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« | outof ever{ 20 persons in the
O]

Ove rview U.S. will develop colon or rectal

cancer in their lifetime (est. 5%).

.

Colorectal cancer is the #2 cause
of cancer deaths in the U.S.

.

Colorectal cancer often begins as
a benign growth; a polyp.

.

Adenomas are a type of polyp
and are benign tumors of the
tissue lining the colon or rectum.

.

Most adenomas are benign.

.

However, some adenomas have
the potential to develop into
cancer over the long term.

medicinenet comcolorectal_cancer_pictures_slideshow . \When removed early, polyps are

prevented from developing into
malignant cancer.

Anatomic Distribution

Distribution of colorectal cancers by subsite

Incidence and Mortality

Leading New Cancer Cases and Deaths - 2013 Estimates
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Cancer Incidence Rates* Among Men, US, 1975-2009
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Source: Surveillance, Epidemiology, and End Results Program, Delay-adjusted Incidence database:
SEER Incidence Delay-adjusted Rates, 9 Registries, 1975-2009, National Cancer Institute, 2012

Cancer Incidence Rates* Among Women, US, 1975-2009
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“Age-adjusted to the 2000 US standard population and adjusted for dalays in reporting.

urce:; ogram,
SEER Incidence Delay-adjusted Rates, 1875-2008, Natianal 2012,

Incidence and Mortality
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Table 1: Colorectal Cancer Incidence and Mortality Rates* by Race/Ethnicity, 2003-2007
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Source: ACS Colorectal Cancer Facts and Figures 2011-2013
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Incidence and Mortality

Figure & Trends in and Sex, 19752007
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Source: ACS Colorectal Cancer Facts and Figures 2011-2013

Incidence and Mortality

Figure 5. Colorectal Cancer Incidence Trends
by Age and Sex, 1992-2007
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Source: ACS Colorectal Cancer Facts and Figures 2011-2013

Cancer Death Rates* Among Men, US,1930-2009
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“Age-adjusted o the 2000 US standard population.
‘Source: US Mortality Data 1960-2009, US Mortality Volumes 1930-1958,
National Center for Health Statistics, Cantars for Disense Cantrol and Pravention.
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Cancer Death Rates* Among Women, US,1930-2009
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“Age-adjusted 1o the 2000 US
Source: US Mortality Data 1960-2009, US Mortality Volumes 1930-1959,
Hational Canter far istics, Canters for Di Pravantion.

Incidence and Mortality

Estimated Number of 2013 Florida New Cancer Cases and Deaths

New Cases

10,290 Colon/Rectum Combined

Deaths
» 3,640 Colon/Rectum Combined

ACS Cancer Facts & Figures 2013

Survival

Five-year Relative Survival Rates* (%) by Stage at Diagnosis, 2002-2008
Allstages  Local  Reglonal  Distant

Alstages Lol Reglonal  Distant
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Observed Survival by AJCC Stage

AjcC

TNM Stage| Survival Rate
74%
67%
59%
37%
73%*
46%*
28%
6%

#In this study, survival was better for some stage lll cancers than for some stage Il cancers.
The reasons for this are not clear.

Trends in Five-year Relative Cancer Survival Rates (%), 1975-2008

site 1975-1977  1987-1989  2002-2008
All sites 49 56 68 |
Breast (female)

75 84 %0
Colon &
3 a3 58

Leukemia

Lung & bronchus 12 13 17
Melanoma 82 88 93
Non-Hodgkin lymphoma 47 51 7
Ovary 36 38 43
Pancreas 2 4 6
Prostate 68 83 100
Rectum G8)
Urinary bladder 73 79 80

S-yoar rolative survival rates based on pationts diagnosed from 2002 to 2008, all followed through 2009,
Source: SEER Cancer Statistics Review 1975-2009 (SEER 8 registries), National Cancer Institute, 2012

" RISK FACTORS

Hot Dogs Cause
Butt Cancer

Processed meats increase
colorectal cancer risk.  PCRM.org
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Table 4. Summary of Major Risk Factors for
Colorectal Cancer

Relative Risk*
Factors that Increase risk:
Heredity and Medical History
Famiy hestory
1 fiest-dagree relate™ 22
more than 1 ralatve’ 40
relative with diagnosis before age 457 3s
infflammatory bowel disease’
Crohn dsease (colon) 26
Ulcerative costis
colon 28
rectum 15
Diabetes* 12
Other factors
Obasay* 12
Red meat consumption® 12
Processed meat consumption™ 12
Smoking™ 12
Alcohol consumption®* u
Factors that decrease risk:
Physical activty (colon/
Men 08
Women o7
Calaum™ 08
Milk consumption’™ 09

“Peate i Compares the ik of disease 2mong peogle with 3 partcular
“exposure” to the risk among pecple withoul hat exposure. Dietar fisk factors

= lihe
et sk & groate than 1.0, than ik s higher among exposed than unexposed
persons. Relativ ks loss than 1.0 inchcate 3 protective sfect.

Prevention

Current Recommendations for the
Prevention of Colorectal Cancer
1. Get screened regularly.
2. Maintain a healthy weight throughout life.
3. Adopt a physically active lifestyle.
4, Consume a healthy diet with an emphasis on plant
sources; specifically:
* Choose foods and beverages in amounts that help
achieve and maintain a healthy weight.
* Eat 5 or more servings of a variety of vegetables and
fruits each day.
* Choase whole grains in preference to processed
refined) grains
* Limit your consumption of processed and red meats.
5. If you drink alcoholic beverages, limit consumption.

SIGNS AND SYMPTOMS
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Signs and Symptoms

» Change in bowel habits > Acute obstruction

» Blood in the stool or in and/or perforation
the toilet after a bowel > General abdominal
movement (bright red discomfort (frequent
or dark black) gas pains, bloating,

> Change in shape of stool  fullness, or cramps)
» Diarrhea, constipation, ~ ~ Weight loss with no
or feeling that the bowel ~ known reason
does not empty > Weakness / Fatigue
completely > | week > Anemia

SCREENING

Colorectal Cancer Screening Guidelines*

Beginning at age 50, men and women should follow one of the

Test Time interval
Fecal occult blood test Annual
Flexible sigmoidoscopy 5yrs
Double contrast barium enema 5yrs
Colonoscopy 10 yrs
CT Colonography 5 yrs

*Far peopla at average risk; individuals at higher risk should talk with a doctor about a differen testing scheduls.

