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________________________________________________________________

Q: To be clear on slide 12. Both Well differentiated neuroendocrine tumor G1 and G3 are coded as 8240/3?
A: That is correct. There is no code that is specific for well differentiated NET G3 at this time, so they revert back to 8240/3. We had that confirmed by SEER. It also gets the cases to the correct schema.
________________________________________________________________

Q: Micro in path of case scenario 1 states size & extent of invasion can't be ascertained from superficial bx material. Would you code tumor size clinical & summary 999 and cT as TX, similar to colon with colonoscopy? only?
A: After further review we have decided to go with cTX and Tumor size 999. See case scenarios. 
________________________________________________________________

Q: Case 2 - not quite understanding the M category for this one? 
A: See just above the Gross extension.  The pathology from the omental exicison is document and shows metastatic tumor. That would make it a pM1. The mets were present in the omentum and liver. That makes it an M1c.
________________________________________________________________

Q: Case 2 - the clin N wonder if enough to say cN0 due to scans did not state any LAN
A: I think cN0 would be the better option.  Good catch.
________________________________________________________________

Q: For case #2, would you have a pT3 (m) since there were 2 tumors?
A: Yes there would be the suffix (m).
________________________________________________________________

Q: What would the pancreatic T be for a 2cm tumor that invades into peripancreatic tissue?
A: This would still be a T2. There is a section in your AJCC 8th edition manual after the there is a *. The * at the end of the T definitions says that the ext of tumor into peripancreatic adipose tissue isn’t used for staging. 
________________________________________________________________

Q: Case 2 Eod primary tumor, shouldn't it be 400 as opposed to 300?
A: Yes, that was a typo it should be 400.
________________________________________________________________

Q: Case 2 - can you explain why surgery of other site is code 4 - is not the omentum a regional site?
A: We based this on looking at the ometum as distant in the Summary Stage 2018 manual. 
________________________________________________________________

Q: Is a rectal polypectomy for a NET G1 path staged?
A: Yes, I would think it would be eligible for AJCC staging.
________________________________________________________________

Q: A well differentiated Pancreas NET G1 8240/3 or well differentiated Pancreas NET G2 8249/3 can have a functional or non-functional description on the synoptic (per CAP protocol), Is it correct to code the morphology as 8150/3 ?see WHO digestive pg 280     
A: You can use 8150/3. This was put into effect with the 2014 ICD-O-3 updates.
________________________________________________________________
Q: On a pathology report, when the dx is a ‘functioning’ type of pancreas endocrine tumor’ without the modifier of malignant such as insulinoma, NOS 8151/0, should we be capturing these as a malignant /3 behavior according to WHOterminology  insulinoma 81513
A: 8151/3 is not listed in either the 2014 or the 2018 updates to ICD-O-3, so this may be one of the new terms that was put on hold due to the delay of the 2018 changes. Or they may just group it in with the functioning tumors. 
________________________________________________________________

Q: Can you please restate the document that we should have that is part of the histology manual? Something about mixed histology codes?
A: Several of the updated chapters in the Solid Tumor Rules have tables for mixed histologies. For Lung and Breast it is chapter 2.
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Q: On case one, since there is extension to the deep margin and a latera margin, would this case be unstaged?
A: I think you are correct. cTX and tumor size 999 would be appropriate for case 1. 
________________________________________________________________

Q: How did you determine the clinical liver mets based on clinical workup on case scenario 2.  No ambiguous terminology is indicative of malignancy.
A: I went by the scan that said metastatic disease would be the differential diagnosis. We both felt the physicians thought the patient had metastasis in the liver and omentum.  We thought a cM1 best reflected what the physicians thought the stage was at that time.
________________________________________________________________

Q: On case #2 there is no language to show evidence of metastatic dz to the liver or omentum. AJCC webinars we were told not to use ambiguous terminology for TNM staging. Maybe clinical stage should be unknown. Mets were confirmed at time of surgery. 
A: When AJCC says don’t use “ambiguous terminology” they are saying you shouldn’t refer to a list of terms and always code as positive if certain terms are used and if negative if other terms are used.  We did not code cM1 based on “ambiguous terms”.  
 
What Tonya and I did was look at the context of the report and how the patient was treated. We felt that during the clinical time frame the physicians thought the patient had metastasis in the liver and omentum. That is why we coded the patient as being cM1.
________________________________________________________________

Q: Is Somatostatin Analog treatment Lanreotide (LAR) or Sandostatin considered hormone tx or is this for symptoms only?
A: It is considered ancillary for NETs because it relieves symptoms, but doesn't kill cancer cells.
________________________________________________________________
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