
Editorial

Beyond the foundation: building on Medicaid expansion 
to achieve cancer equity
Milit S. Patel , BS1,2, Miranda B. Lam , MD, MBA3, Erin Jay G. Feliciano , MD, MBA4, Edward Christopher Dee , MD2,�

1Department of Molecular Biosciences, The University of Texas at Austin, Austin, TX, USA 
2Department of Radiation Oncology, Memorial Sloan Kettering Cancer Center, New York, NY, USA 
3Department of Radiation Oncology, Dana-Farber Cancer Institute, Brigham and Women’s Hospital, Harvard Medical School, Boston, MA, USA 
4Department of Medicine, NYC Health þ Hospitals/Elmhurst, Icahn School of Medicine at Mount Sinai, Queens, NY, USA

�Corresponding author: Edward Christopher Dee, MD, Department of Radiation Oncology, Memorial Sloan Kettering Cancer Center, 1275 York Ave, New York, 
NY 10065, USA (deee1@mskcc.org).

Introduction and context: The collision of 
two crises
The COVID-19 pandemic subjected the American health-care 
system to a true stress test of unprecedented scale, abruptly halt
ing routine cancer screening and prevention. At the height of the 
lockdowns in April 2020, mammograms for breast cancer plum
meted by 85%, colonoscopies for colorectal cancer by 75%, 
prostate-specific antigen (PSA) tests by 74%, and low-dose com
puted tomography for lung cancer by 56%.1,2 These delays have 
already led to a shift toward later-stage diagnoses, which threat
ens to increase cancer morbidity and mortality for years to 
come.1,3

Yet the pandemic did not create cancer disparities—it exposed 
and magnified them. The fragmented landscape of US health pol
icy, with Medicaid expansion varying by state, created a powerful 
natural experiment. Han and colleagues provide compelling evi
dence that a state’s decision to expand Medicaid under the 
Patient Protection and Affordable Care Act (ACA) served as a crit
ical determinant of its cancer care system’s resilience. The 
study’s core finding—that Medicaid expansion acted as a protec
tive buffer, mitigating the decline in early-stage cancer diagnoses 
for vulnerable populations—illuminates a crucial lesson. The dif
ferential impact between expansion and nonexpansion states 
was not an anomaly but the logical outcome of policy choices. 
Prepandemic research had already established that Medicaid 
expansion improves screening rates, facilitates earlier diagnosis, 
and narrows racial disparities in timely treatment.4 States that 
had expanded Medicaid therefore entered the crisis with a more 
robust safety net, making their systems inherently more resilient 
to the shock that followed.

Study strengths and key findings: Evidence 
of a protective policy buffer
Han et al. leveraged the National Cancer Database (NCDB), which 
captures approximately 74% of all newly diagnosed cancer cases 
in the United States from more than 1500 accredited facilities.5

Critically, the study’s use of month-wise data allows for a precise 
temporal analysis, mapping the decline in diagnoses directly 

onto the timeline of pandemic-related lockdowns and service 
suspensions. Importantly, they disaggregated data for Asian 
American, Native Hawaiian, and Pacific Islander (AANHPI) popu
lations, moving beyond the harmful “model minority” myth6,7 to 
uncover disparities that may have remained hidden.

The central finding of the analysis is the clear protective effect 
of Medicaid expansion. Although all states experienced a down
turn in early-stage cancer diagnoses during the pandemic’s ini
tial wave, the decline was significantly less severe in states that 
had expanded Medicaid. This finding aligns with a large body of 
prepandemic evidence demonstrating the policy’s power to pro
mote health equity. Studies have consistently shown that 
Medicaid expansion is associated with increased colorectal can
cer screening rates for low-income populations,8 a significant 
shift toward earlier-stage diagnoses for cancers such as head and 
neck squamous cell carcinoma,4 and significant decreases in the 
longstanding disparity between Black and White patients in 
receiving timely treatment for breast cancer.9 Medicaid expan
sion, the evidence shows, builds a more equitable foundation for 
cancer care—one that proved more resilient under pressure.

