10/15/2012

FCDS 2012/2013 Educational Webcast Series
October 18, 2012

Steven Peace, BS, CTR

Mayra Espino, BA, RHIT, CTR

Updated for2012 Requirements and CSv02.04

Anatomy of the Female Reproductive System

Overview of Major GYN Cancer Characteristics

Multiple Primary and Histology Coding Rules

Collaborative Stage Data Collection System (CSv2)

C.S. Site Specific Factors

Treatment Options

Mullerian tumor)

arcomal)

mucinous, endometrioid)
Ovary/Fallopian Tube — Germ Cell Tumors
Ovary/Fallopian Tube - Borderline Malignancy

Primary Peritoneal Malignancy




10/15/2012

Female Reproductive System

Copyright © 2002 WesND Corporation




Uterus and Adnexa
Frontal Section Uterine Follcpon) e

Uterus

Fallopian
tube

| Genitalia
Mons pubis
Clitoris.
Prepuce

Labia minora

Urethral orifice|

Labia majord

il Vagina

SEER Training Modules, Anatomy and Physiology Module. U. S. Nationa! Institutes of Health,
iational Cancer Institufe. 1 April 2011

htmi >.

10/15/2012




General History & Physical

Gynecologic Exam - routine or symptoms
PAP/D&C — cytology

Colposcopy/Biopsy —

Conization - Biopsy or Treatment
Hysterectomy — Treatment

TAH/BSO - Treatment

Omentectomy (debulking)

Incidence and Mortality
Causes & Risk Factors

Signs and Symptoms

WHO Classification

MP/H Rules

Collaborative Stage Core Items
Collaborative Stage SSFs
Treatment Guidelines

U.S. New Cases— 12,170 FL. New Cases—- 9210
U.S. Deaths - 4,220 FL. Deaths — 300

US. New Cases — 4,490 FL. New Cases — 340
U.S. Deaths — 950 FL. Deaths - 70

Vagina - 2012 estimates
U.S. New Cases - 2,680 FL. New Cases - 187
U.S. Deaths - 840 FL. Deaths - 63
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Variation in Age-

Source: Global Cancer Facts & Figures 2007

Environmental Genetic
HPV Infection Median age af dx 48
Birth Control Pills DES Exposure
Nagle]N[gle] Family History

Not Getting Screened

#1 - HPV Infection

Unusual vaginal
discharge

Vaginal bleeding
between periods

Bleeding after

menopause
Bleeding or pain
during sex -
http://www.medicinenet.com/cervical
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>6 Million Women in U.S. have HPV Infection - at risk

>33% of Women Eligible for Screen are NOT Screened

Routine Screening detects most cancers pre-invasive

PAP/HPV Screening detects >90% of cancers

Annual PAP No Longer Routine

Post-Menopausal Risk

Other HPV Cancers

Squamous cell
carcinoma

Adenocarcinoma

Adenosquamous
carcinoma

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

CIS (cervix)
CINI
Reportable Intfraepithelial Neoplasia
CIS (except cervix)
Vulva VIN I
Vaginal VAIN Il
Skin of vulva —reportable as C51.9
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U.S. Incidence and Mortality
Causes & Risk Factors

Signs and Symptoms

WHO Classification

MP/H Rules

Collaborative Stage Core Items
Collaborative Stage SSFs
Treatment Guidelines

Uterine Corpus — 2012 estimates

U.S. New Cases — 47,130
FL. New Cases — 2,210

U.S. Deaths - 8,010
FL. Deaths — 494

Environmental Genetic
Birth Control pills Family history
Smoking Lynch syndrome
Obesity Older age (55 years or
Diabetes, older)
High-fat-diet
Early age at menarche gﬁ:ﬁ'ons
Reproductive and menstrual s
history —
Nulliparity
Late menopause .z

A 77
Tamoxifen (hormone ui'g:ms
replacement)

Radiation Therapy CANCER




Abnormal vaginal bleeding (other than
during menstruation) spotting

Abnormal vaginal discharge
Pelvic pain
Pain during intercourse

Pain or difficulty when emptying the
bladder

Adenosarcoma
8380

Carcinoma and
Carcinosarcoma

8000-8790, 8980-8981,
9700-9701

Sarcoma
8890-8898, 8930-8931

ICD-0O-3 term “stromal endometriosis”
[8931/3] - Reportable
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U.S. Incidence and Mortality
Causes & Risk Factors

