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WHO histological classification of tumours of the lung

Malignant epithelial tumours Mesenchymal tumours

Manuale
di Tecniche
di Registrazione
dei Tumori

8 cure d Stefaso Forrett,

Squamous cell carcinoma 0703 Epithelioid haemangioendothelioma 91331
Papillary 205273 Angiosarcoma 91203
Clear cell 80843 Pleuropulmonary blastoma 89733
Small cell 80733 Chondroma 922000
Basaloid 80833 Congenial peribronchial myofibroblastic tumour 8821

Diffuse pulmonary lymphangiomatosis

Small cell carcinoma 013 Infiammatory myofibroblastic tumour 88251

Combined small cell carcinoma 204573 Lymphangioleiomyomatosis 917411
Synovial sarcoma 904073

Agengcarcinoma 81403 Monophasic 904173
Adenocarcinoma, mixed subtype 82563 Biphasic 90433
Acinar adenocarcinoma 85503 Pulmonary artery sarcoma 8800/3
Papillary sdenccarcinoma 82603 Pulmnary vein sarcoma 830073
Branchioloalveolar carcinoma 82503

Nonmucinous 82523 Benign epithelial tumours
Mucinous 82533 Papillomas
Mixed nonmucinous and mucinous or indeterminate 825473 Squamaus cell papilioma 8052/0
Solid adenocarcinoma with mucin production 82303 Exophytic 8052/0
Fetal adenocarcinoma 3333 Inverted 80530
Mucinous (“colloid”) carcinoma 848073 Glandular papilloma 82600
Mucinous cystadenocarcinoma U703 Mixed squamous cell and glandular papilloma 85600
Signet ring sdenccarcinoma 84903 Adenomas
Clear cell adenocarcinoma 2103 Alvealar adenoma 8251/0
Papillary adenoma 826010
Large cell carcinoma 03 Adenomas of the salivary gland type
Large cell neuroendocrine carcinoma 0133 Mucous gland adenoma 81400
Combined large cell neuroendocrine carcinoma 0133 Pleomorphic adenoma 83400
Basaloid carcinoma 1233 Others
Lymphoepithelioma-like carcinoma 208273 Mucinous cystadenoma 8470/0
Clear cell carcinoma 8103
Large cell carcinoma with rhabdoid phenotype 0143 Lymphoproliferative tumours:
Marginal zone B-cell lymphoma of the MALT type 96093
carcinoma 85603 Diffuse large B-cell ymphoma 968013
Lymphomatoid granulomatosis 9766/1

Sarcomatoid carcinoma 80333 Langerhans cell histiocytosis 97511
Pleomorphic carcinoma 80223
Spindle cell carcinoma 80323 Miscellaneous tumours
Giant cell carcinoma 80313 Harmatoma
Carcinosarcoma 80803 Sclerosing hemangioma 88320
Pulmonary blastoma 80723 Clear cell tumour 80050

Germ cell tumours

Carcinoid tumour 82403 Teratoma, mature 9080/0
Typical carcinoid 82403 Immature 908073
Atypical carcinoid 22493 Other germ cell tumours

Intrapulmanary thymoma 85801

Salivary gland tumours Melznoma 87203
Mucoepidermoid carcinoma 84303
Adenoid cystic carcinoma 82003 Metastatic tumours
Epithelial-myoepithelial carcinoma 56273

Preinvasive lesions
Squamous carcinoma #7 iy 80702
Atypical adenomatous hyperplasia
Diffuse idiopathic pulmanary neuraendocrine cell hyperplasia

" Morphology code of the Intamational Classification of Disases for Oncology (IC0-0) (6] and the Systamatized Nomenclature of Madicine (http:/snomed.org).

Bahaviour is codad /0 for benign tumours, 3 for malignant tumours, and /1 for borderling or uncartain bahavior.

