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ABSTRACT 

As cancer treatments become more complex and costly, traditional reim-

bursement models that reward volume rather than value create significant 

challenges for patients, providers, and health systems. In response, alter-

native payment models have emerged to better align financial incentives 

with quality care, affordability, and outcomes. However, their adoption in 

oncology remains uneven, especially for innovative therapies such as gene-

based treatments and immunotherapies. This systematic review examines 

two questions: (1) What is the current status of oncology-focused alterna-

tive payment models in the United States? and (2) How do these models 

influence patient access to novel treatments? A structured literature review 

was conducted using three major databases and guided by a five-dimen-

sional access framework that includes availability, accessibility, accommo-

dation, affordability, and acceptability. Forty eligible studies were the-

matically analyzed. The results identified four dominant themes: clinical 

pathways, value-based care, quality measurement, and barriers to imple-

mentation. While models such as the Oncology Care Model and the En-

hancing Oncology Model show promise in improving coordination and low-

ering costs, they often fall short in addressing access gaps, particularly in 

underserved communities. This review offers a new stakeholder-informed 

process model and highlights the need for proactive planning, standard-

ized metrics, and cross-sector collaboration to ensure that future models 

are equitable, scalable, and capable of supporting continued innovation 

in oncology care. 
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Introduction 
The fee-for-service (FFS) payment model has long domi-
nated the United States (U.S.) healthcare system, incen-
tivizing volume over value and increasing healthcare 
costs.1 In the FFS model, providers are reimbursed for 
each service or procedure performed, regardless of the 
quality or outcome of care.2 While this approach ensures 
payment for rendered services, it often leads to frag-
mented care delivery and provides little emphasis on pa-
tient outcomes.1  

 
This misalignment becomes particularly pronounced in on-
cology, where treatment regimens often involve innova-
tive and expensive therapies. Traditional payment struc-
tures fail to address the complexity of managing cancer 
patients, leading to significant financial strain on 
healthcare systems andpatients.3 The growth of innova-
tive oncology treatments (e.g., immune, gene, and CAR-T 
therapies) represents a significant advancement in cancer 
care. However, high cost poses a challenge, with price 
tags often exceeding hundreds of thousands per patient.4 
For novel oncology therapies, the challenges posed by 
FFS may be exacerbated by higher price tags, leaving 
patients to navigate significant financial burdens and ac-
cess barriers.  

 
Alternative payment models (APMs) are emerging as a 
potential solution.3 Alternative payment models aim to 
align financial incentives with delivering high-quality, 
cost-effective care by linking reimbursement to quality 
and outcomes rather than service volume.5 Specific mod-
els, such as the Oncology Care Model (OCM) and its suc-
cessor, the Enhancing Oncology Model (EOM), as well as 
Bundled Payments for Care Improvement (BPCI), repre-
sent tailored efforts to improve the value of oncology 
care.5 While APMs have grown in oncology since the pas-
sage of the Affordable Care Act (ACA), there is limited 
research and evidence to evaluate their efficacy once im-
plemented.6 

 
These gaps raise critical questions about the adaptability 
of APMs to novel oncology innovations and their ability 
to address key barriers to patient access, including af-
fordability, insurance coverage, and continuity of care. 
Current literature on APMs primarily focuses on their gen-
eral implementation in healthcare.3,7-9 However, there is 
a lack of comprehensive analysis of their impact on on-
cology, particularly concerning novel therapies. 

 
This paper addresses the following research questions: 1) 
What is the current status of APMs in the U.S. healthcare 
system? and 2) How do these models improve patient ac-
cess? Through a comprehensive, systematic literature re-
view and thematic analysis, this work provides insights 
into the administrative, clinical, and economic impacts of 
APMs, focusing on their potential to support equitable ac-
cess to novel oncology therapies. This paper begins with 
a literature review to contextualize the gap and ques-
tions. It segues to relevant methodology. Next, the results 
provide both descriptive and thematic analyses. The pa-
per concludes with a comprehensive discussion, highlight-
ing contributions, their alignment with existing literature, 

study limitations, and a proposed agenda for future re-
search. 
 

Literature Review  
IMPLEMENTATION OF APMS  
The literature widely discusses implementation of APMs, 
with most studies focusing on the potential to reduce costs 
while improving patient care.7, 11, 12 Many healthcare set-
tings are implementing models like the BPCI, showing 
promising results in improving efficiency and patient sat-
isfaction.13 While the evidence for the broader effective-
ness of APMs is strong, limited literature focuses specifi-
cally on novel therapies within oncology. 
 

The application of APMs in oncology treatment is a sub-
ject of growing interest, with the OCM and EOM identi-
fied as the most prominent in oncology care. These mod-
els aim to enhance quality of care by reimbursing pro-
viders based on patient outcomes rather than the volume 
of services delivered. The Enhancing Oncology Model 
(EOM) builds on the foundation of the OCM by offering 
enhanced financial incentives, targeted support for un-
derserved populations, and additional resources for on-
cology practices. The goal is to improve patient outcomes, 
enhance patient experience, and reduce costs for Medi-
care beneficiaries receiving chemotherapy. Studies have 
demonstrated that OCM participants have improved 
care coordination and better-quality outcomes compared 
to FFS models.6 However, integrating APMs in novel on-
cology care is slow despite these improvements. 

 

PATIENT ACCESS  
The central focus of APMs is to enhance patient access to 
care. Implementing APMs has shown promise in improving 
financial accessibility for patients, reducing out-of-pocket 
costs, and ensuring more equitable care distribution.14 
However, many studies have pointed out significant bar-
riers, particularly for newer, high-cost treatments such as 
immunotherapies and gene therapies, which remain un-
derrepresented in APM discussions.4 Additionally, contri-
butions have not fully explored the impact of APMs on 
those with limited access to specialized cancer care. This 
observation may suggest a gap in the literature regard-
ing APMs' ability to address the needs of these under-
served populations.10 

 

MAXIMIZE OUTCOMES, MINIMIZE COSTS  
New, innovative therapies allow patients and healthcare 
providers to choose treatment options, but they also carry 
uncertainty that complicates the reimbursement process.15 
Before health plans decide on reimbursement, providers 
must provide data to address essential complexities and 
nuances of the new, novel therapy. Alternative payment 
models aim to maximize outcomes and minimize costs in 
response to rising healthcare costs.6 In a disease state like 
oncology with high-cost treatments, APMs are appropri-
ately suited to make substantial differences in patient 
care.6 However, application of APMs and the goals of 
incentivizing improved clinical outcomes are not always 
delivered appropriately. The healthcare system's stake-
holders have conflicting goals, including access, cost con-
tainment, and high-quality care.16 These differences can 
lead to challenges in achieving high-value care, as the 
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focus may result in suboptimal care and lower long-term 
value for patients.16  
 
PAUCITY OF LITERATURE  
There is a limited amount of published literature regard-
ing the efficacy of APMs, which slows the uptake of these 
innovative models.6 There continues to be a need for both 
payers and providers to participate in APMs and voice 
the components that matter most in patient care. Incorpo-
rating value-based payment models requires incentives 
for the plan sponsors and providers to participate, in ad-
dition to data availability and performance metrics.17 
Much of the evidence from APM implementation has not 
convinced stakeholders. However, Navathe and col-
leagues13 argue that it is not the model that has failed; it 
is the misalignment of expectations, evaluation standards, 
and outcomes. 
 
