Lung 2020 Q&A
	#
	Question
	Answer(s)

	1. 
	I would love to see the laterality column on Table 1 to say "Right or Left" instead of "Bilateral".  Always confusing for people.
	You can send that to ASK a SEER Registrar as a suggestion, and they may incorporate that. I agree it would be nice to put it that way, rather than using “bilateral” there. (Note: They posted the updated 2021 version the day of this webinar, so if they take your suggestion, it might not happen until the 2022 updates. )

	2. 
	Is "hilus" the same as "hilum"?  "hilus of lung" on Table 1 is coded to C340, so would "hilum" be coded as C340? Thanks.
	The hilus and the hilum are the same thing. Hilus is the older form for the word hilum. The hilum is an opening in the lung (or other organ) where blood vessels, nerves, and other ducts enter and leave.

	3. 
	What if final diagnosis and CAP synoptic report differ.  For example:  Final Dx: Adenocarcinoma, acinar pattern predominant and CAP Synoptic report: Adenocarcinoma acinar predominant
	SEER SINQ 20190038' The priority order for using documentation to identify histology gives equal weight to final diagnosis and synoptic report, secondary to addendum or comments.  Use the more specific histology if either the final diagnosis or synoptic provides the additional information on the histology.”

	4. 
	Please explain the rules as to when/why to code mucinous adenoarcinoma vs just adenocarcinoma, thanks!
	This instruction is in both rules H1 and H10, although it really only applies to rule H1 since we will never know the percentage when there are multiple tumors. Note 1 states “When mucinous carcinoma is mixed with another histology, such as adenocarcinoma and mucinous carcinoma, code mucinous ONLY when mucinous is documented to be greater than 50% of the tumor.” If you look at table 3 in the lung rules, mucinous is a subtype/variant of adenocarcinoma, NOS.

	5. 
	If I have a biopsy that states adenocarcinoma, and the physician states the patient has another nodule that has not been biopsied, but he calls it 2 primaries. What rule would you apply for multiple primaries as 8000 is not included in the list of histologies in table 3.
	Where is the other nodule? Is it in the same ipsilateral lobe, different ipsilateral lobe, or opposite lung?

	6. 
	With regards to the Adenocarcinoma Spectrum lesions, if we see these on the CT or PET, and we have no pathology, how are we coding these?  If there are multiple lesions, and one is confirmed by Oncologist to be Adenocarcinoma, how do we apply these adenocarcinoma spectrum lesions with regards to staging?
	There is not a one-size-fits-all answer because it depends on whether the multiple lesions are involved with tumor. There is no priority order listed for the imaging techniques, and it can make it hard when there is no physician staging or guidance as to whether the multiple lesions are involved. Remember, the adenocarcinoma spectrum ranges from hyperplasia all the way to malignancy. There is a CAnswer Forum that discusses a case with multiple bilateral lung nodules, all on the AAH-adenocarcinoma spectrum. The patient is treated with SBRT to the dominant nodule in the RUL. The rad onc staged the case cT2a, even though there were multiple nodules.
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/thorax-chapters-25-26/73967-7th-edition-extension-to-mediastinum-and-ahh-to-adenocarcinoma-spectrum

	7. 
	Is Atypical adenomatous hyperplasia (AAH) reportable? Is this in ICD-O 3 table?
	Atypical adenomatous hyperplasia is not reportable. It is 8250/0 in ICD-O-3.2. It is not listed in ICD-O-3 or the updates.

	8. 
	Rule H7 Example 2 does not use a percentage in the example. How should we interpret that example? All other notes indicate that we need a percentage to use this rule.                                              Example 2: Pathology reads the tumor is adenocarcinoma, solid predominant (with acinar, lepidic, and papillary subtypes). Code
the predominant histology: solid adenocarcinoma 8230/3.
	This is a great question. The greatest amount of tumor can be described by the term predominant. I think you make a good point, and will send this to the STR editors to see if they want to add a definition of predominant to the lung rules, as they did in the breast rules. And, in this example, while “adenocarcinoma, solid predominant” is referencing a specific histology, the carcinomas are named according to the predominant pattern. So, what the histologic diagnosis is telling us is there are solid, acinar, lepidic, and papillary subtypes, but the predominant subtype is solid.

