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RATIONALE FOR NEW
CLASSIFICATION

Lung cancer — most frequent cause major
cancer incidence/mortality worldwide
Adenocarcinoma — the most common histologic
subtype

Widely divergent clinical, radiologic, molecular
& pathologic spectrum

Bronchioloalveolar carcinoma (BAC) —
confusing used many different ways despite
99/04 WHO; mucinous/nonmucinous

Rapid evolving molecular advances (EGFR)

MULTIDISCIPLINARY APPROACH

Prior WHO classifications: by pathologists
Due to remarkable advances in past 10 yrs:
oncology, molecular, radiology, surgery: need
for integrated multidisciplinary approach
International Association for the Study of Lung
Cancer (IASLC); American Thoracic Society
(ATS), European Respiratory Society (ERS)
Panel: Pathologists, Oncologists, Radiologists,
Molecular Biologists, Surgeons




IASLC/ATS/ERS ADENOCARCINOMA
MULTIDISCIPLINARY PANEL
MARCH 12-13, 2009 (In Situ Wine Toast)

ADENOCARCINOMA WRITING
COMMITTEE: BELLAGIO, ITALY

IASLC/ATS/ERS ADENOCARCINOMA
CLASSIFICATION

PREINVASIVE LESIONS

¢ ATYPICAL ADENOMATOUS HYPERPLASIA

* ADENOCARCINOMA IN SITU (formerly BAC pattern) t
—non-mucinous
—mucinous

MINIMALLY INVASIVE ADENOCARCINOMA (a lepidic
predominant tumor with <=5mm invasion)

INVASIVE ADENOCARCINOMA

T Size should be specified. In well sampled tumors adenocarcinomain situ is independent of size;
extensive sampling is needed to exclude invasion, p articularly in larger tumors




IASLC/ATS/ERS ADENOCARCINOMA
CLASSIFICATION

INVASIVE ADENOCARCINOMA

* Lepidic pattern predominant  (formerly non-
mucinous BAC pattern)

Acinar pattern predominant
Papillary pattern predominant
Micropapillary pattern, predominant

Solid pattern predominant

(Comprehensive histologic subtyping: semiquantitati ve assessment
of patterns in 5-10% increments)

Travis WD, et al; Journal of Thoracic Oncology, in press

PATHOLOGY: KEY MESSAGES
RECOMMENDATIONS

1) We recommend discontinuing use of term
“BAC”. Strong recommendation, high quality
evidence.

2) We recommend a new concept of
“Adenocarcinoma in situ” (AlS) to define
patients who have near 100% disease specific
survival, if completely resected. Strong
recommendation, moderate quality evidence.

OLD BAC CONCEPT
FIVE PLACES IN NEW CLASSIFICATION

Adenocarcinoma in situ (AIS) which can be non-
mucinous and rarely mucinous

Minimally invasive adenocarcinoma

Invasive adenocarcinoma with predominant
nonmucinous lepidic pattern

Invasive adenocarcinoma with less than predominan t
nonmucinous lepidic pattern (probably most formerly
clinically advanced adenocarcinomas with BAC

pattern)

Mucinous adenocarcinoma with lepidic pattern




ADENOCARCINOMA IN SITU
NONMUCINOUS

ADENOCARCINOMA IN SITU
NONMUCINOUS

PATHOLOGY: KEY MESSAGES
RECOMMENDATIONS

3) We recommend a new concept of “Minimally
invasive adenocarcinoma” (MIA) to define
patients who have near 100%, disease
specific survival, if completely resected.
Strong recommendation, low quality
evidence




IASLC/ATS/ERS ADENOCARCINOMA
CLASSIFICATION

PREINVASIVE LESIONS

« ATYPICAL ADENOMATOUS HYPERPLASIA

+ ADENOCARCINOMA IN SITU (formerly BAC pattern) t
—non-mucinous
—mucinous

MINIMALLY INVASIVE ADENOCARCINOMA (a lepidic
predominant tumor with <=5mm invasion)

INVASIVE ADENOCARCINOMA

T Size should be specified. In well sampled tumors adenocarcinomain situ is independent of size;
extensive sampling is needed to exclude invasion, p articularly in larger tumors

MINIMALLY INVASIVE ADENOCA
NONMUCINOUS

y

MINIMALLY INVASIVE ADENOCA
NONMUCINOUS




PATHOLOGY: KEY MESSAGES
RECOMMENDATIONS

Comprehensive histologic subtyping should be
used to assess semiquantitatively histologic
patterns in 5% increments, choosing a single
predominant pattern. Individual tumors are
then classified according to the predominant
pattern with reporting of the percentages of the
subtypes. Strong recommendation, low quality
evidence.

IASLC/ATS/ERS
ADENOCARCINOMA CLASSIFICATION

INVASIVE ADENOCARCINOMA

« Lepidic pattern predominant (formerly non-
mucinous BAC pattern)

Acinar pattern predominant
Papillary pattern predominant
Micropapillary pattern, predominant
Solid pattern predominant

(In explanatory notes, recommend semiquantitative a  ssessment of
patterns in 5-10% increments)

INVASIVE ADENOCARCINOMA
PART SOLID

3.2 cm (T2a) part solid
nodule with a 1.2 cm D8 (=Y
(T1a) solid component




LEPIDIC PREDOMINANT

INVASIVE ADENOCARCINOMA

ACINAR PAPILLARY
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AIS, MIA

P=0.003

AIS, MIA

Lepidic, Papillary
& Acinar

Predominant

P=0.003

AIS, MIA

Lepidic, Papillary
Acinal
Micropapillary &

Solid Predominant
Colloid, Mucinous Ad

Mucinous Adca (13)
Solid (67)

P=0.003 Micropapillary (12)
Colloid (9)
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P<0.001

Mucinous Adca,
Colloid, Solid,
Micropapillary (101)
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P=0.034
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P=0.095

P=0.001
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