12/12/2013




Screening Recommendation Details
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Fecal occult blood test  Annual, starting 3t age 50, Testing at home with dherence 1o manutacturer's recommendation

(FOBT) with at least for collection techniques and number of sampies is recommended. FOBT with the single

test senstiity for cancer, or stool sample coliected on the cliniian' fingertip during 3 digial rectal examination & not

fecal immunochemical test - recommended, Guai et bow FOBT tests 550 are not recommended, In comparison

{FIT) with at least 50% test the detection of occult blood, immunochemical tests are more

sensituity for cancer, or  patient-t e likely 10 be equal or better in sensitrity and specifiity. There & no
justfication for repeating FOBT in respanse to an initial posiive finding

Stool DNA test*, or Interval uncertain, starting at age 50
Flexible sigmoidoscopy  Every § years, starting at age 50. FSIG can be performed alone, or consideration can be
(FSIG), o ‘given to combining FSIG performed every 5 years with 3 highly sensitive FOBT o FIT

performed annualy.

Double contrast barwm  Every § years, starting at age 50
enems (DCBE), or

Colonescopy Every 10 years, starting at age 50

€T Colonography Every 5 years, starting at age 50

G

Screening High Risk Populations

Individuals at High Risk Include:

= Family History — It degree relative

= Family History — more than | relative

= Family History — relative with dx < age 45

= Personal History — Inflammatory bowel disease
* Crohn’s Disease
* Ulcerative Colitis

= Personal History - Diabetes

Screening should begin before age 50

Colonoscopy is recommended screening method

Discuss your personal risk and routine screening
schedule with your personal healthcare provider e

Choosing the Right Test

SOURCE-Vital Signs 2013 and USPSTF http:




Choosing the Right Test

Key facts

- Reduoss death fiom colorectal cancer
Sate, vailable, and easy to eomplete

- Don an your own 1 home and retumed

- Finds cancer early by fdling blood in the steol
Finds mst cancers eesly when deee every year

Key facts
* Rediuces death from colorectal cancer
+ Can prevent cancer by removing pohyps {or abnoeml growths in the
colon) dusing test
Examines estire colon
+ Finds most cancers or polyps that are present s the time of the test
+ Done every 10 years i no poiyps are found

Things to consider
- May produce positive test results, even when.
0 polyps ar cancer are in the ookon
‘When the test is posithe colonnscogy Is required
- Persan testing themselves comes into bie
contact it stool sarmples on 5 tst

 Gusia Focal Docul oo Tes (FORT)
or el inmunochemica st (AT}

Things to consider
Stomach pain, gus or blsting s sl before, dung o aler et

Mast be performed st hosphal o cinc, usually wit secstion
or anesthesia, and someone must g0 wih the person 1o take him or
et home sfter the test

A clear lquid dit is rquied before test

out the colon priar to test

* Likely noeds 1 take & day off work/acthities

+ Smelrisk of serioas compicatians (oe example, bleeding or
peeforated colos)

Trends in the Prevalence of Fecal Occult Blood Test* by Health
Insurance Status, US, 2000-2010

50
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40
g
]
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10 E] ]
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[}
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A focal oceult biood test in the past year amang adkilts > 50 ysars; estimates age-adjusted te the 2000 US standard population,
D d

Source: National Health Interview Survey, National

= Contral and Prevention.

Flexible Sigmoidoscopy or Colonoscopy Prevalence* by
Race/Ethnicity and Health Insurance Status, US, 2010
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‘within 10 yoars among aduts
e Survey, Hational

Statistics, Conters for Dissase.

12/12/2013
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Table 6. Colorectal Cancer Screening (%) among
Adults Aged 50 and Older in the US, 2008
Either FOBT or

FOBT* ¢ Endoscopy’
Gender
ooy w s sas Who G
Women 97 a6 20 o Gets
Age (years) R t.
e o wsr o
€5+ ni 555 581 0 u I n e
Race/Ethnicity
Whie on-Higpanl 103 &7 w50 Colorectal
Nrcan Amercn
" 89 ",
ooy @ e 78 Cancer
oo S
a5 o - .
Wpmcawo 78 36 o Screenmg
Education (years)
W o bt a a0 s
» 5w e Among U.S.
B0 w2 P
16 or more 108 619 645 Ad I A 50
Wealh nsurance ults Age 50>
™ W s -
"o 8w o
mraton
Somm oS o1 519 550
Bom in US Teritory 58 a3 459
nUSksthonOyews 80 225 =0
s opmanon 57 87 o
Total 100 50.2 3.2

23 Million Adults Never Screened

Insurance status

Testing status of never tested
of adults aged aduits aged
50-75 years 50-75 years
Upto-date CRC testing @ Insured
@ Tested but not upto-date @ Uninsured
@ Never tested
SOURCE: Behaora Bisk Factor Sureiliance System, 2012
SOURCE:Vital Signs 2013 and USPSTF iveservi h

23 Million Adults Never Screened

People less likely to get tested are; Hispanics, people
aged 50-64, men, American Indians or Alaska Natives,
and those who don't live in a city.

People with lower education and income are less likely to
get tested.

About 2 of every 3 adults who have never been tested for
colorectal cancer actually have a regular doctor and
health insurance that could pay for the test.

Many people do not know they need to be tested and are
not notified when it is time to be tested.

