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FLcceSC LMS — CEU Quiz —FCDS IDEA

FLESC

Fundamental Learning
Caollaborative for the Cancer
Surveillance Community

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

o 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

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

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

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

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

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 [ N \_ i
» New Reportable Cancers =\

» 2018 Solid Tumor MP/H Rules — :
» 2018 Hematopoietic MP/H Rules

» Cancer Staging Updates Harmonization &
o SS2018 Interconnectivity with Lots
of Moving Parts

o Grade Coding
o Site-Specific Data Items
o AJCC TNM 8t ed.
o 2018 SEER EOD
+ EDITS v18
* STORE Manual
¢ 2018 FCDS DAM

11/12/2018



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

5
ICD-0-3 Third Edition - 2007 Updates for Selected Solid
[Tumors https://seer.cancer.gov/icd-0-3
ICD-0-3 Third Edition - 2010 Updates for Hematopoietic
and Lymphoid Neoplasms https://seer.cancer.gov/icd-o0-3
2018 Guidelines for ICD-0-3 Histology Code and Behavior
Update https://seer.cancer.gov/icd-o-3,
2018 Solid Tumor MP/H Coding Rules https://seer.cancer.gov/tools/solidtumor,
2018 Hematopoietic Database & MPH Rules —web-based
version only http://seer.cancer.gov/seertoals/hemelymph,
2018 SEER*Rx — current web version http://seer.cancer.gov/seertoals/seerrx
2018 Grade Coding Manual, Instructions and Tables https://apps.naaccr.org/ssdiflist,
2018 Summary Stage Manual http://seer.cancer.gov/tools/ssm
|AJCC Cancer Staging Manual, 8th ed. http://www.springer.com/medicine

https://cancerstaging.org/references-
tools/deskreferences/Pages/3EUpdates.aspx#Histology,

IAJCC Cancer Staging Manual, 8th ed. —errata & breast
chapter replacement

Topography
https://cancerstaging.org/references-
IAJCC Histology and Topography Code Supplement tools/deskreferences/Pages/8EUpdates.aspx#Histology,
Topography
2018 Site-Specific Data ltems Manual https://apps.naaccr.org/ssdi/list,
2018 Site/Type Validation Table from SEER https://seer.cancer.gov/icd-0-3
CoC STORE Manual - STandards for Oncology Registry https://www.facs.org/quality-
Entry programs/cancer/ncdb/registrymanuals/cocmanuals
[SEER*SINQ - Inquiry System https://seer.cancer.gov/seerinquiry/index.php
Coc Canswer - Inquiry System http://cancerbulletin.facs.org/forums
Your State EDITS Metafile —current version https://feds.med.miami.eduf/inc/downloads.shtml

Presentation Outline

» Introduction to Neoplasms of the Breast

+ Anatomy of the Breast
+ 2018 ICD-0O-3 — Breast The %

+ 2018 MP/H Rules — Breast Breast Cancer
+ Bio-Molecular & Multi-Gene Testing Checklist

The Only Guide for What to Do Before,
During, and After Breast Cancer Surgery,

+ 2018 Anatomic Staging — Breast Chemotherapy, and Raiaton
- SS2018 — Breast
. AJCC TNM - Breast
- 2018 SSDI Highlights — Breast
+ Text Documentation Fern Reiss

» Practice Cases - Pending
+ Questions
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Presentation Outline

- What we will not be discussing in detail today

- Risk Factors P
. Signs & Symptoms @ o

- Screening Guidelines ?:’ :
- Full Details of Breast MP/H Rules

- Every Histologic Type of Breast Cancer

- AJCC TNM Detailed Instructions and Rules
- SS2018 Detailed Instructions and Rules

- Every Single SSDI for Breast — too numerous
- NCCN or Other Treatment Guidelines

Introduction

Figure 3. Leading Sites of New Cancer Cases and Deaths - 2018 Estimates
Male e female
rostate 164,690 19% -~ Breast 266,120 30% T,
. Ldyg & bronchus 121,680 14% T Cmmprarbroneh 133 -3
g &rectum 75,610 9% Colon & rectum 64,640 %
3 62,380 % Uterine corpus 63,230 T
z Melanomg of the skin 55,150 6% Thyroid 40,900 5%
z Kidney & rapal pelvis 42,680 5% Melanoma of the skin 36,120 2%
H Non-Hedgkiklymphoma 41,730 5% Non-Hodgkin lymphoma 32,950 4%
2 Oral cavity & pharynx 37,160 4% Pancreas 26,240 3%
£ Leukemia 35,030 4% Leukemia 25,270 3%
= Liver & intrahepatibile duct 30,610 4% Kidney & renal pelvis 22,660 3%
Allsites 856,370 100% Allsites 878,980  100%
Female
Lung & bronchus 26% _ lungah 25%__
Prostate 9% " Breast 40920  14% "3
e Colon & rectum . 8% “TCawmneT ;5 3%
z Pancreas | 7% Pancreas 21,310 T
a Liver & intrahepatic bile duct \ 6% Ovary 14,070 5%
3 Leukemia 3 Uterine corpus 11,350 4%
] Esophagus 8 o Leukemia 10,100 4%
E Urinary bladder X Liver & intrahepatic bile duct 9,660 3%
i Non-Hodgkin lymphoma . Non-Hodgkin lymphoma 8,400 3%
Kidney & renal pelvis ! Brain & other nervous system 7,340 3%
All sites 323,630 100 Allsites 286,010 100%
Estimates are rounded to the nearest 10, and cases exclude basal cell and squamous cell skin cancers and in situ carcinoma except urinary bladder. Ranking is based on
madeled projections and may differ from the most recent observed data,
©2018, American Cancer Saciety, Inc., Surveillance Research

2018 ACS Cancer Facts & Figures
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Introduction

Figure 3. Female Breast Cancer Incidence Rates by
Subtype and Race/Ethnicity, 2010-2014, US
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HR = hormone receptor, HER2 = human epidermal growth factor receptor 2.

Note: Rates are age adjusted to the 2000 US standard population
Source: NAACCR, 2017,

©2017, American Cancer Society, Inc., Surveillance Research

U.S. 2018 New Cases = 330,080

U.S.

266,120 invasive cancers
63,960 in-situ cancers
* 85% DCIS
* 15% LCIS
2018 Deaths = 44,400

Table 1. Estimated New Female Breast Cancer Cases
and Deaths by Age, US, 2017

In Situ Cases Invasive Cases Deaths

Age Number %  Number %  Number %
<40 1610 3% 11,160 4% 990 2%
40-49 12,440  20% 36920 15% 3,480 9%
50-59 17,680  28% 58,620 23% 7590  19%
60-69 17,550  28% 68070 27% 9420 23%
70-79 10370  16% 47860 19% 8220 20%
80+ 3,760 6% 30,080 12% 10910  27%
Allages 63,410 252,710 40,610

Estimates are rounded to the nearest 10, Percentages may not sum to 100

due to rounding.

©2017, American Cancer Society, Inc., Surveillance Research

2017-2018 ACS Breast Cancer Facts & Figures

BREAST CANCER IN WOMEN:
KNOW THE SUBTYPE

It's important for guiding treatment and predicting survival

KNOW THE SCIENCE )

> aka Luminal A

HR-/HER2-

13% of all breast cancer cases
. rognosis

t rate of this subtype at

HR+/HER2+

10% of all breast cancer cases

» Little geographic variation by state

5% of all breast cancer cases

« Lowest rates for all races and ethnicities

www.cancer.gov

urce: www.cancer.gov

HR+/HER?2-

73% of all breast cancer cases

« Best progaosis

« Most common subtype f tace, age, and povery level
* e and oy

> aka “Triple Negative”

> aka "Luminal B

> aka "HER2-enriched”

Introduction

Most breast cancers are ductal type!
Subtype & Combinations Over-Use
Two main breast cancer histologies:

Ductal Carcinoma starts in the ducts that
move milk from the lobules to the nipple.

Lobular

Carcinoma starts in parts of the

breast called lobules which produce milk.

Hormone ER/PR & HER2 = Key

Most cases now code histology:

Lobular Carcinoma In Situ (LCIS)

Ductal Carcinoma In Situ (DCIS)
Invasive Lobular Carcinoma

Invasive Ductal Carcinoma
Mixed Ductal and Lobular Carcinoma
Mixed In situ and Invasive Cancers

e LCISis Required to Report to FCDS

http://www.ncbi.nlm.nih.gov/pubmedhealth

11/12/2018
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Introduction

Figure 11. Female Breast Cancer Treatment Patterns (%), by Stage, 2013, US
00— 28 4
@ BCSalone
a0
@ ECG4RT
@ B+ AT + chema
@ B+ chemo
g @ Masiectomy 3ane
3 21 @ Masteciomy + AT
s @ Masiactomy + chemo
13 Mastzciomy + AT + chemp
AT andior chamo
7 77
rl 4, No surgery, R, or chemo
12 2 2 2 2 2 1
L L —
Stages | and Il Stage Il Stage IV
BCS = breast-conserving surgery; RT = radiation therapy; chemo = chemotherapy and includes targeted therapy and immunctherapy drugs.
Source: National Cancer Data Base, 2013.
American Cancer Society, Inc., Surveillance Research, 2017

Anatomy of the Breast

Chest wall

Pectoralis muscles

Lobules

Nipple /

surface

Areola
duct

Fatty tissue

Source: SEER Training Modules B 8 4 reastcancer
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Anatomy of the Breast

Quadrants of the Breast
"Clock" Positions, Quadrants and ICD-O Codes of the Breast
o508 508
cs04 c80.2 cs0.2 cs0.4
upper (superior) upper (superior) upper (superior) upper (superior)
outer (ateral) inner (medial) inner (medial) outer (ateral)
1200 12:00
1100, pr 100, S0
10:00, 2:00 10:00, 00
> nipple £ ™ nipple s
c! c:
£50.89.00 O 300 C508  C50.89.00 @ 3,00 C50.8
. cemap@tion 2 o
8:00 (subargolar) 400 ao0 WG 0
;0 oot Y A
700 5:00 7:00 5:00
600 500
505 503 cs03 505
louer (inferior) lower (inferior) Jowsr (nféio) lower (nferior)
outer (ateral) s inner (medial) inner (medial) e outer (lateral)
RIGHT BREAST LEFT BREAST
Note: C50.6 is the code for axillary tail or tail of breast.

Source: SEER

aining Modules

Anatomy of the Breast

INVASIVE BREAST CANCER CASES:

PERCENTAGE DISTRIBUTION BY ANATOMICAL SITE

BREAST, OVERLAPPING
& UNSPECIFIED

UPPER-INNER

OF BREAST

UPPER-OUTER
‘QUADRANT
OF BREAST

LOWER-OUTER
‘QUADRANT é
OF BREAST

NIPPLE &
areoa 1% @

LET'S BEAT CANCER SOONER
crukorglcancersiats

IN-SITU BREAST CARCINOMA CASES:
PERCENTAGE DISTRIBUTION BY ANATOMICAL SITE

INTRADUCTAL

BREAST,
OVERLAPPING
& UNSPECIFIED
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Anatomy of the Breast

Figure 7. Trends in Female Breast Cancer Incidence
Rates by Tumor Size, 1992-2014, US
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Note: Rates are age adjusted to the 2000 US standard population and adjusted
for reporting delays.

Source: 13 SEER Registries, National Cancer Institute, 2017,
American Cancer Society, Inc,, Surveillance Research, 2017

Lymphatics of the Breast

1. Lateral axillary nodes
2, 3. Pectoral nodes

4. Subscrapular nodes
5. Central axillary nodes
6. Infractavicular nodes
7. Parastemal nodes

8. Supraclavicular nodes

esex University Hospital — London - Breast Surgical Services — NHS Trust
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Lymphatics of the Breast

L A blue dye in lumpectomy site
- J—

B axillary lymph nodes: levels I

C axillary lymph nodes: levels II
D axillary lymph nodes: levels I1I
E large lymphatic channels

F small lymphatic channels

G sentinel lymph nodes taking up dye

http://www.breastcancer.org

Lymphatics of the Breast

« Isolated Tumor Cells (ITCs) - very small deposits of tumor cells,
no larger than 0.2 mm or no more than 200 cells, found in
sentinel lymph node(s).

o Presence of ITCs is NOT considered positive lymph node(s)
o Usually identified using immunohistochemistry test on SLN
= Cytokeratin Antigen Test or CK Test
= Epithelial Membrane Antigen or EMA Test

* Micrometastasis - tumor deposits greater than 0.2mm but not
greater than 2.0mm in largest dimension.

