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ABSTRACT

Relevance: Lung cancer ranks among the leading causes of morbidity and mortality in oncological diseases both in Kazakhstan
and worldwide. Accurate tumor staging is crucial for choosing patient management strategies, considering the continuously advancing
diagnostic and treatment methods. The 8th edition of the Tumor-Node-Metastasis (TNM) classification, introduced in 2017, brought
significant changes to the staging approach, thereby improving its precision. However, accumulated data have demonstrated the need
Jor further refinement, particularly in assessing mediastinal lymph nodes and systemic metastasis. Therefore, the 9th edition of TNM
came into force on January 1, 2025. It includes important updates that require adaptation in radiological practice.

The study aimed to compare the 8th and 9th editions of the TNM classification in lung cancer and identify key changes to improve
staging accuracy and facilitate multidisciplinary treatment planning.

Methods: This study conducted a structured review of the changes introduced in TNM-9 compared to TNM-8, with a focus on
interpreting the N and M categories. The analysis utilized clinical guidelines from the International Association for the Study of Lung

Cancer (IASLC) and recent publications reflecting current approaches to tumor staging.

Results: In the TNM-9 classification, the N and M categories were refined by introducing new subcategories, N2a/N2b and Mlcl/
MIlc2. The staging of several combinations of T and N categories was also revised. Particular emphasis was placed on the need for more
detailed anatomical characterization of lymph nodes and the systemic nature of metastases.

Conclusion: Understanding the new provisions of TNM-9 is essential for accurate stage assessment, improving communication
during multidisciplinary tumor boards, and optimizing therapeutic decision-making.

Keywords: lung cancer, staging, TNM, TNM-9.

Introduction: Lung cancer ranks first in morbidity and
mortality among all oncological diseases. According to the
Kazakh Research Institute of Oncology and Radiology (Ka-
ZRIOR), in 2023, 3,872 new cases of lung cancer were reg-
istered in the Republic of Kazakhstan, which is 9.3% of
the total number of oncological diseases. Despite the de-
crease in incidence, lung cancer remains the leading cause
of cancer mortality in the country: in 2023, 2,034 persons
died from it, that is 15.7% of all cancer deaths [1].

In recent years, the diagnostics and treatment of lung
cancer have advanced significantly. If earlier surgery was
the primary method of treatment only in the early stages,
and chemotherapy and radiotherapy were used for more
advanced forms, today, a multidisciplinary approach is im-
plemented. Local methods are increasingly used in ad-
vanced processes, while systemic treatment is employed
at early stages. It requires a more accurate assessment of
the anatomical spread of the tumor, especially in high cat-
egories N and M [2].

The TNM (Tumor-Node-Metastasis) system, developed
by the American Joint Committee on Cancer (AJCC) and the
Union for International Cancer Control (UICC) [3], remains a
key staging tool in international clinical practice and serves
as the standard for describing the extent of a malignant

process worldwide. The use of the TNM system provides a
standardized anatomical staging system for malignant ne-
oplasms. The TNM system is based on an assessment of
three key components. The first component, T (Tumor), re-
flects the size of the primary tumor and the degree of its
invasion into the surrounding structures. The second com-
ponent, N (Nodes), characterizes the presence and degree
of involvement of regional lymph nodes. The third compo-
nent, M (Metastasis), indicates the presence or absence of
distant metastases in other organs and systems [3, 4]. Each
of these categories is further subdivided into subcategories
(e.g., T1,T2; T1a, T1b), and their combinations form a certain
stage of the disease, as recommended by the International
Association for the Study of Lung Cancer (IASLC) [4].

Since January 1, 2017, the use of TNM-8 has been rec-
ommended worldwide for staging non-small cell and small
cell lung cancer. This publication is based on the results of
a large-scale IASLC study, which analyzed data from over
77,000 patients from various regions worldwide. Despite the
significant contributions of the 8th edition to standardizing
disease staging and improving predictive stratification, sub-
sequent clinical experience and analysis have revealed sev-
eral limitations. In particular, there was a need for a more ac-
curate gradation of mediastinal lymph nodes, as well as for
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a detailed characterization of the metastatic lesion. Taking
into account the accumulated data and the needs of clin-
ical practice, the UICC and AJCC, with the participation of
IASLC, approved TNM-9, the official use of which will be-
gin on January 1, 2025 [5-7]. Radiologists need to familiarize
themselves with the new provisions to accurately reflect the
stages of the disease in their reports and participate in deci-
sion-making at multidisciplinary boards.

