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 Anatomy of the Female Reproductive System 

 

 Overview of Major GYN Cancer Characteristics 

 

 Multiple Primary and Histology Coding Rules 

 

 Collaborative Stage Data Collection System (CSv2)  

 

 C.S. Site Specific Factors 

 

 Treatment Options 
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 Cervix, Vagina, Vulva – SCC & HPV and Melanoma 

 

 Corpus Uteri – Epithelial (carcinoma, Mullerian tumor) 

 Corpus Uteri – Mesenchymal (pure sarcoma) 

 Corpus Uteri – Mixed Tumors (adenosarcoma) 

 

 Ovary/Fallopian Tube – Epithelial Stromal Tumors (serous, 

mucinous, endometrioid)  

 Ovary/Fallopian Tube – Germ Cell Tumors  

 Ovary/Fallopian Tube – Borderline Malignancy 

 

 Primary Peritoneal Malignancy 
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 General History & Physical 

 Gynecologic Exam – routine or symptoms 

 PAP/D&C – cytology  

 Colposcopy/Biopsy – histology 

 Conization – Biopsy or Treatment 

 Hysterectomy – Treatment  

 TAH/BSO – Treatment  

 Omentectomy (debulking) 
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 Incidence and Mortality 

 Causes & Risk Factors 

 Signs and Symptoms 

 WHO Classification 

 MP/H Rules 

 Collaborative Stage Core Items 

 Collaborative Stage SSFs 

 Treatment Guidelines 
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 Cervix – 2012 estimates 
› U.S. New Cases – 12,170  FL. New Cases – 910 

› U.S. Deaths – 4,220   FL. Deaths – 300  

 

 

 Vulva – 2012 estimates 
› U.S. New Cases – 4,490   FL. New Cases – 340  

› U.S. Deaths – 950    FL. Deaths – 70  

 

 Vagina – 2012 estimates 
› U.S. New Cases – 2,680   FL. New Cases – 187  

› U.S. Deaths – 840   FL. Deaths – 63  
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Source:  Global Cancer Facts & Figures 2007 



Environmental 

 HPV Infection 

 Birth Control Pills 

 Smoking  

 Not Getting Screened 

Genetic 

 Median age at dx 48 

 DES Exposure 

 Family History 
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 #1 - HPV Infection 

 Unusual vaginal 

discharge 

 Vaginal bleeding 

between periods 

 Bleeding after 
menopause 

 Bleeding or pain 

during sex 
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http://www.medicinenet.com/cervical 



 >6 Million Women in U.S. have HPV Infection – at risk 

 >33% of Women Eligible for Screen are NOT Screened  

 Routine Screening detects most cancers pre-invasive 

 PAP/HPV Screening detects >90% of cancers  

 Annual PAP No Longer Routine 

 Post-Menopausal Risk 

 Other HPV Cancers 
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 Squamous cell 

carcinoma 

 

 

 Adenocarcinoma  

 

 

 Adenosquamous 

carcinoma   
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 Not Reportable Non-invasive carcinoma 
(after 1/1/96) 

• CIS (cervix) 

• CIN III  

 Reportable Intraepithelial Neoplasia 

› CIS (except cervix) 

› Vulva VIN III 

• Vaginal VAIN III 

 Skin of vulva – reportable as C51.9 
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 U.S. Incidence and Mortality 

 Causes & Risk Factors 

 Signs and Symptoms 

 WHO Classification 

 MP/H Rules 

 Collaborative Stage Core Items 

 Collaborative Stage SSFs 

 Treatment Guidelines 
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 Uterine Corpus – 2012 estimates 

 

› U.S. New Cases – 47,130 

› FL. New Cases – 2,910 

 

› U.S. Deaths – 8,010 

› FL. Deaths – 494  
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Environmental 
 Birth Control pills 

 Smoking  

 Obesity 

 Diabetes, 

 High-fat-diet 

 Early age at menarche 

 Reproductive and menstrual 
history 

 Nulliparity 

 Late menopause 

 Tamoxifen (hormone 
replacement) 

 Radiation Therapy 

 

Genetic 
 Family history 

 Lynch syndrome 

 Older age (55 years or 
older) 
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 Abnormal vaginal bleeding (other than 

during menstruation) spotting  

 Abnormal vaginal discharge 

 Pelvic pain 

 Pain during intercourse  

 Pain or difficulty when emptying the 

bladder 
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 Adenosarcoma 

› 8380 

 

