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O Profile Editor Florida Webcase - 2022 Lung & Thoracic Neoplasms - WHO 5th edition 10/03/2022
Classification, Volume 5; 2021 - 10/20/2022 w==
Outline: This webcast will provide a 2022 update to the Lung and Thoracic Neoplasms. The WHO published the
WHO Classification of Thoracic Tumors, 5th edition, Volume 5 in 2021. Many registrars still have questions
regarding how to apply this new classification to the current edition of the 2018 Solid Tumor Rules for Lung
The webcast will provide further instruction for determining single versus multiple primary lung tumors and

coding histology in accordance with the WHO Sth edition publication and the Updated Solid Tumor Rules for
Lung Cancers. It will also bring together the 2022 manuals and resources needed to document, abstract, stage
and code Lung Cancers regardiess of histologic type or stage. This webinar will include; a review of the anatomy
and physiology of the lung and thorax, incidence and mortality of lung cancers, cancer screening for lung
cancers, staging of lung cancers including use of SEER*RSA, SSDis, Coding Grade Fields, tumor markers and
molecular genetics. The webcast will also cover cancer treatment including surgery codes, type and intent of
neoadjuvant therapies, target therapies, systemic therapy, adjuvant treatments intent and type, and tumor

recurrence and progression of disease. A total package for 2022 reporting.

2023 Lung and Thorax Outline

* Introduction to Neoplasms of the Lung

* Anatomy of the Lung and Thorax (including Thymus)

* Lung Cancer Screening Guidelines, 2022

* WHO Classification of Thoracic Tumors, 5th ed, Vol 5

* Single and Multi-Gene Testing and Rationale — NSCLC

* CAP Checklist and Biomarkers — Lung, Mesothelioma, Thymus
* 2022 Lung Solid Tumor Rules - Single/Multiple Tumors

* 2022 Lung Solid Tumor Rules — Histology Coding

* 2022 Staging Basics for Lung — SS2018 Focus (T & N for TNM)
* 2022 Site-Specific Data Items for Lung & Thorax

* 2022 NCCN Treatment Guidelines for Mesothelioma

* 2022 NCCN Treatment Guidelines for NSCLC Lung

* 2022 NCCN Treatment Guidelines for Neuroendocrine Lung
* 2022 NCCN Treatment Guidelines for Thymoma

* Resources & References

* Questions
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At a Glance
Estimated New Cases in 2022 236,740 S¥ear
Relative Survival
9% of All New Cancer Cases 123%

22.9%

Estimated Deaths in 2022 130,180 SHFPLSTIAE
% of All Cancer Deaths 21.4%
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Cancer Statistics :
1992 1996 2000 2004 2008 2012 2016 2020
Year
Rateof New Cases W Death Rate
Mew cases come from SEER 12. Deaths come from U.S. Mortality.
All Races, Both Sexes, Rates are Age-Adjusted.
Modeled trend lines were calculated from the underlying rates using the Joinpoint Trend Analysis Software.
New cases are also referred to as incident cases in other publications. Rates of new cases are also referred to as incidence rates
https://seer.cancer.gov/statfacts/html/lungb.html 5
Introduction to Neoplasms of the Lung
Figure 3. Leading Sites of New Cancer Cases and Deaths - 2022 Estimates
Prostate 268,490 Breast 287,850
Lung & bronchus 117,910 Lung & bronchus 118,830
g Colon Colon & rectum
S Urinary bladder The corpus 65,950 %
5 Melanoma of the skin Melanoma of the skin 42,600 5%
_Zc Kidney & renal pelvis Non-Hodgkin lymphoma 36,350 4%
] Non-Hodgkin lymphoma Thyroid 31,940 3%
g Oral cavity & pharynx Pancreas 29,240 3%
'::J Leukemia Kidney & renal pelvis 28,710 3%
Pancreas s Leukemia 24,840 3%
Allsites 983,160 Allsites 934,370
Lung & bronchus 68,820 21% Lung & branchus
Prostate 34,500 11% Breast
" 28,400 9% Colon & rectum L
fm Pancreas ST St Farrere 23,860 8%
kS Liver & intrahepatic bile duct 20,420 6% Ovary 12,810 4%
° Leukemia 14,020 4% Uterine corpus 12,550 4%
] Esophagus 13,250 4% Liver & intrahepatic bile duct 10,100 4%
£ Urinary bladder 12,120 4% Leukemia 9,980 3%
& Non-Hodgkin lymphoma 11,700 4% Non-Hodgkin lymphoma 8,550 3%
Brain & other nervous system 10,710 3% Brain & other nervous system 7,570 3%
Allsites 322,090 Allsites 287,270
Estimates are rounded to the nearest 10, and cases exclude basal cell and squamous cell skin cancers and in situ carcinoma except urinary bladder. Estimates do not indude
Puerto Rica or other US territories. Ranking is based on modeled projections and may differ from the most recent observed data
©2022, American Cancer Society, Inc., Surveillance and Health Equity Science
6

2022 Cancer Facts and Figures, American Cancer Society




10/14/2022

Introduction to Neoplasms of the Lung

Figure 1. Trends in Age-adjusted Cancer Death Rates” by Site, Males, US, 1930-2019

100

Rate per 100,000 male population

Figure 2. Trends in Age-adjusted Cancer Death Rates* by Site, Females, US, 1930-2019

Rate per 100,000 female population
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Risk Factors — Signs & Symptoms

Risk Factors

Symptoms often do not appear until the cancer has spread.

* Difficulty breathing—might include wheezing, shortness
of breath, or ‘stridor’ (a harsh sound with each breath)

* Coughthat doesn’t go away or gets worse

* Coughing up blood or rust-colored sputum (hemoptysis)

* Chest pain worse with breathing, coughing or laughing

* Arm or should pain with or without chest pain

* Recurring pneumonia or bronchitis

* Headaches or seizures

* Hoarseness

* Weight loss

* Loss of appetite

* Bonepain

* Swelling of the face or neck

* Upper eyelid drooping

* Fatigue

Tobacco Smoke
» Cigarettes (packs/day - small cell lung cancer)
» Light Cigarettes carry same risk as regular cigarettes
* Menthol Cigarettes increase risk more - inhale deeply
» Secondhand Smoke
» Cigars and Pipes
Radon Exposure (10% of deaths from lung cancer)
Asbestos Exposure
Workplace Carcinogens
e Uranium Exposure
* Inhaled Chemicals - see
* Diesel Exhaust
Beta Carotene Supplements
Arsenic in Drinking Water
Radiation to Lungs
Air Pollution (5% of deaths from lung cancer)
E-cigarettes (pending)
Marijuana (pending)
Talc and Talcum Powder (pending)
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Risk Factors — Signs & Symptoms

Butane 5 E-Cigarette Use Among Youth and
Young Adults

A Report of the Surgeon General

jc Carbon
Poison Monoxide
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U8 Diguremen o Hiolth ind Human Sevices

U.S. Department of Health and Human Services. E-Cigarette Use Among Youth and Young
Adults. A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and 9
Human Services, Centers for Disease Control and Prevention, National Center for Chronic
Disease Prevention and Health Promotion, Office on Smoking and Health, 2016.

NIH Study llluminates Origins of Lung Cancer in Never Smokers
National Cancer Institute

* 10% to 20% of people who develop lung cancer have never smoked.
* Lung cancer in never smokers occurs more frequently in women.
* Lung cancer in never smokers occurs at an earlier age than in smokers.

A genomic analysis of lung cancer in people with no history of smoking has found
that a majority of these tumors arise from the accumulation of mutations caused
by natural processes in the body.

“What we’re seeing is that there are different subtypes of lung cancer in never Researchers used whole-genome

smokers that have distinct molecular characteristics and evolutionary processes.” sequencing to characterize three
molecular subtypes of lung cancer in

"This analysis shows that there is heterogeneity, or diversity, in lung cancers in people who had never smoked.

never smokers.”, Credit: National Cancer Institute

NCI’s Division of Cancer Epidemiology and Genetics
Zhang T, Joubert P, Ansari-Pour N, et al. Genomic and evolutionary classification of lung cancer in never smokers. 10
Nature Genetics. Sept 6, 2021. DOI: 10.1038/s41588-021-00920-0.
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Indoor Radon Levels and Zones per U.S. County

The concentration of radon is measured in pCi/L,
picocuries per liter. The average radon level
of the 3,142 counties is about 1.9 pCi/L.

Radon Zone
[ I NoData
I zone 1 ( > 4 pCi/L)
|| Zone 2 (2 - 4 pCi/L)

[ Jzene 3 ( < 2 pci/L)

Q100 200 400 B0 800

-
> Created by Juan Nunez
University of Tllinais at Urbana-Champaign
November 17, 2016
Source: U.S. Environmental Protection Agency

By Jcnunez227 - Own work, CC BY-SA 4.0,
https://commons.wikimedia.org/w/index.php?curid=53250357
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Thyroid cartilage
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The hilum is the
space in each lung e
where the bronchus g
and blood vessels
enter the lung.

The apex is the
rounded area at the pig
top of each lung.

Anatomy of the Lung

Medial view of right lung
apex

upper

pleura ;
(cutedge) |

horizontal 1
fissure ‘
cardiac
impression

middle %
lobe

diaphragmatic surface  inferior border

area for tracheal impression

oblique fissure
right pulmonary arteries

right superior lobar bronchus

right superior pulmonary veins

bronchopulmonary lymph nodes
right inferior pulmonary veins

groove for esophageal impression

© 2008 Encyclopadia Britannica, Inc.

Source: 2008 Encyclopedia Britannica, Inc. on-line 2
13
Anatomy of the Lung
* The lingula, found
only in the left lung,
is a projection of
the upper lobe of
the left lung
thought to be a
remnant of an
ancient middle lobe
of the left lung. e
#2 - Oblique fissure
A i ety
Source: SEER Training: ICD-O-3 Site Codes 1
14
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Anatomy of the Lung

Phrenic nerve

Internal lar vein
Jugu Trachea

Brachiocephalic
vein

Subclavian vessels

Vagus nerve

Aortic arch

https://www.pinterest.com/pin/357402920421732388/ - http://www.guwsmedical.info

15
15
aclavicul.
| . 1 Low cervical, ns:‘p‘r’:(hv::ullczr,:’r:m
sternal notch nodes
UPERIOR MEDIASTINAL NODES
Upper zone .
1B 2% Upper Paratachest ight m  NXRegional lymph nodes cannot be
I 21 Upper Paratracheat deiy assessed
W 2 prevascular
5o revorachea m  NO No regional lymph node metastases
[ 4R Lower Paratracheal ight
I 4L Lower Pursvachical 0cf0 m N1 Metastasis in ipsilateral
AORTIC NODES peribronchial and/or ipsilateral hilar
s s Af2008 lymph nodes and intrapulmonary
1 6 Para-aortic ascending aora o phreni) nodes, including involvement by direct
extension
NFERIOR MEDIASTINAL NODES
Subcarinal zone PO . . .
7 Subcarinal m N2 Metastasis in ipsilateral mediastinal
Tower e and/or subcarinal lymph node(s)
[ 8 Paracsophageal (below carina)
Il rtonary tgament m N3 Metastasis in contralateral
N1 NODES mediastinal, contralateral hilar,
o, enoba o0 ipsilateral or contralateral scalene, or
I 1 verobar supraclavicular lymph node(s)
Peripheral zone
[ 1210bar
[ 13 Segmental
[ 14 Subsegmenta IASLC Lymph Node Map and N Category Codes 16
16


https://www.pinterest.com/pin/357402920421732388/
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Anatomy of the Lung

Supraclavicular
_»Sup

=) Collar bone
« hodes o

Trachea (main breathing
Tube)

Carina (branchpoint
of trachea into
mainstem bronchi)

Subcarinal node

N3 Nodes (purple arrow):
Other side from tumor in
mediastinum +
supraclavicular nodes

Tumor

Source: http://cancergrace.org/lung/files/2010/04/simplified-staging.jpg 17
17
Anatomy of the Lung
___Cervical
pleura
Costal <:
~ pleura
|
Diaphragmatic \
oleura Mediastina!
pleura
Diaphragm'axlc
Costodiaphrag pleura
recess
V
Source: http://www.depure.org/learning-further-about-anatomy-of-lung/basic-anatomy-of-lung/ 18
18
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Anatomy of the Lung

Pleural Invasion Classification
Modified Hammar Classification of visceral pleural invasion
(VP

« PLO

— Tumor within the subpleural
lung parenchyma or

— Invading superficially into the
pleural connective tissue
beneath the elastic layer

T2 (visceral)
+ PL1: beyond the elastic layer
+ PL2: invade to the pleural
surface
T3 (parietal)
+ PL3:invade into any
component of the parietal
Visceral Pleural Invasion: Pathologic Criteria and Use of pleura
Elastic Stains.

PL1 & PL2

Froposalfor the 7t o & v M Cssfcoten &6 (J Thorac Oncol. 20083: 1384-1390)

19

19

Anatomy of the Lung

Note 8: Most pleural and pericardial effusions with lung cancer are due to tumor. In a few
patients. however, multiple cytopathological examinations of pleural and’or pericardial fluid are

negative for tumor, and the fluid is nonbloody and is not an exudate. Where these elements and
clinical judgment dictate that the effusion is not related to the tumor, the effusion should be
excluded as a staging element.

2 Regional by direct extension only

RIBS Atelectasis/obstructive pnenmonitis
- o Extends to hilar region. involving part or all of lung
P PARIETAL PLEURA Blood vessel(s) (major)
VISCERAL PLEURs » Aorta
PLEURAL CAVITY o Azygosven .
o Pulmonary artery or vein
o Superior vena cava (SVC syndrome)
Brachial plexus
Carina from lung
Chest wall (thoracic wall)
Compression of esophagus or trachea not specified as direct extension
Diaphragm (separate lesion-see code 7)
Esophagus
Mediastinum, extrapulmonary or NOS
Nerve(s)
o Cervical sympathetic (Horer's syndrome)
> Recurrent laryngeal (vocal cord paralysis)
2 Vagus
Pancoast tumor (superior sulcus syndrome), NOS
Parietal pericardium
Parietal pleura

ANATOMY
OFA
HEALTHY
LUNG

PLEURAL EFFUSION  \ vatomy OF A

LUNG WITHA
PLEURAL
EFFUSION

A pleural effusion is an accumulation of fluid
n th rietal ra and the vi | ra.

Chest X-ray frontal view: 100-200m| pleural fluid

Pericardium, NOS

Phrenic nerve

Pleura. NOS

Pulmonary ligament

Separate tumor nodule(s) in the same lobe as the primary

Visceral pleura invasion (PL1, PL2, PL3, or NOS)

Trachea 20

Source: www.slideshare.net/pleuraleffusion/drmahesh

20
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Anatomy of the Lung - Terminology

m Clarify the Difference between Atelectasis, Obstructive Pneumonitis, Consolidation, and

(Malignant/Non-Malignant) Pleural Effusion
- Atelectasis/Pneumothorax = Complete or Partially Collapsed Lung

- Pneumonitis - inflammation of the walls of the alveoli in the lungs, often caused by a virus.
- Obstructive Pneumonitis - pneumonitis resulting in bronchial obstruction

- Consolidation - a region of lung tissue that has filled with liquid or blood or pus instead of air
- Pleural Effusion/Hemothorax - a buildup of extra fluid in the space between the lungs and the
chest wall.

m  Most pleural effusions are hemorrhagic or bloody which indicates malignant pleural effusion without
even looking at cytology

m  Any pleural effusion in lung cancer is deemed “malignant” and must be proven “negative” x 2-3
cytology examinations

m  When pleural effusion described as “minimal” or “small” it may not be ‘treated’ as with involvement
- still code as malignant pleural effusion for consistency in staging cases

- Primary Tumor Extension to either Pleura is not the same as pleural effusion

21
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Anatomy of the Lung — Terminology — Lung Nodules

Lung nodules can form due to various causes, such as inflammation or infection or cancer.