A significant gap exists in understanding how healthcare 
stakeholders can optimize APMs for the unique challenges 
of oncology treatments. There is a notable lack of studies 
exploring these models' specific administrative, economic, 
and clinical impacts in oncology. This study aims to fill 
these gaps by analyzing the current status of APMs in 
oncology, assessing their effectiveness in improving pa-
tient access and exploring the barriers to the adoption of 
novel cancer therapies. This study will provide insights to 

inform policy and healthcare practice by identifying key 
barriers to adopting APMs in novel oncology therapies. 
Furthermore, it will contribute to the growing knowledge 
of value-based care, particularly in oncology. 
 

Materials and Methods  
This review utilized systematic and snowball approaches 
to investigate the status of APMs on access to novel on-
cology therapeutics. The systematic approach drew upon 
Tranfield, colleagues, and Moher and collaborators' 
methods.19, 20 The analysis involved content assessment of 
the pulled studies to code key themes and identify APMs’ 
impact on treatment access.  
 
This systematic review engaged three research data-
bases (PubMed, Embase, and Scopus) to capture relevant 
citations. Search strings (Table 1) captured two research 
questions: 1) What is the current status of alternative pay-
ment models in the U.S. healthcare system? and 2) How 
do these models improve patient access? It also consid-
ered the inclusion and exclusion criteria (Table 1). Each 
search string utilized "OR" and "AND" operators for a 
broad capture of citations. The systematic search protocol 
ran each string set (("alternative payment model*" OR 
"alternative payment system*") individually and together 
using the "AND" operator for additional parameters 
("oncology*" OR "cancer*")).

 
Table 1. Search Strings & Inclusion/Exclusion Criteria 

Area (Abbreviation) Use String 

Oncology 

Used as an AND 

(oncolog* OR cancer* OR tumor) 

Alternative Payment Models (APM) 

Used as an AND 

((“alternative payment system*” OR APS OR “alternative 

payment model* OR AMP)) 

Inclusion Exclusion 

1. Language: English 

2. Period: 2017-2024 

3. Document Types: Peer-reviewed articles, sys-

tematic reviews, reviews, conference papers, studies, 

white papers 

4. Research Focus: Oncology, alternative pay-

ment models, inpatient and outpatient, and patient 

access to covered medication(s) within the U.S. payer 

system. 

1. Document Types: Non-peer review materials, includ-

ing non-academic books, newspapers, letters, editorial ma-

terials, commentaries, magazines, book reviews, editorials, 

letters to the editor, proceedings, health service research 

2. Setting: Outside the U.S. 

This effort utilized predefined screening criteria for re-
viewing titles, abstracts, and research articles using the 
Preferred Reporting Items for Systematic and Meta-Anal-
yses (PRISMA) guidelines.21 The snowball search followed 
the guidance of Wohlin, which identified relevant publi-
cations from the systematic review.22 This initial screen led 

to 776 citations (Figure 1). Deduplication reduced this list 
to 554 citations. Study eligibility further narrowed this list 
to 80 sources, and screening each title and abstract re-
sulted in a final analysis of 40 publications.
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Figure 1. Preferred Reporting Items for Systematic and Meta-Analyses (PRISMA) 
 
The literature review utilized the conceptual framework 
of access to care defined by Penchansky and Thomas23, 
which captures access as a multidimensional framework 
composed of five key dimensions: Availability, Accessibil-
ity, Accommodation, Affordability, and Acceptability (Ta-
ble 2). The review aimed to identify and synthesize rele-
vant literature about these dimensions across various 

healthcare settings. Each dimension captures different as-
pects of access, including provider-to-population ratios, 
travel time to healthcare facilities, appointment flexibil-
ity, patient-reported out-of-pocket costs, and patient sat-
isfaction surveys.

 
Table 2. Penchansky and Thomas (1981) – The Five Dimensions of Access 

Dimension Definition 

Availability Physical presence of services or resources 

Accessibility Geographic and logistical ease of obtaining services 

Affordability Financial capability to use healthcare services 

Acceptability Cultural and social acceptance of the services 

Accommodation The fit between services and patients' needs 

Quality assessment of the final analysis articles drew 
upon PRISMA.21 Such considerations included 1) the rele-
vance of study abstracts towards providing key findings 
effectively, 2) the robustness of the study methods, 3) the 
reliability of the references, 4) the structure of results pre-
sented, and 5) the validity of the study conclusions about 
the research questions in focus.  
 
Final analysis used descriptive and thematic analysis 
techniques. Descriptive analysis systematically encom-
passed key study characteristics, such as study type, de-
sign, geographic distribution, and publication year. This 
process also examined methodological aspects, including 
research design, data collection, and analysis techniques. 

Meanwhile, the thematic analysis identified and catego-
rized recurring patterns and themes associated with 
broader themes about the research questions. 
 
The review addressed the first research question and 
identified four themes derived from the literature: 1) Clin-
ical Pathways, 2) Value-Based Care, 3) Quality Meas-
urement and Improvement, and 4) Barriers to Implemen-
tation. This process began by identifying and extracting 
access-related information from each article and summa-
rizing key points relevant to the thematic domains. The 
next effort focused on the second research question. It 
aligned each summary with one or more of the five access 
dimensions defined by Penchansky and Thomas23: A1) 
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Availability, A2) Accessibility, A3) Accommodation, A4) 
Affordability, and A5) Acceptability. The basis for choos-
ing this framework involved the ability to capture patient 
access through multiple factors and not a rigid definition. 
The review used consistent criteria to guide alignment and 
held regular discussions to address interpretive differ-
ences and refine definitions. The review tracked recurring 
themes and marked the point when additional studies no 
longer introduced new concepts. Each summary described 
how the APM addressed specific access dimensions and 
provided contextual insights relevant to implementation. 
These findings informed the final analysis of access-re-
lated patterns across the literature. 
 

Results 
DESCRIPTIVE SUMMARY 
The 40 studies in this systematic literature review offer 
fresh perspectives on the evolving landscape of APMs in 
the U.S. healthcare system, particularly for novel oncol-
ogy therapies. Between 2017-2024, most of these stud-
ies appear in 2018 and 2021 (n = 8 each), highlighting 
a noticeable surge in scholarly interest. Regarding meth-
odology, cohort studies (n = 8) and claims-based anal-
yses (n = 8) emerge as the most common approaches, 
while systematic reviews (n = 5) provide comprehensive 
syntheses that further enrich the discussion. 
 
These studies span a range of practice settings. Most fo-
cus on a mixed oncology setting (n = 29), while nine con-
centrate on outpatient settings, and only two focus on in-
patient care. Although many cite a mixed oncology ap-
proach, they often lack clarity regarding what this 
"mixed" context entails, underscoring a persistent gap in 
the level of detail provided. The researchers identify 
"mixed" oncology settings as those incorporating inpa-
tient and outpatient settings. 
 
The literature also identifies four primary areas of oncol-
ogy treatments. When analyzing treatment types, most 
fall under Cancer Treatment Modalities (n = 15), fol-
lowed by Specialized Cancer Types and Treatments (n = 
10), Oncology Care Services (n = 9), and Supportive and 
Palliative Care (n = 8). Commonly cited therapies include 
cetuximab, trastuzumab, gefitinib, pembrolizumab, and 
ALK inhibitors. Breast, ovarian, lung, and colorectal can-
cers emerge as the most frequently discussed tumor types. 

