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Summary
Although the gap between research and implementation is frequently emphasized, examples from United States 
(US) cancer care demonstrate that health services research can be translated into meaningful policy and practice. 
This Health Policy piece examines four US oncology cases spanning state legislation, federal payment reform, 
patient advocacy, and clinical measurement, which are the Delaware Cancer Consortium, the Oncology Care Model 
and Enhancing Oncology Model, COLONTOWN, and the COST financial toxicity measure. We assess how evidence 
moved into routine care through top-down policy and bottom-up community pathways. Across these cases, 
implementation has depended on sustained political and financial commitment, durable delivery mechanisms, data- 
driven evaluation, and collaboration among clinicians, policymakers, researchers, and patient advocates. These cases 
also illustrate limitations, which include administrative burden, financial toxicity, and uneven evidence of cost, 
quality, and equity outcomes. Some lessons of these cases include protected funding, navigation infrastructure, 
incentives centered around equity, patient and community engagement, and measurement that is linked to 
actionable interventions. Together, these examples show how health services research can influence cancer care 
when evidence is paired with appropriate policy mechanisms, financing structures, and implementation capacity.
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Introduction
In medicine and health policy, health services research 
examines how care is organized, financed, delivered, 
and experienced. Implementation science studies how 

evidence-based interventions are adopted and sustained 
in routine practice, and policy implementation refers to 
the legal, financing, regulatory, and institutional 
mechanisms that convert evidence into programs or 
delivery infrastructure.

In United States (US) oncology, the gap between 
scientific discovery and real-world implementation is 
often cited as a major barrier to translating health 
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services and public health research into practice.1–5 

However, this framing may obscure the broader role 
of health services research in informing real-world 
implementation. One example is the development of 
patient navigation. In 1990, Dr. Harold Freeman 
established the nation’s first patient navigator program 
at Harlem Hospital Center after discovering that an 
overwhelming majority of patients in his practice pre
sented with advanced-stage cancer.6,7 The program 
paired free or low-cost screening with patient navigators 
who guided patients through their care plan. Subsequent 
analysis demonstrated that patient navigation was asso
ciated with improved early-stage detection and five-year 
survival.6 These findings contributed to the passage of 
the Patient Navigator Outreach and Chronic Disease 
Prevention Act in 2005 and subsequent NCI studies that 
provided further scientific validation.6 Today, patient 
navigation is a standard component of oncology care, as 
required by the American College of Surgeons’ Com
mission on Cancer for accreditation. As with patient 
navigation policy, research-informed initiatives sup
ported by policy mechanisms and delivery infrastructure 
have been associated with measurable improvements in 
cancer outcomes and health-care efficiency.8–11

This trajectory of work started by Dr. Freeman and 
colleagues frames the broader health-policy question 
for this Health Policy manuscript: we seek to examine 
how evidence becomes integrated into routine oncology 
care through policy mechanisms, financing structures, 
and delivery infrastructure. This Health Policy piece 
examines how evidence was translated into practice 
across four oncology implementation cases, focusing 
on the policy mechanisms, financing structures, de
livery infrastructure, outcomes, equity implications, 
and transferability of each example.

We examine illustrative examples such as the Dela
ware Cancer Consortium, which utilized universal 
screening coverage and nurse navigation to reduce 
racial disparities in colorectal cancer, and the federal 
Oncology Care Model and its successor, the Enhancing 
Oncology Model, which leveraged payment reform to 
drive transformation of practices and to incorporate 
equity-related processes and social-risk indicators.

We also examine how research translation can occur 
beyond formal policy and institutions through patient 
advocacy organizations like COLONTOWN, which have 
disseminated emerging evidence and influenced clinical 
trial design, and through adoption of clinician-developed 
tools like the COST financial toxicity measure (Fig. 1). 
These cases were chosen as a deliberate set spanning 
legislative, payment, advocacy, and measurement levers. 
They are used to derive policy-relevant implementation 
lessons across a breadth of disciplines for applicable use 
in public health research and initiative advancement.

Evidence that was reviewed for this narrative policy 
review included federal and state program materials, 
health-policy analyses, and published reports describing 

implementation mechanisms, outcomes, limitations, 
and transferability. We selected cases that illustrate 
distinct implementation levers relevant to oncology 
policy and delivery reform (Table 1). These examples 
should not be interpreted as universal solutions or 
guarantees of successful implementation across set
tings.4 Rather, they illustrate that under specific condi
tions, health services research can translate into 
meaningful change. The examples are US-centered, 
and their transferability depends on local policy au
thority, financing, data infrastructure, patient commu
nities, and workforce capacity.

