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Nomenclature

« Components: T, Nand M

« Categories: T1la, etc.; NO, etc.; M1a, etc.

» Descriptors: what defines the categories
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Rami-Porta R et al. J Thorac Oncol 2014; 9: 1618-1624
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T descriptors

e Tumour size

. Endobronchial location |24 9escriptors

 Atelectasis/pneumonitis

* Visceral pleura invasion

* Invasion of peripheral structures
* Invasion of central structures

« Separate tumour nodules in same lobe,
same lung, contralateral lung

T component

» Pathologic populations | |* Clinical populations
pT1-4 NO MO RO cT1-4 NO MO
pT1-4 any N MO RO cT1-4 any N MO
pT1-4 any N MO any R

« Univariate and multivariate analyses

» Adjusted for histology, region, age and
sex
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T: results

Size: every cm counts

Tumour size as descriptor in all T categories

VPI: no change

T2 & T3 endobronchial: same prognosis

T2 & T3 atelectasis: same prognosis

T3 diaphragm has a T4 prognosis

T3 mediastinal pleura, rarely used

The T component

Category

</=1cm Tla PT1-4 MORO Cases (Any N)
>1 2 cm le Proposed T Status
>2-3 cm Tic 100%7
>3-4 cm T2a 80%
>4-5 cm T2b 60% =
b Deaths /N  Estimate
>5-7 cm T3 o fpTle T 0
1pT1c 1236/5162 76%
>7 cm T4 209 |PT22 256577926 66%
Bronchus<2cm T2 o |PT4 69571228  35% ‘ ‘ ‘ ‘
. 0 1 2 3 4 5 6
TOta| ate|eCtaSIS T2 Years After Surgery
Diaphragm T4

Rami-Porta R et al. J Thorac Oncol 2015; 10: 990-1003.
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New T categories

Travis W et al. J Thorac Oncol 2016; 11: 1204-1223.

The T component

Size measurement in part-solid non-mucinous ADK

Clinical size:
size of
solid component

Pathologic size:
size of
invasive component

Courtesy of Dr. H. Asamura

Travis W et al. J Thorac Oncol 2016; 11: 1204-1223.
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The T component

Measurement of tumour size

47cm=T2b 52cm=T3

(2

\—

IASLC recommendation for the measurement of tumour size:

Lung window

Travis W et al. J Thorac Oncol 2016; 11: 1204-1223.

Visceral pleura invasion

PLO:
PLLyPL2: T2
PL3: T3

In case of doubt about the
visceral pleura involvement,
the use of elastic stains is
recommended

Travis WD et al.
Copyright 2008 Aletta Ann Frazier,MD. JTO 2008;3:1384-90
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Frequency of VPI

Apparent Stage IA N VPI, n (%)
Histological subtype of cases  Elastic stains
Adenocarcinoma 46 8 (17%)
Bronchioloalveolar 15 0 (0%)
Squamous 31 8 (26%)
Large cell 7 2 (29%)
Adenosquamous 1 1 (100%)
Total 100 19 (19%)

Use of elastic stains: 49 pathologists: never 25 (51%),
some times 14 (29%) , always 10 (20%)

Taube JM et al. Am J Surg Pathol 2007; 31: 953-956

Implications for clinical practice: T

* Every cm counts; careful follow-up

« Accurate tumour size measurement,
important

» Worse prognosis of larger tumours

» Better prognosis for endobronchial
location and total atelectasis and
pneumonitis

* Prognosis refinement
» Better stratification for clinical trials
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The N component

Clinical

2 4
YEARS AFTER ENTRY

Pathologic - ALL

4
YEARS AFTER RESECTION

upraclavicular zone
. 1low remcat wpﬂ(l.wnuln. and
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UPERIOR MEDIASTINAL NODES.

Tpper zone
[ 2% Upper Paratracheal wights

2L Upper Paratracheal (lefts

| B

W0 evoracheat

[ 35 tower Paratracheal right
4L Lower Paratracheal (left)

AORTIC NODES

W5 sebaoric

& Paracsortic (scending aorta or phrenic

AP zone

INFERIOR MEDIASTINAL NODES
Subcarinal zone
7 Subcarinal

Tower zone
8 Paracsaphageal below carina)
[ 5 Pulmonary ligament

1 NODES
‘Hilar/interlobar zone
10 Hilar
[ 11 interlobar

Peripheral zone
12 Lobar

13 Segmental
14 Subsegmental

Asamura H et al. J Thorac Oncol 2015; 10: 1675-84.---Rusch V et al. J Thorac Oncol 2009; 4: 568-577.