 Carcinoma and 

Carcinosarcoma 

› 8000-8790, 8980-8981, 

9700-9701 

 

 Sarcoma 

› 8890-8898, 8930-8931 
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 ICD-O-3 term “stromal endometriosis” 

[8931/3] - Reportable 
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 U.S. Incidence and Mortality 

 Causes & Risk Factors 

 Signs and Symptoms 

 WHO Classification 

 MP/H Rules 

 Collaborative Stage Core Items 

 Collaborative Stage SSFs 

 Treatment Guidelines 
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 Ovary – 2012 estimates 
› U.S. New Cases – 22,280 FL.  New Cases - 1495 

› U.S. Deaths – 15,500  FL Deaths - 1040 

 

 Primary Peritoneal New Cases - ??  

 Primary Peritoneal Deaths - ?? 

 

 Impact on Change in Classification - ?? 
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Environmental 
 Investigated but not 

conclusively associated 
with the development of 
this neoplasm 

 

 Oophorectomy reduces 
risk of ovarian and 
fallopian tube cancer 
but may increase risk for 
primary peritoneal 
cancer after 
prophylactic salpingo-
oophorectomy 

Genetic 
 Family history 

 BRCA1 and BRCA2 
mutations 

 Lynch syndrome  

 HNPCC syndrome 
(hereditary nonpolyposis 
colorectal cancer) 

 Fallopian Tube-NCCN-
suggested that these 
cancer may be the 
origin of some ovarian 
and primary peritoneal 
cancers 

27 



 Suspicious/palpable pelvic mass detected 
on abdominal/pelvic exam 

 Ascites  

 Abdominal distention  

 Bloating  

 Pelvic or abdominal pain 

 Difficulty eating or feeling full quickly eating 
or feeling full quickly  

 Urinary symptoms (urgency or frequency) 
without other obvious source of malignancy 
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 Screening Options – not supported 

› Transvaginal Ultrasound 

› Pelvic Examination 

› CA-125 

 

 CA-125 is a tumor marker for ovarian 

cancer - monitor disease progression. 

 

 Normal is , 35 U/ml 
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 Ovarian Epithelial  

› Serous cystadenocarcinoma 

› Mucinous cystadenocarcinoma 

› Endometrioid adenocarcinoma 

› Clear cell cystadenocarcinoma 

 Ovarian Germ Cell Tumors  

› Dysgerminoma 

› Embryonal carcinoma 

› Choriocarcinoma 

› Teratoma – malignant 
reportable 

 Borderline Malignant Neoplasms 
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http://www.gyncancerdoctor.com/womenscancer/can
cer-information-in-depth/ovarian-cancer-mainmenu-
87/65-ovarian-cancer-what-is-it 
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 Changes in classification of ovarian neoplasms 

 Changes in case reportable rules 

 

 Borderline Malignancy 

 Primary Peritoneal 

 Primary Ovarian 
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Borderline Neoplasm of Ovary 

 

 1973 – 1989  Not Reportable  ICD-O 

 1990 – 2000 Reportable  ICD-O-2 

 2001 – 2014 Not Reportable  ICD-O-3 

 2015 –   Not Reportable  ICD-O-4 
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 Epithelial Neoplasms – Ovary 

› Serous cystadenocarcinomas. 

› Mucinous cystadenocarcinomas. 

› Endometrioid adenocarcinomas. 

› Clear cell cystadenocarcinomas. 

› Other & Mixed 
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 Epithelial Neoplasms – Peritoneum 

› Serous cystadenocarcinomas. 

› Mucinous cystadenocarcinomas. 

› Endometrioid adenocarcinomas. 

› Clear cell cystadenocarcinomas. 

› Other & Mixed 
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 Epithelial Neoplasms – Ovary/Peritoneum 

› Bulky Disease at First Presentation 

› Common Sites for Seeding 

 Peritoneum 

 Diaphragm 

 Liver Surface 

› Pulmonary & Pleural Involvement Common 
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 Historical Assessment 

 

 Classified as Ovarian in Origin 
› Serous Tumors with Ovarian Involvement  

› Mucinous Tumors with Ovarian Involvement 

 

 Current Evaluation Criteria – evolving 

 

 Improvements in Imaging and IHC/FISH 
expected to reduce misclassification 
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 Serous Tumors forming 6mm mass in ovary 

should be considered ovarian primaries. 

