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Implications
Practice: Although most efforts to increase uptake 
of the scientific evidence base reference trans-
lation to “practice and policy,” there has been 
relatively little emphasis in the USA on imple-
mentation at the policy level, especially related 
to cancer control.

Policy: Expanding the focus of implementation sci-
ence in cancer control to systematically address 
policy could increase use of scientific evidence in 
general and address health equity.

Research: By systematically applying IS strategies 
to policy targets and by drawing on political sci-
ence theories and frameworks, the field of policy 
implementation science in cancer control in the 
USA could move forward significantly.

Lay summary

Although health-related policies are abundant, 
relatively few efforts have been undertaken 
to ensure that they are used as a way to trans-
late scientific evidence to promote health. This 
paper explores how policy-focused implemen-
tation science (IS) may contribute to under-
standing the translation of scientific evidence 
to health-related policy in governmental and 
nongovernmental sectors. We propose several 
ideas for future research that could help move 
the field of policy implementation science in 
cancer control in the USA forward. We have a 
robust set of methods within implementation 
science that are increasing the pace of adoption 
and maintenance of evidence-based programs in 
a variety of settings. Building on these efforts, 
the time is right to expand our methods to in-
clude policy implementation.
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Abstract
Although health-related policies are abundant, efforts to 
understand how to ensure that these policies serve as an 
effective vehicle for translating scientific evidence are relatively 
sparse. This paper explores how policy-focused implementation 
science (IS) may contribute to understanding the translation 
of scientific evidence to health-related policy in governmental 
and nongovernmental sectors. Expanding the focus of 
implementation science in cancer control could systematically 
address policy to both increase the use of scientific evidence in 
general and to address health equity. In this Commentary, we 
look to relevant work outside of IS that could be informative, 
most notably from the field of political science. We propose 
several ideas for future research that could help move the field 
of policy implementation science in cancer control in the USA 
forward. Although most efforts to increase uptake of  
the scientific evidence base reference translation to “practice 
and policy,” there has been relatively little emphasis in the USA 
on implementation at the policy level, especially related to 
cancer control. If we are to achieve the full benefits of scientific 
discovery on population and public health, we will need to 
consider policy as a critical mechanism by which evidence can 
be translated to practice. We have a robust set of methods 
within implementation science that are increasing the pace of 
adoption and maintenance of evidence-based programs in a 
variety of settings. Building on these efforts, the time is right to 
expand our focus to include policy implementation.
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INTRODUCTION
There is a significant imperative to translate scien-
tific evidence into actions to improve the public’s 
health. This effort has been embodied in implemen-
tation science, which focuses on understanding the 
context in which evidence-based programs or prac-
tices are implemented, and the factors both within 
and outside the organization that influence adoption 
[1]. An extensive effort has been undertaken to build 
the field of implementation science in its application 
to cancer control, to support more rapid and ef-
fective translation of scientific evidence focused on 
cancer prevention, detection, and treatment. As a 
result, there has been a strong focus on improving 
evidence-based practice at the clinical practice, com-
munity, organizational, and health system levels. 

However, there has been relatively little emphasis 
on integration of evidence at the policy level, espe-
cially outside of healthcare. This is a particular con-
cern, as policy sets the context for the delivery of 
preventive care and for mechanisms outside of the 
health care system that influence cancer risk and 
outcomes. Policy can eradicate or reinforce systemic 
structures that lead to cancer disparities as well as 
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overall health inequalities. For example, federal 
policy, as written into the Affordable Care Act, man-
dates coverage of preventive health services without 
cost-sharing (U.S. Government, 2015). A study using 
data from community health centers that serve 
largely low income groups found that all race/eth-
nicity groups in states that expanded Medicaid as 
well as non-expansion states improved their odds of 
cervical cancer screening from before to 2 years fol-
lowing the Affordable Care Act implementation [2]. 
The largest improvement was among non-Hispanic 
blacks in expansion states, demonstrating the im-
pact of implementation of policy ensuring access to 
cancer screening without cost on equity in both in-
come level and race/ethnicity. If over time the gaps 
close among low-income and racial/ethnic minority 
women, it will further illustrate the impact of this 
policy on long-standing inequities in cancer-relevant 
outcomes.

