Q&A Collecting Cancer Data: Lung
Thursday, October 4, 2018
________________________________________________________________

Q: Please discuss the use of predominant, when can this be used?

A: Predominant is listed as a modifier that should not be used to assign a histology. See page 31 of the Lung Solid Tumor Manual. In our example, “adenocarcinoma, predominantly papillary”, we would code to 8140/3 adenocarcinoma.
________________________________________________________________

Q: Because physician stated cM0 do you disregard the bilat pleural effusions in Lung case 2?

A: Not only did the physician assign cM0 the physician also noted the pleural effusion was due to a cardiac conditions. I felt cM0 was appropriate.
________________________________________________________________

Q: In scenario 1, the histology is Micropapillary predominant adenocarcinoma that is not the actual term for code 8265. Why code to 8265?

A: It should have been coded to 8140/3.
________________________________________________________________

Q: Lung case 1 shouldn't clinical staging be blank since there wasn't a definitive dx until surgery?

A: Keep in mind that the patient underwent a diagnostic biopsy with positive findings. This is all clinical information we can use for clinical staging. 

A: That is kind of a grey area...a dx of cancer for clinical stage isn't necessarily the same as what we define is dx for reportablity. I think based on CT and PET and the fact they moved forward with physician felt there was cancer. I feel a clinical stage is appropriate
________________________________________________________________

Q: In scenario #1 should the correct answer be H6 instead of H13? 

A: Yes. It is the same rule H6 is for a single tumor H13 is for multiple tumors. Our patient had a single tumor.
________________________________________________________________

Q: is suspicious cytology now reportable if that's all the information i have (for all primary sites)?

A: No. there has been no change in the rules for ambiguous terminology when it comes to reportability.
________________________________________________________________

Q: Where can we find information on "f" suffix? Is it site specific? 

A: See the STORE manual
________________________________________________________________


Q: What does the 3 in AJCC Stage IA3 stand for?

A: T1a has been subdivided into 3 smaller categories. 1a1 1a2 1a3‑
________________________________________________________________

Q: On a case with multiple tumor nodules - 1 on left, 2 on right (different lobes), clinical only staged it as stage IV.  But it is unclear which tumor is the "original". If it is left, T3 N_ M1.  If it was rt side, T4 N_ M1. How to assign T value?

A: You'll have to make that decision based on all the information available. The key point is the patient has distant mets.
________________________________________________________________

Q: Does the minimally invasive adenocarcinoma have to say w/predominately lepidic pattern in order to use the Mi

A: I haven't seen anything saying that the term lepidic has to be use for a T1Mi.
________________________________________________________________

Q: Can you please repeat why this was a cT1b if the size was 0.9cm?

A: I goofed!  it should be cT1a!
________________________________________________________________

Q: Scenario 3 AJCC staging - could u clarify the path staging? In previous webinars & AJCC's "timing is everything" chart, path includes info from clin staging. But in scenario 3 pT is based only on resection size.  

A: The resection shows that the tumor size identified clinically was incorrect.  We don’t disregard the information prior to surgery. We do use the most definitive information available after the resection to assign the pT.  In our case the resected tumor is the most definitive information so that is what we use to assign the pT.
________________________________________________________________

Q: Can you stage a T1 or T2 without a,b, or c ?

A: No. The, b, or c subcategories impact the stage group so if the subcategories are missing, the stage group must be unknown.
________________________________________________________________

Q: Please re-review the pathologic staging for pop quiz 2 with the PL1 pleura involvement.  The tumor size does not indicate a T2a tumor.  Unsure how a 1.1 cm tumor jumped to T2a.

A: I know it's difficult to follow in the manual, but T2a is a tumor less then or equal to 4cm with any of the bulleted features (PL1).  Less than or equal to 4cm means anything from .01 to to 4cm.
________________________________________________________________

Q: Pop Quiz 1:  re pT suffix.  I am having trouble with designating this as multiple tumours.  It is described as a 2cm tumour with three areas of microinvasion.  This does not stand out to me as separate "tumours".

A: From what i understand these tumors with adenocaricnoma in situ in a lepidic pattern are really just many foci of adenocarcinoma. The 2cm indicates the area of tissue with the foci adenocarcinoma in situ. Within that 2cm mass of adenocarcinoma foci are 3 areas (3 foci) of invasive tumor.  The largest is 4.5mm. 
________________________________________________________________

Q: On pop quiz 1- could you go over why it would be T1A vs 

A: pop quiz 1...2cm adenocarcinoma in situ.  Within that mass they found three areas (foci) of invasvie tumor. The largest measures 4.5mm.  That makes it an T1mi.
________________________________________________________________

Q: Pop quiz 1: The path suffix has (m), is this correct since the 3 areas of microinvasion are all within the same tumor?

