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FLccSC LMS — CEU Quiz —FCDS IDEA
FLESC

Fundamental Learning
Collaborative for the Cancor
Burveillance Community

e 2017 - Florida Changed How FCDS Awards CEUs for FCDS Webcasts

» Attendees must take and pass a 3-5 question CEU Quiz to get CEUs

e CEU Awards are Restricted to Attendees with a FLccSC LMS Account

e The CEU Quiz will be posted to FLccSC 1-2 hours after the webcast ends

e Only registered FLccSC Users will be given access to the CEU Quiz

¢ Florida attendees must have a Florida FLccSC Account to take the Quiz
e South Carolina attendees must have a South Carolina FLccSC Account
e New FLccSC States will follow similar instructions for the CEU Quiz

e Attendees can attend any of the live webcasts without receiving CEUs
* Recorded Sessions are also available for non-FLccSC Users — No CEUs

Let us Help...

e Our hearts go out to all affected by the 2017 and 2018 hurricanes
and other natural disasters affecting our state and regional area
communities. We know many of you are still struggling.

e Each individual, family, community, Parrish, and even neighbors
have been increasingly effected by enormous sudden change—
you are amazing individuals, small groups and communities.

e We will manage all of these interruptions in our work in stride as
we always do...even facing changing rules, instructions, and
guidelines. Please let us know if there is something we can do.

e This is the face of the Cancer Registrar/Program Manager

10/17/2018



2018 - A Year for Major Changes to
Cancer Registry Data Standards

¢ New ICD-0-3 Histology Code & Behavior Codes
¢ New Histology Coding Rules and Tools i

* New Reportable Cancers ) — %

e 2018 Solid Tumor MP/H Rules

e 2018 Hematopoietic MP/H Rules —

» Cancer Staging Updates Inter?oar:rr:eg?il\fiiymtﬁ Lots
o SS2018

. of Moving Parts
o Grade Coding
o Site-Specific Data Items

o AJCC TNM 8t ed.

o 2018 SEER EOD
e EDITS VI8 .
e STORE Manual @
e 2018 FCDS DAM

Presentation Outline

« Introduction to Neoplasms of the Colon & Rectum

+ Introduction to Neoplasms of the Appendix and GI NETs
+ Anatomy of the Colon and the Rectum

+ Colon Cancer Screening Guidelines

» Colon Cancer Diagnostic Workup

+ Changes to ICD-0O-3 Rules for Colo-Rectal

+ Changes to Grade for Colo-Rectal-NET-GIST
« Colon and Rectum MP/H Rules — Important!!
+ Anatomic Staging & Site-Specific Data Items
+ Biomolecular & Genetic Testing

+ Text Documentation

+ Practice Cases - Pending i el

+ Questions
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Introduction

Figure 3. Leading Sites of New Cancer Cases and Deaths - 2018 Estimates
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merican Cancer Society — 2018 Cancer Facts & Figures
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Introduction — Incidence

Death Rates for Florida
Colon & Rectm, 2011 - 2018
Al Races {includes Hispanic), Both Sexes, AN Ages.

Colon & Rectum, 2018
Al Races (mchedes Hispanich, Both Baxss, All Ages

https://statecancerprofiles.cancer.gov/

Introduction — Mortality

Colon & Rectum, 2018
Al Races (mchedes Hispanich, Both Baxss, All Ages

https://statecancerprofiles.cancer.gov/




Introduction — Trends — Male Death

Figure 1. Trends in Age-adjusted Cancer Death Rates* by Site, Males, US, 1930-2015
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2018, American Cancer Society, Inc., Surveillance Research

merican Cancer Society — 2018 Cancer Facts & Figures

Introduction — Trends — Female Death

Figure 2. Trends in Age-adjusted Cancer Death Rates* by Site, Females, US, 1930-2015
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92018, American Cancer Society, Inc, Surveillance Research

merican Cancer Society — 2018 Cancer Facts & Figures
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Introduction

» linevery 20 persons will develop
colon or rectal cancer in their lifetime.

Colorectal Cancer » Colorectal cancer is the #3 cause of
E 2 Fi ) cancer deaths in the U.S.

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

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

» Most adenomas are benign.

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

» When removed early, polyps are
s prevented from developing into
malignant cancer.

Cancer Society — Colorectal Cancer Facts & Figures 2017-

Introduction — More Trends

Figure 3. Colorectal Cancer Incidence (2009-2013) and Mortality (2010-2014) Rates by Race/Ethnicity and Sex, US
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Introduction

Figure 2. Colorectal Cancer Growth
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Anatomy

Figure 1. Anatomy of the Colon and Rectum

Esophagus

Liver Stomach

Transverse
colon

Gallbladder

Ascending

colon Descending
colan
Small
intestine Sigmaid
) ) colon
Ceum ‘ '
Anus
Rectum
Right side Left side

ACS Colorectal Cancer Facts & Figures 2014-2016 and http://fcrc-archives.org
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Colon and Rectum

BOWEL CANCER CASES:
PERCENTAGE DISTRIBUTION BY ANATOMICAL SITE

2%
SPLENIC
FLEXURE
%

(T DESCENDING
W coLon

“ OVERLAPPING
RECTUM & UNSPECIFIED
s CANCER
LET'S BEAT CANCER SOONER 3 RESEARCH
cruk.arg/cancerstats "ot UK

https://www.cancerresearchuk.org/health-professional/cancer-statistics/

Rectosigmoid and Rectum

Female Anatomy

Male Anatomy

http://www.uptodate.com
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Rectum — Anorectum — Anus

Peritoneal
reflection

Rectum

Anal Columns
of Morgagni

_-Pectinate or
Dentate Line

Internal
Sphincter Muscle|

Anal Crypt

B

g Anal Gland
gl8g

g

$ 32 - \d
&= A

weat Glands an

d External
Hairs in Perianal Skin

Sphincter Muscle

http://www.analcancerinfo.ucsf.edu

Colonoscopy Measurements

Hepatic

Transverse 82-132 Splenic
Flexure / Flexure

Ascending

Descending
132-147 57-82
Sigmoid 17-57
Cecum at 150
Appendix ' Rectosigmoid 15-17

Anus 0-4

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

10/17/2018
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Do | have to use the 2018 Coding Rules?

SS——m*

USE THE
RIGHT TOOL,

OR THE
RIGHT JOB,

—(
IN THE
RIG!-ILWAY.

Do NOT Use Old Books or References

10/17/2018
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List of 2018 Required Manuals, Rules & Tools

2018 FCDS Data Acquisition Manual (2018 FCDS DAM)
2018 Cancer Reporting Requirements for Florida =
2018 Case Finding ICD-10-CM Code List Changes &’A"FECK L.\‘;?T—
1CD-0-3 Third Edition — purple book still is used E:[ '

2018 Guidelines for ICD-O-3 Histology Code and Behavior Update
o ICD-0-3 New Histology Codes ‘Ea/
o ICD-0-3 Histology/Behavior Code Changes

o ICD-0-3 Coding for Primary Site and Histology [gf
2018 Solid Tumor Coding Rules (formerly MPH Rules for Solid Tumors)
2018 Hematopoietic Database & MPH Rules — web-based version only
2018 Grade Coding Manual, Instructions and Tables (Grade Manual and Appendices)
2018 Summary Stage Manual

AJCC Cancer Staging Manual, 8th edition — published errata & breast chapter replacement
2018 Site-Specific Data Items Manual (SSDI Manual)

CoC STORE Manual - STandards for Oncology Registry Entry

SEER*Rx — current web version

FCDS v.18 EDITS Metafile — current version

Reference: NAACCR 2018 Implementation Guidelines and Recommendations

Reference: NAACCR Standards for Cancer Registries Volume 11, Data Standards and Data Dictionary, V18,
2018, 21st ed.

Histology

WHO ICD-0-3 and 2018 UPDATES

Consensus Change Organizations

World Health Organization
College of American Pathologists
NCI SEER Program
CDC NPCR Program
NAACCR and NCRA
NCCN — Evidence Based Cancer Guidelines
American Joint Committee on Cancer
Commission on Cancer

10/17/2018
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Histology

CAP & Solid Tumor Rules by Site

Consensus Change Organizations

World Health Organization
College of American Pathologists
NCI SEER Program
CDC NPCR Program
NAACCR and NCRA
NCCN — Evidence Based Cancer Guidelines
American Joint Committee on Cancer
Commission on Cancer

Histology

Site-Specific Grade and Site Specific Data Items

Consensus Change Organizations

- World Health Organization -
/gk College of American Pathologists /gk
' NCI SEER Program '

CDC NPCR Program
NAACCR and NCRA
NCCN — Evidence Based Cancer Guidelines

American Joint Committee on Cancer
Commission on Cancer

10/17/2018
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Histology — ICD-0-3 Updates

» WHO Classification of Neoplasms — 4t ed. — 2010

o Epithelial Tumors — pre-malignant tumors
o Serrated Lesions — reclassified to malignant 8213/3 in 2018
o Carcinomas — conventional adenocarcinoma and subtypes

o Neuroendocrine Neoplasms — NET G1, G2, small cell

neuroendocrine and large cell neuroOendocrine tumors
o Mesenchymal Tumors — GIST, KS, rare sarcomas

o Malignant Lymphoma — MALT, mantle cell ymphoma, DLBCL,
Burkitt lymphoma, B-cell lymphoma, NOS

High Grade Dysplasia / In-Situ Adeno

» Dysplasia is another pre-cancerous condition. It means there's
an area in a polyp or in the lining of the colon or rectum where
the cells look abnormal, but they don't look like true cancer cells.

