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ABSTRACT Clinical practice guidelines in oncology
have typically focused on workup, disease staging, and
medical management. Although recommendations for
surgical care have been included in these guidelines, those
recommendations have primarily addressed issues such as
the role of surgery or the incorporation of surgery into
multidisciplinary treatment strategies, not the technical
performance of the operative procedures themselves.
Therefore, the quality of surgery, the only component of
multidisciplinary cancer care proven to be potentially
curative, has been poorly controlled. During the past dec-
ade, the American College of Surgeons (ACS) cancer
programs have attempted to fill this gap by developing
“operative standards” for cancer surgery. This report dis-
cusses the history of the operative standards, highlights
evidence to demonstrate their efficacy, and describes the
activities of the ACS Commission on Cancer and Cancer
Surgery Standards Program toward disseminating and
implementing them.

The Institute of Medicine defines clinical practice
guidelines as “statements that include recommendations,
intended to optimize patient care, that are informed by a
systematic review of evidence and an assessment of the
benefits and harms of alternative care options.”" In the field
of oncology, several practice guidelines and critical
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pathways are used to inform the care of patients with
cancer. Evidence exists to show that compliance with these
guidelines improves metrics including length of stay,
adverse events, financial outcomes, and in certain cases,
long-term oncologic outcomes including disease-free and
overall survival.”

Clinical practice guidelines such as those published by
the American Society of Clinical Oncology® and the
National Comprehensive Cancer Network® have typically
focused on workup, disease staging, and medical man-
agement. Although recommendations for surgical care
have been included in these guidelines, those recommen-
dations have primarily addressed issues such as the role of
surgery or the incorporation of surgery into multidisci-
plinary treatment strategies, not the technical performance
of the operative procedures themselves. Indeed, that sur-
gical operations are performed identically by all surgeons
(similar procedure names and coding) might appear to have
been assumed by some, especially non-surgeons, although
the way operations are performed is highly variable. In a
study of patients who had undergone pulmonary resection
for non-small cell lung cancer, for example, fewer than half
of the operations included an adequate lymphadenectomy
of the mediastinal and hilar lymph nodes.’

Technical standards that do exist have historically been
represented largely by outcome metrics, such as the num-
ber of nodes harvested during colon cancer resection.®® In
contrast, process standards informing the performance of
surgical procedures have been relatively few. Historically,
the quality of surgery, the only component of multidisci-
plinary cancer care proven to be potentially curative, has
been poorly controlled.

During the past decade, the American College of Sur-
geons (ACS) cancer programs have attempted to fill this
gap by developing “operative” or “technical” standards
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for cancer surgery. In this review, we discuss the history of
these standards, highlight evidence to suggest their effi-
cacy, and describe the activities of the ACS Commission
on Cancer (ACS-CoC) and Cancer Surgery Standards
Program (ACS-CSSP) geared toward disseminating and
implementing them.

BACKGROUND AND DEVELOPMENT
OF OPERATIVE STANDARDS FOR CANCER
SURGERY MANUALS

The operative standards developed by the ACS were
first published through a collaboration between the ACS-
Cancer Research Program (ACS-CRP) and the Alliance for
Clinical Trials in Oncology in 2015. The first volume of
Operative Standards for Cancer Surgery aimed to explic-
itly educate surgeons and surgical trainees, to provide
quality controls within the context of clinical research
protocols, to identify and target knowledge gaps for further
study, and to enhance the quality of surgical oncology as
practiced in the United States.”

In this initial publication, which focused on surgery for
cancers of the breast, pancreas, colon, and lung, “critical
elements” for various operative procedures were defined as
specific technical steps perceived to have a direct impact
on long-term oncologic outcomes such as overall survival
and quality of life. Critical elements (e.g., lymphadenec-
tomy at pancreatoduodectomy or high vascular ligation at
colectomy) were separated from other technical aspects of
surgery that do not as clearly influence these outcomes
(e.g., access incision, mobilization) and/or that do not
occur from skin incision to skin closure (e.g., disease
staging or use of perioperative antibiotics). Recommenda-
tions for the performance of each critical element were
generated by diverse teams of disease-site experts follow-
ing literature reviews. The quality of each recommendation
was graded per the American College of Physicians
guideline grading system based on the strength of the
recommendation and the quality of the evidence supporting
it.'” A second manual describing the operative care of
patients with esophageal, rectal, gastric, thyroid and skin
(melanoma) cancer was published in 2019,"" and a third
volume that includes adrenal, hepatobiliary, and urothelial
cancers; neuroendocrine tumors; sarcoma; and peritoneal
malignancies is nearing publication.

