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Functional Statement 

The NCI Board of Scientific Advisors (BSA) will convene an ad hoc Working Group to provide 
general guidance related to the development of efforts to increase community capacity to 
conduct cancer research and to enhance the ability to provide high quality cancer care. The 
Working Groups recommendation are to ensure that cancer research and the resulting 
interventions are applicable to and can be implemented in all communities. Of particular 
importance will be addressing the significant disparities in cancer outcomes in rural 
communities and in other populations impacted by challenges to optimal care and developing 
measurable metrics for assessing improvements. In addition, the Working Group will consider 
how best to identify and engage appropriate partners and recommend criteria (e.g., geography, 
cancer type, etc.) for consideration in the development of future efforts.  

Working Group membership will include select NCI advisory board members, as well as 
individuals with expertise in community engagement, community-based participatory 
research, health inequities, cancer clinical trials, implementation science, health policy, and 
other domains. 

The Working Group will advise the BSA, other relevant NCI Boards and Committees, and the NCI 
Director. 

Charge to the Working Group 

Dr. W. Kimryn Rathmell, NCI Director, charged the Working Group at its initial meeting on 
20 May 2024, to provide general guidance related to the development of efforts to increase 
community capacity to conduct cancer research and to enhance the ability to provide high quality 
cancer care. 

Functioning of the Working Group 

The BSA ad hoc Working Group in Support of Efforts to Enhance Community Cancer Research and 
Quality Care was established in March 2024 and held eight virtual meetings on 20 May 2024, 17 
June 2024, 26 June 2024, 29 July 2024, 1 August 2024, 29 August 2024, 13 September 2024, and 4 
November 2024.  

The Working Group is comprised of members of the Board of Scientific Advisors (BSA), National 
Cancer Advisory Board (NCAB), and Clinical Trials and Translational Research Advisory Committee 
(CTAC), as well as ad hoc members. The roster includes individuals with expertise in community 
engagement, community-based participatory research, health inequities, cancer clinical trials, 
implementation science, health policy, including ex officio members from several federal agencies. 
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Opportunities Aligned with the NCI Mission 

Working Group Recommendations 

The overarching goals of these opportunities are to improve the prevention, early detection 
and treatment of cancer, which will lead to decreased incidence and mortality rates and  
reduce health disparities. 

We recommend that the initial focus should be on cancers of the lung, breast, prostate,  
colon-rectum, and cervix.  Together these cancers account for about 54% of cancer deaths 
in the US and for an even higher percentage among many underserved populations.  Each  
of these cancer types has prevention and/or screening, as well as treatment approaches  
that have been shown to reduce cancer-specific mortality rates.  Therefore, initial targeting  
of these cancer types has the greatest likelihood of reducing overall cancer mortality rates  
in underserved populations over the next 5-10 years.  The various recommendations below  
should be understood in this context.   

Suggested Efforts to Enhance the Ability to Provide High Quality of Cancer Control and Care 

As noted above, the Working Group recommends initially focusing efforts on cancer prevention and 
outcomes in breast, cervical, colorectal, lung and prostate cancers and those that are successful 
could be considered in other cancers. 

1. Test community-wide approaches that utilize regionally based public-private partnerships
essential to expand the reach of lung cancer screening and would align with local needs
and priorities in underserved communities.  Consider increasing lung cancer screening by
bundling it with other cancer screenings such as annual mammography visits or colorectal
cancer screening visits to increase cancer screenings. NCI could have grantees adapt
evidence-based cancer prevention and early detection strategies and implement them on a
larger scale for underserved populations. https://www.cancer.gov/research/key-
initiatives/moonshot-cancer-initiative/implementation/prevention-early-detection  The
project goal would be to advance our understanding of how to build complex, regionally-
based public-private partnerships that are essential to reducing the burden of cancer in
communities.

