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PREFACE

In the seventh edition of the TNM Classification many
of the tumour sites have remained unchanged from
the sixth edition." However, some tumour entities
and anatomic sites have been newly introduced and
some tumours contain modifications: this follows the
basic philosophy of maintaining stability of the clas-
sification over time. The modifications and additions
reflect new data on prognosis, as well as new meth-
ods for assessing prognosis.? Some changes have
already appeared in the TNM Supplement® as propos-
als. Subsequent support warrants their incorporation
into the classification.

The major alterations concern carcinomas of the
oesophagus and the oesophagogastric junction, stom-
ach, lung, appendix, biliary tract, skin carcinoma, and
prostate. There are several new classifications: gas-
trointestinal carcinoids (neuroendocrine tumours),
gastrointestinal stromal tumour, upper aerodigestive
mucosal melanoma, Merkel cell carcinoma, uterine
sarcomas, intrahepatic cholangiocarcinoma, and adre-
nal cortical carcinoma.

A new approach has been adopted to separate
stage groupings from prognostic groupings in which
other prognostic factors are added to T, N, and M
categories. These new prognostic groupings are pre-
sented for oesophagus and prostate.

Except for the presentation of both stage group-
ings and prognostic groupings at the sites mentioned
above, the International Union Against Cancer (UICC)
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TNM Classification is identical to that published by the
American Joint Committee on Cancer (AJCC).* This is
the result of the intent to have only one standard and
reflects the collaborative efforts made by all national
TNM committees to achieve uniformity in this field.

Changes made between the sixth and seventh edi-
tions are indicated by a bar at the left-hand side of
the text. To avoid ambiguity, users are encouraged to
cite the year of the TNM publication they have used
in their list of references.

A TNM homepage on the Internet with Frequently
Asked Questions (FAQs) and a form for submitting
questions or comments on the TNM can be found at:
http://www.uicc.org.

The UICC's TNM Prognostic Factors Project has insti-
tuted a process for evaluating proposals to improve
the TNM Classification. This procedure aims at a con-
tinuous systematic approach composed of two arms:
(1) procedures to address formal proposals from inves-
tigators, and (2) a periodic literature search for articles
concerning improvements to TNM. The proposals and
results of the literature search are evaluated by mem-
bers of a UICC panel of experts as well as by the TNM
Prognostic Factors Project Committee members. The
national TNM Committees including the American
Joint Committee on Cancer participated in this process.
More details and a checklist that will facilitate the for-
mulation of proposals can be obtained at http://www.
uicc.org.

International Union Against Cancer (UICC)
62, route de Frontenex

CH-1207 Geneva, Switzerland

Fax ++41 22 8091810
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INTRODUCTION

The History of the TNM System

The TNM System for the classification of malignant
tumours was developed by Pierre Denoix (France)
between the years 1943 and 1952."

In 1950, the UICC appointed a Committee on
Tumour Nomenclature and Statistics and adopted, as
a basis for its work on clinical stage classification, the
general definitions of local extension of malignant
tumours suggested by the World Health Organization
(WHO) Sub-Committee on The Registration of Cases
of Cancer as well as Their Statistical Presentation.?

In 1953, the Committee held a joint meeting with
the International Commission on Stage-Grouping in
Cancer and Presentation of the Results of Treatment
of Cancer appointed by the International Congress of
Radiology. Agreement was reached on a general tech-
nique for classification by anatomical extent of the
disease, using the TNM system.

In 1954, the Research Commission of the UICC set
up a special Committee on Clinical Stage Classification
and Applied Statistics to ‘pursue studies in this field

"Denoix PF. Nomenclature des cancers. Bull Inst Nat Hyg (Paris)
1944:69-73; 1945:82-84; 1950:81-84; 1952:743-748.

2World Health Organization. Technical Report Series, Number
53, July 1952, pp. 47-48.
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and to extend the general technique of classification
to cancer at all sites'.

In 1958, the Committee published the first recom-
mendations for the clinical stage classification of can-
cers of the breast and larynx and for the presentation
of results.?

A second publication in 1959 presented revised pro-
posals for the breast, for clinical use and evaluation
over a 5-year period (1960-1964).*

Between 1960 and 1967, the Committee published
nine brochures describing proposals for the clas-
sification of 23 sites. It was recommended that the
classification proposals for each site be subjected to
prospective or retrospective trial for a 5-year period.

In 1968, these brochures were combined in a
booklet, the Livre de Poche® and a year later, a com-
plementary booklet was published detailing recom-
mendations for the setting-up of field trials, for the
presentation of end results and for the determination
and expression of cancer survival rates.® The Livre de
Poche was subsequently translated into 11 languages.

3International Union Against Cancer (UICC). Committee on Clin-
ical Stage Classification and Applied Statistics. Clinical Stage
Classification and Presentation of Results, Malignant Tumours
of the Breast and Larynx. Paris; 1958.

4International Union Against Cancer (UICC). Committee on
Stage Classification and Applied Statistics. Clinical Stage Classi-
fication and Presentation of Results, Malignant Tumours of the
Breast. Paris; 1959.

*International Union Against Cancer (UICC). TNM Classification
of Malignant Tumours. Geneva; 1968.

5International Union Against Cancer (UICC). TNM General Rules.
Geneva; 1969
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In 1974 and 1978, second and third editions’® were
published containing new site classifications and
amendments to previously published classifications.
The third edition was enlarged and revised in 1982. It
contained new classifications for selected tumours of
childhood. This was carried out in collaboration with
La Societe Internationale d’Oncologie Pediatrique
(SIOP). A classification of ophthalmic tumours was
published separately in 1985.

Over the years some users introduced variations in
the rules of classification of certain sites. In order to
correct this development, the antithesis of standardi-
zation, the national TNM committees in 1982 agreed
to formulate a single TNM. A series of meetings
was held to unify and update existing classifications
as well as to develop new ones. The result was the
fourth edition of TNM.®

In 1993, the project published the TNM Supple-
ment."® The purpose of this work was to promote
the uniform use of TNM by providing detailed expla-
nations of the TNM rules with practical examples. It
also included proposals for new classifications and

"International Union Against Cancer (UICC). TNM Classification
of Malignant Tumours, 2nd ed. Geneva; 1974.

8 International Union Against Cancer (UICC): TNM Classification
of Malignant Tumours, 3rd ed. Harmer MH, ed. Geneva; 1978.
Enlarged and revised 1982.

? International Union Against Cancer (UICC). TNM Classification
of Malignant Tumours, 4th ed. Hermanek P, Sobin LH, eds.
Heidelberg: Springer; 1987. Revised 1992.

© International Union Against Cancer (UICC). TNM Supplement.
A Commentary on Uniform Use. Hermanek P, Henson DE,
Hutter RVP, et al., eds. Heidelberg: Springer; 1993.
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optional expansions of selected categories. Second
and third editions appeared in 2001'" and 2003."

In 1995, the project published Prognostic Factors in
Cancer,” a compilation and discussion of prognostic
factors in cancer, both anatomic and non-anatomic, at
each of the body sites. This was expanded in the sec-
ond edition in 2001 with emphasis on the relevance
of different prognostic factors. The subsequent third
edition in 2006" attempted to refine this by provid-
ing evidence-based criteria for relevance.

The present seventh edition of TNM Classification con-
tains rules of classification and staging that correspond
with those appearing in the seventh edition of the AJCC
Cancer Staging Manual (2009)'® and have approval of
all national TNM committees. These are listed on pages.
xv—xvi., together with the names of members of the
UICC committees who have been associated with the
TNM system. The UICC recognizes the need for stability

""International Union Against Cancer (UICC). TNM Supple-
ment. A Commentary on Uniform Use, 2nd ed. Wittekind Ch,
Henson DE, Hutter RVP, et al., eds. New York: Wiley; 2001.

2International Union Against Cancer (UICC). TNM Supplement.
A Commentary on Uniform Use, 3rd ed. Wittekind Ch, Green
FL, Henson DE, et al., eds. New York: Wiley; 2003.

?International Union Against Cancer (UICC). Prognostic Factors
in Cancer. Hermanek P, Gospodarowicz MK, Henson DE, et al.,
eds. Berlin, Heidelberg, New York: Springer; 1995.

"“International Union Against Cancer (UICC). Prognostic Factors
in Cancer, 2nd ed. Gospodarowicz MK, Henson DE, Hutter RVP,
et al., eds. New York: Wiley; 2001.

*International Union Against Cancer (UICC). Prognostic Factors
in Cancer, 3rd ed. Gospodarowicz MK, O’Sullivan B, Sobin LH,
eds. New York: Wiley; 2006.

'® American Joint Committee on Cancer (AJCC). AJCC Cancer
Staging Manual, 7th ed. Edge SB, Byrd DR, Carducci MA, et al.,
eds. New York: Springer; 2009.
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in the TNM classification so that data can be accumu-
lated in an orderly way over reasonable periods of time.
Accordingly, it is the intention that the classifications
published in this booklet should remain unchanged
until some major advances in diagnosis or treatment
relevant to a particular site requires reconsideration of
the current classification.

To develop and sustain a classification system
acceptable to all requires the closest liaison between
national and international committees. Only in this
way will all oncologists be able to use a ‘common
language’ in comparing their clinical material and in
assessing the results of treatment. While the classifi-
cation is based on published evidence, in areas of con-
troversy it is based on international consensus.

The continuing objective of the UICC is to achieve
common consent in the classification of anatomical
extent of disease.

The Principles of the TNM System

The practice of dividing cancer cases into groups
according to so-called stages arose from the fact
that survival rates were higher for cases in which
the disease was localized than for those in which the
disease had extended beyond the organ of origin.
These groups were often referred to as early cases and
late cases, implying some regular progression with
time. Actually, the stage of disease at the time of diag-
nosis may be a reflection not only of the rate of growth
and extension of the neoplasm but also of the type of
tumour and of the tumour-host relationship.
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The anatomical staging of cancer is hallowed by
tradition, and for the purpose of analysis of groups
of patients it is often necessary to use such a method.
The UICC believes that it is important to reach agree-
ment on the recording of accurate information on
the anatomical extent of the disease for each site,
because the precise clinical description of malignant
neoplasms and histopathological classification may
serve a number of related objectives, namely:

. To aid the clinician in the planning of treatment

. To give some indication of prognosis

. To assist in evaluation of the results of treatment

. To facilitate the exchange of information between
treatment centres

5. To contribute to the continuing investigation of

human cancer
6. To support cancer control activities

A WN -

The principal purpose to be served by international
agreement on the classification of cancer cases by
extent of disease is to provide a method of conveying
clinical experience to others without ambiguity.

There are many bases or axes of tumour classifi-
cation, e.g., the anatomical site and the clinical and
pathological extent of disease, the reported dura-
tion of symptoms or signs, the gender and age of
the patient, and the histological type and grade. All
of these bases or axes represent variables that are
known to have an influence on the outcome of the
disease. Classification by anatomical extent of disease
as determined clinically and histopathologically is the
one with which the TNM system primarily deals.

The clinician’s immediate task is to make a judge-
ment as to prognosis and a decision as to the most
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effective course of treatment. This judgement and
this decision require, among other things, an objec-
tive assessment of the anatomical extent of the dis-
ease. In accomplishing this, the trend is away from
‘staging’ to meaningful description, with or without
some form of summarization.

To meet the stated objectives a system of classifica-
tion is needed:

1. whose basic principles are applicable to all sites
regardless of treatment; and

2. which may be supplemented later by information
that becomes available from histopathology and/or
surgery.

The TNM system meets these requirements.

Substantial changes in the 2009 seventh edition
compared to the 2002 sixth edition are marked by
a bar at the left-hand side of the page.

The General Rules of the TNM System

The TNM system for describing the anatomical extent of
disease is based on the assessment of three components:

T - The extent of the primary tumour

N — The absence or presence and extent of regional
lymph node metastasis

M — The absence or presence of distant metastasis

The addition of numbers to these three components
indicates the extent of the malignant disease, thus:

T0, T1, T2, T3, T4 NO, N1, N2, N3 Mo, M1
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In effect the system is a ‘shorthand notation’ for
describing the extent of a particular malignant tumour.

The general rules applicable to all sites are as
follows:

1. All

cases should be confirmed microscopically. Any

cases not so proved must be reported separately.
2. Two classifications are described for each site, namely:

(a)

(b)

Clinical classification: the pretreatment clini-
cal classification) designated TNM (or ¢cTNM) is
essential to select and evaluate therapy. This is
based on evidence acquired before treatment.
Such evidence arises from physical examination,
imaging, endoscopy, biopsy, surgical explora-
tion, and other relevant examinations.

Pathological classification: the postsurgical his-
topathological classification, designated pTNM,
is used to guide adjuvant therapy and provides
additional data to estimate prognosis and cal-
culate end results. This is based on evidence
acquired before treatment, supplemented or
modified by additional evidence acquired from
surgery and from pathological examination. The
pathological assessment of the primary tumour
(pT) entails a resection of the primary tumour
or biopsy adequate to evaluate the highest
pT category. The pathological assessment of
the regional lymph nodes (pN) entails removal
of the lymph nodes adequate to validate the
absence of regional lymph node metastasis
(pNO) or sufficient to evaluate the highest pN
category. An excisional biopsy of a lymph node
without pathological assessment of the primary
is insufficient to fully evaluate the pN category
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and is a clinical classification. The pathological
assessment of distant metastasis (pM) entails
microscopic examination.

3. After assigning T, N, and M and/or pT, pN, and pM
categories, these may be grouped into stages. The
TNM classification and stage groups, once established,
must remain unchanged in the medical records.

Clinical and pathological data may be combined
when only partial information is available either
in the pathological classification or the clinical
classification.

4. If there is doubt concerning the correct T, N, or M
category to which a particular case should be allot-
ted, then the lower (i.e., less advanced) category
should be chosen. This will also be reflected in the
stage grouping.

5. In the case of multiple primary tumours in one
organ, the tumour with the highest T category
should be classified and the multiplicity or the
number of tumours should be indicated in parenthe-
sis, e.g., T2(m) or T2(5). In simultaneous bilateral pri-
mary cancers of paired organs, each tumour should
be classified independently. In tumours of the liver,
ovary, and fallopian tube, multiplicity is a criterion
of T classification, and in tumours of the lung multi-
plicity may be a criterion of T or M classification.

6. Definitions of TNM categories and stage group-
ing may be telescoped or expanded for clinical or
research purposes as long as the basic definitions
recommended are not changed. For instance, any
T, N, or M can be divided into subgroups.

