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A B S T R A C T   

Purpose: Urological cancer clinical trials face accrual challenges, which may stem from structural barriers within 
cancer programs. We sought to describe the extent to which urology cancer care providers are available within 
community cancer research programs and explore the role of oncology practice group ownership in their access 
to urology practices to participate in research. 
Materials and methods: We conducted secondary analysis of organizational survey data collected in 2017 among 
National Cancer Institute Community Oncology Research Program practice groups. We used logistic regression to 
assess the association of self-reported access to urologists to participate in research and oncology practice group 
ownership type: independent, payor-provider, health-system, or public ownership. 
Results: Of the 209 community oncology practice groups in the analysis sample, 133 (63.6%) had access to 
urologists for research participation. Ownership was not statistically significantly associated with access to 
urology practices after controlling for other covariates (p = 0.4). Instead, having a hospital outpatient clinic (p =
0.008) and identifying as a safety-net hospital (p = 0.035) were both positively significantly associated with 
access to urologists to participate in research. 
Conclusions: Two-thirds of community cancer research groups have access to urology. Oncology ownership status 
was not associated with access to urologists for research. Research groups may need support to increase their 
capacity to engage non-oncology cancer care providers in research.   

1. Introduction 

Approximately 1 in 6 urological cancer trials fail due to low accrual 
and rates may be higher for late phase trials. [1,2] Failed clinical trials 
are costly (median: $19 million/trial, maximum: $345 million/trial [3]) 
and can delay or compromise access to beneficial therapies. [4] Spon-
sors, institutions overseeing trials, and patients not only accrue financial 

costs, but also opportunity costs: >48,000 participants are enrolled 
annually in trials unable to answer the primary research question. [5–7] 
Trial suspensions prohibit conclusions regarding clinical benefit and 
consume effort participants could otherwise expend enhancing quantity 
or quality of life. [6] Unenrolled patients also incur costs as untimely 
completion delays beneficial therapies. [8,9] Urological trials are 
particularly vulnerable to poor accrual and accrue participants more 
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slowly than other cancer trials. [2,10–15] 
Trialists often attribute suboptimal accrual to patient refusal and 

limited physician engagement in the trial process; [11,16–20] however, 
more recent systems-level research proposes an alternative explanation. 
Noting that >50% of trial-eligible patients agree to participate in trials 
when asked, [21] this research suggests organizational factors in cancer 
care delivery, not patient refusal, more directly influence low patient 
participation. [9,22] More than half of cancer patients lack access to 
disease-relevant trials. [23] Care delivery barriers may particularly 
predict low enrollment to urological cancer trials: 63–81% of urological 
cancer patients receive treatment in community settings with no or 
minor academic affiliation. [24,25] In contrast, academic medical cen-
ters and teaching hospitals conduct the majority of clinical trials. [26] 
Although urology-specific networks bring urological cancer research 
directly to urology practices, [27] the US Oncology Network and the NCI 
Community Oncology Research Program (NCORP) also provide access 
to many urologic cancer trials. [27–29] NCORP contributes approxi-
mately one-third of all accruals to NCI-sponsored trials. These networks 
primarily target medical oncologists, yet medical oncologists treat 
relatively few urological cancer patients. [11] Urological cancer is 
routinely diagnosed and treated by urologists. Compared to other spe-
cialties, multi-disciplinary care is less common in urology, particularly 
in community settings. [30,31] Further, unlike other surgical oncolo-
gists, urologists routinely provide both surgical and medical treatments 
to patients and increasingly do so for cancer. [32–34] Consequently, 
urological cancer patients often receive care exclusively in urology 
practices (excluding referral to radiation oncology), bypassing interac-
tion with medical oncologists. [35] Despite this, little empirical data 
describes the degree to which underrepresentation of urologists in 
oncology networks limits urological trial accrual. [36] 

Likewise, little is known regarding factors that contribute to an or-
ganization’s ability to include urology practices in research, but 
oncology practice size and ownership may be among them. [36,37] 
Larger practice size may allow an organization to cost share research 
staff and infrastructure, thereby reducing cost burden to other specialty 
providers. Hospital or payor ownership, compared to private ownership, 
has been associated with lower costs, higher quality, and greater access 
to care, [38,39] which may extend to research participation. Community 
oncology practices noted weak leverage over urology practices as a 
particular barrier to some types of accrual [40] and private practice 
ownership among urology groups is high (58.6% of urologists practices 
in a private practice or hospital in 2020). [41] 

We sought to describe research-amenable hospital organizations’ 
access to urologists for research participation in a large cancer research 
network and explore the association between oncology practice 
ownership and access to urologists to participate in research. 