 

 Serous Tumors forming multiple small ovarian 

masses should be considered peritoneal if the 

disease is mainly extraovarian. 

 

 Mucinous neoplasms metastatic to ovary are 

often misclassified as ovarian primaries. 
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ALL GYN Sites – See Other Sites 

• Terms & Definitions 

• Multiple Primary Rules 

• Histology Coding Rules 



 Parametrium - Connective tissue of the pelvic floor 

extending from the fibrous subserous coat of the 

supracervical portion of the uterus laterally 

between the layers of the broad ligament 

 

 Uterine adnexa - Appendages of the uterus, 

namely the ovaries, fallopian tubes, and ligaments 

that hold the uterus in place 
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http://www.figo.org/


 Use the FIGO stage stated in the medical record by the 
clinician or pathologist 

 When both FIGO stage and extension detail are 
available, record the code with extension detail in 
preference to a statement of FIGO stage 

 FIGO, TNM, CS are nearly identical – CS has more details 

 Examples  
› 100 FIGO Stage I 

› 112 FIGO Stage IA2 (cervix) 

› 220 FIGO Stage IIB 

› 330 FIGO Stage IIIC 

› 331 FIGO Stage IIIC1 (corpus) 

› 410 FIGO Stage IVA 
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 Cervix/Vulva/Vagina 

› Based on Clinical Evaluation 

› T: Depth of Invasion (CS Ext) 

› N and M: Standard 
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 Corpus Uteri  

 Based on Surgical Evaluation 

 TNM based on FIGO staging 

› T: Depth of Invasion 

› N and M: Standard 

 3 Different CS Schema – NEW for 2010, TNM 7th ed. 

 Leiomyosarcoma, endometrial stromal sarcoma 

 8890-8898, 8930-8931 

Carcinoma and Carcinosarcoma 

 8000-8790, 8980-8981, 9700-9701 

Adenosarcoma 

 8933 
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 Ovarian 

 Based on Combined Clinical/Surgical Evaluation 

 T: based on bilaterality, positive ascites, other sites  

 N and M: standard 
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 3. Abdominal organs* 
coded to FIGO III  
* Abdominal mesentery, 
diaphragm, gallbladder, 
infracolic omentum, 
kidneys, large intestine 
except rectum and 
sigmoid, peritoneal surface 
of liver, omentum, 
pancreas, pericolic gutter, 
peritoneum, NOS, small 
intestine, spleen, stomach, 
ureters 

* Involvement may be 
direct or discontinuous 
Gynecologic Cancers 

 1. Ascites Positive ascites 
changes stages I and II 
to IC and IIC. 

 

 2. Pelvic organs* coded 
to FIGO Stage II  
* Adnexa, bladder 
(including serosa), uterine 
ligaments, cul de sac, 
fallopian tubes, 
parametrium, pelvic 
peritoneum, pelvic wall, 
rectum, sigmoid colon, 
ureter, uterus, uterine 
serosa 



4. CS Mets at DX 

 Liver parenchymal metastases area coded in M1 

 Implants (discontinuous metastases) seeding, salting, 

studding, talcum powder appearance 

 Determine whether implants are  

› T2 in the Pelvis 

› T3 outside the pelvis 

› M1 

 Implants outside the pelvis must be microscopically confirmed 

and coded. 

 

5. Post Cytoreduction (debulking) - Residual Tumor Status 
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 Surgical Staging Should Include:  
› Removal of para-aortic lymph nodes 

› Removal pelvic lymph nodes 

› Removal primary tumor 

› Uterus 

› Cervix 

› Vagina 

› Peritoneal washing 

› Removal of omentum 

› Liver examination with biopsy as indicated 

› Scraping of under right diaphragm 
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 Primary Peritoneal  

 Based on Combined Clinical/Surgical Evaluation 

 T: based on positive ascites and other involvement  

 N and M:  standard 
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 3. Abdominal organs* 
coded to FIGO III  
* Abdominal mesentery, 
diaphragm, gallbladder, 
infracolic omentum, 
kidneys, large intestine 
except rectum and 
sigmoid, peritoneal surface 
of liver, omentum, 
pancreas, pericolic gutter, 
peritoneum, NOS, small 
intestine, spleen, stomach, 
ureters 

