What Affects Adequate Lymph Node Harvest in Pulmonary Resections?
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METHOD

* We performed a cohort study of patients who underwent pulmonary resection
for primary lung cancer at a single tertiary referral center from 2022 to 2023,
following implementation of ACS CoC quality standard 5.8 in 2021

Introduction

* Lung cancer remains the most diagnosed cancer worldwide and the leading

Leading Cause of o g
cause of cancer mortality.

: 1 Hilar and 3 Mediastinal
Cancer Mortality

Lymph Nodes

 The American College of Surgeons (ACS) Commission on Cancer (CoC) set
quality standard 5.8, requiring lymph nodes from at least one hilar station
(stations 10-14) and at least three distinct mediastinal stations (stations 2-9).2-4

 The ACS CoC conducted site visits in 2022 and 2023. Only 54% of eligible sites
were compliant with the new standard, demonstrating the need for improvement
in lymph node harvesting.®

* We created a conceptual model to identify all potential factors that could
reasonably be expected to affect compliance. All data were extracted from the
electronic medical record and confirmed through manual review.

* We assessed compliance with ACS CoC quality standard 5.8 and compared
tumor characteristics, patient specific factors, intra-operative factors, and
surgeon factors between patients who were and were not compliant

CONCLUSIONS
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Patient characteristics comparing those who had lymph node harvests compliant with the American College of Surgeons Commission on Cancer
Quality Standard 5.8 versus those who did not have a compliant lymph node harvest at a single academic institution in 2022 and 2023
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Comparison of patients with compliant versus non-compliant lymph node harvest according to the
American College of Surgeons Commission on Cancer Quality Standard 5.8 by surgeon
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