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confirm the presence of tumor and its histopathologic nature, but it cannot rule
out the presence of tumor.

Any diagnostic information that contributes to the overall accuracy of the
pretreatment assessment should be considered in clinical staging and treatment
planning. When surgical treatment is carried out, cancer of the head and neck
can be staged—(pathologic stage [pTNM]) using all information available from
clinical assessment, as well as from the pathologic study of the resected specimen.
The pathologic stage does not replace the clinical stage, which should be reported
as well.

In reviewing the staging systems, several changes in the T classifications as
well as stage groupings are made to reflect current practices of treatment, clinical
relevance, and contemporary data. Uniform T staging for oral cavity, oropharynx,
salivary, and thyroid cancers greatly simplifies the system and will improve com-
pliance by clinicians. T4 tumors are subdivided into advanced resectable (T4a)
and advanced unresectable (T4b) categories. Regrouping of Stage IV disease for
all sites into advanced resectable (Stage IVA), advanced unresectable (Stage IVB),
and distant metastatic (Stage IVC) also simplifies advanced-disease staging.

This section presents the staging classification for six major head and neck
sites: the oral cavity, the pharynx (nasopharynx, oropharynx, and hypopharynx),
the larynx, the paranasal sinuses, the salivary glands, and the thyroid gland.

Regional Lymph Nodes. The status of the regional lymph nodes in head
and neck cancer is of such prognostic importance that the cervical nodes must
be assessed for each patient and tumor. The lymph nodes may be subdivided into
specific anatomic subsites and grouped into seven levels for ease of description.

Level I: Submental
Submandibular
Level II: Upper jugular
Level III: Mid-jugular
Level IV: Lower jugular
Level V: Posterior triangle (spinal accessory and transverse cervical)

(upper, middle, and lower, corresponding to the levels that
define upper, middle, and lower jugular nodes)
Level VI: Prelaryngeal (Delphian)
Pretracheal
Paratracheal
Level VII: Upper mediastinal
Other groups:  Sub-occipital
Retropharyngeal
Parapharyngeal
Buccinator (facial)
Preauricular
Periparotid and intraparotid

The location of the lymph node levels conforms to the following clinical
descriptions, which also correlate with surgical landmarks at the time of surgical
neck exploration (Fig. 2.1).

Level I Contains the submental and submandibular triangles bounded
by the anterior and posterior bellies of the digastric muscle, and
the hyoid bone inferiorly, and the body of the mandible
superiorly.

Level II: Contains the upper jugular lymph nodes and extends from the
level of the skull base superiorly to the hyoid bone inferiorly.

Level III: ~ Contains the middle jugular lymph nodes from the hyoid bone
superiorly to the level of the lower border of the cricoid cartilage
inferiorly.
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FIG 2.1. Schematic diagram indicating the location of the lymph node levels in the neck
as described in the text.

Level IV:  Contains the lower jugular lymph nodes from the level of the
cricoid cartilage superiorly to the clavicle inferiorly.

Level V:  Contains the lymph nodes in the posterior triangle bounded by
the anterior border of the trapezius muscle posteriorly, the pos-
terior border of the sternocleidomastoid muscle anteriorly, and
the clavicle inferiorly. For descriptive purposes, Level V may be
further subdivided into upper, middle, and lower levels corre-
sponding to the superior and inferior planes that define Levels
I1, 111, and IV.

Level VI:  Contains the lymph nodes of the anterior central compartment
from the hyoid bone superiorly to the suprasternal notch infe-
riorly. On each side, the lateral boundary is formed by the medial
border of the carotid sheath.

Level VII:  Contains the lymph nodes inferior to the suprasternal notch in
the superior mediastinum.

The pattern of the lymphatic drainage varies for different anatomic sites.
However, the location of the lymph node metastases has prognostic significance
in patients with squamous cell carcinoma of the head and neck. Survival is sig-
nificantly worse when metastases involve lymph nodes beyond the first echelon
of lymphatic drainage and, particularly, lymph nodes in the lower regions of the
neck, i.e., Level IV and Level V (supraclavicular region). Consequently, it is rec-
ommended that each N staging category be recorded to show, in addition to the
established parameters, whether the nodes involved are located in the upper (U)
or lower (L) regions of the neck, depending on their location above or below the
lower border of the cricoid cartilage.
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A.Exopfiytic

C Endophytic

FIG. 3.1. Characteristics of lip and oral cavity tumors. A: Exophy-
tic; B: Ulcerated; C: Endophytic.

assessment of an individual’s functional status. The scale, in
10-point increments from 0 (dead) to 100 (normal, no com-
plaints, no evidence of disease), was devised in 1948 by David
A. Karnofsky. The KPS is a reliable, independent predictor
of survival outcome for patients with solid tumors, so it is a
required baseline assessment in clinical protocols in head and
neck and other cancers. The AJCC strongly recommends re-
cording of KPS along with standard staging information.

Karnofsky Scale: Criteria of Performance Status (PS)

100 Normal; no complaints; no evidence of disease

90  Able to carry on normal activity; minor signs or
symptoms of disease

80  Able to carry on normal activity with effort; some
signs or symptoms of disease

70 Cares for self; unable to carry on normal activity or
do active work

60  Requires occasional assistance but is able to care for
most of own needs

50  Requires considerable assistance and frequent
medical care

40  Disabled; requires special care and assistance

Diagnosis and treatment of depression may also aid in
symptom control and improved quality of life. Continued
exposure to carcinogens, such as alcohol and tobacco smoke,
probably affects patients’ outcomes adversely.

Figures 3.2A, 3.2B, 3.3A, and 3.3B show observed and
relative survival rates for patients with squamous cell carci-
noma of the lip and squamous cell carcinoma of the oral
cavity for the years 1985-1991, classified by the AJCC staging
classification.
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FIG. 3.2A. Five-year, observed survival by “combined” AJCC stage for squamous cell
carcinoma of the lip, 1985-1991. (*95% confidence intervals correspond to year-5 sur-
vival rates.)
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FIG. 3.2B. Five-year, relative survival by “combined” AJCC stage for squamous cell car-
cinoma of the lip, 1985-1991. (*95% confidence intervals correspond to year-5 survival
rates.)
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LIP AND ORAL CAVITY

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral 0 Left (] Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
a g TX  Primary tumor cannot be assessed 1. Superficial erosion alone of
[ 0 TO No evidence of primary tumor bone/tooth socket by gingival
O ] Tis Carcinoma in situ primary is not sufficient to clas-
0 0 T1  Tumor 2 cm or less in greatest dimension sify as Td.
a m] T2  Tumor more than 2 cm but not more than 4 cm in greatest dimension
] ] T3  Tumor more than 4 cm in greatest dimension
] ] T4  (Lip) Tumor invades through cortical bone, inferior alveolar nerve, floor of
mouth, or skin of face, i.e., chin or nose!”
0 O T4a  (Oral Cavity) Tumor invades through cortical bone, into deep [extrinsic]
muscle of tongue (genioglossus, hyoglossus, palatoglossus, and styloglossus),
maxillary sinus, or skin of face
0 0 T4b  Tumor involves masticator space, pterygoid plates, or skull base and/or
encases internal carotid artery
Regional Lymph Nodes (N)
O O NX  Regional lymph nodes cannot be assessed
O [ NO  No regional lymph node metastasis
[ O N1 Metastasis in a single ipsilateral lymph node, 3 cm or less in greatest dimen-
sion :
a O N2 Metastasis in a single ipsilateral lymph node, more than 3 cm but not more
than 6 cm in greatest dimension; or in multiple ipsilateral lymph nodes, none
more than 6 cm in greatest dimension; or in bilateral or contralateral lymph
nodes, none more than 6 cm in greatest dimension
O a N2a Metastasis in single ipsilateral lymph node more than 3 ¢cm but not more
than 6 cm in greatest dimension
O O N2b  Metastasis in multiple ipsilateral lymph nodes, none more than 6 cm in
greatest dimension .
a ] N2c¢  Metastasis in bilateral or contralateral lymph nodes, none more than 6 cm in
greatest dimension
d O N3 Metastasis in a lymph node more than 6 cm in greatest dimension
Distant Metastasis (M)
| ] MX  Distant metastasis cannot be assessed
] ] MO  No distant metastasis
g ] M1  Distant metastasis
Biopsy of metastatic site performed................ ay ... N
Source of pathologic metastatic specimen
Stage Grouping
0 a 0 Tis NO MO
[ o 1 Tl NO MO
[ ] I T2 NO MO
1 T3 NO MO
T1 N1 MO
T2 N1 MO
T3 N1 MO
O 0 IVA T4a NO MO
T4a N1 MO
T1 N2 MO
T2 N2 MO
T3 N2 MO
T4a N2 Mo
O O IVB  AnyT N3 Mo
T4b Any N Mo (continued on reverse side)
O 0 IvC Any T Any N M1
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LIP AND ORAL CAVITY

Histologic Grade (G)
[0 GX  Grade cannot bé assessed
OG1  Well differentiated
G2  Moderately differentiated
O G3  Poorly differentiated

Residual Tumor (R)
I RX  Presence of residual tumor cannot be assessed
RO No residual tumor
OR1 Microscopic residual tumor
[1R2  Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m” suffix
and “y,” “r,” and “a” prefixes are used. Although they do not affect the stage
grouping, they indicate cases needing separate analysis.

[] m suffix indicates the presence of multiple primary tumors in a single site and is
recorded in parentheses: pT(m)NM.

[ y prefix indicates those cases in which classification is performed during or following
initial multimodality therapy. The cTNM or pTNM category is identified by a “y”
prefix. The ycTNM or ypTNM categorizes the extent of tumor actually present at the
time of that examination. The “y” categorization is not an estimate of tumor prior to
multimodality therapy.

[ r prefix indicates a recurrent tumor when staged after a disease-free interval, and is
identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Notes
Additional Descriptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

LI Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

ILLUSTRATION

Indicate on diagram primary tumor and regional nodes involved.

Physician’s Signature Date
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FIG. 4.4A. Five-year, observed survival by “combined” AJCC stage for squamous cell
carcinoma of the oropharynx, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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survival rates.)
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FIG. 4.5A. Five-year, observed survival by “combined” AJCC stage for squamous cell
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PHARYNX (INCLUDING BASE OF TONGUE, SOFT PALATE, AND UVULA)

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: L] Bilateral [ Left [] Right
DEFINITIONS
Cinical Pathologic Primary Tumor (T) Notes
O ] TX  Primary tumor cannot be assessed 1. Parapharyngeal extension de-
] U Tp No e}’ldence, of‘pnmary tumor notes posterolateral infiltration
] W] ES PhCarcmoma in situ of tumor beyond the pharyn-
asopharynx asilar fascia,
| 0 Tl  Tumor confined to the nasopharynx gobaslar fuscia )
] 0 2 Tumor extends to soft tissues 2. Cc.ntrnl compartment soft tis-
L] ] T2a  Tumor extends to the oropharynx and/or nasal cavity without parapharyngeal sue includes prelaryngeal strap
extension™" muscles and subcutaneous fat.
0 | T2b  Any tumor with parapharyngeal extension!" 3. Midline nodes are cansidered
(] Ll T3  Tumor involves bony structures and/or paranasal sinuses ipsilateral nodes.
] d T4  Tumor with intracranial extension and/or involvement of cranial nerves, infra-
temporal fossa, hypopharynx, orbit, or masticator space
Oropharynx
0 0 Tumor 2 cm or less in greatest dimension
[ ] T2 Tumor more than 2 cm but not more than 4 cm in greatest dimension
] [ T3  Tumor more than 4 cm in greatest dimension
[ O T4a Tumor invades the larynx, deep/extrinsic muscle of tongue, medial pterygoid, hard
palate, or mandible
O a T4b  Tumor invades lateral pterygoid muscle, pterygoid plates, lateral nasopharynx, or
skull base or encases carotid artery
Hypopharynx
O W Tl  Tumor limited to one subsite of hypopharynx and 2 cm or less in greatest dimension
] T2 Tumor invades more than one subsite of hypopharynx or an adjacent site, or
measures more than 2 cm but not more than 4 cm in greatest diameter wnthout
fixation of hemilarynx
0 | T3 Tumor measures more than 4 cm in greatest dimension or with fixation of hemilarynx
] B T4a  Tumor invades thyroid/cricoid cartilage, hyoid bone, thyroid gland, esophagus or
central compartment soft tissue”
O a T4b  Tumor invades prevertebral fascia, encases carotid artery, or involves mediastinal
structures
Regional Lymph Nodes (N)
Nasopharynx
g | NX  Regional lymph nodes cannot be assessed
(] ] NO  No regional lymph node metastasis
0 [m] N1  Unilateral metastasis in lymph node(s), 6 cm or less in greatest dimension, above the
supraclavicular fossa®
O O N2 Bilateral metastasis in lymph node(s), 6 cm or less in greatest dimension, above the
supraclavicular fossa®
O ] N3  Metastasis in a lymph node(s) >6cm and/or to supraclavicular fossa
L] ] N3a Greater than 6 cm in dimension
[ ] N3b Extension to the supraclavicular fossa™
Oropharynx and Hypopharynx
L | NX  Regional lymph nodes cannot be assessed
] ] NO  No regional lymph node metastasis
U ] N1  Metastasis in a single ipsilateral lymph node. 3 cm or less in greatest dimension
0 5] N2  Metastasis in a single ipsilateral lymph node, more than 3 cm but not more than 6
cm in greatest dimension, or in multiple ipsilateral lymph nodes, none more than 6
cm in greatest dimension, or in bilateral or contralateral lymph nodes, none more
than 6 cm in greatest dimension
] ] N2a Metastasis in a single ipsilateral lymph node more than 3 ¢cm but not more than 6 cm
In greatest dimension
g | N2b Metastasis in multiple ipsilateral lymph nodes, none more than 6 cm in greatest
dimension
0 0 N2c¢  Metastasis in bilateral or contralateral lymph nodes, none more than 6 ¢cm in greatest
dimension
| O N3 Metastasis in a lymph node more than 6 cm in greatest dimension (continued on reverse side)
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FIG. 5.1A. Five-year, observed survival by “combined” AJCC stage for squamous cell
carcinoma of the larynx, 1985-1991. (*95% confidence intervals correspond to year-5
survival rates.)
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FIG. 5.1B. Five-year, relative survival by “combined™ AJCC stage for squamous cell car-
cinoma of the larynx, 1985-1991. (*95% confidence intervals correspond to year-5 sur-
vival rates.)
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FIG. 5.2A. Five-year, observed survival by “combined” AJCC stage for squamous cell
carcinoma of the supraglottis, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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FIG. 5.2B. Five-year, relative survival by “combined” AJCC stage for squamous cell car-
cinoma of the supraglottis, 1985-1991. (*95% confidence intervals correspond to year-5
survival rates.)
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FIG. 5.3A. Five-year, observed survival by “combined” AJCC stage for squamous cell
carcinoma of the glottis, 1985-1991. (*95% confidence intervals correspond to year-5

survival rates.)
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FIG. 5.4A. Five-year, observed survival by “combined” AJCC stage for squamous cell
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Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: L1 Bilateral U] Left L] Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
g d TX  Primary tumor cannot be assessed
O g TO  No evidence of primary tumor
O ] Tis  Carcinoma in situ
Supraglottis
a O Tl Tumor limited to one subsite of supraglottis with normal vocal cord mobility
O O T2 Tumor invades mucosa of more than one adjacent subsite of supraglottis or glottis or region outside
the supraglottis (e.g., mucosa of base of tongue, vallecula, medial wall of pyriform sinus) without
fixation of the larynx
] | T3 Tumor limited to larynx with vocal cord fixation and/or invades any of the following: postcricoid area,
pre-epiglottic tissues, paraglottic space, and/or minor thyroid cartilage erosion (e.g., inner cortex)
g g T4a  Tumor invades through the thyroid cartilage and/or invades tissues beyond the larynx (e.g., trachea, soft
tissues of neck including deep extrinsic muscle of the tongue, strap muscles, thyroid, or esophagus)
a ] T4b  Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
Glottis
O O T1 Tumor limited to the vocal cord(s)(may involve anterior or posterior commissure) with normal mobility
a C Tla  Tumor limited to one vocal cord
O O T1b  Tumor involves both vocal cords
O O T2 Tumor extends to supraglottis and/or subglottis, or with impaired vocal cord mobility
] O T3  Tumor limited to the larynx with vocal cord fixation, and/or invades paraglottic space, and/or minor
thyroid cartilage erosion (e.g., inner cortex).
a 0 T4a  Tumor invades through the thyroid cartilage and/or invades tissues beyond the larynx (e.g., trachea,
soft tissues of neck including deep extrinsic muscle of the tongue, strap muscles, thyroid, or esophagus)
a ] T4b  Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
Subglottis
| | Tl Tumor limited to the subglottis
0 0 T2 Tumor extends to vocal cord(s) with normal or impaired mobility
] O T3  Tumor limited to larynx with vocal cord fixation
0 [ T4a  Tumor invades cricoid or thyroid cartilage and/or invades tissues beyond the larynx (e.g., trachea, soft
tissues of neck including deep extrinsic muscles of the tongue, strap muscles, thyroid, or esophagus)
d 0 T4b  Tumor invades prevertebral space, encases carotid artery, or invades mediastinal structures
Regional Lymph Nodes (N)
O a NX  Regional lymph nodes cannot be assessed
O a NO  No regional lymph node metastasis
O ] N1 Metastasis in a single ipsilateral lymph node, 3 cm or less in greatest dimension
O U N2 Metastasis in a single ipsilateral lymph node, more than 3 cm but not more
than 6 cm in greatest dimension, or in multiple ipsilateral lymph nodes, none
more than 6 cm in greatest dimension, or in bilateral or contralateral lymph
nodes, none more than 6 cm in greatest dimension
a O N2a  Metastasis in a single ipsilateral ymph node, more than 3 cm but not more
than 6 cm in greatest dimension
a O N2b  Metastasis in multiple ipsilateral lymph nodes, none more than 6 cm in
greatest dimension
] O N2c  Metastasis in bilateral or contralateral lymph nodes, none more than 6 cm in
greatest dimension
a 0 N3 Metastasis in a lymph node, more than 6 ¢cm in greatest dimension
Distant Metastasis (M)
O a MX  Distant metastasis cannot be assessed
a ] MO  No distant metastasis
a O M1  Distant metastasis

Biopsy of metastatic site performed............... ay ... ON
Source of pathologic metastatic specimen {(continued on reverse side)
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LARYNX

Ginical  Pathologic Stage Grouping Notes

O 7 0 Tis NO MO Additional Descriptors

C 0 I T1 NO MO Lymphatic Vessel Invasion (L)

O d I T2 NO MO LX Lymphatic vessel invasion

0 0 101 T3 NO Mo cannot be assessed
T1 N1 MO Lo Sgnlymphalic vessel inva-
T2 N1 MO L1 Lymphatic vessel invasion
T3 N1 MO Venous Invasion (V)

0 O IVA T4a NO MO VX Venous invasion cannot be
T4a N1 MO assessed
T1 N2 MO VO No venous invasion
T2 N2 Mo Vi Z{;;roscopic venous inva-
T3 N2 MO V2 Macroscopic venous inva-
T4a N2 Mo sion

O O IVB  Tdb AnyN Mo
Any T N3 Mo

g g IVC Any T Any N M1

Histologic Grade (G)
O GX  Grade cannot be assessed
O Gl Well differentiated
L G2  Moderately differentiated
L G3  Poorly differentiated

Residual Tumor (R)
[ORX  Presence of residual tumor cannot be assessed
OR0O  No residual tumor
{JR1  Microscopic residual tumor
(OJR2  Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m” suffix
and “y,” “r," and “a” prefixes are used. Although they do not affect the stage
grouping, they indicate cases needing separate analysis.

J m suffix indicates the presence of multiple primary tumors in a single site and is
recorded in parentheses: pT(m)NM.

O y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is identified
by a “y” prefix. The ycTNM or ypTNM categorizes the extent of tumor actually
present at the time of that examination. The “y” categorization is not an estimate
of tumor prior to multimodality therapy.

T r prefix indicates a recurrent tumor when staged after a disease-free interval, and
is identified by the “r” prefix: rTNM.

O a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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FIG. 6.2A. Five-year, observed survival by “combined” AJCC stage for cancer of the
maxillary sinus, 1985-1991. (*95% confidence intervals correspond to year-5 survival

rates.)
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FIG. 6.2B. Five-year, relative survival by “combined” AJCC stage for cancer of the max-
illary sinus, 1985-1991. (*95% confidence intervals correspond to year-5 survival rates.)
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HISTOLOGIES—PARANASAL SINUSES 8083/3  Basaloid squamous cell carcinoma
8010/2  Carcinoma in situ, NOS 8084/3  Squamous cell. carcinoma, clear cell type

. ’ 8090/3  Basal cell carcinoma, NOS
8010/3  Carcinoma, NOS . . .
8012/3 Large cell carcinoma, NOS 8091/3 Mgltxfo.cal superficial baselll cell carcinoma
8013/3  Large cell neuroendocrine carcinoma 8092/3  Infiltrating basal cell carcinoma, NOS
8020/3  Carcinoma, undifferentiated, NOS 8093/3  Basal cell carcinoma, fibroepithelial
8021/3  Carcinoma, anaplastic, NOS 8094/3  Basosquamous carcinoma
8030/3  Giant cell and spindle cell carcinoma 8097/3  Basal cell carcinoma, nodular
8031/3  Giant cell carcinoma 8098/3  Adenoid basal carcinoma
8032/3  Spindle cell carcinoma, NOS 8123/3  Basaloid carcinoma
8033/3  Pseudosarcomatous carcinoma 8140/2  Adenocarcinoma in situ, NOS
8041/3  Small cell carcinoma, NOS 8140/3  Adenocarcinoma, NOS
8042/3  Oat cell carcinoma 8144/3  Adenocarcinoma, intestinal type
8043/3  Small cell carcinoma, fusiform cell 8145/3  Carcinoma, diffuse type
8044/3  Small cell carcinoma, intermediate cell 8147/3  Basal cell adenocarcinoma
8045/3  Combined sma.ll cell carcinoma 8200/3  Adenoid cystic carcinoma
8051/3  Verrucous carcinoma, NOS o 8246/3  Neuroendocrine carcinoma, NOS
8052/2 Papgllary squamous cell carcinoma, non-invasive 8310/3  Clear cell adenocarcinoma, NOS
8052/3  Papillary squamous cell carcinoma 8430/3  Mucoepidermoid carcinoma
8070/2  Squamous cell carcinoma in situ, NOS 8440/3  Cystad .

