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TODAYOS AGENDA

Welcome, roll call, housekeeping  Robert Smith, Ph.D.

Didactic Presentation: ECHO Douglas Wood, MD
Session 6 Elizabeth David, MD

Q & A/Discussion Robert Smith, Ph.D.

10:0010:15 Program/Case Presentation: Melissa Hutchison, Patient Navigatc
10:1510:25 Q & A/Discussion Robert Smith, Ph.D.

10:2510:30 Conclusion/Next session Robert Smith, Ph.D.
Dawn Wiatrek, Ph.D.
OctaviaVogel, MPH

*Sessions will be recorded.
*Please mute phones when not speaking. Mute cell phones and try to reduce extraneous noise.
*Remember to e-mail Octavia Vogel by 10/31 if you are requesting CME/CEU credit.
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DISCLOSURE

AUNM CME policy, in compliance with the ACCME Standards of
Commercial Support, requires that anyone who is in a position
to control the content of an activity disclose all relevant financial
relationships they have had within the last 12 months with a
commercial interest related to the content of this activity.

A The following planners and faculty disclose that they have no
financial relationships with any commercial interest.
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LEARNING OBJECTIVES

Evidence shows that many patients who would benefit from
curativeintent surgery do not receive it, and usual disparities are
evident

Upon completion of this session participants will be able to:

1. Define the role of surgery in the treatment of early -stage NSCLC

2. Define common and unrecognized disparities in the receipt of surgery for
early stage NSCLC

3. Define potential mechanisms that perpetuate underlying disparities in the
receipt of surgery for early stage NSCLC

4. Discuss strategies to mitigate disparities in the receipt of surgery for early
stage NSCLC
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OBJECTIVES

1. Define the role of surgery in the treatment of early -stage NSCLC

2. Define common and unrecognized disparities in the receipt of surgery for
early stage NSCLC

3. Define potential mechanisms that perpetuate underlying disparities in the
receipt of surgery for early stage NSCLC

4. Discuss strategies to mitigate disparities in the receipt of surgery for early
stage NSCLC



THE ROLE OF SURGERY FOR EARLY STAGE NSCLC
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Surgeon Specialty and Long-Term Survival After
Pulmonary Resection for Lung Cancer

T H O RAC I C S U R G EO N S Farhood Farjah, MD, MPH, David R. Flum, MD, MPH, Thomas K. Varghese, Jr, MD,

Rebecca Gaston Symons, MPH, and Douglas E. Wood, MD

I N I I I E U S Department of Surgery, University of Washington, Seattle, Washington
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Thoracic Surgery in the Real World: Does Surgical
Specialty Affect Outcomes in Patients Having

TH O RAC I C S UR G EO N S General Thoracic Operations?

Victor A. Ferraris, MD, PhD, Sibu P. Saha, MD, MBA, Daniel L. Davenport, PhD, and
I N TH E U S Joseph B. Zwischenberger, MD

Department of Surgery, University of Kentucky, Lexington, Kentucky

Table 2. Sample of Operations Done by General and Thoracic Surgeons

Number Done by Number Done by
Operation CPT Code General Surgeons Thoracic Surgeons
Pneumonectomy 32440 35 42
Single lobectomy by rib-spreading thoracotomy 32480 496 596
Decortication by rib-spreading thoracotomy 32220 16 78
VATS lobectomy 32663 147 278
VATS wedge 32657 475 526
VATS decortication 32652 103 83
Ivor-Lewis esophagectomy 43117 305 18
Three-hole esophagectomy 43112 243 18
Transhiatal esophagectomy 43107 548 19
All lung operations 32035 to 32820 2,466 2,977
All esophageal operations 43020 to 43425 12,59 256

CPT = current procedural terminology;  VATS = video-assisted thoracic surgery.



OBJECTIVES

1. Define the role of surgery in the treatment of early -stage NSCLC

2. Define common and unrecognized disparities in the receipt of surgery for
early stage NSCLC

3. Define potential mechanisms that perpetuate underlying disparities in the
receipt of surgery for early stage NSCLC

4. Discuss strategies to mitigate disparities in the receipt of surgery for early
stage NSCLC
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TIMELINE OF SURGICAL DISPARITIES IN THE US
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OVERALL INCIDENCE AND MORTALITY RATES FOR LUNG &

BRONCHUS CANCER BY RACE, 2010 -2015
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RACIAL DISPARITIES IN TREATMENT OF EARLY -STAGE LUNG

CANCER

The New England Journal of Medicine

Special Article

RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER

PeTER B. BACH, M.D., LAURA D. CRAMER, Sc.M., JOAN L. WARREN, PH.D., AND CoLIN B. BEGG, PH.D.
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BLACK POPULATION

RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER

Peter B. BacH, M.D., Laura D. Cramer, Sc.M., Joan L. Warren, PH.D., ano Coun B. Becg, PH.D
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No. oF PATIENTS AT RISk

White patients 10,124 4953 2365 1099 413 12
Black patients 860 361 159 71 31 0
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RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER
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— White patients, with surgery
— Black patients, with surgery
— White patients, without surgery
Black patients, without surgery
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Years after Diagnosis

No. oF PATIENTS AT RISk

White, surgery 7763 4495 2255 1069 407 12
Black, surgery 550 301 145 69 30 0
White, no surgery 2361 458 110 30 6 0

Black, no surgery 310 60 14 2 1 0