Policy provides the context by which structural 
factors influence health, as has been recognized in 
Health in All Policies (HiAP), a cross-sector collab-
orative approach to improving population health 
and addressing inequities by incorporating health 
considerations into all levels of policy-making [3]. 
Most research related to HiAP has been descriptive, 
and the need for more systematic study of the im-
plementation and outcomes of HiAP approaches 
has been noted [4,5]. However, it is clear that every 
aspect of policy development can variably impact 
different population groups, in terms of who is in-
cluded and who is not, whose needs are being ad-
dressed and whose are not, what evidence is or is 
not considered in formulating the policy, and who 
is the target of any evaluation of policy impact. The 
process of policy implementation can further impact 
health disparities. For example, in a strategic effort 
to reduce health care inequality, the Affordable 
Care Act (ACA) implementation included provi-
sions to ensure access to evidence-based screening 
interventions at no added cost and provided re-
sources to enable community health centers to meet 
the demand for increased preventive care among 
low-income and vulnerable patient populations. If 
the implementation of the ACA had not included 
the expanded capacity of the health care system 
caring for those newly coming into primary care, 
there would have been limited likelihood of any 
impact on health equity-related outcomes. Policy 
clearly has the potential to advance equity by pro-
moting evidence-based structural policy changes 
that impact social determinants of health.

We have three goals for this Commentary. First, 
we make the case for expanding the focus of imple-
mentation science in cancer control to more sys-
tematically address policy aimed to increase use of 
scientific evidence, to better understand the trans-
lation of evidence to health-related policy, and to 
advance health equity. We refer to this area of in-
quiry here forward as policy implementation science (IS). 

Second, we look to the field of political science to 
inform policy IS through transdisciplinary engage-
ment that could impact both fields. Third, we pro-
pose ideas for future research that could help move 
the field of policy IS in cancer control forward. We 
use the Centers for Disease Control definition of 
policy as a law, regulation, procedure, administra-
tive action, incentive, or voluntary practice of gov-
ernments and other institutions [6].

IMPLEMENTATION SCIENCE SHOULD MORE 
SYSTEMATICALLY ADDRESS POLICY TO INCREASE 
USE OF EVIDENCE AND IMPACT ON HEALTH EQUITY” 
[GOAL #1]
Implementation science (IS) often refers to “practice 
and policy”; however, little attention has been paid 
to the development of specific models and methods 
that would support application to policy. There 
are some research areas in which policy has been a 
major focus, such as tobacco control [7]. However, 
the application of IS principles to the adoption of 
evidence-based tobacco control policies has been 
limited [8]. This may at least in part explain why 
significant variability in tobacco control policies 
still exists 15  years after the introduction of the 
WHO Framework Convention on Tobacco Control 
(FCTC). For example, research has demonstrated 
that cigarette taxes are the most effective tobacco 
control measure, but they remain the least utilized 
approach, with only 14% of countries meeting FCTC 
tax guidelines [8]. IS could significantly contribute 
to our understanding of the circumstances under 
which tobacco control policies are more likely to 
be implemented. IS could further help ensure full 
implementation of policies once adopted, which re-
mains a significant problem.

There has been a substantial body of work in 
IS designed to move evidence-based intervention 
strategies into practice in settings that may impact 
on health equity [9–11]. For example, patient navi-
gation is an evidence-based strategy to close gaps 
and reduce disparities in cancer screening [12], 
and IS studies have focused on increasing the use 
of navigation in health systems that provide care for 
low-income patients [13]. However, patient naviga-
tion is generally not a billable service and there are 
no systemic funding mechanisms for navigators, ren-
dering it difficult to sustain and scale. Policy solutions 
can increase access to evidence-based approaches, 
such as patient navigation, by ensuring that funding 
and access mechanisms are in place in settings that 
reach underserved populations, which would likely 
affect health inequality. There has been little if any 
systematic research on increasing implementation 
of policies to provide financial sustainability for 
these programs, which would increase their uptake 
and use and likely their sustainment [14]. There are 
many other examples of ways in which IS could ad-
dress systemic factors that reduce the application of 
evidence to improve health equity.
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A concentrated focus on policy IS should explore 
how IS may contribute to understanding the transla-
tion of scientific evidence to health-related policy in 
governmental and nongovernmental sectors. Policy 
IS should consider the entire policy lifecycle, from 
the factors that influence how scientific evidence is 
included or excluded in policies when formulated 
and adopted, to implementation processes designed 
to ensure that policies are implemented as intended 
and evaluated for long-term impact on the intended 
outcomes and on health equity.