The study aimed to compare the 8th and 9th editions
of the TNM classification in lung cancer and identify key
changes to improve staging accuracy and facilitate multi-
disciplinary treatment planning.

Materials and methods: This review is an analytical
study based on a comparative analysis of the changes re-
ported in TNM-9 compared to TNM-8, specifically con-
cerning lung cancer staging. The basis for the analysis was
the official publications of the IASLC, AJCC, and UICC, pub-
lished from 2017 to 2024 [3-7].

Results:

Major updates in TNM-9. There were no changes in cate-
gory T in the TNM-9 classification. As before, the key criteri-
on for staging remains the maximum tumor diameter meas-
ured by thin-slice CT (<1.5 mm) in the pulmonary windows.
In this case, only a solid component of mass is taken into ac-
count; the ground-glass component or the lepidic compo-
nent, if any, shall not be included in the measurement. In the
presence of multiple solid foci, classification is performed ac-
cording to the largest of them. If it is difficult to assess the di-
mensions, multiplane reconstructions can be used. Catego-
ry T is subdivided as follows: T1 includes tumors up to 3 cm
and is divided into T1a (<1 cm), T1b (>1-2 cm), and T1c (>2-3
cm); T2 encompasses tumors 3 to 5 cm in size and is divided
into T2a (>3-4 cm) and T2b (>4-5 cm), or invasion of the vis-
ceral pleura, adjacent lobe, involvement of the main bron-
chus, or the presence of atelectasis/obstructive pneumonia;
T3 corresponds to sizes from 5 to 7 cm, as well as when the
chest wall, parietal pleura, phrenic nerve, pariental pericar-
dial membrane or the presence of individual tumor nodes
within the same lobe as the primary tumor; T4 - tumors of 7
cm or more or with invasion of the vertebral body, large ves-
sels (including subclavians), adipose tissue of the mediasti-
num or other mediastinal structures, trachea, esophagus,
visceral pericardium, diaphragm, thymus or brachial plexus,
as well as the presence of individual tumor nodes in another
part of the lung on the same side, but in a different lobe. In-
dividual neoplasms with distinct histological structures are
considered independent primary tumors and are classified
separately according to the TNM system.

The Tis (preinvasive tumor in situ) and T1mi (minimally
invasive adenocarcinoma) categories also remain, as they
reflect the growth features of the lepidic component. The
Tis category includes in situ adenocarcinomas and squa-
mous cell carcinomas. For adenocarcinomas, it means a <3
c¢m ground-glass lesion on CT scan with no invasive com-
ponent. A lesion >3 cm with signs of lepidic growth with-
out invasion is classified as T1a. TImi is a partially solid
node measuring <3 cm, where the invasive (dense) com-

ponent is <0.5 cm. If the dense part is >0.5 cm, then this
lesion is classified as T1. These criteria remain important
for the accurate assessment of stage and prognosis in lung
adenocarcinomas with lepidic growth.

Consolidation and the “pneumonic” form of cancer. In the
case of diffuse consolidation without bronchial obstruc-
tion (referred to as invasive mucinous adenocarcinoma),
staging is determined by the number of lobes: one lobe
is classified as T3. In contrast, different lobes of the same
lung are classified as T4 (Figure 1), and involvement of both
lungs is classified as M1a (Figure 2).

Division of category N2 into subcategories N2a and N2b.
In TNM-8, category N was determined solely by the ana-
tomical location of the affected lymph nodes, regardless
of their number or extent. The classification was based on
the location of the lesion and did not take into account ei-
ther the number of lymph nodes or the number of ana-
tomical stations affected.

However, it has been observed in clinical practice that
patients with lesions confined to a single mediastinal sta-
tion (e.g., the subcarinal station) have a significantly better
prognosis compared to those with lesions involving two or
more stations (e.g., parallel lesions of the paratracheal and
subcarinal nodes). This difference was not reflected in the
eighth edition and may have influenced therapeutic de-
cision-making, particularly in potentially resectable cases.