2. NCI, with partner federal and state agencies and other professional and non-profit
organizations, could launch a National Plan to Eliminate Cervical Cancer in the U.S. It would
focus on HPV vaccination, HPV screening, and optimal treatment for underserved
populations, including minority and rural populations (include NCI-designated cancer
centers, NCORPs and community cancer centers). NCI would promote partnerships with
the primary healthcare provider community including pediatricians, gynecologists and
HRSA-funded health centers, including Federally Qualified Health Centers (FQHCs). NCI
and sister government agencies could target funding opportunities to develop interventions
to address the barriers for the low vaccination and screening rates.

https://www.cancer.gov/research/key-initiatives/moonshot-cancer-initiative/implementation/prevention-early-detection
https://www.cancer.gov/research/key-initiatives/moonshot-cancer-initiative/implementation/prevention-early-detection
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3. Develop culturally sensitive mHealth/apps addressing needs of specific underserved
populations. Apps could be used to increase cancer screening, reminders for follow-up
care and treatment, supportive care and survivorship, clinical trial information and
recruitment. Technology-based tools could also be developed to promote guideline
concordant first-line therapies for cancer. Multiple partnerships with CBOs, cancer centers
and NCORPs could be explored depending on the target population.

4. Develop partnerships between rural/underserved communities and cancer centers to
increase the use of biomarker testing in cancer diagnosis. This program would include
increasing the awareness for biomarker testing through appropriate education (of institution
leadership, clinicians and the public) about the availability and value of testing, facilitate
testing, and ensuring timely biomarker-directed treatment. Tailor interventions to reduce
access disparities, focusing on geographic, racial, and income-based barriers.

5. Pilot Community Health Information Technology Support Hubs/Centers, using cancer
center’s expertise by working in partnership with anchor organizations (such as FQHCs) in
remote or underserved areas to implement effective, evidence-based digital health
interventions. These have been successfully implemented for tobacco cessation and
cancer survivorship. NCI could create infrastructure (U01 grants) with the goal of
developing, testing, and implementing sustainable community cancer control
interventions.

6. Address the digital divide for rural communities to achieve equity in access to digital health
innovations and remote cancer care delivery. A health information technology hub and
community digital technology liaison could be established in several rural regions. The
health information technology (HIT) hub would provide computing and connectivity
infrastructure, while the community digital technology liaison would serve to bridge the
needs of the community (e.g. digital literacy, mobile health, etc.) with the HIT infrastructure.
These structures could be used to implement evidence-based interventions to improve
cancer prevention and screening at the partnering rural community sites (e.g., tobacco
cessation, HPV vaccination, CRC screening), as well as cancer survivorship care or access
to clinical trials. Telehealth services for individuals with active treatment, palliative care and
survivorship care could be piloted through the HIT hub and with the digital navigation
provided by the community digital technology liaison.

7. NCI and its partners should work with HRSA-funded health centers, which includes FQHCs,
to promote and improve access to cancer screenings in underserved communities and
expedite access to cancer care and treatment. The initial focus could be on lung, breast,
prostate, colorectal and cervical cancers.

8. Strongly promote prostate cancer screening for high-risk men, including all African
American men, who have a greatly elevated risk of developing and of dying from it. Improve
access for underrepresented and rural groups. Studies of risk-based screening using
polygenic risk scores, and MRI imaging could help prioritize which patient groups are most
critical for outreach to ongoing screening and provision of access.
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9. Expand the network of NCI-Designated Cancer Center Community Outreach and
Engagement (COE) offices to include engaging community health workers/lay health
advisors/ promotores de salud to take a community engagement approach to conduct
cancer prevention and screening activities in underserved populations. Intervention(s)
developed through this approach would be based on developing toolkits with community
input and buy-in and implemented using a multi-level approach.  One idea is to engage
college students (community, tribal and four-year colleges) to assist with the community
educational activities, which could also enhance exposure of a new cadre of future cancer
researchers. In addition to partnering with local colleges, other potential partnerships could
include faith-based organizations, local health departments, Community Based
Organizations (CBOs), HRSA-funded health centers and other community care clinics.

10. NCI could partner with advocacy and CBOs on pilots, such as FightCRC, the Colorectal
Cancer Care Pilot Project, which aims to assess and address disparities in CRC cancer
screening and treatment, with the goal of developing a scalable model for other cancer
types. This pilot could use real-world data to identify care gaps, test intervention strategies,
and establish benchmarks for equitable, high-quality care. Insights and successful
strategies should inform similar efforts in other cancer domains, creating a framework that
can be expanded to improve care for diverse patient populations. NCI could also prioritize
grants or research programs focused on addressing health care disparities in colorectal
cancer (CRC) outcomes, especially in the early-onset cancer setting.