When examining the studies by journal source, it becomes 
clear that most fall under the "Other" category—encom-
passing JAMA, Health Affairs, Implementation Science, 
and similar outlets—totaling 18 publications. In addition, 
a notable cluster appears in the Journal of Oncology 
Practice (n = 8), while the Journal of Managed Care & 
Specialty Pharmacy accounts for five studies (n = 5). 
 
Of the 40 studies included, 24 list authors with specific 
advanced credentials, primarily PharmDs, PhDs, and 
MD/DO degrees. Authors classified under "master's 
level" or "N/A" indicate no relevant qualifications. 
Among those with documented advanced degrees, most 
are medical doctors (n = 20), followed by a diverse 
"Other" group—including MA, MS, MHS, MBA, JD, and 
similar backgrounds—and finally, those who do not meet 
any credential category (n = 19). 
 
These findings reveal that although APMs in oncology 
continue to garner growing attention, research exploring 
their integration with novel therapies—beyond a cost or 
utilization lens—remains limited. This gap underscores the 
need for more targeted inquiries that evaluate economic 
and administrative feasibility, real-world clinical out-
comes, and the impact of the models on equitable patient 
access. 
 
THEMATIC ANALYSIS  
Key themes emerging from the literature include per-
ceived value of precision oncology therapies, need for 
robust comparative evidence against standard-of-care 
treatments, and the impact of diagnostic testing on clinical 
utility and overall value assessment. To address the first 
research question involving the current status of APMs in 
oncology care, this review conducts a thematic analysis to 
identify common patterns, challenges, and opportunities 
across the literature. This analysis offers insight into how 
APMs are currently designed, implemented, and evalu-
ated within the oncology space in U.S. healthcare. 
 
Table 3 addresses the first research question, specific to 
the current status of APMs. Table 3 highlights four themes 
identified in the literature: Clinical Pathways, Value-
Based Care (VBC), Quality Measurement and Improve-
ment, and Barriers to Implementation. 

 

Table 3. Themes on the Current Status of Alternative Payment Models in U.S. Healthcare 

Theme Citation (First Author, 
Publication Year) 

Supportive Evidence 

Clinical Pathways Abrahams et al. (2017) 
Nejati et al. (2019) 
Wen et al. (2018) 
Panchal et al. (2023)  

Oncology clinical pathways are "multidisciplinary care plans that 
translate evidence into specific guidance on the sequencing of care 
and the timeline of interventions for patients with specific diagnoses 
and characteristics." Adoption of clinical pathways was consistently 
associated with reductions in resource use and costs for various can-
cer types. 

Value-Based Care Abrahams et al. (2017) 
Aviki et al. (2018) 
Brooks et al. (2022) 
Frois et al.  (2019) 

Economic pressures from payers are the foremost leading factor in 
the oncology provider landscape. Few studies have critically as-
sessed the actual or simulated implementation of value-based 
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Theme Citation (First Author, 
Publication Year) 

Supportive Evidence 

Reitblat et al. (2021) 
Panchal et al. (2023) 
Oderda et al. (2024) 

healthcare in urology. However, the available literature suggests 
promising early results. 

Quality Measure-
ment & Improve-
ment 

Pai et al. (2020) 
Seymour et al. (2020) 
Ems et al. (2018) 
Nejati et al. (2019) 

Quality measures are necessary because they can help improve and 
standardize cancer care delivery among healthcare providers and 
across tumor types. Emphasizing decreased use of unnecessary im-
aging, testing, treatment, and surgeries. Use of patient-reported 
outcome measures (PROM). 

Barriers to Imple-
mentation 

Panchal et al. (2023) 
Reitblat et al. (2021) 
Oderda et al. (2024) 

Substantial cost associated with implementing a clinical care path-
way program. Adopting innovations in healthcare services and ther-
apies adds to the site’s financial risk. Structural barriers pose a sig-
nificant challenge to piloting these principles in general, including a 
lack of consensus around the best-operationalized value measure-
ment, limited IT infrastructure to enable integrated care, and the 
complexity of financial risk sharing. 

Key Themes Highlighting the Current Sta-
tus of APMs in the U.S. Healthcare System 
CLINICAL PATHWAYS  
Clinical pathways highlight the current shift to value-
based frameworks that enhance care quality and cost ef-
ficiency. Clinical pathways represent a practical tool pro-
moting VBC by standardizing treatments and improving 
efficiency. Clinical pathways incorporate transparency, 
evidence-based decisions, and regular updates reflect-
ing current scientific evidence and clinical advances for 
proper implementation.24 The current status of APMs con-
tinues to try to address additional cost savings for institu-
tions that warrant the cost of implementation.25 For ex-
ample, the Centers for Medicare & Medicaid Services 
(CMS) actively promotes APMs through initiatives like the 
Quality Payment Program (QPP), which includes tracks 
such as the Merit-based Incentive Payment System (MIPS) 
and Advanced APMs.26 These models incentivize provid-
ers to deliver high-quality, coordinated care, which can 
lead to cost savings.26 Clinical pathways are a step to-
wards that goal due to their associations with reductions 
in resource use and costs for various cancer types.27 One 
study adopting a clinical pathway across 46 cancer set-
tings was associated with a 75% reduction in hospitaliza-
tion costs per patient over three years.27 However, the 
success of these pathways depends on continuous updates 
to reflect the latest advancements.24  
 
While the financial efficacy of clinical pathways may be 
evident, a patient-centric approach must address health 
equity.28 A current challenge is maintaining transparency 
in creating clinical pathways.28 There is minimal transpar-
ency on how the creation of pathways keeps the patient 
as the primary focus.29 Whether that is how payers or 
developers consider the cost to determine treatment on 
the pathway, this issue aligns with the current status of 
APMs in the healthcare system as new models and new 
incentives continue to address the shortfalls of previous 
models.17 

 

 

VALUE-BASED CARE (VBC)  
Value-based care (VBC) in the U.S. represents a strategic 
shift from the traditional FFS model, which rewards pro-
viders based on volume rather than quality of care.30 
Value-based care prioritizes delivering better health out-
comes relative to cost and urges providers to focus on 
safety, efficacy, patient-centeredness, timeliness, effi-
ciency, and equity.31 This approach first gained traction 
in oncology, where rising costs, inconsistent care quality, 
and rapid innovation highlight the need for more account-
able, coordinated care delivery.32, 33 To translate VBC 
into practice, stakeholders must implement APMs, includ-
ing ACOs, bundled payments, Patient-Centered Medical 
Home (PCMH), and OCMs.34, 35 These APMs link reim-
bursement performance to cost-efficiency metrics and aim 
to improve care delivery through tools like clinical path-
ways and care coordination infrastructure.35 

 
Despite growing adoption, the implementation of APMs 
remains uneven across the U.S.25 Providers continue to 
face barriers such as limited IT infrastructure, misaligned 
incentives, administrative burdens, and unclear definitions 
of value.25 Clinical pathways, a key mechanism for oper-
ationalizing VBC, often lack transparency and rarely in-
clude patient input during development, limiting flexibil-
ity and access to newer therapies.29 Many cancer centers 
also struggle to incorporate patient experience and out-
comes into their value frameworks, with 50% reporting 
using real-world data to support such efforts.36 Providers 
frequently rely on internal consensus or National Compre-
hensive Cancer Network (NCCN) guidelines over value 
frameworks, citing limited integration into reimbursement 
systems and a lack of actionable guidance.37  
 
