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Overview - Tumor Characteristics
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Colon/Rectal Cancer - 3™ most common

® 2011 estimates in the United States
® 101,340 new colon cancer cases

® 39 870 new rectal cancer cases

® 49 380 deaths

® 72011 estimates in Florida

® 10,180 new cases

® 3 370 deaths

Source: American Cancer Society Cancer Facts and Figures 2011




Colorectal Cancer Histology

Many originate in polyps

95% - 98% adenocarcinoma

Most produce mucin (glandular)

10% or more are mucinous (=50% mucin production)

<1% are signet ring cell (>50% signet rings) - more aggressive

2% - 5% other cancers (GIST, NET, etc.)




Screening Advancements

Rigid Sigmoidoscopy

Endoscopes
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Anoscope

Other Testing




Large Intestine Anatomy

Transverse colon

Splenic flexure

Cecum

Appendix i Rectosigmoid
' Rectum

Image source: SEER Training Modules Colorectal Cancer




Colonoscopy Measurements

Transverse 82-132

Descending
57-82

Anus 0-4

Distance from anal verge - approximations only.
@ Source: AJCC Cancer Staging Manual, fifth edition, page 85, 1997.
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Colorectal Wall Anatomy

Lumen

«— Mucosa

«— Submucosa

Muscularis

-

propria

«— Subserosa

“— Serosa

Peritoneum

Image source: SEER Training Modules Colorectal Cancer




Intraperitoneal Colorectal Subsites

Transverse colon

- Splenic flexure
f‘

Hepatic flexure —;

Anterior Anterior
Ascending colon Descending colon
ndel s

Cecum —~
o il Slgmoud colon
Appendix : \\ Rectosigmoid

Rectum




Rectosigmoid/Rectum Anatomy

Anatomy of the
Rectum and Anal Canal

SIGMOID
COLON

PUBORECTALIS
MUSCLE

INTERMAL
SPHINCTER SPHINCTER
MUSCLE MUSCLE

Image source: International Foundation for Functional Gastrointestinal Disorders (IFFGD)




Regional Lymph Nodes

lleocolic lymph nodes

T e }f —
/ 2 r .F‘X“

Left colic
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Image source: SEER Training Modules Colorectal Cancer




Metastatic Sites

® Large intestine
® [iver
° Lung

® Seeding of other segments of colon, small intestine, or peritoneum

® Mucinous carcinoma of appendix

® Peritoneal surfaces




Multiple Primary Rules

Histolo%z Codin% Rules




Multiple Primary and Histology
Coding Rules

January 01, 2007

National Cancer Institute

surveillance Epidemiology and End Results Program
Bethesda, MD




Colon Equivalent Terms, Definitions and Musirations
C180-C189
(Excludes lynophoma and keulemia M2590-9982 and Kaposi sarcoma KM9140)

Introduction
Hote It Fechirn and rectosigiaoid are covered by The Cther Sites niles.
MNote 2: For the purpose of these miles, the words "exophytic” and "polypoid” ae not symonyreons with a polyp

U se these riles only for cases with primary colon caticer,

Ninetyeight percert of colon cancers are adenocarcinoma Ten to fifteen percent of these cases produce enough muein to be categorized as
mucinouscolloid. * Mizedhigologes and specific types other than mudnous/colloid or signet ring cell arerare.

HACE Clirdcal Chrology

Equivalent or Equal Terms
MNote: For the purpose of these nies, the words “ex ophytic™ and “polypoid” are not smotm ous with a polyp

» Familial polyposis, fanilial adenomatous polyposis, (FAP

o Intramucosal, lateral extension

o Trwasion through colon wall, extension through colon wall, transmuoral
* Low grade neurcendoctine carcinoma, carcinoid

o DNost irrrasive, most extensive

*  Mucinproducing, mucin secreting

o  DNucinous, collod

» Polyp adenoma

*  Serosa, visceral peritonsam

» Tumor, mass, lesion neoplasm

o Type, subtype, predominantly, with features of, major, o with  differenfiation

Definitions
Adenocarcineid (82453 A specific histology commonty found inthe appendiz.
Adenocarcinoma with mixed subtypes (B255): Rarely uged for colon primaties (see ity ochuct o).

Adenocarcinoma, intestinal type (B144) is a form of stomach cancer. Do not use this code when the fumor arisesinthe colon

Adenoma: A benignlesion composed of tubndar or Willous structur es showing intraep ithelial neoplasia (See definition of mtraepithelial
neoplasia).

Colon Terms and Defmitions

Fevized Momeeraber 1, 2007

29




Colon Multiple Primary Rules - Flow chart Fraudat ke

(C180-C129) {‘“"‘"j |\E:LI-HM| rea | Datecty

(Exchldes hhmphoma and leuoemia MIS30-99289 and Kaposisarcoma hia140)

*  Prepare one abstract. Use the histology coding rules to assion the appropriste higology code.
** Prepare twa ot more ahstracts Lee the higology coding rules to assign the appropriate histology code to each case ahstracted.

UNKNOWN IF SINGLE ORMULTIPLE DECISION NOTES
TUMORS
|Turrnr(5) not described as netastasis
Isitimpossible to d eternine if WES |l.l5e this rule only after al informetion sources
M there isa single tunor or nultiple have be en exhausted .
tunors? —_——
MO

h End of instructions
GotoSinge Tunor for Unknown Mumber
or Multiple Tumors of Turmars.

SINGLE TUMOR DECISION NOTES
1. Tumor not desceribed as netastasis
2 Includes conmvbinations ofin situ and invasive.
P
e } o K= The tunor nay overdap onto or exte nd into
Is there a single tunmor? adjacentcontiguous sike or subsite.
—

o]

End of instructons
[TI.ITIJTS. ]

Goto Multiple far Single Turmar.




Colon Multiple Primary Rules - Flowchart
(C130-C189)

[Excludes hmphoma and leukemia M2590-9939 and Kaposisarcom a g 140

*  Prepare one abstract. Use the histology coding rulesto assion the appropriate histology code.
** Prepare two or more ghstracts. Lse the histology coding rulesto assion the appropriate histology code to each case ahdracted.

Flowad art ke
#

(=) ) [

MULTIPLE TUMORS

DECISION

HOTES

1. Tunors not described as metastases.
2. Includes conbinations of in dtu and nvasive.

Isthere adenocarcinon@ain
adenonatous pohyposscol =]

M Masnllal pualygessds) vith one or
more nd igmant pohps ?

NO

Tunors may be presemt n nultiple segents of t he
colon or in a single se gent ofthe colon

Arethere tunors in siteswith ICO-0-3
Loyeegreaplvy ¢ odes that are sllilfewesst | ves

MULTIPLE

b at the second (Cagx), third (C xpge) andior Prinmaries*
fourth (C18) character?
NG
M5 fAre there tumors diagnose d \ VBB MULTIPLE

memre Hhams asee (1) year q:arty

Prinaries**




Colon Multiple Primary Rules -Flowchart
(C180-C 18]

[Excludes lymphoma and leukemia M2590-29929 and Kaposi sarcoma hia140)

+*

Frepare one ahstract. Use the histology coding rules to assign the appropriate higology code.
** Prepare two or mare abdracts. Lse the histology coding rules to assion the appropriate histobogy code to each case abstracted.

Flowrdiart ey

/. .
(AU I ey R

MULTIPLE TUMORS, continued

DECISION

NOTES

1. Tunors not deseribed as netastases.
2 Includes convbimations of in gty and invasive.

_—— -]

Is the re an Irmeaalive tunmor VEE

MG Tl el vl o De sl tunor nore
than 60 days after dagnods?

MULTIPLE
Prin@aries**

1. The purpose ofthis rule isto ensure that the
case is counted asanincident (nvasive) case
when ncidence data are anahywed

b e —

2 Abdract as nultiple prinaries even f the
medical rec ordiplyrdician statesitis recurence
or progression of disease.

M e

= there a ik naEligant or in gStu
Mr melvvssserelnesmn ad an in dtu
or mxalllgpreerst tumor i 3 peale ¥

VES

SINGLE
Prinans

L J

Matt
Pags




Colon Multiple Primary Rules - Flow chart

F lowschart Kewy —_—
(C 180-C159) . . { R ] _\n:.um} | [
[Ezczludes lymphoma and leukemia ME590-2959 and Kaposisarcoma h31407 —
*

Frepare one abstract. Use the histology coding rules to assion the appropriate histology code.
** Prepare two or more abstracts. Use the histology coding rules to assian the appropriate histology code to each case abstracted.