Signs and Symptoms

WHO Classification

10/15/2012

MP/H Rules

Collaborative Stage Core Items
Collaborative Stage SSFs

Treatment Guidelines

Ovary — 2012 estimates

U.S. New Cases — 22,280
U.S. Deaths - 15,500

FL. New Cases - 1495
FL Deaths - 1040

Primary Peritoneal New Cases - 22
Primary Peritoneal Deaths - 22

Impact on Change in Classification - 22

Environmental

Investigated but not
conclusively associated
with the development of
this neoplasm

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

Genetic

Family history

BRCA1 and BRCA2
mutations

Lynch syndrome
HNPCC syndrome
(hereditary nonpolyposis
colorectal cancer)
Fallopian Tube-NCCN-
suggested that these
cancer may be the
origin of some ovarian
and primary peritoneal
cancers




Suspicious/palpable pelvic mass detected
on abdominal/pelvic exam

Ascites
Abdominal distention

2]lelelilgle]

Pelvic or abdominal pain

Difficulty eating or feeling full quickly eating
or feeling full quickly

Urinary symptoms (urgency or frequency)
without other obvious source of malignancy

28

Screening Options — not supported
Transvaginal Ultrasound
Pelvic Examination
CA-125

CA-125 is a tumor marker for ovarian
cancer - monitor disease progression.

Normal is , 35 U/ml

Ovarian Epithelial
Serous cystadenocarcinoma
Mucinous cystadenocarcinoma
Endometrioid adenocarcinoma
Clear cell cystadenocarcinoma

Ovarian Germ Cell Tumors
Dysgerminoma
Embryonal carcinoma
Choriocarcinoma
Teratoma — malignant
reportable

Borderline Malignant Neoplasm

10/15/2012
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Pathology

Granulosa cell tumors

Adult Malignant

Juvenile Malignant
Thecoma

Thocomas typical Bonign

Thecomas, lutenized Malignant potential

Thecoma with increased mitotic figures Malignant potential
Fibroma

Cellular fibroma Malignant potential

Cellular fibroma with increased mitotic figures Malignant potential

ibrosarcoma

Stromal tumor with minor sex cord elements.

Sclerosing stromal tumor

Signet ring stromal tumors ign

Unclassified Malignant potential
Sertoli-Leydig cell tumors.

Woell difforentiatod Malignant potential

Intormodiate difforontiation Malignant

Poorly difforontiatod Malignant

Sertoli-Leydig tumors with 9o
Sertoli cell tumors Malignant potential
Leydig cell tumors. Benig
Stromal-Leydig cell tumors Benign
Sex cord tumors with annular tubules (SCTAT) Malignant

i with P Jogh

ic SCTA Bonign
Gynandroblastoma Malignant/Malignant potential
u ti

nclassified sex cord stromal tumors Malignant potential
Steroid cell tumors Malignant

Changes in classification of ovarian neoplasms
Changes in case reportable rules

Borderline Malignancy
Primary Peritoneal
Primary Ovarian

Borderline Neoplasm of Ovary

1973 -1989 Not Reportable ICD-O

1990 -2000 Reportable ICD-0O-2
2001 -2014 Not Reportable ICD-O-3
2015 - Not Reportable ICD-O-4
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Epithelial Neoplasms — Ovary
Serous cystadenocarcinomas.
Mucinous cystadenocarcinomas.
Endometrioid adenocarcinomas.
Clear cell cystadenocarcinomas.
Other & Mixed

Epithelial Neoplasms — Peritoneum
Serous cystadenocarcinomas.
Mucinous cystadenocarcinomas.
Endometrioid adenocarcinomas.
Clear cell cystadenocarcinomas.
Other & Mixed

Epithelial Neoplasms — Ovary/Peritoneum
Bulky Disease at First Presentation
Common Sites for Seeding
Peritoneum
Diaphragm
Liver Surface
Pulmonary & Pleural Involvement Common

12



Historical Assessment

Classified as Ovarian in Origin

Current Evaluation Criteria —

Improvements in Imaging and IHC/FISH
expected to reduce misclassification

Serous Tumors forming émm mass in ovary
should be considered ovarian primaries.

Serous Tumors forming multiple small ovarian
masses should be considered peritoneal

Mucinous neoplasms metastatic to ovary are
often misclassified as ovarian primaries.