SIGNIFICANCE AND IMPACT OF OPERATIVE
STANDARDS ON PATIENT CARE

Significant variability exists in the way these critical
elements are performed nationwide. A systematic review
examining the role that periadventitial dissection of the

superior mesenteric artery plays in pancreatoduodenectomy
evaluated 43 articles addressing the influence of this criti-
cal technical element on margin status and survival.
Although 33 of these studies concluded that a positive
resection margin was associated with decreased overall
survival, the operative technique used to manage the most
commonly positive margin was addressed in only 11 of the
studies.'? Another study of operative reports on patients
enrolled in a trial of adjuvant therapy after pancreatoduo-
denectomy found that skeletonization of the right lateral
aspect of the superior mesenteric artery had been per-
formed in only 25% of cases."”

Data exist to suggest that widespread adoption of
operative standards may reduce this variability and
improve oncologic outcomes. In a study of more than
500,000 patients in the National Cancer Database who had
undergone surgery for breast cancer between 2004 and
2015, only about 75% of the patients had care adhering to
oncologic standards that included some of the ACS oper-
ative standards. The patients whose care met the standards
had 5- and 10-year overall survival rates significantly
longer than those of patients whose care did not.'* Similar
findings also exist to inform the care of patients with other
malignancies, including malignancies of the stomach,'’
colon'® and lung.>'” It is important to recognize that
adherence to technical standards may improve outcomes, at
least in part, by improving precision in cancer staging and
can lead to “upstaging” of patients, thereby informing the
role and delivery of postoperative systemic and adjuvant
therapies.'®

INTEGRATION OF OPERATIVE STANDARDS
INTO ACS-COC ACCREDITATION STANDARDS

In 2020, the ACS-CoC published the latest edition of its
accreditation manual, Optimal Resources for Cancer
Care." For the first time, the accreditation manual inclu-
ded technical standards for cancer surgery. Surgeons and
pathologists in ACS-CoC-accredited facilities currently are
required to adhere to and document compliance with six
new evidence-based best practices for operations per-
formed for breast cancer, colon cancer, lung cancer,
melanoma, and rectal cancer (Table 1). Each of these
standards was derived from critical elements described in
the Operative Standards for Cancer Surgery manuals.

Rationale: Sentinel Node Biopsy for Breast Cancer
(Standard 5.3)

Sentinel nodes are defined as nodes having uptake of
radioactive tracer and/or colored dye previously injected
into the affected breast nodes to which a colored lymphatic



6551

oty w

] Uey} SS9 SewouB[ow

QAISBAUL JOJ WO

] SI UOISIOX? [BO0] dpIm
10} yIpIm uISIewr [eorur) ‘e

1SSQUIY)

Mmo[salg [euldLo

uo paseq pajod[as

ST (IPIA UTSIeW [ed1ur[)

‘(oseasIp njis u1 10J) yej

snoauenogns [eroyradns

Yy pue umys Ay}

10 (PUWOUR[OW JAISBAUL

10J) BIOSBJ QU) 0} UMOp

anssI) snoaurINdgNs

SurA[ropun [[e pue urys

AU} ApN[oul BWOUB[IW
10J SUOISIOXQ [BO0] OPIM “[

"JeuLIo]

ondouAs ur sjuowa[d

paxmbax ayy Juownoop

I00Ued 15BAIq JOJ SAN'TY
Jo syodar aaneradQ g

“B[[IXE U} UI SOAIOU
urew y) Jo uoneArdsaid
M “ISIOp SNWISSTe]
pue ‘(JOLIJUE SNJRLIAS)
[[eMm 1S9O ‘UIdA ATR[[IXE
oy ursudwos o[3uern
OTWIOJBUE UR UTYIIM
sopou ydwiA g pue |
S[QAQ[ JO [BAOWIAI pN[OUT

190UBd 1s8AIq 10 SANTY °

—

‘yeurtoj ondouAs
ur sjuewd[e paxmbar ay)
JUSWINOOP I3DUBD JSBAIq

10j sarsdorq opou [ounuds
103 syodar eaneradQ g

‘stsATeue

o13o1oyyed 03 peyoalgns

pue ‘parowar ‘uonedied

10 S190'1) SuIsn paynuapt

aIe IQ0UBD 1SBAIq

‘yidop
pue yipim deudoidde
o) 0} pounrojyrad
ud9q Sey UOISIOX
8201 apim paurioyrad 1sany

