
Question Response
Hey Janet, are there slides I can download now in preparation? The handouts are located in the resource widget, you can download from there.
Does this new platform have captioning by any chance? Unfortunately closed captioning is not enabled for today's webinar.
Your STORE manual link may actually be for the call for data?? This is the correct link. https://www.facs.org/quality-programs/cancer/ncdb/call-for-data  If you go to this link you will 

find the links for 2022 STORE manuals back to 2016.  

If the path and clinical grade use the same system for breast, but the path is lower than 
clinical, which do you use?

Refer to the instructions in the Grade Manual for Grade Pathological
Note 3: Assign the highest grade from the primary tumor.
Note 4: If there are multiple tumors with different grades abstracted as one primary, code the highest
grade
Note 5: Use the grade from the clinical work up from the primary tumor in different scenarios based on 
behavior or surgical resection
x Behavior
o  Tumor behavior for the clinical and the pathological diagnoses are the same AND
the clinical grade is the highest grade
o Tumor behavior for clinical diagnosis is invasive, and the tumor behavior for the
pathological diagnosis is in situ
x Surgical Resection
o Surgical resection is done of the primary tumor and there is no grade documented
from the surgical resection
o Surgical resection is done of the primary tumor and there is no residual cancer
x No Surgical Resection
o Surgical resection of the primary tumor has not been done, but there is positive
confirmation of distant metastases during the clinical time frame 

So for prostate CA why do we have to use the clinical grade if the path grade is lower? For all cancers, the instructions for Grade pathological state to assign the highest grade from the primary tumor, 
sometimes the highest grade is from the clinical workup, sometimes it is from the pathologic workup.

Is this grading system rule only for Breast? No. Refer to the Grade Coding Instructions See the General Instructions for Grade Pathological.  Note 2: There is a 
preferred grading system for this schema. If the Grade Clinical given uses the preferred grading system and the 
Grade Pathological does not use the preferred grading system, do not record the Grade Clinical in the Grade Path 
field. 

Are there a lot of pathologists who assign the low/high grade system?  I don't think I've 
seen a path grade reported that way

Yes unfortunately, most of the exercises I use in these webinars come from the cases we audit.  You would be 
surprised to see what we see.

Is it appropriate to educate the pathologists on the correct way to grade tumors? I don't think I would phrase it quite that way. :)  I would open up a dialogue with them and discuss the collection rules 
for registry, and you could review the CAP protocols together.  Perhaps they could work with you to make sure their 
reports contained all the information you need to capture.

What would be the primary site code for breast when the tumor is stated to be at 3-4 
o'clock or 2-3 o'clock?

Depends on laterality. 2-3 Right Breast C502 , 2-3 Left B breast C504  3-4 Right Breast C503  3-4 Left  Breast C505
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Can a physician statement of cT1c be used to stage this clinically I believe this is the Prostate Example when the information about the DRE is  unavailable.  Kind of a tricky question.  I 
have seen physicians dictate the correct stage and I have also seen them dictate the incorrect stage.  If you think you 
can trust the physician dictation, maybe you can use it, but if you can't then no.  It's so hard to tell.  I wish I could give 
a definitive answer for this question.  My best recommendation is to take it to Cancer Committee if  you can or contact 
the physician if that's an option for you.  Be sure they are not using information from the MRI, that's a definite NO NO, 
but I see them do it anyway.  You really have to be careful assuming things.  I did find a post in CAnswer Forum that 
states per Aleisha Williams 06-08-2021 "I would assign the physician stage as a DRE was most likely performed. 
However, I would reach out to the physician to see why the DRE was not documented." 
https://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/male-genital-organs-chapters-57-59/prostate-
chapter-58/117830-physician-provides-clinical-stage-but
Please use your discretion and DOCUMENT EVERYTHING IN YOUR TEXT.