Classificazione WHO 2004

CARCINOMI INVASIVI (/3)
Carcinoma non a piccole cellule
Ca squamoso
. Papillare
*  Acellule chiare
*  Anpiccole cellule
. Basaloide
Adenocarcinoma
. Mixed type
Acinar
Papillare
*  Bronchiolo-alveolare
»  Solido, con produzione di mucina
Carcinoma a grandi cellule
. Neuroendocrino
. Basaloide
. Linfoepitelioma-like
*  Acellule chiare
+  Afenotipo rabdoide
*  Adenosquamoso
Carcinoma a piccole cellule
Carcinoma adenosquamoso
Carcinoma sarcomatoide
Carcinoide




Carcinoma squamoso

19% (M) e 9% (F) di tutti i carcinomi*
Solitamente a sede centrale
Derivazione bronchiale

Perle cornee, cheratinizzazione, ponti
intercellulari

Associato a fumo di sigaretta ad alto
tenore di particolato

Tumore piu frequente fino agli anni *70

Varianti:
» Acellule chiare
»  Anpiccole cellule
» Basaloide
«  Papillare
Sinonimi:
»  Ca. squamocellulare
« Caacellule piatte
*  Ca. spinocellulare
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Adenocarcinoma

25% (M) e 34% (F) di tutti i carcinomi*
Solitamente a sede periferica
Derivazione bronchiale

Differenziazione ghiandolare con/senza
produzione di mucina

Associato a fumo di sigaretta a basso
tenore di particolato

Piu frequente nei non fumatori

Attualmente forma piu frequente

Varianti.
 Acinare
« Papillare
e Solido mucinoso

*Fonte: ITACAN (sul totale dei tumori), 2007-2008
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Adenocarcinoma bronchiolo-alveolare

Crescita intra-alveolare «lepidica»

Assenza di invasione:
Stromale
Vascolare
Pleurica




Carcinoma a grandi cellule

9% (M) e 8% (F) di tutti i carcinomi*

Scarsamente differenziato

Senza aspetti citologici ed architetturali

di differenziazione a piccole cellule,
ghiandolare, squamosa

i *Fonte: ITACAN (sul totale dei tumori), 2007-2008
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Carcinoma sarcomatoide

i RO m‘:‘

Rari (0,3-1%)
Piu frequenti nei maschi
Localizzazione centrale e periferica
Associazione con fumo di sigaretta
Sinonimi:

* NSCLC a diff. sarcomatosa o

" Acelluleglgantl A
. similsarcomatosa

\ Acellulefusate 1 i



Carcinoma a piccole cellule

9% (M) e 9% (F) di tutti i carcinomi*
Associazione con fumo di sigaretta

Localizzazione prevalentemente centrale

Cellule piccole, scarso citoplasma, bordi
ben definiti, nucleoli assenti

*Fonte: ITACAN (sul totale dei tumori), 2007-2008
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La rete AIRTUM oggi...

Livello diagnostico
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Distribuzione per tipi istologicic

WHO blue book 2004* Rete AIRTUM 2007-2008*

Ca. squamoso: M 44%; F 25% Ca. squamoso: M 19% (12-28); F 9% (3-14)
Adenoca.: M 28%; F42% Adenoca.: M 25% 14-37); F 34%0 (6-52)
Grandi cellule: 9% Grandi cellule: M 9% (0-24); F 8% (0-22)
Piccole cellule: 20% Piccole cellule: M 9% @-16); F 9% (0-15)
Altri istotipi: 3% Altri istotipi: M 9% (1-23); F 9% (2-19)

No MV: (nessuno...) No MV: M 29% (18-49); F 31% (9-72)

*Pathol. Genet Tum. Lung, pleura, thymus heart 2004 *ITACAN
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La rete AIRTUM oggi...

25

\‘\ Andamenti temporali
20
. \ «SCLC 1996-2010: APC +2,0 (-0,1; +4,0)

/ E—— *NSCLC 1996-2003: APC +7,3 (+5,7; +9,0)
10 1 *Squamo 1996-2010: APC -1,0 (-4,0; +2,1)
*ADK 1996-2010: APC +4,4 (+3,7; +5,0)
*Gr. cell. 1996-2010: APC +1,4 (-2,0; +5,0)
0 — T *NAS 1996-2001: APC +1,8 (-2,8; +6,6);

1996 '97 '98 '99 2000 '01 02 '03 '04 ‘05 '06 '0O7 ‘08 ‘09 2010 2001_2004 APC _9,0 (_2513; +10,9);
|—SCLC == NSCLC === Squamosi === ADK === Gr. Cellule === NAS 2004_2010 APC +6,9 (_0,9; +15,3)