. ystadenocarcinoma, NOS
8070/3  Squamous cell carcinoma, NOS 8480/3  Mucinous adenocarcinoma
8071/3 Squamous cell carcinoma, keratinizing, NOS . . .
8072/3  Squamous cell carcinoma, large cell B481/3 Mucm-produm.ng adenocarcinoma
8073/3  Squamous cell carcinoma, small cell, non-keratin-  5>10/3 Medullary carcinoma, NOS ,
izing 8525/3  Polymorphous low-grade adenocarcinoma
8074/3  Squamous cell carcinoma, spindle cell 8550/3  Acinar cell carcinoma
8075/3  Squamous cell carcinoma, adenoid 8560/3  Adenosquamous carcinoma
8076/2  Squamous cell carcinoma in situ with questionable ~ 8362/3  Epithelial-myoepithelial carcinoma
stromal invasion 8574/3  Adenocarcinoma with neuroendocrine differentiation

8076/3  Squamous cell carcinoma, microinvasive 8940/3  Mixed tumor, malignant, NOS
8082/3  Lymphoepithelial carcinoma 8941/3  Carcinoma in pleomorphic adenoma
64

American Joint Committee on Cancer + 2002



NASAL CAVITY AND PARANASAL SINUSES

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: U] Bilateral LT Left U] Right
DEFINITIONS
Primary Tumor (T)

Clinical Pathologic  Maxillary Sinus

] O TX  Primary tumor cannot be assessed
0 0 TO  No evidence of primary tumor
0 [] _Tis Carcinoma in situ
UJ U Tl  Tumor limited to the maxillary sinus mucosa with no erosion or destruction of bone
O O T2  Tumor causing bone erosion or destruction including extension into the hard palate and/or middle
nasal meatus, except extension to posterior wall of maxillary sinus and pterygoid plates
O O T3  Tumor invades any of the following: bone of the posterior wall of maxillary sinus, subcutaneous
tissues, floor or medial wall of orbit, pterygoid fossa, ethmoid sinuses
tl [ T4a  Tumor invades anterior orbital'contents, skin of cheek, pterygoid plates, infratemporal fossa,
cribriform plate, sphenoid or frontal sinuses
O O T4b  Tumor invades any of the following: orbital apex, dura, brain, middle cranial fossa, cranial nerves other
than maxillary division of trigeminal nerve V5, nasopharynx, or clivus
Nasal Cavity and Ethmoid Sinus
tl U TX  Primary tumor cannot be assessed
Ll O TO  No evidence of primary tumor
L] L1 Tis Carcinoma in situ
] U Tl  Tumor restricted to any one subsite, with or without bony invasion
U L T2 Tumor invading two subsites in a single region or extending to involve an adjacent region within the
nasoethmoidal complex, with or without bony invasion
O U T3 Tumor extends to invade the medial wall or floor of the orbit, maxillary sinus, palate, or cribriform plate
U 0 T4a  Tumor invades any of the following: anterior orbital contents, skin of nose or cheek, minimal
extension to anterior cranial fossa, pterygoid plates, sphenoid or frontal sinuses
] O T4b  Tumor invades any of the following: orbital apex, dura, brain, middle cranial fossa, cranial nerves other
than V,, nasopharynx, or clivus
Regional Lymph Nodes (N)
| | NX  Regional lymph nodes cannot be assessed
0 U NO  No regional lymph node metastasis
0 ] N1 Metastasis in a single ipsilateral lymph node, 3 cm or less in greatest dimension
U O N2 Metastasis in a single ipsilateral lymph node, more than 3 cm but not more than 6 cm in greatest
dimension, or in multiple ipsilateral lymph nodes, none more than 6 cm in greatest dimension, or in
bilateral or contralateral lymph nodes, none more than 6 cm in greatest dimension
| U N2a  Metastasis in a single ipsilateral lymph node, more than 3 cm but not more than 6 cm in greatest
dimension
0 U N2b  Metastasis in multiple ipsilateral lymph nodes, none more than 6 cm in greatest dimension
ol [l N2c  Metastasis in bilateral or contralateral lymph nodes, none more than 6 cm in greatest dimension
U 0J N3 Metastasis in a lymph node, more than 6 cm in greatest dimension
Distant Metastasis (M)
O [ MX  Distant metastasis cannot be assessed
0 OJ MO  No distant metastasis
U ] M1  Distant metastasis

Biopsy of metastatic site performed ................ dy.....ON
Source of pathologic metastatic specimen (continued on reverse side)
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NASAL CAVITY AND PARANASAL SINUSES

Clinical Pathologic Stage Grouping Notes
:‘ ~ 0 Tis NO MO Additional Descriptors
(] ] 1 Tl NO MO Lymphatic Vessel Invasion (L)
™ O I T2 NO Mo LX Lymphatic vessel invasion
. J 1 13 NO MO Lo :: n;;:;h?tsizssfedssel inva-
Tl N1 MO sion
T2 N1 MO L1 Lymphatic vessel invasion
T3 N1 Mo Venous Invasion (V)
O 0 IVA T4a NO MO VX Venous invasion cannot be
T4a N1 Mo assessed
Tl N2 MO z(l) ;o venous.mvasion .
Tz N2 MO Siol;l'OSC(\plC venous inva-
T3 N2 MO V2 Macroscopic venous inva-
T4a N2 MO sion
O [ VB T4b Any N MO
Any T N3 MO
0l O vC Any T Any N Mi
Histologic Grade (G)

(1 GX  Grade cannot be assessed
O Gl Well differentiated

1G2  Moderately differentiated
(JG3  Poorly differentiated

Residual Tumor (R)
“JRX  Presence of residual tumor cannot be assessed
{JRO  No residual tumor
[JR1I  Microscopic residual tumor
"1JR2  Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m” suffix
and “y,” “r,” and “a” prefixes are used. Although they do not affect the stage grouping,
they indicate cases needing separate analysis.

("> m suffix indicates the presence of multiple primary tumors in a single site and is
recorded in parentheses: pT(m)NM.

[ ] y prefix indicates those cases in which classification is performed during or following
initial multimodality therapy. The cTNM or pTNM category is identified by a *y”
prefix. The ycTNM or ypTNM categorizes the extent of tumor actually present at the
time of that examination. The “y” categorization is not an estimate of tumor prior to
multimodality therapy.

[. 1 r prefix indicates a recurrent tumor when staged after a disease-free interval, and is
identified by the “r” prefix: rTNM.

. J a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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NASAL CAVITY AND PARANASAL SINUSES

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature

Date
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FIG. 7.1A. Five-year, observed survival by “combined” AJCC stage for cancer of the

major salivary glands, 1985-1991. (*95% confidence intervals correspond to year-5 sur-

vival rates.)
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FIG. 7.1B. Five-year, relative survival by “combined” AJCC stage for cancer of the ma-
jor salivary glands, 1985-1991. (*95% confidence intervals correspond to year-5 survival

rates.)
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MAJOR SALIVARY GLANDS (PAROTID, SUBMANDIBULAR, AND SUBLINGUAL)

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [J Bilateral L] Left {J Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
O | TX  Primary tumor cannot be assessed 1. Extraparenchymal extension
O | T0  No evidence of primary tumor is clinical or macroscopic evi-
O O T1  Tumor2 ¢m or less in greatest dimension without extraparenchymal i:":i;‘i:za:v':’c;‘cz::‘:lf;')”sd“:ss
extension ) aone dlae
H O T2 Tumor more than 2 cm but not more than 4 cm in greatest dimension nmo:l s:(:::::,:: l;?s::,e::i,yn
without extraparenchymal extension®” purposes.
O O T3 Tumor more than 4 cm and/or tumor having extraparenchymal extension'”
O O T4a  Tumor invades skin, mandible, ear canal, and/or facial nerve
ul d T4b  Tumor invades skull base and/or pterygoid plates and/or encases carotid
artery
Regional Lymph Nodes (N)
[ O NX  Regional lymph nodes cannot be assessed
O ] NO  No regional lymph node metastasis
O O N1 Metastasis in a single ipsilateral lymph node, 3 cm or less in
greatest dimension
a O N2 Metastasis in a single ipsilateral lymph node, more than 3 cm but not
more than 6 cm in greatest dimension, or in multiple ipsilateral lymph
nodes, none more than 6 cm in greatest dimension, or in bilateral or con-
tralateral lymph nodes, none more than 6 cm in greatest dimension
Ol O N2a  Metastasis in a single ipsilateral lymph node, more than 3 cm but not
more than 6 cm in greatest dimension
O 0 N2b  Metastasis in multiple ipsilateral lymph nodes, none more than 6 cm in
greatest dimension
O ] N2c¢  Metastasis in bilateral or contralateral lymph nodes, none more than 6 cm
in greatest dimension
0] ] N3 Metastasis in a lymph node, more than 6 cm in greatest dimension
Distant Metastasis (M)
O O MX  Distant metastasis cannot be assessed
O O MO  No distant metastasis
0l [l Ml Distant metastasis
Biopsy of metastatic site performed ......... gy....CN
Source of pathologic metastatic specimen
Stage Grouping
0 O 1 Tl NO MO
Ol O 11 T2 NO MO
[ 0] III T3 NO MO
T1 N1 MO
T2 N1 MO
T3 N1 MO
£l 0 IVA T4a NO MO
T4a N1 MO
T1 N2 MO
T2 N2 MO
T3 N2 MO
T4a N2 MO
0O O IVB  Td4b AnyN MO (contined .
Any T N3 MO continued on reverse side)
O O IvVC Any T Any N M1
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MAJOR SALIVARY GLANDS (PAROTID, SUBMANDIBULAR, AND SUBLINGUAL)

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature Date
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FIG. 8.1A. Five-year, observed survival by “combined” AJCC stage for papillary adeno-
carcinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to

year-5 survival rates.)

100 %
»
80

SERN

‘l\ Stage
70 ——1
g e \'\ —a—2
E \
£ & -3
[
s \.\. -
S o
30
20
10
[} v r T "
1 2 3 4 [
Year
RELATIVE 1 2 3 4 5 95% Cis* CASES
SURVIVAL
BY STAGE
1 100 100 100 100 100 100 - 100 4232
2 100 100 100 100 100 100 - 100 1227
3 98.1 96.2 96.2 96.2 95.8 92.8-98.8 930
4 786 66.1 570 53.2 45.3 36.9-53.8 201

FIG. 8.1B. Five-year, relative survival by “combined” AJCC stage for papillary adenocar-
cinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to

year-5 survival rates.)
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FIG. 8.2A. Five-year, observed survival by “combined” AJCC stage for follicular adeno-
carcinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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FIG. 8.2B. Five-year, relative survival by “combined” AJCC stage for follicular adeno-
carcinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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FIG. 8.3A. Five-year, observed survival by “combined” AJCC stage for medullary carci-
noma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to year-5
survival rates.)
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FIG. 8.3B. Five-year, relative survival by “combined” AJCC stage for medullary carci-
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FIG. 8.4A. Five-year, observed survival by “combined” AJCC stage for Stage 4 anaplastic
carcinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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FIG. 8.4B. Five-year, relative survival by “combined” AJCC stage for Stage 4 anaplastic
carcinoma of the thyroid gland, 1985-1991. (*95% confidence intervals correspond to
year-5 survival rates.)
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THYROID

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral [ Left 7 Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
O [l TX Primary tumor cannot be assessed (113v'i:"dfa(‘€f°fi:; may be Sl('k;
O ] To No evidence of primary tumor ultifocal fumor (the lar gest
| d TI Tumor 2 cm or less in greatest dimension limited to the thyroid  determines the classification)
0 0 T2 Tumor more than 2 cm but not more than 4 ¢m in greatest dimen-
sion limited to the thyroid
L ] T3 Tumor more than 4 cm in greatest dimension limited to the thyroid
or any tumor with minimal extrathyroid extension (e.g., extension
to sternothyroid muscle or perithyroid soft tissues)
O 00 T4a  Tumor of any size extending beyond the thyroid capsule to invade
subcutaneous soft tissues, larynx, trachea, esophagus, or recurrent
laryngeal nerve
O [0l T4b  Tumor invades prevertebral fascia or encases carotid artery or medi-
astinal vessels
All anaplastic carcinomas are considered T4 tumors.
O (] T4a Intrathyroidal anaplastic carcinoma — surgically resectable
0 [] T4b  Extrathyroidal anaplastic carcinoma — surgically unresectable
Regional Lymph Nodes (N)
Regional lymph nodes are the central compartment, lateral cervical, and upper
mediastinal lymph nodes.
l [J NX  Regional lymph nodes cannot be assessed
] O No No regional lymph node metastasis
0l L] NI Regional lymph node metastasis
] 0 Nla  Metastasis to Level VI (pretracheal, paratracheal, and prelaryngeal/
Delphian lymph nodes)
OJ O Nib  Metastasis to unilateral, bilateral, or contralateral cervical or superi-
or mediastinal lymph nodes
Distant Metastasis (M)
0 [J MX  Distant metastasis cannot be assessed
] [J MO  No distant metastasis
0] L M1 Distant metastasis

Biopsy of metastatic site performed.... (JY.....[ON
Source of pathologic metastatic specimen

(continued on reverse side)
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THYROID ccantiined )

Stage Grouping
Separate stage groupings are recommended for papillary or follicular, medullary,
and anaplastic (undifferentiated) carcinoma.

Papillary or Follicular

Clinical Pathologic  Under 45 years Clinical Pathologic Medullary Carcinoma
O [ I AnyT AnyN MO O O 1 T1 NO MO
O 8O 1 AnyT AnyN Ml ] O 1 T2 NO Mo

T3 NO Mo

Papillary or Follicular

45 years and older L L I T Nla Mo
O O 1 TI  NO MO T2 Nia MO
O O 1« T2 NO Mo . - I3 Nla = MO
0 O m T3 No Mo VA~ Téa  NO MO

T4a Nla MO
Tl Ni1b MO
T2 Ni1b MO
T3 N1b Mo
T4a N1b MO

T1 Nla MO
T2 Nla MO
T3 Nla Mo
O O IVA T4a NO MO
T4a Nla MO

O [l IVB T4b  AnyN MO
T1 N1b MO
T NIb Mo | ] IVC  AnyT AnyN Ml
T3 N1b MO Anaplastic Carcinoma
T4a Nib Mo O W IVA T4a  AnyN MO
|l 0 IVB T4b Any N MO Ol Cl IVB T4b AnyN MO
[ 1 IvC AnyT AnyN Ml ] IvC AnyT AnyN Ml
Residual Tumor (R) Notes
O RrRX Presence of residual tumor cannot be assessed Additional Descriptors
O RrRo No residual tumor Lymphatic Vessel Invasi
. . . ymphatic Vessel I (LH)
O Rr1 Microscopic residual tumor LX Lymphatic vessel invasion
LI Rr2 Macroscopic residual tumor cannot be assessed
L0 No lymphatic vessel inva-
Additional Descriptors sion
For identification of special cases of TNM or pTNM classifications, the “m” suffix =~ L1 Lymphatic vessel invasion
and “y,)” “r,” and “a” prefixes are used. Although they do not affect the stage Venous Invasion (V)
grouping, they indicate cases needing separate analysis. VX Venous invasion cannot be
[] m suffix indicates the presence of multiple primary tumors in a single site and is assessed

. v o
recorded in parentheses: pT(m)NM. 0 No venous invasion
V1 Microscopic venous inva-

[ y prefix indicates those cases in which classification is performed during or follow- sion
ing initial multimodality therapy. The cTNM or pTNM category is identified by a  v2 Macroscopic venous inva-
“y” prefix. The ycTNM or ypTNM categorizes the extent of tumor actually present sion
at the time of that examination. The “y” categorization is not an estimate of tumor
prior to multimodality therapy.
(O r prefix indicates a recurrent tumor when staged after a disease-free interval, and is
identified by the “r” prefix: ITNM.
(] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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THYROID

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.
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Hospital Name/Address Patient Name/Ilnformation
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
0 O TX Primary tumor cannot be assessed
] O TO No evidence of primary tumor
O 0 Tis Carcinoma in situ
Ll [l T1 Tumor invades lamina propria or submucosa
| O T2 Tumor invades muscularis propria
O O T3 Tumor invades adventitia
O | T4 Tumor invades adjacent structures
Regional Lymph Nodes (N)
| O NX Regional lymph nodes cannot be assessed
O] O NO No regional lymph node metastasis
] O NI Regional lymph node metastasis
Distant Metastasis (M)
Ll O MX Distant metastasis cannot be assessed
O O MO No distant metastasis
0 O] M1 Distant metastasis
Tumors of the lower thoracic esophagus:
UJ O Mla  Metastasis in celiac lymph nodes
0l [0 Mlb  Other distant metastasis
Tumors of the midthoracic esophagus:
L O Mla Notapplicable
O L Mi1b  Nonregional lymph nodes and/or other distant metastasis
Tumors of the upper thoracic esophagus:
O [0 Mla Metastasis in cervical nodes
l ] M1b  Other distant metastasis
Biopsy of metastatic site performed....[JY .....[JN
Source of pathologic metastatic specimen
Stage Grouping
Ol d 0 Tis NO MO
[ 0 I Tl NoO MO
] O 1A T2 NO MO
T3 NO Mo
[l 0 1IB T1 N1 MO
T2 N1 MO
0 0 111 T3 N1 Mo
T4 AnyN Mo
O Y Any T AnyN Ml
O L IVA  AnyT Any N Mla
0O O VB  AnyT AnyN  Milb

(continued on reverse side)
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Histologic Grade (G)
OGx Grade cannot be assessed
O Gl Well differentiated
H¥ey) Moderately differentiated
UaG3 Poorly differentiated
0G4 Undifferentiated

Residual Tumor (R)
OO RX Presence of residual tumor cannot be assessed
RO No residual tumor
ORI Microscopic residual tumor
JRr2 Macroscopic residual tumor

ESOPHAGUS

Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
[ m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-

tion is not an estimate of tumor prior to multimodality therapy.

et
(ronfica!

Notes
Additional Descriptors

Lympbhatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

10 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

[ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.
L] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature

Date
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HISTOLOGIES—STOMACH (CONT.)

8245/3
8246/3
8255/3
8260/3
8261/2
8261/3
8262/3
8263/2
8263/3
8310/3
8320/3
8430/3
8440/3
8441/3
8450/3
8452/3
8453/2

Adenocarcinoid tumor

Neuroendocrine carcinoma, NOS
Adenocarcinoma with mixed subtypes

Papillary adenocarcinoma, NOS

Adenocarcinoma in situ in villous adenoma
Adenocarcinoma in villous adenoma

Villous adenocarcinoma

Adenocarcinoma in situ in tubulovillous adenoma
Adenocarcinoma in tubulovillous adenoma

Clear cell adenocarcinoma, NOS

Granular cell carcinoma

Mucoepidermoid carcinoma
Cystadenocarcinoma, NOS

Serous cystadenocarcinoma, NOS

Papillary cystadenocarcinoma, NOS

Solid pseudopapillary carcinoma

Intraductal papillary-mucinous carcinoma, non-
invasive

8453/3
8460/3
8461/3
8470/2
8470/3
8471/3
8480/3
8481/3
8490/3
8500/2
8503/2

8503/3
8550/3
8551/3
8560/3
8570/3
8571/3

8572/3

Intraductal papillary-mucinous carcinoma, invasive
Papillary serous cystadenocarcinoma

Serous surface papillary carcinoma

Mucinous cystadenocarcinoma, non-invasive
Mucinous cystadenocarcinoma, NOS

Papillary mucinous cystadenocarcinoma

Mucinous adenocarcinoma

Mucin-producing adenocarcinoma

Signet ring cell carcinoma

Intraductal carcinoma, non-infiltrating, NOS
Non-infiltrating intraductal papillary adenocarcin-
oma

Intraductal papillary adenocarcinoma with invasion
Acinar cell carcinoma

Acinar cell cystadenocarcinoma

Adenosquamous carcinoma

Adenocarcinoma with squamous metaplasia
Adenocarcinoma with cartilaginous and osseous
metaplasia

Adenocarcinoma with spindle cell metaplasia
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STOMACH

Hospital Name/Address Patient Name/Information

Type of Specimen

Histopathologic Type

Tumor Size

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

0 01X Primary tumor cannot be assessed
O ] To No evidence of primary tumor
O [ Tis Carcinoma in situ: intraepithelial tumor without invasion of the
lamina propria
LJ ] TI Tumor invades lamina propria or submucosa
U O 12 Tumor invades muscularis propria or subserosa
[ [0 T2a  Tumor invades muscularis propria
O [0 T2b  Tumor invades subserosa
O L T3 Tumor penetrates serosa (visceral peritoneum) without invasion of
adjacent structures
O L T4 Tumor invades adjacent structures
Regional Lymph Nodes (N)
0 L] NX Regional lymph nodes(s) cannot be assessed
| 0 NO No regional lymph node metastasis
O ] Nl Metastasis in 1 to 6 regional lymph nodes
U O N2 Metastasis in 7 to 15 regional lymph nodes
t O N3 Metastasis in more than 15 regional lymph nodes
Total nodes examined =
Distant Metastasis (M)
O 00 MX  Distant metastasis cannot be assessed
O 0 Mo No distant metastasis
O b M1 Distant metastasis
Biopsy of metastatic site performed....[JY ... [N
Source of pathologic metastatic specimen
Stage Grouping
O b o Tis NO Mo
U Ll 1A T1 NO MO
[J O] IB T1 N1 MO
T2a/b NO Mo
(1 ] II T1 N2 MO
T2a/b N1 MO
T3 NO Mo
O ] MA  T2a/b N2 Mo
T3 N1 MO
T4 NO MO
O U ITIB T3 N2 MO
0 O 1 T4 N1-3 Mo
T1-3 N3 MO
Any T Any N M1 (continued on reverse side)
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SMALL INTESTINE

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
S S TX Primary tumor cannot be assessed ‘ImUT‘::’IISOI‘LP':;‘::“;:'LfiI:“;n
TO No evidence of primary tumor " NOPI
O O] Tis Carcinoma in si[t)u ’ 1:];; z:::nl]orp;:n;‘efn:':; .r: e:r::s
L LTI Tumor invades lamina propria or submucosa where serosa is lacking. part of
] I Tumor invades muscularis propria the retroperitoneum.
O ] T3 Tumor invades through the muscularis propria into the subserosa
or into the nonperitonealized perimuscular tissue (mesentery or
retroperitoneum) with extension 2 ¢cm or less™
O U T4 Tumor perforates the visceral peritoneum or directly invades other
organs or structures (includes other loops of small intestine, mesen-
tery, or retroperitoneum more than 2 cm, and abdominal wall by
way of serosa; for duodenum only, invasion of pancreas)
Regional Lymph Nodes (N)
U 0 NX Regional lymph nodes cannot be assessed
0 LJ NO No regional lymph node metastasis
0 [J NI Regional lymph node metastasis
Distant Metastasis (M)
[l 0 MX  Distant metastasis cannot be assessed
Ll 0 Mo No distant metastasis
0 0 Ml Distant metastasis
Biopsy of metastatic site performed .... _JY......[IN
Source of pathologic metastatic specimen
Stage Grouping
[ 0o Tis NO MO
[ O 1 Tl NO MO
T2 NoO MO
[ O o T3 NO MO
T4 NO MO
U O m AnyT NI MO
U O 1w AnyT  AnyN  MI

(contiriued on reverse side)
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SMALL INTESTINE ot

Histologic Grade (G) Notes
0O Gx Grade cannot be assessed Additional Descriptors
0Gl Well differentiated Lymphatic Vessel Invasion (L)
UJG2 Moderately differentiated LX lymphatic vessel invasion
. . annot be assessed
0 G3 Poorly differentiated cannot be assessed
N . L0 No lymphatic vessel inva-
1G4 Undifferentiated sion
. L1 Lymphatic vessel invasion
Residual Tumor (R) .
. Venous Invasion (V)
IRX Presence of residual tumor cannot be assessed VX Venous invasion cannot be
1RO No residual tumor assessed
O Rl Microscopic residual tumor V0 No venous invasion
. . V1 Microscopic venous inva-
LI R2 Macroscopic residual tumor sion

V2 Macroscopic venous inva-

Additional Descriptors sion

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y;” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

L m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

U] y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

Ul r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature Date
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muscularis mucosae into the submucosa. Neither intraepi-
thelial nor intramucosal carcinomas of the large intestine
have a significant potential for metastasis.

Tumor that invades the stalk of a polyp is classified ac-
cording to the pT definitions adopted for colorectal carci-
nomas. For instance, tumor that is limited to the lamina pro-
pria is listed as pTis, whereas tumor that has invaded the
muscularis mucosae and entered the submucosa of the stalk
is classified pT1.

Lymph nodes are classified N1 or N2 according to the
number involved with metastatic tumor. Involvement of 1
to 3 nodes is pN1, and the presence of 4 or more nodes
involved with tumor metastasis is considered pN2.

Patients with tumor located on the serosal surface as a
result of direct extension through the wall of the colon or
proximal rectum are assigned T4, as are those with lesions
that directly invade other organs or structures. Seeding of
abdominal organs—for instance, the distal ileum from a car-
cinoma of the transverse colon—is considered discontinuous
metastasis and should be recorded as M 1. Metastatic nodules
or foci found in the pericolic or perirectal fat or in adjacent
mesentery (mesocolic fat) without evidence of residual
lymph node tissue are considered equivalent to regional
lymph node metastasis if the nodule has the form and
smooth contour of a lymph node. If the nodule has an ir-
regular contour, it should be classified in the T category and
also coded as V1 (microscopic venous invasion) or V2 (if it
was grossly evident), because of the likelihood that it repre-
sents venous invasion. Multiple metastatic foci seen micro-
scopically only in the pericolic fat should be considered
lymph node metastases for classification.

Metastasis in the external iliac or common iliac lymph
nodes is classified M1.

If the tumor recurs at the site of surgery, it is anatomically
assigned to the proximal segment of the anastomosis and
restaged by the TNM classification, using the r prefix for the
recurrent tumor stage (rTNM).

Radial Margins. It is important that accurate pathologic
evaluation of the radial margin be performed. The radial
margin is that surgically dissected surface adjacent to the
deepest point of tumor invasion beyond the wall of the large
bowel. The surgeon is encouraged to mark the area of deepest
tumor penetration so that the pathologist may most directly
evaluate the radial margin. This margin may reflect invasion
either through the peritoneum covering the intraabdominal
colon in which the lesion was adherent to an unresected
structure or organ, or into retroperitoneal or infraperitoneal
fat. The completeness of resection is dependent in large part
on this radial margin, and the resection (R) codes should be
given for each procedure: RO—complete tumor resection
with all margins negative; Rl—incomplete tumor resection
with microscopic involvement of a margin (gross total mar-
ginal resection), and R2—incomplete tumor resection with
gross residual tumor that was not resected.