Despite these limitations, evidence from other specialties 
shows that value-based strategies can succeed with 
proper infrastructure support. Reitblat et al.38 demon-
strate that guideline adherence, outcome measurement, 
and integrated team-based care models in urology im-
prove survival, reduce hospitalizations, and lower costs.   
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QUALITY MEASUREMENT & IMPROVEMENT  
Advancing APMs within oncology care involves develop-
ing and applying quality measurement strategies to 
standardize and improve care delivery.31,39 Both Pai et 
al.39 and Seymour et al.31 highlight that robust quality 
metrics must ensure payment models do not inadvertently 
incentivize under-treatment or compromise clinical out-
comes. Instead, these measures must enhance consistency 
and the value providers deliver.31,39 

 
One central focus area is reducing low-value or unneces-
sary services, such as redundant imaging, excessive la-
boratory testing, and inappropriate surgical interven-
tions.31 Pai et al.39 underscore that grounding APMs in 
quality metrics discourages unnecessary practices and re-
inforces evidence-based clinical guidelines. Such 
measures help reduce costs and mitigate potential patient 
harm from overtreatment or overuse of diagnostic proce-
dures.39 

 
Another emerging dimension within quality measurement 
is integrating patient-reported outcome measures 
(PROMs).39 Patient-reported outcome measures capture 
critical dimensions of the patient experience, including 
treatment-related burdens, functional status, and finan-
cial strain, which clinical endpoints often overlook. Pai et 
al.39 advocate for PROMs in evaluating immunotherapy 
outcomes, particularly identifying functional decline asso-
ciated with immune-related adverse events and elevating 
patient-defined priorities like cognitive, emotional, and 
financial well-being. Patient-reported outcome measures 
also call for patient involvement in measure development 
to ensure relevance and impact.39 Similarly, Seymour et 
al.31 argue that VBC insurance design should prioritize 
interventions that improve PROMs, emphasizing the need 
for validated tools to assess the financial burden and 
align patient cost-sharing with treatment value rather 
than price alone. 
 
BARRIERS TO IMPLEMENTATION  
Current literature supports theoretical benefits of APMs 
in oncology while highlighting several practical and struc-
tural barriers to real-world implementation.36,38 These 
challenges reflect the complexity of translating VBC prin-
ciples into the fragmented and high-stakes environment 
of cancer care delivery, highlighting the evolving imple-
mentation of APMs.36,38 

Panchal et al.36 identify a prominent barrier as the sub-
stantial requirement of cost and resource investments to 
operationalize APMs, particularly when implementing 
clinical pathways. These programs require significant up-
front investment to build infrastructure, train staff, and 
align workflows with VBC objectives.36 Effective APMs of-
ten require integrated electronic health records, real-time 
data sharing, and analytic capabilities to track outcomes 
and costs.38 These requirements disproportionately affect 
smaller practices and community oncology centers, as 
they lack the infrastructure to scale and absorb expenses 
without jeopardizing financial sustainability.36 

 
Financial risk is a recurring challenge in adopting innova-
tive therapies and services. In oncology, where treatments 
are expensive and outcomes often uncertain, providers 
face significant concerns regarding reimbursement and 
potential financial losses.38 Reitblat et al.38 suggest that 
this risk aversion exacerbates the existing FFS model, 
which may discourage experimentation with APMs and 
limit participation. Additionally, the complexity of finan-
cial risk-sharing agreements also deters adoption.38  
 
While quality metrics exist, operationalization varies 
widely across payers, programs, and institutions.36,38 Poor 
operationalization creates confusion and undermines the 
need for standardization in the widespread implementa-
tion and execution of APMs.40  
 

APMs and Patient Access  
This systematic literature review analyzes access through 
Penchansky and Thomas' definition, which consists of five 
dimensions: Availability, Accessibility, Accommodation, 
Affordability, and Acceptability (Table 2).23 Penchansky 
and Thomas' work inspired a set of specific dimensions 
that fit between the patient and the health care system.23 
Other definitions of patient access highlight the need to 
include and consider multiple factors.41-43  
 
Table 4 displays examples of APMs' impact on patient 
access in the literature. The following results provide 
strong evidence to support the conclusion that APMs im-
pact patient access to novel oncology treatments in vari-
ous ways. 
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Table 4. Impact of Alternative Payment Models on Patient Access (Organized by Access Dimension) 

A1 –  
Availability 

Study (First Au-
thor, Year) 

Key Insight Net Impact 

Abrahams et 
al., 2017 

Clinical pathways may narrow treatment options by limiting shared deci-
sion-making. 

Mixed 

Baumgardner et 
al., 2018 

APMs such as the Oncology Care Model incentivize coordinated resource 
use. 

Positive 

Nejati et al., 
2019 

Pathways reduce low-value services and resource use but may restrict ac-
cess if not updated regularly. 

Mixed 

Seymour et al., 
2020 

APMs enhance availability via 24/7 access, triage systems, and evidence-
based practice redesign. 

Positive 

Oderda et al., 
2024 

Reimbursement strategies must balance cost, actionability, and clinical rel-
evance. 

Mixed 

 

A2 – 
Accessibility 

Panchal et al., 
2023 

APMs more commonly adopted in outpatient settings; increase access to 
high-value care. 

Positive 

Segel et al., 
2021 

Rural and safety-net hospitals face barriers in meeting APM benchmarks. Negative 

Reitblat et al., 
2021 

Structural barriers, such as weak coordination and IT limitations, hinder ac-
cessibility. 

Negative 

Polson et al., 
2019 

Many patients fail to meet episode criteria, limiting access to bundled-
payment benefits. 

Negative 

 

A3 – Accommo-
dation 

ASCO Policy 
Statement, 
2016 

Clinical pathway development lacks transparency and burdens providers 
administratively. 

Negative 

Kocher & 
Adashi, 2023 

Models like EOM improve care alignment with patient needs but require 
infrastructure investment. 

Mixed 

Kline et al., 
2021 

Practices using APMs more likely to offer extended hours and symptom 
management. 

Positive 

 

A4 –  
Affordability 

Trombley et al., 
2024 

OCM reduced total cost per episode by minimizing hospitalizations and 
unnecessary care. 

Positive 

Chambers et 
al., 2018 

Specialty drug coverage varies widely across health plans. Negative 

Segel et al., 
2021 

Rural hospitals often fail to meet risk benchmarks, increasing costs and re-
ducing sustainability. 

Negative 

Seymour et al., 
2020 

APMs reduce out-of-pocket burden through more efficient care pathways. Positive 

 
A5 – Accepta-

bility 
Zafar, 2015 Financial toxicity reduces treatment adherence and trust in system. Negative 

Reitblat et al., 
2021 

High-cost therapies require cultural readiness and patient trust for effec-
tive shared decision-making. 

Mixed 

Seymour et al., 
2020 

APMs must prioritize culturally competent communication to foster trust and 
satisfaction. 