MULTIPLE TUMORS, continued DECISION NOTES

1. Tumors not desaibed as netasiases.
2 Includes conbinations of n situ and imAadve.

MB

Is the re cancer/nalig ramt rleuplasrh EB
NOS (8000) sl another is a

spe dfic histology? /

O

YE8
<|5 there carcinona, NOS (80100 -;\\

another is a gpecificcacinond?

HO

SINGLE
Prinary*

Isthere ad eno@mrcinonna NOS (314“ VES
2vall another is aspecific

adenocardnona? j

NO

YE&
Is there sarconm, NO S (8800) ﬂ\\

another is a gpe dfic sacona? _l/

HNO

Mo tt
Fage




Colon Multiple Primary Rules - Flowchart
(C180-C183)

[Excludes ymphoma and leuke mia WMS590-2958 and Kaposisarcoma 21407

*  Prepare one abstract. LUse the histoloogy coding rulesto assion the appropriate histology code.
** Prepare two or more abgracts. Use the histology coding rules fo assian the appropriate histology code to each case abstracted.

Flowschart Key —

o) tu_aj; s ety

MULTIPLE TUMORS, continued

DECISION

NOTES

1. Tunwors not described as metastases.
2. Includes conbimations of in gty andimvasive.

| m—

MO Are the re nultiple n situ and /or
malignant pohps?

noludesall conbinations of ad enonetous,
bul &, v llous, and tubulovilous adenonas or

olyps.

Does not meet any of the
above criteria.
(M1 through M10)

HO

[ ERROE: Recheck rules. ]

Stop when a natch is found

g #)
Mo Do the tumors have 1CD-0-3 il sbalagny
- WES
ofhe s mve MULTP LE
codes that are diiffesrand at the first (Moox), Prinmries**
second (xMkx), or third (xx8x) nunrber?
o
M1 1. VWhen an invasive tfumor follows an in situ

End of ingructions
for Multiple Tumars.

tunnor within 60 days, abstract as a sngle
prinEny.

— —— —

2 Al casescovered byRule MH1 are inthe
s=ame segment of the ¢ olon.

e i o







Colon Histology Coding Rules - Flowchart

(C 120- C189)

[Excludes hmphoema and leukemia M2 0929 and Kaposi s arcam a hid 140y

SINGLE TUMOR

Flowciamkey

Coo) (o) [rm]=eme

Rule

Action

Notes and Examples

Isthere i

H1 _— P

specinnen of is the

pathelsppvenrial sgar rep ort

uravalable?

)

1 Prorityfor usng docunenis to code the histol ogy

o Docunmentation inthe nmedical record that refers to
pathologic or ortologic indings

o Physician's mference to fype of cancer (higology)in
the medical record

o CT, PET or MRI scans

2 Codethe specific hidol ogy when docunented.
2 Code the histologyto 8000 (cancer/maElignant

neoplasan, NOS) or BHO0cacinond, NOS5) a= stated by
the physidan when nothing more specificis doounented.

..__________________,l"-_ T

Isthe specimenfroma
HZ metad dic site?
[{There is no pathol gyt ology
specinen fromthe prinEnysite)

)

Code the behavior /3 |

D oes the pathologyreport
H3 describe onlby Inibeativcel Ty

alnsvenaral RS or
ad enocarcinong, intestind type?

[l

1. inted imal fype ad enocar cinons uudly occwrs inthe
stonmach.

2 VWihen adiagno ssofint estind adeno@rcinonais
further described by a specific termisuch as type,
continue tothe next rule.

—

Mot
Fage




Colon Hstokgy Codinig Rules - Flwwehart
[C1B0-CA84)

[Exzlude= wmmphama and leukeria MAES0-9988 and Kaposisaromna WE140)

SINGLE TUMOR

R ereecear Heioy

Rule

Action

Notes and Examples

H4
Iz the fina diagnosis adenocarc nom_:\[ e

in apchp?y

N

VEE|
I= thafinal diagnosis adeanocarci nons St a

residual polyp or polyp architecture is ranordy

inoiher parts of the pathology eport?

W ES

I= final diagrnosis adenocarcinens sl
thera is reference toa esidual or
pra-exsting polyp

HT

I= the final diagnosis mucinouahdlom TS
or s gnet ring Dalladanocircimmal/

found in a polya?

L)

Isthara documeriation that f.ha—\l

Crocle BE10
[adenocarci noma in

il Sl
polyp. E2E1
[adencoarci noma in
willous
MO, O
L - -]

[adencoarci noma in
tusbhaslewill aasn

L = R

patiert had apolype ctony? _/)

pe |

1. Lz immporiant {o know that the
atie nocarcinonma orig inatad in the polya.

2. Code adenccarcinomaina polyg only
whien the nalignancy is in the esidua polyp
[adencma) or re fBrences (o aprea-axisting
polyp [adenoma) indicate that the malignancy
ar the polyp [adencna) are the zanma lesicn.

'-___—__.-’--___-"

L5
Fage
——




Colon Histology Coding Rules - Flowchart
(C 180- C189)

[Excludes lymphoma and leukemia MISE0-9939 and Kaposisarcoma hid 1407

SINGLE TUMOR

Flowchart Kevy

"
(=) [
—

Rule

Action

Notes and Examples

H5

Isthe firnal diagn osis meeslnes s/l wlsl

B
(8490) or sljpest ving sl carcdnons
(243902
HO
Isthe fimal diagnosis adenocarcinona, HOS vEm

andthe microscopic description docunents
that % ar searw of the tunoris
mmsndrvaasSanll ol ol

[ [m]

Is the final diagnosis adenoc@arcinona, MOS YEB
and the microscopic de scrption documents

Code RENE
(nucino usicolloid
adenocarcinond)
or B | signet
ring cell
carcnons)

that F% s meerw of the tumor is sl gt
gy sl carcinona?

Me ot
Page




Colon Histology Coding Rules - Flowchart
(C A0 G159

[Excludes ymphoma and leukemia M2590-9939 and Kaposisarcoma hg140)

SINGLE TUMOR

Flowcha rtkey

!
: e : I\m Flea-Di racd an

=)

twpe

Rule Action Notes and Examples
. Code BEEN
“EB B :
HE Is th e diagnosis easresrsiaerine (2246 ) {carcinoid
wurwell swmrenlwell ol tonoor (£240) 7 tunor, HOS)
[lm]
: =]
H9 Is the diagn osis meleneesrelneas sl
wnralenld e
MO
h=:]
H10 Is the diagno sis aEastiy
“aalsssnacraisvald™
[Lm)
H11 r e Code th
L= e
<I50nl_1,r- histaleygls typeaidentified ? histology:
[ =]
L 4
e Code the
H1zZ D oes the tumor have rnwraslve anal In invasive
wits conponents? histologic

Mt
Page




Colon Histology Coding Rules - Flowchart RovElrtier s N

reocim () [

[Excludes ymphoma and leukemia M2590-9929 and Kapesi sarcoma ME140)
SINGLE TUMOR

Rule Action Notes and Examples
H13

VER
Is there cane erinaligmamt neoplaan, Hﬂ?\

(8000 ) and a more specific histulugr?_’/

MO

F

VEB
Is there carcinonm, NOS (8010) and a rru:u'_h

specific carcinona? 1. The specific histology for I sl tunors
Emeln fue may be ide nlified as pattermn, architecture,
o most specific type, subtype, predoninamthy, with features
histologic of, major, or with __ differemntiation
L

2 The specific histology for Innraslive tunors
may be ide ntified as type, sublype,

predond mantly, with fe ature s of, g or, or vith

T _ _ _ diferentiation

VEB
Is there ade noc arcino nma, NOS (8140) and?\
nore specific adenocarcinona? ]

[

VEB
Isthere sarconma, NOS (8800 )and a rrnre\
specific sarcond (ivasve oy ? _/

MO

Code the
il
il glune-
ICo-0-3
histology code.