DEFINITION OF TNM

The same classification is used for both clinical and patho-
logic staging.

Primary Tumor (T)

TX  Primary tumor cannot be assessed

TO  No evidence of primary tumor

Tis Carcinoma in situ: intraepithelial or invasion of
lamina propria*

T1  Tumor invades submucosa

T2  Tumor invades muscularis propria

T3  Tumor invades through the muscularis propria into
the subserosa, or into non-peritonealized pericolic
or perirectal tissues

T4  Tumor directly invades other organs or structures,
and/or perforates visceral peritoneum™**,***

*Note: Tis includes cancer cells confined within the glan-
dular basement membrane (intraepithelial) or lamina
propria (intramucosal) with no extension through the
muscularis mucosae into the submucosa.

**Note: Direct invasion in T4 includes invasion of other
segments of the colorectum by way of the serosa; for ex-
ample, invasion of the sigmoid colon by a carcinoma of
the cecum.

***Tumor that is adherent to other organs or structures,
macroscopically, is classified T4. However, if no tumor is
present in the adhesion, microscopically, the classification
should be pT3. The V and L substaging should be used to
identify the presence or absence of vascular or lymphatic
invasion.

Regional Lymph Nodes (N)

NX  Regional lymph nodes cannot be assessed

NO  No regional lymph node metastasis

N1  Metastasis in 1 to 3 regional lymph nodes

N2 Metastasis in 4 or more regional lymph nodes

Note: A tumor nodule in the pericolorectal adipose tissue
of a primary carcinoma without histologic evidence of re-
sidual lymph node in the nodule is classified in the pN
category as a regional lymph node metastasis if the nodule
has the form and smooth contour of a lymph node. If the
nodule has an irregular contour, it should be classified in
the T category and also coded as V1 (microscopic venous
invasion) or as V2 (if it was grossly evident), because there
is a strong likelihood that it represents venous invasion.

Distant Metastasis (M)

MX Distant metastasis cannot be assessed
MO No distant metastasis

M1 Distant metastasis
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HISTOLOGIES—COLON AND RECTUM (CONT.)

8215/3
8220/3
8221/3
8230/2
8230/3
8240/3
8244/3
8245/3
8246/3
8249/3
8261/2
8261/3

Adenocarcinoma of anal glands
Adenocarcinoma in adenomatous polyposis coli
Adenocarcinoma in multiple adenomatous polyps
Ductal carcinoma in situ, solid type

Solid carcinoma, NOS

Carcinoid tumor, NOS

Composite carcinoid

Adenocarcinoid tumor

Neuroendocrine carcinoma, NOS

Atypical carcinoid tumor

Adenocarcinoma in situ in villous adenoma
Adenocarcinoma in villous adenoma

8262/3
8263/2
8263/3
8480/3
8481/3
8490/3
8510/3
8560/3
8570/3
8571/3

8935/3
8936/3

Villous adenocarcinoma

Adenocarcinoma in situ in tubulovillous adenoma
Adenocarcinoma in tubulovillous adenoma
Mucinous adenocarcinoma

Mucin-producing adenocarcinoma

Signet ring cell carcinoma

Medullary carcinoma, NOS

Adenosquamous carcinoma

Adenocarcinoma with squamous metaplasia
Adenocarcinoma with cartilaginous and osseous meta-
plasia

Stromal sarcoma, NOS
Gastrointestinal stromal sarcoma
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COLON AND RECTUM

Hospital Name/Address Patient Name/Information

Type of Specimen Histopathologic Type

Tumor Size

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

Notes

1. Tis includes cancer cells con-
fined within the glandular base-
ment membrane (intraepithe-
lial) or lamina propria (intra-
mucosal) with no extension
through the muscularis mucosae
into the submucosa.

2, Direct invasion in T4 includes
invasion of other segments of
the colorectum by way of the
serosa; for example, invasion of
the sigmoid colon by a carcino-
ma of the cecum.

3. Tumor that is adherent to
other organs or structures,
macroscopically, is classified T4.
However, if no tumor is present
in the adhesion, microscopical-
ly, the classification should be
pT3. The V and L substaging
should be used to identify the
presence or absence of vascular
or lymphatic invasion.

4. A tumor nodule in the peri-
colorectal adipose tissue of a
primary carcinoma without his-
tologic evidence of residual
lymph node in the nodule is
classified in the pN category asa
regional lymph node metastasis
if the nodule has the form and

O 0 TX Primary tumor cannot be assessed
O O TO No evidence of primary tumor
U L] Tis Carcinoma in situ: intraepithelial or invasion of lamina propria‘-?
| g 11 Tumor invades submucosa
U J T2 Tumor invades muscularis propria
O 1 T3 Tumor invades through the muscularis propria into the subserosa,
or into non-peritonealized pericolic or perirectal tissues
0l O T4 Tumor directly invades other organs or structures, and/or perfo-
rates visceral peritoneum®?”
Regional Lymph Nodes (N)
a (] NX  Regional lymph nodes cannot be assessed™
U Ll No No regional lymph node metastasis
OJ O N1 Metastasis in 1 to 3 regional lymph nodes
£l 0 N2 Metastasis in 4 or more regional lymph nodes
Total nodes examined =
Distant Metastasis (M)
[ 0 MX Distant metastasis cannot be assessed
L Ll Mo No distant metastasis
MIl Distant metastasis
Biopsy of metastatic site performed..... JY...... OON
Source of pathologic metastatic specimen
Stage Grouping
[ L] Stage T N M Dukes MAC
O 0 0 Tis NO MO - -
0 0 I T1 NO MO A A
T2 NO MO A Bl
O 0 ITA T3 NO MO B B2
Ld 0l 1IB T4 NO MO B B3
U 0 IIIA T1-T2 N1 MO C C1
O 0 I11B T3-T4 N1 Mo C C2/C3
U U Iic Any T N2 Mo C Cl1/C2/C/3
0 S Y Any T AnyN Ml - D

smooth contour of a lymph
node. If the nodule has an irreg-
ular contour, it should be classi-
fied in the T category and also
coded as V1 (microscopic ven-
ous invasion) or as V2 (if il was
grossly evident), because there is
a strong likelihood that it repre-
sents venous invasion.

(continued on reverse side)
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Histologic Grade (G)
L GX Grade cannot be assessed
L Gl Well differentiated
C.G2 Moderately differentiated
C'G3 Poorly differentiated
[ G4 Undifferentiated
Residual Tumor (R)
"IRO
tumor left after resection
[IR1 Incomplete resection, margins histologically involved, microscopic
tumor remains after resection of gross disease
| R2

COLON AND RECTUM

Notes
Additional Descriptors

Lympbhatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

Complete resection, margins histologically negative, no residual VX Venous invasion cannot be

assessed

VO No venous invasion

V1 Microscopic venous inva-
sion

Incomplete resection, margins involved or gross disease remains V2 Macroscopic venous inva-

after subtotal resection

Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m”

(SR LY 3

sion

suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
_| m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
_| y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is iden-
tified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of tumor

w_»n

actually present at the time of that examination. The *'y” ca
an estimate of tumor prior to multimodality therapy.
[ ] r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.
. » a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators
For CRC
CEAlevel: ___ ng/ml

tegorization is not
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COLON AND RECTUM

teontinned!

ILLUSTRATION
Indicate on diagram primary

tumor and regional nodes Mesenteric nodes

involved.

Middle sacral artery and nodes

Common iliac nodes

External iliac nodes

Femoral nodes

Obturator node

Nz Lamina propria
Muscularis mucosa

\t\%}_ Submucosa
l Y I

Muscularis propria

&— Subserosa
Serosa

Spermatic artery and nodes

Inferior mesenteric artery and nodes

Physician’s Signature

Date
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HISTOLOGIES—ANAL CANAL (CONT.)

8215/3
8244/3
8245/3
8246/3
8249/3
8255/3

Adenocarcinoma of anal glands
Composite carcinoid

Adenocarcinoid tumor
Neuroendocrine carcinoma, NOS
Atypical carcinoid tumor
Adenocarcinoma with mixed subtypes

8310/3
8480/3
8481/3
8490/3
8510/3
8560/3
8933/3

Clear cell adenocarcinoma, NOS
Mucinous adenocarcinoma
Mucin-producing adenocarcinoma
Signet ring cell carcinoma
Medullary carcinoma, NOS
Adenosquamous carcinoma
Adenosarcoma
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ANAL CANAL

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
] O  TX Primary tumor cannot be assessed L Direct invasion of the rectal
| 0 _To No evidence of primary tumor ::cilusp;:ls:ecn:)r\'::: :;3:2::;
| ] Tis Carcinoma in situ muscle(s) is not classified as T4,
O 0 11 Tumor 2 cm or less in greatest dimension
O 0 12 Tumor more than 2 cm but not more than 5 cm in greatest dimension
O L] T3 Tumor more than 5 cm in greatest dimension
L O T4 Tumor of any size invades adjacent organ(s), e.g., vagina, urethra,
bladder™
Regional Lymph Nodes (N)
0 [ NX Regional lymph nodes cannot be assessed
0 0 No No regional lymph node metastasis
O LJ NI Metastasis in perirectal lymph node(s)
] ] N2 Metastasis in unilateral internal iliac and/or inguinal lymph node(s)
O [l N3 Metastasis in perirectal and inguinal lymph nodes and/or bilateral
internal iliac and/or inguinal lymph nodes
Distant Metastasis (M)
O 0 MX Distant metastasis cannot be assessed
O Y (] No distant metastasis
g O M1 Distant metastasis
Biopsy of metastatic site performed....[JY....ON
Source of pathologic metastatic specimen
Stage Grouping
[ O o Tis NO Mo
[l L1 Tl NO MO
| IS | T2 NO Mo
T3 NO MO
O L mA TI1 NI MO
T2 N1 Mo
T3 N1 MO
T4 NO MO
O O  mB T4 N1 MO
Any T N2 Mo
AnyT N3 MO
U U v AnyT  AnyN Ml

(continued on reverse side)
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ANAL CANAL |

Histologic Grade (G) Notes
0 GXx Grade cannot be assessed Additional Descriptors
Gl Well differentiated Lymphatic Vessel Invasion (L)
UGz Moderately differentiated LX Lymphatic vessel invasion
JG3 Poorly differentiated cannot be assessed
L0 No lymphatic vessel inva-

0J G4 Undifferentiated sion

L1 Lymphatic vessel invasion

Residual Tumor (R) Venous Invasion (V)

ORX Presence of residual tumor cannot be assessed VX Venous invasion cannot be
RO No residual tumor assessed
[OR1 Microscopic residual tumor VY0 No venous invasion
A . V1 Microscopic venous inva-
UR2 Macroscopic residual tumor sion
e R V2 Macroscopic venous inva-
Additional Descriptors sion

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

[J m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

[J y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

O r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators

Poor histologic grade or histologic types that are categorized by convention
as high-grade, such as small cell carcinoma, have been shown to be adverse
prognostic factors.

ILLUSTRATION
Indicate on diagram primary ’
tumor and regional nodes
involved.

Physician’s Signature Date
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LIVER (INCLUDING INTRAHEPATIC BILE DUCTS)

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
0 L TX Primary tumor cannot be assessed
0 J To No evidence of primary tumor
LJ LTI Solitary tumor without vascular invasion
0l 0 T2 Solitary tumor with vascular invasion or multiple tumors none
more than 5 cm
U 0 T3 Multiple tumors more than 5 ¢cm or tumor involving a major
branch of the portal or hepatic vein(s)
t (] T4 Tumor(s) with direct invasion of adjacent organs other than the
gallbladder or with perforation of visceral peritoneum
Regional Lymph Nodes (N)
0 0 NX Regional lymph nodes cannot be assessed
] ] No No regional lymph node metastasis
OJ 0 NI Regional lymph node metastasis
Distant Metastasis (M)
O [0  MX  Distant metastasis cannot be assessed
Ul ] Mo No distant metastasis
O 00 Ml Distant metastasis
Biopsy of metastatic site performed....JY..... IN
Source of pathologic metastatic specimen
Stage Grouping
U O I Tl NO MO
0 U 11 T2 NO MO
O | II1A T3 NO MO
O 0 I1IB T4 NoO MO
O UJ [1IC Any T N1 MO
0l Y Any T AnyN M1
Histologic Grade (G)
The grading scheme of Edmondson and Steiner is recommended. The system
employs four grades.

L Gx Grade cannot be assessed
el Well differentiated

HNey) Moderately differentiated
0 G3 Poorly differentiated

L G4 Undifferentiated

Residual Tumor (R)

LI RX Presence of residual tumor cannot be assessed

O Ro No residual tumor

U R1 Microscopic residual tumor

L R2 Macroscopic residual tumor (continued on reverse side)
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LIVER (INCLUDING INTRAHEPATIC BILE DUCTS)

Fibrosis Score (F)

Notes

The fibrosis score as defined by Ishak is recommended because of its prognostic Additional Descriptors
value in overall survival. This scoring system uses a 0-6 scale.

Fo Fibrosis score 0-4 (none to moderate fibrosis)
Or Fibrosis score 5-6 (severe fibrosis or cirrhosis)

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the vx venous invasion cannot be
stage grouping, they indicate cases needing separate analysis.

[] m suffix indicates the presence of multiple primary tumors in a single site

and is recorded in parentheses: pT(m)NM.

assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

O y prefix indicates those cases in which classification is performed during V2 Macroscopic venous inva-

or following initial multimodality therapy. The cTNM or pTNM category is

sion

identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of

tumor actually present at the time of that examination. The “y” categorization

is not an estimate of tumor prior to multimodality therapy.
{0 r prefix indicates a recurrent tumor when staged after a disease-free interval,

and is identified by the “r” prefix: rTNM.

[J a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

ILLUSTRATION -

Indicate on diagram primary N
tumor and regional nades
involved.

Physician’s Signature

Date
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GALLBLADDER

Hospital Name/Address Patient Name/Information

Type of Specimen
Tumor Size

Histopathologic Type

DEFINITIONS

inical Pathologic Primary Tumor (T)

O 01X Primary tumor cannot be assessed
O 0 To No evidence of primary tumor
O [] Tis Carcinoma in situ
O U T1 Tumor invades lamina propria or muscle layer
0 LJ Tia  Tumor invades lamina propria
] O Tib  Tumor invades muscle layer
U O T2 Tumor invades perimuscular connective tissue; no extension
beyond serosa or into liver
O O T3 Tumor perforates the serosa (visceral peritoneum) and/or directly
invades the liver and/or one other adjacent organ or structure, such
as the stomach, duodenum, colon, pancreas, omentum, or
extrahepatic bile ducts
O 0 T4 Tumor invades main portal vein or hepatic artery or invades two or
more extrahepatic organs or structures
Regional Lymph Nodes (N)
0 L NX Regional lymph nodes cannot be assessed
O O NO No regional lymph node metastasis
0 00 NI Regional lymph node metastasis
Distant Metastasis (M)
UJ (1 MX  Distant metastasis cannot be assessed
U 1 Mo No distant metastasis
L] 0l Ml Distant metastasis
Biopsy of metastatic site performed ....[JY..... CIN
Source of pathologic metastatic specimen
Stage Grouping
O 0 o Tis NO Mo
O ] 1A T1 NO MO
O U 1B T2 NO MO
0 [ I1A T3 NO MO
| O I1IB Tl NI MO
T2 N1 MO
T3 N1 MO
l d III T4 Any N MO
O N \Y Any T AnyN Ml

(continued on reverse side)
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GALLBLADDER

Histologic Grade (G)
0 Gx Grade cannot be assessed
O Gi Well differentiated
HEey) Moderately differentiated
JG3 Poorly differentiated
0G4 Undifferentiated

Residual Tumor (R)

U RX Presence of residual tumor cannot be assessed
LJRo No residual tumor

ORI Microscopic residual tumor

Rz Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “1,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

[Z m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

U y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

1 r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

0 a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Notes
Additional Descriptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature Date
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EXTRAHEPATIC BILE DUCTS

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T)

a L TX Primary tumor cannot be assessed

U O To No evidence of primary tumor

O (] Tis Carcinoma in situ

Ll U Tl Tumor confined to the bile duct histologically

0 b T2 Tumor invades beyond the wall of the bile duct

a L] T3 Tumor invades the liver, gallbladder, pancreas, and/or ipsilateral
branches of the portal vein (right or left) or hepatic artery (right or
left)

O 0] T4 Tumor invades any of the following: main portal vein or its branches
bilaterally, common hepatic artery, or other adjacent structures,
such as the colon, stomach, duodenum, or abdominal wall

Regional Lymph Nodes (N)

O [0 NX  Regional lymph nodes cannot be assessed

O J No No regional lymph node metastasis

0l O N1 Regional lymph node metastasis

Distant Metastasis (M)
a [J  MX  Distant metastasis cannot be assessed
O 00 MO0  No distant metastasis
0O Ml Distant metastasis
Biopsy of metastatic site performed....JY..... _IN
Source of pathologic metastatic specimen
Stage Grouping

OJ 0o Tis NO Mo

O L 1A T1 NO MO

O 0 1B T2 NO MO

L O 1A T3 NO MO

O 0 11B Tl N1 Mo
T2 N1 MO
T3 N1 MO

a O 1 T4 AnyN MO

O a v Any T Any N Ml

(continued on reverse side)

American Joint Committee on Cancer » 2002 149



EXTRAHEPATIC BILE DUCTS

Histologic Grade (G)
L GXx Grade cannot be assessed
Gl Well differentiated
UaG2 Moderately differentiated
0aGs Poorly differentiated
UGsa Undifferentiated

Residual Tumor (R)
L RX Presence of residual tumor cannot be assessed
CJRo No residual tumor
O R1 Microscopic residual tumor
LI Rr2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m’
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

U m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

Uy prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

U r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

y

Prognostic Indicators (if applicable)

Notes
Additional Desariptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

ILLUSTRATION

Indicate on diagram primary

tumor and regional nodes
involved.

Left hepatic duct
Right hepatic duct

Common hepatic duct

Cystic duct

Common bile duct
(choledochus)

Ampulla of Vater

Physician’s Signature Date
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AMPULLA OF VATER

Hospital Name/Address Patient Name/Information

Type of Specimen

Histopathologic Type

Tumor Size

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

O 0 TX Primary tumor cannot be assessed
O O To No evidence of primary tumor
L] O Tis Carcinoma in situ
| 0O Ti Tumor limited to ampulla of Vater or sphincter of Oddi
0 O T2 Tumor invades duodenal wall
OJ 0713 Tumor invades pancreas
O O T4 Tumor invades peripancreatic soft tissues or other adjacent organs
or structures
Regional Lymph Nodes (N)
O O NX Regional lymph nodes cannot be assessed
Ol 0 NO No regional lymph node metastasis
O [l N1 Regional lymph node metastasis
Distant Metastasis (M)
O O MX Distant metastasis cannot be assessed
0 OO Mo No distant metastasis
] O Ml Distant metastasis
Biopsy of metastatic site performed ... (Y ...... N
Source of pathologic metastatic specimen
Stage Grouping
dJ ] 0 Tis NO MO
| Cl 1A Tl NO MO
O Ol IB T2 NO MO
O O I1IA T3 NO MO
] O IIB T1 N1 MO
T2 NI MO
T3 N1 MO
] 0 m T4 Any N Mo
O Y Any T AnyN Ml

(continued on reverse side)
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Histologic Grade (G)
I GX Grade cannot be assessed
O G1 Well differentiated
[ G2 Moderately differentiated
CaGs Poorly differentiated
(JG4 Undifferentiated

Residual Tumor (R)
O RX Presence of residual tumor cannot be assessed
O Rro No residual tumor
OJR1 Microscopic residual tumor
O Rr2 Macroscopic residual tumor

AMPULLA OF VATER

Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m”

WMk

' o)
Sl

Notes
Additional Descriptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannol be assessed

10 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
[J m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-

tion is not an estimate of tumor prior to multimodality therapy.

[C r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.
[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature

Date
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Clinical Staging. Information necessary for the clinical
staging of exocrine pancreatic cancer can be obtained from
a physical examination and high-quality computed tomog-
raphy (CT) images. The standard imaging procedure for
pancreatic neoplasms is contrast-enhanced multislice CT (ar-
terial and venous phases of contrast enhancement). On the
basis of the interpretation of CT images and chest radio-
graphs, patients can be classified as having localized resect-
able (Stage I or 1I), locally advanced (Stage III), or metastatic
(Stage IV) pancreatic cancer. Endoscopic ultrasonography
(when done by experienced gastroenterologists) also pro-
vides information helpful for clinical staging and is the pro-
cedure of choice for performing fine-needle aspiration biopsy
of the pancreas. Laparoscopy is commonly performed on pa-
tients believed to have localized, potentially resectable tu-
mors to exclude peritoneal metastases and small metastases
on the surface of the liver. Laparoscopy will reveal tiny (<1
cm) peritoneal or liver metastases and up-stage (to Stage IV)
approximately 10% of patients with tumors in the pancreatic
head, and up to 40% of patients with tumors in the body
and tail, who had been believed to have Stage I or Stage II
disease on the basis of CT alone. Endoscopic retrograde cho-
langiopancreatography and placement of an endobiliary stent
are commonly performed in patients with biliary obstruc-
tion.

Pathologic Staging. Partial resection (pancreaticoduo-
denectomy or distal pancreatectomy) or complete resection
of the pancreas, including the tumor and associated regional

lymph nodes, provides the information necessary for path-
ologic staging.

In pancreaticoduodenectomy specimens, the bile duct,
pancreatic duct, and retroperitoneal margins should be eval-
uated grossly and microscopically. In total pancreatectomy
specimens, the bile duct and retroperitoneal margins should
be assessed. Duodenal (with pylorus-preserving pancreati-
coduodenectomy) and gastric (with standard pancreatico-
duodenectomy) margins are rarely involved, but their status
should be included in the surgical pathology report. Report-
ing of margins may be facilitated by use of the following
checklist:

Surgical Margin Status

Common bile (hepatic) duct

Pancreatic neck

Retroperitoneal margin

Other soft tissue margins
(such as posterior
pancreatic)

Duodenum

Stomach

Particular attention should be paid to the retroperitoneal
(also referred to as the mesenteric or uncinate) pancreatic
margin (soft tissue that often contains perineural tissue ad-
jacent to the superior mesenteric artery; see Fig. 18.2)

Inked margin

| \Q—tip applicator lying on

indentation of SMV-PV confluence

Fig. 18.2. The retroperitoneal (also referred to as the mesenteric or uncinate) pancre-
atic margin (soft tissue that often contains perineural tissue adjacent to the superior

mesenteric artery).
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EXOCRINE PANCREAS

Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinicaf Pathologic Primary Tumor (T)
[ £ X Primary tumor cannot be assessed
| (] To No evidence of primary tumor
O ] Tis Carcinoma in situ
0 0 T1 Tumor limited to the pancreas 2 cm or less in greatest dimension
U 1 T2 Tumor limited to the pancreas more than 2 cm in greatest dimension
0l 0 T3 Tumor extends beyond the pancreas but without involvement of the
celiac axis or the superior mesenteric artery
L 0 T4 Tumor involves the celiac axis or the superior mesenteric artery
(unresectable primary tumor)
Regional Lymph Nodes (N)
O [0 NX Regional lymph nodes cannot be assessed
0 0 No No regional lymph node metastasis
a 0 N1 Regional lymph node metastasis
Distant Metastasis (M)
O L] MX  Distant metastasis cannot be assessed
0 1 Mo No distant metastasis
a Ll M1 Distant metastasis
Biopsy of metastatic site performed....[JY.....[_N
Source of pathologic metastatic specimen
Stage Grouping
Ll o Tis No Mo
0 O 1A T1 NO Mo
L 0 1B T2 NO MO
] 0 ITA T3 "NO Mo
[l O I1B T1 N1 MO
T2 N1 Mo
T3 N1 MO
O O m T4 AnyN MO
U I\ Any T AnyN Ml

(continued on reverse side)
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EXOCRINE PANCREAS

Histologic Grade (G)
CGX Grade cannot be assessed
Gl Well differentiated
Eey Moderately differentiated
0 G3 Poorly differentiated
0G4 Undifferentiated

Residual Tumor (R)
ORrRX Presence of residual tumor cannot be assessed
RO No residual tumor
OR1 Microscopic residual tumor
UR2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”

suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

[ m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

L] y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-
tion is not an estimate of tumor prior to multimodality therapy.

T r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

(] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Notes
Additional Descriptors

Lympbhatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

Lt Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

ILLUSTRATION

Indicate on diagram primary

tumor and regional nodes
involved.

