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Table 1: Demographic data
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Discussion and Conclusion

Based on our results, it was concluded that delays related to treatment of new
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165 patients were identified. The percentage of patients that met the timing Jross mgome), tr e_atlng E.VMS phyS|C|ar?, NSUrance st_atus Sl e de.]t?.Of Private 54 32.7% Prelimi P t Dat
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One factor that was found to be statistically significant for delay in TM2 was surgical resection, and imaging studies, and cancer characteristics (site, subsite, verpay ) 24 The timing metrics are being reassessed prospectively for new patients identified

TNM stage, and pathologic characteristics). TriCare 10 6.1% 9 S prosp y P

human papilloma virus (HPV) status (p value=0.021). No demographic factor
was statistically significant across all timing metrics. Based on our results, it
was concluded that delays related to treatment of new HNC at EVMS was
non-discriminatory. This leads us to believe there may be hospital and
system-wide issues that can cause delays in patient care related to surgical
planning and scheduling. We intend to implement an action plan to help

through weekly multidisciplinary EVMS head and neck tumor board conference.
Patients will be identified for one year. The quarterly goal is to improve by 2%-3%
In each timing metric. Sixty-seven patients have been identified in the first quarter
with the same information collected. Table 4 shows the percentage of patients that
met or did not meet the timing metrics for the monthly updates given thus far.
Update #5 was the last update for the first quarter of the year. The quarterly goal

The defined timing metrics are as follows - TM1: staging endoscopy within 14
days from the first outpatient office visit or hospitalization; TM2: Definitive surgical
resection within 30 days of complete staging (includes staging endoscopy,
confirmed histopathology of cancer, and imaging); TM3: Surgical planning scans

Table 2: Cancer characteristics
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Studies have shown improved survival for patients treated at teaching facilities or S s 53.10% # of days 1. Harten MC, Ridder M, Hamming-Vrieze O, et al. The association of treatment delay and
high-volume centers. This may be related to more experienced surgeons, better 40.00% 46.90% = oy \ Byr— By — 5109 prognosis in.head and neck squamous cell carcinoma (HNSCC) patients in a Dutch
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seems to be improved by treatment at these facilities.? This is the interest of our
study - to further define the delay in treatment of HNSCC patients at an academic
facility and determine modifiable risk factors for this delay.
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Percentages in parentheses represent percentage by column;

percentages not in parentheses represent percentage by row.
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