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Analysis of Patterns of Compliance with Accreditation

Standards of National Accreditation Program for
Rectal Cancer

Shankar Raman, MBBS, FACS, FASCRS, Steven S Tsoraides, MD, MPH, FACS, FASCRS,
Patricia Sylla, MD, FACS, FASCRS, Ankit Sarin, MBBS, FACS, FASCRS,

Linda Farkas, MD, FACS, FASCRS, Erin DeKoster, JD, MS, Tracy Hull, MD, FACS, FASCRS,
Steven Wexner, MD, PhD, FACS, FRCS (ENG, EDIN), HON FRCS (GLAS, I)

BACKGROUND:

STUDY DESIGN:

RESULTS:

CONCLUSION:

We identified commonly deficient standards across rectal cancer programs that underwent
accreditation review by the National Accreditation Program for Rectal Cancer to evaluate for
patterns of noncompliance.

With the use of the internal database of the American College of Surgeons, programs that
underwent accreditation review from 2018 to 2020 were evaluated. The occurrence and fre-
quency of noncompliance with the standards, using the 2017 standards manual, were evalu-
ated. Programs were further stratified based on the year of review, annual rectal cancer volume,
and Commission on Cancer classification.

A total of 25 programs with annual rectal cancer volume from 14 to more than 200 cases per
year underwent accreditation review. Only 2 programs achieved 100% compliance with all
standards. Compliance with standards ranged from 48% to 100%. The 2 standards with the
lowest level of compliance included standard 2.5 and standard 2.11 that require all patients
with rectal cancer to be discussed at a multidisciplinary team meeting before the initiation of
definitive treatment and within 4 weeks after definitive surgical therapy, respectively. Patterns
of noncompliance persisted when programs were stratified on the basis oof the year of survey,
annual rectal cancer volume, and Commission on Cancer classification. The corrective action
process allowed all programs to ultimately become successfully accredited.

During this initial phase of the National Accreditation Program for Rectal Cancer accredi-
tation, the majority of programs undergoing review did not achieve 100% compliance and
went through a corrective action process. Although the minimal multidisciplinary team
meeting attendance requirements were simplified in the 2021 revised standards, noncom-
pliance related to presentation of all patients at the multidisciplinary team meeting before
and after definitive treatment highlights the need for programs seeking accreditation to
implement optimized and standardized workflows to achieve compliance. (J Am Coll Surg
2022;234:368-376. © 2022 by the American College of Surgeons. Published by Wolters
Kluwer Health, Inc. All rights reserved.)
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In 2020, approximately 43,000 new rectal cancer cases were
diagnosed in the US, a country where rectal cancer care
delivery is highly fragmented and widely variable.'” These
proven differences have implications in major outcomes
such as postoperative mortality, incidence of permanent
stoma creation, recurrence rates, and overall survival."*
Outcomes have been shown to be contingent on volume,
training, and specialization.”* Barriers to improving out-
comes include geographical size of the country, access
to care, need to travel, variation in availability of physi-
cians with experience, inconsistent practice patterns, and
increasing rates of rectal cancer in younger populations.” "’
Based on the European experience of standardizing rec-
tal cancer care in a multidisciplinary fashion, OSTRiCh
Consortium (Optimizing the Surgical Treatment of Rectal
Cancer) was established in 2011."" Subsequently, through
the Commission on Cancer (CoC), a quality program of
the American College of Surgeons (ACS), the National
Accreditation Program for Rectal Cancer (NAPRC) devel-
oped the accreditation process. NAPRC was established
in a truly multidisciplinary fashion involving various spe-
cialties that care for rectal cancer. The multiple organiza-
tions representing various specialties that came together
to build NAPRC included ACS, the American Society
of Colon and Rectal Surgeons, the Society of Surgical
Oncology, the Society of American Gastrointestinal and
Endoscopic Surgeons, the American College of Radiology,
the College of American Pathologists, and the Society for
Surgery of the Alimentary Tract. The core of this program
is the multidisciplinary discussions with review of essen-
tial data before treatment. NAPRC has defined standards
that must be met by rectal cancer programs to receive
accreditation.'” These standards focus on evidence-based
multidisciplinary care with emphasis on process measures
and standardization in rectal cancer care delivery, because
similar measures have shown improvement in other can-
cers.'®"” The first rectal cancer program was accredited by
NAPRC in 2018. Subsequently, additional rectal cancer
programs of varying sizes have received accreditation,
whereas a similar number are in the process. We analyzed
the accreditation outcomes of the first 25 rectal cancer
programs that underwent initial site visits from 2018 to
2020 through NAPRC. We evaluated patterns of noncom-
pliance with accreditation standards, which if identified,
may help programs that are getting started in the journey
toward accreditation, ensuring that optimal resources are
allocated to certain standards. Also, recognizing patterns
will help in focusing the efforts of the NAPRC reviewers
during the review process. Finally, identification of such
patterns might help in revising accreditation standards if
they are consistently nonachievable or not associated with
consistent improvement in clinical outcomes.

