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Abstract 

This study identified challenges affecting medical oncologists, nephrologists, physician assistants, nurse 

practitioners, and registered nurses involved in the care of advanced (unresectable and metastatic) renal cell 
carcinoma. Challenges included staying current with emerging therapies, weighing in patient’s preferences for 
treatment, promoting a collaborative approach to care, and sharing patient information. Insights can inform the 

development of educational interventions. 
Introduction: Systemic treatments for metastatic or unresectable renal cell carcinoma (mRCC) are rapidly evolving. 
This study aimed at investigating challenges in the care of mRCC to inform future educational interventions for health 

care providers (HCPs). Materials and Methods: The sequential mixed-method design consisted of a qualitative phase 

(semistructured interviews) followed by a quantitative phase (online surveys). Participants included US-based medical 
oncologists, nephrologists, physician assistants, nurse practitioners, and registered nurses. Interview transcripts were 

thematically analyzed. Survey data was descriptively and inferentially analyzed. Results: Forty interviews and 265 

surveys were completed. Analysis revealed four challenges in the care of mRCC patients. A challenge in staying current 
with emerging evidence and treatment recommendations was found with 33% of surveyed HCPs reporting suboptimal 
skills interpreting published evidence on the efficacy and safety of emerging agents. A challenge weighing patient health 

and preferences in treatment decisions was found, especially among HCPs with 3 to 10 years of practice (37%) who 

reported suboptimal skills in assessing patients’ tolerance to side effects. Promoting a collaborative care approach to 

the management of immune-related adverse events was a challenge, specifically related to barriers involving nephrol- 
ogists (eg, diverging treatment goals). Breakdowns in communication were reported (46% of HCPs), especially in the 

monitoring of side effects and treatment adherence. Conclusion: This study revealed key challenges faced by HCPs 
when treating and managing patients with mRCC across multiple providers. Future interventions (eg, community of 
practice) should aim to address the identified gaps and promote a team-based approach to care that strengthens the 

complementary competencies of HCPs involved. 
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Introduction 

Cancers of the kidney or renal pelvis were estimated to be
diagnosed in 76,000 patients with approximately 14,000 deaths in
the United States (US) alone in 2021. 1 The most common type of
kidney cancer is renal cell carcinoma (RCC), with clear cell being
the most common histology. Approximately 30% of patients with
RCC are found to be metastatic at time of diagnosis. 2 For simplicity
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2 Cli
we will refer to advanced (unresectable or metastatic) clear cell renal
cell carcinoma as mRCC in this paper. 

Systemic therapy has evolved rapidly for mRCC with the develop-
ment of immune check point inhibitors and small molecule tyrosine
kinase inhibitors (TKIs) directed at vascular endothelial growth
factor receptors. These are new options for treatment of regionally
extensive or mRCC. 3 In the selection of initial therapy, the National
Comprehensive Cancer Network (NCCN) guidelines have recom-
mendations based on a patient’s International Metastatic RCC
Database Consortium (IMDC) prognostic score. 4 , 5 At present, a
patient with intermediate or poor risk disease has a NCNN category
1 recommendation (ie, high-level evidence / consensus that the
intervention is appropriate) to receive nivolumab plus ipilimumab,
pembrolizumab plus axitinib, nivolumab plus cabozantinib, or
pembrolizumab plus lenvatinib. 6 Challenges to select appropriate
treatment are emerging, which are potentially caused by the lack of
head-to-head comparisons between different agents. 7 

There has been little real-world evidence published on the clinical
use of recommended first-line therapy agents for mRCC since their
introduction in the US. This challenges HCPs to know exactly what
to expect in terms of adverse events, especially when these new drugs
are used in patients who have comorbidities. 8 Further research is
also needed to determine the optimal sequence of systemic therapy
agents for mRCC. 3 

To better understand potential challenges that US-based HCPs
face when caring for patients with first-line mRCC, and inform
continuous professional development interventions, an educational
needs assessment was deployed with the following objectives: 

• Assess the knowledge, skill, confidence, and attitudes of HCPs in
the treatment, management, and coordination of care of patients
with mRCC across interprofessional team members. 

• Assess contextual and systemic barriers preventing application of
knowledge, and optimal care. 