2. Materials and methods 

We conducted a secondary analysis of organizational survey data. 
The survey protocol was reviewed by the Institutional Review Board at 
Wake Forest Health Sciences and was deemed exempt from review. 

Setting. NCORP comprises nearly 1000 oncology practices, hospi-
tals, and other cancer care providers in the U.S., organized into 46 
NCORPs. The National Cancer Institute (NCI) has funded the network 
since 1982, originally to.support participation in NCI-sponsored cancer 
clinical trials, and more recently to support cancer prevention research, 
and cancer care delivery research (CCDR). [28] NCORP practices are 
distributed across the United States [40] and may include up to half of U. 
S. oncology practices. [40,42] 

Data. The NCI Community Oncology Research Program (NCORP) 
Landscape Capacity Assessment collected institutional capacity germane 
to CCDR. The NCI’s Division of Cancer Prevention convened a multi-
disciplinary committee to design the survey and authorized its collection 
and analysis by the Wake Forest Research Base in 2015 and 2017. The 
current study is drawn from the 2017 response. The web-based survey 

asked NCORP administrators and research staff to describe structural 
characteristics of the group of hospitals, health systems and/or clinical 
practices associated with each NCORP grantee. Survey data are avail-
able at the practice group level, which serves as the unit of analysis in 
this study. Each NCORP component, usually a practice or a hospital, is 
identified by a Cancer Therapy Evaluation Program (CTEP) institution 
code, used by institutions when participating in NCI-sponsored clinical 
research. Practices are further categorized at the practice group level, 
uniform with respect to providers, patient population, and services. [36] 
Respondents self-identified their practice groups within each NCORP by 
selecting the practices that shared providers, patients, and infrastructure 
and generally had a common electronic health record. [43] Most prac-
tice groups represent a single practice or hospital, but some represent a 
group of practices. We included all practice groups serving adult cancer 
patients. 

Measures. The outcome of the analysis is self-reported access to 
urologists to participate in CCDR within the practice groups. We defined 
access to urologists from a specific item on the Landscape Assessment: 
“Consider the relationship of your component/subcomponent to the 
clinic/practice where patients are seen for the following services (for 
majority of providers). Which of the following are available to partici-
pate in NCORP CCDR studies? Urology.” Practice groups could select 
one of three response options: yes, no, and ‘don’t know.’ We combined 
the no and ‘don’t know’ options to capture lack of access. For descriptive 
purposes, a separate item in the survey asked how many providers of 
each specialty, including urology, were available at the practice group’s 
site specifically. We use both the absolute number (a count variable) to 
describe urologist capacity and that item’s non-zero response (a binary 
variable) to denote urologists located at the practice group site. 

The primary independent variable of interest is NCORP practice 
group ownership status. We collapsed survey responses indicating 
ownership status to create four categories:1) Independently owned, 2) 
Payor-provider owned, meaning the owner served as payor and provider, 
and included HMO/Payor-owned groups, groups part of military hos-
pitals or the Veterans Administration, and groups owned by a health 
system which also had a health plan; 3) Health-system or University 
owned; and 4) Publicly owned, referring to ownership by state or local 
governments. 

Measures of self-reported health system, practice group, and NCORP 
characteristics also were examined to control for known clinical trial 
accrual mediators (e.g., organization size, measured as total number of 
providers of all cancer-related specialties, a proxy for physician supply; 
and multi-specialty group status, an indicator for the likelihood of 
multidisciplinary cancer care, and measured as the presence of at least 
one other cancer specialist (surgical, radiation, gynecological, or pedi-
atric oncologist, or urologist). Health system covariates included 
whether the practice group had a hospital outpatient clinic (yes/no); 
was designated a critical access hospital (yes/no); or was designated a 
safety-net hospital (yes/no). Outpatient clinics provide ambulatory care 
but are financially and clinically integrated with a hospital under Cen-
ters for Medicare and Medicaid Services’ (CMS) billing rules. Critical 
access hospitals are designated by CMS and provide special funding to 
maintain emergency services in rural areas without other hospital ser-
vices. [44] Fewer than half of critical access hospitals provide urological 
services. [45] Although not a federal designation, safety net hospitals 
are typically identified as public hospitals or private hospitals with a 
mission to provide care to vulnerable populations, and are found to, and 
sometimes defined as, having disproportionate Medicaid caseload. [46, 
47] 