Tail

Superior Body
mesenteric

vein

Physician’s Signature

Date
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Fig. 19.2. Relative survival rates for non—small cell lung cancer (A) and small cell lung cancer (B) diagnosed in the United States in 1992
and 1993. Cases classified by the current staging classification, where pathologic stage group was used to classify each case when available,
and clinical stage group was used otherwise. For non—small cell lung cancer, Stage I includes 30,260 patients, Stage 11, 8,893 patients, j
Stage 111 38,498 patients, and Stage IV 44,410 patients. For small cell lung cancer, Stage I includes 2,389 patients, Stage 11 1,031 patients,

Stage 111 8,569 patients, and Stage IV 16,568 patients. Data are from the National Cancer Data Base (Commission on Cancer of the

American College of Surgeons and the American Cancer Society). |
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Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ! Bilateral O Left (] Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
O O TX Primary tumor cannot be assessed, or tumor proven by the L. The uncommon superficial
presence of malignant cells in sputum or bronchial washings but :"Ti:;:};"ny v eﬁ:;t;sl ;":';c
not visualized by imaging or bronchoscopy bronchial wall, which may
U L] To No evidence of primary tumor extend proximal to the main
O 0 Tis Carcinoma in situ bronchus, is also classified T1.
g O mn Tumor 3 cm or less in greatest dimension, surrounded by lung or jzek:(f;:lf:;:cﬁ::;o:iﬁt?o
visceral pleura, without bronchoscopic evidence of invasion more  tumor. However, there are a few
proximal than the lobar bronchus” (i.e., not in the main bronchus) patients in whom multiple cyto-
a [ V) Tumor with any of the following features of size or extent: gla:::]oi:zi def:;m]:‘:;;z:: f:rf
* More than 3 ¢cm in greatest dimension tumor. In these cases, fluid is
+ Involves main bronchus, 2 cm or more distal to the carina non-bloody and is not an exu-
+ Invades the visceral pleura ’ f;:';‘;f:agf;t:izzhkz e
* Associated with atelectasis or obstructive pneumonitis that extends scopy (VATS) and direct pleural
to the hilar region but does not involve the entire lung biopsies. When these elements
0 0 T3 Tumor of any size that directly invades any of the following; chest :‘:i t;t:}?i;i:‘if‘:;f ;e,:::;afs
wall (including superior sulcus tumors), diaphragm, mediastinal ~ the wmor, the effusion should
pleura, parietal pericardium; or tumor in the main bronchus less ~ be excluded as a staging element
. . . . and the patient should be staged
than 2 cm distal to the carina, but without involvement of the T1.T2, or T3,
carina; or associated atelectasis or obstructive pneumonitis of the ;. . separate tumor
entire lung nodule(s) in a different lobe
0l L] T4 Tumor of any size that invades any of the following: mediastinum, (ipsilateral or contralateral).
heart, great vessels, trachea, esophagus, vertebral body, carina; or
separate tumor nodules in the same lobe; or tumor with malignant
pleural effusion®
Regional Lymph Nodes (N)
1 0 NX Regional lymph nodes cannot be assessed
g U NO No regional lymph node metastasis
] 00 NI Metastasis to ipsilateral peribronchial and/or ipsilateral hilar lymph
nodes, and intrapulmonary nodes including involvement by direct
extension of the primary tumor
0 0 N2 Metastasis to ipsilateral mediastinal and/or subcarinal lymph
nodes(s)
L 0 N3 Metastasis to contralateral mediastinal, contralateral hilar, ipsilateral
or contralateral scalene, or supraclavicular lymph nodes(s)
Distant Metastasis (M)
O [1 MX  Distant metastasis cannot be assessed
| 0 Mo No distant metastasis
| L Ml Distant metastasis present™
Biopsy of metastatic site performed....[1Y..... [N
Source of pathologic metastatic specimen (continued on reverse side)

American Joint Committee on Cancer » 2002 175



Clinical Pathologic Stage Grouping :’:.t.es Desc
) O Occult Carcinoma TX NO MO mona‘ criptors |
OO o Ts N0 MO Lyophac el oo ©
D D IA T1 NO MO C‘Z::E)l be assessed
E] ] 1B T2 NO MO Lo I~'10 lymphatic vessel inva-
O O 1A Tl N1 MO sion
O O IIB T2 N1 MO L1 Lymphatic vessel invasion
Venous Invasion (V)
0 D ¥3 gg ﬁg VX Venous invasion cannot be
IITA 1 assessed
T2 N2 MO V0 No venous invasion
T3 N1 MO Vi I\_/licroscopic venous inva-
T3 N2 MO V2 :I(;:roscopic venous inva-
O O 1B AnyT N3 MO
T4 Any N MO
O O v AnyT  AnyN Ml

Histologic Grade (G)
Oacx Grade cannot be assessed
el Well differentiated
[B¥e) Moderately differentiated
0 G3 Poorly differentiated
UGa Undifferentiated

Residual Tumor (R)
O rx Presence of residual tumor cannot be assessed
ORro No residual tumor
U R1 Microscopic residual tumor
LIR2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

Uy prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-
tion is not an estimate of tumor prior to multimodality therapy.

Or prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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PLEURAL MESOTHELIOMA

Hospital Name/Address - Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral 0 Left [ Right

DEFINITIONS

Clinical Pathologic Primary Tumor (T)
X Primary tumor cannot be assessed
TO No evidence of primary tumor

involvement of visceral pleura

pleura. No involvement of the visceral pleura

O 0O O oOoo
o 0O O /oo

one of the following:

Tl Tumor involves ipsilateral parietal pleura, with or without focal

Notes
1. T3 describes locally advanced
but potentially resectable tumor

2. T4 describes locally advanced,
technically unresectable tumor

Tla  Tumor involves ipsilateral parietal (mediastinal, diaphragmatic)

Tlb  Tumor involves ipsilateral parietal (mediastinal, diaphragmatic)
pleura, with focal involvement of the visceral pleura
T2 Tumor involves any of the ipsilateral pleural surfaces with at least

+ confluent visceral pleural tumor (including fissure)

* invasion of diaphragmatic muscle
* invasion of lung parenchyma

Ol [0 T3"  Tumor involves any of the ipsilateral pleural surfaces, with at least

one of the following:
« invasion of the endothoracic fascia
* invasion into mediastinal fat

« solitary focus of tumor invading the soft tissues of the chest wall

* non-transmural involvement of the pericardium

O O T4®  Tumor involves any of the ipsilateral pleural surfaces, with at least

one of the following:

+ diffuse or multifocal invasion of soft tissues of the chest wall : \

» any involvement of rib

* invasion through the diaphragm to the peritoneum

+ invasion of any mediastinal organ(s)
+ direct extension to the contralateral pleura
« invasion into the spine

+ extension to the internal surface of the pericardium

* pericardial effusion with positive cytology
* invasion of the myocardium
+ invasion of the brachial plexus

Regional Lymph Nodes (N)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastases

node(s)

o o goo
o O oo/

N1 Metastases in the ipsilateral bronchopulmonary and/or hilar lymph

N2 Metastases in the subcarinal lymph node(s) and/or the ipsilateral
internal mammary or mediastinal lymph node(s)
N3 Metastases in the contralateral mediastinal, internal mammary, or |

hilar lymph node(s), and/or the ipsilateral or contralateral supra- !

clavicular or scalene lymph node(s)

(continued on reverse side)
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PLEURAL MESOTHELIOMA

Clinical Pathologic Distant Metastasis (M)
O] [l MX Distant metastases cannot be assessed
] ] MO No distant metastasis
O Ll M1 Distant metastasis
Biopsy of metastatic site performed.... JY....UN
Source of pathologic metastatic specimen
Stage Grouping
1 il I Tl NO MO
0 [l IA Tla NO MO
[l O IB T1b NO MO
0l [l II T2 NO MO
O O I11 T1, T2 NI MO
T1, T2 N2 MO
T3 NO,NI,N2 MO
O Y T4 Any N MO
Any T N3 MO
Any T Any N Ml
Residual Tumor (R)
O RX Presence of residual tumor cannot be assessed
O Ro No residual tumor
OR1 Microscopic residual tumor
O R2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

[J m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

L] y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The

“y” categoriza-
tion is not an estimate of tumor prior to multimodality therapy.

[ r prefix indicates a recurrent tumor when staged after a disease-free interval,

and is identified by the “r” prefix: rTNM.
(] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Notes
Additional Descriptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0O No venous invasion

V1 Microscopic venous inva-
sion

V2 Macroscopic venous inva-
sion

Physician’s Signature Date
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Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size Laterality: (] Bilateral [ Left _1 Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
U 0 TX Primary tumor cannot be assessed L TC?”“;’"“’* rarity of lymph
4 d _To No evidence of primary tumor s ;?;ﬁa‘:f;'f’sx":n:irz::;
O O  Ti Tumor 8 cm or less in greatest dimension appropriate and could be con-
[l O T2 Tumor more than 8 cm in greatest dimension sidered NO if no clinical involve-
U 0 T3 Discontinuous tumors in the primary bone site ment is evident.
2. Ewing's sarcoma is classified
Regional Lymph Nodes (N) as G4.
C L NX Regional lymph nodes cannot be assessed""”’
O O No No regional lymph node metastasis
L LJ NI Regional lymph node metastasis
Distant Metastasis (M)
L [J  MX  Distant metastasis cannot be assessed
O L] Mo No distant metastasis
[ 0 Ml Distant metastasis
O (] Mila Lung
) (0 Milb  Other distant sites
Biopsy of metastatic site performed....[1Y.....[ON
Source of pathologic metastatic specimen
Stage Grouping
U O 1A Tl NoO MO G1,2 Low grade
Ol 1B T2 NO MO G1,2 Low grade
0 J A T NO Mo G3,4 High grade
O J uB T2 NO MO G3,4 High grade
J Jm T3 NO Mo Any G
{ [l IVA AnyT  NO Mla Any G
0 O IvB  AnyT NI AnyM  AnyG

Any T Any N M1b Any G

(continued on reverse side)

American Joint Committee on Cancer * 2002

191



Fooiinned

Histologic Grade (G) Notes

1GX Grade cannot be assessed Additional Descriptors
Gl Well differentiated—Low Grade Lymphatic Vessel Invasion (L)
G2 Moderately differentiated—Low Grade LX Lymphatic vessel invasion
OG3 Poorly differentiated—High Grade o ;‘"‘"°‘b€"’”.”“d ,

N K . o lymphatic vessel inva-
0G4 Undifferentiated—High Grade® sion

L1 Lymphatic vessel invasion

Residual Tumor (R) Venous Invasion (V)

ORX Presence of residual tumor cannot be assessed VX Ventons invasion cannot be
QRO No residual tumor assessed
OR1 Microscopic residual tumor VO No venous invasion

. . V1 Microscopic venous inva-
JR2 Macroscopic residual tumor sion

car . V2 Macroscopic venous inva-
Additional Descriptors sion

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

O m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT{m)NM.

[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

[ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[0 a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators

Physician’s Signature Date
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HISTOLOGIES—SOFT TISSUE SARCOMA 8936/3  Gastrointestinal stromal tumor

9040/3  Synovial sarcoma
8800/3  Sarcoma, NOS 9044/3  Clear cell sarcoma

8804/3  Epithelioid sarcoma 9150/3  Malignant hemangiopericytoma

8806/3  Desmoplastic small round cell tumor 9180/3  Osteosarcoma

8810/3  Fibrosarcoma 9220/3  Chondrosarcoma

8830/3  Malignant fibrous histiocytoma 9260/3  Ewing’s sarcoma

8850/3  Liposarcoma 9540/3  Malignant peripheral nerve sheath tumor
8890/3  Leiomyosarcoma © 9581/3  Alveolar soft-part sarcoma

8900/3  Rhabdomyosarcoma 9743/3  Primitive neuroectodermal tumor
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SOFT TISSUE SARCOMA

Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size Laterality: L] Bilateral (] Left _1 Right
DEFINITIONS
Qinical Pathologic Primary Tumor (T) Notes
Ol 0 TX Primary tumor cannot be assessed . ?“l?“fd“l]mmm;" is '°C;“_°<:
. . exclusively above the superficia
L L To No evidence of primary tumor AR,
U U T1 Tumor 5 cm or less in greatest dimension fascia: deep tumor is located
O O Tila superﬁcial tumor'” ?ither e-xch}siv-l:ly hcncatl:n the
O C b deep umor o e e e
OJ O T2 Tumor more than 5 ¢cm in greatest dimension through the fascia, or both
[ L0 T2a  superficial tumor™ S}!P“fcial yet benf;nh thdc_ fas-
D D sz deep tumor ﬁl:] a;:opem.o‘nea. mediasti-
. pelvic sarcomas are
Regional Lymph Nodes (N) classified as deep tumors.
0 (0 NX  Regional lymph nodes cannot be assessed ; i:’:‘“g'i sarcoma s classified
0 1 No No regional lymph node metastasis -
U J NI Regional lymph node metastasis
Distant Metastasis (M)
U 0 MX Distant metastasis cannot be assessed
O 1 MO No distant metastasis
L 0 M1 Distant metastasis
Biopsy of metastatic site performed....[JY ... [.IN
Source of pathologic metastatic specimen
Stage Grouping
O 01 Tla NO Mo Gl1-2 Gl Low
T1b NO MO G1-2 Gl Low
T2a NO MO G1-2 Gl Low
T2b NO MO Gl1-2 Gl Low
O O 1 Tla NO MO G3-4 G2-3 High
T1b NO MO G344  G23  High
T2a NO MO G3-4 G2-3 High
g O 111 T2b NO MO G3-4 G2-3 High
L Y Any T N1 MO AnyG  AnyG  High or Low
Any T NO M1 Any G Any G High or Low

(continued on reverse side)

American Joint Committee on Cancer « 2002

199



SOFT TISSUE SARCOMA i

Histologic Grade (G) Notes
0O Gx Grade cannot be assessed Additional Descriptors
Y Well differentiated Lymphatic Vessel Invasion (L)
Yey) Moderately differentiated LX Lymphatic vessel invasion
0Gs Poorly differentiated 1o :::"lmb”ss,““d ,
lymphatic vessel inva-

0G4 Poorly differentiated or undifferentiated (four-tiered systems only)® sion
L1 Lympbhatic vessel invasion

Residual Tumor (R) Venous Invasion (V)

L RX Presence of residual tumor cannot be assessed VX Venous invasion cannot be
O RO No residual tumor assessed
ORI Microscopic residual tumor V0 No venous invasion
. . V1 Microscopic venous inva-
LIR2 Macroscopic residual tumor sion
e . V2 Macroscopic venous inva-
Additional Descriptors sion

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

[] m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

0 y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

U r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[J a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature Date
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CARCINOMA OF THE SKIN (EXCLUDING EYELID, VULVA, AND PENIS)

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral [ Left [J Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
] L TX Primary tumor cannot be assessed 1.In case of nLulliple siml}l::nle»
. . ous tumors, the tumor with the
U L T0 No e.\ndence' of anary tumor highest 1" category will be classi-
] ] Tis Carcinoma in situ fied and the number of separate
L 0 ™ Tumor 2 cm or less in greatest dimension fumors will be ""dq"““ed in
] [l T2 Tumor more than 2 cm, but not more than 5 cm, in greatest parentheses, ¢.g. T2 (5)
dimension*"
Ul O T3 Tumor more than 5 ¢cm in greatest dimension
O O T4 Tumor invades deep extradermal structures (i.e., cartilage, skeletal
muscle, or bone)
Regional Lymph Nodes (N)
0 NX Regional lymph nodes cannot be assessed
O O NO No regional lymph node metastasis
0 O N1 Regional lymph node metastasis
Distant Metastasis (M)
L] L] MX Distant metastasis cannot be assessed
] 0 MO No distant metastasis
0] ] Ml Distant metastasis
Biopsy of metastatic site performed....[Y.....[IN
Source of pathologic metastatic specimen
Stage Grouping
0l 0 o Tis NO M0
O 0 1 T1 . NO MO
O 0O 1 T2 NO Mo
T3 NO MO
O 0 m T4 NO MO
Any T N1 MO
] IS \% AnyT  AnyN Ml

Histologic Grade (G)
OGX Grade cannot be assessed
G Well differentiated
G2 Moderately differentiated
G3 Poorly differentiated
G4 Undifferentiated

(continued on reverse side)
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MELANOMA OF THE SKIN

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral O] Left L] Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
O O X Primary tumor cannot be assessed (e.g., shave biopsy or regressed melanoma)
O O TO No evidence of primary tumor
O (] Tis Melanoma in situ
O 2 T1 Melanoma<1.0 mm with or without ulceration
O O Tla  Melanoma<1.0 mm in thickness and level II or III, no ulceration
1l O Tlb  Melanoma<1.0 mm in thickness and level IV or V or with ulceration
| 0 T2 Melanoma 1.01-2.0 mm in thickness with or without ulceration
O | T2a  Melanoma 1.01-2.0 mm in thickness, no ulceration
W 0 T2b  Melanoma 1.01-2.0 mm in thickness, with ulceration
] O T3 Melanoma 2.01-4 mm in thickness with or without ulceration
O O T3a  Melanoma 2.01—4.0 mm in thickness, no ulceration
O O T3b  Melanoma 2.01-4.0 mm in thickness, with ulceration
0 O T4 Melanoma greater than 4.0 mm in thickness with or without ulceration
O | T4a  Melanoma >4.0 mm in thickness, no ulceration
il OJ T4b  Melanoma >4.0 mm in thickness, with ulceration
Regional Lymph Nodes (N}
| O NX  Regional lymph nodes cannot be assessed
O O NoO No regional lymph node metastasis
O 0 N1 Metastasis in one lymph node
[} O Nla  Clinically occult (microscopic) metastasis
O O Ni1b  Clinically apparent (macroscopic) metastasis
O O N2 Metastasis in 2 to 3 regional nodes or intralymphatic regional metastasis
without nodal metastasis
O O N2a  Clinically occult (microscopic) metastasis
O ! N2b  Clinically apparent (macroscopic) metastasis
O O N2c¢  Satellite or in-transit metastasis without nodal metastasis
O O N3 Metastasis in four or more regional nodes, or matted metastatic nodes, or in-

transit metastasis or satellite(s) with metastasis in regional node(s)

Distant Metastasis (M)

[0 MX  Distant metastasis cannot be assessed

[OMO0  No distant metastasis

I M1  Distant metastasis

0 Mla Metastasis to skin, subcutaneous tissues, or distant lymph nodes

[0 MIb Metastasis to lung

[C Mlc Metastasis to all other visceral sites or distant metastasis at any site associated
with an elevated serum lactic dehydrogenase (LDH)
Biopsy of metastatic site performed .............. oy ... ON
Source of pathologic metastatic specimen

Residual Tumor (R)

ORX Presence of residual tumor cannot be assessed

J RO No residual tumor

ORr1 Microscopic residual tumor

OR2 Macroscopic residual tumor

(continued on reverse side)
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DEFINITION OF TNM

Primary Tumor (T)

Definitions for classifying the primary tumor (T) are the same
for clinical and for pathologic classification. If the measure-
ment is made by physical examination, the examiner will use
the major headings (T1, T2, or T3). If other measurements,
such as mammographic or pathologic measurements, are
used, the subsets of T1 can be used. Tumors should be mea-
sured to the nearest 0.1 cm increment.

TX Primary tumor cannot be assessed
TO No evidence of primary tumor
Tis Carcinoma in situ

Tis (DCIS) Ductal carcinoma in situ

Tis (LCIS)
Tis (Paget’s)

Lobular carcinoma in situ
Paget’s disease of the nipple with no tumor

Note: Paget’s disease associated with a tumor is classified
according to the size of the tumor.

T1 Tumor 2 cm or less in greatest dimension

Tlmic Microinvasion 0.1 cm or less in greatest dimen-
sion

Tla Tumor more than 0.1 cm but not more than 0.5
cm in greatest dimension

T1b Tumor more than 0.5 cm but not more than 1
cm in greatest dimension

Tlc Tumor more than 1 cm but not more than 2 cm
in greatest dimension

T2 Tumor more than 2 cm but not more than 5 cm
in greatest dimension

T3 Tumor more than 5 cm in greatest dimension

T4 Tumor of any size with direct extension to (a)
chest wall or (b) skin, only as described below

T4a Extension to chest wall, not including pectoralis
muscle

T4b Edema (including peau d’orange) or ulceration

of the skin of the breast, or satellite skin nodules

confined to the same breast
T4c Both T4a and T4b

T4d Inflammatory carcinoma
Regional Lymph Nodes (N)
Clinical

NX  Regional lymph nodes cannot be assessed (e.g.,
previously removed)

NO  No regional lymph node metastasis

N1  Metastasis to movable ipsilateral axillary lymph
node(s)

N2  Metastases in ipsilateral axillary lymph nodes fixed
or matted, or in clinically apparent* ipsilateral in-
ternal mammary nodes in the absence of clinically
evident axillary lymph node metastasis

N2a Metastasis in ipsilateral axillary lymph nodes fixed
to one another (matted) or to other structures

N2b  Metastasis only in clinically apparent* ipsilateral

internal mammary nodes and in the absence of

clinically evident axillary lymph node metastasis

N3  Metastasis in ipsilateral infraclavicular lymph
node(s) with or without axillary lymph node in-
volvement, or in clinically apparent* ipsilateral in-
ternal mammary lymph node(s) and in the presence
of clinically evident axillary lymph node metastasis;
or metastasis in ipsilateral supraclavicular lymph
node(s) with or without axillary or internal mam-
mary lymph node involvement

N3a  Metastasis in ipsilateral infraclavicular lymph node(s)

N3b  Metastasis in ipsilateral internal mammary lymph
node(s) and axillary lymph node(s)

N3c  Metastasis in ipsilateral supraclavicular lymph node(s)

*Clinically apparent is defined as detected by imaging stud-
ies (excluding lymphoscintigraphy) or by clinical exami-
nation or grossly visible pathologically.

Pathologic (pN)*

pNX Regional lymph nodes cannot be assessed (e.g.,
previously removed, or not removed for patho-
logic study)

No regional lymph node metastasis histologically,
no additional examination for isolated tumor cells
(ITC)

pNO

Note: Isolated tumor cells (ITC) are defined as single tu-
mor cells or small cell clusters not greater than 0.2 mm,
usually detected only by immunohistochemical (IHC) or
molecular methods but which may be verified on H&E
stains. ITCs do not usually show evidence of malignant
activity e.g., proliferation or stromal reaction.

pNO(i—) No regional lymph node metastasis histo-
logically, negative IHC

No regional lymph node metastasis histolog-
ically, positive [HC, no 1HC cluster greater
than 0.2 mm

No regional lymph node metastasis histo-
logically, negative molecular findings (RT-
PCR)®

No regional lymph node metastasis histo-
logically, positive molecular findings (RT-
PCR)*

pNOGi+)

pNO(mol —)

pNO(mol +)

“Classification is based on axillary lymph node dissection
with or without sentinel lymph node dissection. Classifi-
cation based solely on sentinel lymph node dissection
without subsequent axillary lymph node dissection is des-
ignated (sn) for “sentinel node,” e.g., pNO(i+) (sn).

PRT-PCR: reverse transcriptase/polymerase chain reac-
tion.

American Joint Committee on Cancer « 2002

227













studies have reported decreases in disease-free survival rang-
ing from 10% to 22% in some subgroups of patients where
micrometastatic axillary disease was detected by immuno-
histochemical techniques. A significant percentage of histo-
logically node-negative patients ultimately experience distant
recurrence and die of their disease, and it has been suggested
that some of this subgroup of patients may be those with
occult micrometastases in the axillary nodes, but bone mar-
row and other metastases may occur with no axillary
involvement 303133

The premise that H&E verification is required to validate
the metastatic potential of lesions detected by IHC is under
increasing scrutiny. Cell deposits identified only by IHC are
increasingly being used to make clinical recommendations
without H&E verification. The size of the micrometastatic
focus may prove to be critical; a 1-mm IHC-positive lesion
may contain as many as 500,000 cells, and this would clearly
meet the proliferation requirement for metastatic potential,
regardless of H&E verification. Nonetheless, verification by
H&E staining is recommended by the College of American
Pathologists, because it provides more definitive cytologic
and histologic evidence of malignancy than is usually avail-
able from immunostained preparations and avoids overin-
terpretation of staining artifacts.

Should size criteria be used to distinguish between isolated
tumor cells and micrometastases?