« Macrometastasis - resected lymph nodes greater than 2.0mm in
largest dimension OR any clinically positive lymph nodes

* Macrometastasis — any nodal metastases detected by FNA or
core biopsy regardless of the size of the tumor focus
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Distant Metastasis

Stage IV Cancer

Tumor can be of any size

Multiple
lymph node
metastasis

http://mediconweb.com/cancer/recurrent-and-metastatic-breast-cancer/

Distant Metastasis

= Chest Wall
Rlb S Primary hm:r
= Intercostal muscle :R_"\:, "y
Serratus anterior muscle TR
«  Pectoral muscle is NOT chest wall invasion N
= Lymph Nodes ’

Metostass %
Contralateral axillary lymph nodes — yo B
&

= Contralateral internal mammary or D biito
Supraclavicular lymph nodes yowy < el
- Cervical lymph nodes ‘Ts‘_ ™Y
Distant Metastasis
Bone
- Lung
Brain
= Liver

= Disseminated tumor cells (DTCs) —Bone Marrow
Circulating tumor cells (CTCs) — Blood Stream

Source: http://www.scripps.edu/felding/images/metastasis.jpg
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Diagnostic Workup

» Mammography
» Other Breast Imaging
» Confirmation of Disease
o Core Biopsy or FNA of primary tumor
o Excisional Biopsy of primary tumor
o Lumpectomy or Mastectomy
» Lymph Node Assessment
o Core Biopsy or FNA of Lymph Node
o Sentinel Lymph Node Biopsy
o Sentinel Lymph Node Removal
o Axillary Node Dissection
« ER/PR/HER2
» 21-Gene Recurrence Score Assay
» Metastatic Workup as Indicated

Breast Imaging - Screening vs. Diagnostic

- Screening — looking for cancer before a person has any
symptoms to find cancer at early/treatable stage

- Risks of Screening — False Negative, False Positive, Radiation
Exposure, Anxiety, Pain, Discomfort, Screening may not alter
patient outcomes (survival and/or mortality)

- Diagnostic — patient already had one or more screening
procedure(s) or has obvious clinical evidence of cancer
(palpable tumor mass or palpable nodes) and is now being
seen to confirm the diagnosis using image-guided FNA,
stereotactic core biopsy, tissue biopsy, excisional biopsy, etc.

11/12/2018
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Understanding Results of Breast Imaging

- Breast Imaging Reporting and Database System (BI-RADS)

- BI-RADS® serves as a classification system for mammography,
ultrasound, and magnetic resonance imaging (MRI) of the breast.

- BI-RADS® serves as a comprehensive guide providing standardized
breast imaging terminology, report organization and assessment
structure by category

« BI-RADS® is a quality assurance guide designed to standardize
breast imaging reporting and facilitate outcome monitoring.

Source: American College of Radiology (ACR)

Understanding Results of Breast Imaging

TABLE 4: BI-RAD classification of mammographic lesions

BI-RAD Probability of
class Description malignancy (%) Follow-up
o Needs additional Diagnostic mammogram,
evaluation ultrasonographic image
1 Normal mammogram 4] Yearly screening
2 Benign lesion o] Yearly screening
3 Prabably benign lesion <2 Short interval follow-up
42 Suspicious for malignancy 20 Biopsy
i [
5 ngr.ﬂy suspicious for 90 Biopsy
malignancy
6 Biopsy-proven malignancy 100 Treatment

BI-RAD = Breast Imaging Reporting Data System
*The ACR recommends that each site be divided into three subcategories: 4A, low suspicion; 4B, intermediate
suspicion; and 4C, moderate concern but not classic for malignancy.

Source: American College of Radiology (ACR)

11/12/2018
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Latest News Breast Cancer Research

* New Lab Tests — Tests for Circulating Tumor Cells

* New Imaging — Scintimammography — molecular breast
imaging using radioactive tracer

» Oncoplastic Surgery — breast conserving and
reconstruction (single/bilateral) of breast

« Triple-Negative Breast Cancer

» Targeted Therapies with PARP Inhibitors

ICD-0-3 Updates - 2018

https://seer.cancer.gov/icd-o-3/

NATIONAL CANCER INSTITUTE
Surveillance, Epidemiclogy. and End Results Program Search SEER

AHome - Registrars - Reporting Guidelines

ICD-0-3 Coding Materials

SEER ICD-0-3 Coding Materials

-

-

- -
Reporting Guidelines ICD-0-3 Guidelines
- . _The revised 2018 Guidelinesfor ICD-0-3 Histology C
Casefinding Lists * ™ uvmilale on the NAACCR website, The update inclu
-~
SEER Coding Manual (B v formata POF
Hematopoletic Project + 160-0-5. o biphly
important coding information related ta the 2018 update,
cp-o3codingMaterials e —————————
ICD-0-3SEEH Site/Histology Validation List [k, ~=~=w_
Solid Tumor Manual - S~
# This st type list s provided in both PDF and Excel formats: ~.
Historical Stagingand Coding £ )
Manuals ‘\~ - €003 it i i ist (03/26/2018): POF (DF, 658 Kb) or Excel (115, 1.3 MB) R4

Sl fo
Grade Coding Instructions 2014

Note: The Site/Histology List is not intended to be used for case finding o to determine reportability.

11/12/2018
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ICD-0O-3 Coding Resources

¢ ICD-O-3 Manual — use your current manual
¢ ICD-0O-3 Errata & 2011 Updates
o http://www.who.int/classifications/icd /updates/icdo3updates/en/
¢ ICD-0-3 Updates for 2018
o https://seer.cancer.gov/icd-0-3/ 0
¢ 2018 Solid Tumor MP/H Rules
o https://seer.cancer.gov/tools/solidtumor
* Hematopoietic Database On Line
o https://seer.cancer.gov/seertools/hemelymph/
¢ 2018 Site-Specific Grade Instructions
o https://www.naaccr.org/SSDI/Grade-Manual.pdf
» 2018 SEER Site/Type Validation List
o https://seer.cancer.gov/icd-0-3/

ICD-0-3 Updates - Breast

2018 ICD-0-3 New Codes, Behaviors, and Terms-Updated 4/20/18
| Histology| ~ | Be = | label [~]
8041 3 Neuroendocrine carcinoma, poorly differentiated (C50._)
8246 3 Neurcendocrine tumor, well differentiated (C50._)
8500 2 Mammary carcinoma, in situ (C50._)
8500 2 Nen-invasive mammary carcinoma (C50._)
“ 8500 3 Invasive carcinoma of no special type (C50._)

8500 3 Invasive carcinoma, NST (C50._)
8500 3 Invasive mammary carcinoma (C50._)
8503 2 Intraductzl papilloma with ductal carcinoma in situ ({C50._)
8504 2 Encapsulated papillary carcinoma C50._)
8504 3 Encapsulated papillary carcinoma with invasion (C50._)

" 8507 3 Invasive micropapillary carcinoma (C50._)
8509 2 Solid papillary carcinoma in situ (C50._)
8509 3 Solid papillary carcinoma with invasion [C50._)
8519 2 Pleomorphic lobular carcinoma in situ (C50._)
8520 2 Intraductal papilloma with lobular carcinoma in situ (C50._)

8520 3 Invasive lobular carcinoma, alveolar type (C50._)

8520 3 Invasive lobular carcinoma, solid type (C50._)
“ 8520 3 Invasive lobular carcinoma, tubulolobular variant (C50._)

8520 3 Pleomorphic lobular carcinoma (C50._)

8520 3 Invasive lobular carcinoma (C50._)

8520 3 Tubulolobular carcinema (C50._)

11/12/2018
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http://www.who.int/classifications/icd/updates/icd03updates/en/
https://seer.cancer.gov/icd-o-3/
https://seer.cancer.gov/tools/solidtumor
https://seer.cancer.gov/seertools/hemelymph/
https://www.naaccr.org/SSDI/Grade-Manual.pdf
https://seer.cancer.gov/icd-o-3/

ICD-0O-3 Site/Histology Validation

https://seer.cancer.gov/icd-0-3/

Still has old histology codes now invalid - CAUTION

site recode [~THistolo~ | Histology [ ] Histology/Behavior [=IHistology/Behavior ipti -
)| €500-C506,C508-C509 ) SIGNET RING CELL CARCINON 3450/3 Signet ring cell carcinoma
| C500-C506,C508-C509 "8s0 DUCT CARCINOMA 8500/2 Intraductal carcinoma, noninfiltrating, NOS
1 €500-C506, C508-C509 "8s0 DUCT CARCINOMA 8500/3 Invasive carcinoma of no special type
}|C500-C506,C508-C509 "ss0 DUCT CARCINOMA 8501/2 Comedocarcinama, non-infiltrating
1| C500-C506,C508-C509 850 DUCT CARCINOMA 8501/3 Comedocarcinoma, NOS
| C500-C506,C508-C509 850 DUCT CARCINOMA 8502/3 Secretory carcinoma of breast
3| C500-C506,C508-C509 "8s0 DUCT CARCINOMA 8503/2 il papillary
7] €500-C508,C508-C509 "8s0 DUCT CARCINOMA 2503/3 Intraductal papillary adenocarcinoma with invasion|
3| C500-C506,C508-C509 "8s0 DUCT CARCINOMA 8504/2 Noninfiltrating intracystic carcinoma
)| C500-C506, C508-C509 "8s0 DUCT CARCINOMA 8504/3 Intracystic carcinoma, NOS
) C500-C506,C508-C509 "8s0 DUCT CARCINOMA #507/2 Intraductal micropapillary carcinoma
| C500-C506,C508-C509 "8s0 DUCT CARCINOMA 8507/3 Invasive micropapillary carcinoma
1/ C500-C506,C508-C509 850 DUCT CARCINOMA 8508/3 Cystichypersecretory carcinoma
3| C500-C506,C508-C509 "8s0 DUCT CARCINOMA 8509/2 Solid papillary carcinoma in situ
1| €500-C508,C508-C509 "8s0 DUCT CARCINOMA 2509/3 Solid papillary carcinoma with invasion
| C500-C506,C508-C509 ‘851 MEDULLARY CARCINOMA, NC8510/3 Medullary carcinoma, NOS
3| C500-C506, C508-C509 851 MEDULLARY CARCINOMA, NC8512/3 Medullary carcinoma with lymphoid stroma
7/C500-C506,C508-C509 “es1 MEDULLARY CARCINOMA, N(8513/3 Atypical medullary carcinoma
3| C500-C506,C508-C509 851 MEDULLARY CARCINOMA, NC8514/3 Duct carcinoma, desmoplastic type
3 C500-C506,C508-C509 “Es1 MEDULLARY CARCINOMA,  8519/2 Pleomorphic lobular carcinoma in situ
)| C500-C506,C508-C509 852 LOBULAR AND OTHER DUCTA 8520/2 Lobular carcinoma in situ
1| cs00-C308,C508-C509 852 LOBULAR AND OTHER DUCTA £520/3 Lobular carcinoma, NOS
2 C500-C506,C508-C509 ‘852 LOBULAR AND OTHER DUCTA 8521/3 Infiltrating ductular carcinoma
| C500-C506, C508-C509 852 LOBULAR AND OTHER DUCTA 8522/2 Intraductal and lobular in situ carcinoma
1| C500-C506,C508-C509 852 LOBULAR AND OTHER DUCTA 8522/3 Infiltrating duct and lobular carcinoma

ICD-0-3 Updates - Breast

Specific and NOS/NST Terms and Code

Synonyms

Subtypes/Variants

Apocrine carcinoma 8401

Note: This is a diagnosis that is EXACTLY apocrine
carcinoma. net a carcinoma NST with apocrine
features. differentiation, or type.

Carcinoma NST 8500

3 pages of
synonyms

Carcinoma of no special type
(ductal/NST)
Carcinoma/carcinoma NST with
choriocarcinomatous features \
Carcinoma/carcinoma NST with 1
cribriform features
Carcinoma/carcinoma NST with
melanotic features
Carcinoma/carcinoma NST with signet
ring differentiation
DCIS 8500/2
Duct/ductal carcinoma
Duct/ductal carcinoma in situ 8500/2
Duct/ductal carcinoma NOS
Duct/ductal careinoma NST (no
special type)
Duct/ductal carcinoma with apocrine
features
Duct/ductal carcinoma with apocrine
metaplasia
Duct/ductal carcinoma with lobular,
“features
Duct/ductal caremoma with
micropa; features

Carcinoma with osteoclastic-
like stromal giant cells 8035
Cribriform carcinoma 8201/3
Pleomorphic carcinoma §022/3

11/12/2018
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ICD-0O-3 Updates - Breast

. ) ulsmlo’gy Combination 'i's('m
Required Histology Terms and'Code
CIS/duct carcinoma/carcinoma NST 8500 Im -asive carcinoma NST/ducl .
4 . I'careinoma and invasive lobular
AND /| caremnoma 8522/3

Note 1: CAP uses the term Invasive
carcinoma with ductal and lobular
features (“mixed type carcinoma”)
Nore 2: Carcinoma NST includes
carcinoma with osteoclastic-like
stromal giant cells 8035/3.

