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Objective: Housing is a well-established social 
determinant of health (SDOH) where housing instability 
can negatively affect physical health and access to 
health care. We present a case where housing instability 
was reported while under chiropractic management of 
neck pain and headaches. 
	 Clinical features: A 54-year-old male under care at a 
Veterans Affairs chiropractic clinic for mechanical neck 
pain and cervicogenic headaches, presented at follow-up 
visit four with new-onset nausea, change in headache, 
and recent residential furnace failure. 

Rôle du chiropraticien dans la prise en compte des 
déterminants sociaux de la santé: rapport de cas 
concernant un vétéran américain en situation d’instabilité 
résidentielle aiguë 
	 Objectif: Le logement constitue un déterminant social 
de la santé (DSS) bien établi, et l’instabilité résidentielle 
peut nuire à la santé physique et à l’accès aux soins de 
santé. Nous présentons un cas dans lequel une situation 
d’instabilité résidentielle a été signalée pendant la prise 
en charge chiropratique de douleurs cervicales et de 
céphalées. 
	 Caractéristiques cliniques: Un homme de 54 ans 
suivi dans une clinique chiropratique du département 
des Anciens Combattants pour des douleurs cervicales 
mécaniques et des céphalées cervicogènes a signalé, lors 
de sa quatrième visite de suivi, l’apparition récente de 
nausées, une modification de ses céphalées et une panne 
récente du système de chauffage de son logement. 
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	 Intervention and outcome: Care coordination was 
initiated by the chiropractor with the social work 
team due to concerns of housing instability. Following 
furnace repairs and return to stable housing, the veteran 
reported significant symptom improvement and was lost 
to follow up. 
	 Summary: We demonstrate real-world recognition 
of an SDOH impacting a presenting complaint to a 
chiropractic clinic. Timely action was taken by the 
chiropractor to coordinate appropriate care to address 
acute housing instability. 
 
 
 
 
 
(JCCA. 2026;70(2):228-235) 
 
K E Y  W O R D S :  case report, chiropractic, housing 
instability, social determinant of health, biopsychosocial

	 Intervention et résultat: En raison des préoccupations 
liées à l’instabilité résidentielle, le chiropraticien a 
entrepris une coordination des soins avec l’équipe 
de travail social. Après la réparation du système 
de chauffage et le rétablissement de conditions de 
logement stables, le vétéran a signalé une amélioration 
considérable de ses symptômes, puis a été perdu de vue. 
	 Résumé: Ce cas illustre le repérage, en contexte 
réel, d’un déterminant social de la santé ayant une 
incidence sur le motif de consultation dans une 
clinique chiropratique. Le chiropraticien est intervenu 
rapidement pour coordonner les soins nécessaires afin 
de remédier à la situation d’instabilité résidentielle 
aiguë. 
 
(JACC. 2026;70(2):228-235) 
 
M O T S  C L É S :  rapport de cas, chiropratique, 
instabilité résidentielle, déterminant social de la santé, 
biopsychosocial

Introduction
A foundational framework for healthcare delivery is the 
biopsychosocial (BPS) model of care.1 The broader social 
constructs weave within and alongside the bio- and psy-
cho-components of the BPS model and are referred to as 
social determinants of health (SDOH).2 The World Health 
Organization defines SDOH as non-medical factors that 
affect a person’s health outcomes such as where a person 
is born, and where a person grows, works, lives, worships, 
and ages which are influenced by broader systems such 
as social structures, policy, or governmental systems.3 
Healthy People 2030 categorizes SDOH by domain: eco-
nomic stability, education access and quality, health care 
access and quality, neighborhood and built environment, 
and social and community context (Table 1).3,4

	 Spine pain is a major societal concern in the United 
States, annually costing hundreds of billions of dollars in 
medical care, lost productivity, and lost wages.5,6 There 
is a broad range of care options for those suffering from 
spine pain with an emphasis in recent years on non-phar-
macological care including complementary and integra-
tive health options.7 This is evident particularly with the 
Veterans Health Administration (VA), the largest inte-