Together, these cases trace three distinct pathways 
of state legislation, federal reimbursement design, and 
grassroots action through which evidence has reached 
practice, and from which transferable lessons can be 
drawn. By examining these illustrative cases, we aim to 
identify common implementation elements and to offer 
concrete guidance for future efforts to translate 
research to practice.

Selected health policy implementation cases
The Delaware Cancer Consortium: state-level 
model for reducing disparities
The Delaware Cancer Consortium (DCC) exemplifies 
how coordinated policy initiatives, supported by data 
and legislative action, can support improvements in 
cancer outcomes at the population level. In the late 
1990s, Delaware had the second-worst in all-site cancer 
mortality, and numerous state and national public 
health analyses using the Delaware Cancer Registry and 
Surveillance, Epidemiology, and End Results (SEER) 
data raised a warning signal, prompting a comprehen
sive overhaul of the state’s cancer control program.12,13

In 2001, Governor Ruth Ann Minner first convened 
the Delaware Advisory Council on Cancer Incidence 
and Mortality through Senate Joint Resolution 2.14 This 
resolution established a permanent, impartial council 
reporting directly to the Governor to oversee imple
mentation of evidence-based recommendations.15 This 
council brought together leading oncologists, public 
health researchers, patient advocates, state agency 
leaders, and legislators to develop an evidence-based 
reform plan.15 This plan was then codified into per
manent law through Senate Bill 102, authored by 
Senator David McBride.14 This bipartisan, multidisci
plinary coalition ensured that DCC was not just a 
temporary advisory body but rather a durable commit
tee of experts that is embedded in state code.

The DCC model is characterized by its “groundshot” 
approach,16 which focuses on removing financial and 
navigational barriers to colorectal cancer (CRC) 
screening and treatment. The consortium realized that 
screening, although effective, was underused by unin
sured people and many members of racially minori
tized groups, particularly African American residents.
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In response, the Delaware State Legislature fully 
funded a comprehensive program with three key policy 
components (Table 2): (1) a statewide CRC screening 
program that reimbursed uninsured individuals, (2) a 
unique cancer treatment program covering care costs 
for up to two years for newly diagnosed uninsured 

residents, and (3) a strong network of nurse navigators 
to coordinate care within the community.17 The pro
gram was financed primarily through the Tobacco 
Master Settlement Agreement (MSA), which provided 
the state approximately $439 million between 1998 and 
2018.18 State leadership earmarked these funds for 

Fig. 1: Converging pathways to practice transformation and equity in US cancer care. Academic evidence informs two complementary 
routes to practice change: top-down policy mechanisms (blue), including state legislation through the Delaware Cancer Consortium and 
federal payment reform through the OCM and EOM; and bottom-up grassroots initiatives (crimson), including the COLONTOWN patient 
advocacy community and the clinician-developed COST financial toxicity measure. Together, these pathways converge on shared goals of 
practice transformation and equity, illustrating how formal policy can be integrated with community- and clinician-led innovation.

Case Implementation lever Evidence base Outcomes emphasized Limitations Transferability

Delaware 
cancer 
consortium

State legislation, 
protected funding, 
navigation 
infrastructure

Registry and SEER data 
identifying colorectal cancer 
disparities; evidence 
supporting screening and 
navigation

Improved screening, reduced 
late-stage diagnosis, and 
reduced racial disparities in 
colorectal cancer outcomes

Small-state context, 
sustained political 
commitment, and dedicated 
funding may not generalize 
directly

Most transferable where states can pair 
registry-guided targeting with protected 
financing and navigation capacity

OCM/EOM Federal episode-based 
payment reform and 
equity requirement

IOM recommendations, OCM 
evaluations, CMMI model 
design, and early EOM 
monitoring

Practice transformation, care 
coordination, end-of-life care 
improvements, and equity- 
focused model redesign

Savings and equity effects 
remain mixed or under 
evaluation; administrative 
burden is substantial

Transferable as a payment-design model if 
risk adjustment, quality safeguards, and 
social-need supports are explicit

COLONTOWN Patient advocacy and 
patient backed research 
engagement

Community-generated 
priorities, surveys, conference 
abstracts, guideline and trial- 
design participation

Patient education, biomarker 
communication work, trial- 
design input, and patient 
engagement

Not a formal research 
registry. Outputs depend on 
self-selected members and 
advocate capacity

Transferable where patient advocates and 
communities are trusted partners and have 
transparent pathways into partnership in 
research and implementation

COST metric Clinician-developed 
patient-reported 
outcome measurement 
embedded in 
workflows

Financial-toxicity research and 
validation of a 12-item 
measure

Identification of financial 
distress and referral to support 
resources

Screening does not directly 
reduce financial hardship 
unless linked to effective 
interventions

Transferable where financial navigation and 
assistance programs can respond to positive 
screens

Table 1: Rationale for selected health policy implementation cases and transferability considerations.
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cancer and smoking prevention through the Delaware 
Health Fund and protected them from diversion to 
other budget priorities.