Materials and Methods 

A mixed-methods sequential design was used, 9 consisting of a
qualitative exploratory phase followed by a quantitative validation
phase ( Fig. 1 ). This type of design was leveraged to obtain a more
complete picture of the studied phenomena, thanks to the comple-
mentary nature of both methods: Qualitative findings offering rich
contextual insight into the root causes of the studied phenomena
(ie, the what and why), and quantitative findings offering insight
into the extent to which previously identified findings are present in
a larger sample size. 10 , 11 

The qualitative exploration phase consisted of 45-minute
semistructured interviews with open-ended questions. Findings
from this phase were used to create a 15-minute online survey
designed to quantify the preliminary findings. 12 The sample
consisted of medical oncologists (ONCs), nephrologists (NEPs),
physician assistants (PAs), nurse practitioners (NPs), and regis-
tered nurses (RNs). The size of the qualitative sample was deter-
mined based on estimated requirements to reach data saturation
and maximum variation in our purposive sampling. 13 The size of
the quantitative sample was determined in a way to assure a statisti-
cal power of 0.8 when conducting χ2 analysis with up to 4 degrees
nical Genitourinary Cancer 2023 
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of freedom and α = 0.05. 14 The study protocol was reviewed and
approved by Veritas IRB (Montreal, QC, Canada), an international
independent ethical review board. 

Recruitment 
Invitations to participate in the study were sent by email to

potential participants from two separate and independent panels
(one for the qualitative phase and another for the quantitative
phase), consisting of members registered to provide their perspec-
tive on topics related to health care. Both panels operate in compli-
ance with the International Chamber of Commerce (ICC) and the
European Society for Opinion and Marketing Research (ESOMAR)
code of conduct and ethical standards for research. 15 The invitations
included a link to a secure website directing participants to a screen-
ing questionnaire and an informed consent form. Participants who
successfully completed this screening step were asked to either share
their availability for the interview or were redirected to the online
survey. 

Research Criteria 

To be eligible, participants had to be actively practicing in the
US for a minimum of 3 years as a ONC, NEP, PA, NP, or RN.
They were also required to have a minimum monthly caseload of 8
patients with advanced RCC. PAs, NPs, and RNs had to be special-
ized in oncology or having practiced in an oncology setting for at
least 3 years (in general medical oncology or genitourinary medical
oncology). In addition, purposive sampling 16 was used to ensure a
variety of practice settings (academic vs. community-based), years
of practice (3-10 years, 11-20 years, 21 years or more), practice
locations (rural, urban, suburban), and identified gender. Inclusion
criteria and purposive sampling criteria applied to both study phases.

Data Collection 

For the qualitative exploration phase, the interview questions
were developed based on a preliminary review of the literature and
a discussion with a panel of clinical experts (co-authors MTC, EAJ,
MAB, EAL, EPC) to identify potential gaps and challenges in clini-
cal practice. The semistructured format of the interview included
open-ended questions and probes to enable the trained interviewers
to elicit further elaboration from the participants. The interviews
were conducted in English between August and October 2020. They
were recorded with participants’ consent and then transcribed for
analysis. 

The development of quantitative measures was informed by
the findings of the qualitative phase, to help shed light on the
extent to which previously identified trends occurred in a larger
sample. 9-11 The quantitative validation phase used a 15-minute
online survey (see Supplemental Material 1) to validate the quali-
tative findings with a larger sample across the various professions,
practice settings, and years of practice. Participants rated their
level of knowledge and skill considering professional expectations
using a 5-point rating scale (1 = no, 2 = basic, 3 = interme-
diate, 4 = advanced, 5 = expert knowledge/skill). Attitude and
beliefs of participants were assessed via a five-point Likert-type scale
(1 = strongly disagree to 5 strongly agree). Participants were also
asked to rate the frequency to which they performed clinical tasks
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(1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always)
and the quality of various sources of information (1 = very poor,
2 = poor, 3 = fair, 4 = good, 5 = excellent). For each of the survey
items, participants had the opportunity to select “not relevant to my
current practice.” The survey was fielded from February to March
2021. 

Analysis 
The interview transcripts were analyzed in NVivo software (QSR

International Pty Ltd, Version 12, 2018, Burlington, MA) with an
approach drawing from the principles of directed content analy-
sis 17 and thematic analysis. 18 A coding tree was developed with
themes based on the structure of the interview guide and the liter-
ature review. New themes were added during the coding process as
they emerged from the transcripts and during interviewer debriefing
sessions. 