Lung nodules are often found when computer tomography (CT) scans or chest X-rays are done to

evaluate other lung conditions. Although most lung nodules are benign, even small ones should be

assessed to rule out cancer. Early detection and treatment for cancer leads to a better prognosis.

Small lung nodules (less than 3 cm) are usually not a cause for concern

Larger nodules (greater than 3 cm) may be more worrisome.

Studies have shown that only 3-4 out of a 100 lung nodules are cancerous.

BUT - we are now seeing many more nodules on imaging due to screening and technology

Benign lung nodules may be formed due to scarring of lung tissue caused by tuberculosis or fungal

infections. Recently, lung nodules have been noted in many patients infected with COVID-19.

Other causes of lung nodules include:

= Inflammatory conditions, such as sarcoidosis or rheumatoid arthritis

= Hamartoma (benign growth made up of an abnormal mixture of cells and tissues in the lungs)

= Exposure to or inhalation of hazardous chemicals (occupational exposure), such as asbestos, cigarette
smoke, and other carcinogens

Indicators when evaluating Benign versus Malignant disease include;

= sjze, shape, calcification, cavitation, growth

= age, occupation, medical history and smoking history

= symptoms - persistent cough, hemoptysis, shortness of breath, fever, wheezing v

22
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Anatomy of the Lung — Ambiguous Terminology

Registrars are always looking for those special words that mean so much to us ‘ambiguous terms’
However, we often overlook the ‘unambiguous terms’ that more clearly state that cancer is present.
This happens a lot with lung imaging - CT Chest, PET, L-RADS, SUV, tumor characteristics, etc.

The Solid Tumor Rules tell us “disregard the terms ‘tumor, mass, lesion, neoplasm, nodule’ on lung
imaging because they are not used in a standard manner unless there is a physician statement that
the term is malignant/cancer” - but this can be misleading when the mass is obviously malignant.
Yes, you should look for a statement in the medical record where a physician states the mass is a
lung cancer or metastasis in lung or suspected malignancy. But, that is not always present.

We have to use common sense when assessing imaging reports - if something is on the border of
suspicious you need to dig deeper and find the terminology to make a tumor reportable. But this is
not the case when you see a large mass with positive nodes or an SUV greater than 2.5. It is cancer.
When a lesion is described as a ‘mass’ and the radiologist provides measurements or perhaps an
SUV value from a PET Scan that is greater than 2.5 - these tumors will be treated as ‘suspicious for
malignancy’ based on these factors - the radiologist doesn’t need to restate or use ambiguous
terminology that the mass is suspicious - s/he has already stated it in unambiguous terms.

This is contrary to the written Solid Tumor Rules - but, not contrary in a practical sense when you
are abstracting. Yes, they will probably do a biopsy or start treatment - further indication of cancer.
But, you can always rely on finding those ‘ambiguous terms’ - look for ‘unambiguous terms’ toe:

23

Anatomy of the Lung — Lung-RADS

Lung-RADS® Version 1.1
Assessment Categories Release date: 2019

Solid nodula(s):
2 8 to <15 mm (z 268 to < 1767 mm?) at
baseline OR
growing < B mm (< 268 mm’) OR

new 6 fo < & mm (113 o < 268 mm?)

Part solid nodule(s):

26 mm (2 113 mm?) with solid
companent 2 6 mm to < 8 mm (2 113 to
< 268 mm®) OR
with a new or growing < 4 mm (< 34 mm?)

solid component
Endobronchial nodule

meonth LDCT: PET/CT may be
used when there is a 2 8 mm (2 5-15% 2%
268 mm®) solid component

Solid nodula(s) Chest CT with or without
215 mm (2 1767 mm?) OR contrast, PET/CT and/or tissue
new or growing, and = 8 mm (2 268 mm’)|  sampling depending on the
Part solid nodule(s) with:
a solid component 2 8 mm (2 268 mm?)
OR

e
(2 13 )
(= H3mar
ter(z 113

of ind
comorbidities. PET/CT may be
used when there is a 2 8 mm

. (2 268 mm"®) solid component. =15% 2%
:umwnrgmrt:lgédm[z%m) For large Jes that
compor mm«_np on an annual
Category 3 or 4 nodules with additional m;:"‘]:rb’gecr: at nﬁn&r_gcr
feati fing that
feat.res or magng fncings aciass potontay infectious

]
767 ) OR or

2
o growig, snd z § mm (2 268 )
- o | comeridiies. PETICT may be.

(2268 mae) ol componen. | > 15% 2%
For newiarge noaus et

24
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Screening Guidelines, Diagnostic Workup, and Lab Tests

US Preventive Services Task Force (USPSTF), the American Cancer Society, the American
Academy of Family Physicians (AAFP), and the American College of Chest Physicians.

Recommend yearly lung cancer screening with LDCT scans for people who:
v' Are 50 to 80 years old and in fairly good health, and

v’ Currently smoke or have quit in the past 15 years, and
v/ Have at least a 20 pack-year smoking history.

it's important that people who are going to be screened:
Receive counseling to quit smoking if they currently smoke, and
Have been told by their doctor about the possible benefits, limits, and harms of screening with LDCT scans, and
Can go to a center that has experience in lung cancer screening and treatment.

25

Low Dose Helical (Spiral) CT Scan of Lung

L CT Lung Cancer Screening _‘

New USPSTF
recommendations

‘or’ «er smoker former smoker
who quit within
15 years _

Cu rent Guideli as

Talk with your Pack-year smoking
doctor about a history
CT Lung Cancer
o Screening
7

o
COVEQB with yout s’

26
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Increasing Adherence to CT Lung Cancer Screening Programs

Despite the conclusive evidence for the effectiveness of Lung
Cancer Screening from the US National Lung Screening Trial (NLST),
national data indicate low uptake (£4%) in the United States.

Other countries like the UK achieve higher uptake rates of more
than 50%...comparable to breast & colon screening

It remains an important challenge to ensure acceptance by the
target population and adherence to initial as well as
subsequent rounds of screening to ensure the success of Lung
Cancer Screening Programs across the United States.

27

27

Diagnostic Workup

m  What To Look For & Document When Reviewing Lung Cancer Cases

m Screening Low Dose Spiral CT Scan Findings & Tumor Characteristics
m Physical Exam - paraneoplastic syndrome, nerve or vessel obstruction
m CT Chest - tumor location, tumor size & shape, nodes, pleural effusion

m CT Abdomen - liver or adrenal mets
m CT/MRI Brain - brain mets

m Resectable or Unresectable Tumor

m Pathology Report(s) - Resection of Primary and Nodal Status

m Pathology Report(s) - Extension to/thru layers of visceral pleura
m Pathology Report(s) - Extension to or through parietal pleura
m Cytology Report(s) - Pleural Fluid (blood/exudate)
m Genetic Abnormalities - EGFR, KRAS, BRAF, ALK, ROS1, MET, RET, PDL-1, HER2

28

28
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Introduction to Lung Tumor Classification

FIGURE 1. Types of Lung Cancer by Histology'**

Not otherwise specified 5%

Targeted Oncology — http://targetedonc.com

Types of Lung Cancer Types of Lung Cancer Non-Small Cell Lung Cancer Subtypes
Non-small cell lung cancer ~ 85%

Small cell lung cancer 15%

Non-Small Cell Lung Smail celt

Cancer Subtypes lung cance

Adenocarcinoma 40%

Squamous cell carcinoma 25%

Large cell carcinoma 25%

Others 20%

29
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Diagnostic Workup — Tumor Classification

Pulmonary Neuroendocrine Tumors

> Carcinoid Tumor - 8240

> Atypical Carcinoid Tumor - 8249

> Low Grade Neuroendocrine Carcinoma - 8240

Lowfintermediate:
grade

» Small Cell (Neuroendocrine) Carcinoma - 8041

High grade

Mitoses >10 per 2 mm?
Cytologic features
af SCLC

Mitoses <2 per 2 mm?
and no necrosis

itosas 2-10 per 2 m
of necrosis

> Large Cell (Neuroendocrine) Carcinoma - 8013 [ S [M Sl ][uumu] EMM

oma
Mitoses >10 per 2 mm?
ic featu
of NSCLC

Cytologic features
NSCL

> High Grade Neuroendocrine Carcinoma — 8246

» Poorly Differentiated Neuroendocrine Carcinoma - 8246

30
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Diagnostic Workup — Tumor Classification

Non-Small Cell Carcinoma of the Lung - NSCLC

» Adenocarcinoma (55%)
» Mucinous Adenocarcinoma
» Microinvasive Adenocarcinoma
» Micropapillary Adenocarcinoma

Other or unspecified

Large cell carcinoma

Ner-amchies ‘ » Minimally Invasive Adenocarcinoma
Vg » Non-Mucinous Adenocarcinoma
A\ Smoker » Acinar predominant

> Lepidic Predominant

> Papillary Predominant

» Solid Predominant
» Squamous Cell Carcinoma (20%)
» Large Cell Carcinoma (5%)
» NSCLC, NOS

31
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Diagnostic Workup — Tumor Classification
Reclassification of Bronchoalveolar Carcinoma (BAC)
@n—mucjnous carcinoma-"adenocar@
A Mucinous carcinoma/adenocarcinoma __—> * SISOSWIET

o Microinvasive

¢ 82353/3 when o Minimally invasive

o Behavior unknown/not documented (use staging form o 8250/2 when
o Invasive o Preinvasive
¢ 8257/3 when o Insitu

o Micromvasive

. . . ' Adenocarcinomas (CAP Teﬂnj.noloém' denocarcinoma, acinar predominant 8551
o Mimmally invasive < ad ( ’ P

* Adenocarcinoma, lepidic predommant 8250

s 8253/2 when * Adenocarcinoma, micropapillary predominant 8265
o Premvasive o Adenocarcinoma, papillary predominant 8260
o Insitu * Adenocarcinoma, solid predominant 8230

Note: Previously, only invasive /3 codes were available for mucinous adenocarcinoma of the lung. It has been recognized that not all lung
cancers are mnvastve /3 5o new codes were implemented.

32
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Diagnostic Workup — Tumor Classification

Mixed Tumors of the Lung

» Adenosquamous Carcinoma - 8560
» Sarcomatoid Carcinoma (Giant Cell and Spindle Cell) - 8033
> Epithelial-Myoepithelial Carcinoma - 8562

» Combined Large Cell Neuroendocrine Carcinoma - 8013

» Mixed Invasive Mucinous and Non-Mucinous Carcinoma - 8254
» Combined Small Cell Carcinoma - 8045

» Squamous Cell Carcinoma, Large Cell, Nonkeratinizing - 8072

» Squamous Cell Carcinoma, Small Cell, Nonkeratinizing - 8073

» Squamous Cell Carcinoma, Sarcomatoid - 8074

% Squamous Cell Carcinoma, Spindle Cell - 8075
» Adenocarcinoma with Mixed Subtypes - 8255 3

33

Biological Tumor Markers, Single and Multi-Gene Testing

Updates to the NCCN Guidelines for Non-Small Cell Lung Cancer (NSCLC) for 2021 include recommendations for biomarker testing in all appro-
priate patients with newly diagnosed advanced lung cancer, including squamous cell lung cancer. When a targetable genetic alteration is de-
tected, the NCCN Guidelines recommend treatment with a first-line therapy targeted to that alteration. The guidelines contain new information
on use of adjuvant treatment with osimertinib for resected early-stage EGFR-mutated NSCLC. New targeted agents are now recommended for
the treatment of ALK rearrangements, RET alterations, MET exon 14 skipping mutations in patients with advanced NSCLC; and new immunother-

apy agents are recommended for advanced NSCLC without a driver oncogene.
J Natl Compr Canc Netw 2021;19(5.5):610-613

doi: 10.6004/jncen.2021.5020

The guidelines recommend considering testing in stage IV squamous cell lung cancer as quickly as possible upon
diagnosis, because it is not possible to exclude an adenocarcinoma component in a biopsy, and studies show that
approximately 5% to 10% of tumors with squamous cell histology harbor targetable mutations when considered across
all targetable alterations

Another change in the guidelines is a strong push toward testing in resectable stage IB—I1IA NSCLC. The ADAURA trial
found that the third-generation EGFR tyrosine kinase inhibitor (TKI) osimertinib improved 3-year disease-free survival in
stage IB—IIl, EGFR-positive NSCLC.4 “This study galvanized the push for earlier testing in NSCLC,” Dr. Aisner stated.

The 2021 NCCN Guidelines now list osimertinib as an option for adjuvant therapy in patients with resectable stage 11B—
I1IA or high-risk stage IB—IIA NSCLC harboring EGFR mutations who received previous adjuvant chemotherapy or are
ineligible to receive platinum-based chemotherapy. 34
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Multi-Gene Testing/Liquid Biopsy

NEO GENOMICS - InVisionFirst®-Lung is an NGS-based liquid biopsy test that detects actionable
genes relevant to the treatment and management of advanced non-small cell lung cancer (NSCLC)
Liquid biopsy and tissue-based analysis are complementary approaches for molecular testing for biomarker assessment. A
recent consensus statement from the International Association for the Study of Lung Cancer (IASLC, June 2021) discusses
the innate limitations to tissue-based testing related to inadequate or insufficient tissue, challenging biopsy locations and
turnaround time for rapid treatment decisions and state liquid biopsy is an acceptable initial approach for biomarker
evaluation at time of diagnosis, as well as for monitoring the efficacy of targeted therapies:

— Focused panel that dects 37 genes relpvant to treatment and management of NSCLC

diagnosed with NSCLC

| A | ensnz puer) MET (incl. smen
e | owe feid | o
| eom KRAS (incl. KRAS | eom
G12¢)
Alterations associated with:
an rores owz vocraa
conon s a psca
| conan oaan Azt rerzaa
cnom oua e | e
e oas wrena | s
| rom weas waas van
rors2 o wrnxs
* PR [ 5492 tdet  Exen Coverage:
| Fusion + Snva + adels [roxsivien
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[Fosions 35
[ s ony
35
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A Lung cancer histology B NSCLC histology
SCLC (15%) Other(a%)
74 Squamous
(18%)
Molecular Subsets of Lung Cancer Defined
by Driver Mutations
Frequency of Driver i
MRA Mutations in NSCLC, % NSCLC >
M PIK3CA AKTL 1 (85%)
BRA ) RET ALK 37 Non-squamous (78%)
Tal BRAF 1-3
EGFR 10-35 C Oncogenic mutations in NSCLC
HER2 24 /ncm»GIZC (17%)
KRAS 15-25 Other or not identified
MEK1 1 (32%)
MRAS 1
PIK3CA 1-3 .‘g — G12C(12%)
RET 1-2
ROS1 1
) NTRK1/2/3 (<1%)
ROS1 (1%)
RET (~2%)
AKG3%, 7 EGFR (17%)
ERBB2 (~4%) ! i
MET  gpaF 6
(~4%)  (5%)
36
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Mutation Profile for NSCLC by NGS

, ®
Mutation profile of non-small cell lung B

cancer revealed by next generation sequencing

Ya-Sian Chang'2**, Siang-Jyun Tu?, Yu-Chia Chen?, Ting-Yuan Liu?, Ya-Ting Lee', Ju-Chen Yen', Hsin-Yuan Fang®
and Jan-Gowth Chang' 347"

Abstract

Background: Precision therapy for lung cancer requires comprehensive genomic analyses. Specific effects of tar-
geted therapies have been reported in Asia populations, including Taiwanese, but genomic studies have rarely been
performed in these populations

Method: We enrclled 72 patients with non-small cell lung cancer, of whom 61 had adenocarcinoma, 10 had squa-
mous cell carcinoma, and 1 had combined adenocarcinoma and squamous cell carcinoma. Whole-exome or targeted
gene sequencing was performed. To identify trunk mutations, we performed whole-exome sequencing in two tumor
regions in four patients

Results: Nineteen known driver mutations in EGFR, PIK3CA, KRAS, CTNNB1, and MET were identified In 34 of the 72
tumors evaluated (47.229%). A comparison with the Cancer Genome Atlas dataset showed that FGFR was mutated at a
much higher frequency in our cohort than in Caucasians, whereas KRAS and TP52 mutations were found in only 5.56%
and 25% of our Taiwanese patients, respectively. We also identified new mutations in ARID1A, ARID2, CDK12, CHEK2,
GNAS, H3F3A, KDM6A, KMT2C, NOTCH1, RB1, RBM10, RUNX1, SETD2, SF3B1, SMARCA4, THRAP3, TP53, and ZMYM2. Moreo-
ver, all ClinVar pathogenic variants were trunk mutations present in two regions of a tumor. RNA sequencing revealed
that the trunk or branch genes were expressed at similar levels among different tumar regions.

