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IMPORTANCE Hospital accreditation programs aim to improve quality of care and patient
outcomes but often require substantial institutional investment in staffing, infrastructure,
and regulatory compliance. Despite these costs, the broader institutional impact of
accreditation, particularly on patient volumes and care patterns, are poorly understood.

OBJECTIVE To evaluate whether National Accreditation Program for Rectal Cancer (NAPRC)
accreditation is associated with changes in rectal cancer patient volume, stage-specific
procedural volumes, and care fragmentation.

DESIGN, SETTING, AND PARTICIPANTS This cohort study used a quasi-experimental
difference-in-differences design. A total of 316 US Commission on Cancer–accredited (COC)
hospitals, including 80 that received NAPRC-accreditation and 236 matched nonaccredited
centers. Participants included adult patients diagnosed with primary rectal adenocarcinoma
between 2010 and 2022 from the National Cancer Database. These data were analyzed
from April 2025 to August 2025.

EXPOSURE Hospital-level NAPRC accreditation, which requires adherence to multidisciplinary
rectal cancer care standards, external audits, and specialized training.

MAIN OUTCOMES AND MEASURES Annual hospital-level rectal cancer patient volume,
stage-specific procedural volumes (stage I and stage II/III), and care fragmentation.
Care fragmentation was defined as any case in which the diagnosis and first-course treatment
(or decision not to treat) were not completed at the reporting COC-accredited facility.
Outcomes were assessed using linear fixed-effects multivariable regression models.

RESULTS Prior to matching, 1336 COC-accredited facilities were identified, including 80 that
achieved NAPRC accreditation and 1256 that never attained accreditation. After propensity
score matching, the final analytic sample included 316 hospitals: 80 NAPRC-accredited and
236 nonaccredited facilities. NAPRC accreditation was associated with a mean annual
increase of 4.3 patients with rectal cancer per institution (β = 4.29; 95% CI, 0.55-8.03;
P = .03). Sensitivity analyses demonstrated increases beginning in the first postaccreditation
year, with larger point estimates in subsequent years, though later estimates were not
statistically significant. Accreditation was associated with an increase in stage I procedural
volume (β = 1.01; 95% CI, 0.016-1.99; P = .05), but not stage II/III surgical volume.
No significant changes in care fragmentation were observed.

CONCLUSIONS AND RELEVANCE In this study, NAPRC accreditation was associated with
increased institutional rectal cancer patient volumes and higher procedural volume for
early-stage disease without evidence of increased care fragmentation. These findings
suggest that accreditation may promote institutional growth while preserving care continuity,
offering a potential strategic incentive for hospitals to pursue NAPRC accreditation beyond
quality improvement alone. Understanding these dynamics may inform hospital investment
decisions, payer strategies, and policy efforts to support high-quality oncologic care delivery.
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I nstitutional quality plays a role in patient outcomes, par-
ticularly in cancer care. Accreditation programs have
emerged as structured mechanisms to promote quality im-

provement, requiring hospitals to meet established care stan-
dards, engage in continuous quality monitoring, and adopt evi-
dence-based clinical pathways.1 For rectal cancer, the National
Accreditation Program for Rectal Cancer (NAPRC), adminis-
tered by the American College of Surgeons, aims to improve
outcomes by standardizing multidisciplinary care, including
diagnostic staging, tumor board review, synoptic reporting, and
treatment planning.2 Although these standards are designed
to enhance care quality, their financial implications remain
uncertain, as accreditation requires investment in infrastruc-
ture, staffing, and compliance audits.3-5

The resource intensive nature of the NAPRC is a major
barrier to seeking accreditation,3 yet many institutions pursue
accreditation under the premise that it may confer institutional
advantages beyond care quality, such as improved reputa-
tion, preferred payer status, or increased patient volume.6 Prior
studies suggest that patients consider accreditation status and
hospital reputation when selecting cancer care facilities, with
preferences for National Cancer Institute (NCI) or Commis-
sion on Cancer (COC)–accredited hospitals.7,8 Additionally, hos-
pital accreditation has been associated with improved safety
culture, patient satisfaction, and communication,9 factors that
may influence referral patterns and institutional growth.10 De-
spite these observations, evidence regarding whether accredi-
tation confers measurable institutional benefits, particularly
increases in patient volume sufficient to offset the associated
financial and operational investments remains limited.