The survey data underwent a quantitative analysis with SPSS
software (version 27.0, IBM Corporation, Armonk, NY) with cross-
tabulations (Pearson’s χ2 test) to assess differences in the distribu-
tion of responses by subgroups (eg, profession). Knowledge and skill
ratings were grouped into 2 categories: “sub-optimal” (for 1 = none,
2 = basic, 3 = intermediate) and “optimal” (for 4 = advanced,
5 = expert). Agreement ratings were grouped in 3 categories:
“disagree or strongly disagree,” “neither agree nor disagree,” and
“agree or strongly agree.” Frequency ratings were grouped into 2
categories: “never , rarely or sometimes,” and “often or always.”
Quality of information ratings were grouped into 2 categories “very
poor, poor or fair” and “good or excellent.”

Data Integration and Trustworthiness 
For the final analysis, qualitative and quantitative findings were

combined through triangulation, a process that enhances the trust-
worthiness of final findings by overcoming the biases intrinsically
associated with analyses based on a single method, source, and inter-
pretation viewpoint. 19 Triangulation of sources was also employed
to contrast the perspectives of the different professions and special-
ties, as well as triangulation of investigational perspectives through
the multidisciplinary interpretation of findings between educational
(co-authors PL, MA, GJ) and clinical experts (co-authors MTC,
EAJ, MAB, EAL, EPC). 

Results 

A total of 1,690 invitations for interviews and approximately
6,500 invitations for surveys were sent out. Response rates were
7.9% and 18.6% for respective phases of the study. Of those who
replied to the invitation, 305 participants met eligibility criteria and
successfully completed the study (40 interviewed, 265 surveyed)
( Table 1 ). Most participants in both phases practiced in commu-
nity (ie, nonacademic affiliated) settings. In the qualitative phase,
33% of participants had 3 to 10 years of practice, 45% had 11 to
20 years, and 23% had 21 years or more. In the quantitative phase,
percentages were 38% for 3 to 10 years of practice, 46% for 11 to
20 years, and 16% for had 21 years or more. 

Triangulated findings underscored 4 key challenges in the care
of patients with mRCC as convergent themes from the combined
qualitative and quantitative data. Challenges related to treatment
Please cite this article as: Patrice Lazure et al, Identifying the Needs of Health Care
Research, Clinical Genitourinary Cancer, https://doi.org/10.1016/j.clgc.2023.03
and management of mRCC included: 1) staying current with
emerging evidence and recommendations, and 2) weighing in
patient health and treatment preferences. Challenges related to the
coordination of mRCC care included: 3) promoting a collaborative
care approach, and 4) transferring patient information across multi-
ple providers. 

Treatment and Management 
) Challenges staying current with emerging evidence and recom-

mendations 

Surveyed ONCs (25%), PAs (36%), and NPs (49%) reported
suboptimal knowledge levels of “TKIs currently indicated for the
first-line treatment of mRCC.” A statistically significant difference
in the distribution of sub-optimal knowledge ratings was identi-
fied by profession ( P = .03, Table 2 , Row A). Similarly, 28% of
surveyed ONCs, 33% of PAs, and 54% NPs reported subopti-
mal knowledge levels of “when it is appropriate to combine TKIs
with immunotherapy for the treatment of mRCC” ( P = .02,
Table 2 , Row B). Qualitative data revealed a feeling of being
overwhelmed by the myriad of emerging therapeutic options and
the challenge of using the IMDC risk stratification tool to decide
which combination therapy is most appropriate for patients with
mRCC: 

“[everolimus] was out of the barn, and then [sunitinib] came to the
market, and then came the mTOR inhibitors. And then it exploded.
Now, we have so many TKIs, a bunch of inhibitors, I-O’s [immuno-
oncology agents] . It’s actually become confusing now, there’s so
much.”

– Medical Oncologist, Academic 

“What is the best choice between the standards of care?
Pembrolizumab, axitinib or I-O [an immuno-oncology agent]
plus TKI versus ipilimumab/nivolumab combination, specifically for
intermediate and poor-risk IMDC patients? That is really the key
question here.”

