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Abstract

Purpose: By requiring specific measures, cancer endorsements (e.g., accreditations, 

designations, certifications) promote high quality cancer care. While ‘quality’ is the defining 

feature, less is known about how these endorsements consider equity. Given the inequities in 
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access to high-quality cancer care, we assessed the extent to which equity structures, processes, 

and outcomes were required for cancer center endorsements.

Methods: We performed a content analysis of medical oncology, radiation oncology, surgical 

oncology, and research hospital endorsements from the American Society of Clinical Oncology 

(ASCO), American Society of Radiation Oncology (ASTRO), American College of Surgeons 

Commission on Cancer (CoC), and the National Cancer Institute (NCI), respectively. We analyzed 

requirements for equity-focused content and compared how each endorsing body included equity 

as a requirement along three axes: structures, processes, and outcomes.

Results: ASCO guidelines centered on processes assessing financial, health literacy and 

psychosocial barriers to care. ASTRO guidelines related to language needs and processes to 

address financial barriers. CoC equity-related guidelines focused on processes addressing financial 

and psychosocial concerns of survivors, and hospital-identified barriers to care. NCI guidelines 

considered equity related to cancer disparities research, inclusion of diverse groups in outreach 

and clinical trials, and diversification of investigators. None of the guidelines explicitly required 

measures of equitable care delivery or outcomes beyond clinical trial enrollment.

Conclusions: Overall, equity requirements were limited. Leveraging the influence and 

infrastructure of cancer quality endorsements could enhance progress towards achieving cancer 

care equity. We recommend that endorsing organizations 1) require cancer centers to implement 

processes for measuring and tracking health equity outcomes and 2) engage diverse community 

stakeholders to develop strategies for addressing discrimination.
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Introduction

Inequities across the cancer care continuum remain a major challenge in the United States 

[1]. Despite recent healthcare reforms which have increased access to insurance, low-income 

adults with Medicaid coverage face barriers to accessing cancer care at high-quality centers 

[2]. Moreover, even after accessing a cancer center for treatment, uninsured or publicly 

insured cancer patients are less likely to receive recommended cancer treatment than 

privately insured counterparts [3]. In addition to socioeconomic and insurance status, many 

people who represent minoritized racial/ethnic groups and other medically underserved 

populations experience a disproportionate burden of poor cancer outcomes [4]. For instance, 

despite lower cancer incidence than the general population, Non-Hispanic Black and 

American Indian/Alaska Native people have the highest all-cancer mortality rates [5]. 

Disparities in access to high-quality, guideline concordant care likely contribute to racial 

cancer mortality disparities [6–8]. Similarly, many individuals experience structural barriers 

to quality cancer care that exacerbate inequities, including those living in poverty or in rural 

areas; as a result of this and other contributing factors, cancer mortality rates are higher 

in rural populations, and among those of lower socioeconomic status [9–11]. To address 

these challenges, health systems have begun prioritizing initiatives to achieve health equity 

[12,13].
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The U.S. Department of Health and Human Services (HHS) have defined health equity 

as “the attainment of the highest level of health for all people” [14]. The HHS further 

states that, “Achieving health equity requires valuing everyone equally with focused and 

ongoing societal efforts to address avoidable inequalities, historical and contemporary 

injustices, and social determinants of health — and to eliminate disparities in health 

and health care.” [14]. Braveman and colleagues, in a Robert Wood Johnson Foundation 

report, additionally stressed that health equity is a process which must be actionable and 

measurable to be accountable [15]. One strategy to hold health systems accountable for 

implementing health priorities is to leverage public regulations or private endorsements 

(i.e., accreditations, certifications and designations). At a system level, cancer center 

accreditations and designations offer an opportunity to enact standards for integrating health 

equity into clinical care and research practice. These endorsing organizations have the 

influence and infrastructure needed to require cancer centers to measure, track, and report 

outcomes to ensure, among other quality-measures, progress towards equity. Failing to 

leverage the influence of cancer center endorsements to advance equity would be a missed 

opportunity.