The overlooked
One of the study’s most vital contributions is its illumination of 
the pandemic’s impact on often overlooked communities. By dis
aggregating AANHPI data, Han and colleagues uncovered a sub
stantial decrease in early-stage cancer diagnoses among Native 
Hawaiian and Pacific Islander (NHPI) populations, an effect that 
was particularly pronounced in states that had not expanded 
Medicaid. The model minority myth—the perception that Asian 
Americans are “problem-free” or successful minorities—may rein
force harmful hierarchies while obscuring the reality of systemic 
barriers faced by Asian Americans and other diverse commun
ities. This stereotype, born from aggregated data, conceals the 
fact that many people from Native Hawaiian and Pacific Islander 
(NHPI) and some Southeast Asian populations face some of the 
nation’s most severe cancer disparities.7,10-12 By maintaining this 
myth, we discredit the barriers to access experienced by Asian 
Americans along with other Black, Indigenous, and people of 
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Color communities. Disaggregated data show that NHPI women 
have 41% higher overall cancer mortality than non-Hispanic 
White women, with markedly higher death rates for breast, endo
metrial, stomach, and cervical cancers.13 Furthermore, only about 
half of Samoan, Tongan, and Laotian women are diagnosed with 
breast cancer at an early, localized stage, compared with nearly 
three-quarters of Japanese women.14

The pandemic’s impact on these communities is better under
stood in the context of the concurrent rise in anti-Asian discrimi
nation, as harmful rhetoric surrounding the virus had 
measurable health consequences. During the pandemic, Asian 
Americans were disproportionately likely to lose health insur
ance coverage, which was primarily due to employment-related 
job losses,15 and were 3 times more likely to do so than their 
White peers.16 Many were led to alter health-seeking behaviors,17

compounding existing barriers and undoubtedly contributing to 
the decline in cancer screenings observed in the data.16

In parallel, Han and colleagues found that women with cervi
cal cancer in both expansion and nonexpansion states demon
strated large reductions in the proportion of early-stage 
diagnoses. These findings echo earlier work before (2011-2013) 
and after (2014-2015) Medicaid expansion suggesting that 
Medicaid expansion was not associated with any significant 
changes in cancer stage at diagnosis or timely treatment,18 at 
least in the years immediately after expansion. Taken together, 
these results underscore that women with cervical cancer in the 
United States face substantial barriers beyond insurance cover
age, including limited access to screening and diagnostic serv
ices, transportation challenges, cost-related obstacles, and 
disparities related to race, ethnicity, socioeconomic status, and 
rurality.19,20 These multifactorial barriers contribute to delayed 
diagnosis and reduced likelihood of early-stage detection, high
lighting the imperative for people-centric research targeting pop
ulations most likely to experience these disparities.

This confluence of factors underscores why the methodologi
cal choice to disaggregate data is not a mere technicality but an 
act of health justice.7 When commonly overlooked groups are 
statistically erased, they are also erased from policy agendas and 
resource allocation and will eventually be left behind in the push 
for expanded accessibility to care.

COVID-19’s broader impact on cancer care
The disruption to cancer care was a global phenomenon. 
Research from Kim and colleagues, using nationally representa
tive US registry data, quantified a cumulative deficit of more 
than 127 000 expected cancer diagnoses in 2020 and 2021 alone.21

This deficit reflects a worldwide pattern of suspended screening 
programs and delayed care that will have long-term consequen
ces for cancer outcomes globally.1

Even in Medicaid expansion states, screening rates fell. 
Insurance coverage, although foundational, is not sufficient 
when there are other powerful barriers to care—such as fear of 
infection, transportation challenges, lack of culturally appropri
ate outreach, and systemic mistrust. Out-of-pocket costs are just 
one of several obstacles.22 Recognizing this reality is the critical 
bridge from identifying the problem to architecting effective, 
multilevel solutions.

An evidence-based blueprint for action
The clear evidence of Medicaid expansion’s protective effect dur
ing the pandemic demands a decisive policy response. Yet, to 

build a truly resilient system, we must recognize that a policy 
foundation alone is insufficient. Achieving cancer equity requires 
a coordinated, multilevel strategy that moves from broad struc
tural reform to targeted, community-level action, while also lev
eraging an intersectional approach to care.

