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PREFACE

The rate of new cancer cases in Virginia is a public health concern. More than 39,000 Virgini
residents are diagnosed with cancer each year (Virginia Department of Health, 2020).
Without information on these new cases of cancer, it is diffibuplan prevention, education,
screening, early detection, treatment, and rehabilitation progsarfihe Virginia Cancer
Registry(VCR) records the incidence of cancer for the Commonweghtirginia and provides
data tohelp public health authoritieghysicians, researchers, and otheratta professionals
plan andevaluate cancer programs. The registry also directly serveatirens of the
Commonwealth byroviding and interpreting statistical information on cancer in the state.

In 1970, hospital began voluntarily contributing cancer reportsthe Virginia Tumor
Registry. 1990, the Virginia General Assembly mandated that the VirgimaeZdeqgistry be
established irthe Virginia Department of Health (see Appendix A). The legislptescriled
the purpose of thestatewide cancer registry to include:

w Determining means of improving the diagnosis and treatment of cancer patients.

w Determining the need for and means of providing better kbaign, follow-up care of
cancer patients.

w Conducting epidmiological analyses of the incidence, prevalence, survival, and risk
factors associated with the occurrence of cancer in Virginia.

w Collecting data to evaluate the possible carcinogenic effects of environmental hazards
including exposure to dioxin and thikefoliant, Agent Orange.

w Improving rehabilitative programs for cangaeatients. Assisting in the training of
hospitalpersonnel.

w Determining other needs of cancer patients and health personnel.

As a populatiorbased cancer incidence registry, the VCRectd demographic, diagnostic,
andfirst course treatment information on all Virginia residents dieged with cancer. A
populationbased incidence registry collects all reports for an entireypation; for VCR, the
relevantpopulation is the populationfathe state. All information collected and maintained in
the VCRlatabase is strictly confidential. Only summary statistical médron is published for
generaldistribution and public knowledge. The Virginia Department ddlthemay permit use
of in-depth information for research, subject to careful screening, strict svigen, and only
to accomplish approved program objectives.

To fulfill some of the goals the state legislature set for thasteg VCR is an active partner
with Virginia Departmenof Health programs that promote cancprevention and control.
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Theseprograms include the Virginia Comprehensive Cancer Controtd®nognd the Virginia
Breast andCervical Cancer Early Detection Program. VCR data are usedder cesearh
and surveillancactivities, and for epidemiologic and other special studies. \fagntidence
and mortality dataare published annually in the national summahyited States Cancer
StatisticSUSC3ttps://nced.cde.gov/uscy. USCS is a joint publication that CDC and the
National Cancer InstituteNCI) produce. It includes the most recent five years of dataga la
variety of cancer incidendata broken out by site and demographic variabteavailable on
the VCR websitat http://www.vdh.virginia.gov/virginiacancerregistry/. Virginia data are
also published iil€ancer in North Ameri¢€INA), which is an annual reporethorth
American Association of €htral Cancer Registries (NAACCR) publishes. CINAlablavat the
NAACCR web siteitp://www.naaccr.org/.

VCR is recognized as a high quality reporting system and a \eateablirce for cancedata.
VCRuses current technology and national data collection stadddo enhance the
completenessaccuracy, and timeliness of cancer data. As the volume of V@Rrineidata
increases over timehe utility of these data for program planning, evdiioa, and
epidemiologic studies increaseswasll. VCR depends on all cancer reporters for support,
cooperation,and accurate reporting for thengoing operation of the statewide cancer
registry. As VCRadt work together with staff ofeportingfacilities statewide, complete and
reliable cancer indence data will continue to bavailable to provide answers to our
guestions, to reduce the buraeof cancer in Virginia, and tmprove the lives of both present
and future patients.

NikkiaL.G.Ray,MPH Director,Virginia Cancer Registnpivision of Population Healtbata
Office of Family Health Servicegfinia Department of Health
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Summary of Changes

Some sections of this manual are based on the 2016 VCR User Manual and a
significant amount of content hasohchanged or required revisiotherefore, this
manual carstill be used as aeference for coding cases with a diagnosis date of
January 1, 2010 and lateWhere standard setter coding requirements and
manuals are referenced please seeluded section notations faodes,manuals,
andeditions utilized.

Forcases with a diagnosis date of January 1, Z0h8ard, ALWAY &fer to the
changesand updateoutlined in this Summary of Changes section of the manual
and respective appendicgscludingany corresponding hyperlinks. Asusdard
setters update their online content, hyperlinks in this manual may become
obsolete. VCR does itest to keep this manual current; howevetease check
with the standard setting organization(s) main website(s) for additional content
related to updated information,and/or any related hyperlinks that may become
inactive.

*OTHER THAN THE BELOW SPECIFIED REVISIONS, CoC DATA REPC
REQUIREMENTS REMAIN THE SAME.

STORE Manual

For all cases diagnosed on or after January 1, 2018, the American College of Surgeons
Commission on Cancer (CoC) will require its accredited programs to use STandards for
Oncology Registry Entry (STORBEEC Cancer Staging Manual, Eighth Ed@ibidition),
SiteSpecific Data Items (SSDIs) for collection ofspeific information; NAACCR Guidelines
for ICDO-3 Update Implementation; 2018 Solid Tumor Coding Rules; SEER Summary Stage
2018 Manual to assign Summary Stage; most current HEERtopoieticand Lymphoid
Neoplasm Database and rules; and SEER*RX systemic therapy application.

Revisions to CoC reporting requirements for 2018 accommodate the transition from
Collaborative Stage Sigpecific Factors to the new SSDI and Grade data items, asswell
implementation of new data items for the collection of radiation therapy, information
associated with sentinel and regional lymph nodes, and cancer recurrence.
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Comorbidities and Complications

CoC will no longer be requiring the ISITM-basedComobidities and Complications1i0
[3110-3164] orICD Revision ComorlgilL65] data items. As of cases diagnosed January 1,
2018 and later, only ICDADM codes will be accepted to document secondary diagnoses. The
ICD10-CM codebased data items dbecondarpiagnosis 410[3780-3798] will continue to
be required. Some CoC programs are currently not documenting this informatlease
note: The documentation and submission of secondary diagnosis information is required for
all CoGaccredited programs.

Rewvsions to Staging Requirements

Staging Data Items No Longer Required for Cases Diagnosed in 2018 and Later
(Required for Cases Diagnosed 2017 and Earlier)

To accommodate the implementation of the AJE&E8ition Staging System, collection of
SSDIs and SEER Summary Stage 2018, the following data items are no longer required for
cases diagnosed January 1, 2018 and later:

TNM Path T, N, and 880, 890, 900]

TNM Path Stage Groy$10]

TNM Path Descriptd®20]

TNM Path Staged B930]

TNM Clin T, N, and @40, 950, 960]

TNM Clin Stage Gro($70]

TNM Clin Descript¢980]

TNM Clin Staged B990]

CS Sit&pecific Factof2861-2880, 28962930]
CS Version Input Original, Derived, Input Cuf985-2937]Summary Stage
2000[759]

Specific Staging Data Items with Continuing Requirement

Tumor Size Summal¥s6] (Required 2016+)

w Regional Nodes Positij&20] (Required 2004+)

w Regional Nodes Examing&80] (Required 2004+)

w Mets at Diagnosig Bone, Brain, Distant LN, Liver, Lung, Other
w

w

€ € E E-E.E NN

€

[1112-1117] (Required 2016+)
Lymphovascular Invasi¢hl82] (Required 2010+)
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Newly-required AJCC'8Edition Staging Data Items
(Requred for cases diagnosed 2018+)

Required B Edition AJCC Stage T, N, M Data Items (may be blank as appropriate]

w AJCC TNM Clin T, N[1001-1003]
w AJCC TNM Path T, N|M11-1013]
w AJCC TNM Post Therapy T, N1021-1023]

Required 8 Edition AJCC Stage Groups

w AJCC TNM Clin Stage Gr{iLgD4]AND
w AJCC TNM Path Stage Group [1@RAICC TNM Post Therapy St&geup
[1024]

Newlyrequired when appropriate for the tumor being abstracted

w AJCC TNM Clin T Suffix [1031]

w AJCC TNM Path T Suffix [1032]

w AJCC TNM Post Therapy T Suffix [1033]
w AJCC TNM Clin N Suffix [1034]

w AJCC TNM Path N Suffix [1035]

w AJCC TNM Post Therapy N Suffix [1036]

Other NewlyRequired Stagassociated Data Items

w Summary Stage 2018364]

w Clinical, Bthological and Post Therapy Grgd@843-3845]

w SiteSpecific Data Items: Please refer to the CoC data item requirements listed in
the Data Standards and Data Dictionary, VersiorChéypter VIIRequired Status
TableF2 NJ G KS / 2/ Q& NBIdZANBR aidlddza 27F
1/1/2018 and later.

Implementation of New Sentinel and Regional Node Data Items

Because sentineyinph node biopsies have been generally uncegorted and the timing
and results of sentinel lymph node biopsy procedures are used in multiple CoC Quality of Cal
Measures, the CoC developed six new data items for collection of more specific information
on sentinel and regional nodes.

w Date of Regional Lymph Node Dissection [682]
w Date Regional Lymph Node Dissection Flag [683]
w Date of Sentinel Lymph Node Biopsy (for breast and melanoma only)
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[832]
w Date of Sentinel Lymph Node Biogdgg (for breast and melanoma
w only) [833]
w Sentinel Lymph Nodes Examined (for breast and melanoma only)
[834]
w SentinelLymph Nodes Positive (for breast and melanoma only)][835

Revisions to Radiation Treatment Requirements

Radiation Treatment Data Items No Longer Required

The following data items are no longer required as of 2018. They have been replaced by new
2018 radiation data items. Values in the existing v16 data items below will be converted to the
new data items pon conversion to vi8ompliant software.

w Regional Dose: cGi510]

Number of Treatments to this Volurfi&b?20]
Radiation Treatment Voluni@540]
Regional Treatment Modalif}t570]

Boost Treatment Modalit{3200]

w Boost Radiation Dose c(@3210]

0V
0V
(0V)
(0V)

Specific Radiation Treatment Data Items with Continuing Requirement

w Reason for No Radiati¢gh430] (Required 2003+)

Date Radiation Startefd210] (Required All Years)

Date Radiation Endg@220] (Required 2003+)

Location of Radiation Treatmefit550] Required 2003+)
RX DateRadiation Flag1211] (Required 2010+)

w RX DateRad Ended FIg8211] (Required 2010+)

0V
0V
0V
0V

Newlyrequired Radiation Data Items

The CoC has developed 24 new data items associated with radiation treatment in order to
update the way radiation treatment and the treatment target volumes are described to better
reflect modern nomenclature and practice and to enable patterns of carepacative
effectiveness, clinical guideline concordance and other large database studies.
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New Radiation Treatment Phaspecific Data Items

¢2 LINPY2(1S O2yaraiaSyoe I ONraa GKS Of AyAOl
KFrada 06SSYy FR2LIWSRX NBLXIFIOAYy3a GKS GNIRAGAZY
(Phase I) of a radiation treatment may be commonly referred to as aaliplan and a
subsequent phase (Phase Il) may be referred to as a boost or cone down. A new phase begil
when there is a change in the target volume of a body site, treatment fraction size, modality
or treatment technique. Up to three phases of radiatioeatment can now be documented.
Typically, in each phase, the primary tumor or tumor bed is treated. However, radiation
treatment also commonly includes draining lymph node regions that are associated with the
primary tumor or tumor bed. Because of thtbe historicaRadiation Treatment Volume

[1540] has been divided into the phasespecific data itenRaufiation Primary Treatment
VolumeandRadiation to Draining Lymph Nodes

Historically, the previousijamedRegional Treatment Modalift570] utiized codes that
were not mutually exclusive. Rather, it included codes describing a mix of modalities,
treatment planning techniques, and delivery techniques that are commonly utilized by
radiation oncologists. The implementation of separate phsisecifc data items for the
recording of radiation modality (Radiation Treatment Modality) and radiation treatment
planning techniques (Radiation External Beam Planning Technique) will clarify this informatio
using mutually exclusive categories.

The followingare the new phasspecific data itemsRhase [1501-1507],Phase 1]1511-
1517],Phase 1l]1521-1527]):

Radiation Primary Treatment Volume
Radiation to Draining Lymph Nodes
Radiation Treatment Modality

Radiation External Beam Planning Technique
Dose per Fraction

Number of Fractions

Total Dose

€. E E-E

€

Other New Radiation Data items

Three other new summary radiation data items are being implemented thataraulative
across phases of radiation treatment given in the first course of treatment:

w Number of Phases of Radiation Treatment to this Volir582]
w Radiation Discontinued Eaff}531]
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w Total Dos¢1533]

Radiation Data Item Conversion

Although the 2018 implementation of new radiation data items and terminology sounds

extensive, thanformation being collected is similar to what is already being collected in CoC
accredited facilities. As a result, conversion/mapping of values from historical radiation data

items will occur upon upgrade to vd®mpliant software, and once upgraded, phhe new
data items will be displayed and abstracted within the b8 pliant software.

New STORE Radiation Data Item

Historical FORDS Radiation Data Item

Phase | Radiation Primary Treatment Volul

Converted fronRadiation Treatment Volum

[1504] [1540]
Phase | Radiation to Draining Lymph Node Converted fromRadiation Treatment Volum
[1505] [1540]

Phase | Radiation Treatment Modalifys06]

Converted fronRegional Treatment
Modality [1570]

Phase | Radiation External Beam Planning
Tech[1502]

Converted fromRegional Treatment
Modality [1570]

Phase | Dose per Fractidb01]

99999

Phase | Number of Fractiofi$03]

1-1 Map fromNumber of Treatments to this
Volume[1520]

Phase | Total Dog&507]

1-1 Map fromRegional Dose: c}$510]

Phase Il Radiation Primary Treatment
Volume[1514]

Converted fromRadiation Treatment Volum
[1540] whenBoost Radiation Treatment
Modality [3200] administered

Phase Il Radiation to Draining Lymph Node
[1515]

99

Phase Il Radiatiohreatment Modality

Converted fronBoost Radiation Treatment

[1516] Modality [3200]

Phase Il Radiation External Beam Plannin¢ Converted fromBoost Radiation Treatment
Tech[1512] Modality [3200]

Phase Il Dose per Fractidi®b11] 99999

Phase INumber of Fractiongl513] 999

Phase Il Total Dog#&517]

1-1 Map fromBoost Radiation Dose: cGy
[#3210]
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New Followup Data items

In order to facilitate research on cancer recurrence, two new follpadata items have been
I RRSR F2NJunmy OGKFG ft28 F2N) 6KS NBEO2NRA
status has been updated.
Unlike the Date of Last Contact or Death [1]¢%¢hich is a patienspecific data item, these
new data items are tumaespecific to better document tumor recurrence/no evidence of
disease (NED).

w Date of Last Cancer (Tumor) Status [1772]
w Date of Last Cancer (Tumor) Status Flag [1773]

New Case Admistration Data Item

The National Cancer Database (NCDB) is moving to submission of data via a single data po
rather than the current separate data portals for Rapid Quality Reporting System (RQRS) anc
NCDB. The new RQRS NCDB Submission FlagWilifss]litate identification of the purpose
of the data sbmission at the receiving end.

AJCC 8th Edition

The AJCC Cancer Staging Manual, Eighth Edition, was released in October 2016 and is to &
used for cases diagnosed on or after January 1, 2018.

Perhaps the most important change introduced in the AJCC Cancer Staging Manual, Eighth
Edition from the persective of registry staff is a completely rewritten Principles of Cancer
Staging (Chapter 1). The revised chapter responds to a range of questions raised over the ye
by registrars. Chapter 1 should be more useful to registrars than in the past.

The hstology code ranges introduced in the AJCC Cancer Staging Manual, Seventh Edition
correspond with Collaborative Stage have been replaced by a distinct list of applicable WHO
and ICBO-3 histology codes in each chapter. This change was made in ordiegriongth the
clinical terminology from most recent editions of the WHO Classification of Tuntloes
primary reference used by oncologists and pathologists for histologic and genetic typing of
human neoplasia. A full list of histology and topography spdertable by chapter and staging
system, is also available on cancerstaging.org.

Histologies appropriate for clinical use in patient care, using current preferred terminology
from the WHO and IGD-3, are listed in each chapter. Also included aredhiggies (not
included in the first and second print versions) requested by the surveillance community to
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reduce the number of unstaged cases in populadt@sed data. In the third and subsequent
printings, these are denoted with an asterisk and italicizetthe histology code table in each
chapter. Many of these additional histologies represent vague orgpatific information

ddzOK a GOFNDAY2YlFS bh{&é¢T Y2NB &aLISOATFTAO
terminology; and other norstandard or out@ted histologic terms.

Staging forms are available online in 8@CC Cancer Staging Form Suppleniérwt 104
staging forms in this supplement are numbered according to their corresponding chapters in
the AJCC Cancer Staging Manual, Eighth EdBiome chapters have multiple staging forms as
they describe distinct TNM, Prognostic Factors, and AJCC Prognostic Stage Groups for uniqt
topographical sites, histologic types or a combination of the two. These forms may provide
more data elements than reaged for collection by standard setters such as NCI SEER, CDC
NPCR, and CoC NCDB.

The & Edition has specific chapters for more cancers than in the past, and some chapters
have been divided for more targeted discussion on staging classification.

New clapters/staging systems

Risk Assessment Models

Cervical Nodes and Unknown Primary Tumors of the Head and Neck
Oropharynx, HP¥ediated (p16+)

Cutaneous Carcinoma of the &tkand Neck (includes cutaneous
carcinoma of external lip)

Thymus

Bone: Appendiular Skeleton/Trunk/Skull/Face, Pelvis, and Spine
Soft Tissue Sarcoma of the Head and Neck

Soft Tissue Sarcoma of the Trunk and Extremities

Soft Tissue Sarcoma of the Abdomen and Thoracic Visceral Organs
Soft Tissue Sarcoma of the Retroperitoneum

Soft Tissue SarcomdJnusual Hitologies and Sites (no staging
system)

Parathyroid

€ € € € £ &« & E-E..C SHEEE

Leukemia
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Divided chapters

w Oral Cavity (previously Lip and Oral Cavity)

w Cutaneous carcinoma of the external lip (previously Lip and Oral

w Cavity) is now staged witutaneous Carcinoma of the Head And

Neck

hNRLIKFNBYE 6LMcb0 YR | 8LR2LKFNBYE 6L
Nasopharynx (previously Pharynx)

Pancreas Exocrine (previously Endocrine/Exocrine Pancreas)

€ € € €

Neuroendocrine Tumors of the Pancrdpseviously
Endocrine/Exocrine Pancreas)

Neuroendocrine Tumors of the Stomach

Neuroendocrine Tumors of the Duodenum and Ampulla of Vater
Neuroendocrine Tumors of the Jejunum and lleum

Neuroendocrine Tumors of the Appendix
Neuroendocrine Tunors of the Colon and Rectum
Thyroid Differentiated and Anaplastic

Thyroid Medullary
Adrenal Cortical Carcinoma

ESE EE E € £ €

Adrenat Neuroendocrine

e

Merged chapters
w Ovary, Fallopian Tube, and Primary Peritoneal Carcinoma

Deleted chapters

w Cutaneous Squamous Cehrcinoma and Other Cutaneous
w Carcinomas for all topographies, except Head and Neck

New Staging Paradigms

In addition to new and reorganized chapters, there are a number of important new staging
paradigms introduced in the"8Edition. Human papillomavirus (HPV) is a key discriminator in
staging oropharyngeal carcinoma. Esophagus and stomach have separate staging systems fi
patients who have received neoadjuvant therapy. Bone and soft tissue sarcoma now have
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different stagingsystems based on anatomic sites. Finally, heritable cancer trait (H Category)
has been introduced to retinoblastoma staging.

Additional updates to th&JCC Cancer Staging Manara always available at
cancerstaging.orgnd available for software developers e AJCC API

AJCC Questions

AJCC Cancer Staging questions should be directed to the CAnswer Forum at:
http://cancerbulletin.facs.org/forums/forum/ajcenm-staqing8th-edition

Site-Specific Data Items (SSDIs)

As of 2018, Collaborative Stage SHegecific Factors (CS SSFs) have been discontinued and Sit
Specific Data Items (SSDIs) are used for collection edpsaigfic information. SSDIs have

unique names and NAACCR data item numbers and can be appliethtmgsites as needed.
Unlike SSFs, field length is not limited to 3 digits, and for measurements and lab values,
explicit decimal points (rather than implied) are accommodated, and different coding
conventions are used to record actual values, percentagelsranges. NAACCR is the

custodian of the SSDIs, and the Secific Data Item Task Force (SSDI TF) is responsible for
their development and updates. Documentation for the SSDIs is available at
https://apps.naaccr.org/ssdi/list/

Schema ID and AJCC ID

In CSv2, 153 Schemas were defined based on site/histology and used to assign applieable si
specific factors (SSFs) and staging algorithm2@8, Schema ID [3800] is used to link all
combinations of sites and histologies with the appropriate stage data collection systems and
site-specific data items. AJCC ID [995] is used to link AJCC staging eligible sites/histologies v
the appropriate AJC chapter and staging algorithm. Schema ID and AJCC ID will be derived k
registry software based on site and histology codes entered by the registrar. Refer to SSDI
Manual Appendix Ahftps://www.naaccr.org/SSDI/SSManuaAppendixA.pdi) for

crosswalks for sites/histology, AJCC ID and Schema ID

Schema discriminators

Introduced in CSv2, schema discriminators are used when primary site and/or histology are
not sufficient to identify the correct AJCC staging algoritbore to the complexity of some of
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the 8" Edition chapters, more than one schema discriminator may be needed to define the
correct schema. Three SSDIs [3926, 3927 and 3928] are available to collect the information
needed to define schema, although most phers that require a schema discriminator need

only one. Schema discriminators are used to define both AJCC ID and Schema ID. Refer to t
SSDI Manuah(tps://www.naaccr.org/SSDI/SSDénual.pd) for the schema discriminators

and for codes and coding instructions.

SSDIs Replacing CS SSFs

Of the approximately 260 uniqueSFs defined in CS, 101 were discontinued, 12 were obsolete
and 147 were required by at least one standard setter in 2017. Of the required data items for
2017, 27 are not needed in 2018, so approximately 120 CS SSF data items have been replac
with analagyous SSDIs. However, none of the CS SSF data will be mapped to the new data
items. To minimize the number of new data items, a single SSDI applies to multiple schemas
whenever possible. For each data item, the SSDI TF reviewed and incorporated any new
information from the AJCC"&dition and updated College of American Pathologists (CAP)
guidelines. The SSDI TF also attempted to reconcile inconsistencies between AJCC and CAF
that the codes developed for each data item would align with the associategh@#&deol. In
contrast to the fixed length of the CS SSF fields, the SSDI fields vary in length. The length of
each data item was determined based on the highest value recommended by WEEich

or by other pertinent documentation. Refer to AppendixaiBhe SSDI Manual
(https://www.naaccr.org/SSDI/SSManualAppendixB.pdi to identify SSDIs replacing CS
SSFs, with cross reference to SSF number, and to the SSDI Manual for codes and coding
instructions.

Required for stage

The SSDIs include 25 new data items required for stagi@q or EO5 of which are not
previousSSFs, as well as grade, which is required in AJEdit®n for some stage groups.
Refer to the SSDI Manuailtips://www.naaccr.org/SSDI/SSManual.pd) to identify SSDIs
required for stage in the AJC& Bdition and for codes and coding instructions.

Grade

The AJCC&Edition has specific grade tables listed for many chapters, some but not all of
which follow the definitions of the historical standard grade data iterade/Differentiation

[440] as used in cancer registries, which has been discontinued for 2018. Eweatata

items have been defined for collection Gfade Clinical, Pathological and Post The[8B4%3,

3844 and 3845, respectively]. New grade values were developed following the format of T, N,
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and M, where definitions differ based on the schema and ebemaspecific grade tables.

Each schemapecific grade table includes the standard grade definition for those cases where
the schemaspecific grading system is not available in the pathology report or other medical
documentation. The SSDI TF has devel@€&dade Manual to provide information and coding
instructions on the new grade data items and site/schespacific grade tables
(https://www.naaccr.org/SSDI/Gradglanual.pd).

9EI YL S& 2F hGKSNIbSé 5FGF LGSYa Ay

Breast biomarkers: Nine new SSDIs were developed for collection of ER, PR and HER2
laboratory test results [3826, 3828, 383854, 3914 and 3916]. These replace Breast SBFs 4
and 814 which were not brought over from CS due to changes in laboratoryadstand
interpretation.

w Brain biomarkers: One new S3&¥gin Molecular Markerg3816], was developed at
the request of CBTRUS to collect data on specific markers needed to define clinicall
important histological subtypes that are not differentiatedupdated ICBD-3 codes.

SSDI coding conventions

Each SSDI applies only to selected schemas. SSDI fields should be blank for schemas where
they do not apply.

¢CKS ab2d FLIWX AOlIofSe¢ O2RS Aa 2yfeé dzaASR oK
standard setter does not require collection of the data item.
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SSDI Questions

Questions regarding SSDIs should be directed to the CAnswer Forum at:
http://cancerbulletin.facs.org/forums/forum/sitespecificdata-items-grade2018
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ICBDO-3 2018

Histologies

In developing the 2018 ICD update, a partular effort was made to use the nomenclature

I LILISEFNAY3I Ay (KS 2 2iNdmBtionalSHistbldgical Glasditatiok df I G A 2
Tumorsa SNASa 621 h a.ftdzS . 221860 ¢KAaA aSNRSa
includes ICED morphology codefor each neoplasm. Since 2011, WHO has published seven
editions covering eight organs/body systems. Each new edition underwent thorough review tc
identify new histologies and IGD codes, changes to behavior to existing-@Etodes, and

new terminology.The ICBO-3 Implementation Work Group recommended changes were
approved by the standard setting agencies.

At this time, WHO has no plans to release either an updateddGDbr ICBO-4. The Work
Group strongly recommends using the 2018-[@B Histologyand Behavior Code Update
tables jointly with ICED-3, Hematopoietic and Lymphoid Neoplasm Database, and Solid
Tumor (MP/H) rules. While we are aware of the releaskC@O-3.1, this document has not
been approved by the standard setting agencies for use in North America

The 2018 ICID-3 histology code and behavior update includes comprehensive tables listing al
changes to ICID-3 effective for solid tumor cases diagnosed 1/1/2018 and forward.

LYF2NXIGAZ2Y FNBY GKS b!!//w R20dzYSYy XA a2 K
Continued Use of ICD-3 Histology Code Crosswalk has been incorporated into the updated
2018 ICBO-3 New Histology and Behavior Code Implementation Guidelines. The 2018 tables
include coding instructions for cases diagnosed prior to 1/1/2018. dltenforce the new
codes/behaviors allowed only for cases diagnosed 1/1/2018 forward. Date driven edits will
also be implemented for those histology codes no longer valid, such as mucinous NOS 8480
lung after 1/1/2018.

The ICBO-3 Implementation Wok Group created a guide for users which provides important
information on the background and issues for this update along with how to use the tables
NOTEUse of these guidelines is required for determining reportability and accurate coding

2018 ICBO-3 Documents

The 2018 ICID-3 update includes four documents and errata which can be found at:
https://www.naaccr.org/implementatiorguidelines/#ICDO3

B ¢ VCRJser Manual Updates B-14


http://codes.iarc.fr/usingicdo.php
http://codes.iarc.fr/usingicdo.php
https://www.naaccr.org/implementation-guidelines/#ICDO3
https://www.naaccr.org/implementation-guidelines/#ICDO3

ICDO-3 Questions

Questions regarding IGD-3 Histology changes should be directed to Ask a SEER Registrar at:
https://seer.cancer.gov/registrars/contact.htmi

SEER

SEER Site/Histology Validation List

The SEER Site/Histology Validation List, used in software and edit development, will be
updated to include the new ICO-3 code and behavior changes per the 2018-CED
updates. This site/histology list is provided in both PDF and Excel formats and awtitable
on the following link:https://seer.cancer.qov/iceb-3/

Note: The Site/Histology Validation List is not intended to be used for casefigdinto
determine reportability.

SEERuestions

Questions regarding the SEER Site/Histology Validation List should be directed to Ask a SEE
Registrar athttps://seer.cancer.qov/regisars/contact.html

2018 Solid Tumor Coding Rules

(formerly known as Multiple Primary and Histology Rules)

The 2018 Solid Tumor Coding Rules are a comprehensive revision to the 28{pesitie
Multiple Primary and Histology Rules, which were developed to promote consistent and
standardized coding for cancer surveillance.

New SiteSpecific Instructions

The 2018 rules provide new sispecific instructions for:

w Brain (benign)
w Brain (malignant)
w Breast

w Colon
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w Head and neck

w Kidney

w Lung

w Renal pelvis/ureter/bladder

No changes were made to the s#pecific instructions for Melanoma of the Skin or fahé&
Sites. The 2018 rules guide and standardize the process of determining the number of
primaries. The histology rules include detailed histology coding instructions. For example,
grouping histologic terms, differentiating between general (NOS) termspadific histologic
types and subtypes, and identifying mixed and combination codes are covered.

Important Details

Solid Tumor Rules available in text format only.

Terms and Definitions are nawcluded with the Mrules and H
rules.

New table for determining primary site in Head & Neck primaries.
WHO grade tables for benign and malignant brain tumors.
Reportable and nomeportable histology tables.

Histology tables revised to include 2018 1003 updates.

Additional notes and exaples for #l site groups except Cutaneous
Melanoma and Other Sites.

€ .-.£ GEEENCENEINE" C O

Rules for Cutaneous Melanomadafor Other Sites have not been
w revised in the 2018 update. They will be revised for release in 2019.

The 2018 Solid Tumor Rules apply to all cases désaghio 2018 and later. For cases diagnosed
2007 to 2017, continue to apply the 2007 Multiple Primary and Histology Coding Rules.

Please visit théttps://seer.cancer.gov/tools/solidtumorfo obtain a copy of the 2018 Solid
Tumor Rules Manual.

2018 Solid Tumor Coding Rules Questions

Questions regarding the Solid Tumor Rules should be directed to Ask a SEER Registrar at:
https://seer.cancer.gov/registrars/contact.html
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SEER Hematopoietic and Lymphoid Neoplasm Database

Database Updates

The Hematopoietic and Lymphoid Neoplasm Database has been updated based on the lates:
edition of the WHO Classification of Tumors for Hematopoietic and Lymphoid Neoplasms.
Changes include updating primary sites based on clarifications from AJCC 8thdtditars,
additional information on specific histologies and adding sources. The update, which can be
found athttps://seer.cancer.gov/tools/heme/will continue to be applicable for cases
diagnosed 201@nd forward.

SEER Heme Database Questions

Questions regarding the SEER Hematopoietic and Lymphoid Neoplasm Database should be
directed to Ask a SEER Registrahis://seer.cancer.gu/registrars/contact.html

SEERSummary Stage 2018

Summary Stage 2018 is effective for cases diagnosed 1/1/2018 and later. The link for the
relevant coding manualéittps://seer.cancer.gov/tools/ssm/

SEER Summary Stage Schemas

The Summary Stage 2018 schemas were developed based mainly on SS2000 with the goal «
maintaining long term trends (incidence, staging, and survival). Summary Stage 2018 groups
cases into broad categories of in situ, local, regldby direct extension, by regional nodes, or
by both), distant, benign, and unstaged. Summary Stage 2018 [764] is a directly coded field.

SEER Summary Stage 2018 Questions

Questions regarding Summary Stage 2018 should be directed to Ask a SEER Registrar at:
https://seer.cancer.gov/registrars/contact.html
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NAACCR Version 18

V18D Updates

Updates in the v18D NAACCR metafile correct some errors in the v18C metafile, but they als
reflect a growing understanding of all the changes that occurred in cancer data standards in
2018. As registrars are abstracting 2018 and 2019 cases, testindith@ed seeking coding
instructions for special case situations, interpretations of rules are advanced and edit logic
correspondingly refined.

There are four new edits in v18D, discussed below with the other changes.
Cancer Identification

Changes tdables or edits in this group apply to all standard setters and reporting registries.
Some of the changes affect rare site/histology combinations, but other combinations may be
encountered more frequently.

The table used in the edits on primary site andrpghology, IF25, was updated by SEER with
new site/histology combinations that will no longer require ovieles. The SEER Morph edit
was also updated to allow code 9421/1 with C72.3 (optic glioma), starting with 2018;
previously 9421/1, Pilocytic astrgtoma, was required to be coded as 9421/3 to be a
reportable entity. The edit enforcing site/histology combinations based on Solid Tumor Rules
was relaxed to allow 8010, Carcinoma NOS, with €81, Breast, and 8054, Warty
carcinoma, with C60C€609, Peis; 8255, Adenocarcinoma with mixed subtypes, was replaced
by 8257, Mucinous adenocarcinoma minimally invasive, as a code to be used only for C340
C349, Lung. The table for the edit that checks Schema ID assignment was corrected to inclu
C755, Aortic bdy and other paraganglia, in Schema ID 00770, NET Adrenal.

Cancer Staging

The Tumor Size edits are new and included in edit sets for all standard setters. The Mets at
DX, AJCC TNM M edits are only in the CoC edit sets used by hospital registries. nidwe Sum
Stage 2018 edits are used by all standard setters except CCCR. EOD edits are used by SEE
registries. Updates do include some corrections for20&8 CS and EOD data items.
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The Tumor Size edits allow 988 and require 999 for some Schema IDs effhat MIX, AJCC

TNM M edits were modified to allow the coding of metastasis in the AJCC TNM Post Therapy
M field when not discovered before neoadjuvant treatment. The Summary Stage 2018,
Behavior Code edit was modified to include a condition that had Ipeieeed: if Behavior

Code ICHD-3 = 3, Summary Stage 2018 must not = 0. As Summary Stage 2018 is the stage
variable for NPCR registries, NPCR agreed that the edit, first written for 2019 cases, could be
applied to 2018 cases as well. Two EOD edits vedireed, involving Breast Regional Nodes
codes and Summary Stage 2018/Primary Tumor codes for Appendix, Colorectal, and Breast
cases.

SiteSpecific Data Items

Corrections were made to very few SSDI items. A change in the v18 NAACCR layout was
required, agwo fields were reversed in position (Number of Examined f2andic Nodes and
Number of Positive Pelvic Nodes). An additional pass condition for an edit on Circumferentia
Resection Margin will affect CoC and SEER registries. Updates to EstrogeygasteRme
Percent Positive or Range, DX Date edits, add one (ER) or two (PR) additional valid values;
these edits are included in all standard setter edit sets, though the data items themselves ma
not be collected by all reporting registries.

Edits onGleason Score Pathological or Gleason Patterns Pathological and Grade Pathologica
were failing when Grade Pathological was correctly coded to match Grade Clinical; edit logic
was corrected for these edits, used by CoC, SEER, and CCCR. Grade ClismthGvade P
another edit that was corrected to allow a code 9 in certain conditions and also corrected to
skip for CNS tumors. Both of the changes to this edit were based on coding questions raised
by registrars. The Grade Clin, Grade Path edit is used $tpradlard setters.

Treatment

Treatment items are collected by all standard setters except CCCR. Changes to the edits
primarily involve the new data items for Sentinel Nodes and Regional Node Dissection, as
coding instructions for these items is resolweih coding for existing treatment items.

Changes also relate to accommodating differences between SEER and CoC coding instructic
for some existing items, with SEER using Schema ID for 2019 and CoC continuing to use
site/histology.
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Two edits for Date &jional LN Dissection and RX Sunfdtope Reg LN Sur were deleted

based on a conflict with CoC coding instructions. Two edits for Sentinel Lymph Nodes EXx,
Regional Nodes Ex, Date Regional LN Dissection, and another edit for Date of Sentinel Lymp
Node Biopg Flag, RX Sumntcope Reg LN Surgery were refined, based on questions from
registrars about certain coding scenarios.

The edit RX SummSurg Prim Site, Schema ID, Primary Site had been previously modified to
require code 98 by Schema ID (00060 Cervicaddyi, 00821 Plasma Cell Myeloma, 00822
Plasma Cell Disorders, 00830 HemeRetic, 99999 Unknown-8aditied). Because SEER
includes all primary site codes within Schema IDs 00821, 00822, and 00830, the edit as
modified created problems for registrars, rarily because they were used to coding surgery
by primary site for some site/histology combinations that now fall within those three schemas
(most notably 00822, 9731/3, C4@:119, Plasmacytoma of Bone). The edit was modified to
allow but not require 98or these three schemas.

Changes were also made to the table SchemaSurg19 used by the edit. (The edit checks that
primary site is included in a Schema ID, then that the site belongs to a group with the same
valid surgery codes, and then that the assigjeede is valid for the group.) All primary site
codes, excluding C42421, C428424 (HemeRetic Systems), were added to the table for
Schema IDs 00821, 00822. In other corrections, C609, Penis NOS, was added as a site codk
Schema IDs 00460 and 0®4(Merkel Cell and Melanoma of Skin); GE#19 (Adrenal Gland)
was moved from group 30 to group 27

Related to the problem with surgery of primary site for Schema IDs 00821, 00822, and 00830
SEER coding instructions for 2019 specify code 9 for Scopg &NRSur and RX Summ

Surgical Margins by Schema ID, while CoC continues to specify code 9 by site/histology. RX
Sumnt Scope Reg LN Sur, Schema ID and RX S8@urgical Margins, Schema ID had also
been previously modified to require code 9 for these daganis by Schema ID. Both edits

have been modified to not require code 9 for these three schemas. The edit Autopsy Only, R
Schema ID, used by NPCR, was updated to allow 0 or 9 in RX-Scop® Reg LN Sur.

Finally, the RX Sunmilreatment Status, Treatmemedits, different versions used by CoC,
NPCR, and SEER, have been updated to require that if Treatment Status is coded 1, treatme
given, at least one of the treatment fields must indicate treatment given. This part of these
edits does check for RX SumiScope Reg LN Sur indicating treatment; otherwise none of
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these edits check for treatment status based on a code in the RX S#oope Reg LN Sur
field.

System Edits

One update has been made to the edit that determines AJCC ID. One new edit has been
addedto the Schema Discriminator edits.

One change that may only apply to CoC and SEER registries is the assignment of an AJCC |
a benign histology that is not staged by AJCC (probably for a "reportable by agreement"” case
Previously the edit, SYS AJO(Primary Site, Histology, Behavior, required an AJCC ID of XX
for such a case. The TNM.DLL will assign an AJCC ID other than XX based on histology witt
regard to behavior, and this will no longer fail.

The existing Schema Discriminator edits liegjthat a Schema Discriminator be coded in all
cases where defined. There are four Schema IDs where Schema Discriminator 1 is used to
identify whether a case is stageable by AJCC, rather than to determine the Schema ID (0043
GIST, 00730 Thyroid, 00748yfoid Medullary, 00821 Plasma Cell Myeloma). A new edit,
based on modifying an existing edit, was created to allow Schema Discriminator 1 in these
instances to be blank; this edit, Schema ID, Site, Histo, Schema Discriminator 1 (NPCR) is us
only in theNPCR edit sets.

Other NPCR Changes

NPCR made changes to NPCR edit sets for Laterality and Regional Nodes Examined/Region
Nodes Positive. NPCR replaced the Laterality, Primary Site (COC) edit, which requires latere
for C090 and C091, with Lateralirimary Site, Date of Diag (SEER) edit, which does not
require laterality for these sites as of 2018. NPCR replaced Regional Nodes Examined
(NAACCR) and Regional Nodes Positive (NAACCR), with Regional Nodes Examined (SEER]
Regional Nodes Examined, DatdDX (SEER), Regional Nodes Positive (SEER), and Regional
Nodes Positive, Date of DX (SEER). The NAACCR edits allow blanks; the SEER edits do no
blanks as of 2004. The edit on Regional Nodes Examined/Positive used by NPCR only requi
these fidds through 2017; the SEER edits will cover the gap in required reporting of these
fields for 2018/20109.
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Other SEER Changes

The data item Prostate Pathological Extension has been redefined as an EOD item rather the
an SSDI item. The field was removexhfithe edit SSDI for Prostate, Blank for Other Schemas
(NAACCR) and put into a new edit, Prostate Pathological Extension, Blank for Other Schema
(SEER). This edit performs the same function for the single data item, enforcing that it is blar
for all sclemas other than Prostate.

SEER requested changes to a number of20¢E8 edits involving reporting requirements for
certain central registries. The central registry for New York is excluded from reporting in mos
cases, but changes were also madganous edits for Alaska, California, Idaho,

Massachusetts, New Jersey, and Wisconsin.

SEER made a number of changes to the SEER Vs18 Transmit Edits edit set. Edits on data it
that SEER no longer collects have been removed from the edit set. SEERIadsmed some
CoC or SEER treatment edits with NPCR versions. Generally the CoC or SEER edits do not
blanks in the data items, while the NPCR edits do allow blanks.

End of Summary of Changes
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VCR MANUAL, 20EDITION

STATEMENT
This manual shall be used to submit reportable cases with a dategfasis on or after
January 1, 2016xcept where notedin each section/appendi®Please refer to the Summary of
Changes in the previous sectiand appicable appendice®r cases diagnosed on or after
January 1, 2018.

WHAT IS THE VCR

The Virginia Cancer Registry (VCR) is a populasised cancer incidee registry responsible
for the collection of demographic, diagnostic, and treatment informatoonall cancer patients
diagnosedand treated at hospitals, laboratories, and other health care faslin Virginia
with reportable @ncer. Populatiosbased cancer registries collect infornmat on cancers
among the entirgpopulation for which they areasponsible.

The VCR is also defined as an incidence only cancer registryttathexr multipurpose
registry.Incidence only registries gather only the information necegsadetermine the
incidence oftancer by geographic areas, by demographic charatites, andoy stage at
diagnosis for eactype of cancer. Treatment information has also been added to the
information collected.

The termcentral cancer registrg also used in referring to the VCRhAugh a central registry
doesnot have to be populatio#based, this term is frequentlysed to mean a statewide cancer
registry. A central registry is designed to aggregate data framussources. The contributing
sources required to report to the VCR provide statewide coverageegbopulation.

WHY REPORT TO THEXCR

The mission of the VCR s to collect and provide completarate; and timely statewide
incidence data for determination of cancer rates and trends in the @djmd. To fulfill this
missionthe VCR depends on c@iete ascertainment of cases and use of the data.

The Law and Regulations

Statewide collection and dissemination of data on cancer by tigirva Department of Health
ismandated in theCode of Virginiand Virginia Departent of Health disease reporting
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regulations. The state laws include Chapter 2 (8§32.2t seq.)of Title 32.1According to these
statutes, each hospital, clinic, and independent pathology laboratory iCttramonwealth is
required to report all cases of cancer, which are diagnosedeatéd at thehospital, clinic or
laboratory. Physicians are required to repathien they know the case hawt been reported
by a hospital, clinic or tatate laboratory These cases are to be submittecthe format
prescribed by the Virginia Cancer RagisRegulations mandating reportirancer cases by
hospitals, clinics, laboratories, other heatthre facilities and health capractitioners appear
Part VIII of the State Board of Health publicatiRegulations for Diseas®eporting and
Control

1. Gincer Control

The ultimate value of the registry lies not in collection of dag¢a but in the degree to which
the data are used for cancer control. The basis for any suttesscer control program is a
comprehensive registry system. Registry data mlednsvers to questions, the means to
target limited cancer control resources, and the mealsan to evaluate cancer control
activities.

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY {

HIPAA allows for the reporting of identifiable cancer dataublic realth entities. Because the
VCHRalls under the definition of a public health entity, HIPAA allowts tp report data to the
VCR itompliance with Virginia state laws and regulations. Written informed consent from
each ancerpatient reported to ublic health entities is not required under HIPAA.

The VCR depends on reporting facilities to submit quality data. Thrtbegtedicated efforts
of thesefacilities, the VCR is able to provide accurate information used to esttedntid
enhance cancer comf programs, and thus improve the lives of present and future patients
with cancer.

VCR REFERENCE DATE

Reference dateefers to the start date after which all eligible records must be included in the
registry. The VCR reference date is January 1, 1985nleans complete statewide cancer
incidence data are available from the VCR for 1995 to the present.
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*Note:In order to assure complete case ascertainment, refeeettate is not used to
determinewhat cases are reportable to the VCR.

VCR REPORTING ROES

TheCode of Virginiamandates each hospital, clinic, physician and laboratory in the
Commonwealtlshall report all cases of cancer which are diagnosed and/or treated at the
abovedesignated facility. laddition, VCR has agreements with other stateexchange data.

Hospitals

The termregistry hospitatefers to hospitals with cancer registries functioning as an integral
component of the hospital cancer program. They may or may not be accredited by the
American College of Surgeons Commission orc&aGenerally, the cancer registrar or

cancer program manager at a registry hospital is delegated the responsibility of reporting to
the VCR.

The termnon- registry hospitatefers to hospitals that do not have a cancer registry
functioning as an integit component of a hospital cancer program. Generally, personnel
in the Health Information Management (HIM) Dept are delegated the responsibility of
reporting to the VCR.

NonHospital Sources

The Board of Health Regulations concerning the Regulationsdea$® Reporting was revised

in January 2002 to expand cancer reporting requirements to include additiongiogpital
sources.

Part VIII, 12 VAG®3-170 requires hospitals, clinical laboratories, or other health care facilities
providing screening, diagstic or therapeutic services for cancer patients to report cases of
cancer. Reporting by "other health care facilities" will be phased in as follows: 1) Radiation
Centers; 2) Medical Oncology Centers/Clinics; 3) Hematology/Oncology Practices; and, 4)
Amhulatory Surgery Centers.

Laboratories

The addition of these cases provides the VCR data on cases never seen in the hospital settin
thereby increasing the @rall completeness of VCR daRequired reporting of cases by
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hospital laboratoriess performed by cancer registoy HIM personnel as described above.
Reporting of cases by designated figanding laboratories is required.

