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TABLE 2. MNumber of Cases Submitted by Each Data S

by Continent

The IASLC Lung Cancer Staging Project: The New Database
to Inform the Eighth Edition of the TNM Classification of

Region Data Source

EDC Source

Asia EDC

Japan 1999
Japan 2002
Japan 2004
South Korea
Australia EDC
Prince
Charles
Sydney
Europe Belgrade,
Serbia
Denmark
EDC

Norway
Turkey
North and EDC
South
America

MDACC,
Usa

MSKCC,
USA

Guangdong General Hospital, China
Shanghai Lung Tumor Clinical
Medical Center, China

Peter MacCallum Cancer Centre

Athens School of Medicine, Greece
Climican weune. w7 Tolia, ouiota
GCCB-S, Spain
L'Institut Mutualiste
Montsouris, France
Military Medical Academy, Serbia
Antwerp University Hospital
Multidisciplinary Oncological
Centre Antwerp (MOCA), Belgium

¢ Hospital Ghent. Belgium
sity of Torino, Italy

Universi

Alexander Fleming Institute, Argentina

Clinica y Maternidad Suizo Argentina,
Argentina

Fundacién Clinica
Valle del Lili, Colombia

Good Samaritan Hospital, USA

Hospital Britinico de Buenos Aires,
Argentina

Hospital Universitario Austral,
Argentina

Hospital Universitario-Fundacion
Favaloro, Argentina

Hospital de Rehabilitacion
Respiratona, Argentina

Mayo Clinic Rochester, USA

New York University Langone Medical
Center and Cancer Center, USA

Penrose Cancer Center, USA

University of Sac Paulo Medical
School, Brazil

Aol[0

Europe

Lung Cancer

46,560

49

Asia

41,705

44

North America

4,660

Australia

1,593

1.7

South America

190

0.3

TOTAL 94,708

100



The IASLC Lung Cancer Staging Project: The New Database
to Inform the Eighth Edition of the TNM Classification of
Lung Cancer

Chemotherapy

0 52
Chemo+RT Chemo+Surg

4.7% 21.1%
Tri-

Radiotherapy v Surgery

RT+Surg 0
1.5% o 57.7%

Rami-Porta R et al. J Thorac Oncol 2014; 9: 1618-1624



TNM Classification according to
the IASLC Proposals, updated 2016

No evidence of primary tumor

Carcinoma in situ
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= Tumor > 3om but < Scm ©
or =tumor with any of the following features:
® Invades visceral pleura &
e Associated with atelectasis or obstructive

pneumonitis that extends to the hilar region,
involving part or all of the lung ©
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or = Involves main bronchus regardless of distance
from the canina but without involvement of the
carina ©
T2a: Tumor > 3cm but =4om
in greatest dimension
T2b: Tumor > 4cm but =<Som
in greatest dimension
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= Tumor > Sem but = 7cm

or =tumorof anysize with sepamate
tumor nodule(s) in the same lobe @
or =one that directlyinvades any
of the following structures:
chest wall 8 [including the parietal
pleura and superior sulcus tumors) ©



Parietal pericardium ©
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= Tumor > 7cm in greatest dimension
Tumor of any size that invades any of the following:
= Mediastinum
= Heart ©@
= Great vessels

[ i.e. aorta, superior vena cava, inferior vena
cava, main pulmonary artery, intrapericardial
portions of the right and left pulmonary artery,
intrapericardial portions of the superior and
inferior right and left pulmonany veins) &
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=Vertebral body @
= Recurrent largneeal nerve ©

= Toamor of ang size with separate twhamor
nodule(s) in a different ipsilateral lobe ©



The IASLC Lung Cancer Staging Project

Proposals for the Revisions of the T Descriptors in the Forthcoming
Eighth Edition of the TNM Classification for Lung Cancer

Size: every cm counts

Tumour size as descriptor inall 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

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



The IASLC Lung Cancer Staging Project

Proposals for the Revisions of the T Descriptors in the Forthcoming
Eighth Edition of the TNM Classification for Lung Cancer

