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Operative Standards for Cancer Surgery

Coming soon!



The CoC Operative Standards
Standard Disease 

Site Procedure Documentation

5.3 Breast Sentinel node biopsy Operative report

5.4 Breast Axillary dissection Operative report

5.5 Melanoma Wide local excision Operative report

5.6 Colon Colectomy (any) Operative report

5.7 Rectum Mid/low resection 
(TME)

Pathology report 
(CAP)

5.8 Lung Lung resection (any) Pathology report 
(CAP)
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CoC Compliance Measures: Standard 5.5

1) All wide local excisions with curative 
intent must:
- Achieve standardized excision margins

based on Breslow thickness
- Include the proper depth of excision 

- In situ disease = skin + superficial 
subcutaneous fat

- Invasive melanoma = skin + 
subcutaneous tissue down to the 
fascia 

2) All operative reports include the required 
minimum elements in synoptic format
• Curative intent
• Depth of original lesion
• Clinical margin used to excise
• Confirmation of depth of dissection



Timeline to Achieve Compliance: Standard 5.5



Why excision margin as an operative 
standard?

• Adequate margins = lower local recurrence
• Demonstrated in multiple randomized trials

• Utilization of the smallest necessary margin = minimized 
wound morbidity and improved patient quality of life



Veronesi and Cascinelli, Arch Surg.

Correct choice of excision margin improves oncologic 
outcomes

World Health Organization Trial (1991)
• Compared 1cm vs. 3cm margins for <

2mm melanoma

• No difference in DFS/OS at 90 months

• Implied that narrow 1cm margins is safe in 
1-2mm melanoma

Overall survival

P=0.64



Cohn-Cedermark G et al. 2000, Cancer.

Correct choice of excision margin improves oncologic 
outcomes

Swedish Melanoma Study Group Randomized Trial (2000)
• Compared 2cm vs. 5cm margins for 0.8mm-2mm 

melanoma

• No DFS/OS benefit to margins >2cm for intermediate 
thickness melanoma

• Combined w/ the WHO data  Informed the current 
standard of 1-2cm margins for 1-2mm melanoma



Correct choice of excision margin improves oncologic 
outcomes

Study Thickness 
included

Margins 
studied DFS/OS Notes

WHO Trial < 2mm 1cm vs. 3cm No diff

Swedish Trial 0.8 – 2mm 2cm vs. 5cm No diff

Intergroup Trial 1-4mm 2cm vs. 4cm No diff

French Trial < 2mm 2cm vs. 5cm No diff

UKSMG Trial >2mm 1cm vs. 3cm No diff +14% LR for 
1cm @5yr 

LR = local recurrence

Breslow Thickness WLE Margin

Melanoma in situ > 5mm

< 1mm 1cm

1-2mm 1-2cm

> 2mm 2cm

Current CoC standards for margin



CoC Compliance Measures: Standard 5.5

1) All wide local excisions with curative intent must achieve standardized excision 
margins based on Breslow thickness

2) All operative reports include the required minimum elements in synoptic format
• Documentation of curative intent
• Depth of original lesion
• Clinical margin used to excise
• Confirmation of depth to fascia



What is synoptic reporting?

https://www.facs.org/-/media/files/quality-
programs/cancer/cssp/coc_standards_5_3_5_6_synoptic_operative_report_requirements.ashx



Synoptic reporting has been used effectively

https://www.facs.org/-/media/files/quality-
programs/cancer/cssp/coc_standards_5_3_5_6_synoptic_operative_report_requirements.ashx

• College of American Pathology synoptic 
reports have been in use for some time

• Improved efficiency of documentation and 
standardized the language

• As surgeons, we have all reaped the 
benefits of this initiative



Why a transition to synoptic reporting?

https://www.facs.org/-/media/files/quality-
programs/cancer/cssp/coc_standards_5_3_5_6_synoptic_operative_report_requirements.ashx

Improves accuracy
of documentation

Improves efficiency
of data entry

Reduces variability 
in care

Improves quality of 
cancer care



How will compliance w/ synoptic 
operative reporting be assessed?

• Compliance will be based on 
randomly assessed operative 
reports

https://www.facs.org/-/media/files/quality-
programs/cancer/cssp/coc_standards_5_3_5_6_synoptic_operative_report_requirements.ashx

• Each operative note must have the 
four required synoptic elements 
for standard 5.5 (at right)



How can my program meet synoptic reporting requirements?

https://www.facs.org/quality-programs/cancer/coc/standards/2020/operative-
standards/implementation-options

Fillable PDF Forms

Commercial Options
Institutional Basic Synoptic 

Templates



CSSP Resources for Synoptic Operative Reporting

Operative Standards 
Toolkit

https://www.facs.org/quality-
programs/cancer/cssp/resources/operativ

e-standards-toolkit

Up to date information on all 
standards, resources, and CSSP 

news

Quick Reference Guide

https://www.facs.org/-/media/files/quality-
programs/cancer/cssp/coc_standards_5_3_5
_6_synoptic_operative_report_requirements.