As health systems increasingly emphasize high-value, co-
ordinated cancer care, understanding the real-world institu-
tional effects of accreditation is essential.11,12 Using data from
the National Cancer Database (NCDB), this study evaluates
whether NAPRC accreditation is associated with changes in
rectal cancer patient volume and care fragmentation. We hy-
pothesize that accreditation is associated with increased pa-
tient volume without exacerbating care fragmentation.

Methods
Study Design
We conducted a retrospective cohort study using a quasi-
experimental difference-in-differences design with propen-
sity score–matched controls to compare changes in patient and
procedural volumes at NAPRC-accredited hospitals and non-
accredited institutions. This study followed Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE)
reporting guidelines.13 All data were deidentified, so
institutional review board approval and informed consent
were not required.

Setting
The study used data from hospitals participating in the NCDB,
a nationwide oncology registry jointly sponsored by the Ameri-
can Cancer Society and the COC of the American College of
Surgeons.14 The NCDB is a hospital-based registry that cap-

tures incident cancer cases from approximately 1500 COC-
accredited facilities. It is not a probability sample and does not
use sampling weights. Participating hospitals, which account
for over 70% of annual incident colorectal cases in the US,
are typically larger academic or comprehensive community
cancer programs.15

Population
We included adult patients (≥18 years) diagnosed with pri-
mary rectal adenocarcinoma between 2010 and 2022. Pa-
tients were assigned to hospitals based on the reporting facil-
ity of the analytic case. Facilities that achieved NAPRC
accreditation at any point during the study period comprised
the treatment group, while facilities that never achieved
accreditation served as controls.

Data Collection
Patient-level and facility-level data were obtained from the
NCDB Participant Use Files. Information on hospital NAPRC
accreditation status and year of accreditation was obtained
through a special NCDB data request. The NCDB systemati-
cally captures all eligible cancer cases at COC-accredited hos-
pitals using standardized definitions and coding rules speci-
fied in the Standards for Oncology Registry Entry.14,16 Data are
abstracted from medical records by Certified Tumor Regis-
trars and undergo routine electronic validity checks, regular
audits, and triennial site reviews to ensure data quality. The
analytic dataset in this study included only facilities with com-
plete data on key variables (NAPRC status, year of accredita-
tion), so missingness in core registry variables was minimal.

Measurements
The primary exposure was hospital-level NAPRC accredita-
tion status and the facility-specific year of accreditation. Be-
ginning in 2017, hospitals seeking 3-year accreditation were re-
quired to demonstrate compliance with rectal cancer care
standards for at least 12 months prior to accreditation. Re-
quirements include a dedicated program coordinator, stan-

Key Points
Question Is National Accreditation Program for Rectal Cancer
(NAPRC) accreditation associated with changes in rectal cancer
patient volume, procedural volume, and care fragmentation at
accredited hospitals?

Findings In this difference-in-differences study, NAPRC
accreditation was associated with a statistically significant increase
of approximately 4 additional patients with rectal cancer per year
at accredited centers compared with nonaccredited centers.
Procedural volumes for early-stage (stage I) rectal cancer
significantly increased, whereas procedural volumes for locally
advanced (stage II/III) disease did not change, a pattern consistent
with national treatment trends; accreditation was not associated
with increased care fragmentation.

Meaning In this study, NAPRC accreditation was associated with
increased overall patient and early-stage procedural volumes
without worsening care fragmentation, supporting its potential
institutional and clinical value in rectal cancer care.
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dardized multidisciplinary tumor board reviews with com-
plete staging, synoptic reporting, postoperative case
discussions, annual audits, and required staff training.
Accreditation involves compliance tracking, web-based and
in-person training, and an onsite review, with corrective ac-
tion required for identified deficiencies.

