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 TRBEE NATAGERAROEE

Date: Wednesday, September 7, 2011 (8 a.m. GMT)

Participants:
IM TAG: Kentaro Sugano
Gastroenterology WG: Peter Malfertheiner
Hepatology and Pancreatobiliary WG: N/A
Nephrology WG: Yasuhiko Iino
Cardiovascular WG: N/A
Respiratory WG: N/A
Hematology WG: N/A
Endocrinology WG: N/A
Rheumatology WG: Masayoshi Harigai
WHO: Robert Jakob, Sara Cottler, Julie Rust,
Megan Cumerlato, Kayo Takimura,
Toshio Ogawa
Minutes of Meeting

1. Condolences on Dr. Emmet Keeffe

Dr. Sugano welcomed all participants to the teleconference. At the start of the meeting, the
IM-TAG observed a moment of silence for the late Dr. Emmet Keeffe, the co-chair of the
Hepatology and Pancreatobiliary WG, WHO passed away last August. To maintain continuity in
the Hepatology and Pancreatobiliary WG’s work, Prof. Geoff Farrel, a member of the WG, was
recommended to succeed Dr. Keeffe as co-chair, and will be contacted through the Ministry of

Health, Labour and Welfare of Japan.

2. Proposal of the Structure
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2.1 Updates from WGs

(1) Cardiovascular WG

Congenital/PediatriCATeleconference was organized with Rare Diseases TAG on July 20,
yielding a consensus that Cardiovascular WG would lead the work in the overlap area, with
input coming from the Rare Diseases TAG. Dr. Franklin will prepare a draft merging the
proposals from the two groups, which should be finalized towards the end of September 2011.
Work has now started on the definition layer. Adult: A teleconference was organized on July 14
to allocate areas of responsibility and set down a work plan. A future teleconference is planned

(September/October) to discuss further work in the respective areas of responsibility.

(2) Gastroenterology WG

Most of the structural changes are now in the iCAT. The WG reached a consensus with the Rare
Diseases TAG on the work in the overlap areas, and is also in communication with the
Neoplasm TAG and the Pediatrics TAG. Next steps include drafting and review of the definition
layer proposals. A question was raised by Dr. Malfertheiner regarding overlap areas on

infectious diseases and neoplasms of the digestive system. It was noted:

Infectious diseases: if the infection is relevant to certain specialties, then that specialty can
take responsibility. The Infectious Disease TAG is in the process of being established but not
yet functional. _

Neoplasms: the new co-chairs of the Neoplasm TAG were meeting on September 7 and will

be in contact with all the TAGs in due course to address the issue of overlaps.

It was also suggested that WHO provide guidance on the coordination of infectious diseases and
conditions, without which there would be too many pre-coordinated categories across the ICD

classification. Dr. Jakob indicated that WHO would look into this issue.

(3) Hepatobiliary WG
The Hepatobiliary WG is making good progress on the structural change proposals. A consensus

was reached on the work on overlaps with rare diseases. Next step will be the definition layer.

(4) Rheumatology WG
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Final queries on structural changes are under review by Dr. Kay. Most structural changes have
been entered into the iCAT, including input from the autoinflammatory disease group. The
Chapel Hill classification on vasculitis will be considered for inclusion in the WG’s proposal. A
teleconference was organized in June with Musculoskeletal TAG to clarify areas of overlap. The
WG also prepared two updates for consideration by the ICD-10 Update and Revision

Committee (psoriatic arthritis and spondylitis).

With regard to a proposal for a multisystem disease chapter, an independent chapter was
unlikely due to the difficulty in the development of a sufficiently cohesive chapter and its

usefulness only with some diseases but not with others.

(5) Endocrinology WG

As Japanese societies had no comments on the draft proposal on structural changes, the original
proposals will be input into the iCAT in the next few weeks. Dr. Tajima expects to present work
on the definition layer soon. The WG is working with the Nutrition WG and Rare Diseases TAG

in the areas of overlap (primarily obesity and congenital metabolicdisorders, respectively).