Isolated tumor cells should theoretically be distinguishable
from micrometastases on the basis of metastatic character-
istics, such as proliferation or stromal reaction.* This dis-
tinction can be highly subjective, however, and replication
among pathologists and among institutions may be difficult.
This revision incorporates size criteria to assist in making
this distinction, with isolated tumor cell groups defined as
not greater than 0.2 mm in diameter and micrometastases
defined as greater than 0.2 mm and not greater than 2.0 mm
in diameter. The use of 2.0 mm as an upper size limit for
micrometastases, originally proposed by Huvos and col-
leagues in 1971,% is consistent with standards already used
in the AJCC staging system. The use of 0.2 mm as a lower
limit was selected because it significantly reduces the likeli-
hood that ITCs will be recorded as micrometastases, without
making it necessary to estimate actual cell number counts in
ITCs. The resulting classification of patients with metastatic
tumor deposits no greater than 0.2 mm as pNO is consistent
with the low recurrence rates typically seen in this patient

group.

How should RT-PCR be used in the detection of small
tumor deposits?

An even finer level of resolution in the detection of isolated
tumor cells and micrometastases is potentially available with
the use of reverse transcriptase~polymerase chain reaction
(RT-PCR). Verbanac and colleagues® recently reported that
this technique was able to identify a neoplastic marker in a
significant percentage of sentinel nodes that were negative
for disease by both histologic and immunohistochemical
staining. This is not altogether surprising, given that RT-PCR

is theoretically capable of identifying single cells. However,
it seems unlikely that such cells would become clinically im-
portant. There is evidence that such highly sensitive tests pro-
duce false positive results. Furthermore, because an entire
block of lymph node tissue is digested in preparation for
RT-PCR, it would be technically challenging to determine
the exact size of the original lesion.

Pending further developments in this area, this edition
of the AJCC Cancer Staging Manual will classify any lesion
identified by RT-PCR alone as pNO (the classification it
would have had using standard histologic staining) for the
purposes of staging. All cases that were histologically negative
for regional lymph node metastasis and in which an addi-
tional examination for tumor cells was made with RT-PCR
will have the appended designation (mol+) or (mol—), as
appropriate.

Should the classification of pathological lymph node status
in node-positive (all nodes with deposits greater than 0.2
mm) patients be changed to reflect more clearly the prog-
nostic significance of number of affected nodes?

In past editions of the AJCC Cancer Staging Manual, the
TNM system has used similar definitions for clinical lymph
node status and pathological lymph node status. This has had
the unfortunate result of assigning number of affected lymph
nodes to subcategories of the pN1 classification, effectively
ignoring this important prognostic indicator.

In this revision, patients with 1 to 3 positive axillary
lymph nodes (with at least one tumor deposit greater than 2
mm and all tumor deposits greater than 0.2 mm) are clas-
sified as pN1a, patients with 4 to 9 positive axillary lymph
nodes are classified as pN2a, and patients with 10 or more
positive axillary lymph nodes are classified as pN3a. This rec-
ognition of the prognostic importance of the absolute num-
ber of involved lymph nodes is in keeping with current clini-
cal practice and is supported by a large body of clinical data.
The decision to separate patients with 1 to 3 positive nodes
from patients with 4 or more positive nodes is consistent with
survival data reported by Carter and colleagues (see Fig.
25.2).% These researchers examined 5-year survival rates by
tumor size and lymph node status in 24,740 breast cancer
cases recorded in the Surveillance, Epidemiology, and End
Results (SEER) Program of the National Cancer Institute. In
each size group of tumors (< 2 ¢cm, 2-5 cm, > 5 cm) they
found an inverse relationship between overall survival and
number of positive nodes. In patients with tumors < 2 cm
in size, for example, the relative 5-year survival was 96.3%
for patients with negative nodes, 87.4% for patients with 1
to 3 positive nodes, and 66.0% for patients with 4 or more
positive nodes.

The decision to separate patients with 10 or more positive
nodes into the N3a category, though somewhat more arbi-
trary, is based on the recognition that survival rates con-
tinue to decrease with increasing numbers of positive axillary
lymph nodes. In a survey of 20,547 cases of breast carcinoma
collected by the American College of Surgeons, Nemoto and
colleagues® demonstrated that expected survival declined
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tion as N2b when they occur in the absence of positive axillary
lymph nodes and as N3b when they occur in the presence of
positive axillary lymph nodes. In cases where proven micro-
scopic disease is detected in the internal mammary lymph
nodes, the classification is based on whether the disease was
clinically occult. For positive internal mammary nodes with
microscopic disease detected by sentinel lymph node dissec-
tion but not by imaging studies (excluding lymphoscintig-
raphy), the pathologic classification is pN1b in the absence
of positive axillary lymph nodes and is pNlc in the presence
of 1 to 3 positive axillary lymph nodes. Positive internal
mammary nodes discovered by sentinel lymph node dissec-
tion but in the presence of 4 or more positive axillary lymph
nodes are considered pN3b to reflect the increased tumor
burden. For positive internal mammary nodes with histo-
logic macroscopic disease detected by imaging studies (ex-
cluding lymphoscintigraphy) or by clinical examination, the
classification is pN2b in the absence of positive axillary lymph
nodes and is pN3b in the presence of positive axillary lymph
nodes.

Should a finding of positive supraclavicular lymph nodes be
classified as N3 rather than M1?

As early as 1907, it was recognized that clinically evident
supraclavicular lymph nodes (SCLN) conferred a poor prog-
nosis for breast cancer patients.* Clinical studies carried out
from 1966 to 1995 reported 5-year survival rates ranging
from 5% to 34% (median 18%).* The bad prognosis led to
the conclusion that SCLN metastasis qualified as distant me-
tastasis (M1) rather than as an advanced regional lymph
node metastasis (N3), and this change was incorporated into
the 1997 revision of the AJCC Cancer Staging Manual >

An examination of these earlier studies reveals a bias
against treating patients aggressively when a positive SCLN
was treated as a distant metastasis. Because patients with dis-
tant metastases are considered incurable, most studies used
only locoregional therapy (surgery and/or irradiation) in the
treatment of SCLN-positive patients, and such therapy was
considered palliative.

A recent study by Brito and colleagues®? provides evi-
dence that aggressive treatment of SCLN-positive patients
results in outcomes comparable to those in patients with lo-
cally advanced breast cancer (LABC, Stage I1IB) without dis-
tant metastasis. In this study, 70 patients with SCLN-positive
LABC received intensive treatment that included induction
chemotherapy, surgery, post-surgical chemotherapy, and ir-
radiation. At a median follow-up time of 8.5 years, there was
no difference in disease-free survival or overall survival in
LABC patients with positive SCLN and no other sign of dis-
tant metastasis compared with Stage IIIB patients without
distant metastasis. Both Stage IIIB and SCLN-positive pa-
tients differed significantly in overall survival when com-
pared with Stage IV patients (Fig. 25.4). These findings in-
dicate that classifying SCLN as a distant metastasis may be a
disservice to patients, because it implies incurability and may
lead to suboptimal therapy. Patients with ipsilateral SCLN
metastases and no other distant metastases should be clas-

sified as N3 rather than M1, because their clinical course and
outcomes are similar to patients with stage [1IB LABC. To
clarify the significance of N3 disease, the new category Stage
IIIC has been instituted for any T, N3 that includes pN3a,
pN3b, or pN3c.

Are there other prognostic factors that are powerful enough
to consider for inclusion in the TNM grading system?
Prognostic factors provide information about potential pa-
tient outcome in the absence of systemic therapy. These fac-
tors tend to reflect biologic characteristics of the tumor,
such as proliferation, invasiveness, and metastatic capacity.
Prognostic factors must be carefully distinguished from pre-
dictive factors, which reflect response to a particular thera-
peutic agent or combination of agents.

A clinically useful prognostic factor is one that is statis-
tically significant (its prognostic value only rarely occurs by
chance), independent (it retains its prognostic value when
combined with other factors), and clinically relevant (it has
a major impact on prognostic accuracy). Axillary lymph node
status has been shown definitively to be the single most im-
portant prognostic factor for disease-free and overall survival
in breast cancer patients.?

In the Fifth Edition of the AJCC Cancer Staging Manual,*!
it was reported that approximately 80 potential prognostic
variables had been identified for human breast cancer. Since
that time, additional factors have been suggested (various
growth factors with their receptors and binding proteins;
proteases, including cathepsin-D, urokinase-type plasmino-
gen activator, and matrix metalloproteinases). Simulta-
neously, some factors that were once considered promising
have yielded ambiguous or disappointing results in outcome
studies (p53, HER2/neu), often because technical approaches
have not been standardized and data are difficult to compare
between studies.

In addition to axillary lymph node status, the College of
American Pathologists Consensus Report® and the clinical
practice guidelines from the American Society of Clinical
Oncology**** have identified tumor size, histopathologic
grade, and mitotic index as clinically useful prognostic fac-
tors. (This revision recommends the routine use of the Not-
tingham combined histologic grading system, which incor-
porates mitotic index into the measurement of tumor grade.)
DNA ploidy was reported to be an unreliable prognostic
marker in both studies. Estrogen receptor status, although a
good predictive factor for response to hormonal therapy, is
a relatively weak prognostic factor. Promising results have
been reported in some cases for p53, but lack of standardi-
zation and data comparability are ongoing problems. Similar
problems affect the use of HER2/neu as a prognostic factor,
although it should be routinely measured in patients to pre-
dict the likelihood of their response to Herceptin® should
they relapse after standard adjuvant therapy. Factors such as
Ki-67 continue to have technical problems that limit inter-
user reproducibility.

It is expected that ongoing studies will provide more de-
finitive evidence about the clinical usefulness of many of
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BREAST

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: | Bilateral [ Left [J Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes

] [0 TX Primary tumor cannot be assessed L g’i""“"g l‘:PI{"r'*"f is *‘e“'l‘?d
. . as detected by mmaging studies
D D TO No e_VIdence_ ofprlmary tumor (excluding lymphascintigraphy)

[l ] Tis Carcinoma in situ or by clinical examination.
L] O Tis (DCIS) Ductal carcinoma in situ 2. Classification is based on axil-
OJ 1 Tis (LCIS) Lobular carcinoma in situ lary {i’;}"P" node dilslse“m':' Wi;h
. , T . . or without sentinel lymph node
O O Tis (Paget’s) Pa)get§ disease of Fhe mpple with no tumor dissection. Classification based
Note: Paget’s disease associated with a tumor is classified solely on sentinel lymph node
according to the size of the tumor. di?::“”}“ ‘*’il:h"“ii 5“‘1‘7“‘!“?“‘
. . - axillary lymph node dissection
L LTI ~ Tumor 2 cm or less in greatest dimension . is designated (sn) for "sentinel

O O Tlmic  Microinvasion 0.1 cm or less in greatest dimension node,” e.g., pNO(i+)(sn).
| UJ Tla Tumor more than 0.1 cm but not more than 0.5 cm in greatest 3. Isolated tumor cells (ITC) are
dimension defullled zhs silngle tumor cells or
. small cell clusters not greater
0 L T1b Tpmor more than 0.5 cm but not more than 1 cm in greatest than 0.2 mm, usually detected
dimension only by immunohistochemical
y by
L 0  Tic Tumor more than 1 cm but not more than 2 cm in greatest (IHC) ‘or molecular methods
i . but which may be verified on
dimension . H&E stains. ITCs do not usually
U 0 T2 Tumor more than 2 cm but not more than 5 cm in greatest show cvidence of metastatic
dimension activity (e.g.. proliferation or
. . . stromal reaction.)

O 0 T3 Tumor more than 5 cm in greatest dimension : ;T en ! -
. . . . . RI- 1 reverse transcriptase

] L' T4 Tumor of any size with direct extension to polymerase chain reaction.
(a) Ch?St wall or . 5. Not clinically apparent is
(b) skin, only as described below. defined as not detected by imag-
| [J T4a Extension to chest wall, not including pectoralis muscle i';lg studies }f“;‘d“d;“g I_IX"‘i
. . . . OS! t y) O cunicai

0 Ll T4 Edema (including peau d’orange) or ulceration of the skin of R

the breast, or satellite skin nodules confined to the same breast (., . h greater than
0 [l T4c Both T4a and T4b 3 positive axillary lymph nodes,
[l O T4d Inﬂammatory carcinoma the internal mammary nodes

are classified as pN3b to reflect
increased tumor burden.

7. Tl includes T1mic

(continued on reverse side)
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BREAST feantinned )

Clinical Pathologic Distant Metastasis (M)

O 0 MX Distant metastasis cannot be assessed
O 0 Mo No distant metastasis
[l 0 Ml Distant metastasis
Biopsy of metastatic site performed.... LJY...... LIN
Source of pathologic metastatic specimen
Stage Grouping
O ] 0 Tis NO MO
| ] I T19 NO MO
OJ [} 1A TO N1 MO
T1? N1 MO
T2 NO MO
| ] [1B T2 N1 MO
T3 NO MO
[l O II1A TO N2 Mo
T N2 MO
T2 N2 MO
T3 N1 MO
T3 N2 MO
O J 111B T4 NO MO
T4 N1 MO
T4 N2 MO
O ] I11C Any T N3 MO
] ] v Any T Any N M1

Note: Stage designation may be changed if post-surgical imaging studies
reveal the presence of distant metastases, provided that the studies are carried
out within 4 months of diagnosis in the absence of disease progression and
provided that the patient has not received neoadjuvant therapy.

Histologic Grade (G)

All invasive breast carcinomas with the exception of medullary carcinoma
should be graded. The Nottingham combined histologic grade (Elston-Ellis
modification of Scarff-Bloom-Richardson grading system} is recommended.
The grade for a tumor is determined by assessing morphologic features
(tubule formation, nuclear pleomorphism, and mitotic count), assigning a
value of 1 (favorable) to 3 (unfavorable) for each feature, and adding to-
gether the scores for all three categories. A combined score of 3-5 points is
designated as grade 1; a combined score of 6-7 points is grade 2; a com-
bined score of 8-9 points is grade 3.

Histologic Grade (Nottingham combined histologic grade is recommended)

OGX Grade cannot be assessed
UGl Low combined histologic grade (favorable)
0 Gz Intermediate combined histologic grade (moderately favorable)
UG3 High combined histologic grade (unfavorable)
Residual Tumor (R}
O RX Presence of residual tumor cannot be assessed
LIRO No residual tumor
U R1 Microscopic residual tumor
OR2 Macroscopic residual tumor
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BREAST

SO e

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

y prefix indicates those cases in which classification is performed during
or following initial multi-modality therapy. The cTNM or pTNM category
is identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent
of tumor actually present at the time of that examination. The “y” catego-
rization is not an estimate of tumor prior to multimodality therapy.

r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Notes

Additional Descriptors

Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion
cannot be assessed

L0 No lymphatic vessel inva-
sion

L1 Lymphatic vessel invasion

Venous Invasion (V)

VX Venous invasion cannot be
assessed

V0 No venous invasion

V1 Microscopic venous inva-

sion

Macroscopic venous inva-

sion

V2

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Schematic diagram of breast and
regional lymph nodes:

1. Low axillary, Level 1

2. Mid-axillary, Level I1

3. High axillary, apical, Level 11
4. Supraclavicular

5. Internal mammary nodes

Physician’s Signature

Date
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VULVA

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T) Notes
TNM FIGO 1. The depth of invasion is de-
Categories Stages fined as the measurement of the
0] (] X Primary tumor cannot be assessed ::;Tojruf,r:::,,:hf,,e[?}:?elizl,:;:l
] ] TO No evidence of primary tumor most superficial dermal papilla
L Cl Tis 0  Carcinoma in situ (preinvasive carcinoma) to the deepest point of invasion.
U T I Tumor confined to the vulva or vulva and perineum, 2 cm or less
in greatest dimension
] [l Tla IA Tumor confined to the vulva or vulva and perineum, 2 ¢m or less in
greatest dimension, and with stromal invasion no greater than 1 mm'"
_ ol Tlb IB Tumor confined to the vulva or vulva and perineum, 2 cm or less in
greatest dimension, and with stromal invasion greater than 1 mm®
O 0 12 Il Tumor confined to the vulva or vulva and perineum, more than
2 cm in greatest dimension
— [ T3 [II  Tumor of any size with contiguous spread to the lower urethra
and/or vagina or anus
0 ] T4 IVA Tumor invades any of the following: upper urethra, bladder
mucosa, rectal mucosa, or is fixed to the pubic bone
Regional Lymph Nodes (N)
O il NX Regional lymph nodes cannot be assessed
— = NO No regional lymph node metastasis
O i N1 [T Unilateral regional lymph node metastasis
0 0 N2 IVA Bilateral regional lymph node metastasis
Distant Metastasis (M)
O = MX Distant metastasis cannot be assessed
O o MO No distant metastasis
O I M1 IVB Distant metastasis (including pelvic lymph node metastasis)
Biopsy of metastatic site performed ... [JY.....[IN
Source of pathologic metastatic specimen
Stage Grouping (AJCC/UICC/FIGO)
O L 0 Tis NO Mo
0 0 1 Tl NO MO
O 1A Tla NO MO
- L IB T1b NO MO
0 R T2 NO MO
] — 1 T1 N1 MO
T2 N1 MO
T3 NO Mo
T3 N1 MO
- T IVA TI N2 MO
T2 N2 MO
T3 N2 MO
T4 Any N Mo
J | IVB Any T Any N M1 (continued on reverse side)
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ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature

Date
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VAGINA

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Primary Tumor (T) Notes
Clinical Pathologic  Tnp1 FIGO 1. Pelvic wall is defined as the
Categories Stages Definitions muscle, fascia associated neuro-
0 (11X Primary tumor cannot be assessed ;ff“l“i‘:s ;'f't“}f‘:ll‘;::y Ezlvsi':lml
g 0 To No evidence of primary tumor
0 ] Tis 0 Carcinoma in situ
L 0T I Tumor confined to vagina
O 0 T2 Il Tumor invades paravaginal tissues but not to pelvic wall
O I 11 Tumor extends to pelvic wall'"
O Ll T4 IVA Tumor invades mucosa of the bladder or rectum and/or
extends beyond the true pelvis (bullous edema is not
sufficient evidence to classify a tumor as T4)
Regional Lymph Nodes (N)
| 0 NX Regional lymph nodes cannot be assessed
ol 0] No No regional lymph node metastasis
[l ] N1 Pelvic or inguinal lymph node metastasis
Distant Metastasis (M)
O O MX Distant metastasis cannot be assessed
T U MO No distant metastasis
O ] M1 IVB Distant metastasis
Biopsy of metastatic site performed....[JY.....OON
Source of pathologic metastatic specimen
Stage Grouping (AJCC/UICC/FIGO)
] Ll 0 Tis NoO Mo
O 0 1 Tl NO Mo
| O 11 T2 NO Mo
0 [l 1 T1-T3 N1 Mo
T3 NO MO
O O IVA T4 Any N MO
dJ LI _IVB  AnyT AnyN  MIl
Histologic Grade (G)

L GX Grade cannot be assessed
dG1 Well differentiated

G2 Moderately differentiated
0Gs3 Poorly differentiated

O Ga Undifferentiated

Residual Tumor (R)

ORX Presence of residual tumor cannot be assessed

RO No residual tumor

LR MlcrOSCOPIF res@ual tumor (continued on reverse side)
LIR2 Macroscopic residual tumor
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VAGINA Lot fied )

Additional Descriptors Notes
For identification of special cases of TNM or pTNM classifications, the “m” Additional Descriptors
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the 1ymphatic Vessel Invasion (L)
stage grouping, they indicate cases needing separate analysis. LX Lymphatic vessel invasion
(] m suffix indicates the presence of multiple primary tumors in a single site || ;}';"}‘;::hflsizss::ssel v
and is recorded in parentheses: pT(m)NM. sion
[ y prefix indicates those cases in which classification is performed during or LI ELymphatic vessel invasion
following initial multimodality therapy. The cTNM or pTNM category is  Venous Invasion (V) |

identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of VX Venous invasion cannot be

assessed

tumor actually present at the time of that examination. The “y” categoriza- vy No venous invasion

tion is not an estimate of tumor prior to multimodality therapy. VI Microscopic venous inva-
] r prefix indicates a recurrent tumor when staged after a disease-free ston ) )

. .. . “ V2 Macroscopic venous inva-

interval, and is identified by the “r” prefix: rTNM. sion

[J a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.
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Hospital Name/Address Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Primary Tumor (T) Notes
Clinical Pathologic  Tnpq FIGO 1. The depth of invasion is de-
Categories Stages Definitions fined as‘thc mcnsun':mcl‘n of the
O 0 TX Primary tumor cannot be assessed ::;T";lflr;’:;:‘:f r:','l?e[::l::z‘
O 0 To No evidence of primary tumor most superlicial dermal papilla
| ] Tis 0 Carcinoma in situ to the deepest point of invasion.
| 0 T1 I Cervical carcinoma confined to uterus (extension to corpus
should be disregarded)
] U Tia 1A Invasive carcinoma diagnosed only by microscopy" All macro-
scopically visible lesions — even with superficial invasion — are
T1b/IB. Stromal invasion with a maximal depth of 5.0 mm
measured from the base of the epithelium and a horizontal
spread of 7.0 mm or less. Vascular space involvement, venous
or lympbhatic, does not affect classification
O 0 Tlal 1Al Measured stromal invasion 3.0 mm or less in depth and
7.0 mm or less in horizontal spread
] | Tia2  1A2 Measured stromal invasion more than 3.0 mm and not more
than 5.0 mm with a horizontal spread 7.0 mm or less
] 0J T1b B Clinically visible lesion confined to the cervix or microscopic
lesion greater than T1a2/1A2
LJ 0 Tibl 1Bl Clinically visible lesion 4.0 cm or less in greatest dimension
d 0 Tib2 IB2 Clinically visible lesion more than 4.0 cm in greatest dimension
O ] T2 11 Cervical carcinoma invades beyond uterus but not to pelvic
wall or to lower third of vagina
0 0 T2a 1A Tumor without parametrial invasion
O [J _T2b 1B Tumor with parametrial invasion
[l O T3 11 Tumor extends to pelvic wall and/or involves lower third of
vagina and/or causes hydronephrosis or non-functioning kidney
] LJ T3a 1A  Tumor involves lower third of vagina, no extension to pelvic
wall
] g T3b I11B Tumor extends to pelvic wall and/or causes hydronephrosis or
non-functioning kidney
0 0 T4 1VA Tumor invades mucosa of bladder or rectum and/ or extends
beyond true pelvis (bullous edema is not sufficient evidence to
classify a tumor as T4)
Regional Lymph Nodes (N)
] O NX Regional lymph nodes cannot be assessed
[ O NO No regional lymph node metastasis
O O N Regional lymph node metastasis
Distant Metastasis (M)
0 [ MX Distant metastasis cannot be assessed
O 0 Mo No distant metastasis
] 0 Ml IVB  Distant metastasis

Biopsy of metastatic site performed......... ay. CIN
Source of pathologic metastatic specimen

(continued on reverse side)
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CERVIX UTERI

Ginical  Pathologic ~ Stage Grouping (AJCC/UICC/FIGO) Notes
0 O 0 Tis NO MO Additional Descriptors
D |:| I Tl NO MO Lymphatic Vessel Invasion (L)
O M 1A Tla NO MO LX Lymphatic vessel invasion
O O 1Al Tial NO Mo canpot be assessed
0 0O 1A2 Tla2 NO Mo LO :il;)nlymphanc vessel inva-
O [N IB Tib NO MO L1 Lymphatic vessel invasion
4 O IB1 Tibl  NO Mo Venous Invasion (V)
l%l O 1B2 Tib2 NO MO VX Venous invasion cannot be
assessed
O g EA ¥§ a Il:llg mg vo N(? venous‘invasion )
D D 1B T2b NO MO Vi ::I(:;roscoplc venous inva-
S g 111 T3 NO MO V2 Macroscopic venous inva-
IITA T3a NO MO sion
0 ] IIIB T1 N1 MO
T2 N1 MO
T3a N1 MO
T3b  AnyN Mo
a O VA T4  AnyN Mo
O O VB  AnyT AnyN Ml

Histologic Grade (G)
0O Gx Grade cannot be assessed
e Well differentiated
0 G2 Moderately differentiated
0aGs Poorly differentiated
0O G4 Undifferentiated

Residual Tumor (R)
O rx Presence of residual tumor cannot be assessed
O ro No residual tumor
CIR1 Microscopic residual tumor
ORr2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m” suf-
fix and “y,” “r,” and “a” prefixes are used. Although they do not affect the stage
grouping, they indicate cases needing separate analysis.

T m suffix indicates the presence of multiple primary tumors in a single site and
is recorded in parentheses: pT(m)NM.

O y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization is
not an estimate of tumor prior to multimodality therapy.

[ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

(] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)
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Indicate on diagram primary
tumor and regional nodes
involved.
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CORPUS UTERI

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Uinical  Primary Tumor (T) Pathologic Primary Tumor (T)
FIGO recommends surgical/pathologic staging. TNM FIGO Definitions
Clinical staging is done with 1971 FIGO as follows: ] X Primary tumor cannot be assessed
TNM  FIGO Definitions | TO No evidence of primary tumor
O (c)Tis 0 Carcinoma in sifu. Histological find- d Tis 0 Carcinoma in situ
ings suspicious of malignancy 0 T1 1 Tumor confined to corpus uteri
O (o)T1 1 Carcinoma is confined to the corpus O Tla 1A Tumor limited to endometrium
including the isthmus g Tib IB  Tumor invades less than one-half of
0 (c)Tla IA  Length of the uterine cavity is 8 cm the myometrium
or less 0 Tilc IC  Tumor invades one-half or more of
il (c)T1b IB  Length of the uterine cavity is more the myometrium
than 8 cm 0l T2 1l Tumor invades cervix but does not
Stage I cases should be subgrouped with regard to the extend beyond uterus
histological type of the adenocarcinoma as follows: 0 T2a I1IA  Tumor limited to the glandular
O Gl Highly differentiated adenomatous epithelium of the endocervix. There
carcinoma is no evidence of connective tissue
O G2 Moderately differentiated adenomatous stromal invasion
carcinoma with partly solid areas 0 T2b [IB  Invasion of the stromal connective
O G3 Predominately solid or entirely tissue of the cervix
undifferentiated carcinoma O T3 11 Local and/or regional spread as
4 (¢)T2 1I Carcinoma has involved the corpus defined below
and the cervix, but has not extended | T3a IIIA Tumor involves serosa and/or adnexa
outside the uterus (direct extension or metastasis)
0 (c)T3 III  Carcinoma has extended outside the and/or cancer cells in ascites or
uterus, but not outside the true pelvis peritoneal washings
O (c)T4 IV Carcinoma has extended outside the | T3b IIB  Vaginal involvement (direct extension
true pelvis or has obviously involved or metastasis)
the mucosa of the bladder or rectum O T4 IVA Tumor invades bladder mucosa and/
(Bullous edema as such does not per- or bowel mucosa (bullous edema is
mit a case to be allotted to stage IV) not sufficient evidence to classify a
B (c)T4a IVA  Spread of the growth to adjacent tumor as T4)
organs as urinary bladder, rectum,
sigmoid colon, or small bowel
Stage 0 cases should not be included in any therapeutic
statistics.
Cinical Pathologic Regional Lymph Nodes (N)
O ] NX Regional lymph nodes cannot be assessed
O O NO No regional lymph node metastasis
[ O N1  IIC Regional lymph node metastases to pelvic and/or para-aortic lymph nodes
Distant Metastasis (M)
a g MX Distant metastasis cannot be assessed
a O MO No distant metastasis
| O Ml 1VB Distant metastasis includes metastasis to intra-abdominal lymph

nodes other than para-aortic, and/or inguinal lymph nodes; excludes
metastasis to vagina, pelvic serosa, or adnexa
Biopsy of metastatic site performed .......c.ocooeevvunrnncs OY...CN
Source of pathologic metastatic specimen (continued on reverse side)
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ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.
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HISTOLOGIES—OVARY (CONT.)

8480/6
8481/3
8482/3
8490/3
8560/3
8562/3
8570/3
8600/3
8620/3
8630/3
8631/3
8634/3

8640/3
8650/3
8670/3
8930/3
8931/3
8933/3
8935/3
8950/3
8951/3
9000/0
9000/1

Pseudomyxoma peritonei

Mucin-producing adenocarcinoma

Mucinous adenocarcinoma, endocervical type
Signet ring cell carcinoma

Adenosquamous carcinoma
Epithelial-myoepithelial carcinoma
Adenocarcinoma with squamous metaplasia
Thecoma, malignant

Granulosa cell tumor, malignant
Androblastoma, malignant

Sertoli-Leydig cell tumor, poorly differentiated
Sertoli-Leydig cell tumor, poorly differentiated, with
heterologous elements

Sertoli cell carcinoma

Leydig cell tumor, malignant

Steroid cell tumor, malignant

Endometrial stromal sarcoma, NOS
Endometrial stromal sarcoma, low grade
Adenosarcoma

Stromal sarcoma, NOS

Mullerian mixed tumor

Mesodermal mixed tumor

Benign Brenner tumor

Brenner tumor of borderline malignancy

5000/3
9014/3
9015/3
9050/3
9051/3
9052/3
9053/3
9060/3
9064/3
9065/3
9070/3
9071/3
9072/3
9080/3
9081/3
9082/3
9083/3
9084/3
9085/3
9090/3
9100/3
9101/3

9102/3
9105/3
9110/3

Brenner tumor, malignant

Serous adenocarcinofibroma
Mucinous adenocarcinofibroma
Mesothelioma, malignant

Fibrous mesothelioma, malignant
Epithelioid mesothelioma, malignant
Mesothelioma, biphasic, malignant
Dysgerminoma

Germinoma

Germ cell tumor, nonseminomatous
Embryonal carcinoma, NOS

Yolk sac tumor

Polyembryoma

Teratoma, malignant, NOS
Teratocarcinoma

Malignant teratoma, undifferentiated
Malignant teratoma, intermediate
Teratoma with malignant transformation
Mixed germ cell tumor

Struma ovarii, malignant
Choriocarcinoma, NOS
Choriocarcinoma combined with other germ cell ele-
ments

Malignant teratoma, trophoblastic
Trophoblastic tumor, epithelioid
Mesonephroma, malignant
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OVARY

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral 0] Left [J Right
DEFINITIONS
Primary Tumor (T) Notes
Clinical Pathologic 4 FIGO 1. The presence of non-malig-
Categories Stages Definitions nant ascites is not classified.
O 01X Primary tumor cannot be assessed :g:c‘:'::’iff“i:f;’:":irs .
O 0 1o No evidence of primary tumor cells are :}e:ém .
(] O T1 I Tumor limited to ovaries (one or both) 2. Liver capsule metastasis T3/
| 0 Tla IA Tumor limited to one ovary; capsule intact, no tumor on 111 liver parenchymal metastasis
ovarian surface. No malignant cells in ascites or peritoneal ™M!/Stage IV. Pleural effusion
washings‘” ﬁ‘;jts tt;z\e'cl &osmve cytology for
O 0 Tib 1B Tumor limited to both ovaries; capsule intact, no tumor on
ovarian surface. No malignant cells in ascites or peritoneal
washings®
O b Tic IC Tumor limited to one or both ovaries with any of the
following: capsule ruptured, tumor on ovarian surface,
malignant cells in ascites or peritoneal washings
Cl (I V) 11 Tumor involves one or both ovaries with pelvic extension
O 0 T2a [1A Extension and/or implants on uterus and/or tube(s). No
malignant cells in ascites or peritoneal washings
d 0 T2b 1B Extension to and/or implants on other pelvic tissues. No
malignant cells in ascites or peritoneal washings
O 0 T2 I11C Pelvic extension and/or implants (T2a or T2b) with
malignant cells in ascites or peritoneal washings
O O T3 11 Tumor involves one or both ovaries with microscopically
confirmed peritoneal metastasis outside the pelvis®
0 ] T3a IITA  Microscopic peritoneal metastasis beyond pelvis (no
macroscopic tumor)®
O [J _T3b IIIB  Macroscopic peritoneal metastasis beyond pelvis 2 cm or
less in greatest dimension®
O 0 T3 IIIC  Peritoneal metastasis beyond pelvis more than 2 cm in
greatest dimension and/or regional lymph node metastasis®
Regional Lymph Nodes (N)
O 0O NXx Regional lymph nodes cannot be assessed
L LJ___No No regional lymph node metastasis
O 0 N1 IIC  Regional lymph node metastasis
Distant Metastasis (M)
O 0 MX Distant metastasis cannot be assessed
D 0 Mo No distant metastasis
O U Ml v Distant metastasis (excludes peritoneal metastasis)®

Biopsy of metastatic site performed....JY.....ON
Source of pathologic metastatic specimen

(continued on reverse side)
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Pathologic Stage Grouping (AJCC/UICC/FIGO) No'tf!s .
1 T1 NO MO Additional Descriptors

a

—

1A Tla NO MO Lymphatic Vessel Invasion (L)

LX Lymphatic vessel invasion

(]| o

O O0oOoOoopooood

—

IB Tib NO MO cannot be assessed
IC Tlc NO MO L0 No lymphatic vessel inva-
sion
g A iga II;]S ﬁg L1 Lymphatic vessel invasion
1B T2b NO MO Venous Invasion (V) .
VX Venous invasion cannot be
I1C T2c NO MO assessed
I T3 NO MO V0 No venous invasion
A T3a NO Mo A2 Zloi;roscopic venous inva-
1B T3b NO MO V2 Macroscopic venous inva-
[1IC T3c NO MO sion
AnyT NI Mo
IV Any T Any N Mi
Histologic Grade (G)
[ GX Grade cannot be assessed

“1GB Borderline malignancy

Gl Well differentiated

1G2 Moderately differentiated

~1G3-G4 Poorly differentiated or undifferentiated

Residual Tumor (R)

L RX Presence of residual tumor cannot be assessed
RO No residual tumor

(dRI1 Microscopic residual tumor

[(TR2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r.,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

() m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

[J y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.

[ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable) i
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ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature Date
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FALLOPIAN TUBE

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: (] Bilateral [J Left _] Right

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

TNM  FIGO
Categories Stages
0 O TX Primary tumor cannot be assessed
Ul L] To No evidence of primary tumor
U [J Tis 0 Carcinoma in situ (limited to tubal mucosa)
[l 0 T1 | Tumor limited to the fallopian tube(s)
ol O Tia 1A Tumor limited to one tube, without penetrating the serosal
surface; no ascites
o J Tib IB Tumor limited to both tubes, without penetrating the
serosal surface; no ascites
0 0 Tic IC Tumor limited to one or both tubes with extension onto or
through the tubal serosa, or with malignant cells in ascites
or peritoneal washings
O L T2 11 Tumor involves one or both fallopian tubes with pelvic
extension
L 0 T2a 1A Extension and/or metastasis to the uterus and/or ovaries
O 0 T2b IIB Extension to other pelvic structures
U L] T2 1C Pelvic extension with malignant cells in ascites or peritoneal
washings
L L T3 I Tumor involves one or both fallopian tubes, with peritoneal
implants outside the pelvis
- L] T3 IIIA  Microscopic peritoneal metastasis outside the pelvis
d [J T3b IIIB  Macroscopic peritoneal metastasis outside the pelvis 2 cm
0 O or less in greatest dimension
0 ] T3¢ IIIC  Peritoneal metastasis more than 2 ¢m in diameter
Regional Lymph Nodes (N)
O 1 NX Regional lymph nodes cannot be assessed
0 0 No No regional lymph node metastasis
| 0 N1 IIIC  Regional lymph node metastasis
Distant Metastasis (M)
a Ll MX Distant metastasis cannot be assessed
O Ll Mo No distant metastasis
U C Ml v Distant metastasis (excludes metastasis within the peritoneal
cavity)

Biopsy of metastatic site performed....[JY.....[ON
Source of pathologic metastatic specimen

(continued on reverse side)
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FALLOPIAN TUBE

dinical  Pathologic ~ Stage Grouping (A]JCC/UICC/FIGO) Notes
0 O 0 Tis NO MO Additional Descriptors
O O 1 Tl NO MO Lymphatic Veissel Invas.ion (F.)
= U 1A Tl No Mo e e
D il 1B Tib NO MO L0 No lymphatic vessel inva-
0 d_1c Tlc NO MO sion
O C I T2 NO MO L1 Lymphatic vessel invasion
E]I g }ig :{;; EO ﬁo ‘\;;1‘:::1::.\?:;3:;:2 cannot be
0 0 esse
D D 1HC T2c NO MO Vo :ISZ \S:n(:)us invasion
D D I T3 NO MO Vi Microscopic venous inva-
D I:I I1IA T3a NO MO \'2] ;:z::roscopic venous inva-
[ O I11B T3b NO Mo sion
0 0 IIC T3¢ NO MO
Any T N1 MO
O a AnyT  AnyN Ml
Histologic Grade (G)
UJGX Grade cannot be assessed
O aGi Well differentiated
G2 Moderately differentiated
[1G3 Poorly differentiated
O G4 Undifferentiated
Residual Tumor (R)
0 RX Presence of residual tumor cannot be assessed
[TRO No residual tumor
ORI Microscopic residual tumor
0 R2 Macroscopic residual tumor
Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
0J m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
1y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-
tion is not an estimate of tumor prior to multimodality therapy.
[ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.
(] a prefix designates the stage determined at autopsy: aTNM.
Prognostic Indicators (if applicable)
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FALLOPIAN TUBE

ILLUSTRATION

Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature Date_
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GESTATIONAL TROPHOBLASTIC TUMORS

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Primary Tumor (T)!" Notes
Clinical Pathologic T+ FIGO 1. See prognostic indicator sec-

Categories Stages tion for substage definitions.
[l Ll TX Primary tumor cannot be assessed 2. See prognostic indicators for
O L To No evidence of primary tumor substage grouping
O LTI I Disease limited to uterus
0l 0 12 11 Disease outside of uterus but limited to genital structures

(ovary, tube, vagina, broad ligaments)

Distant Metastasis (M)
0l b MX Metastasis cannot be assessed
0] 0 Mo No distant metastasis
| 0 Ml Distant metastasis
UJ 00 Mia I Lung metastasis
Ol O Mib IV All other distant metastasis

Biopsy of metastatic site performed....[]Y ... N
Source of pathologic metastatic specimen

*Note: There is no regional nodal staging for this tumor.
0O 0 Stage Grouping'” .
O O Stage T M Risk Factors
0 0 I T1 MO Unknown
O W IA Tl MO Low risk
O o IB Tl MO High risk
0 0] II T2 MO Unknown
& 0 1A T2 MO Low risk
O] O [1B T2 MO High risk
0 0 111 Any T Mla Unknown
O] [ IMA  AnyT Mla Low risk
0 O] B  AnyT Mla High risk
0O 0 I\ Any T Milb Unknown

IVA  AnyT Mi1b Low risk

IVB  AnyT Milb High risk

(continued on reverse side)
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GESTATIONAL TROPHOBLASTIC TUMORS

Histopathologic Type Notes
L1 Hydatidiform mole Additional Descriptors
O Complete Lymphatic Vessel Invasion (L)
[ Partial LX Lymphatic vessel invasion
U Invasive hydatidiform mole cannot be assessed -
, X L0 No lymphatic vessel inva-
U Choriocarcinoma sion
0 Placental site trophoblastic tumors L1 Lymphatic vessel invasion
. Venous Invasion (V)
Residual Tumor (R) VX Venous invasion cannot be
D RX Presence of residual tumor cannot be assessed assessed
O Rro No residual tumor z‘l’ ':4‘? venous invasion
. . . ICroscopic venous inva-
LI R1 Microscopic residual tumor saoomeep
O Rr2 Macroscopic residual tumor V2 Macroscopic venous inva-

sion
Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m
suffix and “y;” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

U] m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.

[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categoriza-
tion is not an estimate of tumor prior to multimodality therapy.

Or prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

»

Prognostic Indicators Scoring Index

Prognostic Factor Risk Score
0 1 2 4

Age <40 >40

Antecedent Pregnancy H. mole Abortion Term Pregnancy

Interval months from

index pregnancy <4 4-<7 7-12 >12

Pretreatment hCG

(IU/ml) <10’ 210°-<10* 10*-<10° 210°

Largest tumor size

including uterus <3cm 3-<5cm 25cm

Site of metastases Lung Spleen, kidney  Gastrointestinal Brain, liver
tract

Number of metastases :
identified 1-4 5-8 >8

Previous failed Single drug Two or more
chemotherapy drugs

Total Score
Low Risk is a score of 7 or less. High risk is a score of 8 or greater.
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GESTATIONAL TROPHOBLASTIC TUMORS

{continued)

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes
involved.

Physician’s Signature

Date
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« _ Epithelium
— Subepithetial
connective lissue

FIG. 33.1. Ta: Non-invasive verrucous carcinoma.

L

— Epithelium
I — Subepithehal

£ AR helia
Al /‘}[‘“ conneclive tissue
| | invasive

FIG. 33.4. T3: Tumor invading urethra or prostate.
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FIG. 33.5. T4: Tumor invading other adjacent structures.
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Hospital Name/Address Patient Name/Information

Type of Specimen

Histopathologic Type

Tumor Size

DEFINITIONS

Cinical Pathologic Primary Tumor (T)

O] 0 TX Primary tumor cannot be assessed
Ll [ TO No evidence of primary tumor
0 O Tis Carcinoma in situ
OJ O Ta Non-invasive verrucous carcinoma
O 0TI Tumor invades subepithelial connective tissue
L U T2 Tumor invades corpus spongiosum or cavernosum
O O T3 Tumor invades urethra or prostate
L O T4 Tumor invades other adjacent structures
Regional Lymph Nodes (N)
0 0 NX Regional lymph nodes cannot be assessed
| Ll No No regional lymph node metastasis
O U N1 Metastasis in a single superficial inguinal lymph node
| N2 Metastasis in multiple or bilateral superficial inguinal lymph nodes
UJ U N3 Metastasis in deep inguinal or pelvic lymph node(s), unilateral or
bilateral
Distant Metastasis (M)
Ll L]  MX  Distant metastasis cannot be assessed
d 00 MO  No distant metastasis
0O Ml Distant metastasis
Biopsy of metastatic site performed ... JY.....[ON
Source of pathologic metastatic specimen
Stage Grouping
L U o Tis NO MO
Ta NO MO
U O 1 T1 NO MO
U O 1 T1 N1 MO
T2 NO Mo
T2 N1 MO
g O m m N2 Mo
T2 N2 MO
T3 NO MO
T3 N1 MO
T3 N2 MO
U U v T4 AnyN MO
Any T N3 MO

Any T Any N M1

(continued on reverse side)
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Histologic Grade (G) Notes

O GX Grade cannot be assessed Additional Descriptors
OaG Well differentiated Lymphatic Vessel Invasion (L)
HEe?) Moderately differentiated LX Lymphatic vessel invasion

cannot be assessed
L0 No lymphatic vessel inva-
sion

L) G3-4  Poorly differentiated or undifferentiated

Residual Tumor (R) . L1 Lymphatic vessel invasion
O RX Presence of residual tumor cannot be assessed .
. Venous Invasion (V)
CJ RO No residual tumor VX Venous invasion cannot be
LIR1 Microscopic residual tumor assessed
OR2 Macroscopic residual tumor V0 No venous invasion

V1 Microscopic venous inva-
Additional Descriptors ' sion :
. . . . . . V2 Macroscopic venous inva-
For identification of special cases of TNM or pTNM classifications, the “m” sion
suffix and “y;” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
O m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.
0] r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature Date
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PROSTATE

Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Pathologic Primary Tumor (T)"" GUinical  Primary Tumor (T) Notes
O pT2  Organ confined O TX  Primary tumor cannot be assessed 1. There is no pathologic Tl
O  pT2a Unilateral, one-half of [0 T0  No evidence of primary tumor classification.
one lobe or less 0 Tt  Clinically inapparent tumor neither ~ 2 Positive surgical margin
. . . ‘. . . should be indicated by an R1
Ol pT2b Unilateral, involving palpable nor visible by imaging " descriptor (residual microscopic
more than one-half 0 Tla  Tumor incidental histologic finding in  gisease).
of lobe but not both 5% or less of tissue resected 3. Tumor found in one or both
lobes O TIb  Tumor incidental histologic finding in  isbes by needic biopsy, but not
Ul pT2c Bilateral disease more than 5% of tissue resected palpable or refiably visible by
Ll pT3  Extraprostatic Ll Tlc  Tumor identified by needle biopsy imaging, is classified as Tlc.
extension (e.g., because of elevated PSA) 4. Invasion into the prostatic apex
[0  pT3a Extraprostatic [0 T2  Tumor confined within prostate®™ orinto (but not beyond) the pro-
extension® [0 T2a Tumor involves one-half of one lobe f‘lf;"; “‘PS;‘,'; s dlassified not as
L1 pT3b Seminal vesicle or less ot
invasion [0  T2b  Tumor involves more than one-half > When more than o site of
L1 pT4 Invasion of bladder, of one lobe but not both lobes ;it::ﬁi;;;:el::s‘edepnxf ;
rectum [0 T2c Tumor involves both lobes is most advanced.
O T3 Tumor extends through the prostate
capsule®
| T3a  Extracapsular extension (unilateral or
bilateral)
O T3b  Tumor invades seminal vesicle(s)
[l T4  Tumor is fixed or invades adjacent
structures other than seminal vesicles:
bladder neck, external sphincter, rec-
tum, levator muscles, and/or pelvic wall
Regional Lymph Nodes (N) Regional Lymph Nodes (N)
[J _ pNX Regional nodes not [0  NX  Regional lymph nodes were not assessed
sampled O NO  No regional lymph node metastasis
0 pNO  No positive regional | NI Metastasis in regional lymph node(s)
nodes
L1 pN1 Metastases in
regional node(s)
Cinical  Pathologic Distant Metastasis (M)"
0l — MX Distant metastasis cannot be assessed (not evaluated by any modality)
O O MO No distant metastasis
[ O Ml Distant metastasis
[ ) Mla  Non-regional lymph node(s)
O U Mlb Bone(s)
0 a Mic Other site(s) with or without bone disease.

Biopsy of metastatic site performed........ ay......0ON
Source of pathologic metastatic specimen

(continued on reverse side)
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Clinical  Pathological Stage Grouping

0 ]

PROSTATE

Notes
1 Tla NO MO Gl Additional Descriptors

0 gl

11 Tla NO MO G2,3-4 Lymphatic Vessel Invasion (L)

Tib NO MO Any G LX Lymphatic vessel invasion
cannol be assessed

Tle NO Mo Any G 1.0 No lymphatic vessel inva-

Tl NO MO Any G sion

T2 NO MO Any G L1 Lymphatic vessel invasion

I T3 NO MO Any G Venous Invasion (V)

O
|

v T4 NO MO Al'ly G VX Venous invasion cannot be

AI'IY T NI MO Any G assessed . )
AnyT AnyN Ml Any G VO No venous invasion

V1 Microscopic venous inva-
HiStOIogic Grade (G) V2 i:l(;:rosco ic venous inva-
Gleason score = ____ + sion P ’
0 Gx Grade cannot be assessed
UG Well differentiated (slight anaplasia) (Gleason 2-4)
G2 Moderately differentiated (moderate anaplasia) (Gleason 5-6)
0 G3-4  Poorly differentiated/undifferentiated (marked anaplasia) (Gleason 7-10)

Residual Tumor (R)
TIRX Presence of residual tumor cannot be assessed
RO No residual tumor
OR1 Microscopic residual tumor
O R2 Macroscopic residual tumor

Additional Descriptors

For identification of special cases of TNM or pTNM classifications, the “m
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.

{1 m suffix indicates the presence of multiple primary tumors in a single site and
is recorded in parentheses: pT(m)NM.

[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is identified
by a “y” prefix. The ycTNM or ypTNM categorizes the extent of tumor actually
present at the time of that examination. The “y” categorization is not an estimate
of tumor prior to multimodality therapy.

L_ r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: ITNM.

[J a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators

PSA

Gleason score

Ploidy

Molecular markers (e.g., p53, bcl-2)

ILLUSTRATION

~ =
‘This diagram is for use with the / \ \ / { \

prostate diagram. Sketch in
extent of tumor.