« Terms & Definitions
« Multiple Primary Rules
« Histology Coding Rules

10/15/2012

13



Parametrium - Connective tissue of the pelvic floor
extending from the fibrous subserous coat of the
supracervical portion of the uterus laterally
between the layers of the broad ligament

Uterine adnexa - Appendages of the uterus,
namely the ovaries, fallopian tubes, and ligaments
that hold the uterus in place

Other Sites Equivalent Terms, Definitions and Tables
Excludes Head and Neck, Colon, Lung, Melanoma of Skin, Breast,
Kidney, Renal Pelvis, Ureter, Bladder, Brain, Lymphoma and Leukemia

10/15/2012

Columa ¢ Columa 3 Columa 3;
Required Histology Combined with Histology | Combination Term

Table 2 continued

Gya maligaancies with two o more of the Cleas cell ‘Mixed cell adenccarcinoma
histologies in colvan 2 Endometr

ara thore. bilatoral epitholial tumors.
(80005769 of the ovary within 60 days of
disgrosis? I

Tablo 1 - Pairad Orgarss and Sitas with Latorality

[T umors may be presert in'a singie or muttiple
Juoarmorts of the cobon, reaosiganid, roaum.

more mallgnant polyps?

14



MULTIPLE
Primaries™
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' there an vt
following an in st e more
than 60 days afer diagnosis?

1 The purpose of thi rule i to e moure that the
|carse 1 couted s an incident (invaseve) cave when
inciderce data e mayzed.

2 Amiracs s ruiiple primaries evenif the e dical
[rocorapnysician st + it i racurmence o
[progression of disease

b there cancerinl
NOS (8000) and 2 more pesific

b there squaneus eell carsinoma,
OB, (8070) and 3 moee spedific
Sauamous cell Carcnoma?

8

more specific melanoma?

o
B the e sarcoma, NOS (B800) nd 3
more specific sarcoms?
o

[The specific hisiology moy be idertiied 22 bpe, wubtme.,
e i ey, with fe atures of, mor, o with___

The
o beyyoe s oy for in st cancer.

|Exmmpte 3: Adenoaroinonn, predominantty mucinou.
c.octe mucinows aderns carcinans 5480

|Exmpto 2 Hon-wall col carsinoms, papillary squamous|
Joen. Coe prmary scpasemons o+ carcions 8052,

-

(VAN ), or 3nus (AN T2

T VIN, VAIN, 3nd AN are squamnus ceil carcinonms.

[code 3077 cannot be used for glandular intraepithelial

[neopiasia such as prostatic intraepithelial neoplasia (PIN)|
i ia (PAIN).

neoplasia,
orade 1)

2. This code maybe used for reportable by agreement

15
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[The Spmcific Ristologies muny be identified o type. Subtype.
[predomsnantly, wath features of, mojor, or with
Jairter e ntiaticn.

|Excarmpio 1 (mutipie speotic histologies): Mucinous and

Do the tumor have mdtipte -l
specinio m aaor i thore 2 rixed subtypes)
ron-specific histolgoy with rmsitiple

|Exampio 2 (mutipie speottic histologies): Combined smoll
apocific hastologies g

con
N gl —"

Staging GYN Cancers

Use the FIGO stage stated in the medical record by the
clinician or pathologist
When both FIGO stage and extension detail are
available, record the code with extension detail in
preference to a statement of FIGO stage
FIGO, TNM, CS are nearly identical - CS has more details
Examples

100 FIGO Stage |

112 FIGO Stage I1A2 (cervix)

220 FIGO Stage 1B

330 FIGO Stage llIIC

331 FIGO Stage IlIC1 (corpus)

410 FIGO Stage IVA

16


http://www.figo.org/

American Joint Commitiss on Cancer (AJCC)

TNM and FIGO Staging Syster for Ovarian and Primary Peritoneal Cancer (7th ed.. 2010)

Primary Tum

Staging

or (1)

Primary tumor cannol be assessed
No evidance of primary tumor

Tumoe limited 1o ovaries (one of both)

Tumor limited o one ovary: capsute intact, no tumor
on ovarian surface. No malignant cells. in ascites or
peritoneal washings

Tumor limited 1o both ovaries: capsules intact. no
tumor on ovarian surface. No malignant cells in
ascites or pertoneal washings

Turmor limited 10 one o both ovaries wih any of the
following: capsue ruptured. fumor on ovarien surface,
magnant cells in ascites or perfioneal washings
Tumor involves ane or bath ovaries with pefvic
oxtonsion

Extension and/or implants on uterus and/or tubo(s)
No malignant colls In ascites o peritoneal washings
Extension to and/or implants on other pelvic issues.
No malignant cells in ascitas of peritonaal washings
Palvic extansion and/or implants (T2a or T2b) with
makgnant cells in sscites or pecitones! washings