ashx

Composite of all required fields 
for synoptic reports

Commercial Options

Vendors offering EMR-integrated 
tools to meet synoptic reporting 

requirements

https://www.facs.org/quality-
programs/cancer/coc/standards/2020/ope

rative-standards/commercial



Case Eligibility for Standard 5.5

1) Primary cutaneous melanoma 
- Mucosal, ocular, and subungual melanomas 
are excluded

3) Operation is performed for curative intent

Photos courtesy of Dr. Jeffrey Farma, MD, FACS and 
Dr. Anthony M. Villano, MD

2) All Wide-Local Excisions



Guidelines for Self-Auditing
• Using the Cancer Registry database - Pull cases within the scope of the 

standard with the following criteria:
o Patient identifiers (MRN, Accession year [2021 and >], Class of case)
o Surgeon identifiers (NPI, physician code, etc.)
o Primary site (Skin, C44.0 – C44.9)
o Histology code range 8720 – 8780
o Surgery codes 30 – 90 from STORE

• Evaluate operative reports for measures of compliance
• Plan and implement interventions to address any gaps in compliance



Experience with Implementing 
Standard 5.5
• Intermountain Healthcare- 24 hospitals in Utah/Idaho

• Key issues
• EMR integration for synoptic reports 
• Ease of gathering data 
• Educating other specialists treating melanoma (Dermatology, Surgical 

Subspecialists)
• Empowering patients/patient education



EMR integration 

• iCentra Power chart
• Templated operative note
• Operative note named 

“Melanoma Operative Note”
• Drop down options for the 4 

elements
• Manual chart review still 

necessary 

Colorectal Surgical Note example



Educating surgeons and other 
specialists
• General Surgery/Surgical Oncology education 

• Monthly section meetings; educating surgical leadership 
• Presentation at multidisciplinary tumor boards 

• Other specialists treating melanoma 
• Dermatology/Mohs Dermatologists 
• Otolaryngology
• Plastic Surgery 
• Orthopedic Oncology 



Empowering patients 
• Direct to patient education on 

surgical standards of 
melanoma excision 

• Possible avenues
• Internet and social media 
• Printed material in medical 

offices
• Additional input from patient 

advocates/support groups



Frequently Asked Questions (FAQs)
Will wide local excisions performed by a dermatologist or plastic 
surgeon in offices located on our CoC hospital’s campus be 
within the scope of Standard 5.5?
• We recommend identifying whether the office location in question is 

included in your accredited hospital’s Tax ID. If the office where the 
WLE was performed is included in your hospital’s accreditation, and 
the case would be submitted for your hospital’s analytic caseload, 
then the WLE would be included in the scope of Standard 5.5. This 
is regardless of who is performing the procedure.



FAQs (continued)
For melanoma in situ, would margins of any size greater than 5 
mm still fulfill this standard?
• There is no deficiency for having too large of a margin for 

melanoma in-situ; however, evidence-based recommendations 
would not recommend a gross margin at the time of resection 
over 1cm.



FAQs (continued)
If a surgeon takes a margin wider than recommended in Standard 5.5, is this a 
problem or issue with compliance? For example, a tumor with a 0.6mm Breslow 
thickness having a 2 cm inked/excised margin when the standard only 
recommends 1 cm margin.
• Clinical margin width for wide local excision should be 1 cm for invasive 

melanomas less than or equal to 1 mm in thickness. A 2 cm margin would 
therefore not fulfill this requirement. 

• Overtreatment should be avoided and, in the rare situation when deviation from 
the standard is judged to be the best option for care, we encourage the surgeon 
to document why a wider margin was chosen. However, margins wider than 
those set by Standard 5.5 are not compliant.



FAQs (continued)
What if the depth of melanoma was deeper on the final pathology 
than on the initial biopsy diagnosing the melanoma?
• Standard 5.5 was revised in 2021 to clarify this definition. The 

margins required for this standard are based on the Breslow 
thickness of the primary tumor as indicated on the initial biopsy 
pathology report.



Elliot Asare, MD, FACS

Sara Holton, CTR

Michael Cassidy, MD, FACS

Anthony Villano, MD

Tina Hieken, MD, FACS

Tawnya Bowles, MD, FACS



Special thanks
Moderator:
Tina J. Hieken, MD, FACS

Panelists:
Elliot A. Asare, MD, MS, CMQ, FACS
Tawnya L. Bowles, MD, FACS
Sara Holton, CTR
Anthony M. Villano, MD
Michael R. Cassidy, MD, FACS

CSSP Leadership & Staff:
CSSP Chair: Matthew H.G. Katz, MD FACS
CSSP Vice-Chair: Kelly K. Hunt, MD, FACS
CSSP Senior Manager: Amanda Francescatti, MS
CSSP Administrator: Linda Zheng
CSSP Program Coordinator: Clarissa Orr

CoC Leadership:
CoC Chair: Timothy W. Mullett, MD, FACS

CSSP Education Committee
Committee Chair: Mediget Teshome, MD, MPH, FACS
Committee Vice-Chair: Timothy J. Vreeland, MD, FACS

ACS Cancer Programs Staff:
Asa Carter: Senior Manager, Education & Training
Chantel Ellis: Administrator, Education & Training



Resources

Questions?  cssp@facs.org

ACS Cancer Surgery Standards Program (CSSP)
www.facs.org/cssp

Operative Standards Toolkit
www.facs.org/opstandardtoolkit
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