Data Exchange

The VCR has written agreements to exchange data with other cancer registries including all
contigwus states. This insures a resident of Virginia who was diagnosed and/or treatetl out
statewill be included in the VCR database

REPORTING METHODS

All reporting facilitieshallsubmit all their cases electronically. Electimreporting is the
submisson of reportable cases to the VCR via secure email or FTP site usingecaal,
hospitatdeveloped orAbstradPlus software, or the VCR WebPlus reporting portal

Registry hospitals are required to electronically report cases included in the hospital
cane@r registry using commercial or hospitidveloped soff | NE® / ¢ wQa Y dz
casedrom Commission on Cancer accredited facilities. It is higltlyrnmended that

other hospitalsconsider hiring a CTR or utilize a contracting company to abstract cases.
Use of Web Plus software for neagistry facilities will bgin implementation late in
2016through early 2017. VCR has is phasing in all facilities ¢lyrreporting via paper.

If youare not utilizing this at your facility or office, please contactW@&R.

REPORTABLE CONDITIONS

VCR List of Reportable Conditions

The Virginia Board of Health defines cancer and the reportable cancerRegtdation for
Disease Reporting and ContrglCR follows this standard as noted in YWeR List of
ReportableCondtions. A casefinding list is found in th&CR Manual Appendix Whis section
identifiesdiagnoses that must be reported to the VCR and can be used to develop a report
called theDisease Index from your HIM data system IT department. Conditions are to be
reported if thediagnosis includes the wordsalignant, cancer, carcinomandlymphoma.

Most leukemiasandsarcomasare reportable except when noted as exclusions on the listing
In addition, there arether conditions which do not include these particular terms but are
reportable such a®vilmstumor, blastoma, anemiandcarcinoid It is therefore very
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important to refer to theVCR List dkeportable Conditiort® make sureall reportable
conditions ardadentified.

All primary intracranial and central nervous system (CNS) tumors are reportable. This include
benign, malignant and borderline tumors for the following sites:

w Meninges (C70.0/ Tn®pvd w hIKSNI / b{ O/ TH®PYZ /1
w Brain (C71.6/ T ™m dRiuitarygland (C75.1)

W{LAYIFf [/ 2NR 0/ TH®nUV w / NI yYyA2LKINRBY3AS
w/ FdzRlF SljdZAyl 6/ TH®PMO w tAYySFt 3t YyR
w Cranial nerves (C72-Z72.5)

Ambiguous Terminology

A patient has a reportable condition ifacognized medical practitionsays soln most cases,
0KS LI GASYdQa NBO2NR Of St NifietermdNkhayeld & G KS
synonymouswith the diagnosis. However, the physician may not alwaysb&ia or the

recorded languagdefinitive. VCR rules concerning the usage obigmmous terminology are as
follows:

1.Terms That Constitute a Diagnosifnterpret the following terms as a reportabtkagnosis

apparent(ly) consistenwith neoplasm suspicious (for)
appears favor(s) presumed tumor  comparable with  malignantappearing

probable typical (of) compatible with most likely suspect(ed)

2. Terms ThabDo NotConstitute a DiagnosisDo not interpret the following terms as a
diagnosis. Do not report patients who have a final diagnosis consisting only of these
terms without additional information to support reportability:

cannot be ruled out potentially maliganant gssts evoquivocal
worrisome possible questionable ruled out
3. How to Use Ambiguous Terminology for Case Ascertainment

The firstand foremostresource for the registrar for ggstionable cases is the physician who
diagnosed and/ostaged the tumor. The ideal way to approach absiragsituations when
the medicalrecord is not clear is tillow up with the physicianf the physicia is not
available, thamedical record, and gnother pertinent reports (e.gpathology, etc.) should be
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readclosely for the required information. The purpose of thelAguous Terminology lists is
sothat in the casavhere wording in the patient record is ambiguavith respect to

reportability or umor spread andho further informations availabldrom any resource
registrars will make consistent decisions. When there is a clear statement of malignancy or
tumor spread (i.e., the registrar can determine malignancy or tumor spread from the
resourcesavailable), they should not refer to the Ambiguous Terminology lists. Registrars
should only rely on these lists when the situation is not clear and the case cannot be
discussed with the appropriate physician/pathologist.

VCR recognizes that not every isttar has access to the physician who diagnosed and/or
staged the tumor, as a result, the Ambiguous Terminology lists continue to be used in CoC
accreditedprograms and maintained by CoC as "references of last resort".

a. In Situ and Invasive (Behavioodes /2 and /3)

) If any of the reportablembiguous terms preceda word that issynonymouswith
an in situ or invasive tumor (e.g., cancer, carcinoma, malignant neoplasm, etc.),
the case is reportable.

Example 1The pathology report sayRrostate biopsy with markedly
abnormal cells that are typical of adenocarcinoma. Report the case.

Example 2The final diagnosis on the outpatient report reads: Rule out
leukemia. Do not report the case.

i) Discrepanciedf one section of the medicaécord(s) uses a reportable
terma dzOK & ol LILI NBy (it eé¢ | yFRcotdiE)?2 i KS |
uses a nonreportabléd SN & dzOK | & & Odcoépfthel 6 S N
reportable term andeport the case.

Exception:Do not report a case baseauhly on suspious cytology. The case
isreported only if proven by positive cytology or other diagnostic methods
includingt LK@ aAAOALFYyQa Of AYAOIf RALF3Iy23

iii) Use these terms whescreeningdiagnose®n pathology reports,
operativereports, scans, mammograms, andhet diagiostic testing other
than tumormarkers.

Note: If the ambiguous diagnosispsoven to be not reportableby biopsy,
Oelz2f23ex 2N LIKEnthddtthg@se. a0 G SYSy(
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ExampleMammogram shows calcifications suspicious for intraductal
carcinoma.The biopsy of the area surrounding the calcioatis negative
for malignancyDo not report the case.

Benign and borderline primary intracranial and CNS tumors

al a8 (KS &! YoAddzz2 dzd ¢ S Novdentify Behigh atd NBE  w S LI2
borderline primary intracranial and CNS tumors that are reportable.

b. If any of the reportable ambiguous terms prece®ld 1 K S NJ (i €z% iR NR &
g 2 NdeoptasnE ¢ (G KS OF&asS Aad NBLR2NIFofSd» wSLER2N

ExampleThe mass on the CT scan is consistertt witiuitary tumor. Report the
case.

Discrepanciedf one section of the medical record(s) uses a reportable term

such as "apparently" and another section of the medical record(s) uses a nonreportable
G§SNY &dzOK & aOI yy 2 liepatsble tedizta®iR 2 dzii ¢ = | OC
accession the case.

ExceptionDo not report a case based only on suspicious cytology. The case is
reported only if proven by positive cytology or other diagnostic methods including
I LKEeAaAOAlFIYyQa Of AYAOFf RAFIy2aAraod

1) Use these terms whescreeningdiagnose®n pathology reports, scans,
ultrasounds, and other diagnostic testing other than tumor markers.

Note: If the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or
LIK@ aAOAIl yQa &Fepdrtthécasey 02 R2 y 2

c. Confirmation of an Ambiguous Diagnestsibsequent admissions for patients whose
initial diagnosis contained ambiguous terminology must be reviewed. It is established
practice to accept the information at the time of the latest adnass or the most
complete or detailed information.

DO NOT USE AMBIGUOUS TO STAGE THE TUMOR.

AJCC Cancer Staging does not recognize the use of ambiguous terminology to determi
stage.

C¢ VCR User Manual 202QAll Sections 8



Emergency Roomdinissions

If a patient comes to your emergency ro@nd expires, and the death certificate has
cancer listed in any of the first three causes of death, the case MUST be abstracted and
submitted.

Reportable Diagnosis

A diagnosis is reportable to the VCR if it is included oVtDR List of Reportable Coiahs
The follawving guidelines provide furtheslarification for the specified conditions:

Basal and Squamous Cell Carcinomas

Basal and squamous cell carcinomas are reportable except when primary to the skin,
C44.6C44.9 (se& CR Manual Part Ongxclusions Carcinomas originating in
mucoepidermoid sites are reportable. These sites includgd00.6C00.9), anus
(C21.0\ulva (C51.€251.9), vagina (C52.9), penis (C6C&0.9)and scrotum (C63.2).
Basal andquamous cell carcinomas originatinghhe nasal cavity (©30) and middle

ear (C30.1) aralso reportable.

Class IV and Class V Cytologies
Cytology results of Class IV or Class V are reportable to the VCR.

Exceptionif the terminology on the cytology report further defines the Clasasny/

Class V asuspicioushen the record is not reportable. Report this record only if a
LI2AAUGADGS o0A2LJae 2N I LIKeaAOAlyQa Of AyAacC
findings.

*Note:See VCR Manual Part Three, Data Item Instructions, Diagnosfiocn@tion for
clarification of histology and cytology using cell block and smear preparation of
specimens.

a. Low Malignant Potential/Borderline Malignancy of Ovary or Peritoneum
Cystadenomas tumors primary to the ovary or peritoneuqualified by the phrases
borderline malignancgr low malignant potentiahre reportable only if diagnosed

prior to January 1, 2001

b. Intraepithelial Neoplasia
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Patients with the following diagnoses of intraepithelial neoplase&reportable:

1 Vaginal intraepithelial neoplasia 3 (VAIN III)
1 Vulvar intraepithelial neoplasia 3 (VIN III)
1 Anal intraepithelial neoplasia 3 (AIN III)

All other intraepithelial neoplasiaor squamous intraepithelial tumors ARE
reportable to the VCR.

Reportable Situations

A case is reportable to the VCR if it is a condition included oW @ List of Reportable
ConditionSeeVCR Manual Appendix D, Reportable Conditiand meets thdollowing
criteria:

1. Patients diagnosed or treated in your inpatient or outpatient departments, emergency
room, ambulatory care center, or other units included under your hospital license.

1.

The reportable diagnosis has been made at your hospital. Tdusakis can be made on
the basis of histology (including autopsy), hematology, logys endoscopy or other direct
visualization, diagnostic radiology or clinical findings.

I GOt AYAOFf RAIFIy2ara 2yteé¢ Aa IgnoRid Iy 23
procedures were not performed or did not confirm the diagnosis. Patients diagnosed
clinically are reportable to the VCR.

The VCR requires patients receiving treatment, caxaeded or non cancerdirected, to
be reported provided they have nbeen previously reported by your hospital.

The VCR recognizes the following definitions of treatment

I. CancetDirected Treatment Cancetdirected treatment is tumor directed, and its
purpose is to modify, control, remove or destroy primary or metastzdiacer
tissue. Physicians administer the therapy (ies) to remove or minimize the size of
tumor or to delay the spread of disease.
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[I. Patients Diagnosed at Autopgyinal autopsy reportsontaining reportable
diagnose®r incidental findings of reportable aditions must be reported to the
VCR.

2. Patients Diagnosed Elsewhere

Patients diagnosed elsewhere and newly admitted to your hokfuteurther diagnostic
workup or treatment, cancedirected or noncancerdirected are tabe reported. Although
this may result in multiple records on one patient, it enables theR/to assure complete
statewidecasefinding and to have the most comprehensive informatiorach patient.
Because the VAR a populatioAbased registry, every attempt must be maidereceive d
cases diagnosedithin Virginia to provide accurate statistical reports.

a) Recurrence Recurrence refers to the same cancer arising in or from the same primary
sitewhere it appeared earlier. A recurrent diagnosis is reportable as instructed in the
Multiple Primary and Histology Coding Rules, January 01, 2007.

b) Residual Tumog The VCR requires all records in which the pathology report states "no
residual tumor” to be reported. The f@xcision is considered canegirected treatment.

ExampleOutsidethe hospital setting, a patient has a biopsy and is diagnosed with a
malignant melanoma. The patient is seen at your hospital for a wide excision. The tissue
report from the excision states no residual tumor. This record is reportable to the VCR.
Eventhough the cancer was diagnosed elsewhere, the patient's hospital visit was for
cancer related treatment.

3. Private Outpatient Specimens (POP) (Path Only)

t NAGIFGS 2dzi LI GASYd aLISOAYSya othto | NB &Ll
readby the hospital pathologist as part of the Pathology Departingdd NI I dzf || NJ Oz
businessThe patient is not registered as an inpatient or outpatient & kiospital. POPs are

reportableto the VCR as a Class of Case 43 and a Reporting Source code of 3.

ExampleA physician performs a biopsy in the offaned sends the specimen to your
Pathology Department where a reportable diagnosis is made.

a) POP reports should be held for two to three months because many of these patients
mayreturn for treatment and more information can be obtained from these records.
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b) If the patient does not return as an inpatient or hospital outpatient, abstract the
record using all available information. Every effort must be made to obtain accurate
information. This information can be found through hospital billing systems, clinical
history, or if needed by contacting physician offices.

c) Data items should be completed asknownonly after further investigation does not
provide more specific information.

4. Ambiguous Situations

When the distinction between a hospital department and a freestanding facility cannot
readily be made, such as a radiation therapy group practice versus a hospital unit, the
ownership of the medical record is used to determimeether or not a record must be
reported by the owner of the record. If the medical record is the property of the
institution, the record must be reported. If the hospital is part of a corporation, ownership
of the record refers to the facility, not the gmoration.

NonReportable Diagnosis

The following diagnoses are not reportable to the VCR:

Skin Cancers

a. The following site/histology combinations for skin cancers are not reportable:
80008005 Neoplasms malignant, NOS of the skin (C442@4.9
80108046 Epithelial carcinomas of the skin (C4£.04.9)
80508084 Papillary and squamous cell carcinomas of the skin (€24409)
80908110 Basal cell carcinomas ofdlskin (C44444.9)
I. ICDO codes C44-044.9 include skin of the lip, eyelid, external ear, face, nose, scalp,
neck, trunk, perineum, (peri) anus, umbilicus, upper and lower limbs, shoulders,

hips, and skin around ostomy sites.

Note: The above lesionare reportable when the primary tumor originates in a
mucoepidermoid site (Se¢CR Manual Part One, Reportable Reqords

ii. Basal and squamous cell carcinomas originating in the external nose (C44.3) are not
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reportable; however, those primary to theasal cavity (C30.0) such as nostril, nasal
septum, and nares are reportable.

lii. If the primary site is not reportable but the cancer hastastasized to other sites,
the record is still not reportable.

Carcinomaln-Situ of the Cervix (CIS)

Thediagnosis carcinoma in situ of the cervix (CIS) is not reportable. Terms indicating in
situ include:noninvasive, preinvasive, intraepitheliahd FIGO Stage @ diagnosis of
carcinoma in situ with endocervical gland involvement is still consideretliarsil is not
reportable.

Note:Diagnoses of invasive carcinoma of the cervix are reportable. A diagnosis of
carcinoma in situ of the cervix with microinvasisrconsidered invasive and iserefore,
reportable.

Intraepithelial Neoplasia
Patients withthe following diagnoses of intraepithelial neoplasia are not reportable:

w Cervical intraepithelial neoplasia (CIN)
w Prostatic intraepithelial neoplasia (PIN)

NonReportable Situations
A case igot reportable to the VCR if it meets any of the followargeria:

1. Patients seen in consultation to provide a second opiniomidicn an established
diagnosisr treatment plan are not reportable. Also, if the repodimstitution provides
serviceot available at the diagnosing or treatment facility, Isws Computerad
Tomography(CT) scans or Magnetic Resonance Imaging (MRI) scans, the case is not
reportable.

H® wSO2NRA AY GKAOK af A RI&gistfdr aNSBcorid Spfhion 0 2
areencouraged to be reported, but are not requiregince the slide waaready read by

anotherpathologist, the facility requesting the slide review is reqdite report the
final diagnosisis determined after the slide review.
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3. Patients with a history of a reportable condition who arriciilly free & disease are
not reportable. If, however, the patient has actually received tne@nt during this
admission theecord must be reported. For example: if a patient is admiftadan
unrelated condition, haa history of breast cancer and the hospital adistiers
Tamoxifen dring their admission, thease is reportable.

Exceptionif a patient expires at your facility with a history of cancer, even though the
patient was clinically disease free, the caseeportable

4. Patients receiving transient caaethe reporting institution to pevent interruption of
the firstcourse of treatment are not reportable. This only appliesatignts vacationing
or visitingin the area, or equipment failure at the primary treating institution which
requires the

patientto temporarily receive treatment elsewhere.

Exception Cancer patients evacuated to other states due to natural disasters may
receive diagnostic/treatment services in facilities in that state. If this occurs at

your facility, consider these cases repdiato the Virginia Cancer Registry (VCR).
They should not be excluded as transient care or consult only cases.

When abstracting these cases, please record the patient's usual residence when the
tumor

was diagnosed in the Address at Diagnosis fields. Demter the patient's current
address if the patient was diagnosed prior to relocating permanently or temporarily to
Virginia or other nearby state.

5. Recurrence is defined as the same cancer arising in or from the same primary site
whereit gopeared earlier and is not considered a new primzagcer by the physician.
Do notreport a recurrent diagnosis when you have previously reported it.

Exception If an in situ tumor is followed by an invasive cancer in the same site
more than two months part, report as two primaries even if stated to be a
recurrence. The invasive primary should be reported with the date ofnvesive
diagnosis.

6. If a patient is readmitted and new or additional metastatic sites are diagnosed or
documented, the records not reportable provided it has already been reported for the
original primary site. Records of readmitted patients must be reviewed to determine
if a new primary site has been diagnosed. Each new primary must be reported
separately.
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7. Metastatic Site¢ Do not report the metastatic or secondary sites of a malignant
neoplasm; however, check to make sure the primary site was previously reported. A
diagnosis of metastatic cancer with an unknown primary site not previously reported
should be submitted wit the primary site documented or coded as unknown.

8. Special Unitg Patients admitted to a skilled nursing unit or other separately licensed
units are encouraged to be reported but are not required. These patients are either
discharged from an acute e@ahospital unit and readmitted to a separately licensed unit
or are admitted directly to the separately licensed unit.

CASE ELIGIBILITY

The VCR requires all reporting entities to accession, abstract @maditsio VCR for required
tumorsdiagnosed and/otreated at your facility. The tumors must meet theteria for
submission and aflatients must be submitted.

Tumors required by the VCR to be accessioned, abstracted and submitted to VCR:
Malignancies with an IGD-3 behavior code of 2 or 3 area requdréor all sites.

I. Exception 1 Juvenile astrocytoma, listed as 9421/1 indGB, is requiredand should
berecorded as 9421/3 in the registry.

ii. Exception 2 Effective in 2015, code 8240/1 for carcintidhor, NOS, of appendix
(C18.1pecomes obsolete. Carcinoid tumors of the appendix must be cod8a46/3.
Effectivewith 2015. This is required and must be coded with a behavior 3. Prior
appendix primariesoded to 8240/1 are converted to 8240/3 by the implementation
conversions for 205.

lii. Exception 3 Malignant primary skin cancers (O44with histology codes 8008110
are not requiredto be reported to the VCR. Skin primaries with those histologies
diagnosedrior to January 1, 2003 were required to be abstracted if the Afdie
group at diagnosiwas I, lll or IV. These cases should remain in the registry.

iv. Exception 4Carcinoma in situ of the cervix (CIS), intraepithelial neoplasia grade Ili

(8077/2) of the cerviXCIN Iland prostate(PIN Ill) arenot required byvCR
Intraepithelialneoplasia of the vulv@/IN 111) vaginaVAIN lIl)anus(AIN 111) LARYNX

Cc VCR User Manual 2027l Sections 15



(LIN 11)andSQUAMOUS INTRAEPITHELIAL NEOPLASIA GRADHE)Hkcluding
those listed aboveARE reportable to the VCR

*Note: If a pathologist veriés a /0 (benign) or /1 (uncertain whether hgn or malignant)
behavior code tern in ICD as /2 (in situ) or /3 (malignant), these records are
reportable.

DATE OF DIAGNOSIS

All reportable cases included in the VCR List of Reportable Conditioné(8edanual
Appendix CList ofReportable Conditionsliagnosed andDRtreated at your facility are
required to be reported to th&/CR regardless of the Date of First Contact.imblisdes
patients with an unknown date of initigiagnosis.

Exception Conditions only reportable if diagnosed on Janua®00.1 and after (the
conditionswith**) are not reportable if the date of diagnosis is unknown.

Example 1if a patient isadmitted on January 3, 2016 and receives palliative care for
bone metastasis from a breast primary diagnosed in 1990, the case is reportable

Example 2if a patient is admitted on January 3, 2016 and receives palliative care for
bone metastasis from lareast primary for which a diagnosis date is not stated in the
medical record, the case is required to be reported wiBL&ANKdate of diagnosis and
the appropriateDate of Diagnosis Flag recorded.

Example 3tf a patient is admitted on January 3, 208nd receives a blood
transfusion for polycythemia vera, originally diagnosed in November 1999, the case is
not

reportable per the VCR List of Reportable Conditions and Exception above.
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MULTIPLE PRIMARY DETERMINATION

More Than One Cancer
If more than one primary is diagnosed, a separate record must be submitted on each primary
Multiple Primary Cancers

The VCR, like most registries in the United States, follows the rules of the Surveillance,
Epidemiology and End Results (SEER) Programatirmdnation of multiple primary
cancers. Beginning with cases diagnosed on January 1, 2007 the SEER rules for
determining solid tumor multiple primargancers are documented in the ntos

current SEERultiple Primary and Histology Coding Rukesthematopoietic and

lymphoid neoplasms diagnosed January 1, 2010, the mo st cu r3EER
HematopoieticandLymphoid Neoplasm Case Reportability and Coding &nanual
the Hematopoietic Databaseust be used. For cases diagnosed prior to 200¥ SEER
rules for determining multiple primary cancers are documented inM&R Manual Appendix
D,Multiple Primary Determination.

CONFLICTING STANDARDS

When standards of regulatory agencies differ, all reporteustimplement procedures to
comply withthe Board of Health standards as designated in this document.

VCR REQUIRED DATA ITEMS

The VCR requires specific data items to be completed for each reportable case. These data
items include demographic, cancer identification, treatment, hosigpaicificand text
information. Alisting of the VCR Required Data Set is includ&CR Manual Appendix L
Instructions m completing each data item are provided\iCR Manual Sectidrhree, Data

Item Instructions.

All data items required for participation iné¢hNational Prograrof Cancer Registries (NPCR)
areincluded in the VCR data set. \W@Buired codes and definitions ogply with national
standardsestablished by the North American Association of Central CampstRes

(NAACCR) and Americ@nllege of &geons Commission on Cancer (ACOS COC).
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There are six (6) fields that are required to be collected and transmittéaet&/ CR by all
reportingentities. These are fields that aspecifically designated in theo@e of Virginia. See
VCR Manuajppendix lfor the fields and the instructions on how to code these fields.

CHANGING INFORMATION

A change includes updating or correcting previously submitted information.
Importance of Change/Deletion Procedure

The change procedure insures the most accunaftiermation is available to users of VCR
data by enabling reporting facilities to provide updated or corrected information after a record
has been accessioned by the VCR.

Example 1At the time a record was reported to the VCR, the primary site was

unknown. On a subsequent admission, the primary site was documented as upper lobe

of left lung. A change must be submitted to update the primary site, laterality, and stage

(as was known during first course of treatment). Send an encrypted email with the

pr GASYiQa yIrYS FyR a20AFf &aSOdzNAGeé ydzyo SNJ
dzLJRI 0SS GKA& AYTF2NXIGA2Y 2y GKS LI GASYy(dQa

Example !0 GKS GAYS | NBO2NR 461 a NBLR2NISR
diagnosis waprobable cacinoma After further review, it was determined the patient

does not have cancer. Such cases must be deleted. Send an encrypted email with the

LI 6ASYGdQa yIYS YR a20AFf aSOdzNAGE@ ydzyo SN

What to Change

1. Change any required datainh when incorrect or unknown information was initially
reported and more specific/correct information is later available.

2. Change SEER Summary Stage 2000 only if additional information is available through
completion of surgery(ies) in the first coursetifatment or within four months of
diagnosis in the absence of disease progression whichever is longer for cases diagnose
on or after January 1, 2001. Change SEER Summary Stage 1977 only if additional
information is available within two months of diagn®giour months for prostate
primaries) for cases diagnosed prior to January 1, 2001.
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3. Submit a change for name when incorrectly spelled on a record and when name is
changed due to marital status or other reason. Clearly indicate previous and current
name.

4. Do not submit changes to update address changes or admission/discharge dates when
the patient is readmitted.

When to Submit Changes

Changes should be sent under a separate cover. Indojghe changes that must be made,
along with the patientdentifier

How to Change Information

As corrections are made to records previously accessioned by the VCR, document the
changes in your encrypted email with the submission. If you have more than five (5) changes
submit the changes in an excel spreaddheacrypt it and sent to the VCR.

Document number of changes in your email documentation

*Note: Correctionamay NOTbe transmitted as @aseelectronially. Email shall be the
mediumof transmission for any changes noted above.

VCR SUBMISSIONS

How to Report

Records containing all required data items must be submitted to the VCR electronically.
Detailedinstructions for completing the required data items can be found inld&R Manual,
Part Three: Datétem InstructionsAn electronic file must be creadl and submitted to the
appropriate VCR staff.

It is suggested you keep a copy of your submission until your accession list has been cleared
for the year.

Actual submission forms will no longer be required. However, an email must be sent that
includes the
following:
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w Facility name and Facility Identification Number (FIN). (Please contact VCR if you dc
not

w know your assigned FIN)

w Date of the transmission

w Number of records included in the transmissimnyear

w Denote if this is the last transmission of@omission year

DO NOBubmit changes/corrections in this email. They MUST beisenseparate email. An

emailmust be sent every month, even if you have no records to submiteiifal must

designate there ar@ot records to report for the given month.

Submissions must be received by the 5tleegérymonth. Any submson submitted after the
5th ofthe month will be held until the next month and your facilitylveé denoted as having
missed asubmission. Any submission returned for correction mustdterned within three
(3) business days.tHe file is not returned in the designated time frame, your facility el
denoted as having missedsabmission.

When to Report

1. The VCR requires 90% of abstracts submitted by reporting facilities to be redeiv
within 180 days from Date of Diagnosis.

2. The first working day in July is the deadline for submitting all reportable cases from the
previous year.The months of May and June should be used to perform quality assurance
procedures to ensure all cases hdeen identified and reported. These cases may fall
into the 10% over 180 days. This is expected and acceptable. The timeliness requiremel
wasestablished at 90% to provide a cushion of 10% to encourage late reporting of
missed case® assure reportingompleteness.

3. When patients are hospitalized for a period of six (6) months or longer, records should
be submitted 180 days from Date of Admission/1st Contact. Enter the current date in
the Date of Discharge field. Date of Discharge may not be left laladkhe exact Date
of Discharge should be submitted la@s a change. See VCR Manual Section One,
Changingnformation

Where to Report

Be sure all files are encrypted and password protected. Passwords should be sent in a differe
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file from the transmision email. Include in one of the emails the number of cases and changes
included in the file.

Document Retention

There is no statute governing how long copies of the monthly suboni$ies should be
saved. It istrongly suggested, however, that sulssion files be retained tihyou have
cleared the yearlaccession list reconciliation.

VCR PHONE NUMBERS

If you have any questions regarding the VCR, contact us at the central numb&687866
or:

TINAHAIICTR. ..ot O D A1.BT7

John LaDouceur, MHBTR..........ccoviiiiiiiiiiiiis i 804-864-7857

Chioke MUrray, BA......coooo ot 80864-7196

Mike Peyton, CTR.......cooi e 83680885

Danielle QUINN, CTR......oiiii e 8680856

Sally Sidon, CTR.....coo e -:8@H4A859

WERE T FNNREAZ atl XXXXXXXXXXB0AS6XNE62X X X X X X
Cheryl WalkesSmith, Data Manager.........ccceeeeeeeeeveivieeninnnnns 804-864-7866

Larry Kirkand,Data Systems Manag&rX X X X X X X X X X X X884X85% n

Laurel Gray, CTR, Quality Assurance Coordinator....................-86480860

{dzyySe 2Fy3zat!l {SYyA2N] 9L BEI6ADBI2 IA &l X
¢l &t 2NJ DdZARNE>Zat |l ¥ 9LIARSYA SHIBAMNGI X X X X X
Nikkia RayMPH Director, Virginia Cancer Registry.............. 8048647873

End of Sectio®@ne
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SECTIORWO:

CASEFINDING
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CASEFINDING

Casefinding Procedures

Casefinding is a system for identifying patientth a reportable diagosis. Because cancer
incidencecan be most accurately reflected only when every reportable diagne identified
and submittedto the central registry, effective casefinding procedures are essential.

Although casefinding procedwsevill vary among reporting facilities, the key to effective
casefinding is the identification of reportable conditions in all areas where patients are
diagnosed or treated in a routine and systematic manner. The following concepts should be
considered wha developing procedures to insure complete identification of cases reportable
to Virginia Cancer Registry (VCR).

Reportable Conditions

The first step in establishing effective casefinding procedures is to know what conditions are
reportable. Theseonditions are defined in the following references:

9 List of Reportable Conditiond/CR Manual Appendixp@vides documentation
of all conditiongeportable to the VCR. It is structured alphabetically by the main
histologic term.

1 ICD10-CM Codeg VCR Mnual, Appendix Ngrovides a list of IGIDO-CM codes
used toidentify reportable diagnoses. The appendix also includes a list you can
provide to yournformation Technology department to program a disease index
you need to review for possiblmases.

Caséinding Sources

The second step in establishing effective casefinding procedures is to identify all areas in the
facility where these reportable conditions are either diagnosed or treated and the sources for
casefindingn each area. The Health Informatiddanagement (HIM) Department and

Pathology Departmennust be included as casefinding sources by all facilities; the remaining
sources listed below should lrecluded as applicable. Copies of reports forwarded for review
to the person responsible faeporting to the VCR serve as a pending or tickler file to eross
reference with medical records flaggadthe HIM Department.
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¢KS GSNXY GNBO2NR&¢ | & dzAaSR Ay GKS RSaONAL]
inpatient,outpatient, Emergency Room, amatdry care, short stay procedures, radiation
therapy,chemotherapy. For each source, review all of the following reports and records.

Health Information Management Department (HIM)

1. All records with a diagnosis includedM@R Manual Appendixo€ICD10-CM Codes
listed inVCR ManudbectionOne, Reportablshould be flagged for the person
responsible foVCR reporting.

2. Records assigned an KADCM code included on the list provided\i€R Manual
SectionOne; Reportable Codskould be reviewed tadentify reportable cases. In
addition tocasefinding, the disease index should also be used as a quality control
measure to makasure all reportable diagnoses have been submitted. See\dl¥®
Manual Sectiorrour, QualityControl: Reporting Facilities.

a) All discharge summaries with a reportable condition in the final diagnosis and
operativereports bearing a posbperative reportable diagnosis should be copied
and forwardedo the person responsible for reporting to VCR.

Pathology Department/Laboratoryedicine

Casefinding from Pathology Department/Laboratory Medicine must include identification of
reportable diagnoses made on inpatient, outpatieand private outpatient (PORpecimens.

1. Surgical pathology reports should be reviewed for a reportaladgrbsis. If your
Pathology Department screens the reports and forwards copies of those reports to the
person responsible for VCR reporting, they must be provided with a copgianual
Apperdix C{ dzNBA OF f LJ G K2f 23& NI L2 M@ d2XK2 MHIA § =
reports resulting from orchiectomy or oophorectomy performed poostate or breast
malignancies or wide rexcisions for melanomas should ineluded in what is copied
and forwarded to the person responsible for Vi€Rorting.

2. All cyplogy reports should be reviewed for a malignant diagnosis and, when identified,a

copy forwarded to the person responsible for VCR reporting. An alternative woudd be
review a log of positive or abnormal cytologies.
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3. Peripheral blood reports should leviewed for a diagnosis of malignancy and, when
identified, a copy forwarded to the person responsible for VCR reporting. Ban@®w
All bone marrow reports should be reviewed for a diagnosis of maligremtywhen
identified, a copy forwarded to the pgon responsible for VCR reporting.

4. All final autopsy reports should be reviewed for reportable diagnoses including
incidental findings and, when identified, a copy forwarded to the person responsible
for VCR reporting. Reportable diagnoses on autopsg mdiii &8 FNBY O2NRY S
should also be identified. S&CR Manual Sectiddne, Patients Diagnosed at Autopsy.

Outpatient Departments

1. Short Procedure/Same Day Surgery/Ambulatory Care-ngystem must be
implemented to routinely review all outpatiemecords maintained within or
separate from the HIM Department for diagnoses. If reporting criteria are met, cases
must be submitted to the VCR.

2. Emergency Room (ERpathology and cytology reports from procedures
performed in the ER should be screened aeported if a reportable diagnosis is
made or if the patient expires with a history of a reportable disease.

Oncology Services

1. Radiation therapy records, appointment logs, or patient rosters must be reviewed. If
reporting criteria are met, cases mus submitted to the VCR. Patients diagnosed
elsewhere but treated at your facility must be reported.

2. Chemotherapy records, appointment logs, or patient rosters must be reviewed. If
reporting criteria are met, cases must be submitted to the VCR. Patieagaaked
elsewhere but treated at your facility must be reported.

Other Areas

Records from other areas of the hospital where reportable conditions are either diagnosed or
treated must be reviewed and submitted if a reportable diagnosis is made.
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COMPLETENESS OF CASEFINDING

After all reportable diagnoses have been identified through ireeitasefinding procedures,
the final step to effective casefinding is quality control. Proceduhesikl be in place to verify
all cases were identified and reped to the VCRVCR Manual Sectidtour, Quality Control
describessarious quality control strategies to assure complete casefinding and reporting.
Most Effective Casefinding Procedure

The most effective approach to identifying all reportable diagndseseporting to the VCR
should include the following:

1. Flag all inpatient and outpatient medical records with an-IlOECM diagnosis code as
listed inVCR Manual Secti@ddne, Reportable Codes.

2. Review reports from all inpatient, outpatient, and privatetpatient (POP) pathology,
cytologybone marrow, hematology, and autopsy specimens analyzed at your facility.

3. Review records, appointment logs, or rosters of patients seen in the chemotherapy,

radiationtherapy, and any other area where reportable condiSaare diagnosed or
treated.

4. Review the ICRR0-CM disease index monthly to identify reportable diagnoses.

5. Perform quality control procedures to assure all reportable cases were identified and
reportedto the VCR.

Endof Sectionfwo
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Sectio hree

Data Item Instructions
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GENERAL INFORMATION

Data Item Completion

Each case reported to the VCR must include all data items identifigcdRhManual Appendix

L, Required Data Set for Reporting Facilitidsese data items must be completed according to
codes, definitions, and instructions specified for each item in this section. The codes and
definitions for each required data item conform to national cancer tegfion standards as
defined by NAACCR (North American Association of Central Cancer Registries), NPCR (Nati
Program of Cancer Registries), and ACOS COC (American College of Surgeons Commissior
Cancer).

Every effortmustbe made to obtain specificomplete, and accuratinformation for each
requireddata item. Inpatient and outpatient health records, clinical histonypathology
reports, hospitabilling records, and contact with physician offices should ezl s sources
of information incomplding data items.

Recording Unknown or Not Applicable Information

Data items should be recorded asknownonly afterall efforts to obtain specific information
prove unsuccessful.

Unknown, Text When specific information is not available for any diétan requiring
analphabetic entry, record the wordnknownin the field as specified in the data item
instructions in this section.

Unknown, Code 9When specific information is not availalfor any data item
requiring anumeric entry, record the cod®r unknown,9, in the fied as specified in
the data iteminstructions in this section.

Unknown/Not Applicable, BlankSince information for th following required data
itemsmay be unknown or not applicable; they are the only dégens that may be lef
blank asspecified in the data item instructions in this section:

1 Name- Suffix

1 Name- Middle
I Name- Maiden
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Coding Dates

Name- Alias
Text-} a dzl

hOOdzLJ GA2Y F2NJ |38 ¢
Text- Usual Industry for age < 14 (should be recorded &K A £ R ¢ 0
Place of Diagnosis when patient is diagnosed at reporting facility

Accession Number for Na@agistry hospitals

M N

Beginning in 2010, the way dates are transmitted between facilgistees and central
registrieswas changed tanprove the interoperability or communicatn of cancer registry
data withother electronic record systems. Registry software may displagsdatthe
traditional manner oiin the interoperable format. Traditional dates are dapged in
MMDDCCYY form, wif9 representing unknown day or month portions, and 99999
representing a completelynknown date.

Interoperable dates are displayed in CCYYMMDD feith,the unknown portions of the date
filled with blank spacedf adate is entirely blank, an assated date flag is usetb explain the
missing date. The following table illustrates the relationship agihese items for Date of

Most Definitive Surgical Resection of the Primary Site, where egclsIlold O &S W06 Q

blankspace. Flags are not uséor softwaregenerated dates.

Description

Traditional Date of Most
Definitive Surgical
Resection of the Primary
Site

Interoperable Date of
Most Definitive Surgical
Resection of the Primary
Site

Dateentered in MMDDCCY
sequence; unknown portions
represented by 99 or 9999

Date entered in CCYYMMDL
sequence, leaving unknown
portions blank (spaces); omit
the date if the date is
completely unknown or not
applicable.

Rx Date
Most Defin.
Surgical Flag

Full Date Known MMDDCCYY CCYYMMDD bb
(example:02182007) (Example: 20070218)

Month And Year MM99CCYY CCYYMMbb bb

Known (example: 02992007) (example: 200702bb)

Year Only Known 9999CCYY CCYYbbbb bb
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(example: 99992007) (example: 2007bbbb)
UnknownIf Any 99999999 bbbbbbbb 10
Surgery (example: 99999999) (example: bbbbbbbb)
No Surgery 00000000 bbbbbbbb 11
(example: 00000000) (example: bbbbbbbb)
Date IsUnknown 99999999 bbbbbbbb 12
(example: 00000000) (example: bbbbbbbb)
Allowable Values
Month Day Year
01 January 07 July 01 Uselifptiyear
02 February 08 August 02 (example: 2020)
03 March 09 Sepiber 03
04 April 10 October X ®d
05 May 11 November X o
06 June 12 December 12

*Unknown (blank) isnot¥aA R F2 NJ OSNI I AY RIFGS FASEtRAT &

Cancer ldentification

Thefollowing instructions apply t€rimary Sitd NAACCR Item #40Qpterality(NAACCR Item
#410,Histology(NAACCR Item #52BehaviolNAACCR ltem #523) aGdade/Differentiation
(NAACCR Item #440)

Hematopoietic and Lymphoid Cancers

Beginning with cases diagnosed in 2010, Heenatopoietic and Lymphoid Neoplasm Case
Reportability and Coding Manuas to be used for coding primary site, histology, and grade of
hematopoietic and lymphoid tumors (M959®992) and to determine whether multiple
conditions represent one or more tumors to be abstract®de Sectio®ne: General

Instructions andReporting RequirementBor tumors diagnosed prior to January 1, 201@, us
the rulesapplicable when the cancer was diagnosédr tumors diagnosed after Jan. 1, 2018
see page B7 of theSummary of Changegction of this manual
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Kaposi Sarcoma
Code Kaposi sarcoma to the site in whitcarisesCode to Skin, NOS (C44.9) if Kaposi sarcoma
arises simultaneousiy the skin and another site thre primary site is not identified.

Melanoma
Code to Skin, NOS (C44.9) if a patient is diagnosed with metast@ititnoma and the primary
siteis not identifed.

Specific Tissues with IDefined Sites

If any of the following histologies appears with only adéfined site description (ego,

Gl oR2YAYIFEE 2NJ alF NYéuvs O2RS igelathérshanih€e @ G A a
definedregion (C76&) of the body, which contains multiple tissues. Use the alphabetic index in
ICDO-3to assign the most specific site if only a general location is specified in the record.

HISTOLOGY DESCRIPTION CODE TO THIS S
87208790 Melanoma C44._, Skin
8800:8811,8818 Sarcomaexcept periosteal fibrosarcomand | C49. , Connective
8830, 88408921 dermatofibrosarcoma Subcutaneous and

Other Soft Tissues
899(;8991 Mesenchymoma C49._, Connective

Subcutaneous and
Other Soft Tissues
91209170 Blood vesselumors, lymphatic vessel tumory C49. , Connective
Subcutaneous and
Other Soft Tissues

958079582 Granular cell tumor and alveolar soft part | C49. , Connective
sarcoma Subcutaneous and
Other Soft Tissues

92409252 Mesenchymal chondrosarcoma and giant | C40. , C41. for
celltumors Bone andCartilage

C49._, Connective
Subqg & Othefoft
Tissue

894(;8941 Mixed tumor, salivary gland type CO7._ for Parotid
Gland

C08._for Oth &
Unspec Major
Salivary Gland
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Laterality NAACCR Item #410

Laterality NAACCR Item #410) must be recorded for the following paired organsasrl9.
Organs that are ngpaired are coded to 0. Midline originsare @& pd® daA Rf Ay Sé
contextNEFSNE G2 (0KS LRAYI o KSNB { Kdmednmordieé O ¢
contact and @umor forms at that point. Most paired sites cannot develop nmeltumors.For
example, skin athe trunk can have a midline tumor, but the breasts cannot.

Paired Organ Sites

ICDO-3 Site

C07.9 Parotid gland

C08.0 Submandibular gland

C08.1 Sublingual gland

C09.0 Tonsillar fossa

C09.1 Tonsillar pillar

C09.8 Overlapping lesion of tonsil

C09.9 Tonsil, NOS

C30.0 Nasal cavity (excluding nasal cartilage and nasal septum
C30.1 Middle ear

C31.0 Maxillary sinus

C31.2 Frontal sinus

C34.0 Main bronchus (excluding cas)

C31.1¢ C34.9 Lung

C38.4 Pleura

C40.0 Long bones of upper limb and scapula
C40.1 Short bones of upper limb

C40.2 Long bones of lower limb

C40.3 Short bones of lower limb

C41.3 Rib and clavicle (excluding sternum)
C41.4 Pelvic bones (excluding sacrum, coccyx and symphysis pubis)
C44.1 Skin of eyelid

C44.2 Skin of external ear

C44.3 Skin of other and unspecified parts of face
C44.5 Skin of trunk
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Paired Organ Sites (Cont.)

C44.6 Skin of upper limb and shoulder

C44.7 Skin of lower limb and hip

C47.1 Peripheral nerves & autonomic nervoust®m of upper limb and shoulder
C47.2 Peripheral nerves and autonomic nervous system of lower limb and hip
9.1 Connective, subcutaneous, & other soft tissue of upper limb & shoulder
C49.2 Connective, subcutaneous & other soft tissues of lower limb and hip
C50.0c C50.9 Breast

C56.9 Ovary

C57.0 Fallopian tube

C62.0c C62.9  Testis

C63.0 Epididymis

C63.1 Spermatic cord

C64.9 Kidney, NOS

C65.9 Renal pelvis

C66.9 Ureter

C69.0¢ C69.9 Eye and lacrimal gland

C70.0 Cerebral meninges, NOS (excluding benign diagnoses prior to 1995)
C71.0 Cerebrum (excluding benign diagnoses prior to 1995)

C71.1 Frontal lobe (excluding benign diagnoses prior to 1995)

C71.2 Temporal lobe (excluding benign diagnoses prior to 1995)

C71.3 Parietal lobe (excluding benign diagnoses prior to 1995)

C71.4 Occipital lobe (excluding benign diagnoses prior to 1995)

C72.2 Olfactory nerve (excluding benign diagnoses prior to 1995)

C72.3 Optic nerve (excluding benign diagnoses prior to 1995)

C72.4 Acoustic never (excluding benign diagnoses prior to 1995)

C72.5 Cranial nerve, NOS (excluding benign diagnoses prior to 1995)
C74.0¢cC74.9 Adrenal gland

C75.4 Carotid body

Morphology: Grade

¢KS 62NR Ga3INIRS¢ Aa dz2aSR (2 AYRAOIFIGS asSgs
Cancer registries have collect€dade/DifferentiationNAACCR Ite #440) form many years,
andin recent years, registrars have become fitam with other grade system3ghese are
codinginstructions for cases diagnosed 01/01/2014 and forwafér diagnoses prior to that
dateconsult the applicable VCR User Manual based on the date of diagnosis of the cancer.
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Hematopoietic & Lymphoid Neopkms: Cell Indicator (Codes 5, 6, 7, 8, 9)

Cell indicator describes the lineage or phenotype of the cell. Codes 5, 6, 7, and 8 are used or
for hematopoietic and lymphoid neoplasms. Code 9 indicates the cell type is not determined,
not stated, or not apptable.

1. Determine the histology based on the current Hematopoietic and Lymphoid Neoplasm
Manual

2.58SGSNY¥AYS (GKS OStf AYRAOFG2NI o6& | LILX @Ay
Hematopoietic and Lymphoid Neoplasm Manual to code the gr@dade cods for
hematopoietic and lymphoid neoplasms

Terminology Grade Code

T-cell; Fprecursor

B-Cell; PreB; Bprecursor

Null cell; Non FhonB

NK cell (natural killer)

Grade unknown, not stated, or not applicable

© 00 N O 01

Solid Tumors (Grade, Differentiation: Codes 1, 2, 3, 4, 9)

Pathologic examination determines the grade, or degree of differentiation, of the tumor.

For these cancers, the grade is a measurement of tlosely the tumor cells resemble the
parent tissue (organ of origin). Walifferentiated tumor cells closely resemble the tissue

from the organ of origin. Poorly differentiated and undifferentiated tumor cells are
disorganized and abnormal looking; thesar little (poorly differentiated) or no

(undifferentiated) resemblance to the tissue from the organ of origin. These
similarities/differences may be based on pattern (architecture), cytology, nuclear (or
nucleolar) features, or a combination of thesermkents, depending upon the grading

system that is used. Some grading systems use only pattern, for example, Gleason grading
in prostate. Others use only a nuclear grade (usually size, amount of chromatin, degree of
irregularity and mitotic activity). Fuhdmy Q& 3INJ RS FT2NJ { ARy S& Aa
features. Most systems use a combination of pattern and cytologic and nuclear features;
F2NJ SEFYLX ST b20dAyaKEFEYQEa FT2NJ oNBlaid O2Yo.
and mitotic activity. The infenation from this data item is useful for determining prognosis

and treatment.

