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GENERAL GUIDELINES

1. Is there any resource for asking questions in Canada in order to follow CCR staging guidelines?
Answer: At this time, any AJCC TNM 8th edition questions should be submitted to CAnswer Forum and it is recommended, if possible, that the questions and responses be shared within your PTCR to continue the education process on TNM staging. In addition, other educational opportunities could be accessed including the NAACCR Cancer Registry and Surveillance webinars, SEER educate, and NCRA sessions.

2. Can you provide examples of when it is okay to leave T, N and/or M blank?
Answer: 
· The most common situation when all 3 categories of T, N, and M are left blank is when the criteria for classification is not met. 
· An example that doesn’t meet the criteria for Clinical classification is when an incidental prostate primary is found upon cystoprostatectomy for a bladder primary, the clinical T, N, and M categories are left blank and the clinical stage group is assigned “99” for unknown. 
· An example that doesn’t meet the criteria for Pathological classification is many lung cases that are only diagnosed clinically and there is no surgery of the primary site, no biopsy of the highest T and highest N, or no microscopic proof of distant metastasis. For these clinical lung cases, the pathological T, N, and M are left blank and the pathological stage group is assigned “99” for unknown.
· One or more of T, N, or M are left blank when the criteria for classification are met but the information for the category is not known to the registrar:
· A more common example of this is if a prostate primary is diagnosed and workup, including CT and bone scan, are negative BUT the registrar does not have any information regarding the digital rectal examination (DRE). The clinical T would be left blank, N0, M0 for clinical stage group “99” (unknown) unless the grade group is 5 which would then allow clinical stage group to be assigned 3C.

3. If mets are proven microscopically during diagnostic workup, how is the clinical M category assigned?
Answer: Remember that for the clinical categories, the T and N can ONLY be cT_ and cN; however, the M can be a cM0, cM1 or a pM1 (pM0 does not exist). If a potential metastatic site is proven positive microscopically, it is assigned a pM1 even if also confirmed clinically on physical exam and/or imaging as it is more important to know that the metastatic site was confirmed microscopically during the clinical work-up. 

4. Can we code suspicious lymphovascular invasion (LVI) as positive?
Answer: No, the guidelines have not changed and suspicious lymphovascular invasion (without any further determination of negativity/positivity) is coded to 9 (unknown).

5. Could you clarify the use of autopsy information in staging when treatment is given and not given? 
Answer: 
· An incidental finding of malignancy on autopsy is not captured in any of clinical, pathological or post therapy TNM fields. This is a separate classification of autopsy TNM (aTNM) and there is currently no way to capture this information. Leave the clinical, pathological and post therapy T, N, and M fields blank and assign “99” (unknown) in the clinical and pathological stage group fields.
· If a patient is diagnosed and dies before/without any treatment, autopsy findings are included in the clinical stage fields (similar to exploratory surgery findings) provided it’s within 4 months of diagnosis and before any progression. 
· If a patient is diagnosed and dies after systemic and/or radiation therapy, autopsy findings are not included.
· If a patient is diagnosed and dies after surgery to the primary site, autopsy findings are included as part of the pathological stage if within the pathological timeframe.
The question on how autopsy findings can be used in staging was asked in preparation for the CPAC TNM 8th Edition Training and can be found with the following link:
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/principles-of-ca-staging-and-general-info-chapters-1-4/principles-of-cancer-staging-chapter-1/80291-autopsy-for-8th-edition