*SCLC 1996-2010: APC -3,6 (-4,1; -3,1)
*NSCLC 1996-2003: APC +5,2 (+2,9; +7.6); 10
2003-2010 APC -1,9 (-6,3; +2,7) °
*Squamo 1996-2010: APC —4,9 (-5,5; -4,2) 8 //
«ADK 1996-2010: APC +0,4 (-0,4; +1,1) ! —
-Gr. cell. 1996-2010: APC -3,4 (-5,6; -1.2) T _—— e
NAS 1996-2002: APC -1,7 (-3,7; +0,3); = —a__ ——
2002-2005: APC -8,1 (-19,0; +4,2); X  ———
2005-2010 APC +0,6 (-10,6; +13,2) , —_ |
R 1
TaSSi St. EUR X 100000 l X < ’ 1996I ‘97 I ‘98 I ‘99 I2000I ‘01 I ‘02 I ‘03 I ‘04 I ‘05 I ‘06 I ‘07 I '08 I ‘09 I2010

— 5 = SCLC === NSCLC == Squamosi === ADK === Gr. Cellule == NAS
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TABLE 1. 2015 WHO Classification of Lung Tumors2b<

Histologic Type and Subtypes ICDO Code
Epithelial tumors
Adenocarcinoma 814073
Lepidic adenocarcinoma® 8250/3¢
Acinar adenocarcinoma 8551/3¢
Papillary adenocarcinoma 826073
Micropapillary adenocarcinoma® 826
Solid adenocarcinoma 8230/3
Invasive mucinous adenocarcinoma® 8253/34
Mixed invasive mucinous and
nonmucinous adenocarcinoma 8254/3¢
Colloid adenocarcinoma 8480/3
Fetal adenocarcinoma 833373
Enteric adenocarcinoma® 8144/3

Minimally invasive adenocarcinoma
Nonmucinous
Mucinous
Preinvasive lesions
Atypical adenomatous hyperplasia
Adenocarcinoma in situ
Nonmucinous
Mucinous
Squamous cell carcinoma
Keratinizing squamous cell carcinoma®

Nonkeratinizing squamous cell carcinoma®

Basaloid squamous cell carcinoma®
Preinvasive lesion
Squamous cell carcinoma in situ

8250/0¢

8250724
8253/2¢
8070/
8071/
8072/
8083/

[FERs]

[FS s

807072

Classificazione WHO 2015

STATE OF THE ART: CONCISE REVIEW

Neuroendocrine tumors
Small cell carcinoma
Combined small cell carcinoma
Large cell neuroendocrine carcinoma
Combined large cell neuroendocrine carcinoma
Carcinoid tumors
Typical carcinoid tumor
Atypical carcinoid tumor
Preinvasive lesion
Diffuse idiopathic pulmonary neuroendocrine
cell hyperplasia
Large cell carcinoma
Adenosquamous carcinoma
Sarcomatoid carcinomas
Pleomorphic carcinoma
Spindle cell carcinoma
Giant cell carcinoma
Carcinosarcoma
Pulmonary blastoma
Other and Unclassified carcinomas
Lymphoepithelioma-like carcinoma
NUT carcinoma®
Salivary gland-type tumors
Mucoepidermoid carcinoma
Adenoid cystic carcinoma
Epithelial-myoepithelial carcinoma
Pleomorphic adenoma

8041/
8045/
8013/
8013/

LI L3 LWl

824073
8249/3

8040/0¢

8012/
8560/

[Fspuvsi

8022/
8032/
8031/
8980/
8972/

LI U LI Ll W

8082/
8023/

[P

8430/
8200/
8562/3
8940/0

[Fspuvsi

(Continued)

The 2015 World Health Organization Classification of
Lung Tumors

Impact of Genetic, Clinical and Radiologic Advances
Since the 2004 Classification

tson, MD.} Yasushi Yatabe, MD.§
ac, MD,# Sanja Dacic, MD,**
MD,§S Fred R. Hirsch, MD,]| |
MD,*** Giuseppe Pelosi, MD, 117
nacio Wistuba, MD, | |||

iam D. Travis, MD,* Elisabeth Brambilla, MD, Andrew G. N

i Beth Beasley, MD, ¥ Lucian. R.
s B. Flieder, MD.3 Kim Geisin,
a, MD, €€ Keith M. Kerr, MD, Masayuki Noguch
Charles A. Powell, MD,3}} Ming w0, MD,§§S and