The DCC focused on increasing access to screening 
for underrepresented populations, as screening can 
result in measurable shifts in diagnostic stage and a 
reduction in overall incidence.17 This approach 
advanced the state beyond traditional awareness cam
paigns, establishing a public oncology safety net that 
emulates the objectives of universal health coverage at 
the state level.

However, there are certain limitations to the gener
alizability of the Delaware model. While public health 
officials recognize the long-term success in its reduc
tion of CRC disparities, they note that Delaware is 
among the smallest states in the nation, which can 
make it difficult to maintain high statistical power on 
follow-up analyses and could have contributed an 
advantage to Delaware’s success that more geographi
cally dispersed states do not have.19 Nonetheless, Dela
ware’s experience points to several potentially 
transferable features that underpinned its success. For 
instance, the use of public health registries and data
bases such as SEER enabled problem identification and 
localized the disparity to specific geographies and sub
populations.12,13 A durable, bipartisan governance struc
ture was codified in state law through the protected, 
long-horizon financing seen in the Tobacco Master Set
tlement Agreement, which insulated screening, treat
ment, and navigation budgets from political changes.18 

Statewide nurse navigation linked screening, diagnosis, 
and treatment for uninsured and high-risk residents.17 

Despite Delaware’s small size, the state’s commitment 
to treating expanded cancer access as a sustained 
budgetary priority enabled these components to translate 
research into measurable outcomes.

The DCC’s outcomes in health equity
Between 2002 and 2009, after the implementation of 
the DCC, Delaware observed a substantial reduction in 
racial disparities in CRC screening and incidence. Prior 
to the intervention, African American residents had 
lower screening rates and higher mortality compared to 
White residents. Over the period following imple
mentation of these initiatives, the screening incidence 

rates between the two groups converged, mortality due 
to CRC among African Americans fell by 42%, and the 
late-stage diagnosis rates for African Americans were 
cut by nearly 50% over seven years.17

For the $6 million annual cost of the universal 
treatment program, the DCC was associated with 
persistently lower colorectal cancer rates and no notable 
racial or ethnic differences in incidence or mortality in 
follow-up reports. Economic analyses also estimated 
annual savings of $8.5 million, exceeding the $6 million 
annual cost of the universal treatment program, largely 
through fewer cancer cases and a shift toward less 
intensive early-stage treatment.17

Value-based care and transformation of 
practice through the oncology care model and 
the enhancing oncology model
A second example pathway involves the shift towards 
value-based care, which is a system that is mainly 
driven by federal payment models that emphasize 
quality of patient outcomes over quantity of patients 
seen. In 2016, the Centers for Medicare & Medicaid 
Services (CMS) launched the Oncology Care Model 
(OCM), an episode-based payment model that ulti
mately operated for six years through June 2022, to test 
whether payment adjustments could generate savings 
and improve care for beneficiaries receiving chemo
therapy.20 The OCM’s design was directly informed by 
the 2013 Institute of Medicine research report, “Deliv
ering High-Quality Cancer Care: Charting a New 
Course for a System in Crisis”, which concluded that 
the US cancer care system was facing a crisis of quality, 
cost, and access. The OCM codified several of the 
IOM’s core recommendations and required partici
pating practices to develop care plans that incorporate 
the IOM’s 13-component care management plan, pro
vide patient navigation, ensure 24/7 clinician access 
with real-time medical records, and deliver guideline- 
concordant treatment.21,22

Lessons from the Oncology Care Model (OCM)
The OCM was one of the largest-scale experiments in 
oncology payment reform, involving just under 200 
practices and more than 6000 providers.23 Practices that 

Key feature of the Delaware model Policy impact and implementation

Delaware Cancer Treatment Program 
(DCTP)

Provides 24 months of treatment coverage for uninsured residents up to 650% of the federal poverty level.15

Universal CRC screening Reimburses providers for colonoscopies for uninsured residents; prioritizes colonoscopy as the preferred 
modality.17

Nurse navigator system Established site-based and community-based navigation to reduce barriers to screening and follow-up.17

Data-driven targeting Uses Delaware Cancer Registry data to map late-stage diagnoses and target outreach in high-burden zip 
codes.15

Table 2: Key features of the Delaware model and its policy impact and implementation.
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participated in the model received a Monthly Enhanced 
Oncology Services (MEOS) payment to support im
provements in practice activities, including adding 24/7 
access to clinicians and patient navigators and scaf
folding the use of evidence-based guidelines in clinical 
treatment.23