H14

1 -~ o




CSv2 Coding Instructions, CSv02.03.02

Colon
C 180-0 189 (excluding appendix)




Schema Selection

http: / / WWW, cancerstaging. org/ cstage /index . html

Colon (excludes Appendix, GIST, NET) of Colon

Click on Site Specitic Schema tab on the left

Select the Colon Schema

All Florida Cases are coded in CSv02.03.02




Sv02.03.02, Select Correct Schema

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

Home Collaborative Stage Version 2

Check

Naws
TNM 7 Schema List (v.02.03) _
Calendar

Education

Coding Instructions

Site Specific Schema

Saftware

C5v2 Questions
AJCC Homepage
About Us

Natural Order = Alphabsetical Order *

Version

LipUpper

Melanomal ipll pper
LipLower
Melanomaliplower
LipOther

Melanomal ipOther
TongueBase
MelanomaTongueBase
TongueAnterior

MelanomaTongueAnterior

Guml pper
MelanomaGumlpper
Guml ower

MelanomaGumLower
GumOther
MelanomaGumOther
Flaoriouth
MelanomaFloori outh
PalateHard
MelanomaPalateHard
PalateSoft
MelanomaPalateSoft
MouthOther
MelanomalMouthOther
BuccalMucosa

MelanomaBuccalMucosa

ParotidGland
SubmandibularGland
SalivarvGlandOther
Oropharvnx
Melanomalropharynx
EpiglottisAnterior

MelanomaPharynxOther SinusEthmoid

Esophagus
GISTEsophagus
EzophagusGEJunction
Stomach
GISTStomach
NETStomach
Smallintesting
GISTSmallintesting
NETSmalllntestine

WMelanomaSinusEthmoid
Sinus0ther
MelanomaSinus Other
LarynxGlottic
Welanomal arynxGlottic
LarynxSupraglottic

AdnexalterineOther
GenitalFemaleOther
Placenta

Penis
MerkelCellPenis
Prostate

Testis

Melanomal aryvnxSupraglottic GenitalMaleOther

LarvnxSubalottic

Melanomal arynxSubglottic

Appendix LarynxOther
Carcinoid4ppendix WMelanomal arynxOther
GISTAppendf Trachea
Colon
GISTColon Hearth ediastinum
NETColon Pleura
Rectum RespiratoryOther
GISTRectum Bone
NETRectum Skin
Anus SkinEvelid
Liver MerkelCellSkin
BileDuctsintraHepat WMelanomaskin
Gallbladder WycosisFungoides
BileDuctsPerinhilar SofiTissue
CysticDuct Peritoneum
BileDuctsDistal Retroperitoneum
AmpullaVater GISTPeritongum
NETAmpulla PeritoneumFemaleGen
BiliaryOther Breast
PancreasHead Vulva
PancreazBodyTail MerkelCelhubva
PancreasOther Vagina

Cervix

Melanomak piglottis Anterior DigestiveOther

Nasopharynx
Melanomalasopharynx
PharvngealMonsil
Hypapharynx
MelanomaHypopharynx
PharynxOther

HasalCavity

WMelanomahasalCayi
WiddleEar
Sinushaxillary

CorpusCarcinoma
CorpusAdenosarcoma
CorpusSarcoma
Ovary

MelanomaSinusMaxillary FallopianTube

Scrotum
MerkelCellScrotum
KidneyParenchyma
KidnevRenalPelvis
Bladder

Check
Schema

UrinaryOther
Conjunctiva
MelanomaConjunctiva
EveOther
Melanomalris
MelanomaCiliaryB o
MelanomaChoroid
MelanomaEyveOther
LacrimalGland
LacrimalSac

Orbit

Retinoblastoma
LymphomaQcularAdnexa
Brain

CNSOther
IntracranialGland
Thyroid
AdrenalGland
Endocrine0ther
KaposiSarcoma
Lymphoma
HemeRetic
WMyelomaPlasmaCellisorder
liDefinedOther




Collaborative Stage for TNM 7 - Revised 11/30/2010

Colon

Colon (excluding Appendix, Gastrointestnal Stromal Tumor, and

Neuroendocrine Tumor)

C18.0, C18.2--C18.9

e C18.0 Cecum

e C18.2 Ascending colon

s C18.3 Hepatic flexure of colon

e C18.4 Transverse colon

s C18.5 Splenic flexure of colon

* C18.6 Descending colon

« C18.7 Sigmoid colon

* C18.8 Overlapping lesion of colon
* C18.9 Colon, NOS

CS& Tumor Size

CS Extension

CS Tumor Size/Ext Eval

CS Lymph Modes

CS Lymph Nodes Eval

Regional Nodes Posifive

Regional Nodes Examined

CS Mets at DX

CS Mets Eval

CS Site-Specific Factor 1
Carcinoembryanic Antigen (CEA)

CS Site-Specific Factor 2

Clinical Assessment of Regional Lymph Nodes
C§& Site-Specific Factor 3
Carcinoembryanic Antigen (CEA) Lab Value
CS Site-Specific Factor 4

Tumor Deposits

CS Site-Specific Factor 5

Tumor Regression Grade

C§& Site-Specific Factor 6
Circumferential Resection Margin (CRM)

CS Site-Specific Factor 7
Microsatellite Instability (MSI)

CS Site-Specific Factor 8
Perineural Invasion

CS Site-Specific Factor 9

KRAS

CE& Site-Specific Factor 10

18q Loss of Heterozygosity (LOH)
CS Site-Specific Factor 11 =988
CS Site-Specific Factor 12 =988
CS Site-Specific Factor 13 =988
CS Site-Specific Factor 14 =988
CS Site-Specific Factor 15 =988
CS Site-Specific Factor 16 =988

CS Site-Specific Factor 17 =988

CS Site-Specific Factor 18 =988

CS Site-Specific Factor 19 =988

CS Site-Specific Factor 20 =988

CS Site-Specific Factor 21 =988

CS Site-Specific Factor 22 =988

CS Site-Specific Factor 23 =988

CS Site-Specific Factor 24 =988

CS Site-Specific Factor 25 = 988




Collaborative Stage for TNM 7 - Revised 10/05/2009 [ Schema ]

Colon

Histology Inclusion Table AJCC 7th ed.

Code

8000-8152

8154-8231

8243-8245

8247

8248

8200-8576

8940-8950

8980-8981




Collaborative Stage for TNM 7 - Revised 11/22/2010 [ Schema ]

Colon

CS Tumor Size

Code Description
000 Na mass/tumor found
989 989 mm or larger
990 Microscopic focus or foci only, no size of focus given
991 Described as "less than 1 cm”
992 Described as "less than 2 cm," or "greater than 1 cm," or "between 1 cm and 2 cm"
993 Described as "less than 3 cm,” or "greater than 2 cm," or "between 2 cm and 3 cm”
994 Described as "less than 4 cm,” or "greater than 3 cm,"” or "between 3 cm and 4 cm”
995 Described as "less than 5 cm," or "greater than 4 cm," or "between 4 cm and 5 cm"
998 Familial/multiple polyposis (M-8220/8221)
Unknown; size not stated
999 Size of tumor cannot be assessed
MNot documented in patient record




Colon - CS Tumor Size

— 998 = Familial/multiple polyposis
—(M-8220/8221)




Collaborative Stage for TNM 7 - Revised 11/20/2010 [ Schema ]

Colon

CS Extension

+ Note 1: Ignore intraluminal extension to adjacent segment(s) of colon/rectum or to the ileum from the cecum; code depth of invasion or
extracolonic spread as indicated.

s Note 2: Codes 600-800 are used for contiguous extension from the site of origin. Discontinuous varvement is codedin CS Mets at DX,

« Note 3: Tumor that is adherent to other organs or structures, macroscopically, is classifi resent in adhesion(s) upon
microscopic examination, the tumor is classified as pT4b. Use code 565 for macroscop) athologic confirmation, and for
pathologically confirmed tumaor in adhesions. However, if no tumar is present in adhesio ic examination, the classiﬂcation is
based upon extent of tumor invasion into or through the wall; use codes 000-160, 200, 4 nd 550 as appropriate to describe
the microscopically confirmed depth of tumor invasion for these cases. Use codes 600, asion of underlying structures from
the adherent tumor.

s Note 4: High grade dysplasia and severe dysplasia are generally not reportable in canc
000 should be used.

registry does collect these, code

L TNM 7 TNM 6 §52000
Code Description Map Map SS77 Map Map
000 In situ, intraepithelial, noninvasive — Tis Tis IS IS
050 (Adeno)carcinoma, noninvasive, in a polyp or adenoma_ Tis Tis IS IS
100 Invasive tumor confined to mucosa, NOS, including inframucosal, e Tis L L
NOS
110 Invades lamina propria, including lamina propria in the M Tis Tis L L
Confined to and not through the muscularis mucosae, |n“
= muscularis mucosae in the stalk of a polyp. = = L L
130 Confined to head of polyp, NOS T1 ™ L L
140 Confined to stalk of polyp, NOS T1 ™ L L
150 Invasive tumar in polyp, NOS T1 ™ L L
160 Invades submucosa (superficial invasion), including submucosa in the T1 T L L

head or stalk of a polyp

170 Stated as T1 with no other information on extension T1 ™ L L




Types of Colon Polyps

‘ Source: Abeloff et al: Clinical Oncology, third edition, Elsevier Churchill Livingstone, 2004