» The cancer is in its earliest stage. This stage is also known as
carcinoma in situ or intramucosal carcinoma (Tis). It has not
grown beyond the inner layer (mucosa) of the colon or rectum.

» The cancer has grown through the muscularis mucosa into the
submucosa (T1), and it may also have grown into the muscularis
propria (T2). It has not spread to nearby lymph nodes (NO) or to
distant sites (MO0).cosa) of the colon or rectum. (Invasive
localized cancer)

10/17/2018
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Histology — CAP & Solid Tumor Rules (MP/H)

e There were no significant changes in WHO ICD-0-3 New Codes or
New Rules — However, there ARE significant changes to the Solid

Tumor MP/H Rules for Colon, Rectum, NET, GIST, and coding polyps.

e Many ICD-0O-3 Histology Codes will still exist in the software you use
and in your printed manuals — but, you are being instructed in the

Solid Tumor Rules not to use them.
o EDITS will catch some but not all of these changes.
o Staging will be effected when an ‘invalid for staging’ histology is used

e DO NOT USE CODES - 8210, 8260, 8261, 8262, 8263, 8264

Histology — CAP Checklist Organization

Not All Cancers Have Established CAP Standards
e Carcinoma of the Appendix
e Neuroendocrine (Carcinoid) Tumors of the Appendix
¢ Primary Carcinoma of the Colon and Rectum
¢ Neuroendocrine Tumors of the Colon and Rectum

""" . COLLEGE of AMERICAN

..... * PATHOLOGISTS

P for the Exami of Sp From Patients With
Carcinoma of the Appendix

Varsion; Apperd 4 00,1 Protecol Pesting Date: June 2017
Inckeses BTNM recuesments from e B Edtion, AJCC Staging Manual

For acen wditation purposes. this protocol should be used for the foBlowing procedures AND tumor types:

Excison Immmmmﬁ appendeciormy w o without

‘goblel
MuCRouUs necpiasms, i elwhrnenel ;w»cw mmlem
TGOt Carcnoma

This. s HOT required for purpeses fer the folowing:

Bropsy

Primary resection specimen wih eg. herapy)
Cylologe spacimens

The mmg rumor types should NOT be reponed using this protocal:

(consader the Appendix RET protocol)
[ Lymphoma (conmsides the Hodghn of Fon-Hodgikin Lymphoma protocols|
Gastroeieatingl sromal umol (GIST) (corartel the GIST prolocol]
oo fuS] —aoma lcanae: the o 1

Illlll

10/17/2018
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Histology — CAP & AJCC Chapter

Disease Title Tlcode |Desorm ~ |Code Type ~ |Notes =
Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated diagnosis. Data collectors
may use this code only if there is not encugh information in the

Appendix: Carcinoma £000|Neoplasm, malignant Surveillance |medical record to document a more specitic diagnosis.
Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated diagnosis. Data collectors
may use this code only if there is not encugh information in the

Appendix: Carcinoma 8010|Carcinoma, NOS imedical record to document a more specific diagnosis.

ppendix: Carcinoma 8013[Large cell neuroendotrine carcinomsa (NEC) _|Clinical
[Appendix: Carcinoma carcinoma Clinical
ppendix: Carcinoma Clinical
ppendix: Carcinoma Clinical
Appendix: Carcinoma Clinical
Appendix: Carcinoma Clinicat
[Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated disgnosis. Data collectors
may use this code only if there is not encugh information in the

Appendix Carcinoma Surveillance medical record to document 3 more specific diagnosis.

Apgendix: Carcinoma Clinical

Appendix: Carcinoma carcinoma Clinical
Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated diagnosis. Data collectors
may use this code only if there is not encugh information in the

Appendix: Carcinoma 8235|Adenocarcinoid tumor Surveillance  |medical record to document a more specific disgnosis.

Appendix: Carcinoma carcinoma (NEC) Ciinical
Histology is not ideal for clinical use in patient care, as it
gescribes an unspecified or outdated diagnosis. Data collectors
may use this code only if there is not encugh informatien in the

Appendix: Carcinoma with mixed subtypes medical record to document a more specific diagnosis. |

Appendix: Carcinoma 8280 Mucinous Clinical [greater than 50% mucinous carcinoma
Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated diagnosis. Data collectors
[may use this code only if there is not encugh information in the

Appendix: Carcinoma 8481 |Mucin-producing i medical record to document a more specific diagnosi

Appendix: Carcinoma Clinical [greater than 50% signet ring cell

Appendix: Carcinoma Clinical

Appendix: Carcinoma carcinoma Clinical
Histology is not ideal for clinical use in patient care, as it
describes an unspecified or cutdated diagnosis. Data collectors
may use this code only if there is not enough information in the

!_Cnlun and Rectum £000|Neoplasm, malignant i medical record ta doc more specific d i !

Colon and Rectum 8010|Carcinoma, NOS Clinical

Histology CAP — Biomarker Checklists

e Colon and Rectum — none for NET or GIST or other
o Mismatch Repair Proteins — MLH1, MSH2, MSH6, PMS2
o Microsatellite Instability (MSI)
o MLH1 Promoter Methylation Analysis
o KRAS Mutational Analysis
o NRAS Mutational Analysis
o BRAF Expression -
o BRAF V600E Mutational Analysis JERE #HE
R .

O

PIK3CA Mutational Analysis Mismatch
PTEN Mutational Analysis

17



DNA Mismatch Repair Mechanism

PNA MISMATCH

ACACTCARAC Gl

Histology CAP — Biomarker Checklists

o Multiparameter Gene Expression/Protein Expression Assay

Detect Low Frequency Variants Accurately from Formalin-Compromised DNA

Mutation ted A
CHR  POS Gene Mutation AA s Ml s
1 115256530 NRAS Q61K SNV 125 10.4
3 178936091 PI3KCA ES45K SNV 9.0 71
4 55599321 KIT DB1sY SNV 10.0 9.1
T 140453136 BRAF V&00E SNV 10.5 11.0
12 25398281 KRAS G13D SNV 15.0 15.3
12 25398284 KRAS G120 SNV 6.0 5.7
Figure 3. The Accel-Amplicon Plus Colorectal Cancer Panel consistently detected validated variants at the expected frequency in replicates from 10 ng of
the Horizon Diag Q Multiplex DNA HD200. Variants called by LoFreq ( Institute of Singap

10/17/2018
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FDA-Approved Chemo — No Targeted Tx Yet

e Capecitabiine (Xeloda)
° 5FU/Leucov0rin) ‘ Was more like finding needle in haystack. ‘
e Oxaliplatin SR

e Irinotecan

e Trifluridine/Tipiracil
e FOLFOX

* FOLFIRI Pace has accelerated to a
e FOLFIRINOX frenzy with more funding for

advances in next generation

e CAPEOX methods, advanced testing,
new agents, multi-gene
* FLOX profiles and new technology.

2018 Solid Tumor Rules

Solid Tumor Rules

Effective with Cases Disgnased 1/1/2018 and Farward

Published Juse 2015

st

s

Editar: Lois Dickie, CTR, NCI SEER
Carod Haha Johnsan, BS, CTR (Retired), Conulans
Seuzanne Adams, RS, CTR (IMS, Inc.|
Serban Negoita, MD, PhID, CTR, NCISEER

Suggestad ciration:  Dickic L, Johnsan, CH., Adams, 5., Negoita, 8. (June 20080, Solid Tumear Rule. National Cancer
Tastinate, Reckyille, MID 20850,

10/17/2018
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2018 Solid Tumor Rules

MOST of the Changes to the Colon/Rectum Rules are
HISTOLOGY RULES CHANGES — and they are big.

Use each set of rules as intended for the sites and/or histology
combinations in the header of each module.

Each set of rules is available only in sentence format.
There are no logic charts to follow or reference.

Rules are to be shared to hospital and central registries
Periodic updates are necessary to maintain methods
ICD-0O-3 is working on ICD-0-3.2 for 2019.