Table 1. 
Social determinants of health (SDOH) subdomains 

according to Healthy People 2030.4

Economic Stability
	 Employment
	 Food Insecurity
	 Housing Instability
	 Poverty
Education Access and Quality
	 Early Childhood Development and Education
	 Enrollment in Higher Education
	 High School Graduation
	 Language and Literacy
Health Care Access and Quality
	 Access to Health Services
	 Access to Primary Care
	 Health Literacy
Neighborhood and Built Environment
	 Access to Foods That Support Healthy Dietary Patterns
	 Crime and Violence
	 Environmental Conditions
	 Quality of Housing
Social and Community Context
	 Civic Participation
	 Discrimination
	 Incarceration
	 Social Cohesion
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grated healthcare system in the United States, taking a 
leading role in delivering complementary and integrative 
health services as part of the care package.8 Integrated 
healthcare delivery is an asset in the holistic evaluation 
and management of patients. In this setting, clinicians 
may recognize negatively impacting SDOH and coordin-
ate with the appropriate resources that extend beyond the 
patient’s presenting primary complaint. Regarding spine 
pain, patients often experience coexisting burdens within 
SDOH domains that complicate spinal pain recovery in-
cluding housing instability, mental health comorbidities, 
illiteracy, and job loss as barriers to routine healthcare.9–11

	 The chiropractic profession is an integral part of the ar-
ray of care pathways offered for spine pain.8,12 As licensed 
independent clinicians, chiropractors evaluate, diagnose, 
manage, and coordinate care specific to a patient’s con-
dition, most often neuromusculoskeletal complaints.13 
Beyond the chief complaint, chiropractors consider past 
medical history, treatments, co-morbid conditions, and 
patient preferences among other aspects of the intake. 
Chiropractors have the resources to evaluate and act on 
identifying key SDOH contributing to patient presenta-
tion irrelevant of practice setting.14,15

	 Numerous examples of chiropractors’ consideration of 
SDOH in the clinical environment are described in the 
literature such as tobacco cessation16, substance use17, 
self-directed violence18, and intimate partner violence19. 
Some suggest a demonstrable lack of attention to the psy-
cho- and social- constructs of the BPS model in chiro-
practic practice while others indicate more broad frag-
mentation and limited implementation of the BPS model 
of health care.2,20,21 Further, there is a evident knowledge 
gap and limited curriculum integration of SDOH in doc-
tor of chiropractic programs, creating a potential barrier 
to identifying and addressing social needs in clinical set-
tings.22,23

	 Chiropractors working in integrated care settings, such 
as VA, may have the opportunity to optimize and mod-
el best practice considerations to identify and triage care 
for social needs (e.g., SDOH). At VA, chiropractors are 
positioned with resource accessibility to streamline refer-
rals and co-manage for the benefit of the patient which in-
cludes a shared electronic health record, interdisciplinary 
co-localization, patient aligned care teams, pre-defined 
response teams for medical, behavioral, and social emer-
gencies, and housing and substance use support teams. 

Chiropractors’ modeling of real-world identification and 
subsequent appropriate action for concerns of a SDOH 
impacting a patient is lacking in the literature.
	 Thus, we present a clinical case where a chiroprac-
tor triaged and activated social work services related to 
an acute, housing instability circumstance for a veteran 
seeking care for a neuromusculoskeletal complaint. The 
patient provided consent for the publication of this case 
report.