12/12/2013
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~ ANATOMY

Colon and Rectum

Transverse colon
(«€18.4)

R Hepatic L
flexure
I e E
G Splenic F
H Ascending flexure
colon €185) T
T (€18.2)
Desconding €
C colon
0 (©18.6) 0
L Rectosigmoid L
(€19.9)
0 o
N
N Cocum
€16.0)

sigmoid colon
(€18.7)

Rectun,
(c20.9)

The Large Intestm:a Tamsvere 2 splenic
on

ol

Inferior Vena | Splenic

Hepatic ; Superior
Flexure Mesenteric
\ S rtery
Ascending = o B v SRl Descending
Colon 5 ¢ Colon
Right Colic
Arte

Cecum
Vermiform
Appendix

Superior Rectal
Artery & Vein

adapted from Thibodeau

12/12/2013
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Rectosigmoid and Rectum

(NS

Rectosigmoid junction
€19.9)

Rectum
1€20.9)

Rectum — Anorectum — Anus

Peritoneal
reflection

Source: www.analcancerinfo.ucsf.edu

Colonoscopy Measurements

Transverse 82-132

G

Ascending ) Descending
132-147 r 57-82
N/ ) Sigmoid 17-57
Cecum at 150
W
Rectum 4-16 Rectosigmoid 15-17

Anus 0-4

Distance from Anal Verge (approximations only)
Adapted from AJCC Cancer Staging Manual

12/12/2013
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— SEROSA

— Longitudinal muscle
— Circular muscle
- — SUBMUCOSA
h,' — Muscularis mucosa

L e J mucosA

Epithelium

‘! MUSCULARIS EXTERNA

————————————Gland in
submucesa

“Non-Peritonealized” Surface

Some colon surfaces have no serosa at the
exterior surface (around the hollow organ)

on inside surface of the colon and invade down
into the mucosa and through the wall of the
colon (the serosa).

¢ When there is no serosa — you lose a natural
barrier that helps contain the colon cancer

* Non-Peritonealized Surfaces in Colon-Rectum:
° Entire Rectum — no serosa on any surface

° Descending Colon — no serosa covering posterior
surfaces

> Ascending Colon — no serosa covering posterior
surfaces

“Non-Peritonealized” Surface

median umbilical ligament lateral umbilical ligament
lesser sac

greater omentum

coils of ileum

A
right

No Serosa Here

Source: Clinical Anatomy for Medical Students, 5th Editon, Richard S. Snell. Liccle, Brown and Company, 1995,

The serosa acts as barrier for tumors that begin

12/12/2013
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Polyps and Colon Cancer

95-98% of colon cancers - adenocarcinoma
= Most originate in polyps or adenomas
> But, only 10% of adenomas develop into cancers

(N

T e—r

« Types of adenoma - )
° Tubular
= Villous
= Tubulo-villous "

.
Process takes up to 10 years

De Novo Cancers — mucinous, signet ring
= >10% of all colon ca are mucinous (>50% mucin production)
= <1% of all colon ca are signet ring cell (>50% signet rings)

43

Polyps and Colon Cancer

htpi/hopkinscoloncancercenterorg

Polyps and Colon Cancer

tp i i I4htm
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Polyps and Colon Cancer

G

16.htm

Polyps and Colon Cancer

G

htpi/hopkinscoloncancercenterorg

Polyps and Colon Cancer

G
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Polyps and Colon Cancer

Familial
adenomatous
polyposis

hetp://www.mayoclinic.org/images

htpi//www.mlibrary.med.utah.edu

Polyps and Colon Cancer

ESTIMATED RISK FOR

Syndrome

FAP (familial
adenomatous polyposis)

Attenuated FAP

Lynch (HNPCC)

MUTYH-associated polyposis
Peutz-Jeghers

Juvenile polyposis

COLON CANCER BY SYNDROME

Gene(s)

APC

APC

MLH1, MSHZ, M5HE
PMS2 EPCAM

MUTYH
ST

BMPRIA, SMAD4

Risk
90% by age 45

69% by age 80

40% to 80% by age 75

35% 10 53%
39% by age 70

17% to 68% by age 60

Lymphatics of Colon / Rectum

Supmion mesenteric

Middle colic
Rightcotc |

Beocalic
artery

hetp://wwwambrygen.com

Superiar
rectal arery

The regional lymph nodes of the colon and rectum are colored by anatomic location.

12/12/2013
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Lymphatics of Colon / Rectum

Supeior mesen

Middle coli

p— .
s 0 E—
Pl | -
7 T "‘ _k_‘ Let collc anery
\ v 5]
i N
%-—.wm.u
arery ————— X J

The regional lymph nodes of the colon and rectum are colored by anatomic location.

“Tumor Deposits”

¢ Definition
° Separate tumor nodules or tumor deposits of
malignant cells in perirectal or pericolic fat
with no evidence of lymph node tissue
* Found in primary lymphatic drainage area
e Other names
° Peri-tumoral deposits, satellite nodules,
discontinuous extramural extension, or
malignant tumor foci

“Tumor Deposits”

Tumor deposits —I

Tumor deposic. Discrete foci of tumor found in the pericolic or perirectal fat or in adjacent mesentery (mesocolic fat) away
from the leading edge of the tumor and showing no evidence of residual lymph node tissue but within the lymph drainage
area of the primary carcinoma are considered to be peritumoral deposits or satellite nodules, and their number should be

recorded in the site-specific Prognostic Markers on the staging form as Tumor Deposits (TD).

54

12/12/2013
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“Tumor Deposits”

C » Mesenteric * Nlc =Tumor

« Pericolonic deposit(s) in the
subserosa,
mesentery, or
nonperitonealized

¢ Perirectal
» Subserosa

* All Regional pericolic or
Lymph Nodes perirectal tissues
Negative without regional

* Deposits + LNs nodal metastasis.

Observed Survival by AJCC Stage

AJCC 5-year Observed
TNM Stage Survival Rate

G

#In this study, survival was better for some stage lll cancers than for some stage Il cancers.
The reasons for this are not clear.

Metastatic Sites

12/12/2013

C * Lung

o Liver

¢ Lymph Nodes

 Seeding in peritoneum

www.colorectal-surgeon.com

* Seeding of small intestine

« Seeding of other segments of colon

19
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MPH Rules
Terms and Definitions

-

2014-2015 Updates
New MPH Database
Text Only Rules
Stay Tuned
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Colom Fquivalent Terms. Defindiions aml Mustratiors
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MPH Rules
Multiple Primary Rules

< "Q\m\“"w
- a7
> 2014-2015 Updates
» New MPH Database
» Text Only Rules

i » Stay Tuned

Multiple Primary Rules

Unknown number

* MI. Unknown whether single or multiple
tumors = single

One tumor
» M2. Single tumor = single

Multiple tumors
e M3. Adenoca in adenomatous polyposis coli
in one or multiple segments = single

Source: AFritz and Associates, LLC

Multiple Primary Rules

Multiple tUMOrs, continued

« M4. Different topography = multiple

¢ M5. Diagnosis dates > | year apart = multiple

¢ M6. Invasive after in situ > 60 days = multiple

¢ M7. Frank adenocarcinoma and malignant
tumor in a polyp = single

= M8. Non-specific and specific histology =
single

e M9. Multiple polyps (all malignant) = single

¢ MIO0. Histology different = multiple

¢ MII.All other scenarios = single

Source: AFritz and Associates, LLC

12/12/2013
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New Primary or Recurrence!?