ICD-0-5 will begin work in 2020.

ICD-11 is also coming with fewer major changes.

SEER is planning Training Webinars and Reliability Studies
on their website at some time in the future — dates unknown.

MOST PEOPLE ONLY HAVE ONE CANCER

10/17/2018
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Some People or Their Families Have More

Maternal

Maternal Paternal Paternal Paternal

[:I_

Grandfather | Grandmother Great Aunt

™

82 [current]

65 [deceased]

45 [deceased] 55 [deceased|

LEGEND I
Breast Cancer Ovarian
(unilateral) Cancer
Mother Father Uncle Uncle Aunt
Prostate 60 83 55 59 57
D e . Cancer [current] [current] [deceased] [current] [current]
L A
Current age is displayed where known. ‘ Jane Doe  Sister Sister -
Age of diagnosis is displayed above current A 40 38 Cousin Cousin
age, where known. [diagnosed] [current]  [current] 37 32
45 [current] [current]
[current]

https://www.curetoday.com/journey/cancer-guides/at-diagnosis/

Patients are Seen and Treated in Many Places

10/17/2018
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Each Facility Must Report the Cancer/Tx

¢ How do we make sure tumor(s) that these patients
tumor(s) or the family member(s) are counted and data are
captured in the same manner — not just ‘in my registry’.

¢ \We also need to define them the same, code them the same,
Quality Check them the same, and use them the same.

¢ Withhout standards that go far beyond one program or one
set of program’s goals with people’s lives in their hands; but
with so many users with different special needs.

e Even our newest and brightest CTR and Candidate CTRs
need hands on mentoring — not just training, testing and
abstracting — we will need one another for 2018-2019 !

2018 Solid Tumor Rules

¢ Introduction

e Changes from 2007 MPH Rules p
e Equivalent or Equal Terms

e Terms that are NOT Equivalent or Equal
e Table I: Specific Histologies, NOS and Subtypes Variants

Table I1: Histologies Not Reportable for Colon,
Rectosigmoid and Rectum

Illustrations

Multiple Primary Rules @
Histology Coding Rules j
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2018 Solid Tumor Rules - Introduction

I Introduction |

«  Ninety-eight percent of colon cancers are adenocarcinoma and adenocarcmoma (Il'hl"p!\

l = New tems and codes in these mules are based on the WHO Classiffcation of Tumers of the Digestive System 2010 edition

* Mixed histologies and specific \Ililnls urs\ll!hprs ol other t llowd or n:F cell are
rare. A less mumm (:\u\'i C) 8244 [Fr\'l:ul\ ynu
m tumors ansmg from goblat cell carcmond but
with more EEM\? adcmcmlwnm hlslologz It n‘as also aAse rnrinodds are a subgroup of neuroendocrine
holog may still diage :md carcinoid, adenocarcinoid, or adenocarcmoma and a spacific

ﬁomu‘\nnh aNET {mehdng specific 5 of NET-like goblet cell carcinoad).
Over tune, the hulul.ugv: damnm \ullchmg.:? NEC. g specifc ype ¢

«  De novo {pr v called frank)

Trnn\ Seen \|m,_u-pmm 15T
NET, [,wn'&‘d Tine tuml) The term ‘J'ET 15 gradually replacing carcinodd; however, some pcm:ologus:s sulhm@tem!
$INEC (uemﬂdnﬂhe carcinoma)” The term N |ur|ud.9‘. small cell neuroendocrine carcinama, large cell neuraendoc ni\
b carcmoma, and poor \
* GIST nsllvmlwm'l stromml tumor):
( o GISTs were onginally thought to be smooth muscle tumors but are now thought to onginate from the mterstitial cells of Y
\\ Cajal, neuro-regulatory cells m the GI tract. Prior to the mplementation of an ICD-0-3 histology code for GISTs m 2001, ,

they were reported as 2 Gl sarconm, usally keiomyosarcama

~h~G|STS are more conumon n the stomach 50%) and small wtestue (30%), but 1-2% occur m the colon and 3% m}ptcl‘um
-] quarter of gastne GISTs are malignant

o It ol Huhﬁmn ¢ the palhnlngul to determine the behavior of a GIST ————

Note 1: Tables and rules refer to ICD-0 1ather fhan TCDU ThEvEin 7 70T -»pmr.-‘l to allow for updates. Use the currently
approved version of ICD-0,
2007 MPH Rules and 2018 Solid Tumer Rules are used based on date of diagnosis
* Tumors dignosed 01/01/2007 through 12/31/2017: Use 2007 MPH Rules
* Tumors dignosad 01 18 and later: Use 2018 Solid Tumor Rules
* The onginal tumer diaguosed before 1/1/2015 and a subsequent nanor diagnosed 1/1/2018 or later in the same
primary site: Use the 2018 Solid Tumor Rudes.

Noie

2018 Solid Tumor Rules

Changes from 2007 MPH Rules

These changes are effective with cases diagnosed 1/1/2018 and later.

. Rectum and Rectosigmoid are now included with the Colon Rules. Inthe 2007 MPH Rules, they were ncluded with Other Sites.
There are new multiple primary rules which address anastomotic recurrence.
Neuroendocrine tumors (formerly carcinoid) arising in the appendix are reportable for cases diagnosed 1/1/2015 and forward.
Rule clarification: Psendomyxoma peritonei (accumulation of mucin in the abdominal or pelvic cavity) now has a two-tiered
system (WHO 2010) that classifies pseudomyxoma peritone1 as either high-grade or low-grade (see below). Pseudomyxoma
peritonei is usually associated with mucinous tumors of the appendix and is rarely 1 d with ovarian mucinous fumors.
* High-grade pseud: yma peritonei is mali /3
+ Low-grade pseudomyxoma peritonei is not malignant /0
* See Histology Rules for coding instructions
5. There are dysplasias which have been assigned an in situ behavior code /2 in WHO and in the ICD-O Update. Despite
becoming a /2, they are not reportable in the US. They are reportable in Canada
A_ Dysplasia was not collected in the past. If dysplasia is added to the database with the same code as in situ tumors, there will
be a huge upsurge in the incidence of mn situ neoplasms.

+ There would be no way to separate the dysplasms from the in-situ neoplasms in the database, which would cause
problems with surveillance (long-term studies) since the prognosis and probabilities of d]sease progression are
different between an in-situ tumor and a dysplasia

« Pathologists frequently use the term “severe dysplasia” or “high grade dysplasia™ in place of carcinoma in
situ. Code CIS only if the pathologist expressly states “CIS™

B. The various agencies are looking for solutions to this issue

6. Polyps are now disregarded when coding histology. For example, adenocarcinoma in an adenomatous polyp is coded as
adenocarcinoma 8140

7. New codes/terms are identified by asterisks (¥) m the histology table in the Terms and Definitions.

T
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2018 Solid Tumor Rules

Equivalent or Equal Terms

Thesa terms can be used interchanpeably:

s and; with
Note: “And” and “with” are wied as synonvis when describing multiple histologies within a single tumar.

+ Carcmoud; NET; neurcendocrine tumor
* O NOS, ad NOS; mtestnal type adenocarcuoma $140
* De novo; frank adenocarcmoma (obsolete)
«  Familial polyposis; familial polyposts (FAF) 8220
*  Intranmicosal, kateral extension within the mucosal layer of the GI tract
+  Invasion through colon wall; extension through colon wall; transmural
Note: The term ™ I is used to describe extension through all Livers of the wall, but not past the wall OR extewsion through
the serasa into the mesentery. Read the pathology report carefully.
*  Mucwmous; mucoad; mucous; colloid
* Neuwroendocrne carcmoma; NEC

= Polyp; asdenoma, polyp NOS, adenomatous polyp

Note I: The term “polyp” means projecting from a surface

Nate 2: There are many kinds of polyps. Most common are adenomas, which are part of the adencma-cancer saquence

Nate 32 Other tpes of polyps inchide hyperplastic, pivenile, Peuntz-Jeghers and serrated adenons/palyp

Serosa; visceral perftoneum

Sunultaneous; existng at the same tune; concurrent; pror to first course treatment

Site; topography

Tumor;, mass; tamor mass; ksion, neoplasm
©  The terms tumor, mass, tumor mass, lesion, and neoplasm are not used m a standard manner i cluscal dagnoses,

seans, or consults. Disregard the terus unless there 15 a physician’s statement that the term 15 nalignant cancer

o These terms are used ONLY to determine multiple primaries
o Do ot use these terms for cavefindmg or deternuning reportability

2018 Solid Tumor Rules

Terms that are NOT Equivalent or Equal

This is a list of terms that are not equivalent. There are no casefinding implications.