Descriptor

</=1cm

7th edition Proposal
for 8th edition

>1-2cm

>2-3cm

>3-4cm

>4 -5cm

>5-7cm

>7cm

Bronchus <2 cm

Complete atelectasis/pn

Diaphragm invasion

Mediastinal pleura

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

m [psilateral hilar lymph node(s) &
or = |psilateral interlobar lymph node(s) @

or = |psilateral intrapulmonary node(s)
(lobar (B, segmental (B, subsegmental )

= Metastasis inipsilateral
mediastinal lymph node(s):

ar
or
ar

ar
or

ar
ar

and/or Subcarinal @ lymph node(s)

» higher mediastinal
* upper paratracheal @
» prevascular and retrotracheal €

* |ower paratracheal €
[including azygos nodes)
» sub-aortic & [A-P window)

» para-aortic B
[ascending aorta or phrenic)

*» paraesophageal @ [below carina)
» pulmonary ligament €



= Meaetastasis ncontralateral
mediastmal pmph nodels):

or
or
or

or
or

or

or

or

hioher mmediastinal @€
UppPper paratracheal
pre-—wvascular and retrotracheal ©
lower paratracheal ©

lincloading azgygesos nodes)
sub-aortic © [ A-FP vwindowsr )

para—aortic O
(ascending aorta or phrenic)

paraesophaceal © [(below carima )
pulrmyonang icament ©
Metastasis To contralateral hilar 0o
loprmypih nodel =)

Me tastasis to ipsilateral

or contralateral scalens or supraclavicular
lgymph nmnodel(s)
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NO
N1
N2
N3

Events /N

The International Association for the Study of Lung Cancer
Lung Cancer Staging Project

Proposals for the Revision of the N Descriptors in the Forthcoming
8th Edition of the TNM Classification for Lung Cancer

o684 [ 22938

1842 / 3811

2674 [ 4522

113/155

YEARS AFTER RESECTION

Journal of Thoracic Oncol

NO vs N1 vs N2 vs N3 Comparisons
Adjusted for Histology (adeno vs others),
Sex, Age 60+ , RO resection, and Region.

(Cox PH regression on all cases)

nivswo | 210  [<0.00m
| mzwswi | 163  [<0.000m
[ m3wswz | 168  [<0.0001]

* » Volume 10, Number 12, December 2015



The International Association for the Study of Lung Cancer
Lung Cancer Staging Project

Proposals for the Revision of the N Descriptors in the Forthcoming
8th Edition of the TNM Classification for Lung Cancer

Location and Number of Pos Stations N1-N2 RO
Pathologic- RO

N1 Single = Nla
‘N1 Multiple = N1b
‘N2 Single N2 ("skip mets") = N2al
| Events / N ——— ‘N2 Singl.e N2 + N1 = N2a2
oloe aam @y oo ‘N2 Multiple N2 = N2b
Single 230 / 549

1

1

2

2 Single+N1 271 /540
2 Multiple N2 403 / 711

2
YEARS AFTER RESECTION

1.N
2.N
3.N
4.N
5.N

Journal of Thoracic Oncology® « Volume 10, Number 12, December 2015



The International Association for the Study of Lung Cancer
Lung Cancer Staging Project

Proposals for the Revision of the N Descriptors in the Forthcoming
8th Edition of the TNM Classification for Lung Cancer

» To keep the present descriptors as they are

» To propose new descriptors for prospective
testing:
- 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

Journal of Thoracic Oncology® « Volume 10, Number 12, December 2015



Journal of Thoracic Oncology « Volume 4, Number 5, May 2009

The IASLC Lung Cancer Staging Pro|

FIGURE 3. The International Association for the Study of Lung Cancer (JASLC) lymph node map, including the proposed
grouping of lymph node stations into “zones” for the purposes of prognostic analyses.