Other covariates included Minority and Underserved NCORP (MU- 
NCORP) designation, and the practice group’s geographic region, per 
the US Census Bureau, [48] to control for urological demand. We 
included Puerto Rico as a separate region because urological supply for 
the territory is not documented in publicly available datasets. 
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2.1. Statistical analyses 

We characterized the sample using descriptive statistics (pro-
portions, medians, and interquartile ranges). We examined associations 
between the outcome and each practice group characteristic using chi- 
squared tests for categorical variables and non-parametric k-sample 
equality of medians test for median comparisons. We used multivariable 
logistic regression to assess independent associations of practice group 
with the outcome. We tested the significance of categorical constructs in 
the multivariable model using Wald chi-squared tests. We also computed 
average-adjusted predicted probabilities for significant, categorical 
predictors to standardize the estimates across the practices groups and 
increase understanding of their impact. All analyses were conducted in 
Stata. [49] All available factors theorized to contribute to the urology 
participation were included in the model. 

Practice groups with missing outcome data were excluded. We sup-
plemented missing data for safety-net hospitals and critical access hos-
pitals using publicly available records; [50,51] practice groups were 
classified as not belonging to these categories if they were not listed in 
the source data. We supplemented missing information on being a 
multi-specialty practice group based on the provider roster on the 
websites of the practice groups. We imputed missing data for total 
number of providers using the mean number of providers in our analytic 
sample. We checked assumptions post hoc by replacing missing values 
with the most frequently occurring value in the data and compared re-
sults. [52] To further assess sensitivity of our findings to 1) imputation, 
2) missing data on urologist supply; and 3) assumptions about the in-
fluence of large practice groups, we compared results of: 1) imputed 
covariates assumed to be missing at random to complete case analysis; 
2) full results adjusted by region to results excluding Puerto Rico; and 3) 
full results to results including fewer than 6 and fewer than 4 practice 
groups. 

3. Results 

The survey provided data for 504 of 943 CTEP institutions (53% 
representation rate), self-grouped into 227 practice groups by survey 
respondents. Of the 227 practice groups, one had missing data on the 
primary outcome. Seventeen practice groups were primarily pediatric 
facilities. Thus, 209 practice groups were included in the analysis. 

Of the 209 practice groups, 97 (47.5%) reported having urologists at 
their site; 133 (63.6%) reported having a urology practice available for 
care delivery research participation(Table 1). Among 204 practice 
groups who provided the absolute number of urologists, the number 
ranged from 0 to 128. The median number of urologists was 0 with an 
interquartile range of 3 across the network. 

The most common type of NCORP practice group ownership was a 
payor-provider system (38.8%; n = 81), while 14 practice groups (6.7%) 
reported public ownership (Table 1). Median organization size was 12 
physicians (interquartile range = 23) of any oncology-related specialty; 
183 practice groups (88.4%) reported having providers from multiple 
specialties. Most practice groups had a hospital-based outpatient clinic 
(81.3%; n = 170), 21.4% had critical access status, and 23.2% identified 
as safety-net hospitals (n = 48). Sixteen percent of practice groups were 
part of a MU-NCORP (n = 34). Over half were located in the Midwest (n 
= 111) region. Six practice groups (2.9%) were from Puerto Rico. 

In bivariate analyses (Table 2), group ownership was statistically 
significantly associated with access to urologists for research (p =
0.016). In addition, oncology practice groups were more likely to have 
access to urologists if the practice groups had a hospital outpatient clinic 
(p < 0.001,. identified as a safety-net hospital (p = 0.04), or were a 
multi-specialty practice group (p = 0.002). 

After controlling for other covariates, group ownership was not 
statistically significantly associated with access to urologists (Table 3) A 
Wald test to identify the joint significance of the construct was not sig-
nificant (p = 0.4). Instead, practice groups with a hospital outpatient 

clinic were three times more likely (OR 3.09, CI 1.28–7.47) and those 
identifying as a safety-net hospital were two and half times more likely 
(OR 2.41, CI 1.04–5.59) to have access to urologists for participation in 
research. The average predicted probability of having access to urolo-
gists was 24% points higher among practice groups with hospital 
outpatient clinics. The average predicted probability of having access to 
urologists was 16% points higher among oncology practice groups 
identifying as safety net hospitals. 