Colorectal Wall Anatomy

— SEROSA

— Longitudinal muscle 7]
: MUSCULARIS EXTERNA
— Circular muscle
— — SUBMUCOSA Lumen
s — Muscularis mucosa ]
; : MUCOSA
© — Lamina propria
«— Mucosa
/ 3 Epithelium il
ooTo:ooooooo‘oo'oo'oo'ooooooooooo'o'o'oooo'o
°0°0°0°0°0°¢°¢°¢°¢'°¢'°¢°¢°¢'°O'°O'°O°O°O°O°°°O°0°0°°°0°°°0°0°0°0°0°0°0°0°0°0
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bo > 000000OOOOOOOOOOOOOOOOOOOOOOOOoé
Muscularis
T g
propria
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submucosa




Muscularis propria invaded
200 T2 T2 L L
Stated as T2 with no other information on extension

Localized, NOS

— Confined to colon, NOS

1 1 L L

Extension through wall, NOS

Invasion through muscularis propria or muscularis, NOS
Non-peritonealized pericolic tissues invaded

400 Perimuscular tissue invaded T3 T3 L L
Subserosal tissue/(sub)serosal fat invaded
Transmural, NOS

Wall, NOS

OBSOLETE DATA CONVERTED V0203

See code 470

410 ERROR ERROR ERROR ERROR

Stated as T3 with no other information on extension

OBSOLETE DATA CONVERTED V0203

420 SR ERROR ERROR ERROR ERROR

Fat, NOS

Extension to:
All colon sites:
Adjacent tissue(s), NOS
Connective tissue
Mesenteric fat
Mesentery
450 Mesaocolon T3 T3 RE RE
Pericolic fat
Ascending and descending colon
Retroperitoneal fat
Transverse colon and flexures
Gastrocolic ligament
Greater omentum

458 Fat, NOS T3 T3 RE RE

OBSOLETE DATA RETAINED AND REVIEWED V0203
See Note 3, codes 565 and 570

460 T3 T3 RE RE
Adherent to other organs or structures, but no microscopic tumor




470

Stated as T3 with no other information on extension

T3

T3

RE

RE

500

Invasion offthrough serosa (mesothelium) (visceral peritoneum)

Tumor penetrates to surface of visceral peritoneum

T4a

T4

RE

RE

550

500 + (450 + 458)

T4a

T4

RE

RE

560

Stated as T4a with no other information on extension

T4a

T4

RE

RE

565

Adherent to other organs or structures clinically with no microscapic

examination

Tumor found in adhesion(s) if microscopic examination performed

Tab

T4

RE

RE

570

Adherent to other organs or structures, NOS

Tab

T4

RE

RE

600

All colon sites:
Small intestine
Cecum:
Greater omentum
Ascending colon:
Greater omentum
Liver, right lobe
Transverse colon and flexures:
Gallbladder/bile ducts
Kidney
Liver
Pancreas
Spleen
Stomach
Descending colon:
Greater omentum
Pelvic wall
Spleen
Sigmoid colon:
Greater omentum
Pelvic wall

T4b

T4

RE

RE

650

OBSOLETE DATA RETAINED AND REVIEWED V0203
See codes 655 and 675

All colon sites:
Abdominal wall
Retroperitoneum (excluding fat)

Tab

T4

RE

RE




675

Sigmoid colon:
Retroperitoneum (excluding fat)

T4b

T4

RE

700

Cecum, ascending, descending and sigmoid colon:
Fallopian tube
Qvary
Uterus

T4b

T4

750

All colon sites unless otherwise stated above:
Adrenal (suprarenal) gland
Bladder
Diaphragm
Fistula to skin
Gallbladder
Other segment(s) of colon via serosa

T4b

T4

800

Further contiguous extension:
Cecum:
Kidney
Liver
Ureter
Transverse colon and flexures:
Qvary
Fallopian tube
Uterus
Ureter
Sigmoid colon:
Cul de sac (rectouterine pouch)
Ureter

T4b

T4

850

Stated as T4b with no other information on extension

T4b

T4

RE

RE

900

Stated as T4 [NOS] with no other information on extension

T4NOS

T4

RE

RE

950

No evidence of primary tumar

T0

T0

999

Unknown; extension not stated
Primary tumor cannot be assessed
MNot documented in patient record

TX

X




Colon - CS Extension

— Codes 600-800 are used for contiguous extension from the

site of origin. Discontinuous involvement is coded in CS

Mets at DX.




Colon

Collaborative Stage for TNM 7 - Revised 11/20/2010 [ Schema |

CS Lymph Nodes

s Note 1: Code only regional nodes and nodes, NOS inthis field. Note 2 specifies when to code certain tumor deposits (TD) here. Distant
nodes are coded in CS Mets at DX.
* Note 2: One or more malignant satellite peritumoral nodules in the pericolorectal adipose tissue of a primary carcinoma without histologic
evidence of residual lymph node in the nodule(s) may represent discontinuous spread, venous invasion with extravascular spread, or a totally
replaced lymph node. If the primary tumor is localized and maps to T1 or T2 and this is the only information on lymph nodes, use code 050. The
total number of TD must also be coded in CS Site-Specific Factor 4. If there are TD and node involvement, code only the information on node
involvement in this field; use a higher code number than 050.
« Note 3: Inferior mesenteric nodes are coded in CS Mets at DX for cecum, ascending colon, transverse colon, and hepatic flexure. Superior
mesenteric nodes are coded in CS Mets at DX for all colon sites.
* Note 4: The number of positive regional nodes is required to calculate the correct N category for this schema. Use codes 400-470 when the
pathology report assigns an N1 or N2 category but does not specify the number of nodes involved, or the record identifies an N1 or N2 category

but the specific information about number of nodes involved is not available.
information about the number of positive nodes is available, or when nodes are clinically positive but not removed for examination.

« Note 5. Sigmoid nodes for descending colon have been moved from code 200 in CS Version 1 to code 210.

Use codes 110- -300 rather than codes 400-470 when

Code

Description

TNM 7
Map

TNM 6
Map

$577 Map

$52000
Map

000

No regional lymph node involvement and no tumor deposits (TD)

NO

NO

NONE

NONE

050

TD in the subserosa, mesentery, or nonperitonealized pericolic or
perirectal tissues
WITHOUT regional nodal metastasis

Stated as N1c with no other information on regional lymph nodes

N1c

N1

RN

RN

100

OBSOLETE DATA RETAINED AND REVIEWED V0203

Code 100 was defined as "Regional lymph nodes for all colon sites:
Caolic (NOS), Epicolic (adjacent to bowel wall), Mesocolic (NOS),
Paracolic/pericolic, Nodule(s) or foci in pericolic fat/adjacent
mesentery/mesocolic fat" in CSv1. Code 100 was defined as
"Regional lymph nodes for all colon sites: Colic (NOS), Epicolic
(adjacent to bowel wall), Mesocolic (NOS), Paracolic/pericolic” in
Cov2:V0201, V0202, All cases should be reviewed and recoded to
appropriate codes; see codes 050 and 110.

Regional lymph nodes for all colon sites:
Colic (NOS)
Epicolic (adjacent to bowel wall)

RN

RN




Regional Lymph Nodes

Left colic

Paracolic lymph nodes

lymph nodes

Inferior mesenteric

Prececal "~ lymph nodes

lymph nodes

Retrocecall

lymph nodes Superior rectal

lymph nodes




Regional lymph nodes, for specific colon sites:
Cecum:
Cecal:
Anterior (prececal),
Posterior (retrocecal); NOS
lleocolic
Right colic
Ascending colon:
lleocolic
Middle colic
Right colic
Transverse colon and flexures:
Inferior mesenteric for splenic flexure only
Letft colic for splenic flexure only
Middle colic
Right colic for hepatic flexure only
Descending colon:
Inferior mesenteric
Left colic
Sigmoid colon:
Inferior mesenteric
Sigmoidal (sigmoid mesenteric)
Superior hemorrhoidal
Superior rectal

210

Regional lymph nodes for descending colon:

= Sigmoid

Regional lymph nodes for all colon sites:
300 Mesenteric, NOS " * RN RN
Regional lymph node(s), NOS