*I90URD
KQq paajoAur A[peorur[o
sso[un poaldsard arom

SOAIOU A3Y pue pajoasal

SeM SQLIEpPUNOQ JTWOjRUE

AIe[[Ixe 9y ury)im anssn
oneydwA| [[e 16y 1SNy

‘PIsIOXd a1oM Sapou
Paynuspt [[e Jey) isone
pue sopou [ounuas Iy}

AJnuap1 031 pasn (s)19081)
Y} 9qLIOSIP
{JoBd 9AOWAI PUBR SIPOU

‘popn[oxa
Qe sewoue[owW [e3ungns
pue “Ienoo ‘[esoonjy
*SUOISI[ BUIOUB[IW
snoouend Arewtad
JI0J JUIUT SATIRIND [IIM
powroyrad SuOISIOX? [V

urduo reroyjide

JO 190uBD JsBaIq

s syuaned 1oy Aderoy

JuUI-2ATRIND Jo Jred
se pautioped ANTV 11V

urduo

Terfoyiida jo 190ued
Jsealq M syuaned Jof
Adeiayy juour-aAneInd
Jo ired se pawroyrad

UOISIOXQ [B0] OPIA BUIOUB[OW SNOAUEBIND AJeWL]

Technical Standards for Cancer Surgery

10} SOpOU [QUNUAS [[Y | [oUNUAS [[B I0J YOoIeaS suonerado Surde)s [epou [y aN’1s Iooued jsearg €¢

Qouerduiod Jo 9InsSeaA juowaanbar uoaging BLIQILID UoIsSn[ouf pIepuels )15 9seISIg plepuel§

Qouerdwos jo sarnseswr Surpuodsariod pue spiepuels danerado Do) T ATAV.L



M. H. G. Katz et al.

6552

BUWOUIDIBOOUIPE
[£109I JO SUOTIOASAT

10§ syrodar A3ojoyyeq

"JINL 191dwos

-Ieau Jo 9)9[dwod ur
Sunnsor ‘s1e0ued [8)001
MO[ PUE PIW JO SUOIISAI
[eo131ns Tesrper
Suro31opun sjuaned

103 pawojrad st AL °

"yeurtoy ondouAs
ur sjuawId[d pairnbar
3 JUSWINOOP ISOUBD

UO0[09 10J SUOIIISAI

Jo syodar aaneradQ -

*(S)[9ssaA

Surpaoy Arewnid oty

Jo urduo 9y} je uonesi|
Ie[nosea Tewrxoid

yIm 90[q U9 pauojrod
are AwojoauapeyduwA]
919[dwod pue

juowiges [omoq Jurreaq

-lown} 9y} JO UOIndasay *

‘yeurioj ondouAs

ur sjuewd[e parmbar

AU} JUSWINOOP SEWOUB[W
snooueno Arewrid

JO SUOISIOXQ [BO0] 9pIM

10y syodar aaneradQ -

njs ul
BWOUR[OW JOJ WU G JSBI]
J© ST UOISIOX? [BO0] IpIm

10} YIpIM UISIew [BIIUID)

Tyt

7 UBy) 210Ul SeWOUR[U
QAISEAUT IO} WD

T ST UOISIOXd [00] 9pIm

10§ YpIM UISrew [eorur)) *

o

ww g 0} | Sewoue[ouw
QAISBAUT I0J WD T 0}

I SI UOISIOXQ [BD0] 9pIm
10§ YIPIA UISIEW [BOTUI])

—

q

s13o1oyjed oy Aq

pauLIyuod se ‘uowroads

AL 219[dwoo-1esu

10 9)9[dwod e seonpoid
jey) AL B WI0oJ™g

‘surStio 1oy} 18

Pa1eS1[ U9aq 9ABY S[ISSA

areudoxdde oy jey) Jsene
pue Jown) 9y} 9ZI[eo0]

Aderayy juean(peodu

I0)Je IOJUBD [enpIsal

ou s suswroads

uor309sar Arewrad

SOpN[oXa pUR JuAuI

QATIEIND (M pawnIofrod

BUWOUIOIBOOUIPE

[81091 MO[

pue prui Joj suonerodo
oTwIojeUE ‘[RdIpel [V

$S9008

[eurwopqge 0} yoeoidde

A Jo aanosadsa

soridde pue 1ooued

uo[od M syuaned

JOJ JUQIUT SATIRIND YIIM
pawoyiad suonodsal [y

HAL

uondasal uojo)