CONTRIBUTIONS OF POLITICAL SCIENCE TO ADVANCING 
POLICY IMPLEMENTATION SCIENCE THROUGH 
TRANSDISCIPLINARY ENGAGEMENT [GOAL #2]
There are several ways in which research in other 
fields could inform policy IS. The field of political 
science in particular has developed a robust body 
of work that is highly informative, referred to as 
policy implementation research (PIR). PIR focuses 
exclusively on the use of policy by governments, is 
largely descriptive and reliant on case study method-
ology, and is typically agnostic to health outcomes 
[15]. In contrast, IS has largely focused on health, 
developing alongside the evidence-based medicine 
tradition, drawing on a range of experimental and 

non-experimental designs, extensive use of quan-
titative methods, and expansive development of 
guiding conceptual frameworks. We believe that the 
field of IS would benefit significantly from consid-
ering tools and knowledge generated by the polit-
ical science field. There are a number of key insights 
from political science that are particularly relevant.

First is the opportunity to understand the policy-
making process. The policy-making process is often 
depicted as a life cycle, that although elegant in its sim-
plicity [16], has been heavily criticized as too neatly 
depicting what is rarely a linear process [17]. Perl, 
Howlett, McConnell [18] have recently proposed the 
Five-Stream Framework that identifies critical junc-
ture points that enable each stage of the policy pro-
cess (see Fig. 1), reflecting conceptualization of the 
problem and possible policy solutions, the political 
context, and the implementation process. Each of the 
five confluence points brings in new actors, strategies, 
and resources and yields a different configuration of 
policy inputs. Analysis of activities and outcomes 
in the five streams helps understand why particular 
policy solutions were selected, and what the impact 
was of different political vs public interests [18]. IS 
methods could be applied to examine the ways in 
which the intersection between the policy streams 

Policy
Solu�on

Problem Poli�cs

Cri�cal Juncture #1 – Agenda-Se�ng
(Formal Agenda Entrance (Kingdon) to
Formula�on)

Cri�cal Juncture #2 – End of Formula�on
(Alterna�ve Development) and Transi�on
To Decision-Making

Cri�cal Juncture #3 – End of 
Decision-Making and Transi�on to 
Implementa�on

Cri�cal Juncture #4 –Transi�on from 
Implementa�on to Evalua�on

Cri�cal Juncture #5 – End of Evalua�on 
And Return to Agenda-Se�ng

Agenda-Se�ng

Policy Formula�on

Decision-Making

Policy Implementa�on

Policy Evalua�on

Policy Stage
Policy Thread or Stream
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Fig. 1 | The Five-Stream Framework of the Policy Process. Perl A, Howlett M, McConnell A Moving policy theory forward: Connecting 
multiple stream and advocacy coalition frameworks to policy cycle models of analysis. Australian Journal of Public Administration 2016. 
76(1): p. 65–79.
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can be facilitated at each stage of the policy pro-
cess, as well as critical processes within each stream 
that are associated with various implementation out-
comes. IS objectives could help inform several junc-
tures along the policy thread, such as examining how 
scientific evidence is considered during the formu-
lation phase, to providing an ongoing monitoring 
toolbox post-implementation. The Five Streams 
Framework has not to our knowledge been applied to 
nongovernmental policy development, and this is an 
area in which IS could make a contribution generally, 
as well as related to the implementation of effective 
cancer control policies within organizations that in-
fluence people’s daily lives. Nongovernmental policy 
development is often less structured than public 
policy making, and implementation may reflect sig-
nificant variations across levels of an organization. 
Although legal and regulatory processes may take a 
different form in nongovernmental policy-making, 
they are still a factor, as is the political process. With 
significant opportunities for cancer control policies 
to be implemented within multiple organizations 
that influence health, there is a significant benefit in 
using this Framework and other models from organ-
izational behavior [19].