Mixed 

Legend 
● Positive: Supports access 
● Mixed: Some evidence of improvement, but with limitations 
● Negative: Barriers or reduced access observed 
 
A1 – AVAILABILITY  
The first A stands for "Availability." Penchansky and 
Thomas define "Availability" as "the physical presence of 
services or resources (Table 2).”23 Researchers code 
availability whenever a study presents patients and 
healthcare providers sharing a decision-making experi-
ence with novel oncology treatments. Abrahams et al.29 
identify clinical pathways as narrowing treatment avail-
ability because some pathways undergo development 
without meaningful patient involvement. Another example 
by Baumgardner et al.44 speaks to APMs like the OCM, 

incentivizing efficient resource use and care coordination 
to positively influence a patient's access to care. How-
ever, Nejati et al.27 conclude that adopting clinical path-
ways demonstrates reductions in resource use, reduction 
of low-value services, and lower cancer care costs. This 
inconsistency of conclusions highlights the need for addi-
tional data on APMs to distinguish which models positively 
impact patient access and which do not.27  
 
Seymour et al.31 highlight how APMs enhance access to 
oncology care by redesigning practices. Providers can set 
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up a practice that includes around-the-clock clinical avail-
ability, care coordination, and care focused on evidence-
based guidelines.31 Alternative payment models reduce 
low-value care and high cost while increasing access to 
high-value therapies and care by making providers and 
resources more readily available.31  
 
Much of the available literature on APMs and implemen-
tation does not include the payer perspective (Table 5). 
Payers are essential in determining the availability of 

treatments to patients.45 In Table 4, Oderda et al.40 em-
phasize how vital the financial aspect of reimbursement 
is to establish APMs. The authors underscore prioritizing 
clinical relevance, actionability, and cost savings for 
payer decision-making.40 Runyan et al.46 observe that 
only a few payers use APMs, with slightly more planning 
to adopt them in the next few years. Without the wide-
spread implementation of APMs, the availability of inno-
vative treatments will continue to be in battle with tradi-
tional utilization management tools like step therapy.47 

 
Table 5. Author Backgrounds Identified in the Literature 

Author Background Count Supporting Evidence 

Medical 26 Includes authors identified as medical doctors (MDs) or authors with affiliations 

tied to medical schools, hospitals, and cancer centers (i.e., hematology, oncol-

ogy, gynecologic oncology, and radiation oncology). 

Pharmacy/ Pharmaceutical 18 Includes authors with a background in pharmacy (PharmD, RPh) and/or au-

thors with pharmaceutical company affiliations. 

Government/Policy Analy-

sis 

12 Includes authors with affiliations with the Departments of Health Policy, Cen-

ters for Health Law and Policy Innovation, or the Leonard Davis Institute for 

Health Economics. Some authors also disclosed connections to organizations fo-

cused on healthcare quality and value. Additional affiliations include govern-

ment agencies like the Centers for Medicare & Medicaid Services (CMS) or 

the United States Office of Personnel Management (OPM). 

Academic 24 Includes authors who hold positions at universities and academic research insti-

tutions. Some authors have connections to hospital administration, quality de-

partments, or healthcare systems. 

Payer/ Health Plans 12 It includes authors who disclose relationships to health insurance companies or 

health plans, such as Humana, Magellan Rx Management, Blue Cross Blue 

Shield, or Hawaii Medical Service Association. 

Other 13 Includes authors with economics, statistics, patient advocacy, and industry con-

sulting backgrounds. 

A2 – ACCESSIBILITY  
The second "A" in the five dimensions of access stands for 
Accessibility. Penchansky and Thomas define this as "ge-
ographic and logistical ease of obtaining services" (Table 
2).23 Often, innovative treatments for cancer care involve 
specialists who may be far from a patient's home.48 Dur-
ing the 2023 National Comprehensive Cancer Network 
(NCCN) policy summit, Cancer Across Geography, pan-
elists emphasized that "where you live should not deter-
mine whether you live.”48 Alternative payment models 
help facilitate receiving care by involving closer-to-home 
care in outpatient settings.49 

 
The literature reveals that outpatient cancer centers are 
more likely to adopt APMs than academic centers.36 
Adoption of APMs allows the centers to transition to VBC 
models with minimal institutional barriers easily.36 That 
same study highlights how implementing APMs improves 
accessibility to innovative therapies, care coordination, 
and patient-centered services while identifying financial 
barriers and administrative burdens as key challenges to 
broad and equitable adoption across different settings.36  
 
Of the 40 studies analyzed in this paper, 29 (72.5%) 
focus on patients in a mixed oncology setting (inpatient 
and outpatient). Rural hospitals and clinics often treat the 

most vulnerable patient populations and frequently ex-
perience high volumes of reduced patient outcomes, high 
mortality percentages, and emergency room visits.50 
These factors severely mitigate an institution's ability to 
meet risk-adjusted benchmarks, preventing full participa-
tion in APMs.50 However, APMs are not uniform; where 
one model may not work well for a patient population, 
care setting (e.g., outpatient vs. inpatient), or disease 
state, it may facilitate care in other scenarios.50 

 
Another accessibility component is care coordination.29, 6, 

44, 51 Reitblat et al.38 highlight the structural barriers—
such as care coordination—that limit broad implementa-
tion and equitable access to VBC models. Patients, care-
givers, providers, manufacturers, and payers contribute 
significantly to care coordination.52-55 For example, Pol-
son et al.56 explain how episode-based payment models 
apply to Medicare and commercial health plans, encour-
aging broader payer participation in oncology care. 
Conversely, the same study finds that many cancer pa-
tients fail to meet the criteria for qualifying episodes, 
leading to reduced access to the model.56 A significant 
challenge in developing an APM lies in the details, espe-
cially metrics, for ensuring efficient and cost-effective im-
plementation.56 
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A3 – ACCOMMODATION  
Payers represent one of the most significant unknowns 
when understanding the prioritization of components for 
coverage and reimbursement.40 Moreover, in novel on-
cology treatments, the typical and well-validated ran-
domized controlled trial—the industry gold standard—is 
not readily achievable with smaller patient populations 
and unique disease settings.57, 58 
 
Organizations such as the American Society of Clinical 
Oncology (ASCO) apply a multistakeholder perspective 
when utilizing clinical pathways, a form of APM, to en-
hance quality and value.59 ASCO raises concerns about 
a lack of transparency in pathway development, admin-
istrative burdens on oncology practices, and difficulty un-
derstanding the actual value of pathways on patient out-
comes.59 

 
Variations among payers in oncology care management 
and APM adoption hinder access to evidence-based 
frameworks and cost-effective care.46 Models like the 
OCM have limited uptake since their rollout, leaving pa-
tients reliant on traditional management tools such as step 
edits and formulary blocks.60 Additionally, APMs require 
adequate care teams and scheduling systems, particu-
larly within models like the OCM.24 These models aim to 
reduce unnecessary hospitalizations and emergency de-
partment visits by increasing access to outpatient care 
and proactive symptom management.24 Many studies 
highlight how APMs incentivize practices to offer ex-
tended hours, same-day appointments, and 24/7 access 
to clinicians, improving the flexibility and responsiveness 
of care for patients experiencing urgent side effects or 
complications.36 Care coordination and navigation—of-
ten supported by APM funding—emerge as central com-
ponents, emphasizing roles like nurse navigators and care 
coordinators. One example is the EOM, which builds on 
the previous OCM by focusing more on patient needs and 
preferences.61-63 

 
The literature suggests that APMs in oncology drive 
meaningful innovation in care structure and delivery, with 
promising implications for improving accommodation.64 
However, the extent to which these changes benefit pa-
tients depends on the practice setting. Larger clinical and 
academic programs demonstrate greater sustainability in 
accommodating patient needs, partly due to their supe-
rior resources and infrastructure compared to smaller 
community-based practices.62,63 