™M FIGO

T3 W Tumorinvolves ane or both ovaries wih
microscopically confirmed panfonesl metastass
outside the pelvia

Tia  INA Microscopic pentoneal metastasis beyond peivis (no
macroscopic tu

T 1B Macroscopic pariones! metastasis beyond peivis 2 cm

loss in greatest dmension

Tic  INC Peritoneal metastasis boyond peivis more than 2 am in
greatest dimension and/or regional lymph node
motastasis

Reglonal Lymph Nodes (N)

Nx Regional lymph nodes cannol be sssessed

No No regionst lymph node metastasis

N1 G Regions! lymph node metastasis

Distant Motastasis (M)
o No distant metastasis
M1 IV Distant metastasis (excludes peritonesl metastasis)
Note: Liver capuslo metastasis is T3/Stage It iver parenchymal
metassasis, M1/Stage IV, Pleural effusion must have postive
‘eytology for M1/Stage 1V.

Continued

Amarican

Stage 1
Stage A
Stage 1B
Stage IC
Stage
Stage A
Stage 1B
Stage IC
Stage Il
Stage liA
‘Stage WIB.
Staga i

Stage IV

C

Table 1 (Continuad)

Jaint Commitise on Cancer (AJCC)

T M MO

TNM and FIGO Staging System for Ovarian and Primary Peritoneal Cancer (7th ed.. 2010}

‘Stage Groupin
* o ‘Ilrxhg\ng system for ovarian and pnnmypwnmmmmmmum

tumars, malignan tumors, and

s Mo carcinosarcoma {malignart mixoct nmllmn tumors).

Mo
mo
wo
o
"
o
mo
"o
Mo
"
AoyT N1 Mo
AnyT AN M1

Nota: Forhistobogic grade and histopathologic yps, 566 AJCE saging manel.

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

ervix/Vulva/Vagina
Based on Clinical Evaluation
: Depth of Invasion (CS Ext)
N and M: Standard

10/15/2012
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COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

™ T

10/15/2012

ornation sl
ical Sagng

o diagnosed ory
romal invason wih &

TH 6 552000
Code Description 8877
Map Map Map Map
In situ, intraepithelial, noninvasive, preinvasive:
000 Cancer in situ WITH endocervical gland mvolvement Tis Tis 15 s
(See Note 3)
010 | Cenvcal inraspithelial neoplasia (CIN) Grade IIl Tis Tis 5 5
Minimal microscoplc stromal invasion less than or equalto 3 mrm in
depth (measured from the base of the epithelium) and less than or
110 || equalto mmin horizontal spread That Tiat L L
FIGO Stage 1A1
Wikroscopic stromal invasion greater than 3 mm and less than or
equal to § mm in depth, (measured from the base of the epithelium)
120 and less than or equal to 7 mm in horizontal spread Tiaz Tiaz L L
FIGS Stage 1A2
Invasive carcinoma confined to cenix, microscopic size of stromal
15 imvasion and harizontal sprea not specified TishoS [ TiaHCS t t
FIGO Stage 1A [NOS]

Burgical-Pathotogie Findings

olves ower IhFd of vagina,
10 peivio wall

Tumor 10 pe navor
caines hydronephvoss of nornchonng
Nidnay

peyo
parac wall of lo lowar

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

Corpus Uteri

Based on Surgical Evaluation

TNM based on FIGO staging
T: Depth of Invasion
N and M: Standard

3 Different CS Schema — NEW for 2010, TNM 7th ed.
Leiomyosarcoma, endometrial stromal sarcoma

8890-8898, 8930-8931

Carcinoma and Carcinosarcom

8000-8790, 8980-8981, 9700-9701

Adenosarcoma
8933

18



Staging-Endometrial Carcinoma
Ta

Fogional Lyman Nodes (N)
i GO
Gynaconagy are € e
Vi Canar I
Priary Timer (1) Y we
THM
" wez

Usoa st e perrmsion of the Amercan Join
[ee— i
ol m i tastaon

" o s
; Wt 3 Gyl retat 2000108, 105- 104 “. o
it hanging 1he srage Mkariatonal Fasdomon of Oynecouy e

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

Description

In siu, intraepithelial noninvasive, preinvasive

Invasive cancer confined o corpus uterl

Confined to endometrum (stroma)