On Behalf of the WHO Panel

/

(J Thorac Oncel. 2015;10: 1243-1260)

WHO Classification of Tumours of the
Lung, Pleura, Thymus and Heart

Eotod by
Willam D, Travis, Elsabeth eamil, Asen . Burke, Alxander . Ancrew G, Ncholsce




Criteri-guida della nuova classificazione per i

principali tumori invasivi Classificazione WHO 2015

STATE OF THE ART: CONCISE REVIEW

Ruolo dell’immunoistochimica nella classificazione

Ruolo della biologia molecolare per individuare terapie THER20 50 Hei‘éﬁ%ﬂ‘;’;‘;ﬁ“m s CaH GO
personalizzate nei pazienti con malattia avanzata

Impact of Genetic, Clinical and Radiologic Advances
Since the 2004 Classification

Nuova classificazione per microbiopsie e citologia*

on, MD.F Yasu

Approccio completamente diverso nei confronti

dell’adenocarcinoma*

(J Thorac Oncel. 2015;10: 1243-1260)

Restrizione della diagnosi di large cell carcinoma solo in resezioni
con assenza di diversa caratterizzazione biologica e
riclassificazione dei precedenti sottotipi di LCC

WHO Classification of Tumours of the
Lung, Pleura, Thymus and Heart

Riclassificazione del carcinoma squamoso nei sottotipi
cheratinizzante, non cheratinizzante (11C-) e basaloide

Riclassificazione dei carcinomi neuroendocrini in un unico
gruppo
Introduzione del carcinoma MNC (riarr. NUT - trasloc. geni

BRD4 e NUT ((15;19)(q13;p13.1)). /
*in accordo con classificazione IASLC/ATS/ERS 2011 o




Nuova classificazione per microbiopsie e citologia

Classificazione WHO 2015

TABLE 2. Terminology and Criteria for Adenocarcinoma, Squamous Cell Carcinoma, and NSCC NOS in Small Biopsies and

STATE OF THE ART: CONCISE REVIEW
Cytology Compared with Terms in Resection Specimens®

New Small Biopsy/Cytology Terminology Morphology/Stains 2015 WHO Classification in Resection Specimens

The 2015 World Health Organization Classification of
Lung Tumors

Impact of Genetic, Clinical and Radiologic Advances
Since the 2004 Classification

Adenocarcinoma (describe identifiable
patterns present)

Morphologic adenocarcinoma patterns
clearly present

Adenocarcinoma predominant pattern: lepidic, acinar, papillary,
solid, and micropapillary

Adenocarcinoma with lepidic pattern
(if pure, add note: an invasive component
cannot be excluded)

Minimally invasive adenocarcinoma, adenocarcinoma in situ, or
an invasive adenocarcinoma with a lepidic component

Invasiv ) d . Invasiv inous ad . Wiltiam D. Travis, MD,* Elisabeth Brambilla, MD, # Andrew G. Nicholson, MD.# Yasushi Yatabe, MD.§
nvasive mucinous adenocarcinoma fivasive mucinous adenocarcinoma John H. M. Austin, MD,| Mary Beth Beasley, MD.€ Lucian. R. Chirieac, MD.# Sanja Dacic, MD,**
(describe patterns present; use term Edvwina Duhig, MD, 1+ Douglas B. Flieder, MD.{t Kim Geisinger, MD,§ Fred R. Hirsch, MD,| |

mucinous adenocarcinoma with lepidic
pattern if pure lepidic pattern)

Yuichi Ishikawa, MD,€¥ Keith M. Kerr; ML Masayuki Noguchi, MD,*** Giuseppe Pelosi, MD, 71}
Charles A. Powell, MD,3 1 Ming Tsao, MD,$S and Ignacio Wistuba, MD, | ||

On Behalf of the WHO Panel

Adenocarcinoma with colloid features Colloid adenocarcinoma

(J Thorac Oncel. 2015;10: 1243-1260)