6. For a case that meets both clinical and pathological criteria by microscopic proof of a metastatic site, we would assign cT_ cN_ pM1 Stage Group 4 in both the clinical and pathological fields. However, if a regional lymph node is also proven positive during the clinical work-up, is this a cN for clinical staging and pN for pathological staging? 
Answer: No, remember that in order to have a pN there has to be a pT based on a primary tumour resection. This question was also verified in CAnswer Forum:
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/principles-of-ca-staging-and-general-info-chapters-1-4/principles-of-cancer-staging-chapter-1/83262-pm1-used-for-clinical-and-pathological-stage-iv-and-suffixes
7. The Post Therapy M category remains the same as assigned during the clinical stage prior to neoadjuvant treatment; however, what was the exception and could you provide an example?
Answer: The exception is when the clinical M category is cM0 but a distant metastasis is discovered upon resection of the primary tumour after neoadjuvant therapy, the Post Therapy M category is assigned as pM1 (not cM0). The example is provided in the following CAnswer Forum link:
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/gynecologic-sites-chapters-33-39/82316-periumbilical-mets-found-during-surgery-for-ovarian-cancer


BREAST

1. What if the biomarkers (ER, PR, and HER2) are performed on both biopsy and resection and are different?
Answer: In practice, the biomarkers are usually performed on the biopsy and can be used for both the clinical staging and pathological staging. Also, if the biomarkers are only performed on the primary tumour resection, it has been confirmed that those biomarkers can be used for both the clinical staging and pathological staging. However, for the scenario in which biomarkers are performed on both the biopsy and on the resection specimens and are found to be different, the CAnswer Forum query below indicates that the biomarkers performed on the biopsy are used for clinical staging and the biomarkers performed on the resection are used for the pathological staging.
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/breast-chapter-48/breast-chapter-48-aa/82745-her-2-equivocal-on-biopsy-specimen-her-2-positive-on-segmental-mastectomy-specimen

2. For Tis do you include the (DCIS) and (Paget)?
Answer: Yes, if a case is only ductal carcinoma in situ, then it is cTis(DCIS) and/or pTis(DCIS) as applicable for the case. If a case is only Paget disease, then it is cTis(Paget) and/or pTis(Paget) as applicable for the case. If a case is Paget disease with underlying DCIS, the DCIS has priority and assigned cTis(DCIS) and/or pTis(DCIS) as applicable for the case.


PROSTATE

1. [bookmark: _GoBack]If there is no digital rectal examination (DRE) and only clinical mets, can a prostate case be staged clinically since DRE is needed to meet the criteria of clinical staging?
Answer: Yes, provided that a diagnosis of malignancy has been provided. Remember that the DRE is needed for the clinical T category but that imaging can be used to determine the clinical N and clinical M categories. If a metastatic site was confirmed on imaging but there was no DRE, the clinical T would be left blank (not T0 or TX as the registrar does not have information on the DRE) but the clinical M is assigned cM1 (subcategory as applicable) for clinical stage group 4B.
2. If there is only an elevated PSA and positive needle core biopsy but no DRE information, can we assign cT1c?
Answer: No, without the DRE information and just an elevated PSA and positive needle core biopsy, the clinical T, N, and M categories would be left blank and clinical stage group would be assigned “99” (unknown). Remember that the clinical T category is based on the DRE information and, without that information, the clinical T cannot be assigned by the registrar. Since there is no other work-up information such as CT or bone scan, then the clinical N and M would also be blank as the registrar does not have any information to assign those categories.
This was confirmed after the training session on CAnswer Forum: 
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/male-genital-organs-chapters-57-59/prostate-chapter-58/85679-psa-and-biopsy-but-no-dre-info


OVARY

1. With the words “histologically confirmed” in the description for N1, do the lymph nodes have to be microscopically confirmed in order to assign N1, N1a or N1b? 
[bookmark: _Hlk532721599]Answer: There actually is a CAnswer Forum question (see below) posted regarding this issue and the response is basically “no”. The note regarding “histologically confirmed” is for pN. You may still assign cN based on imaging for clinical stage. It is recommended to cross off “histologically confirmed” as it isn’t any different than most other schemas.
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/female-reproductive-organs-chapters-49-56/ovary-fallopian-tube-and-primary-peritoneal-carcinoma-chapter-55/84393-n1-positive-retroperitoneal-lymph-nodes-only-histologically-confirmed
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