11. Increase genetic testing of cancer patients to help identify germline cancer risk in families
(following NCCN guidelines). Provide access to genetic counseling with innovative
methodologies including AI (Artificial Intelligence).

12. Develop a program to assess cancer genetics in the early-onset cancer population,
targeting rural and underserved populations. NCI will partner with CBOs and HRSA-funded
health centers, including FQHCs, to conduct education and outreach to target these
populations.

13. Develop and evaluate innovative patient navigation programs that utilize a combination of in
person and virtual methodologies (e.g., large-language-model supported). The combined
approach of human and AI-powered interventions has the potential to broaden capacity to
help many more cancer patients across underserved, including rural, communities. NCI
could support the development of these technologies through an RFA or broad network of
NCI-designated cancer centers, NCORPs and other community-based healthcare systems
that jointly test and implement the most promising technologies.

14. Develop a supplement to both the NCORP Research Bases and the NCORPs which focus
on increasing and improving access and delivery of supportive care therapies/interventions
(specifically both during and after treatment) to patients, especially to underserved groups
(e.g., rural, race/ethnicity, SES, etc.).  The focus would be on new care delivery models, not
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development of new individual level interventions. The key would be innovative care delivery 
models.  

15. NCI could partner with the National Institute on Aging (NIA), The National Center for
Complementary and Integrative Health (NCCIH), other Institutes and Centers and the new
National Institute of Health (NIH) Communities Advancing Research Equity (CARE) for
Health™ initiative, which is a pilot to test the feasibility of a network of research networks
that expands research opportunities to the frontlines of clinical care in primary care
settings. Also, an important piece would be to require partnerships with community-based
organizations with footprints across the country to help with access to cancer screening
and early detection programs. For example, the American Cancer Society (ACS) and its
community-based programs and offices, libraries, drugstores, etc., could help with
community-based services. These could be set up with the notion of supporting pilot
demonstration projects focusing on setting up these new models and assessing and
refining them.    https://commonfund.nih.gov/clinical-research-primary-care

16. Partnering with CBOs, HRSA-funded health centers, cancer centers and minority serving
institutions, establish a national network linking community-based outreach and education
with workforce diversity in a harmonized effort to address the unequal burden of cancer.
Adapt, implement, and evaluate impactful, innovative community education, awareness,
and outreach activities with an emphasis on culturally responsive, evidence-based models
specific to populations of focus to increase uptake of US Preventive Services Task Force
(USPTF) recommendations for cancer prevention and screening services, increase
participation in NCI clinical trials, and increase genetic risk assessments and counseling
related to cancer.

17. Engage CBOs partnering with non-CBOs to increase screening for cancer in a nationwide
competition (SAMHSA is doing it in behavioral health).
https://www.challenge.gov/?challenge=behavioralhealthequity

18. Develop and test the impact of financial assistance programs that could be available at
cancer centers to help advise populations that have limited financial means who are
seeking high quality cancer care (implementation science with future focus on
sustainability). Partnerships would be needed with local and state governments, non-profit
organizations, and insurance providers. Models could include financial assistance
programs to cover the cost of cancer screenings for those with economic barriers and
collaborations with insurance providers to explore reduced co-pays or waived deductibles
for cancer screening. The goal would be to facilitate timely cancer screening and follow-up
testing and timely cancer treatment and reduce financial toxicity.

https://commonfund.nih.gov/clinical-research-primary-care
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.challenge.gov%2F%3Fchallenge%3Dbehavioralhealthequity&data=05%7C02%7Cleeann.bailey%40nih.gov%7Ce0530031b79c4ab4f36408dcf798ba67%7C14b77578977342d58507251ca2dc2b06%7C0%7C0%7C638657482534483835%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=DblmnkicXF7sjEMvF08f1qYI%2Bnr1aTbVCPupcFED3XY%3D&reserved=0
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Suggested Efforts to Increase the Capacity to Conduct Cancer Research in Communities 

1. Scale-up the NCORP.

a. Specifically, increase the number of minority-underserved NCORPs. Strategically
locate additional NCORPs to include institutions with cancer care delivery
infrastructure within high-value target populations of interest.

b. Develop NCORP planning grants that would serve as an incubator program to
expand the capacity for more underserved communities to participate in clinical
research. Also, significantly scale up the NCORP.