Lobular carcinoma 8520

Note 1: Both histologies, duct and lobular must have the same behavior code.
: 8522 1s used when:

Note 2 !
«  Both DCIS/duct carcinoma/carcinoma NST AND lobular carcinoma are present in a single |
tumar OR 1

s DCIS/duct carcinoma/carcinoma NST is present in at least one tumor and lobular is present in

at least one tumor in the same breast
Example: One tomor with invasive duct CA in LOQ RT breast: second tumer with invasive
Iobular in UOQ RT breast a
Note 3: Do not use 8522 when the diagnosis is carcinoma NST/duct carcinoma with lobular Nate: The lobular carcmoma
differentiation. The diagnosis MUST be invasive carcinoma NST/duct and invasive lobular \ meludes pleomorphuc lobulag

DCIS and in situ lobular
carcinoma 8522/2

carcinoma See Histologv Rules for instructions on coding differenti , carcinoma in situ 8519/2.
Invasive duct carcinoma/carcinoma NST OR Invasive carcinoma NST/duct carcinoma Carcmoma NST/duct mixed wi nly‘

subtypes/variants olher types of carcinoma 8‘23}!-

AND

Anv invasive histology in Table 3 with exception of
+ Lobular carcinoma (and subtypes/variants) 8520/3
+ DPaget disease 8540/3
Note 1: See Table 3 for carcinoma NST/duct carcinoma subtypes/variants

ote 2: Do not use combination code for duct with lobular differentiation.
Note 3: Lobular subtypes/variants are excluded because they have the same code as lobular 8520.

Grade Coding Manual

SITE SPECIFIC DATA ITEMS (SSDI)/ GRADE

Home | Schemalist

Data Last Updated: May 9, 2018 (¥

CANCER SCHEMA LIST

7) RESOURCES
Dispiaying 118 Schemas

® Standard Search ) Site/Hist Search

Comments or suggestions conceming the SSDI's are weicome
and can be posted af the American College of Strgeorns
CAnswer Forum.
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Grade Coding Manual — Schema ID

Grade Coding Instructions and Tables

Effective with Cases Diagnosed 1/1/2018 and Forward

~

S

Published April 2018

https://www.naaccr.org/SSDI/Grade-Manual.pdf?v=1528898095

2018 Grade - Breast

¢ 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.

« 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.

* Post-Therapy Grade - the grade of a solid primary tumor that has been
resected followinﬁ 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.

17



2018 Grade - Breast

Grade 12

Grade ID 12-Clinical Grade Instructions

Schema ID# | Schema ID Name AICCID | AICC Chapter
481 Breast: DCIS and Paget
482 Breast- Invasive Breast Cancers

00480 Breast

MNote 8: If you are assigning an AJCC 8™ edition stage group
= Grade is required to assign stage group
= Codes A-D are treated as an unknown grade when assigning AJCC stage group
= An unknown grade may result in an unknown stage group

Code | Grage Deseription———"""" """ T T T T T T T T T T T T T T e e e
’,—'_l’ G1: Low combined histologic grade (favorable), SBR score of 3-5 points T~
M2 G2: Intermediate combined histologic grade (moderately favorable); SBR score of 6-7 points »/
3 -"Gﬁ-:High,r_qnlbined histologic grade (unfavorable); SBR score of 8-9 |J_oin_t;_.._—-—"
L | Muclear Grade | (Low) {in situ only] TTTTmTTTTTT
M Nuclear Grade |l {interMediate] (in situ only)
H Nuclear Grade [IL (High) (in situ only)
_# =7 Well differentiated TS~
(B Moderately differentiated D
“h_c | Poorly differentiated d
D™ ~[ndifferentiated, anaplastic . —--—~"
9 Grade cannot be assessed (GX); Unknown

Site/Histo = AJCC Schema + Schema ID

Behavior

C500-C506. | 8201, 8500-8501, 8503-8504, 8507, 8543 (’ 2 181 Preast DCIS

576-8700, 9700-9

<Any XX
value>

Name
e “CR #3
Schema ID ¢ 00480 ) NAACCR #3800
\~————‘,
XX NAACCR #995

AICC ID

11/12/2018
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2018 Solid Tumor MP/H Rules

Published June 2018 — but still had MAJOR changes in
October 2018 — be sure you have the correct set of rules

Solid Tumor Rules 328
pages

Effective with Cases Diagnosed 1/1/2018 and Forward

Editors: Lois Dickie, CTR, NCI SEER
Carol Hahn Johnson, BS, CTR (Retired), Consultant
Suzanne Adams, BS, CTR (IMS, Inc.)
Serban Negoita, MD, PhD, CTR, NCI SEER

Suggested citation:  Dickie L., Johnson, CH., Adams, S., Negoita, S. (June 2018). Solid Tumor Rules. National Cancer
Institute, Rockville, MD 20850.

General Instructions

e TEXT ONLY RULES INCLUDE:
o General Instructions PLUS
o 10 Sets of Solid Tumor MP/H Rules
o Each Module includes Multiple Sections (Notes/Site/MP/Histology)

» Code subtypes/variants when definitively described (no
modifiers)

¢ Do Not Use Ambiguous Terminology to Code Histology

* Ambiguous terminology is used to determine “case reportability”

¢ Ambiguous terminology is not to be used to determine histology

* Ambiguous terminology such as “with features of”, etc. are no
longer used to determine a subtype OR to determine which
histology should be coded. See the following histology rules for
instructions on coding multiple histologies.

¢ Use the Histology (H) Rules to determine when to use or not use
any ambiguous terminology when an ambiguous term is used to
describe a histologic type — sometimes you use the ambiguous
term to code a subtype or variant or mixed histology -- and
sometimes you do not.

11/12/2018
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General Instructions

» Introduction

» Changes from 2007 MPH Rules @
¢ Definitions

« Equivalent or Equal Terms
» Terms that are NOT Equivalent or Equal
» Table and Instructions for Coding Primary Site

« Table: Specific Histologies, NOS and Subtypes
Variants

» Table: Combination/Mixed Histology Codes
» Table: Histologies Not Reportable for This Site
¢ Illustrations

* Multiple Primary Rule @

» Histology Coding Ruls

General Instructions

‘ How to Use the Solid Tumor Rules

Note: The rules do not apply to & ic primaries (lymphoma and leukemia) of any site. Use the Hematopoietic & Lymphoid

Neoplasm Coding Manual and Database for histologies M9590-M9992.

* Non-Malignant CNS + Kidney
* Breast « Lung
e Colon *  Urmary sites
. Use the following site-specific rules for tumors diagnosed 1/1/2007 through 12/31/2018:
+ Malignant melanoma of the skin (not updated for 2018)

&

‘ 1. Use the following site-specific rules for tumors diagnosed 1/1/2018 and forward:
* Malignant CNS and Peripheral Nerves * Head and neck

« Other Sites (not updated for 2018) for solid tumors which occur in primary sites not covered by the site-specific rules.
. 2007 MPH Rules and 2018 Solid Tumor Rules are used based on date of diagnosis
* Tumors diagnosed 01/01/2007 through 12/31/2017: Use 2007 MPH Rules
+ Tumors diagnosed 01/01/2018 and later: Use 2018 Solid Tumor Rules
+ An original tumor diagnosed before 1/1/2018 and a subsequent tumor diagnosed 1/1/2018 or later in the same primary
site: Use the 2018 Solid Tumor Rules
. The Solid Tumor Rules are not used to determine case reportability, stage, or tumor grade.
. Other staging systems are not used to determine the number of primaries or histology.
. Use rules in the following order
A. General Instructions
B. Equivalent Terms and Definitions
C. Multiple Primary rules
D. Histology rules

w

-

!

--~Rules are in hierarchical order within each module. Use the first rule that applies and

STOP

7
8. Notes and-examplesare mcluded with some of the rules to highlight key points or to add clarity to the rales:
9

11/12/2018
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General Instructions

How to Use the Histology Rules

Note 1: Do not use these rules to determine case reportability
Note 2 First use the Multiple Primary Rules to determine whether this is a single primary or nultiple primaries. Determine the
histology for each case.

1. Rules are divided into two sections: Single Tumor and Multiple Tumors Abstracted as a Single Primary
A Each section is a complete set of rules.
B. Within each section, the rules are hierarchical. Use the first rule that applies and STOP. Do not continue through the rules
2. Code the histology diagnosis prior to neoadjuyant therapy. therapy can change the gical profile of the fumor.
3. A list of terms which can-benséddnd terms which cannot be used to code histology precede each-set of histology rules.
4. Do not sodeiistologies or subtypes/vaniants described by ambiguous terms: =

Apparently Most likely
Appears Presumed
Comparable with Probable
Compatible with Suspect(ed)
Consistent with Suspicious (for)

~Eavor(s) Typical (of)

Maliiemt-appes

Note: Histology described by ambiguous terminol

o s accessioned based on ambiguous terminology and no
other histology information is available/documented.

[ Ambiguous termnology from the SEER Manual and CoC Manual is used to determine reportability, ot to determine histology. |

Multiple Primary Rules — Remember

Most People HavOnly One Cancer

11/12/2018
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Some People or Their Families
Have More Than One Cancer

D_

Maternal Maternal Paternal Paternal Paternal
|:| Male O Female Grandfather Grandmother Great Aunt
82 [current] 65 [deceased] 45 [deceased] 55 [deceased)

LEGEND
Breast Cancer Ovarian
(unilateral) Cancer i
Mother Father Uncle Uncle
Prostate 60 63 55 59
D No Cancer . Cancer [current] [current] [deceased] [current] [current]

Z Deceased
Current age is displayed where known. ‘ Jane Doe  Sister Sister
Age of diagnosis is displayed above current 42 40 38 Cousin Cousin
age, where known. [diagnosed] [current]  [current] 37 32
45 [current] [current]

[current]

https://www.curetoday.com/journey/cance

2018 MP/H - Breast

‘ Changes fram 2007 MPH Rules

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

1. NST (No Special Type), mammary carcinoma NST, and carcinoma NST are the new terms for duct or ductal carcinoma
Previously, it was thought that carcinoma originated in the ducts or lobules of the breast, hence the names duct carcinoma and
lobular carcinoma. Current thinking is that careinoma origmates in the “terminal duct lobular unit” therefore the preferred term is
NST or carcinoma NST.

- Mammary carcinoma is a synonym for carcinoma no special type (NST)/duct carcinoma not otherwise specified (NOS) 8500. It
will no longer be coded as carcinoma NOS 8010.

. DCIS/Carcinoma NST in situ has a major classification change.

A Subtypes/variant, architecture, pattern, and features ARE NOT CODED. The majority of in situ tumors will be coded to
DCIS 8500/2.

B. It is very important to code the grade of all DCIS
1 Code grade as designated m current AJCC Manual, SEER Coding Manual, and COC Coding Manual.
1. The current breast WHO edition emphasizes coding the grade of tumor rather than the subtype/variant.
11i. The WHO editions are used internationally by pathologists to keep their nomenclature and histology identification current.
iv. Over time, subtypes/variants will be diagnosed less frequently.
4. The invasive subtype/variant is coded ONLY when it comprises greater than or equal to 90% of the tumor. This change has
been implemented in both the WHO and i the CAP protocols.
New codes/terms are identified by asterisks (¥) in the histology table in the Terms and Definitions.
. Excerpt from the CAP Invasive Breast Protocol (page 17): “A modified List is presented in the protocol based on the most frequent
types of mvasive carcinomas and terminology that is in widespread usage. The modified list is ntended to capture the majority of
tumors and reduce the classification of tumors being reported as “other.” The WHO classification is presented for completeness™

o v

nniul
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2018 MP/H - Breast

—

n—)

Rule M3  Abstract a single primary' when there is a single tumor:
Note 1: A single mmor is always a single primary.
Note 2: The tumor may overlap onto or extend into adj site of i
Noie 3: The tumor may have in situ and mvasive components.
Nate 4: The tumor may have two or more histologic components.

This is the end of instructions for Single Tumor

" Prepare one abstract. Use the histology rules to assign the appropriate histology code.

Multiple Tumors

Nore: Multiple tumors may be single primary or multiple primaries.

Rule M4  Abstract a single primary' when there is inflammatery carcinoma in
* Multiple quadrants of same breast OR
« Bilateral breasts

Rule M5  Abstract multiple primaries® when there are separate, non-contiguous tumors in sites with ICD-O site codes (C50_)
that differ at the second (CXxx) and/or third characters (CxXx).
Note 1: Tumors with site codes that differ at the second or third character are in different primary sites; for example, a breast
tumor C50x and a colen mmor C18x differ at the second and third character.
Noie 2: Thas rule does not include metastases. Metastatic tumors are not used to determine multiple primaries; for example, liver
metastases from the breast cancer would not be counted as a second primary.