Facility-level covariates included facility type, US geo-
graphic region, and aggregated patient-level characteristics,
including insurance status, income quartile, educational at-
tainment quartile, Charlson-Deyo Comorbidity Index scores,
clinical stage at diagnosis, and the year of diagnosis. Categori-
cal variables were summarized as percentages, and continu-
ous variables as facility-level means.

Outcomes
The primary outcome was annual rectal cancer patient vol-
ume at NAPRC-accredited or nonaccredited institutions. Sec-
ondary outcomes included procedural volumes and care
fragmentation. Procedural outcomes included annual vol-
umes of stage I procedures (surgery or local excision) and stage
II/III surgeries. We defined no care fragmentation as cases
in which diagnosis and the first-course cancer treatment
(or a decision not to treat) occurred within a single COC-
accredited facility (eTable 1 in Supplement 1).

Statistical Analyses
We used a difference-in-differences framework to estimate
the effect of NAPRC accreditation on hospital-level out-
comes. Prior to our difference-in-differences analysis, facili-
ties were matched using propensity scores to ensure parallel
preaccreditation trends in annual rectal cancer patient vol-
ume from 2010 through 2016.17 Propensity scores were esti-
mated using logistic regression to predict the likelihood of a
facility becoming NAPRC accredited, incorporating annual
rectal cancer patient volume, year, and their interaction
terms. NAPRC accredited facilities were matched to nonac-
credited facilities using nearest-neighbor matching with a
caliper of .01, and retaining only nonaccredited facilities
with overlapping propensity scores. Prior work has demon-
strated that combining difference-in-differences analyses
with propensity score matching improves the accuracy of
causal effect estimates, particularly when accreditation
may be correlated with preaccreditation outcome levels or
trends.18

Following facility-level matching, we estimated difference-
in-differences effects using separate linear fixed-effects re-
gression models, modeling each outcome on the indicator of
accreditation status, the indicator of postaccreditation pe-
riod, their interaction (of which the coefficient represents the
difference-in-differences effect), facility and year fixed ef-
fects, as well as time-variant facility covariates. Facility covar-
iates included facility-level composition (proportions of male,
White, Hispanic, uninsured, Medicaid, Medicare patients, the
average patient age), and socioeconomic indicators (propor-
tion of patients with metropolitan residency, educational at-
tainment, low-income). Standard errors were clustered at the
facility level to account for within-facility correlations. To fur-
ther evaluate possible short-term vs longer-term effect of ac-

creditation, we conducted sensitivity analyses estimating the
difference-in-differences effects for several postaccredita-
tion years (years 1, 2, and 3 or more). Stata MP 19.5 (Stata Corp)
was used for data analysis.

Results
Prior to matching, 1336 COC-accredited facilities were identi-
fied, including 80 that achieved NAPRC accreditation and 1256
that never attained accreditation. After propensity score
matching, the final analytic sample included 316 hospitals: 80
NAPRC-accredited and 236 nonaccredited facilities (Table 1).

After facility-level propensity score matching, during the
preaccreditation period (2010-2016) accredited and nonac-
credited hospitals managed similar annual rectal cancer vol-
umes (35.8 vs 31.8 patients; P = .18) and had comparable
geographic distributions and facility types (Table 1). For stage
I disease, accredited facilities performed a mean of 5.3 proce-
dures per year compared with 4.6 at nonaccredited facilities,
while for stage II/III disease accredited facilities performed a
mean of 21.6 surgeries, while nonaccredited hospitals per-
formed 18.8. The proportion with no care fragmentation was
slightly lower in future NAPRC hospitals (39.7% vs 38.9%;
P = .05).

Patient Volume Growth
In difference-in-difference analyses, NAPRC accreditation was
associated with a significant increase in rectal cancer patient
volume. On average, accredited facilities evaluated 4 more pa-
tients per year compared with matched nonaccredited hospi-
tals (β = 4.29; 95% CI, 0.06-8.03; P = .03) (Table 2). The Ac-
creditation Status Year interaction was not significant (P = .34),
indicating this increase was not driven by broader secular
trends (Figure 1 and eTable 2 in Supplement 1). No demo-
graphic or socioeconomic covariates were significantly asso-
ciated with patient volume (eTable 2 in Supplement 1).