(6) Hematology WG

Information is not available on the progress by Hematology WG on structural change proposals.
The WG had a meeting with oncology groups in London in June towards harmonization of ICD
and ICD-O. It reached a consensus with the Rare Diseases TAG on areas of overlap, facilitated
by some membership overlap between the two groups. To address the issue of overlap,
invitation of relevant oncology groups to WG’s workshops or a meeting with IJARC was also

suggested.

(7) Nephrology WG

The Nephrology WG is making good progress, with all structural change proposals entered into
the iCAT and the neoplasm section updated. Work is still ongoing with respect to overlaps
(cystic kidney diseases) with the Rare Diseases TAG. Next steps also include entry of the

definitions into the iCAT content model.
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(8) Respiratory WG

The Respiratory WG had a teleconference on June 29 to discuss areas of resi)onsibility.
However, no further information is available on the steps forward, including finalization and
input into the iCAT of the structural change proposals. The issue of overlaps, namely, with
Pediatrics TAG and Rare Diseases TAG, both of which have already contacted the WG, also

needs to be addressed.

3. Update from WHO
The final deadline for entry of the contents into the iCAT (including coding structures and
definitions) is by December 2011. The ICD-11 alpha browser will be open for public comment
on September 12, 2011, with a daily updated color-coding system of red, yellow and blue. The
ICD revision timelines remain unchanged, with the launch of ICD-11 planned in 2015.

4. Face-to-Face Meeting of IM-TAG in Tokyo, February 8 and 9, 2012

It was announced that a face-to-face meeting of the IM-TAG would be held on February 8 and 9,

2012, in the United Nations University in Tokyo. Invitation letters will be sent out shortly.
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(15 TAG HEZICH T 2 DA ENLOER QIEI0A. BAZREVELD) |

Revision of ICD-10 towards ICD-11
Call for proposals

The WHO has undertaken the process for producing the 11th revision of the
International Classification of Diseases (ICD). The ICD-11 revision will proceed in
stages, the first consists in a systematic review of scientific, clinical and public health

evidence relevant to classification that will create a draft ICD-11 for field-testing.
The Topic Advisory Group (TAG) for chapter NEOPLASMS has been set up. The TAG
wishes to offer users of ICD a chance to submit proposals of modifications to ICD10 to

be implemented in ICD11.

If you wish to propose specific changes to ICD10 to be considered by the TAG please fill

in the questionnaire (3 pages) by clicking <here>.

This call will be open until 30tk November 2011
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Revision of ICD-10 towards ICD-11

Contributor identification
Name* __ HIROSHI Surname® NISHIMOTO
Institution* National Cancer Center, JAPAN

This questionnaire has two sections. In the first one the TAG would like to have your
opinion on modifications to ICD10 that are currently examined by the group. The

second section is devoted to your proposals.

SECTION 1

1. New category for gastro-esophageal junction

1.1 introduce a 3-digit code for gastro-oesophageal junction/cardia (e.g. C27) and

delete C16.0

Justification: to improve use of specific sub-site (currently high frequency of
non-specified sub-site)

1.2 alternative: maintain C16.0=cardia and introduce new category C15.6 for

gastro-oesophageal junction

Justlﬁcatlon need to momtor trends of morbldlty due to obe51ty [pp

t]us s my guess I don’t ]mow Wby TAG gastroentero]ogy

reqaested t]ué c]zange]

Your opinion, usefulness, feasibility in routine data collection:

It is different about morphologic types in esophageal cancer between Japan and
US (see attached comments followed by this answer).
1 don’t support 1.2, because C15.6 means that the gastro-esophageal junction is
classified in the sub-site of esophagus. Most of medical doctors recognise the
sub-site seems to be in stomach in Japan.
We should consider the differences among countries or rations. If the code of this

sub-site should be change from C16.0 separately, I support 1.1, because we can

count this sub-site both in esophagus and in stomach.
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Abolish ICD10 sub-site categories (4th digits) of breast (C50), oesophagus (C15)
and non-melanoma skin (C44); re-use them to code main morphology types for

the site

Justification: main histology types of these sites related to aetiology, would be
interesting to monitor morbidity and mortality by histology

Your opinion: usefulness and feasibility in routine data collection:

There will be different patterns of metastasis depend on tumor sub-sites, so
ICD-10 sub-site categories are reasonable. But histology types also are
important.
But I think the unification of the code structure and its axis for all sites should
be needed.