Pathologists describe the tumor grade using three systems or formats:
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1. Two levels of similarity; also called a tgrade system
2. Three levels of similarity; also called athigl RS de@a i SYo6 02 RSforl OO
a2f AR (dzvy2 NE ®¢

a. Grade I, well

b. Grade Il, moderately

c. Grade lll, poorly (undifferentiated carcinoma is usually separated from this
aeaiusSys aayOS daLR2NXIeé¢ oSFNB &a2YS:
Gdzy RAFFSNBYGALFIG0SRE KIFHa y2yS> Soaos

— g

\<f-h

3. Four levels of similarity; also called a four grade system. Thegfaale system
describes the tumor as:

a. Grade I; also called wlifferentiated

b. Grade IlI; also called moderately diffntiated

c. Grade lll; also called poorly differentiated

d. Grade 1V; also called undifferentiated or anaplastic

Breast and prostate grade my convert differently than other sites. These exceptions are notec
Ay a/ 2RAYy3 {2fAR ¢dzY2NARXZ al 17 FYR y o06St2¢

Coding for Solid Tumors

1.{@aidSYAO GNBFGYSY(l YR NI}YRAFGAZ2Y OFy I f
codegrade based on information prior to neoadjuvant therapy even if grade is
unknown.

2. Code the grade from the primary tumor only.

a. Do NOTcode grade based on metastatic tumor or raeumce. In the rare instance that
tumor tissue extends contiguously to an adjacent site and tissue from the primary sit is
not available, code grade from the contiguous site.

b. If primary site is unknown, code glato 9.

3. Code the grade shown below (6th digit) for specific histologic terms that imply a grade:

¢ Carcinoma, undifferentiated (8010/34)
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Carcinoma, anaplastic (8021/34)

Follicular adenocarcinoma, well differentiated (8331/31)
Thymic carcinoma, well diffentiated (8585/31)
SertoliLeydig cell tumor, poorly differentiated (8631/31)
SertoliLeydig cell tumor, poorly differentiated with heterologous elements
(8634/33)

Undifferentiated sarcoma (8805/34)

Liposarcoma, well differentiated (8881/31)

Seminoma, andpstic 9062/34)

Malignant teratoma, undifferentiated (9082/34)
Malignant teratoma, intermediate type (9083/32)
Intraosseous osteosarcoma, well differentiated (9787/31)
Astrocytoma, anaplastic (9041/34)

Oligodendroglioma, anaplastic (9481/34)
Retinoblastomadifferentiated (9511/31)

Retinoblastoma, undifferentiated (9512/34)

N N NN NH N

ValValNa RNaNNaRNa VA RN N NNS

4. In situ and/or combined in situ/invasive components

9 If a grade is given for an in situ tumor, code it. Do NOT code grade for dysplasia
such as higlgrade dysplasia.

9 If there are bothin situ and invasive components, code only the grade for the
invasiveportion even if its grade is unknown.

5. If there is more than one grade, code the highest grade within the applicable system.
Code thehighest grade even if it is only a focus. Code gradke following priority
order using the firsapplicable system:

Special grade systems for the sites listed in Coding for Solid Tumors #6
Differentiation: use Coding for Solid Tumors#7:2, or 4grade system

Nuclear grade: use Coding for Solid Dusr#7: 2, 3-, or 4grade system

If it is not clear whether it is a differentiation or a nuclear grade aneg & 2or 4-grade
system was used, codeTierminology (use Coding for Solid Tumork #8

LIS N

6. Use the information from the special grade systdirs. If not special grade can be
codedgcontinue with Coding for Solid Tumors #7
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Special grade for solid tumors

Grade information based on CS S#igecific factors fobreast, prostate, heart,
mediastinum, peritoneum, retroperitoneum, soft tissue,ra kidney parenchymas
used

to code grade. SeBpecial Grade System Rubetow for details on how to use this
information to code grade.

CS Schema Special grade system
Breast Nottingham or BloonrRichardson (BR) Score/Grade (SSF7)
Prostate Dt S| &cdr¢ éhxore biopsy or TURP (SSF 8)
Prostate Dt SFaz2yQa a02NB 2y tNRaudal 4§50
Heart, Mediastinum Grade for Sarcomas (SSF 1)
Peritoneum Grade for Sarcomas (SSF 1)
Retroperitoneum | Grade for Sarcomas (SSF 1)
Soft Tissue Grade forSarcomas (SSF 1)
Kidney Parenchyma Fuhrman Nuclear Grade (SSF 6)

*Do not use this table to code grade for any other groups including WHO (CNS Tumors),
WHO/ISUP (bladder, renal pelvis)Fd6GO (female gynecologic sites)

1.Use the Tweg Three or Fourgrade system information

a. Twograde system

Term Description Grade code| Exception for Breast and Prostate Grade co
1/2; 1/ Low grade 2 1
2/2; 11/ High grade 4 3

In transitional cell carcinoma for bladder, the terminology high grade TC®argtade
TCC are coded in the twgrade system.

b. Threegrade system

Term Description Grade code| Exception for Breast and Prostate Grade co(
1/3 Low grade 2 1
2/3 High grade 4 3
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3/3 High grade 4

3

c. Fourgrade system; Any fougrade systemincluding Edmondson & Steiner grade fbver.

Term Description Grade code
1/4 | Grade I; Well differentiated 1

2/4 | Grade Il; Moderately differentiated 2

3/4 | Grade lll; Poorly differentiated 3

4/4 | Grade IV; Undifferentiated 4

2. Terminology: Usethéd 5 S & ONJR LIJG A 2 Y €

O2f dzYy 2NJ 0KS d&DN.
and Prostate use the same grade code with a few noted exceptions.

Description

Grade

Assign
Grade
Code

Exception for
Breast and
Prostate
Grade code

Differentiated,NOS

Well differentiated

=

hyté aiGl SR a aDNI RS L

|

Fairly well differentiated

Intermediate differentiation

Low grade

Mid differentiation

Moderately differentiated

Moderately well differentiated

Partiallydifferentiated

Partially well differentiated

Relatively or generally well differentiated

hyte adl dSR & aDNI RS L

NINININININININININ

Medium grade, intermediate grade

Moderately poorly differentiated

Moderatelyundifferentiated

Poorly differentiated

Relatively undifferentiated

WWwWwwiw
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Slightly differentiated 1 3
Dedifferentiated 1] 3

hyté a4l dSR Fa aDNIRS L 3

High grade -1V 4 3
Undifferentiated,anaplastic,nalifferentiated IV 4

hyteé a4l dSR Fa aDNIRS L IV 3

Nonhigh grade

3. If no description fits or grade is unknown prior to neoadjuvant therapy, cod€wagaown)

Special Grade System Rules
Breast (site: breast, excluding lymphomas; &&hema: breast)

Use Bloom Richardson (BR) or Nottingham score/grade based on CSv2 SSF7 as stated
below (VCR does NOT require coding SSF 7 for breast).

BR could be referred to as: BloeRichardson, modified BlooiRichardson, BR, BR
grading, ScarfBloomRichardson, SBR grading, Elstélitis modification of Bloom
Richardson score, Nottingham modification of BleBimchardson score, Nottingham
modification of ScarfBloomRichardson, Nottinghasiienovus grade, or Nottingham
grade.

Code the tumor gade using the following priority order:

1. BR scores3
2. BR grade (low, intermediate, high)

If only a grade of 1 through 4 is given with no information on the score and it is unclear
if it is a Nottingham or BR Grade, do not use the table below. Cantiiln the next
LINA2NAGE | OO2NRAY3I (2 aO2RAY3I FT2N {2t AR

Code the highest score if multiple scores are reported (exclude scores from tests after
neoadjuvant therapy began). Examples: different scores may be reported on multiple
pathologyreports for the same primary cancer; different scores may be reported for
multiple tumors assigned to the same primary cancer.
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CS Site Specific Factor 7
Nottingham or Bloom Richardson (BR) Score/Grade
130Description CS |Grade
Code | Code
Score of 3 030 1
Score of 4 040 1
Score of 5 050 1
Score of 6 060 2
Score of 7 070 2
Score of 8 080 3
Score of 9 090 3
Low GradeBR grade 1,score not given 110 1
Medium (Intermed grd); BR grade 2, score not giy 120 2
High Grade; BR grade 3; score not given 130 3

Kidney Parenchyma (Site: kidney parenchyma excluding lymphomas; CS Schema:
KidneyParenchyma) : Fuhrman Nuclear Grade

The Fuhrman Nuclear Grade should be used to code grade for kidney parenchyma only
based on CSv2 SSF6 (NOT required by VGRjexsbelow. Do NOT use for kidney

renal pelvis. Fuhrman nuclear grade is a fgtade system based on nuclear diameter

and shape, the prominence of nucleoli, and the presence of chromatin clumping in the
highest grade.

Description CS Code | Grade Code
Grade 1 010 1
Grade 2 020 2
Grade 3 030 3
Grade 4 040 4

Soft Tissue (sites excluding lymphoma: soft tissue, heart mediastinum, peritoneum, and
retroperitoneum; for CS users: SoftTissue, HeartMediastinum, Peritoneum, and
Retroperitoneum schemas): Grafe Sarcomas

The Grade for Sarcomas should be used to code grade based on CSv2 SSF 1 (NOT require
VCR) as stated below. If your registry does not collect this SSF, use the description in the
table to determine the grade. The grading system of the émdfederation of Cancer

Centers Sarcoma Group (FNCLCC) is the preferred system.
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Record the grade from any thregrade sarcoma grading system the pathologist uses. For
ddzOK GSNX¥& adzOK Fa oSttt RAFTFSNBY(GALNDSRE
Tumors #8. In some cases, especially for needle biopsies, grade may be specified only as
Gf 26 3IANFRSE¢ 2N dKAIK 3INI RSPE ¢KS ydzyYSNAO
ANI RSd¢

Description CS Code | Grade Code
Specified as Grade 1 (of 3) 010 2
Specified as Grade 2 (of 3) 020 3
Specified as Grade 3 (of 3) 030 4
Grade stated as low grade, NOS 100 2
Grade stated as high grade, NOS 200 4

Prostate (site: prostate, excluding lymphomas; CS Schema: prostate).

Use the highest Gleason score frtime biopsy/TURP or prostatectomy/autopsy. Use a
known value over an unknown value. Exclude results from tests performed after
neoadjuvant therapy began.

This information is collected in CSv2 SSF 8 (NOT required by VCR) (Gleason score from
biopsy/TURP) an8SF 10 (Gleason score from prostatectomy/autopsy) as stated below.

'asS GKS GlrofS 0St2g (2 RSUSNNXAYS INIRS SO
Usually prostate cancers are graded using Gleason score or pattern. Gleason grading for
prostateprimaries is based on acomponent system (5 histologic patterns) Prostatic

cancer generally shows two main histologic patterns. The primary pattern, the pattern
occupying greater than 50% of the cancer, is usually indicated by the first number of the
Gleason grade, and the secondary pattern is usually indicated by the second number. These
two numbers are added together to create a pattern score, ranging from 2 to 10. If there

are two numbers, assume that they refer to two pattern (the first number bé#uwegprimary
pattern and the second number the secondary pattern), and sum them to obtain the score.

If only one number is given on a particular test and it is less than or equal to 5 and not
specified as a score, do not use the information because it ceted to either a score or

grade. If only one number is given and it is greater than 5, assume that it is a score and use
it. If the pathology report specifies a specific number out of a total of 10, the first number
given is the score.

Example: Theathology report says Gleason 3/10. The Gleason score would be 3.
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Gleason Description
Score CS Code| Grade | SEER 200{ AJCC'Ted| AJCC®% | SEER priof
Code -2013 ed to 2003
2 002 1 Gl G1 Gl Gl
3 003 1 Gl G1 Gl Gl
4 004 1 Gl Gl Gl Gl
5 005 1 Gl Gl G2 G2
6 006 1 Gl G1 G2 G2
7 007 2 G2 G2 G3 G2
8 008 3 G3 G3 G3 G3
9 009 3 G3 G3 G3 G3
10 101 3 G3 G3 G3 G3

Historical perspective on long term trends in prostate grade: The relationship of Gleason
score to grade changed for 1/1/2014+ diagnoses in otddrave the grade field in sync

with the AJCC 7th edition. Analysis of prostate grade before 2014 based solely on the grade
field is not recommended. In Collaborative Stage (CS), Gleason score was originally coded in
CSvl in one filed (SSF 6) and thewei$ split into two fields in CSv2 based on the tissue

used for the test; needle biopsy/TURP in SSF 8 and prostatectomy/autopsy in SSF10. For
trends using data back to 2004, if one collected the various CS Gleason scores, one could
design a recode to haube same criteria as the data collected 2014+. The original grade

field would NOT be changed, but for this analyses this recode could be based on the CS
{{CQ&a YR GKS 2NAIAYyIlf 3INIRS O2RSO®

DATA ITEM INSTRUCTIONS

Patient Identification
Sequence Numbeg Hospital NAACCR Item #560

Record the sequence number representing the order of this primary. Sequence number coun
the occurrence oindependent, malignant and nemalignant neoplasmexcept basal and

aljdzZ Y2dza OSftf OF yOSNJ 2lifetime.KESch depplash issadaidleg
different number. This number may change over the lifetime of the patient.

Codes 0685 and 99 indicate neoplasms of in situ or malignant behavior (2 or 3). Cod&s 60
indicate neoplasms of nemalignant behavior (henign or 1, borderline).
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Sequence Numbers for Malignant or In Situ Primaries

00
01
02
35
99

One malignant or in situ primary only in the patient's lifetime
First of two or more independent malignant or in situ primaries
Second 6two or more independent malignant or in situ primaries
(Actual sequence of this malignant or in situ primary)

Thirty-fifth of thirty-five independent malignant or igitu primaries.
Unspecified malignant or in sitsequence number or unknown

Sequence Numbers for NMalignant Tumors

60
61
62
87
88

Only one normalignant primary in the patient's lifetime

First of two or more independent nemalignant primaries

Second of two or more indeperdt nonrmalignant primaries

(Actual number of this primary)

Twenty-seventh of twentyseven independent nemalignant primaries
Unspecified number of neoplasms in this category

Recording Sequence Number

1. Code 00 onlyf the patient has a single malignant primary.

2. If the patient develops a subsequent malignant primary or in situ primary tuhnange
the sequence number for the first tumor from 00 to 01, and numédrsequent tumors
sequentially.

Example In Januar001, the registry assigns sequence number 00 to a patient
with malignant melanoma. The patient develops a second primary cancer of the
lung in July 2002. Assign sequence number 02 to the second cancer (lung).
Change the sequence number of the first caneealignant melanoma) to 01.

*Note: Reporting institutions are not required to forward a change sheet
to the VCR when changing sequence number from 00 to O1.

3. Code 60 only if the patient has a single foalignant primary.

4. If the patient develops a subsegnt nonmalignant primary, change the
sequencaumber of the first tumor from 60 to 61, and number subsequent-non
malignanttumors sequentially.

*Note: Reporting institutions are not required to forward a change sheet to
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the VCR when changing sequence ivemfrom 60 to 61.

5. If two or more malignant or in situ neoplasms are diagnosed at the same dss&n
the lowest sequence number to the diagnosis with the worst prognosis.diffesence
In prognosis is evident, the decision is arbitrary.

Example 1A patient enters the reporting institution with simultaneous carcinama
situ of the breast and invasive adsrarcinoma of the colon. Assigequence number
01 to the colon primayr and sequence number 02 to the breast primary.

Example 2A patient has saultaneous adenocarcimoa in situ in a colon polyp and
squamous cell carcinoma in situ in a vocal cordofssign sequence
numbers in any order, since both primaries have similar prognoses.

6. If two or more nommalignant neoplasms are diagnosed at #ame time, assign the
lowest sequence number to the diagnosis with the worst prognosis. If no difference in
prognosis is evident, the decision is arbitrary.

7. If an in situ tumor is followed by an invasive cancer in the same site more than two
months apartreport as two primaries even if stated to be a recurrence. The invasive
primary should be reported with the date of the invasive diagnosis. Assign sequence
numbers to both primaries with the in situ cancer being the first of the two. Reftre
Multiple Primary and Histology Coding Rut@smore specific information bgite.

8.¢KS &SI1jdzSyO0S ydzYoSNJ O2dzyia G KSredaldlést 8y (i C
the location(s) or institution(s) where those primaries were diagnasstitreated or
the date of diagnosis.

ExampleThe reporting institution diagnosed colon cancer. The patient Hastary of
kidney cancer diagnosed in 1980€eTdolon cancer is the secondidfK A & LJ G A Sy
primary cancers. Assign a sequence number 02 to colon cancer.

9. If the patient has a condition that was diagnosed prior to the condition begpgrtable
do not count that condition when assigning sequence number.

Example A patient was diagnosed with refractory anemia on June 25, 1999 (not
reportable until 2001) and #n was later cagnosed with acute myelogenolekemia
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on March 21, 2003 at your facility. Abstract only thetaomyelogenouseukemia and
assign a Sequence Number of 00.

10.Sequence numbers should be reassigned if the facility learns later of an unanedssio
tumor that affects the sequence.

11.The following sites/histologies are single primaries. Any reappearance of the original
disease is documented as a recurrence. Assign a sequence number to tiséease
occurrence. Do not assign another sequence banto any subsequertccurrences.

Examples:

Invasive transitional and papillary transitional cell carcinomas (&130) ofthe bladder
Invasive adenocarcinoma (8140) of the prostate

Kaposi sarcoma (9140/3) regardless of primary site

Non-malignant bran & CNS tumors of the same histology, same site, and same
laterality.

12 .Use the sequence number 99 when it igpmssible to estimate whether theatient has
been diagnosed with an earlier malignancy (primary). If more informédtemomes
available, changthe sequence number(s).

ExampleA patient is diagnosed in the reporting facility with cancer of the colon.

¢KS YSRAOFIf NBO2NR O2yidlAya GKS adraSySy
gland tumor removed. The patient does not know if the lesion wadriay I y (i ® €

Assign a 99 sequence number to the colon primary. The patient returns to the

reporting facility a year later for treatment of prostate cancer. The medical record

aléea a¢KS LI GASYd KlFra F KA&adG2NE 2F | YL f
seqgence number of the colon cancer from 99 to 02. Assign the sequence number

03 to the prostate cancer.

13.Do not enter fictitious sequence numbers. Fictitious sequence numbers harm the
scientific integrity of the data.

Namec Last NAACCR Item #2230

w3SO2NR GKS LI GASyGQa FdAdt tlrad ylrySe 52 y
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Recording Name Last

Truncate name if more than 40 letters long. Blank spaces, hyphens, andogghes are
allowed. Do NOT use other punctuation

Change To NameThis data item should be updated on the hospital abstract if the last
name changes and the change must be submitted to the VCR/@edvlanual Part
OneChanging Information

ExampleJanet White marries and becomes Janet Black. Change the last name tariglack
record White in the maiden name fielthrward the change to the VCR.

Suffixes andPrefixes Name suffixes when available must be entered in theNiatde-
Suffixand not included in thé&lame- Lastfield. Do not include name prefixes (e §ister,
Reverend, Brother, Dr) as part of the patient last name. Name prefixes aoolheited by
the VCR and must not be included in any of the required name fields.

Namec First NAACCR ltem #2240

Recording Namé&irst

1.

Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes are

allowed. DANOT use other punctuation

ExampleMary Jane is entered as Mary Jane.

2.

First Initial Only If the patient uses the initial of their first name and their fuiddle
YIEYSET SydGdSNI G§KS LiINakeSAfdifield Reedrd\e iniddlegmeinA | f
the Name- Middlefield.

Examplet 0 ASy(0Qa ylIYS Aa ad W2KY
(Name- First) =M
(Name- Middle) =John

Prefixes Do not include name prefixes (e.g., Sister, Reverend, Brotheaspart of the
patient first name. Name prefixes are not collectediy VCR and must
not be included in any of the required name fields.
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Namec Middle NAACCR ltem #2250
wSO2NR (KS LI GASYGQa YARRES yIYSo
RecordingNameMiddle

1. Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes
areallowed. Do NOT use other punctuation

2. Leave this item blank if the patient does not have a middle name or initial, or if the
middlename or initial is uknown. Do not recoradot applicableN/A or unknown

3. Do not useany punctuation.

Namec¢ Maiden NAACCR Item #2390

Record the maiden name of femadatients who are or have been married. This item is
useful for matching multiple records on the same patient.

Recording NaméVaiden

1. Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes
areallowed. Do NOT use other punctigan

2. Hyphens are allowed
ExampleThe last name is Gredvioss. Record as Gredvoss.

3. Leave this data item blank if the patient does not have a maiden name, informstion
not available, or it is not applicable to the patient as in the case of a maleoDecord
not applicablen/a or unknown

Namec Alias NAACCR ltem #2280

Record any alternate name or "AKA" (also known as) used by the patiembwh. This item
is useful for matching multiple records on the same patient.

Recording Namélias
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1. Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes
areallowed. Do NOT use other punctuation

2. Leave this data item blankthe patient does not have an alias or if the information is
not available. Do not recondot applicablen/a or unknown

3. Do not record maiden name in this field. It should be recorded irNthimeMaiden
field.

Guidelines for Recording Patient Address

The address is the home or residence named by the patient at the time he/she was diagnose:
Legal status and citizenship are not factors in residency decisioles & residency are
identicalto, or comparable with, the rules of the United States Cerawgau whenever

possible. BsolveNB & A RSy Oé |jdzSadAz2ya o6& dziAyheceldKS /
where he or she lives argleeps most of the time or the place the person considersthib

2 NJ K S NJ dza dzlStatistic 2uSnaay differfrdrderfsus rules. Do not record reside

from the death certificateReview each record carefully to determine correct resmke If

address at diagnosisumavailable, use current address.

Rules for Persons Without Apparent Residences:

Persons with Mordhan One Residence
(Summer and winter homes): Use the address the paseecifies if a usual residence is
not apparent.

Persons with No Usual Residence
(Transients, homeless): Use the address of the plageg were staying when the cancer
was diagnosedrlhis could be a shelter oreatdiagnosing institution.

Persons Away at School

College students are residents of the school aBxarding school children below

college levelare@@ A RSy 1a 2F GKSANI LI NBylaQ K2YSo
Persons in Institutions

The Census Bureaull 1 Sa Gt SNBR 2y a dofRENbed &gl £ £ &
O dza (aeRasidents of the institutio. This includes the following:

1. Incarcerated persons

Cc¢ VCR User Manual 202QAll Sections 48



N

Persons in nursing, convalescent, and rest hames

Persons in homes, schools, hospitals, or wardshie physically disabled,mentally
retarded, or mentally ill

Longterm residents of other hospitals, such as Veterans Administration (VA)
hospitals

Persons in the Armed Forces and on Maritime Ships:

Members of the armed forces are residents of the illateon area. Use the
statedaddress for military personnel and their famiMilitary personnel may use
theAyadlftlFradA2y I RRNBS&a 2abdreSskTBe CerndNE dz)
Bureau hasletailed residency rules for Naval personnel, Coagtr@® and

maritime ships. Refao the Census Bureau publications for these detailed rules.

Address at DiagnosisNo & Street NAACCR Item #2330

Record the number and street address of the patienssal resience at the time the tumor
wasinitially diagnosed. Patient address is used to provide census tract and other geocodes fao
incidence statistics and epidemiologic research. The VCR uses geocoding software for
automated assignment of geocodes. ilorease the rate of automated geocoding, improve

the quality of residence data, and enhance the specificity oflezgle information available

for research, addresses must conform to the following format rules.

Recording Addr At DxXNo & Street

1

2

. Leave @lank between numbers and words if space permits.

. The use of capital letters pgeferred.

Example103 First Avenue should be recorded as 103 1st AVE

If the patient has multiple tumors, the address may be different for each primary.

If no information is available on address at diagnosis, assume the current address was
also address at time of original diagnosis.

If the patient's current address is not known, record UNKNOWN only after all efforts to
obtainthis information prove unswessful.
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6. Do Not Update this data item if the patient's address changes over time.

7. Punctuation marks should be avoided, except when punctuation is necessary to convey
the meaning.

a. Punctuation normally is limited to periods when the period carmesaning (e.g., 39.2
RD), slashes for fractional addresses (e.g., 101 %2 MAIN ST) and hyphens when the
hyphencarries meaning (e.g., 288 MONTGOMERY AVE).

b. Pound signsThe use of pound signs (#) to designate address units should be avoided
whenever possile. The preferred notation is as follows:

ExampleAddress: 1234 Main St., ApartmeRéecord as: 123 4 MAIN ST APTF &2
pound sign is used, there must be a space betwte pound sign and secondary
number (e.g., 425 FLOWER BLVD # 72).

c. Do not use comn® semicolons, colons, dashes, question marks, exclamation
pointsapostrophes, parentheses, brackets, braces, quotation marks or asterisks (*)
whenrecording address.

8. Abbreviations: Enter complete street names without abbreviation. Abbreviate only
directional prefixes, directional suffixes and street type suffixes as included on the
following VCR lisGtandardized Abbreviations for Street Addrékse of abbreviations
for these terms will enable the entire street address to be recorded.

ExamplesiOl W PNE ST RICHMOND 23234 is in Chesterfield County 101 W PINE WA
RIGHMOND 23234 is in Richmond City

9. PO Box: Avoid using PO Box numbers in place of street address. Use of street address
necessary for more accurate geocoding.

ExampleAddress: P.O. B&0, 221 Springfield Record as: 221 SPRINGFIELD RD
10.Postal Route Numbers: Avoid using postal route numbers in place of street address.
Confirm the house number is not part of the postal routee 0§ street address is

necessaryor more accurategeocoding.

11 Apartment Numbers or Letters: Enter apartment numbers or letteSddress at
DXSupplementdield.
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12 .Intersections: Use one of the following formats when an intersection is used in place of

astreet number:
ExampleSMITH AND JONES ST (not Sts or Streets)

SMITH ST AND JONES ST
SMITH AT JONES

13.Nursing Home or Other Institiain: If residence is a nursing home or other institution,
enter the street address given in this field. The name of the institution should be
enteredin the Address at DX Supplementiaid.

VCR Standard Abbreviations for Street Address

Directional Prefix or Suffix Abbreviations

Prefix/Suffix Abb Prefix/Suffix Abb Prefix/Suffix Abb Prefix/Suffix Abb
Morth N East E Mortheast MNE Southeast SE
South S West W Morthwest NW Southwest SwW

Street Prefix Abbreviations

Prefix Abb Prefix Abb Prefix Abb Prefix Abb
Avenue AV, AVE Camino CMMN Paseo PAS Via ViIA
Boulevard BLVD Circulo CIR Place/Placita PL Vista VISTA
Calle CLL Corte cT Plaza PLZ

Caminito CMT Drive DR Rue RUE

Street Suffix Abbreviations

Suffix Abb Suffix Abb Suffix Abb Suffix Abb
Alley AL Crossing { G Overpass OVPS Square 5Q
Alley ALY Drive DR Park PARK Street 5T
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Arcade ARC Expressway | XWY Parkway PKWY Terrace TER
Avenue AV, AVE Expressway | XY Parkway PKY Trafficway FWY
Boulevard BLVD Freeway FRWY Pass PASS Throughway  THWY
Bypass BYP Freeway FWY Path PATH Trail TRL
Calle CLL Gardens GDNS Pike PKE Turnpike TPKE
Causeway CSWY Highway HWY Place PL Underpass UNP
Center CTR Lane LA Plaza PLZ Walk WALK
Circle CIR Loop LOOP Road RD Way WY
Concourse CONC Mews MEWS Row ROW

Court CcT Motorway MTWY Rue RUE

Crescent CRES Oval OVAL Skyway SKWY
Addr at DX¢ Supplemental NAACCR Item #2335

Record additional address information such as the name of a plaeeibty (e.g., a nursing
homeor name of an apartmertomplex) at the time of diagnosis.

Recording Addr at Dg Supplemental

1. If additional address space is not needed, leave blank.

252 b20 !'LWRFIGS dKAA RFEGF AO0SY AT VEGKS LI
Manual SectionThree, Guidelines for RecorgliRatient Addrestr detailed residency
rules.

Addr at DX¢ City/Town NAACCR Item #70
WwWSO2NR (KS OAGe 2N l2s6y 2F (GKS Lltdy Sydoa

RAF3IYy2aSR®PECKS | RRNXSaa Aa | LINIG 2F GKS LI
provide aeferral pattern report and allow analysis of cancer clusters or environmental studies.
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Recording Addr at DRity

1. Do Not UpdateghisdataA 1 SY A F (GKS LI GASydQa | RRN.
this data item would destroy its usefulness. S8R Manual Sectidrhree,
Guidelines-or Recording Patient Addrdses detailed residency rules.

2. Rural area If the patient resides in a rural are@cord the name of the city or

town usdl in his or her mailing address.

Punctuation Do not use punctuation, special characters, or abbreviations.

Capital LettersThe use of capital letters is preferred.

Multiple TumorsIf the patient has multiple tums, the address may be different

for each primary.

6. Unknown If the city is not known, record UNKNOWN only after all efforts to
obtain thisinformation prove unsuccessful.

7. No Information If no information is available on address at time of diagnass,
current address.

ok ow

Addr at Dx¢ State NAACCR lter#80

Record the US postal service abbreviation for the state or Canadi® OA y OS 2 F (i K
usualresicenae when the tumor was diagnosed.

¢KS [ RRNX&&a Aa LI NI 27F (KS ultigle GsksSlyill QravidReS Y 2
referral pattern report and allow analysis of cancer clustersrovironmental studies. Do not
dzLJRF GS GKAA&a REFEGEF AGSY AT GK&Sangihgihs Baaitedna | R
would destroy its usefulness. SR Manual Sectidihree, Guidelines for Recording Patient
Addresdor detailed residency rules.

Recording Addr at D3tate

1. Multiple Tumorslf the patient has multiple tumors, theddress may be different for
eachprimary.

2. DoNotUpdatéi KA a RFEGF AGSY AF GKS LI GASydQa |
data item would destroy its usefulness. S&ER Manual Sectidrhree, Guidelines for
Recording Patient Addrefs detailed residency rules.

3. Abbreviations Only abbeviations on the followingables are acceptable.
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Abbreviations US State®osessionsand Canadian Provinces

Code Label Code Label Code Label
AL Alabama MB Manitoba PW Palau
AK Alaska MH Marshall Islands PA Pennsylvania
AB Alberta MD Maryland PE Prince Edward Island
AS American MA Massachusetts PR Puerto Rico
Samoa
APO/FPO Armed .
AA Services America MI Michigan QC Quebec

APO/FPO Armed i ) .

AE Services Europe FM Micronesia 77 Residence unknown.
Resident of a country
other than the U.S.
(including its

AP APO_/FPO Arr_n_ed MN Minnesota XX territories,

Services Pacific commonwealths, or
possessions) or Canac
and thecountry is
known

Resident of a country
other than the U.S.
(including its

AZ Arizona MS Mississippi YY LEITiones,
commonwealths, or
possessions) or
Canada and the
country isunknown
Resident of Canada

AR Arkansas MO Missouri CD and the province is
unknown
Resident of the U.S.
(including its

BC British Columbia MT Montana us territories,
commonwealths, or
possessions) and the
state isunknown

CA California NE Nebraska RI Rhode Island

C¢ VCR User Manual 202QAll Sections 54



CD Sr?l?r? (;jv(\;ll;]province NV Nevada SK Saskatchewan
CO Colorado NB New Brunswick SC South Carolina
CT Connecticut NH New Hampshire SD South Dakota
DE Delaware NJ New Jersey usS lLJJ:lI(tr? (()jWSntates, state
DC District of Columbia | NM New Mexico TN Tennessee

FL Florida NY New York TX Texas

GA Georgia NL T:t\)/\;?duonrdland and uT Utah

GU Guam NC North Carolina VT Vermont

HI Hawalii ND North Dakota VI Virgin Islands
ID Idaho NT Northwest Territories | VA Virginia

IL lllinois NS Nova Scotia WA Washington

IN Indiana NU Nunavut wv West Virginia
A lowa OH Ohio Wi Wisconsin

KS Kansas OK Oklahoma wy Wyoming

KY Kentucky ON Ontario YT Yukon

LA Louisiana OR Oregon

ME Maine UM Outlying Islands

Abbreviations Other

Other Country or Unknown

Abbv

Resident of a country other than the US (including its territories,commonwealths,or posessio| XX
Canada and the country is known

Resident of a country other than the US (including its territories,commonwealths,or posessio| YY
Canada and the country is unknown

residence unknown

Resident of US, NOS (including its territories,commonwealths,or posessions);Canada, NOS; ZZ
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Addr at Dx¢ Postal Code NAACCR Item #100

C2NJ ! { NBaAaARSYlazsz -dygiBestendd posth(Z3) dallie iviies tfidit@rior y A |
wasdiagnosed. The addressisapartiok S LJ 0 A Sy (0 Qa nRI&myraAulliNg ussk A O
It will provide a referral pattern report and allow analysis of cancer clusters or environmental
studies.

ExampleThe extended postal code 6062¥97 is recorded as 606112797.
Recording Addr At DRcstal Code

1. Only FiveDigits Available When the ninedigit extended code is unavailable, record
the fivedigitpostal code.
ExampleWhen only five digits, 60611, are available, record 60611

2. Canadian ResidentsFor Canadian residents, record the-sharacter postal code as
noted below.

3. Hyphens; Donotrecord hyphens.
4. DoNotUpdatel KA & RFGlF AGSY AT LI GASYdQa | RRNI
item would destroy its usefulness. SEE€R Manual Sectidrhree, Guidelines for

Recording PatierAddresdor detailed residency rules.

5. Multiple Tumorsg If the patient has multiple tumors, the posdteode may be different
for eachprimary.

6. Other countries; When available, record the postal code for other otiies.
7. Unknown Postal Codelf the street address, city and staare known, but the postal

codeis unknown, the following US Postal Service's Web site may be used to determine
the correct postal codehttp://www.usps.com/

8. Unknown Address If street address, city, state and postal code are unknown and the
information cannot be obtained from any other sources, use codes noted below.
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Codes and Definitions

Code Definition
When the nine-digit extended US Zip code is not available, record the five-digit postal

23219_ _ _ _ code, left justified, followed by four blanks

MEG2S8 The patient’s six-character Canadian postal code left justified, followed by three blanks

232888888 Permanrent address in a clnuntry other than Canada, United States or US
possessions and postal code is unknown

999999999 Permanent address in Canada, United States, or US possession and postal code is
unknown. Permanent address (street, city and state) is totally unknown

County at Diagnosis NAACCR Item #90

WSO2NR GKS O2dzyie 2F (GKS LiofiwasSdagnasad. Danalzt f
updatel KA & RI0OF AGSY AT dénkechandesi A Sy G Qa O2dzy i@

Recording County at Dx
1. If the patient has multiple tumors, the county may be different for each primary.
2. This data item must contain the specific county at diagnosis. If the city and state are

known, but the county is unknown, the followimgeb site may be used to determine
the correct countyhttp://www.melissadata.com/Lookups/addressverify.asp

3. If the patient is a Virginia resident, the specific coumtystbe recorded.
Record the county at diagnosis using county codes issued by the Bureau of Standards
the Federal Information Processing Standards (FIPS). The FIPS codes focbingfiieis
are listed inVCR Manual Appendix F, Federal Information ProceSsamglardsKIPS)
and are generally incorporated into abstracting software.

4. If the patient resides in a state other than Virginia, in Canada, or in a US possession, th
specific county is not required and should be coded to 998.
5. Record 999 when the patient is a rtE resident.
Medical Record Number NAACCR Item #2300

Record the patient's medical record number. The medical recordoeuns a patient
identificationnumber usually assmgd by the reporting facility.
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Recording Medical Record Number

1. This item is used to locate the medical record. It may also be used to link records and
should be recorded exactly as it is recorded on your Disease Index.

2. If the medical record number is fewtran 11 characters, right justify theharacters
and allow leading blanks.

ExampleMedical record number 811234 would be recorded

8/1(1/2(3|4
3. Record standard abbreviations for departments that do not use medical record
numbers.
Examples: Radiation Therapy
HEEEEEEELE

Oneday surgery clinic

S|U

4. If the medical record number is unknown, record

U|N|K

Social Security Number NAACCR Item #2320

WSO2NR (GKS LI GASydQa {20AFf {SOdzNAG& bdzyo
Recording Social Security Number

1. Providing a social security is mandated by the Cddérginia. See Appendix ### for
the Code.

2. When a patient does not have a Social Security Number, or the information is not
available, record 999999999. DO NOT make up a social security number to denote
unknown.

3. Itis important to enter the correct So¢i&ecurity Number since this data item is
used for record linkage to match patients at the VCR as well as to match VCR
AYF2NNXNEGA2Y gAGK GKS {20AFf {SOdzNAG& bd
entries for missing values and transpositions. Doreobrd Social Security Numbers
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GKIFd SYR ¢6A0K . 2NJ 5 ¢KSasS FNB (K a LJ2

4. According to how a Social Security Number is assigned by the Social Security
Administration, the following are invalid entries:

a. First three digits cannat 000 or 666

b. Fourth and Fifth digits cannot = 00

c. Last four digits cannot = 0000

d. First digit cannot = 8 or 9 unless entire SSN is unknown (999999999)

5. If a correction is made to the Social Security Number, a change sheet must be
submitted to the VCRSeeVCR Manual Sectiddne, Changing Information

Birthplaceg State NAACCR Item #252

wSO2NR (KS LI GASydQa LIX I OS 2 Tedudl dhie Heliverg ti A &
special populations and to identify populations at special risk for certain cancers. It
corresponds to

Recording Birth Place

1. State of Birthg If the patient was born in the United States, record the state of birth.
2. SEER GemodescwW S O2 NR (G KS LJ (A Sy (i 8GR Maliu#ippé&hding
G, SEER G&mwdesThese codes include states of the United Statesedlsas
foreign countries.

a. Use the most specific code possible.

b. These codes are generally incorporated in abstractoftvare.

c. At the time SEER assigned geadles in the 1970's, the United States owned
or controlled islands in the Pacific. Many of these islands are now
independent. Some are controlled by countries other than the United States.
The original codes are uséat these islands to preserve historic
information. The names have been annotated to show the new political
designation. The alphabetic list displays the correct code.

Cc¢ VCR User Manual 202QAll Sections 59



Codes and Definitions
Code | Definition
If the state in which the patient was born is Virginia, then use the USPS code for the state

VA of Virginia

XX Born in a country other than the US (including its territories, commonwealths, or
possessions) or Canada and the country is known

vy Born in a country other than the US (including its territories, commonwealths, or
possessions) or Canada and the country is unknown

US Born in a country other than the US (including its territories, commonwealths, or

possessions) and the state is unknown
cD Born in Canada and the province is unknown
Zz Place of birth is unknown, not mentioned in the patient record

Birthplaceg Country NAACCR Item #254

Record the country where the patient was born. The codes are based on International
Organization for Standardization (1ISOaplha3country codes, with some custom codes.

1. This itentorresponds to Birthplace State.
2. Use the most specific code

Examples:
Code Country
USA United States
CAN Canada
Z2ZU Place of birth is unknown, not mentioned in patient record
Date of Birth NAACCR Item #240

A

wWSO2NR (KS LI GASYGQa RIFIGS 2F 06ANIK
Recording Birth Date
1. Date Format Record date in year, month, day format (CCYYMMDD). Record the
year irthe first four spaces, the month in the fifth and sixth spaces and the day in the
last twospaces. A zero must precede sindlgit months and days. S8R Manual,
SectionThree,General Instructiomsr allowable values.

ExampleRecord June 30, 1906 43060630.
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2. Date Unavailable, but Age KnowiWhen age is known, estimate year of birth when
furtherinformation is not available. It is better to estimate than to record as an
unknown year.

Example 1The patient is 60 years old when diagnosed on Juné9%,. The
medical record does not have a birth date. Record unknown month (blank) and day
(blank). Estimate the year as 193641936).

Example2w S O2 NR G KS LI { A Sy92whenkhle inétlicagrdcoréd A NJi
contains only the year of birth (192

3. Unknown Month, Day and/or Yeagilf date is not known, leave the field blank. If
only
part of the date is known, record what is known and enter approximations for month
and/or year if descriptions are available or blank for what is unknown. No
approxmationof day is acceptabl€&ictitious dates or default values are not
acceptable to be entered fononth, day, or year

a. If the data of birth cannot be determined at all, record the reasoBate of Birth
Flag.

4. Beginning in 2010, the way dates a@aransmitted between facility registries and
centralregistries was changed to improve the interoperability or communication of
cancerregistry data with other electronic record systems. Registry software may
display datesn the traditional manner or in thinteroperable format. Traditional
dates are displayed IMMDDCCYY form, with 99 representing unknown day or
month portions, and 9999999@presenting a completely unknown date.
Interoperable dates are displayed@CYYMMDD formyith the unknown portions
of the date filled with blank spacel§ adateis entirely blank, an associated date flag
Is usedo explain the missing date. Flags are not

used for softwaregenerated dates.

a. For more information regarding dates, please $ginia Cancer Registry
Manual, Part Three: Data Item Instructions, General Information, Coding Dates
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Date of Birth Flag

NAACCR Item #241

This flag explains why there is appropriate value in the corresponding date fielthte of

Birth.

Recording Date of Birth Flag

1. Leave this item blank Date of Birthhas a full or partial date recorded.
2. Code 12 if thdate of Birthcannot be determined at all.

3. Registrars should enté¢his data item directly (when appropriate) even if the
traditional form of data entry is used in the software.

The following table illustrates the use of the date flag and the traditional and interoperable

date formats for codingpate of Birth Flagni KS Gl 6t S 0SSt 26> GKS
to represent each blank space.
Description Traditional Date of Interoperable Date of Birth Date of Birth
Birth Flag
Date entered in MMDDCCY Date entered in CCYYMMDD
sequence; unknown sequence, leaving unknown portions
portions represented by 99 blank (spaces); omit the date if the
or 9999 date is completely unknown or not
applicable.
Full date known MMDDCCYY CCYYMMDD bb
(example: 02182007) (example: 20070218)
Month and year MM99CCYY CCYYMMbb bb
known (example: 02992007) (example: 200702bb)
Year only known 9999CCYY CCYYbbbb (example: bb
(example: 99992007) 2007bbbb))
Dateis 99999999 bbbbbbbb 12
unknown (example: 99999999) (example: bbbbbbbb)
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Sex NAACCHRem #220
Record the patig 1 Q& & SE @

Codes and Definitions

Code | Definition

Male

Female

Other (Hermaphrodite)
Transsexual, NOS

Transsexual, natal male

Transsexual, natal female
Not stated/Unknown

O |lAeE|WIN]|E

Special Instructions

1. Sexmustbe documented in the PE Text field

2. Codes of 3 through &quiresdocumentation in the PE Text field

3. These codes may be used in cases prior to 2015

4. Transsexual, NOS may be used for gases if natal sex is unknown

Spanish/Hispanic Origin NAACCR Item #190

Record the Spanish/Hispanic origin. This item identifies persoBpanfish or Hispanic
ethnicity.This code is used by VCR to identify whether or not the person sheudthssified as
G A& Ll pufpasés offc@lalhting cancer rates. Hispanic populations haesentitf
patterns of occurrence afancer from other populations that may be includedhe White
category (01) oRace throughRace 5.
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Codes and Definitions

Code| Definition

0 Non-Spanish, Non-Hispanic

1 Mexican (includes Chicano)

2 Puerto Rican

3 Cuban

4 South or Central American (except Brazil)

5 Other specified Spanish/Hispanic origin (includes European)

Spanish, NOS; Hispanic, NOS; Latino, NOS; (There is evidence other than surname or maiden

6 name that the person is Hispanic, but he/she cannot be assigned to any category of 1 - 5)
Spanish surname only (the only evidence of the person’s Hispanic origin is surname or maiden

7 name and there is no contrary evidence that the person is not Hispanic

8 Dominican Republic

9 Unknown whether Spanish or not

Recording Spanish/Hispanic Origin

1. A person of Spanish/Hispanic origin may be any race, but these categories are
generally not used for Native Americans, Filipinos, oetlwho may have Spanish
names.

2. Code 0 (Nospanish; nofHispanic) for Portuguese and Brazilian persons.

3. If a patient has multiple tumors, all records should have the same code.

4. If this information is not available, referent& Toolkit forCollecting Race,

Ethnicity, and Primary Language Information From Patiemg#iich was developed

by the Health Research Educational Trust providing guidance on how to collect this

information during patient registration. This resource is available at thevitng link
and should be shared with personnel responsible for patient registration throughout
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your facilities: http://www.hretdisparities.org/

Race NAACCR Item #160,161,162,163,164
Race 1, Race 2, Race 3, Race 4, Race 5

WSO2NR GKS [ LIINPLINAIFGS O2RS& T2NJ GKSandJ G A
Race 5. Race is coded separately from Spanish/Hispanic Origin.

Codes 0& 13 became effective with diagnoses January 1, 1988 and after. Code 14 became
effective with diagnoses January 1, 1994 and later. In 201& 88 w3as converted to the
newcode B, and codes 16 and 17 were added. Codes 2D becameeffective with

diagnoses on oafter January 1, 1991.

Codes and Definitions

Code | Definition Code | Definition
01 White 17 Pakistani
02 Black 20 Micronesian
03 American Indian, Aleutian, or Eskimo (includes all Chamorro/Chamoru
indigenous populations of the Western hemisphere) 21
04 Chinese 22 Guamanian, NOS
05 lapanese 25 | Polynesian, NOS
06 Filipino 26 | Tahitian
07 Hawaiian 27 Samoan
08 Korean 28 Tongan
09 Retired — DO NOT USE 30 Melanesian, NOS
10 Vietnamese 31 | Fiji Islander
11 Laotian 32 New Guinean
No further race documented (Do Not use in
12 Hmong 88 | pace 1)
Other Asian, includes Asian NOS, &
13 Kampuchean, includes Khmer & Cambodian 96 | oriental NOS
14 Thai 97 | Pacific Islander, NOS
15 | Asian Indian or Pakistani, NOS (formerly code 09) 98 | other
16 Asian Indian 99 Unknown
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Recording Race

Race 1 is the field used to compare with race data on cases diagnosed prior to January 1,
Hnnn o igandytedwitlBpanish/Hispanic OrigiBoth items must be recorded. All
tumors for the same patient should have the same race code(s).

