Q&A Session for Collecting Cancer Data: Breast
Thursday, December 6, 2018

________________________________________________________________

Q: Question on grade. When it is a DCIS w/ microinvasion, we report as invasive, but pathologist due to the microinvasion does not have NH grade for the invasive part, only grade for DCIS.  In these cases grade would be 9?

A: Code 9 would be correct if the grade is based on non-invasive tumor and the case being reported is invasive.
________________________________________________________________

Q: Adenocarcinoma with a focus of SCC is 8500, but is Adenocarcinoma with features of SCC 8255?

A: I'm not finding an exception that allows us to use features of in this situation. Even if we did have an exception, I believe H14 would apply. Squamous is listed as a subtype of metaplastic carcinoma which is on a different row than 8500.

Comment from SEER: Per page 31, B, 4th bullet: do Not code histologies identified as features unless the actual term is listed in ICD-O or the tables.  Features of SCC does not make the tumor metaplastic. H14 is correct and histology coded 8500/3.
________________________________________________________________

Q: Jim:  Re Table 2.  The instructions do not tell you when to use Table 2.  There are no M rules that instruct you to use Table 2.  Only H rules H15 and H23 instruct you to use Table 2 and there are two references to Table 2 in the Coding Multiple Histologies.

A:  Check with SEER:

Comment from SEER: Table 2 applies to mixed/combination codes only. You would not know the tumor is a mixed histology using the M rules or before using them.  In some cases where there are multiple tumors present, the registrar will need to first determine a “working” histology for each tumor prior to working thru the M rules. If the M rules states there is a single primary then work thru the rules again to assign histology.  
________________________________________________________________

Q: Patient diagnosed with left breast cancer in 2009. Lumpectomy, RT, Chemo and HT. NED after treatment. Presents in 2018 with new left subpectoral mass, lung, liver, bone, mets. Liver biopys + for metastatic breast cancer.  New primary or recurrence?

A: If the new tumor is in residual breast tissue, then the Solid Tumor Rules apply. If it is a metastatic site, the rules would not apply.
Comment from SEER: my “canned answer” for chest wall recurrence: The second tumor would be coded as a new primary ONLY if the pathology report states that it originated in breast tissue that was still present on the chest wall. When there is no mention of breast tissue in a subsequent resection, the later occurring tumor is considered regional metastases to the chest wall (i.e., a recurrence of the original tumor).
________________________________________________________________

Q: H4 if we have an invasive ductal with insitu with portion of Paget’s, do we ignore Paget’s?

A: Check with SEER

Comment from SEER: Yes, ignore the term “portion of”.  Code this case to 8500/3.
________________________________________________________________

Q: Why would you code further in the H rules (as you mentioned in the first case scenarion H4, then H10).  Isn't this against the stop at the first rule that applies instruction?

A: This is not a new concept. Rule H4 simply tells you to code the invasive component and ignore the in situ portion. If you need additional help assigning a histology, move on to rule H5.  The "stop" rule applies once you get to a rule you can use to assign the histology.

Comment from SEER: That is correct. Once you know that a mixed invasive and in-situ tumor is coded to the invasive histology, then it may be necessary to continue thru the rules to determine the invasive histology code. 
________________________________________________________________

Q: My question re Table 2 is getting at the fact that we are supposed to refer to tables when instructed.  You've created a note in your PDF to use Table 2 for the M and H rules.  Is this OK for all to do?

A: That is my understanding.‑
Comment from SEER: Only use the tables when the rule(s) direct you there. 
________________________________________________________________

Q: You mentioned on page 632 that special scenario when Oncotype Dx  Score is Les than 11, it might change the Stage, will EDITS re-inforce this if people forget to look at this table?

A: No. We do not currently have edits to enforce this.‑
________________________________________________________________



Q: If molecular biomarkers are performed at the resection, are we allowed to include the HER, ER and PR status in our Clinical Prognostic Stage?  If so, where is this stated?