Rule M6  Abstract multiple primaries® when there is bilateral breast cancer (both right and left breast)
Note 1: Physician statement “bilateral breast cancer” should not be interpreted as meaning a single primary. The term is
descriptive and not used consistently. The literal definition of bilateral 1s “cancer in both breasts™.
Noie 2: Tt 1s irrelevant how many tumors are in each breast. Abstract as separate primaries.
Note 3: The histologies within each breast may be the same or different.

2018 MP/H - Breast

Rule \-lf, Abs‘tracl a single primary’ when the diagnosis is Paget disease with underlying m situ or mvasive cammoma NST

Taf).~ s
o o =

Rule M8  Abstract multiple primaries® when the patient has a subsequent fumor aﬁer«:emg clinically disease-free for greater
than five years after the original diagnosis or last recurrence. R -
Note 1: The rules are hierarchical. This rule only applies when there is a subsequent breast tumor.
Note 2: Clinically disease-free means that there was no evidence of recurrence on follow-up.
* Mammograms are NED
* Scans are NED
* Tumor biomarkers are NED
Note 3: When there 1s a recurrence less than or equal to five years of diagnosis. the “clock” starts over. The time interval is
calculated from the date of last recurrence. In other words. the patient nmst have been disease-free for greater than five
ears from the date of the last recurrence.
Note 4: When it is unknown/not documented whether the patient had a recurrence. use date of diagnesis to compute the tune

-

interval.
Noie 5: The physician may state this 1s a recurrence, meaning the pm:em had a previous breast tumor and now has another breast
tumor. Fnl]uw the rules; donot.attempt. ta. int: £ thy s siatement.
Rule M9 ¢ Abstracl a single primary' when simultaneous multiple tumors are carcinoma NST/duct and lnhulm ‘)
“'--Bath/@l tumors may be a mixture of carcinoma NST/duct and lobular OR ____——”

. OueIumurmay'ﬁedﬂctmﬂmaﬂratumshbuhl-—————————-—"‘-'_-—
Note 1: Tumors must be in the same breast.
Note 2: Histologies must be the same behavior.
Note 3: Carcinoma NST/duct includes:

* DCIS 850012

* Carcinoma NST 8500/3

+ Carcinoma with osteoclastic-like stromal giant cells 8035/3 (subtype/variant of carcinoma NST)
Note 4: Lobular carcinoma mcludes:

® In situ lobular carcinoma 8520/2

* In situ pleomorphic lobular carcinoma 8§519/2

* Invasive lobular carcinoma 8520/3

T~

11/12/2018
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2018 MP/H - Breast

| Rule'T10 ~ Abstract multiple primaries” when separate/non-contiguous tumors are two or more different SubtypesNATIARES M= = o,
=~ . Column 3 of Table 3 in the Equivalent Terms and Deﬁmlmus Tmu.ug is irrelevant. ————— -
Note: The Rambrs 18y b <THTy PRorva -
« Same NOS: Encapsulated papll‘mj/ carcinoma with invasion 8504/3 and solid papillary carcinoma with invasion
$509/3 are both subtypes of invasive papillary carcinoma 8303/3 but are distinctly different histologies. Abstract
multiple primaries.
Different NOS: Encapsulated papillary carcinoma 8504/2 is a subtype/variant of in situ papillary carcinoma 8503/2
Pleomorphic lobular carcmoma in situ 8519/2 1s a subtypdw.nanl of lobular carcinoma in situ 8520/2. They are
d.u;tmclly dnﬁ'e[ml hnstalog;ns Absmact nmltﬂ)lc Emuuﬂ;

FRule ) \111 " Abstracta @ single primary’ when separate/non-contiguous tumors are on the same row in Table 3 in the Equivalent '::4

Terms Timing i irreleyant -
Note I; The tumors must be the same hehavior. When one fumor is in sifu and the other invasive, continue through the rules
Note 2: The same row means the fumors arc:

e The same histology (same four-digit ICD-O code) OR

e One is the preferred term (column 1) and the other is a synoaym for the prefersed ferm (colummn 2) OR

+ ANOS (column Ucolumn 2) and the ot c/variant of that NOS (column 3)

= = ~Ferms-and-D) Tuning is irrelevant =
Note: Eachrow in the table is a d:sunclly different histology.

Rule M13 Ahstrjd.mgle pnmnn i (the invasive) when an in situ tumor is diagnosed a(te Py nsi\'ﬁmgmthe same breast.
e 1: Once the patient has an invasive tumer, the in situ is recorded as a recurrence for those registrars who coffess Zgcurrence

— "Rule \117. Ahstracl mulnple primaries when separate/non-contiguous tumors are on different rows in Table 3 in the EquwalenT‘
I -
’f" data S
, Note 2: The rules are hierarchical. Onty use this rule when none of the previous rules apply. N

2 Note 2: The tumers may be a NOS and a subtype/variant of that NOS. \‘
- \Rule M14  Abstract a single primary' (the invasive) when an invasive tumor is diagnosed less than or equal to 60 days after an in ,'
\s\ situ tumor in the same breast. ,/

~_ NoteI: The rules are hierarchical. Only use this rule when none of the previous rules apply. s
"~ Veig 2: The tumers may be a NOS and a subtype/variant of that NOS. "
Note T Then thecase has been abstracted, change behavior code on criginal abm\u fiom 2 jo [} == -

2018 MP/H - Breast

f\- ote 4: Do not change‘l‘l‘le ofd dmgnusﬂ -~~‘~-_~
Note 5: L4l Case has already been submitted to the central registry. report all changes. Ss<o
J\M The physician may stage both tumors because staging and deternining nmltiple primaries are done for d}ﬁesqll feasons.
g Staging determmnes which treatment would be most effective. D iung multiple primaries is done to stabilizS the data

for the study of epidemiology (long-term studies done on incidence, mortality, and causation of a disease with the gcﬁwf
reducing or eliminating that disease). \

Note 7: See the COC and SEER manuals for mstructions on coding other data items such as Date of Diagnosis, Accession Year ™ \
and Sequence Number.

]‘ule M15  Abstract multiple primaries when an invasive tumor occurs more than 60 days after an in situ tumor in the same
breast.
Note 1: The rules are hierarchical. Only use this rule when none of the previous rules apply.
Note 2: Abstract both the wnvasive and m situ tumors.
SN JVote 3: Abstract as multiple primaries even if physician states the mvasive tumor 15 disease recurrence or progression
Nﬂgt{ Thus rule 15 based on long-term epidemiclogic studies of recurrence mtervals. The specialty medical expertg, s)
‘izqewed and approved these rules. Many of the SMEs were also authers. co-authors, or editors. oflha-ffCC Staging

Marmal=~~_
Rule M16  Abstract a single primary! when none uf‘the prekus s Tules. appl;t__—
Note: Use tlus rule as a last resort. Please confirm that you have not overlooked an applicable rule.

This is the end of instructions for Multiple Tumors.
i Prepare one abstract. Lie the luslnln rules to assign the appropriate histology code. For registries cuﬂeﬁﬁng recurrence data: When a

suhsequent tumao: " record that subsequent tumor as a recurrence.
" Prepare two or more abstracts. Lse the histology rules to assign the appropriate histology code to each case abstracted.

11/12/2018

24



ICD-0O-3 Updates - Breast
L I I .
2018 ICD-0-3 New Codes, Behaviors, and Terms-Updated 4/20/18
| Histology| ~ | Be = | label [=]
8041 3 Neurcendocrine carcinoma, poorly differentiated {C50._)
8246 3 Neuroendocrine tumor, well differentiated (C50._)
8500 2 Mammary carcinoma, in situ (C50._)
8500 2 Non-invasive mammary carcinoma (C50._)
“ 8500 3 Invasive carcinoma of no special type (C50._)
8500 3 Invasive carcinoma, NST (C50._)
8500 3 Invasive mammary carcinoma (C50._)
8503 2 Intraductal papilloma with ductal carcinoma in situ {C50._)
8504 2 Encapsulated papillary carcinoma C50._)
8504 3 Encapsulated papillary carcinoma with invasion (C50._)
“ 8507 3 Invasive micropapillary carcinoma (C50._)
8509 2 Solid papillary carcinoma in situ (C50._)
8509 3 Solid papillary carcinoma with invasion (C50._)
8519 2 Pleomorphic lobular carcinoma in situ (C50._) s
8520 2 Intraductal papilloma with lobular carcinoma in situ (C50._)
8520 3 Invasive lobular carcinoma, alveclar type (C50._)
8520 3 Invasive lobular carcinoma, solid type (C50_)
” 8520 3 Invasive lebular carcinoma, tubulolobular variant (C50._)
8520 3 Pleomorphic lobular carcinoma (C50._)
8520 3 Invasive lobular carcinoma (C50._)
8520 3 Tubulolobular carcinoma (C50._)

2018 MP/H - Breast

Table 3: Specific Histologies, NOS/ NST, and Subtypes/Variants

Use Table 3 as directed by the Histology Rules to assign the more common histology codes for breast tumors.

Note 1: Rare histologies may not be listed in the table. When a histology term is not found, reference ICD-O and all updates.

Note 2: Submit a question to Ask a SEER Registrar when the histology is not found m Table 3, ICD-O or all updates.

Note 3: Behavior codes are listed when the term has only one possible behavior (either a /2 or /3). For histologies which may be
either /2 or /3, a behavior code is not histed. Code behavior from pathology.

Note 4: Only use the histology code from the table when the diagnosis 1s EXACTLY the term listed

Column 1 contains specific and NOS histology terms.

o Specific histology 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 histology code as the NOS

term.
Specific and NOS/NST Terms and Code Synonyms Subtypes/Variants
Acinic cell carcinoma 8550 Acmar adenocarcinoma
Acmar ¢
Adenoid cystic carcinoma (ACC) 8200 ACC

Adenocystic basal cell carcinoma
Carcinoma adenoides cysticum
Cylindromatous carcinoma
Adenomyoepithelioma with carcinoma 8983 AME

Malignant AME

11/12/2018

25



2018 MP/H - Breast

B. Previously used terms which do not describe the majority of tumor
s Architecture
* Component
Nere: Component does not describe a subtype or the majority of tumor.
Differentiation
Note: Only code differentiation when there is a specific cade for the NOS with differentiation in Tahle 3 or the ICD-O and all
updates.
Example: Diagnosis is invasive breast carcinoma with nenroendocrine differentiation which has a specific histology code 8574/3.
Code the histology 8574/3.
Negati le: The di is is carcinoma NST/duct carcinoma with apocrine features. There is no ICD-O histology code for
carcinoma NST/duct carcinoma with apocrine features. Code carcinoma NST/duct carcinoma 8500.

.

Features (o:

Note: On(lyfzude features when there is a specific cade for the NOS with features in Table 2 or Table 3 or the ICD-O and all
updates.

Foci; focus, focal

Pattern(s)

2018 MP/H - Breast

| Specific and NOS/NST Terms and Code <. Subtypes/Variants
Apocrine carcinoma $401
Note: This s & diagnosis that is EXACTLY apocring
" met 3 carcnoma NST with apocrine
or e,
Carcingdin of no special Carcinoma with osteoclastic-
(duckdINST) ‘ like stromal giant cells 8035

Cacinoma/carcinona NST with
gforiocarsinormatons fenures.
| Carcinoma/carcinoma NST with \,
f sribriform features \
/| Carcinoma/carcmoma NST with  \
melanotic features N
Carcinoma/carcinoma NST with signe}
ving differentiation

DCIS 850072

Duet 'duetal caremoma

Druct/ductal carcinoma in situ 85002
Duct/ductal carcinora NOS
Duct/ductal carcinoma NST (mo
special type)

Duct/ductal carcinoma with apocrine
features.