Case report

Patient information
A 54-year-old male Army veteran was referred to the 
Butler VA Health Care System chiropractic clinic with a 
chief complaint of mechanical neck pain and associated 
headaches to consider acupuncture as an adjunct to re-
habilitative exercises. Neck disability index (NDI) at the 
initial visit scored 10 out of 50 (20%), with a score of 5/5 
on question 5, which is specific for headache. The Pain 
Intensity, Enjoyment of Life, General Activity (PEG-3) 
scored a composite of 10 and an average of 3 out of 10.
	 His medical history was remarkable for chronic mi-
graines, hyperlipidemia, and insomnia. His psychiatric 
history included generalized anxiety disorder, depression, 
post-traumatic stress disorder, and a remote history of sui-
cidal ideation. For social history, he denied use of tobacco 
or recreational drugs and had been sober from alcohol for 
24 years. He was an automotive salesman at a car dealer-
ship, and he lived in an apartment with his teenage daugh-
ter.
	 He had experienced stable, near-daily intermittent left-
sided neck pain with radiating pain to the left side of his 
head for the past five years. His cervical spine pain was 
localized to the left suboccipital region, and the pain radi-
ated in a “question mark” pattern over his left ear ending 
at the temporal region of his head. He denied radiating 
pain or paresthesia to either left or right upper extremity 
or face.
	 Prior to the evaluation in the chiropractic clinic, he had 
attended two sessions with the VA physical therapy clinic 
for the same concern of neck pain and headaches. He was 
responsive to repeated end range loading strategies and 
continued performing cervical retractions several times 
per day for home exercise, which improved his suboc-
cipital and temporal pain frequency from 4-5 times to 2-3 
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times per week. Otherwise, he had no prior history of con-
servative, interventional, or surgical procedures for this 
presenting concern.
	 For pertinent findings from the review of systems, he 
reported chronic, stable migraines that were separate and 
distinct from his five-year history of neck and head pain. 
He experienced migraines once per month, with associ-
ated blurry vision, “dots” in his visual field, and photo-
phobia. Migraines were well-managed with daily prop-
ranolol for prophylaxis and zolmitriptan as an abortive 
therapy. At the initial chiropractic clinic visit, his last mi-
graine had occurred approximately three weeks prior.

Physical exam
Heel, toe, and tandem walks were performed without 
difficulty and Romberg was unremarkable. Neurologic-
al exam was largely unremarkable with cranial nerves 
within normal limits, and upper extremity strength, deep 
tendon reflexes, and sensation were intact throughout 
C5-T1 dermatomes bilaterally. There was no evidence of 
dysmetria, tremor, or pronator drift. As this was a region-
al complaint, no lower extremity examination was per-
formed.
	 Observed active cervical range of motion was full and 
unrestricted, with perceived tightness at end range in all 
planes of motion. Shoulder depression was provocative 
for concordant neck and head pain with right lateral flex-
ion while all other cervical orthopedic loading maneuvers 
were unremarkable for symptomatic provocation. End 
range loading procedures, slouch-over-correct, and seated 
cervical retraction decreased neck pain.

Palpatory findings
Palpation found the left suboccipitals were tender and 
provocative for concordant neck and head pain, and the 
left splenius capitis and left levator scapulae were hyper-
tonic. Segmental dysfunction was identified at left C0-C1, 
C1-C2, and C2-C3 with concordant pain provocation on 
segmental joint loading assessment.

Imaging
Plain films of the cervical spine on file from three years 
prior demonstrated multilevel degenerative changes and 
neural foraminal narrowing of the lower cervical spine. 
A prior brain magnetic resonance imaging study demon-
strated a few isolated subcortical white matter foci of T2/

FLAIR hyperintensity which correlated with sequelae of 
migraine headache.

Clinical impression of primary complaint
The working diagnosis was mechanical neck and associ-
ated cervicogenic headache due to cervical derangement 
and secondary myofascial involvement. A trial course of 
acupuncture was recommended for a series of six visits at 
a frequency of one time per week to supplement his cer-
vical retraction end range loading home exercise program 
provided by his VA physical therapist.