	9. 
	Did you say that the largest lung tumor will be the primary site?  if so, did you say this is referenced in the AJCC staginig manual, or somewhere else?


	
	This is a situation in which we can only report 1 primary for both tumors, but the physician is staging and treating the patient as if each tumor is an independent primary. AJCC/TNM stages each tumor for treatment purposes while determining multiple primaries is done to stabilize the data for the study of epidemiology. Because the tumors are being treated as independent primaries (two T1 tumors versus a T4 tumor), we sought out expert guidance and were instructed to code the primary site based on the tumor that was being staged in the abstract. That is the one in the RUL. While there is no rule on the books for this, it is a practical approach, given AJCC and the STR differ in how many primaries we have. There is an example of another situation in which there are multliple tumors abstracted as a single primary AND, the second tumor is not included in the primary site or staging fields (SEER SINQ 2020000). This post further demonstrates how our rules for assigning primary site do not address every possible coding situation.  

	10. 
	Would H8 rule code 8255/3 apply if pathology on a LUL segmentectomy, single focus tumor, states "pulmonary adenocarcinoma, acinar and solid predominant" in the addendum of the report? Under the CAPS it states "Histologic Type:  Invasive adenocarcinoma, predominant subtype cannot be determined: acinar and solid are the predominant patterns". Or is 8140/3 code correct since "pattern" should be ignored?
	Per SEER SINQ 20190038, the priority order for using documentation to identify histology gives equal weight to final diagnosis and synoptic report, secondary to addendum or comments.  Use the more specific histology if either the final diagnosis or synoptic provides the additional information on the histology.” The most specific histology comes from the final diagnosis, so H8 would apply.

	11. 
	Hi, I am wondering if ground glass documentation is a reportable case?
	Ground-glass opacification/opacity (GGO) is a descriptive term referring to an area of increased attenuation in the lung on CT with preserved bronchial and vascular markings. It is a non-specific sign with a wide etiology including infection, chronic interstitial disease and acute alveolar disease.


	12. 
	[bookmark: _GoBack]Does the primary site using the largest tumor apply across all sites or only for lung primaries?  For example, for our scenario we code to C341.  If this was a breast primary with 2 separate tumors in the same breast with the largest in the nipple found to be a single primary per the Solid tumor rules, would we code the primary site to C500?
	We only chose the primary site as C34.1 because that is the tumor we are basing all the staging, SSDI, etc., on. This is a special situation because we can only report a single abstract for these tumors, but we have to base our staging and SSDI fields on the more advanced tumor. Please do not apply this to other situations of multiple tumors.

	13. 
	Should the pleural/pericardial effusion be evaluated pathologically to be considered as no involvement or can a physician statement that they do not believe it to be related to the malign be enough?
	The effusion does not have to be evaluated pathologically. A physician statement is adequate.

	14. 
	It is in the same ipsilateral lobe
	One tumor is in the RUL and the other is in the RLL.

	15. 
	So if we have a clinically diagnosed lung cancer, should we take the solid portion size that they give and not the larger size for the Tumor size
	Those instructions about measuring the clinical tumor size are for the radiologist. 

	16. 
	How would we know when to use the yTc classification instead of the cT
	Use cT for workup PRIOR to any treatment. Use ycT for workup AFTER neoadjuvant treatment. The staging graphic 
“Timing is Everything” at the AJCC website is very helpful. I put the link at the bottom of the page because when I tried to copy it here, it messed up all the formatting!


	17. 
	In the lung cancer example, isn't it pT4
	No. AJCC has different rules. They consider the tumors to be separate primary tumors, or different primaries based on the differences in imaging characteristics and biochemistry. Our rules for surveillance are different. That’s why we chose this case.

