Q&A Session for Collecting Cancer Data: Ovary
Q: In order to use the code 8461/3 (serous surface papillary) for ovary, does it have to say the term "surface" on the path report? 
A: This question has been submitted to SEER.
________________________________________________________________
Q: Is there a difference in behavior code /1 or /3 between the term low grade serous carcinoma and high grade serous? I have noticed the term low grade serous to be mentioned as an alternative term with borderline serous tumors that has invasive implants. 
A: This is actually going to be covered in the update to the ICD O 3 coming out this summer (hopefully) and to be used for 2017 cases. Low grade will not be /1.  It will still be /3, but will have a specific code.  High grade will be /3 and will have a different histology. For now disregard grade when assigning histology.
________________________________________________________________
Q: Can you explain the correlation between height and ovarian cancer? 
A: The hormones and growth factors that determine height are also related to ovarian (and breast, CRC, skin) cancer risk. So obviously being tall isn't the risk--it is the influence of the hormones/growth factors that result in being tall that increase the risk of cancer.  It is not a causal relationship but a confounder. That is, height is dependent upon growth and other hormones. These same hormones are risks for cancer. 
_______________________________________________________________
[bookmark: _GoBack]Q: Jim, I often see on operative reports “pre-op stage-Likely 3c ovarian cancer”.  Can we use this to include in the clinical staging? 
A: We sent this to the AJCC Canswer forum. They stated 
“If the physician provides the clinical stage, it can be documented in the cancer registry database. There should be microscopic confirmation, but in these cases you don't want to lose that physician documentation.”
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/education-developed-by-partner-organizations/naaccr-webinars/63400-clinical-classification-for-ovary 
________________________________________________________________
Q: In case 2 (slides) what would the "n" category be if there were no nodes removed? 
A: Since we met the rules for classification for the pT, the pN would be X if no nodes were removed.
________________________________________________________________
Q: In case scenario 2 why isn't the pM category a p0, as they did biopsy the omentum, diaphragm, etc.?
A: p0 is not a valid value. The reasoning is that you would have to surgically sample every part of the body to confirm pathologically not distant mets.  Just because we confirmed no distant mets in one or two sites, doesn’t mean it couldn’t be somewhere else.  Also, omentum and diaphragm and the other sites that were biopsied in case scenario 2 would have been reflected in the T category.  Sites within the peritoneal cavity are not considered distant (M) for AJCC staging.
________________________________________________________________
Q: When not given a size, but mets in omentum is described as "caking" can we assume greater than 2 cm? 
A: I found a definition for the term “caking” below on Radiopaedia.com.  I would not feel comfortable saying it should be considered greater than 2cm by definition.  I would probably just give it a T3 (nos) if no size is given.  It is still possible to get a stage group for ovary without the T3 subcategories (T3 N0 M0 Stage III).   
________________________________________________________________
Q: The liver is outside the pelvis, so why isn't the M value 1? 
A: The liver is covered entirely by peritoneum.  Metastasis occurring on the surface of the liver is probably due to seeding.  Seeding occurring in the peritoneal cavity is reflected in the T category.  Metastasis occurring in the parenchyma of the liver (the inside of the liver) is probably due to blood borne metastasis.  Blood borne metastasis is reflected in the M category.  
Patients with ovary, fallopian tube, and primary peritoneal malignancies that metastasize in the peritoneum have a prognosis more like patients with a high T value than patients with distant metastasis.  For other sites this type of metastasis is recorded in the M value.
________________________________________________________________
Q: Case scenario #3 since there is a 4 cm tumor on the surface of the liver, why is not c1 for pathological stage? 
A: See above.
________________________________________________________________
Q: On case scenario 3 why wouldn't the cM be 1 not 0 if there is distant mets? 
A: For summary stage any mets beyond the pelvis is distant.  For TNM, mets occurring within the peritoneal cavity is reflected in the T category.
________________________________________________________________
Q: On case scenario 3 why can’t a cT3C be assigned from the CT scan?  Is cT blank because there was no biopsy performed prior to surgery? 
A: At that point we didn't have a diagnosis of ovarian cancer. Just mets in the abdomen. If a physician were to say this is a T3c ovarian cancer based on that CT, we could go ahead and assign the clinical stage even if they haven’t pathologically confirmed that it is an ovarian primary rather than a lymphoma, colon, or some other disease. However, as registrars we can’t make that jump in logic. We need something to confirm that it is ovarian cancer.