– Medical Oncologist, Community 
According to survey results, only 42% of ONCs reported

often or always considering the IMDC risk model in treatment
recommendations. Surveyed ONCs (37%), PAs (23%), and NPs
(30%) reported suboptimal knowledge of “current recommenda-
tions regarding the dosage of TKIs for mRCC,” with no statistically
significant difference in the distribution of suboptimal knowledge
ratings by profession ( P = .25, Table 2 , Row C). Surveyed ONCs
(43%), PAs (61%) and NPs (34%, P = .01) agreed or strongly
agreed with the statement that: “National Comprehensive Cancer
Network (NCCN) guidelines are extremely challenging to follow
when it comes to the first-line treatment of advanced or metastatic
RCC.” In addition, surveyed ONCs (25%), NEPs (29%), PAs
(37%), NPs (38%) and RNs (41%) reported suboptimal skill in
“interpreting published evidence on the efficacy (eg, progression-
free rate) and safety (eg, toxicity rate) of emerging agents in first-line
mRCC”, with no statistically significant difference in the distribu-
tion of suboptimal skill ratings by profession ( P = .37, Table 3 ,
Row A). 
Clinical Genitourinary Cancer 2023 3 
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Table 1 Description of Sample by Phase (Qualitative and Quantitative) and Specialty 

Qualitative 
interviews 

Medical 
Oncologists 

(n = 10) 

Nephrologists 
(n = 8) 

Physician 
Assistants (n = 8) 

Nurse 
Practitioners 

(n = 8) 

Registered 
Nurses (n = 6) 

Total (n = 40) 

Years of Practice 
3-10 y 4 0 5 4 0 13 
11-20 y 3 7 3 2 3 18 
21 + y 3 1 0 2 3 9 

Setting 

Academic 5 3 2 3 2 15 
Community 5 5 6 5 4 25 

Location 

Rural 1 0 0 2 0 3 
Suburban 4 3 3 3 4 17 
Urban 5 5 5 3 2 20 

Quantitative 
Survey 

Medical 
Oncologists 

(n = 68) 

Nephrologists 
(n = 54) 

Physician 
Assistants 
(n = 49) 

Nurse 
Practitioners 

(n = 47) 

Registered 
Nurses (n = 47) 

Total (n = 265) 

Years of Practice 
3-10 y 26 17 28 14 15 100 
11-20 y 30 30 17 22 23 122 
21 + y 12 7 4 11 9 43 

Setting 

Academic 34 12 7 13 18 84 
Community 34 42 42 34 29 181 

Location 

Rural 4 2 5 2 3 16 
Suburban 27 23 11 26 18 105 
Urban 37 29 33 19 26 144 

Table 2 Percent of HCPs Who Self-Reported No, Basic or Intermediate Levels of Knowledge 

Percent of ...... who reported no, basic 
or intermediate knowledge of ... 

Profession Total Sig. a 

ONC PA NP 

A “TKIs currently indicated for 
the first-line treatment of 
advanced or metastatic RCC”

25% 36% 49% 35% P = .03 

(n = 17) (n = 17) (n = 23) (n = 57) 
B “when it is appropriate to 

combine TKIs with 
immunotherapy for the 
treatment of advanced or 
metastatic RCC”

28% 33% 54% 37% P = .02 

(n = 19) (n = 16) (n = 25) (n = 60) 
C “current recommendations 

regarding the dosage of TKIs 
for advanced or metastatic 
RCC”

37% 23% 30% 31% P = .25 

(n = 25) (n = 11) (n = 14) (n = 50) 

Note: Nephrologists and registered nurses were not asked to rate their knowledge for these items. 
Abbreviations: NP = Nurse practitioners; ONC = Medical oncologists, PA = Physician assistants 
a Pearson’s χ2 test indicating statistically significant difference in the distribution of suboptimal (no, basic or intermediate) vs. optimal (advanced or expert) knowledge ratings across professions at 
P < .05. 
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Table 3 Percent of HCPs Who Self-Reported No, Basic or Intermediate Levels of Skills 

Percent of ...... who reported no, 
basic or intermediate skills in ... 