Structural reform, policy reinforcement, 
community-level interventions
First, the 10 remaining states should expand their Medicaid pro
grams without delay. The evidence supports that failure to do so 
leaves millions exposed in times of crisis. Second, insurance 
alone is not enough. Protections such as the ACA’s requirement 
for no-cost-sharing on preventive services23 must be 
shielded from legal challenges, and federal funding for safety-net 
programs like the CDC’s National Breast and Cervical Cancer 
Early Detection Program (NBCCEDP) must be maintained for 
those who still fall through the cracks.24 Third, community solu
tions are vital, because insurance coverage only opens the door. 
Mobile health vans, as shown by the UK “Man Van” program, can 
bring screening directly to high-risk neighborhoods, boosting 
diagnosis and equity for marginalized groups.25-27 Additionally, 
trusted patient navigators and community health workers break 
down cultural, language, and logistical barriers. These two 
evidence-based models have been proven to raise screening rates 
and are highly cost-effective.28,29

Exemplar 1: Mobile health units—taking 
screening to the people
The “Man Van” program in the United Kingdom offers a powerful 
model for overcoming geographic and awareness barriers. 
Recognizing that prostate cancer disproportionately affects Black 
men25 and those in deprived areas who often present with later- 
stage disease, the program deployed a nurse-led mobile clinic to 
these high-risk communities.26 The results were promising. The 
program successfully recruited its target demographic (36.4% 
non-White, including 16.7% Black men) and achieved a high diag
nostic rate of clinically significant prostate cancer (2.8% of all 
attendees), with no cases of metastatic disease detected.27

Crucially, Black men were nearly 4 times more likely to be diag
nosed than White men (7.1% vs 1.8%), proving the intervention 
reached those most at risk.26 This model is directly translatable 
for addressing numerous cancer screening disparities in the 
United States.

Exemplar 2: Human-centered navigation— 
the power of trusted messengers
For many underserved communities, the greatest barriers are 
not financial but are rooted in language, culture, and a justifiable 
mistrust of the health-care system.28 Patient navigators and 
community health workers (CHWs) are proven to be a uniquely 
effective solution. Patient navigators are health-care professio
nals or trained volunteers who guide patients through the com
plex health-care system, helping them overcome barriers to care 
from initial screening through treatment and follow-up. They 
coordinate appointments, facilitate communication between 
patients and providers, and ensure continuity of care throughout 
the cancer journey. Community health workers are trained lay 
individuals who come from the communities they serve, acting 
as a trusted bridge to the health-care system by providing cultur
ally competent education, one-on-one support, and assistance 

2 | JNCI: Journal of the National Cancer Institute, 2025, Vol. 00, No. 00  

D
ow

nloaded from
 https://academ

ic.oup.com
/jnci/advance-article/doi/10.1093/jnci/djaf274/8305526 by M

 D
 Anderson C

ancer C
enter - R

M
L user on 13 N

ovem
ber 2025



overcoming logistical hurdles such as transportation and transla

tion. Together, these complementary roles create a comprehen

sive support system that addresses both systemic navigation 

challenges and community-specific barriers to care.29

The evidence for their effectiveness is quite profound. The 

Community Preventive Services Task Force (CPSTF) issues strong 

recommendations for CHW-led interventions to increase screen

ing for breast, cervical, and colorectal cancer.29 Meta-analyses 

and systematic reviews confirm that these programs signifi

cantly increase screening uptake—by a median of 10.5 percent

age points for colorectal cancer and 12.8 percentage points for 

cervical cancer—and are highly cost-effective.29

Conclusion: From insight to implementation
The COVID-19 pandemic taught us that the foundation of cancer 

equity is broad, stable insurance, but that is only the start. To 

achieve true equity, we must build on that foundation with policy 

protections and decisive, community-driven action. Inaction is a 

choice with real, measurable consequences. As we recover from 

one public health crisis, we must translate these hard-won les

sons into immediate action to build a cancer care system that is 

truly just and effective for all.

Author contributions
Milit S. Patel (Conceptualization, Formal analysis, Investigation, 

Methodology, Validation, Writing—original draft, Writing— 

review & editing), Miranda B. Lam (Writing—review & editing), 

Erin Jay G. Feliciano (Writing—review & editing), and Edward 

Christopher Dee (Writing—review & editing)

Funding
MSP and ECD are funded in part through the Cancer Center 

Support Grant from the National Cancer Institute (P30 

CA008748). ECD is funded in part through the Prostate Cancer 

Foundation Young Investigator Award.

Conflicts of interest
All authors have no conflicts to declare.