Araujo and colleagues’ (2020) systematic review of the impact of hospital accreditation on 

healthcare quality found that accreditation may have a positive impact on efficiency, safety, 

effectiveness, timeliness, and patient-centeredness [16]. Yet, to our knowledge, no studies 

have investigated the inclusion of equity in cancer endorsement requirements. The objective 

of this study was to identify the extent to and ways in which health equity is incorporated 

into the standards, guidelines, and recommendations for cancer center accreditation and 

designations.

Methods

We performed a qualitative, directed content analysis of cancer-relevant hospital 

accreditations and designations [17, 18]. We selected four accreditations/designations 

that span medical oncology, radiation oncology, surgical oncology, and cancer research: 

American Society of Clinical Oncology (ASCO) Quality Oncology Practice Initiative 

(QOPI), American Society of Radiation Oncology (ASTRO) Accreditation Program for 

Excellence (APEx) standard, American College of Surgeons Commission on Cancer (CoC) 

accreditation, and National Cancer Institute (NCI) Cancer Center designation [19–22]. 

While more accrediting/designating bodies exist, we chose these four as they are broadly 

nationally-representative, and address both the clinical and research missions of cancer 

programs.

Our data, which we accessed and analyzed between February-June 2022, comprised the 

standards that each designation/accreditation requires its members to achieve and maintain. 

Analysis for each accreditation/designation’s content related to health equity was conducted 

by at least two team members. The research team deductively developed an initial codebook 

of explicit health equity content, which was based upon the Alcaraz framework for 

understanding and addressing social determinants to advance cancer and health equity [23]. 

This codebook included the following terms: equity, disparities, race, barriers, population, 
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vulnerable, rural, disability, sexual orientation, minority, poverty. Using the initial codebook, 

the smaller teams coded each organization’s standards.

While reviewing each set of standards for the predesignated codes, we also allowed 

additional terms and concepts related to health equity (e.g., socioeconomic status) to emerge 

inductively. Furthermore, we identified and coded excerpts of the endorsements that could 

implicitly be related to health equity. As the Agency for Healthcare Research and Quality 

(AHRQ) considers equity to be a domain of healthcare quality, we then categorized each 

equity term or concept under three axes from the Donnabedian model–a seminal healthcare 

quality model: structures, processes, and outcomes [24, 25]. Finally, through document 

review and group discussion, we identified opportunities for enhancing equity requirements 

in the endorsement process. At each step, we convened as a full team to report back, revise 

the codebook, and resolve discrepancies.

Results

American Society of Clinical Oncology Quality Oncology Practice Initiative

ASCO QOPI (2020) certification is for practices serving hematology-oncology patients on 

an outpatient basis, and more than 300 programs have been certified globally. The QOPI 

standards manual is a 54-page document that outlines four “domains of responsibility” 

creating a safe environment-staffing and general policy; treatment planning, patient 

consent and education; ordering, preparing, dispensing, and administering chemotherapy; 

monitoring after chemotherapy is given, including adherence, toxicity and complications. 

Each domain comprises standards and sub-standards, which contain text on the requirements 

and identified outcomes [19]. ASCO standards were developed initially in 2007 by the 

ASCO QOPI Measures Workgroup comprising academic and community oncologists and 

have been refined iteratively based upon clinical guidelines from ASCO, the National 

Comprehensive Cancer Network, and other organizations [26].

ASCO QOPI guidelines focused on the provision of high-quality treatment. Among our 

pre-selected search terms, we found that ASCO QOPI guidelines only mentioned rural 

populations, and only in section (1.6) which references adapting structural triage/referral 

requirements in areas with limited available providers. While not explicit in reference to 

rural populations, ASCO’s section (1.5) does require processes to document managing 

patient ability to overcome financial or transportation barriers to treatment. This section also 

notes that applicants can include materials or resources aimed at addressing financial or 

transportation barriers in their plan.

While few specific terms or populations were identified within the ASCO endorsement, 

the requirements aiming to address financial, health literacy, and psychosocial barriers 

to treatment adherence implicitly relate to equity. The key process requirements were 

to conduct and document assessments of barriers to care, whereas sections relating to 

addressing barriers (e.g., connecting patients to external resources) were merely suggestions.