Sensitivity analyses demonstrated that volume increases
emerged in the first year after accreditation (β = 3.86; 95% CI,
0.69-7.03; P = .02), and increased in magnitude in subse-
quent years, although later estimates were not statistically
significant (Table 2 and eTable 3 in Supplement 1).

Procedural Volumes
NAPRC accreditation was associated with an increase of in
stage I procedural volume, corresponding to approximately
1 additional case per facility per year (β = 1.01; 95% CI, 0.02-
1.99; P = .05) (Table 2). The Accreditation Status Year interac-
tion was not significant (P = .55), suggesting no differential time
trends between accredited and non-accredited centers
(Figure 2A; eTable 2 in Supplement 1). Sensitivity analyses
indicated that this effect was most pronounced in the first
postaccreditation year (β = 1.14; 95% CI, 0.22-2.07; P = .02)
(Table 2), with smaller, nonsignificant effects thereafter
(eTable 3 in Supplement 1).

In contrast, NAPRC accreditation was not associated with
changes in stage II/III surgical volume (β = 0.76; 95% CI, −0.84
to 2.33; P = .36) (Table 2) and no significant temporal or co-
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variate effects were observed (Figure 2B, Table 2, and eTable 3
in Supplement 1).

Care Fragmentation by Accreditation Status
NAPRC accreditation was not associated with changes in care
fragmentation (β = 0.006; 95% CI, −0.031 to 0.043; P = .75)
(Table 2 and Figure 3). The Accreditation Status Year interac-
tion was not statistically significant (P = .75), suggesting no dif-
ferential time trends between accredited and nonaccredited
centers. Sensitivity analyses examining postaccreditation years
individually similarly showed no significant associations
(eTable 3 in Supplement 1).

Among covariates, a higher proportion of White patients
was associated with lower care fragmentation (β = −0.088;

95% CI, −0.16 to −0.015; P = .02), and older patient age was as-
sociated with improved continuity of care (β = 0.003; 95% CI,
0.00-0.01; P = .04) (eTable 2 in Supplement 1). No other demo-
graphic or socioeconomic factors were significantly associ-
ated with care fragmentation (eTable 2 in Supplement 1).

Discussion
There are 3 major findings from this quasi-experimental study
assessing the causal impact of NAPRC accreditation on rectal
cancer patient volumes and care patterns. First, NAPRC-
accredited centers experienced a significant increase in
rectal cancer case volume, a trend not observed in matched

Table 1. Characteristics of Hospitals From 2010 Through 2016 That Achieved National Accreditation
Program for Rectal Cancer (NAPRC) Accreditation Compared With Nonaccredited (Control) Hospitals
After Propensity Score Matching

Variable

No. (%)

P value
Overall cohort
(n = 316)

Never accredited
(n = 236)

NAPRC accredited
(n = 80)

Patients with rectal cancer per facility,
mean (SD)

229.5 (162.5) 222.3 (165.6) 250.8 (152.0) .18

Average No. of patients per facility per year 32.79 31.76 35.82 NA

Age of patients, y, mean (SD) 61.7 (13.4) 62.4 (2.8) 62.3 (2.4) .04

Patient sex

Male 42 804 (59.0) 30 778 (58.7) 12 026 (59.9) .002

Female 29 726 (41.0) 21 690 (41.3) 8036 (40.1)

White race 59 067 (81.4) 42 250 (80.5) 16 817 (83.8) <.001

Hispanic ethnicity 5269 (7.3) 4291 (8.2) 978 (4.9) <.001

Uninsured patients 8863 (12.2) 6705 (12.8) 2158 (10.8) <.001

Medicare insurance 27 841 (38.4) 20 151 (38.4) 7690 (38.3) .85

Medicaid Insurance 2828 (3.9) 2268 (4.3) 560 (2.8) <.001

Metropolitan residing patients 57 488 (79.3) 41 654 (79.4) 15 834 (78.9) .17

Patients with lowest quartile education 13 478 (18.6) 10 479 (20.0) 2999 (14.9) <.001