In this regard, the ninth edition of TNM clarified the N2
category by dividing it into two subcategories: N2a — me-
tastases in one anatomical station of ipsilateral mediastinal
and/or subcarinal lymph nodes; N2b — metastases in two
or more anatomical stations in the same regions (Figure
3). It is emphasized at the same time that the assessment
should be based on the number of affected stations, rath-
er than individual lymph nodes. The basis for this change
was the data from the IASLC database, which demonstrat-
ed significant differences in survival between the N2a and
N2b groups, regardless of age, gender, histological type of
the tumor, and other factors [8, 9].

The ninth edition retains its reliance on the IASLC Inter-
national Lymph Node Map, where groups are numbered
from 1 to 14 and are indicated by side (e.g., 4R, 4L, 7). The
ninth edition also clarifies that lymph nodes not included
in the IASLC map (e.g., diaphragmatic, cervical, intercos-
tal, axillary) are not classified as regional, but are treated
as distant metastases (category M1). This is crucial for ac-
curate staging.

Thus, the ninth edition of TNM emphasizes the need
for accurate anatomical localization of affected stations in
radiological reports. This means that the radiologist must
indicate the numbers and sides of suspicious stations (e.g.,
4R) and note whether one or more stations are affected,
allowing for the differentiation between N2a and N2b.
Such a description is important for multidisciplinary tumor
boards and can influence the choice of therapy. For exam-
ple, surgery may be considered for N2a, but becomes less
likely for N2b, especially if there is more severe or multiple
lymph node involvement.
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Figure 1 - Pneumonia-like form of cancer in segments S6, S9, S10
of the right lung with marked enlargement of segmental and
subsegmental bronchi in a 60-year-old woman; the tumor process
spreads to different lobes of one lung, which corresponds to category
T4 according to TNM-9 [Source: author’s collection]
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Figure 2 - Two masses up to 3 cm in diameter in the lungs of a
71-year-old woman. The lesion in the right lung is treated as a
metastatic lesion, which corresponds to category M1a according to
TNM-9 [Source: author’s collection]

Division of category Mic into subcategories Micl and
Mic2. The M category was divided into three levels in the
eighth edition of the TNM classification: M1a, M1b, and
M1c. The M1a subcategory included signs of intrathoracic
metastasis, such as tumor nodes in the contralateral lung,
malignant pleural or pericardial effusion, and pleural or
pericardial tumor nodes. M1b corresponded to the pres-
ence of a single extrathoracic metastatic focus in one or-
gan. The M1c subcategory included multiple extratho-
racic metastases regardless of the number of organs

affected. This division enabled the refinement of prog-
noses for patients with varying metastatic loads, particu-
larly in stage IV.

The ninth edition of TNM clarifies the M1c category
by dividing it into two levels: M1c1 and M1c2. The M1c1
subcategory corresponds to multiple metastases within
a single organ system. M1c2 refers to the involvement of
two or more organ systems (Figure 4). In this case, both
single organs (for example, the liver or brain) and paired
organs (such as the adrenal glands or kidneys) or diffuse
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anatomical structures (such as the skeletal system) are
considered part of an organ system. Thus, multiple bone
metastases, regardless of the number of foci, are classi-

fied as M1cl. If metastases are found, for example, simul-
taneously in the bones and liver, this situation is inter-
preted as M1c2.

Figure 3 - Division of N2 (ipsilateral lymph nodes) into single (N2a)
and multiple ipsilateral stations (N2b) according to TNM-9
[Source: author’s collection]

The additional division of M1c into M1c1 and M1c2 re-
flects the desire for a more accurate stratification of patients
based on their prognosis and the extent of systemic tumor
spread. Quantitative criteria (for example, the number of
foci within one organ) are not defined in the new classifi-

cation; the emphasis is on the number of organ systems in-
volved [7-9]. It is essential for the radiologist not only to re-
cord the presence of multiple metastases but also to specify
exactly which organ systems are involved, for accurate stag-
ing and informed therapeutic decision-making (Table 1).