+ Component is not equivalent to subtype/variant
Note: Component is only coded when the pathologist specifies the component as a second carcinoma

* The words “exophytic” and “polypoid” are not synonymous with erther an adenoma or an adenomatous polyp. The terms
“exophytic” and “polypoid™ refer to anything projecting from the bowel mucosa into the lumen. The lesion may be benign,
malignant, or inflammatory

* Polypoid adenocarcmoma 15 not equivalent to adenocarcmoma m a polyp

10/17/2018
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2018 Solid Tumor Rules

| Table 1: Specific Histologies, NOS, and Subtypes/Variants

Use Table 1 as directed by the Histology Rules to assign the more common histology codes for malignancies found m the colon,
rectosigmord and rectum.
T

// Nore I'Rare histologies may not be listed in the table. When a histology term is not found, reference ICD-O and all updates.

,’ Nore 2: Spbmut a question to Ask a SEER Registrar when the lustology code 1s not found 1 Table 1, ICD-O or all updates.

| Note 3: H&haviur codes are listed when the term has only one possible behavior (either a /2 or /3). For lustologies which may be

1 either /2 or /3, a behavior code is not listed. Code behavior from pathology.

‘\ Note 4: ,’f‘ypical colon, rectal, and appendiceal carcinomas may exhibit comedo features or differentiation. Comedo describes the
<< _~7 tumor appearance rather than a true histologic subtype/variant of adenocarcmoma. Code to adenocarcinoma 8140.

Column 1 contains specific and NOS histology terms.
* Specific listology terms do not have subtypes/variants
* NOS histology terms do have subtypes/variants.

Column 2 contains synonyms for the specific or NOS term. Synonyms have the same histology code as the specific or NOS term.

Column 3 contains subtypes/variants of the NOS histology. Subtypes/variants do not have the same lustology code as the NOS
term.

_ 2018 Solid Tumor Rules
| ] i
[
P
< A%
" N \
Specific and NOS Term and Code |Syoomy s for Specific or NOS Term Subtypes/Variants
3 S - . ~ > ~
<] td:n:c:r:l:nl_n:_!_llnl-l’]__) ;;ldﬂmtmwf(h R : s 1 Ty —
Note I: See Histology Rules for (wow corded to 8140) E\ Adenoid #stic carcinoun $200 \\
instructions on coling Adenogfecinons in adk rnhn}lm comedo-type carcinomal
adenocarcinoma polyp (now coded 10 8140) \\ d y do N
subtypesvariants arsigina  |Adadcarcnoancarcinous m polpoid  \ 1+ \
pohp (now coded 1o 8140) V| Diffse adenocarcinona/carcinoma 8145y
AFCIOMEA CAFCAONA i serrated adcnn‘n s plastca 5141°3
Nate 2: When the term intestinal Krow coded to B140) edullary adenocarcinoma/'carcinonia 8510 \
; A \ " 1
15 used 10 and mucinous [} 5265
describe a colon primary, o I yuscinous documented as less than 50% of 1 | I 1 \
sinyply moans the appearanceis || musor OR percentage of mucinous \ (] 8480 1
sanular 1o ad sedn i L II [Pucospadermond carcnonn 430 1
the stomach and 15 coded 1o |Adenocarcinoma and signet ring cell 1 8213 1
adenocarcinona NOS 8140 percentage of signet rmg cell carcinoma 1] Signet rg cellipossly cobesive 1
documentad as less than 30% of mmor OR. |I adenocarcinoma/carcnonia 8490 1
percenage of signet rng cell earcnoma : Superficaal spreading adencearcmoemn 5143 1
unknown/not documented H B Tubulopapillary carcineus 9263 1
|Adenocarcinoma/cascinoma in ibular polyp I 1
|\, (now coded to E140) 1L I
H . i P — 1
\polyp (now coded 10 £140) [BEY [}
Aenocarcinouw carcmoma m villous adenoyf | | 1
Yoow coded to £140) 1 \ Il
Adipocarcinonss in any type of polyp 7
Adenpearcinoma, intestnal npe ,’ ‘\ U4
Adendcarcinonas and cribriform carcinong’ \ /
Neage of o less N 4
than 508 of mmor OR. percentage tﬁ/ \ 4
enbnfordarcinons veknownigt N s
documented™s | * S
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2018 Solid Tumor Rules

©

Single Tumor

Note: Collision tumors are counted as two individual tumors for the purpose of determining multiple primaries. Collision tumors
were originally two separate tumors that arose in close proximity. As the tumors increased in size, they merged or overlapped
each other. Use the Multiple Tumors module.

Rule M2  Abstract a single primary’ when there is a single tumor.
Note 1: A single tumor 1s always a single primary.
Note 2: The tumor may overlap onto or extend into adjacent/contiguous site or subsites.
Note 3: The tumeor may have in situ and invasive components.
Note 4: The tumor may have two or more histologic components.

This is the end of instructions for Single Tumaor

2018 Solid Tumor Rules

©

Rule M8 Abstract a single primary! when a subsequent tumer arives at the anastomatic ste AND:
»  The subsequent tumor occurs less than or equal to 24 months after engnal tumor resection OR
# The tumor anses i colon/rectal wall and'or surrounding tissue; there i no involvement of the mucosa OR
* The or clinician an
Note 1: The plysscian may stage the subsequent tuner because the depth of mvasion determines the second course of treatusent.
Nate 2: These umors are a single primary/recurrence. Registrars that collect recurrence information should record the
mfermation = the recurrence fields.

Rule M10  Abstract multiple primaries® when the patisnt has a subsequant rumor after being clinieally disease-free for greater

than one vear after the ongmal diagnosis or last recurrence.

Nore I: Clinically dssease-free means that there was na evidence of recurrence on follow-up.
«  Colonoscopies ase NED
= Seas are NED

Note 2 When there is & recurrence Jess than o equal to one year of disgrosis, the “clock™ starts over, The tume mperval is
cakoubated from the date of last recurrence. In other words, the patient nust have been disease-free for greater tham one
vear from the date of the last recurrence.

Note 3: When the first course of treatment was 1 pabpectomy caly, this rule means there were no recarrences for greater than
one year,

Note d: “"I.ue)n the first course of reatment was a cobectomy or AKF resection, theres were no anastomotic recurrences for
preater than one vear

Note 52 When ot 1 unknown/not documented whether the pateent had a recurrence, default 1o date of diagnosis to coupute the
rime imterval

Note 6: The physacsan nsay state this is a recurrence, meaning the patient had a previous calon namor and now has another colon
ruzmer. Follow the rales; do not anempt to imerpret the physician’s sttement.

10/17/2018
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2018 Solid Tumor Rules

—

Coding Multiple Histologies

. Code lustology when the:
A Exact term is documented OR
B. Histology is described as

* Subtype
* Type
Bl i L
not code the hestology whend
S_The followmg m_gj_llgus(used as a descriptor:
+ irchifectire
+ Differentiation
Nere: Ounly code diff iation when there is a specific code for the NOS with differ son in Table 1 in the Equivalent Terms

and Definitions. D0 and all undates.

Features (of)/with features of

Note: Ounly code features when there is a specific code for the NOS with features in Table 1 in the Equivalent Terms and
Definitions, ICD-O and all updates.

Foci, focus, focal

Major/majority of

Note: Major/majority describes the greater amount of tumor.

Pattern(s)

Predominantly

Nore: Predominantly describes the greater amount of tumor.

Example I: Adenocarcinoma with papillary features is coded 8140/3 (features is ignored).

Example 2: Adenocarcinoma with neuroendocrine differentiation is coded 8574/3 (there is a specific code for adenocarcinoma with

neuroendocrine differentiation).

2018 Solid Tumor Rules

oemmm ==l

B. The follow{uz ambiguous terminalogy i peed a5 o modifier.
» Apparenilic s e ==
Appears
Comparable with
Comgatible with
Consistent with
Favor(z)
Malignant appearag
Most likely
Presumed
Probable
Slnpeﬂ[ed‘
Suspicious (for)
Typical (;
Note I: See R Program Manual and COC Manual i Vs used to
Nove 2: Histology described by ambaguous termunology is coded ONLY when a cage based on
and no other lustology mformanon 15 avalable/documented.