The second contribution of the political science 
literature is the emphasis on the outer context. IS 
recognizes the critical role of context [20], but in 
application there has been more focus on the inner 
organizational context such as organizational envir-
onment than on outer contextual factors such as the 
policy and political environment. Rarely are these 
factors that sit outside of the target system or setting 
studied in a comprehensive way. Political science 
frameworks can help us to unpack the components 
of the outer context, especially as related to policy 
implementation, and provide an opportunity to ex-
plore and expand the role of outer context across 
content area applications within IS. Chriqui et  al. 
[21] illustrate the importance of studying outer 
contextual factors for their impact on policy imple-
mentation. Researchers examined whether state 
wellness policy requirement laws and district local 
wellness policy influence district level policy imple-
mentation, as is required of districts that participate 
in the federal Child Nutrition Program. Even with 
prevailing federal law, districts that were also subject 
to state laws requiring wellness policies had more 
comprehensive policies and higher levels of imple-
mentation [22]. This study is notable for examining 
the association of outer context policy environments 
on local wellness policy implementation and is a 
useful case study to better understand the barriers 
and opportunities for more robust implementation 
of health-related policies.

The third contribution of political science is its 
definition of different policy instruments that can be 
used to translate evidence into policy. Just as there 
are a range of implementation strategies that we use 
to translate evidence into practice, there are a range 

of policy approaches that can be used, including 
(a) education/knowledge (e.g., training, certifica-
tion, and reporting); (b) authority (e.g., regulation, 
licenses, treaties, and reporting); (c) treasury (e.g., fi-
nancial incentives/disincentives, taxes, and grants); 
and (d) organizational structure (e.g., governance, 
record-keeping, tools, and information technology 
infrastructure) [23–25]. The political science field 
largely examines how governments put policies into 
effect. There are key opportunities for implementa-
tion scientists to expand their range of translation 
strategies to include a range of policy instruments, 
and to add understanding to how these policy ve-
hicles may apply to nongovernmental policies.

Fourth, the political science literature recognizes 
the long and complex time trajectory of policy-
making, sometimes spanning many years, as well as 
the interdependency between the many factors that 
influence the policy process [15]. IS studies targeting 
uptake of evidence-based practices typically focus on 
short time perspectives for adopting processes into a 
healthcare delivery system or community organiza-
tion. As the IS field expands to include a focus on 
policy, it will be critical to consider a longer time 
horizon and how to integrate a more fluid process 
than is typically found in implementation of evidence-
based practices. The impact of time on the policy con-
text is also important to consider. For example, in the 
early days of tobacco control, the tobacco industry 
formed strong alliances with retailers to combat to-
bacco taxes and other policy restrictions. A  recent 
study of the implementation context for a $2 tobacco 
tax increase in San Francisco revealed retailers’ con-
cerns about selling tobacco in relation to the health 
of their customers [26]. These findings suggest that 
retailers may now be allies in tobacco control efforts, 
reflecting a significant change in the policy imple-
mentation climate over time.

Finally, we argue that implementation science 
frameworks, methods, and outcomes could add 
value to the political science field. There can be sig-
nificant value in shared training experiences across 
these fields, and in developing transdisciplinary 
teams that could traverse between the methods and 
measures of both fields.

DEVELOPING A RESEARCH AGENDA TO ADVANCE 
POLICY IMPLEMENTATION SCIENCE [GOAL #3]
Building on contributions from the political science 
field, there are key gap areas that could be addressed 
by IS related to cancer control policy implementa-
tion, as noted in Table 1 and in the text that follows.