For more details on classification the reader is referred
to the TNM Supplement.



10 Introduction

Anatomical Regions and Sites

The sites in this classification are listed by code
number of the International Classification of Diseases
for Oncology."” Each region or site is described under
the following headings:

e Rules for classification with the procedures for
assessing the T, N, and M categories

¢ Anatomical sites, and subsites if appropriate

¢ Definition of the regional lymph nodes

e TNM Clinical classification

e pTNM Pathological classification

e @G Histopathological grading

e Stage grouping

e Summary

TNM Clinical Classification

The following general definitions are used throughout:

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ

T1-T4 Increasing size and/or local extent of the pri-
mary tumour

"WHO International Classification of Diseases for Oncology
ICD-0O, 3rd ed. Fritz A, Percy C, Jack A, et al., eds. Geneva:
WHO; 2000.
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N - Regional Lymph Nodes

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1-N3 Increasing involvement of regional lymph
nodes

M - Distant Metastasis*

MO No distant metastasis
M1 Distant metastasis

Note: *The MX category is considered to be inappropriate as
clinical assessment of metastasis can be based on phys-
ical examination alone. (The use of MX may result in
exclusion from staging.)

The category M1 may be further specified according
to the following notation:

Pulmonary PUL (C34) Bone marrow MAR (C42.1)

Osseous 0SS (C40, 41) Pleura PLE (C38.4)
Hepatic HEP (C22) Peritoneum  PER (C48.1,2)
Brain BRA (C71) Adrenals ADR (C74)
Lymph nodes LYM (C77) Skin SKI (C44)
Others OTH

Subdivisions of TNM

Subdivisions of some main categories are available for
those who need greater specificity (e.g., T1a, T1b, or
N2a, N2b).
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PTNM Pathological Classification

The following general definitions are used throughout:

pT - Primary Tumour

pTX

pTO
pTis
pT1-4

Primary tumour cannot be assessed histologi-
cally

No histological evidence of primary tumour
Carcinoma in situ

Increasing size and/or local extent of the pri-
mary tumour histologically

pN - Regional Lymph Nodes

pNX
pNO

pN1-3

Notes:

Regional lymph nodes cannot be assessed his-
tologically

No regional lymph node metastasis histologi-
cally

Increasing involvement of regional lymph
nodes histologically

1. Direct extension of the primary tumour into lymph
nodes is classified as lymph node metastasis.

2. Tumour deposits (satellites), i.e., macro- or micro-
scopic nests or nodules, in the lymph drainage area
of a primary carcinoma without histological evidence
of residual lymph node in the nodule, may repre-
sent discontinuous spread, venous invasion (V1/2)
or a totally replaced lymph node. If a nodule is con-
sidered by the pathologist to be a totally replaced
lymph node (generally having a smooth contour),
it should be recorded as a positive lymph node, and
each such nodule should be counted separately as a
lymph node in the final pN determination.



Introduction 13

3. Metastasis in any lymph node other than regional is
classified as a distant metastasis.

4. When size is a criterion for pN classification, meas-
urement is made of the metastasis, not of the entire
lymph node.

5. Cases with micrometastasis only, i.e.,, no metastasis
larger than 0.2cm, can be identified by the addition
of * (mi)’, e.g., pN1(mi).

6. The number of resected and positive nodes should be
recorded.

Sentinel Lymph Node

The sentinel lymph node is the first lymph node to
receive lymphatic drainage from a primary tumour. If
it contains metastatic tumour this indicates that other
lymph nodes may contain tumour. If it does not con-
tain metastatic tumour, other lymph nodes are not
likely to contain tumour. Occasionally there is more
than one sentinel lymph node.

The following designations are applicable when
sentinel lymph node assessment is attempted:

pNX(sn)  Sentinel lymph node could not be assessed
pNO(sn)  No sentinel lymph node metastasis
pN1(sn)  Sentinel lymph node metastasis

Isolated Tumour Cells

Isolated tumour cells (ITC) are single tumour cells or
small clusters of cells not more than 0.2mm in greatest
extent that can be detected by routine H and E stains
or immunohistochemistry. An additional criterion
has been proposed to include a cluster of fewer than
200 cells in a single histological cross-section. ITCs
do not typically show evidence of metastatic activity
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(e.g., proliferation or stromal reaction) or penetration
of vascular or lymphatic sinus walls. Cases with ITC in
lymph nodes or at distant sites should be classified as
NO or MO, respectively. The same applies to cases with
findings suggestive of tumour cells or their compo-
nents by non-morphological techniques such as flow
cytometry or DNA analysis. These cases should be ana-
lysed separately.’ Their classification is as follows:

pNO

PNO(i-)

pNO(i+)

pNO(mol-)

pNO(mol+)

No regional lymph node metastasis his-
tologically, no examination for isolated
tumour cells (ITC)

No regional lymph node metastasis histo-
logically, negative morphological findings
for ITC

No regional lymph node metastasis histo-
logically, positive morphological findings
for ITC

No regional lymph node metastasis his-
tologically, negative non-morphological
findings for ITC

No regional lymph node metastasis histo-
logically, positive non-morphological find-
ings for ITC

'® Hermanek P, Hutter RVP, Sobin LH, Wittekind Ch. Classification

of isolated

tumour cells and micrometastasis. Cancer 1999;

86:2668-2673
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Cases with or examined for isolated tumour cells in
sentinel lymph nodes can be classified as follows:

pPNO(i-)(sn) No sentinel lymph node metastasis
histologically, negative morphological
findings for ITC

pPNO(i+)(sn) No sentinel lymph node metastasis
histologically, positive morphological
findings for ITC

pNO(mol-)(sn) No sentinel lymph node metastasis
histologically, negative non-morpho-
logical findings for ITC

pNO(mol+)(sn) No sentinel lymph node metastasis
histologically, positive non-morpho-
logical findings for ITC

pM - Distant Metastasis*

pM1 Distant metastasis microscopically confirmed

Note: *pMO and pMX are not valid categories.

The category pM1 may be further specified in the
same way as M1 (see page 11).

Isolated tumour cells found in bone marrow with
morphological techniques are classified according
to the scheme for N, e.g., MO(i+). For non-morpho-
logic findings ‘mol’ is used in addition to MO, e.g.,
MO(mol-+).
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Histopathological Grading

In most sites further information regarding the primary
tumour may be recorded under the following heading:

G - Histopathological Grading

GX  Grade of differentiation cannot be assessed
G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated

Notes: Grades 3 and 4 can be combined in some circumstances
as 'G3-4, poorly differentiated or undifferentiated.’
The bone and soft tissue sarcoma classifications also use
'high grade’ and ‘low grade’.
Special systems of grading are recommended for
tumours of breast, corpus uteri, prostate, and liver.

Additional Descriptors

For identification of special cases in the TNM or pTNM
classification, the m, y, r, and a symbols may be used.
Although they do not affect the stage grouping, they
indicate cases needing separate analysis.

m Symbol. The suffix m, in parentheses, is used to
indicate the presence of multiple primary tumours at
a single site. See TNM rule no. 5. (See page 9)

y Symbol. In those cases in which classification is per-
formed during or following multimodality therapy,
the cTNM or pTNM category is identified by a y prefix.
The ycTNM or ypTNM categorizes the extent of tumour
actually present at the time of that examination.
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The y categorization is not an estimate of the extent of
tumour prior to multimodality therapy.

r Symbol. Recurrent tumours, when classified after a
disease-free interval, are identified by the prefixr.

a Symbol. The prefix a indicates that classification is
first determined at autopsy.

Optional Descriptors

L - Lymphatic Invasion

LX Lymphatic invasion cannot be assessed
LO No lymphatic invasion
L1 Lymphatic invasion

V - Venous Invasion

VX  Venous invasion cannot be assessed
VO No venous invasion

V1 Microscopic venous invasion

V2 Macroscopic venous invasion

Note: Macroscopic involvement of the wall of veins (with no
tumour within the veins) is classified as V2.

Pn - Perineural Invasion

PnX Perineural invasion cannot be assessed
Pn0 No perineural invasion
Pn1 Perineural invasion
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C-Factor

The C-factor, or certainty factor, reflects the validity
of classification according to the diagnostic methods
employed. Its use is optional.

The C-factor definitions are:

1

c2

a3

ca

5

Evidence from standard diagnostic means (e.g.,
inspection, palpation, and standard radiogra-
phy, intraluminal endoscopy for tumours of
certain organs)

Evidence obtained by special diagnostic means
(e.g., radiographic imaging in special projec-
tions, tomography, computerized tomography
[CT], ultrasonography, lymphography, angiog-
raphy; scintigraphy; magnetic resonance imag-
ing [MRI]; endoscopy, biopsy, and cytology)
Evidence from surgical exploration, including
biopsy and cytology

Evidence of the extent of disease following
definitive surgery and pathological examina-
tion of the resected specimen

Evidence from autopsy

Example: Degrees of C may be applied to the T, N, and M cat-

egories. A case might be described as T3C2, N2C1,
MOC2.

The TNM clinical classification is therefore equiva-
lent to C1, C2, and C3 in varying degrees of certainty,
while the pTNM pathological classification generally
is equivalent to C4.
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Residual Tumour (R) Classification*

The absence or presence of residual tumour after
treatment is described by the symbol R. More details
can be found in the TNM Supplement (see Preface,
footnote 3).

TNM and pTNM describe the anatomical extent of
cancer in general without considering treatment. They
can be supplemented by the R classification, which
deals with tumour status after treatment. It reflects
the effects of therapy, influences further therapeutic
procedures and is a strong predictor of prognosis.

The definitions of the R categories are:

RX Presence of residual tumour cannot be assessed
RO No residual tumour

R1 Microscopic residual tumour

R2 Macroscopic residual tumour

Note: *Some consider the R classification to apply only to the
primary tumour and its local or regional extent. Others
have applied it more broadly to include distant metastasis.
The specific usage should be indicated when the R is used.

Stage Grouping

The TNM system is used to describe and record the
anatomical extent of disease. For purposes of tabu-
lation and analysis it is useful to condense these cat-
egories into stage groups. For consistency, in the TNM
system, carcinoma in situ is categorized Stage 0; in
general, tumours localized to the organ of origin as
Stages | and I, locally extensive spread, particularly
to regional lymph nodes as Stage Ill, and those with
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distant metastasis as Stage IV. The stage adopted is
such as to ensure, as far as possible, that each group is
more or less homogeneous in respect of survival, and
that the survival rates of these groups for each cancer
site are distinctive.

For pathological stage groups, if sufficient tissue
has been removed for pathological examination to
evaluate the highest T and N categories, M1 may be
either clinical (cM1) or pathological (pM1). However,
if only a distant metastasis has had microscopic con-
firmation, the classification is pathological (pM1) and
the stage is pathological.

Although the anatomical extent of disease, as cate-
gorized by TNM, is a very powerful prognostic indica-
tor in cancer, it is recognized that many factors have a
significant impact on predicting outcomes. Some have
been incorporated into stage grouping, as has grade
in soft tissue sarcoma and age in thyroid cancer. These
classifications will be unchanged in this edition. In the
newly revised classifications for oesophagus and pros-
tate carcinomas, stage grouping has been maintained
as defining the anatomical extent of disease and new
prognostic groupings that incorporate other prognos-
tic factors have been proposed.

As an aide-memoir or as a means of reference, a simple
summary of the chief points that distinguish the most
important categories is added at the end of each site.
These abridged definitions are not completely adequate,
and the full definitions should always be consulted.
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Related Classifications

Since 1958, WHO has been involved in a programme
aimed at providing internationally acceptable crite-
ria for the histological diagnosis of tumours. This has
resulted in the International Histological Classification
of Tumours, which contains, in an illustrated multivol-
ume series, definitions of tumour types and a proposed
nomenclature. A new series, WHO Classification of
Tumours—Pathology and Genetics of Tumours, contin-
ues this effort. (Information on these publications is at
http://www.iarc.fr.)

The WHO International Classification of Diseases for
Oncology (ICD-0) (see footnote, page 10) is a coding
system for neoplasms by topography and morphol-
ogy and for indicating behaviour (e.g., malignant,
benign). This coded nomenclature is identical in the
morphology field for neoplasms to the Systematized
Nomenclature of Medicine (SNOMED)."

In the interest of promoting national and interna-
tional collaboration in cancer research and specifically
of facilitating cooperation in clinical investigations,
it is recommended that the WHO Classification of
Tumours be used for classification and definition of
tumour types and that the ICD-O code be used for
storage and retrieval of data.

WSNOMED International: The systematized nomenclature of
human and veterinary medicine. Northfield, 111: College of
American Pathologists, http://www.cap.org.



HEAD AND NECK TUMOURS

Introductory Notes

The following sites are included:

e Lip, Oral cavity

e Pharynx: Oropharynx, Nasopharynx, Hypopharynx
e Larynx

e Maxillary sinus

e Nasal cavity and Ethmoid sinus

e Mucosal Malignant Melanoma

e Major Salivary glands

e Thyroid gland

Carcinomas arising in minor salivary glands of the
upper aerodigestive tract are classified according to
the rules for tumours of their anatomic site of origin,
e.g., oral cavity.

Each site is described under the following headings:

e Rules for classification with the procedures for
assessing T, N, and M categories; additional meth-
ods may be used when they enhance the accuracy
of appraisal before treatment

e Anatomical sites and subsites where appropriate

« Definition of the regional lymph nodes

e TNM Clinical classification

e pTNM Pathological classification

e G Histopathological grading

e Stage grouping

e Summary

22
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Regional Lymph Nodes

The definitions of the N categories for all head and
neck sites except nasopharynx and thyroid are the
same.

Midline nodes are considered ipsilateral nodes
except in the thyroid.

DINENA G EHEHE

The definitions of the M categories for all head and
neck sites are the same.

The categories M1 and pM1 may be further speci-
fied according to the following notation:

Pulmonary PUL Bone marrow MAR
Osseous 0SS Pleura PLE
Hepatic HEP Peritoneum PER
Brain BRA Adrenals ADR
Lymph nodes LYm Skin SKI

Others OTH
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Histopathological Grading

The definitions of the G categories apply to all head
and neck sites except thyroid and mucosal malignant
melanoma. These are:

G - Histopathological Grading

GX  Grade of differentiation cannot be assessed
G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated

R Classification

See Introduction, page 19.