 
A4 – AFFORDABILITY   
The development of APMs improves patient care and re-
duces costs through value-based incentives.65 These incen-
tives motivate stakeholders to adopt new care delivery 
approaches without exposing them to unmanageable ad-
ministrative, financial, and clinical risks.9 In contrast, FFS 
models prioritize volume-based financial incentives, which 
lead to the overuse of low-value services and suboptimal 
care.62 Alternative Payment Models increase accounta-
bility for quality and total care cost and promote high-
value therapies.31 This shift reshapes financial reforms 
that reduce patient cost burdens by lowering out-of-
pocket expenses for essential treatments.63 

Alternative Payment Models, such as bundled payments, 
episode-based payments, and the OCM, create down-
ward pressure on overall costs, aiming to eliminate unnec-
essary and duplicative services.38 Theoretically, these 
models incentivize high-quality, cost-effective care by 
shifting from volume-based to value-based reimburse-
ment, which improves patient affordability.49 The Oncol-
ogy Care Model, for example, reports reductions in total 
cost of care per episode, primarily due to fewer hospital 
admissions and better symptom management through tri-
age teams.60, 63 

 
However, some APMs inadvertently contribute to dispar-
ities in access by disadvantaging certain hospitals, par-
ticularly rural facilities and those unaffiliated with aca-
demic medical centers.50, 66 These equity concerns high-
light uneven distribution of affordability.50 Using Medi-
care-linked data from 2007 to 2015 for breast or pros-
tate cancer patients, researchers observe higher-than-ex-
pected mortality rates at for-profit hospitals, hospitals 
unaffiliated with medical schools, and rural hospitals.50 
The results also show that hospitals serving underserved 
or high-risk populations struggle to meet risk-adjusted 
performance benchmarks, limiting their success within the 
OCM and challenging their ongoing participation.50 

 
A5 – ACCEPTABILITY  
The final A in the five dimensions of access stands for "Ac-
ceptability." Acceptability, as conceptualized by Pen-
chansky and Thomas23, refers to the degree of congru-
ence between patients' attitudes and the characteristics 
of healthcare providers, including their values, communi-
cation style, and perceived responsiveness. In oncology, 
acceptability is a crucial yet often underexplored factor 
affecting access to care. As APMs attempt to improve 
care quality while controlling costs, they may inadvert-
ently neglect cultural, linguistic, and psychosocial consid-
erations that influence how patients perceive care.11, 14 
This issue is particularly salient for novel cancer therapies, 
which often require complex treatment regimens and a 
high level of trust between patient and provider. For pa-
tients from underserved or historically marginalized com-
munities, a lack of cultural competence, miscommunication, 
or perceived bias may lead to discomfort, distrust, or dis-
engagement from the treatment process.6,16 Thus, APMs 
that fail to integrate patient-centered strategies—such as 
culturally appropriate communication and shared deci-
sion-making—risk undermining treatment adherence and 
overall care effectiveness. 
 
The Acceptability dimension also reflects how patient en-
gagement, informed consent, and shared decision-mak-
ing contribute to the success of innovative oncology treat-
ments under APMs. Models like the EOM aim to improve 
patient outcomes by emphasizing value and experience; 
however, they lose impact when providers and patients 
fail to align in communication or mutual understanding.67 
High-cost therapies such as CAR-T or gene-based treat-
ments require patients to have technical comprehension 
and emotional and cultural readiness. When APMs prior-
itize performance metrics or administrative efficiency 
without addressing these softer dimensions of care, they 
risk alienating patients or fostering treatment hesitancy. 
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4, 13 Acceptability, therefore, must drive the design of on-
cology-focused APMs through training in cultural compe-
tence, tools for patient education, and mechanisms that 
enable providers to tailor discussions to individual patient 
values. Only by acknowledging and addressing care's 
psychosocial and cultural context can APMs fulfill their 
promise of delivering truly equitable oncology services.15, 

68 
 

Discussion  
The purpose of this paper is to address two specific ques-
tions. The first focuses on the current status of APMs in the 
U.S. healthcare system—a detailed thematic analysis 
identifies and explores multiple areas to characterize the 
current status, addressing this question. Themes include 
Clinical Pathways, Value-Based Care, Quality Measure-
ment and Improvement, and Barriers to Implementation. 
The second research question relates to how APMs im-
prove patient access. Using the lens of the 5As, this anal-
ysis highlights critical elements that enable this work to 
engage with the literature and the nuances relevant to 
Affordability, Availability, Accessibility, Accommodation, 
and Acceptability.23 The most significant dimension within 
the literature revolves around affordability. The second 
most frequent dimension within the analysis involves mul-
tiple As. This observation suggests that the literature iden-
tifies access as a multidimensional phenomenon.  
 
Further discussion of these considerations relevant to the 
two research questions, as well as their importance and 
implications for practice and policy, follows in this discus-
sion section. This dialogue presents an explanatory model 
and research agenda with relevant questions. This section 
then closes by highlighting contributions to knowledge 
and practice, implications, limits of this research, strate-
gies to address potential concerns, and future research 
questions. 
 
ALTERNATIVE PAYMENT MODELS IN U.S. HEALTHCARE  
The current status of APMs in the U.S. healthcare system 
has significantly evolved since inception. Initially, FFS 
models dominated the healthcare landscape, incentiviz-
ing priority volume over value, leading to fragmented 
care and escalating costs. Recently, implementing APMs 
aims to address these insufficiencies, stressing the im-
portance of quality and outcomes. To put VBC into action, 
APM implementation includes models such as Accountable 
Care Organizations (ACOs), bundled payments, Patient-
Centered Medical Homes (PCMHs), and Oncology Care 
Model (OCM). This current research displays that, while 
the adoption of APMs is on the rise, barriers still exist that 
limit consensus uptake by institutions. 
 
This work's findings show that through appropriate imple-
mentation with supporting infrastructure, APMs are suc-
cessful in both patient outcomes and cost. The lack of con-
sensus adoption can primarily be due to switching from 
FFS to APMs, which demands considerable financial and 
resource investment. Establishing APMs requires substan-
tial investment to develop infrastructure, educate person-
nel, and synchronize workflows with value-based goals. 
This point underscores that adopting APM involves finan-

cial risk; stakeholders must address concerns about reim-
bursement and potential economic loss to support the con-
tinued growth of these models.  
 
Value-based care (VBC) principles, specifically in oncol-
ogy, help drive the implementation of APMs. Value-
based care's purpose is to deliver high-quality care that 
is personalized, efficient, and affordable. Our findings 
show that principles of APMs that focus on VBC include 
patient-centered care, evidence-based practices, care 
coordination, and quality and safety. Alternative Pay-
ment Models incentivize stakeholders like manufacturers, 
payers, and providers to collaborate to pave the way 
for patient access to novel oncology therapies. Examples 
in the literature include ACOs, bundled payments, 
PCMHs, and OCMs. These instances of APM implementa-
tion call attention to the importance of creating reim-
bursement models as up-to-date as the novel therapies 
they cover.  
 
Despite promising initiatives, there is a limit to the real-
world uptake of APMs in oncology, with notable con-
straints by systemic misalignments among stakeholders.6 
Provider, patient, and payer resistance often reflects 
more profound inconsistency in incentives, infrastructure, 
and capacity.17 For providers, especially those in commu-
nity settings, high administrative burdens and data infra-
structure demands serve as barriers to participation and 
sustainability.25, 50  
 
Additionally, smaller practices and community centers of-
ten lack the infrastructure to scale and absorb such ex-
penses.36 Patients, meanwhile, may distrust value-based 
models that appear to prioritize cost containment over 
personalized care, revealing a gap between theoretical 
patient-centeredness and actual perceptions.14 Payers 
remain skeptical of APM return on investment, citing a 
lack of standardized metrics, outcome variability, and 
operational complexity. Their hesitation also reflects a 
broader challenge in oncology in defining and measuring 
"value" amid rapid innovation and rising costs.25 While 
APMs offer a blueprint for aligning cost and quality, cur-
rent models often layer into a system that does not have 
the infrastructure to support them.  
 