Indicate on diagram primary
tumor and regional nodes
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Physician’s Signature Date
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TESTIS

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ] Bilateral [ Left [ Right
DEFINITIONS
Pathologic  Primary Tumor (T)"" Notes
| pTX Primary tumor cannot be assessed (if no radical orchiectomy has been performed, 1. Except for pTis and pT4, ex-
TX is used) tent of primary tumor is classi-

pT0 No evidence of primary tumor (e.g., histologic scar in testis) fied as radical orchicctomy. TX
may be used for other categories

[
[ pTis Intratubular germ cell neoplasia (carcinoma in situ) i the  absence of  ragi
O PT1 Tumor limited to the testis and epididymis without vascular/lymphatic invasion; orchiectomy.
tumor may invade into the tunica albuginea but not the tunica vaginalis
| pT2 Tumor limited to the testis and epididymis with vascular/lymphatic invasion, or tumor
extending through the tunica albuginea with involvement of the tunica vaginalis
O PT3 Tumor invades the spermatic cord with or without vascular/lymphatic invasion
U pT4 Tumor invades the scrotum with or without vascular/lymphatic invasion

Clinical  Primary Tumor (T)

O Tumor stage is generally determined after orchiectomy at which time a pathologic stage is
assigned.
Pathologic Regional Lymph Nodes (N) Uinical  Regional Lymph Nodes (N)

0l pNX Regional lymph nodes cannot be assessed a NX  Regional lymph nodes cannot be assessed

) pNO No regional lymph node metastasis i NO  No regional lymph node metastasis

| pNl  Metastasis with a lymph node mass 2 ¢m O N1  Metastasis with a iymph node mass 2 cm
or less in greatest dimension and less than or less in greatest dimension; or multiple
or equal to 5 nodes positive, none more lymph nodes, none more than 2 cm in
than 2 cm in greatest dimension greatest dimension

] pN2 Metastasis with a lymph node mass more O N2  Metastasis with a lymph node mass more
than 2 cm but not more than 5 ¢cm in than 2 cm but not more than 5 ¢cm in
greatest dimension; or more than 5 nodes greatest dimension; or multiple lymph
positive, none more than 5 c¢m; or evi- nodes, any one mass greater than 2 cm but
dence of extranodal extension of tumor not more than 5 cm in greatest dimension

O pN3  Metastasis with a lymph node mass more O N3 Metastasis with a lymph node mass more
than 5 cm in greatest dimension than 5 cm in greatest dimension

Clinical Pathologic Distant Metastasis (M)

| 0 MX  Distant metastasis cannot be assessed
[ [] MO No distant metastasis
0 0 M1 Distant metastasis
) 0 Mla  Non-regional nodal or pulmonary metastasis
[ 0 MIb  Distant metastasis other than to non-regional lymph nodes and lungs
Biopsy of metastatic site performed............ ay...... N
Source of pathologic metastatic specimen
Serum Tumor Markers (S) (N indicates the upper limit of normal for the LDH assay)
] O SX  Marker studies not available or not performed
O | S0 Marker study levels within normal limits
a [l | LDH < 1.5x N AND
hCG (mIu/ml) < 5000 AND
AFP (ng/ml) < 1000
O 0 S2 LDH 1.5-10 x N OR
hCG (mlu/ml) 5000-50,000 OR
AFP (ng/ml) 1000-10,000
O ] S3 LDH>10xNOR

hCG (mlu/ml) > 50,000 OR (continued on reverse side)
AFP (ng/ml) > 10,000
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KIDNEY

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ] Bilateral [ Left [ J Right

DEFINITIONS

Cinical Pathologic Primary Tumor (T)

[l 0 TX Primary tumor cannot be assessed
O 0 To No evidence of primary tumor
O 0 1 Tumor 7 cm or less in greatest dimension, limited to the kidney
L] [J Tia  Tumor 4 cm or less in greatest dimension, limited to the kidney
U Ll Tib  Tumor more than 4 cm but not more than 7 cm in greatest dimension, limited to the kidney
O 0 T2 Tumor more than 7 cm in greatest dimension, limited to the kidney
O 0O 13 Tumor extends into major veins or invades adrenal gland or perinephric tissues but not
beyond Gerota’s fascia
[ [J T3a Tumor directly invades adrenal gland or perirenal and/or renal sinus fat but not beyond
Gerota’s fascia :
U] [ T3b  Tumor grossly extends into the renal vein or its segmental (muscle-containing) branches,
or vena cava below the diaphragm o
0 Ll T3c Tumor grossly extends into vena cava above diaphragm or invades the wall of the vena cava
O 0 T4 Tumor invades beyond Gerota’s fascia
Regional Lymph Nodes (N)
L 0 NX Regional lymph nodes cannot be assessed
{1 L] No No regional lymph node metastases
0 L0 Ni Metastases in a single regional lymph node
U O N2 Metastasis in more than one regional lymph neode
Distant Metastasis (M)
O ] MX  Distant metastasis cannot be assessed
0 Ll Mo No distant metastasis
O 0 Ml Distant metastasis
Biopsy of metastatic site performed ... (JY.....[IN
Source of pathologic metastatic specimen
Stage Grouping
O 0l I T1 NO MO
] 0 II T2 NO MO
L O 1 Tl N1 MO
T2 N1 MO
T3 NO MO
T3 N1 MO
T3a NO MO
T3a N1 MO
T3b No MO
T3b N1 MO
T3c NO MO
T3c N1 MO
0 Y T4 NoO Mo
T4 N1 MO
AnyT N2 MO
Any T Any N Ml (continued on reverse side)
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RENAL PELVIS AND URETER

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral [ Left [J Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)

O O TX Primary tumor cannot be assessed
O L To No evidence of primary tumor
L O Ta Papillary non-invasive carcinoma
0l ] Tis Carcinoma in situ
U LTI Tumor invades subepithelial connective tissue
0 0 T2 Tumor invades the muscularis
0 0 13 (For renal pelvis only) Tumor invades beyond muscularis into
peripelvic fat or the renal parenchyma
O 713 (For ureter only) Tumor invades beyond muscularis into peri-
ureteric fat
] [l T4 Tumor invades adjacent organs, or through the kidney into the per-
inephric fat
Regional Lymph Nodes (N)
Ol [l NX Regional lymph nodes cannot be assessed
O Ll NO No regional lymph node metastasis
O 0 N1 Metastasis in a single lymph node, 2 cm or less in greatest dimen-
sion
U 0 N2 Metastasis in a single lymph node, more than 2 cm but not more
than 5 cm in greatest dimension; or multiple lymph nodes, none
more than 5 ¢m in greatest dimension
O 0O N3 Metastasis in a lymph node, more than 5 cm in greatest dimension
Distant Metastasis (M)
0] L MX  Distant metastasis cannot be assessed
0 0 Mo No distant metastasis
0 O Ml Distant metastasis
Biopsy of metastatic site performed....[(JY ... N
Source of pathologic metastatic specimen
Stage Grouping
1 0 0a ™ NO Mo
N L 0is  Tis NO Mo
U 1 Tl NO Mo
U U o T2 NO MO
U O m T3 NO Mo
. O v T4 NO Mo
Any T N1 Mo
Any T N2 Mo
Any T N3 MO

Any T Any N Ml

(continued on reverse side)
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RENAL PELVIS AND URETER Leonind,

Histologic Grade (G) Notes
O Gx Grade cannot be assessed Additional Desariptors
[ G1 Well differentiated Lymphatic Vessel Invasion (L)
ey Moderately differentiated LX Lymphatic vessel invasion

. . . . cannot be assessed
[1G34 Poorly differentiated or undifferentiated L0 No lymphatic vessel inva-
o sion

Residual Tumor (R) . L1 Lymphatic vessel invasion
O RX Presence of residual tumor cannot be assessed .
D N Venous Invasion (V)

RO No residual tumor VX Venous invasion cannot be
OR1 Microscopic residual tumor assessed
UR2 Macroscopic residual tumor V0 No venous invasion

V1 Microscopic venous inva-
Additional Descriptors sion . .
. . . . R . V2 Macroscopic venous inva-
For identification of special cases of TNM or pTNM classifications, the “m” sion
suffix and “y,” “1,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
(] m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
[ y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.
O r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.

L] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

Physician’s Signature Date
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URINARY BLADDER

Hospital Name/Address Patient Name/Information

Type of Specimen

Histopathologic Type

Tumor Size

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

O O TX Primary tumor cannot be assessed
Ul O To No evidence of primary tumor
O O Ta Non-invasive papillary carcinoma
O 0 Tis Carcinoma in situ: “flat tumor”
O O T Tumor invades subepithelial connective tissue
O] 0O T2 Tumor invades muscle
O O pT2a  Tumor invades superficial muscle (inner half)
O O pT2b  Tumor invades deep muscle (outer half)
O O T3 Tumor invades perivesical tissue
U [0 pT3a  microscopically
| | pT3b  macroscopically (extravesical mass)
O O T4 Tumor invades any of the following: prostate, uterus, vagina, pelvic
wall, abdominal wall
O O T4a Tumor invades prostate, uterus, vagina
O [0 T4b  Tumor invades pelvic wall, abdominal wall
Regional Lymph Nodes (N)
O O NX Regional lymph nodes cannot be assessed
] O NO No regional lymph node metastasis
O O N1 Metastasis in a single lymph node, 2 cm or less in greatest dimension
O O N2 Metastasis in a single lymph node, more than 2 ¢cm but not more
than 5 cm in greatest dimension; or multiple lymph nodes, none
more than 5 cm in greatest dimension
O O N3 Metastasis in a lymph node, more than 5 cm in greatest dimension
Distant Metastasis (M)
U [1 MX  Distant metastasis cannot be assessed
O 0 Mo No distant metastasis
[l 0 Ml Distant metastasis
Biopsy of metastatic site performed....[JY.....[ON
Source of pathologic metastatic specimen
Stage Grouping
O (]  0a Ta NO Mo
U 0 Ois Tis NO MO
0 O 1 Tl NO MO
| O 1 T2a NO Mo
T2b NO MO
O L m T3a NO Mo
T3b NO MO
T4a NO Mo
0 Y T4b NoO Mo
AnyT NI MO
Any T N2 MO
Any T N3 MO (continued on reverse side)

Any T Any N M1l
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DEFINITION OF TNM

Primary Tumor (T) (male and female)

TX
TO
Ta
Tis
T1
T2

T3

T4

Primary tumor cannot be assessed

No evidence of primary tumor

Non-invasive papillary, polypoid, or verrucous car-
cinoma

Carcinoma 11 situ

Tumor invades subepithelial connective tissue
Tumor invades any of the following: corpus spon-
giosum, prostate, periurethral muscle

Tumor invades any of the following: corpus caver-
nosum, beyond prostatic capsule, anterior vagina,
bladder neck

Tumor invades other adjacent organs

N @%
(D
PR

()

FIG. 39.1. Definition of Primary Tumor (T). 1-epithelium,

Urothelial (Transitional Cell) Carcinoma of the Prostate

Tis pu Carcinoma in situ, involvement of the pros-
tatic urethra
Tis pd Carcinoma in situ, involvement of the pros-

tatic ducts
TI Tumor invades subepithelial connective tissue
T2 Tumor invades any of the following: prostatic
stroma, corpus spongiosum, periurethral mus-
cle
T3 Tumor invades any of the following: corpus
cavernosum, beyond prostatic capsule, bladder
neck (extraprostatic extension)
Tumor invades other adjacent organs (inva-

sion of the bladder)

T4

Regional Lymph Nodes (N)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single lymph node 2 cm or less in
greatest dimension

N2  Metastasis in a single node more than 2 cm in great-

est dimension, or in multiple nodes

Distant Metastasis (M)
MX Distant metastasis cannot be assessed

2-subepithelial connective tissue, 3—urethral muscle, 4-urogenital MO No distant metastasis
diaphragm. M1 Distant metastasis
FIG. 39.2. Definition of Primary Tumor (T) for urothelial (transitional cell) carcinoma
of the prostate. 1-Epithelium, 2—subepithelial connective tissue, 3—prostatic stroma.
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URETHRA

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size
DEFINITIONS
Clinical Pathologic Primary Tumor (T) (male and female)
Ol U X Primary tumor cannot be assessed
[ O TO No evidence of primary tumor
O 0 Ta Non-invasive papillary, polypoid, or verrucous carcinoma
U [l _Tis Carcinoma in situ
Ol O T1 Tumor invades subepithelial connective tissue
tl U T2 Tumor invades any of the following: corpus spongiosum, prostate,
periurethral muscle
O | T3 Tumor invades any of the following: corpus cavernosum, beyond
prostatic capsule, anterior vagina, bladder neck
a 0 T4 Tumor invades other adjacent organs
Urothelial (Transitional Cell) Carcinoma of the Prostate
0 [J  Tis pu Carcinoma in situ, involvement of the prostatic urethra
Ol [0 Tis pd Carcinoma in sity, involvement of the prostatic ducts
0 0 TI Tumor invades subepithelial connective tissue
] 0 T2 Tumor invades any of the following: prostatic stroma, corpus spon-
giosum, periurethral muscle
O D T3 Tumor invades any of the following: corpus cavernosum, beyond
prostatic capsule, bladder neck (extraprostatic extension)
Ol Ll T4 Tumor invades other adjacent organs (invasion of the bladder)
Regional Lymph Nodes (N)
0 0 NX Regional lymph nodes cannot be assessed
U U No No regional lymph node metastasis
0 J NI Metastasis in a single lymph node 2 cm or less in greatest dimension
Cl O N2 Metastasis in a single node more than 2 cm in greatest dimension,
or in multiple nodes
Distant Metastasis (M)
o 0  MX  Distant metastasis cannot be assessed
O 0O Mo No distant metastasis
U 0] Ml Distant metastasis

Biopsy of metastatic site performed....[ 'Y....[N

Source of pathologic metastatic specimen

(continued on reverse side)
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URETHRA

Stage Grouping No.t.es R
O O 0a Ta NO MO Additional Descriptors
N ™ Ois Tis NO MO Lymphatic Vefscl lnvas.ion (!,)
Ti NO MO LX Lymphatic vessel invasion
1s pu cannot be assessed
Tis Pd NO MO L0 No lymphatic vessel inva-
sion
L U I Tl NO Mo L1 Lymphatic vessel invasion
0 L1 T2 NO Mo Venous nvasion (V)
enous Invasion
O 0 11 %1 El ﬁo VX Venous invasion cannot be
2 1 0 assessed
T3 NO MO V0 No venous invasion
T3 N1 MO Vi Microscopic venous inva-
sion
D D vV T4 NO MO V2 Macroscopic venous inva-
T4 N1 Mo sion
Any T N2 MO
Any T Any N M1
Histologic Grade (G)
U Gx Grade cannot be assessed
EJ Gl Well differentiated
LGz Moderately differentiated
[Z G3-4 Poorly differentiated or undifferentiated
Residual Tumor (R)
O RrRx Presence of residual tumor cannot be assessed
O Rro No residual tumor
O Rr1 Microscopic residual tumor
URr2 Macroscopic residual tumor
Additional Descriptors
For identification of special cases of TNM or pTNM classifications, the “m”
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the
stage grouping, they indicate cases needing separate analysis.
U m suffix indicates the presence of multiple primary tumors in a single site
and is recorded in parentheses: pT(m)NM.
[y prefix indicates those cases in which classification is performed during or
following initial multimodality therapy. The cTNM or pTNM category is
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor actually present at the time of that examination. The “y” categorization
is not an estimate of tumor prior to multimodality therapy.
U r prefix indicates a recurrent tumor when staged after a disease-free interval,
and is identified by the “r” prefix: rTNM.
[ a prefix designates the stage determined at autopsy: aTNM.
Prognostic Indicators (if applicable)
Physician’s Signature Date
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HISTOLOGIES—CARCINOMA OF THE EYELID 8410/3  Sebaceous adenocarcinoma
(CONT.) 8413/3  Eccrine adenocarcinoma
8430/3  Mucoepidermoid carcinoma

8390/3  Skin appendage carcinoma ) )
8480/3 Mucinous adenocarcinoma

8400/3  Sweat gland adenocarcinoma

8401/3  Apocrine adenocarcinoma 8550/3  Acinar cell carcinoma

8402/3  Nodular hidradenoma, malignant 8560/3  Adenosquamous carcinoma

8403/3  Malignant eccrine spiradenoma 8562/3  Epithelial-myoepithelial carcinoma

8407/3  Sclerosing sweat duct carcinoma 8570/3  Adenocarcinoma with squamous metaplasia
8408/3  Eccrine papillary adenocarcinoma 8940/3  Mixed tumor, malignant, NOS

8409/3  Eccrine poroma, malignant 8941/3  Carcinoma in pleomorphic adenoma
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CARCINOMA OF THE EYELID

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ] Bilateral L] Left [J Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
O 0 1TX Primary tumor cannot be assessed
U J__To No evidence of primary tumor
a [0 Tis Carcinoma in situ
U 0 T Tumor of any size, not invading the tarsal plate or, at the eyelid
margin, 5 mm or less in greatest dimension
0 00 T2 Tumor invades tarsal plate or, at the eyelid margin, more than 5
mm but not more than 10 mm in greatest dimension
| 0 T3 Tumor involves full eyelid thickness or, at the eyelid margin, more
than 10 mm in greatest dimension
| (1] T4 Tumor invades adjacent structures, which include bulbar conjunctiva,
sclera and globe, soft tissues of the orbit, perineural space, bone and
periosteum of the orbit, nasal cavity and paranasal sinuses, and
central nervous system
Regional Lymph Nodes (N)
d O NX  Regional lymph nodes cannot be assessed
0 0 No No regional lymph node metastasis
0J 0 NI Regional lymph node metastasis
Distant Metastasis (M)
0 [0 MX  Distant metastasis cannot be assessed
O [0 MO0  No distant metastasis
O O M Distant metastasis

Biopsy of metastatic site performed....[1Y....[IN
Source of pathologic metastatic specimen

Stage Grouping
No stage grouping is presently recommended

Histologic Grade (G)

O GX Grade cannot be assessed

0aGi Well differentiated

UGz Moderately differentiated

U G3 Poorly differentiated

U G4 Undifferentiated or differentiation is not applicable

Residual Tumor (R)

O RX Presence of residual tumor cannot be assessed
RO No residual tumor

LI R1 Microscopic residual tumor

[OR2 Macroscopic residual tumor

(continued on reverse side)
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CARCINOMA OF THE EYELID continid)

Additional Descriptors

Notes

For identification of special cases of TNM or pTNM classifications, the “m” Additional Descriptors

M

suffix and “y;” “1,” and “a” prefixes are used. Although they do not affect the  Lymphatic Vessel Invasion (L)

stage grouping, they indicate cases needing separate analysis.
0] m suffix indicates the presence of multiple primary tumors in a single site

LX Lymphatic vessel invasion
cannot be assessed
L0 No lymphatic vessel inva-

and is recorded in parentheses: pT(m)NM. sion

0 y prefix indicates those cases in which classification is performed during or L1 Lymphatic vessel invasion
following initial multimodality therapy. The cTNM or pTNM category is

Venous Invasion (V)

identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of ~ ¥X Venous invasion cannot be

« assessed

tumor actually present at the time of that examination. The “y” categorization vo no venous invasion

is not an estimate of tumor prior to multimodality therapy.
[ r prefix indicates a recurrent tumor when staged after a disease-free

V1 Microscopic venous inva-
sion
V2 Macroscopic venous inva-

interval, and is identified by the “r” prefix: rTNM. sion

L] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes

involved.

Lacrimal gland

Levator muscle

Lacrimal sac

Lacrimal gland

Tarsal plate

\

= Tarsal plate

Orbital roof ;»Q;,
S,

Uvea

“*%\;\ Conjunctiva

N Upper

&7 Lower
/)

Physician’s Signature

Date
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HISTOLOGIES—CARCINOMA
OF THE CONJUNCTIVA

8010/2  Carcinoma in situ, NOS

8010/3  Carcinoma, NOS

8013/3  Large cell neuroendocrine carcinoma

8015/3  Glassy cell carcinoma

8020/3  Carcinoma, undifferentiated, NOS

8021/3  Carcinoma, anaplastic, NOS

8032/3  Spindle cell carcinoma, NOS

8033/3  Pseudosarcomatous carcinoma

8070/2  Squamous cell carcinoma in situ, NOS

8070/3  Squamous cell carcinoma, NOS

8071/3  Squamous cell carcinoma, keratinizing, NOS

8074/3  Squamous cell carcinoma, spindle cell

8076/2  Squamous cell carcinoma in situ with questionable
stromal invasion

8076/3  Squamous cell carcinoma, microinvasive

8077/2  Squamous intraepithelial neoplasia, grade III

8081/2  Bowen disease

8082/3  Lymphoepithelial carcinoma

8083/3  Basaloid squamous cell carcinoma

8084/3  Squamous cell carcinoma, clear cell type

8090/3  Basal cell carcinoma

8091/3  Multifocal superficial basal cell carcinoma

8094/3  Basosquamous carcinoma

8095/3  Metatypical carcinoma

8098/3
8120/3
8121/3
8140/2
8140/3
8141/3
8246/3
8247/3
8249/3
8260/3
8390/3
8400/3
8401/3
8402/3
8403/3
8407/3
8408/3
8409/3
8430/3
8480/3
8550/3
8560/3
8562/3
8570/3
8940/3
8941/3

Adenoid basal carcinoma
Transitional cell carcinoma, NOS
Schneiderian carcinoma
Adenocarcinoma in situ, NOS
Adenocarcinoma, NOS

Scirrhous adenocarcinoma
Neuroendocrine carcinoma, NOS
Merkel cell carcinoma

Atypical carcinoid tumor

Papillary adenocarcinoma, NOS
Skin appendage carcinoma

Sweat gland adenocarcinoma
Apocrine adenocarcinoma
Nodular hidradenoma, malignant
Malignant eccrine spiradenoma
Sclerosing sweat duct carcinoma
Eccrine papillary adenocarcinoma
Eccrine poroma, malignant
Mucoepidermoid carcinoma
Mucinous adenocarcinoma

Acinar cell carcinoma
Adenosquamous carcinoma
Epithelial-myoepithelial carcinoma
Adenocarcinoma with squamous metaplasia
Mixed tumor, malignant, NOS
Carcinoma in pleomorphic adenoma
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CARCINOMA OF THE CONJUNCTIVA

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ] Bilateral (.| Left _1 Right

DEFINITIONS

Clinical Pathologic Primary Tumor (T)

O O TX Primary tumor cannot be assessed
al O To No evidence of primary tumor
0 [0 Tis Carcinoma in situ
0 O] T1 Tumor 5 mm or less in greatest dimension
O 0 T2 Tumor more than 5 mm in greatest dimension, without invasion of
adjacent structures
O O T3 Tumor invades adjacent structures, excluding the orbit
O O T4 Tumor invades the orbit with or without further extension
O O T4a Tumor invades orbital soft tissues without bone invasion
U [0 T4b  Tumor invades bone
0 Ul T4c Tumor invades adjacent paranasal sinuses
O 0 T4d  Tumor invades brain
Regional Lymph Nodes (N)
] [0 NX  Regional lymph nodes cannot be assessed
LJ O NO No regional lymph node metastasis
Ol 0 N1 Regional lymph node metastasis
Distant Metastasis (M)
U 0 MX  Distant metastasis cannot be assessed
] [0 MO  No distant metastasis
O 0 Ml Distant metastasis
Biopsy of metastatic site performed....[JY.....[ N
Source of pathologic metastatic specimen
Stage Grouping
No stage grouping is presently recommended.
Histologic Grade (G)
0 GX Grade cannot be assessed
0 G1 Well differentiated
UGz Moderately differentiated
0G3 Poorly differentiated
L G4 Undifferentiated
Residual Tumor (R)
LI RX Presence of residual tumor cannot be assessed
O Ro No residual tumor
U R1 Microscopic residual tumor
O R2 Macroscopic residual tumor

(continued on reverse side)
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MALIGNANT MELANOMA OF THE CONJUNCTIVA

Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size Laterality: (] Bilateral [ Left [J Right
DEFINITIONS
Clinical  Primary Tumor (T) Pathologic Primary Tumor (T)
Cl TX Primary tumor cannot be assessed O pTX  Primary tumor cannot be assessed
0l TO No evidence of primary tumor U pT0  No evidence of primary tumor
0 T1 Tumor of the bulbar conjunctiva O pTl1 Tumor of the bulbar conjunctiva
T2 Tumor of the bulbar conjunctiva confined to the epithelium
with corneal extension 0 pT2  Tumor of the bulbar conjunctiva not
0 T3 Tumor extending into the conjuncti- more than 0.8 mm in thickness with
val fornix, palpebral conjunctiva, or invasion of the substantia propria
caruncle | pT3 Tumor of the bulbar conjunctiva
U T4 Tumor invades the eyelid, globe, more than 0.8 mm in thickness with
orbit, sinuses, or central nervous invasion of the substantia propria or
system tumors involving palpebral or carun-
cular conjunctiva
0 pT4  Tumor invades the eyelid, globe, orbit,
sinuses, or central nervous system
Cinical Pathologic Regional Lymph Nodes (N)
0 pNX  Regional lymph nodes cannot be assessed
| [J pNO No regional lymph node metastasis
| Ll pNl1  Regional lymph node metastasis present
Distant Metastasis (M)
O [J  pMX Distant metastasis cannot be assessed
[ (J __ pMO No distant metastasis
pMI1  Distant metastasis
Biopsy of metastatic site performed....[JY.....(ON
Source of pathologic metastatic specimen
Stage Grouping

No stage grouping is presently recommended.