10/17/2018
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2018 Solid Tumor Rules

Single Tumar

Rule H1 Code with
with neureendocrine differsntiation”.
Nare: Do mat use this code when:
= The dingnesis is any subry of i with
. y modifier other thy iation is used, i e i h feansres

8574 when the final dagnoss w exactly “adenocaremoma

Eule H2 Code the specific histology and ignore the polvp when ammoms ariginates ina polvp.
Note I: Thes v a change frou the 2007 MPH rules whicl tras 10 use the codes for 0 a pelyp, such as
adenccarcinoms in a polyp §210,
Nate 2: Sufficret data bas been collected 10:
« Determine the frequency with which carcinomas arise within polyps
« Establish patient care guidelines for individuals with colon polyps
Example: C v wath poly finds muscinows 10 the polyp. Code mmicinous adenocarcincan 480,

Rul: H} Code combmed small cell carcinoma $045 when the final diagnosss 15 sgeall cell carcinoma AND any other carcinoma.
Examples:

+ Small cell carcinoma 8041 and adenocarcinoma 8140
+ Small cell carcinoma $041 and nevroendocring carcinoma $246

Rule H4 <foﬂ Tixed mucinous and ianer T | BPpas follows:
S T e e T T g Bebures — codde ademocarcmona 8140
* Mucmous carcmoma and signet nng cell carcinoma:
o Mucinous carcmoma documented as greater than 50% = code nUCmous carcinoma  $450
o Sipnet ring cell carcinoma documentad as greater than S0% — code signet ring call carcmoma 5490

o Pecentage of ancmous caremoma and symet ring cell carcnonm unknown/nat designated- code
adenocarcinom mixed sublypes $255

2018 Solid Tumor Rules

Rule HS Code adenocarcmoma NOS §140 when the fmal diagnosss is.
+ Two histologies:
oA and
ge of nmcn documented
= Mucinous documented as less than 50% of tumer
o Adenocarrmon and xignet ing cell carcmonz
* Percentage of signet ring unknown/not documented
« Signet ing cell documented as less than 50% of tumor
= Adenocarcinoma in a pelyp OR
Note J: This 15 a change from 2007 MPH rules.
Nate 2 Sufficient data has been collected to determine the frequency with which carcmnomas arise withan polyps as well as
establish patiens care pridelines for mdiaduals with colon polyps.
Exactly adenocarcinoua OR
. type ad inoma OR ad inoma intestinal ype (no modifiers or additional histologic terms)
Note I: Code 8140 adenocarcinoma NOS even if pathology says intestinal fype adepocarcinomn
Note 3: Do pat use code 8144 adenocarcivinm imiestizal ype ia coborectal prinaries. Testnal pe adsmocarciooms 3144 75
used for nmors which occur mtle stonsch, head and neck, and specific GYN sies, lln:alledmmunllnmmu
resembles carcinoma which occurs in the coloe. rectosigmoid or rectum
Nt 3: When a dagooss of nbestina] type adenocarcincn is farther described by & specific terns (such a3 mucinous

mtestinal wcadmﬂcucmunmrwerﬂ imtestinal rype adenocarcinoma), it would be weated as an
witha VP

10/17/2018
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2018 Solid Tumor Rules

Rule H6 [ Code nvasive mucinous adenocarcmoma 5480 when the diagnoss 1s any of e followmg: |
I« Exactly “mucinous adenocarcinoma” (no modifiers) 1

* High-grade pseudomyxoma peritonei 1

| * Invasive pseudomyxoma peritonei :
1*_Malignant pseudomyxoma peritonei

Note 1: Be very careful when determun:g-p;m:r‘-slw almn;t:]]- seudomyxom -p;lt:l]:l e 1n the appendix C181.
However, it can be metastatic disease from sites such as bowel, ovary. or bladder. Code the primary site as designated by
a physician. When the primary site is not designated. code unknown primary C809 and the histology as mucinous
carcmoma 8480.

l,

Note 2: Report the appendiceal nmcinous neoplasm as malignant /3 using the ICD-O matrix principle and the SEER and COC

Manuals when the pathology from the appendrx 1s low-grade mucinous neoplasm (not reportable) AND

® The pseudomyxoma peritonei are high-grade/invasive/malignant OR

o Patient is treated for malignant pseudomyxoma peritonei

Note 3: The following are non-reportable:

* Appendiceal neoplasm with low-grade pseudomyxoma peritonei AND no treatment

* No designation of high- or low-grade for the appendiceal neoplasm AND no treatment for the pseudomyxoma
peritonel

1

l

2018 Solid Tumor Rules

Rule H& T Code e e m asive histology when in situ and invasive histologies are present mﬂx- sane gy —>
Rule H9  Code the subtype/variant when there 15 a NOS and a single subtype/variant of that NOS such as the following:
*  Adenocarcmona Sl-IO nnd a subtypevanant of adenocarcinoma

= Mixed ad 8244 and a subtype/vanant of mixed adenoneurcendocrne carcinona
. docrine 1 5246 and a subtyp, of docrine carcinoma

+ Newroendocrne tumor Grade 1 {G1) $240 and a subtype/vanant of newrcendocnne tumor Grade 1 (G1)

* Sarcoma 8800 and a subtype/vanant of sarcoma

Nore 1: See Table 1 in the Equivalent Terns and Definitions 10 find NOS and subrypes/variaets,

Note 2: Ouly code subtypes variant when patbology gives au exact diaguosic. Do ot code the subtypevariant when modified by
teras snch as differentiation, features of, ste., nnless there m a specific code for the lustology term wath the modifier.

This is the end of instructions for Single Tumor.

10/17/2018
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2018 Solid Tumor Rules

Multiple Tumnors Abstracted as a Singhe Primary

Nove: WMultiple tumors must be a single primary to use this module. See the Multiple Primary Rules to determine whether these tumors are a

single prismary

Rule HI0  Code adenocarcmoma i fanulind adenonmtous polyposts coli (FAP) 8220 when:
& Clinical history says the patient has familial polyposis AND
o The final diagnosis on the pathology report from resection is adenocarcinoma in FAP OR
o There are greater than 100 polyps wlentified in the resacted specimen
Nave I+ Use this ule only when there are multiple polvps. Do not use for a single polyp (adenoma) or for a de nove (frank)
mabgnancy and a nalignancy i a smgle polyp.
Nare 20 Uke this rule ONLY for adenocarcinama in FAP.
Nove #: The disease process, treatment. and prognesis ru‘.. s favorable as a smgle polyp with adenocer cinouss,

Rule HI1  Code adenocarcmoma in nultiple adenomatous polyps 8221 when FAP is not mentionsd AND
» There are at keast 2 polyps with adenocareimoma /2 or /3 AND
o Less than or aqual to 100 polyps are wdentifiad OR
© The exact number of polyps is unknown/not documented
Nare I Do ot wse fus code for a malignancy m 3 single polyp (sdencma) or for a de nove (frank) malignancy.
Note 2: Use this rule ONLY for adenocarcinoma NOS in multiple polyps.

2018 Solid Tumor Rules

Rule HI4  Code the subtvpe/variant when the diagnosis is a NOS and a single subtype/variant of that NOS such as the following:
Adenocarcmoma $140 and a subtype/'variant of adenocaremoma
Mixed adenoneuroendocrme carcinoma 3244 and a subtype/varant of noxed adenoneuwroendocrme carcinoma
Neuroendocrme caremonma 5246 and o subtype/'vanant of peuroendocrine carcmonm
Neuroendocrine tumor Grade 1 {G1) 240 and a subtype/vanant of neuroendocrine tumor Grade 1 (G1)
Sarcomn $500 and a subtype/variant of sarcoms

Vore I All mmors may be mived lustologies (NOS and a subtvpe'vanant of thar NOS) OR one mumor may be a NOS hustology

and the other nmor a subfype/variant of that NOS.

Nore 2: See Table 1 m the Equrvalent Terms and Definnions to find NOS and subtypes/vanams.

Nare 3: Check the Multiple Primary Kules o confirm thar the mmors are 8 smgle promary.

Note £: Only code subtypes/vaniant when pathology gives an exact diagnosis. Do not code the subtype/variant when modified by

terms such as diffs iation, features of, etc., unless there is a specific code for the histology term with the modifier.

-

10/17/2018
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Histology - EDITS

VILY? BECAIISE R "TUS OUQ LATEST SECURITY
THEY CAN... AN SUZEE l EDURE.....

2018 Site Specific Grade

¢ Clinical Grade - the grade of a solid primary tumor before any treatment.
Treatment may include surgical resection, systemic therapy, radiation
therapy, or neoadjuvant therapy. NOTE: All surgical procedures are not
treatment, e.g. TURB and endoscopic biopsies.

e Pathological Grade - the grade of a solid primary tumor that has been
surgically resected and for which no neoadjuvant therapy was
administered. If AJCC pathological staging is being assigned, the tumor
must have met the surgical resection requirements in the AJCC manual.
This may include the grade from the clinical workup, as all information
from diagnosis (clinical staging) through the surgical resection is used for
pathological staging.

e Post-Therapy Grade - the grade of a solid primary tumor that has been
resected following neoadjuvant therapy. If AJCC post-therapy staging is
being assigned, the tumor must have met the surgical resection
requirements for yp in the AJCC manual. Neoadjuvant therapy must meet
guidelines or standards, and not be that given for variable or
unconventional reasons as noted in the AJCC manual.
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2018 Site Specific Grade

There are RULES for using this Manual and Menus

e Your Software will direct you — but cannot think for you.
o This is the GRADE of the PRIMARY TUMOR.