Conclusions: We identified novel variants potentially associated with lung cancer tumorigenesis. The specific muta-
tion pattern in Taiwanese patients with non-small cell lung cancer may influence targeted therapies

Keywords: Non-small cell lung cancer, Whole-exome sequencing, Targeted gene sequencing, Trunk mutations

Chang et al. Respir Res (2021) 22:3 - https://doi.org/10.1186/s12931-020-01608-5 37
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Next-Generation Sequencing in Lung Cancer Patients:
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Who Gets NGS Testing and Why?

EClinicalMedicine 25 (2020) 100487
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Review

When should we order a next generation sequencing test in a patient
with cancer?
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ARTICLE INFO Technical advances in genome sequencing and the implementation of next-generation sequencing (NGS) in|

clinical oncology have paved the way for individualizing cancer patient therapy based on molecular profiles.|
Article History: When and how to use NGS testing in the clinic is at presentan unsolved issue, although new research results|
Received 10 April 2020 provide evidence favoring this approach in some types of advanced cancer. Clinical research is evolving rap-|
Revised 12 July 2020

idly, from basket and umbrella trials to adaptative design precision oncology clinical studies, and genomic|
and molecular data often displace the classical clinical validation procedures of biomarkers. In this context,
physicians must be aware of the clinical evidence behind these new biomarkers and NGS tests available. in
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Biological Tumor Markers, Single and Multi-Gene Testing

* Characteristics that can be targeted with currently available treatments:
* Anaplastic Lymphoma Kinase (ALK) gene rearrangement
* Epidermal Growth Factor Receptor (EGFR) mutations, including EGFR exon 20

* BRAF V600E mUtation Early Intermediate Late 5
* KRAS mutation i -
* MET mutation el e il e
° N T R K ge n e rea rra n ge m e nt Normal Epithelium Hyperplasia Dysplasia cis Invasive Carcinoma
. 3p LOH/Small Telomeric Deletions 3p LOH/Contiguous Deletions > ~80%
L R ET mu tat [e]lg] Microsatellite Alterations > ~50%
9p21 LOH
° ROS 1 ge ne rearra nge me nt = Telomerase Dysregulation Telomerase Upregulation 4 : :::
H MYC Over-expression -
* T790M mutation ' et > o
* ERBB2 (HER2) mutation Neoangiogenesis S i
. Loss of Fhit inmunostaining > ~40%
* Immunotherapies (test for PD-L1) 053 L0H TP amtons - 7o
Aneuploidy > ~80%
_______________________ Methylation > ~100%
521 APC-MCCLOH 300
K-ras Mutation > ~20%
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Biological Tumor Markers, Single and Multi-Gene Testing

EMERGING TARGETED AGENTS FOR PATIENTS WITH GENETIC ALTERATIONS
Table 1.07 Major genetic change Genetic Alteration (ie, Driver event) Avallable Targeted Agents with Activity
] S > Against Driver Event in Lung Cancer
e on a BRAF V600E mutation® vemurafenib'
TR ‘ dabratenib?
BRAF 0 <5 0 MET amplification crizotinib®*
EGFR' Cavcasian <1 10-20 <1 ROST rearrangements. crizotinib®
Asian <5 35-45 <5 HER2 mutations trastuzumab® (category 28)
ERBBIMER? 0 25 0 afatinib’ (category 28)
KRAS Caucasian <1 15-35 <5 RET rearrangements. cabozantinib® (category 28)
Asian <1 5-10 <5 'Non-VEOOE mutations have vanable kinase actvity and response to these agents.
PIK3CA <5 <5 5-15
Lz 2 & o Table 1. Treatment Options for Patients Without
i ) 3640 2& Driver Oncogenes
| Amplification ;
EGFR <1 5-10 10 PD-L1 Expression Treatment Options®
|
ERBBZHERZ <1 <5 =1 ‘ High Pembrolizumab
| MET < <5 <5 | (=50%, TC4/IC3) Atezolizumab
| mre 20-3 5-10 510 | . ;
| Forrr o <5 15.25 ‘ Low (TPS =1%) Pembrolizumab (category 2B)
‘ Gene rearrangement ‘ Any (squamous) Carboplatin, paclitaxel, pembrolizumab
[ ALk 0 5 =3 Ipilimumab/Nivolumab
{RET G % 5 ‘ Carboplatin, paclitaxel, ipilimumab/niveolumab
ROS1 0 1-2 0 Any (nonsquamous) Carboplatin, pemetrexed, pembrolizumab
NTRKT q i 0 Carboplatin, paclitaxel, bevacizumab, atezolizumab
pim 0 Carboplatin, nab-paditaxel, atezolizumab
L =l $ Ipilimumab/Nivolumab
Carboplatin, pemetrexed, ipilimumab/nivolumab
HIGHLIGHTS OF THE NCCN 2021 VIRTUAL ANNUAL CONFERENCE 41
JNCCN.org | Volume 19 Issue 5.5 | May 2021
41
Biological Tumor Markers, Single and Multi-Gene Testing
EGFR
+Mutational Analysis
__ No EGFR mutation detected
__ Mutation(s) identified
~  EGFRp.GT19X
__ EGFR Exon 19 deletion (specify if known):
__ EGFR Exon 20 insertion (specify if known)
—_ EGFRp.S768I
_ EGFRp.T790M MET
EGFRp L858R +Mutational Analysis
- - No MET mutation detected
KRAS — gﬁ_'FR'p'Lqu " Mutation(s) identified
+Mutational Analysis = [:rbtsze?w}_ od i, _ MET:p.DOE3_splice mutation
__ NoKRAS mutation detected — Gannot be determined (explain)- __METPDIOION
Mulation(s) identified . . . mg?p.mu:‘:]as:)llce mutation
T KRASIp.G12C +EGNFR L858R by Immunohistochemistry (clone 4362) :Othere();?)lcify):e etion

T KRASp.G12D — Peg.a."“'e _Cannotbe ined (explain).

- Sip.G12Y _ Egzli?r\(’::a\ (explain): +Copy Number Analysis

— KRASp.G125 - ’ ___No MET amplification detected

— KRASp.G12A +EGFR Exon 19 Deletion (E746_A750del) (clone 6B6) — MET amplification identified

_ KRASp.G12R ) = ___ Specify Copy Number:

KRAS:p.G13D — Negative " Specify Ratio to Centromere 7-

: KRAS:p.G13C ___ Positive ___Cannotbe ined (explain)

__ KRASp.OBIL Hnterpretation (select all that apply)

___ Other (specify): ___ AMET alteration is present which is associated with response to MET tyrosine kinase inhibitors
__ Cannot be determined (explain): ___ MET amplification is present which is associated with response to MET tyrosine kinase inhibitors
+Interpretation (select all that apply)

_ AKRAS mutation is identified which is associated with resistance to tyrosine kinase inhibitor
therapy
__ AKRAS mutation is identified which is associated with response to specific inhibitors
42
42
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Biological Tumor Markers, Single and Multi-Gene Testing
NCCN Guidelines - Lung

EGFR Mutation Positive
(eg, exon 19 deletion or L858R)
« First-line therapy

» Afatinib’

» Erlotini

» Dacomilrgh3

» Gefitinib™

» Osimertinib®

» Erlotinib + ramucirumab’

» Erlotinib + bevacizumab® (nonsquamous)s
+ Subsequent therapy

» Osimertinib:

EGFR exon 20 insertion mutation positive
+ Subsequent therapy

» Amivantamab-vmjw1?

» Mobocertinib

KRAS G12C mutation positive
. Suhsequen}ztherapy
» Sotorasib

ALK Rearrangement Positive
+ First-line therapy

» Alectinib !>+

» Brigatinib1®

» Ceritinib

» Crizotinib13:17

» Lorlatinib®
« Sub t th
ul seq\{il;lg!merapy

ROS1 Rearrangement Positive
+ First-line therapy

» Ceritini

» Crizotinil

» Entrectinil
. Subsequenyhernpy

» Lorlatinik’

» Entrectinib?®

BRAF V600E Mutation Positive
+ First-line therapy

» Dabrafenib/trametinib?®
« Subsequent therapy

» Dabrafenib/trametinib2®30

NTRK1/2/3 Gene Fusion Positive
 First-line/Subsequent therapy
» Larotrectinip!
» Entrectinib

MET Exon 14 Skipping Mutation

« First-line 1he%py,’5ubsequen: therapy
» Capmatinij
» Crizotinib:
» Tepotinib33

RET Rearrangement Positive
= First-line th eragg,’Subsequent therapy

» Selpercatinib
inibs’

i
» Vandetanil

n
A0

PD-L121%

« First-line therapy™”

» Pembrolizumab41-43

» (Carboplatin or cisplatin)/pemetrexed/
pembrolizumab (nonsquamous)

» Carhopl:ninfpaclitaxelrbevacizwnah‘f
atezolizumab (nensquamous)

» Carboplatin/(paclitaxel or albumin-hour}g
paclitaxel)/pembrolizumab (squamous)

» Carboplatin/albumin-bound paslitaxelf
atezolizumab (nensquamous)

» Nivolumabfipilimumab’

» Nivolumab/ipilimumab/pemetrexed/
(carboplatin or cisplatin) (nensquamous)*®

» Nivolumahii?ilimumabfpnclitaxelfcarboplatin
(squamous)*?

PD-L1 250% (in addition to above)
+ First-line therapy™
» Atezolizumab

» C:ernir.\lim:lb-ﬂn\«llc51

» Ceritin
» Lorlatinib?*
43
43
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NCCN Guidelines - Lung

TESTING RESULTS!.mm

EGFR mutation positive (eg, exon 19 deletion or L858R) NSCL-20

EGFR exon 20 insertion mutation positive NSCL-23

KRAS G12C mutation positive NSCL-24

ALK rearrangement positive NSCL-25

ROS1 rearrangement positive NSCL-28

BRAF V600E mutation positive NSCL-29

NTRK1/2/3 gene fusion positive NSCL-30

METex14 skipping mutation positive NSCL-31

RET rearrangement positive NSCL-32

PD-L1 250% and negative for actionable molecular markers above NSCL-33

PD-L1 21%—49% and negative for actionable molecular markers above |NSCL-34

PD-L1 <1% and negative for actionable molecular markers above NSCL-35

44
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IASLC Atlas of Diagnostic
Immunohistochemistry

* Immunohistochemistry (IHC) is a cornerstone of pathologic diagnosis, by far
the most widely used ancillary technique to assist with the identification and
classification of disease.

*  For the last 30 years, pathologists have harnessed this powerful technology
to transform the way we make diagnoses across the spectrum of pathologic
medicine but especially in tumor pathology. Histochemical techniques and
electron microscopy still have their place, but IHC is the go-to technique to
answer a problem.

* Itis very clear that in order to render the best and most accurate diagnosis
for our patients with thoracic malignancy, pathologists must understand how
IHC works, how to use it, when to use it, and how to appropriately interpret the
results of the assays performed. In this atlas, members of the Pathology
Committee of the International Association for the Study of Lung Cancer have
provided a succinct but comprehensive review of many aspects of IHC that are
relevant to thoracic tumor diagnosis, building on a review article published in
the Journal of Thoracic Oncology (Yatabe et al 2019). We very much hope that
readers will find this atlas a useful tool to aid their work.

=

IASLC ATLAS OF
DIAGNOSTIC

IMMUNOHISTOCHEMIS

TV ~'. ' :'llt\f.

\Iil‘

45
45
Contents
M M E— L —
IASLC Atlas of Diagnostic
Immunohistochemistry ot .
Abbreviations .
Summary of Key Questions and Short Answers . .
1 Introduction. 1
. Immunohistochemistry (ch) is a cornerstone of pathologic 2 C\i_nicalRe\evam@ of ACC!.!IME Diagnosis of Thoracic Neoplasms
. . . N N Using Immunchistochemistry. .3
dm_gnosn_s, by fa_r the_r_nosfc widely used_e_mcn_llary tec_hnlque to 3 Princibles of Inmunohistochemistey .
assist with the identification and classification of disease. N _p—"Te(hm 165 and Technologies in Immunohistochemistry. ‘
* For the last 30 years, pathologists have harnessed this 5 Immunohistochemistry for Small Specimens ... 33
powerful technology to transform the way we make diagnoses 6 Immunomarkers in the Classification of Resected Major Lung Cancers
across the spectrum of pathologic medicine but especially in 7 Thyroid Transcription Factor] .....vveveieieiieiiee
tumor pathology. Histochemical techniques and electron 8  Immunohistochemistry for p40 and p63 in Lung Cancer -
microscopy still have their place, but IHC is the go-to technique 9 Cytokeratin Markers ...
to answer a problem. 10 Neuroendocrine Market
11 Proliferation Markers
12 Immunohistochemistry in Cytology 91
* Itis very clear that in order to render the best and most 13 Immunomarkers for Lung Adenocarcinoma Variants. .
accurate diagnosis for our patients with thoracic malignancy, 14 Immunomarkers for Other Rare Tumors .
pathologists must understand how IHC works, how to use it, 15 Immunomarkers for Thoracic Sarcoma ...
when to use it, and how to appropriately interpret the results of 16 Immunomarkers for Differentiation from Metastatic Tumors
the assays performed. In this atlas, members of the Pathology 17 Mesothelioma and Immunchistochemistry.
Committee of the International Association for the Study of Lung 18 Thymic Tumors and Immunohistochemistry
Cancer have provided a succinct but comprehensive review of 19 Use of Immunohistochemistry in Predictive Biomarker Testing. - 175
many aspects of IHC that are relevant to thoracic tumor 20 Concluding Perspective
diagnosis, building on a review article published in the Journal of Appendix A: Antibody List ...
Thoracic Oncology (Yatabe et al 2019). We very much hope that Appendix B Manufacturers...
readers will find this atlas a useful tool to aid their work.
46
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2022 Updates
Lung
All Manuals

NAACCR 2022 Implementation Guidelines

V22 NAACCR Data Standards and Data Dictionary

NAACCR XML Dictionaries

NAACCR V22 Edits Metdfile (including Changes Spreadsheet)

SEER Program Coding and Staging Manual (includes Summary of Changes)
Commission on Cancer STORE Manual

Site Specific Data Items (SSDI) and Grade Manual v2.1 (includes change log)
AJCC Cancer Staging System

SEER RSA (EOD, Summary Stage, SSDI's, Grade) v2.1 (includes summary of changes)
Summary Stage 2018 (includes revision history)

Extent of Disease (EOD) 2018 (includes change log)

Solid Tumor Rules (includes summary and changes)

ICD O 3.2 (includes new codes, coding guidelines, and changes)

SEER Site/Histology Validation List

Hematopoietic Manual and Database (see revision history on the left)
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2022 Lung Solid Tumor Rules

Lung Multiple Primary Rules
C340-C343, C348, C349
(Excludes lymphoma and leukemia M9590 — M9992 and Kaposi sarcoma M9140)

Single Tumor

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

This is the end of instructions for Single Tumor

iPrepare ane abstract. Use the histalogy coding rules to assign the appropriate histology code.