Adenocarcinoma with fetal features

Fetal adenocarcinoma

Adenocarcinoma with enteric feature:

NSCC, favor adenocarcinoma®

TABLE 3. Diagnostic Terminology for Small Biopsy/Cytology Compared with the 2015 WHO Terms in Resection Specimens
with Small Cell Carcinoma, LCNEC, Adenosquamous Carcinoma, and Sarcomatoid Carcinoma?®

2015 WHO Classification in Resections

Small Biopsy/Cytology Terminology/Criteria

Squamous cell carcinoma Small cell carcinoma Small cell carcinoma WHO Classification of Tumours of the

Lung, Pleura, Thymus and Heart

NSCC, favor squamous cell carcinom| NSCC with NE morphology and positive NE markers, possible LCNEC LCNEC

NSCC with NE morphology
If negative NE markers comment: This is a NSCC where LCNEC is
suspected, but stains failed to demonstrate NE differentiation.

Large cell carcinoma with NE morphology (LCNEM)

Eotod by
Willam D, Travis, Elsabeth eamil, Asen . Burke, Alxander . Ancrew G, Ncholsce

NSCC NOS¢

Morphologic squamous cell and adenocarcinoma patterns present:
NSCC, NOS
Comment that adenocarcinoma and squamous components are present

Adenosquamous carcinoma (if both components 210%)

“Modified from the articles by Travis e

*Metastasis of colorectal cancer should
These categories do not always corresp
or squamous cell carcinoma may be sampl
/NSCC NOS pattern can be seen not
sampled but does not express immunohistof
NSCC, non-small cell carcinoma; NO!

1246

and this could represent adenosquamous carcinoma.

Morphologic squamous cell or adenocarcinoma patterns not present
but immunostains favor separate glandular and adenocarcinoma
components: NSCC, NOS

Specify the results of the immunohistochemical stains and the
interpretation and comment this could represent adenosquamous
carcinoma.

Adenocarcinoma, squamous cell carcinoma, adenosquamous carcinoma or large
cell carcinoma with unclear immunohistochemical features

NSCC with spindle cell and/or giant cell carcinoma (mention if
adenocarcinoma or squamous carcinoma are presem)

Pleomorphic, spindle cell, and/or giant cell carcinoma

“Modified from the articles by Travis et al."™"'

LCNEC, large cell neuroendocrine carcinoma; NOS, not otherwise specified; NSCC, non-small cell carcinoma; NE, neuroendocrine; WHO, World Health Organization.

—



International Association for the Study of Lung
Cancer/American Thoracic Society/European
Respiratory Society International Multidisciplinary
Classification of Lung Adenocarcinoma
Specific Terminology and Cr
Carcinoma, Not Other
2004 WHO Classification,
Including Updated
IASLC/ATS/ERS Terminology

Journal of Thoracic Oncology * Volume 6, Number 2, February 2011

Adenocarcinoma
Mixed subtype
A e

M

billary
nonmucinous)

mucinous)

In

No 2004 WHO counterpart;
most will be solid adenocarg)

Squamous cell carcinoma

WHO counterpart

-arcinoma

Terapie ieri...
Lesione primitiva/metastatica

NSCLC vs SCLC
NSCLC vs mesotelioma

wous carcinoma

crpart in 2004 W

Sottoclassificazione NSCLC

Sarcomatoid carcinoma

Non determinanti

[

- : Il Carcinoma, and Non-Small Cell
ABLE 1, IASL ogy®
Adenocarcj C_/ ATS/ERS Classificat; -
€Inoma in Resection Speq;:nggsaf Lung
/ERS Terminology

2004 - > —» 2011...
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Adenocarcinoma in situ

Criteri diagnostici:
Dimensione < =3 cm
Nodulo solitario
Crescita lepidica «pura»

Non invasione stromale, vascolare,
pleurica

Non cellule tumorali intraalveolari
Pneumociti di tipo 11 o cell. Clara

Prevalentemente non mucinoso




Adenocarcinoma minimamente invasivo

Criteri diagnostici:
Dimensione < =3 cm
Nodulo solitario
Prevalente crescita lepidica
Componente invasiva < 0,5 cm
Non invasione vascolare o pleurica
Assenza di necrosi
Pneumociti di tipo 11 o cell. Clara