METHODS

Rectal cancer programs that underwent initial accredita-
tion visits from March 2018 through October 2020 from
NAPRC were reviewed using the ACS internal database.
The primary outcome was the occurrence and frequency
of noncompliance with a standard. Programs were further
stratified based on year of site review and the annual vol-
ume of rectal cancer cases, and categorized using the CoC
classification.'® Program annual case volume was identified
using the National Cancer Database for 2018. The most
frequently noncompliant standards were subsequently
stratified by using these subclassifications. To avoid the
identification of individual programs, classification based
on geographical location was not performed due to the rel-
ative paucity of accredited programs in certain geograph-
ical areas.

The NAPRC Standards Manual 2017 Edition (Revised
October 2017) was used to assess compliance with the
19 listed standards.'” In this edition, chapter 1 stand-
ards assess program management, such as standard 1.1
ensuring a program is CoC accredited (Table 1). Chapter
2 standards assess direct clinical services, whereas chap-
ter 3 standards assess quality improvement. Some of the
standards (1.7, 3.1, 3.2) were in development and were
not used to determine accreditation. Also, standard 1.1
was related to CoC accreditation and not considered in
further analysis because all programs had to be accred-
ited by CoC to be eligible. Some of the standards, such as
standard 1.4, measure 2 components of assessment. With
this standard a program must have at least 2 meetings per
month AND they must be attended by at least 1 member
from each designated specialty; therefore, suffixes 1.4a and
1.4b are used, respectively, to assess these metrics, result-
ing in a total of 27 measured components to meet the
18 standards (Table 1). The study was approved by the
Institutional Review Board of the University of California
— San Francisco (IRB # 21-34131).

A brief description of the NAPRC site review is as fol-
lows. The tumor registrars, who are highly trained data
management experts, and the rectal cancer program coor-
dinator from individual programs include all the cases of
rectal cancer that are accessioned in any healthcare system
as part of the cancer center workflow/National Cancer
Database registry. This list is submitted to the site reviewer
who randomly chooses 20 cases that will be audited during
the site review; these 20 cases serve as a representative sam-
ple of the processes to evaluate rectal cancer care delivery.
Because NAPRC is one of the many quality programs under
the ACS, NAPRC follows a workflow similar to its other
quality programs. During the audit process, the site review-
ers examine the medical records of 20 patients randomly
chosen from the list provided by the rectal cancer program.
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Table 1. 2017 Standards and Minimum Number of Patients Meeting Criteria to Achieve Compliance

Minimum % of patients

Standard to achieve compliance

1.1: CoC accreditation Should be accredited
by CoC

1.2a: Appointment of required members documented 100

1.2b: All surgeons appointed to the MDT 100

1.3: Individual attendance met 50 (attendance)

1.42: MDT meetings at least 2 times per month 100

1.4b: Meeting had attendees from all specialties 100

1.5a: Audits documented in the MDT minutes 100

1.5b: Director to attend CoC meeting/provide documentation of attendance at CoC meeting at least 4 times/y 100

1.6: Appointment of coordinator documented 100

2.1a: Outside path report/slide obtained/reviewed before treatment 100

2.1b: Internal diagnosis—confirmation of rectal cancer before treatment 95

2.2a: Staging by CT (chest/abdomen/pelvis) completed 95

2.2b: Staging by MRI completed 95

2.3a: MRI read by RC-MDT radiologist 90

2.3b: Staging results in standardized format with required minimum elements 95

2.4: CEA level obtained 75

2.5: All patients were presented for initial treatment planning at RC-MDT before treatment began 100

2.6: Treatment recommendation summary provided to physician 50

2.7: Treatment started within 60 d 80

2.8: Surgical resection performed by RC-MDT surgeon 80

2.9a: Rectal cancer specimen read/reported by RC-MDT pathologist 90

2.9b: Pathology report completed within 2 wks, did not contain CAP elements and/or in synoptic format 95

2.10a: Specimen had photos 65

2.10b: Specimen photographed with at least 3 views 65

2.11: Patient presented to RC-MDT postoperatively and within 4 wks 100

2.12a: Treatment summary provided to physician 50

2.12b: Treatment summary provided to patient 50

2.13: Adjuvant therapy after surgical resection 50

CAP, College of American Pathologists; CEA, carcinoembryonic antigen; CoC, Commission on Cancer; MDT, multidisciplinary team; RC, rectal cancer.