¢ C18.9 historical colon with new primary

 Extent of previous resection =
o

° Polypectomy only?
> Segmental resection? =11

° Hemicolectomy?

Comiir) W
R

Figure 17.4, Chrcumteroaiial Raseciion Margin.

¢ Circumferential resection margin

* What is “recurrence” in anastomosis?

MPH Rules
, Histology Coding Rules

.Am\‘\:,w
- a7
» 2014-2015 Updates
» New MPH Database
» Text Only Rules

i > Stay Tuned

Histopathology Review

* 95-98% of colon cancers - adenocarcinoma
= Most originate in polyps or adenomas
° But, only 10% of adenomas develop into cancers

T pe—r )

* Types of adenoma Toular Tubalorows Vi

= Tubular
= Villous
= Tubulo-villous

* Process takes up to 10 years

» De Novo Cancers — mucinous, signet ring
= >10% of all colon ca are mucinous (>50% mucin production)
= <1% of all colon ca are signet ring cell (>50% signet rings)

22
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New Histologic Terms and Code

¢ Glandular intraepithelial neoplasia, high grade
¢ Glandular intraepithelial neoplasia, grade Il
« Flat intraepithelial neoplasia, high grade

* 8148/2 — new ICD-O-3 Code for 2015

¢ All low grade intraepithelial neoplasia = /0
¢ All grade | or grade Il intraepithelial = /0

Mucinous and Signet Ring Cell

* Mucinous adenocarcinoma (8480)
Code when
° Final diagnosis is mucinous OR

> Documentation says > 50% mucinous
* May use microscopic section of path report

« Signet ring cell carcinoma (8490)
Code when
o Final diagnosis is signet ring cell OR

> Documentation says > 50% signet ring cell
* May use microscopic section of path report

o “...with signet ring cells” # signet ring cell CA

Colorectal NETs and GISTs

¢ NET - Neuroendocrine Tumor
o Carcinoid Tumor — 2015 ALL are reportable
° Neuroendocrine Carcinoma
o Mitotic Count Matters
> Serum Chromogranin A (CgA)
o Urinary 5-Hydroxyindoleacetic Acid (5-HIAA)

¢ GIST - Gastrointestinal Stromal Tumor
> Tumor Size Matters
> Mitotic Count Matters
> KIT (CD117) Mutation
> PDGFRA (CD140A) Mutation

12/12/2013
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Histology Coding Rules

Single tumor

e HI. If no tissue, code physician’s statement

¢ H2. If no primary tissue, code metastasis

¢ H3. Adenocarcinoma, NOS vs. intestinal type
adenocarcinoma

» H4. 8210,8261, or 8263 when carcinoma is in

a polyp

e H5. Mucinous or signet ring cell > 50% of tumor

e Hé. Adenocarcinoma, NOS when mucinous
or signet ring cell < 50% of tumor

e H7. 8255 combined mucinous and signet ring

Source: AFritz and Associates, LLC 70

Histology Coding Rules

Single tumor, continued

e H8. 8240 carcinoid when combined
neuroendocrine and carcinoid

e H9. 8244 composite carcinoid when combined
adenoca and carcinoid

e HI10.8245 adenocarcinoid when diagnosis is
exactly “adenocarcinoid”

e HII. Single histology

e HI2. Invasive if both invasive and in situ

¢ HI3. Most specific term

¢ HI4. Higher code

Source: AFritz and Associates, LLC )

Histology Coding Rules

Multiple tumors abstracted as a single primary

¢ HI5. If no tissue, code physician’s statement

e HI6. If no primary tissue, code metastasis

e HI7. 8220 Familial polyposis

e HI8. 8263 - carcinoma is tubulo-villous adenoma
e HI9. 8221 when < 100 polyps

¢ H20. Most invasive tumor

e H2l. 8210,8261, or 8263 - carcinoma in a polyp
¢ H22. Single histology

* H23. Most specific term

¢ H24. Higher code

Source: AFritz and Associates, LLC n

12/12/2013
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- GENETICAND
BIO-MOLECULAR
TUMOR MARKERS

College of American Pathologists

G

@cap

P for Results of Testing of
From Patients With Carcinoma of the Colon and Rectum

Avthors
Author
Insftution

For the Membars of the Cancer Biomarkers Working Group, College of Amenican Pathologist:

College of American Pathologists

12/12/2013
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Microsatellite Instability
* What is MsI?

> Genetic Test using PCR (polymerase chain reaction)
looking for DNA Repair errors and HNPCC features

* What does positive result indicate?
> MSI predicts response to chemotherapy
> MSI may indicate patient’s overall prognosis

> MSI-H (highly positive MSI Test) may be related to
development of HNPCC or Lynch Syndrome

* Who should get tested?
° Patient under age 50 with colon cancer
° Patient under age 50 with rectal cancer
© Patient with other HNPCC-associated tumors
° Patient with family history of colon/rectal cancer

Mismatch Repair Proteins

» Can include one or more:
> MLHI
o MSH2
o MSHé
o PMSZ Mutation Types
- EPCAM

HNPCC Mutations

KRAS Mutation
* What is KRAS wild-type?

* What is KRAS mutation?
* When is KRAS testing done?
* What does positive result mean?

* What about BRAF V600E Mutation?