So we wouldn't use what the oncologist ./MD stages I believe this is the Prostate Example when the information about the DRE is  unavailable.  Kind of a tricky question.  I 
have seen physicians dictate the correct stage and I have also seen them dictate the incorrect stage.  If you think you 
can trust the physician dictation, maybe you can use it, but if you can't then no.  It's so hard to tell.  I wish I could give 
a definitive answer for this question.  My best recommendation is to take it to Cancer Committee if  you can or contact 
the physician if that's an option for you.  Be sure they are not using information from the MRI, that's a definite NO NO, 
but I see them do it anyway.  You really have to be careful assuming things.  I did find a post in CAnswer Forum that 
states per Aleisha Williams 06-08-2021 "I would assign the physician stage as a DRE was most likely performed. 
However, I would reach out to the physician to see why the DRE was not documented." 
https://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/male-genital-organs-chapters-57-59/prostate-
chapter-58/117830-physician-provides-clinical-stage-but
Please use your discretion and DOCUMENT EVERYTHING IN YOUR TEXT.

What about for EOD for prostate with no DRE? This is covered in the EOD Notes in the manual 
Note 3: Clinically inapparent and apparent tumor. When clinical apparency cannot be determined, code 300.
*Clinically inapparent tumors are not palpable. Physician documentation of a DRE that does not mention a palpable 
"tumor", "mass", or "nodule" can be inferred as inapparent. This would include findings limited to benign prostate 
enlargement/hypertrophy.
*Clinically apparent tumors are palpable. If a clinician documents a "tumor", "mass", or "nodule" by physical 
examination, this can be inferred as apparent. "Tumor", "mass", or "nodule" on imaging can only be used by the 
registrar if the managing clinician/urologist uses it.
*Imaging is not used to determine the clinical extension. If a physician incorporates imaging findings into their 
evaluation (including the clinical T category), do not use this information
*Do not infer inapparent or apparent tumor based on the registrar's interpretation of other terms in the DRE or 
imaging reports.
* Code 300 for localized cancer when it is unknown if the tumor is clinically apparent. This would include 
cases with elevated PSA and positive needle core biopsy but no documentation regarding tumor apparency 
(inapparent versus apparent). Another example would be a diagnosis made prior to admission for a 
prostatectomy with no details provided on the initial clinical findings.

Note 4: This field is based on the DRE whether or not the tumor is clinically apparent or inapparent. Do not use 
biopsy results to code this field UNLESS they prove extraprostatic extension.

Note 5: If there is no information from the DRE, or the terminology used is not documented in Note 3, but the 
physician assigns a clinical extent of disease, the registrar can use that.
Example: DRE reveals prostate is "firm." Physician stages the patient as a cT2a.
The T2a can be used since the physician has documented this.



What if it says DRE deferred, T1c We are really suppose to have the information about the DRE.

AJCC 8th Edition Chapter 58 Prostate Rules for Clinical Classification: The primary clinical tumor assessment 
includes the information from the DRE of the prostate. Neither imaging information nor tumor laterality 
information from the prostate biopsy should be used for clinical staging. A tumor that is found in one or both 
sides by needle biopsy, but is not palpable or visible by imaging, is classified as T1c. Clinical T category should 
always reflect DRE findings only. 

CAnswer Forum Post, Donna Gress “The T category would be left blank since the registry doesn't have the 
information, but the physician knows the T category. Unless the physician has documented TX. The GU exam was 
probably deferred since it was already done in the physician's office. How else would the physician even know this 
procedure needed to be done, or even convince the patient that this procedure of doing an exam with an ultrasound 
probe needs to be done, along with multiple biopsies, if no rectal exam had been done…If the registrar does not know 
if the DRE was performed, it is not cTX, but rather cT blank. Using TX indicates the physician did not perform the 
exam and did not know.” http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/male-genital-organs-
chapters-57-59/prostate-chapter-58/82825-clinical-staging-incidental-findings-and-no-dre

I've been assigning cT1c with NO DRE, but based on PSA being elevated as reason for 
biopsy.  So that is wrong?

Yes this is wrong.  AJCC is very clear.  We are suppose to have the information about the DRE. See answer above.

If no DRE was documented but physician documents cT1c - can we use that for clinical 
T?