DO NOT ASSIGN Grade from a metastatic site — EVER.

Clinical Grade Must NEVER BE BLANK

Either Pathological or Post-Therapy Grade Must BE BLANK

Either Pathological or Post-Therapy Grade Must BE FILLED

There are NOTES that accompany every single Grade Table.

O O O OO

o

DO ASSIGN the highest grade identified from any type of biopsy (FNA, core,
excisional, incisional) or resection (partial or complete) of the primary
tumor assessed during the clinical time frame

o If there is only one grade available and it cannot be determined if it is
clinical, pathological, or after neo-adjuvant therapy, assign as a clinical
grade and code unknown (9) for pathological grade, and blank for post-
therapy grade.

Grade - NET

Grade ID 07-Clinical Grade Instructions
Schema ID# | Schema ID Name AJCCID | AICC Chapter

00250 NET Stomach 29 Neuroendocrine Tumers of the Stomach

00301 NET Duodenum 30 Neuroendocrine Tumors of the Duodenum and
Ampulla of Vater

00302 NET Ampulla of Vater 30 MNeuroendocrine Tumers of the Duodenum and
Ampulla of Vater

00310 NET Jejunum and lleum 31 Neuroendocrine Tumers of the Jejunum and
lleum

00320 NET Appendix 32 Neuroendocrine Tumors of the Appendix

00330 NET Colon and Rectum 33 Neuroendocrine Tumors of the Colon and
Rectum

00340 NET Pancreas 34 Neuroendocrine Tumors of the Pancreas

Code | Grade Description
1 G1: Mitotic count (per 10 HPF) less than 2 AND
Ki-67 index (%) less than 3
2 | G2: Mitotic count {per 10 HPF) equal 2-20 OR
Ki-67 index (%) equal 3-20
3 G3: Mitotic count (per 10 HPF) greater than 20 OR
Ki-67 index (%) greater than 20
Well differentiated
Moderately differentiated
Poorly differentiated
Undifferentiated, i
Grade cannot be assessed (GX); Unknown

L=R L=l [l [=-] b
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Grade - GIST

Grade ID 11-Clinical Grade Instructions

Schema ID# | Schema ID Name AICCID | AICC Chapter
00430 GIST 43.1 Gastrointestinal Stromal Tumor: Gastric and
Omental

432 Gastrointestinal Stromal Tumor: Small Intestinal,
Esophageal, Colorectal, Mesenteric, and
Peritoneal GIST

Code Grade Description
L Low: 5 or fewer mitoses per 5 square mm
High: Over 5 mitoses per 5 square mm
Well differentiated
Moderately differentiated
Poorly differentiated
Undifferentiated, anaplastic
Grade cannot be assessed; Unknown

Do m| =T

Grade — Colon and Rectum

Grade ID 02-Clinical Grade Instructions
Schema ID# | Schema ID Name AICCID | AJCC Chapter
00111 Oropharynx (pl16-) 111 Oropharynx (pl6-)
00112 Hypopharynx 11.2 Hypopharynx
00150 Cutaneous Squamous Cell 15 Cutaneous Squamous Cell Carcinema of the
Carcinoma of Head and MNeck Head and Neck
00180 Small Intestine 18 Small Intestine
00200 Colon and Rectum 20 Colon and Rectum
00220 Liver 22 Liver
00360 Lung 36 Lung
00370 Pleura 37 Malignant Pleural Mesothelioma
00640 Skin of Eyelid B4 Eyelid Carcinoma
00650 Conjunctiva 65 Conjunctival Carcinoma

Code | Grade Description

1 G1: Well differentiated

G2: Moderately differentiated

G3: Poorly differentiated

G4: Undifferentiated

Grade cannot be assessed (GX); Unknown

=N =8 LN N

10/17/2018
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Grade — Appendix

e

Polyps and Colon Cancer

95-98% of colon cancers - adenocarcinoma

o Most originate in polyps or adenomas — DO NOT CODE POLYPS !!!
o 10% of all adenomas develop into adenocarcinoma

o DO NOT USE 8210, 8260, 8261, 8263, 8264 for C18.0-C20.9

(on a stalk; | Sessile (flat)
Tubulovillous Villous
8263 8261

- - I F
Types of adenoma — still important Tubular
o Tubular
o Villous
o Tubulo-villous

Process takes up to 10 years

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

10/17/2018
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Polyps and Colon Cancer

dysplasia
(pre-cancerous
palyp)
adenomatous polyps:

large

hyper. small
proliferation

DO NOT USE 8210, 8260, 8261, 8263, 8264 for C18.0-C20.9

http://hopkinscoloncancercenter.org

Polyps and Colon Cancer

HYPERPLASTIC
POLYP —NO CA

SMALL
REACTIVE
POLYP

NOT PRE-
CANCEROUS

http://www.pathology.pitt.edu/lectures/gi/colon-a/14.htm

10/17/2018

35



Polyps and Colon Cancer

TUBULAR
ADENOMA

OFTEN BENIGN

>10% MAY
CONTAIN a
NON-INVASIVE
or INVASIVE
CANCER

POLYP
REMOVAL WILL
PREVENT
COLON CANCER

http://www.pathology.pitt.edu/lectures/gi/colon-a/16.htm

Polyps and Colon Cancer

http://hopkinscoloncancercenter.org

10/17/2018
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Polyps and Colon Cancer

SESSILE
VILLOUS and
TUBULO-
VILLOUS
ADENOMA

MORE OFTEN
CONTAIN
INVASIVE
CANCER

POLYP
REMOVAL MAY
NOT REMOVE
ALL CANCER

http://www.pathology.pitt.edu/lectures/gi/colon-a/17.htm

Anatomic Staging — Colon and Rectum

SUMMARY STAGE 2018
GENERAL CODING INSTRUCTIONS
APRIL 2018

i st oy ngusset oy L 000 s bt

Cancer Staging

Manual

1t
Titioy

& Springer
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Comparing SS2018 to TNM — Same Anatomy

Size of Tumor

Wall Extension
Regional Nodes
Distant Nodes
Distant Sites

Some SSDIs

Most SSDIs Not for
Staging but Tumor
Characteristics

1. Lumen
2. Epithelium
3, Lamina propria

4. Lymphoid aggregation

5. Muscularis mucosae

i
¥
AR NE NN NN

10. Muscularis: outer longitudinal layer
9. Myenteric plexus
8 Muscularis: inner circular layer

There is considerably
more to AJCC TNM

SS2018 — mixed stage/limited detail

! © and UICC TNM in
EOD — mixed stage/mod detail/can
convert to mixed stage TNM/SS2018

terms of standard
AJCC TNM — strict rules for clinical,

X Y language and shared
pathological and post-treatment stage A - e
and slightly more detail than EOD/SS X7 definitions — key!

https://www.memorangapp.com/flashcards/29623/Histology+week1/

Simplify Staging Parameters

e Combined Clinical and Pathological for SS2018 Staging

e Clinical (Pre-Tx) Stage is Critical for Rectal, Breast, Liver Cancers
e Primary Tumor Grade Important for NET/GIST

e Typical Colon/Rectal Cancers — Adenocarcinoma, NOS

(in-situ or local) Intramucosal Spread (“T”)

(local) Depth of Invasion into Wall (“T™)

(local or regional) Depth of Invasion thru Wall (“T”)

Number of Lymph Nodes Examined (“N™)

Number of Lymph Nodes Positive (“N”) — (regional) if any + nodes
(regional) Extranodal Tumor Deposits (“N”)

Status of Resection Margins

Lymph-Vascular Invasion (LVI)

(distant) Metastatic Sites (“M”)

O O O O0OO0OO0O OO0 O
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Layers of Colon Wall

ErE?n-uc‘Iusa ----- 3
= 1
— Lamina propria ]MUCOSAl

Epithelium

Gland in
submucosa

http://www.mannisjournals.com.au/images

Intramucosal Colon Cancer

Cololr- HAE ciyptol Intraepithelial
%‘,u:rinanmpﬂa o I_‘ieherkiihn .
o Lt N Carcinoma

Intramucosal
Carcinoma

Invasive Carcinoma (T1)
or Early CR Cancer

Source: http://www.slideshare.net/giaffa/petruzziello

10/17/2018
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“Non-Peritonealized” Surface

0O The serosa acts as barrier for tumors that begin on inside
surface of the colon and invade down into the mucosa and
through the wall of the colon (the serosa).