Each chart is evaluated for compliance with every NAPRC
standard. In addition, the reviewer observes the multidis-
ciplinary team discussion and interviews the rectal cancer
program director and the coordinator. These provide mul-
tiple opportunities to understand the strengths and weak-
nesses of the program, capturing the essence of the program.

RESULTS

A total of 25 programs were reviewed between March
2018 and October 2020. Eight programs were reviewed
in 2018, 13 in 2019, and 4 in 2020. More programs
submitted applications during the same period but did
not undergo site reviews. With the use of the CoC clas-
sification, programs were categorized into academic
comprehensive cancer program (ACAD, 5 programs),
comprehensive community cancer program (7 programs),
integrated network cancer programs (7 programs), and
National Cancer Institute designated comprehensive
cancer programs (6 programs). This classification is based
on the type of facility, the structure of the program, the
services provided, and the total number of cases acces-
sioned every year. Caseload for the programs ranged from

14 rectal cancer cases per year to more than 200, based
on National Cancer Database information from 2018.
For the purpose of analysis, programs were grouped into
3 groups based on volume (11 to 40 cases, 41 to 80 cases,
and >80 cases per year; Fig. 1).When categorized into
groups, treating 21 to 30 rectal cancer cases annually
was represented by the largest number of programs (n =
5, 20%). The second most frequent range was 51 to 60
rectal cancer cases per year, noted in 4 programs (18%).
One program reported a volume of 11 to 20 cases of rec-
tal cancer per year, whereas annual rectal cancer volume
ranged 21 to 30 (5 programs), 31 to 40 cases (3 pro-
grams), 41 to 50 cases (3 programs), 51 to 60 (4 pro-
grams), 61 to 70 (2 programs), 71 to 80 (3 programs),
81 to 100 (2 programs), and >180 cases (2 programs).

Only 2 programs achieved 100% initial compliance with
all 19 standards (Table 1). All other programs were required
to complete corrective action to achieve compliance on all
standards: 8 programs failed 1 to 3 measured standard
components, 8 programs failed 4 to 6 measured stand-
ard components, and 7 programs failed 7 to 11 measured
standard components (Supplemental Digital Content
1 and 2, available at heep://links.Iww.com/XCS/A35.
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Figure 1. Distribution of programs reviewed by the National Accreditation Program for Rectal Cancer, stratified by year of review (A),
Commission on Cancer classification (B), and annual rectal cancer volume (C). ACAD, academic; CCCR comprehensive community cancer
programs; INCR integrated network cancer programs; NCI, National Cancer Institute designated programs.

One hundred percent compliance was achieved for 3
standard components (2.1, 2.4, and 2.8), 88% to 96%
compliance was initially achieved for 11 standard compo-
nents, 64% to 80% compliance was initially achieved for 9
standards components, and 48% to 60% compliance was
initially achieved for 4 standard components (Table 2).

The standards with which the programs were initially
most frequently noncompliant, achieving only 48% com-
pliance, were standard 2.5 that requires that all patients
who have rectal cancer be presented at the rectal cancer
multidisciplinary team (RC-MDT) for treatment plan-
ning discussion before the initiation of definitive treat-
ment, and standard 2.11 regarding the requirement to
present patients again at RC-MDT within 4 weeks of
definitive surgical treatment (13 programs each).

Among the 13 standard components with less than 80%
compliance, 14 programs failed to meet standards 1.3 and/
or 1.4 related to the RC-MDT attendance requirement,
either by not having attendees from each specialty pres-
ent (standard 1.4b, 6 programs), and/or for attendees not
having participated in at least 50% of RC-MDT meetings
(standard 1.3, 8 programs).