In the sensitivity analyses, interpretation of findings was relatively 
unchanged when we: used complete case analysis rather than imputed 
values for missing data; excluded the measure of urologist supply in a 
subsample of the data; or assessed the influence of large practice groups 
in multivariable analyses excluding practice groups with fewer than 6 
and fewer than 4 practice groups; thus we considered the model robust 
to these specifications. 

4. Discussion 

We examined the structural capacity of a well-established commu-
nity oncology research network to engage urologists in cancer research. 
Practice group respondents were distributed across the U.S. and 

Table 1 
Sample characteristics for 209 non-pediatric NCI community oncology research 
program (NCORP) practice groups participating in 2017 NCORP landscape 
survey.  

Covariate N (Percent) or Median (IQR) 

Urologists available for research  
Yes 133 (63.6%) 
No 76 (36.4%) 
Missing 0 

Urologists on site  
Yes 97 (47.5%) 
No 107 (52.5%) 
Missing 5 

Number of urologists overall 0 (0–3) 
Missing 5 

Group ownership  
Independently owned 75 (35.9%) 
Payer-provider owned 81 (38.8%) 
Health-system Owned 39 (18.6%) 
Publicly owned 14 (6.7%) 
Missing 0 

Organization sizea 12 (7–30) 
Missing 2 

Multi-specialty practice group  
Yes 183 (88.4%) 
No 24 (11.6%) 
Missing 2 

Has hospital-based outpatient clinic  
Yes 170 (81.3%) 
No 39 (18.7%) 
Missing 0 

Affiliated with critical access hospital  
Yes 44 (21.4%) 
No 162 (78.6%) 
Missing 3 

Identifies as safety net hospital  
Yes 48 (23.2%) 
No 159 (76.8%) 
Missing 2 

Region  
Northeast 13 (6.2%) 
Midwest 111 (53.1%) 
South 36 (17.2%) 
West 43 (20.8%) 
Puerto Rico 6 (2.9%) 

Minority/Underserved NCORP site  
Yes 34 (16.3%) 
No 175 (83.7%) 
Missing 0 

IQR=Interquartile Range. 
a Number of all oncology specialty providers. 
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represented NCORP types in similar proportions to practices within the 
NCORP as a whole (e.g., 17% of NCORP practices are MU-Underserved 
and the majority are concentrated in the Midwest, [40] similar to our 
respondents.) Among this sample, 64% had access to urologists for 
research participation within their network. An earlier study of the 

potential capacity of NCORP practice groups to conduct research with 
non-oncologists demonstrated that 85% of oncology practice groups had 
affiliated radiologists or radiology practices available for research (69% 
participate in research) and 79% had access to primary care for research 
(31% participated in research). [36] Although NCORP may have more 
studies amenable to multi-disciplinary specialty cancer care research 
than primary care research, oncology practice groups have less access to 
urologists than other provider types. More than a third of NCORP 
practice groups do not have access to urologists. Moreover, urologists in 
the network are concentrated in a small number of practices, suggesting 
only a small proportion of practice groups could open trials requiring 
urologists. These findings suggest that low accrual to federally funded 
urologic oncology trials may be related to the limited access to urology 
groups in community cancer research networks. 

We hypothesized oncology practice group ownership would be 
associated with access to urologists for research participation. Owner-
ship was significantly associated with urology practice access in uni-
variate analysis, but it was not significantly associated with urology 
practice access after controlling for other practice, organizational and 
geographic characteristics. Our findings differ from other analyses 
assessing radiologists and primary care providers. [36] Differences may 
result from underlying differences in the organization of oncology and 
urology practices. Oncology practices are increasingly incorporated into 
hospital-owned practices. [38,39] However, private practice remains 
the dominant ownership type in urology, [41] despite declines in the 
number of urologists in private practice over the last decade. Moreover, 
the urology workforce is distributed differently than other specialties, 
with greater rural representation than oncologists and more solo pro-
viders than other specialities. [53,54] Alternatively, differences may 
reflect differences in data and analytic choices The radiology analysis 
was completed on data from a different year, controlled for a different 
mix of covariates, and defined ownership differently, grouping public 
ownership with integrated delivery systems and university-owned 
practices. Our choice to separate the effect of public ownership 
increased the effect size of public ownership while decreasing the effect 
size of payor-owned practices. The wide confidence interval may also 
suggest that the effect is driven by an outlier in the small group of 
publicly owned practice groups. Statistical power and observational 
study design limitations (e.g., differential distribution of unmeasured 
confounders) could also potentially restrict our ability to detect re-
lationships. The odds of publicly owned group practices having urology 
practice availability compared to privately owned group practices was 