* Involvement may be 
direct or discontinuous 
Gynecologic Cancers 

 1. Ascites Positive ascites 
changes stages I and II 
to IC and IIC. 

 

 2. Pelvic organs* coded 
to FIGO Stage II  
* Adnexa, bladder 
(including serosa), uterine 
ligaments, cul de sac, 
fallopian tubes, 
parametrium, pelvic 
peritoneum, pelvic wall, 
rectum, sigmoid colon, 
ureter, uterus, uterine 
serosa 



4. CS Mets at DX 

 Liver parenchymal metastases area coded in M1 

 Implants (discontinuous metastases) seeding, salting, 

studding, talcum powder appearance 

 Determine whether implants are  

› T2 in the Pelvis 

› T3 outside the pelvis 

› M1 

 Implants outside the pelvis must be microscopically confirmed 

and coded. 

 

5. Post Cytoreduction (debulking) - Residual Tumor Status 
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 FCDS Required GYN Site Specific Factors 

66 

Schema Name 2012 FCDS Required Additional CoC Required 

AdnexaUterineOther None None 

Cervix None 1 

CorpusAdenosarcoma 2 1,3,4,5,6 

CorpusCarcinoma 2 1,3,4,5,6 

CorpusSarcoma 2 1,3,4,5,6 

FallopianTube None 1,4,5,6,7 

GenitalFemaleOther None None 

MerkelCellVulva 3,11 1,16,17,18,22 

Ovary None 1,2,3 

PeritoneumFemaleGen 25 1,2,3 

Placenta 1 2 

Vagina None 1,2,3,4,5,6,7 

Vulva 11 10 



CS Coding Issues 
 

CS TUMOR SIZE: Instructions for Coding 
 Use of code 990. Code 990, Microscopic focus or foci only and no size is 

given, should be used when no gross tumor is seen and tumor is only 
identified microscopically. 
 

 Note: The terms microscopic focus, microfocus, and microinvasion are 
NOT the same as [macroscopic] focal or focus. A macroscopic focus or 
foci indicates a very small or isolated area, pinpoint, or spot of tumor 
that may be visible grossly. Only tumor identified microscopically should 
be coded to 990. If the tumor is described as both a microscopic focus 
and a specific size, code the specific size. 

 Example: Ovary specimen: extensive cystic disease with focal areas of 
tumor seeding. 

 Disregard “focal” and code tumor size to 999 unknown. 
Collaborative Stage Data Collection System User Documentation and Coding Instructions: Part I Section 1. Effective 
January 1, 2012 pg. 30,Version 02.04 
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CS Coding Issues 
 CS Extension 

 For certain sites such as ovary, discontinuous 
metastasis is coded in the CS Extension field area. 

 

 Contiguous (direct) extension only. With the 
exception of mucinous carcinoma of the  corpus 
uteri, ovary, fallopian tube and female peritoneum, 
all codes represent contiguous (direct) extension of 
tumor from the site of origin to the 
organ/structure/tissue represented in the code. 

 

Collaborative Stage Data Collection System User Documentation and Coding 
Instructions: Part I Section 1. Effective January 1, 2012 pg. 34 & 35 Version 02.04 

68 



CS Coding Issues 
 
CODING “NONE” VS. “UNKNOWN” IN THE COLLABORATIVE STAGE DATA 
COLLECTION SYSTEM, TNM AND SUMMARY STAGE 

› INACCESSIBLE LYMPH NODES RULE 

 Regional lymph nodes are not palpable for inaccessible lymph nodes 
sites such as corpus uteri and ovary 
 

 The best description concerning regional lymph nodes will be on 
imaging studies or in the surgeon's evaluation at the time of exploratory 
surgery or definitive surgery 

 
 If regional lymph nodes for these sites are not mentioned on imaging or 

exploratory surgery, they are presumed to be clinically negative (code 
000) based on the inaccessible lymph nodes rule 
 

Collaborative Stage Data Collection System User Documentation and Coding Instructions: Part I Section 1. Effective 
January 1, 2012 pg. 45 Version 02.04 
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 External radiation therapy uses high-energy X-rays 

 Internal radiation, or brachytherapy 
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Drugs Approved for Prevention/Treatment of HPV Infection or Cancer 

Cervix (Recombinant HPV Bivalent Vaccine) 