OBSOLETE DATA CONVERTED V0203

400 SEELIIEL] ERROR | ERROR | ERROR | ERROR

Stated as N1 pathologic

410 Sta_ted as pathologic N1a with no other pathologic information on N1a N4 RN RN
regional lymph nodes

420 Staped as pathologic N1b with no other pathologic information on N1b N4 RN RN
regional lymph nodes

430 Stated as pathologic N1 [NOS] with no other pathologic information N1NOS N4 RN RN

on regional lymph nodes




OBSOLETE DATA CONVERTED V0203
See code 480

450 ERROR ERROR ERROR ERROR
Stated as N2 pathologic

460 Staped as pathologic N2a with no other pathologic information on N2a N2 RN RN
regional lymph nodes
Stated as pathologic N2b with no other pathologic information on

=L regional lymph nodes — = S F
Stated as Pathologic N2 [NOS] with no other pathologic information

80 on regional lymph nodes b2l - S Fei

800 Lymph nodes, NOS N1NOS N1 RN RN
Unknown; regional nodes not stated

999 Regional lymph node(s) cannot be assessed NX NX U U

Not documented in patient record

* For codes 100-300 and 800 ONLY: when CS Lymph Nodes Evalis 0,1, 5, or 9, the N category is assigned from the Lymph Nodes Clinical
Evaluation 6th Table, using Regional Nodes Positive and CS Site-Specific Factor 2; when CS Regional Nodes Evalis 2, 3, 6, 8, or not coded,
the N category is determined from the Lymph Nodes Pathologic Evaluation 6th Table Also Used When CS Reg Nodes Eval is Not Coded using
Regional Nodes Positive.
* For codes 100-300 and 800 ONLY: when CS Lymph Nodes Evalis 0, 1, 5, or 9, the N category is assigned from the Lymph Nodes Clinical
Evaluation 7th Table, using Regional Nodes Positive and CS Site-Specific Factor 2; when CS Regional Nodes Evalis 2, 3, 6, 8, or not coded,
the N category is determined from the Lymph Nodes Pathologic Evaluation 7th Table Also Used When CS Reg Modes Eval is Not Coded using
Regional Nodes Positive.




Colon

Collaborative Stage for TNM 7 - Revised 11/13/2010 [ Schema ]

CS Mets at DX

s Note: For metastasis limited to a single distant lymph node chain, use code 08 or 16. For metastases involving multiple distant lymph node
chains, use codes 29 or 31.

Code

Description

TNM 7
Map

TNM 6
Map

SS877 Map

5$52000
Map

00

No distant metastasis

MO

MO

NONE

NONE

08

Metastasis limited to a single distant lymph node chain:

For cecum, ascending, hepatic flexure and fransverse colon:

Superior mesentric lymph nodes anly

M1a

M1

RN

10

OBSOLETE DATA RETAINED V0200
See codes 15and 25

Distant lymph node(s) other than code 08
For all colon sites:
Common iliac
Distant lymph node(s), NOS
External iliac
Para-aortic
Retroperitoneal
For cecum,
appendix,
ascending
colon,
transverse colon,
and hepatic flexure;
Inferior mesenteric
For splenic flexure,
descending colon, and
sigmoid colon:
Superior mesenteric

ERROR

M1

OBSOLETE DATA CONVERTED V0203
See code 16

Metastasis to a single distant lymph node chain other than code 08

Foar all rolon sites




Common iliac
Distant lymph node(s), NOS

External iliac
16 Para-aortic M1a M1 D D
Retroperitoneal
For cecum, ascending colon, transverse colon, and hepatic flexure:
Inferior mesenteric
For splenic flexure, descending colon, and sigmoid colon:
Superior mesenteric
18 Metastasis limited to a single distant lymph node chain, NOS M1a M1 RN D
OBSOLETE DATA CONVERTED V0203
20 See code 20 ERROR | ERROR | ERROR | ERROR
Metastasis to a single distant organ
OBSOLETE DATA CONVERTED V0203
22 See code 27 ERROR ERROR ERROR ERROR
Stated as M1a with no other information on distant metastases
OBSOLETE DATA CONVERTED V0203
See code 31
Metastasis to more than one distant lymph node chain other than code
08
For all colon sites:
Common iliac
25 Distant lymph node(s), NOS ERROR | ERROR ERROR | ERROR
External iliac
Para-aortic
Retroperitoneal
For cecum, ascending colon, transverse colon, and hepatic flexure:
Inferior mesenteric
Superior mesenteric
For splenic flexure, descending colon, and sigmoid colon:
Superior mesenteric
26 Metastasis limited to a single distant organ except peritoneum M1a M1 D D
27 Stated as M1a with no other information on distant metastasis M1a M1 D D
29 Metastases to multiple distant lymph node chains included in code 08 M1b MA D D

only




CSv2 Coding Instructions, CSv02.03.02

Rectosigmoid & Rectum
C19.9-C20.9




Schema Selection

http://www.cancerstaging.org/ cstage/index.html
Rectum (escludes GIST and NET of rectum)
Rectosigmoid and Rectum are combined

Click on Site Specific Schema tab on the left

Select the Schema

All Florida Cases are coded in CSv02.03.02
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Natural Order * Alphabetical Order +

LipUpper
Melanomaliplpper
LipLower
Melanomaliplower
LipOther
MelanomalipOther
TongueBase
MelanomaTongueBase
TongueAnterior
MelanomaTongueAnterior

MelanomaPharynxOther SinusEthmaid

Esophagus
GISTEsophagus
EzophagusGEJunction
Stemach
GISTStomach
NETStomach
Smallintesting
GISTSmallintestine

MelanomaSinusEthmoid
Sinus0ther
MelanomaSinusOther
LarvnxGlottic
Melanemal arvnxGlottic
LarynxSupraglottic

AdnexalterineOther
GenitalFemaleOther
Placenta

Penis
MerkelCellPenis
Prostate

Testis

Melanomal arynxSupraglettic GenitalaleOther

LarynxSubglottic

NETSmallntestine

Melanomal arynxSubglottic

Scrotum
MerkelCellScrotum

GumUpper Appendix LarynxOther KidneyParenchvma
MelanomaGuml pper Carcinoid&ppendix Melanomal arvnxOther KidnevRenalPelvis
GumLower GISTAppendix Trachea Bladder
MelanomaGumLower Colon Lung Urethra

GumOther GISTColen HeartMediastinum UrinaryOther
MelanomaGumOther NETCalon Pleura Conjunctiva
FloorMouth Rectum

MelanomaFlooriouth GISTRectum Bone EveOther
PalateHard NETRectum Skin Melanomalris
MelanomaPalateHard Anus SkinEvelid MelanomaCiliaryBo
PalateSoft Liver MerkelCellSkin MelanomaChoroid
MelanomaPalateSoft BileDuctsintraHepat MelanomaSkin MelanomaEyeOther
MouthOther Gallbladder MycosisFungoides LacrimalGland
MelanomalouthOther BileDuctsPerihilar SofiTissue LacrimalSac
BuccalMucosa CwsticDuct Peritoneum Orbit
MelanomaBuccalMucosa BileDuctsDistal Retroperitoneum Retinoblastoma
ParotidGland Ampullavater GISTPeritaneum LymphomaOcularddnexa
SubmandibularGland NETAmpulla PeritoneumFemaleGen Brain
SalivaryGlandOther BiliarvyOther Breast CNSOther
Qropharvnx PancreasHead Vulva IntracranialGland
MelanomaCOropharynx PancreasBodyTail MerkelCellVulva Thyroid
EpiglottisAnterior PancreasOther Vagina AdrenalGland
MelanomaEpiglottisAnterior DigestiveOther Cervix EndocrineQther
Nasopharynx NasalCavity CorpusCarcinoma KaposiSarcoma
MelanomaMNasopharynx MelanomaNasalCavity CorpusAdenosarcoma Lymphoma
PharyngeaMensil MiddleEar CorpusSarcoma HemeRetic
Hvpopharynx SinusMaxillary Ovary MyelomaPlasmaCellDisorder

MelanomaHvpepharynx
PharvnxOther

MelanemaSinusMaxilary FallepianTube

liDefinedOther

\

Check
Version

Check
Schema




Collaborative Stage for TNM 7 - Revised 11/29/2010

Rectum

Rectosigmoid, Rectum (excluding Gastrointestinal Stromal Tumor and

Neuroendocrine Tumor)

C19.9,C20.9

« M-8000-8152,8154-8231,8243-8245,8247-8248 8250-8576,8940-8950,8980-8981

* C19.9 Rectosigmoid junction
e C20.9 Rectum, NOS

CS Tumor Size

CS Extension

CS Tumor Size/Ext Eval

CS Lymph Modes

CS Lymph Nodes Eval

Regional Nodes Positive

Regional Nodes Examined

CS& Mets at DX

CS Mets Eval

CS Site-Specific Factor 1
Carcinoembryonic Antigen (CEA)