The OCM was associated with a $616 reduction in 
total episode payments, but after accounting for MEOS 
and performance-based payments, the model generated 
an estimated net loss of $639 million to Medicare over 
six years.24 It was also associated with practice-wide 
improvements in care delivery.25,26 One reported 
benefit identified from the OCM was a ripple effect: 
practices that redesigned their workflows to meet OCM 
requirements applied the same high-value processes to 
their commercially insured patients. For example, 
studies have shown a $6286 reduction in total episode 
spending among commercially insured patients in 
OCM participating practices.25 This suggests that fed
eral value-based initiatives, such as the OCM, have a 
possible spillover effect on the efficiency of the broader 
healthcare market.

However, we acknowledge the scope of the struc
tural limitations and critiques of the OCM. The model 
added cost-reduction incentives on top of existing 
payment structures instead of replacing them, which 
may have discouraged meaningful care redesign.27 Its 
standard 6-month window did not account for the wide 
variation in treatment durations across cancer types, 
and because savings were measured against a prac
tice’s own historical costs, the potential for continued 
improvement narrowed over time.27 In addition, the 
model also placed financial responsibility for pre
scription drug costs on practices that had little control 
over drug pricing and did not account for other major 
areas of cancer care spending such as surgery or 
radiation.27

Viewed in this light, perhaps the OCM’s most du
rable contribution was the demonstration that paying 
practices to be accountable for total cost and quality can 
catalyze meaningful practice transformation (re
ductions in avoidable utilization, expanded navigation 
and care coordination, and more deliberate end-of-life 
care) whose savings can, in principle, be redirected to
ward expanding access and sustaining oncology ser
vices than treated solely as a mechanism for cost 
reduction. We summarized the OCM’s evaluation 
metrics and respective observed impact and policy les
sons in Table 3.

Although the OCM system achieved numerous 
successes, such as those listed above, the OCM system 
faced challenges in addressing racial and ethnic dis
parities, as this was not an initial focus of its blueprint.28 

Many practices found that the administrative burden of 
reporting quality measures was significant—and could 
potentially outweigh the benefits.28 To remedy these 

issues, the Enhancing Oncology Model (EOM) was 
launched.28

The Enhancing Oncology Model (EOM) and health 
equity benchmarks
The EOM was developed in 2023 to address the limi
tations identified in OCM outcome evaluations. The 
model builds on the OCM’s foundation by linking 
payment to equity-related processes and social-risk in
dicators (Fig. 2).29 Whether these features improve eq
uity outcomes has not yet been demonstrated. Key 
policy shifts and addenda of the EOM are outlined 
below in Table 4.

The EOM represents a new step in the US cancer 
policy plan. The EOM’s main strategies help improve 
groundshot delivery by shaping federal reimbursement 
policies. By linking reimbursement to equity-related 
processes and social-risk indicators, the model is 
intended to support patients facing greater social risk 
but demonstrated equity outcomes are not yet available. 
Comprehensive assessments of the EOM are still un
derway, and effects on spending, quality, access, and 
equity outcomes remain under evaluation.30 These 
initial findings support the view that value-based 
oncology payment models may have potential draw
backs, including administrative burdens, and could lead 
physicians to take actions that discriminate against 
medically complex patients, with the risk that short- 
term cost targets might obstruct long-term in
vestments in vital areas such as equity, navigation, and 
supportive care. Thus, it remains important to conduct 
rigorous, transparent evaluations through dis
aggregated analyses by race, ethnicity, rurality, and in
surance status to ensure that the EOM’s equity 
framework is effectively implemented in practice. 
These early findings should therefore be interpreted 
with caution until quality, equity, access, and adminis
trative burden outcomes are fully evaluated.

Grassroots implementations: COLONTOWN and the COST 
metric
The above are illustrative examples of how health ser
vices research can be translated into tangible impact 
through state legislation and federal payment reform. 
Translation from research to practice also occurs 
outside formal state and federal policy channels, and 
can be driven by individual institutions, clinicians, and 
patient advocacy groups.31 Two examples of how evi
dence generated in academic settings can be oper
ationalized at the grassroots level are found in the 
advocacy community for patients with colorectal cancer 
and the clinical adoption of financial toxicity screening 
measures. These examples are included to show how 
implementation can also arise from community 
knowledge and clinical measurement, not only from 
formal legislation or payment policy.

Health Policy
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The COLONTOWN community
COLONTOWN is a private, global, patient- and 
caregiver-led colorectal cancer community founded in 
2011 to address gaps in information, education, and 
psychosocial support.32 Hosted on a private social media 
platform, COLONTOWN comprises thousands of 
members who participate in over 100 moderated sub
groups (“neighborhoods”) covering all aspects of the 
colorectal cancer experience.