Prevalentemente non mucinoso




Adenocarcinoma invasivo a predominante crescita lepidica

2y

l_.«t,.\il",g ‘

Criteri diagnostici:
* Dimensione spesso >3 cm
Prevalente crescita lepidica

Componente invasiva >0,5 cm

u Varia mucinosa Invasiva

L e




Popolazione predominante
Criteri architetturali vs cellulari

(ev. nucleari, mitosi)
Budding

Basso grado:

Grado intermedio:
» Carcinoma papillare
» (Carcinoma acinare

Alto grado:
Carcinoma pleomorfo
Large cell carcinoma
Carcinoma solido

Carcinomi micropapillare

Necessita
Ulteriori
precisazioni

» Adenocarcinoma lepidico

(ev. + nucleari, mitosi)

NET

Low-grade typical carcinoid
Intermediate grade atypical carcinoid
High grade LCNEC
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Diagnosis of Lung Cancer in Small Biopsies and Cytology Diagnosi cito/microistologica

Implications of the 2011 International Association for the Study of Lung Cancer/
American Thoracic Society/European Respiratory Society Classification

William D. Travis, MD; Elisabeth Srambilla, MD; Masayuki Noguchi, MD; Andrew Nicholson, MD; Kim Geisinger, MD;
Yasushi Yatabe, MD; Yuichi Ishikawa, MD; Ignacio Wistuba, MD; Douglas B. Flieder, MD; Wilbur Franklin, MD; Adi Cazdar, MD;
Philip 5. Hasleton, MD; Douglas W. Henderson, MD; Keith M. Kerr, MD; Iver Petersen, MD; Victor Roggli, MD;

Erik Thunnissen, MD; Ming Tsao, MD

(Arch Pathol Lab Med. 2012;136:1—17|
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J Thorae Dis 2013:5(55):5463-5478. doi: 10.3978/j.issn.2072-1439.2013.08.43

REVIEW ARTICLE

The pivotal role of pathology in the management of lung cancer

Morgan R. Davidson'?, Adi F Gazdar**, Belinda E. Clarke'®

exclusive activatj
ating mutation mutually
. 5 of KRAS and
i EGER (33)

-TKIs
g the mﬂna}l such as gefitinip and E‘I’JDtinib
harbor these mutai gement of patjen s whose ty !
| .Dns (33-36). of note, KRAS m m.ours
\ hiStolcgy Wh“eu usively ip smokers with aden Ut'atlons
smv::king,J adenséifFR Mutations ape assogj oeare
Asi o Clnomg histclo

Asian ethmmty, with smoking Statusg:t:s-es?;){et}?mder) ind
e strongest

| clinica] predi
ctor of
| This is largd Of responsge to EGFR—TKls (;?_40)

ated with peyey

‘Table 2. Summary of i histochemical stains for small biopsy/cytology diagnosis (21).
e S Adenocarcinoma markers Squamous cell carcinoma markers
TTF-1 +i—Mucin p63/p40 +/-CK5/6
INSCLC—favour adenecarcinema + + - -
+ + p63 weakly + -
+ +-

NSCLC—favour squamous cell carcinoma

NSCLC—NOS -
NSCLC, Non small celllung cancer; NOS, not otherwise specified.

2013...

J Thorac Dis 2013;5(55):5479-5490.
REVIEW ARTICLE

Molecular biology of lung cancer
Wendy A. Cooper'?, David C. L. Lam’, Sandra A. O'Tocle'**, John D. Minna

3

Biomarker-based personalized therapy for lung cancer

NSCLC, in particular adenocarcinoma

.

Test for EGFR mutations

EGFR mutant EGFR wildtype

VAN

TKI resistant mutation . :
Test for alterations in other molecular
targets or pathways e.g. ALK, ROS1, RET,

TKI responsive mutation
e.g. T790M
cMET

e.g. exon 19 deletion,
L858R, L861Q

New generation EGFR- TKI Targeted therapy e.g. crizotinib

/ EGER TKI
‘{.: [ e.g. AﬂlfiIib

Further research into presence of other biomarkers:

1. To understand the molecular biology of lung cancer

2.