Kind of a tricky question.  I have seen physicians dictate the correct stage and I have also seen them dictate the 
incorrect stage.  If you think you can trust the physician dictation, maybe you can use it, but if you can't then no.  It's 
so hard to tell.  I wish I could give a definitive answer for this question.  My best recommendation is to take it to 
Cancer Committee if  you can or contact the physician if that's an option for you.  Be sure they are not using 
information from the MRI, that's a definite NO NO, but I see them do it anyway.  You really have to be careful 
assuming things.  I did find a post in CAnswer Forum that states per Aleisha Williams 06-08-2021 "I would assign the 
physician stage as a DRE was most likely performed. However, I would reach out to the physician to see why the 
DRE was not documented." https://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/male-genital-
organs-chapters-57-59/prostate-chapter-58/117830-physician-provides-clinical-stage-but
Please use your discretion and DOCUMENT EVERYTHING IN YOUR TEXT.

Please explain why this is not a cT1c, since they did a biopsy. There is no information about the DRE, without the information from the DRE to ascertain if the tumor is palpable or 
not, a cT may not be assigned per AJCC manual. If it was NOT palpable it would be cT1c, if it was  palpable, that 
bumps it up to the cT2 categories.  AJCC 8th Edition Chapter 58 Prostate Rules for Clinical Classification: The 
primary clinical tumor assessment includes the information from the DRE of the prostate. Neither imaging information 
nor tumor laterality information from the prostate biopsy should be used for clinical staging. A tumor that is found in 
one or both sides by needle biopsy, but is not palpable or visible by imaging, is classified as T1c. Clinical T category 
should always reflect DRE findings only. 

If the visit for prostate was done via video can it be cTX? If you can be absolutely certain that at no time a DRE was ever done.  It might have been done just prior the biopsy & 
not documented, if that was the case it would be a cT blank.  It can only be a cTX if the physician states a DRE was 
not done at all, ever to evaluate the tumor.

what if nodules ARE detected on imaging with NO DRE?  Still no clinical T?  Why even 
have that PSA or imaging wording in there is we cannot use it?

You have to read Chapter 58 of the AJCC manual read the rules for classification. They are very clear,  AJCC 8th 
Edition Chapter 58 Prostate Rules for Clinical Classification: The primary clinical tumor assessment includes the 
information from the DRE of the prostate. Neither imaging information nor tumor laterality information from the 
prostate biopsy should be used for clinical staging . 

During the prostate ECHO presentation, the Urologist stated DRE's are rarely done 
anymore and no longer considered "the gold standard". Staging rules may need to be 
based on something different in the future.

When the AJCC updates their rules, we will adjust our abstracting practices, until then it is our responsibility to obey 
the rules and collect the data in a consistent manner.  If the CoC starts seeing all the cT BLANKS they would notice 
the trend of DRE's not being done/documented.

Our data rarely has DRE details avail from  notes from elsewhere, but they were eval 
for elevated PSA. Can you stage T1c or would this be blank

cT Blank

What is the rationale behind these cT prostate rules? How is the info. found by one 
finger superior to  that found by imaging or by microscope in the Path. lab?

Please read Chapter 58 of the AJCC Manual Rules for Classification, this is all discussed.



For DRE at hospital suggest consulting more senior CTRs for tips on where they have 
seen DRE documented.

Excellent suggestion.  Sometimes you really have to dig deep to find it.

can't you use the fact that bil needle biopsies positive...combine with rectal exam? AJCC 8th Edition Chapter 58 Prostate Rules for Clinical Classification: The primary clinical tumor assessment 
includes the information from the DRE of the prostate. Neither imaging information nor tumor laterality 
information from the prostate biopsy should be used for clinical staging.  A tumor that is found in one or both 
sides by needle biopsy, but is not palpable or visible by imaging, is classified as T1c. Clinical T category should 
always reflect DRE findings only. 

What if the DRE just note nontender, asymmetric lobes and nothing else? That doesn't sound like anything was palpable in the prostate.   Clinically inapparent tumors are not palpable. 
Physician documentation of a DRE that does not mention a palpable "tumor", "mass", or "nodule" can be inferred as 
inapparent. 