In addition to financial barriers, the ASCO guidelines require process measures to identify 

and document a plan for addressing intellectual and mental health or psychosocial 
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barriers to care. These psychosocial barriers could, as described in the guidelines, include 

functional and/or performance status as defined by an individual’s ability to perform 

daily activities, mental illness, and cognitive or intellectual capabilities. When conducting 

an initial psychosocial screening assessment, section (2.7) indicates that applicants may 

implement structural quality measures by including screening for various forms of mental 

and emotional wellbeing.

ASCO also suggests considering process measures to assess how cultural status or patient 

health may impact a patient’s ability to adhere to treatment. Section (1.2.6) discusses 

incorporating the comprehension of the patient and/or patient’s family when detailing 

the treatment and disease plan. ASCO also describes providing education materials at 

appropriate reading levels, and further suggests documenting patient feedback to reflect 

understanding and patient engagement.

American Society of Radiation Oncology Accreditation Program for Excellence

ASTRO APEx was designed from a report aiming to develop standards to improve quality 

and safety in radiation oncology [20]. The 2020 ASTRO APEx accreditation is a 12-page 

document with 16 standards, among which 11 standards include “Level 1 standards” 

[27]. ASTRO standards were developed based upon a consensus report entitled Safety 

is No Accident: A Framework for Quality Radiation Oncology Care which incorporated 

recommendations from the ASTRO Multidisciplinary Quality Assurance Committee [28]. 

With an emphasis on patient safety, the accreditation spans domains related to patient 

education and treatment, staffing, facilities, emergency preparedness, and processes for 

quality improvement [28].

Our review did not identify any specific equity-related terms or populations within the 

ASTRO accreditation guidelines. And, while ASTRO requires performance measurement 

and outcomes reporting related to the patient experience, there was no explicit requirement 

in this section (16) related to specific populations or related to advancing equity. ASTRO 

did, albeit at times implicitly, include three domains related to equity: language accessibility, 

patient education and self-management, and financial toxicity.

In section (14.2) on patient consent, ASTRO explicitly requires that the applicant have a 

process for communicating with patients who do not speak English fluently when educating 

and discussing informed consent. This same section also includes processes for educating 

the patient on their role to consent and safely managing their therapy/treatment. Regarding 

financial toxicity, section (15.3) requires that the applicant offer information about the cost 

of treatment and include processes for assessing the potential for financial toxicity related to 

such costs.

American College of Surgeons Commission on Cancer

The CoC endorsement program sets standards to improve quality of life across the cancer 

care continuum through institutional infrastructure, data capture, and accountability. The 

2020 Optimal Resources for Cancer Care document is 110 pages, categorized into 9 chapters 

of standards and sub-standards [21]. Accreditation requirements include domains related to 

facilities and equipment, personnel and services, patient care, data surveillance, education, 
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research, and quality improvement. CoC accreditations were developed by a group of 

100 members representing more than 50 national, professional organizations. Volunteer 

contributors work as part of the CoC Standards Revision Project workgroups to assist in 

development and revision of standards [21].

CoC accreditation guidelines were process-related and tended to focus on addressing 

financial and psychosocial concerns of survivors and hospital-identified barriers to care. 

With the goal of removing barriers to cancer care, the CoC accreditation includes multiple 

requirements which could be interpreted as considerations for health equity.

First, CoC requires that palliative care be provided on-site or by a referral, but also that 

the applicant describe a plan to identify and address financial or psychosocial barriers to 

palliative care. Similarly, CoC requires that centers to develop at least three survivorship 

programs, and mention that these programs could involve psychosocial, psychiatric, or 

financial services support. The CoC also requires availability of psychosocial support 

services, either as a structural measure by providing in-person services or as a process 

measure by facilitating a referral. Applicants are also required to screen for psychosocial 

distress, a process measure which must then be monitored for outcomes throughout the 

course of treatment.