Patients with lowest quartile income 12 114 (16.7) 9295 (17.7) 2819 (14.1) <.001

Patients with stage I rectal cancer
undergoing procedures

12 967 (17.9) 9319 (17.8) 3648 (18.2) .18

Patients with stage II/III rectal cancer
undergoing surgery

25 524 (35.2) 18 215 (34.7) 7309 (36.4) <.001

Patients without care fragmentation 28 620 (39.5) 20 821 (39.7) 7799 (38.9) .05

Facility region

New Englanda 14 (4.6) 10 (4.4) 4 (5.1)

.96

Middle Atlanticb 42 (13.8) 29 (12.8) 13 (16.7)

South Atlanticc 73 (23.9) 54 (23.8) 19 (24.4)

East North Centrald 59 (19.3) 44 (19.4) 15 (19.2)

East South-Centrale 21 (6.9) 17 (7.5) 4 (5.1)

West North Centralf 18 (5.9) 14 (6.2) 4 (5.1)

West South-Centralg 27 (8.9) 19 (8.4) 8 (10.3)

Mountainh 14 (4.6) 12 (5.3) 2 (2.6)

Pacifici 37 (12.1) 28 (12.3) 9 (11.5)

Facility type

Community cancer program 1 (0.3) 1 (0.4) 0

.96

Comprehensive community
cancer program

100 (31.6) 74 (31.4) 26 (32.5)

Academic/research program 118 (37.3) 88 (37.3) 30 (37.5)

Integrated network cancer program 86 (27.2) 64 (27.1) 22 (27.5)

Not available 11 (3.5) 9 (3.8) 2 (2.5)

Abbreviation: NA, not applicable.
a Includes Connecticut,

Massachusetts, Maine,
New Hampshire, Rhode Island,
and Vermont.

b Includes New Jersey, New York,
and Pennsylvania.

c Includes Delaware, Florida, Georgia,
Maryland, North Carolina, South
Carolina, Virginia, Washington, DC,
and West Virgina.

d Includes Illinois, Indiana, Michigan,
Ohio, and Wisconsin.

e Includes Alabama, Kentucky,
Mississippi, and Tennessee.

f Includes Iowa, Kansas, Minnesota,
Missouri, North Dakota, Nebraska,
and South Dakota.

g Includes Arkansas, Louisiana,
Oklahoma, and Texas.

h Includes Arizona, Colorado, Idaho,
Montana, New Mexico, Nevada,
Utah, and Wyoming.

i Includes Alaska, California, Hawaii,
Oregon, and Washington.
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nonaccredited institutions. Second, this increased patient vol-
ume was associated with an increase in procedural volume for
early-stage disease, without a corresponding rise in surgical
volumes for locally advanced rectal cancer, a pattern consis-
tent with broader national trends. Lastly, accreditation did
not appear to exacerbate care fragmentation, suggesting that
NAPRC centers provide coordinated, comprehensive care
rather than merely serving as sites for second opinions. These
results underscore the potential value of accreditation pro-
grams in not only enhancing care standards but also influenc-
ing institutional patient flow and service utilization.

Although hospital accreditation programs have been
associated with improvements in safety culture, process-
related performance measures, efficiency, and patient expe-
rience, their relationship to patient volume changes is
largely unexplored.1,19,20 In this study, NAPRC accreditation