Duct /ductal carcinoma with apocrine
metaplasia

Duct/ductal cascinoma with lobalar

H
i
|
H
i festures

3 pages of
synonyms
for ductal
carcinoma
of breast

Duet/ductal careinoma with
Duct/ductal carcinoma with squamous
metaplasia

Infiltrating ductal carcinoma 85003
Invasive carcinoma with
micropapillary features

Invasive mammary carcinoma

ed with encysted papillary

sive carcinoma not otherwise
specified (ductal NOS) 85003
Invasive carcinoma NST with /|
mctaplastic features 8500 /
Invasive carcinoma NST/duct with
\| medullary features 85003 /
Invasive carcinoma, with signetering
Necll features Vi
vasive carcinoma of o special ype
(N§T) 85003 /

Invasjve carcinoma with cleay’cell
8:

; (2lycolen rich) features 8500 ;‘
Loy e 500/3

11/12/2018
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2018 MP/H - Breast

Specific and NOS/NST Terms and Code Synonyms l Subtypes/Variants

- Lobular carcinoma 8520 Alveolar lobular carcinoma Pleomorphic lobular carcinoma
Classic lobular carcinoma in situ 8519/2*%
Invasive lobular carcinoma, alveolar
type/var; 8520/3 Note: 8519/2 is a new code for in

Invasive lobular carcinoma, solid type | sifu/2 tumors only.
8520/3

Mixed lobular carcinoma (lobular
carcinoma NOS and one or more
variants of lobular carcinoma)
Invasive pleomorphic lobular
carcinoma 8520/3

Solid lobular carcinoma
Tubulolobular carcinoma

Mixed In-Situ CA and Invasive CA

ONLY CODE THE CHARACTERISTICS
OF THE INVASIVE CARCINOMA

IGNORE ALL IN-SITU COMPONENTS
DO NOT CODE COMBINATION HISTOLOGY
REPEAT
CODE HISTOLOGY BASED ONLY ON THE
INVASIVE CANCER CHARACTERISTICS

11/12/2018
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Inflammatory Carcinoma of Breast

- Combined Clinical and Pathological Diagnosis
Clinical
- Symptoms resembling breast inflammation
- Resembles acute mastitis of breast
- Diffuse involvement of breast
- Nipple retraction common
- No primary tumor mass
- Warm and reddened
- Firm and swollen
- Peau d’orange
- Itching
Pathological
- Dermal lymphatic invasion proven on biopsy
- Assign histology code 8530/3 only when final dx on path states ICB
- Record dermal lymphatic invasion in stage [CS TS, CS Ext, “T” (TNM)]

Paget’s Disease of the Nipple

« AJCC TNM 8t ed. Statements about Paget’s Disease

Paget’s disease of the nipple NOT associated with
invasive carcdnoma and/or carcinoma in situ (DCIS

« ICD _0_3 Rules and/or LCIS) in the underlying breast parenchyma.

Carcinomas in the breast parenchyma assodated

with Paget’s disease are categorized based on the
size and characteristics of the parenchymal disease,

« MPH RU.leS although the presence of Paget’s disease should still
be noted

Paget’s disease associated with an

» AJCC Instruction underlying cancer (in situ or invasive)
should be classified according to the

underlying cancer (Tis, Tz, etc.)

» Resolution: It Depends on the evidence for each case

11/12/2018
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2018 MP/H - Breast

FE—

Specific and NOS/NST Terms and Code Synonyms Subtypes/Variants
Mucinous carcinoma 8480 Colloid carcinoma
» Mucinous adenocarcinoma
Note: This is a diagnosis that is EXACTLY “mucinous Mucoid carcinoma
carcinoma,” 1 duct 7
DCIS” OR “>90%, 1 " See Histology Rules

Mucoepidermoid carcinoma 8430

Myoepithelial carcinoma 8982

Oncocytic carcinoma 8290

Paget disease of the nipple with no underlying tumor |

8540/3 ———— "o
Pnpﬂlayanrtﬁlzma 8503 Intraductal papillary carcinoma Encapsulatett papillary
J - 8503/2% carcinoma 8504/2 T~
s Intraductal papillary carcinoma with With invasion 85043 ~~[
7 DCIS 8503/2* Intraductal papilloma with Xy
1 Invasive papillary carcinoma 8503/3 lobular carcinoma in situ or A
\\ Papillary carcinoma non-invasive with lobular neoplasia 8520/2 ,'
S, 8503/2% Micropapillary carcinoma b’
Syl Papillary ductal carcinoma in situ 8507* -
‘~~~~_ 8503/2% Solid papmmyﬁcgrgmn'a
S———— _ insitn-850972%
T ———— o —=====""T""with invasion 8509/3*

m

Periductal stromal tumor, low grade 9020/3 Phyllodes tumor,

Polymorphous carcinoma 8525

2018 MP/H - Breast

- Rule H11.---€63¢ duet careinoma and invasive lobular carcinoma 8522/3 when there is both invasive c:
“*-and invasive lobular carcinoma. .
Nore 1: CAP uses the term Tnvasive carcmoma-with ductal-and-tobular-features “mixed type carcimoma ) as a synonym for duct
carcinoma/carcinoma NST AND ivasive lobular carcinoma 8522/3.
Note 2: Although the instructions in the “Coding Multiple Histologies in a Single Tumor™ section state, “Code the histology that
comprises the majority of tumor”, 8522/3 identifies both invasive carcinoma NST/duct carcinoma and invasive lobular
carcinoma and is the most accurate description.

Nore 1:

comprises at least 90% of the tumor.
- Note 2: Use Table 3 to identify NOS/NST and subtypes/variants. Examples include the following-
« Carcinoma NST 8500 and a subtype/variant of carcinoma NST
Glycogen-rich clear cell carcinoma 8315 and a subtype/variamt of glycagen-rich clear cell carcinoma
Lobular carcinoma 8520 and a subtype/variant of lobular carcinoma
Medullary carcinoma 8510 and a subtype/variant of medullary carcinoma
Metaplastic carcinoma 8575 and a subtype/variant of metaplastic carcinoma
Papillary carcinoma 8503 and a subtypevariant of papillary carcinoma
Sarcoma 8800 and a subtype/variant of sarcoma
Small cell carcinoma 8041 and a subtype/variant of small cell carcinoma

‘— Nate 3: Do not code any histology described as features or differentiation =
= =Motg 4;_The word component is not equivalent to subtype/variant, _ _ o= ="

Example 1+ Patfiology ohTeXcis O sowsa-1 7 T tiior and a diagnosis of pleomorphic lobular carcinoma in si 8519/2 with a
foci of in situ lobular carcinoma NOS 8520/2. Because the in sin lobular carcinoma NOS is just a foci, more than 90%
of the tumor is pleomorphic lobular carcinoma n situ. Code the subtype/variant: pleomorphic lobular carcinoma in situ
851972,

Example 2: Pathology from an excised tumor says tumor is 95% metaplastic carcinoma spindle cell type 8032 and the remainder is
‘metaplastic carcinoma NOS 8575 Code the subtype/variant: metaplastic carcinoma spindle cell type 8032.
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2018 — MP/H - Breast

! » Histology 1 WITH histology 2 !‘

- RaleHT3 " Code Ihe NOS/NST when there is a NOS/NST and a subtype/variant AND ""~\
h)

+ The subtype/variant is designated as less than 90% of tumor OR

-
-

N"‘~.._'_ The percentage of each is unknown/not documented m——
Exanple T+ papiliary it §50372 and enc d papillary carcinoma 8504/2. The
percentage of subtype/vanant is unknown. Code the NOS papillary carcinoma in sita 8503/2.
Example 2: Pathology says the majority of tumor is with chondroid dif 8571 and the remaind

is metaplastic carcinoma NOS 8375. Majority simply means greater than 50%. so it is unknown whether or not the
-;nbtypd\.ananl is eq\lal to or preater than 90% oflhe fumor. Code memplasm: carcinoma NOS 8573,

—_—

q]‘lule I-[H Code the histology that comprises the majority of tumor when two histologies are- h
=== =—-Ondifferentyows it Table 3 in the Equivalont Terms and definitions OR- = — ——=

-

+ Different subtypes of the same NOS

Note 1: The majority may be indicated by terms such as “greater than 50%”, “major”, “majority” and “predominantly”

Note 2: The rules are hierarchical. so the tumors are NOT a NOS/NST and subtype/variant.

Example: Pathology reads the tumor 15 predominantly carcmoma NST 8500/3 with areas of tubular carcinoma 8211/3. Code the
predominant histology: carcinoma NST 8500/3. Carcinoma NST and tubular carcinoma are on different rows in Table 3.
so they are distinctly different histologies

logyisnk o

-(Ell_l?_ I-TIS Code a combination cmie when there are twao histologies (two components) within a single tumor and the majonty >

Note 1: Use Table 2 i Lhe Equmlmﬂ"«m-; and Defininons 1o 1dentify valid combinaton codes.

Note 2: The rules are hierarchical, so the tumors are NOT a NOS/NST and a single subtype/variant.

Note 3: The diagnosis may be two subtypes/variants and the pathologist may mention the presence of duct/carcinoma NST. Ignere
the mention of carcinoma NST.

Note 4: Da not use a combination code when the second histology is deseribed as features or differentiation.
Note 5: The word component may be used when it describes a carcinoma. Do not use the word component when it simply
describes features, differentiation. or cell types. For example, carcinoma NST with signet ring cells
Note 6: The histologics may be identificd as:
®  Mixed histologies
# Combination histologies
« Histology 1 AND histology 2

2018 MP/H - Breast

§

i

| Coding Multiple Histologies in a Single Tumor

1. Two INVASIVE histologies (the following list is in priority order)
A. NOS and subtype/variant:
i1 Code tlhe subtype/variant (specific histology) ONLY when documented to be greater than or equal to 90% of the
tumor’

Note: When a histology 1s listed as “minimal”, “focus/foci/focal”. “microscopic™. you can assume the other histological portion

comprises at least 90% of the tumor.

Example: Patient had an excisional biopsy with a pathologic diagnosis of pleomorphic Iobular carcinoma in sita 8519/2. There was
microscopic involvement of one margin The patient chose to have a total mastectomy. Pathology from the total
mastectomy showed minimal residual in situ lobular carcinoma 8520/2. Because the lobular carcinoma in situ was
minimal. the subtype/variant pleomorphic lobular carcinoma 8519/2 must be more than 90% of the tumor.

i Code the NOS/NST when the subtype/variant is documented to be less than 90%s of the tumor OR the percentage of
subtype/variant is unknown/not documented.
B. Different histologies (excluding NOS and subtype/variant):
i Code the histology which comprises the majority of tumor.
Note: The majority may be indicased bytegms such as “greater than 50%".

‘major”, “majority” and “predominantly”

i Code a combination code usmé Table 2 J}A the Equivalent Terms and Definitions when the majority is wi/not
documented. S
Note: Different histologies includes:
* Two subtypes/vdmnls of a single NO; ‘\
# Different | )| (different rows m Table 3}, the E lent Terms and Dk )
Sao=

2. Do not code histology (NOS/NST, subtype/variant, or specific) when documented with:
A. Words that describe the more specific histology (unless documented to be greater than or equal to 90% of the tumor)
* Subtype
e Type
* Variant
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B. Previously used terms which do not describe the majority of tumor
® Architecture
* Component
Nere: Component does not describe a subtype or the majority of tumor.

* Differentiation
Note: Only code differentiation when there is a specific cade for the NOS with differentiation in Tahle 3 or the ICD-O and all
updates.
Example: Diagnosis is invasive breast carcinoma with nenroendocrine differentiation which has a specific histology code 8574/3.
Code the histology 8574/3.
Negative example: The diagnosis is carcinoma NST/duct carcinoma with apocrine features. There is no ICD-O histology code for
carcinoma NST/duct carcinoma with apocrine features. Code carcinoma NST/duct carcinoma 8500.
» TFeatures (of)
Note: Only code features when there is a specific code for the NOS with features in Table 2 or Table 3 or the ICD-O and all
updates.
Foci; focus, focal
« Pattern(s)

2018 MP/H - Breast

| Table 2: Histology Combination Codes

" Instructions:

Compare the terms i the diagnosis (pathology, cytology, radiographic, clinical) to the terms in Column 1.
. When the terms match, use the combination code listed in Column 2.
. The last row in the table 1s a “last resort™ code: adenocarcinoma mixed subtypes 8255.
_ Use the combination codes only when the histologies are 1n a single tumor OR multiple tumors abstracted as a single primary.
. Mixed histologies may be described as follows:
. A “combination of”
. Histology 1 AND histology 2
. Histology 1 WITH histology 2
. Mixed histology 1 and histology 2

[T,

onwp

Nore I: Do not use Table 2 in the following situations:
+ For tumors with both invasive and in situ behavior. The Histology Rules instruct to code the mvasive histology.
+ When one of the histologies is described as differentiation or features
+ When the terms are a NOS and a subtype/variant of that NOS. See the Histology Rules for instructions on coding a
NOS and a subtype/variant in a single tumor or multiple tumors abstracted as a single primary.
Note 2: Some histologies can be i situ or invasive; others are limited to either /2 or /3 behavior code.
* When a code 1s limited to in situ, /2 will be added to the code (both components are m situ)
+ When a code is limited to invasive, /3 will be added to the code (both components are invasive)
Note 3: This table is not a complete listing of histology combinations.

o

Column 1 contains the required ICD-O histology terms.
Column 2 contains the histology combination term and code.
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.