J93ue)d [B109Y LS

I90UBd UO[0D) 9'¢

Qoueridwos jo amseoy

juowraIinbar uoe3ing

BLIQILIO UOISN[OU]

plepuels

1S aseasIq pIepues

(ponunuod) [ dYqe],



6553

Technical Standards for Cancer Surgery

UOISIOXQ [B}02I0SAUI [)0) ‘Fp [ ‘uonodassip apou ydwAy Arefrxe ‘ga7V ‘Asdoiq epou ydwAy [ounuss ‘gN7s

“JewIo)
ondouAs ur pajuawnoop
js13o1oyjed oy Aq
PoUTWIEX? SUOTE)S [epOU
U} JUSWINJOP UOTIOISAI
Areuownd oATIRIND

10§ syodar A3ojoyred ‘¢

‘uon09sal Juny ay)

se j10da1 A3ofoyed oures
AU} UO papn[oul 99 Isnw
sopou ‘Adoosouriserpaw
Aq porduwres j[ ‘piepue)s
Ay Jo syuawarmbar
pIemo) Junod

JOU Op SIpOU JSOY) 0S
SOpPOU QAOUIAI JOU S0P
(sngda) AydeiSouosenn

‘suone)s
[PUNSRIPOW (paloquinu “1s13010yred [eryouoIqopuy
Jo/pue POWEU) JOUnSIp oY) AQ pauwLIjuod ‘Suny oy jo siown)
9211 JsBJ[ JB pUE UONE)S Se ‘suole)s [eur}Serpawt PIOUIOIED JO ‘JOJUBD
Te[ry (peJoquinu Jo/pue paloquInu Jo/pue paweu Suny [[oo [rews ‘Iedued
pawWEu) dUo SB[ Je Wolj JOUNSIP 21} 1SBI[ JB pue Sun[ [[90 [[ews-uou
sopou ydwA| opnjour uone)s IeIy paroquinu JIOJ JUQIUT QATIEIND YIIM
Aoueudiew Suny Arewrd JOo/pue paWeu U0 ISBI[ pauriograd suoro9sax
10J SuOI}09sal Areuowng ‘| e woiy sopou YydwA[ 10959y Arewownd Arewrtd [y uor309saI Areuowrng I00ued Jun 8'G
Jewrtoj ondouAs ur
(9yordwoour 10 “9)9[dwod
-Ieou ‘9)ordwod)
uonodsal AL
Jo Ayrenb ayy juswnoop
Qouer[dwod Jo aInSeaJ juowaImbar uoading BLIOJLIO UOISN[OU] plepuelg 9IS 9seaSI(T plepuels

(ponunuod) [ dYqe],



6554

M. H. G. Katz et al.

travels or to dominant lymph nodes palpable or otherwise
suspicious on intraoperative evaluation. Nodes with
radioactive counts at least 10% that of the most radioactive
node also are considered sentinel nodes. All sentinel nodes
must be identified, removed, and subjected to histopatho-
logic analysis to ensure that sentinel lymph node mapping
and sentinel lymphadenectomy provide accurate staging
information.?’

Sentinel nodes are typically found within level 1 or 2 of
the axilla. The median number of nodes removed at a well-
performed sentinel lymphadenectomy is two or three. The
risk for a false-negative biopsy increases when fewer nodes
are removed.?"** Although the procedure can be performed
using either a radioactive tracer (e.g., technetium sulfur
colloid) or colored dye, most surgeons use both.** In such
cases, some nodes may be identified using only one of the
tracers, and use of both tracers increases the likelihood that
all sentinel nodes will be identified.

Rationale: Axillary Lymph Node Dissection for Breast
Cancer (Standard 5.4)

Axillary lymph node dissection provides important
staging information used to inform treatment decisions, and
it also may improve locoregional control in some settings.
A properly performed axillary lymph node dissection
removes all levels 1 and 2 lymph nodes that lie within an
anatomic triangle defined by the axillary vein, chest wall,
and latissimus dorsi muscle while preserving the important
long thoracic nerve, thoracodorsal nerve, and branches of
the intercostobrachial nerves. Most often, axillary metas-
tases are identified in level 1 nodes. Metastases that occur
in level 2 or 3 nodes in the absence of level 1 nodes are rare
and found in level 3 nodes in less than 1% of patients.**
Furthermore, no survival advantage is associated with
levels 1, 2, and 3 lymphadenectomies versus a more limited
level 1 or 2 dissection.”>*® Thus, level 3 nodes generally
need not be removed unless clinically suspicious.