Profession Total Sig. a 

ONC NEP PA NP RN 

A “interpreting published 
evidence on the efficacy (eg, 
progression-free rate) and 
safety (eg, toxicity rate) of 
emerging agents in first-line 
advanced or metastatic RCC”

25% 29% 37% 38% 41% 33% P = .37 

(n = 17) (n = 15) (n = 18) (n = 18) (n = 18) (n = 86) 

B “assessing a patient’s 
tolerance level to side effects 
when personalizing a first-line 
treatment for advanced or 
metastatic RCC”

32% N/A b 29% 19% 35% 29% P = .38 

(n = 21) (n = 14) (n = 9) (n = 16) (n = 210) 

C “weighing the effectiveness of 
a targeted therapy for 
advanced or metastatic RCC 
against a potential toxicity”

21% 37% 35% 32% 39% 32% P = .22 

(n = 14) (n = 19) (n = 17) (n = 15) (n = 17) (n = 82) 

Abbreviations: ONC = Medical oncologists; NEP = Nephrologists; PA = Physician assistants; NP = Nurse practitioners; RN = Registered nurses. 
a Pearson’s χ2d test indicating statistically significant difference in the distribution of suboptimal (non, basic or intermediate) vs. optimal (advanced or expert) skill ratings across professions at P < .05. 
b Item not asked to this specific profession group. 
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 Challenges weighing in patient health and treatment preferences 

About 34% of surveyed HCPs reported often or always encoun-
tering a “lack of information regarding patient’s existing comor-
bidities prior to making a treatment decision.” When asked to rate
the quality of the sources of information, a statistically significantly
higher proportion (38%) of HCPs with 3 to 10 years of practice
rated as very poor, poor, or fair the quality of “medical history and
clinical notes taken by other providers in relation to a patient’s exist-
ing comorbidities,” compared to 27% of those with 11 to 20 years
and 19% of those with 21 + years ( P = .04). Thirty-seven percent
(37%) of surveyed HCPs provided low ratings for the quality of
“documentation of patient’s preferences, including desired quality
of life” with no statistically significant difference in the distribution
of low-quality ratings by years of practices ( P = .74). 

Suboptimal skills in “assessing a patient’s tolerance level to side
effects when personalizing a first-line treatment for mRCC” were
found, especially among surveyed HCPs with 3 to 10 years of
practice (37%), compared to 22% of those with 11 to 20 years and
23% of those with 21 + years ( P = .03). Alongside, surveyed ONCs
(21%), nephrologists (37%), PAs (35%), NPs (32%), and RNs
(39%) reported in similar proportions suboptimal skills “weighing
the effectiveness of a targeted therapy for mRCC against a poten-
tial toxicity” ( P = .22, Table 3 , Row C). Interviewed participants
provided further insights on this challenge, expressing concerns
on the severity of side effects associated with treatments for 
mRCC: 

“We know the medication’s working but it’s causing them [the
patients] such side effects that the quality of life that they’re having
Please cite this article as: Patrice Lazure et al, Identifying the Needs of Health Care
Research, Clinical Genitourinary Cancer, https://doi.org/10.1016/j.clgc.2023.03
is not worth it. In those cases, it’s a difficult decision. Ultimately
though, again, we let the patient make the decision.”

– Nurse Practitioner, Academic 

“If the treatment’s potentially nephrotoxic, what’s worse? Being on
dialysis or not treating the cancer? And I don’t think anybody knows
that answer. I don’t think there’s any studies that have seen that.”

– Nephrologist, Community 
A smaller proportion of ONCs (57%) surveyed considered

patient’s preference in treatment recommendations, compared to
those who considered patient’s tolerance level to side effects (79%)
and desired quality of life (85%). 

Coordination of care 
) Challenge promoting a collaborative care approach 

When asked to describe the key members of the multidisciplinary
team in mRCC, interviewed participants named mostly oncologists,
urologists, and internists. Nurses and advanced practice providers
described their role in following up with a treatment, communi-
cating with patients and supporting their education. Involvement
of other specialties (eg, cardiologists, endocrinologists, rheumatolo-
gists, nephrologists) depended on the side effect that a patient with
mRCC would experience and the need for additional care: 

“It’s a case-per-case basis. If a patient needs more help, or there’s a
complication, if there’s something going on with the patient, then
we’re likely to communicate with the urologist and the oncologist
more. I don’t think there’s a set rule. It depends on the patient, it
depends on the severity of their disease, from a renal standpoint, and
do the patients need the help or not?”
Clinical Genitourinary Cancer 2023 5 
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– Nephrologist, Community 
Depending on the side effect, between 19% to 52% of surveyed

NEPs reported never, rarely, or sometimes being involved by ONCs
in the management of mRCC patients: Anemia (52%), electrolyte
abnormalities (30%), uncontrolled hypertension (29%), nephritis
(25%), proteinuria (25%), acute renal failure (24%) and chronic
kidney disease (19%). But only few nephrologists (7-21%) indicated
having sub-optimal knowledge of the signs and symptoms of renal
complications and suboptimal skills to manage renal complications
( Figure 2 ). 