Histology Combination Term

Required Histology Terms

carcinoma

. carcinoma 8522/3 -
 Lobiilar carcinoma 8520 Note 1: CAP uses the term Invasive~-

“| vote 1: Bom histologies, duct and lobular must have the same behavior code. ;ar:::uma mt:dedal and lob “]‘",_

Note 2: 8522 is used when: eatures (*“mixed type carcinoma™)

Note 2: Carcinoma NST includes

i'l . }:loi:n ?gllgfmmt carcinomacarcinoma NST AND lobular carcinoma are present in a single Nowe s ma NST wnclhude
3 * DCIS/duct carcinoma/carcinoma NST is present in at least one tumor and lobular is present in stromal giant cells 8035/3.
at least one tumor in the same breast DCIS and in situ lobular
Example: One tumor with invasive duct CA in LOQ RT breast; second tumor with invasive S and in situ lobu!
lobular in UOQ RT breast carcinoma 8522/2
Note 3: Durnot use 8522 when the diagnosis is carcinoma NST/duct carcinoma with lobular Note: The lobular carcinorpa. -

differentiation- The diagnosis MUST be invasive carcinoma NST/duct and invasive lobular | cludes pleomorphic I6bular

| caremmofita m situ 8519/2.

DCIS/duct

Carcinoma NST/duct mixed with
AND

__|-&6iv histology in Table 3 with exception of
® Lobular carcinoma (and subtypes/variants) 8520
e Paget disease 8540/3

[Note 1: See Table 3 for carcinoma NST/duct carcinoma subtypes/variants.
Note 2~ Donot use ination code for duct with lobular differentiation.
Note 3: Lobular subtypesivariants are excluded because they have the same code as lobular 8520,

2018 MP/H - Breast

Rule M3 i vhen the paticnt has 2.

Abs sease-free for great
“than after the oniginal diagnosis or last rec €. o
Note 1 The rulés are higrarctieal” This rule 5l 3pplies when there is a subsequent breast tumor.
Note 2: Clinically disease-free means that there was no evidence of recurrence on follow-up.
* Mammograms are NED
« Scans are NED
» Tumer biomarkers are NED
Note 3: When there is a recurrence less than or equal to five years of diagnosis, the “clock™ starts over. The time interval is
calculated from the date of last recurrence. In other words. the patient must have been disease-free for greater than five
years from the date of the last recurrence.
Note 4: When it is unknoww/not documented whether the patient had a recurrence, default to date of diagnosis to compute the
time inferval.
Note 5: The physician may state this is a recurrence, meaning the patient had a previous breast tumor and now has another breast
tumor. Follow the rules; do not attemipt to interpret the physician’s statement.

Rule M9 (Abstract a single primary’ivhen simultaneous multiple tumors are carcinoma NST/duct and lobular

* Both/all tifiors may be a mixture of carcinoma NST/duct and lobular OR
* One tumor may be duct and another tumor lobular
Note 1: Tumors must be m the same breast.
Note 2: Histologies must be the same behavier.
Note 3: Carcinoma NST/duct includes

« DCIS 85002

« Carcinoma NST 8500/3

« Carcinoma with osteoclastic-like stromal giant cells $035/3 (subtype/variant of carcinoma NST)
Note 4; Lobular carcinoma includes:

* Insitu lobular carcinoma 8520/2

« Insitu pleomorphic lobular carcinoma 851972

* Invasive lobular carcinoma $520/3
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Biomolecular & Genetic Testing

» Hormone Studies are Critical for Treatment Options
o 2 out of 3 breast cancers are hormone receptor-positive

o ER-positive and PR-positive breast cancer cells have receptors
(proteins) that attach to estrogen, which helps them grow

o Most hormone therapy for breast cancer either lowers estrogen
levels or stops estrogen from acting on breast cancer cells

o Hormones may also be manipulated with Aromatase Inhibitors

+ HER2 — Human Epidermal Growth Factor Receptor 2
is a genetic test for breast tumors with targeted
therapy identified when patient is HER2 +

Biomolecular & Genetic Testing

Two Examples where ER/PR/HER2 Results
Alter AJCC Stage Group

— Clinical T2 NO MO G3 HER2- ER/PR+ stage lIA
— Pathological T2 NO M0 G3 HERZ- ER/PR+ stage IB

— Clinical T3 NO MO G2 HERZ2- ER/PR- stage 11IB
— Pathological T3 NO M0 G2 HERZ2- ER/PR- stage 1B
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Breast Cancer Staging — 7 critical items

« The extent (size) of the tumor (T):

o How large is the cancer?

o Has it grown into nearby areas?
» The spread to nearby lymph nodes (N):

o Has the cancer spread to nearby lymph nodes? If so, how many?
» The spread (metastasis) to distant sites (M):

o Has the cancer spread to distant organs such as the lungs or liver?
« Estrogen Receptor (ER) status:

o Does the cancer have the protein called an estrogen receptor?
» Progesterone Receptor (PR) status:

o Does the cancer have the protein called a progesterone receptor?
* Her2/neu (Her2) status:

o Does the cancer make too much of a protein called Her2?
» Grade of the cancer (G):

o How much do the cancer cells look like normal cells?

Site/Histo = AJCC Schema + Schema ID

AJCC
Primary Site | Histology Behavior | |~ Description

<Any XX Other Breast
value>

NAACCR Item
2 aan N ~ -

Schema ID ¢ 00480 \ NAACCR #3800
\~————‘,

AICCID xx NAACCR #995
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2018 SEER Summary Stage

Purpose of Staging
Biochemical Tumor Markers
Molecular Tumor Markers

Genetic Mutations/Variations
Primary organ Risk Stratification Distant lymph node involv:::y‘:t“ms

In situ Stage

Secondary site

Primary organ

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

Implantation metastases

Source: SEER Summary Staging Manual 2018

2018 SEER Summary Stage

T e Note 3: Changes such as dimpling of the skin_ tethering. and nipple retraction are caused by
pras - =~q -~ tension on Cooper’s ligament(s). not by actual skin involvement. They do not alter the
,7 BREAST S classification.

1
2-8983, 9700-9701 ,l Note 4: Adherence. attachment. fixation. induration, and thickening are clinical evidence of
e extension to skin or subcutaneous tissue; assign code 2 for regional extension.

V. 8000-8700. §720-8790 [except C500],
~

Sso -
C500CI06: CI08C00 ==

€500 Nipple Note 5: “Fixation, NOS” is involvement of pectoralis muscle; assign code 2 for regional
€501 Central portion of breast extension.

€502 Upper-inner quadrant of breast

€503 Lower-inner quadrant of breast
€504 Upper-outer quadrant of breast
€505 Lower-outer quadrant of breast
€306 Axillary Tail of breast

(508 Overlapping lesion of breast
€309 Breast, NOS

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/mannals/EOD10Dig 3rd pdf)

+ SEER Summary Staging Manval-2000: Codes and Coding Instructicns
(https-//seer cancer govitools/ssm/)

+ Collaborative Stage Data Collection System, version 02.03:
https-//cancerstaging org/cstage Pages/default aspx.

«  Chapter 48 Breast, in the AICC Cancer Staging Manual. Eighth Edition (2017) published
by Springer I1 11 Publish: Used with p of the American College of
Surgeons, Chicago. Tllinois
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2018 SEER Summary Stage

Note 6: For a clinical description of inflammation, erythema, edema, pean d’crange, or other
terms describing skin changes without a stated diagnosis of i v carci assign code
2 for regional extension.

Note 7: Negative nodes with positive ITCs or positive molecular findings less than or equal to
0.2 mm are negative for Iymph nodes in Summary Stage.

Note 8: If the pathology report indicates that nodes are positive but size of the metastases is not
stated, assvme the metastases are greater than 0.2 mm and code the lymph nodes as positive in
this field.

Primary organ

Note 0: Bone maryow micrometastasis, cirenlating tumor cells (CTCs) or disseminated tumor Insitu Stage
cells and clusters (DTCs) that are less than or equal fo 0.2 mm are negative for metastasis in
Summary Stage.

SUMMARY STAGE
0 In situ, intraepithelial, noninvasive

*  Insitu: noninfiltrating: intraepithelial
+ Iatraductal WITHOUT infiltration.

«  Lobular necplasia, erade 3 (LIN 3)

* Paget disease, in sifu

1 Localized only (localized, NOS)

Localized Stage «  Confined to breast tissue and fat including nipple and/or areola
+ Paget disease WITH or WITHOUT vaderlying tumor

2018 SEER Summary Stage

@
«  Attachment or fixation to pectoral muscle(s) or underlying fumer
Chest wall ¢ Codes(9)+(3)
*  Deep fixation
* Extensive skin involvement WITH or WITHOUT dermal lymphatic filtration

2 Regional by direct extension enly
4 Regional by BOTH direct extension AND regional lymph node(s) involved

e of skin

- Encuitasse + Inflammatory carcinoma, NOS

o Erythema + Intercostal or serratus anterior muscle(s)

- Inflammation of skin + Local infiltration of dermal Iymphatics adjaceat to primary tumor involving skin by direct
Lenticul dul EXTENSIon

> Pean dorange (";(;m") + Pectoral fascia or muscle(s)

o Satellite nodules * Rib(s)

o Skin edema + Subcutaneous tissue

= Ulceration of skin of breast +  Skin ifiltration of primary breast including skin of nipple and/or areola

3 Regional lymph node(s) involved only

*  Axillary (ipsilateral), NOS
= Level I (low-axilla) (low) (svperficial), NOS [adjacent to tail of breast]
= Anterior (pectoral)
+ Lateral (brachial)
- Posterior (subscapular)
= Level Il (mid-axilla) (central), NOS
« Interpectoral (Rotter's)
o Level III (high) (deep), NOS
= Apical (subclavian)
«  Axillary vein
Fixed/matted ipsilateral axillary
Infraclavicular (subelavicular)
Internal mammary (parasternal) (ipsilateral)
Intr:
Regional Iymph node(s), NOS

Regional Stages

11/12/2018
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2018 SEER Summary Stage

Regional Nodes

7 Distant site(s)/lymph node(s) involved

+ Distant site(s) (including further conti ion)
o Adrenal (suprarenal) gland

= Bone other than adjacent rib

o Contralateral (opposite) breast-if stated as metastatic
= Lung
o

o

o

Distant Nodes

Ovary
Satellite nodule(s) in skin other than primary breast Distant lymph node involvement
Slkdn over

= Axilla

Contralateral (opposite) breast
»  Stermum
= Upper abdomen
« Distant lymph node(s), NOS
o Asillary, contralateral or bilateral
= Cervical, NOS
o Internal mammary (parasternal). contralateral or bilateral
o Supraclavicular (transverse cervical), ipsilateral or contralateral
* Distant metastasis, NOS
o Carcinomatosis
o Distant metastasis WITH or WITHOUT distant lymph node(s)

Secondary site

Blood-borne metastases

‘ 9 Unknown if extension or metastasis

Implantation metastases

AJCC TNM -- Helpful Information

https://cancerstaging.org

American Joint Committee on Cancer

Validating seience, Impraving patient eare.

% AJCC

Search the site. ®

AJCC

American Joint Committee on Cancer
Valating science, mproving patent cae, & (312) 2025205

Y

Cancer Staging System S
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Breast Cancer Stage Distribution

Breast Cancer Stage Distribution

White Women Black Women

In Situ
18.2%

Stage |
3G%

Unknown Unknown
9% B5%

Stage IV
3.2%

Stage Il
42%

Stage Il Stage Il
26.4% 31.8%

http://wws.komen.org/images

“C” and “p” and “yp”

¢ Clinical (c)

« Clinical Stage is determined before any type of definitive therapy
is started and is used as a guide to determine what the first steps
used to establish the diagnosis of breast cancer should be and to
decide upon approach and intent of 1t treatment — should 15t
treatment include lumpectomy, SLN, mastectomy, neoadjuvant
chemo, or palliative care.

¢ Clinical Stage — includes physical exam with inspection and
palpation of the skin, breast, and lymph nodes (axillary,
supraclavicular, and cervical), breast imaging and other imaging
studies, and pathologic examination of the breast or other
tissue(s) used to establish/confirm the diagnosis.
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“C”and“p”and“yp”

Pathologic (p)

Pathologic Stage is assigned following complete resection of the
primary tumor and must include microscopic examination of the
primary, regional lymph nodes and/or other suspect tissues.

Pathologic Stage is used to guide anatomic stage specific
adjuvant therapy decisions and to estimate prognosis.

Pathologic Stage includes all information in the clinical setting
PLUS all information obtained from surgical reports and
pathology reports related to the extent of cancer spread through
the completion of definitive surgery performed as a part of the 15t
course of treatment or within 4 months of initial diagnosis of
cancer in the absence of disease progression.

“C” and“p” and“yp”

Post Neoadjuvant Treatment (yp)

Post Neoadjuvant Treatment Stage is assigned following a prescribed
“course” of neoadjuvant therapy (chemo, biologics, radiation, etc.).

Post Neoadjuvant Treatment Stage includes microscopic examination
of the primary, regional lymph nodes and/or other suspect tissues.

