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Background: The US Department of Veterans Affairs (VA) 
National Oncology Program (NOP) has established a standard 
for veteran-focused cancer care across the Veterans Health 
Administration. This included the creation of uniform clinical 
pathways and promotion of equitable oncology care through 
VA National TeleOncology, Close to Me Care delivery models, 
and National Precision Oncology Programs. However, classical 
hematology—encompassing anemias, bleeding disorders, 
thromboembolism, and other nonmalignant hematologic 
conditions—lacks an equivalent program. 
Observations: We call for a National Hematology Program 
(NHP), a virtual center of excellence for the specialty within VA. 

Like the NOP, we envision the NHP would develop hematology 
clinical pathways, guidance for precision genetic testing in 
hematology, telehematology consultation, and resources for 
hematology education, advocacy, and research. This initiative 
would address disparities in hematology care for veterans and 
direct congruent resource allocation for the hematology and 
oncology programs. 
Conclusions: By applying lessons learned from the NOP, it is 
possible to establish a similar infrastructure for hematologic 
care. Implementation of a successful NHP will require 
coordinated effort and buy-in among stakeholders, as well as 
dedicated resources to ensure long-term sustainability. 
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Many classical (nonmalignant) he-
matologic disorders—including ve-
nous thromboembolism (VTE), sickle 

cell trait, bleeding or clotting disorders, G6PD 
deficiency, and others—have a propensity to 
manifest under physical stress or trauma. Thus, 
despite initial entry into the military as a healthy 
individual, service members may still be at in-
creased risk of hematologic disease complica-
tions.1-3 For example, individuals with sickle cell 
trait can enlist in the US military but must be 
aware of heightened risks such as associated 
exertional rhabdomyolysis and exercise col-
lapse, a preventable condition mitigated through 
hydration protocols, heat-injury prevention mea-
sures, and graduated physical training.4,5

Depending on the degree of symptoms, he-
matologic disorders may go undiagnosed or 
not manifest until later in life. This may be the 
case for inherited conditions such as hemo-
philia, thrombophilia disorders, porphyria, hemo-
chromatosis, or other genetic conditions, as well 
as acquired conditions like immune-mediated 
thrombocytopenia, atypical hemolytic uremic 
syndrome, and aplastic anemia (Table).

Guidance from the US Department of Veter-
ans Affairs (VA) for the diagnosis and manage-
ment of nonmalignant hematologic disorders 
lags behind guidance for malignant oncologic 
disorders (including hematopoietic neoplasms). 
This reflects the absence of hematology-focused 
clinical pathways currently integrated into the VA 
National Oncology Program (NOP). This con-
trasts with published, continuously updated, and 
public-facing VA oncology clinical pathways.6 For 
rare and ultrarare hematologic disorders that cli-
nicians may be less familiar with, structured VA 

guidance at the national level may help foster 
consistent and equitable care for veterans. 

VA NATIONAL HEMATOLOGY PROGRAM
Modeled after the success of NOP, we call for 
the development of a VA National Hematology 
Program (NHP). Core components of NHP would 
include the development of hematology clinical 
pathways to guide clinical decision-making; mo-
lecular testing tables to inform genetic testing for 
specific diagnoses; and a system of excellence 
in hematology, analogous to the NOP Breast and 
Gynecology program.7 The system of excellence 
would include a virtual hub for hematology spe-
cialty clinics, a virtual nonmalignant hematol-
ogy case and teaching conference, and a virtual 
hub for decentralized clinical trials in hematol-
ogy. This would allow for growth and promo-
tion of hematology expertise within VA, reduce 
costly and time-consuming non-VA referrals for 
specialized hematology care, increase clinical 
trial opportunities for veterans with hematologic 
disorders, and provide career development for 
hematology-focused VA clinicians (Figure).

Hematology-focused VA clinical pathways 
would inform clinician decision-making when 
there is a lack of familiarity with a diagnosis, 
when multiple treatment options are available, 
or when an off-label therapeutic is being con-
sidered for treatment. Decision support integra-
tion into the electronic health record could mirror 
that being implemented in oncology. Informa-
tion on toxic exposure risk or designated pre-
sumptive conditions for disability compensation 
based on specific hematologic diagnoses would 
be incorporated into VA clinical pathways based 
on established law or regulation. The NHP 
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would include a registry to track initial and sub-
sequent disease treatments as well as patient 
outcomes in rare and ultrarare hematologic dis-
orders, modeled after successful initiatives like 
the VA Central Cancer Registry, which abstracts 
information on cancer diagnoses and treatments 
from > 100 VA medical centers (VAMCs).8

A robust NHP would support the efforts of 
VA National TeleOncology (NTO) in providing 
hematology telehealth services to remote and 
underresourced facilities, aligning with the Vet-
erans Health Administration priority to improve 
access to care in rural areas.9,10 In many such 
instances, the request for hematology care is 
not to identify “zebras,” but instead to assist 
with the diagnosis and management of com-
mon hematologic conditions.11 This could 
include consultations for leukopenia, polycy-
themia, hemochromatosis, anemia due to iron 
deficiency, or other diagnoses. Intravenous iron 
is among the most common hematology ther-
apeutics delivered at VA community-based 
outpatient clinics through the Close to Me pro-
gram (5035 doses as of April 2026, courtesy 
private communication with J Shields), high-
lighting the demand for basic hematology ser-
vices for veterans who live far from VAMCs.