Data availability
No new data were generated or analyzed for this editorial.

References
01. Patt D, Gordan L, Diaz M, et al. Impact of COVID-19 on cancer 

care: how the pandemic is delaying cancer diagnosis and treat

ment for American seniors. J Clin Oncol Clin Cancer Inform. 

2020;4:1059-1071. https://doi.org/10.1200/CCI.20.00134

02. Zhang X, Elsaid MI, DeGraffinreid C, et al.; Impact of COVID-19 

on Behaviors Across the Cancer Control Continuum in Ohio 

Group. Impact of the COVID-19 pandemic on cancer screening 

delays. J Clin Oncol. 2023;41:3194-3202. https://doi.org/10.1200/ 

JCO.22.01704
03. Li T, Nickel B, Ngo P, et al. A systematic review of the impact of the 

COVID-19 pandemic on breast cancer screening and diagnosis. 

Breast. 2023;67:78-88. https://doi.org/10.1016/j.breast.2023.01.001

04. Sineshaw HM, Ellis MA, Yabroff KR, et al. Association of Medicaid 

expansion under the affordable care act with stage at diagnosis 

and time to treatment initiation for patients with head and neck 

squamous cell carcinoma. JAMA Otolaryngol Head Neck Surg. 

2020;146:247-255. https://doi.org/10.1001/jamaoto.2019.4310

05. Han X, Yang NN, Fan Q, et al. Medicaid expansion and cancer 

stage at diagnoses during the COVID-19 pandemic in the United 

States [published online ahead of print October 21, 2025]. J Natl 

Cancer Inst. 2025. https://doi.org/10.1093/jnci/djaf227
06. Dee EC, Chen S, Santos PMG, Wu SZ, Cheng I, Gomez SL. Anti- 

Asian American racism: a wake-up call for population-based can

cer research. Cancer Epidemiol Biomarkers Prev. 2021;30:1455-1458. 

https://doi.org/10.1158/1055-9965.EPI-21-0445

07. Gomez SL, Glaser SL, Horn-Ross PL, et al. Cancer research in Asian 

American, Native Hawaiian, and Pacific Islander populations: 

accelerating cancer knowledge by acknowledging and leveraging 

heterogeneity. Cancer Epidemiol Biomarkers Prev. 2014;23:2202-2205. 

https://doi.org/10.1158/1055-9965.EPI-14-0624

08. Preston MA, Amoli MM, Chukmaitov AS, Krist AH, Dahman B. 

The impact of the affordable care act and Medicaid expansion 

on colorectal cancer screening: evidence from the 5th year of 

Medicaid expansion. Cancer Med. 2024;13:e7054. https://doi.org/ 

10.1002/cam4.7054
09. Tamirisa N, Lei X, Malinowski C, Li M, Bedrosian I, Chavez- 

MacGregor M. Association of Medicaid expansion with reduction 

in racial disparities in the timely delivery of upfront surgical care 

for patients with early-stage breast cancer. Ann Surg. 

2024;280:136-143. https://doi.org/10.1097/SLA.0000000000006177
10. Dee EC, Wang S, Ho FDV, et al. Nasopharynx cancer in the 

United States : racial and ethnic disparities in stage at presenta

tion. Laryngoscope. 2025;135:1113-1119. https://doi.org/10.1002/ 

lary.31907
11. Nguyen L, Nguyen I, Feng E, Feng E, Feliciano EJG, Dee EC. 

Insurance status among Asian Americans with cancer: a disag

gregated analysis. J Gen Intern Med. 2025. Published online July 

28. https://doi.org/10.1007/s11606-025-09718-w
12. Ho FDV, Thaploo A, Wang K, et al. Cervical cancer disparities in 

stage at presentation for disaggregated Asian Americans, Native 

Hawaiians, and Pacific Islanders. Am J Obstet Gynecol. 2025;232:310. 

e1-310.e15. https://doi.org/10.1016/j.ajog.2024.08.027
13. Medina HN, Callahan KE, Morris CR, Thompson CA, Siweya A, 

Pinheiro PS. Cancer mortality disparities among Asian 

American and Native Hawaiian/Pacific Islander populations in 

California. Cancer Epidemiol Biomarkers Prev. 2021;30:1387-1396. 

https://doi.org/10.1158/1055-9965.EPI-20-1528
14. American Cancer Society. Cancer Facts & Figures for Asian 

American, Native Hawaiian & Other Pacific Islander People 

2024-2026. American Cancer Society, Inc.; 2024. https://www. 

cancer.org/content/dam/cancer-org/research/cancer-facts- 

and-statistics/aanhpi-cancer-facts-and-figures/aanhpi-cff.pdf

15. Anyamele OD, McFarland SM, Fiakofi K. The disparities on loss 

of employment income by US households during the COVID-19 

pandemic. J Econ Race Policy. 2022;5:115-133. https://doi.org/10. 

