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he use of preoperative adjuvant therapy is becoming increasingly

frequent for a number of tumors; both chemotherapy and radio-
therapy either singly or combined affect the anatomic extent of dis-
ease. Therefore, the pathologic classification after preoperative ther-
apy may not reflect the true anatomic extent of disease before
treatment. Therefore, only the clinical classification should be re-
corded for cancer registry and epidemiologic purposes. To indicate
that the clinical or pathologic classification has been determined after
preoperative therapy, the TNM classification of the International
Union Against Cancer' and American Joint Committee on Cancer?
includes a prefix “y,” with yc indicating the clinical classification and
yp the pathologic classification.

“y Symbol

In those cases in which classification is performed during or after
initial multimodality therapy, the cTNM or pTNM category is identi-
fied by a “y” prefix. The ycTNM or ypTNM categorizes the extent of
tumor that actually is present at the time of each respective exami-
nation. The “y” categorization is not an estimate of the extent of
tumor before multimodality therapy.

The ypTNM classification deals with the extent of cancer after
therapy. Therefore, ypTNM should consider only viable tumor cells
and not signs of regressed tumor tissue such as scars, fibrotic areas,
fibrotic nodules, granulation tissue, or mucin lakes.? It is important to
note this point, because in previous editions of the TNM classifica-
tion, the definition of the “y” symbol did not specify whether signs of
regressed tumor should be taken into consideration.

The following illustrates the use of the “y” prefix. A patient pre-
sents with a rectal tumor. Preoperative imaging shows that the tumor
extends into the perirectal fat. There is 1 enlarged perirectal lymph
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node and no evidence of distant metastases. The pa-
tient receives preoperative chemoradiation. Before
surgery, there is no evidence of the tumor on clinical
and radiologic examination, and a clinical complete
response has been achieved. Surgery is performed and
the pathology report reveals residual tumor invading
into the submucosa. There is no evidence of tumor in
16 lymph nodes, but 1 lymph node contains a mucin
lake.

For this patient, the TNM classification is:

Before any treatment: cT3N1MO0

After neoadjuvant therapy: ycTONOMO

After surgery: ypT1NOMO

Although the clinical extent of disease should be
recorded for cancer registry and epidemiologic stud-
ies, the anatomic extent of disease as described by the
ypTNM classification after preoperative therapy re-
mains of great prognostic significance as has been
demonstrated for a variety of common tumors.*~”
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