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Terms in Oncology & Its Causes – Rosalyn Hunter

Tumors - Types and Causes



Overview of Tumor Domains 
q TR – Tumor Results: All measurements 

of the lesions are captured by time 
point including the method that has 
been used in a visit. The longest 
diameter for target lesions, the 
assessment for non-target lesions, the 
sum of longest diameter for target 
lesions, if it is captured in the CRF. 

q RS – Disease Response: All response 
assessments as captured in the CRF: 
Target response, non-target response, 
overall response, best overall 
response, but also assessments that 
are not coming from the tumor 
domains like symptomatic 
deterioration or non-radiological 
progression.

q Tumor shrinkage (response) and time 
to progression are important 
endpoints.

q RECIST criteria 1.0 was published in   
2000. It was based on an anatomical 
one-dimensional measurement of the 
tumor burden. Subsequently, RECIST 
1.1 was published in 2009 to address 
issues that arose during RECIST 1.0 
implementation.

q TU – Tumor identification:  Every 
lesion is captured once with a unique 
ID where lesion specific details are 
described, such as description of the 
lesion, location of the lesion, imaging 
method to be used.



Tumor Domains Relationship 



Types of Oncology Data and Analysis
q Non-solid Tumor (leukemia and lymphoma)

Ø Lab data analysis    
q Solid Tumor :

Ø WHO Tumor Response Criteria
Ø SWOG (Southwest Oncology Group) Criteria
Ø RECIST 1.1 (Response Evaluation Criteria in Solid Tumor) 

became the standard guideline. Data collection and analysis 
could be very challenging

q Challenges
ØDynamic Oncology data (Splitting/Merging of Tumors)

ØAdjudication



Data Handling and RECIST 1.1 Limitations

https://www.researchgate.net/publication/280575735_Common_Pitfalls_of_RECIST_11_Application_in_Clinical_Trials



Tumor Data Handling Issues
q Check if all tumor measurements are 
available and if the method has been used.

q When merging TU, TR and RS domains, 
check if all lesions in TU are in every visit 
of TR and vice versa and they match the RS 
entries.

q Ensure that TUMETHOD = TRMETHOD

q A measurement that has been 
measured with another method cannot be 
used, since it is not comparable.

q If the measurement of one lesion is 
missing or has been measured with 
another method, a sum of longest 
diameter can not be calculated!

q If lesions cannot be evaluated, the sum 
of longest diameter cannot be derived 
for that visit. There might be other 
visits with evaluable measurements. 
Otherwise the subject is not evaluable. 
In the FAQ section about RECIST 1.1, it 
was suggested to reassess the lesion as 
non-target lesion and drop all 
measurements from the target lesions 
if nothing else is possible. Make sure 
not to manipulate data.  The 
investigator assessment should not be 
changed.

q Lymph nodes should not be used as 
target lesions if there is another 
choice.  If lymph nodes are used as 
target lesion, the short axis has to be 
taken for measurement. A Lymph node 
< 1 cm is regarded as normal.

New Response Evaluation Criteria in Solid Tumours: Revised RECIST Guideline (Version 1.1).



Potential Data Handling Solutions
q Correct data handling in 

measurement of target lesions on a 
different modality and 
interpretation of non-target disease 
or new lesions is critical, since the 
same lesion may appear to have a 
different size using a new modality 
or data visualization techniques.

q If a site can document that the CT 
performed as part of a PET– CT is of 
identical diagnostic quality to a 
diagnostic CT, then the CT portion of 
the PET CT may be used for RECIST 
measurements. However, the PET 
portion of the CT may bias an 
investigator if it is not routinely 
performed and may be left to the 
discretion of the investigator.

q MRI has good contrast, spatial and 
temporal resolution. However, there 
are many image acquisition variables 
involved in MRI, which greatly impact 
image quality, lesion visibility and 
measurement. Chest MRI is usually 
not recommended due to limited 
global accessibility to MRI scanners.

q Measurements permissible on 
non-axial isotropic CT and non-axial 
MRI.

q Tumor measurements based on 
Cyberknife technology need to be 
explored if that can give more precise 
diagnostic quality imaging data for 
data quality and analysis.

q Use of Biomarkers to identify tumor 
progression to help in data mapping.



Questions?