was associated with an average annual increase of approxi-
mately 4 additional rectal cancer patients per center,
with sensitivity analyses indicating that this increase
emerged in the first year of accreditation and generally per-
sisted thereafter, although estimates beyond the second year
were not statistically significant, likely reflecting limited
sample size. Across the 80 NAPRC accredited centers,
this corresponds to an estimated annual patient volume
increase of approximately 1% to 19%. From an institutional
perspective, even modest volume gains may have meaning-
ful financial implications, as the cost of treating a single
patient with locally advanced rectal cancer in the US ranges
from $73 000 for Medicare insured to more than $180 000
for privately insured patients.21 These potential benefits
must be weighed against the substantial resources required
to pursue and maintain accreditation, which programs
cite as a major barrier.3 NAPRC specific data are limited,
but a 2023 study estimated that quality metric reporting at a
single academic center required approximately $5.6 million
annually, underscoring the scale of infrastructure often
needed to support accreditation-related activities.12 Beyond
financial considerations, accreditation may also function as
a quality signal that shapes patient choice and referral
patterns. Prior studies have shown that NCI centers experi-
ence sustained growth in patient volumes over time.8

The observed increase in rectal cancer volume after NAPRC
accreditation may similarly reflect enhanced institutional
visibility, strengthened referral networks, and increased
patient trust. These findings suggest that accreditation
can serve not only as a mechanism for improving care
standards but also as a driver of institutional growth and
service utilization.

When examining procedural volumes, our findings
reveal a nuanced impact of accreditation that aligns with
evolving national trends in rectal cancer management.22

Nationally, there has been an increasing trend for proctecto-
mies in stage I rectal cancer, while rates for stage II/III dis-
ease are decreasing, likely attributed to the proliferation of

Table 2. Mean Difference-in-Differences Effect of National Accreditation Program
for Rectal Cancer Accreditation on Rectal Cancer Volumes

Effect
Annual No. of patients
with rectal cancer

Annual No. of patients
with stage I rectal
cancer undergoing
procedures

Annual No. of patients
with stage II/III rectal
cancer undergoing
surgery

Proportion of patients
with No. of care
fragmentation

Primary model

Overall
accreditation
effect

4.29 (0.55 to 8.03)a 1.01 (0.016 to 1.99)a 0.75 (−0.84 to 2.33) 0.006 (−0.031 to 0.043)

P value .03 .05 .36 .75

Sensitivity
analysis

Accreditation
effect: year 1

3.86 (0.69 to 7.03) 1.14 (0.22 to 2.07) 0.75 (−0.80 to 2.31) 0.004 (−0.030 to 0.037)

P value .02 .02 .34 .82

Accreditation
effect: year 2

5.11 (−0.77 to 10.99) 0.62 (−0.96 to 2.20) 1.33 (−0.94 to 3.59) 0.031 (−0.031 to 0.094)

P value .09 .44 .25 .32

Accreditation
effect: year ≥3

7.51 (−2.65 to 17.67) 0.35 (−2.19 to 2.88) −0.92 (−3.24 to 1.39) −0.035 (−0.10 to 0.031)

P value .15 .79 .43 .30 a P < .05.

Figure 1. Graph of Mean Institutional Annual Number of Rectal Cancer
Patients by National Accreditation Program for Rectal Cancer (NAPRC)
Accreditation Status Relative to Year of Accreditation
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organ-preserving nonoperative management. As these mul-
tidisciplinary treatment approaches and surveillance pro-
grams are central to NAPRC standards,23 our models demon-
strate that accreditation is associated with a significant
increase in the annual number of patients with stage I rectal
cancer undergoing surgery or local excision. Conversely, for
patients with stage II/III disease, there was no significant
change in surgical volume postaccreditation. These findings
suggest enhanced institutional capacity to deliver improved
and coordinated multidisciplinary care which is demanded
by accreditation. In turn, this multidisciplinary care may
increase the delivery of organ-preserving multimodal thera-

pies that are the cornerstone of contemporary management
of all stages of rectal cancer.