Fifteen programs failed to comply with standards
2.2 and/or 2.3 related to rectal cancer imaging, either

by failing to obtain staging CT scans (standard 2.2a, 6
programs) and/or a pelvic MRI before the initiation of
treatment (standard 2.2b, 6 programs), or by not hav-
ing the staging MRI read by a radiologist member of the
RC-MDT (standard 2.3a, 10 programs) or not having the
MRI reported in a standardized format for more than 5%
of reviewed cases (standard 2.3b, 9 programs).

Seven programs failed to comply with standard 2.6
that requires that treatment recommendation summaries
be sent to referring physicians, and 9 programs failed the
requirement to send a treatment summary to referring
physicians (standard 2.12a, 6 programs) and to patients
(standard 2.12b, 8 programs).

Finally, noncompliance was also noted among 10 sites
that failed to meet standard 2.9 (more than 95% of defin-
itive rectal cancer surgical resection specimens of the pri-
mary tumor should be read and the pathology report be
completed by a pathology member of the RC-MDT).

When evaluating program compliance with NAPRC
standards between 2018 and 2020, adherence with stand-
ards 2.6 and 2.12 related to sending treatment recommen-
dation and treatment summaries was noted to improve over
time (Table 3). Noncompliance issues noted in 2019 with
pretreatment MRI, MRI read by a radiologist member of
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Table 2. Overall Patterns of Noncompliance with Accreditation Standards

Total programs with
noncompliant rating, n
(total n of accredited Compliance,

Standard programs = 25) %
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 13 48
2.11: Patient not presented to RC-MDT postsurgery or not presented within 4 wks 13 48
2.3a: MRI not read by RC-MDT radiologist 10 60
2.9a: Rectal cancer specimen not read/reported by RC-MDT pathologist 10 60
2.3b: Staging results not in standardized format with required minimum elements 9 64
1.3: Individual attendance not met 8 68
2.12b: Treatment summary not provided to patient 8 68
2.6: Treatment recommendation summary not provided to physician 7 72
1.4b: Meeting did not have attendees from all specialties 6 76
2.2a: Staging by CT (chest/abdomen/pelvis) not completed 6 76
2.2b: Staging by MRI not completed 6 76
2.12a: Treatment summary not provided to physician 6 76
2.10b: Specimen did not have at least 3 views 5 80
2.1a: Outside pathology report/slide not obtained/reviewed before treatment 3 88
1.4a: Did not meet 2 times per mo 2 92
2.13: Adjuvant therapy after surgical resection 2 92
1.2a: Appointment of required members not documented 1 96
1.2b: All surgeons were not appointed to the MDT 1 96
1.5a: Audits not documented in the MDT minutes 1 96
1.5b: Director did not attend CoC meeting/provide documentation of attendance at CoC meeting 1 96
1.6: Appointment of coordinator not documented 1 96
2.7: Treatment not started within 60 d 1 96
2.9b: Pathology report not completed within 2 weeks, did not contain CAP elements and/or not in 1 96
synoptic format
2.10a: Specimen had no photo 1 96
2.1b: Internal diagnosis—no confirmation of rectal cancer before treatment 0 100
2.4: CEA level not obtained 0 100
2.8: Surgical resection not performed by RC-MDT surgeon 0 100

CEA, carcinoembryonic antigen; CoC, Commission on Cancer; MDT, multidisciplinary team; RC, rectal cancer.

the RC-MDT, and/or MRI and pathology reports being
reported in a standardized format were no longer identi-
fied among programs reviewed in 2020. However, non-
compliance with standard 2.5 requiring that all patients be
presented at RC-MDT before the initiation of treatment
has persisted among 3 to 5 programs per year. In addi-
tion, 5 programs in 2018 and 4 programs in 2020 failed to
comply with standard 2.11 that requires that all patients
be presented at RC-MDT within 4 weeks of definitive sur-
gical treatment. In 2020, 3 programs demonstrated failure
to adhere to the attendance requirement at RC-MDT.
When evaluating program compliance based on
CoC classification and rectal cancer volume over the
same period, lack of compliance with standard 2.11 was
reported among 3 to 5 institutions of all program types
except ACAD programs (Table 4). Lack of compliance

with standards 2.5 and 2.11 has persisted among pro-
grams irrespective of yearly rectal cancer volume, with 3 to
5 noncompliant programs in each case volume bracket (11
to 40, 40 to 80, and >80 cases per year; Table 5).