Suboptimal knowledge of therapeutic options and side effects,
divergent treatment goals, and poor recognition of roles and respon-
sibilities were among the most significant barriers to having nephrol-
ogists involved in the management of patients experiencing renal
complications: 

“You have to be extremely explicit in asking for their help. In general,
other than having a confirmation that their kidney function is
impaired, the nephrologist always blames the chemotherapy and then
says to avoid nephrotoxic agents. It’s not helpful.”

- Medical Oncologist, Academic 

“RCC is under-recognized by the nephrology community, such that
its presence in curricula and research by this group is lacking.”

–Registered Nurse, Community 

) Challenges transferring patient information across multiple
providers 

Survey results showed 34% of HCPs often or always experienced
a loss of relevant patient documentation in the transfer of care across
providers. Heavy workloads and a lack of communication pertaining
to the prioritization of patient cases were described as barriers to
optimal coordination of care by interviewed participants: 

“… whether it is seen by the emergency room or discharged and/or
the urologist or any other physicians, I would say instead of faxing
over the records to the medical oncology office hoping that the patient
records get to the right person […] it is always good to communi-
cate by the electronic method or by phone or some sort of electronic
method to bring to light the urgency of the referral and expeditious
taking care of the patient.”

– Medical Oncologist, Community 
On average, 46% of surveyed HCPs reported experiencing

breakdowns in communication between providers when caring for
patients with mRCC. Of those, the majority reported having a
breakdown in communication during the monitoring of side effects
and patient compliance with treatment (61%), management of a
patient’s desired quality of life (58%), and treatment with targeted
therapies (57%). Almost half (48%) experienced a breakdown
during initial referral to ONCs. Few RNs (28%) reported having
suboptimal skill levels in coordinating the care of patients with
mRCC among providers. 

Discussion 

Results from this mixed methods study show persistent challenges
faced by US-based HCPs involved in the care of patients with
nical Genitourinary Cancer 2023 
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mRCC. As stated by Santoni et al 20 , the absence of reliable
predictive biomarkers can impede treatment selection for patients
who could otherwise benefit from systemic therapies. 20 Inves-
tigations to find valid predictive biomarkers (eg, neutrophil-to-
lymphocyte ratio) for mRCC are underway 21 , 22 but none are
established at present. Consequently, HCPs are challenged to
select an appropriate therapy. This study found that HCPs had
suboptimal knowledge of when it is appropriate to combine
TKIs with immunotherapy. Although multiple combinations have
been investigated in recent years (eg, pembrolizumab/lenvatinib,
nivolumab/cabozantinib, nivolumab/ipilimumab), there is no
consensus in the medical oncology world as to what is the
ideal first-line regimen. 23 , 24 A recent systematic review of phase
III clinical trials comparing first-line immuno-oncology combi-
nations with monotherapy (sunitinib) showed few combinations
had improved overall survival and progression free survival for
patients with mRCC, all having unique characteristics. 25 Different
thought leaders have different opinions and contextualize clinical
trial data differently. 24 Patient stratification by risk scores (IMDC
and/or the Memorial Sloan Kettering Cancer Center models) can
be used to decide which treatment is more accurate in first-line
advanced or mRCC. 5 , 26 Pembrolizumab with axitinib combination
is recommended for all risk groups, whereas nivolumab with ipili-
mumab combination is recommended only in intermediate/poor
risk group. 27 

Unfortunately, this needs assessment found that providers,
including ONCs, did not completely understand how to use the
IMDC as a prognostic tool. This may explain why only 42% of
ONCs considered the IMDC risk stratification score often or always
in treatment recommendations for patients, despite it being an effec-
tive tool. 5 This finding underscores the need for knowledge-raising
interventions informing ONCs of the IMDC risk stratification score
(eg, online webinars and infographics) and engaging activities allow-
ing targeted learners to assess their application of this tool in practice
(eg, patient scenarios). 