Acute housing instability
At his fourth visit to the chiropractic clinic for acupunc-
ture, he reported new-onset nausea over the prior few 
days. In this same time period, his cervicogenic headache 
pattern progressed from intermittent to constant, and cer-
vical retraction end range loading was no longer an effect-
ive self-management strategy for neck pain and headache. 
During the day, his headache severity improved while at 
work only to increase in severity upon returning home to 
his apartment. He denied new onset diplopia, dysarthria, 
dysphagia, nausea, loss of consciousness, weakness, or 
vomiting.
	 He disclosed that the heat in his apartment building had 
not worked for several days, and outdoor minimum night-
time temperatures ranged from 23-37 degrees Fahrenheit 
in the prior four nights.25 His landlord was aware of the 
furnace failure, and on inspection of the building, heating 
ventilation and air conditioning (HVAC) systems were 
all shut off. The patient understood this meant there was 
a risk of carbon monoxide in the apartment. He and his 
16-year-old daughter stayed at his residence the night 
prior to this scheduled chiropractic clinic visit and used 
extra layers of blankets for warmth. His daughter had also 
complained of daily headaches since the time the heat had 
stopped working.
	 Due to a concern for housing instability (Table 2) at the 
visit, the chiropractor immediately contacted the patient’s 
primary care social worker to discuss care coordination 
options. The chiropractor then contacted the medical cen-
ter’s Health Care for Homeless Vets (HCHV) team co-
ordinator.26 A same-day visit was arranged with the on-site 
U.S. Department of Housing and Urban Development- 
Veteran Affairs Supportive Housing (HUD-VASH) team 
social worker who met the patient after he completed his 
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appointment at the chiropractic clinic. It was determined 
that the patient did meet criteria of acute housing instab-
ility, and he was provided with county resources. The 
chiropractor coordinated care and communicated with the 
patient’s primary care team, HCHV team coordinator, and 
HUD-VASH team through available telecommunication 
modalities, allowing for regular updates and closing the 
loop on next steps for his case management.
	 Following the review of the case and discussion of 
available resources with HUD-VASH, the patient elect-
ed to remain at the apartment with his daughter without 
functioning HVAC. The treating chiropractor and social 
work team concurred the possibility of carbon monoxide 
exposure, and the patient elected to open a window for 
ventilation as a precautionary measure rather than seek 
temporary housing elsewhere. He expressed appreciation 
for the rapid response by the care team and was pleased 
with the community resources presented to him by the 
HUD-VASH team social worker.
	 At the patient’s fifth planned visit the following week, 
he shared that the climate control had been restored to his 
apartment building, and HVAC repairs were underway. 
The complaint of daily headaches at the prior visit had 
resolved. His response to care at visit five was positive 
for symptom reduction, with numeric pain rating of 1 out 
of 10, and stating, “My neck is ten times better. It’s looser 
and not as tight.” Coincidentally, in the same time frame, 
he had a routine interval follow-up visit with neurology 
regarding his chronic migraines who modified his medi-

cations, with an increased propranolol dosage and rotated 
to a disintegrating zolmitriptan with prochlorperazine and 
naproxen.
	 Unfortunately, the patient was lost to follow-up after 
the fifth visit at the chiropractic clinic and did not return 
for additional care. As the trial of care was intended for 
six visits, outcome assessment measures were not col-
lected for pre-post evaluation due to the loss to follow-up.

Discussion
We present a case of an Army veteran with an acute 
housing instability circumstance during the course of a 
care plan for mechanical neck pain and associated cer-
vicogenic headache at a VA chiropractic clinic. The 
loss of heat during cold winter months in the patient’s 
apartment, leading to a rapid deterioration in his hous-
ing status and acute change in his headache presentation 
was confounded by suspicion, though not confirmed, of 
acute carbon monoxide exposure due to faulty HVAC. 
This case models a real-world example of identification 
and triage based on changes in SDOH at a follow-up visit 
to the chiropractic clinic. While his rapid symptomatic 
progression and resolution cannot be directly attributed 
to treatment in the chiropractic clinic, the veteran’s acute 
housing instability warranted care coordination with the 
VA Medical Center’s social work services and highlights 
the importance of understanding how SDOH such as en-
vironmental exposure and housing status may result in 
changes in neuromusculoskeletal concerns and, more im-