Single Race

1. If only one race is reported for the patient, in Race 1 enter the race code d&atm 2
through Racé, enter 88.

2. A specific race code (other than 88 or 99) must not occur more than once.

Example 1if the patient's race is listed as white, in Race 1 enter 01 and in Race
2 through Race 5 enter 88. Do not code 01 in Race 1 signifying one parent and
Olagain in Race 2 for other parent.

Example 2A patient was born in Mexico of Mexican parentage. Ca=R a$1 and
Race 2 through Race 5 as 88.

Multiple Races

1. Code primary race(s) of the patient in fields Race 1, Race 2, Race 3, Race 4, and
Race 5. fie five race fields allow for the coding of multiple races consistent with
the Census 2000. RulessZurther specify how to code Race 1 through Race 5.

2. If less than five specific race codes apply for a patient, code 88 in the remaining
race fields.

Exanple: A patient has a Hawaiian father, black mother, Japanese
grandfather, and Korean grandmother. Code Race 1 as 07 Hawaiian, Race 2
as 02 Black, Race 3 as 05 Japanese, Race 4 as 08 Korean, and Race 5 as 88.

3. If a person's race is a combination of whitedaany other race(s), code the
appropriate other race(s) first and code white in the next race field.

4. If a person's race is a combination of Hawaiian and any other race(s), code Race

1 as 07 Hawaiian and code the other races in Race 2, Race 3, RacRdcandas
appropriate.
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ExamplePatient is described as Japanese and Hawaiian. Code Race 1 as 07,
Hawaiian, Race 2 as 05 Japanese, and Race 3 through Race 5 as 88.

5. If the person is not Hawaiian, code Race 1 to the first statedwiate race (02
98).

ExamplePatient is stated to be Vietnamese and Black. Code Race 1 as 10
Vietnamese, Race 2 as 02 Black, and Race 3 through Race 5 as 88.

6. If the patient's race is determined on the basis of the races of relatives, there is no
priority to coding race, othethan to list the noAwhite race(s) first.

ExampleThe patient is described as AsiAmerican with Korean parents.
Code race as 08 Korean because it is more specific than 96 Asian, NOS. Code
Race 2 through 5 as 88.

No Race Stated

1. If no race is stateth the medical record, or if the stated race cannot be coded,
review the documentation for a statement of race category.

Example 1Patient described as a black female in the physical egansultation
or nursing notes, Code Race 1 as 02 Black and RapeughRace 5 as 88.

Example 2Patient describes herself as mutticial (nothing more specifienhd
nursing notes say 'Africamerican.' Code Race 1 as 02 Black and Réwewh
Race 5 as 88.

Example 3Patient states she has a Polynesian motost Tahitian fatherCode
Race 1 as 25 Polynesian, Race 2 as 26 Tahitian and Race 3 througlas@8e

2. If race is unknown, not stated in the medical record, or not stated specifically,
refer to the racespecific guidelines below. If none apply, codedra through
Race 5 aanknown (99). Do not use patient name in determining race.

RaceSpecific Guidelines

1. White (01) includes Mexican, Puerto Rican, Cuban, and all other Caucasians.
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2. Black (02) includes the designations Negro or Afrisarerican.

3. Native American (03) should be used for any person stated to be Natnegican
or [western hemisphere] Indian, whether from North, Central, South,atin
America.

4. is based on birthplace information when place of birth is given as Clapan, or
the Fhilippines and race is reported only as Asian, Oriental, or Mongolian.

Exampleif the patient's race is recorded as Asian and the place of birth
isrecorded as Japan, code Race 1 as 05 Japanese and Race 2 through R8&ce 5 as
5. Do not code Asian in a sulipeent race field if a specific Asian race has already
beencoded.
Use of Code 88 (No further race documented)

1. Code 88 is valid for Race 2 through Race 5; it is not valid for Race 1.

2. If Race 2 is coded to 88, then Race 3 through Race 5 must be cagied to
Use of Code 99 (Unknown)

1. If the patient's race is unknown, enter 99 in Race 1 through Race 5.

2. If any race equals 99 then all race codes (Race 1, 2, 3, 4, and 5) must equ
99.

Special Instructions

Race must be recorded in the PE Text field. B racinknown, it should be recorded as such
in the text field.

Reference
"A Toolkit for Collecting Race, Ethnicity, and Primary Language Information from
Patients"is a reference developed by the Health Research Educational Trust providing

guidance orhow to collect this information during patient registration. This resource is
available at the following link and should be shared with personnel responsible for patient
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registration throughout your facilities:

http://www.hretdisparities.org/

Primary Payer at Diagnosis NAACCR Item #630

Record the patient's primary payer/insurance carrier at the time of initial diagnosis and/or
treatment.

This item is used in financial analysis and as an indicator fditygaad outcome analyses.
JointCommission on Accreditation of Healthcare Organizatid@&HO) requirdlse patient
admissiorpage to document the type of insurance or paymstrticture that will cover the
patient whilebeing cared for at the facility.

Recording Primary Payer at Diagnosis

1. If the patient is diagnosed at the reporting facility, record the payer at the time of
Diagnosis

2. If the patient is diagnosed elsewherethe payer at the time of diagnosis is nhot known,
record the payer when the patient is initially admitted for treatment

33.WSO2NR GKS (el 2F Ayads2NIT yOS NBLER2NISR ;
4. Codes 21 and 6568 are to be used for patients diagnosedarafter January 1, 2006

5LF Y2NBE GKIyYy 2yS LI @SN 2N AyadzNy yOS OF |
page,record the first

6. LT GKS LI GASYGQa LI &SN 2NJ AyadzNF yoS OF |
code.
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Codes and Definitions

Code Definition

01 Not Insured- Patient has no insurance and is declared a charity write-off.

02 Not Insured, Self-Pay- Patient has no insurance and is declared responsible for charges.

10 Insurance, NOS- Type of insurance is unknown or other than types listed in codes 20, 21, 31, 35,
60-68.
Private Insurance: Managed Care, HMO, or PPO- An organized system of prepaid care for a

20 group of enrollees usually within a defined geographic area. Generally formed as one of four
types: a group model, an independent physician association (IPA), a network, or a staff model.
"Gatekeeper- model" is another term for describing this type of insurance.

2 Private Insurance: Fee-for-Service- An insurance plan that does not have a negotiated fee
structure with the participating facility. Type of insurance plan not coded as 20

31 Medicaid- State government administered ins for persons who are uninsured, below poverty
level, or covered under entitlement programs. Medicaid other than described in code 35.

35 Medicaid-Administered through a Managed Care plan- Patient is enrolled in Medicaid through
a Managed Care program (e.g. HMO or PPQO). The managed care plan pays for incurred costs.
Medicare without supplement, Medicare, NOS- Federal government funded insurance for

60 persons who are 62 years of age and older, or are chronically disabled (SOCIAL SECURITY
insurance eligible). Not described in codes 61, 62, or 63.

61 Medicare with supplement, NOS — Patient has Medicare and another type of unspecified
insurance to pay costs not covered by Medicare.

62 Medicare-Administered through a Managed Care Plan- Patient is enrolled in Medicare through
a Managed Care plan (e.g. HMO or PPQ). The Managed Care plan pays for all incurred costs.

63 Medicare with private supplement- Patient has Medicare and private insurance to pay costs not
covered by Medicare.

64 Medicare with Medicaid eligibility- Federal government Medicare with State Medicaid
administered supplement.
TRICARE- Department of Defense program providing supplementary civilian-sector hospital and
medical services beyond a military treatment facility to military dependents, retirees, and their

65 dependents
Formerly CHAMPUS (Civilian Health and Medical Program of the Uniformed Services)

66 Military- Military personnel or their dependents who are treated at a military facility.

67 Veterans Affairs- Veterans who are treated in Veterans Affairs facilities.
Indian/Public Health Service- Patient who receives care at an Indian Health Service facility or

68 another facility, and the costs are reimbursed by the Indian Health Service.
Patient receives care at a Public Health Service facility or at another facility, and medical
costs are reimbursed by the Public Health Service.

99 Insurance Status Unknown- It is unknown from the patient's medical record whether or not the
patient is insured.
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Textg Usual Occupation NAACCR Item #310

WSO2NR (KS LI GASYGQa dzadzZ £ 200dzldr A2y S GK
LI GASYy G Qa 62N Ay Athistdn®S 0ST2NBE RAFIy25Aa 2

This data item is used to identify new wendated health hazards, serves as an additional
measure of socioeconomic status, and identifies occupational groups in which cancer
screening or prevention activities may be beneficial.

Usual occpation is defined identically as on death certificates and conforms to the 1989
revision of the US Standard Certificate of Death.
Recording Text/sual Occupation

1. Do not record retired.

2. If usualoccupation is not available or is unknown, recordide G A Sy G Q& O dzNN
recent occupation or any known occupation.

3. Update this data item if better information is obtained as to the usual occupation of the
patient. However, it is not the responsibility of facility abstractors to update abstracts
with information provided on death certificates. Comparison with death certificate
information is the function of the VCR.

4. If the patient was a housewife/househusband and also worked outside the home most
of her/his adult life, record the usual occupation adesthe home. If the patient was
a housewife/ househusband and did not work outside the home for most of her/his
adultlife, recordhousewifeor househusband

5. If the patient is not a student or housewife and never worked, recmaer workeds
the usualoccupation.

6. If no information is available, recorthknown

7. This data item cannot be blank unless the patient is under 14 years old. It applies only t
patients who are 14 years or older at the time of diagnosis. For patients under the age
of 14, leave lank.

8. ¢KS LI GASY(iQa 200dzLJ GA2Y Yl & 0S5 Hgodgy R 2

and physical or consuleports in the medical record
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Textq Usual Industry NAACCR Item #320

Record the primary type of activity carried on by the business/industry where the patient was
employed for the most number of years before diagnosis of this tumor.

Both occupation and business/industry are required to acéutaf @ RSAONAR OGS |y
occupation. These data items are used to identify new weltlted health hazards, serve as

an additional measure of socioeconomic status, and identify occupational groups in which
cancer screening or prevention activities nisgybeneficial.

! adzl AYRdAzAGNER ol faz2 {y2e6y la alAYR 2F 06dz
certificates and conforms to the 1989 revision of the US Standard Certificate of Death.

Recording Text/sual Industry

1. Be sure to distinguish asmg manufacturing wholesaleretail, andservicecomponents
of an industry that performs more than one of these components.

2. If the primary activity carried on at the location where the patient worked is
unknown, it may be sufficient to record the nametloé company (with city or town)
for which the patient performed his/her usual occupation. In these situations, if
resources permit, the VCR may be able to use the employer name and city/town to
determine the type of activity conducted at that location.

3. If current or most recent occupation, rather than usual occupation was recorded, record
GKS LI GASY(iQa OdaNNByd 2N yz2aid NBOSyid od

4. Update this data item if better information is obtained as to the usual industry of the
patient. However, it isiot the responsibility of facility abstractors to update abstracts
with industry information provided on death certificates. Comparison with death
certificate information is the function of the VCR.

5. There must be an entry for usual industry when any oatiop is reported. If no
information is available regarding the industry in which the reported occupation was
carried out or the occupation is unknown, recandknown

6. This data item cannot be blank unless the patient is under 14 years old. It appla®

patients who are 14 years or older at the time of diagnosis. For patients under the age
of 14, leave blank
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Cancer ldentification

Class of Case NAACCR Item #610

Class of Cagivides cases into two groups. Analytic cases (codes2?) are those that are
NBIljdZANBR o6& [/ 2/ G2 0SS I 06aidN) Ol SRilitygrSGhadizigS
the cancer. Analytic cases are grouped accortinipe location & diagnosis and first course
of treatment. Nonanalytic cases (codes @89 and 99) must belstracted for submission to
the VCR. Nonanalytic cases are grouped according to the reasareatpvho received care at
the facility is nonanaftic. Use January 1, 1990 as the reference date. & Manual Section
One,Reference Date

Recording Class of Case

1./ 2RS GKS /flFlaa 2F /1asS GKIFIGd Yz2aid LINBOA
facility.

2. Code 00 applies only when it is knottrxe patient went elsewhere for treatment. If it is
not known that the patient actually went somewhere else, code Class of Case to 10.

3.LG A& LRaaAots GKFEG AyF2N¥EdGA2Yy F2NJ O2F

first course of care. If thatezurs, change the code accordingly.

4.''aS Oflaa 2F OFLasS onmn 2NJoc G2 NBLERZ2NI oS

5, 0kiyNI yaAardé OFNB A& FIABSY G2 F LI GASY
practitioner for continuity of care. Hse cases do NOT have to be reported to the VCR.

6. If a patient presents to your ER and expires and the physician writes a diagnosis of

cancer ashe principle or secondary cause of death, code as active disease. This MUST

be sent to theVCR.
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Codesand Definitions

Analytic Classes of Case

Initial Diagnoses at Reporting Facility

00 | Initial diagnosis at reporting facility AND all treatment or a decision not to treat
done elsewhere

10 | Initial diagnosis at the reporting facility or in an offafea physician with admitting
privileges AND part or all of'tourse treatment was at the reporting facility, NOS

11 | Initial diagnosis in an office of a physician with admitting privileges AND pait of
course treatment was done at reporting facility

12 | Initial diagnosis in an office of a physician AND part of first course treatment or]
decision not to treat was done at the reporting facility

13 | Initial diagnosis at the reporting facility AND part &fcburse treatment was done
at the reporting fa&ility; part of first course treatment was done elsewhere

14 | Initial diagnosis at the reporting facility AND &licburse treatment or a decision
not to treat was done at the reporting facility
Initial diagnosis Elsewhere

20 | Initial diagnosi®lsewhere AND all or part of'tourse treatment was done at
reporting facility, NOS

21 | Initial diagnosis elsewhere AND part &fcburse treatment was done at reporting
facility; part of 2 course treatment was done elsewhere

22 | Initial diagnosis emwvhere AND all®icourse treatment or decision not to treat wa

done at the reporting facility

Class of Case REQUIRED TO BE REPORTED BY VCR

Patient appears in person at the reporting facility

30 | Initial diagnosis and alF'course treatment elsewhere AND reporting facility
participated in diagnostic workup (for example: consult only, treatment plan only
staging workup after initial diagnosis elsewhere)

31 | NOT reportable

32 Diagnosis AND alf'tourse treatment providedlsewhere AND patient presents af
reporting facility with disease recurrence or persistence (active disease)

33 | Diagnosis AND all 1st course treatment provided elsewhere AND patient presel
reporting facility with disease history only

34 | Type of caseequired by VCR to be accessioned (for example: squamous

intraepithelial lesiong SIL) AND initial diagnosis AND part or alFlafdurse

treatment by reporting facility
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35 |/ AaS RAIF3Iy2aSR 0STF2NB LINPINI YQ&a NBT
January 1, 1995 AND all or part of dourse treatment by reporting facility

36 | Type of case required by VCR to be accessioned (for example: high grade
intraepithelial neoplasia) AND initial diagnosis

37 |/ 1AaS RAIF3IYy2aSR 0ST2NBE dittRCRMdferelréa datdBf T
January 1, 1995 AND all or part &fcburse treatment by facility

38 | Initial diagnosis established at autopsy at the reporting facility, cancer NOT
suspected prior to death

Patient does not appear in person at reportingdgity

40 Diagnosis AND alf'tourse treatment given at the same staff physician office
41 | Diagnosis AND all 1st course treatment given in two or more different offices of
physicians with admitting privileges

42 Nonstaff physician or noil€OGaccredited clinic or facility, not part of reporting
facility

43 | Pathology or other lab specimens only

49 Death certificate only (DCO)

99 Nonanalytic case of unknown relationship to facility

Examples:

a. Patients from an unaffiliated, frestandingclinic across the street that
hospital voluntarily abstracts with its cases because many physicians work at the clinic
and the hospital, code to 42.

b. After treatment failure, patient was admitted to your facility for
supportive care, code to 32.

c. Patient s diagnosed with a high grade dysplasia of the colon in your
facility; code to 34.

Casefinding Source NAACCR Item #501

Record the earliest source of idefiying information. For cases identified by a source other
than reporting facilities (such as through death clearance or asudt iIgsan audit), this
variablecodes the type of source by which the tumor was first identifidds Bata item

cannot be usedby itself as a data quality indicator. The timing of the casefingnogesses
(e.g., death linkagejaries from registry to registry, and the coded value of this variable is a
function of that timing.
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This data item will help facilities in prioritizitigeir casefinding actities. It provides more
detailthan "Type of Reporting Source."

Case first identified at reporting facility

10 Reporting hospital, NOS

20 | Pathology department review (surgical pathology reports, autopsies, or cytology
reports)

21 Daily discharge review

22 Disease index review (review of report from Medical Records Department)

23 | Radiation Therapy Department/ Center

24 | Laboratory reports (other than pathology reports, code 20)

25 | Outpatient chemotherapy

26 | Diagnostiamaging/Radiology (other than radiation therapy,code 23;includes nuc
medicine)

27 | Tumor Board

28 Hospital rehabilitation service or clinic

29 | Other hospital source (including clinic, NOS or outpatient department, NOS)
Case first identified byource other than a reporting facility covered In codes29
30 Physiciarnitiated case

50 | Independent (notmospital) pathology/laboratory report

60 | Nursing home initiated case

75 | Managed care or insurance records

85 | Out of state case sharing

90 | Other nonreporting hospital source

95 | Quality Control (QC) review (case initially identified by QC activities such as
casefinding, audit of central registry. NOTE: This includes cases reported as ar
reconciliation and quality assessment audits.

99 | Unknown

Recording Casefinding Source

1. Record the source where the tumor was first identified during routine casefinding
procedures using the codes under 'Case first identified at a reporting facility'. Code the
earliest source (based on patient grexzimen contact at the facility) of identifying
information.
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ExampleA repor tabl e case i sidenti f ied whi le revi ewi ng path replonsg rout
ine casefinding. Codeasefinding Sourde 20 Pathology Departmerireview.

2. If the tumor was firstdentified by a source other than the reporting facility, select the
most appropriate code to identify the source from the list of codes under ‘Céase 1
ARSYUATASR o0& a2dz2NOS 20KSNJ GKFyYy | NBLEZ2N
specific use offtese codes will be to indicate previous unreported tumors identifiec
result of QC procedures by the VCR (e.g. reconciliation, audit, death clearance).

ExampleDuring VCR reconciliation, a tumor on the list of cases to be reconciled is
determined tobe reportable. The facility abstracts the case & enters code 95.

Type of Reporting Source NAACCR Item #500
This data item is intended to indicate the source of documentslable to the abstractor.
Record the code identifying the source documents used to absthe majority of
information on the condition being reported. This may be different thaa source used for

the originalcasefinding.

Codes and Definitions

Code | Definition

1 Hospital inpatient; Managed health plans with comprehensive, unified medical records

2 Radiation Treatment Centers or Medical Oncology Centers (hospital-affiliated or independent)
3 Laboratory only (hospital-affiliated or independent)

4 Physician‘s office/private medical practitioner

5 Nursing/convalescent home/hospice

6 Autopsy

7 Death certificate only (VCR use only)

8 Other hospital outpatient units/surgery centers (independent)

Recording Type of Reporting Source

Code in the following priority order: 1, 2, 8, 4, 3, 5, 6, 7. This is a change to reflect the additior
of codes 2 and 8 and to prioritize laboratory reports over nursing home reports. The source
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facilities included in tl previous code 1 (hospital inpatient and outpatient) are split between
codes 1, 2, and 8.

This data item is intended to indicate the completeness of information available to the
abstractor. Reports from health plans (e.g., Kaiser, Veterans Administratibtary

facilities) in which all diagnostic and treatment information is maintained centrally and is
available to the abstractor are expected to be at least as complete as reports for hospital
inpatients, which is why these sources are grouped withtiepés and given the code with
the highest priority.

Sources coded to 2 usually have complete information on the cancer diagnosis, staging, and
treatment.

Sources coded to 8 would include, but would not be limited to, outpatient surgery and nuclear
medidh Yy S aSNBAOSad ! LIKEeaAOAlIywa 2FFAOS GKIF G
LIKB AAOAlI yWa 2FFAOSP { dzZNESNEB OSYGiSNBE | N8 S
dzy RSNJ 3SYSNIt FySaidKSaAl & L Fcenter, uikcaniick OA I y ¥,
perform surgical procedures under general anesthesia, code as a physician office.

ExampleThe patient was first found through your pathology department as a
private outpatient specimen (Code 3). The patient was admitted as an inp&dient
your hospital a month later for surgery. The inpatient record is used for abstracting
(Code 1). Code this data item 1o

Date of First Contact NAACCR Item #580

Record the date of first patient contact, as inpatient or outpatievith the reporting facility
for the diagnosis and/or treatment of the tumor. The date may exant the date of an
outpatientvisit for a biopsy, xay, scan or laboratory test.

When pdhology-specimenonly tumors are collected (Class of €48, Type of Reporting
Sourcel), the date of specimen collection form the pathology repoxdl be used as the
Date of *' Contact. If a pathologgpecimenronly case is followed by patit contactwith a
facility fordiagnosis and/or treatment of the respective tumor, the hosjdiaould change the
Date of F' Contact to reflect the date the patient first registered at the fagilWCR will retain
the earliestdate in the consolidated file.

WhenAutopsy Only (Class of Case 38, Type of Reporting Sourecedd¥tare collected, the
date ofdeath should be used as the Date of 1st Contact.
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Beginning in 2010, the way dates are transmitted between facilgistees and central
registrieswas changedo improve the interoperability or communication of caneengistry

data withother electronic record systems. Registry software may displagsdatthe

traditional manner oiin the interoperable format. Traditional dates are degged in
MMDDCCYY form,itl 99representing unknown day or month portions, and 99999
representing a completelynknown date. Interoperable dates are displayed in CCYYMMDD
form, with the unknown portionsf the date filled with blank spacel$ adate is entirely blank,
an assaiated date flag is usei explain the missing date. Flags are not used for software
generated dates.

1 Fa more information regarding dates, please séggina Cancer Registry
Manual,PartThree:Data Item Instructions, General Information, Coding Dates

Date of First Contact Flag NAACCR Item #581
This flag explains why there is no appropriate value in the beli@ of First ContacAs part of
an initiative to standardize datfields, date flag fields were introduced to accommodate

non-date information that had previously been transmitted in date fields.

Codes and Definitions

Code Description

12 A proper value is applicable but is not known. (Date of 1** Contact is not known)

(blank) | Avalid date value is provided in the item Date of First Contact

Recording Date of First Contact Flag

1. Leave this item blank Date of 1st Contadtas a full opartial date recorded.

2. Code 12 iDate of 1st Contaatannot be determined at all.
Date of Initial Diagnosis NAACCR Item #390
Record the date a physician diagnoskd tumor being reported. Beginning in 2010, the way

dates are transmitted between facility registries and central registries was changed to improv
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the interoperability or communication of cancer registry data with other electronic record
systems. Registrsoftware may display dates in the traditional manner or in the interoperable
format. Traditional dates are displayed in MMDDCCYY foittm 98 representing unknown
dayor month portions, and 99999999 representing a completelknawn date. Interoperable
datesare displayed in CCYYMMDD fomith the unknown portions of the date filled with

blank spacedf adate is entirely blank, an associated date flag is usegkplainthe missing

date. Flags are natsed for softwaregenerated dates.

9 For more infomation regarding dates, please s€&ginia Cancer Registry
Manual, Part Thre®ata Item Instructions, General Information, Coding Dates

Recording Date of 1st Contact
1. Use the first date of diagnosis whether clinically or histologically established.

Exanple I The patient was diagnosed with cystic pancreatic endocrine neoplasm
(CPEN) August 24, 2016. The patient presents to the reporting institution for
treatment of the CPEN on November 5, 2001. This case would be reportable with a
Date of Diagnosis @0160824.

Example 2The patient has a history of breast cancer diagnosed September 10,
2014. The patient now presents to the reporting institution with metastasis from the
breast. This case would be reportable with a Date of Diagnosis of 20140910.

Exampe 3:A March 12, 2016 mammogram reveals a mass in the upper

jdzZ- RN yG 2F | LI 0ASyidiQa NARIKIG oNBlFaid O2
the patient has an excisional breast biopsy that confirms infiltrating ductal carcinoma.
Date of Diagnosis 20160312.

Example 4A physician notes a prostate nodule possible for cancer during a May 12,
2016 physical exam. On June 15, 2016 a needle biopsy of the prostate histologically
confirms adenocarcinoma. Date of Diagnosis is 20160615 because "pémsible
cancer" does not constitute a reportable diagnosis.

2. If the physician states that, in retrospect, the patient had cancer at an earlier date, use
the earlier data as the date of diagnosis

Example 1A patient has a total abdominal hysterectomy for ena&iriosis in
January 2014. The patient is admitted to the hospital with abdominal pain in November
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2016. An omental biopsy shows metastatic cystadenocarcinoma. Pathologists review
the 2010 histology specimen. They identify and area of cystadenocarcindhe left
ovary. Date of diagnosis is 201401

3 WSTSN) G2 GKS fAad 2F a! YOATdR2dza ¢SN)ae
Requirements for language that represents a diagnosis of cancer

4. Use the date treatment was started as the date of diagnibsiee patient receives a first
course of treatment before a diagnosis is documented.

5. Use the actual date of diagnosis for anditerodiagnosis for cases diagnosed on
January 12009 or later.

6. If the year of diagnosis cannot be identified, it mustapproximated. Record what is
known and enter approximation for month and/or year if descriptions are available or
blank for what is unknown. Approximation of day is acceptable. Refé¢Ct Manual,
SectionThree: Data Item Instructions, General InformatiDatesfor instructions
regardingApproximating Dates and Unknown Dates. Fictitidates or default values
are notacceptable to be entered for month, day, or year.

Note for hospitalsWhen a patient is diagnosed elsewhere prior to entering the
reporting facility and the Date of Diagnosis is unknown, the cases must be reported
to the VCR with an unknown Date of Diagnosis (blank).

Example 1The patient has a history of breast cancer. The patient presents to the
reporting facility July 5, 2016 and recesvTamoxifen for breast cancer. The original
Date of Diagnosis is unknown. The correct Date of Diagnosis is blank.

Example 2Patient receives palliative treatment for breast cancer diagnosed in June
2016. The correct Date of Diagnosis is 2016@¢here¢d  Sljdz- £ & | o6t I y ]
not record 20070615 where 15 is a default value for day.

Example 3Documentation in the patient's record from a June 2016 admission
indicates the patient was diagnosed 'last year'. The correct Date of Diagnosis is
2015bbbb.Do not record 20150101 where 0101 are default values for month and day.

Example 4Patient is admitted on January 15, 2016 with severe flank pain with

history of lung cancer diagnosed five years ago. The correct Date of Diagnosis is
2011bbbb. Do not recarunknown when descriptive information can be used to
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approximate the year.

7. If a patient is diagnosed with a n@aportable condition that later transforms into a
reportable condition, record the date the patient was diagnosed with the reportable
condition.

Example The patient was diagnosed with myelodysplastic syndrome on May 1, 2000
(not reportable until 2001) and it transforms into acute myelogenous leukemia on

June 15, 2012. Abstract as acute myelogenous leukemia with a Date of Diagnosis of
20120615.

The date of death is the Date of Diagnosis for a case diagnosed at autopsy.
Date of Diagnosis Flag NAACCR Item #391
This flag explains why there is no apprapeivalue in the fieldate of DiagnosisAs part of an
initiative to standardize date fields, date flag fields were introduced to accommodate nondate

information that had previously been transmitted in date fields.

Codes and Definitions

Code | Description

A proper value is applicable but is not known. (for example, diagnosis was confirmed in a note,

12 but the actual date is unknown).

(blank) | Avalid date value is provided in the item Date of Diagnosis

Recordindate of Diagnosis Flag
1. Leave this item blank Date of Diagnosikasa full or partial date recorded.

2. Code 12 iDate of Diagnosisannot be determined, but the patient does have a
diagnosis of cancer

Primary Site NAACCR Item #400

This data item records the topography code for the primary site of the cancer/tumor condition
being reported using IGD-3 or ICBO-2 (International Classification of Diseases for Oncology,
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Third or Second Editigqublished by the World Health Organization).

1. Cases Diagnosed on or after January 1, 2@dde according to ICD-3.

2. Cases Diagnosed prior to January 1, 200&deaccording to ICiD-2.

3. Cases with UnknowbDate of Diagnosidf the Date of Diagnosis unknown and cannot
be estimated, theéDate of 1st Contacthould be used to determine the correct coding
manual to use. Code according to OB when theDate of 1stContactis on or after
January 1, 2001. Code according to-{®when theDate of 1st Contaas prior to
January 1, 2001. Newly reportable conditions for 2001 and 2004 are not reportable
when Date of Diagnosis is unknown.

Recording Primary Site

1.

2.

Record he IDE0O-3 topography for the site of origin.

Consult the physician to identify the primary site or thest definitive site code if
the medical record does not contain that information.

¢ 2112 3ANF LIKE O2RSa I NB AY RA-Qigitdo8enunaber. |
Do notrecord the decimal point.

Follow the instruction itHematopoietic and Lymphoid Neoplasm Case
Reportability andCoding Manuaand the Hematopoietic and Lymphoid
Neoplasms Database (HematopoiddB) for assigning site for lymphomas,
leukemias and other hematopoietic neoplasms.

Lymphomas may arise in lymph nodes, lymphatic tissue such as tonsils, spleen,
Waldeyerging, or thymus, or in extranodal sites. Distinguishing between nodal
and extranodal origins important because extranotlymphomas have a better
prognosis. Do NOT record thepsy site as the primary site unless it has been
confirmed as the primary site. Do nigcord a metastatic site as the primary site.

The primary site for a lymphoma involving multiple lymph nodeareg should list
the nodal regions involved in theéextPrimary Site Titléeld and coded to C77.8
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6. Use subcategory 8 for single tumors that overlap the boundaries of two or more
sub-sitesand the point of origin is unknown.

Example 10verlapping lesio of oropharynx. Code overlapping lesion when a
largetumor involves both the lateral wall of the oropharynx (C10.2) and the
posterior wall ofthe oropharynx (C10.3) and the point of origin is not stated.

Example 20verlapping lesion of the bladder. Coaleerlapping lesion of the
bladder when a single lesion involves the dome (C67.1) and the lateral wall
(C67.2) andhe point of origin is not stated

7. Use subcategory 9 for multiple tumors that originate in different subsites of one
organ.
Example 1Colon,NOS. Code familial polyposis with carcinoma throughout the
transverse colon (C18.4) and descending colon (C18.6) would be one primary ant
codedto colon, NOS (C18.9)

8. If the patient is diagnosed with metastatic melanoma and the primary site is not
identified, the primary site iskin, NO$C44.9).

9. The primary site for Kaposi Sarcoma is the site in which it arises. The primary site
isskin,NOSC44.9) if the Kaposi Sarcoma arises simultaneously in the skin and
another site andhe primary site is noidentified.

10. The primary site for Waldenstrom Macroglobulinemialsod(C42.0).

11. If the primary site is not known, use the following guidelines and the guidelines
listed aboveto assign a primary site. Do NOT record a metastatic site as the
primary.

a. Osteosarcoma is recorded bsne, NO$C41.9)

b. Sarcoma is recorded asft tissue, NOEC49.9)
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Text

Text to support this data item must be recorded in the specific text field V&d#e
Manual SectionThree, Data Item Instructions, Téxtimary Site TitleThis text field is
used by the/CR to validate ICD topography and laterality codes reported.

Laterality NAACCR Item #410

This identifieghe side of a paired organ or the side of the body on which the reportable tumor
originated. This applies to the primary site only. Laterality supplements staging and extent of
disease information and defines the number of primaries involved.

NOTEAIlthough STORE arfdlORDS allows you to code lateralitydaronpaired organ

6 & b 2 y kilesimEyDR coded right or left, if appropriate. Otherwisele norpaired sites
n ¢ 0 YCRiIvIO Taccept norpaired organ laterality.

Codes and Definitions

Code Definition
0 Not a paired organ
1 Right: origin of primary
2 Left: origin of primary
3 Only one side involved, right or left origin unspecified

Bilateral involvement at time of diagnosis, lateral origin unknown for a single primary; or both

4 ovaries involved simultaneously, single histology; bilateral retinoblastomas; bilateral Wilms tumors
5 Paired site: midline tumor
9 Paired site, but lateral origin unknown; midline tumor

Recording Laterality

1. Code laterality for all paired sites (sPart Three: Data Item Instructions; General
Instructionsg Laterality)

2. Do not code metastatic sites as bilateral involvement
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3. If both lungs have nodules or tumors and the lung of orignmotsknown, assign code 4.

4. Where the right and left sides of paired site are contiguous (come into contact) and the
lesion is at the point of contact of the right and left sides, use code 5, midline. Note that
GYAREAYS 2F (GKS NA;Iniline io tNidSusagjeiinditades tDe2pRnaly v
site is C50.8 (overlapping sites).]

5. Code norpaired site O

Text

Text to support this data item must be recorded in the specific text field V&#e Manual
SectionThree, Data Item Instructions, TéxtimarySite Title.

Histology NAACCR Item #522
This data item records the code for histologic type of the canuaerdr being reported using
ICDG3 or ICDO-2 (International Classification of Diseases for Oncology, dhigsg&cond
Editionpublished by the World Health Organization). Histology is a basis for staging and the
determination of treatment options. It also affects the prognosis and coufskeeodisease.

1. Cases Diagnosed on or after January 1, 20@te according to ICO-3.

2. Cases Diagnosed prior to January 1, 2@xde according to ICD-2.

3. If the Date of Diagnosis unknown and cannot be estimated, tbate of 1st Contact
should beused to determine the correct coding manual to use.

Coding Histology

1.ICBO0 ARSYUAFTASAE GKS Y2NLIK2f 238 O2RSa gA
y2G NBO2NR (KS dat¢

2. Record histology using the 1€B3 codes in the numeric Lists/Morphology section
(ICDG3, pp 69 104) and in the Alphabetic Index (KCEB, pp 105 218)

3. Follow the coding rules outlined on pages 20 through 40 ofQ&D
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4. Use the currenMultiple Primary and Histology Coding Ruidgen coding the histology
for all reportable solidumors. These rules are effective for cases diagnosed January 1,
2007 and later. Do not use these rules to abstract cases diagnosed prior to January 1,
2007. Use the rules of the 2018 Sollid Tumor Manual for cases diagnosed after January
1,2018.

Example 1Final pathologic diagnosis is remall cell carcinoma, most likely
adenocarcinoma. The phrasaost likely adenocarcinoma an important
component of the complete histologic diagnosis and impacts the propeQCéde
assignment. This should be codedardenocarcinoma (8140)

Example 2Final pathologic diagnosis is adenocarcinoma of the lung vs.
mesothelioma. The diagnosis on the discharge summary was mesothelioma. The
complete histologic diagnosisnsesotheliomagcode 9050

5. Review all pathology reports

6. Code thefinal pathologic diagnosis for solid tumors

a. At times, the final diagnosishNot Otherwise Specifigdarcinoma, NOS;

melanoma,

NOS; sarcoma, NOS; lymphoma, NOS; or malignant tumor, NOS). Use the histology
form the addenda or comment if itlentifies a more specific histologic type such as
adenocarcinoma, amelanotic melanoma or spindle cell sarcoma.

ExampleFinal pathologic diagnosisdsictal carcinoma, NO& the breast.
Comment states the histologydsictal carcinoma, mucinous typeoce as 8523.

7. For lymphomas, leukemias and other hematopoietic tumors, follow the instructions in
Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Maduake
Hematopoietic and Lymphoid Neoplas Database (hematopoietic DB)

8. The codes focancer, NOS (8000) and carcinoma, NOS (801M0@i@enterchangeable.
If the physician says that the patient has carcinoma, then code it as carcinoma, NOS
(8010)

9. In the absence of pathologic confirmation, use a physician statement to assign a
histologycode. Cancer, NOS and carcinoma, NOS are not interchangeable. If the
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physician states the patient has carcinoma, code to 8010/3, Carcinoma, NOS. If the

statement is that the patient has cancer, record the histology as 8000/3, Cancer, NOS.
Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
SectionThree, Data Item Instructions, T&X Prod?athand TextHistology TitleThese text
fields are used by the VCR to validate-[CBhistology codes reported.

Behavior Code NAACCR ltem #523

This data item records the behavior of the tumor being reportec flith digit of the
morphologycode is the behaor code. This is used by pathologists to desonhether the

tissue samples areenign (0), borderline (1), in situ (2), or invasive (3).

The ICBO-3 behavior code for juvenile astrocytoma (9421/1)aded as 3 by agreement of
North American registrytandardsetters. Gastrointestinal stromal tumors (GIST) and
thymomas ardrequently normalignant. However, they must be abstracted andgssd a
behavior code of 3 they are noted to have multiple foci, metastasis or positive lymph nodes.

CodingBehavior
1. The VCR requires the reporting of /2 (in situ) and /3 (malignant) tumors.
2. If the only specimen is from a metastatic site, the behavior is malignant.
3. Primary intracranial and central nervous system tumors with a behavior code of /0 or

/1 (benignand borderline or "normalignant”) are reportable regardless of histologic
type for the sites listed below:

*  Meninges (C70.0 - C70.9) "  QOther CNS(C72.8, C72.9)

"  Brain (C71.0-C71.9) =  Pituitary gland (C75.1)

®  Spinal Cord (C72.0) ®  Craniopharyngeal duct (C75.2)
®  Cauda equina (C72.1) ®  Pineal gland (C75.3)

®  Cranial nerves (C72.2 - C72.5)
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4. The following terms are synonymous with in situ (behavior code 2):

Adenocarcinoma in an adenomatous polyp
with no invasion of stalk

Bowen's disease

Clark’s level 1 for melanoma (limited to
epithelium)
Comedocarcinoma, noninfiltrating

Confined to epithelium
Hutchinson’s melanotic freckle, NOS
Intracystic, noninfiltrating
Intraductal

Intraepidermal, NOS

Intraepithelial, NOS

Involvement up to but not including the
basement membrane

Lentigo maligna

Lobular neoplasia, grade Il (LN3)

Lobular, noninfiltrating

Noninfiltrating

Noninvasive

No stromal involvement

Papillary, noninfiltrating or intraductal
Precancerous melanosis

Pre-invasive

Queyrat’s erythroplasia

Stage O

Vaginal epithelial neoplasia, grade 3
(VAIN I111)

Vulvar epithelial neoplasia, grade 3
(VIN 111)

5. Record behavior as /3 (malignant) if any invasion is presennatter how limited.

ExampleThe pathology report readatraductal carcinomg8500/2)with focal

areas of invasionlhe phrasevith focal areas of invasios an important
component in determining behavior and impacts the proper-@Bode assignment.
The histologic type must include the invasive componantaductal carcinoma with

focal areas of invasiof8500/3).

6. If your facility considers the terminology of severe dysplasia or high grade dysylasia
the colon as synonymous with carcinomeasitu, use the following guidelines for

reporting colon cases to the VCR:

a. Obtain a statement from your pathologists that outlines the terminology policy of their

Department.

b. Submit the statement to the appropriate medical staff committee for approval.
Registryhospitals would normally submit the statement to the Cancer Committee.
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c. Document a policy that states colon sites diagnosed with severe dysplasia and/or high
grade dysplasia will be abstracted as carcinorrsitun

d. Add the policy to your Policy amfocedure Manual attaching the approved statement
from your pathologists.

e. Forward a copy of the policy and statement to the VCR to keep on permanent file.

f. Abstract all colon cases diagnosed with severe dysplasia and/or high grade dysplasia a
carcinomanm-situ. In the text for each case, document the final pathologic diagnosis
Ff2y3 gAGK (-EB01a@ILBRYBWIKaAgIAAGE D

Text

Text to support this data item must be recorded in the specific text fieldsvVE&Manual
SectionThree, Data Item Ingictions, TexDX Prod?athand TextHistology TitleFor registry
hospitals, these text fields are used by the VCR to validat®IGEnhavior codes reported.
Grade/Differentiation NAACCR Item #440
¢KA& REFEGF AGSY RS&AONAROSa GKS Gdzy2NRa NBasS
1)is the most like normal tissue, and undifferengdt(Grade 4) is the least like normal tissue.
Grades &; 8 define particular cell lines for lymphoma and leukemias. It is useful in prognosis.
Grade/differentiation records the code for grade or differentiation of the cancer/tumor being

reported using ICED-3 or ICBEO-2 (International Classification of Diseases for Oncology, Third
or Second Editiopublished by the World Health Organization).
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Codes and Definitions

Code Definition
1 Grade | - Well differentiated, differentiated NOS

2 Grade Il - Moderately differentiated, moderately well differentiated,
Intermediate differentiation

Grade Il - Poorly differentiated, dedifferentiated

Grade IV - Undifferentiated, anaplastic

T Cell - For lymphomas and leukemias only, T cell, T precursor

B Cell - For lymphomas and leukemias only, B cell, Pre B, B precursor

Null Cell - For lymphomas and leukemias only, null cell, non T, non B

N K Cell - For lymphomas and leukemias only, Natural killer cell

LI |NdN]| || & W

Grade Unknown - Grade/cell type not determined, not stated, not applicable

Assigning Grade/Differentiation

See Virginia Cancer Registry Man&alctionThree: Data Item Ingictions, General
Instructionsg Morphology: Gradéor cases diagnosed prior to 2018. For 2018 diagnosis dates
and later refer to the Summary of Changes at the beinning of this manual.

Text

Text to support this data item must be recorded in the specific text fieldsvVE&Manual
SectionThree, Data Item Instructions, T&X Prod?athand TextHistology TitleThese text
fields are used by the VCR to validate-[CQrade codes reportedpr non-registry
hospitals, these text fields are used to assign the@Cfpade codes.

LymphVascular Invasion NAACCR Item #1182
This data item indicates the presenceatirsence of tumor cellsilymphatic channels (not

lymphnodes) or blood vessels within the primary tumor as noted asicopically by the
pathologist.Lymphvascular invasion is an indicator of prognosis.
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Lymphvascular invasion is defined as the preseoftimor cells found inside small blood
vessels or lymphatic channels within the tumor and surroundsgyes in the primary site.
Thetumor cells have broken free of the primary tumor and now have the capability to float
throughout the body. Other namdsr lymphvascular invasion are LVI, lymphovascular
invasion, vascular invasion, blood vessel invasion, and lymphatic invasion. Vascular invasion
not the same as direct tumor extension from the primary tunmoiadjacent blood vessels;
LVIcells are nbattached to or growing into the wall of the bloodsael. Lymphatic invasion is
not the same as involvement of regional lymph nodes. Lywgsular invasion does not
includeperineural invasion.

Codes and Descriptions

Code Description
0 Lymph-vascular invasion not present (absent)/Not identified
1 Lymph-vascular invasion present/Identified
8 Not applicable
Unknown if
9
lymph-vascular

Recording LympKascular Invasn

1. Code the absence or presence of lymmscular invasion as described in the pathology
report.

a. The primary sources of information about lympascular invasion are the
pathology check lists (synoptic reports) developed by the College of American

Pathologists. If the case does not have a checklist or synoptic report, code from
0KS LI GK2f 238 NBLR2NI 2N LIKEaAOAlyQa

Q)¢

b. Do not code perineural invasion in this field.

c. Information to code this field can be taken from any speciftem the primary
tumor.

d. If lymphvascular invasion is identified anywhere in the resected specimen, it
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should be coded as present/identified.

e. For cases with benign or borderline behavior, code the lyvgdcular invasion
documented (negative or positiyand, if not documented, code unknown.

f. For cases treated with neoadjuvant therapy refer to table below in order to code
this field. However, if documentation in the medical record indicated information
that conflicts with this table, code lymplasculainvasion with the documentation
in the medical record.

2. Use code 0 when the pathology report indicates that there is no lyagscular
invasion.

3.:4S O2RS ™M 6KSYy (GKS LI GK2ft23& NBLERZ2NI 2N
lymphvascular invasion (or or# its synonyms) is present in the specimen.

4. Use code 8 for cases that have no microscopic examination of a primary specimen
and for the following primary sites:

Hodgkin and NotHodgkin lymphoma

Leukemias

Hematopoietic and reticuloendothelial disorders

Myelodysplastic syndromes including refractory anemias and refractory cytopenias
Myeloproliferative disorders

®oo0 o

5. Use code 9 when it is not possible to determine whether lymgbcular invasion is
present
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Diagnostic Confirmation NAACCR Item #490

Record the diagnostic confirmation that specifies whether a diagnosis was confirmed
microscopically at any time during the disease course.

Codes and Definitionssolid tumors

Code | Label Definition

1 Positive histology Histologic confirmation (tissue microscopically examined)

Cytologic confirmation (no tissue microscopically examined;

2 Positive cytolo
fiive cylology fluid cells microscopically examined)

Positive microscopic confirmation, | Microscopic confirmation is all that is known. It is unknown if

4 method not specified the cells were from histology or cytology
A clinical diagnosis of cancer is based on laboratory
tests/marker studies which are clinically diagnostic for cancer.
i, Examples include alpha-fetoprotein for liver primaries.
5 Positive laboratory test/marker study. . . . .
v ry test/ udy Elevated PSA is not diagnostic of cancer; however, if the
physician uses the PSA as a basis for diagnosis prostate cancer
with no other workup, record as 5
, . N . . . | The tumor was visualized during a surgical or endoscopic
Direct visualization without microscopic . . . .
6 ) ) procedure only with no tissue resected for microscopic
confirmation. .
examination
Radiograph and other imagin
Tq Py . . g g The malignancy was reported by the physician form an imaging
7 techniques without microscopic .
. . technique report only
confirmation.
3 Clinical diagnosis only, other than 5, 6, | The malignancy was reported by the physician in the medical
or7 record

A statement of malignancy was reported in the medical
Unknown whether or not

9 , . record, but there is no statement of how the cancer was
microscopically confirmed .
diagnosed

Recording Diagnostic Confirmatiqisolid Tumors

1. This is an hierarchical coding scheme with code 1 taking precedence. A lower number
take priority over all higher numbers

2. This data item is dynamic and must be changed to the lower code of@ definitive
method confirms the diagnosis at any time during the course of the diseas&.(3ee
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Manual Sectior©ne, Changing Informatiam how to submit a change

Example: A patient is admitted on 11/28/2014. A chestyxdated 12/1/2014
diagnoses @robable lung cancer. The patient refuses a diagnostic workup. The
registry codes the diagnostic confirmation to radiography (7). The patient consents
to a lymph node biopsy on 2/3/2015. The biopsy confirms small cell carcinoma.
Change the diagnostic comfiation code to positive histology (1). Send change to
VCR.

