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In ICD-O-2 (International Classification of Diseases for Oncology, second edition), juvenile astrocytoma has the morphology code of 9421/3. The behavior code of '3' (malignant) has made it a reportable lesion in the first and second editions of ICD-O. Prior to ICD-O, in MOTNAC (Manual of Tumor Nomenclature and Coding - 1968), juvenile astrocytoma would have been reported as astrocytoma since there wasn't a specific code for juvenile astrocytoma. Neuropathology experts have long considered juvenile astrocytoma as a very indolent tumor. To reflect this, they 'downgraded' juvenile astrocytoma to borderline behavior in the third edition of ICD-O (ICD-O-3). When ICD-O-3 goes into effect, juvenile astrocytoma will retain the same morphology code, 9421, but the behavior code will change to '1' (uncertain whether benign or malignant). Therefore, when ICD-O-3 goes into effect, juvenile astrocytoma will no longer be reportable to most cancer registries since most cancer registries only collect in situ ('2') and malignant ('3') behavior codes.

The analyses of older adult brain cancer patients would remain relatively unaffected by including or excluding these cases since they comprise less than 1% of the brain/CNS malignant tumors in persons over the age of 50. They comprise less than 4% of the malignant brain tumors in 20-49 year olds. Most of these adult tumors were probably specified as pilocytic astrocytoma or piloid astrocytoma which are also terms under code 9421.

The analyses of brain cancer among children and adolescents, however, would change dramatically. Of those tumors listed as astrocytomas, about 45% were further specified as juvenile astrocytomas among those under 20 years of age. When considering all of the malignant brain/CNS tumors, nearly a quarter were designated as 'juvenile astrocytoma' among those under 20 years of age. Obviously, the removal of the juvenile astrocytomas will cause problems with time trends of total malignant brain/CNS tumors and especially astrocytomas. In addition, the exclusion or inclusion is based only on whether the pathologist specified 'juvenile' or not. The time trends of 'juvenile astrocytoma' indicate that there has been an increase in this particular group probably because the pathologists have become more specific in their diagnosis. The term was rarely used prior to 1985. In the 1970s, less than 4% of the astrocytomas on file are juvenile (mainly because the term was not in MOTNAC). In the late 1970's, around 10% were designated 'juvenile' and in 1997 over half of the cases were so designated. 

Therefore, it is very important to continue to collect juvenile astrocytoma. Normally, a diagnosis could be added to the 'reportable' list for a hospital or central registry. In this case, however, reporting a '1' in the behavior code will cause problems with most software packages that were designed to only handle in situ and malignant cases. Therefore, the proposal is to continue to collect juvenile astrocytoma as 9421 in ICD-O-3 but to report it as malignant ('3') in the behavior code.

Note: the numbers are from the SEER Program, NCI. Any questions, please contact Lynn Ries (301-402-5259) or email.