12/12/2013
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I8q Loss of Heterozygosity

homozygous dominant heterozygous homozygous recessive
(Aa) (ad)

Other Gene Testing

ESTIMATED RISK FOR
COLON CANCER BY SYNDROME

Syndrome Gene(s) Risk

FAP (familial APC 90% by age 45

adenomatous polyposis)

Attenuated FAP APC 65% by age 80

Lynch (HNPCC) MLH1, MSHZ, MSHE 40% to 80% by age 75
PMS2 EPCAM

MUTYH-associated polyposis MUTYH 35% to 53%

Peutz-Jeghers STKI 39% by age 70

Juvenile polyposis BMPRIA, SMAD4 17% to 68% by age 60

hetp://wwwambrygen.com

Other Gene Testing

» APC Mutation

* PIK3CA Mutation

* PTEN Mutation

» TFAP2E - fluorouracil resistance

* Multi-parameter Gene Expression Testing
¢ Protein Expression Assay
* DNA Microarrays

12/12/2013
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Colon and Rectum Cancer Stagin
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AJCC Cancer Staging - TNM

B s

AJCC Cancer Staging - TNM

Cancer iice o
Staging ¢ Staging
Manual s

"1

\\}}

CSv02.05 Release Announcement
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CS Tumor Size

12/12/2013

]

Microscapic facus or foci only, na size of focus given

w1 Described as “less than 1cm”

Described as "less than 2 cm,” or "greater than 1 cm,” or ‘between 1 cm and 2 cm”

Described as “less than 3 cm,” or “greater than 2 em.” o ‘between 2 cm and 3 cm”

Described as “less than 4 cm.” or "greater than 3 cm.” or batween 3 cm and 4 cm”

Described as "less than § cm.” or "greater than 4 cm.” or ‘between 4 cm and 5 cm”

998

HED B B E

Familial/muttiple polypasis (M-B220/6221)

(N N

CS Tumor Size (polyp)

« Size of polyp is not size of tumor
e Tumor usually only fills part of a polyp

* Do not code size of polyp unless polyp is
replaced by tumor

* Pathology report may not give size of tumor
within the polyp — may be microscopic focus
or may be measurable tumor in the polyp

30
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Source: National Cancer Institute

CS Extension

— A S
In situ, inraepithelial, noninvasive s T IS 1s
(Adeno)earcinoma, noninvasive, in & polyp of adenama Tis T 15 1s
1m£&mmm " mucosal ™ - - -
\;v::eb:’\;mapmoﬂl Including temina propria in the stalk Tis Ts L L
e I I
Canfined 1o head of polyp, NOS ™ ™ L L
Canfined to stalk of polyp, NOS m hal L L
Invasive tumor in polyp, NOS ul T L L
Stated as T with no other infarmation an extension it T L L

92

Intramucosal Colon Cancer

¢ In-situ

* Minimal invasive

¢ Invasive

Source: American Journal of Transplant 2008
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— SUBMUCOSA

Epithelium

Gland in
submucosa

MUSCULARIS EXTERNA

A\ — — Muscuiaris mucosa
gt }MUCOS“

CS Extension

G

f— Mucosa

Lamina propria
f— Muscularis mucosae

— Submucosa

(— Muscularis propria

12/12/2013

Pericolic &

perirectal =

tissue -—[ F _~ +— Subserosa

Advvnlilia—] o Serosa)

Tumor invades submucosa
AJCC Cancer Staging Atlas — Chapter 14 .
( CS Extension
‘I ——— L= -1
o Stated & T2 weth no othar informabon on axiension " " ‘ ‘
s

T2

Adventitia ———

Tumor invades muscularis propria

AJCC Cancer Staging Atlas — Chapter 14
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Extension through wal, NOS

Invasion through muscularis propria or muscularis, NOS

Mon-peritonealized pericolic tissues nvaded

400 | Perimuscular tssue invaded e e L L
Subserosal tissuei(subjsercsal fat invaded

Transemural, NOS

Wal, NOS

Extension to
Al colon sites:
Adjacent tissue(s), NOS
Connective tissue
Mesentenc fat
Mesentery
450 Mesocolon T T3 RE RE
Pericolic fat
Ascending and descending colon

Transverse colon and flexures
Gastrocolic nt

igamel
Greater omenturn

CS Extension

Tumor invades through the muscularis propria

into peri-colorectal tissues

AJCC Cancer Staging Atias — Chapter 14

CS Extension

T4a T3;R2 (Mscruscopic involvement
of margin by tumar)

Ciroumierersial
resection margin

Sorsomi
\

Pereareum
sorosal

Serosalized area Non-serosalized area
of colarectum of colorectum

Circumferential resection margin. T3
R2 (right side) shows macroscopic involvement of the circumferential resection margin of a
non-peritonealized surface of the colorectum by tumor with gross disease remaining after excision.

AJCC Cancer Staging Atlas — Chapter |4
9
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CS Extension

— Invasion obTeough 561054 (Mssathalkm) {viscetal panloneum) . - =
Tusmor peratrates 1o 3urlsos of viscars! panionsum
0 5001+ (450 + 454) Tea ™ RE
0 S 15 T4 WA 1O PTINON O EENETSON Taa ™ RE RE
3 examiston T u RE RE
Tumar ure in adhaseis) § microscops axamnabon perkemod
sm Auharse 1o athar organs oe S¥uctures, NOS T ™ RE RE
i THRED s irsrert
g iy

Circumferential resection margin. T4a (left side)
has perforated the visceral peritoneum.

AJCC Cancer Staging Atlas — Chapter 14

Sevosalzed area Non-serea
o ol

e ana
of calonesum "

CS Extension

Serosa

Tumor penetrates to the surface of the visceral peritoneum.

AJCC Cancer Staging Atias — Chapter 14

CS Extension

Tda

Tumor perforates visceral peritoneum

(shown with gross bowel perforation through the tumor)
AJCC Cancer Staging Adlas — Chapter 14
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CS Extension

il
iig |

i
{

el
£

T
ii‘ li

i
&

DATA RETAIMED AND SEWERED I
fary

H
x
i

H

i
i

e
[
i

o=

T
L

CS Extension

Goxum, asconting, doscersang and sigmd cion
0 =TS T ™ o o

Ovary
e

T ——
Avenal {suprseena) gland
s

Disgrenam
Fistula o sk
Other segmenti(s) of cokon wa sercsa

Fuither conbiguons extensn.
Cacum

CS Extension

Tumor directly invades or is adherent to other organs or structures,
illustrated here with extension into an adjacent loop of small bowel

AJCC Cancer Staging Atlas — Chapter |4
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CS Extension

Tumor directly invades or is adherent to other organs or
structures (such as the sacrum shown here)

AJCC Cancer Staging Atlas — Chapter |4

CS Lymph Nodes

The regional lymph nodes of the colon and rectum are colored by anatomic location.