1007/s41996-021-00086-1
16. Chen JA, Zhang E, Liu CH. Potential impact of COVID-19–related 

racial discrimination on the health of Asian Americans. Am J Public 

Health. 2020;110:1624-1627. https://doi.org/10.2105/AJPH.2020.305858
17. Han HR, Min D, Yun JY, Joo JH, Lee HB, Kwon S. The impact of 

anti-Asian racism on routine activities and mental health among 

Korean American older adults and their caregivers. Front Public 

Health. 2023;11:958657. https://doi.org/10.3389/fpubh.2023.958657
18. Lee G, Dee EC, Orav EJ, et al. Association of Medicaid expansion 

and insurance status, cancer stage, treatment and mortality 

JNCI: Journal of the National Cancer Institute, 2025, Vol. 00, No. 00 | 3  
D

ow
nloaded from

 https://academ
ic.oup.com

/jnci/advance-article/doi/10.1093/jnci/djaf274/8305526 by M
 D

 Anderson C
ancer C

enter - R
M

L user on 13 N
ovem

ber 2025

https://doi.org/10.1200/CCI.20.00134
https://doi.org/10.1200/JCO.22.01704
https://doi.org/10.1200/JCO.22.01704
https://doi.org/10.1016/j.breast.2023.01.001
https://doi.org/10.1001/jamaoto.2019.4310
https://doi.org/10.1093/jnci/djaf227
https://doi.org/10.1158/1055-9965.EPI-21-0445
https://doi.org/10.1158/1055-9965.EPI-14-0624
https://doi.org/10.1002/cam4.7054
https://doi.org/10.1002/cam4.7054
https://doi.org/10.1097/SLA.0000000000006177
https://doi.org/10.1002/lary.31907
https://doi.org/10.1002/lary.31907
https://doi.org/10.1007/s11606-025-09718-w
https://doi.org/10.1016/j.ajog.2024.08.027
https://doi.org/10.1158/1055-9965.EPI-20-1528
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/aanhpi-cancer-facts-and-figures/aanhpi-cff.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/aanhpi-cancer-facts-and-figures/aanhpi-cff.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/aanhpi-cancer-facts-and-figures/aanhpi-cff.pdf
https://doi.org/10.1007/s41996-021-00086-1
https://doi.org/10.1007/s41996-021-00086-1
https://doi.org/10.2105/AJPH.2020.305858
https://doi.org/10.3389/fpubh.2023.958657


among patients with cervical cancer. Cancer Reports. 2021;4: 
e1407. https://doi.org/10.1002/cnr2.1407

19. Castellano T, ElHabr AK, Washington C, et al. Health disparities 

in cervical cancer: Estimating geographic variations of disease 
burden and association with key socioeconomic and demo
graphic factors in the US. PLoS One. 2024;19:e0307282. https:// 
doi.org/10.1371/journal.pone.0307282

20. Des Marais AC, Brewer NT, Knight S, Smith JS. Patient perspec
tives on cervical cancer screening interventions among 
underscreened women. PLoS One. 2022;17:e0277791. https://doi. 

org/10.1371/journal.pone.0277791
21. Kim U, Rose J, Carroll BT, et al. Recovery from COVID-19–related 

disruptions in cancer detection. JAMA Netw Open. 2024;7: 

e2439263. https://doi.org/10.1001/jamanetworkopen.2024.39263
22. Sabik LM, Adunlin G. The ACA and cancer screening and diag

nosis. Cancer J. 2017;23:151-162. https://doi.org/10.1097/PPO. 