Multiple Tumors

Note: Multiple tumors may be a single primary or multiple primaries.

Rule M3  Abstract multiple primariesi when there are separate, non-contiguous tumors 1n sites with ICD-O site codes that differ
at the second CXxx and/or third character CxXx._
Note: When codes differatsh =

Rule M Abstract multiple primariesil when the patient has a subsequent fumor after being clinically disease-free for grea
ree vears after the original diagnosis or last recurrence
i .
® Scans are NED
Nore 2: When there is a recurrence less than or equal to three years of diagnosis. the “clock” starts over. The time interval is
caleulated from the date of last recurrence. In other words. the patient must have been disease-free for greater than three
years from the date of the last recurrence.
Note 3: When it is unknown/not documented whether the patient had a recurrence, use date of diagnosis to compute the time
interval.
Nore 4: The physician may state this is a recurrence, meaning the patient had a previous lung tumor and now has another lung site
tumor. Follow the rules: do not attempt to interpret the physician’s statement.

48
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2022 Lung Solid Tumor Rules

Rule M5

B | RuleMs

B | Rule

Abstract multiple primariest when there is at least one tumor that is small cell carcinoma 8041 or any small cell
subtypes/variants and another tumor that is non-small cell carcinoma 8046 or any non-small cell carcinoma
subtypes/variants.
Note 1: Small cell carcinoma and non-small cell carcinoma are the two mayor classifications/divisions for lung cancer.
# See Table 3 in Equivalent Terms and Definitions for terms and codes for small cell carcinoma and all of the
subtypes/variants
+ With the exception of small cell/'neuroendocrine carcinoma and sarcomas. all ather histologies listed m Table 3 in
Equivalent Terms and Definitions are non-small cell carcinoma
Note 2: Tt is irrelevant whether the tumors are in the ipsilateral (same) lung or are bilatera

Abstract multiple primariesﬁwhen separate/non-contiguous tumors ige two or more different subtypes/variants in
Column 3, Table 3 in the Equivalent Terms and Definitions. Timing 15 1Tele
Note 1: The tumors may be subtypes/variants of the same or different NOS lnstologles
» Same NOS: Colloid adenocarcinoma 8480/3 and lepidic adenocarcinoma 8230/3 are both subtypes of adenocarcinoma
NOS 8140/3 but are distinctly different histologies. Abstract multiple primaries.
» Different NOS: Keratimizing squamous cell carcinoma 8071/3 1s a subtype of squamous cell carcinoma NOS 8070;
Lepidic adenocarcinoma 8250/3 is a subtype of adenocarcinoma 8140/3. They are distinctly different histologies.
Abstract multiple primaries.
Vore 2: The tumors may be different behaviors: Acinar adenocarcmoma 8551/3 and mucinous carcimoma. m situ 8253/2 are both
subtypes of adenocarcinoma NOS 8140/3 but are distinctly different histologies. Abstract multiple primaries.

Abstract a single prim:u‘yi when synchronous, separate/non-contiguais tumors in the same lung are on the same row

in Table 3 in the Equivalent Terms and Definitions.

Nete 1: Tumors must be in the same lung.

Note 2: The same row means the tumors are:
# The same histology (same four-digit ICD-O code) OR
#  One is the preferred term (column 1) and the other is a synonym for the preferred term (column 2) OR
* A NOS (column 1/column 2) and the other is a subtype/variant of that NOS (column 3)

49
49
2022 Lung Solid Tumor Rules
‘ Rule M8  Abstract multiple ])l‘imm'iesij when separate/non-contiguous tumors are:
* On different rows in Table 3 in the Equivalent Terms and Definitions
* A combination code in Table 2 and a code from Table 3
Note 3: Timing is irrelevant. Tumors may be synchronous or non-synchronous.
Note 4: Each row in the table 1s a distinctly different stology.
Example I: In 2018, the patient has non-mucmous adenocarcioma 8250/3. Patient returns in 2019 with large cell carcinoma
8012/3. These histologies are on different rows 1n Table 3. Abstract two primaries.
Example 2: In 2017, patient had epithelial-myoepithehal carcinoma 8562 (combination code from Table 2). In 2020, the patient
returned with a myoepithelial carcinoma 8982 in the same lung (histology from Table 3). Abstract two primaries.
‘ Rule M9  Abstract a single primary* when there are simultaneous multiple ftumors.
+ In both lungs (multiple in right and multiple in left) OR
* In the same lung OR
* Single tumor 1n one lung; multiple tumors m contralateral lung
Note 1: Tumors may be combinations of:
¢ Insitu and invasive OR
« NOS and subtype/variant (See Table 3 in the Equivalent Terms and Definitions)
* Cancer NOS 8000 or carcinoma NOS 8010 and any other histology
Note 2: Examples of NOS and subtypes/vanants include:
* Adenocarcinoma 8140 and a subtype/variant of adenocarcinoma
* Squamous cell carcinoma 8070 and a subtype/vanant of squamous cell carcinoma
* NSCLC 8046 and a subtype/variant of NSCLC
* Carcinoma NOS 8010 and adenocarcinoma
Note 3: Code multiple primaries only when there 1s proof that one of the tumors 1s a different histology. Proof 1s any one of the
following:
* Pathology from a biopsy or resection proves tumors are different listologres
* Attending, oncologist, or pulmonologist state unequivocally that the tumors are different primaries
o Unequivocal means that no words such as “probable” are used in the statement. Terms which are on the
“ambiguous terms” list such as “probable” cannot be used to prove different primaries.
Note 4: When there are multiple tumors in one or both lungs. the physician usually biopsies only one mass/tumor. They treat the
patient based on that single biopsy, assuming all of the masses/tumors are the same histology. 50
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2022 Lung Solid Tumor Rules

Note 5: Muluple tumors i the same lung. or both lungs. or single tumor in one lung and multiple tumors i the contralateral lung
must be diagnosed simultaneously (same time) to apply this rule. Refer to the rules when multiple tumors are not
diagnosed simultaneously.

‘ Rule M10  Abstract a single primary' when an in situ tumor is diagnosed after an invasive tumor AND tumors occur in the same
lung.
Note I: The rules are hierarchical. Only use this rule when none of the previous rules apply.
Note 2: The tumors may be a NOS and a subtype/variant of that NOS. See Table 3 in the Equivalent Terms and Definitions for
listings of NOS and subtype/variants.
Note 3: The in situ is recorded as a recurrence for those registrars who collect recurrence data.
‘ Rule M11  Abstract multiple primaries® when there is a single tumor in each lung (one tumor in the right lung and one tumor in
the left lung).
Note 1: The only exception 1s when there is proof that one tumor 1s metastatic. Proof is any one of the following:
» Tissue from both tumors is compared and the pathologic diagnoses definitively says one tumor is metastatic
» Artending physician, oncologist, or pulmonologist state unequivocally that the tumor in the contralateral lung 1s
metastatic
o Unequivocal means that no words such as “probably possibly, most likely, etc.” are used in the statement. Terms
which are on the “ambiguous terms™ list make the statement equivocal (cannot be used to prove metastases)
Note 2: Lung metastases usually present as multiple fumors/masses. A single tumor m each lung 1s unlikely to be a smngle primary
(e.g. metastatic to the contralateral lung).
Neie 3: The term “hilateral” is not a synonym for a single primary. It is simply a statement that there are tumors in both lungs.
Note 4: This rule 1s based on long-term epidemiologic studies of multiple primaries. The specialty medical experts (SME) and the
CoC site physician teams reviewed and approved these rules. Many of the CoC site team physicians were also authors, co-
authors, or editors of the AJCC Staging Manual.
Noie 5: Lymph node involvement is recorded in staging criteria.
Note 6: Tumors do not need to be diagnosed at the same fime (simultaneous or synchronous).
51
51
2022 Lung Solid Tumor Rules
Rule M12  Abstract a single primary (the invasive) when an invasive tumor is diagnosed less than or equal to 60 days after an in
situ tumor i the same lung_
Note I: The rules are hierarchical. Only use this rule when none of the previous rules apply.
Note 2: The tumors may be a NOS and a subtype/variant of that NOS.
Note 3: When the case has been abstracted, change behavior code on original abstract from /2 to /3.
Note 4: Do not change date of diagnosis.
Note 5: If the case has already been subnutted to the central registry, report all changes.
Note 6: The physician may stage both tumors because staging and determining multiple primaries are done for different reasons.
Staging determines which treatment would be most effective. Determining multiple primaries is done to stabilize the data
for the study of epidemiology (long-term studies done on mncidence. mortality. and causation of a disease with the goal of
reducing or eliminating that disease).
Note 7: See the CoC and SEER manuals for instructions on coding other data items such as Date of Diagnosis, Accession Year
and Sequence Number.
Rule M13  Abstract multiple 1)1'imariesii when an invasive tumor occurs more than 60 days after an in situ tumor in the same
lung_
Note I: The rules are hierarchical Only use this rule when none of the previous rules apply.
Note 2: Abstract both the mvasive and 1n situ tumors.
Note 3: Abstract as multiple primaries even if physician states the invasive tumor is disease recurrence or progression.
Note 4: This rule is based on long-term epidemiologic studies of recurrence intervals. The specialty medical experts (SMEs)
reviewed and approved these rules. Many of the SMEs were also authors. co-authors. or editors of the ATCC Staging
Manual.
% Rule M14  Abstract a single primary! when none of the previous rules apply.
Note: Use this rule as a last resort. Please confirm that you have not overlooked an applicable rule.
This is the end of instructions for Multiple Tumors -
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Histology Rules

Single| Multiple | Rule \
Code mucinous adenoca as follows (for lung only) Note: Mucinous carcinoma mixed w/
H1 H10* 8253/3 when behavior unk or invasive another histo, code mucinous ONLY

8257/3 when microinvasive or minimally invasive | when mucinous is documented to be >
50% of the tumor.

8253/2 when preinvasive or in situ

Code non-mucinous adenoca as follows (for lung only)

H2 H11* 8256/3 when microinvasive or minimally invasive
8250/2 when preinvasive or in situ
Code specific histo when dx is NSCLC described by ANY ambiguous terminology
when histo is:
H3 H12 Clinically confirmed by MD (attending, pathologist, oncologist, pulmonclogist, etc.)

Patient is treated for the histology described by an ambiguous term
Case accessioned based on single histo described by ambiguous terminology and no
other histology information is available/documented

*H10 and H11: The histology must be in ALL tumors reported as a single primary

53
Histology Rules
Single |Multiple|Rule
H4 H13 |Code histo when only one histo present (H13 in all tumors)
H5 H14 | Code invasive histo when in situ and invasive (H14 in all tumors®)
H6 H15 |Code subtype/variant when NOS & single subtype (H15 in all tumors**)
H7 Code histo that comprises greatest amount of tumor when 2 or more of the
following histologies are present:
Acinar adenoCA / AdenoCA, acinar predominant 8551
Lepidic adenoCA / AdenoCA, lepidic predominant 8250
Micropapillary adenoCA / AdenoCA, micropapillary predominant 8265
Papillary adenoCA / AdenoCA, papillary predominant 8260
Solid adenoCA / AdenoCA, solid predominant 8230
NOTE: If percentage unknown, continue through the rules
*All tumors may be mixed in situ and invasive OR one tumor may he in situ and the other invasive; tumors
may be NOS and subtype/variant, BUT if subtype/variant is in situ, code the NOS (invasive histology)
**All tumors may be mixed histologies (NOS + subtype/variant) OR 1 tumor may be NOS and the other a
subtype/variant of that NOS)
54
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Histology rules

Single |Multiple|Rule

Code combo code (Table 2) when [H16 all tumors have] multi histologies AND

HS H1i6 Combination is listed in OR

You received a combo code from Ask A SEER Registrar

Code adenoca with mixed subtypes 8255 for
H9 Multiple adenoca subtypes (includes adenoca + 2 2 subtypes) OR
Any combo of histo NOT listed in Table 2

55

TABLE 3. Diagnostic Terminology for Small Biopsy/Cytology Compared with the 2015 WHO Terms in Resection Specimens
with Small Cell Carcinoma, LCNEC, Adenosquamous Carcinoma, and Sarcomatoid Carcinoma®
Small Biopsy/Cytology Terminology/Criteria 2015 WHO Classification in Resections
Small cell carcinoma Small cell carcinoma
NSCC with NE morphology and positive NE markers, possible LCNEC LCNEC
NSCC with NE morphology Large cell carcinoma with NE morphology (LCNEM)
If negative NE markers comment: This is a NSCC where LCNEC 1s

suspected, but stains failed to demonstrate NE differentiation.
Morphologic squamous cell and adenocarcinoma patterns present: Adenosquamous carcinoma (if both components 210%)
NSCC, NOS
Comment that adenocarcinoma and squamous components are present

and this could represent adenosquamous carcinoma.
Morphologic squamous cell or adenocarcinoma patterns not present Adenocarcinoma, squamous cell carcinoma, adenosquamous carcinoma or large

but immunostains favor separate glandular and adenocarcinoma cell carcinoma with unclear immunohistochemical features

components: NSCC, NOS
Specify the results of the immunohistochemical stains and the

interpretation and comment this could represent adenosquamous

carcinoma.
NSCC with spindle cell and/or giant cell carcinoma (mention if Pleomorphic, spindle cell, and/or giant cell carcinoma

adanocarcinoma or squamous C?]fCiI'ID]Il?] are PTESC]]K)

“Modified from the articles by Travis et al.171!
LCNEC, large cell neurcendocrine carcinoma; NOS, not otherwise specified; NSCC, non—small cell carcinoma; NE, neuroendocrine; WHO, World Health Organization.
56
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Histologic Tumor Classification

Non-Small Cell Carcinoma

of the Lung - NSCLC

» Adenocarcinoma (55%)

——Other or unspecified

Large cell carcinoma
Smoker
Non-smoker-_ :

smoker

Smoker

» Mucinous Adenocarcinoma
» Microinvasive Adenocarcinoma
» Micropapillary Adenocarcinoma
» Minimally Invasive Adenocarcinoma
» Non-Mucinous Adenocarcinoma
» Acinar predominant
> Lepidic Predominant
> Papillary Predominant
> Solid Predominant

» Squamous Cell Carcinoma (20%)

» Large Cell Carcinoma (5%)
» NSCLC, NOS

57
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2021 Lung cancer ICD-0O-3.2 Updates
Adenocarcinoma and BAC Revisions
TABLE 4. Adenocarcinoma In Situ In the 2015 WHO classification, the
Diagnostic criteria term “predominant” is not listed in the
« A small fumor €3 em* name for the major adenocarcinoma
- - subtypes as it was in the 2011
* A solitary adenocarcinoma r X
L classification.
* Pure lepidic growth
. I\io stromal, vaécular or pleural il?vasion 7 , However, these tumors still should
+ No pattern o_fln\fasn-? adenoc_arcmoma (such as _acma_r.' papl]]_ary. be classified according to the
micropapillary, solid, colloid, enteric, fetal or invasive mucinous . .
adenocarcinoma). predominant subtype after evaluation
« No spread through air spaces of the tumor using comprehensive
» Cell type mostly nonmucinous (type Il pneumocytes or Clara cells), hIStO|Og|C SUbtyplng'
rarely may be mucinous (tall columnar cells with basal nuclei and
abundant cytoplasmic mucin, sometimes resembling goblet cells). While it is theoretically possible to
* Nuclear atypia is absent or inconspicuous have equa| percentages of two
+ Septal widening with sclerosis/elastosis is common, particularly in prominent components, in practice, a
nonmucinous adenocarcinoma in situ single predominant component should
“Modified from the articles by Travis et al.'™"! be chosen.
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Histologic Tumor Classification

Reclassification of Bronchoalveolar Carcinoma (BAC)

@n—mucinous carcinoma.:"adenocar@
/ . . | R <
A Mucinous carcinoma/adenocarcimoma ¢ SIS6/3WIER

s 8253/3when o Micromvasive
L o Minimally invasive

o Behavior unknown/not documented (use staging form e $250/2 when
o Invasive o Preinvasive
¢ 8257/3 when o Insitu

o Microinvasive

o Minimally invasive @nocarcmomas (CAP T@dﬂnocmmoma, acinar predominant 8551

o Adenocarcinoma, lepidic predominant 8250

* 8253/2 when ¢ Adenocarcinoma, micropapillary predominant 8265
o Premvasive * Adenocarcinoma, papillary predominant 8260
o Insitu * Adenocarcinoma, solid predominant 8230

Note: Previously. only invasive /3 codes were available for mucinous adenocarcinoma of the lung. It has been recognized that not all lung
cancers are invastve /3 so new codes were implemented.