Lip and Oral Cavity
(ICD-O €00, C02-06)

Rules for Classification

The classification applies to carcinomas of the
vermilion surfaces of the lips and of the oral cav-
ity, including those of minor salivary glands.
There should be histological confirmation of
the disease.
The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination and imaging
N categories  Physical examination and imaging
M categories  Physical examination and imaging

Anatomical Sites and Subsites

Lip (C00)

1. External upper lip (vermilion border) (C00.0)
2. External lower lip (vermilion border) (C00.1)
3. Commissures (C00.6)

Oral Cavity (C02-06)

1. Buccal mucosa
(i) Mucosa of upper and lower lips (C0.3, 4)
(ii) Cheek mucosa (C06.0)
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(iii) Retromolar areas (C06.2)
(iv) Bucco-alveolar sulci, upper and lower (vesti-
bule of mouth) (C06.1)
. Upper alveolus and gingiva (upper gum) (C03.0)
. Lower alveolus and gingiva (lower gum) (C03.1)
. Hard palate (C05.0)
. Tongue
(i) Dorsal surface and lateral borders anterior to
vallate papillae (anterior two-thirds) (C02.0, 1)
(ii) Inferior (ventral) surface (C02.2)
6. Floor of mouth (C04)

Regional Lymph Nodes

The regional lymph nodes are the cervical nodes.

u b WwWN

TNM Clinical Classification

T - Primary Tumour

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

T1 Tumour 2cm or less in greatest dimension

T2 Tumour more than 2cm but not more than
4cm in greatest dimension

T3 Tumour more than 4cm in greatest dimension

Td4a (lip) Tumour invades through cortical bone,
inferior alveolar nerve, floor of mouth, or skin
(chin or nose)

Td4a (oral cavity) Tumour invades through corti-
cal bone, into deep/extrinsic muscle of tongue
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T4b

Note:

(genioglossus, hyoglossus, palatoglossus, and
styloglossus), maxillary sinus, or skin of face

(lip and oral cavity) Tumour invades mastica-
tor space, pterygoid plates, or skull base, or
encases internal carotid artery

Superficial erosion alone of bone/tooth socket by gingi-
val primary is not sufficient to classify a tumour as T4.

N - Regional Lymph Nodes

NX
NO
N1

N2

N3

Note:

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node,

3cm or less in greatest dimension

Metastasis as described below:

N2a Metastasis in a single ipsilateral lymph
node, more than 3cm but not more than
6cm in greatest dimension

N2b Metastasis in multiple ipsilateral lymph
nodes, none more than 6cm in greatest
dimension

N2c Metastasis in bilateral or contralateral
lymph nodes, none more than 6cm in
greatest dimension

Metastasis in a lymph node more than 6cm in

greatest dimension

Midline nodes are considered ipsilateral nodes.

M - Distant Metastasis

Mo
M1

No distant metastasis
Distant metastasis
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PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO

Histological examination of a selective neck
dissection specimen will ordinarily include 6 or
more lymph nodes. Histological examination
of a radical or modified radical neck dissection
specimen will ordinarily include 10 or more
lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

When size is a criterion for pN classification,
measurement is made of the metastasis, not of
the entire lymph node.

G Histopathological Grading

See definitions on page 24.
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Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2 NO MO
Stage IlI T3 NO MO
T1,T2, T3 N1 MO0
Stage IVA T4a NO, N1 MO
T1,T2, T3, T4a N2 MO
Stage IVB Any T N3 MO
T4b Any N MO
Stage IVC Any T Any N M1
Summary

Lip, Oral cavity

T1 <2cm
T2 >2-4cm
T3 >4cm

Td4a  Lip: through cortical bone, inferior alveolar
nerve, floor of mouth, skin
Oral cavity: through cortical bone, deep/
extrinsic muscle of tongue, maxillary sinus, skin
of face

T4b  Masticator space, pterygoid plates, skull base,
internal carotid artery

N1 Ipsilateral single <3cm
N2 (a) Ipsilateral single >3-6cm
(b) Ipsilateral multiple <6cm
(c) Bilateral, contralateral <6cm
N3 >6cm




Pharynx
(ICD-O €01, €05.1, 2, C09,
€10.0, 2, 3, C11-13)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, endoscopy,
and imaging

N categories  Physical examination and imaging

M categories  Physical examination and imaging

Anatomical Sites and Subsites

Oropharynx (C01, C05.1, 2, C09.0, 1, 9, C10.0, 2, 3)
1. Anterior wall (glosso-epiglottic area)
(i) Baseoftongue (posteriortothevallate papillae
or posterior third) (C01)
(i) Vallecula (C10.0)
2. Lateral wall (C10.2)
(i) Tonsil (C09.9)
(i) Tonsillar fossa (C09.0) and tonsillar (faucial)
pillars (C09.1)
(iii) Glossotonsillar sulci (tonsillar pillars) (C09.1)
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3. Posterior wall (C10.3)

4. Superior wall
(i) Inferior surface of soft palate (C05.1)
(i) Uvula (C05.2)

Nasopharynx (C11)

1. Postero-superior wall: extends from the level of the
junction of the hard and soft palates to the base of
the skull (C11.0, 1)

2. Lateral wall: including the fossa of Rosenmduller
(C11.2)

3. Inferior wall: consists of the superior surface of the
soft palate (C11.3)

Note: The margin of the choanal orifices, including the pos-
terior margin of the nasal septum, is included with the
nasal fossa.

Hypopharynx (C12, C13)

1. Pharyngo-oesophageal junction (postcricoid area)
(C13.0): extends from the level of the arytenoid car-
tilages and connecting folds to the inferior border
of the cricoid cartilage, thus forming the anterior
wall of the hypopharynx

2. Piriform sinus (C12.9): extends from the pharyngo-
epiglottic fold to the upper end of the oesopha-
gus. It is bounded laterally by the thyroid cartilage
and medially by the hypopharyngeal surface of the
aryepiglottic fold (C13.1) and the arytenoid and
cricoid cartilages

3. Posterior pharyngeal wall (C13.2): extends from the
superior level of the hyoid bone (or floor of the
vallecula) to the level of the inferior border of the
cricoid cartilage and from the apex of one piriform
sinus to the other
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Regional Lymph Nodes

The regional lymph nodes are the cervical nodes.

The supraclavicular fossa (relevant to classifying
nasopharyngeal carcinoma) is the triangular region
defined by three points:

1. The superior margin of the sternal end of the
clavicle

2. The superior margin of the lateral end of the
clavicle

3. The point where the neck meets the shoulder. This
includes caudal portions of Levels IV and V

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour

Tis Carcinoma in situ

Oropharynx

T1 Tumour 2cm or less in greatest dimension

T2 Tumour more than 2cm but not more than
4cm in greatest dimension

T3 Tumour more than 4cm in greatest dimension
or extension to lingual surface of epiglottis

T4a Tumour invades any of the following: larynx,
deep/extrinsic muscle of tongue (genioglossus,
hyoglossus, palatoglossus, and styloglossus),
medial pterygoid, hard palate, or mandible*
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T4b

Note:

Tumour invades any of the following: lateral
pterygoid muscle, pterygoid plates, lateral
nasopharynx, skull base; or encases carotid
artery

*Mucosal extension to lingual surface of epiglottis from

primary tumours of the base of the tongue and val-
lecula does not constitute invasion of the larynx.

Nasopharynx

T1

T2
T3

T4

Note:

Tumour confined to nasopharynx, or extends
to oropharynx and/or nasal cavity

Tumour with parapharyngeal extension*
Tumour invades bony structures of skull base
and/or paranasal sinuses

Tumour with intracranial extension and/or
involvement of cranial nerves, hypopharynx,
orbit, or with extension to the infratemporal
fossa/masticator space

*Parapharyngeal extension denotes postero-lateral infil-
tration of tumour.

Hypopharynx

T1

T2

T3

T4a

Tumour limited to one subsite of hypopharynx
(see page 31) and/or 2cm or less in greatest
dimension

Tumour invades more than one subsite of
hypopharynx or an adjacent site, or measures
more than 2cm but not more than 4cm in great-
est dimension, without fixation of hemilarynx
Tumour more than 4cm in greatest dimension,
or with fixation of hemilarynx or extension to
oesophagus

Tumour invades any of the following: thyroid/
cricoid cartilage, hyoid bone, thyroid gland,
oesophagus, central compartment soft tissue*
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T4b

Note:

Tumour invades prevertebral fascia, encases
carotid artery, or invades mediastinal structures

*Central compartment soft tissue includes prelaryngeal
strap muscles and subcutaneous fat.

N - Regional Lymph Nodes (Oro- and Hypopharynx)

NX
NO
N1

N2

N3

Note:

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node,

3cm or less in greatest dimension

Metastasis as described below:

N2a Metastasis in a single ipsilateral lymph
node, more than 3cm but not more than
6cm in greatest dimension

N2b Metastasis in multiple ipsilateral lymph
nodes, none more than 6cm in greatest
dimension

N2c Metastasis in bilateral or contralateral
lymph nodes, none more than 6cm in
greatest dimension

Metastasis in a lymph node more than 6cm in

greatest dimension

Midline nodes are considered ipsilateral nodes.

N - Regional Lymph Nodes (Nasopharynx)

NX
NO

IN1

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Unilateral metastasis, in cervical lymph node(s),
and/or unilateral or bilateral metastasis in retro-
pharyngeal lymph nodes, 6cm or less in great-
est dimension, above the supraclavicular fossa
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N2

N3

Note:

Bilateral metastasis in cervical lymph node(s),
6cm or less in greatest dimension, above the
supraclavicular fossa

Metastasis in cervical lymph node(s) greater than
6cm in dimension or in the supraclavicular fossa
N3a greater than 6cm in dimension

N3b extension in the supraclavicular fossa

Midline nodes are considered ipsilateral nodes.

M - Distant Metastasis

MO
M1

No distant metastasis
Distant metastasis

pTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO

Histological examination of a selective neck dis-
section specimen will ordinarily include 6 or more
lymph nodes. Histological examination of a radi-
cal or modified radical neck dissection specimen
will ordinarily include 10 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

When size is a criterion for pN classification,
measurement is made of the metastasis, not of
the entire lymph node.

G Histopathological Grading

See definitions on page 24.
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Stage Grouping
(Oropharynx and Hypopharynx)

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2 NO MO
Stage Il T3 NO MO

T1,T2, T3 N1 MO
Stage IVA T1,T2, T3 N2 MO

T4a NO, N1, N2 MO
Stage IVB T4b Any N MO

Any T N3 MO
Stage IVC Any T Any N M1

Stage Grouping (Nasopharynx)

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T1 N1 MO

T2 NO, N1 MO
Stage lll T1, T2 N2 MO

T3 NO, N1, N2 MO
Stage IVA T4 NO, N1, N2 MO
Stage IVB Any T N3 MO
Stage IVC Any T Any N M1
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Summary

Pharynx

Oropharynx

T1 <2cm

T2 >2-4cm

T3 >4cm

T4a  Larynx, deep/extrinsic muscle of tongue, medial
pterygoid, hard palate, mandible

T4b  Lateral pterygoid muscle, pterygoid plates,
lateral nasopharynx, skull base, carotid artery

Hypopharynx

T1 <2cm and limited to one subsite
T2 >2-4cm or more than one subsite
T3 >4.cm or with hemilarynx fixation

T4a  Thyroid/cricoid cartilage, hyoid bone, thyroid
gland, oesophagus, central compartment soft
tissue

T4b  Prevertebral fascia, carotid artery, mediastinal
structures

Oropharynx and Hypopharynx
N1 Ipsilateral single <3cm
N2 (a) Ipsilateral single >3-6cm
(b) Ipsilateral multiple <6cm
(c) Bilateral, contralateral <6cm
N3 >6cm
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Summary

Nasopharynx

T1 Nasopharynx, oropharynx, or nasal cavity

T2 Parapharyngeal extension

T3 Bony structures of skull base/paranasal sinuses

T4 Intracranial, cranial nerves, hypopharynx, orbit,
infratemporal fossa/masticator space

N1 Unilateral cervical, unilateral or bilateral
retropharyngeal lymph nodes, above
supraclavicular fossa, <6cm

N2 Bilateral cervical above supraclavicular fossa,
<6cm

N3a >6cm

N3b  Supraclavicular fossa




Larynx
(ICD-0 C32.0, 1, 2, C10.1)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physicalexamination, laryngoscopy;,
and imaging

N categories  Physical examination and imaging

M categories  Physical examination and imaging

Anatomical Sites and Subsites

1. Supraglottis (C32.1)
(i) Suprahyoid epiglottis [including

tip, lingual (anterior) (C10.1), l(:;;:,/clfuré/;:’xg
and laryngeal surfaces] marginal
(ii) Aryepiglottic fold, laryngeal zone)
aspect
(iii) Arytenoid
(iv) Infrahyoid epiglottis Supraglottis
(v) Ventricular bands (false cords) } excluding
epilarynx

2. Glottis (C32.0)
(i) Vocal cords
(i)  Anterior commissure
(iii) Posterior commissure
3. Subglottis (C32.2)
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Regional Lymph Nodes

The regional lymph nodes are the cervical nodes.