0000000000000261
23. Star J, Han X, Yabroff KR, Bandi P. Challenges to the affordable 

care act: no-cost coverage of cancer screening. Am J Prev Med. 
2025;68:828-834. https://doi.org/10.1016/j.amepre.2025.01.008

24. Ratnaparkhi R, Ismail A, Krebill H, et al. Utilization and out
comes of serial cervical cancer screening in a National Breast 
and Cervical Cancer Early Detection Program (NBCCEDP) in a 

non-Medicaid expansion state. Cancer Causes Control. 
2025;36:409-420. https://doi.org/10.1007/s10552-024-01948-3

25. Dee EC, Todd R, Ng K, et al. Racial disparities in prostate cancer 

in the UK and the USA: similarities, differences and steps for
wards. Nat Rev Urol. 2025;22:223-234. https://doi.org/10.1038/ 
s41585-024-00948-x

26. Moghul M, Tran A, Croft F, et al. The Man Van: a pilot study of 

using mobile targeted case-finding to address health inequal
ities in prostate cancer. Int J Cancer. 2024;155:2246-2252. https:// 
doi.org/10.1002/ijc.35169

27. Moghul M, Croft F, Mutch F, et al. The Man Van phase 2 results: mobile 
targeted case finding for prostate cancer. J Clin Oncol. 2025;43:317-317. 
https://doi.org/10.1200/JCO.2025.43.5_suppl.317

28. Wells KJ, Luque JS, Miladinovic B, et al. Do community health 
worker interventions improve rates of screening mammogra
phy in the United States? A systematic review. Cancer Epidemiol 

Biomarkers Prev. 2011;20:1580-1598. https://doi.org/10.1158/ 
1055-9965.EPI-11-0276

29. Okasako-Schmucker DL, Peng Y, Cobb J, et al.; Community 
Preventive Services Task Force. Community health workers to 

increase cancer screening: 3 community guide systematic 
reviews. Am J Prev Med. 2023;64:579-594. https://doi.org/10. 
1016/j.amepre.2022.10.016

© The Author(s) 2025. Published by Oxford University Press. All rights reserved. For commercial re-use, please contact reprints@oup.com for reprints 
and translation rights for reprints. All other permissions can be obtained through our RightsLink service via the Permissions link on the article page on 
our site—for further information please contact journals.permissions@oup.com.
JNCI: Journal of the National Cancer Institute, 2025, 00, 1–4
https://doi.org/10.1093/jnci/djaf274
Editorial

4 | JNCI: Journal of the National Cancer Institute, 2025, Vol. 00, No. 00  

D
ow

nloaded from
 https://academ

ic.oup.com
/jnci/advance-article/doi/10.1093/jnci/djaf274/8305526 by M

 D
 Anderson C

ancer C
enter - R

M
L user on 13 N

ovem
ber 2025

https://doi.org/10.1002/cnr2.1407
https://doi.org/10.1371/journal.pone.0307282
https://doi.org/10.1371/journal.pone.0307282
https://doi.org/10.1371/journal.pone.0277791
https://doi.org/10.1371/journal.pone.0277791
https://doi.org/10.1001/jamanetworkopen.2024.39263
https://doi.org/10.1097/PPO.0000000000000261
https://doi.org/10.1097/PPO.0000000000000261
https://doi.org/10.1016/j.amepre.2025.01.008
https://doi.org/10.1007/s10552-024-01948-3
https://doi.org/10.1038/s41585-024-00948-x
https://doi.org/10.1038/s41585-024-00948-x
https://doi.org/10.1002/ijc.35169
https://doi.org/10.1002/ijc.35169
https://doi.org/10.1200/JCO.2025.43.5_suppl.317
https://doi.org/10.1158/1055-9965.EPI-11-0276
https://doi.org/10.1158/1055-9965.EPI-11-0276
https://doi.org/10.1016/j.amepre.2022.10.016
https://doi.org/10.1016/j.amepre.2022.10.016

	Active Content List
	Introduction and context: The collision of two crises
	Study strengths and key findings: Evidence of a protective policy buffer
	The overlooked
	COVID-19&#x02019;s broader impact on cancer care
	An evidence-based blueprint for action
	Structural reform, policy reinforcement, community-level interventions
	Exemplar 1: Mobile health units&#x02014;taking screening to the people
	Exemplar 2: Human-centered navigation&#x02014;the power of trusted messengers
	Conclusion: From insight to implementation
	Author contributions
	Funding
	Conflicts of interest
	Data availability
	References