Table 1 - Staging of lung cancer according to TNM-9 (from 2025) [5, 6, 14]

Component Subcategory Short description
T — Tumor T1a,b,c <3 cm (in 1 cm increments: a—up to 1 cm, b — from 1 to 2 cm, ¢ — from 2 to 3 cm)
T2a,b >3-5cm, T2a -3 to 4 cm, T2b 4 to 5 cm, also invasion of the visceral pleura, adjacent lobe,
involvement of the main bronchus, or the presence of atelectasis/obstructive pneumonia
T3 >5 to 7 cm, involvement of the chest wall, parietal pleura, phrenic nerve, parietal pericardial
membrane, or the presence of individual tumor nodes within the same lobe as the primary tumor
T4 >7 cm, with invasion to the vertebral body, large vessels (including subclavians), adipose tissue

of the mediastinum or other mediastinal structures, trachea, esophagus, visceral pericardium,
diaphragm, thymus or brachial plexus, as well as the presence of separate tumor nodes in another
part of the lung on the same side, but in a different lobe

N — Lymph nodes | NO

No metastases in regional lymph nodes

N1 Ipsilateral peribronchial and/or hilar lymph nodes

N2a

New subcategory: one ipsilateral mediastinal/subcarinal station

N2b

New subcategory: two or more ipsilateral mediastinal lymphatic stations

N3 Contralateral or supraclavicular lymph nodes

M — Metastases MO

Absence of distant metastases

M1a Contralateral foci, pleural or pericardial effusion/node

M1b One extrathoracic metastasis

M1c1 A new subcategory: multiple metastatic foci localized within a single anatomical system (e.g., liver,
brain, skeletal system, paired organs such as kidneys and adrenal glands).

M1c2 New subcategory: metastases in two or more organ systems (for example, in the liver and in the

skeletal system at the same time)

Redistribution of stages according to changes in
N and M categories. Comparative analysis shows
that:

TIN1 now belongs to stage llIA, instead of IIB in the
eighth edition;

T1N2a - to stage IIB, instead of IlIA in the eighth edi-
tion (Figure 5);

TIN2b and T2N2a remain in stage llIA (unchanged);

T2N2b - stage IlIB (eighth edition - llIA);

T3N2a - stage lllA;

T3N2b - stage IlIB;

T4N2a and T4N2b - both combinations remain in stage
1B, as before (Figure 6) [11, 12].

These changes enable potential downstaging, thereby
expanding the indications for surgical treatment (Table 2)
[2,8,9].
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Figure 4 - Division of the subcategory M1c (multiple extrathorocal metastases) into metastases
in one organ/system and metastases in several organ systems according to TNM-9.
Picture A demonstrates multiple metastases to bone structures, corresponding to the category
M1c1. Figure B demonstrates metastases to bone structures and the brain. They reflect lesions
of two organ systems and are categorized as M1c2 [Source: author’s collection].

TNM-9 in the structure of the radiological report.

The T category is determined based on the maxi-
mum diameter of a solid tumor component as imaged on
a high-resolution CT scan with a slice thickness of no more
than 1 mm, excluding the ground-glass and lepidic com-
ponents. The T1 category encompasses tumors measuring
up to 3 cm in size and is further divided into T1a (tumors
measuring up to 1 cm), T1b (tumors measuring 1 to 2 cm),
and T1c (tumors measuring 2 to 3 cm). The T2 category in-

cludes tumors 3 to 5 cm in size, as well as cases involving
the visceral pleura, proximal bronchus, or accompanied by
atelectasis/obstructive pneumonitis. T3 corresponds to tu-
mors measuring 5 to 7 cm or invasions of the chest wall,
diaphragm, pericardium, and other structures. T4 includes
tumors larger than 7 cm or cases of invasion of large ves-
sels, spine, trachea, and other critical anatomical forma-
tions. Multiple tumor foci are classified based on localiza-
tion and histological identity as T3, T4, or M1a.
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Figure 5 - Lung adenocarcinoma (T1c) 2 cm in the left upper lobe (yellow arrow) with single-position subaortic
lymphadenopathy (arrowhead) (N2a) in a 51-year-old man. According to the TNM-9 classification, this patient is classified
as T1cN2aMO, which corresponds to stage IIB. In contrast, the TNM-8 classification would classify this patient as T1cN2MO,

corresponding to stage IlIA.