Recombinant Human Papillomavirus (HPV) Bivalent Vaccine 

Gardasil (Recombinant HPV Quadrivalent Vaccine) 

Recombinant Human Papillomavirus (HPV) Quadrivalent Vaccine 

Blenoxane (Bleomycin) 

Bleomycin 

Cisplatin 

Hycamtin (Topotecan Hydrochloride) 

Platinol (Cisplatin) 

Platinol-AQ (Cisplatin) 

Topotecan Hydrochloride 
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 Primary Surgery 

 Radical pelvic dissection 

 Bowel resection 

 Diaphragm or other 
peritonal surface stripping 

 Splenectomy 

 Partial hepatectomy 

 Cholecystectomy 

 Partial cystectomy 

 Ureteroenocystomy 

 Distal pancreatectomy 
 

 Anciillary Palliative Surg 

 Paraentesis 

 Thoracentesis/pleurodesis 

 Ureteral 
stents/nephrostomy 

 Surgical relief or intestinal 
obstruction 

 Gastrostomy tube 

 Vascular access device 

 Indwelling peritoneal or 
pleural catheter 

 Intestinal stents 

 Video-assisted 
thoracoscopy 
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Drugs Approved for Ovarian Cancer Treatment 
Adriamycin PFS (Doxorubicin Hydrochloride) 
Adriamycin RDF (Doxorubicin Hydrochloride) 
Carboplatin 
Clafen (Cyclophosphamide) 
Cisplatin 
Cyclophosphamide 

Cytoxan (Cyclophosphamide) 
Doxorubicin Hydrochloride 
Dox-SL (Doxorubicin Hydrochloride Liposome) 
DOXIL (Doxorubicin Hydrochloride Liposome) 
Doxorubicin Hydrochloride Liposome 
Evacet (Doxorubicin Hydrochloride Liposome) 

Gemcitabine Hydrochloride 
Gemzar (Gemcitabine Hydrochloride) 
Hycamtin (Topotecan Hydrochloride) 
LipoDox (Doxorubicin Hydrochloride Liposome) 
Neosar (Cyclophosphamide) 
Paclitaxel 

Paraplat (Carboplatin) 
Paraplatin (Carboplatin) 
Platinol (Cisplatin) 
Platinol-AQ (Cisplatin) 
Taxol (Paclitaxel) 
Topotecan Hydrochloride 



 Comfort care given to a patient who has a serious or life-
threatening disease 

 

 Addresses the emotional, physical, practical, and 
spiritual issues of cancer 

 

 Provided by a specialist who works with a team of other 
healthcare professionals 

 

 Palliative Care is different from hospice care – it can 
begin at time of diagnosis and last throughout the 
patient’s life 

 

 Hospice Care is end of life care often accompanied by 
palliative care for pain control and symptom control. 
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 Where did neoplasm originate 

› Primary Site 

› Anatomic Proximity of sites 

› Biopsy of Involved Site or Primary Site 

› Similar histologic type(s) 

› Few natural barriers to slow spread 

› Ovary versus Peritoneum 

› Inaccessible Sites (corpus uteri, ovary) 
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 Question 

Primary Site--Ovary/Peritoneum: How should the Primary Site field be 

coded when no resection is done and it is uncertain whether the 

primary site is in the ovary or the peritoneum?  

 

Answer 

Use the best information available to identify the primary site. In this 

case, it is the physician's clinical assessment. Code the Primary Site 

to C56.9 [Ovary] for this example because the ovary is indicated to 

be the primary site according to the physicians involved.  

 

When there is no surgical procedure involving the removal of the 

ovaries, code the Primary Site based on the clinical assessment of 

the disease location. If the disease is only noted to be in the 

peritoneum, code site to peritoneum, NOS. If the disease is seen 

clinically in both the ovary and the peritoneum, code site to ovary.  
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 2003 WHO Classification of  Tumours of Female Genital 

Organs, World Health Organization, Lyon, France, 2003 

 NCI Physician Data Query for Healthcare Professionals 

 Multiple Primary and Histology Coding Rules, SEER 2007 

 Collaborative Stage Data Collection System, AJCC, 2012 

 FIGO Staging Classifications for GYN Cancers, FIGO, 2012 

 NCCN Evidence Based Treatment Guidelines, NCCN, 2013 
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