Second, CoC requires that applicants establish a cancer committee to identify at least one 

barrier to care and develop/implement a plan to address the identified barrier. Most of 

the CoC accreditation did not include any explicit equity-related terms or marginalized 

populations. However, in this section (8.9) the CoC accreditation includes an example of 

a potential barrier and explicitly mentions specific barriers for rural patients (ex: provider 

shortages, uninsurance, underinsurance). While not required, this section also describes that 

conducting a Community-Needs Assessment could be a successful process measure to both 

identify and address barriers to care most commonly identified in the community.

National Cancer Institute Cancer Center designation

NCI-designation guidelines, which focus on building cancer research capacity, are 

drawn from the most recent P30 Cancer Center Support Grant program announcement 

(PAR-21–321) [22]. In addition to common grant application sections related to budget, 

research plans, and human subjects, guidelines focused on the grant program purpose, 

essential characteristics of the program, research areas, research plans, and consortia. The 

essential characteristics include physical space, organizational capabilities, transdisciplinary 

collaboration and coordination, cancer focus, institutional commitment, and center director. 

The NCI Cancer Centers Program was created as part of the National Cancer Act of 

1972. Currently, there are 71 NCI-designated centers with the majority of these being 

comprehensive cancer centers. These centers are required to re-apply for designation status 

every 5 years based upon the standards set forth in the P30 Cancer Center Support Grant.

NCI designation guidelines considered equity with regards to implementing process 

measures to advance cancer disparities research and training efforts, identifying factors 

associated with cancer burden in the catchment area, diversifying affiliated investigators, 

and broadening inclusion of diverse groups in community engagement activities and 
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clinical trials. In the training plan section, the NCI designation explicitly mentions “health 

disparities” as a possible component for the applicant’s research training and education plan.

Within the research plan section, the NCI explicitly defines cancer/health disparities. 

Although not explicitly required to identify or describe health disparities, the NCI does 

require cancer centers to implement process measures to identify “factors that characterize 

and influence the cancer burden in the (applicant’s) catchment area”. Among these factors 

is the explicit option of describing disparities in cancer risk factors. Additionally, the 

NCI designation application explicitly mentions other populations and equity-related terms 

from our codebook. We found explicit mention that NCI applicants describe (within their 

catchment area) demographic factors (race, ethnicity, sex, gender, age), under-represented 

populations, socioeconomic status, rurality, sexual and gender minority populations.

Since January 2022, the NCI has specifically required applicants to submit a Plan to 

Enhance Diversity, explicitly stating a commitment to “ensuring all Americans share equally 

in the medical advances that result from cancer research…and that disparities in the burden 

of cancer are reduced or eliminated” [22]. Once again, we identified specific terms and 

populations explicitly mentioned by the NCI: women, minorities, underrepresented groups. 

Moreover, within this plan, the NCI requires applicants to describe how they will implement 

structural measures to establish a pipeline to recruit new cancer researchers from historically 

Black colleges/universities or other minority-serving institutions and implement programs 

(processes) to achieve outcome measures promoting the careers of women, minorities, and 

underrepresented groups. These plans require monitoring and evaluation processes to ensure 

institutions are on track with their commitment to increasing diversity in cancer research and 

leadership.

Finally, the NCI explicitly states a goal of enhancing the diversity of clinical trial 

participants and making special considerations for including women and minorities in 

clinical research. Processes must also be made for including underrepresented populations, 

such as rural residents, older adults, and persons with low socioeconomic status, as 

appropriate within the applicant’s catchment area. In addition to explicitly identifying these 

populations, the NCI designation includes a structural requirement to conduct community 

engagement as a means for improving the diversity of clinical trial participation and cancer 

research efforts more broadly.

Discussion

Our review was among the first to systematically assess the extent to which cancer 

endorsements required measuring and addressing health equity [29]. We selected four 

organizations whose requirements span the cancer care continuum and have national 

representation. Yet, we found little evidence across the four endorsements of explicit 

requirements promoting health equity. Neither did we consistently find evidence that the 

four endorsements required cancer centers to measure, report, and address health inequities. 

