Q&A Session
Directly Coded Stage Data: Using the AJCC Cancer Staging Manual 7th Ed
October 2, 2014
________________________________________________________________
Q: Where in AJCC general rules or lung chapter does it state we can use "lymphadenopathy" (clinical N slide)? See http://cancerbulletin.facs.org/forums/showthread.php?9257-Adenopathy  

[bookmark: _GoBack]A: Thanks for pointing this out. The CAnswer Forum you documented above does explain the issue well. AJCC does not define ambiguous terminology or mandate how words should be interpreted. The registrar should review clinician statements, treatment choices that may indicate the clinician’s impression, and review of entire case. 
________________________________________________________________
Q: For the guideline "if primary tumor can't be removed and highest T OR N OR M1 is confirmed microscopically, criteria for path classification has been met. I assume this is for the individual elements of T,N,M. However, does this guideline play any role in path stage group (other than pM1)? For your example of supraclavicular node biopsy for lung (pN3), if it's known there are no mets clinically (cM0), can path stage group = 3B (highest other than stage 4!)?

A: No.  Since the primary tumor was not excised we have not met the rules for classification of pathologic stage. We would have a pT (blank) pN3 cM0 pStage 99.
http://cancerbulletin.facs.org/forums/showthread.php?5943-Mediastinoscopy-findings-classified-as-clinical-or-path-assessment-of-LNs&p=25354#post25354 
________________________________________________________________
Q: What if you have subcategories for pM? For example for lung if you have clinical evidence of brain (M1b) and path evidence of pleural effusion (M1a), is this recorded as cM1b?

A: This issue is addressed in a CAnswer Forum question, and the answer there is pM1b. Here is the link: http://cancerbulletin.facs.org/forums/showthread.php?9042-Pericardial-Effusion-and-Bone-Mets-p-M1-M1a-or-M1b&highlight=subcategories. 
________________________________________________________________
Q: Wouldn't small cell of the lung be an exception to the quickly growing tumor?

A: Yes it would! There are several other examples of aggressive malignancies that could grow fast enough to change the stage of disease in the time it takes to complete a staging work-up.  However, most malignancies don’t grow that fast.  Often times when metastasis is discovered late, it has been there the whole time.  
________________________________________________________________
Q: Is there another way that it can be stated with the blanks vs. X - can't be assessed and unknown kind of mean the same thing.  Thanks.

A: The first thing to remember is that blanks should be used when the criteria for staging haven’t been met. So for a prostate case the pT and pN would be blank if prostatectomy was not done and no lymph nodes removed.  You would also use a blank if you are not sure if the information needed is not available in the chart. So if you were doing a breast case that was diagnosed elsewhere and none of the information for clinical stage was in the chart, you would use blanks rather than X’s. An X would be used if the criteria for assigning a T or N value has been met, but for some reason the tumor or regional lymph nodes cannot be assessed.
________________________________________________________________
Q: Per AJCC manual page 12 at the bottom of table 1.8, carcinoma in situ, stage PTis cN0, M0 as both clinical and pathologic stage 0.  Why would your bladder example be pathologic stage 99? Is it because of no cystectomy? 

A: Yes; for bladder pathologic staging is based on the histologic review of the radical or partial cystectomy specimen. 
________________________________________________________________
Q: AJCC states for ovary that for pN0 histologic examination should include both pelvic and para-aortic lymph nodes so if one of the groups is not removed can we still assign a pN0 assuming all nodes were negative that were removed?

A: I believe the statement you refer to is on page 420 of AJCC Cancer Staging Manual, 7th Ed. in chapter 37, ovary and primary peritoneal carcinoma. “Biopsies of all frequently involved sites, such as omentum, mesentery, diaphragm, peritoneal surfaces, pelvic nodes, and para-aortic nodes, are required for ideal staging of early disease.” In the general rules for pathologic N in table 1.6 it is documented that there is a minimum expected number and location of nodes to examine for staging defined by disease type. But it goes on to document that microscopic examination of a single node or nodes in the highest N category is classified as pN even in the absence of pathologic information on other nodes. So, I believe if you had resection of pelvic nodes without resection of para-aortic nodes for ovarian primary, the information could be used to assign pN.
________________________________________________________________
Q: Is first course of treatment equal to surgery only? Is it because the clock stops if the patient has radiation or systemic treatment? Is radiation or systemic treatment is not considered first course of treatment?

A: There are different coding instructions for different sets of data items. Coding instructions and definitions for AJCC cancer stage and treatment data items are different. Clinical staging includes information gathered prior to definitive treatment. Definitive treatment includes surgical resection, systemic therapy, radiation therapy, active surveillance, and palliative care. If the patient has systemic or radiation therapy prior to surgery, pathologic stage cannot be determined. The information from the surgery would be yp.