	18. 
	If we have on CT a Left Hilar mass 4.5 cm, am I correct in saying we do not use this size for tumor size?  And can we assume hilar LNs are involved?
	After follow up with the person who asked this question, we were able to determine this was an endobronchial lesion. Therefore, the tumor size would be 4.5 cm. There was nothing on the imaging to indicate LN involvement, so cN0.

	19. 
	Can you arrive at an AJCC stage w/o TNM EOD, for example if pT2a, pNx,cM0 AJCC stage: 99 will EOD = T:300 N:
	You don’t need EOD to assign AJCC. Assign AJCC based on AJCC definitions and rules and EOD based on EOD definitions and rules. The two systems are independent.

	20. 
	N:999, M:00, even if nodes are neg clinically? thanks
	

	21. 
	In the Solid tumor rules under Coding Primary Site, “use this table to determine correct site code”, table lists lung NOS 349 mulitple tumors different lobes ipsilateral lung (first bullet). Based on the example case presented, is it the rule to code site to the largest tumor? If yes, where can that be located?
	Please see SEER Sinq post 20200004 and previous answers.

	22. 
	There are separate tumors in RUL and RLL-why is this not staged as T4?
	http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/thorax-chapters-35-37/lung-chapter-36/107216-lung-second-primary-staging-1-abstract 

08-14-20, 10:07 AM 

There are times when the registry surveillance rules and the physician rules for patient care do not match. I would assign the stage the physician used for the higher T category. (Donna Gress)

	23. 
	One tumor in RUL & one in RLL; should this be a pT4 with tumors in rt lung ipsilateral lobes?  Stage IIIA  and SS Regional by Direct Extension?
	http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/thorax-chapters-35-37/lung-chapter-36/107216-lung-second-primary-staging-1-abstract 

08-14-20, 10:07 AM 

There are times when the registry surveillance rules and the physician rules for patient care do not match. I would assign the stage the physician used for the higher T category. (Donna Gress)

	24. 
	Are intrapulmonary mets considered LNs?  I had a case that they physician staged as N1 due to intrapulmonary mets.  Can you clarify this for me please and thank-you :)
	Per the SSDI: Note 2: Code the presence and location of separate TUMOR nodules, also known as intrapulmonary metastasis, at the time of diagnosis in this item. Separate tumor nodules can be defined clinically (by imaging) and/or pathologically. They can be in the same or different lobes of the same lung as the primary tumor. Their location is used to assign the T in the TNM system. Lymph nodes within the lung are also sometimes called “pulmonary or intrapulmonary mets” but WE are only referring to tumor nodules, not lymph nodes. In your example, the mets were lymph nodes.

	25. 
	Great information so far. This may have been addressed but how many primaries are there and what M rules apply for multiple lung histologies in the left lower lobe (LLL) and right upper lobe (RUL) of the lungs?
	I’m sorry, but there is not enough information in this question for me to answer it.

	26. 
	Love slides 84-88!  Thank you for explaining the phonics of targeted therapies.
	

	27. 
	Summary Stage Note 6 says “Separate tumor nodule of same histopathological type (intrapulmonary metastases) are coded either regional (code2) for same lobe or distant (code7) for different ipsilateral lobe or contralateral lobe”.   I am wondering why our scenario is not considered “intrapulmonary metastases based on the rule above?  Secondly, what does determine intrapulmonary mets?
	http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/thorax-chapters-35-37/lung-chapter-36/107216-lung-second-primary-staging-1-abstract 

08-14-20, 10:07 AM 

There are times when the registry surveillance rules and the physician rules for patient care do not match. I would assign the stage the physician used for the higher T category. (Donna Gress)
AJCC has very specific guidelines about which tumors are intrapulmonary mets and which should be classified as separate primary tumors. Our tumors had different radiologic appearances and different biomarker profiles and the physician said they were independent primary tumors based on that information. We have to report them as a single primary, but we can only base the staging and other cancer-related data items on the larger tumor.