59
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2021 Lung cancer ICD-0-3.2 Updates
Squamous Cell Carcinoma/Large Cell Carcinoma

m Squamous Cell - Similar to Head & Neck Nasopharyngeal Carcinoma Classification
- Basaloid
- Keratinizing

m Large Cell - cannot confirm this histology on small biopsy or cytology

Must be surgically resected tumor

Most previous subtypes have been reclassified and now in different groups
Solid Adenocarcinoma - reclassification of large cell based on TTF-1
Non-Keratinizing Squamous Cell Carcinoma - reclassification based on p40

60

60
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2021 Lung cancer ICD-0-3.2 Updates
Neuroendocrine Tumors

gic Criteria of N ds of the Lung
Typical Atypical Large-Coll
Carcinold Carcinoid Neuroendocrine Carcinoma Small-Cell Lung Cancer

Nouroendocrine
morphalogy

2 and <
poe 2 mim coaguiativ

Nocrosis No Often pun

Histologic Low rtormodiate
Grade

* Classified Similar to the GI Track Neuroendocrine Tumors
* NOW INCLUDES

* Carcinoid Tumor of Lung — low grade neuroendocrine tumor
* Small Cell Neuroendocrine Carcinoma — Ki67 confirms high grade SCLC
* Large Cell Neuroendocrine Carcinoma Not Elsewhere Classified

* Mitotic Count/Ki67 used to differentiate low/high grade
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2021 Lung cancer ICD-0-3.2 Updates
Reclassified Histologic Types in Lung Cancer

8013/3 — Lung Only — Combined Large Cell Neuroendocrine Carcinoma

8023/3 — Nasal Cavity, Sinus & Lung — NUT Carcinoma

8140/2 — Lung Only — Adenocarcinoma in situ, non-mucinous

8250/2 — Lung Only — Minimally invasive Adenocarcinoma, non-mucinous

8250/3 — Lung Only — Lepidic Adenocarcinoma

8250/3 — Lung Only — Lepidic Predominant Adenocarcinoma

8253/2 — Lung Only — Adenocarcinoma in situ, mucinous

8257/3 — Lung Only — Minimally Invasive Adenocarcinoma

8845/2 — Lung Only — Pulmonary Myxoid Sarcoma with EWESRQ-CREB1 translocation
8551/3 — Lung Only — Acinar Adenocarcinoma

8253/3 — Lung Only — Invasive Mucinous Adenocarcinoma

8253/3 — Lung Only — Bronchiolo-Alveolar Mucinous Type

8254/3 — Lung Only — Mixed Invasive Mucinous and Non-Mucinous Adenocaricnoma

8254/3 — Lung Only — Bronchiolo-Alveolar, Mixed Mucinous and Non-Mucinous
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Mesothelioma
(just a mention)

3,000

Approx. amount of peopl in the U.S.
diagnosed with mesothalioma each year.
2,500

Average number of mesathalioma-related
deaths each year in the U.S.

31,000+
Number of deaths in the U.S. from
1999 to 2010, dus to mesothalioma.

TESTICULAR MESOTHELIOMA
Testicular mesothelioma
lining of the testes.

SYMPTOMS

Because of the rarity

of the disease, it has
difficult for

SYMPTOMS
Abdominal Pain
Abdominal Swelling
Weight Loss.

. 63
Sources: http://www.mesothelioma.com and http://www.usaep.org
63
Adverse effects associated with asbestos exposure have been revealed in many well-conducted studies of
exposed workers, family contacts of workers, and persons living In close pmmmry 1o asbestos mines. The
studies have shown a clear correlation between asbestos exposure and as well as
‘mesothelioma (3 rare form of cancer that develops hom
Asbe: nq:l\ngul \lheycndlaymrdxmx it generally
takes. gn
http://www.mesothelioma.com/asbestos-cancer 64

64
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O O O O O

Thymoma and Thymic Carcinoma

Thymoma and thymic carcinoma are rare diseases in which malignant (cancer) cells form in the thymus.
Thymoma is linked with myasthenia gravis and other autoimmune paraneoplastic diseases.

Signs and symptoms of thymoma and thymic carcinoma include a cough and chest pain.

Nearly ALL Thymoma are Classified as Malignant Neoplasms — but only since 1/1/2021 Diagnosis year
A few thymoma types are still considered ‘benign’ disease including; microscopic thymoma, thymoma

benign, micronodular thymoma with lymphoid stroma and ectopic hamartomatous thymomas.

ICDO3.2 | Histology | Behavior | Level Term Code reference | obs
8580/3 8580 3 Preferred | Thymoma, NOS (C37.9)
8580/3 8580 3 Related Intrapulmonary thymoma (C34.)
8580/3 8580 3 Related Sclerosing thymoma (C34.)
8580/3 | 8580 3 Related | h (C37.9)
8581/3 8581 3 Preferred | Thymoma, type A (C37.9) #
8581/3 8581 3 Synonym | Thymoma, medullary (C37.9) [obs]
8581/3 | 8581 3 Synonym | Thymoma, spindle cell (C37.9) [obs] " :ﬁ‘-
8582/3 8582 3 Preferred | Thymoma, type AB (C37.9)
8582/3 8582 3 Synonym | Thymoma, mixed type (C37.9)
8583/3 | 8583 3 Preferred | Thymoma, type B1 (C37.9)
8583/3 8583 3 Synonym | Thymoma, lymphocyte-rich (C37.9) [obs] ]
8583/3 8583 3 Synonym | Thymoma, lymphocytic (C37.9) [obs] : ‘.
newborn adult 8583/3 8583 3 Synonym | Thymoma, organoid (C37.9) [obs] :é ﬁ °
8583/3 8583 3 Synonym | Thymoma, predominantly cortical | (C37.9) [obs] e
8584/3 8584 3 Preferred | Thymoma, type B2 (C37.9)
8584/3 8584 3 Synonym | Thymoma, cortical (C37.9) [obs]
8585/3 8585 3 Preferred | Thymoma, type B3 (C37.9)
8585/3 8585 3 Synonym | Thymoma, atypical (C37.9) [obs] 65
8585/3 8585 3 Synonym | Thymoma, epithelial (C37.9) [obs]
WORLD HEALTH ORGANIZATION HISTOLOGIC CLASSIFICATION'!
Thymoma subtype | Obligatory criteria Optional criteria
Type A Occurrence of bland, spindle shaped epithelial cells (at least focally); paucity? | Polygonal epithelial cells CD20+
or absence of immature (TdT+) T cells throughout the tumor epithelial cells
Atypical type A Criteria of type A thymoma; in addition: comedo-type tumor necrosis; Polygonal epithelial cells CD20+
variant increased mitotic count (>4/2mm?); nuclear crowding epithelial cells
Type AB Occurrence of bland, spindle shaped epithelial cells (at least focally); Polygonal epithelial cells CD20+
abundance?® of immature (TdT+) T cells focally or throughout tumor epithelial cells
Type B1 Thymus-like architecture and cytology: abundance of immature T cells, areas | Hassall's corpuscles; perivascular
of medullary differentiation (medullary islands); paucity of polygonal or spaces
dendritic epithelia cells without clustering (i.e.<3 contiguous epithelial cells)
Type B2 Increased numbers of single or clustered polygonal or dendritic epithelial cells | Medullary islands; Hassall’s
intermingled with abundant immature T cells corpuscles; perivascular spaces
Type B3 Sheets of polygonal slightly to moderately atypical epithelial cells; absent or Hassall’s corpuscles; perivascular
rare intercellular bridges; paucity or absence of intermingled TdT+ T cells spaces
MNTP Nodules of bland spindle or oval epithelial cells surrounded by an epithelial Lymphoid follicles; monoclonal B cells
cell-free lymphoid stroma and/or plasma cells (rare)
Metaplastic Biphasic tumor composed of solid areas of epithelial cells in a background of | Pleomorphism of epithelial cells; actin,
thymoma bland-looking spindle cells; absence of immature T cells keratin, or EMA-positive spindle cells
Rare others®
4 paucity versus abundance: any area of crowded immature T cells or mederate numbers of immature T cells in >10% of the investigated tumor are indicative of “abundance.”
DMNT, micronodular thymoma with lymphoid stroma.
¢ Microscepic thymoma; sclerosing thymoma, lipefibroadenoma
66
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Grade Description

2022 Lung — All Histologies =2

G1: Well differentiated

G2: Moderately differentiated

Grade Coding Rules

G3: Poorly differentiated

G4: Undifferentiated

W |w| |-

Grade cannot be assessed (GX); Unknown

Code-| Grade Description

1 G1: Mitatic count (per 10 HPF) less than 2 AND
Ki-67 in %) less than 3

2 G2: Mitotic count (per PF) equal 2-20 OR
Ki-67 index (%) equal 3-2

w

G3: Mitotic count (per 10 HPF) greater 20
Ki-67 index (%) greater than 20

Well differentiated

Moderately differentiated

Poorly differentiated

w |O]|o|@| >

Undifferentiated, anaplastic

[ Grade cannot be assessed (GX); Unknown

67
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2022 Lung & Pleura Site-Specific Data Items
* None Used to Assign Lung Stage Group R il Wy
* Separate Tumor Nodules e
* Visceral and Parietal Pleural Invasion
* ALK Rearrangement
* EGFR Mutational Analysis
* Pleural Effusion
* None Used to Assign Mesothelioma Group
e P| eura | Eff usion e 550 il NAACCR,Spoghess At e
* NONE REQUIRED BY FCDS AT THIS TIME
68
68
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

m There are three components to AJCC Cancer Stage and to assign Summary Stage 2018:

*,

< Where and how big the original mass or primary tumor is =T

°,

< Which nodes the cancer has spread to including how many positive = N

°,

< Whether the cancer has spread to 1 or more distant site(s) = M

m The T, N, and M information is joined to assign a Summary Stage and an AJCC “Stage Group” (now called
Anatomic Stage/Prognostic Group with addition of genetic and bio-molecular tumor markers and other
prognostic factors in the AJCC 8t edition)

m All cancers must be assigned a Summary Stage - SS2018
m All cancers are assigned clinical stage - verify histology inclusion for TNM Chapter
m Surgically resected cancers are assigned pathological stage - verify histology inclusion list
m Patients completing pre-surgical chemo, radiation, or other therapy are assigned post-treatment stage

69

REMINDER: Anatomy of the Lung - Terminology

m Clarify the Difference between Atelectasis, Obstructive Pneumonitis, Consolidation, and
(Malignant/Non-Malignant) Pleural Effusion

- Atelectasis/Pneumothorax = Complete or Partially Collapsed Lung
- Pneumonitis - inflammation of the walls of the alveoli in the lungs, often caused by a virus.

- Obstructive Pneumonitis - pneumonitis resulting in bronchial obstruction

- Consolidation - a region of lung tissue that has filled with liquid or blood or pus instead of air

- Pleural Effusion/Hemothorax - a buildup of extra fluid in the space between the lungs and the
chest wall.

m  Most pleural effusions are hemorrhagic or bloody which indicates malignant pleural effusion without
even looking at cytology

m  Any pleural effusion in lung cancer is deemed “malignant” and must be proven “negative” x 2-3
cytology examinations

m When pleural effusion described as “minimal” or “small” it may not be ‘treated’ as with involvement
- still code as malignant pleural effusion for consistency in staging cases

- Primary Tumor Extension to either Pleura is not the same as pleural effusion

70
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2022 Staging for Lung Cancer —Summary Stage

There are Real World Reasons Why Staging is Confusing for Lung Cancers

Comparison of the Descriptors in the Eighth Edition of the TNM Classification of Lung Cancer Compared with the Seventh Edition*

Descriptor 7th Edition T/N/M 8th Edition T/N'M
T component
“ﬂ“'c",ﬁ“"%g‘"g:f‘“e“m”"mﬂ Tiaif<2 cm; T1b 1523 em Tis (AIS)
=05 om invasive zfﬁﬁﬂﬂ“;ﬁz’ﬁ?""“m’“ T1aif<2 cm; T1b i >2-3 em Timi
=1em Tia Tia
>1-2em Tia Tib
=2-3 cm Tib Tic
>3-4 cm T2a T2a
>4-5 cm T2a T2b
>5-7 em T2b T3
=T em T3 T4
Bronchus <2 cm from carina T3 T2
Total atelectasis/pneumonitis T3 T2
Invasion of diaphragm T3 T4
Invasion of mediastinal pleura T3 -
N component
e NX, N0, N1, N2, N3 No change
M component
Metastasis within the thoracic cavity Mia Mia
Single extrathoracic metastasis M1b M1b
Multiple ic metastasis Mib Mic
71
71
Code 3 (mediastinal LN involvement) for:
* VC paralysis, SVC syndrome, compression
Code 2 for: of trachea or esophagus unless there is a
statement of involvement by direct
* Atelectasis/obstructive pneumonitis extension of the primary tumor
associated w/ an obstructing tumor
. R Code 7 for:
* Bronchopneumonia # obstructive
pneumonitis * Separate tumor nodules in different lobe
or contralateral lung
* VPI{PLL, PL2) and PPI (PL3) * Pleural/pericardial effusions unless not
* Separate tumor nodules in the same lobe related to the tumor
* VC paralysis, SVC syndrome, compression Code 9 for:
of tr_ach eaor ES_OPhBEUS Wh?" described * Occult carcinomas Identified by presence
as direct extension of the primary tumor of malignant cells in sputum or bronchial
washings w/ no other evidence of tumor
italics: Information found in Table notes but NOT included in the coding table
72
72
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

0 In situ, intraepithelial, noninvasive

¢ Adenocarcimoma m situ (AIS): adenocarcmoma with pure lepidic pattern, less than or
equal to 3 cm 1n greatest dimension
«  Squamous cell carcinoma in situ (SCIS)