Response to Neoadjuvant Therapy is determined by comparison of pre-
treatment Clinical Stage to post-treatment Pathologic Stage and is
qualified by the presence or absence of cancer in the primary tumor,
regional lymph nodes, etc. or T, N, or M Category Differences.

o Pathologically Confirmed Complete Response (CR)

o Pathologically Confirmed Partial Response (PR)
o Pathologically Confirmed No Response (NRL)

11/12/2018
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“C”and“p”and“yp”

« In order to meet the criteria for neoadjuvant therapy
for breast — each case must meet standard NCCN or
ASCO Guidelines
0 4-6 cycles (or more) of chemo
0 4-6 months (or more) of hormone/endocrine therapy

« Short courses of therapy before full surgical resection
of breast (radiation, hormone, chemo) do not count
as neoadjuvant therapy — they are just treatment.

» Chemo agents can change and still be neoadjuvant
» Hormone agents can change and still be neoadjuvant

2018 Clarification for cTis and pTis

Summary

The following rules should be applied for carcinoma in situ depending on when the case was diagnosed.
This is based on a diagnostic biopsy with microscopic evidence of in situ for the clinical stage, and the
appropriate surgical resection performed for the pathological stage.

e (Cases diagnosed 2010 — 2016, Seventh Edition:
o pTis cNO cMO clinical stage O
© pTis cNO cMO pathological stage 0

e (Cases diagnosed 2017 —, Eighth Edition:
© cTis cNO ¢MO clinical stage 0
o pTis cNO cMO pathological stage 0

11/12/2018
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Tumor Size and Extension

» Non-Invasive or In Situ — not always measurable

» Microinvasive Neoplasm — less than 1mm in size

» Mixed Non-Invasive (In Situ) and Invasive - RULE
« Invasive Only — Tumor Size is Measured

» The Primary Tumor Extends Beyond Breast Tissue

Non-Invasive/Minimally Invasive/Invasive

» Non-Invasive Includes:

o Ductal Carcinoma In Situ (DCIS)

o Lobular Carcinoma In Situ (LCIS)

o Paget’s Disease of Nipple with No Associated
In Situ or Invasive Cancer (ductal or lobular)

¢ Minimally Invasive Includes:
o Tumor is = or < 1mm in Greatest Dimension

 Invasive Includes:
Infiltrating Duct Carcinoma (IDC)
Infiltrating Lobular Carcinoma (ILC)

O

O O O O

Ductal cardinoma in sity
Lobular carcinoma in sity

Paget s disezs of the nipple NOT associated with
invasive carcinoma and/or carcinoma in situ (DOS
andjor LIS} in the undertying breast parenchyma.
{Carcinomas in the breast parenchyma asociated
with Paget’s disease are categorized based on the
size and characteristics of the parenchymal disease,
althowgh the presence of Paget's disease should still
be noted

Tumer = 20 mm in greatest dimension

Tumer = 1 mm in greatest dimension

Tumer = 1 mm but < § mm in greatest dimensicn
Tumor = 5 mm but < 10 mm in greatest dimension
Tumor = 10 mm but < 20 mm in greatest dimension
Tumor = 20 mm bt < 50 mm in greatest dimension
Tumor = 50 mm in greatest dimension

Invasive Plus Non-Invasive Cancer in Same Breast
Paget’s Disease of Nipple with Invasive or In Situ Cancer
Other Invasive Neoplasm and Inflammatory Carcinoma
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AJCC T Category Codes

Primary Tumor (Invasive Carcinoma) (pT

_pTX: Primary tumor cannot be assessed

___pTO: No evidence of primary tumor”

___ pTis (DCIS): Ductal carcinoma in situ

___ pTis (Paget): Paget disease of the nipple not associated with invasive carcinoma and/or DCIS in the
underlying breast parenchyma™

__pT1: Tumor <20 mm in greatest dimension

___pTimi: Tumor £1 mm in greatest dimension

__ pTa: Tumor >1 mm but <5 mm in greatest dimension (round any measurement >1.0-1.9 mm to 2
mm)

___ pTib: Tumor >5 mm but <10 mm in greatest dimension

___pHe; Tumor >10 mm but <20 mm in greatest dimension

___pT2: Tumor >20 mm but <50 mm in greatest dimension

___pT3: Tumor >50 mm in greatest dimension

__ pT4: Tumor of any size with direct extension to the chest wall and/or to the skin (ulceration or skin
nodules)

__ pT4a: Extension to the chest wall; invasion or adherence to pectoralis muscle in the absence of
invasion of chest wall structures does not qualify as T4

__ pT4b: Ulceration and/or ipsilateral macroscopic satellite nodules and/or edema (including peau
d’orange) of the skin that does not meet the criteria for inflammatory carcinoma

__ pT4c: Both T4a and T4b are present

__ pT4d: Inflammatory carcinoma

CAP Protocol - Breast

Lymphatics of the Breast

A blue dye in lumpectomy site

B axillary lymph nodes: levels I
C axillary lymph nodes: levels II
D axillary lymph nodes: levels III
E large lymphatic channels

F small lymphatic channels

G sentinel lymph nodes taking up dye

http://www.breastcancer.org
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Lymphatics of the Breast

« Isolated Tumor Cells (ITCs) - very small deposits of tumor cells,
no larger than 0.2 mm or no more than 200 cells, found in
sentinel lymph node(s).

o Presence of ITCs is NOT considered positive lymph node(s)
o Usually identified using immunohistochemistry test on SLN

= Cytokeratin Antigen Test or CK Test
= Epithelial Membrane Antigen or EMA Test

* Micrometastasis - tumor deposits greater than 0.2mm but not
greater than 2.0mm in largest dimension.

* Macrometastasis - resected lymph nodes greater than 2.0mm in
largest dimension OR any clinically positive lymph nodes

* Macrometastasis — any nodal metastases detected by FNA or
core biopsy regardless of the size of the tumor focus

AJCC N Category Codes
Modifier (required only if applicable
___(sn): Sentinel node(s) evaluated. If 6 or more nodes (sentinel or nonsentinel) are removed, this
modifier should not be used.
— Nodal metastasis confirmed by fine needle aspiration or core needle biopsy.
Category (pN)
___pNX: Regional lymph nodes cannot be assessed (eg, not removed for pathological study or
previously removed)
___pNO: No regional lymph node metastasis identified or ITCs only”
__ pNO (i+): ITCs only (malignant cell clusters no larger than 0.2 mm) in regional lymph node(s)
___ pNO (mol+): Positive molecular findings by reverse transcriptase polymerase chain reaction (RT-PCR); no
ITCs detected
__ pN1mi: Micrometastases (approximately 200 cells, larger than 0.2 mm, but none larger than 2.0 mm)
__ pN1la: Metastases in 1 to 3 axillary lymph nodes, at least 1 metastasis larger than 2.0 mm™
___pN1b: Metastases in ipsilateral internal mammary sentinel nodes, excluding ITCs
___pNic: pN1a and pN1b combined
__pN2a: Metastases in 4 to 9 axillary lymph nodes (at least 1 tumor deposit larger than 2.0 mm)™
__ pN2b: Metastases in clinically detected internal mammary lymph nodes with or without microscopic
confirmation; with pathologically negative axillary nodes
__ pN3a: Metastases in 10 or more axillary lymph nodes (at least 1 tumor deposit larger than 2.0 mm) or
metastases to the infraclavicular (Level Ill axillary lymph) nodes™
___ pN3b: pN1a or pN2a in the presence of ctN2b (positive internal mammary nodes by imaging); or pN2a
in the presence of pN1b
___pN3c: Metastases in ipsilateral supraclavicular lymph nodes

CAP Protocol - Breast
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Distant Metastasis

= Chest Wall

Ribs Primary Tumor
S

= Intercostal muscle Ny
Serratus anterior muscle nhukh

= Pectoral muscle is NOT chest wall invasion

= Lymph Nodes ,
Contralateral axillary lymph nodes %/.
Contralateral internal mammary or R\ Distant o'g'm
Supraclavicular lymph nodes %_&k‘ . ’ﬁd
Cervical lymph nodes -

= Distant Metastasis
Bone
Lung
Brain
Liver

= Disseminated tumor cells (DTCs) —Bone Marrow
= Circulating tumor cells (CTCs) — Blood Stream

Metostasis

Source: http://www.scripps.edu/felding/images/metastasis.jpg

AJCC M Category Codes

Distant Metastasis (pM) (required only if confirmed pathologically in this case)
____ pM1: Histologically proven metastases larger than 0.2 mm
Specify site, if known:

Primary Tumor

g% Distant Organs

o

CAP Protocol - Breast
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Introduction to SSDI Manual
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Types of Site Specific Data Items

» Prognostic Factors “Required fore Grouping” (All Cases)
o Not ALL SSDIs Labeled “Required for Stage Grouping” are actually required for staging.
o Some “Required for Stage Grouping” Items have “Prognostic Significant” and are
Required.
» Additional Factors Recommended for Clinical Care (CoC/NCDB and SEER)
» Emerging Factors for Clinical Care (Web Only — Not Required)

* May Include Molecular or Protein Biomarkers, Genetic Markers, Lab Test
Value, Interpretation of Lab Value, Clinical Factors such as Size of Lymph
Node, Alternate Staging such as FIGO, Measured Depth of Invasion
(Breslow Depth), Site Specific Grade Detail (Gleason), Cytogenetics,
Immunochemistry, Surgical Margin Details, MSI or Microsatellite
Instability and More

» You may not see the SSDISs that clinicians reference and think are important
today...the reason is that it takes time for cancer registry standards to catch
up with present day technology and testing — particularly for genetic
factors.

» Your Cancer Program can define any additional SSDIs you would like to
capture for your physicians — genetic markers for lung for example -
approve these through your Cancer Committee and carefully define user-
defined instructions and codes

Types of Site Specific Data Items

* Molecular Genetics still minima;;y addressed in 2018 SSDIs

* 2018 SSDIs support TNM data - not biomarkers/molecular markers or
genetics

* Most evaluate genetic mutations and/or protein surface markers
* Some have targeted therapy(s) associated with mutation

» Chromosomal Abnormality(s) — My*~+i~- A
Questions that can be answered by cancer biomarkers

© Biochemical Abnormality Prognostic Diagnostic Predictive
* Genetic/DNA Mutation

Is it likely to What type of Is this llhe
mekp cancer s it? 3,"::;2, o
i cancer?
* Prognostic :
+ Diagnostic " Pharmacodynarics Recurence
e Predictive — _
imal de
+ Tumor Burden b m
¢ Pharmacodynamics - N 4
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Schema ID Drives the SSDI Tables

i
[__primarysite T

C500-C506, C508-C505
C501-C506, C508-C509

AJCE Chapter 88: reast

£0D schema: Breast

Summary Stage 2018 CHprERI= ==~ _

w...,g-r oo
© /HAACER #3526 Estrogen Receptor Percent Positve o

]
i
13
{
1
L
i
&

il
&
%
|

s NAAGCR #3915 Progesterone Receptor ummmary R
., NAACCR 3916 Progesterone Receptor Tota Avedcore o
© “WQACCR B 3922 Response to Neoadvant Theragy 7

L

S
Grade Table Dn_

Travorabie], SOR score of -5 points
NSROIOPE §7308 [Mioderael Favorabie, SER 1Core of 6-7 points
G3 Tagh comened st unfovorable], S9R score of 80
Nudear Grade | {Low) in 581 o
ien G (o)t
[ Pucear Grade i (Fagh) (i it oy

b | Wogerseey amererated
[-C_ T poorly aferentiated
Unfferertited, aagiasts
3 (G, Uriown

©

Sthema ID#/Description

AICC #/Chapter S5DI #/Description

|

00480: Breast

3826: Estrogen Receptor Percent Positive or Range
3827 Estrogen Receptor Summary

3828: Estrogen Receptor Total Allred Score
3914: Progesterone Receptor Percent Pasitive or
Range

3915: Progesterone Receptor Summary

3916: Progesterone Total Allred Score

3850: HER2 IHC Summary

3851: HERZ ISH Dual Probe Copy Number
3852: HER2 ISH Dual Probe Ratio

3853: HER2 ISH Single Probe Copy Number
3854; HER2 ISH Summary

3855: HERZ Overall Summary

3894: Multigene Signature Method

3895: Multigene Signature Results

3903: Oncotype Dx Recurrence Score-DCIS
3904: Oncotype Dx Recurrence Score-invasive
3905: Oncotype Dx Risk Level-DCIS

3906: Oncotype Dx Risk Leveknvasive:

3863: Ki-67

3882: LN Positive Axillary Level HI

3922: Response to jjuvant Therapy

48:BREAST

2018 SSDIs - Breast

Schema ID#/Description AJCC #/Chapter

55D #/Description

00480 Breast

AJCC has specific instructions for how
to use hormone receptor study results
and the multigene panel results to
assign TNM Category/AJCC Group.