3. Assigcode 1when the microscopic diagnosis is based on:

a. Tissue specimens from biopsy, frozen section, surgery, autopsy or D&C

b. Bone marrow specimens (aspiration and biopsy)

c. For leukemia onlypositive hematologic findings including peripheral blood
smearsCBCs and WBCs

4. Assigrcode 2when the microscopic diagnosis is based on:

a. Examination of cells (rather than tissue) including but not limited to: sputum
smears, bronchial brushings, bronchaadshings, prostatic secretions, breast
secretions, gastric fluid, spinal fluid, peritoneal fluid, pleural fluid, urinary
sediment, cervical smears and vaginal smears.

b. Paraffin block specimens from concentrated spinal, pleural, or peritoneal fluid

5. Assigrcode 4when there is information that the diagnosis of cancer was
microscopically confirmed, but the type of confirmation is unknown.

6. Assigrcode 5when the diagnosis of cancer is based on laboratory tests or marker
studies that are clinically diagnostar that specific cancer.

Example 1The presence of alpHatoprotein for liver cancer

Example 2An abnormal electrophoretic spike for multiple myeloma or Waldenstrom
macroglobulinemia.

Example 3if the workup for a prostate cancer patient is limitexda highly

elevated PSA and the physician diagnoses and/or treats the patient based only on
that PSA, code the diagnostic confirmation to 5.
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7. Assigrcode 6when the diagnosis is based only on:

a. ¢ KS adz2NBS2yQa 2LISNIF A DS NEBEndizsddiisuch BsP Y
colonoscopy, mediastinoscopy, or peritoneoscopy and no tissuexasined.

b. Gross autopsy findings (no tissue or cytologic confirmation).

8. Assigcode 7when the only confirmation of malignancy was diagnostic imaging such
as computerizd axial tomography (CT scans), magnetic resonance imaging (MRI
scans), or ultrasounds/ sonography.

9. Assigrcode 8when the case was diagnosed by any clinical method not mentioned in
preceding codes. The diagnostic confirmation is coded 8 when the onlyraahbn of
RA&SIFAS A& || LKeaAOAlyQa Of AYyAOFf RAL 3y

Assigrcode 9if it is unknown if the diagnosis was confirmed microscopically anDéaith
certificate only cases.

Codes and Definitiong Hematopoietic and Lymphoid Neoplasms

Code | Label Definition
1 Positive histology Histologic confirmation (tissue microscopically examined)
Cytologic confirmation (no tissue microscopically examined; fluid
2 Positive cytology s g ) ( ’ ey
cells microscopically examined)
Positive histology PLUS Histology is positive for cancer, and there are also positive
3 Positive immunophenotyping | immunophenotyping and/or genetic test results. For example, bone
AND/OR marrow examination is positive for acute myeloid leukemia (9861/3).
Positive genetic studies Genetic testing shows AML with inv(16)(p13.1q22) (9871/3)
Posnpve ) SNEIRSEOpIC Microscopic confirmation is all that is known. It is unknown if the
* CONTHAATON, st nal cells were from histology or cytolo
specified B ORIy
5 Positive laboratory test/marker | A clinical diagnosis of cancer is based on laboratory test/marker
study studies which are clinically diagnostic for cancer
6 Direct  visualization  without | The tumor was visualiz3ed during a surgical or endoscopic procedure
microscopic confirmation only with no tissue resected for microscopic examination.
Radiography and other imagin . .5 ; ;
'O.g Py : 2 nee ‘g The malignancy was reported by the physician from an imaging
7 techniques without microscopic .
s . technique report only
confirmation
linical diagnosis only, other tha : W ;
8 g IEIC:r 7' i . The malignancy was reported by the physician in the medical record
9 Unknown whether or not | A statement of malignancy was reported in the medical record, but
microscopically confirmed there is no statement of how the cancer was diagnosed
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Recording Diagnostic Confirmatiqitdematopoietic and Lymphoid Neoplasms

1. There is not priority hierarchy for coding Diagnostic Confirmation for hematopoietic an
lymphoid tumors. Most commonly, the specific histologic type is diagnosed by
Immunophenotyping or genetic testing. See the Hematopoietic Database (DB) for
information of the definitive diagnostic confirmation for specific types of tumors.

2. Assign Codé& when the microscopic diagnosis is based on tissue specimens from
biopsy, frozersection, surgery, or autopsy or bone marrow specimens from aspiration
or biopsy.

1. For leukemia only, codewhen the diagnosis is based only on the complete blood
count (CBC), white blood count (WBC) or peripheral blood smear. Do not use cod
1if the diggnosis was based on immunophenotyping or genetic testing using
tissue,bone marrow, or blood.

3. Assign cod@ when the microscopic diagnosis is based on cytologic examination of
cells (rather than tissue) including but not limited to spinal flpekitoneal fluid,
pleural fluid, urinary sediment, cervical smears and vaginal smears, or from paraffin
block specimens from concentrated spinal, pleural, or peritoneal fluid. These
methods are rarely used for hematopoietic or lymphoid tumors.

4. Assign cod® when there is a histology positive for cancer AND positive
immunophenotyping and/or positive genetic testing results. Do not use code 3 for
neoplasms diagnosed prior to January 1, 2010.

5. Assign cod® when the diagnosis of cancer is based on laboratesys or marker
studies which are clinically diagnostic for that specific cancer, but no positive
histologic confirmation.

6. Assigncodég KSy GKS RAF3Iy2aAa A& ol aSR 2yfe
surgical exploration or endoscopy or from gross auyojpsdings without tissue or
cytological findings.

7. Assign cod& when the case was diagnosed by any clinical method that cannot be
coded as 6 or 7. A number of hematopoietic and lymphoid neoplasms are diagnosed
by tests of exclusion where the tests foetdisease are equivocal and the physician
makes a clinical diagnosis based on the information from the equivocal tests and the
LI GASYGdQa Ot AYyAOFt LINBaSydalidAzy o
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Text

Text to support this data item must be recorded in the specific text fields. Se®¥AR
SectionThree, Data Item Instructions, TeRIX ProdPath. For registry hospitals, these text
fields are used by the VCR to validate-[CQrade codes reported; for naegistry
hospitals, these text fields are used to assign the@Cdpade codes.

Regional Nodes Positive NAACCR Item #820

Record the exact number of regional lymph nodes examined by the pathologist and found to
contain metastasis. This data itermiscessary for pathologic staging, and it serves as a quality
measure for pathology reports and the extent of the surgical evaluation and treatment for the

patient.

Codes and Definitiong Regional Nodes Positive

Code Description
00 All nodes examined negative
01-89 |1to&9nodes positive (code exact number of nodes positive)
90 90 or more nodes positive
95 Positive aspiration or core biopsy of lymph node(s). See Rule 8.
97 Positive nodes - number unspecified. See Rule 9.
98 No nodes examined. See Rule 10.
99 Unknown whether nodes are positive; not applicable; not documented in patient record.

Recording Regional Nodes Positive

1. Regimal lymph nodes onlyRecord information about only regional lymph nodes in
this field.

2. This field is based on pathologic information only. This field is to be recorded
regardlesof whether the patient received preoperative treatment.

3. True in situ casesannot have positive lymph nodes, so the only allowable codes are
00 (negative) or 98 (not examined). Codesd¥land 99 are not allowed.

4. Cumulative nodes positiveRecord the total number of regional lymph nodes
removedand found to be positive by pathmgic examination.
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A. The number of regional lymph nodes positive is cumulative from all procedures
that remove lymph nodes through the completion of surgeries in the first course
of treatment.

B. Do not count a positive aspiration or core biopsy of a lympde in the same
lymphnode chain removed at surgery as an additional node in Regional Nodes
Positivewhen there are positive nodes in the resection. In other words, if there
are positiveregional lymph nodes in a lymph node dissection, do not count the
core needlebiopsy or the fine needle aspiration if it is in the same chain. See also
Use of Cod@5 below.

Examplelung cancer patient has a mediastinoscopy and positive core biopsy of &
hilar lymph node. Patient then undergoes right upper lobectomy yhalds 3

hilar and 2 mediastinal nodes positive out of 11 nodes dissected. Code Regional
Nodes Positive as 05 aRegional Nodes Examinad 11 because the core

biopsy was of a lymph node in the same chain as the nodes dissected.

ExamplePositive right ervical lymph node aspiration followed by right cervical
lymph node dissection showing 1 of 6 nodes positive. Code Regional Nodes
Positive as 01 andegional Nodes Examinad 06.

C. If the positive aspiration or core biopsy is from a node in a differenemnedion,
include the node in the count of Regional Nodes Positive.

ExampleBreast cancer patient has a positive coredsy of a supraclavicular
nodeand an axillary dissection showing 3 of 8 negesitive. Code Regional
NodesPositive as 04 andegioml Nodes Examineaks 09%ecause the
supraclaviculatymph node is in a different, but still regional, lymph node chain.

D. If the location of the lymph node that is cobeopsied or aspirated is not known,
assume it is part of the lymph node chain surgicaipoved, and do not include
it in the count of Regional Nodes Positive.

ExamplePatient record states that core biopsy was performed at another facility
and 7/14 regional lymph nodes were positive at the time of resection. Code
Regional Nodes Positive as 07 &ehional Nodes Examinad 14.

5. Priority of lymph node countslf there is a discrepancy regarding the number of
positive lymph nodes, use information in the following priority: final diagnosis,
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synopticreport (also knowras CAP protocol or pathology report checklist),
microscopic, gross.

6. Positive Nodes in Multiple Primaries in Same Orgé#rthere are multiple primary
cancers with different histologic types in the same organ and the pathology report
just states the numbeof nodes positive, the registrar should first try to determine
the histology of the metastases in the nodes and code theas as positive for the
primarywith that histology. If no further information is available, code the nodes as
positive forall primaries.

ExampleA breast cancer has two separate primaries as determined by the SEER
multiple primary rules. the pathology report states "3 of 11 lymph nodes

positive for metastasis” with no further information available. Code Regional
Nodes Positive a3 and Regional Nodes Examined as 11 for both primaries.

7. Isolated tumor cells (ITCs) in lymph nodésor all primary sites except cutaneous
melanoma and Merkel cell carcinoma of skin, count only lymph nodes that contain
micrometastases or larger (metastssgreater than 0.2 millimeters in size). Do not
include in the count of lymph nodes positive any nodes that are identified as
containingisolated tumor cells (ITCs). If the path report indicates that nodes are
positive but thesize of metastasis is notated, assume the metastases are larger
than 0.2 mm andaount the lymph node(s) as positive.

a. For cutaneous melanoma and Merkel cell carcinonsaunt nodes with ITCs as
positive lymph nodes.

8. Use of Code 98Jse code 95 when the only procedure for regidgaiph nodes is a
needle aspiration (cytology) or core biopsy (tissue).

a. Use code 95 when a positive lymph node is aspirated and there are no surgically
resected lymph nodes.

ExamplePatient with esophageal cancer. Enlarged-estdphageal node found
on CTscan, which is aspirated and foundle positive. Patient undergoes
radiation therapy and no surgerZode Regional Nodes Positive as 95 and
Regional Nodes Examinad 95.

b. Use code 95 when a positive lymph node is aspirated and surgically resected
lymphnodes are negative.
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Examplelung cancer patient has aspiration of suspicious hilar mass, which show:
metastatic squamous carcinoma in lympbde tissue. Patient undergoes
preoperative radiation therapy followed by lebtomy showing 6 negative hilar
lymph nodes. Code Regional Nodes Positivetaand Regional Nodes Examined

as the 06 nodes surgically resected. (Code Lymph Nodes Eval as 5.)

9. Definition of Code 97Use code 97 for any combination of positive aspirated,
biopsied,sampled or dissected lymptodes if the number of involved nodes cannot
be determined on the basis of cytology or histology. Code 97 includes positive lymph
nodes diagnosed by either cytology or histology.

ExamplePatient with carcinoma of the pyriform sinus has a mass in thened.

Fine needle aspiration (FNA) of onadeas positive. The patient hagoadjuvant
chemotherapy, then resection diie primary tumor and a radicaleck dissection. In
GKS NI RAOIf ySMNIlf KRAZRB SWi A VB R&E &CNIBe L2 4
nodes show chemotherapy effec€ode Regional Nod&ositive as 97 because the

total number of podive nodes biopsied and removeéslunknown, and codRegional
Nodes Examined as 10.

Note: For primary sites where the number iofvolved nodes must be known iorder
to map to N1, N2, etc., code 97 ngaf N1 and therefore should be avoided.

Note If the aspirated node is the only one that is mmcopically positive, use code
95.

Note: Avoid using Regional Nodes Positive codd pa@ssible, even if this means
slightly undercounting the nuber of nodes positive.

10.Use of Code 98 ode 98 may be used in several situations.

a. When the assessment of lymph nodes is clinical only.

b. When no lymph nodes are removed and examined.

c.2 KSy | #HRAAABONAT YLK y2RS RNIAYIF3IS |
nodes at the time of pathologic examination.

d. If Regional Nodes Positive is coded as 98, Regional Nodes Examined is usually
coded
00.
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11.Use of code 99Use code 99 if it is unknown wheth@gional lymph nodes are
positive.

12 Primary sites always coded 9%or the following primary sites and histologies, the
Regional Nodes Positive field is always coded as 99:

Placenta

Brain and Cerebral Meninges

Other Parts of Central Nervous System

Intracranial Gland

Hodgkin and nofHodgkin Lymphoma

Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative
Neoplasms

Myeloma and PlasmaCell Disorders

Other and IHDefined Primary Sites

Unknown Primary Site

gceegeeeeegeec

Text

Text to support this data item must be recorded in the specific text fi€lds.VCR Manual
Part Three, Data Item Instructions, T-&sth.

Regional Nodes Examined NAACCRédm #830
This field records the total number of regional lymph nodes thiere removed and examined
by the pathologist. Beginning with cases diagnosed on or afteralgiriy 2004, this item

became acomponent of the Collaborative Staging System (CSD1B, 2se of CS was
discontinuedhowever, this data &m continued to be required
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Codes and Descriptiog Regional Nodes Examined

Code | Description
00 No nodes examined
01-89 |1to 89 nodesexamined (code exact number of nodes examined)
90 90 or more nodes positive
95 No regional nodes removed, but aspiration or core biopsy of regional nodes performed See Rule 8.
96 Regional lymph node removal documented as a sampling, and the number of nodes unknown/not
stated. See Rule 7 and Rule 8.
97 Regional lymph node removal documented as dissection, and the number of nodes unknown/nof
stated. See Rule 9 and Rule 10.
98 Regional lymph nodes surgically removed, but number of lymph nodes unknown/not stated and not
documented as sampling or dissection; nodes examined, but the number unknown. See Rule 4e.
99 Unknown whether nodes were examined; not applicable; not documented in patient record.

Recording Regional Nodes Examined

1. Record information about only regional lymph nodes in this field.

2. This field i9ased on pathologic information onlyThis field is to be recorded
regardless of whether the patient received preoperative treatment.

3. Code 00 may be used in several situations, as noted below:

a. When the assessment of lymph nodes is clinical.
b. When no lymph nodes are removed and examined.

c.2KSYy | aRA&A&aSOGA2YE 2F | f@8YLK y2RS

nodes at the time of pathologic examination.

d. If Regional Nodes Examined is coded 00, Regional Nodes Positive is coded as 9¢

4. Recad the total number of regional lymph nodes removed and examined by the
pathologist.

a. The number of regional lymph nodes examined is cumulative from all procedures
that removed lymph nodes through the completion of surgeries in the first course

of treatment with the exception of aspiration or core biopsies coded to 95.

b. Do not count a positive aspiration or core biopsy of a lymph node in the same

lymphnode chain removed at surgery as an additional node in Regional Nodes

Examined.
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Examplelung cancepatient has a mediastinoscopy and positive core biopsy of a
hilar lymph node. Patient then undergoes right upper lobectomy that yields 3
hilar and 2 mediastinal nodes positive out of 11 nodes dissected. Redienal
Nodes Positivas 05 and Regional Nodegamined as 11 because the cbrepsy
was of a lymph node in the same chain as the nodes dissected.

c. If the positive aspiration or core biopsy is from a node in a different node region,
include the node in the count of Regional Nodes Examined.

ExampleBreast cancer patient has a positive core biopsy of a supraclavicular
nodeand an axillary dissection showing 3 of 8 nodes posi@ogle Regional
NodesPositiveas 04 and Regional Nodes Examined as 09 because the
supraclaviculatlymph node is in a differd, but still regional, lymph node chain.

d. If the location of the lymph node that is aspirated or ctwepsied is not known,
assume it is part of the lymph node chain surgically removed, and do not include
it in the count of Regional Nodes Examined.

ExamplePatient record states that core biopsy was performed at another facility
and 7/14 regional lymph nodes were positive at the time of resection. Code
Regional Nodes Positias 07 and Regional Nodes Examined as 14.

e. When neither the type of lymphode removal procedure nor the number of
lymphnodes examined is known, use code 98.

5. Priority of lymph node countslf there is a discrepancy regarding the number of lymph
nodes examined, use information in the following priority: final diagnosis, synopti
report (also known as CAP protocol or pathology report checklist), microscopic, gross.

6. Use of code 959Use code 95 when the only procedure for regional lymph nodes is a
needle aspiration (cytology) or core biopsy (tissue).

Example Patient with esophagal cancer. Enlarged masophageal node found on
CT scan, which is aspirated and found to be positive. Patient undergoes
radiation therapy and no surgery. CoRegional Nodes Positias 95 and

Regional Nodes Examined as 95.
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7. Lymph node biopsyif a lynph node biopsy was performed, code the number of nodes
removed, if known. If the number of nodes removed by biopsy is not known, use code
96.

8.5STAYAGAZY 2F alal{YALY LUK TE2 RO 2RSS YWJIoApy 3 €
number of lymph nodes. Othéerms for removal of a limited number of nodes include
lymph node biopsy, berry picking, sentinel lymph node procedure, sentinel node biopsy
selective dissection. Use code 96 when a limited number of nodes are removed but the
number is unknown.

9.5STAYAGAZ2Y 2F GRAGEGSOKAZFEIRSOORRSAPOGH2Y
all of the nodes in the lymph node chain(s) that drain the area around the primary
tumor. Other terms include lymphadenectomy, radical node dissection, lymph node
stripping. Use code 97 when more than a limited number of lymph nodes are removed
and the number is unknown.

10.Multiple lymph node procedureslf both a lymph node sampling and a lymph node
dissection are performed and the total number of lymph nodes examinedkisawn,
use code 97.

11.Use of Code 99f it is unknown whether nodes were removed or examined, code as
99.

12 Primary sites always coded 98or the following schemas, the Regional Nodes
Examined field is always coded as 99:

Placenta

Brain and Cerebral M@mges

Other Parts of Central Nervous System

Intracranial Gland

Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative
Neoplasms

Hodgkin and noHodgkin Lymphoma

Myeloma and Plasma Cell Disorders

Other and IHDefined Primary Sites

Unknown Primary Site

geegegeeegeeee
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Stage of Disease at Diagnosis

Tumor Size Summary NAACCR Item #756

This data item records the most accurate measurement of a pahaary tumor, usually
measuredn the surgical resection specimen. Tumor size is one indication efxtieat of
disease. As such,i# used by both clinicians and researchers. Tumor size that is indepiend
of stage is also useful fouality assurance efforts.

Codes and Descriptions

Code Description
000 No mass/tumor found
001 1mm or described as less than 1mm
002 — 988 Exact size in millimeters (2mm to 988mm)
989 989 millimeters or larger
990 Microscopic focus or foci only and no size of focus is given

SITE-SPECIFIC CODES:
Alternate descriptions of tumor size for specific sites:
Familial/multiple polyposis:
Rectosigmoid and rectum (C19.9 and C20.9)
If no size is documented:
Circumferential:
Esophagus (C15.0 - C15.5, C15.8 - C15.9)

998 Diffuse; widespread: % or more; linitis plastica:
Stomach and Esophagus GE Junction (C16.0 - C16.6, C16.8 — C16.9)
Diffuse, entire lung, or NOS:
Lung and mainstem bronchus (C34.0 - C34.3, C34.8 - C34.9)
Diffuse:
Breast (C50.0 - C50.6, €50.8 - C50.9)
Unknown; size not stated
999 Not documented in patient record

Size of tumor cannot be assessed
Not applicable (see section 13 below)

Recording Tumor Size Summary

All measurements are in millimeters (mm).
Record size in specified order:

1. Size measured on the surgical specimen, when surgery is administered as the first
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definitive treatment;i.e., no presurgical treatment administered.

a. If there is a discrepancy among tumor size measurements in the various sections of
the pathology report, code the size from the synoptic report (also known as CAP
protocol or pathology report checklist). If gréh test report is available, use the
following in the prescribed order:

I.  Final diagnosis
ii.  Microscopic
li.  Gross examination

Example 1Chest xray shows 3.5cm mass; the pathology report from the
surgery states that the same mass is malignant and measures 2R8cord
the size as 028 (28mm).

Example 2Pathology report states lung carcinoma is 2.1 x 3.2 x1.4cm.
Record tumor size as 032 (32mm).

2. If neoadjuvant therapy follow by surgery, do not record the size of the pathologic
specimen. Code the largest siz¥aumor prior to neoadjuvant treatment; if unknown,
code size as 999.

Example: The patient has a 2.2cm mass in the oropharynx; fine needle
aspiration of mass confirms squamous cell carcinoma. The patient receives a
course of neoadjuvant combination chetherapy. Pathologic size after

total resection is 2.8cm. Record tumor size as 022 (22mm).

3. If there is no surgical resection, then record the largest measurement of the tumor from
physical exam, imaging, or other diagnostic procedures prior to any othardd
treatment (See Coding Rules below).

4. If 1, 2, and 3 do not apply, the largest size from all information available within four
months of the date of diagnosis, in the absence of disease progression.

Coding Rules
1. Tumor size is thdiameter of the tumor,not the depth or thicknesf the tumor.

2. Recordingdess than/greater than Tumor Size:
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a. If tumor size is reported as less thamm or less tharx cm, the reported size
should be 1mm less; for example, if size is <10mm, code size as 009.tdee
are given in cm such as < 1cm which is coded to 009, <2cm is coded as 019, <3c
iIscoded as 029, etc. If stated as less than 1mm, use code 001.

b. If tumor size is reported as more thamm or more tharx cm, code size as 1mm
more; for example, i§ize is >10mm, size should be coded as 011. Often, these are
given in cm such as >1cm, which is coded to 011, >2cm is coded as 021, etc. If
statedas anything greater than 989mm (98.9cm), code to 989.

c. If tumor size is reported to be between two sizes;ord tumor size as the
midpointbetween the two: i.e., add the two sizes together, then divide by two
(between 2and 3cm would be coded as 025).

3. Rounding
Round the tumor size only if it is described in fractions of millimeters. If the largest
dimensionof a tumor is less than 1 millimeter (between 01. And 0.9mm), record the size
as 001 (do not round down to 000). If tumor size is greater than 1 millimeter, round
tenths of millimeters in the &, 4 range down to the nearest whole millimeter, and
roundtenths of millimeters in the § 9 range up to the nearest whole millimeter. Do
not roundtumor size expressed in centimeters to the nearest centimeter (rather, move
the decimal point one space to the right, converting the measurement to millimeters).

Examplel: Breast cancer described as 6.5mm in size. Rourtuapor Sizéo
007.

Example 2Cancer in a polyp described as 2.3mm in size. Round dawior
Sizeto 002.

Example 3Focus of cancer described as 1.4mm in size. Round @lomor Size
to 001.

Examplet: There is a 5.2mm breast cancer described in the pathology report.
Round down to 5mm and code as 005.
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4. Priority of imaging/radiographic techniques
Information on size from imaging/radiographic techniques can be used to code size
when there is no morspecific size information from a pathology or operative report,
but it should be taken as low priority, over a physical exam.

5. Tumor size discrepancies among imaging and radiographic reports
If there is a difference in reported tumor size among imagingradégraphic
techniques, unless the physician specifies which imaging is most accurate, record the
largest size in the record, regardless os which imaging technique reports it.

6. Always code the size of the primary tumor
Do not code the size of the polylcer, cyst or distant metastasis. However, if the
GdzY2NJ A4 RSAONAOSR a | &aO0eaidAld Ylaasze
the size of the entire mass, since the cysts are part of the tumor itself.

7. Record the size of the invasive compemt, if given.

a. If both in situ and invasive components are present and the invasive component i
measured, record the size of the invasive component, even if it is smaller.

ExampleTumor is mixed in situ and invasive adenocarcinoma, total si2&’om
of which 1.4cm is invasive. Record tumor size as 014.

b. If the size of the invasive component is not given, record the size of the entire
tumor from the surgical report, pathology report, radiology report, or clinical

examination.

Example 1A breast tumo with infiltrating duct carcinoma with extensive in situ
component; total size 2.3cm. Record tumor size as 023.

Example 2Duct carcinoma in situ measuring 1.9cm with an area of invasiveductal
carcinoma. Record size as 019.

8. Record the largest dimensioar diameter of tumor, whether it is from an excisional
biopsy specimen or the complete resection of the primary tumor.
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ExampleTumor is described as 2.4 x 5.1 x 1.8cm in size. Record tumor size as
051.

9. Record the size as stated for purely in slasions.

10.Disregard microscopic residual or positive surgical margins when coding tumor size.
Microscopic residual tumor does not affect overall tumor size.

11.Do not add the size of pieces or chips together to create a whole tuntioey may not
be from thesame location or they may represent only a very small portion of a large
tumor. However, if the pathologist states an aggregate or composite size (determined
by fitting the tumor pieces together and measuring the total size). Record that size. If
the onlymeasurement describes pieces or chips, record tumor size as 999.

12 Multifocal/multicentric tumors; If the tumor is multifocal or if multiple tumors are
reported as a single primary, cotlee size of the largest invasive tumor or if all of the
tumors are irsitu, code the size of
the largest in situ tumor.

13.Tumor size code 999 is used when the size is unknown or not applicable.
Hematopoietic, Reticuloendothelial, and Myeloproliferative neoplasms (histology codes
9590¢ 9992)

w Kaposi Sarcoma
w Melanoma Choroid
w Melanoma Iris

Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
SectionThree, Data Item Instructions, Té¥ath, TexdDX Proe<ray/Scans, TexDX Pro€OP,
and TextDX Pro€Scopes

Clinical T NAACCR Item #940

This field evaluates the primary tumor (T) and reflects the tumor size and/or extension of the
tumor prior to the start of tlerapy.

Cc¢ VCR User Manual 202®All Sections 110



Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M
dataA 6 SYa® ¢KSaS ySg OFGiSI2NASa KIS 0SSy 3
to existingvalid clinical and pathological T, N, and M categoriegaetsvely, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical amqhthological staging/classification timeframe rules while abstracting. The new
categories will beised for cases of aliagnosis years abstracted using NAACCR version 16
compliant (and lateryoftware.

*Note: For cases diagnosed after Jan. 1, 2018 please refaige B8 ofthe Summary of
Changes section of this manwaid Appendix Kior AJCC"8edition changes.

Coding Instructions
1. The clinical T staging data item must be recorded for all cases.

2. Code clinical T as documented by the first treatingspdign or the managing physician
in the medical record.

3. If the managing physician has not recorded chhiT, registrarwill code this item based

on the best available information, without necessarily requiring additional contact with
the physician.

4. If a site/histology combination is not defined in the AJCC Manual, code 88 for clinical
and pathologic T\, and M as well as stage group

5. For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T\, and M as well as stage group.

6. For lung, occult carcinoma is coded to cTx

7. Refer to the currenAJCC Cancer Staging Manfgalstaging rules.
Text
Text to support this data item must be recorded in the specific text fieldsvVE&Manual

Part Three, Data Item Instructions, Te)&taging
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Clinical N NAACCR Item #950

This field identifies the absence or presence of regional lymph node (N) metastasis and
describeghe extent of regional lymphode metastasis.

Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M
dataA 6 SYa® ¢KSaS ySg OFGiSI2NASa KIS 0SSy 3
to existingvalid clinical and pathological T, N, and Megaries respectively, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical amhthological staging/classification timeframe rules while abstracting. The new
categories will beised forcases of all diagnosis years abstracted using NAACCR version 16
compliant (and lateryoftware.
Coding Instructions

1. The clinical N must be recorded for all cases.

2. Record clinical N as documented by the first treating physician or the managing
physiciann the medical record

3. If the managing physician has not recorded clinical N, registridirsode this item
based on the best clinical information, without necessarily requiring additional contact
with the physician

4. If a site/histology combination is naefined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5. For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T, N, and M as well as stage group

6. For lungpccult carcinoma is coded to cTx
7. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsVE&e
ManualPart Three, Data Item Instructions, Te)8taging
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Clinical M NAACCR Item #960

This data item identifies the presence or absence of distant metastasis (M) of the tumor
knownprior to the start ofany therapy.

Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M
dataA 6 SYa® ¢KSaS ySg OFGiSI2NASa KIS 0SSy 3
to existingvalid clinical and pathological T, N, and M categgrespectively, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical amqhthological staging/classification timeframe rules while abstracting. The new
categories will beised for casesf all diagnosis years abstracted using NAACCR version 16
compliant (and lateryoftware.

Coding Instructions
1. The clinical M must be recorded for all cases.

2. Record clinical M as documented by the first treating physician or the managing
physician in thenedical record

3. If the managing physician has not recorded clinical M, registvdrgode this item
based on the best clinical information, without necessarily requiring additional contact
with the physician

4. If a site/histology combination is naefined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5. For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T, N, and M as well as stage group

6. For lung, acult carcinoma is coded to cTx
7. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvVE&Manual
SectionThree, Data Item Instructions, Tex$taging

C¢ VCR User Manual 202QAll Sections 113



Clinical Stage Group NAACCR Item #970

This field identifies the anatomic extent of disease based on the T, N, and M data items know
prior to the start of any theray.

The VCR requires that AJCC TNM staging be assigned on allbas®3CC developed this
stagingsystem for evaluating trends in the treatment and control of cantars staging

system is used byhysicians to estimate prognosis, plan treatment, aa&é new types of
therapy, analyzeutcomes, design followp strategies, and to assess early detection results.

Coding Instructions

1.

7.

Record the clinical stage group as documented by the first treating physician in the
medical record

If the managing physician has not recorded the clinical stage, registilainde this
data item based on the best available information, without necessarily requiring
additional contact with the physician

If a site/histology combination is not defin@athe AJCC manual, code 88 for clinical
and pathological T, N, M as well as stage group

For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T, N, and M as well as stage group

To assign stage gup when some, but not all T, N, and/or M components can be
RSOUSNYAYSRZ AYGOGSNIINBE YAadaaAy3d O02YLRYSyl

Convert all Roman numerals to Arabic numerals and use upaE® (capital letters)
only.

Refer to the currenAJCC Cancer Staging Manfaalstagng rules.

Text

Text to support this data item must be recorded in the specific text fieldsvVE&Manual
Part Three, Data Item Instructions, Te)&taging
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Clinical Stage (Prefix/Suffix) Descriptor

This identified the AJCC clinical stage descriptors of the tumor prior to the start of any therap)

NAACCR Item #980

Stage descriptors identify special cases that need separate andlgsislescptors are
adjuncts toand do not change the stage group.

The VCR requires that AJCC TNM staging be assigned on allbas®3CC developed this
stagingsystem for evaluating trends in the treatment and control of can€ars staging
system is used bphysicians to estimate prognosis, plan treatment, evaduagw types of

therapy, analyzeutcomes, design followp strategies, and to assess early detection results.

Codes and Definitions

record

Code Label Description
There are no prefix or suffix descriptors that would be used for
0 None .
this case
1 E-Extranodal, lymphomas only | A lymphoma case involving an extranodal site
2 S-Spleen, lymphomas only A lymphoma case involving the spleen
3 M-Multiple primary tumors in a | This is one primary with multiple tumors in the primary site at
single site the time of diagnosis
5 E and S - Extranodal & spleen, | A lymphoma case with involvement of both an extranodal site
lymphomas only and the spleen
9 Unknown, not stated in patient | A prefix or suffix would describe this stage, but it is not known

which would be correct

Coding Instructions

1.

Record theclinical stage descriptor as documented by the first treating physician or the

managing physician in the medical record.

If the managing physician has not recorded the descriptor, regisivéirsode tis item
based on the best available information, wotlt necessarily requiring additional

contact with the physician.

If the tumor is not staged according to the AJCC manual, leave this item blank

If the tumor is not staged according to the AJCC manual, leave this data item blank

Refer to the currenAJCCancer Staging Manu#dr staging rules.
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Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
SectionThree, Data Item Instructions, Tex$taging

Staged By (Clinical Stage) NAACCR Item #990

This data item identifies the person who assigned the clinical AdGi@gsdata items and the
StageGroup.

The VCR requires that AJCC clinical TNM sthgimecorded in the abstract beginning in 2015.
Data captured in this data item can be used to evaluate the acguand completeness of
stagingrecorded in the registry and form the basis for quality management and improvement
studies.

In 2016, thiddata item was expanded to two (2) characters anditioldlal categories were
addedto document additional, more detailed sources of staging assignmaaththelp in

targeting training.The implementation of the new codes included data conversiod

redefinithA 2y 2 F GFdyRYY 20dgy/é] y26y adl 3Se (2 dz-1y26)
Unknown; not stated in patielil3 O2 NR¢ 6 & Q8tggddudinRriewnivBo & o
Fa3aA3dySR adl3Seov o
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Codes and Definitions

Code | Label Description
Clinical staging was not assigned; no information was
00 Not staged inica’ sTaging we 'gned; no inormation w
found in the medical record to assign clinical stage
Clinical staging assigned by a physician not described
Physician, NOS, or physician type not " 6ing ass'e . Y a paysic . .I
10 P under codes 11 — 15 )i.e.: cancer committee chair,
specified in codes 11 - 15 . g . . .
cancer liaison physician or registry physician advisor)
11 Surgeon Clinical staging assigned by the surgeon only
12 Radiation Oncologist glr::’:cal staging assigned by the radiation oncologist
13 Medical Oncologist Clinical staging assigned by the medical oncologist only
14 Pathologist Clinical staging by the pathologist only
15 Multiple Physicians; Tumor Board, etc CIm‘n:aI staging assigned by .multlple physicians such as
during a tumor board meeting
20 Cancer Registrar Clinical staging assigned by the Cancer Registrar only
Clinical staging assigned by the Cancer Registrar and
) . any of the physicians specified in codes 10 — 15. This
30 Cancer Registrar and physician would include the Cancer Registrar assigning the stage
and a physician approving it
40 Nurse, physician assistant, or other non- Clinical staging assigned by medical non-physician staff
physician medical staff such as a nurse or a physician assistant (PA)
50 Staging assigned at another facility Cllnln?al staging assigned at another facility, person’s
role is unknown
Staging by Central Registry including Clinical st.?gmg aSS!gned by Central-F?egls.trw,ur personnel
60 e . based on information from one facility or multiple
consolidation of multiple sources .
facilities
, . . The site/histology combination is not defined in the
88 C t eligible for st
ase is not eligible for staging AJCC Manual
99 Staged but unknown who assigned stage A stage was foundl in thg medical record but it is
unknown who assigned it

Codinginstructions

1. Record the role of the person who documented the clinical AJCC staging data items an

the Stage Group

2. If code 1Qg 20 is used, then all of the staging elements (T, N, and M) and Stage Group

must be assigned by the same person

3. If the tumor was not staged, or stage is unknown, use code 00

4. If the physician who assigned the stage cannot be identified as a surgeon, radiation
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oncologist, or medical oncologist use code 10. Other physicians can include, but are no
limited to dentist, gynecologigir urologist.

5. If it is clear from the treatment provided that the physician providing the stage
information is a surgeon, use code 11.

ExampleUrologist provides stage information for surgical resection of tumor; code
as surgeorg 11

6. If a pathologistassigns T and/or N, and the registrar determines M and determines the
stage group from other portions of the record, use code 30

7. If staging was obtained from outside the facility, code the role of the person who staged
it if known (codes 1@ 40); otherwse, use code 50

8. If applicable, the Staging Elements (T, N, M) and the Stage Group must be recorded.
Exceptionlymphoma does not have TNM elements, only assigning Stage Group is
applicable.

9. The staging source may be different for clinicalpathological stage

Example linitial staging is assigned by the Primary Care General Practij@ede
as 10

Example 2During tumor conference, after discussion among pathologist, radiologist
and surgeon, the facilitator announces the final TNM atadj& Groupg Code as 15

Example3¢ KS 2yt & AYyF2NXYI A2y 2y a0l 3Ay3a Ay
ySAFGABSQE NBIAAGNI NI SYiSNER GKS fA&adSR
abstract¢ Code as 30

Example 4Nurse practitioner documents ataging elementg code as 40

Example 5Staging is entered into the medical record by a physician assistang (PA)
Code as 40

Example 6Patient transfers to your facility, there is a completed staging form in the

chart copies received from the transfeng facility, but the staging form is not signed
¢ Code as 50
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Example 7Uploaded data to central registry from two facilities; there is no
documentation listing staging; just a comment saying the patient has a late stage
cancer. The central registry emgethe TNM and Stage Group based on the
consolidated record from the two facilitiesCode as 60

Example 8A child is diagnosed with a Neuroblastoqeode as 88
Pathological T NAACCR Item #880

This field evaluates the primary tumor (T) and reflects the tumor size and/or extension of the
tumor following the completion of surgical treatment.

Beginning in 2016, new T, N, and M categories wamemented for the AJCC T, N, and M
dataitems. These new categories have been generated by addingthe r&§a 2 F a O¢
to existingvalid clinical and pathological T, N, and M categories respectively, and modifying,
adding anddeleting specific cagories. The new categories enable registrars to comply with
AJCC clinical anhthological staging/classification timeframe rules while abstractThe new
categories will beised for cases of all diagnosis years abstracted using NAAGRR 1.6
complant (and latersoftware.

Coding Instructions
1. The pathological T staging data item must be recorded for all cases.

2. Code pathological T as documented by the treating physician or the managing physicial
in the medical record.

3. If the managing physician has not recorded clinical T, registnfirsode this item based
on the best available information, without necessarily requiring additional contact with
the physician.

4. If a site/histology combination is not defined in the AMRual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5. For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T, N, and M as well as stage group

6. Truncate the least significantlsdivision of the category from the right as needed
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7. For lung, occult carcinoma is coded Tx
8. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvE&Manal
Part Three, Data Item Instructions, Te)@&taging

Pathological N NAACCR Item #3890

This field identifies the absence or presence of regional lyngale (N) metastasis and
describeghe extent of regional lymph node metastasis.

Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M
dataitems. These new categories have been generated by addingthe pr&§a 2 & LJ& O ¢
to existingvalid clinical and pathological T, N, and M categories respectively, andymgglif
adding anddeleting specific categories. The new categories enable registrau@mply with
AJCC clinical anhthological staging/classification timeframaes while abstraehg. The new
categories will beised for cases of all diagnosis years abstracted using NAAGER \1L6
compliant (and lateryoftware.

Coding Instructions
1. The pathological N must be recorded for all cases.

2. Record pathological N @®cumented by the first treatig physician(s) or the managing
physician in the medical record

3. If the managing physician has not recorded pathological N, registiirsode this item
based on the best information, without necessarily requimaglitional contact with the
physician

4. If a site/histology combination is not defined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5, C2NJ AY aAldz dzyY2NE GKFG NS O2yaank§ NBR
code 88 for clinical and pathological T, N, and M as well as stage group
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6. Use of the new category of cNO for tis data item is limited only to in situ tumors
beginning in 2016

7. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
SectionThree, Data Item Instructions, Tex$taging

Pathological M NAACCR Item #900

This data item identifies the presence or absence of distant metastasis (M) of the tumor
knownfollowing the completion of surgical treatment.

Beginning in 2016, new T, N, and M categories were implemented for the AJGEd MN,

dataA 1 SYad® ¢KS&aS ySg OFGS3I2NRASE KIF@S 6SSy 3
to existingvalid clinical and pathological T, N, and M categories respectively, and modifying,
adding anddeleting specific categories. The new categoriedbémeegistrars to comply with
AJCC clinical anqmhthological staging/classification timeframe rules while abstracting. The new
categories will beised for cases of all diagnosis years abstracted using NAACCR version 16
compliant (and latersoftware.

Codng Instructions
1. The pathological M must be recorded for all cases.

2. Record clinical M as documented by the treating physician(s) or the managing physiciar
in the medical record

3. If the managing physician has not recorded pathological M, registridireode this item
based on the best clinical information, without necessarily requiring additional contact
with the physician

4. If a site/histology combination is not defined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stageig

5, C2NJ AY aAlddz dzyY2NE OGKFG NS O2yaARSNBR
code 88 for clinical and pathological T, N, and M as well as stage. group

Cc¢ VCR User Manual 202QAll Sections 121



6. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
SectionThree, Data Item Instructions, Tex®taging

Pathological Stage Group NAACCR Item #910

This field identifies the anatomic extent of disease based on the T, N, and M data items know
following the completion of surgical treatment.

The VCR requires that AJCC TNM staging be assigned on all cases. The AJCC developed th
stagingsystem for evaluating trends in the treatment and control of can€ars staging

system is used byhysicians to estimate prognosis, plan treatment, evaduagw types of

therapy, analyzeutcomes, design followp strategies, and to assess earlyaigion results.

Coding Instructions

1. Record the pathological stage group as documented by the treating physician(s) or the
managing physician in the medical record

2. If the managing physician has not recorded the pathological stage, regisitars
codethis data item based on the best available information, without necessarily
requiringadditional contact with the physician

3. If a site/histology combination is not defined in the AJCC manual, code 88 for clinicalan
pathological T, N, M as well as stagyoup

4. For in situ tumors that are not staged according to the AJCC manual, code 88 for clinice
and pathological T, N, and M as well as stage group

5. To assign stage group when some, but not all T, N, and/or M components can be
determined, inerpretY A 8 a8 Ay 3 O2YLRyYySyida | & GE®dE

6. If pathological M is coded as blank and clinical M is coded as 0, 1, 1A, 1B, or 1C, then t
combination of staging items pT, pN and cM may be sued to complete the pathological
stage group

Cc¢ VCR User Manual 202QAll Sections 122



7. If the value does not fill all foud) characters, then record the value to the left and
leave the remaining spaces blank

8. Convert all Roman numerals to Arabic numerals and use tgge (capital letters)
only.

9. Refer to the currenAJCC Cancer Staging Manfealstaging rules.
Text

Textto support this data item must be recorded in the specific text fields.\&&e Manual
SectionThree, Data Item Instructions, Tex$taging

Pathological Stage (Prefix/Suffix) Descriptor NAACCR Item #920

This identified the AJCC clinical stage descriptors known following the completion of surgical
treatment. Stage descriptors identify special cases that need separsatlysis. The descriptors
areadjuncts to and do not change the stage group.

The VCR regres that AJCC TNM staging be assigned on all ddse&JCC developed this
stagingsystem for evaluating trends in the treatment and control of cantars staging

system is used byhysicians to estimate prognosis, plan treatment, evauagw types b
therapy, analyzeutcomes, design followp strategies, and to assess early detection results.

Codes and Definitions

Code | Label Description
There are no prefix or suffix descriptors that would be used for
0 None _
this case
1 E-Extranodal, lymphomas only | Alymphoma case involving an extranodal site
2 5-5pleen, lymphomas only A lymphoma case involving the spleen
M-Multiple primary tumorsin a | This is one primary with multiple tumors in the primary site at
3 single site the time of diagnosis
5 E and 5 - Extranodal & spleen, | A lymphoma case with involvement of both an extranodal site
lymphomas only and the spleen
9 Unknown, not stated in patient | A prefix or suffix would describe this stage, but it is not known
record which would be correct
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Coding Instructions

1. Record the pathological stage descriptor as documented by the treating physician(s) or
the managing physician in the medical record.

2. If the managing physician has not recorded the descriptor, regisivdlirsode tis item
based on the best available information, without necessarily requiring additional
contact with the physician.

3. If the tumor is not staged according to the AJCC manual, leave this item blank

4. Refer to the currenAJCC Cancer Staging Marfgalstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvVE&Manual
Part Three, Datitem Instructions, Texg Staging

Staged By (Pathological Stage) NAACCR Item #930

This data item identifies the person who assigned the clinical AdGi@gdata items and the
StageGroup.

The VCR requires that AJCC clinical TNM staging be recorded in the abstract beginning in 2C
Data captured in this data item can be used to evaluate the accuratg@npleteness of
stagingrecorded in the registrand form the basis for quality management and improvement
studies.