AJCC Cancer Staging Atias — Chapter 14 .

CS Lymph Nodes

mesenlary, o penrectal
[y
050 || WITHOUT rogimsl nodel metastasis Nic N AN AN

‘Stated 55 N1 Wih 10 0N inormate oa Fegional g nodes

Rgornd g e o s o st
110 Epuocic {adjacent > bowel wal) 5 s AN RN
Mescenic, HOS

AJCC Cancer Staging Atlas — Chapter |4

36



CS Lymph Nodes
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i st feesfentt
I
i
£
§

CS Lymph Nodes

Nla is defined as metastasis in one regional lymph node.
N1b is defined as metastasis in 2 to 3 regional lymph nodes.

AJCC Cancer Staging Atias — Chapter 14 o

CS Lymph Nodes

T e
Lol ‘See 000 430 ERROR ERROR ERROR ERROR
e
e
—

- e R e
o e s v R
o

450 See code 480 ERROR ERROR ERROR ERROR
——

- PR I e
e

B R R R
e

B N EERE
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CS Lymph Nodes

N2a is defined as metastasis in 4 to 6 regional lymph nodes.

N2b is defined as metastasis in seven or more regional lymph nodes.
AJCC Cancer Staging Atlas — Chapter 14

CS Lymph Nodes

N2b showing nodal masses in more than 7 regional lymph nodes.

AJCC Cancer Staging Atias — Chapter 14

CS Mets

Supere reseners

Sopuion
P wmanmy

Mla disease is defined as distant metastasis confined to one organ or site
(e-g. liver, lung, ovary, nonregional node).
In this case, involvement is outside the regional nodes of the primary tumor.

AJCC Cancer Staging Atlas — Chapter |4
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TREATMENT
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NCCN Guidelines for Patients™

Colon Cancer

Natieal
axe
N Also avaiatie st NCCN.com

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Colon Cancer

Version 22014

NCCN.org
IMPORTANT NOTE REGARDING
LEUCOVORIN SHORTAGE,
PLEASE SEE MS-14
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NCCN e ‘Colon Cancer Tatke of Conterts
Newwds  Colon Cancer Disaussion
CUINICAL WORKUP FINDINGS 'SURGERY
PRESENTATION™®
Pedunculated
Single specimen. polyp with Observe —————
completely removed [Invasive cance:
with favorable 5
« Pathology reviewsd| histologic features® Observe'
Pedunculated or Sessile polyp| for Pathol
Petmedor | (O et e | N [Soserovel 2y | [iepabsens
(sdenoma [tubular,|_ |* Marking of [T [Socremovaior o Einon.Adun
tubulovillous, or Sancerees potyp. regional lymph nodes| |Surveillsnce
villous)) with o ek G of licorn
Invasive cancer Py oY 1
within 2 weeks)
margin cannot be I b i
assessed or unfavorablo. O
histologic festures® opidally mphsodes!
o Potyps Wity ¥ R
mm outcomes [m‘ldulﬂ-ulu recurrent disease, mortality, and
by itsell adverso
with grade | .

Treatment — Early Stage
Treatment Non- Non- KRAS TI,NO T2, NO
Invasive Invasive Wild
Polyp Polyp Type
Pedunc Sessile
NeoAdjv Chemo
NeoAdjv XRT
NeoAdjv Other
Polypectomy X X
Resection w/nodes X X
Capecitabine (KRAS Wild) X
Panitumumab (KRAS Wild) X
"ne
I SPECIFIC SURGERY CODE '
et thacn ‘
S e sy iy s sepey ONLY
1 Look e dewenin,
™ Papmme exwy 70D
B Dreeremm Faale Do we ot gt fr b et
==
» :
b biopsy
3 e,
B tamy 0D
2 Laser .
: T 25 dovs coubin 0 S v——
SBT3 Eocase. £l "’""n'“c'i«';ﬁl"f'\“’?f Lo "L".’.’;’.""' o s v
» LPEIE
Y .
e o s g i bome, Mok
. camoclocomy. doson. pand colacomy. RO, paria raecios o anerass ion
i e oo, o 5 e ey R o s
orhon of the dwtal derm is Dot coded 28 removal of 3 cownguous orgm |
© s o s J—
OTE e i i 2 ) e ey
s skt ot o B e o & e -
o sl (o of o o ceon o e ey e s e
i et o oty sopn st s S, Mt
o e S o ofs ot sl 120
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APPENDIX F
SITE SPECIFIC SURGERY CODES

COLON
clsaciss

(B 5 AT, 933, 9419741, 9704509, P32, SO I63L IS 3946, 9709967, w9590

odermmorimepeal ko of g o miple v e i e d e Sl

10 Too procacolucrmny (resoval of colem frem cocem o the rwctoigmond pncten, includang B
e vecnm)
(NOTE: Commonty wsed for il polyposis o polyposis co]
61 Phs resecuon of contsuons sepm: example: small bowel bladder
(NOTE: Ramova of  shor peeusn of he st dous 5 non codd s emtovs of 3 counguoes orgae]
M Colectomy o coboprociomapy with reecion of coiguoss crpaniy), NOS (wbere S o et
mough mformsticn ' code 33,41, 51,01 61)
Code 70 tacluden: Asy colermy (s, besscslacemy, oc o) WITH & sesection of sy ot
organs m contmuiry wilk he pranary ste. Oher oegams may be partally or toaly removed. Otbe|
organs may cude, ut are sot lisuted 15, ooghorectomy, parial proctectomy, Tt macssecky,
orpelv exemerzaca,

[XOTE: I coutimuity with or “e bloc” memns that al o the Snvues were removed durmg the same
procadure, bt not sacessaily 4 sagh species]