I propose that the axis of classification should be on the topological expression,
or sub-sites in principle. And the additional codes for histologic types should be
added in 2 or 3 digits followed the sub-sites codes.

Introduce specific category for neoplasms in transplanted organs

Justification: monitor incidence of malignancies in transplanted organs

Your opinion: usefulness and feasibility in routine data collection:

Data collection for these neoplasms is important, and difficult to categorize with

non transplanted organ tumors. This category will be useful.

Haematopoietic and lymphoid tissues: revise all codes to align ICD with ICD-O
3rd revision and WHO Classification (Blue Books)

Justification: historical ICD classification now obsolete and non-informative.
Radical change may entail non-comparability with historical data.

Your opinion: usefulness and feasibility in routine data collection:

Lymphoma and hematopoietic tumor is different from other solid tumors.
Because most of the hematologists make diagnoses based on WHO classification
(Blue Books), introducing this nomenclature system would be most useful and
seamless.

But we should cooperate with ICD-0, that it is fitted for the Blue Book in 2008

incompletely.
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SECTION 2  Your proposals
1. Are there new categories to be introduced in ICD-11?
[the user may fill in this section several times until the ‘No’ box is checked)}
Yes | X| No |_| goto end.
1.1 New category definition:

Extrahepatic bile duct and Gall bladder

1.2 Give brief justification for change:

C23.0 Fundus of Gall bladder

C23.1 Body of Gall bladder

C23.2 Cervix of Gall Bladder

C23.3 Cysticduct

C23.9 Gall bladder, NOS

C24.0 Extrabile duct (Obsolute)

(C24.1 Ampulla of Vater

(C24.2 Perihilar Extrahepatic bile duct
include Klastkin tumor

(C24.3 Distal Extrahepatic bile duct

C24.8 Overlapping lesion of biliary tract

(C24.9 Biliary tracy,unspecified

1.3 Main field of application of new category (pull down menu): b

a. Scientific Evidence: to reflect the advances in medicine and all health sciences
‘Ihmcal Utility and health system utility: to improve easy to use and make

ICD better integrated into routine practice in different settings

c. Public Health Usefulness: to assist in public health policy resource allocation

and monitoring outcomes (mortality, morbidity and other population health

parameters)

d. To bring ICD in line with derived classifications as ICD-O and the IARC Blue

Book series

e. Other Specify |
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1.4 Provide references of scientific articles that address issues related to the

proposed change:

The TNM classification, 7th edition, UICC

My Comment for the code of E-G junction

We have the data from cancer registries in Japan.

In hospital-based cancer registries, we can count the malignant esophageal neoplasms,
13,685 cases and the malignant neoplasms in the esophagogastoric junction (E-G
junction), 5,329 cases.

In these 19,014 cases, Adenocarcinoma is counted 5,460 cases, 29% of them, including
4966 esophageal and E-G junction tumors.

Adenocarcinoma of esophagus and E-G junction is increasing, but not major histologic
type.

Under this background, there is the discrepancy of definition of this sub-site between
TNM classification and Japanese domestic rules.

In Japanese domestic rules for esophageal cancer by Japanese Medical Society of
Esophagus and also stomach cancer by Japan Medical Society of Stomach Cancer, the
E-G junction tumor is defined the tumor that its epicenter is between upper 2cm and
lower 2cm from E-G junction.

So I am afraid that most of Japanese experts could not accept the change of definition of
E-G junction.

If we adopt the proposal of 1.1, we could evaluate Japanese definition of E-G junction. If
the proposal of 1.2 is adopted, C15.6 (include esophagus) would rarely selected in Japan
and code C16.0 would increase, and we cannot distinguish from the cancer of cardia, not
invade to esophagus, and the cancer of E-G junction. So we cannot evaluate the

situation of this sub-site, either.