A: I probably should have used the term Foci of microinvsion.  
________________________________________________________________

Q: In Scenario 3, Tumor Size why did you put 015 in the Tumor Size Summary instead of 032?

A: The resected tumor was 1.5. We always go with information from the resected specimen with negative margins over imaging for Tumor Size Summary.
________________________________________________________________

Q: Are tumor nodules always considered part of the cancer because our physicians never consider them while assigning the stage and very rarely are they biopsied?

A: Definitely go with your physician stage in this case.
________________________________________________________________

Q: On the slide where you stated 3.2cm and tumor size was 1.5. It should have been 3.2 for tumor size summary. You have to code the pretreatment size

A: Tumor size from resected specimen would take priority over size from imaging. Don’t let the term “pre-treatment” confuse you.  This patient did not get neoadjuvant treatment. What I was trying to indicate by using pre-treatment was the information from prior to surgery.
________________________________________________________________

Q: In Scenario 3, Tumor Size why did you put 015 in the Tumor Size Summary instead of 032?

A: Largest tumor size from imaging was 3.2. Tumor size from resection was 1.5cm. Pathological and Tumor size summary would be coded based on the resected tumor (1.5).  Tumor size clinical is based on imaging done prior to resection (3.2).‑
________________________________________________________________

Q: When in MOSAIQ & the radiation tx summary technique is sometimes only noted as LAO/RAO, field-in-field, tangential, etc. w/o specifically stating 3D conformal planning. Per STORE - cannot code unless specifically stated. So would code just to NOS code?

A: Based on the information given, LAO/RAO, field-in-field, tangential, this all refers to 3D-conformal treatment technique used for breast cancer. I would certainly code it to 3D-conformal. 
________________________________________________________________

Q: There was talk at a previous webinar on new RT fields becoming a mandatory template that all radiologists would use at all facilities.  Is there any word on that I haven't seen anything on ASTRO's website.

A: I don’t have all details, but my understanding is that there is a task force working on a synoptic report template to capture all required RT items. However, I don’t have a time table or whether this will be a required component for CoC accredited facilities. 
________________________________________________________________

Q: Are all phases coded chronologically regardless of whether mets site is given RT prior to primary site?

A: I would certainly code it in chronological order. 
________________________________________________________________

Q: When Wilson says "static" does this mean a steady beam of whatever strength is applied (for example 6MV)?

A: I think I used the word static when referring to the collimator leaves during 3D-conformal treatments to contrast them to the dynamic motion that occurs during IMRT, with the leaves constantly moving in and out when the beam is on. 
________________________________________________________________

Q: LUNG PT, he receives radiation to the brain first, followed by lung radiation.  Which should be phase 1?

A: In that case, i would code chronologically. ‑
________________________________________________________________

Q: Per the Canswer forum: you DO pick up PCI...?

A: I do not. This is prophylactic treatment of a site with no documented cancer. 
________________________________________________________________

Q: We use Zeiss for IORT for our breast lumpectomy patients.  For the site, do we code partial breast or whole breast?

A: Code to partial breast. ‑
________________________________________________________________

Q: Respectfully disagree about not coding PCI. I believe statement in STORE re: dbl mastectomy for healthy woman...is referring to a pt who has no cancer dx whatsoever. I equate PCI for lung ca pts w/examples listed,  i.e. oophorectomy, Tamoxifen.

A: I can only express my interpretation of the rules based on my experience with radiation therapy. 
________________________________________________________________

Q: What modality is commonly used with WBI? (Whole Body Irradiation) *for a pt with Leukemia. 

A: Many facilities use 3D-conformal. However, some facilities do use 2D. It’s important to review the RT prescription. IMRT is not used for TBI. 
________________________________________________________________

Q: Is SBRT the same as SRS? My reports are usually stereotactic radio surgery (SRS). 

A: It all depends on the site. SRS generally refers to treatment to CNS sites, while SBRT refers to treatment to sites other than CNS. 
________________________________________________________________

[bookmark: _GoBack]Q: I am abstracting remotely for a hosp w/ a radiation center, I am not sure what type of machine they use. They mostly document either 3D conformal or IMRT w/ modality 06X. Would the modality be coded to 02-photons. 

A: Treatment techniques such as 3D conformal and/or IMRT are a form of external beam RT and should be coded to 02-photons. 
_________________________________________________________________
Q: Is Yttrium considered brachytherapy or radioisotopes. Conflicting info in STORE, page 40 vs page 285.¬

A: The coding instructions on p. 285 are more specific and I would code Yttrium to 13: Radioisotopes, NOS
________________________________________________________________
