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What is New in TNM 8? 
1. Tumour 

• Size Matters! 

 (threshold has become critical) 

• ie take great care to measure in 3 
dimensions:– I ‘audit’ my work by checking 
radiological size at MDT 

• Rough “30x30x30”mm no longer acceptable 

• Be careful specimen inflation is adequate, can 
be tricky over week ends and also if fresh 
tissue harvesting/ microbiology sampling 

 



Tumour size – depends where you 
measure! 



Same tumour 59mm verses 68mm 





T1 Tumour 

• T1 Tumour 3 cm or less in greatest dimension, 
surrounded by lung or visceral pleura, without 
bronchoscopic evidence of invasion more 
proximal than the lobar bronchus (i.e. not in the 
main bronchus) 

• T1(mi) Minimally invasive adenocarcinoma. 

• T1a. </= 1cm or less 

• T1b >1cm - </= 2cm 

• T1c >2cm - </= 3cm 

TMN 7: 
T1a <2cm 

pT1b 2-3cm 



T2/T3 (all size thresholds moved up, ie 
higher grade per size on average) 

• pT2a - >3cm - </= 4cm 

• pT2b - >4cm, </= 5cm 

(size threshold differs than TNM 7) 

• pT3  -  >5cm - </= 7cm 

(chest wall/ Diaphragm/ pericardium) 

(Separate tumour nodule in same lobe as primary) 

• pT4 >70mm 

(mediastium/ heart/ great vessels/ carina/ trachea) 

vs TNM 7th 
pT2a, 3-5cm 
 
pT2b >5 - </=7cm 

 
 
 
pT3 - >7cm 
 
 
 
 
pT4 great 
vessels/mediastium  



• Be careful to measure to nearest MM 



Other changes TNM 8th 

• Atelectasis/ Obstructive pneumonitis: 

• Extends to hilar region/ part or whole of lung 
= T2 

 

 

 

• TNM 7 always uncomfortable, ie a low grade 
central tumour easily upstaged to T3. 

 

 

Vs – TNM 7th: Hilar region/ not whole lung T2 
                         Whole lung T3 
 



Nodal Disease Remains same TNM 7/8 

• N1 – Mets in ipsilat peribronchial/ hilar/ intra-
pulmonary nodes including direct extension 
(station 10-14) 

• N2 – Mets in ipsilat mediastinal/ subcarinal 
lymph nodes(station 1-9) 

• N3 – Mets in contralateral mediastinal/ 
contrilateral hilar/ any scalene or 
surpraclavicular LN. 



Metastasis – 8th 

M1: 

M1a: Separate Tumour Nodule(s) in 

a contralateral lobe, tumour with pleural or 
pericardial nodules, malignant pleural or pericardial 
nodules (formerly T3 - TNM 7) 

M1b: Single extra-thoracic metastasis      

in a single organ (ie oligometastatic disease) 

M1c - Multiple extra-thoracic metastases  

– single or multiple organ(s) 

Vs TNM 7th - 



N2 

N1 

WHO  Classification of tumours of lung, pleura, Thymus and Heart, Travis et al 4th ed 2015. 



Few Diagnoses really in Lung Neoplasia 
but helps to recognise to common 

radiological/ Cut up Patterns: 
• The :proximal airways obstructive lesion 



Central Airways Obstruction 
 



Left Main Bronchus 19 year old 
woman 



Low grade MEC 







 



What is the differential Diagnosis of 
this central tumour pattern? 

 
• ? Common? 
• ?Rarer? 

 
• Common – Typical Carcinoid 
• Less common – Atypical carcinoid 
• Salivary type tumours: 
-MEC 
- Adenoid Cystic 
- Epithelial myoepithelial carcinoma 
- Pleomorphic adneoma 



Why are these important? 

• Large operations for proximal tumours is 
pneumonectomy. 

• Need careful frozen section of bronchial/ 
parenchymal margins to assure excision 

• High morbidity for young patients  



The Diagnoses in this differential: 

• Carcinoid (can calcify on imaging, older age 
group.) 

• Salivary type tumours 



The ‘mucin bag’ lobe 

• Slow growing mucinous carcinoma occupies 
much of lobe or lung: 

• Has a distinct mucinous shiny distended 
appearance 

 



15.5cm tumour: 
95% leipidic, 5% invasive mucinous 

adenocarcinoma 

 



 



For mucinous tumours 

• Report percentage invasive and in situ 

• HI25997/18 Leipidic 

 



Acinar areas 

           15.5cm – pT3 N1TMN7             BUT                   TNM 8 pT4 N1  



Medial parenchymal margin involved 



Direct invasion N1 



 



The Discrete Tumour 

• Can be central or peripheral: 

• Usually NSCLC 

• Squamous more frequent centrally 

• Adenocarcinoma peripherally 



A perpipheral Adneocarcinoma 

 



A mixed pattern mucinous/ non 
mucinous adenocarcinoma 

 



Central squamous cell carcinoma 



 



Patterns of Disease Lung Cancer: 

• Adenocarcinoma, many patterns, some 
prognostically relevant. 

• WHO 2015: subtype: 

• Predominant type important – 
HETEROGENOUS biologically 

• Some sub-types worse prognosis ie solid/ 
micropapillary 

5% increments should be described 



Case 1: 24252/17 

• What did you think 

• Predominant? 

• Minor ??? 



Acinar 95% 
 



Micropapillary 5% 



CASE 5 





• Leipidic and acinar pattern adenocarcinoma 



Case 6 





• Genuine papillary cores (vascular cores/ see 
RBC’s.) 

• Usually a well circumscribed tumour 

• Papillary Carcinoma 



 



Case 4 – HI14416-16 









Important Descriptive Features 

• Prominent areas of punctate necrosis 

• Spindled morphology, rather organoid 

• Mitotic count low 

• Atypia – present but does not change 
diagnosis 

• Diagnosis – Atypical Carcinoid  

(Necrosis OR 2-10 per10HPF mitoses.) 



Case 3 

• Peripheral Nodule 

 





Case 3 



• Squamous carcinoma, rather basaloid 

• ?check other primary especially head and 
neck 

• Consider p16, check imaging at MDT 



Case 7 

 







Case 7 

• Well circumscribed 

• Growing near a major vessel 

• Highly cribriform and basaolid 

• Salivary type appearance 

• Adenoid cystic carcinoma (metastatic from 
Head and Neck.) Can also be primary but will 
usually be a central tumour. 

 



 



Case 2-  



Squamous 



• Poorly differentiated NSCLC ? Squamous can 
be difficult only Keratinisation and genuine 
inter- cellular desmosomes/ bridges should 
confidently make a squamous diagnosis on 
biopsy 

• Treatment (chemo)and access to PDL-1 drugs 
is  different 



Case 8  

 





Mixed neuroendocrine Tumour 







Mixed small cell/ Large cell NE 

• Large Cell NE- 

More ‘non small cell’ ie cytoplasm 

Organoid, trabacular, perivascular rosettes 

Macro nucleoli 

Greater than 11/10 HPF mitoses (verses AC) 

Necrosis – zonal or punctate 

Cell size – greater than 3 resting lymphoctes 

• Small cell Carcinoma 

 



• Be careful LCNEC on biopsy – use term 
‘suspect LCNEC’ 

• Confirm with Synaptophysin, chromogranin, 
CD56, MNF116, 34bE12 (negative in LCNEC) as 
required 

• Small Cell- less cytoplasm and organoid 
features. 
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