3828
3914

3915:
3916:
3850:
3851

3826: Estrogen Receptor Percent Positive or Range
3827: Estrogen Receptor Summary

Range

3852
3853
3854
3855:
3894
3895:
3903:
3904
3905:
3906:
3863
3882:
3922

Estrogen Receptor Total Allred Score
Progesterone Receptor Percent Positive or

Progesterone Receptor Summary
Progesterone Total Allred Score
HER2 IHC Summary

HER2 I5H Dual Probe Copy Number
HER2 I5H Dual Probe Ratio

HER2 I5H Single Probe Copy Number
HER2 I5H Summary

HER2 Overall Summary

Multigene Signature Method
Multigene Signature Results
Oncotype Dx Recurrence Score-DCIS
Oncotype Dx Recurrence Score-lnvasive
Oncotype Dx Risk Level-DCIS
Oncotype Dx Risk Level-Invasive
Ki-e7

LN Positive Axillary Level I
Response to Neoadjuvant Therapy

11/12/2018
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2018 SSDIs - Breast

Breast
Estrogen Receptor and Progesterone Receptor

Definition

Estrogen receptor (ER) positivity and progesterone receptor (PR) positivity are favorable
factors in breast cancer, as well as endometrial carcinoma and meningioma. Positive results predict a
favorable response to endocrine (hormonal) therapy. Combined ER and PR positivity is associated with
increased response to antiestrogen therapies.

There are a variety of ways to report information on ER and PR results, but there is almost always 2
summary statement that the result is positive or negative.

The following data items are used to collect ER and PR information

= Estrogen Receptor Percent Positive or Range [NAACCR Data Item #3826]

+  Estrogen Receptor Summary [NAACCR Data ftem #3827]

= Estrogen Receptor Total Allred Score [NAACCR Data Item #3828]

= Progesterone Receptor Percent Positive or Range [NAACCR Data ltem #3914]
= Progesterone Receptor Summary [NAACCR Data ftem #3915]

= Progesterone Receptor Total Allred Score [NAACCR Data Item #3916]

Note: Do not use results from the following tests to record ER or PR results

Oncotype Dx
MammaPrint

EndoPredict

PAM 50 (Prosigna)

‘Any other test that records HER2

Code | Description
000__| ER negative, or stated as less than 1%
001-100 | 1-100 percent

RI0 | Stated as 1-10%

R20 | Stated as 11-20%

R30__| Stated 25 21-30%

RA0 | Stated 25 31-40%

RS0 | Stated 25 41-50%

RE0 | Stated a5 51°60%

R70__| Stated a5 61-70%

RED__| Stated o5 71-80%

RS0 Stated o5 81-90%

RSO | Steted a5 91-100%

XXE | Notapplicable: Information not collected for this case
(Ifthis item is required by your standard setter, use of code XX& will result in an edit
error.)

X3 | Notdocumented in medical recora
ER (Estrogen Receptor) Percent Positive or Range notassessed o unknown if assessed

Code | Description

0 ER negative

1 ER positive

7 Test ordered, results not in chart
9 Not documented in medical record

Cannot be determined (indeterminate)
ER (Estrogen Receptor) Summary status not assessed or unknown if
assessed

2018 SSDIs - Breast

Note 3: The Allred system looks at what percentage of cells test positive for hormone receptors, along
with how well the receptors show up after staining (this is called "intensity”). This information is then
combined to score the sample on a scale from Ot 8. The higher the score, the more receptors were

found and the easier they were to see in the sample.

+  The registrar should not calculate the intensity score unless both components are available
{proportien score and intensity)

Note 4: If ER test is performed, but Allred score is not documented, or cannot be calculated, code X3.

Code | Description
0 HER2 negative, equivocal
1 HER2 positive
7 Test ordered, results not in chart
9 Not documented in medical record

Cannot be determined (indeterminate)
HER2 Overall Summary status not assessed or unknown if
assessed

Code | Description 1

00 | Total ER Alired score of 0 Code | Desripti

ion

01| Total ER Alired score of 1 0

Negative [not amplified]

08 Total ER Allred score of 8
X8 Not applicable: Information not collected for this case

02| Total ER Alired score of 2 2 Equivocal
03| Total ER Allred score of 3 3| Postive -
04 Total ER Alired score of 4 7 Test ordered, results not in chart
05| Totl ER Allred score of 5 & | Notapplicable: Information not collected for this case
06| Total ER Allred score o 6 (If this item is required by your standard setter, use of code 8 will result in an edit
07 | Total ER Allred score of 7 error)
S | Notdocumented in medical record

Results cannot be determined (indeterminate)
HER2 ISH Summary not assessed or unknown if assessed

(If this item is required by your standard setter, use of code X8 will re:

error)

Code | Description

0.0-99.9_| Reported HERZ copy number of 0.0-95.9

XXl Reported HER2 copy number of 100 or greater

X7 Test ordered, results not in chart

error.)

Xx.8 Not applicable: Information not collected for this case
(IF this item is required by your standard setter, use of code XX.8 will result in an edit

Xx9 Not documented in medical record
Cannot be determined (indeterminate)
HER2 ISH Dual Probe Copy Number not assessed or unknown if assessed

11/12/2018
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2018 SSDIs - Breast

Breast
Multigene Signature Methed and Results clinician

Definition

= Other names: genomic profiling, multigene testing, multigene assay, microarray assay,
molecular diagnostics for treatment planning

Source documents: specialty reference laboratories (private companies with proprietary testing
methods); the actual report may be induded in the medical record or may be referenced by the

Multigene testing is usually done for node-negative female breast cancer patients to predict risk of

recurrence within a specified time period or to predict the likelihood that the patient will respond to
specific types of chemotherapy. Multigene testing helps tailor treatment for the woman's specific
cancer characteristics. Recent studies indicate that these tests may also be helpful in planning
treatment and predicting recurrence in node positive women with small tumors. Some types of tests

AJCC has specific instructions for how
to use multigene panel results to assign
the correct TNM Category/AJCC Group.

types of genetic testing are available, indluding IHC-, FISH-, RT-PCR-, and

may be specific to ER positive or negative patients or women in a certain age range. Many different

multigene predictors.

*  Multigene Signature Method [NAACCR Data ftem #3894]
*  Multigene Signature Results [NAACCR Data Item #3895]

For the Breast cases, there are 2 data items that record information on Multigen)

Information is collected on the following tests
J—
»  MammaPrint: A genomic test that analyzes the activity of certain genes in early-stage breast
cancer. Developed to help make treatment decisions based on the cancer’s risk of coming back
(recurrence) within 10 years after diagnosi

“—low risk of recurrence can help women and their doctors decide if chemotherapy or other
treatments to reduce risk after surgery are needed

«  PAM SO0 (Prosigna): PAMSO stands for Prediction Analysis of Microarray S0. It tests a sample of
‘the tumor (removed during a biopsy or surgery) for a group of 50 genes. Along with other
factors, the results of the PAMS0 (Prosigna) test help predict the chance of metastasis (when
cancer spreads to other organs). Prosigna alse helps to determine the melecular subtype of
breast cancer.

»  Breast Cancer Index: Analyzes the activity of seven genes to help predict the risk of node-

| J negative, hormone-receptor-positive breast cancer coming back 5 to 10 years after diagnosis.
The test can help wemen and their doctors decide if extending hormonal therapy 5 more years
(for a total of 10 years of hormonal therapy) would be beneficial. The Breast Cancer Index
reports two scores: how likely the cancer is to recur 5 to 10 years after diagnosis and how likely
a woman is to benefit from taking hormonal therapy for a total of 10 years.

«  EndoPredict: Agenomic test for people newly diagnosed with early-stage, estrogen-receptor-
pasitive, HERZ-negative breast cancer. May be used to help make treatment decisions based on
the cancer's risk of coming back in a part of the body away from the breast (distant metastasis)
within 10 years after diagnosis. The EndoPredict test provides a risk score that is either low-risk
or high-risk of breast cancer recurring as distant metastasis. Knowing if the cancer has a high or

2018 SSDIs - Breast

Coding Instructions and Codes

Note 1: Physician statement of the Multigene Signature Method can be used to code this data item.

Note 2: Multigene signatures or classifiers are assays of a panel of genes from a tumor specimen,

intended to provide a quantitative assessment of the likelinood of D

o

‘evaluate prognosis or the likelihood of future metasta:

Note 3: Code the type of test performed. The same test should be used 1o
Multigene Signature Results [NAACCR Data Item # 3895].

Note 4: Oncotype Dx tests are not recorded in this data item. See the folloy
Dx.
* Oncotype Dx Recurrence Score-DCIS [NAACCR Data Item # 3903]
* Oncotype Dx Risk Level-DCIS [NAACCR Data Item # 3305]
+ Oncotvpe Dx Recurrence Score-Invasive [NAACCR Data ltem # 3904
* Oncotype Dx Risk Level-invasive [NAACCR Data Item # 3906]

Code | Description
Mammaprint
PAMS0 (Prosigna)

Breast

Oncotype Dx Tests

The recording of Oncotype Dx was previously coilected in Multigene Signature Results and Muitigene
Signature Methad in CSv2. Oncotype Dx now has four data items

*  Oncotype Dx Recurrence Score-DCIS [NAACCR Data Item # 3903]

=  Oncotvpe Dx Risk Level DCIS [NAACCR Data Item # 3905]

* Oncotype Dx Recurrence Score-Invasive [NAACCR Data Item # 3904]
*  Oncotype Dx Risk Level-invasive [NAACCR Data tem # 3806]

Oncotype DX DCIS Score

Breast Cancer Index

EndoPredict

Test performed, type of test unknown

Multiple tests, any tests in codes 1-4

Test ordered, results not in chart

Not applicable: Information not collected for this case

{If this item is required by your standard setter, use of code B will

o f~a|en|unfm || o]

The Oncotype DX DCIS score is @ genomic test that estimates the likelihood of local recurrence (DCIS o
invasive) for a patient with DCIS. The results may be used clinically 1o evaluate benefits of radiation
therapy following surgery.

The Oncotype DX DCIS score, a numeric value from 0-100, is coded in NAACCR Data Item #3903.

Oncotype DX DCIS Risk Level, coded in MAACCR Data ltem #3905, stratifies the Oncotype DX DCIS Score
into three risk levels:

AJCC has specific instructions for how
to use multigene panel results to assign
the correct TNM Category/AJCC Group.

* Low risk: Recurrence Score lower than 39: The DCIS has a lower risk of recurrence.

= Intermediate Risk: Recurrence Score between 3% and 54: The DCIS has an intermediate risk of
recurrence.

= High risk: Recurrence Score greater than 54: The DCIS has a higher risk of recurrence.

11/12/2018
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Breast ( AJCC has specific instructions for how
Oncotype Dx Risk Level-DCIS to use multigene panel results to assign
Codz | Description the correct TNM Category/AJCC Group.

Low risk (recurrence score 0-38)

Intermediate risk {recurrence score 39-54)

High risk (recurrence score greater than or equal to 55)
Not applicable invasive case

Test ordered, results not in chart

Not applicable: Information not collected for this case
(I this item is required by your standard setter, use of code 8 will result in an 4 Breast
9 Not documented in medical record

Oncotype Dx Risk Level-DCIS not assessed or unknown if assessed

|||

Response to Neoadjuvant Therapy

Code | Description
0| Neoadjuvant therapy not given

1| Stated as complete response (CR)
Breast 2 Stated as partial response (PR)
) . 3 | Stated as response to treatment, but not nated if complete or partial
Oncotype Dx Risk Level-Invasive 4 [ Stated 25 o resporse (WR)
Code | Description ] Not applicable: Information not collected for this case
0 | Low risk (recurrence score 0-17) (IF this item is required by your standard setter, use of code 8 will result in an edit

error)
5 | Mot documented in medical record
Response to neoadjuvant therapy not assessed or unknown if assessed

1 | Intermediate risk (recurrence score 18-30)
2 High risk (recurrence score greater than or equal te 31)
6 Not i DCIS case

7 | Test ordered, results not in chart

8 Not applicable: Information not collected for this case
(If this item is required by your standard setter, use of code 8 will result in an edit error.)
9 Not decumented in medical record

Oncotype Dx Risk Level-Invasive not assessed or unknown if assessed

Determining Prognostic Stage Group

« MUST MEET THE CRITERIA FOR STAGING TO BE STAGED
» Verify ALL Required Variables Have Been Coded

» Clinical Prognostic Stage Group - S .
« Pathological Prognostic Stage Group

» Response to Neoadjuvant Therapy (yp/yc)

Proper Use of Clinical and Pathological Descriptor Fields

11/12/2018
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Determining Prognostic Stage Group
Breast An-situ)
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Staging Practice

Questions

FISZXNO=~D>=~Z0
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