But, Code 22 says it includes removal of the lingula (including lingulectomy) There is not a specific code for lingular sparing LUL lobectomy, so we sent the question to SINQ and they responded 
"We obtained input from an expert who agrees with code 22 for LUL  wedge Resection followed by a Lingular-
Sparing LUL lobectomy & Mediastinal Lymph Node Dissection. Code the LN Surgery in scope of regional LNs."

Can you even use "concerning for"mets disease in this scenario? Absolutely! AJCC does not have an ambiguous terms list, those ambiguous terms are used with respect to 
determining Date of dx or EOD spread per STORE, but AJCC does not  have a list such as that so don’t apply the 
instructions in the STORE that pertain to those other fields.  The med onc confirmed the patient had brain mets, so 
that bumps it up to a pM1b  because per Chapter 1 we only need to have microscopic evidence of one of these 
metastatic sites to code the higher code of pM1b, we don’t have to have path evidence of both the pleural mets & 
brain mets

To clarify with the lung, you can have a cM extrathoracic, pM intrathoracic, so ultimately 
end up with pM1B - can use the p modifier with the highest (clinical) level of mets

Refer to Chapter 1 of the AJCC 8th Edition Chapter 1 (page 17 & 22 3rd edition)
pM1  In patients who have distant metastases in  multiple sites and have a cancer type for  which M subcategories 
distinguish between  one or more metastatic sites, microscopic  evidence of one of these sites is necessary  to 
assign the higher pM subcategory. 

Also on page 17 we know you can assign a pM1 as opposed to a cM1 if there is microscopic evidence of distant mets  
 then it goes on to describe that 
Microscopic evidence includes:  
• cytology from FNA  
• core biopsy  
• incisional biopsy 
 • excisional

The brain mets were not path-confirmed.  How can we assign a pM1c? You had path evidence of distant mets (pleura), but per Chapter 1 AJCC manual  In patients who have distant 
metastases in  multiple sites and have a cancer type for  which M subcategories distinguish between  one or more 
metastatic sites, microscopic  evidence of one of these sites is necessary  to assign the higher pM subcategory. 

For the Prostate case why was the answer cT2 instead of cT2c ? The biopsy states 
bilateral adenocarcinoma...is there a rule that states we don't use the biopsy in Clinical 
T staging for prostate?

The exam in our example, the physicians stated the Prostate very hard to the touch. Suspicious for neoplasm.  We 
can  not tell from that statement if less or more than ½ lobe is  involved or even if both lobes are involved, all we know 
is the DRE is abnormal and suspicious for cancer, so we would assign a cT2.  
See AJCC 8th Edition Chapter 58 Prostate Rules for Clinical Classification: The primary clinical tumor assessment 
includes the information from the DRE of the prostate. Neither imaging information nor tumor laterality 
information from the prostate biopsy should be used for clinical staging . A tumor that is found in one or both 
sides by needle biopsy, but is not palpable or visible by imaging, is classified as T1c. Clinical T category should 
always reflect DRE findings only. 

Donna has a lot of great webinars: https://www.facs.org/quality-
programs/cancer/ajcc/staging-education

Yes she does!!  I only wish she had more!!  Her webinars are always very good!



For prostate CA, how about all of these TELEMED visits where the doc is not able to do 
a DRE, can we use the prior DRE?  For example, when patient had prostate bx prior to 
RALP or XRT. 

You can use any DRE that prompted the biopsy, but refer to Chapter 1 of AJCC Manual regarding Time frame/staging 
window for determinging clinical Stage. 
Information gathered about the extent of the cancer is part of clinical classification:  
• from date of diagnosis before initiation of primary treatment or decision for watchful waiting or supportive  care to 
one of the following time points, whichever is shortest:  
○ 4months after diagnosis  
○ to the date of cancer progression if the cancer progresses before the end of the 4month window; data on  the 
extent of the cancer is only included before the date of observed progression  