Table 2 - Grouping of lung cancer stages according to TNM-9 [5, 9, 10]

Stage Combinations (T, N, M)
IA1 T1mi/T1a, NO, MO
I1A2 T1b, NO, MO
IA3 T1c, NO, MO
1B T2a, NO, MO
A T2b, NO, MO or T1, N1, MO
1B T2a/b, N1, MO or T1, N2a, MO or T3, NO, MO
A T1-3, N2b, MO0 or T4, NO, MO
1B T3-4, N2b, M0 or T1-2, N3, MO
][e; T3-4, N3, MO
IVA Any T, any N, M1a, or M1b
IVB Any T, any N, M1c1, or M1c2

Note: A high-resolution CT scan (<1 mm) should be used for visual assessment, and only the solid tumor component should be measured. Atelectatic
and inflammatory changes are not taken into account when determining the tumor size, but are automatically equated to T2 in the absence of signs

of invasion into neighboring structures.

Regional lymph node (N) lesion categories include
NO, N1, and N3, while N2 is now subdivided into N2a, when
a single mediastinal lymphatic station is involved, and
N2b, when two or more stations are involved. Clarification
of the number of affected stations is recognized as an im-
portant prognostic factor.

The M categories remain the same: M0, M1a, and M1b,
but the M1c category is now subdivided into M1c1 when
there are multiple metastases within the same organ sys-
tem (e.g., bone lesions only) and M1c2, when two or more
organs metastatically are affected. The importance of a
comprehensive assessment of oligometastatic disease, as
well as the possibility of future integration of the molec-
ular and biological characteristics of the tumor into the
staging system, is separately emphasized.

Conclusion: The TNM-9 classification provides an
enhanced and clinically sound anatomical framework,
building upon the improvements introduced in TNM-
8. Many of the changes in TNM-9 logically build upon
the TNM-8 methodology, based on a global analy-
sis of survival data from more than 70,000 patients.
Particular attention is paid to improving the stratifi-
cation of stages depending on the number of lym-
phatic stations, the number and localization of metas-
tases, as well as the configuration of multiple tumor
foci.

Understanding and active implementation of the TNM-
9 classification by radiologists will significantly improve
the accuracy of staging and the quality of multidisciplinary
management of patients with lung cancer.
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Figure 6 — Lung adenocarcinoma infiltrating the left pulmonary artery (T4) (red arrow on A), in a 58-year-old man.
Ipsilateral lymphadenopathy is also visualized in the paratracheal (yellow arrow on B) and bronchopulmonary groups
(yellow arrow on B) (N2b), as well as metastases in the liver (red circle on G) and in the vertebral body L4 (white
arrowhead on D) (M1c2) followed by stage IVB (stage unchanged according to TNM 9)

[Source: Author’s collection]

Figure 7 — Stages of lung cancer according to TNM-9 with color differentiation of changes: yellow indicates new positions,
green indicates positions carried over from the previous edition unchanged [adapted from: 9]
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AHJATIIA

OKIIE OBbIPBIHBIH TNM-9 ) KIKTEMECIHIH EPEKIIEJIIKTEPI
7KOHE TNM-8 HIEKTEYJIEPIHIH UHTEI'PATIUACDHI

P.E. Kaoipoaesa', JK.M. Amankynos'?, K.A. Oximmait*, K.K. Kaxenosa’, A.C. Aiinaxynosa'?, E.3. Amanmaiieg®

1«1Ka3ak OHKOMOrIs! JXoHe paamonorst FolnbiMU-3epTTey MHCTUTYTHI» AK, Anmarsl, KasakcTaH Pecny6nukacs!;
2«2C.[. AccherpmapoB aTbiHaarbl Kasak ynTTelK MegvumHa yHueepcuTeTin, Anmatel, KasakctaH Pecnybnmkack