Primary organ

1 Localized only (localized, NOS)

Insitu Stage

« Adjacent ipsilateral lobe
« Confined to carina, NOS
¢ Confined to hilus
«  Confined to lung, NOS
Nain stem bronchus, NOS (without involvement of the carinia
g extensi rom other part of lung

s Minimally ivasive adenocarcinoma

o Adenocarcinoma tumor WITH predominantly lepidic pattern (AIS) measuring

less than or equal to 3 cm in greatest dimension
*  WITH invasive component measuring less than or equal to 5 mum m
greatest dimension
Localized Stage «  Superficial tumor, WITH invasive component limited to bronchial wall
o WITH or WITHOUT proximal extension to main stem bronchus

Primary organ

73
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Tis Carcinoma in situ
Squamous cell carcinoma i situ (SCIS)

Adenocarcinoma in situ (AlS): adenocarcinoma with pure lepidic pattem, <3 cm in greatest dimension

Primary organ

In situ Stage

proximal than the lobar bronchus (i.e., not in the main bronchus
invasion in greatest dimension

wall and may extend proximal to the main bronchus also is classified as T1a, but these tumors are uncommon.
T1b  Tumor >1 cm but <2 cm in greatest dimension
T1c  Tumor>2 cm but <3 cm in greatest dimension
T2 Tumor >3 cm but =5 cm
carina, but without i

Primary organ

Localized Stage T2a Tumor >3 cm but =4 cm in greatest dimension
T2b  Tumor >4 cm but <5 cm in greatest dimension

™ Tumor =3 cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion more
i )
T1mi Minimally invasive adenocarcinoma: adenocarcinoma (<3 cm in greatest dimension) with a predominantly lepidic pattern and <5 mm

T1a Tumor=1cm mx%;reatesl dimension. A superficial, spreading tumor of any size whose invasive component is limited to the bronchial

Al T pleura (PLTor PL2) (3 ASS{)&IIH ed with atelectasis or obsiruciive

74
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

2 Regional by direct extension only

e e e e e s s e e

Atelectasis/obstructive pneumonitis

Extends to hilar region. involving part or all of lung

Blood vessel(s) (major)

o Aorta

o Azygos vein

o Pulmonary artery or vein

Superior vena cava (SVC syndrome)

Bnchml plexus
Carina from lung
Chest wall (thoracic wall)

Compression of esophagus or trachea not specified as direct extension

Diaphragm (separate lesion-see code 7)

Esophagus

Mediastinum, extrapulmonary or NOS

Nerve(s)
o Cervical sympathetic (Horner's syndrome)
o Recurrent laryngeal (vocal cord paralysis)
o Vagus

Pancoast tumor (superior sulcus syndrome). NOS

Parietal pericardium

Parietal pleura

Pericardium. NOS

Phrenic nerve

Pleura. NOS

Pulmonary ligament

Separate tumor nodule(s) in the same lobe as the primary

Visceral pleura invasion (PL1, PL2, PL3. or NOS)

Trachea

Regional Stages

A. Direct extension

B. Toregional lymph nodes
C. Combination of Aand B

T2 Furmer>3-embut=5-em-or having any of lhe following features: (1) Involves the @i bronchus, Tegardiess of distance torthe
a; (2) Invades visceral pleura (PL1 or PL2); (3) Associated with atelectasis or obstructive
pneumﬂnms that extends to the hilar reglon |nv0|vmg part or all of the lung
T2a Tumor r-but <4-cm-in-greatest

T2b  Tumor=4Tnrbut =5 cmimgreatest dimension
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

T2

T2a
T2b
T3

Tumer=>3-em-but=5-em-erhaving any of the following features: (1) Invelves the mal dl the
carina;-but-witheutinvelvement-ef-the-earina; (2) Invades visceral pleura (PL1 or F‘L2) (S)Assmwated with atelec‘[ﬂsws or uhslrun:llve
pneumonms that extends to the hilar region, |nvo|wng part or all of the lung

umor =3 cm but =4 ¢m in greatest dimension

Tumor >5 cm but =7 cm in greatest dimension or directly invading any of the following: parietal pleura (PL3), chest wall (including
superior sulcus tumors), phrenic nerve, parietal pericardium; or separate tumor nodule(s) in the same lobe as the primary

4~ Tumor =7 crrortumor-of any mmdmgmemmntemheiol\omrMmphragm _mediastinum,-heart,-great vessels tfrachea,
ral-fobedifferent from-that-of the—

recurrent laryngeal nerve, esophagus, verebral-body,carina; separate tumor nodule(s) in an ipsilatel
primary——

Regional Stages

A. Direct extension

B. To regional lymph nodes
C. Combination of Aand B
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Suprachavicular zone
I o cenvalsupractavicuar,and
sternal notch nodes
UPERIOR MEDIASTINAL NODES

Upper zone
[ 2% Upper Paratracheal (right)

I 2t Upper Paratracheal dei

W3- prevascuar

W3 Retvoracheat

[ R tower Paratracheal ight)
4L Lower Paratracheal (et

AORTIC NODES

AP zome
W5 subaortic

6 Para-aortic (ascending aorta or phrenic)

INFERIOR MEDIASTINAL NODES
Subcarinal zone
7 Subcarinal

Tower zone
[ 8 Paracsophageal (below carina)
119 pPulmonary ligament

N1 NODES
Hilar/Interlobar zone
10 Hilar

11 tntertobar

Peripheral zone
12 Lobar

[7113 Segmental

1114 Subsegmental

3 Regional lymph node(s) involved only

* IPSILATERAL nodes only

= Bronchial
= Carinal (tracheobronchial) (tracheal bifurcation)
° ﬁﬂaz(b]; hopulmonary) (p 1 lobar) (p v root)
o Intrapulmonary
Intertebar DISTANT NODES
Lobar
Segmental
Subsegmental P
. Medastinat 508 N3 Metastasis in
Anterior
v (s disptrng), NOS contralateral
Peri/para-aortic. NOS mediastinal
Ascending aorta (phrenic) N
Subaortic (aortic pulmonary window) contralateral_hilar,
Inferior mediastinal . .
Paraesophageal ipsilateral or
Pulmonary ligament
Subcarinal contralateral
Posterior (trachecesophageal)
Superior mediastinal w

Paratracheal (left, right, upper, low. NOS)

Prevascular
Retrotracheal
= Peri/parabronchial
o Periesophageal
= Pericardial
= Peritracheal. NOS
Azygos (lower peritracheal)
o Precarinal
= Pretracheal NOS
= Regional lymph node(s), NOS
Lymph node(s), NOS

supraclavicular
lymph node(s)

77
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

Distant Nodes

Distant lymph node involvement

Blood vessel

Secondary site

Blood-borne metastases

s
«“:xg—‘-’e%%
- (&7

k4 - é
C«)’DC’

Implantation metastases

[}

contralateral hilar, ipsilatera

N3 Metastasis in contralateral mediastinal,

or supraclavicular lymph node(s)

| or contralateral scalene,

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

»  Distant =ite(s) (inclding further contignous extension)

= Abdominal organs +  Bronchial

= Adjacent b +  Cervical

= G 1 1k m st b 3. * Hilar (bronchopulmenary) (proxmmal lobar) {pulmenary root)

= Confralateral main stem bromebus »  Mediastmal

= Heart +  Anterior

= Inferior vena cava * Aortic (above dizphrazm). NOS

o MWeural foramina . P&rbpm—aumc_, NOS )

= Pericardial nodules or pleural effusion (malignant) (psilatersl, contralateral, . ding aarta (phrenic)
bilateral, NOS) . Subang (aortic-pulmonary window)

= Pleural tumor foci or nodulas on ipsilateral hing (ssparate from direct extension) : hff‘ﬂpzﬂ::phﬁlgeﬂ

5 E:;m‘ﬁhwal e *  Pulmonary higament
Separate fumor noduls(s) in contralatersl ung o G v Subcarinal

o Separa o s)me 21O + Periesophazeal

= Sepaate tumar nodule(s) i a different ipsilateral lobe — cm“;\;ﬁa\\gm“ o + Posterior (Racheoesopkazeal)

o Skeletal muscle “\%’2\“ e a0 b

o Skin of chest *  Supenor mediastmal

= Sternum »  Paratracheal (lefi. nght. upper. low, N0OS)

= Vertsbra() (vertebral body) +  Prevascular

= Visceral pencardium + R heal

Distent lymph nods(s), NOS
IPSILA’

TERAL or CONTRALATERAL
Low cervical

Proximal root

Scalene (inferior deep cervical)
Sternal notch

Supraclavicular (fransverse carvical)

= CONTRALATERATLBILATERAL nodes

« Distant metastasis, NOS
= Carcinomatosis
= Distant metastasis WITH or WITHOUT distant lymph node(s)

78
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2022 Staging for Lung Cancer — Summary Stage

‘ STAGE AT DIAGNOSIS — NOT STAGE AFTER TREATMENT — NEOADJUVANT OR ANY OTHER ‘

parts of the body

Veterans Administration Lung Study Group’s (VALG)
Staging Classification for Small Cell Lung Cancer
(AJCC TNM Uses Same Criteria as NSCLC)
Round Hole - Square Peg

m Limited-Stage: AJCC (8™ edition) Stage I-lll (excludes most T3-T4 due to multiplicity of tumors in
same lung - cannot radiate for local control) - cancer is confined to an area that is small enough to
be treated with radiation therapy in one “port” or one treatment area. Only about 1 out of 3 people
with SCLC have limited stage cancer when it is first found.

m Extensive-Stage: AJCC (8t edition) Stage IV and most T3-T4 - cancers that have spread widely
throughout the lung, to the other lung, to lymph nodes on the other side of the chest, or to other

Still use AJCC TNM when can be more specific. But, most clinicians will refer to the VALG “limited” or
“extensive” when assessing treatment options, particularly for using of XRT to chest for T3-T4 tumpgrs.

79

COVID-19 Resources Treatment by Cancer Type

Treatment by Cancer NCCN Clinic: Oncology (NCCN Guidelines®) are posted with the latest

Type update

Acute Lymphobl

Acute Myeloid Leukemia

Myeloid/Lymphoid Neoplasms with
Eosinophilia and Tyrosine Kinase Fusion

jiatric Acute Lymphoblastic Leukemia

Pediatric Aggressive Mature B-Cell

Stromal Tumars (GIST)

MNational Comprahansive
RINNE Cancer Network

Treatment
Guidelines

https://www.nccn.org/guidelines/category_1

80
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History of Lung Cancer Treatment Advances

Qﬁ CHEMOTHERAPY

p TARGETED DRUGS

_ﬁ' IMMUNOTHERAPY

@ &

1950 1970 1990 2010
Lung Cancer Research Foundation - https://www.lungcancerresearchfoundation.org 81
81

FDA Approvals Timeline for Anti-Neoplastic Agents for Lung
1940s 2006-2015 2015-2020
Mechlorethamine Hydrochloride Bevacizumab Nivolumab

Topotecan Hydrochloride Pembrolizumab
1970s Pemetrexed Disodium Osimertinib
Methotrexate Crizotinib Alectinib
Doxorubicin Hydrochloride Paclitaxel Aloumin Formulation Necitumumab

Afatinib Dimaleate Durvalumab
1980s Ramucirumab Dabrafenib
Cisplatin Ceritinib Brigatinib

Trametinib
1995-2005 Atezolizumab
Etoposide Lorlatinib
Gemcitabine Hydrochloride Dacomitinib
Docetaxel Afatinib
Carboplatin Larotrectinib
Gefitinib Entrectinib
Erlotinib Selpercatinib
Capmatinib
82
82
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FDA Approvals Timeline for Anti-Neoplastic Agents for Lung

Nivolumab PD-1 Entrectinib NTRK, ROS1
Pembrolizumab PD-1 Selpercatinib RET
Osimertinib EGFR Capmatinib MET HGFR
Alectinib ALK Cemiplimab-RWLC PD-1/PD-L1
Necitumumab EGFR Tepotinib MET exon 14 skip
Durvalumab PD-1 Sotorasib KRAS G12C
Dabrafenib BRAF Lurbinectedin CDK7
Brigatinib ALK Exkivity EGFR exon 20
Trametinib BRAF Lumakras KRAS G12C
Atezolizumab PD-L1 Rybrevant EGFR exon 20
Lorlatinib ALK Tepmetko MET
Dacomitinib EGFR Mobocertinib EGFR exon 20
Afatinib EGFR Amivantamab-VMIJW EGFR exon 20
Larotectectinib NTRK/TRKA/TRKB/TRKC .
83
IMPORTANT — FCDS MISSING FIRST COURSE TX
MANY EARLY LUNG CANCERS WITH NO TREATMENT
* FCDS Researchers and Data Users have recently identified a problem with reporting first course treatment
for early lung cancers. Patients diagnosed on imaging only — no referral for surgery.
¢ No Surgery — No Radiation Therapy — No Molecular Genetic Testing Orders — What is Going On Here?
¢ These patients with Stage | or Stage Il Lung Cancer MUST be getting Treatment Somewhere
¢ Changes in Abstracting habits and increased use of multi-facility abstracting pools for multi-center network
reporting where registrars just copy and paste the whole abstract...and do not add any new info about why
the patient came to each and every facility.
» Each Facility Encounter provides some level of care — document care from each center.
* Are registrars or contractors not getting or gaining access to all admissions?
* Are registrars or contractors not reading all admissions/encounters/charts from other facilities in network?
* Are registrars just missing the treatment or recommendations for first course of treatment / referrals?
¢ Are registrars not coding recommended therapy .. recommended by docs not recommended by you.
¢ Are registrars missing referrals to other cancer centers?
¢ FCDS will design a follow back audit to find missing TX for early stage lung cancers at ALL Facilities
84
84
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Types of Surgery for Lung Cancer

Radiofrequency ablation (RFA) might be considered for some people with small lung tumors that are near the outer edge of
the lungs, especially if they can’t tolerate surgery. RFA uses high-energy radio waves to heat the tumor. A thin, needle-like
probe is put through the skin and moved in until the tip is in the tumor. Once the tip is in place, an electric current is passed
through the probe, which heats the tumor and destroys the cancer cells.

Video-assisted thoracic surgery (VATS), also called thoracoscopy, is used to treat early-stage lung cancers. It uses smaller
incisions, typically has a shorter hospital stay and fewer complications than a thoracotomy. Most experts recommend that only
early-stage tumors of the lung be treated this way. The cure rate after this surgery seems to be the same as with surgery
done with a larger incision.

Robotically-assisted thoracic surgery (RATS) In this approach, the thoracoscopy is done using a robotic system. The
surgeon sits at a control panel in the operating room and moves robotic arms to operate through several small incisions in the
patient’s chest. RATS is similar to VATS in terms of less pain, blood loss, and recovery time.

Segmentectomy or wedge resection: In these surgeries, only part of a lobe is removed. This approach might be used if a
person doesn’t have enough normal lung function to withstand removing the whole lobe.

Lobectomy: The lungs are made up of 5 lobes (3 on the right and 2 on the left). In this surgery, the entire lobe containing the
tumor(s) is removed. If it can be done, this is often the preferred type of operation for NSCLC.

Sleeve resection: This operation may be used to treat some cancers in large airways in the lungs. If you think of the large
airway with a tumor as similar to the sleeve of a shirt with a stain a few inches above the wrist, the sleeve resection would be
like cutting across the sleeve (airway) above and below the stain (tumor) and then sewing the cuff back onto the shortened
sleeve. A surgeon may be able to do this operation instead of a pneumonectomy to preserve more lung function.