In 2016, this data item was expanded to two (2) characters alitianal categories were
addedto document additional, more detailed sources of staging assignmaaththelp in

targeting raining.The implementation of the new codes included data conversiod
NERSTAYAUIUAZ2YNRY aGdzyly2ey<caial3Se (G2 daplyz2g:
Unknown; not stated in patielil5 O2 NR¢ 4 & Q8tggedduinkriewniwBo & o
assignedsta S ¢ 0 @
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Codes and Definitions

Code | Label Definition
a0 Not staged Clnnnca! staging wgs. not assigned; qc: |nfprlmat|nn was
found in the medical record to assign clinical stage
Clinical staging assigned by a physician not described
Physician, NOS, or physician type not o BINg assig , ¥ a physician n r.'
10 ey under codes 11 - 15 Ji.e.: cancer committee chair,
specified in codes 11 - 15 . p . - .
cancer liaison physician or registry physician advisor)
11 Surgeon Clinical staging assigned by the surgeon anly
13 Radiation Oncologist Clinical staging assigned by the radiation oncologist
only
13 Medical Oncologist Clinical staging assigned by the medical oncologist only
14 Pathologist Clinical staging by the pathologist only
5 Multiple Physicians; Tumor Board, etc Clmlncal staging assigned by .rnultmle physicians such as
during a tumaor board meeting
20 Cancer Registrar Clinical staging assigned by the Cancer Registrar only
Clinical staging assigned by the Cancer Registrar and
30 Cancer Registrar and physician any of ‘.che physicians spemfue:li in tndesl H_] —15. This
would include the Cancer Registrar assigning the stage
and a physician approving it
40 Murse, physician assistant, or other non- | Clinical staging assigned by medical non-physician staff
physician medical staff such as a nurse or a physician assistant (PA)
50 Staging assigned at another facility Cllanal staging assigned at another facility, person’s
role is unknown
. Clinical staging assigned by Central Registry personnel
Staging by Central Registry including ! _Emg ° Y gistry p r
B0 L . based on information from one facility or multiple
consolidation of multiple sources -
facilities
. . . The site/histology combination is not defined in the
83 Case is not eligible for staging AICC Manual
A stage was found in the medical record but it is
a9 Staged but unknown who assigned stage & . .
unknown who assigned it

Coding Instructions

1. Record the role of the person who documented the pathological AJCC staging data iten

and the Stage Group

2. If the case does not meet the criteria for pathologic stagingttineor was not staged,

or stage is unknown, use code 00.
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3

3. If code 1@ 20 is used, then all of the staging elements (T, N, and M) and Stage Grouj
must be assigned by the same person

If the physician who assigned the stage cannot be identified as asurgaliation
oncologist, or medical oncologist use code 10. Other physicians can include, but are no
limited to dertist, gynecologist or urologist.

If it is clear from the treatment provided that the physician providing the stage
information is a surgem, use code 11.

ExampleUrologist provides stage information for surgical resection of tumor; @xde
surgeong 11.

If a pathologist assigns T and/or N, and the registrar determines M and determines the
stage group from other portions of the record, usade 30

If staging was obtained from outside the facility, code the role of the person who staged
it if known (codes 1@ 40); otherwise, use code 50

If applicable, the Staging Elements (T, N, M) and the Stage Group must be recorded.
Exceptionlymphoma does not have TNM elements, only assigning Stage Group is
applicable.

The staging source may be different for clinical vs. pathological stage

Example linitial staging is assigned by the Primary Care General Practif@®@deas
10.

Example 2During tumor conference, after discussiamong pathologist, radiologist
and surgeon, the facilitator announces the finaIM and Stage GroupCode as 15

Example3The only information on staging inthe Rt OF £ NBX O2 NR adl
yS3al GA DS éners thidlisted T ,(INNANME the M and stage group in thabstract
¢ Code as 30

Example 4Nurse practitioner documentsladtaging elements code as 40
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Example 5Staging is entered into the medical recdorg a physician assistant (RA)
Code as 40

Example 6Patient transfers to your facility, there ascompleted staging form in the
chart copies received from the transferring facility, but the staging form is not signed
Code as 50

Example 7Uploaded data to central registryom two facilities; there is no
documentation listing staging; just a comment sa&yihe patient has a late stage
cancer. The central registry enters thidNI and Stage Group based on #t@nsolidated
record fromthe two facilities¢ Code as 60

Example 8A child is diagnosed with a Neuroblastomeode as 88
SEER Summary Stage 2000 NAACCR Item #759

This field if for summary stage at the initial diagnosis or treatment®ft#portable tumor.
Summary stage should include all information available throughpdetion of surgery(ies) in

the first course of treatment or within four (4) months of diagnosis in the absence of disease
progression, whichever is longé&tage informabn is important when evaluating the effects

of cancercontrol programs. It is crucial understanding whether changes over time in
incidence rate®r outcomes are due to earlieletection of the cancers. In addition, cancer
treatment cannotbe studied wihout knowing thestage at diagnosis.

Summary staging is the most basic way of categorizing how far ardaas spread from its
point of origin. Summary staging uses all information available in the madicaid; in other
words, it is a&combination ofthe most precise clinical and pathological documentation of the
extent of disease.

Note: For cases with a diagnosis date of January 1, 2018 please refer to-paged the
Summary of Changes sectiand Appendix G of this manual.
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Codes andefinitions

Code Label

In situ

Localized

Regional, direct extension only

Regional, regional lymph nodes only

Regional, direct extension and regional lymph nodes
Regional, NO5

Listant

Mot applicable

Unstaged

O (00 |~ [Ln | | L | P | | 2

Coding Instructions
1. Use code 8 for benign and borderline brain/CNS cases

2. In situ (Code 0) diagnosis can only be made microscopically, because a pathologist mu
identify the basement membrane and determine that it has beén penetrated.

a. Other ways of describing in situ: namvasive, pranvasive, nonnfiltrating,
intraepithelial,Stage 0, intraductal, Intracystic, niv@nal invasion, no
penetrationbelow the basement membrane

3. Localized (Code 1) cancer has spreatanber than the organ in which it started; there
Is infiltration past the basement membrane into the functional part of the organ, but
there is no spread beyond the boundaries of the organ.

a. Itis important to know and recognize the names of differentistures within the
organg lamina propria , myometrium, muataris, for example€ so that a
description of invasion or involvement of these stuurets will not be interpreted
as regional spread.

b. Be sure to read pathology and operative reportsSasnmary fage is based on
both clinical and pathological information.

4. Regional stage (Codeg; ) when the cancer has spread beyond the limits of the organ
of origin.
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. Regional by direct extension (Code 2) is invasion through entire wall of origin

into surroundirg and/or adjacent tissues

. Invasion to regional lymph nodes (Code 3) meaesttimor has invaded the

walls oflymphatics where cells can travel through lymphatic vessels to nearby
lymphnodess KSNBX G KS& | NBE aFAf GSNBRE 2 dzNJ

. Cale 4 is a combination of positive regional lymph nodes and direct extension

of the tumor.

. Regional, NOS (code 5) is used when it is unclear whether the tissue are

involved bydirect extension or when the other categories are not applicable

l. Staging for no-Hodgkin or Hodgkin lymphomas would use this
code when thereaare more than one lymph node chain is involved.

. Code only regional nodegsnot distant nodeg; in this category. Check the

SEERummary Staging Manual 2008 lists of regional nodes. Do N@3e
AJCC TNNMsting of regional nodes to code this field

5. Distant metastasis (Code 7) is when tumor cells have broken away from the main tumol
and travelled to other parts of the body and have begun to grow at the new location.

a. May also be called remoteliffuse, disseminated, metastatic or secondary

disease

b. Cancer cells travel from the primary in four (4) ways:

Extension from primary organ beyond adjacent tissue into next organ

Lung through the pleura into bone

Travel in lymph channels beyond thest (regional) drainage area
Hematogenous or bloctiorne metastasis due to invasion of blood vessels
within the primary tumor (veins are more susceptible to invasion than thicker

walledarteries) allows escape of tumor cells or tumor emboli which are
transported through the blood stream to another part of the body
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I.  Spread through fluids in a body cavity

1) Malignant cells rupture the surface of the primary tumor and are released
into the thoracic or peritoneal cavity

2) This spread is also calledplantation or seeding metastasis

3) Some tumors form large quantity of fluid called ascites

c. The most common sites of distant spread are liver, lung, brain and bone

Collaborative Stage Sitepecific Factors

SeeCS Data Collection System Coding Instructions, Part |, Section 2, Versidor Q2108s
andspecific coding instructions, located at:

https://cancerstaqging.org/cstage/scherniBages/version0205.aspx

Site Specific Factor 1 NAACCR Item #2880

VCR Required for Mycosis Fungoides, Placenta, ProstatéBI&@ther/IntracranialGland
andBreast

Mycosis FungoidesPeripheral Blood Involvement

Placentag Prognostic Scoring Index

Prostate¢ PSA Value

Brain/CNSOther/IntracranialGlamdVHO (World Health Organization) Grade
Classification

w Breastc Estrogen Receptor (ER) Assay

OV
OV
0V
0V

Site Specific Factor 2 NAACCR Item #2890
VCR Required for Breast

w Breastc Progesterone Receptor (PR) Assay
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Site Specific Factor 5 NAACCR Item #2920
VCR Required for GISTPeritoneum

w GISTPeritoneurg Mitotic Count
Site Specific Factor 6 NAACCR Item #2930
VCR Required for GISTEsophagus, GISTSmalllntestine, GISTStomach

w GISTEsophagadMitotic Count

w GISTSmallintestineMitotic Count

w GISTStomaahMitotic Count
Site Specific Factor 8 NAACCR Item #2862
VCR Required for Prostate and Breast

w ProstatecDf S 42y Q& t NAYFINE tIF00SNYy 3 {S02

w Biopsy/TransurethraResection of Prostate

w Breast¢ HER2: Immunohistochemistry (IHC) Lab Value
Site Specific Factor 9 NAACCR Item #2863
VCR Required for Breast

w Breast¢ HER2Immunohistochemistry (IHC) Test Interpretation

Site Specific Factor 10 NAACCR Item #2864

VCR Required for GISTPeritoneum and Prostate

w GISTPeritoneurg Location & Primary Tumor
w ProstatecDf S a2y Qa { O2NB 2y tNRAauGlFGdSOG2°

Site Specific Factor 11 NAACCR Item #2865

VCR Required for Breast
w Breast¢ HER2: Fluorescent® Situ Hybridization (FISH) Test Interpretation
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Site Specific Factor 13 NAACCR Item #2867
VCR Required for Testis and Breast

w Testisg Post Orchiectomy Alphaetoprotein (AFP) Range

w Breast¢ HER2: Chromogenic In Situ Hybridization (CISH) Test Interpretation
Site Specific Factor 14 NAACCR Item #2868
VCR Required f@reast

w Breast¢ HER2: Result of Other or Unknown Test

Site Specific Factor 15 NAACCR Item #2869
VCR Required for Testis and Breast

w Testisg Post Orchiectomyduman Chorionic Gonadotropin (hCG) Range
w Breast¢ HER2: Summary Result of Testing

Site Specific Factor 16 NAACCR Item #2870
VCR Required for Testis and Breast

w Testis¢ Post Orchiectomy Lactate Dehydrogenase (LDH) Range
w Breast¢ Combination of ER, PR, and HER2 Results

Site Specific Factor 25 NAACCR Item #2879

VCR Requirddr BileDuctsDistal, BileDuctsPerihilar, CysticDuct, EsophagusGEJunction,
LacrimalGland, LacrimalSac, MelanomaCiliaryBody, Melanomalris, Nasopharynx,
PharyngealTonsil, Stomach

w BileDuctsDistat Schema DiscriminatoBileDuctsDistal/BileDuctsPerihilar/Cystic Duct

w BileDuctsPerihilag Schema Discriminator: BileDuctsDistal/BileDuctsPerihilar/Cystic
Duct

w CysticDuct Schema Discriminator: BileDuctsDistal/BileDuctsPerihilar/Cystic Duct

w EsophagusGEJunctiqrischema Discrimator: EsophagusGEJunction (EGJ)/Stomach
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LacrimalGland Schema Discriminator: LacrimalGland/LacrimalSac

LacrimalSag Schema Discriminator: LacrimalGland/LacrimalSac
MelanomaCiliaryBodg Schema Discriminator: MelanomaCiliaryBody/Melanomalris
Melanomalrisg Schema Discriminator: MelanomaCiliaryBody/Melanomalris
Nasopharynx, Schema Discriminator: Nasopharynx/PharyngealTonsil
PharyngealTonsg Schema Discriminator: Nasopharynx/PharyngealTonsil
Stomachg Schema Discriminator: EsophagusGEJunction (EGJ)(&3toma

First Course of Treatment

Guidelines for Recording First Course of Treatment

geegeeee

First course of treatment includes all methods of caraieected therapy recorded in the
treatment plan and administered to the patient before diseasegoession or recurrence.
Nevercode treatment unless you know it has actually been administered atfgoility or any
other facilityrecord as none, 00 or 0.

No therapy is a treatment option (the patient refused therapy, the family/guardian refused
therapy, the patient expired before therapy started, the playasn recommended no therapy,
or the patient is on active surveillance/watchful waiting). Therefoirst tourse of treatment
may beno treatment. Use the date the decision was made not to tredDate of 1st Course
RX

All modalities of treatment are included regardless of sequarragegree of completion of
anycomponent method.

Treatment Plan

A treatment plan describes the canedirected treatment intended to modify, control,
remove ordestroy proliferating cancer cells. The documentationfocaring a treatment plan
may befragmented. It is frequently found in several different sourceg,,enedical or clinic
recordsgonsultation reports, and outpatient records. All candaected therapies specified in
the physician(s) treatment plan are a part of the first course ofttrent. When a treatment
plan isnot available or unclear, consult a physician.

A discharge plan may contain part or all of the treatment plan.
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A treatment plan mayecify one or more modalitiesf therapy (surgery, radiation,
chemotherapy, hormone therapy, immunotherapy, or otherthetJe 0 @ | G NBF GYS
mayinclude combinations of concurrent or adjuvant therapies.

ExampleA patient had a transurethral restan diagnostic of bladder cancer. Resection
was followed by CobakO radiation, ileal loop diversion, and a complete cystectomy with
node dissection. Code as follows:

Data Items and Treatment Codes

Data ltem Treatment Code

Cancer-directed surgery 50 - Complete cystectomy
Radiation Regional RX Modality 22- Cobalt-60 radiation
Chemotherapy 00 - None

Hormone Therapy 00 - None

Immunotherapy 00 - None

Other treatment 0 - Mo other cancer-directed therapy

Guidelines for Determiningrirst Course of reatment

First course of treatment includes all canckrected therapy planned and administered by the
physician(s) during or after the first diagnosis of cancer. Platreatiment may include

multiple modes of therapy and may encompass intervals aa pr more.

Time Period Rules for First Course of Treatment for Malignaesieept Leukemias (in order
of precedence).

1. If there is a documented, planned first course of treatment, first course ends at the
completion of this treatment plan, regardlesttbe duration of the treatment plan.

2.LF GKS LI GASYG A& GNBFGSR I OO2NRAY3 G2
protocol)first course ends at the completion of the treatment.
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3. If there is no documented treatment plan, established protooolnmanagement
guidelines) YR O2yadz G GA2Yy GAGK | LIK@&aAOALY
treatmentmustdo SIAAY GAGKAY F2dzNJ Y2ydKa 2F GKS

4. If the patient refuses all treatment modalities, then changes his/her raimdithe
treatment isinitiated, consult a physician to determine if this is part of first course of
treatment.

Special Rules for Leukemias
The first course of definitive treatment is related to the firstnissiomas follows:

1. If aremission, complete grartial, is achieved during the first course of therapy for the
leukemic process, include:

2. All definitive therapy considered asmissioninducingfor the first remission.

3. All definitive therapy considered asmissioamaintainingfor the first remissio
(maintenance chemotherapy or irradiation to the central nervous system).

4. Disregard all treatment administered to the patient after the relapse of the first
remission.

5. If no remission is attained during the first course of therapy, record all treatment
attempted to induce the remission. Disregard all treatment administered to the patient
as asubsequent attempt to induce remission.

Watchful Waiting

If a treatment plan is given for symptoms/disease progression after periactwhful waiting
thistreatment is not considered part of first course. For example, if physician and patient
choose await and watchapproach to prostate cancer and the patient becomes symptomatic,
consider the symptoms to be an indication the disease has pssgd and any fther
treatmentis not part of first course.
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Treatment Failure

Treatment failure or disease progression may prompt the phystoatop therapy before the
full course has been completed. Any therapy administered aftedtheontinuation of first
coursemust be considered as secondary or subsequent treatment.

Treatment for Recurrence or Progression

Treatment for recurrence or progression of disease includes all calvemted therapies
administered after the first course of treatment is complete.

If the patient does not respond or if the disease progresses, a physician may stop the first
course of treatment before it is complete. Therapy administeredratte first course ends is
not recorded as first course of treatment.

Non CancebDirected Tretment

NoncancelRA NS OUSR UGNBFGYSyda LINREtz2y3a GKS LI A
comfortable, or prepare the patient for cancdirected therapy They are not meant to

destroyor control the tumor or delay the spread of disease. Nonceadirected procedures
includediagnostic tests and supportive care (treatments desigmectlieve symptoms and
minimizethe effects of the cancer). Surgical procedures performed to diagnose/stage disease
(exploratory) or for relief of symptoms (palliativare noncancer directed surgeriNon-
cancerdirected therapies should not be coded as treatment.

Examples of nooancer directed therapies include:
1. Diagnostic procedures:

a. Incisional biopsies

b. Exploratory procedures/surgery with or without biopsisach as
celiotomy,laparotomy, cystotomy, nephrotomy, gastrotomy, thoracotomy

c. Brushings, washings, aspiration of cells, and hematologic findings (peripheral
bloodsmears) are not surgical procedures.

2. Palliative procedures:

a. Colostomy
b. Nephrostomy
c. Esophagostmy
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d. Tracheostomy
e. Gastrostomy

3. Supportive care/relieving symptoms:

a. Pain medication
Oxygen
Antibiotics administered for an associated infection
Intravenous therapy to maintain fluid or nutritional balance
Laser therapy directed at relieving symptoms

®oo0o

Exception Treatment for hematopoietic diseases can be supportive care,
observation, olany treatment that does not meet the usual definiticn which
treatment "modifies,controls, removes, or destroys proliferating cancer tissue". See
VCR Manual, Pafithree, RX%ummOther).

CancetDirected Treatment

Cancerdirected treatment is tumor directed, and its purpose is to modify, control, remove, or
destroy primary or metastatic cancer tissue. Physicians administer the therapy(ies) to remove
or minimize the size dimor or to delay the spread of disease. Record all cadoercted

therapy administered to the patient. For complete treatment imf@tion, record therapies
givenin other institutions and failed treatments (the patient did not respond).

Example 1A paient is diagnosed with stage IV small cell carcinoma of the lung.

The treatment plan recommends radiation to shrink the metastatic tumor and alleviate
the pain caused by rib metastases. The reporting institution delivers beam radiation.
The data itenrRad-Reg RX Modalitig coded 22, beam radiation, NOS.

Example 2A patient with breast cancer enters the reporting institution for a

f dzyLISOl2Yed ¢KS LIKEaAaAOAlIyQa GNBFGYSYd L
following surgery. It is unknown if thepent had radiation. Code the data iteRX

Summ- Surg Prim Sitid a partial or less than total mastectomy (22). Record the data
item Rad-Regional RX Modaligs (00), none. If additional folloup information

revealsthe patient did receive radiatiorthange to the appropriate radiation code.

Date of First Course of Treatment NAACCR Item #1270

Records the date on which treatment (surgery, radiation, systemic, or other therapy) of the
patient began at any facility. It is important to be able to measure the delay between diagnosi
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and the onset of treatment. A secondary use for this date is as a starting point for survival
statistics (rather than using the diagnosis date). This dateaame calculated from the
respective first course treatment modality dates if no treatment was given. Therefore,
providing the date on which active surveillance is chosen, a physician decides not to treat a
LI GASY G 2N LI GA Shsiir@admert iis impottat. 2 NJ 3 dzk NRA |

Beginning in 2010, the way dates are transmitted between facility registries and central
registrieswas changed to improve the interoperability or communicatiorcaricer registry
data with otherelectronic record systems. Retyy software may display dates inet
traditional manner or in thenteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
representing a completely unknown date.

Interoperalle dates are displayed in CCYYMMDD form, with the ankmportions of the date
filled with blank spaces. If a date is entirely blank, an associated datis flssgd to explain the
missingdate. Flags are not used for softwagenerated dates.

For more information regarding dates, please $tginia Cancer Rgstry Manual, Part Three:
Dataltem Instructions, General Information, Coding Dates

Recording Date 1st Course of Treatment

1. Record the earliest of the following datd3ate of First Surgal ProcedureDate
Radiation StartegdDate Systemic Therapy Starfeda Date Other Treatment Started

2. If active surveillance or watchful waiting is selected as the first course of treatient (
SumngTreatment Status 2) record the date this decisionnmsade.

3. In cases of no treatmenRX Summilreatment Status: 0), in which a physician decides
y20 02 OGONBLFG F LI GASYG 2N LI GASYydQa 7
first course of treatment is the date this decision was made.

4. Leave his item blank if the cancer was diagnosed at autopsy and not suspected prior to
that.

5. Unknown Month, Day, and/or Yealf only part of the date is known record what is
known and leave blank what is unknown. Approximation is acceptable; reléCR
Manual, Part Three: Data Item Instructions, General Information, Ciataastructions
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regarding approximating dates and unknown dates. Fictitious dates or default dates are
not acceptable.

Date 1st Course Rx Flag NAACCR Item #1271

This flag explains why there is no appropriate value in the corresponding dateDat& pf
First Course of Treatment.

As part of an initiative to standardize date fields, date flag fields we#reduced to
accommodate nofdate information that had previously been transmitted in date fields.

Codes and Descriptions

Code | Description

Mo information whatsoever can be inferred from this exceptional value (that is, unknown if any

10 treatment was given).
11 Mo proper value is applicable in this context. {for example, autopsy anly).
12 A proper value is applicable but is not known. This event occurred but the date is unknown (for

example, treatment was given but the date is unknown).

(blank) | Avalid date value is provided in the item Date Gflsr Course of Treatment.

Recording Date 1st Course Rx Flag

1. Leave this item blank Date of 1st Course of Treatmdrds a full or partial date
recorded.

2. Code 12 iDate of 1st Course of Treatmear#nnot be determined, but the patient did
receive first course treatment.

3. Code 12 if a decision not to treat was made, but the date is totally unknown
4. Code 10 if it is unknown whether any treatment was adnénes.

5. Code 11 if no proper value is applicable in this context (e.g., autopsy onlyGmake)
Descriptionl0
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RX Sumng Treatment Status NAACCR ltem #1285

This item documentactive surveillance (watchful waiting) and eliminates searching each
treatment modality to determine whether treatment was given. It is used in conjunction
with Date of First Course of Treatméatdocument whether treatment was or was not given,
it is unknown if treatment was given, or treatment was given on an unknown date.

Codes and Descriptions

Code | Description

0 MNo treatment given

1 Treatment given

[

Active surveillance (watchful waiting)

9 Unknown 1f treatment was given

Instructions for Coding
1. This item may be left blank for cases diagnosed prior to 2010.

2. Treatment given after a period of active surveillance is considenbdequent
treatment and it not coded in this item.

3. Use code 0 when treatment is refused or the physician decides not to treat for any
reasonsuch as the presence of comorbidities

Example 1Patient is expected to have radiation, buhas not occurred yet: code &s
Example 2Treatment plan for a lymphoma patient is active surveillance: code as 2

4

Example 3Patient and physician opt for watchful waiting for the pat@rt  LINR & (| G S
code as 2

Date of Fist Surgical Procedure NAACCR Item #1200

Record the earliest date on which the patient had cardiezcted surgery for this primary or
metastatic site. This includé&X Sumnrsurg Pm Site, RX Sumfcope Reg LN Surg, and RX
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SummSurg Oth Reg/Dig his item is used to measure the lag time between diagnosis and the

A~ ~ s A v

Y240 RSTFAYAUGAODS &adzNBSNE 2F (GKS -TMNREONER afic

Beginning in 2010, the walates are transmitted between facility gestries and central
registrieswas changed to improve the interoperability or communicatiorcaricer registry
data with otherelectronic record systems. Registry software may display daté®in t
traditional manner or in thenteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
representing a completely unknown date.

Interoperable dates are displayed in CCYYMMDD fwith the unkmown portions of the date
filled with blank spaces. If a date is entirely blank, an associated dates flsgd to explain the
missingdate. Flags are not used for softwagenerated dates.

For more information regarding dates, please $#rgina Cancer Registry Manual, Section
Three:Dataltem Instructions, Geeral Information, Coding Dat&ecording RX Dateurgery

1. Record the date of cancelirected surgery in month, day, year format (CCYYMMDD).
Record the year in the first fowpaces, the month in the fifth and sixth spaces, and the
day in the last two spaces. A zero must precede sidigli months and days. S&CR
Manual Part Three, General Instructidos allowable values.

2. This data item may contain a date even when styde the primary site equals 00
(none).
Example Patient has excision of a brain lesion on January 15, 2003péttallogy
diagnosis is metastatic lung carcinoma. Patient refuses further-work

w RX SummSurg Prim Sitcode = 00
w RX Date Surgery= 01152003
w RX SummSurg Oth Reg/Dis 4

3. Collecting the dates for each treatment modality allows sequencing of multiple
treatmentsand aids evaluation of time intervals (from diagnosis to treatment and from
treatment torecurrence). The date in this data item may be the same as tHaaia of
Most DefinitiveSurgical Resection of the Primary Site.

4. Unknown dates:

a. Blank spaces are used for unknown trailing portions of the date or where a date is
not applicable.
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b. If the exact date of cancedirected surgery is not available, record @pproximate
date. Refer to/CR Manual Sectidihree, General Information

Special Instructions

If you can record multiple surgery dates, make sure the data item transmitted to tha¥/BR
Date-Surgeryreflects the earliest date of canceélirected surgery.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T€Xtirgery.

RX Dateg Surgery Flag NAACCR Item #1201

This flag explains why there is no appropriate value in the corresponding dateRlHumm
SurgPrim Site.

As part of an initiative to standdize date fields, date flag fields were introduced to
accommodate nordate information that had previously been transmitted in date fields.

Codes and Descriptions

Code | Description
No information whatsoever can be inferred from this exceptional value (that is, unknown if any
surgery was performed).

10

11 No proper value is applicable in this context. (for example, no surgery performed).

A proper value is applicable but is not known. This event occurred but the date is unknown (for

12 example, surgery was performed but the date is unknown).

[blank) | A valid date value is provided in the item RX Summ-Surg Prim Site.

Recording Date 1st Course Rx Flag
1. Leave this item blank RX Sumprsurg Prim Sitkas afull or partial date recorded.

2. Code 12 iRX Sumpsurg Prim Siteannot be determined, but the patient did receive
first course surgery.
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3. Code 10 if it is unknown whether any surgery was performed

4. Code 11 if no surgical procedure was performed.
RX Sumng Surgical Procedure of Primary Site NAACCR Item #3170
Record the most invasive, definitive cancrected procedure pedrmed to the primary site
aspart of the first course of treatment. Canedirectedsurgery modifies, controls, removes,
or destroys proliferating cancer tissue. This item can be used to sequence multiple treatment
modalities and to evaluate the time intervals between treatment.
Recording Surgery to Primary Site
1. An excisional biopsy ancerdirected surgery.
ExampleThe surgeon states the procedure is an excisional biopsy, bytatm®logy
report shows microscopic involvement of the margins. Recedcbde foran excisional

biopsy afRx Summ Surg Prim Site

*Note:Biopsies thatemove all gross tumor deave only microscopic margisbould
be coded to surgery of the primary site.

2. If no canceddirected surgery was performed, code to 0O.

3. Ifitis unknown if cancedirected surgery was performed, code to 99.

4. Use the best informigon in the operative/pathology reports to determine tloperative
procedure. Do not depend on the name of the procedure since it magdmenplete. If
the operative report is unclear as to what was excised or if therelisaepancy

between the operatie and pathology reports, use the pathology repairjess there is
reason to doubt its accuracy.

5. SiteSpecific Surgery Coddgefer toVCR Manual Appendikor surgical codes.

a. For codes 00 through 79, the descriptions of the surgical procedurdsexachical.
Last listed responses take precedence over eafligtied responseqregardless of
code or numeric value). Code 98 takes precedence over all other vatles.
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I.  Codes 10 through 18 are sigpecific descriptions of tumentestruction
proceduresthat do not produce a pathologic specimen.
ii. Codes 20 through 80 are sigpecific descriptions of resection procedures.

b. Numeric Code Sequencelo the extent possible, codes and their definitions are the
same as those assignedrords Manual 20Q4Asa result of added and modified
codes however, the numeric code sequence may deviate from the order in which
descriptions of the surgical procedurare listed.

ExampleA rectosigmoid primary surgically treated by polypectomy with
electrocautery, whichsi listed after polypectomy alone, is coded 22.

20 Local tumor excision, NOS

26 Polypectomy

27 Excisional biopsy Combination of 20
or 2627 WITH

21 Photodynamic therapy (PDT)

22 Electrocautery

23 Cryosurgery

24 Laser ablation

c. Special Code 98 applies toesjfic tumors that cannot be clearly defined in terms of
primary or nonprimary site. Surgical Procedure of Primary Site should be coded 98
for Unknown and Hbefined Primary Sites and Hematopoietic/ Reticuloendothelial/
Immunoproliferative/Myeloproliferave DiseaseSeeVCR Manual, Part Three,
Generalnformationfor a list of these sites and conditions). The itBX SummSurg
OthReg/Dis Sités used to indicate whether surgery was performed for these
tumors.

6. Total Resectioq If a surgical procedunreemoves the remaining portion of an organ
whichhad been partially resected previously for any condition, code as total removal of
the organ. If none of the primary organ remains, the code should indicate this is the
case.

Example 1Resection of a stomaowvhich had been partially excised previouslgaded
astotal removal of stomach.

Example 2Removal of a cervical stump igded as total removal of uterus.
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Example 3Lobectomy of a lung with a previous age resection is coded as total
removal of Ide.

. Biopsies that remove all of the tumor and/or leave only microscopic margins are to be
codedin this item.

. Extranodal LymphomasSurgery for extranodal lymphomas should be recorded using
the scheme for the extranodal site.

ExampleUse the scheméor the stomach to record a gastrectomy fopamary
lymphoma of the stomach.

. Surgery for Multiple Primariesif multiple primaries are trated by a single surgical
event,code the appropriate surgical items for each primary.

Example 1tf a total abdoninal hysterectomy was done for a patient with twdmaries,
one of the cervix and one of the endomieim, code each as having had a total
abdominal hysterectomy.

Example 2If a total colectomy was done for a patt with multiple primaries irseveral
segments of the colon, code total colectomy for each of the primary segments.

10.Regional tissue or orgasSurgery to remove regional tissue or organs is coded in this

item only if the tissue/organs are removed in continuity with the primary site, except
where noted in thevCR Manual, Appendix |

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX TeXtirgery.

RX Sumng Scope of Regional Lymph Node Surgery NAACCR Item #1292

Record the removal, biopsy, or aspiration of regional lymph ngde (e time of surgery of
the primary site or during a separate surgical event. This dieta can be used to compare
andevaluate tke extent of surgical treatment.

Use the operative report as the primary source document to determine whether the
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operative procedure was a sentinel lymph node biopsy (SLNBxj)nore extensive dissection
of regional lymph nodes, or a combination of batntinel lymph node biagy and regional
lymphnode dissection (LND). The pathology report may be& tseomplement the
informationappearing in the operative report, but the operative repakes precedence
when attemptingto distinguish between SLNBxcdAbND or a combination of the two
procedures.

Codes and Definitions

Code | Definition Additional Notes Spniﬁcmﬂreast Im-t}
None- No regional lymph node surgery. No
0 lymph nodes found in pathologic specimen.
Diagnosed at autopsy.
f;;gs!:r ;ir.:.pa:frzn::p::t::fi??e;;if I:-I:'iel-’u Excisional biopsy or asp.iratiﬂn of rEginnall lymph
node(s) regardless of the extent of nodes Ifc:r breast cancer .IS UNCOMmon. Reme.“.r the
invalvement of diseases. operative report to confirm whether an excisional
e Review the operative report to confirm biopsy or aspiration _nf_regilnnal I-,rrnp_h nodes was
1 hether an excisional biopsy or aspiration actually performed; it is highly possible that the
:f regionsl ymph nodes was schually megdure is a SLMNBx (code 2) instead. |If
- additional procedures were performed on the
performed. If additional procedures were lymph nodes, such as axillary LND, use the
perﬁjrm.t’_'d on the lymph nodes, wse the appropriate code 2 — 7.
appropriate code 2 - 7.
Sentinel lymph node biopsy- Biopsy of the first
lymph node or nodes that drain o defined area
of tisswe within the body. Sentinel nodefs) are| « If a relatively |argE number of hrmph nodes —
identified by the injection of a dye or radio label generally more than 5 — are pathologically
at the site of the primary tumor. examined, review the operative report to confirm
* The operative report states that o SLNBx was the procedure was limited to a SLNBx and did not
performed. include an axillary lymph node dissection (ALND)
& Code 2 SLNBx when the operative report & |nfrequently, & SLMBx is attempted and the
describes o procedure using injection of a patient fails to map(i.e. no sentinel lymph nodes
3 dye, radio label, or combination to identify o are identified by the dye and/or radio label
lymph node(s) for removalfexamination. injection) and no sentinel nodes are remowved.
s When a 5LNBx is performed, additional non- Review the operative report to confirm that an
sentinel nodes can be taken during the same axillary incision was made and a node exploration
operative procedure. These additional non- was conducted. Patients undergoing SLMBx who
sentinel nodes may be discovered by the fail to map will often undergo ALND. Code these
pathologist tor selectively removed (or cases as 2 if no ALMND was performed, or 6 when
harvested) as part of the SLNBx procedure by the ALND was performed during the same
the surgeon. If review of the operative report operative event.
confirms that o LND followed the SLNBx,
code these cases as 6.
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Code

Definition

The operative report states that o LND was
performed (o SINBx was not done during this
procedure or in a prior procedure).

Number of regional nodes removed unknown or
not stated; regional lymph nodes removed NO5
Sampling or dissection of regional lymph node
and the number of nodes removed is unknown|
or not stated. The procedure is not specified as
sentinel node biopsy.

* Check the operative report to ensure this

procedure is not a SLNBx anly (code 2), or a
SLNBx with LND (code & or 7).

Additional Notes Specific to Breast (C50.x)

Generally, ALND removes at least 7 — 9 nodes.
However, it is possible for these procedures to
remove or harvest fewer nodes. Review the
operative report to confirm that there was not a
SLNBx in addition to a more extensive LMD during
the same procedure (code 6 or 7).

1-3 regional lymph nodes removed- Sampling or

dissection of regional lymph node(s] with fewer

than four lymph nodes found in the specimen,

The procedure is not specified as sentinel node

biopsy.

® This should be used infrequently. Review the
operative report to ensure the procedure
was not a SLNBx only.

4 or more regional lymph nodes removed-

Sampling or dissection of regional lymph nodes|

with at least four lymph nodes found in thel

specimen. The procedure is not specified as
sentinel node biopsy.

o If a relatively small number of lymph nodes
was examined pathologically, review the
operative report to confirm the procedure
was not a SLNBx only (code 2). If a relatively
large number of nodes was examined
pathologically, review the operative report to
confirm that there was not a SLNBx in
addition to a more extensive LND during the
same, or separate, procedure (code 6 or 7).

® Infrequently, a SLNBx is attempted and the
patient fails to map (i.e. no sentinel lymph
nodes are identified by the dye and/or radio
label injection). When mapping fails, the
surgeon usually performs a more extensive
dissection of regional lymph nodes. Codes
these cases as 2 if no further dissection of
regional nodes was undertaken, or 6 when
regional lymph nodes were dissected during
the same operative event.
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Code | Definition Additional Notes Specific to Breast (C50.x)

Sentinel node biopsy and code 3, 4,0r 5 at same

time, or timing not stoted- Code 2 was

performed in a single surgical event with code 3,

4, or 5. Or, code 2 and 3, 4, or 5 were performed,

but timing was not stated in patient record.

® SINBx and LND fcode 3, 4, or 5) during the
same surgical event, or timing is not known.

s Generally, SLNBx followed by a LND sill yield | ® Generally, SLNBx followed by ALND will yield a

a relatively large number of nodes. However, minimum of 7 — 9 nodes. However, it is possible
it is possible for these procedure to harvest for these procedures to harvest fewer | or more)
6 only a few nodes. nodes.

s [f relatively few nodes are pathologically | = If relatively few nodes are pathologically
examined, review the operative report to examined, review the operative report to confirm
confirm whether the procedure was limited whether the procedure was limited to a SLNBx, ar
to a SLNBx anly. whether a SLNBx plus an ALND was performed.

s nfrequently, o 5LNBx is attempted and the
patient fails to map (ie. no sentinel lymph
nodes are identified by the dye and/or radio
label injection). When mapping fails, the
surgeon usually performs a more extensive
dissection of regional lymph nodes. Code
these cases as 6

Sentinel node biopsy and code 3, 4, or 5 at
different times- Code 2 was followed in o
subsequent surgical event by procedures coded

as 3, 4, or 5. * Generally, SLNBx followed by ALND will yield a
& SLNBx and LND {codes 3, 4, ors) in separate minimum of 7 —9 nodes. However, it is possible for
surgical events. these procedures to harvest fewer | or more)
7 & Generally, SLNBx followed by a regional LND nodes.
will yield a relatively large number of nodes. | * If relatively few nodes are pathologically
However, it is possible for these procedure to examined, review the operative report to confirm
harvest only o few nodes. whether the procedure was limited to a SLNBx, or
e If relatively few nodes are pathologically whether a SLNBx plus an ALND was performed.
examined, review the operative report to
confirm whether the procedure was limited
to a SLNBx only
Unknown or not applicable- 1t is unknown whether regional lymph node surgery was performed;
9 death certificate-only; for lymphomas with a lymph node primary site; an unknown or ill-defined

primary; or for hematopoietic, reticuloendothelial, immunoproliferative, or myeloproliferative disease.

Recording Scope of Regional Lymph Node Surgery

1. Refer toVCR Manual Appendifolr site-specific regional lymph node listings. All other
nodes not listed are considered distant sites and must be coded in the dat&Ri¥em
Summ- Other Regional Site(s), Distant Site(s) or Distant Lymph Node(s).
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2. Record surgical procedures which aspirate, biopsy, or remove regional lymph nodes in
aneffort to dagnose or stage disease in this data item.

3. There is no minimum number of nodes that must be removed; code to the farthest
regional lymph nodes removed regardless of involvement with disease (e.g., the biopsy
of contralateral lung lymph nodes).

4. Codes @ 7 are hierarchical; code the procedure that is numerically higher

a. Exampléel: There was an attempt at sentinel lymph node dissection butynmph
nodes were found in the pathological specimen: Code 2

b. Example 2Aspiration of a regional node for a pharymnpary to confirmhistology
of widespread metastasis: Code 1

c. Example 3Patient has a melanoma of the back; a sentinel lymph ribsigection
was done with the removal of one lymph node with the node confirmed to be
negative: Code 2

d. Example 4Sentinel lynph node biopsy (SLNBX) of right axilla followedidpyt
axillary lymph node dissection (ALND) during the same surgical procedure: Code 6

e. Example 5SLNBx of left axilla followed by a second procedure 5 daysoateteft
ALND: Code 7

5. Of two or more srgical procedures of regional lymph nodes are performed, the codes
entered in the registry for each subsequent procedure must include the cumulative
effect ofall preceding procedures. Do not rely on software to determine the cumulative
code.

ExampleA sentinel lymph node biopsy followed by a regional lymph ndideection at
a later time is coded as 7.

6. For primaries of the meninges, brain, spinal cord, cranial nerves and other parts of the
central nervous system (C70070.9, C71L71.9, C72:L72.9) code to 9.
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7. For lymphomas with a lymph node primary site, code 9. For extranodal lymphomas,
refer to the sitespecific codes for the primary site.

8. Unknown or iHdefined primary site or for hematopoietic, reticuloendothelial,

immunoproliferative, or myeloproliferative disease, code to 9. B€R Manual, Part
Three, General Informatidior a list of these sites and conditions.

9. This data item may not be blank. If no regional lymph nodes were removed or no
surgerywas performedrecord 0.

Example 1Aspiration of regional lymph node of a pharynx primary to confirstology
of widely metastatic disease is coded to 1

Example 2A patient with a breast primary has ansiael lymph node biopsy of theght
axilla, followed by rigt axillary lymph node digstion during the same surgicalevent,
code to 6.

10. Do not codealistantlymph nodes removed during surgery to the primary site for this
dataitem. Distant nodes are coded in the data fi€ldrgical Procedure/Other Site

11.Refer to he currentAJCC Cancer Staging Manoalsite-specific identification of
regionallymph nodes.

12LF GKS LINPOSRdAz2ZNE O2RSR Ay GKA&a AGSY g1 a
controllingsymptoms, to alleviate pain, or to make the patient more comforabien
also recordhis surgery in the itenfalliative Care
Special Instructions

If you can record multiple surgical procedures in your registry software, make sure the data
item transmitted to the VCR &X SummScope Reg LN Sugjlects most exterige code.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T€&urgery.
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RX Sumng Surgical Procedure/Other Site NAACCR Item #1294

Record the surgical removal distant lymph nodesr other tissue(s) or organ(s) removed
beyond the primary site. The removal of nonprimary tissue documents the extent of surgical
treatment and is useful in evaluating the extent of ma&tic involvement

Codes and Definitions

Code | Definition

None, No surgical procedure of nonprimary site was performed.
Diagnosed at autopsy.

Nonprimary surgical procedure performed- Nonprimary surgical resection to other site(s),
unknown if the site(s) is regional or distant.

Nonprimary surgical procedure to other regional sites- Resection of regional site.

Nonprimary surgical procedure to distant lymph node(s)-Resection of distant lymph node(s)

Nonprimary surgical procedure to distant site- Resection of distant site.

H o I PR N ]

Combination of codes- Any combination of surgical procedures 2, 3, or 4.

Unknown- It is unknown whether any surgical procedure of a nonprimary site was
performed. Death certificate only.

Recording Surgery to Other Sites

1.

If other tissue or organs are removed during primary site surgery that are not
specificallydefined by the site specifisurgical Procedure of the Primary $iee,

assign thehighest numbered code that describes the surgical resection of other tissue
or organsbeyond the primary site surgical code.

Assign the highest numbered code that describes the surgical resection of other tissue
or organs beyond the primary site surgicate.

Assign the highest numbered code that describes the surgical resectibstant lymph
node(s).

LYOARSYGFf NBY2@Ft 2F GA&aadzsS 2N 2NBI ya

Surgical Procedure/Other Sigecollected for each surgical everan if surgery of the
primary site was not performed.
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6. Code 1 if any surgery is performed to treat tumors of unknown-gefiined primary
sites (C76.076.8, C80.9) or for hematopoietic, reticuloendothelial,
immunoproliferative, or myeloproliferativdisease (C42.0, C42.1, C42.3, C42.4-or M
9727, 9733, 9749742, 97649809, 9832, 9849931, 99450946, 9950967, and 9975
9992).

7.F GKS LINRPOSRdAz2NE O2RSR Ay GKAAa AOGSY o1l a
controlling symptoms, to alleviate pain, tr make the patient more comfortable, then
also record this surgery in the iteRulliative Care.

Special Instructions

If you can record multiple surgical procedures in your registry software, make sure the data
item transmitted to the VCR &X SummSurg Oth Reg/Di®flects the most extensive
(numerically highest) code.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX TeXtirgery.

Reason for No surgemgf Primary Site NAACCR Item #1340
Record the reason for no Surgery of Primary Site. Co®earé valid only wheRX Summg

SurgPrim Sitas coded 00. This data item provides information relateth®quality of care
anddescribes why primarsgite surgery was not performed.
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Codes and Definitions

Definition

Surgery of the primary site was performed.

Surgery of the primary site was not performed because it was not part of the planned first course
treatment.

Surgery of the primary site was not recommended/performed because it was contraindicated due to
patient risk factors (comorbid conditions, advanced age, etc.)

Surgery of the primary site was not performed because the patient died prior to planned or
recommended surgery.

Surgery of the primary site was not performed; it was recommended by the patient’s physician, but
was not performed as part of the first course of therapy. No reason was noted in patient record.

Surgery of the primary site was not performed; it was recommended by the patient’'s physician,
but this treatment was refused by the patient, the patient’'s family member, or the patient’s
guardian. The refusal was noted in patient record.

Surgery of the primary site was recommended, but it is unknown if it was performed. Further
follow-up is recommended.

It is unknown whether surgery of the primary site was recommended or performed. Diagnosed at
autopsy or death certificate anly.

Recording Reason for No Surgery of Primary Site

1. Code 1 if the treatment plan offered multiple options and the patient selected

treatmentld K & RAR y20 Ay Of dzZRS adzZNHSNE 27F (K
0 NB I (Y Safoépted Bylthé patient.

. If Surgical Procedure of Primary S&eoded 98, codReason for No Surgety 1.

. If the patient refused recommended surgical treatmengae a blanket refusal @l
recommended treatment, or refused all treatment before any was recommended, code
to 7.

. If the treatment plan offered multiple choices, but it is unknown which treatment, if
any,was provided, code to 9.
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Example 1A patient wth a primary tumor of the liver is not recommended frgery
due toadvanced cirrhosis, code to 2.

Example 2A patient is referred to another &lity for recommended surgicagésection
of a gastric carcinoma, but further inforrin@n from the facility to whichthe patient
was referred is not available, code to 8.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T-€Xtirgery.

Date Radiation Started NAACCR Item # 1210

Record the date radiation started. It is important to be able to sequence the use of multiple
treatment modalities and to evaluatthe time intervals between the treatments. For some
diseases, the sequence of radiation and surgical therapy is important when determining the
analytic utility of pathologic stage information.

Beginning in 2010, the way dates are transmitted betweeilifacegistries and central
registrieswas changed to improve the interoperability or communicatiocaricer registry
data with otherelectronic record systems. Registry software may display daté®in t
traditional manner or in thenteroperable format.Traditional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
represerting a completely unknown daténteroperable dates are displayed in CCYYMMDD
form, with the unknown portions of the date filled

with blank spaces. If a date is entirely blank, an associated dates flesgd to explain the
missingdate. Flags are not uddor softwaregenerated dates.