TNM Clinical Classification

T - Primary Tumour

X
TO
Tis

Primary tumour cannot be assessed
No evidence of primary tumour
Carcinoma in situ

Supraglottis

T1

T2

Tumour limited to one subsite of supraglottis
with normal vocal cord mobility

Tumour 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 piri-
form sinus) without fixation of the larynx
Tumour limited to larynx with vocal cord fixa-
tion and/or invades any of the following: post-
cricoid area, pre-epiglottic space, paraglottic
space, and/or inner cortex of thyroid cartilage
Tumour invades through the thyroid carti-
lage and/or invades tissues beyond the larynx,
e.g., trachea, soft tissues of neck including
deep/extrinsic muscle of tongue (genioglossus,
hyoglossus, palatoglossus, and styloglossus),
strap muscles, thyroid, oesophagus

Tumour invades prevertebral space, encases
carotid artery, or mediastinal structures
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Glottis

T1

T2

T3

T4a

T4b

Tumour limited to vocal cord(s) (may involve
anterior or posterior commissure) with normal
mobility

T1a Tumour limited to one vocal cord

T1b Tumour involves both vocal cords

Tumour extends to supraglottis and/or subglot-
tis, and/or with impaired vocal cord mobility
Tumour limited to larynx with vocal cord fixa-
tion and/or invades paraglottic space, and/or
inner cortex of the thyroid cartilage

Tumour invades through the outer cortex of the
thyroid cartilage, and/or invades tissues beyond
the larynx, e.g., trachea, soft tissues of neck
including deep/extrinsic muscle of tongue (gen-
ioglossus, hyoglossus, palatoglossus, and sty-
loglossus), strap muscles, thyroid, oesophagus
Tumour invades prevertebral space, encases
carotid artery, or mediastinal structures

Subglottis

T1
T2

T3
T4a

T4b

Tumour limited to subglottis

Tumour extends to vocal cord(s) with normal or
impaired mobility

Tumour limited to larynx with vocal cord fixation
Tumour invades cricoid or thyroid cartilage and/
or invades tissues beyond the larynx, e.g., tra-
chea, soft tissues of neck including deep/extrin-
sic muscle of tongue (genioglossus, hyoglossus,
palatoglossus, and styloglossus), strap muscles,
thyroid, oesophagus

Tumour invades prevertebral space, encases
carotid artery, or mediastinal structures
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N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph node,
3cm or less in greatest dimension

N2 Metastasis as described below:

N2a Metastasis in a single ipsilateral lymph
node, more than 3cm but not more than
6cm in greatest dimension

N2b Metastasis in multiple ipsilateral lymph
nodes, none more than 6cm in greatest
dimension

N2c¢ Metastasis in bilateral or contralateral
lymph nodes, none more than 6cm in
greatest dimension

N3 Metastasis in a lymph node more than 6cm in
greatest dimension

Note: Midline nodes are considered ipsilateral nodes.

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a selective neck
dissection specimen will ordinarily include 6 or
more lymph nodes. Histological examination
of a radical or modified radical neck dissection
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specimen will ordinarily include 10 or more
lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNo.

When size is a criterion for pN classification,
measurement is made of the metastasis, not of
the entire lymph node.

G Histopathological Grading

See definitions on page 24.

Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2 NO MO
Stage lll T1, T2 N1 MO

T3 NO, N1 MO
Stage IVA T4a, T4b NO, N1 MO0

T1,T2, T3 N2 MO0
Stage IVB T4b Any N MO

Any T N3 MO0
Stage IVC Any T Any N M1
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T2

T3

T4a

T4b

Glottis
T1

T2

T3

T4a

T4b

Summary
Larynx
Supraglottis
T1 One subsite, normal mobility

Mucosa of more than one adjacent subsite

of supraglottis or glottis or adjacent region
outside the supraglottis; without fixation

Cord fixation or invades postcricoid area,
pre-epiglottic tissues, paraglottic space, thyroid
cartilage erosion

Through thyroid cartilage; trachea, soft tissues
of neck: deep/extrinsic muscle of tongue, strap
muscles, thyroid, oesophagus

Prevertebral space, mediastinal structures,
carotid artery

Limited to vocal cord(s), normal mobility

(a) one cord

(b) both cords

Supraglottis, subglottis, impaired cord mobility
Cord fixation, paraglottic space, thyroid
cartilage erosion

Through thyroid cartilage; trachea, soft tissues
of neck: deep/extrinsic muscle of tongue, strap
muscles, thyroid, oesophagus

Prevertebral space, mediastinal structures,
carotid artery
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Larynx

Subglottis

T1 Limited to subglottis

T2 Extends to vocal cord(s) with normal/ impaired
mobility

T3 Cord fixation

T4a  Through cricoid or thyroid cartilage; trachea,
deep/extrinsic muscle of tongue, strap muscles,
thyroid, oesophagus

T4b  Prevertebral space, mediastinal structures,
carotid artery

All Sites
N1 Ipsilateral single <3cm
N2 (a) Ipsilateral single >3-6cm
(b) Ipsilateral multiple <6cm
(c) Bilateral, contralateral <6cm
N3 >6cm




Nasal Cavity and
Paranasal Sinuses
(C30.0, 31.0, 1)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination and imaging
N categories  Physical examination and imaging
M categories  Physical examination and imaging

Anatomical Sites and Subsites

o Nasal Cavity (C30.0) Septum
Floor
Lateral wall
Vestibule

o Maxillary sinus (C31.0)

o Ethmoid sinus (C31.1) Left
Right

Regional Lymph Nodes

The regional lymph nodes are the cervical nodes.



Nasal Cavity and Paranasal Sinuses 47

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed

TO No evidence of primary tumour

Tis Carcinoma in situ

Maxillary Sinus

T1 Tumour limited to the mucosa with no erosion
or destruction of bone

T2 Tumour causing bone erosion or destruction,
including extension into the hard palate and/or
middle nasal meatus, except extension to poste-
rior wall of maxillary sinus and pterygoid plates

T3 Tumour invades any of the following: bone of
posterior wall of maxillary sinus, subcutaneous
tissues, floor or medial wall of orbit, pterygoid
fossa, ethmoid sinuses

T4a Tumour invades any of the following: ante-
rior orbital contents, skin of cheek, pterygoid
plates, infratemporal fossa, cribriform plate,
sphenoid or frontal sinuses

T4b  Tumour invades any of the following: orbital

apex, dura, brain, middle cranial fossa, cranial
nerves other than maxillary division of trigemi-
nal nerve (V2), nasopharynx, or clivus

Nasal Cavity and Ethmoid Sinus

T1

T2

Tumour restricted to one subsite of nasal cavity
or ethmoid sinus, with or without bony invasion
Tumour involves two subsites in a single site or
extends to involve an adjacent site within the
nasoethmoidal complex, with or without bony
invasion
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T3

T4a

T4b

Tumour extends to invade the medial wall or
floor of the orbit, maxillary sinus, palate, or cri-
briform plate

Tumour 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

Tumour invades any of the following: orbital
apex, dura, brain, middle cranial fossa, cranial
nerves other than V2, nasopharynx, or clivus

N - Regional Lymph Nodes

NX
NO
N1

N2

N3

Note:

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node,

3cm or less in greatest dimension

Metastasis as described below:

N2a Metastasis in a single ipsilateral lymph
node, more than 3cm but not more than
6cm in greatest dimension

N2b Metastasis in multiple ipsilateral lymph
nodes, none more than 6cm in greatest
dimension

N2c Metastasis in bilateral or contralateral
lymph nodes, none more than 6cm in
greatest dimension

Metastasis in a lymph node more than 6cm in

greatest dimension

Midline nodes are considered ipsilateral nodes.

M - Distant Metastasis

MO
M1

No distant metastasis
Distant metastasis
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pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a selective neck dis-
section specimen will ordinarily include 6 or more
lymph nodes. Histological examination of a radi-
cal or modified radical neck dissection specimen
will ordinarily include 10 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

When size is a criterion for pN classification,
measurement is made of the metastasis, not of
the entire lymph node.

G Histopathological Grading

See definitions on page 24.

Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2 NO MO
Stage lll T3 NO MO

T1,T2, T3 N1 MO
Stage IVA T1,T2, T3 N2 MO

T4a NO, N1, N2 MO
Stage IVB T4b Any N MO

Any T N3 MO
Stage IVC Any T Any N M1
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Summary

Nasal Cavity and Paranasal Sinuses

Maxillary Sinus

T1 Mucosa

T2 Bone erosion/destruction, hard palate, middle
nasal meatus

T3 Posterior bony wall maxillary sinus,
subcutaneous tissues, floor/medial wall of orbit,
pterygoid fossa, ethmoid sinus

T4a  Anterior orbit, cheek skin, pterygoid plates,
infratemporal fossa, cribriform plate, sphenoid/
frontal sinus

T4b  Orbital apex, dura, brain, middle cranial fossa,

cranial nerves other than V2, nasopharynx,
clivus

Nasal Cavity and Ethmoid Sinus

T1 One subsite

T2 Two subsites or adjacent nasoethmoidal site

T3 Medial wall/floor orbit, maxillary sinus, palate,
cribriform plate

T4a Anterior orbit, skin of nose/cheek, anterior
cranial fossa (minimal), pterygoid plates,
sphenoid/frontal sinuses

T4b  Orbital apex, dura, brain, middle cranial fossa,
cranial nerves other than V2, nasopharynx,
clivus

All Sites

N1 Ipsilateral single <3cm

N2 (a) Ipsilateral single >3-6cm

N3

(b) Ipsilateral multiple <6cm
(c) Bilateral, contralateral <6cm
>6cm




Malignant Melanoma of

Upper Aerodigestive Tract
(ICD-O C00-06,
10-14, 30-32)

Rules for Classification

The classification applies to mucosal malignant
melanomas of the head and neck region, i. e., of
the upper aerodigestive tract. There should be his-
tological confirmation of the disease and division
of cases by site.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination and imaging
N categories  Physical examination and imaging
M categories  Physical examination and imaging

Regional Lymph Nodes

The regional lymph nodes are those appropriate to
the site of the primary tumour. See page 24.

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
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T3 Tumour limited to the epithelium and/or sub-
mucosa (mucosal disease)

T4a Tumour invades deep soft tissue, cartilage,
bone, or overlying skin

T4b  Tumour invades any of the following: brain,
dura, skull base, lower cranial nerves (IX, X, XI,
Xll), masticator space, carotid artery, preverte-
bral space, mediastinal structures

Note: Mucosal melanomas are aggressive tumours, therefore
T1 and T2 are omitted as are stages | and II.
N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
6 or more lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.
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Stage Grouping

Stage llI T3 NO MO

Stage IVA T4a NO MO

T3, T4a N1 MO

Stage IVB T4b Any N MO

Stage IVC Any T Any N M1
Summary

Melanoma: Upper aerodigestive

T3 Epithelium/submucosa (mucosal disease)
T4a  Deep soft tissue, cartilage, bone, or overlying
skin

T4b  Brain, dura, skull base, lower cranial nerves,
masticator space, carotid artery, prevertebral
space, mediastinal structures




Major Salivary Glands
(ICD-O €07, C08)

Rules for Classification

The classification applies to carcinomas of the
major salivary glands. Tumours arising in minor sal-
ivary glands (mucus-secreting glands in the lining
membrane of the upper aerodigestive tract) are
not included in this classification but at their ana-
tomic site of origin, e.g., lip. There should be histo-
logical confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination and imaging
N categories  Physical examination and imaging
M categories  Physical examination and imaging

Anatomical Sites

e Parotid gland (C07.9)
e Submandibular (submaxillary) gland (C08.0)
e Sublingual gland (C08.1)

Regional Lymph Nodes

The regional lymph nodes are the cervical nodes.
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TNM Clinical Classification

T - Primary Tumour

X
TO

T1

T2

T3

T4a

T4b

Note:

Primary tumour cannot be assessed
No evidence of primary tumour

Tumour 2cm or less in greatest dimension with-
out extraparenchymal extension*

Tumour more than 2cm but not more than
4cm in greatest dimension without extraparen-
chymal extension*

Tumour more than 4cm and/or tumour with
extraparenchymal extension*

Tumour invades skin, mandible, ear canal, and/
or facial nerve

Tumour invades base of skull, and/or pterygoid
plates, and/or encases carotid artery

*Extraparenchymal extension is clinical or macroscopic
evidence of invasion of soft tissues or nerve, except
those listed under T4a and 4b. Microscopic evidence
alone does not constitute extraparenchymal extension
for classification purposes.

N - Regional Lymph Nodes

NX
NO
N1

N2

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in a single ipsilateral lymph node,

3cm or less in greatest dimension

Metastasis as described below:

N2a Metastasis in a single ipsilateral lymph
node, more than 3cm but not more than
6cm in greatest dimension
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N3

Note:

N2b Metastasis in multiple ipsilateral lymph
nodes, none more than 6cm in greatest
dimension

N2c Metastasis in bilateral or contralateral
lymph nodes, none more than 6cm in
greatest dimension

Metastasis in a lymph node more than 6cm in

greatest dimension

Midline nodes are considered ipsilateral nodes.

M - Distant Metastasis

MO
M1

No distant metastasis
Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO

Histological examination of a selective neck
dissection specimen will ordinarily include 6 or
more lymph nodes. Histological examination
of a radical or modified radical neck dissection
specimen will ordinarily include 10 or more
lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

When size is a criterion for pN classification,
measurement is made of the metastasis, not of
the entire lymph node.
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G Histopathological Grading

See definitions on page 24.

Stage Grouping

Stage | T1 NO MO
Stage Il T2 NO MO
Stage Il T3 NO MO
T1, T2, T3 N1 MO
Stage IVA T4a, T4b NO, N1 MO
T1, T2, T3, T4a N2 MO
Stage IVB T4b Any N MO
Any T N3 MO
Stage IVC Any T Any N M1
Summary

Salivary Glands

T1 <2cm, without extraparenchymal extension
T2 >2-4cm, without extraparenchymal extension
T3 >4 cm and/or extraparenchymal extension

T4a  Skin, mandible, ear canal, facial nerve
T4b  Skull, pterygoid plates, carotid artery

N1 Ipsilateral single <3cm
N2 (a) Ipsilateral single >3-6cm

(b) Ipsilateral multiple <6cm

(c) Bilateral, contralateral <6cm
N3 >6cm




Thyroid Gland
(ICD-O C73)

Rules for Classification

The classification applies to carcinomas. There
should be microscopic confirmation of the dis-
ease and division of cases by histological type.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination, endoscopy,
and imaging

N categories  Physical examination and imaging

M categories  Physical examination and imaging

Regional Lymph Nodes

The regional lymph nodes are the cervical and upper/
superior mediastinal nodes.

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour

T1 Tumour 2cm or less in greatest dimension, lim-
ited to the thyroid
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T2

T3

T4a

T4b

T1la Tumour 1cm or less in greatest dimen-
sion, limited to the thyroid
T1b Tumour more than 1cm but not more
than 2cm in greatest dimension, limited
to the thyroid
Tumour more than 2cm but not more than 4cm
in greatest dimension, limited to the thyroid
Tumour more than 4cm in greatest dimension,
limited to the thyroid or any tumour with mini-
mal extrathyroid extension (e.g., extension to
sternothyroid muscle or perithyroid soft tissues)
Tumour extends beyond the thyroid capsule
and invades any of the following: subcutane-
ous soft tissues, larynx, trachea, oesophagus,
recurrent laryngeal nerve
Tumour invades prevertebral fascia, mediasti-
nal vessels, or encases carotid artery

All anaplastic carcinomas are considered T4 tumours

T4a*

T4b*

Notes:

(anaplastic carcinoma only) Tumour (any size)
limited to the thyroid

(anaplastic carcinoma only) Tumour (any size)
extends beyond the thyroid capsules

Multifocal tumours of all histological types should be

designated (m) (the largest determines the classifica-
tion), e.g., T2(m).