Oszexkminizi: Okne o0vipbl OyKin onemoe convimen Kamap Kazakcmanoaoa OHKONOUANLIK AypYLap apacbliod CblpKammanyulblivlk e
ONIM-JICIMIiM OOUbIHWA ANObIH2bL OPLIHOAPObl uenenedl. Juaznocmuxa men emoey sdicmepi y30iKCi3 Hceminoipilin JdcamKan icaz20anod,
icik npoyecin 0o1 camvliay nayueHmmepee em XHCypei3 MakmuKacblH manoayoa Mawulzovl pen amiapaowvl. 2017 owcvlavl eHzizineeH
tumor-node-metastasis (TNM) owcikmemeciniy 8-wi 6acviivimbl camvliay2a KamvlCmbl MAanbl30bl 632epicmep eHzi3in, OHvlH 091012iH
apmmuipaan 601amell. Anaioa JHCuHalI2an MoLimemmep MeOUACMUHAIbObL TUMGDA MYUIHOEPi MEeH HCALbLIMATbL MEMAcmaszoapobl 6a2anayoa
KOCHIMULA HAKMBLILIKMbL Kadicem ememinin kopcemmi. Ocvlean 6atinanvicmol, 2025 ocolnoviy 1 Kaymapueinan 6acman maywi3ovl e3zepicmepoi
gammumuvin TNM-niy 9-wbl 6acvinvimel Konoanvicka eHoi sHcoHe Oy paouoniocusiblk npakmuxaza oeuimoenyoi manan emeoi.

3epmmeyoin maxkcamor — Okne obOvipvinbiy TNM oicikmemeciniy 8-wii dcone 9-uibl pedakyusiiapbin Caiblcmulpd maioay Jicypisin,
camulaayovly 0910I2iH apmmulpy HCoHe eM Ke3iHOe2i MYAbMmuOUCYUNTUHAPIbIK HCOCHAPAAYObl MUIMOT YULIMOACMbIDY MAKCAMbIHOA He2i32l
o32epicmepoi aHbIKMay.

Aoicmepi. Ocvr 3epmmeyoe TNM ocikmemeciniy 9-wbl pedakyusicvin S-wii peOaKyusimeH CaiblCmvlpeaHoa eHeisiieeH e3zepicmep
KYpolablMObl mypoe Kapanvin, Hecisinen N owcore M kamecopusnapelibly MpakmosKacelHad HA3ap ayoapuliosi. Tanday dapvicvinoa Okne
00vipbin 3epmmey OotbiHuia xanvikapanwik Kozamuuly (IASLC) KAuHUKanblK yCblHbICMApPsl HCOHe ICIK NPOYeCciHiy camvliaybliHoa2bl Kasipei
soicmemenepoi Kopcememin 3aManayu OACvLLILIMOApP NAl0AIaHbLIObL.

Homuowcenepi. TNM ocikmemeciniy moevizviHubl pedaxkyusicoinoa N owcone M kamezopusnapelr Hakmoeiianwin, N2a/N2b scone Mlcl/Mlc2
orcanya nookamezopusnapbl enizinoi. Convimen kamap, T ocone N kamezopusnapuinbly Ketloip KOMOUHAYUAIAPBIHbLY CAMBLAAYbL KAUMA KAPALObL.
Jlumepa myiiinoepiniy aHAMOMUSLIBIK e2diceli-me2dcetii CUNAMmMamacsl MeH Memacmaszoapobly Jdcyteik CUNamviHa epekiue MoH 6epiol.

Kopvimuinovl. TNM-9 oicaya epedscenepin myciny camvinbl 0olipek 0Oazanayaa, MyIbMUOUCYUNTUHAPABIK KOHCUIUYMOApOdzsbl
KapolM-KamolHACMbL JHCAKCAPMY2a JHCoHe eMoey weimoepin OHmaiiaobipyaa Maybl30bl.