DISCUSSION

The goal of NAPRC accreditation is for institutions to
demonstrate compliance with a minimum set of standards
to ensure that the highest quality of evidence-based rec-
tal cancer care is delivered, regardless of practice type or
setting or annual rectal cancer volume. This first audit of
the performance of programs that underwent NAPRC site
review between 2018 and 2020 highlights the successes
and challenges in reaching compliance with NAPRC
accreditation standards.
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Table 3. Noncompliance with Accreditation Standards, Stratified by Year of Accreditation Achieved by Program

Noncompliant program/
total programs reviewed

Year of accreditation, standard most frequently noncompliant that year, n/N
2018
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 5/8
2.6: Treatment recommendation summary not provided to physician 5/8
2.11: Patient not presented to RC-MDT postsurgery or not presented within 4 weeks 5/8
2.12b: Treatment summary not provided to patient 5/8
2019
2.3a: MRI not read by RC-MDT radiologist 6/13
2.2b: Staging by MRI not completed 5/13
2.3b: Staging results not in standardized format with required minimum elements 5/13
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 5/13
2.9a: Rectal cancer specimens not read/reported by RC-MDT Pathologist 5/13
2020
2.11: Patient not presented to RC-MDT postsurgery or not presented within 4 wk 414
1.3: Individual attendance not met 3/4
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 3/4

Standards that were not met by at least 50% of the programs in each category or the top 3 standards that were frequently not achieved in each category are shown in Tables 3,4, 5.

RC-MDT, rectal cancer multidisciplinary team.

The 25 institutions that underwent site review were
evenly split among ACAD, comprehensive community
cancer program , integrated network cancer programs,
and National Cancer Institute designated programs, with
annual rectal cancer volume ranging from 14 to well over
200 cases per year, highlighting the intended diversity of
practice types and rectal cancer volumes across institutions
caring for patients with rectal cancer. With the exception
of 2 sites, all 23 sites were found to be noncompliant with
1 to 11 standards and were required to comply with a
corrective action process. Before July 2019, submission
of action plans to resolve noncompliance with standards

was essential to receive accreditation. After July 2019, pro-
grams with deficiencies were still required to develop action
plans. Then they implemented the action plans and went
through a 6-month period of self-review. Documentation
of subsequent compliance for the deficient standards was
required to achieve accreditation after the 6-month review.

Much can be learned from this audit by all stakehold-
ers committed to improving the quality of rectal cancer
care at institutions across the US, including rectal cancer
programs that evaluate resources and processes needed to
implement standards, rectal cancer care providers seeking
to incorporate standards into their practices and workflow,

Table 4. Noncompliance with Accreditation Standards, Stratified by Commission on Cancer Classification

CoC class, standard most frequently noncompliant

Noncompliant program/
reviewed program in that
cohort, n/N

ACAD

2.3a: MRI not read by RC-MDT radiologist 3/5

2.3b: Staging results not in standardized format with required minimum elements 3/5

2.9: Rectal cancer specimen not read/reported by RC-MDT pathologist 3/5
CCCP

2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 417

1.4b: Meeting did not have attendees from all specialties 3/7

2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 3/7
INCP

2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 6/7

2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 517

2.12b: Treatment summary not provided to patient 57
NCI

2.3a: MRI not read by RC-MDT radiologist 4/6

2.9a: Rectal cancer specimens not read/reported by RC-MDT pathologist 3/6

2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 3/6

Standards that were not met by at least 50% of the programs in each category or the top 3 standards that were frequently not achieved in each category are shown in Tables 3, 4, 5.

ACAD, academic; CCCP, comprehensive community cancer programs; INCP, integrated network cancer programs; NCI, National Cancer Institute designated programs; RC-MDT,

rectal cancer multidisciplinary team.
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Table 5. Noncompliance with Accreditation Standards, Stratified by Annual Rectal Cancer Volume from 2018 National

Cancer Database Data

Annual rectal cancer volume, standard most frequently noncompliant

Noncompliant program/reviewed
program in that cohort, n/N

11-40
1.3: Individual attendance not met 5/9
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 5/9
2.3: Staging results not in standardized format with required minimum elements 4/9
2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 4/9
41-80
2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 6/11
2.3a: MRI not read by RC-MDT radiologist 5/11
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 5/11
2.9a: Rectal cancer specimen not read/reported by RC-MDT Pathologist 5/11
>80
2.5: All patients were not presented for initial treatment planning at RC-MDT before treatment began 3/5
2.11: Patient not presented to RC-MDT postoperative or not presented within 4 wks 3/5

Standards that were not met by at least 50% of the programs in each category or the top 3 standards that were frequently not achieved in each category are shown in Tables 3,4, 5.