Participants in this study reported sub-optimal skills interpreting
published evidence on the efficacy and safety of agents, as well as
weighing the effectiveness of a targeted therapy for mRCC against
a potential toxicity. These skill gaps could result in unnecessary
risks for the patient since combining TKIs with immune check-
point inhibitors, although a promising combination, 28 can often
bring overlapping toxicities from both types of agents and should
be managed differently. 29 It would be important to ensure greater
representation of patients in clinical trials, ensuring they are referred
not only from academic-affiliated institutions, but also community
practices. 

The information gathered in this study highlights the opportu-
nity for HCPs to become better versed on treatments and combina-
tions approved for mRCC and what to expect from them in terms
of toxicities. Given that 28% of HCPs reported suboptimal skill
assessing a patient’s tolerance level to side effects when personalizing
a first-line treatment for mRCC, future interventions may consider
developing engaging educational content delivered in a manner that
presents an efficient and collaborative exchange between an HCP
and a patient. The exchange should consider the risks vs. benefits
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Figure 1 Mixed-methods research design. 

Clinical Genitourinary Cancer 2023 7 

Please cite this article as: Patrice Lazure et al, Identifying the Needs of Health Care Providers in Advanced First-Line Renal Cell Carcinoma: A Mixed-Methods 
Research, Clinical Genitourinary Cancer, https://doi.org/10.1016/j.clgc.2023.03.005 

https://doi.org/10.1016/j.clgc.2023.03.005


Needs of health care providers in MRCC 

ARTICLE IN PRESS 

JID: CLGC [mNS;April 10, 2023;9:57 ] 

Figure 2 Percent of NEPs reporting suboptimal knowledge and skills in relation to renal complications. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8 Cli
of proceeding with a treatment for mRCC, as well as the tolerance
level of the patient and their acceptance of side effects. 

Of equal concern was the challenge of communicating critical
patient information between HCPs regarding the urgency of care,
existing comorbidities, and experienced treatment side effects to
further personalize treatment. Participants in this study underscored
the need for efficient electronic communications (eg, electronic
medical records or EMRs) to share timely information between
various specialists and health care professionals. The fact that a
variety of electronic medical record (EMR) systems are used across
practice settings and organizations within the US, and that those
systems do not routinely facilitate efficient, comprehensive data
handoffs may offer one explanation of why some patient infor-
mation is lost in the transfer of care. 30 , 31 When different EMR
systems are used, interorganizational communication and monitor-
ing of external workups is more challenging. This is further compli-
cated when patients require expedited care which puts their multi-
disciplinary team at a disadvantage when they are not employed
within the same health system. In those cases, an exchange of criti-
cal information between health care providers should involve direct
communication between parties and not be reliant upon access to
a patient’s electronic records. Effective multidisciplinary commu-
nication and collaboration is imperative to the optimal care of
patients with mRCC, as treatments include various modalities, such
nical Genitourinary Cancer 2023 
Please cite this article as: Patrice Lazure et al, Identifying the Needs of Health Care
Research, Clinical Genitourinary Cancer, https://doi.org/10.1016/j.clgc.2023.03
as systemic therapy, surgery, and radiotherapy. 32 A focus on building
stronger patient-centered teams with well-defined protocols would
better align every member in terms of how to communicate with
each other and with their patients, while more clearly outlining what
to expect from colleagues. 32 

The greater involvement of nephrologists in the management of
renal complications has been recently advocated for to optimize
the care of mRCC patients, especially in the event of chronic
kidney disease and acute renal failure, which significantly increase
patients’ mortality risk. 33 The present study indicates most nephrol-
ogists (79%) believe they have advanced or expert skills in manag-
ing renal complications. However, there are substantial barriers to
involving them in the care of patients with mRCC. Included in
those barriers is a perception among many oncology HCPs that
nephrologists lack sufficient expertise in oncology, such as knowl-
edge of the pathophysiology of mRCC, related treatments, and side
effects of immuno-oncology agents. This gap could be remedied
through targeted educational interventions for nephrologists aiming
to acquire knowledge of the treatment landscape available in oncol-
ogy and implications for the management of renal complications
parallel with mRCC. Interventions could be interactive to support
skill development in weighing the risks of cancer progression and
potential renal complications. 
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Another potential solution to remedy the communication gap
highlighted here is to establish tumor boards and/or communities
of practice on RCC care that would provide specialists, general
practitioners, and advanced practice providers with the opportunity
to discuss challenging cases either within their practice setting or
with other experts in the country/world. Although tumor boards are
common and may result in more accurate and complete diagnoses
and treatments, 34 they are typically limited to including professions
working within a same institution, and sharing the same patient
cases, to help determine a consensus on the best course of action for
the most challenging cases. In contrast, a community of practice,
which originated in the business world, is defined as a group of
people “bound together by shared expertise and passion for a joint
enterprise” which may or may not work within the same institu-
tion, region or even country. 35 Such programs could provide oncol-
ogy team members (eg, oncologists, nephrologists, nurse practi-
tioners and others) with an opportunity to exchange knowledge
and develop expertise in problem-solving with top leaders in the
space of RCC practicing in different locations (eg, rural vs. urban
locations). 36 We postulate that this type of peer-to-peer learning,
drawn from actual clinical experience, could be especially beneficial
as it pertains to the effective management of complex patient profiles
within the context of recently-approved therapeutic combinations in
the ever-evolving treatment landscape of mRCC. 

