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PREFACE

The rate of new cancer cases in Virginia is a public health concern. More than 39,000 Virgin
residents are diagnosed with cancer each year (Virginia Department of Health, 2020).
Without information on these new cases of cancer, it is difficult to plan prevention, education,
screening, early detection, treatment, and rehabilitation progsamhe Virginia Cancer
Registry(VCR) records the incidence of cancer for the Commonwe&Ntirginia and provides
data tahelp public health authorities, physicians, researchers, and othaitiherofessionals
plan andevaluate cancer programs. The registry also directly servesitikens of the
Commonwealth byroviding and interpreting statistical information on cancer in the state.

In 1970, hospitals began voluntarily contributing cancer reportii¢oVirginia Tumor
Registry. 1990, the Virginia General Assembly mandated that the VirgimaeZd&eqgistry be
established irthe Virginia Department of Health (see Appendix A). The legislatiescribed
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 kbeign, follow-up care of
cancer patients.

w Conducting epidemiological 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 the defoliant, Agent Orange.

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

w Determining other needs of cancer patients and health personnel.

As a populatiorbased cancer incidence registry, the VCR collects demographic, diagnostic,
andfirst course treatment information on all Virginia residents diaged with cancer. A
populationbasedincidence registry collects all reports for an entirgoptation; for VCR, the
relevantpopulation is the population of the state. All information collected and maintained in
the VCRlatabase is strictly confidential. Only summary statistical mftdion is published for
generaldistribution and public knowledg The Virginia Department of Bléh may permit use
of in-depthinformation for research, subject to careful screening, strict suigeon, and only
to accomplish approved program objectives.

To fulfill some of the goals the state legislature set for thesteg, VCR is an active partner
with Virginia Department of Health programs that promote canmevention and control.
Theseprograms include the Virginia Comprehensive Cancer Controid®nognd the Virginia
Breast andCervical Cancer Early Detection Program. VCR data are usedader cesearch
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and surveillancactivities, and for epidemiologic and other special studies. agntidence
and mortality dataare published annually in the national summalyited States Cancer
StatisticgUSC$https://www.cdc.gov/cancer/uscs/index.htin USCS is a joint publication that
CDC and the National Cancer Instit(N&1) produce. It includes the most recent five years of
data. A lage variety of cancer incidendata broken out by site and demographic variabges
available on the VCR websd#éhttp://www.vdh.virginia.gov/virginiacancerreqistry/. Virginia
data are also published @ancer in North Ameri¢€INA), which is an annual reporethorth
American Association of@tral Cancer Registries (NAACCR) publishes. CINdNablavat the
NAACCR web sitettp://www.naaccr.org/.

VCR is recognized asigh-quality reporting registryand a valuald resource for cancer data.
VCRuses current technology and national data collection stadddo enhance the
completenessaccuracy, and timeliness of cancer data. As the volume of V@Rrineidata
increases over timahe utility of these data for program planning, evaluation, and
epidemiologic studies increaseswasll. VCR depends on all cancer reporters for support,
cooperation,and accurate reporting for thengoing operation of th statewide cancer
registry. As VCRadt work together with staff ofeporting facilities 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.

Nikkia L.G. Ray, MPBirector,Virginia Cancer Registnpivision of Population Health Data
Office of Family Health ServicégginiaDepartment of Health
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Summary of Changes

Some sections ohis manual are based on the ZDYCR User Manugt022 VCR
User Manugland a significant amount of content hastrchanged or required
revision, therefoe, this manual castill be used as aeference for coding cases
with a diagnosis date of January 122@nd later Where standard setter coding
requirements and manuals areferenced please seéncluded section notations
for codes,manualsandeditions utilized.

Forcases with a diagnosis dateJ#nuary 12024,forward, ALWAY &fer to the
changesand updateoutlined in this Summary of Changes section of the manual
and respective appendicgscludingany corresponding hyperlinks. A&ndard
setters update their online content, hyperlinks in this manual may become
obsolete. VCR does itest to keep this manual current; howevg@iease check
with the standard setting organization(s) main website(s) for additional content
related to updated informationand/or any related hyperlinks that may become
inactive.

*OTHER THAN THE BELOW SPECIFIED REVISIONS, CoC DATA REPC
REQUIREMENTS REMAIN THE SAME.
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STORE Manu&l023

Beginning with cases diagnosed Januai3023,and forward, all CoC accredited programs
should follow the rules and instructions in STORE 320&rd and minor coding changes
allowed STORE to align more with SEER.

{¢hw9 HnHo {dzYYINEB 2F /KIy3aSa

New Data Iltems

STORE NAACCR| Data Item Name

2023 Page | Number

Number

dn onn ¢20l 002 'asS {Y21Ay3 {0 {dz
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wSLX F OAy3 {dzZNBAOFt t NROSRAZINB 2F t NRAYI
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C2NJ RAIFIIy2g&nanHreSINBF @8 nodoKAa RIGEFE AGSY
{ dZNBAOIEt t NPEOSRdANB 2F t NAYENEB {AGS
{¢hw9 YIydzaft o6Fad3SR 2y (GKS @SINJ 2F RAI
lff HwnHo aAdsS &ALISOAUO &adzNEHSNE O2RSa o
GAGK | £ SgSNJ G2 AYRAOFGS + &aA3ayauor
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dzZaSR (2 lFaaaiady édNJﬂSNie O2RSay
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HMY MH M {WzMd2NHB HANHO
wSLX F OAy3 {dzZNBAOFf t NRPOSRdA:INBE 2F t NRAYI
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C2NJ YSEFYy2YlF &7 A yo ¢cakdENANNN X NAQRER SBENFhSDNJ
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Data items with Name Changes

NAACCR | Previous Name Current Name

Number

670 Surgical Procedure of Primary Site at t| Rx Hosp Surg Prim Site-B322
Facility

1290 Surgical Procedure of Primary Site Rx SummSurg Prim Site 03022

Data Items removed from STORE 2023.