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

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

0 Non-Peritonealized Surfaces in Colon-Rectum:

o Rectum — no serosa in rectum below peritoneal reflection
o Descending Colon — no serosa covering posterior surfaces
o Ascending Colon — no serosa covering posterior surfaces

“Non-Peritonealized” Surface

median umbilical ligament ~ lateral umbilical ligament
lesser sac

greater omentum

coils of ileum

greater sac

mesentery

inferior vena
cava

aorta

ascending calon descending colon
A

paracolic gutters
left

right

No Serosa Here

Clinical Anatomy for Medical Students, 5th Edition, Richard S. Snell. Little, Brown and Company, 1995.
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Surgical Resection

DEFINITIONS OF COMMON COLORECTAL RESECTIONS

The extent of colorectal resection depends on the location of the tumaor, any underlying condition
(eg, Inflammatory bowel dizease, hereditary syndrome), and the vascular supply to the colorectum.

of are as follows:"

Athrough C lleocecectomy

Athrough F Right hemicelectomy

Athrough G, Hor | Extended right hemicolectomy

E through | Transverse colectomy

G through K Left hemicolactomy

F through | Extended left hemicolectomy
Jthrough K Sigmoid colectomy

Athrough K Total colectomy

| through L Low anterior ion with P
I through M i without P
Athrough M Total proctocolectomy

Adapied and reprinted with permission from Bullard KM and Rothenberger DA, (2005), Colon, Rectum, and Anus. In Brunicard) C (Ed.)
rwarte's Principles of Surgery. Bih Edition, page 1069, McGraw Ml New York, NY,

NCCN Guidelines

Low anterior Resection  High Anterior Resection Sigmoid Colectomy Left Hemicol 1y RightH my

ino-Perineal Resection Total P lectomy ~ Subtotal Colectomy  Total Abdominal Colectomy  Extended Right
Hemicolectomy

ealthcare/care-centers/general-surgery/procedures/colon-resection

10/17/2018
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Lymphatics of Colon / Rectum

Superior mesenteric
artery

Middle colic ~
artery

Right colic |
artery

Inferior mesenteric|
artery

Left colic artery

Superior
rectal artery

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

Lymphatics of Colon / Rectum

Superior mesenteric
artery

Middle colic
artery

Right colic
artery

lleocolic

artery Inferior mesenteric|

artery

Left colic artery

Superior

Internal iliac rectal artery

Modified AJCC Image - The regional lymph nodes of the colon and rectum are colored by anatomic location.

10/17/2018
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2018 SEER Summary Stage —USE IT .

SS2018 and earlier editions may
appear to be a crude anatomic
cancer staging system — it is the
same pie sliced differently is all.

Primary organ Btant

In 38U Stage.

Regional Stages
Localized Stage A. Direct extension
B. To regional lymph nodes
C. Combination of Aand B

Implantation metastases

urce: SEER Summary Stagi

SEER Summary Stage — 2018

e Use All Information — history, clinical, imaging, labs,
biopsy, resection, physician notes — use all info avail.

DIGESTIVE AND HEPATOBILIARY SYSTEMS

—_—’—__—- ----"‘~~,
,BIG—ESTI\'E SYSTEM SITES \\\
1
4

* The ascending colon, me; ng 15 to 20 cm, begins with the cecum, a & to @ cm pouch that arises at
the proximal segment of the right colon at the end of the terminal ileum. It is covered with a visceral
peritoneum (serosa) and measures 15 to 20 cm. The ascending colon ends at the hepatic flexure,
which transitions the ascending colon into the transverse colon, passing just inferior to the liver and
anterior to the duodenum.

* The transverse colon, measuring 18 to 22 cm leng, is completely intraperitoneal and supported on a
mesentery that is attached to the pancreas. Anteriorly the serosa is continuous with the gastrocolic
ligament. The transverse colon ends at the splenic flexure, which transitions into the descending
colon

* The descending colon, measuring 10 to 15 cm long, passes interiorly to the spleen and anterior to
the tail of the pancreas. The posterior aspect lacks serosa and is in direct contact with the
retroperitoneum.

= The sigmoaid coion, measuring 15 to 20 cm long, is completely intraperitoneal with a mesentery that
develops at the medial border of the left psoas major muscle and extends to the rectum. The
transition from the sigmoid colon to the rectum is marked by the fusion of the taenia of the sigmoid
colon to the crcumferential muscle of the rectum.

_ ®  The rectum, measuring 12 to 16 cm, is covered by peritoneum in front and on both sides. _
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SEER Summary Stage — 2018

SUMMARY STAGE 2018 CHAPTERS

The Summary Sage she-specilic chagmers are based on historical staging, Summary Stage 2000 and the AICC 8%

Editian. Same of The AXC B edirian cha P Srage chaprers.
5 Chapter 0D Schems ‘GE'E“_“ AJCC Chapter Name

Adnexs Litering Dsher Adnex Utenne Other L) Ni&

:‘:;;“'“'"’" IO | agrenal Giang 7% Adrensl Cortical Carcnoma

NET) NLT 3| k) Adrensi-Neurgendocrine Tumors
:'L"r‘]“‘“ VHETINRANE | Arulle Vater 7| Amplla af Vetes

Amputa Vater (including i Neurnerdncrine Tumars of the
NET) FET Amgsie of Viser e Ducedernum and Amgnis of Vater
T g R T o W e ey
AR linchuding NET) | Apmoendin 18 | ApwendCarcrama T )

Neurvermlucrine Tumors of the
it (incuding N HET i 3

uc_l E NET) Append iy .
Bllary Ceher o R i i i i
Bladder Bladder ﬁq Urinary Bladder

Bane Bone Appendicular Skeleton 38 Bome

Bane Bone Pebis 38 Bome

Bone Bune Spine 3 |Boe

Brain Eram 7 Brain and Spinal Card

Breast Bresst ag Ureast

Buccal Mucoss 7 Lip and Oral Cavity

N} ‘Cereical Lymph Noges ana ‘Cervical Lymph Nodes and
CENVICAl LiMER Nodes B0E | yinoven Primary Turmor of 6 Unkiiown Brimary Tamors of Head
Unkriown Prinae The Heed arsd Hetk and Neck

Carvin Cervin 52 Cervi Uten

TS w— O i

-~
Calor and Restum 0| Colon amd Recum

Neurcendocnng Tumors of the )
g Fen - R - = !