2-25




 EETAG " VN LOREL DARDLOER (023 AR

Development of ICD-11: Neoplastic diseases

Suggestions from the viewpoint of clinical hematology and medical oncology
-DRAFT - 2 March 2012, S.W. Krause (corr.), H. Ostermann, M. Bauer, C. Haag

1 Summary |
The following deviations from the current principles of the ICD-10 are suggested
- possibility to encode histo-/cytopathology and site of disease in every instance
« distinction of benign and malignant neoplasms and grading within disease groups,
i.e. no a priory separation of benign, malignant and in situ neoplasms into different
chapters of the ICD-11
 clear hierarchy of either histo-/cytopathology or site of disease as primary classifier
according disease groups (no exceptions for single diseases)
« extended coding of disease spread

2 Introduction
Two important principles are predominant within the classification of neoplastic
diseases:!

- Primary site of the disease

» Histopathological (and/or cytopathological) classification and grading

In the ICD-10, neoplastic diseases are grouped into malignant neoplasia, carcinoma in
situ, benign neoplasia and neoplasia of uncertain or unknown behaviour in the first
place. Within malignant neoplasias, classification by disease site is dominating the
classification of solid tumors with some exceptions (e.g. some sarcomas, melanoma). For
many of these disease sites, an additional encoding of histopathology/cytopathology is
not possible. Histopathology/cytopathology is dominating the classification of neoplasms
of the hematopoetic and lymphatic system, but encoding of the disease sites is mostly
not possible.
Two further principles are important for the definition of the specific disease of an
individual patient:

o Disease spread and/or stage

o Molecular subclassification of histopathological entities

Within the ICD-10 the spread of solid tumors can sometimes be encoded by differential

codes for the primary tumor and can always be coded by secondary codes for tumor

2-26



metastases. For leukemias and lymphomas, spread and/or stage cannot be sufficiently
encoded. Encoding of grading and/or molecular subclassification is only rarely possible.
For a sufficient definition of malignant disease states in the ICD-11, all of the four
principles described above should be used. In theory it would be possible to define a
common hierarchy of classifiers for all neoplasms, such as: primary classifier: disease
site - secondary classifier: histopathology/cytology and grading - tertiary classifier:
molecular classification - additional classifier (separate code): spread, stage, metastases
However, such a unified scheme would contradict medical traditions (also mirrored in
the ICD-10) according to which systemic diseases like leukemias and lymphomas and
some other neoplasms are primarily classified according to histopathology wheras most
other neoplasms are primarily classified according to the primary site of the disease.
Therfore we suggest different hierarchies of classifiers for different groups of diseases

as described below.

3 Hierarchy of Classifiers for Different Disease Groups

3.1 No a priori separation of benign and malignant diseases

Diseases should be grouped according to disease site (most solid tumours) or
histopathology/cytopathology (leukemias, lymphomas and some others) as described
below. Since the separation of malignant, benign or unclear behaviour may be difficult
in some cases and definitions change over time, this differentiation should be included
in the histopatholgical/cytopathological classifier, i.e. there should be no extra chapters
for benign diseases and in situ cancers like in the ICD-10.

3.2 Definition of the primary classifier

For every neoplastic disease it has to be decided, if it will be primarily classified
according to its site of origin or according to histopathology/cytology. In contrast to the
ICD-10 with different rules for different neoplasms plus exceptions plus exceptions from

the exceptions, we suggest a clear hierachical decision, leading to an important rule:

A neoplasm that can be classified according to a histo- or cytopathological definition in
one of the following three disease groups will be primarily classified using
histopathology/cytopathology. Classification according to site will then be used as

secondary classifier, if appropriate.

The following list is largely following the ICD-10. However, due to simplicity and also
clinical reasoning, disease groups to be classified according to histopathology are

somewhat more extended than in the ICD-10, whereas for other groups, we suggest to
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abandon histopathology as primary classifier.

