual-focused interventions, yet 
these interventions are critically needed in the interim.

Recommendations to Address Living Environments
Enhance surveillance data and data integration
To enable monitoring of trends, data on social factors should 
be routinely integrated into surveillance data. Social fac-
tors that are actionable, such as social policy indicators and 
access to resources, should be prioritized. One approach 
is to expand efforts to create point-of-care access to com-
munity-level data, known as community vital signs.164 
Some resources can be created from existing data, such as 
the Social Deprivation Index or the Yost Index, which are 
composite measures of area-level deprivation from the US 
Census.165 Collecting new data on social factors could aug-
ment existing data and be linked to other data sets. New 
linkages, including those between nationally representative 
household survey data (eg, the National Health Interview 
Survey) and housing data from the Department of Housing 
and Urban Development and Medicaid claims data, can 
be used to explore key issues related to social factors. As 
one example, the linked Surveillance, Epidemiology, and 
End Results–Medicare Health Outcomes Survey (SEER-
MHOS) data set166 could be enhanced with additional 
data linkages and new survey items on social variables. In 
addition, the National Academies of Science, Engineering, 
and Medicine recommended collecting some information 
about social risks that are less likely to change, such as edu-
cational attainment and nativity, at Medicare enrollment.120 
Integrating social data will require increasing the capacity of 
cancer registries to enhance data linkage,146 such as county-
level data from the Area Health Resources Files.

In addition, data can and should be used to guide inte-
grated services for patients and communities. Because col-
lecting data on social determinants could lead to improved 
patient and population health outcomes,167 EMR systems 

that capture data on social determinants should be used. 
Existing systems, such as the Epic EMR (Epic Systems 
Corporation) are equipped to collect social determinants 
data, and new diagnostic/billing codes are being devel-
oped by UnitedHealthcare (UnitedHealth Group) and the 
American Medical Association to help standardize data 
collection through EMR systems.168 When implementing 
EMR systems that collect social determinants data, health 
care entities should allocate sufficient resources to ensure  
adequate staff training, recognize that the timing of data col-
lection impacts how and when social determinants data can 
be used, and identify how to efficiently integrate tools into 
existing workflow processes.169 In addition to EMRs, health 
systems can better understand and take action to address 
patient and community needs through Community Health 
Needs Assessments, which are required of tax-exempt hos-
pitals and can improve coordination of hospital community 
benefits. Combining a hospital’s Community Health Needs 
Assessments with a health department’s community needs 
assessment can maximize resource allocations and coordina-
tion and potentially lead to better health outcomes. Patient 
councils could be used in these efforts to ensure that patient 
and community needs remain central to solution identifi-
cation and implementation. Finally, tax-exempt hospitals 
could increase the percentage of their community benefit 
dollars dedicated to help build the capacity of communities 
to address social determinants of health.

Increase cross-sectoral collaboration
Ongoing engagement of nonhealth sectors can help to 
advance cancer health equity. Because deprived service envi-
ronments contribute to disparities in cancer and stem from 
widespread upstream social inequities, ensuring that essen-
tial services are available locally is a matter of health equity. 
Strategies such as Health in All Policies approaches and tools 
such as Health Impact Assessments can strengthen these 
sectors’ ability to improve health. Health in All Policies is an 
approach used to ensure that all decision makers are aware of 
the health, equity, and sustainability consequences of policy 
considerations as policies are developed in different sectors; 
the concept recognizes that good health is impacted by deci-
sions made by non–health-related sectors.170 Health Impact 
Assessments can be used to analyze a proposed policy, plan, 
project, or program before it has been developed or adopted 
and factor in how decisions positively and negatively impact 
different populations and communities.171,172

Examples of cross-sector collaborations exist, with health  
entities addressing issues outside the health care system.  
Housing for Health, a program of the Los Angeles 
County Department of Health Services, provides housing 
to Department of Health Services patients with complex 
health issues who are experiencing homelessness. An evalu-
ation of the program found that inpatient services decreased 
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by approximately 75% among participants and, after 
accounting for housing costs, participants’ total social service 
and health care costs decreased by approximately 20%.173 
Humana (a for-profit health insurance company) is partner-
ing with Lyft (a transportation/ridesharing network com-
pany) to help address missed medical appointments because 
of transportation barriers by coordinating nonemergency 
transportation for qualifying members.174 The ACS partners 
with a variety of private transportation vendors, including 
Lyft, Ride Health, and UZURV (in which the ACS pays 
for transportation services), and lodging partners across the 
country, including Extended Stay America (which provides 
free and/or deeply discounted hotel stays away from home) 
to help patients with cancer minimize barriers to care during 
cancer treatment. To help improve extensive and equitable 
access for disadvantaged patients with cancer, increasing the 
reach of these types of transportation and lodging programs 
should be a high priority.