This hurdle suggests that the future success of APMs in on-
cology depends on refining the model design and rethink-
ing the underlying health system conditions in these mod-
els' functions. Policymakers and stakeholders must ad-
dress technical barriers and relational and infrastructural 
deficits that hinder trust and collaboration across these 
stakeholders. 
 
Alternative Payment Models will continue to evolve as 
value-based care attempts to bridge the needs of pa-
tients and stakeholders. Much like APMs, clinical path-
ways have the potential to be market-driven, evidence-
based, and patient-centered. Combining those factors 
can help create a more stable environment for APMs in 
the U.S. healthcare system, in opposition to the current 
status of iterative testing followed by change.  
 
 
FACTORS OF PATIENT ACCESS AND APMS  
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The paper's second objective focuses on identifying pa-
tient access within APMs. Access is central to health policy 
and healthcare.23 Although access is an important con-
cept, it does not have a widely used standardized defi-
nition. Government agencies and the private sector at-
tempt to define patient access to care using combinations 
of components like coverage, timeliness, and seamless 
data exchange between patients, providers, and pay-
ers.43, 69  
 
Proposals for access-focused value assessment frame-
works are also more common in complex oncology and 
immune-mediated inflammatory diseases.68 These frame-
works use core components to measure patient access and 
care improvements, much like APMs. As medicines become 
more innovative and novel, the usual reimbursement mod-
els that cover heart failure and high cholesterol medicines 
cannot appropriately apply to novel drugs that only treat 
a fraction of the world's population.68  
 
Alternative Payment Models in oncology influence patient 
access through multiple dimensions, as defined by Pen-
chansky and Thomas's 5As framework. Alternative Pay-
ment Models, such as the OCM, affect availability, incen-
tivizing providers to offer more coordinated, guideline-
concordant services and increasing access to evidence-
based treatments.44 Accessibility, defined as the geo-
graphical and logistical ease of obtaining care, may im-
prove through enhanced care coordination.36 Yet, dispar-
ities remain for rural and underserved populations with 
scarce oncology services.50 Accommodation, referring to 

how health services meet patients' needs, often improves 
under APMs due to greater emphasis on patient naviga-
tion and after-hours care. Nonetheless, some providers 
may lack the infrastructure to implement these changes 
fully.50 Reducing unnecessary spending and lowering out-
of-pocket costs through better-managed care pathways 
addresses affordability, although the effects on individ-
ual patient financial burdens remain uneven.27 
 
Lastly, patient satisfaction and alignment with expecta-
tions may improve acceptability by incentivizing provid-
ers to focus on patient-centered outcomes. However, con-
cerns about a reduction in treatment choices can affect 
trust in the system. Overall, APMs promise to improve ac-
cess to oncology care, but their impact is variable across 
the five dimensions and warrants ongoing evaluation to 
ensure equity and effectiveness. 
 
This work's findings highlight affordability as the most 
frequent dimension of the 5As (Figure 3). This finding is 
no surprise due to the worldwide attention the U.S. 
healthcare system draws. Alternative Payment Models 
move payment models away from FFS to increase ac-
countability for quality and total cost of care and em-
phasize population health management in place of spe-
cific services. Specifically, regarding oncology therapies, 
novel treatments routinely replace more immediate lines 
of treatment options. Often, they present as first-line 
treatment options or, in the cases of rare cancers, as the 
only treatment option.70, 80 

 
Figure 3. Frequency of Penchansky and Thomas’ 5As in the Literature Examined 
 
Payers represent one of the biggest unknowns when un-
derstanding the prioritized components for coverage and 
reimbursement.40 Especially in novel oncology treatments, 
where the well-validated randomized control trials, an 
industry gold standard, are not easily achieved with the 
smaller patient populations and unique disease settings. 

The variation among different payers regarding oncol-
ogy care emphasizes the importance of patient-centered 
outcomes and APMs. Organizations like ASCO take a 
multistakeholder perspective when using clinical path-
ways, a form of APM, as tools for enhancing quality and 
value. The concerns that ASCO issues recommendations 
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for include pathway development, administrative bur-
dens on oncology practices, and understanding the actual 
value of the pathways on patient outcomes.59 Since the 
adoption and implementation of APMs are in early de-
velopment compared to traditional reimbursement pro-
cesses, these recommendations are part of an ongoing 
iterative process. 
 
HEALTH POLICY IMPLICATIONS  
Key opinion leaders and influencers in the U.S. healthcare 
ecosystem include payers, employers, policymakers, and 
providers. Patients, caregivers, and patient advocates 
should have the ability to collaborate with these key 
opinion leaders to create clear patient access options. 
 
To that end, health policy must evolve to ensure that APMs 
meaningfully address the multidimensional aspects of ac-
cess, particularly for populations with limited availability 
of specialized services or affordability barriers. Adopt-
ing APMs creates an opportunity for more equitable and 
sustainable access to novel oncology products, but without 
deliberate policy design, these models risk reinforcing 
existing disparities. Policymakers must take a proactive 
role in facilitating multistakeholder collaboration, includ-
ing regulators, manufacturers, payers, and patient advo-
cacy groups, to define what success looks like for access 
within APMs. 
 

Contributions  
This review contributes to both academic knowledge and 
real-world APM implementation. 
 
CONTRIBUTIONS TO THEORY  
This paper proposes a novel stakeholder-driven explan-
atory model (Figure 2) around APM development, pro-
cess, and outputs. This input-moderator-process cycle-out-
put (IMPO) model reflects critical elements emerging from 
the literature. It depicts relevant inputs and influences on 
the process cycle involving APM development and imple-
mentation as a central point, leading to appropriate out-
puts. It starts with collaboration among manufacturers, 

payers, providers, and patients as critical inputs to the 
successful design and implementation of APMs. The model 
begins with these critical stakeholders because barriers 
to patient access must begin with stakeholders who im-
pact care delivery. 
 
Manufacturers, payers, providers, and patients provide 
data that help create clinical pathways, value-based 
care models, and quality measures that drive improve-
ments.71, 72 Manufacturers have clinical trial data, real-
world data, and patient-reported outcomes later in the 
life cycle.71 Payers have claims data that tell the stories 
of hundreds of patients and their care, from office visits 
to treatment administration.8 Providers and care teams 
frequently have hands-on experiences with patients and 
treatment administration. By starting the process with 
manufacturers and considering barriers to implementa-
tion, the development of APMs can limit hiccups from FDA 
approval to patient use. Including patients at the begin-
ning of this model is key because, through their stories 
and experiences, patients identify barriers and help cre-
ate solutions to increase access to novel oncology prod-
ucts. 
 