Tumer invades fess than one-half of myometram
Invasion of inner haif of myametrum

Endocenvical glandular involvement

WITH tumor limited o endometrium or imvading less than one-half of
trium

(See Note 3)

FIGO Stage 14

Tumor invades cne-half o more of myometrium
Invasion of outer half of myometrium
(See Note 4)

Endocenvical glandular involvement
WITH tumor invading one-haif or mare of myometrium
iSee Note 3)

Staging-Uterine Sarcoma

Rogional Lymph Nodes (N)
- FIGO Definition

Gynecniog and Oosincs (100) Sumcs Stapng Syslama o e Categories  Sges
Sarcomas (indudes Leiomyosarcoma and Endomeirial Siromal NX Rogional lymph nodes cannot be assessed
Swrcoma)® N o regonal yrph node melestasis

N e Regional lymph node metastas:

Ermary Tumor ()
Definition Oxstant Meastasi (4)
Definition
Primary tumor cannol be sssessed Cotegories  Stages
No evid
Tumor fmited 10 the ulerus. Mo No distant motastass
Tumor § cm or less n greatost dmension M1 we Ovstant metastazs.
™ (excluding sdnexa, pevic and abdominal

{00t s oG i e So00mon) Used wih the parmisson of e Americen Jon Commites on Cancer
o ste.

More then one 520

Tumor vedes biedder o rectum

Note: Simuhaneous tumors of the uterine oorpus and ovarypenis prwapperiniagiony
Gredied 1 P AJCC 22 15

independent primary tumors,

reuse or futther.
exp«s»ed writien permission of Speingec SBM. on behal of the AJCC.

ba stagod
Rmnm«t from: D Angeio E, Prat J. Uterine sarcomas: & review, int J
s stage, lesions must infilrate abdomngl tissues &0 2ol Obatet 20111131138 Copyront zmo ‘wih permission rom
protruge into the sbdominal cavly. Intamatonal Fadaraton o

10/15/2012
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COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

Ovarian

Based on Combined Clinical/Surgical Evaluation
T: based on bilaterality, positive ascites, other sites
N and M: standard

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

1. Ascites Positive ascites 3. Abdominal organs*

changes stages | and I coded to FIGO Il

tolC andIIC. * Abdominal mesentery,
diaphragm, gallbladder,

q infracolic omentum,
2. Pelvic organs* coded kidneys, large infestine

Iizlr(w;e(x)os‘;ggc:ler gxfnegg(?oc;ﬁfrgnoe%?'surfoce
(including serosa), uterine of liver, omentum,
ligaments, cul de sac, pancreas, pericolic gutter,
fallopian tubes, eritoneum, NOS, small
parametrium, pelvic intestine, spleen, stomach,
peritoneum, pelvic wall, ureters

rectum, sigmoid colon, * Involvement may be
ureter, uterus, uterine direct or discontinuous
serosa Gynecologic Cancers

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

4. CS Mets at DX
Liver parenchymal metastases area coded in M1
Implants (discontinuous metastases) seeding, salting,
studding, talcum powder appearance
Determine whetherimplants are
T2 in the Pelvis
T3 outside the pelvis
M1

Implants outside the pelvis must be microscopically confirmed
and coded.

5. Post Cytoreduction (debulking) - Residual Tumor Status
60

10/15/2012
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urgical Staging Should Include:
Removal of para-aortic lymph nodes
Removal pelvic lymph nodes
Removal primary tumor
Uterus
Cervix
\ele]lgle]
Peritoneal washing
Removal of omentum
Liver examination with biopsy as indicated
Scraping of under right diaphragm

Staging

Reguonat Lysmph Nodes ()
o Noregomsiyn
M WG Regonalimen

Distant Metastasis (M)
wo [RER—
M1 IV ltant matastashs (axcluses partonsal mecassass)

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

Primary Peritoneal

Based on Combined Clinical/Surgical Evaluation
T: based on positive ascites and other involvement
N and M: standard

21
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COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

1. Ascites Positive ascites 3. Abdominal organs*
changes stages | and Il coded to FIGO Il
toIC and IIC. * Abdominal mesentery,
_difophrc?_gm, golltblodder,

. * INTracolic omentum,
i2. ;Ielwc ?rgc‘nﬁ coded kidneys, large intestine
o FIGO Stage except rectum and
* Adnexa, bladder sigmoid, peritoneal surface
(including serosa), uterine of liver, omentum,
ligaments, cul de sac, pancreas, pericolic gutter,
fallopian tubes, peritoneum, NOS, smalll
parametrium, pelvic intestine, spleen, stomach,
peritoneum, pelvic wall, ureters
rectum, sigmoid colon, * Involvement may be
ureter, uterus, uterine direct or discontinuous
serosa Gynecologic Cancers

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

4. CS Mets at DX
Liver parenchymal metastases area coded in M1
Implants (discontinuous metastases) seeding, salting,
studding, talcum powder appearance
Determine whetherimplants are
T2 in the Pelvis
T3 outside the pelvis
M1

Implants outside the pelvis must be microscopically confirmed
and coded.