Limitations 
The findings presented here are based on data that was self-

reported by participants rather than from objective observations.
To minimize self-reporting biases, 37 triangulation 38 and purposive
sampling 16 were used. Caution is warranted in terms of generalizing
the findings to other HCPs involved in mRCC care, or to countries
other than the US. Specific practice settings (eg, Veteran Affairs)
may have characteristics (eg, a system-wide EHR) that could impact
the presence or intensity of identified challenges. To ensure the
benefits of developing precise activities for the targeted learners that
meet the needs of the patient population, additional region-specific
needs assessments should be conducted to inform locally tailored
educational activities and offerings. Future studies could also include
a broader range of specialties (eg, gastroenterologists, urologists,
dermatologists) likely involved in the care of RCC patients, includ-
ing the management of immune-related adverse events. Informa-
tion available on members of the panels used to recruit participants
only allowed for targeting potential candidates by profession and
location. Thus, invitees not involved in RCC may have decided not
to respond because they could anticipate from the email text that
they would not have met the inclusion criteria. Nonetheless, the
obtained response rates in this study are similar to those observed
in other educational and behavioral needs assessments leveraging
broad online panels of HCPs, and applying rigorous inclusion crite-
ria to maximize sample representativeness to the targeted population
under investigation. 39 , 40 

Conclusion 

This study sheds light on the main challenges faced when treat-
ing and managing patients with mRCC across multiple providers.
Numerous opportunities exist for educational activities to better
Please cite this article as: Patrice Lazure et al, Identifying the Needs of Health Care
Research, Clinical Genitourinary Cancer, https://doi.org/10.1016/j.clgc.2023.03
equip providers in risk-stratifying patients, interpreting emerging
evidence on available agents, and weighing the risks and benefits
of treatments in collaboration with patients and other health care
professionals. Greater involvement of nephrologists was underscored
as an important solution to consider. As the treatment landscape
changes and new agents which are currently under review in clinical
trials receive approval, it would be prudent to revisit the implica-
tions that has on HCPs’ ability to navigate the treatment options
and effectively manage the care of patients with mRCC. We hope
that the findings presented in this paper provide an opportunity for
practicing clinicians to reflect on their own practice gaps and corre-
sponding educational needs. 

Clinical Practice Points 
• The rapid development of systemic therapies for advanced RCC

(especially if unresectable or metastatic, mRCC) has brought
new challenges for the treatment and management of patients
across providers, especially since there is still a lack of direct
comparative evidence among the various therapeutic options. 

• Current evidence suggests a lack of predictive biomarkers, diffi-
culties predicting and managing side effects associated with
new targeted therapies, and a need to validate optimal sequenc-
ing of treatment agents. 

• The findings from this new study describe several other
challenges faced by HCPs treating and managing patients with
mRCC, including sub-optimal knowledge of dosage recom-
mendations for targeted therapies and sub-optimal skills in
interpreting scientific evidence pertaining to treatment agents. 

• Challenges in the coordination of patients across multiple
providers were also found, with evidence of communication
breakdowns between providers during initial referral, treat-
ment and management of patients, and sub-optimal involve-
ment of nephrologists. 

• HCPs involved in the management of patients with mRCC
care can use insights derived from this study to reflect on their
own competencies and seek appropriate educational solutions
to address challenges experienced. 

• Engaging in continuing medical education and continuing
professional development interventions addressing the root of
practice challenges is likely to optimize the treatment, and
management of patients with mRCC. 
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