A: You may use HER 2, ER, and PR  from resected specimen for pathological and clinical stage http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/breast-chapter-48/breast-chapter-48-aa/84524-her2-not-done-on-bx-specimen 

A: http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/breast-chapter-48/breast-chapter-48-aa/83366-breast-no-er-pr-or-her2-results-during-clinical-time-period  
________________________________________________________________

Q: sn Suffix can be used regardless if positive or negative - correct? As long as ALND is not done - thx
Priority: 

A: That is correct. Whether the sentinel nodes are positive or not does not matter. ________________________________________________________________

Q: For Case Scenario 1...how did you give a prognostic pathologic stage without a grade?  Thanks!

A: Clinical grade may be used for pathological stage grouping. You may not use pathological grade for clinical stage.
________________________________________________________________

Q: What do we do when we are lacking the information for ER or PR on the pathology report for the Allred score?

A: If either of the component are missing, code as unknown.  Both proportion and intensity must be present to assign an Allred score.
________________________________________________________________
Q: Please re-review the calculating of the Allred score and where you find the table you were using.
Priority

A: Click on the Breast bookmark in the SSDI manual. The second page of the Breast section (page 169) includes the table below.
  [image: ]
Use the percent positive to determine the proportion score.  If the intensity is described as weak, intermediate, moderate, or strong, assign the corresponding intensity score. If the intensity score is given, use score. The intensity score may be documented as 1+, 2+ or 3+.

Add the proportion score and intensity score together to get the Allred score. The same scoring is used for both the ER Allred and the PR Allred.

In case scenario 1, the ER results were 
• ER= 100% 3+ (Strongly positive)

Since the ER percent of positive cells was > 67%, the proportion score would be 5. The intensity score was 3+ (strongly positive).  

5 (proportion score) + 3 (intensity score) = 8 Allred score. 

An Allred score of 8 is coded 08.
________________________________________________________________

Q: Allred score table: Helpful to know that this table does not go across in 'rows'. I like to put a vertical line between Pos cells column and intensity column.  It is hard to read this table at first.

A: We are updating the table. I'll bring this to SSDI group.
________________________________________________________________



Q: Can you go over her2 ish SP Copy No again

A: There are two standard tests for calculating HER 2 overexpression.
1. Immunohistochemical staining (IHC)
2. In situ hybridization testing (ISH)
Often times IHC is done first. If it comes back as equivocal, they may do an ISH test.

During the ISH test they are looking for the average number of HER 2 genes in a certain area. This is called the Copy number. If all they look at is the average number of HER 2 genes, then they are performing single probe test.  So the HER 2 ISH SP (single probe) Copy Number is the average number of HER 2 genes they see. 

In order to determine if the number if HER 2 genes they identify is abnormally high, they may compare the average number copies of HER 2 genes to the average number of copies of chromosome 17.  Chromosome 17 is identified using a chromosome enumeration probe (CEP17).

The ration of HER 2 genes to the number of CEP17 is used to determine if there is an overexpression of HER 2 Genes. If the ratio of HER 2 to CEP 17 is low (usually below 4), then the patient does not have an overexpression of HER 2. If they HER 2 to CEP 17 is high, then the patient does have an overexpression of HER 2.

Patients with an overexpression of the HER 2 gene tend to have more aggressive disease. However, the patient may be eligible for targeted treatment.

About 20% of breast cancer patients have an overexpression of the HER 2 gene.

The HER 2 Gene status is a part of AJCC Breast staging.

________________________________________________________________

Q: please go over (again) what is explanation for using or not using the cep17 signal copy no.

A: If the HER 2 copy number is high, the physician may consider the patient HER 2 positive even if the ratio of HER2 to CEP17 is equivocal. 
________________________________________________________________

Q: Can we add up the Nottingham score?

A: Yes. If you have all of the components.
________________________________________________________________

Q: What is the code for Tangents?