The exception was the NCI designation, which contained multiple components not only 

mentioning health disparities, but also requiring Centers to create plans and promote 

initiatives to reduce health disparities (e.g., workforce diversity plans). In contrast, while 
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health equity concepts were implicit within the other three endorsements, there were no 

explicit requirements to address inequities. We do not doubt that these organizations share 

a commitment to advancing health equity. However, we argue that leveraging the influence 

of cancer quality endorsements could serve as an integral tool to achieve equity across the 

cancer continuum, but only if explicitly required. Anything less is a missed opportunity.

Health equity was implicitly included in most endorsement requirements through patient-

level assessments of financial distress, health literacy, and psychosocial barriers to care 

[30, 31]. No plans, however, required cancer centers to identify and monitor within-system 

disparities in uptake or quality of care between population subgroups. Without this 

broader view, cancer centers risk overlooking systemic issues and social determinants of 

health since their focus solely rests on individual patients. This is particularly evident 

in underrepresented groups (e.g., non-citizens, LGBTQ populations), who may be more 

likely to fall through the cracks in fragmented health systems where the provider “hands 

off” the patient to a plethora of other departments (e.g., patient records, billing, social 

services, etc.) without ensuring they received the expected follow-up. An unfortunate 

outcome of neglecting upstream and systemic determinants of health is the widening of 

existing inequities and resultant disparities over time. Thus, it is critical that cancer center 

endorsements consider the wider context of an individual’s life in the development, and 

treatment, of their cancer.

The incorporation of equity in cancer-relevant designation were largely process measures 

with limited focus on structures and outcomes beyond NCI’s focus on community 

engagement and diversity of investigators. Process measures, like incorporating assessment 

and documentation of financial needs of patients or barriers to medication adherence, are 

necessary, but insufficient to address health equity. To advance cancer/health equity, it is 

imperative to have structures in place to facilitate processes and outcome measures to 

assess progress toward health equity. For example, to ensure financial needs of patients 

are adequately addressed, the incorporation of financial navigators and financial navigation 

training of staff may be an effective way to ensure the equitable implementation of those 

important processes [32]. It is also important to ensure that patients who may be in need of 

such support can access care at NCI-designated or CoC-accredited centers. A recent “secret 

shopper” study showed that some CoC-accredited centers noted that they did not accept new 

patients on Medicaid [33]. Regardless of how or if patients are insured it is important to 

ensure they can access necessary care and that their non-insurance needs are also supported.

Research shows that persons from underrepresented groups, including Black, Indigenous, 

and people of color (BIPOC), and those living in rural areas, may be less likely to adhere 

to care plans presented during the course of cancer treatment due to a range of structural 

barriers to care [334–36]. Therefore, it is no surprise that this consideration was reflected 

in at least one of the endorsing body requirements (i.e., ASCO). However, it is important 

that health systems put in place mechanisms to ensure that providers do not alter their 

treatment planning based upon inappropriate assumptions about patients’ ability to adhere 

to treatment, thereby increasing inequities in cancer care. Moreover, health systems should 

leverage their EHR or billing data to find suboptimal patterns of care (e.g., differences 

between racial/ethnic groups in receipt of guideline-concordant treatment) and use quality 

Semprini et al. Page 8

Cancer Causes Control. Author manuscript; available in PMC 2024 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



improvement initiatives, patient navigation, and patient-reported outcome measurement to 

address identified gaps.

To advance health equity, we recommend that endorsing organizations require structures 

and processes to systematically and explicitly establish a multi-level focus on equity. No 

plans specifically identified racism, ableism, or discrimination related to gender identity or 

sexual orientation as a barrier to screening or preventive care, treatment adherence, quality 

of life, or survivorship outcomes. Addressing racism and other forms of discrimination 

requires a broad system-level cultural shift, including acknowledgment and commitment 

to change by leadership. Endorsing bodies have the opportunity to help catalyze such a 

shift in tangible ways including, e.g., requirements to 1) leverage EHR and/or claims data 

to document existing inequities in uptake or quality of care, and 2) build partnerships 

with patient leaders and community members [37, 38]. By requiring partnerships with, 

and investments in, community and community-engaged activities, in particular, these 

endorsements could directly confront barriers to addressing racism in and out of the cancer 

centers. The NCI designation can serve as a model for other endorsing bodies, which could 

be adapted to further promote and require community-engaged and community-led research 

and initiatives. To help ensuresuch efforts to address discrimination are meaningful and not 

additionally burdensome, we recommend that endorsing bodies establish internal structures 

to engage community members throughout the endorsing process. Rather than suggesting, 

endorsing bodies should explicitly require that cancer centers create similar structures to 

engage diverse stakeholders in their catchment area.