The long thoracic nerve innervates the serratus anterior
muscle, and transection of the nerve can lead to pain,
weakness, limited shoulder elevation, and scapular wing-
ing. The thoracodorsal nerve innervates the latissimus dorsi
muscle, and transection results in weakness or atrophy of
that muscle.

Rationale: Wide Local Excision for Primary Cutaneous
Melanoma (Standard 5.5)

The recommended clinical margin width for wide local
excision of melanoma is based on the original Breslow
thickness of the primary tumor.”” The margin should be
measured circumferentially at the level of the skin from
either residual gross tumor or the previous biopsy scar. For

invasive melanomas, the wide local excision width should
be 1 cm for lesions less than 1 mm thick, 1 to 2 cm for
lesions 1 to 2 mm thick, and 2 cm for lesions more than 2
mm thick.?®7! In all cases, the depth of resection should
include the skin and all underlying subcutaneous tissue to
the level of the underlying fascial plane. When performed
for melanoma in situ, the width of wide local excisions
should be at least 5 mm, and the depth need include only
the skin and superficial subcutaneous fat.

Rationale: Colon Resection (Standard 5.6)

For patients with colon cancer, proper resection of the
tumor-bearing bowel segment should include complete
lymphadenectomy. Lymphatics within the mesocolon par-
allel the arterial supply. The lymphatic drainage of the right
and proximal transverse colon occurs through lymphatics
along the branches of the superior mesenteric artery. The
lymphatic drainage of the distal transverse, descending,
and distal colon occurs through lymphatics along the
course of the inferior mesenteric artery.

In general, lymphatic drainage is continuous and
sequential, from the pericolonic nodes to the intermediate
nodes along the right, middle, left, and sigmoid colic
arteries, then to the nodes at the origins of the superior and
inferior mesenteric arteries. Proximal vascular ligation with
en bloc lymphadenectomy ensures complete resection of
the associated lymph nodes for pathologic evaluation.

Rationale: Total Mesorectal Excision (Standard 5.7)

Total mesorectal excision (TME) of rectal cancer
leverages existing tissue planes to perform a complete
resection of the tumor and the associated lymph nodes. By
maintaining the intact fascia propria of the rectum and
operating in the space between the mesorectum and the
endopelvic fascia, surgeons can achieve RO resection
margins, preserve key neurovascular structures, reduce
locoregional recurrence, and prolong patient survival.*

Importantly, a negative microscopic margin alone is not
enough to maximize outcomes. The quality of the TME
specimen also is important. The quality of TME is assessed
by the pathologist after resection using the most disrupted
part of the resected specimen. The TME is classified as
complete when there is an intact, bulky mesorectum with a
smooth surface, only minor irregularities, and no coning
toward the distal specimen. Near-complete specimens are
those that have an irregular mesorectal surface and defects
larger than 5 mm. Incomplete specimens are those that
have defects down to the muscularis propria and little to no
bulk of the mesorectum.

A complete mesorectum after TME is associated with
lower rates of local and distant cancer recurrence compared
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Commission on Cancer Operative Standards 2020

Standard 5.7: Total Mesorectal Excision

Maintain the
‘Holy Plane’

Operation

Total mesorectal excision
(TME) is performed for
mid and low rectal tumors,
resulting in complete or
near-complete TME

Keep fascia propria of

rectum intact, operate in

plane between rectum and

presacral fascia

- Ensures negative margins

- Protects neurovascular
structures

American College of Surgeons Clinical Research Program, Katz MHG, Operative Standards for Cancer Surgery,
olume 2, Copyright (2018) American College of Surgeons with permission from Wolters Kluwer

facs.org/cssp

Quality of TME documented

f Commission
on Cancer”

Pathology When?