We should examine whether existing IS concep-
tual frameworks can accommodate a more explicit 
focus on policy. There is much to be said about 
adopting frameworks that are fully focused on policy. 
However, there could also be significant gains made 
by integrating policy-relevant factors into more 
traditional IS frameworks that include other im-
plementation targets. Bullock et al. [27] conducted 
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a critical interpretive synthesis to develop an inte-
grated conceptual framework of the determinants of 
implementation from a policy perspective. Further 
consideration of the intersection between policy-
oriented and IS frameworks would likely move 
the field forward in more fully integrating policy 
as a translational lever and may simultaneously 
inform our conceptualization of implementation 
overall. For example, in describing the policy con-
text, Bullock notes the importance of the context 
of policy actors that are central to the formulation, 
adoption, and implementation of policy. Although 
inner context is a key part of most IS frameworks, 
less common is a clear focus on the context of the 
specific people involved, and the critical impact that 
may have on implementation outcomes.

We need to develop and use policy-relevant meas-
ures. A  key gap has been the availability of valid 
measures that can enable us to disentangle the dif-
ferential impacts of policy implementation deter-
minants and outcomes. A recent systematic review 
by Allen et al. [28] identified quantitative measures 
to assess both determinants and outcomes for policy 
IS. They identified 15  “mostly transferable” meas-
ures from studies of health policy implementation, 
including measures of fidelity and adaptation, or-
ganizational culture and climate, implementation 
costs, acceptability, and readiness for implementa-
tion. However, it was rare for these constructs to be 
defined, and little data on measuring validity and 
reliability were available. There is a clear need for 
precision, clarity, and rigor in the development and 
use of policy-relevant measures.

We need to study the intersection between policy 
instruments and the policy context. The field will 
benefit from understanding the impact of different 
policy instruments on different policy issues, and 
the ways in which policy instruments may shape and 
define context. For example, policies governing the 
sale of tobacco establish a context in which those 
thinking about implementation of tobacco use pre-
vention or treatment programs operate, shifting the 
locus and nature of those programs. Policies that 
change the rules for the sale of e-cigarettes, the legal 
age of tobacco use, and the availability of flavored 

products ideally reduce the sale of products that in-
crease cancer risk and provide a context in which 
evidence-based prevention and treatment programs 
can be offered. However, policies may also cause 
unintended consequences that adversely change the 
context, such as when policies in adjacent localities 
do not change, or when loopholes allow barriers to 
tobacco use to be easily overcome. It is unclear what 
the impact on tobacco use will be of a ban in one 
state when population centers are in close proximity 
to other states that do not have such bans. This is 
especially a concern when a policy is designed to 
address health equity, such as the recently enacted 
menthol flavor ban in Massachusetts. This is an ex-
cellent example of the intersection between the use 
of a strong policy instrument, such as a product ban, 
and policy context in which the ban may be easily 
by-passed.

Similarly, we need to understand how the policy 
context shapes the development and implementa-
tion of the policy instrument itself. Even if a policy 
as designed was evidence-based, lobbying interests 
and political processes that are part of the policy 
context can lead to changes that diminish reliance 
on evidence. We also need to understand the way 
in which context shapes policy throughout adoption 
and implementation processes. As policy instru-
ments themselves are interventions that need to fit 
the context in which they are being placed, it would 
be extremely helpful to identify contextual factors 
that increase their adoption, and whether those vary 
by policy topic. For example, some policy innov-
ations are designed to directly engage patients and 
flexibly provide care, such as policies that support 
use of telehealth. However, the local context in set-
tings with limited broadband access does not allow 
for the intended benefits to be derived. Without 
careful consideration of the ways in which different 
policy options could influence outcomes in different 
contexts, policy development and implementation 
could reduce or exacerbate health inequality. We 
need research that helps us understand the ways in 
which the specific policy target and the context are 
optimally considered in the policy process. For ex-
ample, Falbe et al. [29] utilized an implementation 
process approach to examine the impact of the first 
U.S. sugar-sweetened beverage tax in Berkeley, CA. 
They determined that the simplicity of the policy 
package, the inner and outer context, and the pro-
cess utilized to implement the tax facilitated its suc-
cess. In particular, key contextual factors included 
local leadership that was supported by a history of 
policies focused on health equity, supportive insti-
tutions, and positive public opinion [30]. Makse 
and Volden [31] also note the importance of simpli-
city in increasing uptake, irrespective of the policy 
instruments used.