9 Colcwmy, NOS AVOID USING THIS CODE
Specimen sentto pathalegy from surgical events 30-
% Sapy.

59 Usimows if nugery perfocmed, desh cusican ONLY
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== ET——
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Neen B wrehensive NCCN Guidelines Version 2.2014 NCCN Guidsings Index
S Cancer Colon Cancer Tatie of Conerts
Neworke  Colon Cancer o
CUINICAL - WORKUP FINDINGS 'SURGERY
PRESENTATION’
Colectomy 9 with en
Resectable. __, | bioc removal of —_
nonobstructing regional lymph nodes
™
« Pathology review® One-stage colectomy® Eathologic
Colonoscopy with en bloc removal of | o | |Stags
Colon cancer +CBC, chemistry nodes Adsvant
appropriate for e, CEA Resectable, or S
resachon o |~* |« Santadorsinnt obstructing Resection with diversion Surveilanc
malascatioy; pelvic CT" or it
«PET-CT scan Is not Dbierstos Forpmbiprrias
. n————— [bloc removal o
routinely indicated i
|Locatty |
for Advanced or
|om~m¢aly
inoperable (coLc)
Suspected of proven See management of suspected o
metastatic adenocarcinoms ~*  proven metastatic synchronous
adsnocarcinoma (COLS)

Chemotherapy and BRM

» Chemotherapy alone, or in combination with
radiation, is given before or after surgery to
most patients whose cancer has penetrated the
bowel wall deeply or spread to lymph nodes

Adjuvant chemotherapy (anticancer drugs in
addition to surgery or radiation) for colon
cancer in otherwise healthy patients 70 years of
age and older is equally effective as in younger
patients; toxicity in older patients can be limited
if certain drugs (e.g., oxaliplatin) are avoided
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Nat
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“an Colon Cancer Table of Contents
Moo Colon Cancer ‘Disqussion
PATHOLOGIC STAGE® ADJUVANT THERAPY ™" SURVEILLANCE"
i TH, N0, MO e s e
ivanced adenoms, re
T2 0,0 + o Rt L TT—
|Ctinca trial « History and physical every 3.6 mo for 2, then|
lor aviry & motor s wtel of 5
T3, No, MOX! Observation . « CEA% evory 3-6 mo for 2 y, then every 6 mo 1
(10 high-risk features) or atotalof 5y
|Copstorcapecitaine® pto
or $-FUlleucoverin' 5yﬂo-paumua(nqhnsklorn<unmn' 0
Capochabine 5 1y except #no Recurrence,
or SFuieucovarine?
T3, NO, MO at high risk for FOLFOX“ oy 'or CapeOxoPar_,
systmic recurencelXior—+ | or FLOX®84 * ¥ o sdvanced sdenamar tepest n3y, the
or Y Sy"
Clnicel vl ——x -PETCY:unl not routinely recommended
seaze. o G
300 COLA '
124
T — P—r—
\.u nal
o oaprehensive NCCN Guidelines Version 2.2014 SN G oy
“ancer Colon Cancer Tabie of Contents.
N,Z‘f,y Colon Cancer Disqusaicn
PATHOLOGIC STAGE* ADJUVANT THERAPY ™Ay SURVEILLANCE'

«History and physical every 36 mo for 2,
than every & mo for a total of S y
+CEA avery 3-6 mo for 2 y. then every 6 mo|

FOLFOX®P” or CapeOx 9o for a total of 5y
iy
Other options include: wptoSy
T43, N1-2. MO »Colonoscopy®in 1y except if no
or T4, N1-2, M0 Preoperative colonoscopy dus to

obstructing lesion, colonoscopy in
36mo
» If advanced adenoma, repest in 1y
» M no advanced adenoma, U repeat in 3y,
then every 5y*
+PET-CT scan ks not routinely recommended]
Bdaciples of Survivorship (COLG)

Colorectal Chemo Regimens

CHEMOTHERAPY FOR ADVANCED OR METASTATIC DISEASE - CHEMOTHERAFY REGIMENS (PAGE 6 of 9)

FoLFox Capeox's

mMFOLFOX 6 ‘Oxaliplatin 130 mgi’ IV over 2 hours, d

Oxallplatin 85 mg/m* IV ovar 2 hours. day Capecitabine 850-1000§ mg/m' twice daily PO for 14 days
Coacovomm 40mg/me 1 ovar e 1 Repeat every 3

5-FU 400 mgim’ IV balus on day 1, then 1200 mg/miday x 2 days

[total 2400 mgim’ over 4548 hours)t IV continuous infusion CapeOX + Bevacizumab! 671

Repeat every 2 weeks 23 Oxaliplatin 130 mgim’ IV over 2 hours,

, day 1
Gaptckabing 85610081 molr PO wica daly or 14.days
InFOLFOXE + Bevacizumaby Bevacizumab 7.5 mp/kg V.
Oxallatin 85 mg/m' 1Y over 2 haurs,day 1 Repeat every 3 weeks
Leucovorin® 400 mg/m’ IV ower 2 hours, day 1
5-FUU 400 myg/m’ IV bolus on day 1, then 1200 mg/m'iday x 2 days
itotal 2400 mgim’ over 4548 hours)t IV continuous infusion
Bavaczumab 5 mghkg IV, day 1
Repeat every 2 weeks

OLFOXE + Panitumumab®®
estorn 85 mojm 1V over 2 haurs, day 1
Levcaworin 00 mgm
5-FU 400 mg day 1, then 1200 mg/miday x 2 days
[otal 2600 masm ovr 46.40 noar ) IV continous imusion
Panitumumab & mg/kg IV over 63 minutes, day 1
Ropeat svary

SHORTAGE, PLEASE SEE

IMPORTANT NOTE REGARDING LEUCOVORIN
MS-14
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Oral Chemotherapy
Capecitabine \ik
Brand Name: Xeloda®

Treatment - Advanced Stage

Treatment T4,NO NI-2-any Unresectable Ml-any Advanced

T TN Disease

NeoAdjv Chemo X

NeoAdjy XRT X X

NeoAdjv Other

Resection w/nodes X X

Resection liver/lung mets X X X
KRAS Test X X X X X
MS| Test X X X X X
LOH Test X X X X X
FOLFOX6 Chemo X X X X X
FOLFOX6 Variant

FLOX Chemo X X X X
CapeOX Chemo X X X X
Capecitabine (KRASWild) consider  consider consider consider  consider
Panitumumab (KRAS Wild) consider consider consider consider consider
Bevacizumab consider consider consider
5SFU+Leucovorin X X
XRT Beam | consider consider consider consider
XRT Other consider consider consider consider
CLINICALTRIAL REGIMEN  consider consider consider consider

Chemotherapy and BRM

o Several targeted therapies are approved
by the FDA to treat metastatic colorectal
cancer:

= Bevacizumab (Avastin) and zivaflibercept

(Zaltrap) block the growth of blood vessels to
the tumor,

o Cetuximab (Erbitux) and panitumumab
(Vectibix) block the effects of hormone-like
factors that promote cancer growth.
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Chemotherapy and BRM

» Stivarga® (regorafenib) is a oral multi-
kinase inhibitor that blocks several
enzymes that promote cancer growth.

