Q&A Session for Collecting Cancer Data: Larynx
Thursday, November 2, 2017
________________________________________________________________
Q: Just wanted to point out that Part II of the Head and Neck General Rules in the AJCC Manual starting on page 21 and shows tables 1 and 2 which are good references for descriptions of LNS. 
A: Thanks Alan!
________________________________________________________________
Q: Can you repeat the priority order for coding primary site specifically if bx only?  Thank
A: Here is a reference in the MPH Rules pg 17 and 18‑Here is the order as stated there: Endoscopy, Radiation oncologist, diagnosing physician, primary care physician, other physician, radiologist impression from diagnostic imaging, physician statement based on physical exam (clinical impression)
________________________________________________________________
Q: For Question #3: regarding paired cartilages, would you mind elaborating on this when we're reviewing the answers? thank you
A: Thyroid, cricoid, and epiglottis cartilage are not paired. Arytenoid, corniculate, and cuneiform cartilage are paired.
________________________________________________________________
Q: Can Jim please repeat answers/ explanations to Pop Quiz 2 on slide 37
A: What I wanted to stress in pop quiz 2 is that if C32.8 or C32.9 are used, there is a good chance stage group is going to be unknown. In pop quiz 2 if we had been able to assign the primary to either C32.0 or C32.1, we could have assigned a stage group of 3. Since we assigned the site to C32.8, the stage group was unknown.
________________________________________________________________
Q: Pop quiz 3 did not indicate the 3 positive nodes were "ipsilateral" but you still assigned pN2b -- I guess you made that assumption it was ipsilateral. What would the N category be if we truly did not know if the knows were all ipsilateral?
A: We did hear from AJCC on this issue. They indicated that if the patient had a positive contralateral lymph node, it would be “a big deal” and we can assume it would have been mentioned.  It is ok to assume the lymph node is ipsilateral for head and neck sites if laterality is not mentioned.
________________________________________________________________
Q: For pop quiz 4, there wasn't a size of the positive LN on path but you still assigned pN1....?
A: Good catch! I should have included the size of the lymph node (not the size of mets) in the scenario.  Hopefully in real life it will be included on the path report.
________________________________________________________________
Q: If you do not have a lymph node size are you allowed to code to N1 or Nx?
A: Since the size of the lymph node is not documented, then I think I should have made this Nx.  If the size of the tumor had been more than 3cm, then this would have been an N2a. 
________________________________________________________________
Q: For AJCC 7th Ed - if the tumor HAS laterality and the LN are noted as "cervical" or without laterality...can you assume ipsilateral?
A: We did get a statement from AJCC that it is ok to assume the node is ipsilateral if there is not a statement concerning laterality. I assume it applies to both 7th and 8th edition.
________________________________________________________________
Q: When an EPICENTER or BULK of the tumor is described, should you assign a Topography code to that subsite?
A: Yes you should
________________________________________________________________
Q: SEER RSA says to assume ipsilateral if not stated.
A: AJCC agrees.
________________________________________________________________
Q: On slide 41, #3, how is the tumor a T2?  AJCC states that T2 includes extension to the supraglottis/subglottis.
A: T2 for glottis also includes “impaired mobility”.  Partial paralysis is synonymous with impaired mobility for staging purposes. 
________________________________________________________________
Q: Is persistent hoarseness considered impaired vocal cord mobility?
A:  I believe vocal cord mobility can cause hoarseness, but I don’t think hoarseness is always caused by vocal mobility. I would not code a T2 or T3 based on a statement of hoarseness.
________________________________________________________________
Q: Summary Stage includes C32.8 but it should be noted that TNM Larynx Schema does not include C32.8
A:  There has been quite a bit of back and forth on this issue. Bottom line is C32.8 and C32.9 are eligible for AJCC staging. However, a T value other than TX cannot be assigned.
________________________________________________________________
Q: bilateral node is a BIG deal - rare that the physician wouldn't say something, think you're okay saying ipsilateral or a contralateral node is a BIG deal....you are okay with ipsilateral
A: The above was from Donna Gress at AJCC.
________________________________________________________________
Q: midline nodes are considered ipsilateral, not sure if that's helpful, AJCC 7th edition page 58
A: Great point! Thank you.
________________________________________________________________
Q: Slides 58 & 59: Are specific treatments assigned to specific Stages?
A: Those are just treatments you might expect to see based on stage according to the NCCN guidelines.  
________________________________________________________________
Q: What is the role of "induction" systemic therapy in a Head and Neck setting?
A: The role of induction systemic therapy is to make treatment that comes after more effective, BUT things I have read suggest that there still needs to be more research done in regards to this treatment.  It does provide some benefits but it looks like the overall survival in patients that have induction systemic therapy and those that do not have induction systemic therapy is the same.