The moderators in the model (Figure 2) reflect barriers to 
implementing APMs, which this review identified in the lit-
erature in addressing the first research question. These 
included provider-to-population ratios, travel time to 
care, appointment flexibility, out-of-pocket (OOP) costs, 
and patient satisfaction as barriers to APM implementa-
tion. The literature also noted a negative impact on pa-
tient access for providers with limited IT infrastructure, 
administrative burdens, and unclear definitions of value 
patient access to novel oncology care. Payers presented 
several barriers to APM implementation, including limited 
integration into existing reimbursement systems and a 
lack of actionable guidance. Additionally, patients re-
flected a lack of care coordination and frustrations over 
the parity of patient voice in developing APMs. These 
barriers should be considered as moderators when using 
APMs to deliver care.

 

 
Figure 2. Theoretical IMPO Model Highlighting Components of Alternative Payment Model (APM) Development 
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The process cycle describes delivering care through an 
APM (Figure 2). This process cycle considers the inputs 
(relevant stakeholders) and the moderators (barriers to 
implementation) to denote the development of APMs in 
novel oncology care. The outputs - value-based care 
(VBC), the 5As, and Quality Improvement- emerge at the 
end of the model, as previously discussed in this paper. 
These three outputs result from the process cycle using the 
inputs and moderators to develop innovative APMs to 
match the most recent innovative oncology products.  

 
This paper also contributes to the existing knowledge 
available by advancing the theoretical understanding of 
access to novel oncology care by applying the Penchan-
sky and Thomas five-dimension access model—Availabil-
ity, Accessibility, Affordability, Accommodation, and Ac-
ceptability—to evaluate the effectiveness of APMs.23 Us-
ing the framework provides a structured, multi-faceted 
view of patient access that enriches current value-based 
care literature. This work provides a comprehensive sys-
tematic review of 40 peer-reviewed articles, thematically 
organized to highlight the current status of APMs in on-
cology care and impact on patient access to novel oncol-
ogy care. It offers insights into clinical pathways, quality 
measurement and improvement, implementation barriers, 
and value-based care principles as these components re-
late to the current status of APMs in the U.S. healthcare 
system.  

 
CONTRIBUTIONS TO PRACTICE  
Regarding contributions to practice, this paper provides 
actionable insights for oncology providers, particularly 
those in community settings. The findings highlight the in-
frastructure and care coordination requirements of suc-
cessful APMs and identify practical limitations such as ad-
ministrative burdens, financial risk, and technology con-
straints. Addressing the barriers to implementation prac-
tices can help evaluate the capabilities and investments 
needed for adoption. Highlighting the diversity of set-
tings (inpatient/outpatient) in APMs plays a role in facil-
itating increased awareness and evaluation toward im-
plementation. For healthcare administrators and policy-
makers, the findings of this paper outline best practices 
and shortcomings of current APMs, including a need for 
patient-centered design, the importance of standardized 
metrics and real-world evidence, as well as the risks of 
excluding smaller and rural practices from innovation due 
to infrastructure or financial challenges. The analysis di-
rectly supports health equity efforts by exposing dispar-
ities in access to novel oncology treatments across under-
served populations and geography. The findings identify 
ways APMs may reduce or exacerbate inequities, inform-
ing payers and providers on how to build and implement 
models more equitably. Lastly, the work emphasizes the 
necessity of cross-sector collaboration—including policy-
makers, manufacturers, payers, and providers—to define 
success criteria and enhance trust and alignment in oncol-
ogy APMs. Notable contributions of this research to the 
existing literature lie in the novel IMPO model, assessing 
APMs through the lens of 5As, a thematic analysis focused 
on components that apply to oncology and other thera-
peutic areas.  
 

Limitations  
This review identifies some limitations. Firstly, there is lim-
ited generalizability. Studies are often based on specific 
populations or limited geographic regions, meaning the 
findings may not be generalizable to other areas or dif-
ferent types of health plans.73 Analyses on particular can-
cer types may not apply to others.50 Small sample sizes 
in some studies or specific analyses (e.g., practice-level 
analyses) further limit generalizability.74 Studies based 
on hypothetical simulations rather than real-world imple-
mentation may also lack generalizability.50 

 
Secondly, some studies note challenges regarding imple-
mentation and stakeholder involvement. Information 
asymmetry exists between payers and providers, and 
payers often consider payment models proprietary.75 
Providers may resist sharing actual costs.75 Additional 
challenges include the complexity and burden of imple-
menting APMs.36 A key barrier for providers is the finan-
cial risk of adopting innovations within APMs before for-
mal adoption.36 Providers need more explicit guidance 
on assessing value within these changing payment envi-
ronments.37, 76 The lack of strong links between public and 
private stakeholders is a general barrier to APM financ-
ing and reimbursement.77 

 
Thirdly, more research is needed on how financing strat-
egies influence evidence-based implementation.75,78 Ad-
ditional factors that would benefit from additional re-
search are those associated with the sustainability of sup-
port programs, such as patient navigation, under APMs.64 
Furthermore, evidence is insufficient regarding the impact 
of APMs on patient outcomes, such as survival, recurrence, 
and quality of life, especially in integrating novel thera-
pies, particularly the lack of real-world data linking APM 
participation with clinical outcomes (e.g., survival, recur-
rence). 
 
Lastly, this research involves a systematic literature re-
view, and there are limits to the depth of the sources 
pulled. Additionally, because the review relied on indi-
vidual reviewers, the review is subjective. Most papers 
had one reviewer, and having multiple reviewers would 
end up giving a less subjective view.  
 

Research Agenda  
Providers are increasingly forced to incorporate value-
based considerations in therapy decisions as the land-
scape shifts from volume to value.37 Future research is 
needed to understand how providers define and assess 
the value of novel therapies under different APMs and 
what evidence they need to make value-based deci-
sions.76 Another vital research area in this space is evalu-
ating financial risk by quantifying tradeoffs between 
shared savings opportunities and economic uncertainty 
for providers when including drug costs in bundled or 
capitated payments.78 As APMs expand, it is critical to 
understand which types of hospitals or practices might be 
disproportionately advantaged or disadvantaged, af-
fecting the delivery and availability of novel therapies 
that may be concentrated in specific settings and cen-
ters.50 Similarly, when it comes to patient access, research 
is needed to determine the administrative impact of 
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APMs, which includes the sustainability of support pro-
grams, such as patient navigation, which are essential for 
coordinating care, especially for patients receiving com-
plex novel treatments.64, 79 

 

Conclusion  
This systematic review evaluated the role of alternative 
payment models in expanding access to novel oncology 
therapies within the United States. The findings under-
score the growing interest in payment reform and reveal 
four recurring themes shaping the current landscape: clin-
ical pathways, value-based care implementation, quality 
improvement strategies, and persistent barriers to adop-
tion. While these models aim to balance cost control with 
improved outcomes, their real-world application remains 
inconsistent due to infrastructure challenges, administra-
tive burdens, and misaligned incentives across stakehold-
ers. 
 
By applying a five-dimensional (5A) access framework, 
this review demonstrates that alternative payment mod-
els can enhance affordability, availability, and accom-
modation. However, significant disparities persist—par-
ticularly for rural, smaller, or underserved care settings—
where such models are harder to implement. Acceptabil-
ity and accessibility dimensions are often overlooked, es-
pecially regarding cultural responsiveness and care co-
ordination. To achieve equitable access, future models 
must adopt a more inclusive, patient-centered design. 
 
Ultimately, success will require collaborative leadership 
from payers, policymakers, manufacturers, providers, 

and patients. A refined stakeholder-driven process model 
introduced in this review offers a practical roadmap for 
designing payment innovations that support sustainable, 
high-value oncology care in an era of personalized med-
icine. 
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