Collaborative, cross-sectoral research is needed to better 
understand how potentially modifiable neighborhood and 
other structural barriers impact cancer survivors across the 
cancer continuum. Few studies have addressed the nonmed-
ical consequences of cancer that impact daily living such as 
food insecurity. Future research should aim to identify, for 
example, effective policy action to address food insecurity 
among patients with cancer, intervention strategies that 
promote lifelong healthy eating habits, and justice strategies 
that provide access to healthy food options across communi-
ties. Similarly, research is needed to address access barriers to 
convenient and safe places to be physically active in commu-
nities. Other needs, such as those related to education, trans-
portation, safety, finances, and housing, should be similarly 
investigated. Importantly, health care providers screening for 
social risks and referring patients to community services are 
increasing, yet research is needed to identify effective policy- 
level or community-level strategies that lead to longer term 
and sustainable solutions and reduce the burden on patients 
and families.

Already such approaches are being employed, includ-
ing the EveryONE Project Tool Kit, a resource for fam-
ily physicians to promote health equity, screen for social 
determinants of health, and use best practices for engag-
ing with communities to address social determinants of 
health.175 Health care setting–based food insecurity inter-
ventions include assessing this need during intake (or by 
a social worker, patient navigator, or case manager) and, if 
needed, providing referrals to food resources, such as soup 
kitchens and food banks, and federal programs such as the 
Supplemental Nutrition Assistance Program (SNAP).46 
Some health care entities host onsite food pharmacies 
or food pantries, provide food tailored to medical needs, 
or provide coupons or vouchers for fresh produce.46,176  

In addition, health systems can partner with financial 
capability service providers to offer financial coaching and 
other services to improve financial security for patients, 
which can help patients pay for future out-of-pocket 
health care expenses or other basic needs.177

Cross-Cutting Recommendations
At the leadership level, commit to eliminating disparities
The elimination of health-related disparities resulting from 
socioeconomic inequities must be acknowledged at the lead-
ership/governance level of health service and other organi-
zations. Without a commitment from leaders who allocate 
funding, prioritize actions, and foster accountability, address-
ing social determinants will be challenging. Practice, policy, 
and research leaders must provide infrastructure, resources, 
and support for more targeted social determinants–focused 
work.

Proactively partner with disadvantaged communities and/
or patients
Centrally important to addressing social determinants is 
proactively and consistently partnering with disadvantaged 
communities and/or patients to identify and implement 
sustainable solutions, in consideration of both community 
needs and assets. A long-term goal should be to transform 
existing systems and approaches to achieve cancer health 
equity, rather than solely supporting individual patient needs 
or helping individuals to better navigate flawed systems 
(which are interim strategies). The utility of partnering with 
disadvantaged communities is well documented.178,179

Consistently monitor progress and provide feedback
Ongoing evaluation and feedback are vital to advancing 
cancer health equity. Equity measures can be defined and 
incorporated into quality improvement plans used by health 
systems, such as the proportion of disadvantaged, age- 
eligible patients who have completed age-appropriate cancer 
screening.180 In addition, routine analysis of equity in cancer 
care and prevention can identify critical gaps (eg, time to 
first postscreening clinic appointment, time between diag-
nosis and treatment, proportion of patients offered curative 
treatment for disadvantaged vs advantaged groups). Regular 
feedback to providers can inform focused action for process 
improvement.180

A critical need is identifying which public policies can be 
effective or detrimental in contributing to underlying causes 
of cancer incidence and mortality inequities. Especially cru-
cial are routine efforts to identify and address potential and 
actual unintended consequences of policies. These include 
policies focused on health/cancer as well as those not inher-
ently health-focused. In research, cost-effectiveness and 
budget impact analyses on new and evidence-based inter-
ventions at multiple levels, including the policy level, should 
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be consistently integrated into evaluations and reported to 
stakeholders.

Conclusions
The ACS recently set a challenge goal to reduce age-adjusted 
cancer mortality rates by 40% by 2035, recognizing that 
achieving this goal will require health behavior change at the 
population level as well as focused interventions for disad-
vantaged populations.18 Improving cancer outcomes for all, 
and especially for disadvantaged populations, can be better 
achieved by incorporating a social determinants of health 
framework into cancer practice, research, and policy across 
the cancer continuum. This blueprint presented a framework 
and recommendations to accelerate cancer control progress 
and achieve health equity. Examining and addressing the 
fundamental causes (eg, inequitable distribution of resources 
and power) of the underlying causes (eg, adequacy of and 
access to health insurance coverage) can lead to action that 
supports individuals and greater population impact and  
equitable cancer outcomes.

Although many health systems across the country solely 
address individual patient needs, others are moving toward 
a population health approach (eg, Accountable Health 
Communities181). Reflecting current needs and trends, 
in September 2019 the National Academies of Science, 
Engineering, and Medicine released a report on integrat-
ing social care into healthcare delivery.182 Creative solu-
tions that are codesigned with multiple sectors and driven 
by community values and perspectives can inform targeted, 
multilevel interventions that address and improve the social 
circumstances of patients and communities. The cancer 
control continuum comprises a range of intervention tar-
gets, from prevention and screening to survivorship and 
end-of-life care. Just as current cancer control efforts must 
target this entire continuum of influence, so must future 
cancer control efforts target the entire social determinants 
continuum of influence, including social-structural factors. 
Failure to embrace this perspective will inevitably contrib-
ute to the perpetuation, and potentially widening, of cancer 
disparities. ■
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