Quantification of nodal disease

4‘ Pathological - any R i |
N1 Single = Nla
Location and Number of Pos Stati{ N1 M.Ult'ple = Nlb.
100% - N2 Single N2 (“skip mets”) = N2al
N2 Single N2 + N1 = N2a2
80% - N2 Multiple N2 = N2b
60%
40% -
} ts /N MST 60 Month
1. N1 Sin I? /11135 NR 58:A
s LS R
|4; N2 8in ﬁue»«m 304/582 439 41%
5. N2 Multiple N2162 / 796 38.0 36%
0% . :
0 2 6
YEARS AFTER RESECTION

Asamura H et al. J Thorac Oncol 2015; 10: 1675-84.
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N: recommendations

* To keep the present descriptors as they are

* pNla: involvement of single pN1 nodal station

pN1b: involvement of multiple pN1 nodal stations

pN2al: involvement of single pN2 nodal station without
pN1 (skip pN2)

pN2a2: involvement of single pN2 nodal station with pN1

pN2b: involvement of multiple pN2 nodal stations

pN3: asitis
Asamura H et al. J Thorac Oncol 2015; 10: 1675-1684.

* To propose new descriptors for prospective testing:

Implications for clinical practice: N

* The amount of nodal disease has
prognostic impact

* Important to quantify nodal disease both
at clinical and pathologic staging

« Upfront resection for single station cN2
will be discussed

* Prognosis refinement
 Better stratification
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The M component. Mla

Prognosis for the different M1a descriptors is similar.

100% =
80%
60% —‘
40%

20% 1

Survival By M1a Descriptor
M1a Cases from EDC Only

Events /N

Pleural/Pericardial Nodules 35/52 36.3(26.8,49.1)
Contra/Bilateral Tumor Nodules 65/94 304 (26.2,42.6)
Pleural/Pericardial Effusion 57/83 29(221,413)

Log-rank p-value = .66

Median
in Months

0%

Eberhardt W et al. J Thorac Oncol 2015; 10: 1515-1522.

The M component:

60%

40%

20%

0%

80% |

M
M
y M

1a
1b,
1b

S
S

M1 Details
By Number of Lesions
EDC Data Only
- Median
Events /N in Months
. 203/317 11.5 (10, 15%
ingle Qrgan/Lesion 149/221 11.4 (9.6, 13.2)
ingle Organ/Mult. Lesions 169 / 226 7.0 (56,8.3)

oo

T
Survivaﬁ, Years

Eberhardt W et al. J Thorac Oncol 2015; 10: 1515-1522.

M1b

M1la

M1b

Mlc
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Implications for clinical practice: M

* Number of M1s is more important
than their location

* M1b: baseline definition of
oligometastases and oligoprogression

* Prognosis refinement
 Better stratification

Stage groupings

N3 | Mla
any N

M1lb | Mlc
any N | any N

IVA

IVA

IVA

IVA

IVA

IVA

IVA

IVA

IVA

IVA

IVA

IVA

NO | N1
Tla [IA1 [lIB
T1b [IA2 [IIB
Tic |IA3 [IlIB
T2a [IB [lIB
T2b (1A |HIB
T3 B [lIA
T4 A |HHTA

IVA

IVA

Goldstraw P et al. J Thorac Oncol 2016; 11: 39-51.
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Stage grouping for the 8t edition