CS Site-Specific Factor 2

Clinical Assessment of Regional Lymph Nodes
C§& Site-Specific Factor 3
Carcinoembryanic Antigen (CEA) Lab Value
CS Site-Specific Factor 4

Tumor Deposits

CS Site-Specific Factor 5

Tumor Regression Grade

C§& Site-Specific Factor 6
Circumferential Resection Margin (CRM)

CS Site-Specific Factor 7

Microsatellite Instability (MSI)
CS Site-Specific Factor 8

Perineural Invasion
CS Site-Specific Factor 9

KRAS
CS Site-Specific Factor 10

18q Loss of Heterozygosity (LOH)
CS Site-Specific Factor 11 =988

CS Site-Specific Factor 12 =988

CS Site-Specific Factor 13 =988

CS Site-Specific Factor 14 =988

CS Site-Specific Factor 15 =988

CS Site-Specific Factor 16 =988

CS Site-Specific Factor 17 =988

CS Site-Specific Factor 18 =988

CS Site-Specific Factor 19 =988

CS Site-Specific Factor 20 =988

CS Site-Specific Factor 21 =988

CS Site-Specific Factor 22 =988

CS Site-Specific Factor 23 =988

CS Site-Specific Factor 24 =988

CS Site-Specific Factor 25 =988




Collaborative Stage for TNM 7 - Revised 10/28/2010 [ Schema ]

Rectum

CS Tumor Size

Code Description
000 No mass/tumor found
00198 | Bectszemmm)
989 989 mm or larger
990 Microscopic focus or foci only; no size given
991 Described as "less than 1 cm”
992 Described as "less than 2 cm,” or "greater than 1 cm," or "between 1 cmand 2 cm”
993 Described as "less than 3 cm," or "greater than 2 cm," or "between 2 cm and 3 cm"
994 Described as "less than 4 cm,” or "greater than 3 cm," or "between 3 cm and 4 cm”
995 Described as "less than 5 cm,” or "greater than 4 cm,” or "between 4 cmand 5 cm”
998 Familia/multiple polyposis (M-8220/8221)
099 Unknown; size no_t stated
Not documented in patient record




- CS Tumor Size

— 998 = Familial/multiple polyposis
—(M-8220/8221)




/ Collahorative Stage for TNM 7 - Revised 11/22/2010 [ Schema ]

Rectum

CS Extension

+ Note 1: For rectosigmoid, ignore intraluminal extension to adjacent segment(s) of colon and rectum; code depth of invasion or extra-
rectosigmoidal spread as indicated.

s Note 2: Codes 600 - 750 are used for contiguous extension from the site of origin. Discogfiguous involve tis coded in CS Mets at DX.

« Note 3: Tumaor that is adherent to other organs or structures, macroscopically, is classifie sent in adhesion(s) upon
microscopic examination, the tumor is classified as pT4b. Use code 565 for macroscopi hologic confirmation, and for
pathologically confirmed tumor in adhesions. However, if no tumaor is present in adhesion examination, the classification is
based upon extent of tumor invasion into or through the wall; use codes 000 - 163, 200, 21 8, 500, and 555 as appropriate
to describe the microscopically confirmed depth of tumor invasion for these cases. Use ¢ e invasion of underlying
structures from the adherent tumor.

s Note 4: High grade dysplasia and severe dysplasia are generally not reportable in canc istries but,d istry does collect these, code

on micros
00, 415, 45

1 1

610-800 tg

000 should be used.

Code Description T:::‘p? T:::ﬂpﬁ $S577 Map S;Za(:;m
000 In situ, intraepithelial, noninvasive _ Tis Tis 1S IS
050 (Adeno)carcinoma, noninvasive, ina polyp or adenoma _ Tis Tis IS IS
100 Invasive tumor confined to mucosa, NOS including intramﬂ Tis Tis L L
110 Invades lamina propria, including lamina propria in the stm Tis Tis L L
20 e e s ™ ] s | o | L |
130 Confined to head of polyp, NOS T1 ™ L L
140 Confined to stalk of polyp, NOS T1 ™ L L
150 Invasive tumar in polyp, NOS T1 ™ L L
160 gt:?knwc}t;cao;zl;%uperﬁcial invasion), including submucosa in the head or T1 T1 L L

For rectum:
165 Tumor invading submucosa with infraluminal extension to colon T1 ™ L L




140 Confined to stalk of polyp, NOS ™ T1 L L
150 Invasive tumor in polyp, NOS ™ T1 L L
160 Submucosa (superficial invasion), including submucosa in the head or T1 T1 L L
stalk of a polyp
For rectum:
165 Tumor invading submucosa with intraluminal extension to colon ™ T1 L L

and/or anal canal/anus

170 Stated as T1 with no other information on extension T1 T L L

200 Muscularis propria invaded T2 T2 L L
For rectum:

210 Tumor invading muscularis propria with intraluminal extension to T2 T2 RE L

colon andfor anal canal/anus

250 Stated as T2 with no other information on extension T2 T2 L L

Confined to rectosigmoid junction, NOS
300 Confined to rectum, NOS ™ T1 L L
Localized, NOS

Extension through wall, NOS

Invasion through muscularis propria or muscularis, NOS
MNon-peritonealized perirectal tissues invaded
Perimuscular tissue invaded

Subserosal tissue/(sub)serosal fat invaded

Transmural, NOS

400 T3 T3 L L

OBSOLETE DATA CONVERTED V0203

410 TEoieLs bl ERROR ERROR ERROR ERROR

Stated as T3 with no other information on extension

For rectum:
415 Tumor invading through muscularis propria with intraluminal T3 13 RE L
extension to colon and/or anal canallanus

OBSOLETE DATA CONVERTED V0203

420 TEDIELL DL ERROR ERROR ERROR ERROR




450

EALTILITNTE SR IUN

See codes 165, 210, 415, 455, and 610

Adjacent (connective) tissue:

For all sites:
Perirectal fat

For rectosigmoid:
Mesentery (including mesenteric fat, mesocolon)
Pericolic fat

For rectum:
Extension to anus
Rectovaginal septum

T3

T3

RE

RE

455

Adjacent (connective) tissue:

For all sites:
Perirectal fat

For rectosigmoid:
Mesentery (including mesenteric fat, mesocolon)
Pericolic fat

For rectum:
Rectovaginal septum

T3

T3

RE

RE

458

Fat, NOS

T3

T3

RE

RE

460

OBSOLETE DATA RETAINED AND REVIEWED V0203
See Note 3, codes 565, 570

Adherent to other organs or structures but no tumor found in
adhesion(s)

T3

T3

RE

RE

470

Stated as T3 with no other infarmation on extension

T3

T3

RE

RE

490

OBSOLETE DATA CONVERTED V0203
See code 900

Stated as T4[NOS] with no other information on extension

ERROR

ERROR

ERROR

ERROR

500

Invasion offthrough serosa (mesothelium) (visceral peritoneum)
Tumor penetrates visceral peritoneum

T4a

T4

RE

RE

550

OBSOLETE DATA RETAINED AND REVIEWED V0203
See codes 555, 610

(500) with [(420) or (450)]

T4a

T4

RE

RE




555 500 + (165, 210, 415, or 458) T4a T4 RE RE

560 Stated as T4a with no other information on extension T4a T4 RE RE

Adherent to other organs or structures clinically with no microscopic
565 examination T4b T4 RE RE
Tumor found in adhesion(s) if microscaopic examination performed

570 Adherent to other organs or structures, NOS T4b T4 RE RE

OBSOLETE DATA CONVERTED V0203
See code 610

Rectosigmoid:
Cul de sac (rectouterine pouch)
Pelvic wall
Small intestine
Rectum:
600 Bladder for males only ERROR ERROR ERROR ERROR
Cul de sac (rectouterine pouch)
Ductus deferens
Pelvic wall
Prostate
Rectovesical fascia for male only
Seminal vesicle(s)
Skeletal muscle of pelvic floor
Vagina

For rectosigmoid:
Cul de sac (rectouterine pouch)
Pelvic walllpelvic plexuses
Small intestine
For rectum:
Anal canal/anus extraluminally
Bladder for males only
610 Cul de sac (rectouterine pouch) T4b T4 RE RE
Ductus deferens
Pelvic wall
Prostate
Rectovesical fascia for males only
Seminal vesicle(s)
Skeletal muscle of pelvic floor
Vagina

For all sites:




- CS Extension

— Codes 600-800 are used for contiguous extension from the

site of origin. Discontinuous involvement is coded in CS

Mets at DX.
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Rectum

CS Lymph Nodes

* Note 1: Code only regional nodes and nodes, NOS, inthis field. Note 2 specifies when to code tumor deposits (TD) here. Distant nodes are
coded in CS Mets at DX.