Feedback for clinical management +/- prognostication




Ui LINEE GUIDA NEOPLASIE DEL POLMONE 'jm]

Qualita Forza della

Linee-guida terapeutiche

W dellevidenza Raccomandazione clinica raccomandazione »
SIGN clinica
“ \ Per 1 pazien ese in considerazione la Linee guida A I O I\/I 2 O 14
chemioterapia ® erapiadeSupporto, comprensiva della ”
. EOPLASIE DEL POLMONE
\ radioterapia ad mtento palhativo. I trattamento chemioterapico

A di prima linea va riservato a pazienti ambulatoriali, senza Pasitiva forte
| considerevole calo e condizioni generali
\ [133] -
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Table 3

TNM Descriptions per 2009 Staging System for Lung Cancer

Primary Tumor (T)
TO No primary tumor
T1 Tumor < 3 cm, surrounded by lung or visceral pleura, not more proximal
than the lobar bronchus
T1a Tumor < 2 cm
Tib Tumor > 2 cm but < 3 cm
T2 Tumor = 3 but < 7 cm or tumor with any of the following:

Invades visceral pleura, involves main bronchus = 2 cm distal to the ca-
rina, atelectasis/obstructive pneumonia extending to hilum but not involv-
ing the entire lung

T2a Tumor >3 but < 5cm
T2b Tumor > 5 but < 7 cm
T3 Tumor > 7 cm

* Or directly invading chest wall, diaphragm, phrenic nerve, mediastinal
pleura, or parietal pericardium

* Or tumor in the main bronchus < 2 cm distal to the carina

* Or atelectasis/obstructive pneumonitis of entire lung

* Or separate tumor nodules in the same lobe

T4 Tumor of any size with invasion of heart, great vessels, trachea, recurrent
laryngeal nerve, esophagus, vertebral body, or carina; or separate tumor
nodules in a different ipsilateral lobe

Regional Lymph Nodes (N)

NO No regional node metastasis

N1 Metastasis in ipsilateral perbronchial and/or perihilar lymph nodes and in-
trapulmonary nodes, including involvement by direct extension

N2 Metastasis in ipsilateral mediastinal and/or subcarinal lymph nodes

N3 Metastasis in contralateral mediastinal, contralateral hilar, ipsilateral or

contralateral scalene, or supraclavicular lymp nodes
Distant Metastasis (M)
MO No distant metastasis

Mia Separate tumor nodules in a contralateral lobe; or tumor with pleural nod-
ules or malignant pleural dissemination

M1b Distant metastasis

Source: Detterbeck F et al.[2)
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Variabili canoniche

Dati anagrafici

Data incidenza

Topografia ICD-O 3

Morfologia ICD-O 3
Base diagnosi

Grading

Data f.u.
Stato in vita

Variabili «sentinella»

*  Topografia C34 /9
* Morfologia ICD-O 3 NAS

Registrazione tumori polmonari
Variabili da considerare

Variabili caratterizzanti

Tipo intervento
. non eseguito/NAS
. bx bronchiale, trnsbronchiale,
transtoracica, pleurica
resez. tracheobronch., atipica,
segmentaria, lobectomia, pneumonect.,
altri
Linfoadenectomia
. assente, N1, N2, N3, altro
Lateralita
. dx/sn/NAS
Asse maggiore/minore (mm)
Focalita
. non valut/ NAS
. uni/pluri/; mono/multilob.;
monolat./bilat.
Estensione
. bronco, carena, pleura, diaframma,
mediastino, ossa, altro

Invasione venosa e linfatica
. Non identif./presente
N. linfonodi prelevati
. Non prel,; N1, N2, N3
N. linfonodi metastatici
. Non prel,; N1, N2, N3
Margini chirurgici
. Non val.; liberi; infiltraz. uni-
multifocale
Effetti terapia
. Non appl.; scarsa; buona; altri eff.
TNM (2010)
Caratterizzazione ADK
. EGFR, ALK, ROS1, RET, BRAF,
HER2
Caratterizzazione Ca squamoso
FGFR1, PI3KA, PTEN, PDGFR,
DDR2
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