Supraclavicular zone
1 Low cervical, supraclavicular, and
sternal notch nodes

SUPERIOR MEDIASTINAL NODES

Upper zone
- 2R Upper Paratracheal (right)

- 2L Upper Paratracheal (left)
- 3a Prevascular

- 3p Retrotracheal

- 4R Lower Paratracheal (right)
4L Lower Paratracheal (left)

AORTIC NODES

- 5 Subaeortic

- 6 Para-aortic (ascending aorta or phrenic)

AP zone

INFERIOR MEDIASTINAL NODES

Subcarinal zone ‘

7 Subcarinal

lower zone
- 8 Paraesophageal (below carina)

- 9 Pulmonary ligament

N1 NODES

Hilar/Interflobar zone
10 Hilar

- 11 Interlobar

12 Lobar
- 13 Segmental
- 14 Subsegmental

Peripheral zone




The IASLC Lymph Node Map

Enlargement of the
subcarinal station

Upper border: the carina of the
trachea

Lower border: the upper border of
the lower lobe bronchus on the
left; the lower border of the
bronchus intermedius on the right

All these nodes are N2 if involved,
regardless of the side of the tumour




The IASLC Lymph Node Map

New supraclavicular
zone

Upper border: lower margin of
cricoid cartilage

Lower border: clavicles bilaterally
and, in the midline, the upper
border of manubrium #L1 and
#R1 limited by the midline of the
trachea.

All these nodes are N3 if involved,
regardless of the side of the tumour




The IASLC Lymph Node Map

Shift of the anatomic
midline to the
left paratracheal border
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TNM Classification according to
TtThe IASLC Proposals, updated 2016

Distant Meetastasis

NOoO dadstant rmetastasis

Distant metastasis present

Ml

\
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Toamor of ang size with
=m Separate tusrmor nodulel(s) im a contralateral lobe



Single extrathoracic metastasis
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Tumor of any size with \V )

\ {' /

< rl\ Only solitary lesion in one organ

= Pleural or pencardial nodules

Multiple extrathoracic metastases
in ONe or More organs

Tumor of any size with

= Malignant pleural or pericardial effusion
(if pleural or pericardial effusion is negative
for tumor cells, non bloody, non exudative,
and clinical judgment dictate that the effusion
is not related fo the tumor, ignore the effusion)

Multiple lesions in one
Oor more organs




The IASLC Lung Cancer Staging Project

Proposals for the Revision of the M Descriptors in the Forthcoming
Eighth Edition of the TNM Classification of Lung Cancer
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Journal of Thoracic Oncology® « Volume 10, Number 11, November 2015
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Proposals for stage groupings Proposals for stage groupings

Clinical Staging Pathological Staging
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Take Home Message

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

» Acknowledgement of relevance of quantification of
nodal disease

* Three metastatic groups

* More stages for better prognostic stratification



MelovekTnpaTa vewTtepng otadlomoinong

Mn €1dika oxediaopévn paon dedopévwy yvia aioAoynon TNM oradiomroinong
Xwpic maykoopia kaAuyn

EGFR Status?
Global Lymph Node Map by IASLC

EnékTaon tng vooou mépav Tng kKayag Twv Asppadévwy (the presence of
cancer cells beyond the capsule of the involved nodes)

Acppayyeiakn Kapkivwpatwon?
660?

PET-CT (improved accuracy of staging, prognostic value?)



Should the 7th Edition of the Lung Cancer Stage
Classification System Change Treatment Algorithms in
Non-small Cell Lung Cancer?

Daniel J. Boffa, MD.* Frank C. Detterbeck, MD, ¥ Evica J. Smith, MFPH. ¥ Ramon Rami-Porta, MDD}
John Crowlev, PhD,§ Daniel Zelterman, PhD. W Lynn Tanoue, MD,|| Anthomy W. Kim, MD, *
and Peter Goldstraw, MB, FRCS*#*

Conclusions: The perception that a stage change should lead to a
change 1n management exists. The revision of the lung cancer
staging system does not provide any direct information to indicate

the superionty of one treatment approach over another. Assunung

that overall prognosis of a subgroup 15 strongly linked to a specific
treatment and that a particular outcome, therefore, warrants a change
in treatment 15 not justified. Thus, making changes in management

solely in response to upstaging or downstaging in the new stage

classification svstem 1s not justified.

Journal of Thoracic Oncology Vol. 5 Numberl1l Nov. 2010



TNM Classification according
to the IASLC Proposals,

"..Not everything that
updated 2016

counts can be counted
any M | any M
VA

e and

not everything that can be
counted counts..”

Albert Einstein