5. Post Cytoreduction (debulking) - Residual Tumor Status
65

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

FCDS Required GYN Site Specific Factors

None None
None 1

2 13456
2 13456
2 13456
14567
None
1,1617,18,22
123
123

2
1234567
10
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COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

CS Coding Issues

CS TUMOR SIZE: Instructions for Coding
Use of code 990. Code 990, Microscopic focus or foci only and no size is
given, should be used when no gross tumor is seen and fumor is only
identified microscopically.

Note: The terms microscopic focus, microfocus, and microinvasion are
NOT the same as [macroscopic] focal or focus. A macroscopic focus or
foci indicates a very small orisolated area, pinpoint, or spot of tumor
that may be visible grossly. Only tumor identified microscopically should
be coded to 990. If fhe fumor is described as both a microscopic focus
and a specific size, code the specific size.
Example: Ovary specimen: extensive cystic disease with focal areas of
tumor seeding.
Dlsregard “foca/ and code fumor size to 999 unknown.

tive s

Collabor
January

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

CS Coding Issues
CS Extension

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

Contiguous gdireci) extension only. With the

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

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

COLLABORATIVE STAGE
DATA COLLECTION SYSTEM

CS Coding Issues

CODING “NONE” VS. “UNKNOWN" IN THE COLLABORATIVE STAGE DATA
COLLECTION SYSTEM, TNM AND SUMMARY STAGE
INACCESSIBLE LYMPH NODES RULE
Regional lymph nodes are not palpable for inaccessible lymph nodes
sites such as corpus uteri and ovary

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

If regional lymph nodes for these sites are not mentioned on imaging or
exploratory surgery, they are presumed to be clinically negative (code
000) based on the inaccessible lymph nodes rule

ocumentation and Coding s: Part | Section 1. Effective

10/15/2012
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Decisions

Resources

Mational
Comprehensive

10/15/2012
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External radiation therapy uses high-energy X-rays

Internal radiation, or brachytherapy
: — =

National
Comprehensie NCCN Guidelines™ Version 1.2012 NGCH Guriings nges

Cervical Cancer Discussion

REGIMENS FOR RECURRENT CERVICAL CANCER!
(Strongly considor chnical ral)

Possibie

Seconddine terapy 't
2 (Agents listed are category 28

» Carboplatin/pactitaxel? *Carboplatin'
«Cisplatintopotecan®
+ Cisplatinigemeitabine (category 28)°

+ 57U (Sfiworouracil)
» Gemcitabine

* fosfamide

+rinotecan

«Mitomycin

+Topotecan

+Pomatroxad (catogory 3)
+Vinoreiine fcategory 3)

Drugs Approved for Prevention/Treat of HPV Infection
Cervix (Recombinant HPV Bivalent Vaccine)

Recombinant Human Papillomavirus (HPV) Bivalent Vaccine
Gardasil (Recombinant HPV Quadrivalent Vaccine)
Recombinant Human Papillomavirus (HPV) Quadrivalent Vaccine
Blenoxane (Bleomycin)

Bleomycin

Cisplatin

Hycamtin (Topotecan Hydrochloride)

Platinol (Cisplatin)

Platinol-AQ (Cisplatin)

Topotecan Hydrochloride

25
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Decisions

Resources

Nacion
Comprehensve NCCN Guidelines Version 3.2012 BCCN Guidetien indes
Niae  Uterine Neoplasms Usirne tecpisams

WITIAL CLINCAL
FINDINGS
Disease fimted
© utarus (ENDO-1)

Pure Suspected or gross Ses Primary Trestment
endomatrioid <" cervical involvement (ENDO-2)

Suspected — See Primary Treatment
extrauterine disease (ENDO-3)

o
(ENDO-10}

| stromatimasanchymat wmors|

colorectal cancer® aarcoma (ESS)