Our findings suggest that NAPRC accreditation does
not exacerbate care fragmentation, alleviating concerns that
higher-volume centers might attract second-opinion consul-
tations without providing integrated care.24 Instead, the
observed increases in patient volume appear to reflect
comprehensive treatment within accredited programs.
This supports the notion that accreditation is compatible
with care continuity, even though care fragmentation
remains a persistent challenge in colorectal cancer care.25

Prior studies, including one assessing institutional readiness
for NAPRC accreditation, raised concerns that such programs
may inadvertently worsen access disparities and potentially
contribute to fragmented care.26 While we did find that
NAPRC accredited facilities had higher baseline rates of
fragmentation, accreditation itself was not directly associ-
ated with increased fragmentation in our analysis. Although
accreditation is widely considered to improve quality of
care and reduce care fragmentation, as suggested by other
studies, our study’s results do not directly support a
reduction in care fragmentation due to accreditation.
Nevertheless, our findings indicate that the increased
patient volumes attributable to NAPRC accreditation do not
undermine care continuity. Still, persistently high rates
of fragmentation across the cohort reiterate the need to
address broader systemic barriers and disparities in care
delivery.

Limitations
Some limitations merit consideration. First, the NCDB is a
hospital-based registry limited to COC-accredited facilities,
which may limit generalizability to non-COC accredited
institutions, some Veterans Affairs hospitals, or smaller
centers.27 However, given that NAPRC-accreditation requires

Figure 2. Graphs of Mean Annual Institutional Procedural Volumes Relative to Year of Accreditation
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A, Mean annual numbers of patients with stage I rectal cancer undergoing
procedures are shown for National Accreditation Program for Rectal Cancer
(NAPRC)–accredited hospitals (n = 80) and matched nonaccredited hospitals
(n = 236) from 7 years before to 5 years after accreditation. B, Mean numbers
of stage II/III rectal cancer patients undergoing surgery. Mean annual numbers

of patients with stage II/III rectal cancer undergoing surgery are shown
for NAPRC-accredited hospitals (n = 80) and matched nonaccredited
hospitals (n = 236) from 7 years before to 5 years after accreditation.
Shaded bands denote 95% CIs. The vertical dashed line at year 0 marks
NAPRC accreditation.

Figure 3. Graph of Mean Annual Institutional Proportion of Patients
With No Care Fragmentation
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prior COC accreditation, the NCDB remains a robust and
appropriate dataset for evaluating NAPRC centers relative to
peer institutions. Second, the observational design pre-
cludes definitive causal inference. Although we used pro-
pensity score matching and a difference-in-differences
framework to account for preaccreditation trends and
facility-level characteristics, unmeasured confounding
may persist. For example, the NCDB does not capture
hospital-level changes, such as surgeon or oncologist recruit-
ment, expansion of outpatient services, or population
growth in surrounding areas, which could independently
influence patient volume. Third, our analysis primarily
reflects the early impact of NAPRC accreditation. Because
the program launched in 2017 and adoption occurred in a
staggered fashion through 2022, few centers have accrued
more than 3 years of follow-up. As a result, estimates for
later postaccreditation periods are based on fewer facility
years, limiting statistical power contributing to the lack of
statistical significant observed for the estimated 7.5 patient
increase in year 3 and beyond. Nevertheless, the direction
and magnitude of the point estimates, and their consistency
with visual trends in Figure 1, suggest a continued upward
trajectory. Definitive assessment of longer-term effects will
require additional follow-up data as more centers accrue
extended postaccreditation experience.

Conclusions

In conclusion, this study provides evidence that NAPRC ac-
creditation is associated with increased rectal cancer patient
volumes and procedural volume, particularly for early-stage
disease, without exacerbating care fragmentation. These find-
ings suggest that accreditation offers a pathway for institu-
tions to enhance their visibility, foster comprehensive multi-
disciplinary care, and strategically grow their cancer programs
while maintaining patient care continuity. The implications of
these findings are significant for institutions, policymakers,
and payors. For institutions, the demonstrated association be-
tween NAPRC accreditation and increased patient volume high-
lights the importance of investing in accreditation infrastruc-
ture and multidisciplinary care models. Policymakers should
recognize that such programs can serve as catalysts for insti-
tutional growth and quality improvement, potentially justi-
fying support through funding and regulatory frameworks.
Payors, in turn, may consider incorporating accreditation
status into network design and reimbursement incentives to
promote high-value, standardized cancer care. Ultimately,
these programs hold the potential to contribute to improved
patient access, institutional reputation, and care outcomes in
complex oncologic care settings.
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