While outside the scope of this commentary, 
we strongly believe that the launch of a success-
ful NHP would galvanize interest in VA clinical re-
search, with a renewed focus on the study of 
hematologic disorders. By leveraging existing VA 
clinical cancer research networks, VA Coopera-
tive Studies Program infrastructure for multisite 

coordination, and NTO decentralized clinical trial 
frameworks for remote trial access, ample op-
portunity exists and the foundation is in place.12 

We acknowledge the importance of hematol-
ogy stewardship and view this as a potential fu-
ture core component of NHP (eg, stewardship 
over inpatient VTE prevention, laboratory test-
ing, and management of heparin-induced throm-
bocytopenia). Hematology care navigation will 
be required to support patients, address barri-
ers to care, and ensure safe transitions for pa-
tients returning home following bone marrow 
transplantation or other specialized treatments. 
Successful implementation of NHP will require 
time and patience, skilled personnel, and funded 
mechanisms to support both short-term build 
and long-term success of this VA initiative.

CONCLUSIONS
When a veteran with a rare hematologic dis-
order presents to a VAMC, a lack of local he-
matology expertise or limited resources at the 
facility may lead to delayed diagnoses, in-
consistencies in management, or referral to 
community or academic partners—if such spe-
cialists or facilities are available. Potential ben-
efits of a centralized NHP include increased 
access to hematology expertise, shortened 
time to diagnosis and treatment of common 
and uncommon hematologic conditions, im-
proved patient outcomes, cost savings through 
standardization and appropriate testing/ther-
apy, and equitable care for rural and under-
served veterans.
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FIGURE. Proposed VA National Hematology Program
Abbreviation: VA, US Department of Veterans Affairs.
Source: Nicholas Burwick, MD. Reprinted with permission.
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TABLE. Nonmalignant Hematologic Disorders That Can Manifest or be Diagnosed in Adulthood 
Disorder Estimated prevalencea Related gene mutations Therapeutic considerations

Acquired hemophilia A 1-1.5 per 1,000,000 per y None (autoantibody to 
factor VIII)

Bypassing agents (rFVIIa, FEIBA), immunosuppressive 
therapy (steroids, rituximab, cyclophosphamide),  
emicizumab (off-label)

Aplastic anemia (acquired) 2-5 per 1,000,000 per y; 
toxic exposure-related risk  

Somatic mutations (PIGA, 
BCOR, ASXL1)

Immunosuppressive therapy (ATG, cyclosporine), 
TPO-RA (eltrombopag), HSCT

Atypical hemolytic uremic 
syndrome

1-2 per 1,000,000 CFH, CFI, CD46/MCP, 
C3, CFB, others 
autoantibody (anti-CFH)

Complement inhibitors (eculizumab, ravulizumab), 
hemodialysis, kidney transplant considerations;  
immunosuppression (auto-antibody)

Hereditary hemorrhagic  
telangiectasia

1 in 5000-8000 ENG, ACVRL1, SMAD4 Intravenous iron, bevacizumab pomalidomide, 
localized therapies (laser, arteriovenous  
malformation embolization)

Immune thrombocytopenia 3-5 per 100,000 None (immune-mediated) Corticosteroids, IVIG, rituximab, TPO-RA,  
splenectomy, fostamatinib (Syki), rilzabrutinib (BTki)

Immune-mediated  
thrombocytopenic purpura

1-3 per 1,000,000 None (autoantibodies to 
ADAMTS13)

Therapeutic plasma exchange, corticosteroids, 
rituximab, caplacizumab

Porphyria (AIP, PCT, others) 1-2 per 100,000 (AIP)
1 per 10-25,000 (PCT)

AIP (HMBS), 
PCT (UROD)

AIP (glucose, hemin, givosiran); PCT (phlebotomy, 
hydroxychloroquine)

Thrombophilia (protein C 
deficiency, prothrombin gene 
mutation, others)

Protein C: 1:200-1:500 
Prothrombin mutation: 
1:50-1:250

PROC 
Factor II (Prothrombin 
G20210A)

Anticoagulation, catheter directed thrombolysis, 
chronic venous stasis

VEXAS 1-13,000 UBA1 (X-linked, somatic) Corticosteroids, HMA therapy (associated MDS), 
JAKi, HSCT

Abbreviations: AIP, acute intermittent porphyria; HMA, hypomethylating agent; HSCT, hematopoietic stem cell transplant; JAKi, Janus Kinase inhibitors; 
MDS, myelodysplastic syndrome; PCT, porphyria cutanea tarda; VEXAS, vacuoles, E1 enzyme, X-linked, autoinflammatory, and somatic syndrome.  
aBased on demographics of Veterans Health Administration enrollees.
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