c. Create an NCORP supplement program to increase the capacity of NCORP sites in
underserved communities to improve cancer outcomes, such as those done at NCI-
designated cancer centers. Supplements could also create synergies between
NCORP and NCTN LAPS sites to complement efforts and create partnerships and
maximize impact.

i. https://cancercontrol.cancer.gov/brp/tcrb/cancer-center-cessation-
initiative

ii. https://cancercontrol.cancer.gov/research-
emphasis/supplement/financial-hardship

iii. https://cancercontrol.cancer.gov/research-
emphasis/supplement/assessing-enhancing-survivorship-care

d. Conduct a NCORP landscape survey to better understand the capacity of
community sites to evaluate cancer prevention, screening and diagnostic pathways,
which could also enhance the ability to screen new patients for clinical trials.

2. Leverage Electronic Medical Records (EMRs) to support clinical trials access. Promote
collaborations between NCI, partner organizations and EMR systems makers to support
clinical research activities. Specifically, leverage the EMR to automate the process of
screening patients for eligibility for clinical trials; extract EMR data directly into research
databases to reduce errors and data collection burden. Consider raising this topic at the
HHS level to convene partners from across government to work on a successful model.

3. NCI should educate the many review committees about the importance of designing more
simplified and pragmatic trials to increase the number of pragmatic trials that are
streamlined and easier to do in more communities, such as  the S2302 Pragmatica Lung
trial (https://clinicaltrials.gov/study/NCT05633602 ) and the upcoming CTIU-supported

https://cancercontrol.cancer.gov/brp/tcrb/cancer-center-cessation-initiative
https://cancercontrol.cancer.gov/brp/tcrb/cancer-center-cessation-initiative
https://cancercontrol.cancer.gov/research-emphasis/supplement/financial-hardship
https://cancercontrol.cancer.gov/research-emphasis/supplement/financial-hardship
https://cancercontrol.cancer.gov/research-emphasis/supplement/assessing-enhancing-survivorship-care
https://cancercontrol.cancer.gov/research-emphasis/supplement/assessing-enhancing-survivorship-care
https://clinicaltrials.gov/study/NCT05633602
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PROSPECT-Lung trial (CTIU2317-A082304-S2402). There should be a focus on keeping 
protocol objectives limited to what is necessary to answer the primary research question 
and reduce data collection burden to keep trials easier for staff and patients. These goals 
should apply to clinical research across the cancer continuum from prevention trials 
through those for treatment, survivorship and supportive care. 

4. Promote the widespread adoption of decentralized clinical trial elements where possible to
reduce burden on patient travel and facilitate remote monitoring and measurement to
minimize impact on workload at the sites.

5. Expand the role of the virtual clinical trials office pilot program as presented by Jim
Doroshow in June 2024 at the NCAB, to target historically underserved communities such
as rural cancer centers, cancer centers with large LGBTQ populations and minority
NCORPs.  (https://deainfo.nci.nih.gov/advisory/joint/0624/Doroshow.pdf )

6. Partner with community-facing organizations in underserved areas to conduct targeted
clinical trials outreach and awareness. HRSA-funded health centers are a natural place to
start, in partnership with NCI-designated cancer centers and NCORP sites.

7. Partner nationally with groups /companies to help bolster the infrastructure for virtual and
digital research. This could include cancer prevention, treatment, supportive care and
survivorship research. This would need to focus on larger community infrastructure and at
the individual level for device dissemination and access to internet.

8. NCI should collaborate on a meeting with ASCO, FDA, industry representatives and other
interested partner organizations to continue to work on broadening eligibility criteria in
cancer clinical trials and plan to expand modernized eligibility criteria to more industry
sponsored trials as well as to monitor the implementation of already established
recommendations. This will allow broader outreach and generalizability beyond current
patient populations who participate in clinical trials.
https://ctep.cancer.gov/protocolDevelopment/docs/CTEP_Broadened_Eligibility_Criteria_G
uidance.pdf

https://deainfo.nci.nih.gov/advisory/joint/0624/Doroshow.pdf
https://ctep.cancer.gov/protocolDevelopment/docs/CTEP_Broadened_Eligibility_Criteria_Guidance.pdf
https://ctep.cancer.gov/protocolDevelopment/docs/CTEP_Broadened_Eligibility_Criteria_Guidance.pdf
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