(Soe tynch o + Undifierstiated sarcoma —_—

NCCN Colorectal extrauterine disease

e [Al stagig in guideiine is based on updated 2010 FIGO staging. (Ses ST-1 and ST2)

National
: :'**“'“‘*""“NCCN Guidelines Version 3.2012
N

NCGN Gudeines Inds:
et Uterine Ne o]

Endometrial Carcinoma

HYSTERECTOMY'

THEBSO:
RH: Radical hysterectomy

Pathologic assessment to include:

» Lovel of nodal invalvement (pelvic, common llac, para-aortic)
« Pertoneal cytology*
«Uterus

N Invasion to
Cervical stromal or glandular involvement

» Tumor sizs

- s lowsr

» Histologic subtype with grade

» Lymphovascular space invasion

» Consider screening for herited mismatch repair disease to identty familial

cancer n as Lynch n
(<55 y) with a significant family history and/or selected pathologic risk features
(See

« Fallopian tubes/ovarkes

26



<NCCN Guidelines Version 3.2012 SCCH Guomnan incex

Qode Endometrial Carcinoma o

10/15/2012

[ esed on updated et

ADJUVANT TREATMENT® AP

Peivic node positive —————

Para-sortic node postive
Sugasics + pelvic node positive |+

[Debukod! an:
‘no groas
Stoge IVA. V8 — [resiaual dee

Roioton TIemay it AL
o0 1 g hve 70 resebls fowduel Saoess

e Thacag for Riuriort. Metastsc. ce Hidh sk DRases (ENGC-)
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PRINCIPLES OF RADIATION THERAPY

« Tumor-directed RT refers to RT directed at sites of known or suspected tumor xmaw-m.m. and may
include external beam in general T (EBRT) is.
directed to the pelvis with or wmnwt the para- aomc roglon. Sraciytherapy cen be uauvama 1)t an
intact utorus, cither 2) m to the vagina after
For the purposss of veee Guidelines, whole abdominil rediotorepy Is not considered to be tumor-
directod RT.

«Pelvic radiotherapy should target the gross disease (if present), the lower common illacs, external ifiacs,
intornal liecs, parametri, Upper vaghia/pera wveginel iosie, amd preseoral fymaph noces g1 petients with
cor should include the pelvic volume and also target the
ice by Han Thais sad para-aortic lymph node region. The upper border of the extended fiel
depends on the clinical situation but should at least be to the level of the renal vessels. External-beam
doses for microscopic disease should be 45-50 Gy. Multiple conformal fields based on CT-treatment
planning should be utilized.

+Brachytherapy doses for definitive therapy are individualized based on the clinical situation. For
pescparstive thasapy in patisnks Wth gross s18ge B dliedss, W gunarsl & 1Ml doda of 7530 Gy fow-doee
rate equivalent to the tumor volu e dose should be
proscibedto the vaginal surface or b dopth of 0.5 cm from the vaginal surface; the dose depends on
the use n' e

vaginal brachytherapy after hysterectomy should be limited to the upper vagina.

T For highadose rate brachytherapy. when used a6 a boost to EBRT, dosos of 45 GyX 2.3 nactions
proscribed to the vaginal mucosa are common

» For high<dose rate vaginal brachytherapy alone, commonly used regimens include 7 Gy X 3 prescribed
ata depth of 0.5 cm from the vaginal surface or 6 Gy X 5 fractions prescribed to the vaginal surface.
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PRINCIPLES OF RADIATION THERAPY

«Tumor-directed RT mm to RT directed at sites of known or suspected tumor xmaw-m.m. and may

include extern. T (EBRT) is.
directed to the polm with or wmnwt the para- aomc roglon. Sraciytherapy cen be uauvama 1)t an
intact utorus, cither to the vagina after
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For the purposss of veee Guidelines, whole abdominil rediotorepy Is not considered to be tumor-
directod RT.

«Pelvic radiotherapy should target the gross disease (if present), the lower common illacs, external ifiacs,
intornal liecs, parametri, Upper vaghia/pera wveginel iosie, amd preseoral fymaph noces g1 petients with
cor should include the pelvic volume and also target the
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depends on the clinical situation but should at least be to the level of enal vessels. External-beam
doses for microscopic disease should be 45-50 Gy. Multiple conformal fiekda based on CT-ireatment
planning should be utilized.