We are, however, encouraged by the recent launch of the National Committee for Quality 

Assurance (NCQA) health-equity accreditation for health care settings. The NCQA effort 

will include Health Equity Accreditation and Health Equity Accreditation Plus, giving health 

systems an actionable framework to improve and prioritize health equity for those they 

serve. The NCQA effort is fundamentally based on the premise that high-quality care is 

equitable care. This effort will help to ensure everyone receives the best possible care 

regardless of their race, gender, sexual orientation, socioeconomic or cultural characteristics. 

This new standard will employ intentionality to assess unwarranted differences and identify 

historical bias in the health care delivery system [39]. In addition, this new standard will 

ensure the voices of those who identify with groups that have been previously and are 

currently marginalized and minoritized are included to eliminate differences in care. Lastly, 

actions to promote equitable care will be a priority. The NCQA has put forth an urgently 

needed effort to achieve high-quality, equitable health care.

We also recommend that endorsing organizations require cancer centers to establish 

processes for measuring and tracking health equity outcomes. The Centers for Medicare and 

Medicaid Services (CMS), for example, has released a framework for health equity which 

includes standardization of data collection processes that ensures data on race/ethnicity, 

sexual orientation, gender identity, etc. are captured [40]. CMS has also added health 

equity requirements for prospective payment system hospitals beginning in 2023 that 

include tracking health-related social needs, quality improvement efforts related to health 

equity, and other strategic requirements [41]. Additionally, the Joint Commission recently 

released new requirements that include six performance measures around disparities that 
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will be implemented in January 2023 [42]. These requirements are specific to different 

hospital types (e.g., critical access hospitals) that include establishing leadership to address 

disparities, assessment of patient social needs, stratifying data by sociodemographic data, 

action plans, and communication with partners on progress to reduce disparities. Application 

of this principle on a system or hospital level specific to cancer may facilitate the collection 

and evaluation of data to ensure that patients, regardless of who they are, receive optimal 

care and achieve equitable health outcomes.

Limitations

This study is not without limitations. Although the four selected endorsing organizations 

span a range of research and oncology areas, this should not be considered an exhaustive 

or comprehensive review of cancer-relevant or broader, non-disease specific accreditations, 

designations, or standards. We must also acknowledge that, despite finding little evidence 

of health equity within the endorsement standards/guidelines, our conclusions should not be 

extended to represent the organizations’ commitment to equity. Further, just because equity-

related initiatives are not required does not mean that they are not being implemented across 

health systems. However, we note that institutions are incentivized to seek accreditations 

and designations, and that, as such, the endorsing bodies have a concrete opportunity to 

address inequity. The inclusion of explicit guidelines and standards around the identification 

and measurement of health inequities and encouragement of strategies to address them (e.g., 

quality improvement initiatives) in endorsement requirements would be a more effective 

way to ensure broadscale implementation across cancer centers and minimize any gaps in 

evidence-based initiatives promoting equity and evince a bold commitment to equity.

Conclusion

In our review of these four endorsing bodies, we identified numerous missed opportunities 

for intentional and explicit requirements for advancing health equity in cancer care. The 

extent to which health equity was considered in these endorsements focused mostly on 

research diversification and addressing psychosocial and financial barriers to care. We 

identified opportunities to build upon these guidelines by requiring accredited centers to 

track equity in quality of care and outcome measurement, and ensuring inclusivity of 

clinical trial participants, diversity of investigators, and engagement of diverse communities. 

Leveraging the influence of cancer quality endorsements could serve as an integral tool to 

achieve equity across the cancer continuum. Given the current state of cancer inequities in 

the U.S., we believe endorsing bodies can lead change by thoughtful integration of health 

equity requirements.
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