* Note 2. One or more malignant satellite peritumoral nodules in the pericolorectal adipose tissue of a primary carcinoma without histologic
evidence of residual lymph node in the nodule(s) may represent discontinuous spread, venous invasion with extravascular spread, or a totally
replaced lymph node. If the primary tumor is localized and maps to T1 or T2 and this is the only information on lymph nodes, use code 050. The
total number of TD must always be coded in CS Site-Specific Factor 4. If there are TD and node involvement, cade only the information on
node involvement in this field; use a higher code number than 050.

* Note 3: Rectal nodes, NOS are coded 100. Middle or superior rectal nodes are coded 200 for both rectosigmoidal and rectal primaries.
Inferior rectal nodes are coded 200 for rectal primaries. Inferior rectal nodes are coded in CS Mets at DX for rectosigmoidal primaries.

« Note 4: . Middle or superior hemorrhoidal nodes are coded 200 for both rectosigmoidal and rectal primaries. Inferior hemorrhoidal nodes are
coded 200 for rectal primaries. Inferior hemorrhoidal nodes are coded in CS Mets at DX for rectosigmoidal primaries.

* Note 5. Mesenteric nodes, NOS are coded 300. Inferior mesenteric or sigmoid mesenteric nodes are coded 200. Superior mesenteric nodes
are coded in CS Mets at DX

* Note 6. CS does not collect information on otherwise negative lymph nodes containing isolated tumor cells (ITCs) for this schema. CS does
not derive ITC status for this schema. Count otherwise negative regional nodes containing ITCs as negative nodes.

s Note 7. The number of positive regional nodes is required to calculate the correct N category for this schema. Use codes 400-470 when the
pathology report assigns an N1 or N2 category but does not specify the number of nodes involved, or the record identifies an N1 or N2 category
but the specific information about number of nodes involved is not available. Use codes 100-300 rather than codes 400-470 when information
about the number of positive nodes is available, or when nodes are clinically positive but not removed for examination.

i TNM 7 TNM 6 $52000
Code Description Mapping Mapping SS77 Map Map
000 No regional lymph node involvement and no tumor deposits (TD) NO NO NONE NONE
TD in the subserosa, mesentery, or nonperitonealized pericolic or
perirectal tissues
050 WITHOUT regional nodal metastasis N1c N RE RE
Stated as N1c with information that regional lymph nodes are not
involved
OBSOLETE DATA RETAINED AND REVIEWED V0203
See codes 050, 110
Regional lymph nodes:
Rectosigmoid:
Paracalic/pericaolic
Perirectal a .
100 Rectal RN RN




100

Regional lymph nodes:
Rectosigmoid:

Paracolic/pericolic

Perirectal

Rectal

Nodule(s) or foci in pericolic fat'adjacent

mesentery/mesocolic fat
Rectum:

Perirectal

Rectal, NOS

MNodule(s) or foci in perirectal fat

RN

RN

110

Regional lymph nodes:
All sites:
Perirectal
Rectal, NOS
Rectosigmoid:
Paracaolic/pericolic

RN

RN

200

Regiaonal lymph nodes for rectosigmoid and rectum:

Hemorrhoidal, middle
Hemarrhoidal, superior
Inferiar mesenteric
Rectal, middle
Rectal, superior
Sigmoidal (sigmoid mesenteric)
Regianal lymph nodes for rectosigmoid:
Calic, NOS
Left colic
Regional lymph nodes for rectum:
Hemarrhoidal, inferior
Internal iliac (hypogastric), NOS
Obturator
Rectal, inferior
Sacral, NOS
Lateral (laterosacral)
Middle (promaontorial) (Gerota's node)
Presacral
Sacral promontory

RN

RN

300

Mesenteric, NOS
Regional lymph node(s), NOS

RN

RN

400

OBSOLETE DATA CONVERTED V0203
See code 430

ERROR

ERROR

ERROR

ERROR
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Rectum

CS Mets at DX

* Note: For metastasis limited to a single distant lymph node chain, use code 08 or 16. For metastases involving multiple distant lymph node
chains, use codes 29 or 31.

i TNM 7 TNM 6 $52000
Code Description Map Map SS77 Map Map
00 Mo distant metastasis MO MO NONE NONE

OBSOLETE DATA CONVERTED V0203

See code 18

05 ERROR ERROR ERROR ERROR

Metastasis to a single distant lymph node chain, NOS

Metastasis limited to a single distant lymph node chain:
08 For rectosigmoid:
Internal iliac (hypogastric), NOS

Obturator

Mia M1 RN D

OBSOLETE DATARETAINED V0200

. See codes 15 and 20 ERROR M1 D D

Distant lymph node(s), NOS

OBSOLETE DATA RETAINED V0200
See codes 15 and 20

11 Rectosigmoid: ERROR M1 RN D
Internal iliac (hypogastric)
Obturator
OBSOLETE DATARETAINED V0200
See codes 15 and 20
12 ERROR M1 D D

Other distant lymph node(s), including
external iliac
or commaon iliac

OBSOLETE DATA CONVERTED V0203




18 Metastases limited to a single distant lymph node chain, NOS M1a M1 RN D

OBSOLETE DATA CONVERTED V0203

See code 16

20 ERROR ERROR ERROR ERROR

Metastasis to other single distant lymph node chains, including
external iliac or common iliac

OBSOLETE DATA CONVERTED V0203

See code 26

25 ERROR ERROR ERROR ERROR

Metastasis to a single distant organ

26 Metastasis limited to a single distant organ except peritoneum M1a M1 D D

27 Stated as M1a with no other infarmation on distant metastasis M1a M1 RN D

29 OanT;tatases to multiple distant lymph node chains included in code 08 M1b M1 RN D

OBSOLETE DATA CONVERTED V0203
See code 31

30 ERROR ERROR ERROR ERROR
Metastasis to more than one distant
lymph node chain

Metastasis to multiple distant lymph node chains listed in code 16,

£ with or without distant lymph node chains listed in code 08

M1b M1 D D

33 Metastases to multiple distant lymph node chains, NOS M1b M1 D RN

OBSOLETE DATAREVIEWED V0203
See codes 36, 48

35 Distant metastases to more than one distant organ M1b M1 D D
Metastases to the peritoneum
Carcinomatosis

Stated as M1b, NOS

Metastasis to more than one distant organ except distant lymph
node(s)

Metastasis to peritoneum

Carcinomatosis

36 M1b M1 D D




Colon and Rectum

Site-Specific Factors

FCDS-Required ONLY SSFs for this Presentation

| CoC Additional
Schema Number Schema Name FCDS Required .
Required
50 Appendix 2,7,10, 11 1,3
53 Colon 2,7,9,10 1,3,4,6,8
56 Rectum 2,5,7,9,10 1,3,4,6,8




CS Site-Specific Factor 2
Clinical Assessment of Regional Lymph Nodes

« Note: Inthe rare instance that the number of clinically positive nodes is stated but a clinical N category is not stated, code 1-
3 nodes as 100 (N1), and 4 or more nodes as 200 (N2).

Code Description
000 Nodes not clinically evident
100 Clinically N1
200 Clinically N2
400 . o -
Clinically positive regional nodes, NOS
S OBSOLETE DATA CONVERTED V0200
See code 988: Not applicable for this site
968 Mot applicable: Information not collected for this case
(May include cases converted from code 888 used in CSv1 for "Not applicable” or when the item was not collected. If this item is
required to derive T, N, M, or any stage, use of code 988 may result in an error.)
999 Unknown if nodes are clinically evident

FCDS Required = YES
CoC Required = Yes




Rectum

Collaborative Stage for TNM 7 - Revised 10/23/2010 [ Schema ]

CS Site-Specific Factor 5
Tumor Regression Grade

= Note 1: Record the pathologic respanse to preoperative adjuvant treatment as documented in the pathology report. The response may be
called "treatment effect” and will often be stated in terms of a Tumor Regression Grade of 0 to 3. The response may also be characterized in
descriptive terms. Consult the pathologist if a different grading system is used.

» Note 2: Tumor regression grade or treatment effect should only be assessed on the primary tumor.

« Note 3. If a response is stated to be present or found but is not described further, use code 990.

Code

Description

000

Tumor Regression Grade 0
Complete response: No viable cancer cells
Mo residual tumor

010

Tumor Regression Grade 1
Moderate response: Single cells or small groups of cancer cells

020

Tumor Regression Grade 2
Minimal response: Residual cancer outgrown by fibrosis

030

Tumor Regression Grade 3
Poor response: Minimal or no tumor kill; extensive residual cancer

888

OBSOLETE DATA CONVERTED V0200
See code 988

Mot applicable for this site.