Histologic Grade (G)
Histopathologic grade represents the origin of the primary tumor.

0 Gx Origin cannot be assessed
U Go Primary acquired melanosis without cellular atypia
daGi Conjunctival nevus
OaGz Primary acquired melanosis with cellular atypia (epithelial disease
only)
UaGs De novo malignant melanoma
Residual Tumor (R)
U RX Presence of residual tumor cannot be assessed
O Ro No residual tumor
ORI Microscopic residual tumor
ORr2 Macroscopic residual tumor (continued on reverse side)
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MALIGNANT MELANOMA OF THE CONJUNCTIVA

Additional Descriptors Notes
For identification of special cases of TNM or pTNM classifications, the “m” Additional Desariptors
suffix and “y,” “r,” and “a” prefixes are used. Although they do not affect the Lymphatic Vessel invasion (L)
stage grouping, they indicate cases needing separate analysis. LX Lymphatic vessel invasion
U m suffix indicates the presence of multiple primary tumors in a single site |, S:ﬂﬁ;hiffml v,
and is recorded in parentheses: pT(m)NM. sion
O y prefix indicates those cases in which classification is performed during or L1 Lymphatic vessel invasion
following initial multimodality therapy. The cTNM or pTNM category is Venous Invasion (V)
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of ¥ :’S"s';‘s’s‘;i‘““s‘”“ cannot be
tumor actually present at the time of that examination. The “y” categorization vy No venous invasion
is not an estimate of tumor prior to multimodality therapy. V1 Microscopic venous inva-
O r prefix indicates a recurrent tumor when staged after a disease-free v ;l‘l‘lmmpic venous inva.

interval, and is identified by the “r” prefix: ITNM. sion
[] a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

ILLUSTRATION
Indicate on diagram primary
tumor and regional nodes

involved.

Levator muscle

Lacrimal gland Lacrimal gland

I~
Tarsal plate Tarsal plate

Orbital roof ’(UL
SO

Uvea

Conjunctiva

Eyelids
Upper

Lower

Physician’s Signature Date
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MALIGNANT MELANOMA OF THE UVEA

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: L) Bilateral [ Left [] Right
DEFINITIONS

Clinical Pathologic Primary Tumor (T)
All Uveal Melanomas

O | TX  Primary tumor cannot be assessed
[l [0 T0  No evidence of primary tumor
Iris
O g T1 Tumor limited to the iris
OJ O Tla  Tumor limited to the iris (not more than 3 clock hours in size)
O O T1b  Tumor limited to the iris (more than 3 clock hours in size)
O B Tlc  Tumor limited to iris with melanomalytic glaucoma
0 U T2  Tumor confluent with or extending into the ciliary body and/or choroid
O 0 _ T2a  Tumor confluent with or extending into the ciliary body and/or choroid with melanomalytic
glaucoma
O Ol T3 Tumor confluent with or extending into the ciliary body and/or choroid with scleral extension
[ [l T3a  Tumor confluent with or extending into the ciliary body with scleral extension and melanom-
alytic glaucoma
] O T4  Tumor with extraocular extension
Ciliary Body and Choroid
] [J T1  Tumor 10 mm or less in greatest diameter and 2.5 mm or less in greatest height (thickness) "
Cl O Tla  Tumor 10 mm or less in greatest diameter and 2.5 mm or less in greatest height (thickness)
without microscopic extraocular extension
O ] Tlb  Tumor 10 mm or less in greatest diameter and 2.5 mm or less in greatest height (thickness)
with microscopic extraocular extension
Ul ) Tlc  Tumor 10 mm or less in greatest diameter and 2.5 mm or less in greatest height (thickness)
with macroscopic extraocular extension
[l O T2 Tumor greater than 10 mm but not more than 16 mm in greatest basal diameter and between
2.5 and 10 mm in maximum height (thickness)"”
] O T2a  Tumor 10 mm to 16 mm in greatest basal diameter and between 2.5 and 10 mm in maximum
height (thickness) without microscopic extraocular extension
[l 0 T2b  Tumor 10 mm to 16 mm in greatest basal diameter and between 2.5 and 10 mm in maximum
height (thickness) with microscopic extraocular extension
[ U T2c  Tumor 10 mm to 16 mm in greatest basal diameter and between 2.5 and 10 mm in maximum
height (thickness) with macroscopic extraocular extension
O | T3 Tumor more than 16 mm in greatest diameter and/or greater than 10 mm in maximum height
(thickness) without extraocular extension'"
] | T4  Tumor more than 16 mm in greatest diameter and/or greater than 10 mm in maximum height
(thickness) with extraocular extension
Regional Lymph Nodes (N) Notes
[JNX  Regional lymph nodes cannot be assessed e ol Gancion and apie!
D NO No regional lymph node metastasis the largest tumor didlmclcr shm.dd_ be
LINI  Regional lymph node metastasis bt he o Dyt -
mated in optic disc diameters (dd)
Distant Metastasis (M) (average: l‘dd=l‘5'mm'). The height
[(JMX Distant metastasis cannot be assessed e ?‘Ji‘;:?;’!i‘f '.'L.:f;ﬁ“’%fiin‘?;;fl;
[JMO  No distant metastasis such a5 ultrasonography, visualiza-
CJM1  Distant metastasis e 1o provele e et
Biopsy of metastatic site performed........ gy...OON surements.
Source of pathologic metastatic specimen (continued on reverse side)
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RETINOBLASTOMA

Hospital Name/Address

Patient Name/Information

Type of Specimen Histopathologic Type
Tumor Size Laterality: U Bilateral UJ Left _1 Right
DEFINITIONS
Pathologic Primary Tumor (T) Qinical  Primary Tumor (T)
d pTX Primary tumor cannot be assessed ] TX  Primary tumor cannot be assessed
O pTO  No evidence of primary tumor 0 TO0  No evidence of primary tumor
0 pT1l  Tumor confined to the retina, vitreous, or a T1  Tumor confined to the retina (no vitreous
subretinal space. No optic nerve or choroidal seeding or significant retinal detachment)
invasion | Tla  Any eye in which the largest tumor is less
O pT2 Minimal invasion of the optic nerve and/or than or equal to 3 mm in height and no
optic coats tumor is located closer than 1 DD (1.5 mm)
O pT2a Tumor invades optic nerve up to, but not to the optic nerve or fovea
through, the level of the lamina cribrosa O Tlb  All other eyes in which the tumor(s) are
0 pT2b Tumor invades choroid focally confined to the retina regardless of location
0 pT2c Tumor invades optic nerve up to, but not or size (up to half the volume of the eye).
through, the level of the lamina cribrosa and No vitreous seeding. No retinal detachment
invades the choroid focally or subretinal fluid >5 mm from the base of
pT3 Significant invasion of the optic nerve the tumor
and/or optic coats T2  Tumor with contiguous spread to adjacent
O pT3a Tumor invades optic nerve through the level tissues or spaces (vitreous or subretinal space)
of the lamina cribosa but not to the line of T2a  Minimal tumor spread to vitreous and/or sub-
resection retinal space. Fine local or diffuse vitreous
O pT3b Tumor massively invades the choroid seeding and/or serous retinal detachment up
O pT3c Tumor invades the optic nerve through the to total detachment may be present, but no
level of the lamina cribosa but not to the line clumps, lumps, snowballs, or avascular mass-
of resection and massively invades the es are allowed in the vitreous or subretinal
choroid space. Calcium flecks in the vitreous or sub-
[ pT4  Extraocular extension which includes: retinal space are allowed. The tumor may fill
« Tumor invades optic nerve to the line of up to 2/3 the volume of the eye.
resection ‘ d T2b  Massive tumor spread to the vitreous and/ or
« Tumor invades the orbit through the sclera subretinal space. Vitreous seeding and/or sub-
* Tumor extends both anteriorly or posteriorly retinal implantation may consist of lumps,
into the orbit clumps, snowballs, or avascular tumor masses.
* Extension into the brain Retinal detachment may be total. Tumor may
* Extension into the subarachnoidal space of fill up to 2/3 the volume of the eye.
the optic nerve | T2c  Unsalvageable intraocular disease. Tumor
+ Extension to the apex of the orbit fills more than 2/3 the eye or there is no
« Extension to, but not through, the chiasm, or possibility of visual rehabilitation or one or
* Extension into the brain beyond the chiasm more of the following are present:
« Tumor-associated glaucoma, either neovascu-
lar or angle closure; « Anterior segment exten-
sion of tumor; + Ciliary body extension of tumor;
« Hyphema (significant); » Massive vitreous
hemorrhage; + Tumor in contact with lens;
* Orbital cellulitis-like clinical presentation
(massive tumor necrosis)
O T3 Invasion of the optic nerve and/or optic coats
O T4  Extraocular Tumor

(continued on reverse side)
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RETINOBLASTOMA

NX  Regional lymph nodes cannot be assessed

Pathologic Regional Lymph Nodes (N) Clinical  Regional Lymph Nodes (N)
] pNX Regional lymph nodes cannot be assessed L
L PNO No regional lymph node metastasis NO  No regional lymph node involvement

——

PN1 Regional lymph node metastasis

O oo
z

Distant Metastasis (M) Distant Metastasis (M)

Regional lymph node involvement
(preauricular, submandibular, or cervical)
N2  Distant lymph node involvement

OJ pMX Distant metastasis cannot be assessed O MX  Distant metastasis cannot be assessed
] pMO  No distant metastasis _ O MO  No distant metastasis
L] pM1 Distant metastasis 0 M1  Metastases to central nervous system, and/or
[ ] pMla Bone marrow bone, bone marrow, or other sites
L] pM1b Other sites
Biopsy of metastatic site performed
.................................................... Yy ......0ON
Source of pathologic metastatic specimen
Stage Grouping Notes
No applicable stage grouping for pathological or clinical. Additionai Descriptors
Residual Tumor (R) Lymphatic Vessel Invasion (L)
O RX  Presence of residual tumor cannot be assessed LX Lymphatic vessel invasion
ORO  No residual tumor cannot be assessed
OR]  Microscopic residual tumor Lo No lymphatic vessel inva-
OR2  Macroscopic residual tumor slon o
h L1 Lymphatic vessel invasion
Add_ition;l Dgscriptors . ' ) Venous Invasion (V)
For identification of special cases of TNM or pTNM classifications, the “m” suffix  vx Venous invasion cannot be
and “y;” “r,” and “a” prefixes are used. Although they do not affect the stage assessed
grouping, they indicate cases needing separate analysis. V0 No venous invasion
O m suffix indicates the presence of multiple primary tumors in a single site and is VI Microscopic venous inva-
recorded in parentheses: pT(m)NM. sion
[0 y prefix indicates those cases in which classification is performed during or following V2 Macroscopic venous inva-
initial multimodality therapy. The cTNM or pTNM category is identified by a “y” sion
prefix. The ycTNM or ypTNM categorizes the extent of tumor actually present at the
time of that examination. The “y” categorization is not an estimate of tumor prior to
multimodality therapy.
{0 r prefix indicates a recurrent tumor when staged after a disease-free interval, and is
identified by the “r” prefix: rTNM.
[ a prefix designates the stage determined at autopsy: aTNM.
Prognostic Indicators (if applicable)
ILLUSTRATION

Indicate on diagrams and
describe exact location and
characteristics of tumor.

Physician’s Signature

Date
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CARCINOMA OF THE LACRIMAL GLAND

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: [ Bilateral [ Left [ Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
0 0 TX Primary tumor cannot be assessed
O 0 To No evidence of primary tumor
[ 0 T1 Tumor 2.5 cm or less in greatest dimension, limited to the lacrimal
0 O gland
[ 0 T2 Tumor more than 2.5 cm but not more than 5 cm in greatest
dimension, limited to the lacrimal gland
O U T3 Tumor invades the periosteum
O ] T3a Tumor not more than 5 cm invades the periosteum of the lacrimal
gland fossa
| Ol T3b  Tumor more than 5 cm in greatest dimension with periosteal invasion
CJ 00 T4 Tumor invades the orbital soft tissues, optic nerve, or globe with or
without bone invasion; tumor extends beyond the orbit to adjacent
structures, including brain
Regional Lymph Nodes (N)
O O NX Regional lymph nodes cannot be assessed
[l [l NO No regional lymph node metastasis
Ol ol N1 Regional lymph node metastasis
Distant Metastasis (M)
CJ O MX  Distant metastasis cannot be assessed
O O MO No distant metastasis
| [J M1 Distant metastasis

Biopsy of metastatic site performed.... JY.....[ON
Source of pathologic metastatic specimen

Stage Grouping
No stage grouping is presently recommended.

Histologic Grade (G)

0O Gx Grade cannot be assessed
O G1 Well differentiated
UGz Moderately differentiated: includes adenoid cystic carcinoma

without baseloid (solid) pattern

-1G3 Poorly differentiated: includes adenoid cystic carcinoma with

baseloid (solid) pattern

1G4 Undifferentiated

Residual Tumor (R)

O RX Presence of residual tumor cannot be assessed
RO No residual tumor

LIR1 Microscopic residual tumor

(OR2 Macroscopic residual tumor

(continued on reverse side)
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CARCINOMA OF THE LACRIMAL GLAND e

Additional Descriptors Notes

For identification of special cases of TNM or pTNM classifications, the  Additional Descriptors

“m” suffix and “y,” “r,” and “a” prefixes are used. Although they do not Lymphatic Vessel Invasion (L)
affect the stage grouping, they indicate cases needing separate analysis. LX Lymphatic vessel invasion

N . . . . . cannot be assessed
[ m suffix indicates the presence of multiple primary tumors in a single site |, lymphatic vessel inva-

and is recorded in parentheses: pT(m)NM. sion

L] y prefix indicates those cases in which classification is performed during or L1 Lymphatic vessel invasion
following initial multimodality therapy. The cTNM or pTNM category is  Venous Invasion (V)
identified by a “y” prefix. The ycTNM or ypTNM categorizes the extent of '~ ::':s“;i“"“"’“ cannot be
tumor actually present at the time of that examination. The “y” categoriza- vo No venous invasion
tion is not an estimate of tumor prior to multimodality therapy. V1 Microscopic venous inva-

[ r prefix indicates a recurrent tumor when staged after a disease-free v2 ‘:\;‘;‘;roscopk venous inva-
interval, and is identified by the “r” prefix: r'TNM. sion

[ a prefix designates the stage determined at autopsy: aTNM.

Prognostic Indicators (if applicable)

ILLUSTRATION Levator muscle
Indicate on diagram primary
tumor and regional nodes
involved.

Lacrimal gland Lacrimal gland

™~ Tarsal plate

fl

Tarsal plate <7

Orbital roof L\
1% /

N

Physician’s Signature Date
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SARCOMA OF THE ORBIT

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: ] Bilateral O Left O] Right
DEFINITIONS
Clinical Pathologic Primary Tumor (T)
0l 0 TX Primary tumor cannot be assessed
U 0 To No evidence of primary tumor
] ] Ti1 Tumor 15 mm or less in greatest dimension
0 0 T2 Tumor more than 15 mm in greatest dimension without invasion of
globe or bony wall
O O T3 Tumor of any size with invasion of orbital tissues and/or bony walls
O 0O T4 Tumor invasion of globe or periorbital structure, such as eyelids,
temporal fossa, nasal cavity and paranasal sinuses, and/or central
nervous system
Regional Lymph Nodes (N)
0 [J NX Regional lymph nodes cannot be assessed
0] 0 No No regional lymph node metastasis
L O NI Regional lymph node metastasis
Distant Metastasis (M)
0l [0 MX  Distant metastasis cannot be assessed
O 1 Mo No distant metastasis
O U M1 Distant metastasis

Biopsy of metastatic site performed.... (Y ......(ON
Source of pathologic metastatic specimen

Stage Grouping
No stage grouping is presently recommended.

Histologic Grade (G)

O Gx Grade cannot be assessed
C G1 Well differentiated

0 G2 Moderately differentiated
0OG3 Poorly differentiated
0G4 Undifferentiated

Residual Tumor (R)

U RX Presence of residual tumor cannot be assessed
1RO No residual tumor

OR1 Microscopic residual tumor

O R2 Macroscopic residual tumor

(continued on reverse side)
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TABLE 47.2. Histologies for brain and spinal cord tumors: WHO classification of tumors of the nervous system

Tumors of Neuroepithelial Tissue

Astrocytic tumors

Diffuse astrocytoma 9400/3'
Fibrillary astrocytoma 9420/3
Protoplasmic astrocytoma 9410/3
Gemistocytic astrocytoma 9411/3

Anaplastic astrocytoma 9401/3

Glioblastoma 9440/3
Giant cell glioblastoma 9441/3
Gliosarcoma 9442/3

Pilocytic astrocytoma 9421/3

Pleomorphic xanthoastrocytoma 9424/3

Subependymal giant cell
astrocytoma 9384/1

Oligodendroglial tumors

Oligodendroglioma 9450/3

Anaplastic oligodendroglioma 9451/3

Mixed gliomas

Oligoastrocytoma 9382/3

Anaplastic oligoastrocytoma 9382/3

Ependymal tumors '

Ependymoma 9391/3
Cellular 9391/3
Papillary 9393/3
Clear cell 9391/3
Tanycytic 9391/3

Anaplastic ependymoma 9392/3

Myxopapillary ependymoma 9394/1

Subependymoma 9383/1

Choroid plexus tumors

Choroid plexus papilloma 9390/0

Choroid plexus carcinoma 9390/3

Glial tumors of uncertain origin

Astroblastoma 9430/3

Gliomatosis cerebri 9381/3

Chordoid glioma of the third
ventricle 9444/1

Neuronal and mixed neuronal-glial tumors

Gangliocytoma 9492/0
Dysplastic gangliocytoma of

cerebellum (Lhermitte-Duclos) 9493/0
Desmoplastic infantile

astrocytoma/ganglioglioma 9412/1
Dysembryoplastic neuroepithelial

tumor 9413/0
Ganglioglioma 9505/1
Anaplastic ganglioglioma 9505/3
Central neurocytoma 9506/1
Cerebellar liponeurocytoma 9506/1
Paraganglioma of the filum

terminale 8680/1
Neuroblastic tumors
Olfactory neuroblastoma

(aesthesioneuroblastoma) 9522/3
Olfactory neuroepithelioma 9523/3

Neuroblastomas of the adrenal
gland and sympathetic nervous

system 9500/3
Pineal parenchymal tumors
Pineocytoma 9361/1
Pineoblastoma 9362/3
Pineal parenchymal tumor of
intermediate differentiation 9362/3
Embryonal tumors
Medulloepithelioma 9501/3
Ependymoblastoma 9392/3
Medulloblastoma 9470/3
Desmoplastic medulloblastoma 9471/3
Large cell medulloblastoma 9474/3
Medullomyoblastoma 9472/3
Melanotic medulloblastoma 9470/3
Supratentorial primitive
neuroectodermal tumor (PNET)  9473/3
Neuroblastoma 9500/3
Ganglioneuroblastoma 9490/3
Atypical teratoid/rhabdoid tumor 9508/3
Tumors of Peripheral Nerves
Schwannoma
(neurilemmoma, neurinoma) 9560/0
Cellular 9560/0
Plexiform 9560/0
Melanotic 9560/0
Neurofibroma 9540/0
Plexiform 9550/0
Perineurioma 9471/0
Intraneural perineurioma 9571/0
Soft tissue perineurioma 9571/0
Malignant peripheral nerve
sheath tumor (MPNST) 9540/3
Epithelioid 9540/3
MPNST with divergent
mesenchymal and / or epithelial
differentiation 9540/3
Melanotic 9540/3
Melanotic psammomatous 9540/3
Tumors of the Meninges
Tumors of meningothelial cells
Meningioma 9530/0
Meningothelial 9531/0
Fibrous (fibroblastic) 9532/0
Transitional (mixed) 9537/0
Psammomatous 9533/0
Angiomatous 9534/0
Microcystic 9530/0
Secretory 9530/0
Lymphoplasmacyte-rich 9530/0
Metaplastic 9530/0
Clear cell 9538/1
Chordoid 9538/1
Atypical 9539/1

Papillary
Rhabdoid
Anaplastic meningioma

9538/3
9538/3
9530/3

Mesenchymal, non-meningothelial tumors

Lipoma 8850/0
Angiolipoma 8861/0
Hibernoma 8880/0
Liposarcoma (intracranial) 8850/3
Solitary fibrous tumor 8815/0
Fibrosarcoma 8810/3
Malignant fibrous histiocytoma 8830/3
Leiomyoma 8890/0
Leiomyosarcoma 8890/3
Rhabdomyoma 8900/0
Rhabdomyosarcoma 8900/3
Chondroma 9220/0
Chondrosarcoma 9220/3
Osteoma 9180/0
Osteosarcoma 9180/3
Osteochondroma 9210/0
Hemangioma 9120/0
Epithelioid hemangioendothelioma  9133/1
Hemangiopericytoma 9150/1
Angiosarcoma 9120/3
Kaposi sarcoma 9140/3
Primary melanocytic lesions

Diffuse melanocytosis 8728/0
Meningeal melanocytoma 8728/1
Malignant melanoma 8720/3
Meningeal melanomatosis 8728/3
Tumors of uncertain histogenesis
Hemangioblastoma 9161/1

Lymphomas & Haemopoietic Neoplasms

Malignant lymphomas

(not otherwise specified) 9590/3
Plasmacytoma 9731/3
Granulocytic sarcoma 9930/3
Germ Cell Tumors
Germinoma 9064/3
Embryonal carcinoma 9070/3
Yolk sac tumor 9071/3
Choriocarcinoma 9100/3
Teratoma 9080/1

Mature 9080/0

Immature 9080/3

Teratoma with malignant

transformation 9084/3
Mixed germ cell tumor 9085/3
Tumors of the Sellar Region
Craniopharyngioma 9350/1

Adamantinomatous 9351/1

Papillary 9352/1
Granular cell tumor 9582/0

Metastatic Tumors

'Morphology code of the International Classification of Diseases for Oncology (ICD-O) and the Systematized Nomenclature of Medicine (SNOMED). Behavior
is Coded /0 for benign tumors, /1 for low or uncertain malignant potential or borderline malignancy, /2 for in situ lesions, and /3 for malignant tumors.

Source: P. Kleihues and W. Cavenee (Eds.), World Health Organization Classification of Tumours: Pathology and Genetics. Tumours of the Nervous System
(Lyon: International Agency for Research on Cancer, 2000).
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LYMPHOID NEOPLASMS

Hospital Name/Address Patient Name/Information
Type of Specimen Histopathologic Type
Tumor Size Laterality: L. Bilateral U] Left L Right
Site
[J Nodal
(! Extranodal
Multiple Nodal Chains ........ccccccovurunnen. ay...N
Laterality (if applicable)
O Bilateral
UJ Left
0 Right

OoonO

Histopathologic Type

Working Formulation

REAL Classification

T-Cell and Putative NK-Cell Neoplasms

Ann Arbor Stage

Stage I Involvement of a single lymph node region (I}, or localized involve-
ment of a single extralymphatic organ or site in the absence of any lymph
node involvement (IE) (rare in Hodgkin lymphoma).

Stage II: Involvement of two or more lymph node regions on the same side
of the diaphragm (II), or localized involvement of a single extralymphatic
organ or site in association with regional lymph node involvement with or
without involvement of other lymph node regions on the same side of the
diaphragm (IIE). The number of regions involved may be indicated by a
subscript, for example, 115,

Stage 11I: Involvement of lymph node regions on both sides of the
diaphragm (III), which also may be accompanied by extralymphatic exten-
sion in association with adjacent lymph node involvement (IIIE) or by
involvement of the spleen (II1;) or both (III, ).

Stage IV: Diffuse or disseminated involvement of one or more extralymphatic
organs, with or without associated lymph node involvement; or isolated
extralymphatic organ involvement in the absence of adjacent regional lymph
node involvement, but in conjunction with disease in distant site(s). Any
involvement of the liver or bone marrow, or nodular involvement of the
lung(s). The location of Stage IV disease is identified further by designating
the specific site.

(continued on reverse side)
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Prognostic Factors

Ann Arbor Stage
Ann Arbor Stage
LDH

Age

Extranodal Disease
Performance Status

IPI Score
[J 0-1 point
[1 2 points
L] 3 points
[J 4-5 points

LYMPHOID NEOPLASMS

Adverse Risk

IITor IV

Greater than maximum normal value
60 or older

More than 1 site of extranodal disease
Depressed performance status,

ECOG 2 or greater

Low

Low Intermediate
High Intermediate
High

Score

1 point (1
1 point (J
1 point J
1 point

1 point [
Total

Physician’s Signature

Date
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