+Brachytherapy doses for definitive therapy are individualized based on the clinical situation. For
pescparstive thasapy in patisnks Wth gross s18ge B dliedss, W gunarsl & 1Ml doda of 7530 Gy fow-doee
rate equivalent to the tumor volu e dose should be

prescribed to the vaginal pasbrcss a: a depth of 0.5 cm from the vaginal surface: the dose depends on
the use n' e

vaginal brachytherapy after hysterectomy should be limited to the upper vagina.

T For highadose rate brachytherapy. when used a6 a boost to EBRT, dosos of 45 GyX 2.3 nactions
proscribed to the vaginal mucosa are common

» For high<dose rate vaginal brachytherapy alone, commonly used regimens include 7 Gy X 3 prescribed
ata depth of 0.5 cm from the vaginal surface or 6 Gy X 5 fractions prescribed to the vaginal surface.
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SYSTEMIC THERAPY FOR UTERINE SARCOMA

CHEMOTHERAPY REGIMENS !
(Clinical trials strongly recommended)

= Doxombicin
ne/doc otaxel
other single-agent options
© category 28)

= GARH analogs
= Tamoxifen (catogory 28)

Decisions

Resources

PRINCIPLES OF PRIMARY SURGERY (1 0f 3)'2

: document i

1o the pelvi

ovary ortothe pelvis:
» Onentering the abdomen, aspiation of asctes or peritoneal
it hould be visuaii peritoneal surface or

> A
selectively excised or biopsied. y
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>
mass intact during removal.
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‘other data show this surgery
affect overall survival.
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involving the upper abdomen
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> Aspiration of ascites or peritoneal lavage

R 2
» All invoived omentum should be removed.
» Suspicious andi

if possible.

> i the pelvis <2
dissection as previously described.

IFleming GF. Rannett BM, Seidmen J, et at- Epithelial ovarian cancer. n Baraiat RR. Markman M,
, 20087

Orcogy 5h e, Phiadebta, ins 2009763855
t

primary

1)

Nete: Al recommendasions are caegory 2A s obrwiss indcaid
Cirical

Surgery
Radical pelvic dissection
Bowel resection
Diaphragm or other
peritonal surface stripping
Splenectomy

Partial hepatectomy
Cholecystectomy

Partial cystectomy
Ureteroenocystomy

Distal pancreatectomy

URGERY
FINDINGS

A ary Palliative Surg
Paraentesis
Thoracentesis/pleurodesis
Ureteral
stents/nephrostomy

Surgical relief or intestinal
obstruction

Gastrostomy tube
Vascular access device
Indwelling peritoneal or
pleural catheter
Intestinal stents
Video-assisted
thoracoscopy

/! 1A or 18, Grade 1"
/
/ =
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1A or 18, Grade 2" \
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|ntravenous
[tor 3.6 cyctes
IV taxaneicarboplatin® for 36 cycles
IV taxancicarboplatin® for 36 cycles
« Chamotharapy!
> Intraperitonaal (1P) chemothorapy®3in < 1 cm optimally
dobulked Stage U patients and Stage I pationts (category 1
for Stage I

» Intravenous taxanelcarbopiatind for a total of 6-8 cycles.
(category 1)
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Drugs Approved for Ovarian Cancer Treatment
A PFS (D

A RDF
Carboplatin

DOXIL
5

Liposome

Evacet

Gemzar

LipoDox (D icil

Neosar (Cyclophosphamide)
Paclitaxel

Paraplat (Carboplatin)
Paraplatin (Carboplatin)
Platinol (Cisplatin)
Plafinol-AQ (Cisplafi

Taxol (Paclitaxel)
Topotecan Hydrochloride

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

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

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

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

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

93

10/15/2012

31



Where did neoplasm originate
Primary Site
Anatomic Proximity of sites
Biopsy of Involved Site or Primary Site
Similar histologic type(s)
Few natural barriers to slow spread
Ovary versus Periftoneum
Inaccessible Sites (corpus uteri, ovary)

Question

Primary Site--Ovary/Peritoneum: How should the Primary Site field be
coded when no resection is done and it is uncertain whether the
primary site is in the ovary or the peritoneum?2

Answer

Use the best information available to identify the primary site. In this
case, it is the physician's clinical assessment. Code the Primary Site

to C56.9 [Ovary] for this example because the ovary is indicated to
be the primary site according to the physicians involved.

When there is no surgical procedure involving the removal of the
ovaries, code the Primary Site based on the clinical assessment of
the disease location. If the disease is only noted to be in the
peritoneum, code site to peritoneum, NOS. If the disease is seen
clinically in both the ovary and the peritoneum, code site to ovary.
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