Tyuinoi co3oep: oxne o6vipsl, camuinay, TNM, TNM-9.
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Kazal

AHHOTANUS

OCOBEHHOCTH KJIACCU®UKAIIUU TNM-9 IO PAKY JEI'KOI'O
U UHTETPALIMSI OTPAHUYEHUI TNM-8

P.E. Kaovipoaesa', JK.M. Amankynos'?, K.A. Axkummaii?, JK.K. Kaxenosa?, A.C. Aunaxynosa'?, E.3. Amanmaiies’

AQO «Kasaxckuit Hay4Ho-McCrieoBaTeNbCKMiA MHCTUTYT OHKONOTAM U pauonormy, Anmarsl, Pecnybnuka Kasaxcrah,
HAO «Kasaxckuit HaumoHanbHblit MeanumHckuii YHusepcuteT um. C.[. AcdeHausiposay, Anmatsl, Pecnybnuka KasaxcraH

Axkmyanshocme: Pak nézxoeo 3anumaem auoupyowue nosuyuu no 3a601e6aeMocmu u CMEPMHOCMU cpeou OHKOI0SUYECKUX 3a001e6anull
6 Kasaxcmane u 60 6cém mupe. B ycio8usx nocmosnno co8epuencmsylouuxcs memooos OUdeHOCMUKU U Je4eHUs. MoYHoe CMaouposanue
ONYX01e6020 Npoyecca uzspaem Ki4esylo poib 8 bloope makmuku eeoeHus nayuenmos. Bocvmoe uzoanue xkraccugpuxayuu Tumor-Node-
Metastasis (TNM), sneopénnoe 6 2017 200y, 6necno 3nauumvie U3MeHEHUs. 8 NOOX00 K CMAOUpOBAHUI), NOBbICUE e20 moyHocmb. OOHaKo
HAKONJIEHHbLE OAHHbBIE NPOOEMOHCIMPUPOBAIU HEOOX0OUMOCTb OdNbHeluell 0emaiu3ayuu, 0COOEHHO 8 OYeHKe MeOUACMUHATLHBIX TUMPOY3108
u cucmemHo2o memacmasupoganus. B ceasu ¢ smum ¢ 1 ausaps 2025 200a écmynuno 6 cuiy 9-e uzdanue TNM, codepoicaujee sadicHbie
usMenenus, Komopble mpedylom adanmayuil 8 paouoI0eULecKol npaKmuxe.

ILleny uccnedosanus — nposecmu cpagnumenvhviil anaiusz 8-u u 9-u pedaxyuil kraccugpuxayuu TNM npu pake nézkozo u 6viasums
KII0Ye8ble USMEHEHUsL C Yeblo NOBIUUEHUS MOYHOCIU CIAOUPOBANUS U YHACTIUSA 8 MYTbMUOUCYUNTUHADHOM NIAHUPOBAHUU NIeHEeHUS.

Memoowi: B nacmoswem ucciedosanuu npogeoéH cmpyKmypupo8anHulil 0030p UsMeHeHull, BHeCEHHbIX 6 9-e uzoanue Kiaccupurkayuu
TNM no cpasnenuio ¢ 8-m uzoanuem, ¢ pokycom na mpakmosky kameeoputi. N u M. /[ns anaiuza ucnonb306ansl KIUHUYECKUE PEKOMEHOAYUU
Meawcoynapoonozo obwecmea no uzyuenuio paxa 1ézkozo (IASLC), a maxoice cogpementble nybiukayu, ompaxcaouue akmyaibHsle n00Xoobl
K Cmaouposanuio Onyxoneso2o npoyeccad.

Pesynemamur: B 9-w usoanuu xkaaccugpuxayuu TNM oviau ymounenvr kamezopuu N u M ¢ esedenuem nosvix nookamezopuii N2a/N2b u
Mlcl/MIc2. Kpome moeo, nepecmomperno cmaouposarue psioa komburayuil kamezopuii T u N. Ocoboe enumanue yoeieHo HeobXo0umocmu
bonee 0emanvHOl AHAMOMUYECKOU XAPAKMEPUCUKYU TUMPAMULECKUX Y3108 U CUCIEMHO20 XapaKmepa Memacma3supo8anus.

3axniouenue: Ilonumanue nosvix nonooxcenusi TNM-9 easxcno Ona mounoil oyenku cmaouu, YiyuuileHus KOMMYHUKAYUU HA
MYTbMUOUCYURTUHAPHBIX KOHCUTUYMAX U ONMUMUAYUYU J1e4eOHbIX DeUuleHUIL.

Kanruesvie cnosa: pax iézxoeo, cmaouposanue, TNM, TNM-9.
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