Documentation

in synoptic report:

2021:
Implementation

\/ Complete

Near-Complete 2022 site visits:

70%

Compliance

Incomplete

‘Commission on Cancer”™ CaﬂLCT AMERICAN COLLEGE OF SURGEONS
J ] National Accreditation Surgery iy
Program for Standards Sanbuds s Owvanws
Rectal Cancer
it PROGRAM 100+years

FIG. 1 Standard 5.7 (Total Mesorectal Excision). Visual Abstract. Source: American College of Surgeons CSSP Education Committee

Commission on Cancer Operative Standards 2020

Standard 5.8: Pulmonary Resection

Operation

For any primary pulmonary resection
performed with curative intent
(including non-anatomic
parenchymal-sparing resections)

Resect nodes from:

Mediastimum
(Stations 2-9)
>3 distinct stations

e g
1213,14R
‘ o
Hilum
(Stations 10-14)
>1 station

Inforice pumonary
Igarmat

Adapted from Chest, Vol 111, Mountain CF, Dresier CM, Regional lymph node classification for lung cancer staging,
Pp. 1718-1723, Copyright (19970, with permission from Elscvier.

facs.org/cssp

Pathology Documentation

Synoptic report documents lymph nodes from:

o9
with names and/or numbers of stations

When?

2021:
Implementation

> 3 mediastinal
stations

> 1 hilar station

2022 site visits:

70%

Compliance

guncer ASEAR AN CoLLDO1 OF Symotons

Commissign urgery

1] Sopmissio Standards N A —
PROGRAM wavene 100+years

FIG. 2 Standard 5.8 (Pulmonary Resection). Visual Abstract. Source: American College of Surgeons CSSP Education Committee

with an incomplete mesorectum.” Although surgeons
should strive to perform a complete TME, a near-complete
TME yields similar rates of local recurrence and survival as
a complete TME.

Rationale: Pulmonary Resection (Standard 5.8)

For patients with lung cancer, prognosis and manage-
ment depend on accurate pathologic nodal staging.
However, nodal staging is highly susceptible to variability
in the techniques used to remove tumors and evaluate them
pathologically.** Accurate pathologic lymph node staging
requires appropriate dissection of hilar and mediastinal
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lymph node stations by the surgeon, transfer of these nodes
to the pathologist, and appropriate processing and evalua-
tion.>> The current consensus is that pulmonary resections
should be accompanied by examination of hilar and intra-
pulmonary lymph nodes as well as examination of three or
more mediastinal lymph node stations. Data show that
patients whose operations conform to these standards live
longer than those whose operations do not.”

IMPLEMENTATION OF ACS-COC STANDARDS
5.3-5.8

Institutions implementing ACS-CoC Standards 5.3-5.8
are using a phased approach that began in 2020. Because
these standards apply to any operation conducted with
curative intent, the operating surgeon should preoperatively
assign the intent of each operation and clearly document it
postoperatively based on preoperative evaluation and
intraoperative management.

Curative operations generally include complete resec-
tion of the primary tumor and nodal evaluation for
therapeutic or staging purposes. It is acknowledged that the
word “curative” is at least to some degree ambiguous and
subjective. But the goal is that the specific techniques the
surgeon uses to perform a cancer operation are logically
aligned with the intent the surgeon has in performing it. If
the surgeon performs an operation with the purported goal
of curing the patient of cancer, that operation should then
be performed in accordance with the operative standards.
Any operation in which a surgeon deliberately deviates
from these standards, as may occur in the setting of patient
frailty or comorbidity, for example, would not be consid-
ered curative. Intended deviations should be reported as
part of the narrative.

According to ACS-CoC Standards 5.7 and 5.8, pathol-
ogy reports are required to include specific elements in
synoptic format for the operations performed, starting 1
January 2021. The elements required for Standards 5.7 and
5.8 also are required by the College of American Pathol-
ogy. Starting in 2022, ACS-CoC site visits will evaluate
documentation from 2021 to determine whether the site
meets the specified compliance criteria for Standards 5.7
and 5.8, with an expected compliance rate of 70% for 2021.
The mandatory compliance rate increases to 80% for cases
starting 1 January 2022.%¢

Standards 5.3-5.6 require operative reports to include
specific elements in synoptic format for operations starting
1 January 2023, with an expected compliance rate of 70%
in 2023. Operative reports will be assessed for compliance
with these standards, starting with site visits taking place in
2024. In 2022, ACS-CoC-accredited cancer programs must
document their plan for how they will achieve compliance

with Standards 5.3 to 5.6, including the mechanism the
facility will use to capture the required data elements in a
synoptic format, how they are educating surgeons about
these requirements, and when they are going to start
requiring surgeons to use the synoptic reporting to ensure
that the relevant breast, colon, and melanoma procedures
performed in 2023 are documented using synoptic format.