» Rx advanced colorectal CA

Use SEER*Rx to Code Agents

-oom/PressA m32127 |.htm

130

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines")

Rectal Cancer

Version 22014

NCCN.os
2 IMPORTANT NOTE REGARDING
LEUCOVORIN SHORT/
PLEASE SEE MS-13

12/12/2013
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Compehersive NCCN Guidelines Version 2.2014 el G e et
Newos  Rectal Cancer o ~ Dacussion
‘CUNICAL 'WORKUP CUNICAL STAGE
PRESENTATION®
T1-2,N0 —————— See Primary Trastment (REC-))
sy T3, N0
Pathology review or Se0 Primary Treatment (REC4)
 Colonoscopy T any, N1-2
+Rigid proctoscopy
Rectal cancer s ' T4 andior locally
appropiste | ——— < Chestibdaminalpeivc CT | |t
or resection  Endorctal ulrasanind orpatvic MRI macicaty inoperatie
« Enterostomal therapist as indicated for T any, N any, M|
Breopersiive marking of sie, teaching | Resectable |-+ geq primary Treatment (REC-51
«PETCT scan is not routinely indicated® | metastases

T any, N any, M1
Unresectable .
metastsses See Primary Trastment (REC-6)
madicaly inoperable

- "

T e s e

nal
rehensi'e NCCN Guidelines Version 2.2014
Nemokr  Rectal Cancer

CUNICAL PRIMARY TREATMENT ADJUVANT TREATMENTI*

NCCN Guidslinas Index.
Restal Gancer Table of Contents
Decussion

STAGE . N {6 MO PERIOPERATIVE TREATMENT PREF ERRED)
Margins
negative
Transanal pTi2 Observe
€T1, No'-» |excision, if R No, Mo 00 Sesoavork or paitEd i
crceeses i covorin or o capecitabine!
& T4, NX wity  Trans- 2 oxaliplatin,'then infusional 5-FU/R’
o sbdomint (preferred) or bokus 5-FUlleucovoriaRT or
urestor [Lee et capectabineRT (preferred), then 5-FU £
T2, N PT3,NO. MO | |4ucovorin or FOLFOX' or capecitabine' ¢
or [*| oxatiplatin®
I NI2| o

Infusional S-FUIRT (preferred) or bolus 5-FU/
leucovorRT of capecitabine/RT (preferred) | Survelliance
followed by 5-FU £ leucovorin or FOLFOX'or  [(S88BECT)
capeciabine't oxaiplatin!

PT12,N0, M0 —» Obsarve
12, | Trans- ! or capeci alipl Y
o h— [abdominal then infusional 5-FUIRT (preferred) or bolus 5-

resection® |\ (513, wo, o) FUleucovorin/RT or capecitabinelRT (preferred), then 5-FU
il  loucovarin or FOLFOX or capectabine'+ oxaiplatin®

pT13,N1:2)

or
Infusional S-FURT (prefemed) or bolus 5-FUlleucovorinRT
or capecitabine/RT (preferred) followed by 5-FU +

Fou i

- o

Neoadjuvant Therapy

» Colon — seldom used except for locally
advanced tumors to shrink size of
primary tumor mass or to reduce size of
metastasis that are deemed resectable.

e Rectum — used for all stages >T2

* Chemo plus or minus XRT to tumor
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Rectal Cancer Dscussion

ADJUVANT TREATMENT X2
INCCETIEIIRN (6 M0 PERIOPERATIVE TREATMENT PREFERRED)

N0
or
Tany N12 b

(category 1 and preferred| — resaction® 5FU ¢ leucovorin ———————+

or
FOLFOX! s

T4 andlor locally|
unresectable or | _|
medically

inoperable

Patients with
medical

contraindication [+

_.,,.,y_.‘

bolus SFUleucovorin®T| "
Resection, Capecitabine! ¢ oxalplstin! ——»
infusional v i possible eilian
S-FUIRT or bolus [Ses REC-T)
5-FulleucovorRT
or oRT Resection Active chemotherapy regimen for
contraindicated advanced dsease® (Ses REC-E)
PT1-2, N0, MO———+ Observe
Reconsider:
Transabdominal 5FU £ leucovorin or FOLFOX!or capecitabine
resectic 3 SFURT

S-FUReucovorinRT or capecitabine/RT (preferred),™ then

- 5-FU 2 leucovorin or FOLFOX' or capechtabine’ ¢ oxaliplstin'

T3, N0, Mo™n by

o pT13, N1-2 Infusional S-FURT (preferred) or bolus 5-FU/ leucovornRT
or capecitabine/RT (peeferred)™ followed by S-FU +

Ieucovorin or FOLFOX' or capecitabine's oxaiplatin'

12/12/2013

Text Documentation

DATA ITEMS COMPLETE TEXT
Date of DX RX Summ - Surg Prim Site
SeqNo RX Summ - Scope Reg LN Surgery
Sex RX Summ - Surg Oth Reg/Distant
Primary Site RX Date - Surgery
subsite RX Summ - Radiation
Laterality Rad Rx Modality
Histologic Type RX Date - Radiation
Behavior Code RXSumm - Chemo
Grade RX Date - Chemo

RX Summ - Hormone

€S Tumor Size RX Date - Hormone
CsExt RXSumm —
€S Tumor Ext/Eval RX Date -
Regional Nodes Positive RXSumm —
Regional Nodes Examined RX Date -
N RX Summ - Other
€S LN Eval RX Date - Other
€S Mets
€S Mets Eval Any Unusual Case C}
ANl FCDS Req'd SSFs y Perti i ily History
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