However, there are differences between what we consider first course treatment when coding surgery and definitive treatment when assigning stage.  If a bladder cancer patient has a TURB, the date of the procedure would be the date of first course treatment.  For AJCC staging a TURB is a clinical procedure and should be included in the clinical stage. 
________________________________________________________________
Q: Would the pN be blank or "X" for a patient that receives a Robotic prostatectomy and no lymph nodes removed?

A: I believe it would be blank since the rules for classification have not been met. Either way, you will probably end up with an unknown stage.
________________________________________________________________
Q: In the AJCC bladder staging section the TURB can be used to assign clinical T without resection of bladder. This could result in a cT assignment of in situ or noninvasive bladder.

A: Not for Noninvasive tumors.  Remember, a cT indicates what the physician thought the T value was before it was surgically removed.  To call a tumor insitu, the entire tumor must be removed and the tumor evaluated by a pathologist to make sure there is not invasion. See the discussion on the CAnswer Forum: http://cancerbulletin.facs.org/forums/showthread.php?9842-rules-for-stage-0&highlight=stage 
http://cancerbulletin.facs.org/forums/showthread.php?5917-Deriving-pTis-and-pTa-for-in-situ 
________________________________________________________________
Q: A needle biopsy of a breast showing DCIS with no further surgery cannot be AJCC staged?

A: I don't think so. A needle biopsy is only getting a sample of the tumor. There could potentially be invasive tumor.  
________________________________________________________________
Q: Can you clarify - if only knowing that an IHC was done - you would put an i+/- depending on results, even if no mention of ITC's were mentioned? Questioning when you would code the i+/- vs No alone.

A: For breast cancer, IHC of lymph nodes is done to determine if ITCs are present. If IHC of lymph nodes is negative, assign pN0 (i-). Positive IHC of lymph nodes should describe that ITCS are present. ITCs are small clusters of tumor cells not greater than 0.2 mm, or single tumor cells, or a cluster of fewer than 200 cells in a single histologic cross-section.
________________________________________________________________
Q: Why can’t we have a cT in question 2 on quiz 1 based on the size of the tumor given, even if it's proven in situ later?

A: I believe that is one of the reasons we have the in situ rule.  We don't want to end up with a cT2 when the patient really has in situ tumor. The prognosis for a patient that is cT2 stage IIA is very different from a patient that is stage 0.
________________________________________________________________
Q: Are sentinel nodes coded to regional nodes examined?

A: Yes.
________________________________________________________________
Q: When is the new staging system to begin?

A: For CoC accredited facilities, directly coded AJCC stage is required if available currently. For cases diagnosed 1/1/2015 directly coded AJCC cancer stage and directly coded Summary Stage 2000 will be required to be submitted by CoC accredited facilities.
________________________________________________________________
Q: Where can you order SEER Summary stage manual? 

A: The SEER Summary Stage Manual can be accessed electronically at http://seer.cancer.gov/tools/ssm/. 
________________________________________________________________
Q: Regarding breast quiz #4. I realize that you can use the sentinel nodes as both clinical and pathologic N. Can you use the sentinel node information after neoadjuvant chemotherapy for ypN?

A: Yes.
http://cancerbulletin.facs.org/forums/showthread.php?9691-Clinical-vs.-Pathology-AJCC-staging-for-core-bx-ALND-SLND-performed-neoadjuvant-tx&highlight=yp+sentinel 
________________________________________________________________
Q: I coded cT3 for lung case scenario due to the additional nodule in the LUL lung. PET was indeterminate.

A: The CT scan stated that the indeterminate nodule had unknown malignant potential. The PET scan that followed said that absence of visible FDG accumulation favored benign etiology. There was nothing to indicate that there were additional malignant lung nodules. The path report from wedge resection documented unifocal tumor. The cT is 1b based on 2.9 cm clinical size, and pT is 2a because there is PL1 visceral pleural invasion and tumor is 5 cm or less in size.
________________________________________________________________
Q: When did the lymph adenopathy for AJCC begin? All the documentation predates CS and is found in SEER Summary 2000. I have found this used during the time the 4th edition was in use.  

A: In the example on the slide lymphadenopathy is described as malignant. 
________________________________________________________________
Q: AJCC page 9 1st column re: colon biopsy.  If biopsy is positive for invasion, then lowest possible T value can be assigned to clinical stage if all other evaluation does not show extension. 