________________________________________________________________
Q: For Pop Quiz 3 the CT indicated widespread tumor in the abdomen and peritoneum so could we use this for cT, making this a cT3c?
A: As a registrar, I wouldn’t feel comfortable making that jump in logic. For ovary, I would want confirmation that this was an ovarian primary.  If a physician made the statement that this was a cT3c ovarian primary, then that is what I would enter as the clinical stage. If I was the one assigning the stage, I would leave the TNM blank and stage 99.
________________________________________________________________
Q: During the Summary Stage training, we were told not to use the FIGO stage to code SS.  Pls. confirm.
A: You are correct. NPCR did make that statement in a recent Summary Stage webinar. There are a couple of very unusual situations where a FIGO III would be regional for summary stage. 
________________________________________________________________
Q: Isn’t the tumor on the diaphragm malignant and is this distant?
A: The abdominal surface of the diaphragm is covered by peritoneum.  Implants on the surface of the diaphragm would be reflected in the T category for ovary.
________________________________________________________________
Q: Are mesenteric nodes considered distant? 
A: It sounds like they would best be categorized as regional.
See the post at http://cancerbulletin.facs.org/forums/forum/collaborative-stage/female-genital-system/ovary/7623-mesenteric-lymph-nodes 
________________________________________________________________
Q: Is the spleen within the peritoneum or does it count as pM1 if involved? 
A: The spleen is intraperitoneal. Seeding on the surface is T3. See below
https://goldilocksthedoc.wordpress.com/2012/09/10/intraperitoneal-organs-and-retroperitoneal-organs/ 
For the Intraperitoneal organs remember SALTD SPRSS (Pronounced Salted Spursss):
S = Stomach
A = Appendix
L = Liver
T = Transverse colon
D = duodenum (only the 1st part, though)
S = Small intestines
P = Pancreas (only the tail though)
R = Rectum (only the upper 3rd)
S = Sigmoid colon
S = Spleen

For retroperitoneal, just remember SADPUCKER:
S = suprarenal glands
A = Aorta and IVC
D = Duodenum (all but the 1st part)
P = Pancreas (all but the tail)
U = Ureter and bladder
C = Colon (ascending and descending)
K = Kidneys
E = Esophagus
R = Rectum (Lower two-thirds)
________________________________________________________________
Q: Case Scenario 2, should pM be c0 as you cannot have a p0? 
A: Yes for Case Scenario 2 pM should be c0.  
________________________________________________________________
Q: On case scenario 2 why wouldn't the surgery code be 61 because of removal of appendix? Are we assuming appendix was not removed? 
A: I think you can use code 61 since the case scenario did mention that the appendix was in the pathologic specimen.  
________________________________________________________________
Q: Will you please, re-explain the statement your slide "Regional by Direct Extension" #29 - Extension to or implants to the abd and pelvis. Where is line between Reg and Distant in the abdomen? 
A: There is not true barrier between the pelvis and abdomen.  The pelvic brim is sometimes used as a dividing link.  For summary stage pelvis is regional and abdomen is distant.
________________________________________________________________
Q: Can you clarify the statement about metastatic tumors on the ovarian surface? 
A: If it looks like studding or metastatic tumors are on the ovarian surface, but have not gone beyond the ovaries, it is considered T1c. 
________________________________________________________________
Q: Jim, it looks like the positive washings and malignant ascites was moved to FIGO Stage IC3.
A: Thank you!
________________________________________________________________
Q: In scenario 3 can you explain why you'd stage pT3c instead of T3 in absence of the path on the liver tumor and no lymph node involvement? 
A: We know from imaging that there was at least one tumor larger than 2cm. Therefore, we can give it a pT3c.  Clinical information can be used in conjunction with pathologic information to assign pathologic stage. Always give a more specific code when possible.
________________________________________________________________
Q: If you cannot determine if the tumor is primary peritoneal or primary ovary, would you default to ovary? 
A: I hate to make a blanket statement on something like that, but if you truly cannot determine ovary vs primary peritoneum, I would probably go with ovary.
________________________________________________________________
Q: Isn’t the tumor on the diaphragm malignant and is this distant?
A: The abdominal surface of the diaphragm is covered by peritoneum.  Implants on the surface of the diaphragm would be reflected in the T category for ovary.
________________________________________________________________
Q: For Case Scenario 2 - shouldn’t SSF 1 be 998? 
A: For Case Scenario 2, 998 or 999 for SSF 1 would be acceptable.  