N - Regional Lymph Nodes

NX
NO

Regional lymph nodes cannot be assessed
No regional lymph node metastasis
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N1 Regional lymph node metastasis
N1a Metastasis in Level VI (pretracheal, para-
tracheal, and prelaryngeal/Delphian
lymph nodes)
N1b Metastasis in other unilateral, bilateral or

contralateral cervical (Levels |, Il I, IV, or V)
or retropharyngeal or superior mediastinal
lymph nodes

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a selective neck
dissection specimen will ordinarily include 6
or more lymph nodes. If the lymph nodes are
negative, but the number ordinarily examined
is not met, classify as pNO.

Histopathological Types
The four major histopathological types are:

« Papillary carcinoma (including those with follicular
foci)

e Follicular carcinoma (including so-called Hurthle
cell carcinoma)

e Medullary carcinoma

e Anaplastic/undifferentiated carcinoma
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Stage Grouping

Separate stage groupings are recommended for
papillary and follicular (differentiated), medullary,
and anaplastic (undifferentiated) carcinomas:

Papillary or Follicular

Under 45 years
Stage | Any T Any N MO
Stage Il Any T Any N M1
Papillary or Follicular 45 years and older
Stage | T1a, T1b NO MO
Stage Il T2 NO MO
Stage lll T3 NO MO
T1,T2, T3 N1a MO
Stage IVA T1,T2, T3 N1b MO
T4a NO, N1 MO
Stage IVB T4b Any N MO
Stage IVC Any T Any N M1
Medullary
Stage | T1a, T1b NO MO
Stage Il T2, T3 NO MO
Stage lll T1, T2, T3 N1a MO
Stage IVA T1, T2, T3 N1b MO
T4a Any N MO
Stage IVB T4b Any N MO

Stage IVC Any T Any N M1
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Anaplastic Carcinoma

All anaplastic carcinoma are stage IV

Stage IVA T4a Any N MO

Stage IVB T4b AnyN MO

Stage IVC AnyT AnyN M1
Summary

Thyroid Gland

Papillary, follicular, and medullary carcinoma

T1 <2cm, intrathyroidal

T2 >2-4cm, intrathyroidal

T3 >4.cm or minimal extrathyroidal extension

T4a Subcutaneous, larynx, trachea, oesophagus,
recurrent laryngeal nerve

T4b  Prevertebral fascia, mediastinal vessels, carotid
artery

Anaplastic/undifferentiated carcinoma
T4a  Tumour limited to thyroid
T4b  Tumour beyond thyroid capsule

All types
N1a Level VI
N1b  Other regional




DIGESTIVE SYSTEM
TUMOURS

Introductory Notes

The following sites are included:

e Oesophagus and Oesophagogastric junction
e Stomach

e Gastrointestinal stromal tumour (GIST)

e Small Intestine

e Carcinoid (nheuroendocrine) tumours

e Appendix

e Colon and Rectum

e Anal canal

e Liver cell carcinoma

¢ Intrahepatic cholangiocarcinoma

e Gallbladder

e Perihilar bile duct; distal extrahepatic bile duct
e Ampulla of Vater

e Pancreas

Each site is described under the following headings:

e Rules for classification with the procedures for
assessing T, N, and M categories; additional meth-
ods may be used when they enhance the accuracy
of appraisal before treatment

e Anatomical sites and subsites where appropriate

¢ Definition of the regional lymph nodes

63
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Stage grouping
Summary

TNM Clinical classification
pTNM Pathological classification
G Histopathological grading

Regional Lymph Nodes

The number of lymph nodes ordinarily included in a
lymphadenectomy specimen is noted at each site.

Distant Metastasis

The categories M1 and pM1 may be further specified
according to the following notation:

Pulmonary PUL
Osseous (ON)
Hepatic HEP
Brain BRA
Lymph nodes LYm
Others OTH

Bone marrow
Pleura
Peritoneum
Adrenals

Skin

MAR
PLE
PER
ADR
SKI

Histopathological Grading

The definitions of the G categories apply to all diges-
tive system tumours except liver. These are:
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G — Histopathological Grading

GX  Grade of differentiation cannot be assessed
G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated

R Classification

See Introduction, page 19.



Oesophagus including
Oesophagogastric Junction
(ICD-O C15)

Includes Oesophagogastric
Junction (C16.0)

Rules for Classification

The classification applies to carcinomas and
includes adenocarcinomas of the oesophagogas-
tric junction. There should be histological con-
firmation of the disease and division of cases by
topographic localization and histological type. A
tumour the epicentre of which is within 5cm of
the oesophagogastric junction and also extends
into the oesophagus is classified and staged using
the oesophageal scheme. Tumours with an epi-
centre in the stomach greater than 5cm from the
oesophagogastric junction or those within 5cm
of the oesophagogastric junction without exten-
sion in the oesophagus are classified and staged
using the gastric carcinoma scheme.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy (including bronchos-
copy), and/or surgical exploration
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N categories  Physical examination, imaging,

and/or surgical exploration

M categories Physical examination, imaging,

and/or surgical exploration

Anatomical Subsites

1. Cervical oesophagus (C15.0): this commences at
the lower border of the cricoid cartilage and ends
at the thoracic inlet (suprasternal notch), approxi-
mately 18cm from the upper incisor teeth.

2. Intrathoracic oesophagus

0}

(ii)

(iii)

The upper thoracic portion (C15.3) extending
from the thoracic inlet to the level of the tra-
cheal bifurcation, approximately 24cm from
the upper incisor teeth

The mid-thoracic portion (C15.4) is the proxi-
mal half of the oesophagus between the tra-
cheal bifurcation and the oesophagogastric
junction. The lower level is approximately
32cm from the upper incisor teeth.

The lower thoracic portion (C15.5), approxi-
mately 8cm in length (includes abdominal
oesophagus), is the distal half of the oesopha-
gus between the tracheal bifurcation and the
oesophagogastric junction. The lower level is
approximately 40cm from the upper incisor
teeth.

3. Oesophagogastric junction (C16.0)
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Regional Lymph Nodes

The regional lymph nodes, irrespective of the site of the
primary tumour, are those in the oesophageal drainage
area including coeliac axis nodes and paraesophageal
nodes in the neck, but not supraclavicular nodes.

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ/high-grade dysplasia

T1 Tumour invades lamina propria, muscularis
mucosae, or submucosa
T1la Tumour invades lamina propria or mus-
cularis mucosae
T1b Tumour invades submucosa
T2 Tumour invades muscularis propria
T3 Tumour invades adventitia
T4 Tumour invades adjacent structures
T4a Tumour invades pleura, pericardium, or
diaphragm
T4b Tumour invades other adjacent structures
such as aorta, vertebral body, or trachea

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in 1-2 regional lymph nodes

N2 Metastasis in 3-6 regional lymph nodes

N3 Metastasis in 7 or more regional lymph nodes
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M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lymph-
adenectomy specimen will ordinarily include
6 or more lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

G Histopathological Grading

See definitions on page 65.
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Stage Grouping

Carcinomas of the oesophagus and oesophagogas-
tric junction

Stage 0 Tis NO MO
Stage IA T1 NO MO
Stage IB T2 NO MO
StagellA T3 NO MO
Stage IIB T1, T2 N1 MO
Stage llIA  T4a NO MO
T3 N1 MO
T1, T2 N2 MO
Stage llIB T3 N2 MO
Stage llIC  T4a N1, N2 MO
T4b Any N MO
Any T N3 MO

Stage IV Any T Any N M1
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Prognostic Grouping

Squamous Cell Carcinoma

T N M Grade Location*
Group 0 Tis 0 0 1 Any
Group IA 1 0 0 1, X Any
Group IB 1 0 0 2,3 Any

2,3 0 0 1, X Lower, X
Group IIA 2,3 0 0 1, X Upper,

middle

2,3 0 0 2,3 Lower, X

Group IIB 2,3 0 0 2,3 Upper,
middle

1,2 1 0 Any Any
Group lllIA 1,2 2 0 Any Any

3 1 0 Any  Any

4a 0 0 Any Any
Group IllIB 3 2 0 Any Any
Group llIC  4a 1,2 0 Any  Any

4b Any 0 Any Any

Any 3 0 Any Any
Group IV Any Any 1 Any Any

Note: *Lower, middle and upper correspond to the
intrathoracic thirds of the oesophagus
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Adenocarcinoma

T N M Grade
Group 0 Tis 0 0 1
Group IA 1 0 0 1,2, X
Group IB 1 0 0 3

2 0 0 1,2, X
Group lIA 2 0 0 3
Group 1IB 3 0 0 Any

1,2 1 0 Any
Group IlIA 1,2 2 0 Any

3 1 0 Any

4a 0 0 Any
Group 1lIB 3 2 0 Any
Group llIC 4a 1,2 0 Any

4b Any 0 Any

Any 3 0 Any
Group IV Any Any 1 Any

Summary

Oesophagus (includes oesophagogastric

M1

junction)

T1 Lamina propria (T1a), submucosa (T1b)
T2 Muscularis propria

T3 Adventitia

T4a Pleura, pericardium, diaphragm

T4b  Aorta, vertebral body, trachea

N1 1-2 regional

N2 3-6 regional

N3 7 or more regional

Distant metastasis




Stomach
(ICD-O C16)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the disease.
A tumour the epicentre of which is within 5cm of
the oesophagogastric junction and also extends
into the oesophagus is classified and staged
according to the oesophageal scheme. All other
tumours with an epicentre in the stomach greater
than 5cm from the oesophagogastric junction, or
those within 5cm of the junction without exten-
sion into the oesophagus, are staged using the
gastric carcinoma scheme.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration
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Anatomical Subsites

1. Fundus (C16.1)
2. Corpus (C16.2)
3. Antrum (C16.3) and pylorus (C16.4)

Regional Lymph Nodes

The regional lymph nodes of the stomach are the pe-
rigastric nodes along the lesser and greater cur-
vatures, the nodes along the left gastricc common
hepatic, splenic, and coeliac arteries, and the hepa-
toduodenal nodes.

Involvement of other intra-abdominal lymph nodes
such as retropancreatic, mesenteric, and para-aortic is
classified as distant metastasis.

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ: intraepithelial tumour without inva-

sion of the lamina propria, high grade dysplasia

T1 Tumour invades lamina propria, muscularis
mucosae, or submucosa
T1a Tumour invades lamina propria or mus-
cularis mucosae
T1b Tumour invades submucosa
T2 Tumour invades muscularis propria
T3 Tumour invades subserosa
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T4

Notes:

Tumour perforates serosa or invades adjacent
structures’ 23

T4a Tumour perforates serosa

T4b Tumour invades adjacent structures® %3

1. The adjacent structures of the stomach are the
spleen, transverse colon, liver, diaphragm, pancreas,
abdominal wall, adrenal gland, kidney, small intes-
tine, and retroperitoneum.

2. Intramural extension to the duodenum or oesopha-
gus is classified by the depth of greatest invasion in
any of these sites, including stomach.

3. Tumour that extends into gastrocolic or gastro-
hepatic ligaments or into greater or lesser omentum,
without perforation of visceral peritoneum, is T3.

N - Regional Lymph Nodes

NX
NO
N1

N2
N3

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in 1 to 2 regional lymph nodes

Metastasis in 3 to 6 regional lymph nodes

Metastasis in 7 or more regional lymph nodes

N3a Metastasis in 7-15 regional lymph nodes

N3b Metastasis in 16 or more regional lymph
nodes

M - Distant Metastasis

MO
M1

Note:

No distant metastasis
Distant metastasis
Distant metastasis includes peritoneal seeding, positive

peritoneal cytology, and omental tumour not part of
continuous extension.
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pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
16 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage 0 Tis NO MO
Stage IA T1 NO MO
Stage IB T2 NO MO
T1 N1 MO
Stage IIA T3 NO MO
T2 N1 MO
T1 N2 MO
Stage IIB T4a NO MO
T3 N1 MO
T2 N2 MO
T1 N3 MO
Stage llIA T4a N1 MO
T3 N2 MO
T2 N3 MO
Stage IlIB T4b NO, N1 MO
T4a N2 MO
T3 N3 MO
Stage IlIC T4a N3 MO
T4b N2, N3 MO
Stage IV Any T Any N M1




Stomach 77
Summary
Stomach
T1 Lamina propria (T1a), submucosa (T1b)
T2 Muscularis propria
T3 Subserosa
T4a  Perforates serosa
T4b  Adjacent structures
N1 1-2 nodes
N2 3-6 nodes
N3a 7-15 nodes
N3b 16 or more




Gastrointestinal Stromal
Tumour (GIST)

Rules for Classification

The classification applies to gastrointestinal stro-
mal tumours. There should be histological confir-
mation of the disease.

The following are the procedures for assessing
the T, N, and M categories:

T categories Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories Physical examination, imaging,
and/or surgical exploration

Anatomical Sites and Subsites

e Oesophagus (C15)

e Stomach (C16)

e Small intestine (C17)
1. Duodenum (C17.0)
2. Jejunum (C17.1)
3. lleum (C17.2)
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Colon (C18)
Rectum (C20)
Omentum (C48.1)
Mesentery (C48.1)

Regional Lymph Nodes

The regional lymph nodes are those appropriate to
the site of the primary tumour; see gastrointestinal
sites for details.

TNM Clinical Classification

T - Primary Tumour

X
TO

T1

Primary tumour cannot be assessed
No evidence for primary tumour

Tumour 2cm or less

Tumour more than 2cm but not more than
5cm in greatest dimension

Tumour more than 5cm but not more than
10cm in greatest dimension

Tumour more than 10cm in greatest dimension

N - Regional Lymph Nodes

Regional lymph nodes cannot be assessed*
No regional lymph node metastasis
Regional lymph node metastasis

*NX: Regional lymph node involvement is rare for GISTs,
so that cases in which the nodal status is not assessed
clinically or pathologically could be considered NO
instead of NX or pNX.
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M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

G Histopathological Grading

Grading for GIST is dependent on mitotic rate.*
Low mitotic rate: 5 or fewer per 50 hpf
High mitotic rate: over 5 per 50 hpf
Note: *The mitotic rate of GIST is best expressed as the

number of mitoses per 50 high power fields (hpf) using
the 40X objective (total area 5mm? in 50 fields)
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Stage Grouping

Gastric GIST*

Mitotic rate

Stage IA T1, T2 NO MO Low
Stage IB T3 NO MO0 Low
Stage Il T1, T2 NO MO High

T4 NO MO0 Low
Stage llIA T3 NO MO0 High
Stage IlIB T4 NO MO High
Stage IV Any T N1 MO Any rate

Any T Any N M1 Any rate

Small Intestinal GIST*
Mitotic rate

Stage | T1, T2 NO MO Low
Stage Il T3 NO MO Low
Stage llIA  T1 NO MO High
T4 NO MO Low
Stage llIB T2, T3, T4 NO MO High
StagelV.  AnyT N1 MO Any rate
Any T Any N M1 Any rate

Note: *Staging criteria for gastric tumours can be applied
in primary, solitary omental GISTs. Staging criteria
for intestinal tumours can be applied to GISTs in less
common sites, such as oesophagus, colon, rectum,
and mesentery.