A: Tangents refer to the orientation of the treatment beams used when treating the breast with EBRT. For example, if the right breast is being irradiated, the treatment plan will include instructions for irradiating the breast from a LAO (Left Anterior Oblique) field and an RPO (Right Posterior Oblique) field. Both of these fields, LAO & RPO, make up the breast “tangent” (or tangential) fields. “Tangents” are not associated with any particular treatment planning technique. 
________________________________________________________________

Q: How would you code Prophylactic Cranial Irradiation? 

A: The way I interpret the rules at this time, I do not capture PCI. There is no cancer diagnosed in the brain at time of treatment. See below:

FORDS, p. 31, STORE 2018, p. 40 (exactly same passage on both manuals): 
“The term ‘prophylactic’ is used in medical practice in a variety of ways. An action taken to prevent cancer from developing (such as a double mastectomy for a healthy woman who has several relatives diagnosed with breast cancers when they were young) is not reportable; there is no cancer to report. Actions taken as part of planned first course treatment to prevent spread or recurrence of the cancer are sometimes characterized as ‘prophylactic’ I(for example, performing an oophorectomy or providing Tamoxifen to a breast cancer mastectomy patient). These treatments are to be coded as treatment.”
Please keep in mind that what follows is my interpretation of the rules as I see it, based on my understanding of these rules and radiation therapy. 
Prophylactic Cranial Irradiation (PCI) is similar to the first example in the passage above, regarding the removal of the breasts in pt’s with no cancer diagnosis. Same scenario when a patient is diagnosed with breast cancer on one breast and opts to have the uninvolved contralateral breast removed. In both of these scenarios, we do not report these cases because there was no cancer diagnosis. PCI is the same. There is no cancer in the brain, primary or metastatic, to report. Therefore, I do not capture these cases. The message I share during why presentations is that PCI should not be captured/abstracted as the site in question, brain, has not been found to contain any cancerous cells at the time of irradiation. 

________________________________________________________________

Q: Is there an existing list of or link to a list of radiation treatment abbreviations that Wilson could provide us with?

A: The list will be made available along with these answers on the NAACCR website. 
________________________________________________________________

[bookmark: _GoBack]Q: can you explain what "Vision" rad tx is?

A: If we are on the same page, Vision RT is actually a company that has introduced Surface Guided Radiation Therapy (SGRT). This is yet another form of technology that can monitor and detect patient motion by using stereo vision technology. The technology itself does not tell us anything on the planning technique code to use as it can be used with multiple techniques such as 3D-conformal, IMRT, SBRT, SIB-IMRT, VMAT, HT. See https://www.visionrt.com/technology/surface-guided-radiation-therapy/ for more information. 
________________________________________________________________

Q: Can you explain how you determined the planning technique for scenario 3 for the EBRT?  The code was 3D conformal and I was unsure how to code this.  Thank you.

A: That was an oversight on my part. The RT treatment summary was supposed to include 3D-conformal as the planning technique used. When EBRT is used with breast tangents, more than 90% of the cases are 3D-conformal. 
________________________________________________________________

Q: How do you code PRRT (Peptide Receptor Radionuclide Therapy)? This is a new therapy we've recently encountered and had never heard of it before. Thanks!
A: PRRT therapy involves the use of radioactive isotopes that are paired with peptides (now a radiopeptide) and injected into the patient’s bloodstream. The radiopeptide then binds into the cancerous cell’s receptor where the radiation in the radiopeptide does its work on the tumor cells’ DNA strands, inducing tumor cell death. 
The treatment modality code I would use is 13: Radioisotopes, NOS
The planning technique code I would use is 88: NA, treatment not by external beam. 