	28. 
	Hi Denise as per my question, the nodule is in the same ipsilateral lobe. My question applies more towards the histology with one being adenocarcioma and one just being 8000.
	Why is one tumor 8000? The tumors don’t have to be biopsied per Note 4 in Rule M9: 
Note 4: When there are multiple tumors in one or both lungs, the physician usually biopsies only one mass/tumor. They treat the patient based on that single biopsy, assuming all of the masses/tumors are the same histology.

	29. 
	What if there are 1 tumor in RUL and 2 tumors in RLL with same histology. How would that be handled?
	Without further information (physician impression, treatment, etc.), this could be either T4 or synchronous primary tumors. AJCC drives how we handle these cases. If 2 of the tumors are intrapulmonary mets, then we have T4 in AJCC. Each case is unique. AJCC uses different criteria for deciding between a single primary and multiple primaries. We might report a single primary based on the same histology, but AJCC would consider these to be 2 to 3 different primaries based on clinical features and biomarkers.

	30. 
	Can you touch on the issue mainly seen during medistinoscopy regarding when LNs are bx and path shows fragaments. There doesn't seem to be a solid concrete guideline for what to do in these situations. This is mainly seen in Lung cases
	This is from the ask a pathologist section of the CANswer forum: http://cancerbulletin.facs.org/forums/forum/ask-the-pathologist/thorax/lung-aa/90042-lung-lymph-node-fragments


	31. 
	When a patient has only one tumor in the right upper lobe and one tumor in the left upper lobe, no histology available, radiology diagnosis only.  The managing physician says the left upper lobe tumor is suspicious for metastasis without any documentation of stage 4 disease in the medical record should we code 2 primaries ?

	Yes, these must be abstracted as separate primaries per Rule M11, because the physician used the “suspicious for” ambiguous term.


	32. 
	Would like some help with this specific scenario:  Regarding tumor nodules, a CT shows 2.2 cm RUL mass and LLL mass.  Also noted are nodules in the lingula and LUL and RUL groundglass nodule.  All nodules stated to be “suspicious.”  The PET/CT shows the RUL mass and LLL mass.  There is no mention of any nodules.  Further workup reveals brain mets.  The RUL and LLL mass bxs were both positive for adenocarcinoma.  Med Onc states Stage 4 RUL and LLL adenocarcinoma with brain mets.   Should we disregard the nodules since not present on PET/CT?  If so, this would represent two primaries (single tumor in each lung).  If not, this would be one primary (multiple tumors in each lung).

	Imaging tests, such as X-ray, CT, and MRI, reveal structural changes in the body, PET is used to reveal chemical and physiological changes. Limitations of PET include slow-growing, less active tumors may not absorb much tracer and small tumors (less than 7mm) may not be detectable. Also, high levels of blood sugar can cause the cells to absorb the native blood sugar rather than the radioactive sugar.

The physician staging is not helpful (as you noted) because only a stage group is assigned.  Did they do any biomarker studies on the tumors? Or, did the pathologist compare the two tumors? 

If you don't have further information, this would be a good question to send to ASK a SEER CTR. 

I found this post about imaging priority on the CAnswer forum:
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/thorax-chapters-35-37/lung-chapter-36/81822-lung-priority-imaging-stage


	33. 
	I made my scenario AJCC clinical T4 based on the imaging. We didn't know whether the 2nd tumor was mets or not. How would you know until they were resected and tissue was read by a pathologist? Am I in error?

	This is unusual because we can only report a single tumor in the abstract. The imaging appearance was different for each of the tumors which is one of the criteria used in AJCC to classify the tumors as separate primary tumors, rather than intrapulmonary mets (which would be T4).

	34. 
	So for this case scenario, are we just ignoring the second tumor nodule?  If so, please explain why again.

	http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/thorax-chapters-35-37/lung-chapter-36/107216-lung-second-primary-staging-1-abstract 

08-14-20, 10:07 AM 

There are times when the registry surveillance rules and the physician rules for patient care do not match. I would assign the stage the physician used for the higher T category. (Donna Gress)