Summary

Gastrointestinal Stromal Tumour

T1 =2cm
T2 >2cm to 5cm
T3 >5cm to 10cm

T4 >10cm




Small Intestine
(ICD-O C17)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the dis-
ease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Anatomical Subsites

1. Duodenum (C17.0)
2. Jejunum (C17.1)
3. lleum (C17.2) (excludes ileocaecal valve C18.0)

Note: This classification does not apply to carcinomas of the
ampulla of Vater (see page 129).
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Regional Lymph Nodes

The regional lymph nodes for the duodenum are the
pancreaticoduodenal, pyloric, hepatic (pericholedo-
chal, cystic, hilar), and superior mesenteric nodes.

The regional lymph nodes for the ileum and jeju-
num are the mesenteric nodes, including the supe-
rior mesenteric nodes, and, for the terminal ileum
only, the ileocolic nodes including the posterior caecal
nodes.

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ

T1 Tumour invades lamina propria, muscularis
mucosae or submucosa
T1a Tumour invades lamina propria or muscu-

laris mucosae

T1b Tumour invades submucosa

T2 Tumour invades muscularis propria

T3 Tumour invades subserosa or non-peritoneal-
ized perimuscular tissue (mesentery or retro-
peritoneum*) with extension 2cm or less

T4 Tumour perforates visceral peritoneum or
directly invades other organs or structures
(includes other loops of small intestine, mesen-
tery, or retroperitoneum more than 2cm and
abdominal wall by way of serosa; for duo-
denum only, invasion of pancreas)
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Note: *The non-peritonealized perimuscular tissue is, for
jejunum and ileum, part of the mesentery and, for
duodenum in areas where serosa is lacking, part of the
retroperitoneum.

N - Regional Lymph Nodes

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in 1-3 regional lymph nodes

N2 Metastasis in 4 or more regional lymph nodes

M - Distant Metastasis

MO No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lymph-
adenectomy specimen will ordinarily include 6
or more lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

G Histopathological Grading

See definitions on page 65.
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Stage Grouping

Stage 0 Tis NO MO
Stage | T1, T2 NO MO
Stage IIA T3 NO MO
Stage IIB T4 NO MO
Stage IlIA Any T N1 MO
Stage IlIB Any T N2 MO
Stage IV Any T Any N M1
Summary

Small Intestine

T1 Lamina propria, submucosa
T2 Muscularis propria
T3 Subserosa, non-peritonealized perimuscular

tissues (mesentery, retroperitoneum) <2cm
T4 Visceral peritoneum, other organs/structures
including mesentery, retroperitoneum >2cm

N1 1 to 3 nodes
N2 > 3 nodes




Appendix - Carcinoma
(ICD-O C18.1)

Rules for Classification

This section includes two separate classifications:
one for carcinoma and one for carcinoid. There
should be histological confirmation of the dis-
ease and separation of carcinomas into mucinous
and non-mucinous adenocarcinomas.

Goblet cell carcinoids are classified according
to the carcinoma scheme.

Grading is of particular importance for muci-
nous tumours.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories Physical examination, imaging,
and/or surgical exploration

Anatomical Site

Appendix (C18.1)
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Regional Lymph Nodes

The ileocolic are the regional lymph nodes.

TNM Clinical Classification

Carcinoma

T - Primary Tumour

>
TO
Tis

T1
T2
T3
T4

Notes:

Primary tumour cannot be assessed

No evidence of primary tumour

Carcinoma in situ: intraepithelial or invasion of lamina
propria’

Tumour invades submucosa

Tumour invades muscularis propria

Tumour invades subserosa or mesoappendix

Tumour perforates visceral peritoneum, includ-

ing mucinous peritoneal tumour within the

right lower quadrant and/or directly invades
other organs or structures??

Td4a Tumour perforates visceral peritoneum,
including mucinous peritoneal tumour
within the right lower quadrant

T4b Tumour directly invades other organs or
structures??

1. Tis includes cancer cells confined within the glandular
basement membrane (intraepithelial) or lamina pro-
pria (intramucosal) with no extension through mus-
cularis mucosae into submucosa.

2. Direct invasion in T4 includes invasion of other intes-
tinal segments by way of the serosa, e.g., invasion of
ileum.
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3. Tumour that is adherent to other organs or struc-
tures, macroscopically, is classified T4b. However, if
no tumour is present in the adhesion, microscopically,
the classification should be pT1, 2, or 3.

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in 1-3 regional lymph nodes

N2 Metastasis in 4 or more regional lymph nodes

Note: A satellite peritumoural nodule in the periappendiceal
adipose tissue of a primary carcinoma without histologi-
cal evidence of residual lymph node in the nodule may
represent discontinuous spread (T3), venous invasion
with extravascular spread (T3, V1/2) or a totally replaced
lymph node (N1/2).

M - Distant Metastasis

MO  No distant metastasis
M1  Distant metastasis
M1a Intraperitoneal metastasis beyond the
right lower quadrant, including pseu-
domyxoma peritonei
M1b Non-peritoneal metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
12 or more lymph nodes.
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If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

G Histopathological Grading

GX  Grade of differentiation cannot be assessed

G1  Well differentiated Mucinous low grade

G2  Moderately Mucinous high grade
differentiated

G3  Poorly differentiated Mucinous high grade

G4  Undifferentiated

Stage Grouping

Carcinoma
Stage 0 Tis NO MO
Stage | T1, T2 NO MO
Stage IIA T3 NO MO
1B T4a NO MO
IIC T4b NO MO
Stage llIA T1,T2 N1 MO
11IB T3, T4 N1 MO
lic Any T N2 MO
StageIVA  AnyT NO M1a G1
IVB Any T NO M1a G2, G3
Any T N1, N2 M1a Any G
StageIVC  AnyT AnyN M1b Any G
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Summary

Appendix—Carcinoma:
Separate mucinous from non-mucinous

carcinomas

T1 Submucosa

T2 Muscularis propria

T3 Subserosa, non-peritonealized periappendiceal
tissues, mesoappendix

Td4a  Perforates visceral peritoneum/Mucinous
peritoneal tumour within right lower quadrant

T4b  Other organs or structures

N1 <3 regional

N2 >3 regional

M1a Intraperitoneal metastasis beyond right lower
quadrant, pseudomyxoma peritonei

M1b Non-peritoneal metastasis




Appendix - Carcinoid
(Well-differentiated
Neuroendocrine Tumour)

TNM Clinical Classification

T - Primary Tumour’

X
TO

T1

T2

T3

T4

Note:

Primary tumour cannot be assessed
No evidence of primary tumour

Tumour 2cm or less in greatest dimension

T1a Tumour 1cm or less in greatest dimension

T1b Tumour more than 1cm but not more
than 2cm

Tumour more than 2cm but not more than

4cm or with extension to the caecum

Tumour more than 4cm or with extension to

the ileum

Tumour perforates peritoneum or invades

other adjacent organs or structures, e.g.,

abdominal wall and skeletal muscle ?

1. Goblet cell carcinoid is classified according to the car-
cinoma scheme.

2. Tumour that is adherent to other organs or struc-
tures, macroscopically, is classified T4. However, if
no tumour is present in the adhesion, microscopically,
the classification should be classified pT1-3.
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N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
12 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

Histopathological Grading

Histological grading is not carried out for carcinoid
tumours, but a mitotic count of 2-10 per 10 hpf and/or
focal necrosis are features of atypical carcinoids, a
type seen much more commonly in the lung than in
the appendix.
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Stage Grouping

Carcinoid
Stage | T1 NO MO
Stage Il T2, T3 NO MO
Stage Il T4 NO MO
Any T N1 MO
Stage IV Any T Any N M1
Summary

Appendix - Carcinoid
(Well-differentiated neuroendocrine tumour)

T1a <1lcm
Tib >1-2cm

T2 >2-4cm; caecum

T3 >4cm; ileum

T4 Perforates peritoneum; other organs or
structures

N1 Regional




Gastric, Small &
Large Intestinal Carcinoid

Tumours
(Well-differentiated
Neuroendocrine Tumours and
Well-differentiated
Neuroendocrine Carcinomas)

Rules for Classification

This classification system applies to carcinoid
tumours (well-differentiated neuroendocrine
tumours) and atypical carcinoid tumours (well-
differentiated neuroendocrine carcinomas) of the
gastrointestinal tract, excluding the appendix.

Neuroendocrine/endocrine tumours of the pan-
creas and lung should be classified according to
criteria for carcinoma at those sites. Merkel cell
carcinoma of the skin has a separate classification.

High-grade neuroendocrine carcinomas are
excluded and should be classified according to
criteria for classifying carcinomas at the respec-
tive site.
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Regional lymph nodes

The regional lymph nodes correspond to those listed
under the appropriate sites for carcinoma.

TNM Clinical Classification-Stomach

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoid in situ/dysplasia (tumour less than 0.5mm,

confined to mucosa)

T1 Tumour confined to mucosa and 0.5mm or
more but no greater than 1cm in size; or
invades submucosa and is no greater than 1cm
in greatest dimension

T2 Tumour invades muscularis propria or is more
than 1cm in greatest dimension

T3 Tumour invades subserosa

T4 Tumour perforates visceral peritoneum (serosa)
or other organs or adjacent structures

Note: For any T, add (m) for multiple tumours.

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis
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TNM Clinical Classification

Duodenum/ampulla/jejunum/ileum

T - Primary Tumour

TX Primary tumour cannot be assessed
TO No evidence of primary tumour

T1 Tumour invades lamina propria or submucosa
and is no greater than 1cm in size”

T2 Tumour invades muscularis propria or is greater
than 1cm in size

T3 Jejunal or ileal tumour invades subserosa
Ampullary or duodenal tumour invades pan-
creas or retroperitoneum

T4 Tumour perforates visceral peritoneum (serosa)
or invades other organs or adjacent structures

Note: *Tumour limited to ampulla of Vater for ampullary gan-
gliocytic paraganglioma.
For any T, add (m) for multiple tumours.

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis
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TNM Clinical Classification

Large Intestine

T - Primary Tumour

TX Primary tumour cannot be assessed
TO No evidence of primary tumour

T1 Tumour invades lamina propria or submucosa
and is no greater than 2cm in size
T1la Tumour less than 1cm in size
T1b Tumour 1-2cm in size

T2 Tumour invades muscularis propria or is greater
than 2cm in size

T3 Tumour invades subserosa, or non-peritoneal-
ized pericolic or perirectal tissues

T4 Tumour perforates peritoneum or invades
other organs

Note: For any T, add (m) for multiple tumours.

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.
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G Histopathological Grading

The following grading scheme has been proposed for
gastrointestinal carcinoids:

Grade Mitotic count Ki-67 index
(per 10 HPF)! (%)?

G1 <2 <2

G2 2-20 3-20

G3 >20 >20

"OHPF: high power field = 2mm?, at least 40 fields (at 40
X magnification) evaluated in areas of highest
mitotic density.

2Ki-67/MIB1 antibody: % of 2000 tumour cells in areas of
highest nuclear labelling.

Stage Grouping (Non appendiceal Gl

carcinoids)
Stage | T1 NO MO
Stage IIA T2 NO MO
Stage IIB T3 NO MO
Stage IlIA T4 NO MO
Stage IlIB Any T N1 MO
Stage IV Any T AnyN M1
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Summary

Stomach: Carcinoid

Tis Mucosa <0.5mm

T1 Mucosa 0.5mm to 1cm or submucosa <1cm
T2 Muscularis propria or >1cm

T3 Subserosa

T4 Perforates serosa; adjacent structures

Small Intestine: Carcinoid

T1 Lamina propria or submucosa and <1cm
T2 Muscularis propria or >1cm
T3 Jejunal, ileal: subserosa

Ampullary, duodenal: invades pancreas or
retroperitoneum
T4 Perforates serosa; adjacent structures

Large intestine: Carcinoid

T1 Lamina propria or submucosa and <2cm
T1a <1cm
Tib  1-2cm

T2 Muscularis propria or >2cm

T3 Subserosa, or pericolorectal tissue

T4 Perforates serosa; adjacent structures




Colon and Rectum
(ICD-O C18-20)

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the dis-
ease.

The following are the procedures for assessing
the T, N, and M categories:

T categories  Physical examination, imag-
ing, endoscopy, and/or surgical
exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Anatomical Sites and Subsites

Colon (C18)

. Caecum (C18.0)

. Ascending colon (C18.2)
. Hepatic flexure (C18.3)

. Transverse colon (C18.4)

. Splenic flexure (C18.5)

. Descending colon (C18.6)
. Sigmoid colon (C18.7)

Noulh wWwWN =
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Rectosigmoid junction (C19)
Rectum (C20)

Regional Lymph Nodes

For each anatomical site or subsite the following are
regional lymph nodes:

Caecum lleocolic, right colic
Ascending colon lleocolic, right colic, middle
colic,

Hepatic flexure Right colic, middle colic

Transverse colon Right colic, middle colic, left
colic, inferior mesenteric

Splenic flexure Middle colic, left colic, infe-
rior mesenteric

Descending colon Left colic, inferior mesenteric

Sigmoid colon Sigmoid, left colic, superior

rectal (haemorrhoidal), infe-
rior mesenteric, rectosigmoid
Rectum Superior, middle, and inferior
rectal (haemorrhoidal), infe-
rior mesenteric, internal iliac,
mesorectal (paraproctal), lat-
eral sacral, presacral, sacral
promontory (Gerota)

Metastasis in nodes other than those listed above is
classified as distant metastasis.
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TNM Clinical Classification

T - Primary Tumour

X
TO
Tis'

T1

T2
T3

T4

Notes:

Primary tumour cannot be assessed

No evidence of primary tumour

Carcinoma in situ: intraepithelial or invasion of lamina
propria

Tumour invades submucosa

Tumour invades muscularis propria

Tumour invades subserosa or into non-

peritonealized pericolic or perirectal tissues

Tumour directly invades other organs or struc-

tures and/or perforates visceral peritoneum

Td4a Tumour perforates visceral peritoneum

T4b Tumour directly invades other organs or
structures®?