Table 2 
Bivariate analysis of access to urologists for cancer care delivery research 
participation by levels of independent variables for 209 non-pediatric NCI 
community oncology research program (NCORP) practice groups.   

Access to Urologists 

Yes 
(N¼133) 

No 
(N¼76) 

p- 
valuea 

N (Percent) or Median (IQR)  

Group ownership   0.016 
Independently owned 39 (52%) 36 (48%)  
Payer-provider owned 55 (67.9%) 26 (32.1%)  
Health-system Owned 26 (66.7%) 13 (33.3%)  
Publicly owned 13 (92.9%) 1 (7.1%)  
Organization Sizeb 15 (25) 10 (16.5) 0.02 
Multi-specialty practice group   0.001 
Yes 123 (67.2%) 60 (32.8%)  
No 8 (33.3%) 16 (66.7%)  
Has hospital-based outpatient clinic   <0.001 
Yes 119 (70%) 51 (30%)  
No 14 (35.9%) 25 (64.1%)  
Affiliated with critical access 

hospital   
0.945 

Yes 28 (63.6%) 16 (36.4%)  
No 104 (64.2%) 58 (35.8%)      

Identifies as safety net hospital   0.014 
Yes 38 (79.2%) 10 (20.8%)  
No 95 (59.7%) 64 (40.3%)  
Region   0.655 
Northeast 7 (53.8%) 6 (46.2%)  
Midwest 75 (67.6%) 36 (32.4%)  
South 23 (63.9%) 13 (36.1%)  
West 24 (55.8%) 19 (44.2%)  
Puerto Rico 4 (66.7%) 2 (33.3%)  
Minority/Underserved NCORP site   0.524 
Yes 20 (58.8%) 14 (41.2%)  
No 113 (64.6%) 62 (35.4%)   

a P-value calculated from bivariate Chi-squared test for categorical variables 
or non-parametric k-sample equality of medians test for median comparisons. 

b Number of all oncology specialty providers. 

Table 3 
Multivariable Logistic Regression Modeling Results of Access to Urologists for Cancer Care Delivery Research Participation among non-Pediatric NCORP Practice 
Groups (N = 209).   

Odds Ratio (95% CI) P-valueb P-valuea Average Predicted Probability 

(n = 209) Yes No Difference 

NCORP Practice Group Ownership   0.40    
Independently owned Reference      
Payer-provider owned 1.24 (0.56–2.79) 0.60     
Health-system Owned (not including health plan) 1.29 (0.52–3.19) 0.60     
Publicly owned 6.33 (0.74–54.17) 0.09     
Sizec (1 oncology provider) 1.01 (0.99–1.02) 0.28     
Multi-specialty practice group 2.01 (0.71–5.68) 0.19     
Has hospital-based outpatient clinic 3.09 (1.28–7.47) 0.01  0.68 (0.61–0.75) 0.44 (0.27–0.61) 0.24 
Affiliated with critical access hospital 0.84 (0.39–1.81) 0.66     
Identifies as safety net hospital 2.41 (1.04–5.59) 0.04  0.76 (0.64–0.89) 0.60 (0.53–0.67) 0.16 
Minority/Underserved NCORP site 0.48 (0.16–1.43) 0.19     
Region   0.69    
North-East Reference      
Midwest 1.45 (0.4–5.18) 0.57     
South 1.76 (0.4–7.83) 0.46     
West 1.19 (0.3–4.72) 0.81     
Puerto Rico 5.36 (0.46–62.69) 0.18      

a Calculated with Wald Chi-squared test for Joint test of Significance. 
b Based on pair-wise comparisons. 
c Number of all oncology providers. 
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substantial (6.33) and marginally significant (p = 0.09). Thus, subop-
timal power to detect differences may explain the study’s failure to 
reject the null hypothesis. 