It is important to note that compliance with ACS-CoC
Standards 5.3 to 5.8 will be assessed on the basis of an
attestation made by the operating surgeon, not on the basis
of videos, operative photographs, or other clinical or
pathologic “evidence.” It is thus possible that the operative
report may not accurately or completely reflect all intra-
operative events. Although this represents, to some degree,
a limitation in implementation, it should be emphasized to
all surgeons and programs that the goal of these standards
is not to punish, but instead to educate and encourage
process improvement.

Site reviewers will review seven charts for each opera-
tive standard. If a program has fewer than seven patients
who meet the criteria for a specific standard, then all
patient charts meeting the inclusion criteria will be
reviewed by the site reviewer.

EDUCATIONAL RESOURCES

The mission of ACS-CSSP is to improve the quality of
surgical care provided to people with cancer. One impor-
tant aim of this program is to support ACS-CoC-accredited
cancer programs in implementation and adherence to ACS-
CoC Standards 5.3-5.8. To this end, ACS-CSSP members
have disseminated surveys to measure surgeon awareness
and knowledge of the operative standards, and have
developed educational resources to close identified gaps.®’

In 2020, for example, a survey was sent to contacts at
CoC-accredited sites to understand site and surgeon pre-
paredness for implementation of ACS-CoC Standards 5.3
to 5.8. The survey results suggested that existing practices
would translate to a 50-60% compliance rate for the
operative standards (Vreeland T., unpublished data). It was
unclear whether gaps were related to the technical or the
documentation component. To address the lack of clarity
around the standards, the ACS-CSSP was launched to
promote the purpose, value, and supporting evidence for
the operative standards, and to help implement them.

In 2021, another survey was sent to CoC-accredited
cancer programs to understand surgeon knowledge and
perception of the standards. The results from the survey
showed that surgeons could demonstrate a thorough
knowledge of the technical aspects of cancer surgery
underlying the ACS-CoC operative standards, but that they
were relatively unaware of the details of the standards
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themselves. Most surgeons (75%), however, stated that
adhering to the standards would have “little” or “no”
effect on their current practice (Vreeland T., unpublished
data).

The ACS-CSSP has focused development of educational
resources on the technical aspects and documentation
details for the operative standards, including webinars,
guidelines documents, toolkits, videos, and visual
abstracts.>® (Figs. 1 and 2). These resources have been and
will continue to be promoted through ACS channels and
through external societies, with the goal of reaching gen-
eral surgeons in practice across the country as well as
trainees. Together with the ACS-CRP, the ACS-CSSP also
is developing new operative standards for incorporation
into future ACS-CoC accreditation manuals.

IMPLEMENTATION RESOURCES

Because synoptic reporting is an important part of
tracking compliance with the standards, the ACS-CSSP has
developed comprehensive synoptic operative reports and
other resources to support integration into the electronic
health record. Comprehensive synoptic operative reports
for breast cancer, colon cancer, and melanoma surgery are
complete and available, and reports for thyroid, pancreas,
and lung operations are in development. The companion to
this article, “Technical Standards for Cancer Surgery:
Improving Patient Care through Synoptic Operative
Reporting,”*® discusses the background and benefits of
synoptic reporting and its incorporation into the ACS-CoC
Standards.

The Accreditation Committee of the ACS-CoC evalu-
ates and monitors the value of its standards over time.
Because implementation of College of American Pathol-
ogy synoptic reporting tools during the past decade was
successful,® we anticipate synoptic operative reporting
will likewise be well-accepted over time. The ACS-CSSP
will work with the ACS-CoC and other cancer programs to
evaluate the utility of synoptic reporting and to determine
whether it should be more broadly adapted, limited to
specific areas of cancer surgery, or discontinued. This will
be a continuous process of evaluation across the cancer
programs as the field changes. If the benefits of synoptic
operative reporting are strong, beginning in 2026, the ACS-
CoC will implement expanded requirements for synoptic
operative reporting with the goal of transitioning all insti-
tutions to full synoptic operative reports for all cancer-
related operations.

SUMMARY

Technical standards to control the quality of oncologic
surgery have long been needed. The standards developed
by the ACS during the past decade have been designed to
reduce variability of care in oncologic surgery and improve
the therapeutic outcomes for patients with cancer.
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