RC-MDT, rectal cancer multidisciplinary team.

and the NAPRC Accreditation Committee that contin-
uously provides guidance to programs secking accredita-
tion. This audit provides valuable feedback that will serve
to develop strategies to increase initial compliance with
standards and increase the chance that the program will
achieve accreditation.

This audit highlighted several unexpected challenges
encountered by programs in achieving compliance with
some of the most rigorous NAPRC standards. First, 13
programs initially failed to meet the requirement that
100% of patients with rectal cancer be presented at the
RC-MDT before the initiation of treatment (standard
2.5), and 13 programs also failed to demonstrate that
patients were presented at RC-MDT within 4 weeks of
definitive surgical resection (standard 2.11). Interestingly,
these 2 deficiencies persisted over the entire study period
and occurred across all study practices irrespective of
annual rectal cancer volume. The first deficiency highlights
the need for a radical change in institutional patterns and
workflow for patients newly diagnosed with rectal can-
cer, whereby referring physicians, both from within and
outside the institution, must be educated regarding the
importance of referring patients promptly to a member
of the RC-MDT to ensure that patients who have rectal
cancer are staged appropriately and presented before the
initiation of treatment. The second deficiency also high-
lights the need for a change in workflow for postoperative
rectal cancer patients. Therapeutic decisions regarding the
need for type and duration of adjuvant treatment are typ-
ically made before surgery. Hence, unless findings on final
pathology dictate a change in the treatment plan, post-
operative rectal cancer patients may be underprioritized
relative to new rectal cancer cases, and not re-presented

at the RC-MDT within 4 weeks of surgery. Achieving

compliance with this standard may require sites to auto-
mate the presentation of all postoperative patients within
4 weeks from definitive surgical treatment. Second, 6 pro-
grams failed to document that staging CT scans or staging
pelvic MRIs were obtained before the initiation of treat-
ment. Achieving compliance with this staging require-
ment will require close collaboration with and education
of referring physicians, to ensure that neoadjuvant treat-
ment is not initiated until patients have been presented at
MDT. This change in workflow for patients newly diag-
nosed with rectal cancer will provide the opportunity to
order additional testing and to comply with the relevant
NAPRC standards.

The audit highlighted expected as well as unexpected
deficiencies across several domains relevant to the delivery
of rectal cancer care. Attendance at each MDT meeting
by members of each specialty (1.4b) and minimal indi-
vidual attendance requirements for each representative
specialty (1.3) have been among the frequent deficiencies.
Deficiencies in individual attendance of at least 50% of
MDT meetings was most prevalent in 2020 (1.3, 3 of 4
programs were noncompliant), and sites often pointed out
the logistical challenge posed with the attendance require-
ment when there was only 1 or 2 representative mem-
bers of the RC-MDT. In response to this feedback, the
NAPRC recently modified the attendance requirement in
the updated 2020 standards by requiring a minimal 30%
meeting attendance for lead specialists and 20% for the
other members, with the exception of surgeons who are
still required to attend 50% of MDT meetings.”” During
the COVID-19 pandemic, rectal cancer programs have
had to convert in-person to virtual MDT meetings. The
virtual format is anticipated to become the new stand-
ard at most programs, and with the lower and simplified
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attendance requirements, will likely improve compliance
with this standard. Among other expected deficiencies,
the logistical challenges of providing consistent and timely
RC-MDT-related documentation across practices were
not surprising, especially during the early phase of stand-
ards implementation. Deficiencies related to documenta-
tion that treatment recommendations and summaries were
sent to referring physicians (2.6 and 2.12a) and patients
(12.2b) were noted among programs. The NAPRC has
since adjusted its requirements related to providing sum-
maries to treating physicians rather than referring physi-
cians and to patients; however, an emphasis remains on
informing and educating patients about their treatment
and ensuring that all treating physicians and team mem-
bers have access to this vital information. It is anticipated
that programs will develop workflow solutions through
electronic medical records to facilitate these steps.