Neighborhoods include those organized around 
shared clinical and disease characteristics, such as 
stage, tumor location, treatment type, biomarkers, and 
metastatic sites. COLONTOWN’s main goal is to pro
vide patients and caregivers with accessible, evidence- 
based information and a supportive and confidential 
environment to navigate diagnosis, treatment, and 
survivorship. Its educational arm, COLONTOWN Uni
versity, extends this mission through translating both 
emerging research and community-identified knowl
edge gaps into publicly available resources, including 
DocTalks, the CRC 101 Learning Center, and practical 

guides such as the Second Opinion Guide, which 
translate complex oncology evidence into actionable 
knowledge.33

Within moderated COLONTOWN subgroups, 
members engage in ongoing peer-to-peer discussions 
over the course of their care: from diagnosis through 
treatment and survivorship or end of life, creating a 
longitudinal, real-world view, capturing evolving patient 
experiences, decision-making, and outcomes over time. 
Through informal pattern recognition by community 
moderators, rather than any formal or systematic pro
cess, recurring themes become visible, which inform 
both educational content development and subsequent 
focus.

While COLONTOWN is not designed as a research 
initiative, these organic discussions consistently surface 
challenges that extend beyond individual care. For 
example, community-informed observations have 
identified gaps in biomarker test result communication 
and specific aspects of treatment delivery, such as 
patient-led 5FU pump self-disconnect. These insights 

Fig. 2: Evolution from the Oncology Care Model (OCM) to the Enhancing Oncology Model (EOM). The OCM (2016) established a 
foundation for value-based oncology care through episode-based payments, patient navigation, and guideline-concordant care, but lacked an 
explicit model-wide equity strategy and did not require health-related social needs screening or participant health equity plans. The EOM 
(2023) retains these foundations while requiring health-related social needs screening for all eligible EOM beneficiaries, providing higher 
Monthly Enhanced Oncology Services payments for Medicare-Medicaid dual-eligible beneficiaries, requiring participants to develop and 
submit health equity plans, and mandating two-sided financial risk from the outset of the model. These changes embed explicit equity- 
focused requirements within the payment model.

OCM evaluation metrics Observed impact and policy lessons

Episode payments and net 
Medicare impact

Episode payments decreased by $616 per episode overall and by more than $1200 per episode in the final year; after including MEOS and 
performance-based payments, the model generated an estimated net loss of $639 million to Medicare over six years.24

Commercial spillover Significant cost reductions (−$6286 per episode) for commercially insured patients at participating sites.25

End-of-Life Care Decreased costs in the last 90 days of life and fewer emergency department visits in the last 30 days.26

Practice transformation Increased ratios of medical assistants, navigators, and social workers to support psychosocial needs.23

Table 3: Oncology Care Model Evaluation metrics and respective impact and lessons for future policy.
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have been further explored through survey-based 
studies and presented as abstracts and posters at ma
jor GI oncology meetings, providing a pathway to bring 
patient-derived experiential knowledge into the broader 
oncology community.34,35

Patient advocates who are active members and 
leaders within COLONTOWN may extend these 
community-informed perspectives into formal 
research and policy settings. These individuals, often 
self-selected based on their interest, availability, lead
ership within the community, and relevant profes
sional or advocacy experience, contribute to national 
and international efforts including participation in 
National Cancer Institute Colon and Rectal Anal Task 
Forces, Cancer Grand Challenges projects,36,37 collabo
rative efforts such as CORRECT as well as ASCO 
guideline and other consortium activities.38–40 In these 
roles, advocates draw not only on their personal expe
riences but also on insights shaped through engage
ment within COLONTOWN. In addition, COLON 
TOWN members have directly contributed to clinical 
trial development through community-engaged 
research approaches. For example, in NCTN studies 
such as JANUS and ERASur, patient advocates 
collaborated with trial investigators to design commu
nity surveys, enabling broader member participation 
and the incorporation of patient preferences into trial 
design.41–43 Feedback from these surveys was shared 
with investigators alongside NCI Task Force and 
cooperative group input to help advance the JANUS 
and ERASur trial concepts.42,43

Together, these examples illustrate how COLON
TOWN, while primarily focused on support and edu
cation, can also serve broader roles. COLONTOWN can 
act as an informal yet organized ecosystem where gaps 
in care become visible through shared experiences and 
can generate patient-informed insights grounded in 
real-world challenges. And in some cases, these in
sights extend to research and implementation efforts, 
thereby complementing traditional clinical and scien
tific approaches.