For more information regarding dates, please $tgjinia Cancer Registry Manual, Part Three:
Data Item Instructions, General Information, Coding D&esording RX DatRadiation

1. Record the date in year, month, day format (CCYYMMDD). Record the year in the first
four spaces, the month in the fifth and sixth spaces, and the day in the lasipa®s.
A zero must precede singtkgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecord February 12, 2015 as 20150212.
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2. Collecting dates for each treatment modality allows sequencing of multiple treasmen
and evaluation of time intervals (from diagnosis to treatment and from treatment to
recurrence).

ExampleA patient enters your facility for interstitial radiation boost famostate cancer
that is performed on August 6, 2015. Jpsbr to this, the @tient hadexternal beam
therapy to the lower pelvis that was stated on June 2, 2015 at and#udity. Record
the date as 20150603.

3. If the date radiation started is unknown, leave blank. If any part of the date is unknown,
leave that part blank in th&eld.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX TeRadiation (Beam)r RX Text Radiation Other.

RX Date; Radiation Flag NAACCR Item #1211
This flag explains why there is no appropriate value in the corresponding dateR}¢Date
Radiation.As part of an initiative to standardize datelfis, date flag fields were introduced to

accommodate nordate information that had previously been transmitted in date fields.

Codes and Definitions

Code | Description

Mo information whatsoever can be inferred from this exceptional value (that is, unknown if any

10
radiation was given).
11 Mo proper value is applicable in this context. (for example, no radiation given).
1 A proper value is applicable but is not known. This event occurred but the date is unknown (that is,

radiation was given but the date is unknown).

Information is not available at this time, but it is expected that it will be available later (for
15 example, radiation therapy is planned as part of the first course of therapy, but had not been started
at the time of the most recent follow-up)

(blank) | A walid date value is provided in the item RX Date - Radiation.
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Recording RX DateRadiation Flag
1. Leave this item blank RX Date Radiationhas a full opartial date recorded.

2. Code 12 iRX Date Radiationcannot be determined, but the patient did receive first
courseradiation.

3. Code 10 if it is unknown whether any radiation was given

4. Code 11 if no radiation is planned or given.

5. Code 15 if radiatiorsiplanned, but has not yet started and the start date is not yet
available. Follow this patient for radiation treatment and update this itBrate Radiation
Started and all other radiation items.
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Regional Treatment Modality

Record the dominant modality of radiation therapy used to delthermost clinically

significantregional dose to the primary volume of interest during thistfcourse of treatment

Codes and Definitions

Code | Label Definition

00 No radiation treatment Radiation therapy was not administered to the patient. Diagnosis at autopsy

20 External beam, NOS The treaftment is kncwﬁ to be by f_-:_nemal ﬁeam, but there is insufficient
information to determine the specific modality.
External beam therapy administered using equipment with a maximum

21 Orthovoltage energy of less than one (1) million volts (MV). Orthovoltage energies are
typically expressed in units of kilovalts (kV).

2 Cobalt-60, Cesium-137 E.\:tllzrnal beam therapy usmlg a machine containing e:nthv.-r a Cobalt- 60 or
Cesium-137 source. Intracavitary use of these sources is coded 50 or 51.

73 Photons (2-5 MV) ExtErna.I beam therapy using a photon producing machine with a beam
energy in the range of 2-5 MV.

24 Photons (6-10 MV) ExtErna.I beam therapy using a photon producing machine with a beam
energy in the range of 5-10 MV.

2t Photons (11-19 MV] E:n:tErnall beam therapy using a photon producing machine with a beam
energy in the range of 11-19 MV.

26 Photons (>19 MV) External beam therapy using a photon producing machine with a beam
energy of more than 19 MV.

57 Photons (mixed energies) External beam therapy using more than one energy over the course of
treatment.

28 Electrons Treatment delivered by electron beam.

29 Photons & electrons mixed | Treatment delivered using a combination of photon and electran beams.

Meutrons, wf or
30 w/o Treatment delivered using neutron beam.
photons/electrons

Intensity modulated radiation therapy, an external beam technique that

3 IMRT . ;
should be clearly stated in patient record.
An external beam technigue using multiple, fixed portals shaped to

32 Conformal or 3-D therapy | conform to a defined target volume. Should be clearly described as
conformal or 3-D therapy in patient record.
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Code | Label Definition
40 Protons Treatment delivered using proton therapy.
a1 Stereotactic Treatment delivered using stereotactic radiosurgery, type not specified
radiosurgery, NOS in patient record.
. . Treatment categorized as using stereotactic technigue delivered
42 Linacradiosurgery , .
with a linear accelerator.
. Treatment categorized as using stereotactic technique delivered using a
43 Gamma Knife Gamma Knife machine.
Brachytherapy, interstitial implants, molds, seeds, needles,
50 Brachytherapy, NOS radioembolization, or intracavitary applicators of radioactive materials
not otherwise specified.
Intracavitary [no direct insertion into tissues) radio-isotope treatment
Brachytherapy, ) . ; ;
51 , using low dose rate applicators and isotopes (Cesium-137, Fletcher
Intracavitary, LDR ]
applicator).
- Brachytherapy, Intracavitary (no direct insertion into tissues) radioisotope treatment
Intracavitary, using high dose rate after-loading applicators and isotopes.
e3 Brachytherapy, Interstitial {direct insertion into tissues) radicisotope treatment using low
Interstitial, LOR dose rate sources.
c4 Brachytherapy, Interstitial (direct insertion into tissues) radicisotope treatment using high
Interstitial, HDR dose rate sources.
55 Radium Infrequently used for low dose rate (LDR) interstitial and intracavitary|
therany
a0 Radioisotopes, NOS lodine-131, Phosphorus-32, etc.
61 Strontium-89 Treatment primarily by intravenous routes for bone metastases.
62 Strontium-90
R , Combination of external beam radiation and either radioactive implants
Combination modality, . ..
Bo* epecified* or radioisotopes*® This is a converted code and should not be coded
P for cases diagnosed on or after 1/1/2003.
Combination Combination of radiation treatment modalities not specified in code 80.*
85* modalit | This is a converted code and should not be coded for cases diagnosed
y, NOS* on or after 1/1/2003.
o8 Other, NOS Hadigtinn th!eramr administered, but the treatment modality is not
specified or is unknown.
99 Unknown ::trr:lsvunknuwn whether radiation therapy was administered. Death certificate]

Recording Radiation Regional Treatment Modality

1.wlk RAFGAZY
summary letter for the first course of treatment. Segregatiotreatment components
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into regional and boost and determination of the respective treatmaotality may
require assistance from the radiati@mcologist to ensure consistenbding.

2. Radiation treatment is frequently delivered in two or more phases whachbe
summarized as "regional” and "boost" treatments.

a. Regional Radiation is directed at the cancer site and a larger area of surrounding
tissue.

b. Boost Radiation is a supplemental radiation dose targeted directly to the tumor site
(or site of the originatumor). It is provided to a smaller area within the same volume
asregional, in order to enhance the effect of the regional treatment.

The VCR only requires Regional Radiation to be repSgedSummary of Changes section
regarding radiation for casesatjnosed January 1, 2018 and after.

3. If only one radiation treatment modality is delivered to a patient and it is not speasied
either regional or boost treatment, assume it is regional treatment and code
accordingly.

4. In the event multiple radiation th@py modalities were employed in the treatmeoit
the patient, record only the dominant modality.

5. In some circumstances, the boost treatment may precede the regional treatment.

Example 1A patient treated with breast conserving surgery hasraerstitial boostat
the time of the excisional biopsy. The implant ubek92 and is left in place fahree
days. This is followed by 6 MV photon treatmehthe entire breast. The boostas
given before the regimal treatment; code to 24.

6. For purposs of this data item, photons andrays are equivalent.

Example 1Patient receives 15 MV external pelvic treatment to 4,500 cGygduorical
carcinoma, and then receives two Fletcher intracavitary implants is cmd28.

Example 2A patient withcarcinoma of the parad receives daily treatments @fhich

60% are delivered by 15 MV photons and 4ff%he dose is delivered by 16 MV
electrons is coded to 29.
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7. Code IMRT or conformal 3D whenever either is explicitly mentioned.

8. Code radioembolizationsabrachytherapy.

9. Code PUVA (psoralen and lemwgve ultraviolet radiationDther TreatmentNJAACCR
ltem #1420, Code 1)

10.A patient who is treated with-125 seeds is coded as low dose brachytherapy (Code 53)

11 A patient who is treated with 4500cGy using 1¥ Eiternal pelvic radiation, then
receives two Fletcher intracavitary implants; code to the external beam (Code 25)

12 A patient with prostate carcinoma receives pelvic irradiation at the reporting facility,
thenis referred to another facility for experimeaitproton therapy boost; code to
ExternalBeam, NOS (Code 20)

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T-eRadiation (Beam) or RX TeRadiation Other.

Radiation/Surgery Sequence NAACCR Item # 1380

Record the sequencing of radiation and surgical procedures given as part of first course of
treatment.

The sequence of radiation asdrgical procedures given as part of first course of treatment
cannot always be determined using the date on which each modality was started or
performed.

This data item can be used to more precisely evaluate the tiofiglivery of treatment to
the patient.
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Codes and Definitions

Code | Definition

No radiation therapy and/or surgical procedures- No radiation therapy given; and/or no surgery of the
primary site; no scope of regional lymph node surgery; no surgery to other regional site(s), distant
site(s), or distant lymph node (s). Diagnosed at autopsy.

Example: Due to other medical conditions surgery was not performed.

Radiation therapy before surgery- Radiation therapy given before surgery of the primary site; scope of
2 regional lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph node(s).

Example: A patient has a large lung lesion and received radiation therapy prior to resection.

Radiation therapy after surgery- Radiation therapy given after surgery of the primary site; scope of regional
lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph node(s).

Example: A patient received a wedge resection of a right breast mass with axillary lymph node
dissection followed by radiation to the right breast.

Radiation therapy both before and after surgery- Radiation therapy given before and after surgery of

the primary site; scope of regional lymph node surgery; surgery to other regional site(s), distant site(s), or

4 distant lymph node(s).

Example: Preoperative radiation was given to a large, bulky vulvar lesion and was followed by
lymph node dissection. This was then followed by radiation therapy to treat positive lymph nodes.

Intraoperative radiation therapy- Intraoperative therapy given during surgery of the primary site; scope
5 of regional lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph node(s).

Example: A cone biopsy of the cervix is followed by intracavitary implant for B cervical

Intraoperative radiation therapy with other therapy administered before or after surgery — Intraoperative
radiation therapy given during surgery of the primary site; scope of regional lymph node surgery; surgery to
6 | other regional site(s), distant site(s), or distant lymph node (s) with other radiation administered before or
after surgery of the primary site; scope of regional lymph node surgery; surgery to other regional site(s),
distant site(s), or distant lymph node(s).

Sequence unknown- Administration of radiation therapy and surgery of the primary site; scope of regional
9 | lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph node(s) were
performed and the sequence of the treatment is not stated in the patient record.

Recording Radiation/Surgery Sequence
1. Surgical procedures include:
a. RX Sumnsurg Prim Sitésurgery of the primary site)
b. RX Sumnr$cope LN Sufgcope of regional lymph node surgery)

c. RX Sumnsurg Oth Reg/Disurgery toother regional site, distant site, or distant
lymph node)
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2. If all surgery procedures listed above are coded to 0, then this item should be coded to
0.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, [@ta Item Instructions, RX Tex®urgery, RX TexRadiation (Beam) and RX Text
Radiation Other.

Reason for No Radiation NAACCR Item #1430

This field records the reasdhat no regional radiation therapy was administered. When
evaluating the quality of care, it is useful to know the reason that various metbiatierapy
were not used, and whether the failure to provide a given type ofr#ipy was due to the
LIK & a Afalaré ty'r@cdmmended that treatment or due to the refusakioé patient, a
family memberotl KS LI 6 ASy Q& 3IdzZ NRAIF y &

Codes and Definitions

| Code | Definition

0 Radiation therapy was administered

Radiation therapy was not administered because it was not part of the planned first course treatment;
diagnosed at autopsy

Radiation therapy was not recommended/administered because it was contraindicated due to other
2 patient risk factors (comorbid conditions, advanced age, progression of tumor prior to planned
radiation, etc)

Radiation therapy was not administered because the patient died prior to planned or recommended
therapy

Radiation therapy was not administered; it was recommended by the patient’s physician, but was not
administered as part of first course treatment. Mo reason was noted in patient’s record

Radiation therapy was not administered; it was recommended by the patient’s physician, but this
7 treatment was refused by the patient, the patient's family member, or the patient’s guardian. The
refusal was noted in patient’s record.

B Radiation therapy was recommended but it is unknown whether it was administered,

g It is unknown if radiation therapy was recommended or administered; Death certificate cases only

1

Recording Reason for No Radiation

1. If Regional Treatment ModalifNAACCR Item #1570) is cod&q then record the
reasonbased on documentation in patient record.
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2. Code 1 if the treatment plan offered multiple alternative treatment options and the
patient selected treatment that dichot include radiation therapy.

3. Code 7 if the patient refusadiation therapy, made a blanket refusal of all
recommendedreatment, or refused all treatment before any was recommended.

4. Code 8 if it is known that a physician recommended radiation treatment, but no further
documentation is available yet to confirts mdministration.

5. Code 8 to indicate referral to a radiation oncologist was made and the registry should
follow to determine whether radiation was administered. If follmp to the specialist or
facility determines the patient was never there and no otlt®cumentation can be
found, code 1.

a. Cases coded to 8 should be followed and updated to a more definitive code as
appropriate.

6. Code 9 if the treatment plan offered multiple alternative treatment options, but it is
unknown which treatment, if any, wasavrided.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Te&urgery, RX TexRadiation (Beam) and RX Text
Radiation Other.

Date Chemotherapy Started NAACCR Item #1220

Record the date chemotherapy started. It is important to be ablsequence the use of
multiple treatment modalities and to evaluate the time intervals beewethe treatments.
Beginning in 2010, the way dates are transmitted between facilgistaes and central
registrieswas changed to improve the interoperability or communicatiorcaricer registry

data with otherelectronic record systems. Registry sadte may display dates ihée

traditional manner or in thenteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
represering a completely unknown daténteroperable dates i@ displayed in CCYYMMDD
form, with the unkrown portions of the date filleavith blank spaces. If a date is entirely blank,
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an associated date flag used to explain the missinigte. Flags are not used for software
generated dates.

For more informatiorregarding dates, please s&@ginia Cancer Rgstry Manual, Part Three:
Dataltem Instructions, Geeral Information, Coding Daté&cording Date Chemotherapy
Started

1. Record the date in year, month, day format (CCYYMMDD). Record the year in the first
four spaces, the month in the fifth and sixth spaces, and the day in the lagtpaces.
A zero must precede singtkgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecord February 12, 2015 as 20150212.

a. Record the first or earliest date on which chemotherapy was administered.
This datecorresponds to administration of the agents codeimemotherapy
(NAACCR Iterl 390)

2. Collecting dates for each treatment modality allows sequencing of multiple treatments
and evaluation of time intervals (from diagnosis to treatment and from treatment to
recurrence).

ExampleA patient enters your facility for radiation therapy for breast cartbet is
performed on August 6, 2015. Just prior to thie patient had two ourses ofTaxotere
that was stated on June 2, 2015 at another facility. Recoeditite as 20150603

3. If the date radiation started is unknown, leave blank. If any part of the date is unknown,
leave that part blank in the field.

a. If the exact date chemothapy started is not available, record an approximate
date;refer to VCR Manual Part Three, General Instructions
Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, Chemo Text

RXDate¢ Chemo Flag NAACCR Item #1221

This flag explains why there is no appropriate value in the corresponding dateR}¢date
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ChemoAs part of an initiativéo standardize date fields, date flag fields were introduced
toaccommodate nordate information that had previously been transmitted in date fields.

Codes and Definitions

Code | Description

Mo information whatsoever can be inferred from this exceptional value (that is, unknown if any

10
chemotherapy was given).
11 Mo proper value is applicable in this context (for example, no chemotherapy given).
19 A proper value is applicable but is not known. This event occurred but the date is unknown (that is,

chemotherapy was given but the date is unknown).

Information is not available at this time, but it is expected that it will be available later (for
15 example, chemotherapy is planned as part of the first course of therapy, but had not been started at the
time of the most recent follow-up)

(blank) | A valid date value is provided in the item RX Dote - Chemo

Coding Instructions
1. Leave this item blank RX Date Chemahas a full opartial date recorded.

2. Code 12 iRX Date Chemacannot be determined, but the patient did receive first
course chemotherapy.

3. CodelO if it is unknown whether any chemotherapy was given

4. Code 11 if no chemotherapy is planned or given.

5. Code 15 if chemdterapy is planned, but has not yet started and the start datetsyet
available. Follow this patient for chemotherapy treatment and updateitbis, Date
Chemo Startedand all other chemotherapy items.

Chemotherapy NAACCR Item #1390
Record the type of chemotherapy administered as first course of treatment at your institution

and at all other institutions. If chemotherapy was not administered, ttiesitem records the
reason it was not administered to the patient. Chemotherapy consists of a group of anticance
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drugs that inhibit the reproduction of cancer cells by interfering with DNA synthesis and
mitosis.

Systemic therapy may involve the admirasion of one or a combination of agents. This data
item allows for the evaluation of the administration of chemotherapeutic agents as part of the
first course of therapy. In addition, when evaluating the quality of care, it is useful to know the
reasonif chemotherapy is not administered.

Codes and Definitions

Code | Definition

00 | None-chemotherapy was not part of the planned first course of therapy. Diagnosed at autopsy.

Chemotherapy NOS- Chemotherapy administered as first course therapy, but the type and number

01
of agents is not documented in patient record.

o2 | Single-agent chemotherapy administered as first course therapy

03 | Multiagent chemotherapy administered as first course therapy.

Chemotherapy was not recommended/administered because it was contraindicated due to patient

82 risk factors (i.e., comorbid conditions, advanced age).

85 | Chemotherapy was not administered because the patient died prior to planned or recommended therapy.

Chemotherapy was not administered. It was recommended by the patient’s physician, but was not

&6 administered as part of the first course of therapy. No reason was stated in patient record.

Chemotherapy was not administered. It was recommended by the patient’s physician, but this treatment
87 | was refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in
patient record.

88 | Chemotherapy was recommended, but it is unknown if it was administered.

It is unknown whether a chemotherapeutic agent(s) was recommended or administered because it is not

stated in patient record.
99 H

Death certificate only

Recording Chemotherapy

1. If chemotherapy was not administered to the patient, and it is known it is not usually
administered for this stage of cancer or type of condition, code to 00.
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2. If thetreatment plan offered multiple options and the patient selected treatm#eit
did not include chemotherapy or if the patient selected no treatment, code to 00.

3. Ifitis known chemotherapy is usually administered for this type and stage of cauter,
was not administered to the patient, use code 82, 85, 86, or 87 to recordeidison
why it was not administered.

4. If the patient refused recommended chemotherapy, made a blanket refusal of all
recommended treatment, or refused all treatment before any wasommended, code
to 87.

5. If it is not known whether chemotherapy is usually administered for this typestage
of cancer and there is no mention in the patient record whether it re@®mmended or
administered, code to 99.

6. Code 88 if it is known thathysician recommended the patient receisieemotherapy
but no further documentation is yet available to confirmatdministration.

7. Chemo embolization should be coded to 01, 02, or 03, depending on the number of
chemotherapeutic agents administered.

8. If chemotherapy was given as a radiosensitizer or radioprotectant, DO NOT code as
chemotherapy

9. If the managing physician changes one of the agents in a combination regimetheand
replacement agent belongs to a different group ($&R Manual, Part Three,
Chemotherapy Group Classificatigrigan the original agent, the new regimen
represents the start of subsequent therapy, amdy the original agent or regimen is
recorded as first course therapy

Example: The physician documents a multimodality treatnpdsat that includes a
combination regimen of chemotherapy. Man is one of the drugs in th@hemotherapy
regimen. After two cycles of chertiwrapy, the physician says thelban will be
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replaced with Oncovin and éhchemotherapy will continue gdanned. This is a
continuation of the planned fat course of therapy since thaye in the same group.

1I0LFT OKSY2GKSNI LR A& IAGSY (G2 LINRf2y3a (GKS
alleviating pain, or to make the patient more comfortable, then also record the
chemotherapy administered in the item Palliative Care (NAACCR Item #3270)

11.UseSEER RX determine if a drug is a chemotherapy ageBEER RX aninteractive
antineoplastic drug data base and it can be downloaded from this website:
http://seer.cancer.gov/seertools/seerrx

12.The six drugs listed below were previously classified as chemotherapy are now classifie
as BRM/Immunotherapyl his change is effective for cases diagnosed Jaynla2013
and forward.For cases prior to 2013, the drugs should continue to be recorded as
chemotherapy.

Alemtuzumab/Campath
Bevacizumab/Avastin
Rituximab
Trastuzumab/Herceptin
Pertuzumab/Perjeta
Cetuxumab/Erbitux

~oQo0oTp

*Note: According to the standard sey SEER RX Interlenkire considered chemotherapy
drugs,not immunotherapy.
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Methods of Administration

Method Definition

Intravenous A small plastic needle is inserted into a vein. Chemotherapy flows from the IV
(V) Infusion bag/bottle, through the needle and catheter into the bloodstream.

Orally Medication taken in the form of either a pill or liquid taken by mouth.

Administered directly into the cerebrospinal fluid through a lumbar puncture
Intrathecal needle into an implanted access device (e.g., Ommaya reservoir).

|

Pleural/pericardi | njected directly into pleural or pericardial space to control malignant effusions.

Intraperitoneal | Injected into the peritoneal cavity.

Hepatic artery Injected into a catheter inserted into artery that supplies blood to liver.

Clarification of Terms

Term Definition
Chemotherapy given after other methods have destroyed the clinically
detectable cancer cells. Chemotherapy given to destroy micrometastases
(undetectable cancer cells). The intent is to prevent or delay a recurrence.
Adjuvant , , . . .
Juv Example: The patient has breast cancer with positive nodes. The patient is
chemotherapy

clinically free of disease after a modified radical mastectomy. The
patient is treated with adjuvant chemotherapy to prevent or delay
disease recurrence.

Multimodality
therapy Combined
modality therapy
Concurrent therapy

Chemotherapy given before, during, or after other treatment modalities
[surgery, radiation) as a part of the treatment plan.

Neo-adjuvant therapy

Given prior to surgical resection or radiation therapy to reduce the bulk of a
locally advanced primary cancer.

Exampie: A patient with locally advanced breast cancer receives chemotherapy
to reduce tumor size. Chemaotherapy is followed by a modified
radical mastectomy.

Treatment cycles

Chemotherapy agents are administered in treatment cycles, either singly or in a
combination regimen of two or more chemotherapy drugs. The interval of a
treatment cycle varies and chemotherapy may be administered for several weeks
or several years.
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Chemotherapy Group Classifications

Group Subgroup Example
Mechlorethamine (Mutagens),
Alkylating agents | Nitrogen mustard phenylalanine mustard

(Memphians),

Ethylenimine derivatives | Triethylene-thiophosphoramide (Thio-TEPA)

Alkyl sulfonates Busulfan (Myleran)
Mitrosoureas Carmustine [Lomustine)
Triazines DTIC (Dacarbazine)
Antimetabolites Folic acid analogues Methotrexate (Amethopterin, MTX)
Pyrimidine analogues S-fluorouracil (5-FU)
Purine analogues G-mercaptopurine (6-MFP)

Dactinomycin (Actinomycin D), doxorubicin
Matural products | Anti-tumor {Adriamycin), daunorubicin (Daunomycin),
bleomycin (Blenoxane), mitomycin C (Mutamycin)

Vinblastine (Velban, VBL),
vincristine (Oncovin, VCR)

Plant alkaloids

Enzymes l-asparaginase (Elspar)

Cis-diammine dichloroplatinum Il (Cisplatin],
hydroxyurea (Hydrea), procarbazine (Matulane)

Miscellaneous

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual
Part Three, Data Item Instructions, RX F&temao.

Date Hormone Started NAACCR dém #1230

Record the date hormone therapy started. It is important to be able to sequence the use of
multiple treatment modalities and to evaluate the time intervals between the treatments.
Beginning in 2010, the way dates are transmitted between facédystries and central
registrieswas changed to improve the interoperability or communicatiorcaricer registry

data with otherelectronic record systems. Registry software may display daté®in t
traditional manner or in thenteroperable format. Tradional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
representing a completely unknown date.
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Interoperable dates are displayed in CCYYMMDD form, with the unknown portions of the date
filled with blank spaces. If a date is entirely blank, an associated dates flesgd to explain the
missingdate. Flags are not ed for softwaregenerated dates.

For more information regarding dates, please $aginia Cancer Registry Manual, Part Three:
Dataltem Instructions, General Information, Coding Dates

Recording Date Hormone Therapy Started

1. Record the date in year, month, day format (CCYYMMDD). Record the year in the first
four spaces, the month in the fifth and sixth spaces, and the day in the lasiaces.
A zero must precede singtBgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecord February 12, 2015 as 20150212.

a. Record the first or earliest date on which hormones were administered. atas d
corresponds to administration of the agents codedHormone(NAACCR Item #1400

2. Collecting dates for each treatment modality allows sequencing of multiple treatments
and evaluation of time intervals (from diagnosis to treatment and from treatment to
recurrence).

3. If the date hormes started is unknown, leave blanknly part of the date is unknown
leave that part blank in the field.

a. If the exact date hormone therapy started is not available, record a partial date; refer
to VCR Manual Part ThreBeneral Instructions
Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, Chemo Text

Rx Datec Hormone Flag NAACCR Item #1231

This flag explains why there is no appropriate value in the corresponding dateDiaté,
HormoneStarted NAACCR Item # 1230).

Cc¢ VCR User Manual 202QAll Sections 171



Codes andefinitions

Code | Description

Mo information whatsoever can be inferred from this exceptional walue (that is, unknown if any

10
harmone therapy was given).
11 Mo proper value is applicable in this context (for example, no hormone therapy given).
12 A proper value is applicable but is not known. This event occurred but the date is unknown (that is,

hoarmone therapy was given but the date is unknown).

Information is not available at this time, but it is expected that it will be available later (for
15 example, hormone therapy is planned as part of the first course of therapy, but had not been started at
the time of the most recent follow-up)

(blank) | A valid date value is provided in the item RX Date - Hormone

Recording RX DateHormone Flag
1. Leave this item blank RX Date; Hormonehas a full or partial date recorded.

2. Code 12 iRX Date Hormonecannot be determined, but the patient did receive first
course hormone therapy.

3. Code 10 if its unknown whether any hormone therapy was given
4. Code 11 if no hormone therapy is planned or given.

5. Code 15 if hormone therapy is planned, but has not yet started and the starisiate
yet available. Follow this patient for hormone therapy treatmentlaipdatethis item,
Date Hormone Startednd all other hormone therapy items.

Hormone Therapy (Hormone/Steroid Therapy) NAACCR Item #1400
Record the type of hormone therapy the patient received as a pditstfcourse of treatment

at your institution and all other institutions. If hormone therapgs not administered, then
thisitem records the reason it was not administered to the patigtibrmone therapy consists

of agroup of drugs that may affect thengi SN O2 y i NP fowth. Ris hot uSuallf O S
used asa curative measure.

Hormone therapy achieves its effect on cancer tissue through change of the hormone balanct
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Included are the administration of hormones, agents acting via hormmoeahanisms,
antihormones, and steroids.

Codes and Definitions

Code | Definition

Mone, hormone therapy was not part of the planned first course of therapy.

00
Diagnosed at autopsy.

01 Hormone therapy administered as first course therapy.

Hormone therapy was not recommended/administered because it was contraindicated due to

82 , . . . -
patient risk factors (i.e., comorbid conditions, advanced age).

a5 Hormone therapy was not administered because the patient died prior to planned or
recommended therapy.

86 Hormone therapy was not administered. It was recommended by the patient’s physician, but was not

administered as part of the first course of therapy. Mo reason was stated in patient record.

Hormone therapy was not administered. It was recommended by the patient’s physician, but this
a7 treatment was refused by the patient, a patient’s family member, or the patient’s guardian. The
refusal was noted in patient record.

B8 Hormone therapy was recommended, but it is unknown if it was administered.

It is unknown whether a hoarmonal agent(s) was recommended or administered because it is not

g9 .
stated in patient record. Death certificate only

Recording Hormone Therapy

1. Hormones, agents acting via hormonal mechanisms, and antihormones (airesed
only) are to be coded for all sites (primary and metastatic).

2. Prednisone
a. Record prednisone as hormonal therapy when administered in combination with
chemotherapy, such as MOPP (mechlorethamine, vincristine, procarbazine,
prednisone) or COPP (cyclophosphamide, vincristine, procarbazine, prednisone).
b. Do not code prednisone as lhmone therapy when it is administered for reasons

other than cancer treatment.
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Example 1A patient has advanced lung cancer with metastases to the brain. The
physician orders Decadron to reduce the adein the brain and relieve the
neurological symptom®ecadron is not coded as hormone thpy.

Example 2A patient with advanced disease is@n prednisone to stimulate the
appetite and improve nutritional status. Do ncbde the prednisone as hormone
therapy.

3. Tumor involvement or treatment may destroyprmone-producing tissue. Hormone
replacement therapy will be given if the hormone is necessary to maintain normal
metabolism and body function. Do not code hormone replacement therapy as part of
first course therapy.

ExamplePatients with breast cancenay be treated with aminoglutethimidgCytadren,
Elipten), which suppresses theggluction of glucocorticoids antineralocorticoids.
These patients must take glocorticoid (hydrocortisone) anchay also need a
mineralocorticoid (Florinef) as replacementherapy. Code Rx Sumidormone to 00,
None.

4. If hormone therapy was not administered to the patient, and it is known it is not usually
administered for this type and stage of cancer, code to 00.

5. If the treatment plan offered multiple options, and the pait selected treatment that
did not include hormone therapy, code to 00.

6. Code 01 for thyroid replacement therapy which inhibits TSH (thyroid stimulating
hormone). TSH is a product of the pituitary gland that can stimulate tumor growth.

7. If itis known homone therapy is usually administered for this type and stage of cancer,
but was not administered to the patient, use code 82, 85, 86, or 87 to record the reason
why it was not administered.

8. If the patient refused recommended hormone therapy, made a @angfusal of all
recommended treatment, or refused all treatment before any was recommended, code
to 87.
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9. If it is not known whether hormone therapy is usually administered for this type and
stage of cancer, and there is no mention e fpatient record wether it was
recommended or administered, code to 99.

10.UseSEER RX determine if a drug is a hormonal ageBEER RXan interactive
antineoplastic drug data base and it can be downloaded from this website:
http://seer.cancer.gov/seertools/seerrx/

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Texbrmone.

Date Immunotherapy (BRM) Started NAACCR Item #1240

Record the date immunotherapy started. It is important to be able to sequence the use of
multiple treatment modalities and to evaluate the time intervals betweenttieatments.
Beginning in 2010, the way dates are transmitted between faciligistees and central
registrieswas changed to improve the interoperability or communicatiorcaricer registry
data with otherelectronic record systems. Registry software rdegplay dates inhe
traditional manner or in thenteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representingknown day or month portions, and 99999999
representing a completely unknown date.

Interoperable dates are didayed in CCYYMMDD form, with the uakm portions of the date
filled with blank spaces. If a date is entirely blank, an associated dates flsgd to explain the
missingdate. Flags are not used for softwagenerated dates.

For more information regaiidg dates, please seérginia Caner Registry Manual, Part Three:
Dataltem Instructions, General Information, Coding Dates.

Recording Date Immunotherapy Started

1. Record the date in year, month, day format (CCYYMMDD). Record the year in the first

four spaces, the month in the fifth and sixth spaces, and the day in the lagpaces.
A zero must precede singtkgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.
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Text

ExampleRecord February 12, 2015 as 20150212.

a. Record the first or earliest date on which immunotherapy were administered.
This datecorresponds to administration of the agents coded in
Immunotherapy(NAACCR ltetil240)

Collecting dates for each treatment modality allows sequencing of multiple treasnent
and evaluation of time intervals (from diagnosis to treatment and from treatment to
recurrence).

If the date Immunotherapy started is unknown, leave blank. If any part of the date is
unknown, leave that part blank in the field.

b. If the exact date Immurtberapy started is not available, record a partial date;
refer to VCR Manual Part Three, General Instructions

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, BRM Text

Rx Dateq BRM Flag NAACCR Item #1241

This flag explains why there is no appropriate value in the corresponding dateDiaé,
Immunotherapy StartedNVAACCR lterh 1240).

Codes and Definitions

Code | Description

Mo information whatsoever can be inferred from this exceptional value (that is, unknown if any

10 , .
immunotherapy was given).
11 No proper value is applicable in this context (for example, no immunotherapy given).
12 A proper value is applicable but is not known. This event occurred but the date is unknown (that is,
immunotherapy was given but the date is unknown).
Information is not available at this time, but it is expected that it will be available later (for
15 example, immunotherapy is planned as part of the first course of therapy, but had not been started at

the time of the most recent follow-up)

(blank) | A valid date value is provided in the item RX Date - BRM
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Recording RX Date Immunotherapy Flag
1. Leave this item blank RX Date& Immunotherapyhas a full or partial date recorded.

2. Code 12 iRX Date Immunotherapycannot be determined, but the patient did receive
first course hormone therapy.

3. Code 10 if it is unknown whether any immunotherapy was given
4. Code 11 if no immunotherapy is planned or given.

5. Code 15 if immunotherapy is planned, but has not yet started and the startislatst
yet available. Follow tkipatient for immunotherapy treatment and updatieis item,
Date Immunotherapy Started

Immunotherapy (BRM) NAACCR Item #1410

Record the immunotherapy (biologicalsfonse modifier, BRM) éhpatient received as a part
of first course of treatment at the reporting institution and all othestitutions. If
immunotherapywas not administered, then this item records the reason it wais n
administered to the patienttmmunotherapy consists of biological or chemical agents that
alter the immune systemrechangell KS K2 a i Qa NBalLkRyasS G2 (KS

Codes and Definitions

Code | Definition

None, immunotherapy was not part of the planned first course of therapy.

00
Diagnosed at autopsy.

01 Immunotherapy administered as first course therapy.

822 Immunotherapy was not recommended/administered because it was contra-indicated due to
patient risk factors (i.e., comorbid conditions, advanced age).

g5 Immunotherapy was not administered because the patient died prior to planned or recommended
therapy.

86 Immunotherapy was not administered. It was recommended by the patient’s physician, but was not

administered as part of the first course of therapy. Mo reason was stated in patient record.

Immunotherapy was not administered. It was recommended by the patient’s physician, but this
87 treatment was refused by the patient, a patient’s family member, or the patient’s guardian. The
refusal was noted in patient record.

B8 Immunotherapy was recommended, but it is unknown if it was administered.

It is unknown whether an immunotherapeutic agent(s) was recommended or administered

99
because it is not stated in patient record. Death certificate only.
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Recording Immunotherapy

1. If immunotherapy was not administered to the patient, and it is known thist not
usually administered for this type and stage of cancer, code to 00.

2. If the treatment plan offered multiple options, and the patient selected treatment that
did not include immunotherapy, code to 00.

3. If it is known immunotherapy is usually admsitered for this type and stage of cancer,
but was not administered to the patient, use code 82, 85, 86, or 87 to record the reason
why it was not administered.

4. If the patient refused recommended immunotherapy, made a blanket refusal of all
recommended teatment, or refused all treatment before any was recommended, code
to 87.

5. If it is not known whether immunotherapy is usually administered for this type and
stage of cancer, and there is no mention in the patient record whether it was
recommended or admistered, code to 99.

6. UseSEER R¥ determine if a drug is an immunotherapy ageBEER RXaninteractive
antineoplastic drug data base and it can be downloaded from this website:
http://seer.cancer.gov/tools/seerrx/

7. Immunotherapy includes:

Allogeneic cells Herceptin (Trastuzumab)* Perjeta(Pertuzumab)*

Avastin (bevacizumab)* Interferon Pyran copolymer

BCG LAK cells Rituximab*

Campath (Alemtuzumab)* Levamisole Thymosin

Erbitux (Cetuxumab)* MVE- 2 Vaccine therapy
Virus therapy

* changed for cases diagnosed 1/1/2013 and forward from chemotherapy
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Note: According to the standard set ISEER RHRterleukin is considereddthemotherapy drugs,
not immunotherapy.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual
Part Three, Data Item Instructions, RX T&&M.

Hematologic Transplant and Endocrine Procedures NAACCR Item #3250
Record the systemic therapeugcoceduresaadministered as partfahe first course of
treatment at this and all other facilities. If none of thegeceduresvere administered, then
this itemrecords the reason they were not performed. These includeshoarrow

transplants, stem celarvests, surgical and/or radiation endocrine therapy.

Codes and Definitions

Code | Definition

Mo transplant procedure or endocrine therapy was administered as part of first course therapy.

00
Diagnosed at autopsy.

10 & bone marrow transplant procedure was administered, but the type was not specified.

11 Bone marrow transplant- autologous.

12 Bone marrow transplant- allogeneic.

20 Stem cell harvest and infusion.

30 Endocrine surgery and/or endocrine radiation therapy.

40 Combination of endocrine surgery and/or radiation with a transplant procedure. (Combination of codes
30 and 10, 11, 12, or 20.)

89 Hematologic transplant and/or endocrine surgery/radiation was not recommended/administered
because it was contraindicated due to patient risk factors {i.e., comorbid conditions, advanced age).

85 Hematologic transplant and/or endocrine surgery/radiation was not administered because the

patient died prior to planned or recommended therapy.

Hematologic transplant and/or endocrine surgery/radiation was not administered. It was
86 recommended by the patient’s physician, but was not administered as part of the first course of
therapy. Mo reason was stated in patient record.

Hematologic transplant and/or endocrine surgery/radiation was not administered. It was
a7 recommended by the patient’s physician, but this treatment was refused by the patient, a patient’s family
member, or the patient’s guardian. The refusal was noted in patient record.

Hematologic transplant and/or endocrine surgery/radiation was recommended, but it is unknown if it

&a was administered.

It is unknown whether hematologic transplant andf/or endocrine surgery/radiation was
g9 recommended or administered because it is not stated in patient record.
Death certificate only.
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Recording Hematologic Transplant andi&crine Procedures

1.

Bone marrow transplants should be coded as either autologous (bone marginally
taken from the patient) or allogeneic (bone marrow donated by a person dtfzr the
patient). For cases in which the bone marrow transplant wasesyeig(transplanted
marrow from an identical twin), the item is coded as allogeneic.

Stem cell harvests involve the collection of immature blood cells from the patient and
the reintroduction by transfusion of the harvested cells following chemotherapy or
radiation.

Endocrine irradiation and/or endocrine surgery

a. Procedures that suppress the naturally occurring hormonal activity of the
patient andthus alter or effectthe longi SNY O2y GNRf 2F K¢

b. These procedures must be bilateralgoalify as endocrine surgery or
endocrineradiation. If only one gland is intact at the start of treatment,
surgery and/oradiation to that remaining gland qualifies as endocrine surgery
or endocrineradiation.

Code 00 if a transplant or endocrine procee was not administered to the patierdand
it is known these procedures are not usually administered for this type and stage of
cancer.

Code 00 if the treatment plan offered multiple options, and the patient selected
treatment that did not include a tmasplant or endocrine procedure.

It is known a transplant or endocrine procedure is usually administered for this type and
stage of cancer, but was not administered to patient, use code 82, 85, 86, or 87 to
recordreason why it was not.

If the patient relised a recommended transplant or endocrine procedure, made a
blanket refusal of all recommended treatment, or refused all treatment before any was
recommended, code to 87.

Use code 88 if a bone marrow or stem cell harvest was undertaken, but was not
followed by a rescue or reinfusion as paf the first course treatment.
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9. If the hematologic transplant or endocrine procedure coded in this item was provided

toLINRE 2y3 | LI GASYdQa tAFS o6& O2yGNREf Ay
patient more @mmfortable, then also record the hematologm@hsplant or endocrine
procedure.

10.provided in the itemPalliative CaréNAACCR Item #3270)

11.f it is not known whether a transplant or endocrine procedure is usually administered
for this type and stage of casr, and there is no mention in the patient record whether
it was recommended or administered, code to 99.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Te&ither

Systemic/Surgery Sequence NAACCR Item#1639

Record the sequencing of systemic therapy and surgical procednwesag part of first

course oftreatment. The sequence of systentierapy and surgical procedures/gn as part

of first course otreatment cannot always be determined using the date onchiteach

modality was started operformed. This data item can be used to more precisely evaluate the
timing of delivery of treatmento the patient.
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Codes and Definitions

Code

Definition

No systemic therapy and/or surgical procedures- No systemic therapy given; and/or no surgery of the
primary site; no scope of regional lymph node surgery; no surgery to other regional site(s), distant site(s),
or distant lymph node(s). Diagnosed at autopsy.

Example: Due to other medical conditions surgery was not performed.

Systemic therapy before surgery- Systemic therapy given before surgery of the primary site; scope
of regional lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph
node(s).

Example: A patient with prostate cancer received hormone therapy prior to radical
prostatectomy.

Systemic therapy after surgery- Systemic therapy given after surgery of the primary site; scope of regional
lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph node(s).

Example: A patient underwent a colon resection followed by a 5-FU based chemotherapy
regimen.

Systemic therapy both before and after surgery- Systemic therapy given before and after surgery of the
primary site; scope of regional lymph node surgery; surgery to other regional site(s), distant site(s),
or distant lymph node(s).
Example: A patient with breast cancer receives pre-operative chemotherapy followed by
postoperative Tamoxifen.

Intraoperative systemic therapy- Intraoperative systemic therapy given during surgery of the
primary site; scope of regional lymph node surgery; surgery to other regional site(s), distant site(s),
or distant lymph node(s).

Example: Patient with an intracranial primary undergoes surgery at which time a glial wafer is
implanted into the resected cavity

6

Intraoperative systemic therapy with other therapy administered before or after surgery- Intraoperative
systemic therapy given during surgery of the primary site; scope of regional lymph node surgery;
surgery to other regional site(s), distant site(s), or distant lymph node (s) with other systemic therapy
administered before or after surgery of the primary site; scope of regional lymph node surgery; surgery
to other regional site(s), distant site(s), or distant lymph node(s).

Example: Patient with metastatic colon cancer receives intraoperative chemotherapy to the liver
and postoperative 5-FU and leucovorin with irinotecan.

Sequence unknown- Administration of systemic therapy and surgery of the primary site; scope of
regional lymph node surgery; surgery to other regional site(s), distant site(s), or distant lymph
node(s) were performed and the sequence of the treatment is not stated in the patient record.

It is unknown if systemic therapy was administered and/or it is unknown if surgery of the primary
site; scope of regional lymph node surgery; surgery to other regional site(s), distant site(s), or distant
lymph node(s) were performed.

Death Certificate only.

Example: An unknown primary of the head and neck was treated with surgery and
chemotherapy prior to admission, but the sequence is unknown.
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Recording RX Sum8ystemic Sur Seq
1. Systemic/Surgery Sequendeused for patients diagnosed on or after January 1, 2006.

2. Surgical procedures include surgery of the primary site, scopsgainal lymph node
surgery, and surgery to other regional site, distant site, or distant lymph nodes.

3. If all surgery procedures listed above are coded to 0, then this item should be coded to

0.

4. If multiple first course treatment episodes were given such that both codes 4 and 7
seem toapply, use the code that defines the first sequence that applies.

ExampleThe sequence: chemo then surgery then hormone therapy then surgbiy.
would be codedt: Chemo then surgery then hormones.

Text

Text to support this data item must be recorded in specific text field V&= Manual Part
Three, Data Item Instructions, RX Te®8urgery; RX TegtChemo; RX TegtBRM;andRX Text
¢ Hormone.

Date Other Teatment Started NAACCR Item #1250

Record the date on which other treatment started. It is importanb&able to sequence the
use ofmultiple treatment modalities and to evaluatbe time intervals between the
treatments.

Beginning in 2010, the way dates are transmitted between facility meggsand central
registries waghanged to improve the interoperability or communication of cancerstegi
data with other electronicecord systems. Registry software may display dates in the
traditional manner or in the interoperablé®ormat. Traditional dates are displayed in
MMDDCCYY form, with 99 repesdging unknown day omonth portions, and 99999999
representing a completely unkmm date. Interoperable dates adisplayed in CCYYMMDD
form, with the unknown portions of the date &l with blank spaces. If a dateentirely blank,
an associated date flag is used to explain the misdate. Flags are not used &oftware-
generateddates.
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For more information regarding dates, please $aginia Cancer Rgstry Manual, Part Three:
Dataltem Instructions, General Information, Coding Dates.

Recording Date Other Treatment Started

1. Record the date in year, month, day format (CCYYMMRE&Qord the year in the first
four spaces, the month in the fifth and sixth spaces, and the day in the laspaces.
A zero must precede singtkgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecod February 12, 2015 as 20150212.
a. Record the first or earliest date on which immunotherapy were administered. This
date corresponds to administration of the agents codednmunotherapy(NAACCR
ltem #1240)
2. Collecting dates for each treatment modal&fows sequencing of multiple treatments
and evaluation of time intervals (from diagnosis to treatment and from treatment to

recurrence).

3. If the date wherOther Treatmenstarted is unknown, leave blank. If any part of the
dateis unknown, leave that patilank in the field.