Q: what code would we use for FFF
A: Flattening-Filter-Free (FFF) is not associated with one particular planning technique. It can be used with 3D-conformal, IMRT and SBRT plans. Knowing that the patient was irradiated using the FFF mode is not sufficient to code it to a particular planning technique. Look for the RT prescription for assistance on coding. See below:
Flattening Filter Free (FFF) refers to a particular feature of the linear accelerator (Linac) itself and by itself does not lead us to a particular treatment planning technique. 
We have to go back to how photons are generated in a linac. Keep in mind that it all starts with a beam of electrons being accelerated to nearly the speed of light. A bending magnet in the head of the gantry bends the stream of electrons 270 degrees in a downward direction towards the patient on the treatment couch. But if you can just imagine, we can’t possibly treat a patient with a beam of electrons the thickness of the lead in a pencil. Notice that in your example, the beam energy is specified at 10X, referring to 10 MV (photons). So how do we go from a stream of electrons to a photon beam? In the path of the electron beam, the machine introduces a solid tungsten target. In this collision, the beam of electrons is converted to photons, mostly in a forward direction (towards the patient). But the shape of that photon beam is not ideally shaped to provide a homogeneous dose distribution across the length of the target volume. To make the photon beam more uniform (flat), a flattening filter has traditionally been placed on the path of the photon beam. See illustration below:

[image: PastedGraphic-1.pdf]

You can see the effect of the flattening filter before it reaches the patient. But recent developments with the new generation of Linacs has produced machinery that has no flattening filters. The absence of these filters has some benefits and limitations. Since there nothing in the path of the beam, there is no attenuation of the beam and hence we end up with a higher dose rate. A high dose rate delivery of radiation means that the treatment time can be reduced significantly. This means a great deal for facilities that treat 40-60 patients a day on a single Linac. The limitation is that since the photon beam is not as uniform (flat) as it would be with a flattening filter, we are limited to the field size we can treat, typically very small targets (such as those targeted by SBRT, which limits the targets to no greater than 5 cm). However, modern linacs can use IMRT planning techniques to “flatten” the beam in the absence of a conventional flattening filter. 
________________________________________________________________
Q: in a treatment summary MV is considered Photons?
A: That is correct. It can also be referred to as MVX or simply X as in 10X (10 MV, or 10MVX). 
________________________________________________________________
Q: What is the difference between interstitial and intracavity radiation therapy?
A: This is certainly a very important distinction as it will impact on how we code this treatment. 
Interstitial brachytherapy involves the insertion of radioactive sources, typically in the form of seeds, directly into tissue. These seeds are generally inserted via needles. A perfect example of this procedure is when a prostate cancer patient undergoes seed implants with Low Dose Rate (LDR), Iodine-125(I-125) seeds into the prostate. Needles are inserted through the groin area directly into the prostate gland tissue and left there permanently. 
On the other hand, intracavitary brachytherapy involves the insertion of radioactive seeds into natural or artificial cavities in the body. An example of this is the vaginal cuff High Dose Rate (HDR) brachytherapy that patients with endometrial cancer undergo. Instruments (Tandem and Ovoids) are inserted through the vagina (a natural opening/cavity) and radioactive Iridium-192 (Ir-192) are then introduced into the vagina through the Tandem and Ovoid instruments. The seeds are never in contact with tissue and they are not left in place permanently. After a certain amount of time, the seeds are remotely removed from the instruments and then the instruments removed from the vagina until the next scheduled session. 
I hope this helps to clarify the difference between the two. 
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Allred Score* for Estrogen and Progesterone Receptor Evaluation

The Alired Score is a method of quantifying ER and PR using both intensity and percentage of positive
cells. The Allred Score is calculated by adding the Proportion Score, as defined in the following table,

and the Intensity Score.
Proportion Score Positive Cells, % Intensity Intensity Score
[ [ None o
1 <1 Weak 1
2 1t010 Intermediate/Moderate 2
3 11t033 Strong 3
a 341066
5 267

* The Allred score combines the percentage of positive cells and the intensity of the reaction product in
most of the carcinoma. The 2 scores are added together for a final score with 8 possible values.
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