We need collaboration structures that sup-
port policy implementation science. In the USA, 
knowledge translation to policy has largely been a 

Table 1 | Recommendations for expanding research inquiry in Policy 
Implementation Science 

Examine whether existing IS conceptual frameworks can more 
explicitly focus on policy

Develop and use policy-relevant measures
Study the intersection between policy instruments and the 

policy context
Develop collaboration structures that support policy  

implementation science
Be explicit about the factors that influence the knowledge to 

policy interface
Comprehensively explore the impact of all aspects of policy  

implementation on health equity
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decentralized process, with little governmental inter-
vention to facilitate evidence-based policy-making. 
Several other countries have been more system-
atic, building translational networks specifically de-
signed to improve evidence translation to policy. For 
example, the Canadian Health Services Research 
Foundation was established specifically to facilitate 
the translation of research evidence into policy [32]. 
By embedding strategies to link researchers and 
policy-makers and provide opportunities for know-
ledge exchange, they created an infrastructure in 
which both cultural and structural barriers were nat-
urally addressed. Ontario’s AIDS Bureau explicitly 
uses “receptors,” or roles that have explicit responsi-
bility for establishing and maintaining linkages with 
researchers [32]. The Centre for Informing Policy 
in Health with Evidence from Research (CIPHER) 
was an explicit collaboration between research and 
national policy agencies in Australia to create a net-
work designed to support the use of research in pol-
icies [33]. England conducts pilots in most areas of 
health policy development, which serves as both an 
important function within evidence translation and 
as a political process extends beyond evidence gen-
eration [34].

We need to be explicit about the factors that influ-
ence the knowledge to policy interface. Jones et al. 
[35] developed the Knowledge, Policy, and Power 
(KPP) Framework to illustrate the knowledge trans-
lation process in the context of international devel-
opment (see Fig. 2). Four dimensions influence the 
use of knowledge in policy, including: (a) features 
of the political context that shape knowledge-policy 
interactions, such as spaces for participation, in-
formal politics, and the ability to absorb change; 
(b) the relative strengths of participants involved 
in both knowledge production and policy-making; 
(c) the salience of different types of knowledge gen-
erated and sought; and (d) the availability and role 
of knowledge intermediaries that sit between the 
systems of knowledge production and policy devel-
opment. This framework highlights the fact that dif-
ferent factors may be important at different points 
of knowledge-policy interface and for different types 
of knowledge. The authors note the importance of 
triangulating research-based knowledge, practice-
informed knowledge, and citizen or participatory 
knowledge, and the importance of broadening the 
range of channels available for knowledge inter-
action. The KPP Framework could contribute to 
understanding impact on policy translation of dif-
ferent collaborations.

In the USA, elected legislators are central to the 
policymaking process and make decisions that af-
fect health without specialized knowledge of health 
issues. Consideration of strategies to translate and 
disseminate evidence to legislators that are clear and 
resonate is vital and IS can offer strategies to more 
effectively expand on such opportunities. Research 
by Dodson et al. [36] to increase the dissemination 

of evidence-based interventions among state-level 
policymakers found that a majority of legislators 
working on health-related issues sought evidence in 
the form of data and statistics—specifically data on 
demographics of populations affected by disease, 
prevalence, causes of health issues, and disparity 
information. Other legislators indicated a prefer-
ence for information in the form of stories because 
of their power to convince. Others still indicated 
that they find information helpful when it includes 
both stories and data. This heterogeneity dovetails 
with findings by Purtle et  al. [37] who used audi-
ence segmentation research to better understand 
and inform dissemination strategies tailored for le-
gislators with different characteristics. They categor-
ized state legislators based on characteristics that 
may have implications for knowledge transfer to 
lawmakers. For example, legislators who were most 
influenced by budget impact were also most skep-
tical of behavioral health treatment effectiveness. 
This suggests that to increase research use, evidence 
clearinghouses could include economic evaluation 
data in their analysis, while also fostering positive 
relationships with behavioral health researchers.