1. Tis includes cancer cells confined within the glandular
basement membrane (intraepithelial) or mucosal lam-
ina propria (intramucosal) with no extension through
the muscularis mucosae into the submucosa.

2. Direct invasion in T4b includes invasion of other
organs or segments of the colorectum by way of the
serosa, as confirmed on microscopic examination, or
for tumours in a retroperitoneal or subperitoneal
location, direct invasion of other organs or structures
by virtue of extension beyond the muscularis propria.

3. Tumour that is adherent to other organs or struc-
tures, macroscopically, is classified ¢T4b. However, if
no tumour is present in the adhesion, microscopically,
the classification should be pT1-3, depending on the
anatomical depth of wall invasion.

N - Regional Lymph Nodes

NX
NO

Regional lymph nodes cannot be assessed
No regional lymph node metastasis
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N1

N2

Note:

Metastasis in 1-3 regional lymph nodes

N1a Metastasis in 1 regional lymph node

N1b Metastasis in 2-3 regional lymph nodes

N1c Tumour deposit(s), i.e., satellites*, in the
subserosa, or in non-peritonealized pericolic
or perirectal soft tissue without regional
lymph node metastasis

Metastasis in 4 or more regional lymph nodes

N2a Metastasis in 4-6 regional lymph nodes

N2b Metastasis in 7 or more regional lymph
nodes

*Tumour deposits (satellites), i.e., macroscopic or micro-
scopic nests or nodules, in the pericolorectal adipose
tissue’s lymph drainage area of a primary carcinoma
without histological evidence of residual lymph node
in the nodule, may represent discontinuous spread,
venous invasion with extravascular spread (V1/2) or a
totally replaced lymph node (N1/2). If such deposits are
observed with lesions that would otherwise be classified
as T1 or T2, then the T classification is not changed, but
the nodule(s) is recorded as N1c. If a nodule is consid-
ered by the pathologist to be a totally replaced lymph
node (generally having a smooth contour), it should be
recorded as a positive lymph node and not as a satel-
lite, and each nodule should be counted separately as a
lymph node in the final pN determination.

M - Distant Metastasis

MO
M1

No distant metastasis

Distant metastasis

M1a Metastasis confined to one organ (liver,
lung, ovary, non-regional lymph node(s))

M1b Metastasis in more than one organ or the
peritoneum
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TNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
12 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage 0 Tis NO MO
Stage | T1, T2 NO MO
Stage Il T3, T4 NO MO
Stage IIA T3 NO MO
Stage 1B T4a NO MO
Stage IIC T4b NO MO
Stage lll Any T N1, N2 MO
Stage IlIA T1, T2 N1 MO
T1 N2a MO
Stage IlIB T3, T4a N1 MO
T2, T3 N2a MO
T1, T2 N2b MO
Stage IlIC T4a N2a MO
T3, T4a N2b MO
T4b N1, N2 MO
Stage IVA Any T Any N M1a
Stage IVB Any T Any N M1b
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Summary

Colon and Rectum

T1
T2
T3
T4a
T4b
N1a
N1b
N1c

N2a
N2b

M1a
M1b

Submucosa

Muscularis propria

Subserosa, pericolorectal tissues
Visceral peritoneum

Other organs or structures

1 regional

2-3 regional

Satellite(s) without regional nodes
4-6 regional

7 or more regional

1 organ
>1 organ, peritoneum




Anal Canal
(ICD-O C21.1)

The anal canal extends from rectum to perianal skin
(to the junction with hair-bearing skin). It is lined
by the mucous membrane overlying the internal
sphincter, including the transitional epithelium and
dentate line. Tumours of anal margin (ICD-O C44.5)
are classified with skin tumours (page 165).

Rules for Classification

The classification applies to carcinomas. There
should be histological confirmation of the dis-
ease and division of cases by histological type.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

The regional lymph nodes are the perirectal, the inter-
nal iliac, and the inguinal lymph nodes.
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TNM Clinical Classification

T - Primary Tumour

X
TO
Tis

T1

T2

T3
T4

Note:

Primary tumour cannot be assessed

No evidence of primary tumour

Carcinoma in situ, Bowen disease, High-grade Squamous
Intraepithelial Lesion (HSIL), Anal Intraepithelial Neopla-
sia =111 (AIN [1-111)

Tumour 2cm or less in greatest dimension
Tumour more than 2cm but not more than
5cm in greatest dimension

Tumour more than 5cm in greatest dimension
Tumour of any size invades adjacent organ(s),
e.g., vagina, urethra, bladder’

1. Direct invasion of the rectal wall, perianal skin, subcu-

taneous tissue, or the sphincter muscle(s) alone is not
classified as T4.

N - Regional Lymph Nodes

NX
NO
N1

N2

N3

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Metastasis in perirectal lymph node(s)
Metastasis in unilateral internal iliac and/or
unilateral inguinal lymph node(s)

Metastasis in perirectal and inguinal lymph
nodes and/or bilateral internal iliac and/or
bilateral inguinal lymph nodes

M - Distant Metastasis

MO
M1

No distant metastasis
Distant metastasis
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PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional per-
irectal/pelvic lymphadenectomy specimen will
ordinarily include 12 or more lymph nodes;
histological examination of an inguinal lym-
phadenectomy specimen will ordinarily include
6 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.

G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2, T3 NO MO
Stage IlIA T1, T2, T3 N1 MO

T4 NO MO
Stage IlIB T4 N1 MO

Any T N2, N3 MO
Stage IV Any T Any N M1
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Summary
Anal Canal
T1 <2cm
T2 >2cm to 5cm
T3 >5cm

T4 Adjacent organ(s)

N1 Perirectal

N2 Unilateral internal iliac/inguinal

N3 Perirectal and inguinal, bilateral internal iliac/
inguinal




Liver - Hepatocellular

Carcinoma
(ICD-O C22.0)

Rules for Classification

The classification applies to hepatocellular carci-

noma.

Cholangio- (intrahepatic bile duct) carcinoma
of the liver has a separate classification (see
page 114). There should be histological confirma-
tion of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories
N categories

M categories

Physical examination, imaging,
and/or surgical exploration
Physical examination, imaging,
and/or surgical exploration
Physical examination, imaging,
and/or surgical exploration

Note: Although the presence of cirrhosis is an impor-
tant prognostic factor it does not affect the TNM
classification, being an independent prognostic

variable.
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Regional Lymph Nodes

The regional lymph nodes are the hilar, hepatic (along
the proper hepatic artery), periportal (along the por-
tal vein) and those along the abdominal inferior vena
cava above the renal veins (except the inferior phrenic
nodes).

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
T1 Solitary tumour without vascular invasion

T2 Solitary tumour with vascular invasion or mul-
tiple tumours, none more than 5c¢m in greatest
dimension

T3 Multiple tumours any more than 5cm or
tumour involving a major branch of the portal
or hepatic vein(s)

T3a Multiple tumours any more than 5cm
T3b Tumour involving a major branch of the
portal or hepatic vein(s)

T4 Tumour(s) with direct invasion of adjacent
organs other than the gallbladder or with
perforation of visceral peritoneum

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis
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M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
3 or more lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

G Histopathological Grading

For histopathological grading see: Edmondson HA,
Steiner PE. Primary carcinoma of the liver: a study
of 100 cases among 48,900 necropsies. Cancer 1954;
7:462-504.

Edmonson/Steiner grades are numbered Grades 1,
2,3, and 4.
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Stage Grouping

Liver

Stage | T1 NO MO
Stage Il T2 NO MO
Stage IlIA T3a NO MO
Stage IlIB T3b NO MO
Stage IlIC T4 NO MO
Stage IVA Any T N1 MO
Stage IVB Any T Any N M1

Summary

Liver - Hepatocellular carcinoma

T1 Solitary without vascular invasion
T2 Solitary with vascular invasion, multiple <5cm
T3 (a) Multiple >5cm
(b) Invades major branch of portal or hepatic vein
T4 Invades adjacent organs other than gallbladder
Perforates visceral peritoneum

N1 Regional




Liver - Intrahepatic
Bile Ducts
(ICD-0 C22.1)

Rules for Classification

The staging system applies to intrahepatic
cholangiocarcinoma, cholangiocellular carcinoma,
and combined hepatocellular and cholangiocar-
cinoma (mixed hepatocellular/cholangiocellular
carcinoma).

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

For right-liver intrahepatic cholangiocarcinoma, the
regional lymph nodes include the hilar (common bile
duct, hepatic arteries, portal vein, and cystic duct),
periduodenal and peripancreatic lymph nodes.

For left-liver intrahepatic cholangiocarcinoma,
regional lymph nodes include hilar and gastrohepatic
lymph nodes.
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For intrahepatic cholangiocarcinoma, spread to the
coeliac and/or periaortic and caval lymph nodes is dis-
tant metastasis (M1).

TNM Clinical Classification

T - Primary Tumour

TX Primary tumour cannot be assessed

TO No evidence of primary tumour

Tis Carcinoma in situ (intraductal tumour)

T1 Solitary tumour without vascular invasion

T2a  Solitary tumour with vascular invasion

T2b  Multiple tumours, with or without vascular
invasion

T3 Tumour perforates the visceral peritoneum or
directly invades adjacent extrahepatic structures

T4 Tumour with periductal invasion (periductal
growth pattern)

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis

N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.
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pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
3 or more lymph nodes.

If the regional lymph nodes are negative, but
the number ordinarily examined is not met,
classify as pNO.

G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage | T1 NO MO
Stage Il T2 NO MO
Stage Il T3 NO MO
Stage IVA T4 NO MO

Any T N1 MO
Stage IVB Any T Any N M1
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Summary

Intrahepatic bile ducts

T1 Solitary without vascular invasion
T2a  Solitary with vascular invasion
T2b  Multiple

T3 Perforates visceral peritoneum or invades
adjacent extrahepatic structures
T4 Periductal invasion

N1 Regional




Gallbladder
(ICD-0 C23)

Rules for Classification

The classification applies to carcinomas of gall-
bladder and cystic duct. There should be histo-
logical confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

Regional lymph nodes are the hepatic hilus nodes
(including nodes along the common bile duct, com-
mon hepatic artery, portal vein, and cystic duct).

Coeliac, periduodenal, peripancreatic, and superior
mesenteric artery node involvement is considered dis-
tant metastasis (M1).
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TNM Clinical Classification

T - Primary Tumour

X
TO
Tis

T1

T2

T3

T4

Primary tumour cannot be assessed
No evidence of primary tumour
Carcinoma in situ

Tumour invades lamina propria or muscular
layer

T1a Tumour invades lamina propria

T1b Tumour invades muscular layer

Tumour invades perimuscular connective tissue;
no extension beyond serosa or into liver
Tumour perforates the serosa (visceral perito-
neum) and/or directly invades the liver and/or
one other adjacent organ or structure, such as
stomach, duodenum, colon, pancreas, omen-
tum, extrahepatic bile ducts

Tumour invades main portal vein or hepatic
artery or invades two or more extrahepatic
organs or structures

N - Regional Lymph Nodes

NX
NO
N1

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Regional lymph node metastasis (including
nodes along the cystic duct, common bile duct,
common hepatic artery, and portal vein).
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M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

pPTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
3 or more lymph nodes.
If the regional lymph nodes are negative, but
the number ordinarily examined is not met,
classify as pNO.

G Histopathological Grading

See definitions on page 65.
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Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2 NO MO
Stage IlIA T3 NO MO
Stage IlIB T1,T2, T3 N1 MO
Stage IVA T4 Any N MO
Stage IVB Any T Any N M1
Summary

Gallbladder

T1 Lamina propria or muscular layer

T1a Lamina propria
T1b Muscular layer

T2 Perimuscular connective tissue
T3 Serosa, one organ, and/or liver
T4 Portal vein, hepatic artery, or two or more

extrahepatic organs

N1 Along cystic duct, common bile duct, common
hepatic artery, portal vein




Extrahepatic Bile Ducts -
Perihilar
(ICD-O C24.0)

Rules for Classification

The classification applies to carcinomas of the
extrahepatic bile ducts of perihilar localization
(Klatskin tumour). Included are the right, left,
and the common hepatic ducts.

The following are the procedures for assessing
T, N, and M categories:

T categories Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Anatomical Sites and Subsites

Perihilar cholangiocarcinomas are tumours located in
the extrahepatic biliary tree proximal to the origin of
the cystic duct.

Regional Lymph Nodes

The regional nodes are the hilar and pericholedochal
nodes in the hepatoduodenal ligament.



Extrahepatic Bile Ducts - Perihilar 123

TNM Clinical Classification

T - Primary Tumour

X
TO
Tis

T1

T2a

T2b
T3

T4

Primary tumour cannot be assessed
No evidence of primary tumour
Carcinoma in situ

Tumour confined to the bile duct, with exten-
sion up to the muscle layer or fibrous tissue
Tumour invades beyond the wall of the bile
duct to surrounding adipose tissue

Tumour invades adjacent hepatic parenchyma
Tumour invades unilateral branches of the por-
tal vein or hepatic artery

Tumour invades the main portal vein or its
branches bilaterally; or the common hepatic
artery; or the second-order biliary radicals bilat-
erally; or unilateral second-order biliary radicals
with contralateral portal vein or hepatic artery
involvement

N - Regional Lymph Nodes

NX
NO
N1

Regional lymph nodes cannot be assessed

No regional lymph node metastasis

Regional lymph node metastasis including
nodes along the cystic duct, common bile duct,
common hepatic artery, and portal vein

M - Distant Metastasis

MO
M1

No distant metastasis
Distant metastasis
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PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
15 or more lymph nodes.

If the regional lymph nodes are negative, but
the number ordinarily examined is not met,
classify as pNO.