Table 2. 
Housing instability definitions according to Watson and Carter.26

Term Definition
Housing insecurity A significant lapse for a given household of one or more elements of secure housing
Secure housing Stable occupancy of a decent, safe, and affordable housing unit
Affordable Shelter costs are manageable over the long term without severely burdening or compromising 

other consumption that normally is essential for health and well-being
Stable Occupancy Household does not face substantial risk of involuntary displacement for economic or non-

economic reasons
Decent and Safe The housing unit has physical attributes* that satisfy functional needs for well-being related to 

health, security, and support for activities of daily living. 
*Attributes include appropriate facilities for excluding: external threats, providing climate control, storing and prepar-
ing food, maintaining physical and mental hygiene, and developing human potential.
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portantly, the nuances of care available within integrated 
care systems.
	 SDOH accounts for 30-80% of health outcomes, high-
lighting the importance of their prudent consideration dur-
ing all patient encounters.3,27,28 Housing instability is just 
one example of an SDOH that afflicted over 35,000 veter-
ans and over 650,000 Americans total in 2023, according 
to the Annual Homelessness Assessment Report.29 It is as-
sociated with increased risk of acute and chronic medical 
conditions, increased pain severity and functional limita-
tions, and reduced accessibility and impairs continuity of 
care.11,30,31 Housing instability and insecurity may present 
in a variety of forms including affordability, stable oc-
cupancy, or decent and safe housing. (Table 2).12,13,32 In 
our case, the specific concern for housing instability is 
deviation from decent and safe housing due to inadequate 
climate control and carbon monoxide exposure.
	 Particular to lumbar spine pain and SDOH’s impact on 
care delivery, social isolation increases the likelihood of 
imaging, specialty care, and physical therapy visits; hous-
ing instability increases the likelihood of emergency de-
partment visits, hospitalizations, and imaging; food insec-
urity increases the likelihood of emergency department 
visits, hospitalizations and specialty visits; and financial 
strain increases the likelihood of physical therapy visits 
while it reduces the likelihood of emergency department 
visits and hospitalization.33 In our case, outpatient chiro-
practic services had the opportunity to engage the patient 
immediately on identification and seek out the appropri-
ate resources.
	 Chiropractors can play a key role in the evaluation, 
management, and care coordination for SDOH as they re-
late to care, especially considering the increased rates of 
chiropractic services in integrated healthcare settings and 
underserved communites.12,13,32,34 Although there appears 
to be no widely accepted and standardized screening pro-
cess for housing instability, such as the number or depth 
of questions, as well as at what phase of care these screen-
ings occur35, screening questions may still open routes to 
additional care coordination should they be needed. In the 
VA, as an example, any clinician may utilize screening 
tools such as the Homelessness Screening Clinical Re-
minder to identify at-risk veterans.36 This tool and asso-
ciated referral pathways to social work or other housing 
services are programmed into the electronic health record 
system. For the majority of chiropractors in private prac-

tice or those outside of unique integrated settings, unified 
and coordinated systems may not be available within the 
electronic health record, making identification and appro-
priate referrals more nuanced to the local region, county, 
or province. Chiropractors can strive to overcome these 
barriers by understanding housing instability risk within 
their patient population and familiarizing themselves with 
services offered internal to their healthcare organization 
and local support services including state or province and 
county programs.

Limitations
The limitations of this study are consistent with case re-
ports as it describes one example of acute housing instab-
ility for one patient in one chiropractic clinic. This ex-
ample cannot be generalized to all cases of acute housing 
instability. This case does not highlight the complexities 
and challenges of chronic housing instability or homeless-
ness, nor does it address the nuances of identifying and 
coordinating care when in private practice. The treating 
chiropractor sought HUD-VASH referral to address acute 
housing instability and did not pursue additional diagnos-
tic lab work to confirm carbon monoxide poisoning thus 
the diagnosis is empirical and related to patient reporting 
and changes to his housing situation only.

Summary
We describe an Army veteran who attended care at a VA 
chiropractic clinic for neck pain and cervicogenic head-
ache who underwent acute housing status change. By 
nature of the integrated setting, a chiropractor identi-
fied concerns for housing and could seek to address this 
SDOH through care coordination. This case exemplifies 
the benefits of an integrated health care delivery for care 
coordination and the opportunity to consider housing as 
an SDOH in the delivery of a patient’s care who had a 
primary neuromusculoskeletal complaint at a chiroprac-
tor’s office.
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