1. If the exact dat@ther Therapwtarted is not available, record a partial date; refer to
VCR Manual Part Three, General Instructions

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Text: Other

RX Date;Other Flag NAACCR Item #1251

This flag explains where there is no appropriate value in the corresponding datéfzéd,
Other Treatment Started
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Codes and Definitions

Code | Description
10 Mo information whatsoever can be inferred from this exceptional value (that is, unknown if any
Other Treatment was given).
11 Mo proper value is applicable in this context (for example, no Other Treatment was given).
12 A proper value is applicable but is not known. This event occurred but the date is unknown (that
is, Other Treatment was given but the date is unknown).
Information is not available at this time, but it is expected that it will be available later (for
15 example, Other Treatment is planned as part of the first course of therapy, but had not been started
at the time of the most recent follow-up)
(blank) | A valid date value is provided in the item RX Date - BRM

Recording RX Datelmmunotherapy Flag

1.

2.

Leave this item blank RX Date; Other Treatmenhas a full opartial date recorded.

Code 12 iRX Date; Other Treatmentannot be determined, but the patient did
receivefirst course Other Treatment.

Code 10 if it is unknown whether any Other Treatment was given
Code 11 if no Other Treatment is planned or given
Gode 15 if Other Treatment is planned, but has not yet started and the dédet is

not yet available. Follow this patient for immunotherapy treatment aipdlate this
item, Date Immunotherapy Started

Other Treatment NAACCR Item #1420

Record other cancatirected therapy received by the patient as part bétfirst course of
treatment atthe reporting institution and all other institutions. Other treatmentludes
therapies designed tmodify or control the cancer cells that are not definedsurgery,
Radiation,or Systemic Therafdields.
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Codes and Definitions

Code Label Definition

All cancer treatment was coded in other treatment fields (surgery,

0 MNone radiation, systemic therapy). Patient received no cancer treatment. Diagnosed at
autopsy.
Cancer treatment that cannot be appropriately assigned to specified treatment

1 Other data items (surgery, radiation, systemic). Use this code for treatment unique
to hematopoietic diseases (see next page).

2 Other- This code is not defined. It may be used to record participation in institution

Experimental based clinical trials.
3 Other-Double A patient is involved in a double-blind clinical trial. Code the treatment
Blind actually administered when the double-blind trial code is broken.

6 Other-Unproven | Cancer treatments administered by nonmedical personnel.
Other treatment was not administered. It was recommended by the patient’s

2 Refusal physician, but this treatment (which would have been coded 1, 2, or 3) was
refused by the patient, a patient's family member, or the patient’s guardian. The
refusal was noted in the patient record.

Recommended; . ,
. Other treatment was recommended, but it is unknown whether it was
8 unknown if .
. administered.
administered

It is unknown whether other treatment was recommended or administered, and

9 Unknown there is no information in the medical record to confirm the recommendation
or administration of other treatment. Death certificate only.

Recording Other Treatment

1. Treatment for reportable hematopoietic diseases carsbpportive care, observation,

orl y e
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phlebotomy, transfusions, and aspirin, and shoulccbded 1.

a. Phlebotomy may be called blood removal, bloodletting, or venisection.

b. Transfusions may include whole blood, RBGdeldts, plateletpheresis, fredhnozen
plasma (FFP), plasmapheresis, and cryoprecipitate.

c. Aspirin (also known as ASA, acetylyéticacid, or by a brand name) is used as a
treatment for essential thrombocythemia. Record ONLY aspirin therapy to thin the
blood for symptomatic control of thrombocythemia.
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I.  To determine whether aspirin is administered for pain, cardiovascular
protection, or thinning of platelets in the blood, use the following
general guideline:

d. Pain control is approximately 326000 mg every & hours.

e. Cardiovascular protection starts at about 160 mg/day.

f. Aspirin treatment for essential thrombocythemia is low dose, agpnately 76100
mg/day.

2. Do not code presurgical embolization that given for a purpose to shrink the tumor.
a. Code 1 for embolization using alcohol as an embolizing agent.
b. Code 1 for embolization to a site other than the liver where the embolizing agent i
unknown.

3. Do not code ancillary drugs in this field. There is no coding scheme for ancillary drugs.

ExamplesAredia, Allopurinol, &SF (growth stimulating factors), Epogen,
Nupogen/Neupogen, Leucovorin

*Note: This is a partial list. S&EER R¥ determineif a drug is an ancillary dru§EER RX
an interactive antineoplagt drug data base and it can dewnloaded from this website:
http://seer.cancer.qov/seertools/seerrx/

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T-eRther.

Guidelines for Reporting Text

Text Requirements

The VCR requires all records to include text informatiosujgport specified fields. The

purpose of text is quality control. Text is used to validate data items, verify potential errors
identified through standard edits, document clarifications, determine multiple primaries, and
reconcile data item discrepanciedian the same patient is submitted by several facilities.
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Defensive abstracting, as this documentation is often called, is an absolute necessity for
quality data.

Cancer abstracting software must include specific fields designed to document text as definec
by NAACCR fields. These fields must be transmitted to the \&d®iiion to the other
requireddata items when electronic shipments are prepared.

Completion of Text Fields

Textshould be complete andoncise. The text fields must summarize all candermmation
recorded in the medical record. Text must be completed for primary site, laterality, histology,
grade, and collaborative stage or summary stage on everydedext should be completed

for pathology and other diagnostic and treatment text fieldsappropiate for studies

performed andreatment provided. If information is missing from the record, state that it i
missing. The text fieldshould be used to document information that will support the aeoyr

of data so anyone reviewirthe abstra¢ will be able to justify the coded information.

Amount of Text

Quiality of text is more important than amount or quantity of text. The most useful text is brief,
concise, and addresses pertinent issues. Often it is necessary to use abbreviationsde provi
adequate descriptions within the limited size of the text fields. Use standard medical
abbreviations whenever possible. RefeMGR Manual AppendiXal a list of VCR acceptable
abbreviations. Include dates (month, day, and year) when appropriate.

Note the maximum field lengths for each text field. These lengttisate how many
characters wilbe transmitted to the VCR. Since your abstracting software mayige you
with more charactersn each of these fields, make sure the mimsportant information is
documented at the beginnin@f the text field. Additional comments can be continued in
empty text fields, including Remarks.

For text documentation that is continued from one text field to another, use asterisks or other
symbols to indicate theannection with preceding text. Do not include irrelevant information.
Donot repeat information from other text fields

Textc DX Proc/PE NAACCR ltem #2520

Information documenting the disease process should be enteregualdy from the medical
record.Record text information from the history/physical examinattbat supports the
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diagnosis andhistory of the tumor as applicable. If information is missimgrfthe record,
state that it ismissing.Do not include irrelevant information.

Source Records

The history/physical examination findings may be found in, but areimateld to, the
following sourceecords:

1. History and Physical Report
2. Consultation Repost
3. Progress Notes

Suggestions for Text

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

Date of physical exam

Age, sexrace/ethnicity

History that relates to cancer diagnosis.

Primary site.

Histology (if diagnosis prior to this admission).

Tumor location.

Tumor size.

Palpable lymph nodes.

. Record positive and negative clinical findings. Record positive results first.
10 Impression (when stated and pertains to cancer diagnosis).
11 Treatment plan.

©CoNoOk~wdE

Data Item(s) to be verified using the texttered in this field

Date of 1st Contact
Date of Diagnosis

Age at Diagnosis

Race X 5

Spanish Hispanic Origin
Sex

o0k wWNE
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Text¢ Dx Proc X-Rays/Scans NAACCR Item #2530

Information documenting the disease process should be entered manually from the medical
record Record text information from diagnastimaging reports as applice. Document both
positive andhegative findings and the date(s) of the imaging result(s). If infaonas missing
from the recordstate that it is missing. Do not include irrelevant information

Source Records

Thediagnostic imaging findings may be found in, but are not limited to, the following source
records:

1. All Diagnostic Xay reports including mammograms and CT scans
2. History and Physical Report

3. Consultation Reports

4. Dicharge Summary

Suggestions for Text

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

Date(s) of Xay/Scan(s)

Age, sex, race/ethaity (when given)

Primary site

Histology (i given)

Tumor location

Tumor size

Lymph nodes

Record positive and negative clinical findingecord positive results first
Distant disease or metastasis

©CoOo~NOO~WDNPE

Data Item(s) to be verified/validated using the text entered in this field

1. Date of Diagnosis
2. Primary Site
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3. Laterality
4. Collaborative Stage variables
5. SEER Summary Stage 2000

Text¢ Dx Proag Scopes NAACCR ltem #2540

Information documenting the disease process shdddentered manually from the medical
record.Record text information from endoscopic examinations as apgkcdocument both
positive andhegative findings and the date(s) of the scope(s). If inforomais missing from
the record,state that it ismissing. Do not include irrelevant information.

Source Records:

The endoscopic examination findings may be found in, but aremdaet to, the following
sourcerecords:

1. Endoscopy Reports (i.e. Bronchoscopy, Colonoscopy, Laryngoscopy, Esophagoscopy)
2. History and Physical Report

3. Discharge Summary

4. Consultation Reports

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information froneotext
fields.

Prioritize entered information in the order of the fields listedde|

Date(s) of endoscopic exam(s)

Primary site.

Histology (if given).

Tumor location.

Tumor size.

Lymph nodes.

Record positive and negative clinical findings. Record positive results first.

NooakwdE

Data Item(s) to be verified/validated using the text enteredhis field

1. Date of Diagnosis
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Primary Site

Laterality

Histology

Collaborative Stage variables
SEER Summary Stage 2000
Surg Prim Site

NoakwWN

Text¢ Dx Procg Lab Tests NAACCRem # 2550

Information documenting the disease process should be entered manually from the medical
record. Record information from laboratory tests or marker studies other than
cytology/histopathology that are clinically diagnostic of cancea@sicabé. Document

pertinent positive and negative findings and the result(s) and date(d)exd test(s). If
information ismissing from the record, state that it is missing. Do not include irrelevant
information.

Source Records

The laboratory examinationrfdings may be found in, but are naited to, the following
sourcerecords:

1. Laboratory Reports
2. History and Physical Reports
3. Consultation Reports

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from dener
fields.

Prioritize entered information in the order of the fields listed below:

1. Type of laboratory test/tissue specimen(s).

2. Record both positive and negative findings. Record positive test results first.

3. Information can include tumor markers, seruand urine electrophoresis, special
studies, etc.

4. Date(s) of laboratory test(s).

5. Tumor markers included, but are not limited to:

Cc¢ VCR User Manual 202QAll Sections 192



a. Breast Cancer: Estrogen Receptor Assay (ERA), Progesterone Receptor Assay (PRA),
Her2/neu.

b. Prostate Cancer: Prostatic Spec#intigen (PSA).

c. Testicular Cancer: Human Chorionic Gonadotropin (hCG), Alpha Fetoprotein (AFP),
LactateDehydrogenase (LDH).

Data Item(s) to be verified/validated using the text entered in this field:

Primary Site

Grade

Diagnostic Confirmation
Collaborative Stage variables
Date of Diagnosis

abkrwbdE

Textg¢ Dx Proa; Op NAACCR ltem #2560
Information documenting the disease process should be entereaually fom the medical
record.Record text information from all surgical procedures that provide information for
staging Document both positive and negative findings and the date(sh@fprocedure(s). If
informationis missing from the record, state that itrgssing.Do not include irrelevant
information.

Source Records:

The operative findings may be found in, but are not limited to, the following source records:

1. Operative Reports
2. Consultation Reports

Suggestions for Text:

VCRapproved abbreviations shéaibe utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

1. Dates and descriptions of biopsies and all other surgical procedures from which staging
information was derived.
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indicate metastases but are not biopsied

3. Tissue removed

4. Size of tumor removed.

5. Documentation of residual tumor.

6. Number of lymph nodes removed.

7. Evidence of invasion surrounding areas.

8. Evidence of invasion of surrounding areas

9. Evidence of metastases

10.Reason primary site surgery could not be completed

Data Item(s) to be verified/validated using the text entered in this field:

Date of Diagnosis

RX SummDx/Stg Proc

Diaghostic Confirmation

Primary Site

RX SummSurg Prim Site

/2t t L 02NF 0AGS {G1F3S {{CQa
SEER Summary Stage 2000

Clinical and/or Pathological TNM and Stage

Reason for No Surgery

© © = OO0l fagiimiinis

Text¢ Dx Proag Path NAACCR Item #2570

Record text from cytology and histopathology reports to suppleetfinal pathologic
diagnosisinclude all descriptive terms from the histology or cytologgort to describe the
specificdiagnosis incluihg nouns, adjectives, and phrases. Also include differential diagnoses,
documentation to support unusual site/histology combinatipnstes, comments, addenda,
andresults of consults and second opinions. Record the final diagnosis from slide reviews if
applicable.

EitherTextHistology Titleor TextDx ProePathmust be completean each record.
Information tosupport the exact diagnosis has to appear in one of these two fictld.
Histology Titlas a 10Ccharacter field generally used to record clinical or other-pathologic
diagnosesTextDx ProePathis a 1000 character field generally used to record histoldigica
and cytologically confirmediagnoses from pathology reports.

This field should alsiaclude text to support multiple primaries diagnosed simultaneously and
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discrepancies between pathology reports. For example, if a defirgtivgery pathology report
has amore specific or differing diagnosis than the biopsy repdotument the physiciai a
final diagnosis. Include text to clarify site and/or histology informatior cases discussed at
CancerConference, especially if the site was unknown.

Terminology

If the reporting facility considers the terminology of severe dysplasia or high gsedasia of

the colon as synonymous with carcinomasitu, follow the procedure described WVCR
ManualPart Three, Behavionclude text in this field to support the final pathologic diagnosis
along withi KS & (i I daS\YiSdy GLISONY YL cdfoR ¢aged diagnpsedpwitih SEvere y &
dysplasia and/ohigh grade dysplasia are submitted to the VCR without the text
R2OdzySy (-sitiped Y G&KRY 2323063 (GKS OFasSa oAttt S
database or they will be deleted sinttee terminolog/ alone is not reportable.

Mixed or multiple histologies may have documentation of vagiptrases describing the
tumor. When documenting the description of the tissue, include the terminology type in the
description. These terms are important becauseytimapact the ICBD code assignment.

1. Principal Tumor Typet KN} 4Sa &dzOK | & GLINBR2YAYIl yif
often usedto identify the principal tumor type. Use this information when recording
text to support thehistologic diagnosis.

2. Non-Principal Tumor Type¢ KS LIKNJ} 8Sa GoA 0K F20A 2F¢3

not describe the majority of the tumor. These terms should be included in text even
though theyare not used to code the histologic type.

Source Records

The pathologyindings may be found in, but are not limited to, the following source records:
1. Pathology and Cytology Reports
2. Slide Consultation Reports
3. Autopsy Reports

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information fotimer text
fields.
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Prioritize entered information in the order of the fields listed below:

Date(s) of procedure(s)

Anatomic source of specimen

Type of tissue specimen(s)

Tumor type and grade (include all modifying adjectives [i.e., predominantly, with
features of, withfoci of, elements of, etc])

5. Gross tumor size

6. Extent of tumor spread

7. Involvement of resection margins

8. Number of lymph nodes involved and examined
9.

1

rwnN PR

Record both positive and negative findings. Record positive test results first
0.Note if pathobgy report is a slide review or a second opinion from an outside source
(i.e., AFIPMayo, etc)
11.Record any additional comments from the pathologist, including differential diagnoses
considered and any ruled out or favored.

Data Item(s) to beerified/validated using the text entered in this field:

Date of Diagnosis

Primary Site

Laterality

Histologic Type ICD-3

Grade

[ 2ttt 102N GAGS {GF3S {{CQa
Diagnostic confirmation

Surg Prim Site

. Scope Reg LN Sur

10 Surg Oth Reg/Dis

11.SEER Summary Stage 2000

12 Clnical and/or Pathological TNM and Stage
13.Regional Nodes Positive

14 Regional Nodes Examined

15.RX Date Surgery

16.Reason for No Surgery

17.Surg/Rad Seq

18.Systemic/Sur Seq

©Co~NoOk~wdE
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Text¢ Primary Site Title NAACCR Item #2580

Record text describing the primary site including subsite inforomatAlways document
laterality when the site is paired. Refer to the listing ofrBdiSites in/CR Manual Part Three,
Laterality. TexPrimary Site Titlenust be completed on each record. Information
documenting the disease procesisould be entered manually from the medical record. If
information is missing from the recordtate thatit is missing. Do not include irrelevant
information.

Source Records:

The primary site and laterality may be found in, but are not limitedhe following source
records:

Pathology Report
Operative Report
Xrays/Scans
Discharge Summary
Consultation Reprts

O~ il

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

1. Include information on the location of the primary saéthe tumor.
2. Include availablenformation on tumor laterality.

Data Item(s) to be verified/validated using the text entered in this field:

1. Primary site
2. Laterality

Text¢ Histology NAACCR Item #2590

Information documenting the disease process should be enterecualdy from the medical
recordwSO2NR GSEG G2 & dadidgiswdliclinicdl, Sdr nahpatho®gial Q &
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diagnosis, ohistologic diagnosis including cell type, behavior, and grades(diffiation). If
information ismissing from the record, state that it is missing. Do not include irrelevant
information.

EitherText-Histology Titleor TextDx ProePathmust be completeadn each record.
Information tosupport the exact diagnosis has to appear in one of these two fi€kdg.
Histology Titlas a 10Ccharacter field generally used to record clinical or other-pathologic
diagnosesTextDx ProePathis a 1000 character field generally used to record histoldigica
and cytologically confirmediagnoses from pathology reports.

Source Records
The histologic diagnosis may be found in, but is not limited to, tHeviadg source records:

Pathology and Cytology Reports
History and Physical Report
Discharge Summary
Consultation Reports

Slide Consultation Reports

O~ il

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from dener
fields.

Prioritize entered information in the order of the fields listed below:

1. Information on histologic type and behavior.

2.LYTF2NNIGA2Y 2y RAFTFSNBYGAIGAZY FTNRY 402

RichardsonGrade, etc.
Data Item(s) tdoe verified/validated using the text entered in this field:
1. Histologic Type IGD-3

2. Behavior Code IGD-3
3. Grade
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Textg Staging NAACCR Item #2600

Information documenting the disease process should be entered manually from the medical
record. Ifinformation is missing from the record, state that it is missing. Damabtide

irrelevant infformationw S O2 NR G SEG (2 &dzLJL2 NI hkingaly / 2 € |
suppated in other text fields. ThiBeld is to record the T, N, M and Stage as either
documented in the meidal record or as assigned by ancer Registrar.

Example The only information available is the TNM stage, re@&rgsician stated
thiscase is a TIN1IMO

For cases diagnosed prior to Jan. 1, 2@&®rd text information to support the Summary
Stage code assigneatcording to SEER Summa&tgge 2000 (SS2000.) For cases diagnosed
after Jan. 1 2018 seA&ppendix Kkndpage B17 of theSuummary of Changes sections of this
manual.

Document the extension of the disease that justifies the Summary Stage based on imaging
studies, lab tests, scopes, and operative procedures performed. Also include both positive an
negative findings and apppoiate dates not already recorded in oth€extDXfields. If

information is not sufficient to support a specific Summary Stage code, reoértownin this

field.

Source Records:

Information to determine Collaborative Stage data items and Summary 8tagée found in,
but is not limited to, the following reports:

wt FdK2f238 wSLERNWwA[+o ¢8ada

@ hLISNI §ABS LINE OSREMBOKI NBES { dzY Y NE
w -Rays/Scans w [/ 2yadz GFGA2ya

w {02L)543

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

Cc VCR User Manual 2027l Sections 199



1. Date(s) of procedure(s), inding clinical procedures that provided information for
assigning stage.

2. Organs involved by direct extension.

3. Size of tumor.

4. Status of margins.

5. Number and sites of positive lymph nodes.

6. Site(s) of distant metastasis.

7.t KeaAOAlyQa &aALISOAlLfdle yR O2YYSydao

Data Item(s) to be verified/validated using the text entered in this field:

1. RX DateDX/Stg Proc

2. Collaborative Stage variables
3. SEER Summary Stage 2000
4. Regional Nodes Positive

5. Regional Nodes Examined

6. Surg Prim Site

7. Scope Reg LN Sur

8. Surg Oth Reg/Dis

9. Mult Tum Rept as One Prim
10.Laterality

Examples:
1. Work up and initial treatment for prostate primary included lung scan, bone scan, and
CT/Pelvis. Based on these procedures, the Summary Stage is determineldisae,

code 7. Document the following in tlapropriate text fields:

TextDx Proex-ray/ScanBone Scan 1/15/16 mets to pelvis; Lung scan 1/20/16 no
evidence of metastatic disease; CT/PelVik5/16-positive liac adenopathy

TextStaging:Pelvic bone mets
2. Diagnosis of lymphoma and workup includéd scans and a bone marrow bio@gsed
on these procedures, the Summary Stage is determined tedggonal NOSode

Document the following in the appropriate text fields:

TextDx Proexray/ScanCT scans 1/15/16mediastinal and axillary LN suspicsafor
lymphoma, no pelwa or retroperitoneal adenopathy
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TextDx ProePath:Bone marrow 2/01/16 negative
TextStaging:Multiple LN regions above diaphragm

3. If the only documentation is that the patient was diagnosed two years ago and now is
admitted in Jauary 2016 for treatment of recently discovered bone metastases, record:

TextStaging:unknown at initial dx, bone mets 1/16
RX Textg Surgery NAACCR Iter##2610

Information documenting the disease process should be entered nignuwam the medical
record. Ifinformation is missing from the record, state that it is missing. Diamaude
irrelevantinformation. Record all surgical procedures, includilages, performed as first

course of treatmenas applicable. Surgical procedures used to treat regional lymph nodes and
other regional and/odistant sites as first course of treatment should be documerited
applicable, text should also lecluded to decribe the number of regional lymph nodes
examinedas part of the first course dfeatment.

Source Records:

The surgical procedure information may be found in, but is not limited to, the following source
records:

1. Operative Reports

2. Discharge Summary

3. Corsultation Reports

4. History and Physical Report

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

1. Date of eaclprocedure
2. Facility where each procedure was performed
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3. Type(s) of surgical procedure(s), including excisional biopsies and surgery to other and
distant sites
4. Regional tissues removed

Data Item(s) to be verified/validated using the text entered in thislfiel

Date of 1st Course RX
RX Date Surgery

Surg Prim Site

Scope Reg LN Sur
Surg Oth Reg/Dis
Reason for No Surgery
Surgical Margins
Palliative Proc

9. TextPlace of Diagnosis
10.Surg/Rad Seq
11.Systemic/Sur Seq

N OAWNE

RX Text; Radiation (Beam) NAACCR Item #2620
Information documenting the disease process should be entered nignuwam the medical
record. Ifinformation is missing from the record, state that it isssing. Do not include
irrelevantinformation. Record all beam radiation, including dates, ga®first course of
treatment asapplicable.
Source Records:
The radiation information may be found in, but is not limited to, the following source records:
1. Radiation Records or treatment letters
2. Discharge Summary
3. Consultation Reports

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.Prioritize entered information in the der of the fielddisted below:

1. Date when radiation treatment began
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Where treatment was given (e.g., at this facility, at another facility)

3. Type(s) of beam radiation (e.g., Orthovoltage, Cobalt 60, Ma¥x Electrons, Mixed
modalities)

4. Other treatment information (e.gpatient discontinued after five treatments; unknown

if radiation was given)

Data Item(s) to be verified/validated using the text entered in this field:

Date of 1st Course RX
Radiation

Surg/Rad Seq

RX DateRadiation

Rad Regional RX Modality
RX Datdradiation Ended
Rad Treatment Volume
Rad Location of RX

©ONOOAWNE

RX Text Radiation Other NAACCR ltem #2620

Information documenting the disease process should be entered nignuwam the medical
record. Ifinformation is missing from the record, state that it is missing. Do not include
irrelevantinformation. Record all other radiation, including dates, given as first course of
treatment as applicable.

Source Records

The othe radiation treatment may be found in, but is not limited to, the following source
records:

1. Radiation treatment le#rs
2. Discharge Summary
3. Consultation Reports

Suggestions for Text:

VCRapproved abbreviations should be utilizéal not repeat informatiorirom other text
fields.

Prioritize entered information in the order of the fields listed below:

1. Date treatment was started
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2. Where treatment was given (e.g., at this facility, at another facility)

3. Type(s) of nofbeam radiation (e.g., High Dose rate brachydpy, seed implant,
Radioisotopes {131])

4. Other treatment information (e.g., unknown if radiation was given)

Data Item(s) to be verified/validated using the text entered in this field:

=

Date of 1st Course RX
Radiation

Surg/Rad Seq

RX DateRadiation

Rad Reignal RX Modality
RX Date Radiation Ended
Rad Treatment Volume
Rad Location of RX

Rad Boost RX Modality

RX Text Chemo NAACCR ltem #2640

©o0NOOOrWDN

Informationdocumenting the disease process should be entered manually from the medical
record.If information is missing from the record, state that it is simg). Do not include
irrelevantinformation. Record all chemotherapy, including dates, administasefirstcourse

of treatment asapplicable.

Source Records

The chemotherapy treatment information may be found in, but is moitéd to, the following
sourcerecords:

1. Chemotherapy logbooks or treatment letters
2. Discharge Summary

3. Consultation Reports

4. History andPhysical Report

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:
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1. Date when chemotherapy began

2. Where treatmentwas given (e.g., at this facility, at another facility)

3. Type of chemotherapy (e.g., name of agent(s) or protocol)

4. Other treatment information (e.qg., treatment cycle incomplete, unknown if
chemotherapy wagiven)

Data Item(s) to be verified/validated usitite text entered in this field:

1. Date of 1st Course RXCoC
2. RX Chemo

3. RX Date Systemic

4. RX Date Chemo

5. RX SummSystemic/Sur Seq

RX Text Hormone NAACCR ltem2650
Information documenting the disease process should be entered nignuwam the medical
record. Ifinformation is missing from the record, state that it is missing. Damatide
irrelevant information.Record all hormone therapy, including datadministered as first
course of treatment as applicable.

Source Records

The hormone therapy information may be found in, but is not limited to, the following source
records:

w Discharge Summary
w Consultation Reports
w History and Physical Report

Suggestiosn for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

1. Date treatment was started
2. Where treatment was given (e.g., at tliggility, at another facility)
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3. Type of hormone or antihormone (e.g., Tamoxifen)

4. Type of endocrine surgery or radiation (e.g., orchiectomy)

5. Other treatment information (e.g., treatment cycle incomplete; unknown if hormones
were given)

Data Item(s) to be vdied/validated using the text entered in this field:

1. Date of 1st Course RXCoC
2. RX¢Hormone

3. RX Date Systemic

4. RX Date Hormone

5. RX SummSystemic/Sur Seq

RX Text BRM NAACCR Item # 2660
Information documenting the disease process should be entereaualdy from the medical
record.If information is missing from the record, state that it is simg). Do not include
irrelevantinformation. Recordiological response modifier treatment, including dates,
administered as firstourse of therapy for cancer as applicable. This is also referred to as
immunotherapy.

Source Records:

The biologicatesponse modifier treatment information may be found lnit is not limited to,
the following source records:

1. Discharge Summary
2. Consultation Reports
3. History and Physical Report

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information from other text
fields.

Prioritizeentered information in the order of the fields listed below:

1. Date treatment began
2. When treatment was given (e.g., at this facility; at another facility)
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Type of BRM agent (e.g., Interferon, BCG)

BRM procedures (e.g., bone marrow transplant, stem cellspimt)

Other treatment information (e.g., treatment cycle incomplete; unknown if BRM was
given)

ok w

Data Item(s) to be verified/validated using the text entered in this field:

Date of 1st Course RXCoC
RX-BRM

RX DateBRM

RX-- Date Systemic
RX--Transphnt/Endocrine RX-BRM
RX SummSystemic/Sur Seq

o0k wWNE

RX Text, Other NAACCR Item #2670
Information documenting the disease process should be entered nignwam the medical
record. Ifinformation is missing from the record, state that it is snig. Do not include
irrelevantinformation. Record all other treatment, including dates, perfornasdirst course
of treatment asapplicable.
Source Records:
Other treatment may be found in, but is not limited to, the following source records:

1. Discharge Summary

2. Consultation Reports

3. History and Physical Reports

Suggestions for Text:

VCRapproved abbreviations should be utilized. Do not repeat information focimer text
fields.

Prioritize entered information in the order of the fields listed below:
1. Date treatment was started

2. Where treatment was given (e.g., at this facility, at another facility)
3. Type of other treatment (e.g., blinded clinical trial, hypertiné)
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4. Other treatment information (e.g., treatment cycle incomplete; unknown if other
treatment wasgiven)

Data Item(s) to be verified/validated using the text entered in this field:

1. Date of 1st Crs RX
2. RX Date Other
3. RX-Other

Text¢ Remarks NAACCR ltem #2670

Information documenting the disease process should be entered nignuwam the medical
record. Ifinformation is missing from the record, stat®at it is missing. Do not include
irrelevant information.

1. Record text information not elsewhere provided for or as an overflow from other text
fields. The following information should be included in this field as applicable to the
case:

a. Document the si, laterality if applicable, histology, and date of diagnosis for all
knownprevious primaries.

b. Document text to explain any unusual or potentially questionable entry on the
abstract. Thisvill reduce the need to reull medical records at a later date.

c. Document text to note particular issues or clarifications that were resolved prior to
completion of the abstract. For example, clarifications made with a physician through
quality assurance studies.

Source Records

Information for this field may be found, but is not limited to, the following source records:

History and Physical Report
Pathology Reports

Discharge Summary

Consultation Reports

Cancer Conference Documentation

akrwbdrE
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Suggestions for Text:

VCRapproved abbreviations should be utilized. Do ngieat information from other text
fields.

Prioritize entered information in the order of the fields listed below:

W R

P

Personal and family history of cancer.

Smoking, alcohol history

Comorbidities.

Information on sequence numbers if a person was diagnosedamittther cancer out
ofalF GS2NJ 6ST2NBE (GUKS NBIAZGNRQA NBFSNByC
Place of birth

Justification for unusual site/histology combinations.

. Information clarifying anything unusual such as reason for reporting a case seemingly

not reportable forthatF  OAf A& 2NJ NBlF azy F2NJ O2RAy 3

VIRGINIA SPECIFIC FlEDDOXIN EXPOSURE

Record the incidence of exposure to Agent Orange/Dioxin.

Codes and Definitions

CODE | DEFINITION

0 No evidence of dioxin exposure

1 Evidence of dioxin exposure

8 NA; patient is not a Viet Nam Veteran
9 Unknown if any dioxin exposure

Recording Dioxin Exposure

The Viet Nam war ended in 1972, with nmther soldiers sent to Viet Nam. Therefore, if the
patient is born after 1954, you may assume the patient is not a veteran of that war; code to 8.
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VIRGINIA SATE SPECIFIC EIELEY NAM VETERAN
wWSO2NR UKS LI GASYyGQa +ASUG blY aSNBAOS adl

Codes andefinitions

Code Definition
0 Patient is not a Viet Nam veteran
1 Patient is a Viet Nam Veteran
8 NA; Patient was born after 12/31/1954
9 Unknown if the patient is a Viet Nam veteran

Recording Viet Nam Veteran

The Viet Nam war ended in 1972, with no further soldiers sent to Viet Nam. Therefore, if the
patient is born after 1954, you may assume the patient is not a veteran of that war; code to 8.

VIRGINIA STATE SPECIFIC EIFEDBACCO HISTORY
wSO2NR G(KS LI GASY(iQa KAadG2NE 2F (261 002 dz

Codes and Definitions

CODE DEFINITION
0 Never used
1 Cigarette smoker, current
2 Cigar/pipe smoker, current
3 Snuff/chew/smokeless, current
4 Combination use, current
5 Previous use
9 Unknown
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Recording Tobacco History

1. If the patient has smoked in the past year, document the patient as a current smoker.

2. More than one yeawithout having smoked is coded ag Previous use.

VIRGINIA STATE SPECIFIC EIRUMBER OF YEARS SMOKED

wWSO2NR (GKS ydzYoSNI 2F LI O] @S| N&

Codes and Definitions

F2NJ 0KS

Code Definition
000 Never used any tobacco products
001 - 249 | Actual number of pack years between 1 and 249
250 >/= 250 pack years
995 Combination tobacco user
996 Cigar/pipe smoker
997 Smokeless tobacco user
998 Smoked, number of pack years unknown/not stated
999 Unknown if patient ever used tobacco products

Recording Number of Years Smoked

LJ

1. To calculate packears, multiply the number of packs (of cigarettes) the patient smokes
by the number of years the patient has smoked.

Example 1The patient states he has smoked 2 packs of cigarettes a day for 40 years.
Code Number of Years smoked to 080.

Example 2Thepatient states he has smoked 2 cigars plus 1 pack of cigarettes perday
for 50 years. Code to 995Combination tobacco user
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Example 3The patient states he is not a smoker but he does chew tobacco. Code to
997 ¢ Smokeless tobacco user.

Example 4The pdient states he uses vapor cigarettes. Code to §Fmokeless
tobacco user.

VIRGINIA STATE SPECIFIC EIELOOHOL USE HISTORY
wWSO2NR (KS LI GASYGQa | fO02K2f dzasSo

Codes and Definitions

Code Definition
0 Never drank alcohol
1 Sacial Drinker; drinks 1 — 2 drinks/day
2 Drinks > 2 drinks/day
3 Social Drinker, NOS
4 Previous use of alcohol
9 Unknown if patient drinks alcohol

Recording Alcohol History

1. Document anynformation regarding the use of alcohol, including beer, wine and other
alcoholic beverages.

Example 1The patient states he only drinks 2 or 3 beers per day on weekends.t€ode
2 ¢ drinks more than 2 drinks/day

Example 2The patient states she drisla glass of wine with dinnerery day. Code to 1
¢ Social drinker

Example 3The patient states he is a social denkvithout further information. Code to
3, Social drinker, NOS

2. The patient must be alcohol free for at least one year before they carotled as
previoususe of alcohol
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VIRGINIA STATE SPECIFIC EIEAMILY HISTORY
Record any information regarding family history of cancer

Codes and Definitions

CODE DEFINITION
0 No family history of cancer
1 Positive family history of cancer, NOS
2 Family history of this cancer
3 Family history of other cancer
4 Family history of this AND other cancer
9 Unknown if patient has a family history of cancer
Outcomes
Date of Last Contact or Death NAACCR Item # 1750

Record the date of last contact or the date of death

Beginning in 2010, the way dates are transmitted between facility meggsand central
registries waghanged to improve the interoperability or communication of cancersgi
data with other electronicecord systems. Registry software may display dates in the
traditional manner or in the interoperablérmat. Traditional dates are displayed in
MMDDCCYHrm, with 99 representing unknown day amnonth portions, and 99999999
representing a completely unknown date. Interoperable dates are

displayed in CCYYMMDD form, with the unknown portions of the dagd filith blank spaces.
If a dateis entirely blankan associated date flag is used to explain the mgsdate. Flags are
not used forsoftware-generated dates.

For more information regarding dates, please $@ginia Cancer Rgstry Manual, Part Three:
Dataltem Instructions, General Information, CodiDates.
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Recording Date of Last Contact
1. Record date in month, day and year format (CCYYMMDD). Record the year in the first
four spaces, the month in the fifth and sixth spaces, and the day in the last two spaces.
A zero must precede singldigit months and days. S&&CR Manual Part Three, General
Instructionsfor allowable values.

2. Unknown (99) or approximation of month, day, century, or year is not acceptable when
reporting to the VCR. Fictitious dates or defauallues are also not acceptable.

Exception If a patient is known to have expired after discharge from your facility, the
month and/or day may be reported as blank if the exact month and/or dagtis
known.
3. If the last contact with a patient is an inpaiit admission, record the date of discharge.
4. If the last contact with the patient was an outpatient visit, record the outpatient date.
5. If the patient receives treatment after dischargecord the date of the treatment.
Example The patient is admittedn November 1, 2006 and is discharged\wvember
3, 2003 and then starts his radiation &tenent on December 1, 2006. THete of last
contact is 20061201.
6. If a patient has multiple primaries, all records should have the same date of last contact

7. If the patient is deceased, record the date of death.

*Note: Date of Last Contactoes not have to be submitted as a changeipdate if the
patient is readmitted or expires after the initial record was submitted.

Date of Last Contact Flag NAACCR Item # 1751

This flag explains why there is no appropriate value in the corresponding dateDigeél pf
LastContact or Death.

As part of an initiative tetandardize date fields, datéag fields were introduced to
accommodat e nordate information that had previously been transmitted in date fields.
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Codes and Definitions

Code Description

A proper value is applicable but is not known. This event occurred but the date is unknown (that
12 is, the date of last contact is unknown).

(blank) | A valid date value is provided in the item Date of Last Contact.

Recording Date of Last Contact Flag

1. Leave this item blank Date of Last Contadtas a full or partial date recorded.
2. Code 12 iDate of Last Contactannot be determined.

Vital Status NAACCR Item #1760

WSO2NR GKS LILINPLINARFGS O2RS FT2NJ 0KS LI A S
Date ofLast ContactUse the most accurate information available.

Codes and Definitions

Code | Definition

0 Dead

1 Alive

Notes on Vital Status

1. Failure to find a patient on a list deceased individuals does not constitute evidence
that the patient is aliveVital Statugs not changed, but is neither tH2ate of Last
Contact oDeathchanged. Unless more information is located, follow up of this patient
has failed.

2. Vital Status doenot have to be submitted as a change or update if the patient expires
after the initial record was submitted.
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3. The VCR periodically matches records on the VCR database against Virginia death
certificate files. As a result of this mat¢he VCR will sentb each hospital on a yearly
basis a list of its reported patients who have expired.

Follow U Source NAACCR Item #1790

This data item records the sour@®m which the latest followup was obained. It is used by
registriesto identify the most recent followip source.

Codes and Definitions

Code | Label Definition
0 Reported Hospitalization HOSpIt.ahZEtIE.H.'I at another institution/hospital or fist admission to the
reporting facility
1 Readmission Hospitalization or outpatient visit at the reporting facility
2 Physician Information from a physician
3 Patient Direct contact with the patient
4 Department of Motor The Department of Motor Vehicles confirmed the patient has a current
Vehicles license
5 Medicare/Medicaid file The Medicare or Medicaid office confirmed the patient is alive
7 Death Certificate Information from the death certificate only
Friends, relatives, employers, other registries, or any sources not
8 Other
covered by other codes
Unknown; not stated in
9 W ' I The follow-up source is unknown or not stated in the patient record
the patient record

Case Administration

Abstracted By NAACCR Item #570
Record the initials of the individual completing the abstract.

Special Instructions
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1. Record the initials or assigned code of thdividual who abstracted this record. Do not
code thedata entry person unless that person is also the abstractor.

Reporting Hospital/Facility Identification Number NAACCR Item #540

Record the reporting facili identification (ID) number as described under special instructions
below.

Special Instructions

1. For facilities withseveRA A G CL b Q& A0QOc 6OB3Z90 Mt WedleS 2 F
assignedy the CoC before January 1, 2001, the coded FIN with cons$istefleading
zerosfollowed by the full sevedligit number.

2. For facilities witheighRA 3A 0 CLbQa 3INBFGSNI GKFY 2NJ S
bythe CoC after January 1, 2001, the coded FIN will consist of two leading zeros
followed bythe full eight-digit number

3. Facilities that are part of an Integrated Network Cancer Program (INCfuse the
hospitalspecific FIN in their data submission to the VCR.

4. Facilities that are not part of the CoC accreditation program may still have a FIN
number;please sedppendix XX¥r information.

Override Site/TNM Stage Group NAACCR Item #1989

This is used with the EDITS software to override the edits of theRyipsary Site, AJCC Stag
Group This override flag allows identification of pediatric cancers Wetke staged according
to a system other than the AJCC staging manual if they are not alsstag€qIn that
situation anotherwise stageable case may be coded 88 (not applicable) for allit&dsd-or

Edits of the typePrimary Site, AJCC Stage Gralneck that the pathologic and clinical AJCC
stagegroup codes are valid for the site and histology group accordinge@apiplicableAJCC
Cancer Staginlylanual, using the codes described for the ite@bnical Stage GroyplAACCR
Item #970) andPathological Stage GroyplAACCR Item #910). Combination of site and
histology not represented iany AJCC schema must be coded8&nown codes must be
coded to 99. Blanks are not permitted.
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Since pediatric cancers whose sites and histologies have an A&d( sohy be coded
according to gediatric scheme instead, usaverride Site/TNMstage Groupo indicate the
case was codedacording to a pediatric staging system if it was not also coded acagptdin
the AJCC manual. Pediatsiage groups should not be recorded in fknical Stage Group
Pathological Stage Groutems.When neither clinical nor pathological AJCC stainged for
pediatric cases, codelaJCC items 8. When any AJCC component is used to stage a
pediatric case, fadw the instructions for codindJCC items and lea@erride Site/TNM
Stage Grouplank.

Codes and Definitions

Code Definition
Blank Not reviewed; reviewed and corrected
1 Reviewed and confirmed as reported

Recording Override Site/TNM Stage Group

e

Leave bland if the EDITS program does not generate an error message for the edits
Leave blank and correct any errors for the case if an item is discovered to be incorrect
3. Code 1 if the case if confirmed to be a @dc case that was coded using a pediatric
codingsystem

e

Override Age/Site/Morph NAACCR Item # 1990

This is used with the EDITS software to override edits of theAggePrimary Site,
Morphology; AgePrimary Site Morph ICD&&1ult,and Age, Prinary Site, Morph IDCO3
Pediatric

If the code combination generates an error message and review of the case indicates that the
codesare correct for the case, then the overeidlag is used to skip the edit on future runs of
the EDIT$rogram.

Edits of the typeAge, Primary Site, Morphology; Age, Primary Site Morph Id0I8 and
Age,Primary Site, Morph IDC&Zdiatricrequire review if a sitanorphology combination
occursin an ageggroup for which it is extremely rare or if the cancer was diagnosed in utero.
If the edit generates an error or warning message, check that the pyisige and histologic

type arecoded correctly and that the age, date of birth, and date ofd@sis are correct.
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Codes and Definitions

Code Definition
Blank Not reviewed; reviewed and corrected
1 Reviewed; age, site and morphology combination confirmed as reported
2 Reviewed; diagnosis in utero
3 Reviewed; both conditions apply

Recording Override Age/Site/Morph

1. Leave blank if the EDITS program does not generate an error message

2. Leave blank and correct any errors for the case if an item is discovered to be incorrect

3. Code 1 for an unusual occurrence of a particular age/ssgédtogy combination for a
giveage has been confirmed by review to be correct

4. Code 2 if the case was diagnosed in utero

5. Code 3 if both conditions apply

Override Surg/DX Conf NAACCR Item # 2020

This item is used with EDITS software to override the &#tsSumndurg Prim Site, Diag Conf
(SEER-76); RX Sumurgery Type, Diag Conf (SEER I&A@)or the editRX Sumng Surg
Site 9802, Dag Conf (SEER 106).

If the code combination generates an error message and revieweatdbe indicates that the
codesare correct for the case, then the override flag is used to skip diteoa future runs of
the EDIT$rogram.

Edits of the typeRX Summg Surg Prim Site, Diag Coadliieck that cass with a primary site
surgicalbprocedure coded 2Q 90 are histologically confirmed. If the patiémad a surgical
procedure, mostikely there was a microscopic examination of tamcer.

Codes and Definitions

Code Definition
Blank Not reviewed; reviewed and corrected
1 Reviewed and confirmed as reported
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Recording Override Surg/DX Conf

1. Verify the surgery and diagnostic confirmation codes and correct any eBorsetimes
there are valid reasons why no microscopic confirmation is achieved witsuttgery,
for example, the tissue removed may be inadequate for evaluation.

2. Leave blank if the EDITS program does not generate an error message for edits of the
type, RX Sumnsurg Prim Site, Diag Conf

3. Leave bland and correct any errors for the case item was discovered to be incorrect

4. Code 1 if review of all item in the error or warning message confirms that all are correct
System Codes (Electronic Reporting Only)
System codes reflect types of coding systems used, record progetsies, and other
informationregarding how the data were collected. These codes areireduo be
transmitted on casesubmitted electronically. System codes are added to cases sulghaitte
the VCR Report Form at thiene of data entry at the VCR.

1. Regstry hospitals using commercial or hospitleveloped software are responsible for

makingsure the correct system codes are submitted. Since most are computer

generated, theegistrar must communicate problems in complying with VCR code
requirements to stiware vendors or facility Information Systems personnel.
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Required Codes and Definitions

Required Data) NAACCR VCR Specific Instructions
ltem ltem #
Must always contain "A" for Full case abstract type, including text data item;
Record Type 10 length=22824.
. Allowable codes: "2" for central registry or hospital consortium (not
Registry Type 30 population based); and "3" for single hosfita:};’reestandisg center.
FIN Coding System 35 Must always contain "2" for COC FIN 10-digit codes.
NAACCR . . .
50 Must always contain "160" for 2016 version (Version V16).
Record
Race Coding Must always contain "7" indicating 2000+ SEER & COC(added codes 15,16,17
170
Sys— Current removed 09)
Cases diagnosed on or after 01/1/2001 must always contain "5" for ICD-O-3;
cases diagnosed before 1/1/2001 must always contain "4" for ICD- 0O-2; cases
Site Coding 450 with an unknown Date of Diagnosis (99999999) and Date of 1st Contact on or
Sys— Current after 01/01/2001 must always contain "5" for ICD-0-3; cases with an unknown
Date of Diagnosis (99999999) and Date of 1st Contact prior to 01/01/2001
must always contain "4" for ICD-0-2.
Cases diagnosed on or after 01/1/2001 must always contain "8" for ICD-0-3
plus 2008 WHO hematopoietic/lymphoid new terms used for conditions
) diagnosed 1/1/2010 and later; cases diagnosed before 1/1/2001 must always
Morph Coding 470 contain "6" for ICD- 0O-2 plus REAL and FAB codes; cases with an unknown
Sys— Current Date of Diagnosis (99999999) and Date of 1st Contact on or after
01/01/2001 must always contain "7" for ICD-O-3; cases with an unknown
Date of Diagnosis (99999999) and Date of 1st Contact prior to 01/01/2001
RX Coding 1460 Must always contain "06" for Treatment data coded according to

Sys— Current

FORDS.
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