G Histopathological Grading

See definitions on page 65.
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Stage Grouping

Stage 0 Tis NO MO
Stage | T1 NO MO
Stage Il T2a, T2b NO MO
Stage lllIA T3 NO MO
StagelllB  T1,T2, T3 N1 MO
Stage IVA T4 NO, N1 MO
Stage IVB  Any T Any N M1
Summary

Perihilar bile ducts

T1 Ductal wall
T2a  Beyond ductal wall
T2b  Adjacent hepatic parenchyma

T3 Unilateral branches of portal vein or hepatic
artery
T4 Main portal vein; bilateral branches; common

hepatic artery; second-order biliary radicals
bilaterally; unilateral second-order biliary
radicals with contralateral portal vein or
hepatic artery involvement

N1 Nodes along cystic duct, common bile duct,
common hepatic artery, portal vein




Extrahepatic Bile Ducts -
Distal
(ICD-O C24.0)

Rules for Classification

The classification applies to carcinomas of the
extrahepatic bile ducts distal to the insertion of
the cystic duct. Cystic duct carcinoma is included
under gallbladder.

The following are the procedures for assessing
T, N, and M categories:

T categories ~ Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

The regional lymph nodes are along the common bile
duct, common hepatic artery, back towards the coeliac
trunk, posterior and anterior pancreaticoduodenal
nodes, and nodes along the superior mesenteric vein
and the right lateral wall of the superior mesenteric
artery.




Extrahepatic Bile Ducts - Distal 127

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ

T1 Tumour confined to the bile duct

T2 Tumour invades beyond the wall of the bile duct

T3 Tumour invades the gallbladder, liver, pancreas,
duodenum, or other adjacent organs

T4 Tumour involves the coeliac axis or the superior
mesenteric artery

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO  No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
12 or more lymph nodes.

If the regional lymph nodes are negative, but
the number ordinarily examined is not met,
classify as pNO.
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G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage 0 Tis NO MO
Stage IA T1 NO MO
Stage IB T2 NO MO
Stage IIA T3 NO MO
Stage IIB T1,7T2, T3 N1 MO
Stage llI T4 Any N MO
Stage IV Any T Any N M1
Summary

Distal Extrahepatic Bile Ducts

T1 Ductal wall
T2 Beyond ductal wall

T3 Gallbladder, pancreas, duodenum, adjacent
organs
T4 Coeliac axis or superior mesenteric artery

N1 Regional




Ampulla of Vater
(ICD-0 C24.1)

Rules for Classification

The classification applies only to carcinomas.
There should be histological confirmation of the
disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

The regional lymph nodes are:

Superior Superior to head and body of pancreas

Inferior Inferior to head and body of pancreas

Anterior Anterior pancreaticoduodenal, pyloric, and
proximal mesenteric

Posterior Posterior pancreaticoduodenal, common
bile duct, and proximal mesenteric

Note: The splenic lymph nodes and those of the tail of the
pancreas are not regional; metastases to these lymph
nodes are coded M1.



130 Digestive System Tumours

TNM Clinical Classification

T - Primary Tumour

X Primary tumour cannot be assessed
TO No evidence of primary tumour
Tis Carcinoma in situ

T1 Tumour limited to ampulla of Vater or sphinc-
ter of Oddi

T2 Tumour invades duodenal wall

T3 Tumour invades pancreas

T4 Tumour invades peripancreatic soft tissues, or
other adjacent organs or structures

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 65.

pNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
10 or more lymph nodes.

If the lymph nodes are negative, but the number
ordinarily examined is not met, classify as pNO.
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G Histopathological Grading

See definitions on page 65.

Stage Grouping

Stage 0 Tis NO MO
Stage IA T1 NO MO
Stage IB T2 NO MO
Stage A T3 NO MO
StagellB T1,T2, T3 N1 MO
Stage Il T4 Any N MO
Stage IV Any T Any N M1
Summary

Ampulla of Vater

T1 Ampulla or sphincter of Oddi

T2 Duodenal wall
T3 Pancreas
T4 Beyond pancreas

N1 Regional




Pancreas
(ICD-O C25)

Rules for Classification

The classification applies to carcinomas of the
exocrine pancreas and pancreatic neuroendo-
crine tumours including carcinoids. There should
be histological or cytological confirmation of the
disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
and/or surgical exploration

N categories  Physical examination, imaging,
and/or surgical exploration

M categories  Physical examination, imaging,
and/or surgical exploration

Anatomical Subsites

C25.0 Head of pancreas’

C25.1 Body of pancreas?

C25.2 Tail of pancreas®

C25.3 Pancreatic duct

C25.4 Islets of Langerhans (endocrine pancreas)

Notes: 1. Tumours of the head of the pancreas are those aris-
ing to the right of the left border of the superior
mesenteric vein. The uncinate process is considered as
part of the head.



Pancreas 133

2. Tumours of the body are those arising between the
left border of the superior mesenteric vein and left
border of the aorta.

3. Tumours of the tail are those arising between the left
border of the aorta and the hilum of the spleen.

Regional Lymph Nodes

The regional lymph nodes are the peripancreatic
nodes, which may be subdivided as follows:

Superior Superior to head and body
Inferior Inferior to head and body
Anterior Anterior pancreaticoduodenal, pyloric

(for tumours of head only), and proxi-
mal mesenteric

Posterior Posterior pancreaticoduodenal, com-
mon bile duct, and proximal mesen-
teric

Splenic Hilum of spleen and tail of pancreas

(for tumours of body and tail only)

Coeliac (for tumours of head only)

TNM Clinical Classification

T - Primary Tumour

>
TO
Tis

T1

T2

Primary tumour cannot be assessed
No evidence of primary tumour
Carcinoma in situ*

Tumour limited to pancreas, 2cm or less in
greatest dimension
Tumour limited to pancreas, more than 2cm in
greatest dimension
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T3 Tumour extends beyond pancreas, but with-
out involvement of coeliac axis or superior
mesenteric artery

T4 Tumour involves coeliac axis or superior
mesenteric artery

Note: *Tis also includes the ‘PanIN-III’ classification.

N - Regional Lymph Nodes

NX  Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis

N1 Regional lymph node metastasis

M - Distant Metastasis

MO  No distant metastasis
M1 Distant metastasis

PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pPNO Histological examination of a regional lym-
phadenectomy specimen will ordinarily include
10 or more lymph nodes.

If the lymph nodes are negative, but the
number ordinarily examined is not met, classify
as pNO.

G Histopathological Grading

See definitions on page 65.
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Stage Grouping

Stage 0 Tis NO MO

Stage IA T1 NO MO

Stage IB T2 NO MO

StagellA T3 NO MO

Stage 1B T1,T2, T3 NI MO

Stage Il T4 Any N MO

Stage IV Any T Any N M1
Summary

Pancreas

T1 Limited to pancreas <2cm

T2 Limited to pancreas >2cm

T3 Beyond pancreas

T4 Coeliac axis or superior mesenteric artery

N1 Regional




LUNG AND PLEURAL
TUMOURS

Introductory Notes

The classifications apply to carcinomas of the lung

including non-small cell and small cell carcinomas,
bronchopulmonary carcinoid tumours, and malignant
mesothelioma of pleura.

Each site is described under the following headings:

Rules for classification with the procedures for
assessing T, N, and M categories; additional meth-
ods may be used when they enhance the accuracy
of appraisal before treatment

Anatomical subsites where appropriate

Definition of the regional lymph nodes

TNM Clinical classification

pPTNM Pathological classification

G Histopathological grading where applicable
Stage grouping

Summary

Regional Lymph Nodes

The regional lymph nodes extend from the supracla-

vicular region to the diaphragm. Direct extension of

the primary tumour into lymph nodes is classified as

lymph node metastasis.

136
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Distant Metastasis

The categories M1 and pM1 may be further specified
according to the following notation:

Pulmonary PUL Bone marrow MAR
Osseous 0SS Pleura PLE
Hepatic HEP Peritoneum PER
Brain BRA  Adrenals ADR
Lymph nodes LYM  Skin SKI
Others OTH

R Classification

See Introduction, page 19.



Lung
(ICD-0 C34)

Rules for Classification

The classification applies to carcinomas of the
lung including non-small cell carcinomas, small
cell carcinomas, and bronchopulmonary carcinoid
tumours. It does not apply to sarcomas and other
rare tumours.

Changes to the sixth edition are based upon
recommendations from the International Associ-
ation for the Study of Lung Cancer (IASLC) Stag-
ing Project (see references below).

There should be histological confirmation of
the disease and division of cases by histological
type.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

M categories  Physical examination, imaging,
and/or surgical exploration
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Anatomical Subsites

1. Main bronchus (C34.0)
2. Upper lobe (C34.1)
3. Middle lobe (C34.2)
4. Lower lobe (C34.3)

Regional Lymph Nodes

The regional lymph nodes are the intrathoracic nodes
(mediastinal, hilar, lobar, interlobar, segmental, and
subsegmental), scalene, and supraclavicular lymph
nodes.

TNM Clinical Classification

T - Primary Tumour

TX Primary tumour cannot be assessed, or tumour proven
by the presence of malignant cells in sputum or bron-
chial washings but not visualized by imaging or bron-

choscopy
TO No evidence of primary tumour
Tis Carcinoma in situ

T1 Tumour 3c¢m or less in greatest dimension, sur-
rounded by lung or visceral pleura, without
bronchoscopic evidence of invasion more prox-
imal than the lobar bronchus (i.e., not in the
main bronchus)’

T1la Tumour 2cm or less in greatest dimen-
sion’

T1b Tumour more than 2cm but not more
than 3cm in greatest dimension’
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T2

T3

T4

Tumour more than 3cm but not more than
7 cm; or tumour with any of the following fea-
tures?

. Involves main bronchus, 2cm or more
distal to the carina
. Invades visceral pleura

. Associated with atelectasis or obstruc-
tive pneumonitis that extends to the hilar
region but does not involve the entire lung

T2a Tumour more than 3cm but not more
than 5c¢m in greatest dimension

T2b Tumour more than 5cm but not more
than 7cm in greatest dimension

Tumour more than 7cm or one that directly
invades any of the following: chest wall
(including superior sulcus tumours), diaphragm,
phrenic nerve, mediastinal pleura, parietal
pericardium; or tumour in the main bronchus
less than 2cm distal to the carina' but without
involvement of the carina; or associated atel-
ectasis or obstructive pneumonitis of the entire
lung or separate tumour nodule(s) in the same
lobe as the primary
Tumour of any size that invades any of the
following: mediastinum, heart, great vessels,
trachea, recurrent laryngeal nerve, oesopha-
gus, vertebral body, carina; separate tumour
nodule(s) in a different ipsilateral lobe to that
of the primary

N - Regional Lymph Nodes

NX
NO

Regional lymph nodes cannot be assessed
No regional lymph node metastasis
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N1

N2

N3

Metastasis in ipsilateral peribronchial and/or
ipsilateral hilar lymph nodes and intrapulmo-
nary nodes, including involvement by direct
extension

Metastasis in ipsilateral mediastinal and/or sub-
carinal lymph node(s)

Metastasis in contralateral mediastinal, contral-
ateral hilar, ipsilateral or contralateral scalene,
or supraclavicular lymph node(s)

M - Distant Metastasis

Mo
M1

Notes:

No distant metastasis

Distant metastasis

M1a Separate tumour nodule(s) in a contralat-
eral lobe; tumour with pleural nodules or
malignant pleural or pericardial effusion?

M1b Distant metastasis

1. The uncommon superficial spreading tumour of any
size with its invasive component limited to the bron-
chial wall, which may extend proximal to the main
bronchus, is also classified as T1a.

2. T2 tumours with these features are classified T2a if
5cm or less, or if size cannot be determined and T2b
if greater than 5cm but not larger than 7cm.

3. Most pleural (pericardial) effusions with lung cancer
are due to tumour. In a few patients, however, multi-
ple microscopical examinations of pleural (pericardial)
fluid are negative for tumour, and the fluid is non-
bloody and is not an exudate. Where these elements
and clinical judgement dictate that the effusion is
not related to the tumour, the effusion should be
excluded as a staging element and the patient should
be classified as MO.
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PTNM Pathological Classification

The pT and pN categories correspond to the T and N
categories. For pM see page 15.

pNO Histological examination of hilar and medias-
tinal lymphadenectomy specimen(s) will ordi-
narily include 6 or more lymph nodes/stations.
Three of these nodes/stations should be medi-
astinal, including the subcarinal nodes and 3
from N1 nodes/stations. Labelling according to
the IASLC chart and table of definitions given
in the TNM Supplement is desirable. If all the
lymph nodes examined are negative, but the
number ordinarily examined is not met, classify
as pNO.

G Histopathological Grading

GX  Grade of differentiation cannot be assessed
G1 Well differentiated

G2 Moderately differentiated

G3 Poorly differentiated

G4 Undifferentiated
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Stage Grouping

Occult carcinoma TX NO MO
Stage 0 Tis NO MO
Stage IA T1a, b NO MO
Stage IB T2a NO MO
Stage IIA T2b NO MO
T1a, b N1 MO
T2a N1 MO
Stage IIB T2b N1 MO
T3 NO MO
Stage IlIA T1a, b, T2a,b N2 MO
T3 N1, N2 MO
T4 NO, N1 MO
Stage IlIB T4 N2 MO
Any T N3 MO

Stage IV Any T Any N M1




144 Lung and Pleural Tumours

Summary
Lung
TX Positive cytology only
T1 <3cm
T1a <2cm
Tib  >2-3cm
T2 Main bronchus =2 cm from carina, invades

visceral pleura, partial atelectasis
T2a >3cm to 5cm
T2b >5cmto7cm
T3 >7 cm; chest wall, diaphragm, pericardium,
mediastinal pleura, main bronchus <2cm from
carina, total atelectasis, separate nodule(s) in
same lobe
T4 Mediastinum, heart, great vessels, carina,
trachea, oesophagus, vertebral body; separate
tumour nodule(s) in a different ipsilateral lobe

N1 Ipsilateral peribronchial, ipsilateral hilar

N2 Ipsilateral mediastinal, subcarinal

N3 Contralateral mediastinal or hilar, scalene or
supraclavicular

M1 Distant metastasis
M1a Separate tumour nodule(s) in a contralateral
lobe; pleural nodules or malignant pleural
or pericardial effusion
M1b Distant metastasis
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Pleural Mesothelioma
(ICD-O C38.4)

Rules for Classification

The classification applies to malignant mesothe-
lioma of the pleura. There should be histological
confirmation of the disease.

The following are the procedures for assessing
T, N, and M categories:

T categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

N categories  Physical examination, imaging,
endoscopy, and/or surgical explo-
ration

M categories  Physical examination, imaging,
and/or surgical exploration

Regional Lymph Nodes

The regional lymph nodes are the intrathoracic, in