Events/N MST 24 60
months months
1AL 68/781 NR 97% 92%
1A2 505/3105 NR 94% 83%
1A3 546/2417 NR 90% 77%
20% e -
B 605/1453 66.0 72% 53%
0% ! - > na 205213200 293 55% 36%
- 4 48 72 : - i
ns 1551/2140 19.0 44% 26%
Month
onths
e 831/986 126 24% 13%
IVA 336/484 115 23% 10%
Goldstraw P et al. J Thorac Oncol 2016; 11: 39-51. | B 328/308 6.0 10% 0%
Events/N MST 24 60
months months
1AL 139/1389 NR 97% 90%
1A2 823/5633 NR 94% 85%
1A3 875/4401 NR 92% 80%
0% B 2175/5226 NR 76% 56%
L] T T 1
- 48 72 A 3219/5756 419 65% 41%
Pa’[hologica| Months ns 1215/1729 22.0 47% 24%
e 55/69 11 30% 12%

Validation with
National Cancer Database

Months 0

q-

100% 3
80% | ——m—
80% —
40% B
20% g
0% T T
24 48
TNM Events /N MST 24 Month 60 Month
A1 2088 8512 1033 B86% 8%
1A2 18417 143887 073 3% 81%
A3 15827 134557 X} 6% 53%
L 27750 145084 us 0% 36%
na 70047 1102433 170 0% 2%
N 360433 1308461 49 1% %

100% o _

60% n

40% - —_—

20%-

0%+
o 24 a8 72

TNM Events [N MST 24 Month 80 Month.
A1 17371765 NR 6% 0%
A2 a1 NR 4% 2%
A3 931 / 4608 NR 20% %
-] 2307 155371 120 5% 55‘“
mA AT0317TTO 50 60% %
N 665 /883 87 ™ %

Chansky K et al. J Thorac Oncol 2017; 12: 1109-1121.

No materials in this presentation may be repurposed without the
express written permission of the American Joint Committee on
Cancer. Permission request may be submitted at cancerstaging.org




AJCC Physician to Physician Webinar
8th Edition Lung Cancer

Cancers with multiple lesions

Multiplicity of lesions is defined by
DISEASE PATTERN
1. Second primary lung cancers
2. Separate tumour nodules
3. Multiple adenocarcinomas with GG/
lepidic features
4. Pneumonic type adenocarcinoma

Detterbeck F et al. J Thorac Oncol 2016; 11: 639-650

Lung cancers with
multiple lesions
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Second primary tumours

Clinical data RUL nodule

2.2 cm;
SUVmax:3.6

 Different histologic type

 Different radiographic
appearance

» Different metabolic
features

« Different biomarkers
 Different growth rate

* No nodal involvement
or M1

LLL nodule
1.6 cm;
SUVmax:1.8

Separate tumour nodules

Clinical data

* One typical solid lung
cancer

« One or more separate
solid nodules with similar
CT features, with
pressumed or confirmed
same histologic type

* Thought NOT to be
synchronous tumours

« WITHOUT GG features
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Multiple adenocarcinomas
with GG/lepidic features

 Multiple sub-solid nodules Clinical data
(pure or part-solid) with at
least one suspected (or
proven) to be cancer

* With or without biopsy

* It applies to AlS, MIA and
LPA

* GGOs <5cm suggestive of
AAH do not count for TNM

Pneumonic type adenocarcinomas

Clinical data
 Single or multiple areas

of infiltrates or
consolidation

* One lobe, one or both
lungs

» GG, consolidation or both
« With or without biopsy
* NO discrete GG nodules

¢ NO pneumonia or
atelectasis
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Cancers with multiple lesions

1. Multiple primary tumours: Detterbeck F et al.
J Thorac Oncol
* One TNM for each tumour 2016; 11 (5):
639-650
2. Separate tumour nodules: 651-665
666-680
« T3, T4, Mla 681-692

3. Multiple adenos with GGO/lepidic features:
* Highest T (#/m) N M

4. Pneumonic type adenocarcinoma:
- T3, T4, Mla

Content of this presentation

e SumMmary
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Summary

* More relevance to tumour size
* Reclassification of some T descriptors
 Validation of present N descriptors

» Acknowlegment of relevance of
guantification of nodal disease

* Three metastatic groups

* More stages for better prognostic
stratification

* More recommendations for uniform staging

Content of this presentation

e Conclusions
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Conclusions

data

The innovations in the 8t edition of the TNM
classification of lung cancer:

* increase our capacity to refine prognosis
* improve tumour stratification in future trials
e prompt future research

« facilitate homogeneous tumour
classification and collection of prospective
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