Pneumonectomy: This surgery removes an entire lung. Used when tumor is close to the center of the chest. 85
(Except for M9732, 9741-9742, 9761-9809, 9820, 9826,
9831-9834, 9840-9920, 9931-9993)
Codes
00
Local fumor destruction or excision, NOS
Unknewn whether a specimen was sent to pathology for surgical evehés coded 19 (used principally
for cases diagnosed prior to January 1, 2003)
55 Pneumonectomy, NOS
15 Local tumor destruction, NOS [SEER Note: Code 55 includes the following procedures: complete pneumonectomy, sleeve
12 Laser ablation or cryosurgery tomy, standard p tomy, total tomy, resection of whole lung]
13 Electrocautery: fulguration (includes use of hot forceps for tumor/lestruction) 7
No specimen sent to pathology from surgical events 12-13 and 15 56 WITH med 1 lymph node dis (radical O1MY)
The Iymph node dissection should also be coded under Scope of Regional Lymph Node Surgery
R Note: Assign code 15 for radiofrequency ablation (RFA’ (NAACCR Ttem # 1292)
20 Excision ofes 65  Extended pneumonectomy
23 Excision, NOS 66  Extended pneumonectomy plus pleura or diaphragm
24 Laser excision
2 Bronchial sleeve resection ONLY 70 Extended radical pneumonectomy
21 Wedge resection The Iymph node dissection should also be coded under Scope of Regional Lymph Node Surgery
22 Segmental resection, including lingulectomy (NAACCR Item # 1292)
Specimen sent to pathology from surgical events 20-25 [SEER Note: An extended radical pneumonectomy is a radical pneumenectomy (including removal of
mediastinal nodes) and the removal of other tissues or nodes]
30  Resection of [at least one] lobe or bilobectomy, but less than the whole ung (partial
pneumonectomy, NOS) 80 R i £l NOS
33 Lobectomy WITH mediastinal lymph node dissection esection ot fung,
The lymph node dissection should also be coded under Scope of Regional Lymph Node Surgery 90  Surgery, NOS
(NAACCR Item # 1292) 7
[SEER Note: Assign code 30 when lymph node dissection is not performed. but lymph nodes are 99 Unknown if surgery performed; death cetificate ONLY
obtained as part of the lobectomy specimen]
45 Lobe or bilobectomy extended, NOS
46  WITH chest wall
47  WITH pericardium
48 WITH diaphragm
86
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Surgical Procedures - Lung Cancer Treatment

Right Middle S4

Left Upper S1/2

Left Upper S3 Left Upper S4 Left Upper S5

Right Lower S8

Left Lower S7/8

OF NSCLC

NSCLC —»|

PATHOLOGIC
DIAGNOSIS

INITIAL EVALUATION

+ Pathology review?®

+ H&P (include perfermance
status + weight loss)

+ CT chest and upper
abdomen with contrast,
including adrenals

+ CBC, platelets

+ Chemistry profile

+ Smoking cessation advice,
counseling, and
pharmacotherapy
» Use the 5 A's Framework:

Ask, Advise, Assess,
Assist, Arrange
http:/iwww.ahrg.goviclinic/
tobacco/Ssteps.htm

« Integrate palliative care®
NCCN Guidelines for
Palliative Care

+ For tools to aid in the
optimal assessment and
management of older adults,

see the NCCN Guidelines for

Older Adult Oncology

CLINICAL STAGE

Stage IA, peripheral" (T1abe, NO)

Stage IB, peripheral? (T2a, N0); ‘

Stage |, centrald (T1abc-T2a, NO);

Stage Il (T1abc-T2ab, N1; T2b, N0); v
Stage IIB (T3, N0)¢; Stage IIIA (T3, N1)

Stage lIBf (T3 invasion, N0);

2022 NCCN Treatment Guidelines for Lung NSCLC

Pretreatment
Evaluation (NSCL-2)

Pretreatment
Evaluation (NSCL-3)

Pretreatment

Stage IIIAT (T4 extension, NO-1; T3, N1; T4, NO-1)

Stage IIA (T1-2, N2); Stage B (T3,N)————————»

Separate pulmonary nodule(s) (Stage IIB, A, Vy——

Multiple lung cancers

Stage B! (T1-2, N3); Stage llIC (T3, N3)——————— >

Evaluation (NSCL-5)
Pretreatment
Evaluation (NSCL-8)

Pretreatment
Evaluation (NSCL-8)

Treatment (NSCL-10)

Pretreatment

Evaluation (NSCL-12)

Pretreatment

Stage IIBf (T4, N2); Stage IIIC (T4, N3)

Stage IVA (M1a)© (pleural or pericardial effusion)————»

Evaluation (NSCL-13)

Pretreatment
Evaluation (NSCL-13)

Pretreatment

Stage IVA (M1b)©

inated tast

Stage IVB (M1c)c di

Evaluation (NSCL-14)

Systemic

Therapy (NSCL-18

88

88
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2022 NCCN Treatment Guidelines for Lung NSCLC

CLINICAL ASSESSMENT

PRETREATMENT EVALUATIONY

INITIAL TREATMENT

Stage 1A
(peripheral T1abe, NO)

Surgical exploration
and resection” + :
g Adjuvant
Operable—| medlas_tlnal Iymph Treatment
node dissection or (NSCL-4)
systematic lymph
Negative node sampling
mediastinal
nodes
* Pulmonary function tests . Definitive RT, preferabl .
(PFTs) (if not previously mgdfgg’iek —»|stereotactic aglative Y W
done) P radiotherapy (SABR)bmn | (NSCL-16)
+ Bronchoscopy
(intraoperative preferred)
» Consider pathologic
mediastinal lymph node
evaluationhi )
« FDG PETICT scanl (if not
reviously done iti
P y done) P nall Stage IIA/IIIB (NSCL-8) or
nodes ‘ Stage IIIB/IIIC (NSCL-12

89
89
CLINICAL PRETREATMENT EVALUATION®Y INITIALTREATMENT
ASSESSMENT . .
Surgical explci{rpatqlon
and resection™P9 + .
Operable — |mediastinal lymph node [———» ﬁ_rdel:g'n_?:;t NSCL-4!
dissection or systematic
Negative lymph node sampling Consider
ative . adjuvant
« PFTs (if not previously nm:jézs"m" NU—%E&:;S;&EI?RT’ chemotherapy”| _ Surveillance
" done) i, for high-risk NSCL-16)
%aagil:)B) (peripheral * Bronchoscopy SABR™" stages
Staée I (central « Pathologic mediastinal Medically IB-lIB®
T1abc-T2a, NO) lymph nodg inoperablek DurvalumabY
N g s (o o728 | |+ FDG PETICT scanl (i N1 Definitive _,|(category 1 Survelllance
Stage IIB (T3, NOJ® not previously done) chemoradiationt | :ge L an NSCL-16)
Stage 1A (T3, N1 * Brain MRI with stage )
ge A (T3, N1) contrast® (Stage IL 1A) \ | boeitive ge 1l)
(Stage 1B [optional]) et Stage IIIA/IIB (NSCL-8) or
mediastinal > Stage llIB/IC (NSCL-12)
e nodes —= =
90
90
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2022 NCCN Post-Surgical Treatment Guidelines — Lung NSCLC

FINDINGS AT SURGERY ADJUVANT TREATMENT

Margins negative (R0)¥ Observe
Stage IA (T1abe, ND]<:

Reresection (preferred)
Margins positive (R1, R2)V—»

or
RT! (category 2B)
Observe

. ! or
Margins negative (R0)" Chemotherapy' for high-risk patients® and osimertinib"

(EGFR exon 19 deletion or L858R)"

Reresection (preferred) + chemotherapy™*

or
RT!

Stage IB (T2a, NO)

Margins positive (R1, R2)¥ — R E—

Observe

. ! v or
Margins negative (R0) Chemotherapy' for high-risk patients® and atezolizumab"¥

or osimertinib" (EGFR exon 19 deletion or L858R)"
Reresection (preferred) + chemotherapy”
or

RT! £ chemotherapy”

Chemotherapy" ( gory 1) and izumab"Y or
osimertinib" (EGFR exon 19 deletion or L858R)"
Reresection + chemotherapy ——————
or

Chemoradiation' (sequential” or concurrent) ——»
Reresection + chemotherapy”

or

Concurrent chemoradiation't

Stage IIA (T2b, N0O) |, Surveillance

NSCL-16)

A

Margins positive (R1, R2)V—»

Margins negative (R0)Y ——

R1“—»
Margins positive<

R2V—>

Stage IIB (T1abc-T2a, N1)
Stage IIB (T3, NO; T2b, N1)

Chemotherapy” y 1) and izumab"Y
or osimertinib" (EGFR exon 19 deletion or L858R)" or
Sequential chemotherapy™ and consider RT!

Margins negative (R0)¥ ——

Stage IIA (T1-2, N2; T3, N1)
Stage IIIB (T3, N2)

ANA

1Y— Chemoradiation! (sequential’ or concurrent) ——»

Marai ” <R
argins positive
gnsp R2Y— Concurrent chemoradiation'! —————

Footnotes, NSCL-4A
91

91
2022 NCCN Post-Surgical Treatment Guidelines — Lung NSCLC
EGFR exon 19 deletion or L858R mutation positive NSCL-20
EGFR S768I. L861Q, and/or G719X mutation positive NSCL-23
EGFR exon 20 insertion mutation positive NSCL-24
KRAS G12C mutation positive NSCL-25
ALK rearrangement positive NSCL-26
ROS1 rearrangement positive NSCL-29
BRAF V600E mutaticn positive NSCL-31
NTRK1/2/3 gene fusion positive NSCL-32
METex 14 skipping mutation positive NSCL-33
RET rearrangement positive NSCL-34
ERBB2 (HER2) mutation positive NSCL-35
PD-L1 250% and negative for actionable molecular biomarkers above NSCL-36
PD-L1 21%—-49% and negative for actionable molecular biomarkers above NSCL-37
PD-L1 <1% and negative for actionable molecular biomarkers above NSCL-38
92
92
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Biological Tumor Markers, Single and Multi-Gene Testing
NCCN Guidelines - Lung

TARGETED THERAPY OR IMMUNOTHERAPY FOR ADVANCED OR METASTATIC DISEASE®P

EGFRExon 19 Deletion or L858R ALK Rearrangement Positive
» First-line sherapy + First-line tl}gr&py

» Afatinib » Alectinib '

» Erlotinib! » Brigatinib

» Dacomitinjb® » Ceritinib

» Gefitinib » Crizotinib 1519

» Lorlatinib2
+ Subsequent therapy

» Osimertinib®
» Erlotinib + ramucirumab’

» Erlotinib + bevacizumab® » Alectinib?1-Z
(nensgquameous) » Brigatinign
* Subsequent tlg-lerapy » Ceritinib??
» Osimertinib » Lorlatinily

EGFR 57681, L861Q, and/or GT19X
« First-line therapy

ROS1 REH"BI’IBEI’HEI’“ Positive
+ First-line therapy

MET Exon 14 Skipping Mutation
+ First-line therapy/Subsequent
therapy
» Capmatinib33
» Crizotinib??
» Tepotinib

RET Re:lrrangement Positive
« Firstdine therapy/Subsequent
therapy
» Sel;:uert:m:ir&!é:33
» Pralsetinib
» Cabozantinib*04!

ERBE2 (HER2) Mutation Positive
+ Subsequent therapy

PD-L121%

« First-line therapy

» Pembrolizumab

» (Carboplatin or cisplatin)/
pemetrexed/pembrolizumab
(nonsquamous)

» Carboplatin/paclitaxel/
bevacizumahcfaneznlizumab
(nonsquameous)¥

» Carboplatin/(paclitaxel or albumin-
bound pacli&xel]fpembrolizumab
(squamous)

» Carboplatin/albumin-bound
paclitaxel/atezoljzumab
(nonsquamous)

+ Nivolumab/ipilimumab®!

» Afatinip™10 » Ceritinib
» Erlotinib? » Grizotinib?’
» Dacomitinib » Entrectini
» Gefitinib + Subsequent therapy
» Osimertinib™ » Lorlatinib
* Subsequent therapy » Entrectinib?®
» Osimertinib’

EGFR Exon 20 Insertion Mutation

Positive

» Subsequent therapy
» Amivantamab-vmjw2
» Mobocertinib13

KRAS G12C Mutation Positive
» Subsequent therapy
» Sotorasib™

BRAF V600E Mutation Positive
+ First-line therapy

, Dabrafenib%ametinibm':”

» Dabrafenib

» Vemurafenib
+ Subsequent therapy

» Dabrafenib/trametinib 12
NTRK1/2/3 Gene Fusion Positive
+ First-line/Subsequent therapy

» Larotrectinib

» Entrectinib*

> Fam-tras‘uzumagz
deruxtecan-nxki
» Ado-trastuzumab emtansine

» Nivolumab/ipilimumab/pemetrexed/
(carboplatin or cisplatin)
(nensquamous)

» Nivolumab/ipilimumabipaclitaxel/
carboplatin (squamous}™

43

PD-L1 250% (in addition to above
+ First-line therapy

» Atezolizumab’

» Cemiplimab-rwic

93

93
Table 1. Commonly Used Abbreviations in Radiation Therapy
RT Radiation Therapy or Radiotherapy ICRU International Commission on Radiation
- - Units and Measurements
2D-RT |2-Dimensional RT
- - IFI Involved Field Irradiation
3D-CRT | 3-Dimensional Conformal RT
IGRT | -Guided RT
4D-CT |4-Dimensional Computed mage-Gulde
Tomography IMRT Intensity-Modulated RT
AAPM | American Association of Physicists ITV* Internal Target Volume
in Medicine N
OAR Organ at Risk
ABC Active Breathing Control -
0Bl On-Board Imaging
ACR American College of Radiclogy N
PORT Postoperative RT
ASTRO | American Society for Radiation " -
Oncology PTV Planning Target Volume
BED Biologically Effective Dose QUANTEC | Quantitative Analysis of Normal Tissue
Effects in the Clinic
CBCT |Cone-BeamCT —
RTOG Radiation Therapy Oncology Group
CcTV" Clinical Target Volume now part of NRG Oncology
ENI Elective Nodal Irradiation SABR Stereotactic Ablative RT, also known as
- Stereotactic Body RT (SBRT)
GTV* Gross Tumor Volume
VMAT Volumetric Modulated Arc Therapy
94
94
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2022 NCCN Post-Surgical Treatment Guidelines — Lung NSCLC

CLINICAL INITIAL TREATMENT
PRESENTATION

Surgerykad

(preferred)

ADJUVANT TREATMENT
. Chemotherapy” .
Margins . g Surveillance
negative (RO)* —|2nd atezolizumablw (NSCL-16)

or osimertinib"™*

Reresection + chemotherapy”

RV or Surveillance

Chemoradiation' (NSCL-16)
Chest wall, Margins (sequential” or concurrent)
proximal airway, iti
or mediastinum . positive Reresection + chemotherapy” .
(T3 invasion, NO-1 or R2Y — »|or Surveillance
Retsect_abler;r;. 1 Concurrent chemoradiation’t NSCL-16
extension, NO-
Margins Surveillance
Stage IIA (T4, NO-1)—> o Surgical negative (R0)¥ — OPSeVe ——————————— [jgp| 15)
chemoradiationt reevaluation
or including Surgery®
r chest CT *
Chemotherapy PET/CT Margins positive__ Reresection? Surveillance
(R1, R2)¥ ™ (NSCL-16)
Stage IIIA (T4, NO-1) Definitive concurrent Durvalumab!u Surveillance
nresectable chemoradiation'! (category category -
U tabl h diation't 1 1 NSCL-16
95