The COST (Comprehensive Score for Financial Toxicity) metric
A related example is the clinical adoption of the 
Comprehensive Score for Financial Toxicity (COST). 

Financial toxicity is often understood as the material, 
psychological, and behavioral harms that patients with 
cancer experience as a result of the direct and indirect 
costs of treatment, including out-of-pocket expenses, 
lost income, medical debt, and cost-related non
adherence to care. The COST score constitutes a 12- 
item patient-reported outcome measure that assesses 
financial distress in patients with cancer (including a 
global family-hardship item that is not included in the 
score).44,45 The COST was developed by de Souza and 
colleagues in direct response to a growing body of 
population health research documenting the economic 
burden of cancer care, including studies showing that 
insured patients with cancer depleted savings and did 
not adhere to treatment due to out-of-pocket costs.45–48 

Drawing on this evidence, de Souza et al. developed a 
validated patient-reported outcome measure to quantify 
financial distress, capturing concerns about expenses, 
employment, savings, and family financial stability.

Since its inception, the COST measure has been in
tegrated into routine clinical workflows at institutions 
such as Memorial Sloan Kettering Cancer Center and 
many others, where it is embedded directly in the elec
tronic health record system.49,50 In current practice, 
COST screening is increasingly leveraged to guide tar
geted interventions, including referrals to patient finan
cial services, financial navigation programs, institutional 
assistance, and enrollment support for local state and 
federal resources. This illustrates a pathway in which 
population health research exposed a problem and 
clinician-led grassroots efforts produced a tool to mea
sure it — without federal or state involvement. COST is a 
screening and measurement tool. It does not, by itself, 
reduce financial hardship unless positive screens trigger 
effective interventions, such as financial navigation, 
institutional assistance, or enrollment support for avail
able resources.

These grassroots examples share a common thread 
with the broader arc of cancer care reform that is fueled 
by research. Just as Dr. Harold Freeman’s patient navi
gation model began as a community-based intervention 
in Harlem before being codified into federal law, adop
ted as a national accreditation standard, and embedded 
into both the Delaware Cancer Consortium and the 
OCM’s practice requirements, the work of patient 

EOM policy shift Impact

Mandatory social need 
screening

Practices must screen patients for health-related social needs (HRSNs), such as food, housing, and transportation.28

Adjusted payments for 
social risk

The model provides a higher MEOS payment for patients who are dually eligible for Medicare and Medicaid to account for the higher cost of managing 
social complexity.28

Two-sided risk Unlike the early OCM, the EOM requires practices to take on downside risk (i.e., financial liability to CMS if actual spending exceeds the target benchmark, 
in contrast to one-sided “upside-only” models in which practices share only in savings), forcing a more rigorous focus on cost-effective care from the 
outset.25

Health equity plans Participants are required to submit and implement formal plans to address disparities within their patient populations.28

Table 4: Enhancing Oncology Model policy shifts and evolutions and their impacts.
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advocacy organizations like COLONTOWN and the 
development of tools like the COST metric demonstrate 
that research translation can move beyond simply top- 
down policy. It can emerge from the ground up, and 
as the history of patient navigation demonstrates, 
grassroots implementation can inform and shape policy 
frameworks discussed throughout this article.

Policy lessons for US cancer care
The success achieved in cases involving the Delaware 
Cancer Consortium, federal value-based care models 
such as OCM and EOM, and grassroots efforts like 
COLONTOWN and the COST metric highlights several 
critical themes that inform efforts to strengthen the US 
Cancer Care System. Across all the cases that we dis
cussed, the main policy lesson we want to highlight is 
that effective implementation links a defined care gap 
to a specific lever, infrastructure, and measurement 
that is fundamentally based on equity.

Translating evidence into care
A common lesson across all three cases is that success 
in oncology healthcare systems may depend on the in
stitutions’ capacity to translate evidence into daily 
practice. Delaware reduced CRC disparities by oper
ationalizing initiatives that focus on screening access, 
treatment coverage, and navigation. In terms of trans
ferability, Delaware is the clearest example of moving 
from registry evidence to legislation, protected funding, 
coverage, and delivery infrastructure. In the federal 
space, the OCM directly codified recommendations 
from the 2013 IOM report into practice guidelines, 
demonstrating how expert consensus research can be 
translated into frameworks for structures such as pay
ment policy. Through consistently converting evidence- 
supported interventions into standard care at scale, 
such gains from initiatives can compound, helping 
develop a more coordinated national cancer system.