We need to comprehensively explore the impact 
of policies on health equity. Although health equity 
is implicit in the Health in All Policies Framework, 
IS could greatly contribute to our understanding of 
the ways in which cross-sector policy adoption can 
mitigate health inequities, especially those main-
tained by structural forces [28]. The COVID-19 pan-
demic has revealed in stark terms the deep-seated 
and systemic inequalities in health for communi-
ties of color and renewed focus on the social and 

Poli�cal context: Who has the 
strongest voice in policy 
debates? What checks and 
balances are in place to 
ensure that weaker voices can 
be heard?

Actors’ interests, values and 
beliefs: Actors do not always 
act in their own self interests. 
Values and belief systems 
affect who is seen as credible 
in policy debates.

Types of knowledge: 
Considering research 
knowledge, ci�zen knowledge 
and implementa�on 
knowledge, is one type 
dominant? What are the 
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Knowledge intermediaries: 
How people and organiza�ons 
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knowledge is taken up and 
used. 
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Fig. 2 | The Knowledge, Policy, and Power Framework. Shaxson L, 
Jones H, Jones N, Walker D. Knoweldge, policy and power in inter-
national development: A practical framework for improving policy., 
in Background Note. 2013, Overseas Development Institute. 
https://cdn.odi.org/media/documents/8201.pdf

https://cdn.odi.org/media/documents/8201.pdf
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economic factors that contribute to poor health out-
comes. State and local policies related to where and 
when COVID testing and subsequently vaccine was 
available in some cases targeted those inequities ex-
plicitly, ensuring that those who had the most risk 
and disease burden had easy and convenient ac-
cess. In other jurisdictions, policies were set based 
on aggregated state-level data, obscuring inequities 
and the social factors that must be considered in ad-
dressing them, such as access to transportation to 
testing and vaccination sites and ability to seek care 
during working hours. The influence of policies de-
rived by different systems can also reinforce health 
inequities, as we have seen by the impact of work 
at home and sick leave policies which significantly 
reduced COVID risk among more affluent workers, 
and increased risk and burden among lower income 
and vulnerable groups who did not have the ability 
to work from home or access to sick leave.

IS offers a lens through which we can recognize 
health inequities as a special case of implemen-
tation failure. Woodward et  al. [38] combined 
two conceptual frameworks—one from imple-
mentation science and one from healthcare dis-
parities research to develop the Health Equity 
Implementation Framework. This framework has 
helped to identify barriers and facilitators across 
levels, highlighting that some barriers are due to 
general implementation issues (e.g., poor care co-
ordination after positive test results), while other 
barriers are related to structural forces. We should 
not miss the opportunity to consider and rigor-
ously evaluate policies for their impact on health 
inequity, and the structural forces that hold them in 
place. In fact, we argue that equity considerations 
should be an integral component of policy IS ef-
forts, because of the significant risk of doing harm 
without such a focus.

CONCLUSIONS
Our goal for this Commentary was to stimulate the 
field of implementation science to more systematic-
ally consider policy implementation. Although most 
efforts to increase uptake of the scientific evidence 
base reference translation to “practice and policy,” 
there has been relatively little emphasis in the USA 
on implementation at the policy level, especially re-
lated to cancer control. If we are to achieve the full 
benefits of scientific discovery on population and 
public health, we will need to consider both gov-
ernmental and nongovernmental policy as a crit-
ical mechanism by which evidence can translated 
to practice. The more that policies consider health 
impacts and that implementation efforts are evalu-
ated for their impact on health and health equity, 
the more positive benefits we will likely see. We 
have a robust set of methods within implementa-
tion science that are increasing the pace of adoption 
and maintenance of evidence-based programs in a 

variety of settings. Building on these efforts, the time 
is right to expand our methods and focus on policy 
implementation.
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