A: If the only info you have from colon biopsy is that the cancer is invasive but there is no clinical information about level of invasion, you would have to assign cTX unless there is other clinical info about level of invasion.

Q: Rule # 5 re: down staging denotes we should use T1.  Since we know there is invasion.  Are we confusing CS rules with AJCC?

A: No, this is not based on CS rules. In the presentation, Registrar’s Guide to Chapter 1, AJCC 7th Ed., on slide 17 and 18, it documents that rule 5, down staging, does not apply to unknown information, that unknown information does not use the lowest category or group. My interpretation of this is that if with colon biopsy, you only know tumor was invasive and have no clinical information describing the level of tumor invasion through the wall, the cT should be X. The presentation can be accessed from the AJCC website: https://cancerstaging.org/CSE/Physician/Documents/Registrar%27s%20Guide%20to%20Chapter%201%20AJCC%20Seventh%20Edition.pdf. 

Q: The COC stated that a malignancy found on colon biopsy should be clinically staged as T1 NO MO because it is invasive requiring additional work up.  Has this changed? We have a confused group here.

A: We will get this clarified from AJCC staff.
________________________________________________________________
Q: On the Timing Rule slide with the blocks taking about the 4 month delay, I believe you stated that you could use the 5/7/2013 surgery but patient received adjuvant therapy on 2/1/2013 per chart?

A: That was a problem with the slides.  The adjuvant therapy box was supposed to disappear when we added the four month delay.  You are correct, that if the chemo was done prior to the definitive therapy we could not use info from surgery for true pathologic stage.  

The point of the slide was that even though the surgery was done more than 4 months after the initial diagnosis, we could still use the information from the surgery.
________________________________________________________________
Q: For the pathologic stage, aren't registrars supposed to record/copy the pathologist's statement?

A: Yes! That is an excellent point. If the physician staged the case, that is what should be recorded.
________________________________________________________________
Q: Regarding the case example for disease progression, slides 32-34, do I understand correctly that in registry software you would assign cT3 cN0 cM0 c Stage 2A and pT3 pN2 pM blank, p Stage 4A? Because you can't assign cM1a in the pM field. 

A:  The correct clinical stage is 2a and the correct pathologic stage is 4a.  I'm not sure how you record the correct stage the way registry software is currently set-up. See http://cancerbulletin.facs.org/forums/showthread.php?8658-Metastasis-at-diagnosis-or‑ 
________________________________________________________________
Q: Often urologists will evaluate bladder tumors using a cystoscopy and they may fulgurate the tumor without removing it so there's no specimen. They may call this an in situ tumor. How would we stage this?

A: You can't call it a cTis and you can't call it a pTis.  I guess you have to leave it blank.
________________________________________________________________
Q: The bladder tissue on a path report shows non-invasive TCC, LVI is positive.  What is the T classification?

A: I found this on the CAnswer Forum: http://cancerbulletin.facs.org/forums/showthread.php?9558-In-situ-with-LVI&highlight=lvi+situ 
________________________________________________________________
Q: Re: no cTIS, we cannot find the documentation in AJCC. Isn't clinical stage by default imperfect?

A: See page 12. All staging is imperfect.
________________________________________________________________
Q: I'm very confused with the bladder example. AJCC indicates TURBT is under clinical staging. Why isn't it cTa?

A: TURB is under clinical staging except for in situ. You cannot have a cTis. Donna explains this a little better at http://cancerbulletin.facs.org/forums/showthread.php?9842-rules-for-stage-0&highlight=stage. 
________________________________________________________________
Q: Slide titled "In Situ" on page 14 of handout, at the bottom says, "Cannot have cTis."  Most staging forms have cTis.  Any explanation?

A: See the CAnswer Forum http://cancerbulletin.facs.org/forums/showthread.php?6933-Clinical-Insitu-for-all-Sites-and-Need-for-Education&highlight=staging+form‑. Apparently leaving the Cis on the form was an oversight.
________________________________________________________________
Q: For the breast cancer case would you use the (i-) designation over the (sn) designation? Why? ypN (i-) ypN (sn) or both? ypN9i-) (sn) 

A: I cannot find any reference to answer that question. If you can only code one, I would code the (i-) because it is on the staging form and (sn) is not.
________________________________________________________________
Q: Why is the lung a T2a and not a T2?  I'm a little confused regarding the use of those two codes.

A: In the definition of T2 for lung in the AJCC Manual it states: T2 tumors with these features are classified T2a if 5 cm or less. One of the features is PL1 or PL2 visceral pleura invasion. Because the tumor is 5 cm or less in size (2.9) and has PL1 visceral pleural involvement, pT2a is assigned.
________________________________________________________________
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