Neoplasms with histopathology as primary classifier

Neoplasms of the hematopoetic and lymphoid system (classification following the
blue book)

Mesothelioma

Sarcomas and other neoplasms of connectve tissues (classification following the
blue book)

Accordingly, the remaining neoplasms are primarily classified according to the site of

disease origin:

Neoplasms with disease site as primary classifier

°

3.3

Malignant neoplasms of lip, oral cavity and pharynx
Malignant neoplasms of digestive organs

Malignant neoplasms of respiratory and intrathoracic organs
Malignant neoplasms of skin (including malignant melanoma)
Malignant neoplasm of breast

Malignant neoplasms of female genital organs

Malignant neoplasms of male genital organs

Malignant neoplasms of urinary tract

Malignant neoplasms of eye, brain and other parts of central nervous system
Malignant neoplasms of thyroid and other endocrine glands
Cancer of unknown primary

Definition of subsequent classifiers according to disease group

In the following lists we suggest examples of primary and secondary classifiers for

different groups of diseases. The following considerations were made for these

suggestions:

all important classifiers as mentioned in the introduction should be used to
describe a disease or the possibility of future use should be enabled
secondary classifiers should be relevant and widely available

specialized molecular classifications should preferably used as tertiary and not
secondary classifiers

a maximum of three classifiers can be put into one single new code

for additional description of the disease state, supplementary codes (e.g. for
spread of disease, metastases or stage) are suggestéd

for subclassifications, traditions of the ICD-10 will be followed as long as still

suitable
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3.4 Hierarchy of classifiers for neoplasms primarily grouped by histopathology

- examples -

Primary code

possible suppl. codes

Disease (group) ext. primary secondary tertiary (examples)
classifier classifier classifier
Myeloproliferative subgroup (CML, PV, | - mol. blast crisis,
neoplasms ET, PMF...) marker extramedullary disease
Hodgkins classical HL, subgroup of - Ann Arbor class.
lymphoma lymphocyte classical HL
predominant
AML subgroups according | - mol. extramedullary disease
to blue book marker
B-NHL disease according to | may be used mol. Ann Arbor class., Binet
blue book for disease marker class. (CLL), CRAB criteria
subgroup (myeloma), extranodal
disease, ...
Soft tissue tumours | subgroup (adipocytic, | primary site mol. TNM (if malignant)
fibroblastic ...) incl. marker
grading
Bone tumours subgroup (cartilage, primary site mol. TNM (if malignant)
osteogenic, marker

Ewing/PNET ...) incl.
grading
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3.5 Hierarchy of classifiers for neoplasms primarily grouped by disease site

- examples -
Primary code possible
suppl. codes

Disease ext. primary | secondary classifier tertiary (examples)

(group) classifier classifier

Lung primary site histopathology (benign, Adeno-Ca, mol. TNM (if
squamous Ca, SCLC, ... not: lymphoma, markers malignant)
sarcoma) incl. grading

Esophagus primary site histopathology (adeno vs. squamous..., mol. TNM (if
not: sarcoma, GIST, lymphoma) incl. markers malignant)
grading

Skin primary site histopathology (melanoma, scc, mol. TNM (if
basalioma...) incl. grading markers malignant)

Mediastium primary site histopathology (thymoma, germ cell mol. TNM (if
tumors, neuroendocrine, ... not: lymphoma | markers malignant)
or sarcoma) incl. grading

Breast primary site histopathology (DCIS, ductal invasive Ca., | mol. TNM (if
lobular, basal cell, phylloides, .... not: markers malignant)

sarcoma, lymphoma) incl. grading
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3.6 List of supplemental codes

- to be extended -

A number of supplemental codes to describe the state of a neoplastic disease in a given
patient is already available in the ICD-10. Most prominent are the codes for encoding of
metastatic disease. This list should be extended, especially for the description of

primarily systemic diseases like malignant lymphomas.

disease state ICD-10 relevant for

Secondary malignant neoplasm of lymph | C77 solid tumors (malignant)

nodes

Secondary malignant neoplasm of C78 - solid tumors, also to be used for infiltration by

organs and other spedified sites C79 malignant lymphomas or leukemias if appropriate

Stage according to Ann Arbor - nodal malighant lymphomas

classifiCATion

CRAB criteria - multiple myeloma

Binet stage - CLL

Tumour spread according to TNM (incl. - malignant solid tumours (only valid for primary

L, V) diagnosis)

limited/extensive disease - small cell lung cancer (only valid for primary
diagnosis)

disease state (primary, relapse,

refractory) facultative suggestion
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