- ==~
o s
2 APPENDIX S
4 N
\
|' 8000-§700. 8720-8750, 9700-97011
\
’
. Cls1 S
{181 Appendix R
~~~—_ _——”

Note 1: The following sources were used in the development of this chapter

» SEER Extent of Disease 1988: Codes and Coding Instructions (3rd Edition, 1998)
(https://seer.cancer.gov/archive/'manuals'/EOD10Dig 3rd.pdf)

» SEER Summary Staging Manual-2000: Codes and Ceding Instructions
(https://seer.cancer.gov/tools/ssm/)

» Collaborative Stage Data Collection System, version 02.05:
https://cancerstaging. org/cstage/Pages/defanlt. aspx

* Chapter 19 Appendix — Carcinoma, in the AJCC Cancer Staging Manual, Eighth Edition
(2017) published by Springer i Publishing. Used with permi of the
American College of Surgeons. Chicago. Illinois.

»  Chapter 32 Newroendocrine Tumors of the Appendix, in the AJCC Cancer Staging
Mamual, Eighth Edition (2017) published by Springer International Publishing Used with
permission of the American College of Surgeons, Chicago, Illinois.

Note 2: See the following chapters for the listed histologies

_—==="3710.8714, 8300-8934, 8940-9137, 9141-9582: Soft Tam =~
~

K +  80353-8936: GIST

N‘-.r._g‘l_dﬂ Kaposi Sarcoma -

10/17/2018
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~
R

7 N

7 N
| /COLON AND RECTUM %

AY
$000-5700, 8720-8790, S700-5701 |

=
S~

C180, C152-C189. CI199, C209
C180 Cornm

€182 Ascending colon

€183 Hepatic exsae of colon
€184 Transverse calen

C183 Splesic flexnre of calen
€186 Descending coloa

C1$7 Sigmwid colon

) 188 Oreagpung lesicn of colou ,
189 Calon, NOS

c\ Rectosigmoid jeaction l
tmu."iOS /

~
S ———

PLd

.. SEER Summary Stage — 2018

o §

Note §: Ignore intraluminal extension to adjaceat sefWRI(s) of colon/rectum or fo the ileum
Srom the cecnm; code depth of iavasion of extrac

ad as indicated.

Note 6: Tumor that is adherent to other organs or structures, macroscopically, is cor
regional (code 2) or distant (code 7). However, if no rumor is present in the adhesi
microscopically, the classification should be coded to localized (code 1) of reg de )

Note 7 Tumors characterized by involvement of the serosal surface (visceral peritoneum) by
direct extension of perforation in which the rumor cells are continuous with the serosal surface
through inflammation are coded to regional (code 2)

-
Nate 1: m!b‘lmng somrees were nsed in the development of this chapter

-+ SEER Extent of Dhseaw 1988 Codes and Codsng Tustructsons (3nd Edibien, 1998)
(hetps:/iseer eamees goviaschive emmualy EOD1 0y 3rd pdfy

SEER Summary Staging Mamal- J000: Codes and Coding Instructioas

(hetps: //seer camcer govitsals/ssm/)

-0 Stage Data Collection System, verson 02.05

htpe o) asge

+  Chapter ) Calon and Recaum, in the AICC Cancer Staging Marnal, Fighth Fditica
(2017) poblisked by Springer Ibemations] Publishing, Used with permission of the
Amrncan Callepe of Susgroms, Clacago, Whaas

+  Chapter 33 Newroandacring Tumors aftha Calon and Recnan, in the AJCC Cancer
Stagng Mamual, Eighth Edition (2017) published by Springer Intemational Publishing.
Used with permissicn of the American Callege of Surgecas, Chicago, llinsis.

;u.-—_e‘.!.:nﬁ—_ e the Tntedd Tl
L

~~

~,
= BT10-8714, B800-8934, 8940-P137, 9141.9381. Soft Tisue \l

- BEESAEEG GST -
Nea 9140 Kapast Sareama
i
Note 3: Code 0 (behavicr code ) miludes camoer cells confined withun the gladslar basement
(intmaepithetinl), or described a5 i sim

-
-

Note 4: For the following, AFCC Sth edition stages thess as in sim fansars. S52018 stages these
5 localioed (beliavier corde 3)

+ [Iotrammcosal, NOS
= Lamina propra

1 Localized only (localized, NOS)

Confined to colon, rectum, rectosigmoid. NOS
Extension through wall, NOS
Intraluminal extension to colon and/or anal canal/anus (rectum only)

Invasion of

= Intramncosal, NOS

Lamina propria

o Mucosa, NOS

= Muscularis mucosae

o Musculans, NOS

= Muscularis propria

o Submmcosa (superficial invasion)
Non-peritonealized pericolic tissues invaded
Perimuscular tissue invaded
Polyp (head, stalk. NOS)
Subserosal tissue/(subjserosal fat invaded
Transmural, NOS
Wall, NOS

3 Regional lymph node(s) invelved only

+  Allsites
Colic, NOS
Epicolic (adjacent to bowel wall)
Mesenteric, NOS
Mesocolic, NOS
Paracolic
Penicolic
Tumor deposits (TD) in the subserosa, mesentery, mesorectal or
nonperitonealized pericolic or perirectal tissues WITHOUT regional nodal
metastasis
o Regional lymph node(s). NOS
- Lymphnode(s), NOS
Cecum (C180)
o Cecal. NOS
- Anterior cecal (prececal)
- Posterior cecal (retrocecal)
= Colic (right)
o Ileccolic
= Periappendiceal
Ascending colen (C182)
= Colic (middle-right branch, right)
= [lleocolic
Hepatic flexure (C183)
= Colic (middle, right)
o Ileocolic
+  Transverse colon (C184)
o Colic (middle)
Splenic flexure (C185)
o Colic (left, middle)
= Mesenteric (inferior)
Descending colon (C186)
o Colic (left)
o Mesenteric (inferior)

oo w0

o Sigmoid
Sigmoid colon (C187)

Colic (left)

Mesenteric (inferior)

o Rectal (superior) (hemorrhoidal)
Rectosizmoid

e

o

©

SEER Summary Stage — 2018

= Sipmoid (sigmoidal) (sigmoid mesenteric)
= Superior rectal (hemorrhoidal)
+ Rectosigmoid (C199)
o Hemonhoidal (middle, superior)
Mesenteric (infericr)
Mesorectal
Pericolic
Perirectal
Rectal (middle, supesior)
Sipmoid (mesenteric)
+ Rectum (C209)
Hemorrhoidal (middle, supericr)
Thiac (internal) (hypogastric) (cbturator)
Mesenteric (infericr)
Mesorectal
Perirectal
Rectal (infericr)
Sacral, NOS
+ Lateral sacral (laterosacral)
+  Middle sacral (promentorial) (Gerota’s node)
« Presacral
o Sipmoidal (sigmoid mesenteric)

soe0 o000

000 o0o0o0n
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Sublotal Colectomy  Total Abdominal Colectomy  Exlended Right
Hamicolectomy

“Tumor Deposits”
e Definition

o Separate tumor nodules or tumor deposits of malignant cells
in perirectal or pericolic fat with no evidence of lymph node
tissue

e Found in primary lymphatic drainage area

e Other names
o Peri-tumoral deposits, satellite nodules, discontinuous
extramural extension, or malignant tumor foci
* N1c = Specific TNM “N” Code for tumor nodule or
deposit(s) in the subserosa, mesentery, or non-
peritonealized pericolic or perirectal tissues without
regional nodal metastasis.

10/17/2018

46



“Tumor Deposits”

Mesenteric N1c = Tumor

Pericolonic deposit(s) in the
Perirectal subserosa,

mesentery, or
Subserosa P | . )
S e nonperitonealized
AUl Xeelens e pericolic or

:;Iymlzh Nodes perirectal tissues
cgative without regional
Deposits + LNs nodal metastasis.

SEER Summary Stage — 2018

@ ¢ Tramsverse coloa and flexures (C183-C185)

. Useter

= Sigmoid colon (C187)
« Cul de sac (reclouterme pouch)
- Lietes

=+ Rectougmend (C199)
« B

ladder
Colon via sero!
Fallopsan tabe
Ovary
7 Distant site(s)/lymph node(s) involved = Prostate .
+  Skeleanl muscles of pelvic floor
. . « Ueser
«  Distant site(s) (including further Y Vagim
o All sites o Rectam (C209)
= Adrenal (suprarenal) gland = Rladder (for Semales culy)
- Bladder . ?m(«:«fpdm
.+ Cemix
* Displuagm + Periseum, perianal tkin
- Fallopian tube v
= Fistola to skin - Sacenn
= Gallbladder = LUieter
= Other segment(s) of colen via serosa * Lietua
Ovary(ies) ) o Uterus
. Uterns . Dmuté-,:::nmﬂe{s].KOS
s Cecum (C180) +  Iiac (oommen, extemal)
»  Kidney, right + Inferer mesenbens (cecum, avcending colow hepatic fexme. ramsverse
- Liver cloe)
+ Parsacmic
+ Useter right «  Remoperitonesl
+ Supenon mesentenc
: Reclosgmod Bectun

«  Colic (beft) (secmm)
Hemesthaida], inferior (eetosigmeid)
« Ttine (commen, extema)
« Tnernal iliac (bypogastric), NOS (rectosignoid)
« Obharator (rectosigmoid)
+ Rectal. infericr (retosigmid)
+ Superior mesenteric
+  Distant metastasis, NOS
o Carcisomatosis

v Peritoneal surface metastasis (pentoneum)
v Distant metastasis WITH or WITHOUT distant bynaph node(s)

10/17/2018
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Site Specific Data Items

Site-Specific Data ltem [S5D1) Manual
Efecivs win Cames ragrased L1/3518 nd Farward

Pzt Ly 304

T e T T
= rbectamg, T8, RAAZER
Wit Wt o, Compatee f SAATTE

S s S 4 £ Mt 1 1 o e S

©

Appendix 84
Colon and Rectum. 85
CEA Lab Value and Interpr 85
‘CEA Pretreatment Lab Value. 86

CEA Pretreatment Interpretation 88
Circumferential Resection Margin (CRM) 30
KRAS 93
Microsatellite Instability (MS1) 95
Perineural Invasion 97
Tumor Deposits. 99

DR Mgt LACER Sy, & 47508188

32: Neuroendocrine

00320: NET Appendix

Tumors of the Appendix

No $SDIs defined for this Schema ID

T e ]

00330: NET Colon and
Rectum

33: Neuroendocrine
Tumors of the Colon and
Rectum

No $SDIs defined for this Schema ID

National
{‘i;}“tc“r INFORMATIONAL ARSTRACT
Reisn

7 &t b Ditermbming What Teat do fuctude
Assocd

Text Documentation

NO109

i
1
H
i
i
!
H |

+ Dot Lot [T} e w8 et b
eyt Ao S
« ot B 5 ]
A -
e s |
-~ -
e e

eyl =
e — =
e i
s — o

I
!

i 17 ] ERAYE/SCOPES;STANS
et
= ) o P Enampte /5844 £ 4% s
- [ e
B e vt
- e gty . o s vty
— et o ot e o e

s g
ot Fratgs Y ————

T = oty o L, W1
e 2 i e e e

10/17/2018

48



Staging Practice
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Thank you
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