Equity through infrastructure
Another critical theme is that equity in cancer care sys
tems requires durable infrastructure. In the Delaware 
model, disparity reduction was made possible through 
the state’s formation of formal mechanisms, including 
coverage for uninsured residents, nurse navigation, and 
registry-guided outreach, all of which reduce the struc
tural barriers that high-burden populations can face. 
This example underscores that equitable cancer out
comes depend on whether systems include the admin
istrative and financial components that are needed to 
deliver services across diverse factors such as geography, 
race/ethnicity, and insurance status.51,52

Incentives and quality
The incentive landscape is also critical in oncology care. 
For instance, value-based models like the OCM and 

EOM attempt to move oncology away from reimburse
ment structures that often only reward service volume 
without emphasizing quality.

Thus, these newly updated value-based models focus 
on paying for navigation, care coordination, social 
needs assessments, and more deliberate end-of-life 
planning. This encourages practices to invest in com
ponents of care that are often undervalued in traditional 
reimbursement systems. For OCM and EOM, the 
transferable lesson is not the exact benchmark design, 
but the utilization of payment to support work that fee- 
for-service often leaves unfunded. In doing so, they 
normalize quality and centering the patient as reim
bursable priorities.

The experience of the OCM and EOM also suggests 
that incentives are most effective when they are tied to 
risk-adjusted total cost of care benchmarks instead of 
fee-for-service line items. These incentives are 
enhanced when paired with prospective per-patient 
enhanced services payments, such as MEOS, that un
derwrite navigation and care coordination. There 
should also be an overarching, explicit linkage to quality 
and equity metrics, including disparities-reduction 
plans, so that practices cannot achieve savings by 
avoiding medically or socially complex patients.

Sustaining reform
These examples show that meaningful cancer system 
reform must be sustained through long-term political 
and financial commitment. The benefits seen in Dela
ware required continued legislative backing and fund
ing. Likewise, the evolution from OCM to EOM 
illustrates that payment reform is iterative and must be 
refined over time to address shortcomings such as 
administrative burden and inequities in health care. 
Thus, policy continuity is a critical factor in the 
longevity of these programs. This commitment has 
depended on deliberate coalition-building.

For instance, in Delaware, critical actors such as 
bipartisan legislative champions, engaged political 
leaders, a statutorily established cancer consortium, and 
local clinicians translated disparities into a shared po
litical narrative. At the federal level, the OCM and EOM 
have required iterative engagement with community 
oncology networks, professional societies, and patient 
advocacy groups to co-design model parameters and 
keep practices in discussion across successive admin
istrations. These experiences suggest that durable re
form is rarely achieved by policy text alone and requires 
a structured governance forum, transparent public 
reporting of outcomes, and protected funding streams 
that outlast individual political cycles.

Engaging actors beyond medicine
Another critical theme is that the successful imple
mentation of cancer health services depends on inter
disciplinary collaboration with actors outside the clinic, 
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such as elected officials, state agencies, and advocacy 
coalitions.31,53–55 Indeed, as Krieger and colleagues 
argue, health outcomes are fundamentally influenced 
by political ideology and the policies that actors can 
enact.53,56–58 In cancer, these political determinants are 
associated with preventable outcomes such as prema
ture cancer mortality.56,57 The Delaware Cancer Con
sortium is a concrete example of these political 
determinants at work. The program’s success in 
reducing racial disparities in colorectal cancer was 
driven by gubernatorial leadership, legislative funding, 
population health specialists, and oncologists working 
hand in hand.

Engagement across these disparate actors was 
engineered through several deliberate mechanisms. For 
instance, registry and SEER data were used to localize 
the disparity to specific subpopulations, thereby 
enabling the development of a district-level political 
narrative that legislators could own. In addition, 
Governor Minner initial task force co-authored a writ
ten four-year plan with measurable goals, giving 
stakeholders ownership of the roadmap. Senate Bill 102 
then embedded formal seats for oncologists, public 
health officials, advocates, and legislators into state 
code, which insulated participation from administrative 
turnover, and earmarked Tobacco Master Settlement 
funding ensured that there were no competing budget 
issues.

The OCM and EOM also show that the uptake of 
health services interventions and their respective effi
ciencies can be improved when political actors align 
federal payment policy incentives around critical tenets 
such as social needs screening and formal health equity 
planning. At the federal level, CMMI cultivated engage
ment of external actors through analogous mechanisms, 
including requests for studies and information, visible 
responsiveness to professional society and community 
oncology feedback, most notably the pause and redesign 
of the Oncology Care First proposal into EOM after ob
jections to its downside risk structure, and per- 
beneficiary Monthly Enhanced Oncology Services 
payments that underwrote the navigation, care- 
coordination, and 24/7 access infrastructure practices 
needed to participate, thus effectively paying for capa
bilities the model required. For these programs, advocacy 
among experts from diverse fields is the driving force 
behind tangible, widespread change, but such advocacy 
is sustained only when stakeholders are given protected 
resources and influence over the program’s design.