Our results on access to urologists for research participation within a 
community-based research network differ in other ways from research 
on access to other types of providers. Oncology group size was not 
associated with access to urologists, contrary to other studies. [36,37] 
Practice size is associated with access to primary care providers and to 
radiologists’ participation in research. [36], For urologists, character-
istics of the hospital connected to the practice group were associated 
with access to urologists: having an outpatient department on a hospital 
campus and self-identifying as a safety net hospital. The implications of 
these factors independently impacting access to urologists for research 
remain unclear but hospital rather than oncology program characteris-
tics may be a better indicator of access to urologists. 

Outpatient status was associated with access to both urologists and to 
radiologists for participation in research, but was not associated with 
access to primary care providers. [36], Safety net status was associated 
with access to urologists, but was not associated with access to radiol-
ogist or primary care provider for research participation. Outpatient 
clinic designation indicates a higher level of financial and clinical 
integration, possibly confounding some types of ownership, but may 
also precipitate the need for specialists. Safety net clinics may provide a 
more comprehensive array of services as part of their core mission to 
serve all. 

Regardless of the structural characteristics that may hinder access to 
urology practices, a large proportion of practice groups may need sup-
port to engage urology practices in research. Thirty-six percent of 
oncology practice groups had no access to urologists for research, but 
even among those reporting access, the majority were not co-located 
with the urologists, which could present additional barriers to 
research engagement. Research bases or investigators may need to 
support the time and resources required to build relationships and work 
across departments and institutions. Further, action may be overdue; 14 
years ago, Swanson et al., suggested expansion of what was then the 
CCOP program to urologists, as urologists cited barriers to access rather 
than lack of interest in having their patients participate in clinical trials. 
[11] Some progress is evident, as implementation scientists have created 
promising models to increase urologists’ referral to clinical trial eligi-
bility screening. [35,54,55] Rather than asking community urologists to 
establish research programs within their practices, this research suggests 
it may be more effective to create referral channels for clinical trial 
eligibility screening at designated cancer programs. Further, organiza-
tions may need to include other surgical specialists, such as gastroen-
terologists, and general surgeons who provide much cancer care to rural 
patients. As the field increases its understanding of cancer care delivery, 
[53] opportunities to include other cancer care providers we may 
revealed. Future research may also need to better characterize the spe-
cialty needs trials require. Most research on trial characteristics associ-
ated with accrual failure focuses on trial size, sponsor type, and 
methodological characteristics, rather than implementation-related 
factors, such as personnel necessary for trial conduct. Such, innovative 
approaches are needed to increase cancer clinical trial accrual to achieve 
goals set forth in the nation’s Cancer Moon Shot and to help community 
urologists adhere to national cancer guidelines calling for the treatment 
of cancer patients in the context of clinical trials when appropriate. More 
than 20% of the US cancer burden is urologic. [56] Increasing the reach 
of cancer clinical trials to all cancer providers by intentionally including 
them could increase the pool of potentially eligible cancer patients 
screened for trials. 

4.1. Limitations 

Our study was conducted within a single cancer research network; 
thus findings may not be generalizable to other research networks, 
particularly those focused on urological research. [27] Additionally, not 

all practice groups participated in the survey. Although respondents do 
not seemingly differ on select fundamental network characteristics, 
findings may not reflect the population of NCORP practice groups. The 
survey asked about a subset of clinical research, CCDR, which is a novel 
network undertaking sometimes requiring use of unfamiliar data 
collection processes and study design methods, and which some network 
participants may perceive as less germane to patient care than treatment 
trials. CCDR is shown to have lower uptake than clinical trials among 
NCORP practices. [40] Therefore, if respondents interpreted the item as 
differentiating access for CCDR versus treatment trials, our analysis may 
underestimate the access to urologists for participation in clinical trials. 
Finally, outcomes, practice group, and health system characteristics 
were self-reported. Ten percent of survey participants reported that they 
did not know whether they had access to urologists, opening the pos-
sibility of measurement error. Whether there is systematic bias in that 
error, affecting the results is unknown. 

5. Conclusions 

Sixty four percent of NCORP practice groups have access to urology 
practices for CCDR. Detailed documentation of the available specialties 
at each practice group in research networks may help investigators plan 
trials. Research groups may require directed support to increase their 
capacity to engage non-oncology cancer care providers. 
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