________________________________________________________________
Q: There are a lot of errata to the 8th Ed AJCC manual, many of which apply to head & neck nodal staging tables. It is highly recommended to add these to your manuals before you start using them. They can be accessed at cancerstaging.org
A: Great tip!!! I meant to include a slide on that. There are some errata related to the N values. You can find them at:
https://cancerstaging.org/references-tools/deskreferences/Pages/8EUpdates.aspx# 
________________________________________________________________
Q: Quiz 2 lymph nodes are suspicious for and largest involved node is 2.5 cm.  So not NX.
A: I originally coded it as positive as well. However, after going back and looking at it again, I don’t think there is enough information.  A lymph node could be enlarged for many reasons. I think if they really thought it was positive they would have done a biopsy. 
________________________________________________________________
Q: It also says "left side of neck" (laterality) AND "suspicious for" (per FORDS) is a diagnostic term
A: Agreed, but they still leave room for professional judgement. If you feel confident that when physicians at your facility use language like we saw in quiz 2 to describe positive lymph nodes, then you could code this case as having positive LN’s.
________________________________________________________________
Q: Quiz 2 question 4 doesn't agree with slide 61?
A: Thanks!  You are correct so for Quiz 2 Question 4 all four answers are considered partial laryngectomy. This should be corrected on the Quiz Answer Sheet.  
________________________________________________________________
Q: Jim, I don't know if it helps, but in AJCC 7th Edition Gen. Rules pg. 8 table 1.3 there is a general rule for  T,N,&M components that states to assign the lower (less advanced) category. It doesn't reference laterality of LN's. 
A: That is a statement meant to be used if there are conflicting reports not as a way to get values when information is missing. In our case, the information is missing.  The “downstaging” concept is going away with 8th edition. 
________________________________________________________________
Q: Jim, In my 8th edition AJCC TNM Rules for staging. Pg. 8. See the note at the bottom of the column that states if uncertain or incomplete info precludes subcategory assignment the lower or less advanced subcategory should be used. 
A: I’m sure we are going to be hearing quite a bit about that when the AJCC training becomes available. I think they will say that statement was meant for physicians to use. It is not for registrars. 
________________________________________________________________
Q: Case scenario 2 -Per AJCC T4a=invasion THROUGH thyroid cartilage so wouldn't you just go clinical T3-inner cortex of thyroid cartilage?
A: It went through the cartilage and into the thyroid. That would make it a T4.
________________________________________________________________
Q: Can you clarify SSF 3-6 for AJCC 7th Ed...what timeframe should they be coded 998?
A:998  is not a valid code for SSF 3-6.  988 is used for cases not required by a standard setter.  If you are no longer collecting these data items you would use 988 starting when the last standard setters stopped requiring this item. Starting with cases diagnosed in 2018, these data items (along with all other CS SSF’s) will be left blank.
________________________________________________________________
Q: Chemo should be 02 for case scenario 2
A: That is correct in Case Scenario 2 the patient received Cisplatin and in FORDS that would be a 02: Single-agent chemotherapy administered as first course therapy
________________________________________________________________
Q: Do you think HPV testing will be done on these cases for the new SSDI's?
A: I don’t think it will for 2018, but I think it will be collected for 2019 cases.
________________________________________________________________
Q: Will this HPV testing be done only on positive nodes in clinically occult tumors?
A: I think it will be done on all head and neck primaries. However, we will only be collecting it for clinically occult tumors for 2018.
________________________________________________________________
Q: Under clinical stage, it says Radiologic nodal staging should be done simultaneously to supplement clinical examination.  Doesn't that mean to use imaging for Clinical Staging?
A: Yes you can use imaging in Clinical staging
________________________________________________________________
Q: Question about cT, so a cT2 because the L ventricular band is involved and that is in the supraglottis site, correct? I missed that.
A: Yes correct.  
________________________________________________________________
Q: In Quiz 2 maybe the nodes should be cNX. I thought TNM does not recognize use of ambiguous terms.
[bookmark: _GoBack]A: I don’t think AJCC wants registrars to use the list of ambiguous terms to automatically code something as positive or negative.  I think AJCC is encouraging registrars to look at statements that include these terms in context.  If the registrar looks at all available information and still feels unsure how to assign a value, then they can fall back on the list of ambiguous terms to assign a value. In the quiz, in my professional judgement, I did not feel there was enough information to assign an N value. Even though they did say the lymph nodes were enlarged and suspicious for mets, they didn’t do a biopsy to confirm the metastasis. It was a close call and I’m sure there are many experienced registrars that would have assigned a value other than NX. 
________________________________________________________________