988

Mot applicable: Information not collected for this case
(May include cases converted from code 888 used in CSv1 for "Not applicable" or when the item was not collected. If
this item is required to derive T, N, M, or any stage, use of code 988 may result in an error.)

990

Response present, but degree of response not further described

998

No preoperative treatment or no resection of primary site after preoperative treatment

999

Unknown or no information
Mot documented in patient record

A,

FCDS Required = YES - RECTUM ONLY
CoC Required = No




CS Site-Specific Factor 7
Microsatellite Instability

« Note: The Microsatellite Instability (MSl) test is a genetic test performed ontumor tissue to look for differences in length of
certain non-functioning sections of DNA. The differences are caused by problems with the genes that normally repair DNA.
MSI testing is less expensive and faster than testing for the defects in the functional genes. A high-positive MSI result may
indicate that the gene repair problem is related to the development of the cancer, and that the patient may have HNPCC
(Hereditary NonPalyposis Colorectal Cancer, also known as Lynch syndrome ) A low-positive or stable MSI result (stable
meaning that there are no differences in the lengths) means it is unlikely that the cancer is genetic.

Code Description
020 MSI Stable: No microsatelite instability
040 MSI unstable low; Positive, low
030 MSI unstable high: Positive, high
060 MSI unstable, NOS: Positive, NOS
988 Not applicable:
Information not collected for this case
997 Test ordered, results not in chart
998 Test not done (test was not ordered and was not performed)
999 Unknown or no information
Not documented in patient record

FCDS Required = YES - NEW
CoC Required = NO




CS Site-Specific Factor 9
KRAS

« Note: KRAS is a gene which belongs to a class of genes known as oncogenes. When mutated, oncogenes have the
potential to cause normal cells to become cancerous. Studies suggest that KRAS gene mutations are often present in
colorectal cancer.

Code Description
010 Abnormal (mutated)
Pasitive for mutations
020 MNormal (wild type)
MNegative for mutations
968 Mot applicable:
Information not collected for this case
997 Test ordered, results not in chart
998 Test not done (test was not ordered and was not performed)
999 Unknown
Not documented in patient record

FCDS Required = YES - NEW
COC Required = YES




CS Site-Specific Factor 10
18q Loss of Heterozygosity (LOH)

« Note 1. This is a special molecular diagnostic test performed on tumor tissue to identify loss of genetic material normally
found on the long arm of one of the patient's two copies of chromosame 18. A normal cell will contain two complete copies
of each chromosome, one from each parent, and this normal state is termed heterozygous. Loss of heterozygosity (LOH) is
an abnormal state reflecting damage to the chromosome.

« Note 2: Other terms for loss of heterozygosity include gene deletion and allelic loss.

Code Description
010 Test positive for loss of heterozygosity
020 - ;
Test negative for loss of heterozygosity
988 Not applicable:
Information not collected for this case
997 Test ordered, results not in chart
998 Test not done (test was not ordered and was not performed)
999 Unknown or no information
Not documented in patient record

FCDS Required = YES - NEW
COC Required = NO




e

SSF10 18qg Loss of Heterozygosity

010 Test positive for loss of heterozygosity

020 Test negative for loss of heterozygosity

088 Not applicable

997 Test ordered, results not in chart

098 Test not done (test not ordered & not performed)

999 Unknown or no information
Not documented in patient record
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Treatment

Non-Invasive
Polyp Pedunc

Non-Invasive
Polyp Sessile

KRAS Wild
Type

T1, NO

T2, NO

T3,NO

T4, NO

N1-2-any T

Unresectable

M1-any T,N

Advanced

Disease

NeoAdjv Chemo

NeoAdjv XRT

NeoAdjv Other

Polypectomy

Resection w/nodes

Resection liver/lung mets

KRAS Test

MSI Test

LOH Test

FOLFOX6 Chemo

X [ X [X [X

X |X X [X

X [ X [X [X

X X [X [X |X

X X [X [X |X

X |IX [X [X [X

FOLFOX6 Variant

FLOX Chemo

FLOX Variant

CapeOX Chemo

CapeOX Variant

Irinotecan (not 1st course)

Capecitabine (KRAS Wild)

consider

consider

consider

consider

consider

consider

Panitumumab (KRAS
Wild)

consider

consider

consider

consider

consider

consider

Bevacizumab

consider

consider

consider

5FU+Leucovorin

BRM 1

BRM 2

XRT Beam 1

consider

consider

consider

consider

XRT Beam 2

XRT Other

consider

consider

consider

consider

Other

CLINICAL TRIAL REGIMEN

consider

consider

consider

consider

.




Non-lnvasive Tumors

* Polypectomy — No lymph node assessment
° Depending upon type of polyp may require further resection

® May not even recommend further resection if pedunculated

® No KRAS Test
® No MSITest

® No LOH Test
® No Chemo




T1 or T2 (minimally invasive)

* Resection with nodes (negative nodes presumed here)

e FullTNM Staging — assess penetration through wall

® No KRASTest
® No MSITest

® No LOH Test
® No Chemo




T3 orT4

® Penetration partially or fully through colon wall

® T4 lesion may recommend neoadjuvant chemo/XRT
o High likelihood of positive nodes

* Adjuvant chemo recommended
e FOLFOX

® 5FU Leucovorin

® KRASTest - possible
® MSITest — possible
® LOH Test — possible




Folfox and bFU/Leucovorin

Regimen IAgent Name NSC# | Std Dose | Std Unit | Delivery [Schedule
Method
Oxaliplatin 266046 85 mg/m2 IV  |Day1l
Leucovorin 003590 400 mg/m?2 IV  |Day1
e 2 Bolus [Day1
5-FU 019893 |20 meg/m . ——
1200 |mg/m?/day IV Day 2, 3 (continuous infusion)

Roswell-Park
(Bolus or infusional 5-
FU/leucovorin)

Leucovorin 003590 400 |mg/m? = over 2 hours on day 1 followed by 5-FU
Bolus
5-FU/LV (LV5FU2) 400 | mg/m?
p-FU 019893 mg/m?/ Bolus 400mg/m2and then 1200 mg/m?/day x 2 days (total
2400mg/m?2 over 46-48 hours) continuous infusion

Weekly
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KRAS Wild Regimens and Other Chemo

® Irinotecan (not FDA approved for 1* line therapy)
* Capecitabine (KRAS wild) —T3 and higher

® Panitumumab (KRAS wild) —T3 and higher

* Bevacizumab —T3 and higher

* LOH + - NO 5FU regimens — will be resistant




KRAS Wild Regimens and Other Chemo

ICetuximab (KRAS wild-type gene only)
* irinotecan

v
ICetuximab (KRAS wild-type gene only) m 714692 1st infusion, then 250mg/m2 IV weekly

Panitumumab (KRAS wild-type gene
only)

\




N1-N2 and higher

* KRASTest - possible
® MSITest — possible
* LOH Test — possible

® Chemo depends on above outcomes
e FOLFOX
e FLOX
® CapeOX




Advanced Disease

® KRAS Test — yes (new agents)
® MSITest — yes (familial/hereditary)
® LOHTest — yes (response to 5FU)

® Chemo based on results of above

® (Clinical Trial recommendations




Irinotecan - not FDA first line drug

° Okay for Advanced Disease
° Okay after patient failed some other regimen

® Regimens with Irinotecan
® [rinotecan alone
® Irinotecan + Cetuximab (KRAS wild type)
e [ROX
e FOLFOXIRI
e FOLFIRI
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What about neo-adjuvant treatment?

T4 Colon

T3, T4 Rectum — or any rectum
Chemo alone

Radiation alone

Radiation plus chemo

Intent of neo-adjuvant treatment
Measuring response to treatment
Surgery must take place

What happens after surgery?
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Inquiry & Response System

e Submit questions to Inquiry & Response System

® Allows tracking for educational purposes

® Provides information for all

® http:// Web.facs.org/ coc/default. htm

Taf?

S ———
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American Joint Committee on Cancer

Contact Information

Karen A. Pollitt — Manager

email: kpollitt@facs.org
phone: 312-202-5313

Donna M. Gress, RHIT, CTR —Technical Specialist

email: dgress@facs.org
phone: 312-202-5410

General Inquiries can be directed to AJCC(@facs.org

Collaborative Stage Data Collection System Web Site

WWW, cancerstaging. org/ cstage
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