95
CLINICAL PRESENTATION ADJUVANT TREATMENT
Separate pulmonary No-A Chemotherapy” sl\'l.lsrt"‘:?_"-lfg u
r
?ﬁ;“ﬂ%‘j}],s:rme lobe Surgerykp Marglns negative Sremotherapy (category 1) Surveillance
ipsilateral non-primary (R0)” Sequential chemotherapy” + RT' NSCL-16
lobe (T4, NO-1)
Chemoradiation' (sequential® Surveillance
Margins < R1Y or concurrent!) NSCL-16
positive Concurrent Surveillance
Stage |VA(N0 M1a] R2Y chemoradiation‘s‘ NSCL-16
g : Treat as two primary lung .
Contralateral lung tumors if both curable — See Evaluation (NSCL-1
(solitary nodule)
Dlsease
Suspected multiple * g::;;g;r with outside See Systemic Therapy for Metastatic Disease (NSCL-18]
f ch t
fing cancers based o0 |- FBG PETT scan) /NS o
rofen s nchronoug v {if not previously i NO-1 S;;r_l,'tnﬁl Treatment
Ipesmns oyr history of done) No disease| Pal‘l;plc::_glcl (st
lung cancer)bb-c¢ ' Braltn MtR:)I with outsids of maplzsngldae See Systemic Thera
See Systemic Therapy
contras chest evaluation” N2-3——» |for Metastatic Disease
(NSCL-18
96
96
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CLINICAL
ASSESSMENT

PRETREATMENT EVALUATION

+FDG PETI/CT scan! (if not
previously done)
+ Brain MRI with contrast®
+ Pathologic confirmation
of N2-3 disease by either:
» Mediastinoscopy
» Supraclavicular lymph
node biopsy
» Thoracoscopy
» Needle biopsy
» Mediastinotomy
» EUS biopsy
» EBUS biopsy

Stage IlIB

+ FDG PETICT scanl (if not
previously done)

+ Brain MRI with contrast®

+ Molecular testing
(as per NSCL-18)

* Thoracentesis or
pericardiocentesis
thoracoscopy if thoracentesis
indeterminate

Stage IVA,
M1a: pleural
or pericardial
effusion

F

2022 NCCN Advanced/Metastatic Treatment Guidelines — Lung - NSCLC

INITIAL TREATMENT

Ipsilateral
mediastinal

node negative
(T4, NO-1)
Ipsilateral
mediastinal

— See Treatment for Stage IlIA (NSCL-7)

Contralateral
mediastinal

node negative Definitive
concurrent Durvalumabtt
node positive chemoradiationlt (category 1)
(T4, N2) (category 1)

Contralateral

gt Definitive concurrent tu .
mediastinal it oLt Durvalumab™ Surveillance
node positive| ‘(cchaﬁ’:;;ﬁ‘fﬁ"“ > (category 1) > (NSCL-16)
(T4, N3)

See Treatment for Metastasis
Metastatic di »| limited sites (NSCL-14) or
distant disease (NSCL-17)

Local therapy if necessary (eg,
pleurodesis, ambulatory small catheter

»| drainage, pericardial window) +
treatment for stage IV disease solitary
site or distant disease (NSCL-18)

< Negaﬂ:iwefr ———— See Treatment according to TNM stage

Positive

97

97
2022 NCCN Advanced/Metastatic Treatment Guidelines — Lung NSCLC
CLINICAL PRETREATMENT EVALUATION INITIAL TREATMENThD
ASSESSMENT . .
Stereotactic radiosurgery
(SRS) alone
or . See Treatment of
Brain® ——- | BUIICE resection. Thoracic Disease
warranted for diagnosis, NSCL-16
followed by SRS or whole
Limited brain RT (WBRT)
metastases
confirmed
See Treatment of
Other site —» | Thoracic Disease
PS0-2 (NSCL-15)
+ Molecular testing
(as per NSCL-18)
If not_ previou_s‘.ly done
Stage Iva, __|* Egiltr;ahsiﬁ'l with Multiple See Systemic Therapy for
99 . ic Di -
M1b « FDG PET/CT scani metastases Metastatic Disease (NSCL-18)
+ Pathologic
confirmation of
metastatic lesion, if
possible See Systemic Therapy for
F——
PS 34 Metastatic Disease (NSCL-18)
98
98
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2023 NCCN Small Cell Lung Cancer Treatment Guidelines

TESTING RESULTSK PRIMARY TREATMENT ADJUVANT TREATMENT
N0 —= Systemic therapy"—
RO—»
i Systemic therapy"
dm
Pathologic I[_or':i:rtrc:arg]y,and N1 —> + mediastinal RT® See
mediasti'r"lal JE— nﬁediastinal lymph (sequential or Response
staging* negative node dissection or concurrent) *A_ssesiem
sampling =
Systemic therapy” %!.leb;;renel,:ﬁnt
+ mediastinal (SCL6)P
Nz —+ RT°(sequential or —
Limited stage: concurrent)
clinical stage
I-11A (T1-2,N0,MO0) R1/R2 —= Systemic therapy” + concurrent RT® _,
SABR® Systemic therapy™™—»
Medically inoperable or
decision made not to
N . . p
pursue surgical resection Systemic therapy" See Response
+ concurrent RT? 7‘355?;55:?;“
+ Subsequent
See SCL-4 Treatment (SCL-6)9

Pathologic . |
mediastinal stagingl!k positive | —» See SCL-4

99

99
PRIMARY TREATMENT
Systemic therapy" +
Good PS (0-2) * concurrent RT? (category 1)
See Response
Assessment
* Subsequent
Treatment (SCL-6)9
Limited stage )
1IB-IIC (T3-4,N0.MO; Poor PS (3—4)_____ Systemic therapy"+ R'I:" -,
T1-4,N1-3,M0) due to SCLC (concurrent or sequential)
Individualized treatment
Poor PS (3-4) _, |including supportive care®
not due to SCLC See NCCN Guidelines for
Palliative Care
100
100
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STAGE

Extensive stage
without localized

Extensive stage
(See ST-1 for TNM
Classification)

localized

brain metastases

N Saa Drincinlac nf Guctamic Tharam (@01 F

symptomatic sites
or brain metastases

Extensive stage +

symptomatic sites

+ Good PS (0-2)
+ Poor PS (3-4)
due to SCLC

« Poor PS (3-4)
not due to
SCLC

« Superior vena
cava (SVC)
syndrome

+ Lobar obstruction

+Bone metastasels

Spinal cord
compression

e

‘

—

E—

Asymptomatic ——»

PRIMARY TREATMENT

Combination systemic therapy” including
supportive care®
See NCCN Guidelines for Palliative Care

Individualized therapy including
supportive care®
See NCCN Guidelines for Palliative Care

Systemic therapy™ £ RT® to
symptomatic sites

If high risk of fracture due to osseous
structural impairment. consider
orthopedic stabilization and
palliative external beam RT (EBRT)?

RT? to symptomatic sites before
systemic therapy unless immediate
systemic therapy is required

See NCCN Guidelines for Central

Nervous System Cancers

May administer systemic therapy before
initiating brain RTM2:t

2021 NCCN Small Cell Lung Cancer Treatment Guidelines

See Response
Assessment

+ Subsequent
Treatment (SCL-6)"

Extensive stage with <

indicated

Brain RT? before systemic therapy,”
Symptomatic —— |unless immediate systemic therapy is

101

101
RESPONSE ASSESSMENT FOLLOWING ADJUVANT RT SURVEILLANCEY
PRIMARY TREATMENT . .
Prophylactic ﬁ_lf:;;o_mpletmn of initial ) . )
Limited c};:érln]lna‘lwl&radmnon . OncoYégy follow-up visits : E;g:l;llea:l;rfrle\:orshlp
stage or 2333 g mg g:“:::g ; 3‘2! completion of initial
Consider then annually " therapy"
S;mg,l‘es‘: MRI brain + H&P®; blood work only
pon: surveillance® . . as clinically indicated
or partial ) After completion of initial or [™|+ Surveillance CTZ
response MRI brain w subsequent therapy: « MRl (preferred) or CT
Extensive _|surveillance® £ * Oncology follow-up visits brain with contrast
stage |Consider PCIOW every 2o during y 1, every 3-4 mo-during
+ Chest/ « Consider every 3—4 mo during y 2-3, y 1, then every 6 mo Relapse.
Sbdomeny thorscic RToY | | fhensverysmoduing | | ufingy 2andaiary 2, | Jsse
pelvis CT ’ (as clln‘;fally ||1'_|cF|’|é|aied = Subsequent
: regardless o Therapy
. g;gi'ncﬂg[eaﬂ - After completion of initial therapy: status)?® (SCL-7)
(preferred) Limited___| - Oncology follow-up visits every 3 mo + New pulmonary nodule
or OT with stage during y 1-2, every 6 mo during y 3, should initiate workup
contrast Stable then annually for potential new
+CBC disease After completion of initial or — | pnimary .
+ Electrolytes, . subsequent therapy: * Smoking cessation
LFTs, BUN, E)ctenswea_ + Oncology follow-up visits every 2 intervention, see the
creatinine stage mo during y 1, every 3—4 mo durin NCCN Guidelines for
y 2-3, then every 6 mo during y 4-5, Smoking Cessation
then annually +PETI/CT is not
recommended for
routine follow-up
Primary progressive disease — See Subsequent Therapy/Palliative Therapy (SCL-7)
102
102
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TEXT DOCUMENTATION

F
c
4
7]

e[;'l INFORMATIONAL ABSTRACT
1SITArS A Guide o Determining What Text to Incl
sociation

Tho abstract i the basis of all registry functions. It is 2 tool used o hel
stage and to aid cancer roseareh; therefore, the abstract must bo compl
information needed to provide a coneise analysis of the patient’s disea{
treatment.

To assist registrars in NCRA

of abstracts. These site-specific

dotermining what text to include. The outline has a specific soquenee d|
i ical CRays’S

Diagnostic Procedures; Pathology; Primary Site; Histology; and Treatm,
resources is located at the end of each informational abstract. The sous
noted in the various sections below are not inclusive, but they are the
need to do additional research o complete the abstract.

‘When using the informational abstract, follow the outline and strivo to.
sections. Be concise by using phrases, not sentences. Make sure to use
disease process and the specific cancer site and to use NAACCR Stand:
‘When the abstract is comploted, review thoroughly (o ensure accuracy.

PHYSICAL EXAM/HISTORY

Include:

© Demographics: Age. gender, race and
ethnicity of the patient.

 Chief Complalnt: What brought the.
patient to the doctor? Often it is &
persistent cough, which may be productive,  Where-to Find Informy
hemoptysis, chest pain or a combination  exam look for HT (i
of symptoms. It may be a routine chest (coronary artery diseal
xray that shows an abnormality. abstructive pulmonan

« History: Personal history of any cancer, Example: 21518 Fac)
family history of cancer, alconol history, months hx of progress|
exposure to environmental carcinogens tightness, now w/ worg

 Comorbiities: Oniy|
text 1o the specific
abstracted. Age may
ultimate treatment

such as asbestos of radon and exposurE  weakness & weight &
to secondhand smoke, tobacce history. CXR revealed pneu

« Physical Examination: Date of the exam, (0 ED/for further eval
place of exam, and documentation of LNin Lt supraclay reg]
information pertinent to the lung cancer DIt ung bases w/ it

sueh as diminished breath sounds, Remainder neg.
palpable lymphadenapathy. If there are

no significant physical findings, it is

acoeptable to say PE neg.

1 Ntional Cancer Regisrars Associaton » 1330 Bradtock Face,5uf
703298640 - Ifosner

Copppae 128y e G

X-RAYS/SCOPES/SCANS
Include:
+ Xerays and Scans: pertinent to the
diagnosis of cancer and metastases,
- Document tumor size and/or extension.
- Each exam dated and listed in bx mediastinoscopy to
chronolcgical order. reseotabilty.
- Most commonly these will include a chest  Example: 2:15-18 Facillty
x1ay and a CT of the chest. in LUL. 2.18.18 CT chest
- Other studies may be done to rule out extending to pleural surfa
metastases and may include a bone scan,  cm mass in Lt supraclay
&n MRI of the brain, a CT of the abdomen ol met. 3.1.18 WBSS,
and peivis, a PET/CT to look for separate 2518 PET/CT 3 cm hyp)
tumor nodules, ete. mass in L supraciey regio
Findings concerning for p
with nodal mets.

Endobronchial ultrasou
navigational bronchoscs
used to eval adenopatr]

LABS
There are no pertinent lab tests for lung ca.

ic OPERATIVE

For any of the diagnostic procedures — procedures thet detect the cancer,
it - include the date, name of procedure, and & brief description of the fin
Include:

‘» Bronchoscopy: To determine if ther are
endobronchial lesions.

» Mediastinoscopy: To determine whether
there needs to be a resection of the
primary.

» Surgical Resection: List the method of
entering such as thoracotomy or video-
assisted thorascopic surgery (VATS) and

the findings, to include
the tumor, pertinent po:
findings that may impad
Document what was rer
Iymph nodes, if any, wel
Example: 4.1-18 Facility
Carina normal. No endabr
18 Facility M: CT-guided b]

PATHOLOGY
Include:
Results of biopsies and surgical resection, if any, in chronological order. Tef
coding of clinical, pathologic, and posttherapy grade.
= (OPTIONAL) EGFR, ROS-1, and ALK/KRAS  Exampie: 41-18 Bronch v
tests if applicable/performed at your brushings - atypical cells
facilty. (squamous cell carcinome
bx Lt supraciay LN - mets
primary lung origin. 4.4.1:
Poorly DIff SqCC.

PRIMARY SITE

Include:

Primary site. including subsite & laterality
for paired sites. See STORE and the Solid
Tumor Manual for further clarifications on
coding Primary Site and Laterality.

2

Example: Lung Left Upper

032080640 + InoSNErS-US00IE + WHNRCHIIS2rg + W
[P ———

HISTOLOGY

Include:

Histology of the primary sits including the
morphalogy, and the behavior.

Example: Squamous Cell Carcinoms, poory-
aifferentisted B070/3

TREATMENT
Include:

Al trestment given in chronological orcer,
along with documentation to support all

& Text: To support if eatment was refused/
contraindicated/not given if applicable.
wreatmentrelated flelds WHeN teRMent WeS  Exampie: 416/5.30.18 @ Facily M: 5040
given. GGy to Lt lung, mediastinal, and Lt Supraclay
» Surgery: Date(s) of surgical procedure and  LNs wy/ 6 MV IMAT (28 fij..
surgical approach such as endoscopic, 62.187.9.18 @ Facility M: Garboplatn,
open, rabatic. Signficant findings as cioposide. 6 &
dictated by the treating provider. toposice:
- Ifthe surgeon does not give any significant
findings, it is acoeptable to say “no
significant fincings.”

RESOURCES

NAACCR Standard Abbreviations:
naacor.org,/Applications, ContentReader, 26=17

Evidence Based Treatment by Stage Guidelnes:
‘wunw.ncen.org/professionals/physician_gls,/f_guidelines.asp

The NCCN most freq for are also used for
Information on diagnostic workup.
NC1 Physician's y pdg

Solld Tumar Rules: seer.cancer. gov, tools /solidtumor,

Multiple Primary & Histology Coding Rules:
Labs/TestsNCI: Understanding Lab Tests/Test Values:

Site Specific Data Items:

NAACCR Grade Coding Instructions:
wuww.naacer.org/SSDI/Grade-Manual.pdf

Site Specific Surgery Codes: STORE Manual, Appendix B
.

Radlation Treatment: CTR Guide to Coding Radiation in the STORE:
-  studies_coding_

radiation_treatment.ashx
Systemic :
SEER RX Drugs Database:

3 + Naxanaria, w4 22314
022999840 -

ey S ——
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