This principle extends from formal policy or medical 
backgrounds to grassroots actors as well. As discussed 
earlier, organizations such as COLONTOWN demon
strate how incorporating perspectives from patient 
advocacy communities and their stakeholders can 
accelerate the dissemination of emerging evidence and 
contribute to clinical trial design. In this sequence, 
COLONTOWN shows that patient communities can 

function as implementation infrastructure, even when 
formal policy channels are slow or absent.

Simultaneously, the adoption of the COST metric 
shows how academic research can produce clinical tools 
that can inform practice without legislative or regula
tory mandates. Recognizing and supporting these 
bottom–up pathways is essential to building a cancer 
care system that translates evidence efficiently at every 
level of impact. The COST program demonstrates that 
solutions to issues of financial toxicity should be 
designed by fundamentally linking screening to navi
gation, institutional assistance, or benefit-enrollment 
support.

Persistent challenges, limitations, and 
transferability
These illustrative examples are by no means exhaustive 
and differ in evidentiary maturity. Delaware has long- 
term population-level outcome data; OCM has formal 
evaluations; EOM remains under active evaluation; and 
COLONTOWN and COST primarily demonstrate 
community engagement and measurement rather than 
definitive population-level outcome improvement. The 
examples are also US-centered and may not transfer 
directly to other settings in the Americas, where 
financing, federalism, workforce capacity, data infra
structure, and patient advocacy ecosystems differ.

While the US has made progress in oncology care 
reform, several challenges still threaten the sustain
ability of such initiatives. Firstly, financial toxicity, the 
cumulative economic burden of cancer care, from visits 
and diagnostics to drugs and surgery, remains an 
increasingly recognized determinant of survival.45,48,50 In 
one longitudinal study, more than 40% of patients 
depleted their entire life assets within two years of a 
cancer diagnosis, leading to decreased treatment 
adherence and a higher risk of mortality.59,60 Screening 
for financial toxicity is becoming more common, but 
only a fraction of those who screen positive ultimately 
receive an intervention.49

While this is a severe issue, progress is being made 
to mitigate its impacts. The success of the “Financial 
Toxicity Tumor Board” at Atrium Health Levine Cancer 
Institute (which has saved patients over $10 million in 
copays and $393 million in pharmaceutical costs) offers 
a potential model for such systemic change.61 Interdis
ciplinary collaboration across government agencies and 
cancer-focused non-profit organizations has led to the 
development of the Interagency Consortium to Pro
mote Health Economics on Cancer, which synthesizes 
research at scale to inform clinical practice and policy 
and improve access to more affordable cancer care.62

The sustainability of critical networks that drive such 
research, such as the NCI’s National Clinical Trials 
Network, is increasingly threatened by stagnant federal 
funding. NCI reimbursement rates have not kept pace 
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with the rise of trial execution costs due to regulatory 
complexity.63 This forces many academic centers to 
subsidize trials through philanthropic funds or insti
tutional reserves. To maintain the momentum of the 
NCTN and NCORP, future policies should streamline 
administrative requirements and ensure that federal 
funding adequately covers the true cost of community- 
based research.

We suggest a shift towards systems-level bench
marks associated with improvements in cancer survival 
to monitor progress. These include Medicaid coverage 
and uptake under the Affordable Care Act’s (ACA) 
Medicaid expansion, which has been associated with 
reductions in the uninsurance rate among patients with 
cancer, earlier-stage diagnoses, and narrowing (though 
not elimination) of racial and socioeconomic disparities 
in access to timely oncologic care, and expansion 
rates,4,64 the demographic representation of patients in 
clinical trials, reductions in the time from diagnosis to 
treatment, and gross savings against benchmarks in 
value-based care models such as the EOM.

Conclusion
The US cancer burden is projected to rise sharply in the 
coming years. Biomedical innovations will continue to 
offer hope for new treatments, but the primary chal
lenge for the US cancer care system is one of imple
mentation and equity. The policy cases reviewed here 
from Delaware, the evolution of federal value-based 
care, and grassroots efforts like COLONTOWN and 
the COST metric, suggest that the research-policy 
disconnect can be bridged.

Groundshot efforts in the US are critical initiatives 
and can contribute to positive financial and clinical 
impact. By dedicating resources to delivery, engaging in 
collaborative advocacy, and leveraging federal policy 
levers such as Medicaid and the EOM, the US can build 
a more resilient oncology infrastructure. The policy 
cases reviewed here suggest that this goal is more 
achievable when cancer research and cancer policy 
remain strategically integrated across every level of the 
healthcare system, while future work tests which com
ponents transfer across regions, payers, cancer types, 
and patient communities.
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