Compliance with synoptic reporting for staging pelvic
MRIs (2.3b), and documentation that pelvic MRIs are
read by the appointed RC-MDT radiologist (2.3a) and
that pathology of rectal cancer specimens was reviewed
by the appointed RC-MDT pathologist (2.9a) have also
been problematic for some programs, particularly for
ACAD institutions (2.3a,2.3b, 2.9a) and National Cancer
Institute designated programs (2.3a, 2.9a) institutions.
Reporting of rectal cancer MRI and total mesorectal exci-
sion pathology in synoptic format has become increasingly
adopted across institutions, and facilitated by stand-
ardized templates being made available by the Society
of Abdominal Radiology template”’ and the College of
American Pathologists.”" Compliance with these stand-
ards requires adjustment in workflow to ensure that the
report is reviewed by the RC-MDT representative and
documented in MDT minutes.

Program volume did not protect against deficiencies
(Table 5); however, fewer deficiencies were found in the
highest-volume group. Although standards 2.5 and 2.11
were a challenge regardless of program size, standard
2.3 was met with more difficulty in both the lower-vol-
ume and a middle-volume group, whereas standards 1.3
and 2.9a were challenges for each, respectively. Highest-
volume centers may have preexisting processes that pro-
mote a focused scope of team members and therefore meet
fewer challenges with these standards.

Overall, much can be learned from this audit of the ini-
tial group of programs applying for and undergoing site
survey toward NAPRC accreditation. Reviewing program
deficiencies allows aspiring programs to better calibrate
where resources and efforts may be needed. Only by learn-
ing from the experience of those who have gone through
an accreditation process, interested programs can learn
where they may fail, despite acknowledging the clearly

written standards. By publishing the common areas where
standards were not met, as they initiate their organiza-
tional processes, future programs can concentrate on these
common areas to optimize future successes. We have also
used these results to target our educational efforts through
webinars, NAPRC website postings, and revisions to the
manual. Workflow issues with preoperative staging and
referral for discussion at the RC-MDT before treatment
initiation can be resolved with targeted efforts and system-
wide education. Mobilizing multiple team members and
adjusting the levels of responsibility and accountability
require effort and engagement. Ensuring that all stake-
holders are committed to accreditation before investing
a significant amount of time and work is critical for the
success of rectal cancer programs seeking accreditation.
Fortunately, most programs going through site review
addressed deficiencies early in program development and
have been able to sustain compliance. Consistency in com-
pliance with standards will need to be closely monitored
as these programs enter reaccreditation cycles. Many of
the recent modifications to the standards relative to MDT
attendance and communication with the treating rather
than the referring physician, as well as the tremendously
enhanced use of video connectivity, should help programs
ensure compliance with the NAPRC standards.

Our study has a few limitations. Our analysis includes
only 25 programs and therefore might not represent the
outcomes for all centers providing rectal cancer care in the
US; however, given that there was wide representation of
all types of programs in our analysis, we surmise that our
results reflect real-world outcomes. Revised standards went
into effect in January 2021, and therefore outcomes will
be different when programs are evaluated by these newer
standards. We do not know whether programs are able to
sustain the workflows that enable them to achieve accred-
itation because programs have not entered the reaccredita-
tion cycle. Furthermore, as programs enter reaccreditation
cycles in 2022, especially in the postpandemic era, differ-
ent patterns of noncompliance may emerge that will need
to be analyzed. Another potential limitation is the lack of
follow-up if programs were able to maintain compliance
with standards.

Because the overall goal of NAPRC accreditation is to
raise the level of rectal cancer care for all patients, the
NAPRC will continue to engage experts from multiple
fields and take on the burden of vetting and prioritizing
standards so that individual programs can focus on imple-
mentation and deliver the best possible care for patients
with rectal cancer. All centers treating rectal cancer are
encouraged to learn from the lessons learned from this
audit in the hopes that they develop strategies to imple-
ment NAPRC standards to the benefit of all patients.
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CONCLUSION

Our analysis of the first 25 programs that underwent
accreditation review by NAPRC demonstrates that the
majority of programs underwent a corrective action pro-
cess before NAPRC accreditation. Standards that require
that all patients with rectal cancer be presented before the
initiation of treatment and after definitive surgical therapy
were the 2 most frequently noncompliant. Other com-
mon patterns of noncompliance pertained to attendance
requirements, reporting by MDT members, synoptic
reports, and interdisciplinary communication. Programs
should be aware of these potential deficiencies and should
expect to receive a corrective action after their initial site
visit, if they are found to be noncompliant. However,
this study shows that interested programs did become
accredited after the corrective action plan was successfully
implemented.
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