STORE NAACCR |Data Item Name

2022 Page [Number

Number

82 241 Date of Birth Flag

125 581 Date of First Contact Flag

141 1281 Rx DateDx/Stg Proc Flag

217 1201 Rx DateSurgery Flag

219 1290 Surgical Procedure of Primary Site
All instructions for #1290 have been changed to reflect the new surgical codes for dig
year 2023 RX SumBurg 2023 [1291]
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221 670 Surgical Procedure of Primary Site at this Facility
All instructions for #670 have been changed to reflect the new surgical codes for diag
year 2023 RX Hospurg 2023 [671]

297 1221 Rx DateChemo Flag

306 1231 Rx DateHormone Flag

313 1241 Rx DateBRM Flag

The table below lists changes to STORE v23 manual by the page number in STORE 2023.

NOTE

All date data items allow blanlE&XCEPDr the following:

1. Date of Birth
2. Date of Diagnosis
3. Date of last Contact or Death
STORE Section or Data Item Name Changes/Comments/Clarifications
2023 NAACCR Datd
Page Item Number
Number
43 2023 Source | 2023 Source The 2023 Source Reference Document is located on the NA
References References website available at
https://www.naaccr.org/implementatiorguidelines/
46 Overview of | Case Eligibility Updated reportability on juvenile pilocytic astrocytoma 9421
Coding Added: Effective January 1, 2023, low grade appendiceal
Principles mucinous neoplasms (LAMN) (8480) are reportable. LAMN
distinctive histologic subtype of mucinous appendiceal
neoplasm and can bie-situ or invasive. Please reference the
AJCC Appendix Protocol Version 9 for further information.
46 Overview of | Case Eligibility All Rads are still being discussed amongst standard setters.
Coding An update on coding the Date of Diagnosis will be released
Principles once decided. Registrars should follow current rules in STo
to assign Date of diagnosis. CoC does not collect rads alon
a positive biopsy must confirm the diagnosis, the Date of
Diagnosis is the date of the biopsy.
46 Overview of | Case Eligibility Added: Lobular Carcinoma In Situ alone is not reportable tg
Coding CoC. The decision not to collect LCIS was made to align ST
Principles with the AJCC 8th Edition. Please see the AJCC 8th Edition
complete details. Please note: SEER and NPCR require ref
of LCS. If LCIS is reportable for your state registry, follow yo
state registry requirements. Assign Class of Case according
the relationship between the patient and the reporting facility
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50

Overview of
Coding
Principles

Coding Dates

Removed sentences:

If a date is entirely blank, an associated date flag is used to
explain the missing date.

Flags are not used for softwagenerated dates. The table

for coding dates was updated. All reference associated with
the date flags were removed, including flags, 10, 11 and 12.

60
61

Overview of
Coding
Principles

Relationships amon
Surgical Items

Added
A (excluding code 1) to firgtaragraph.
A (excluding code 1) to bullet #2

63

Overview of
Coding
Principles

Radiation Therapy

Removed:

A new phase begins when there is a change in the target vg
of a body site, treatment fraction size, modality or treatment
technique. Up to three phases of radiation treatment can no
be documented.

| RRSRY dodzi Y2RSNY NI RA2GKS
simultaneously so new terminology is needed. Each phase i
YSFEyd G2 NBFESOG I aRStAGSN
start of the radiation planning process, physicians write
radiation presriptions to treatment volumes and specify the
dose per fraction (session), the number of fractions, the
modality, and the planning technique. A phase simply
represents the radiation prescription that has actually been
delivered (as sometimes the intend@description differs from
the delivered prescription.

86

240

Date of Birth

Removed:

If the date of birth cannot be determined at all, record the
reason in the Date of Birth Flag [241]. The Date of Birth Flag
[241] is used to explain why Date of Birth is not a known dat|
See Date of Birth Flag for an illustration of the relationships
amoryg these items.

Wording Added: Blank is not allowed.
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88 160 Race 1 Labels were further clarified for codes 02, 03, 07, 13, 15, 21
98, and99.
Code | Diagnosis year 2022 and | Diagnosis 2023+ Labg
prior Label
02 Black Black or African
American
03 American Indian, Aleutian,
or Alaska Native (includes . .
e . American Indian or
all indigenous populations Alaska Native
of the Western
hemisphere)
07 Hawaiian Native Hawaiian
13 Kampuchean (Cambodian)| Cambodian
15 Asian Indian or Pakistani, | Asian Indian, NOS or
NOS Pakistani, NOS
21 Chamorro/Chamoru Chamorro
32 New Guinean Papua New Guinean
98 Other Some other race
99 Unknown Unknown by patient
hH con t NAYINE t|[wSY20SRY
S5AlF3Ay2aral/ 2RS cmB®RNR S LI aSyid A& IR
FYR GKS LI aSyid FRYA&A&aAZ2Y LI
aSRAOINBE 6A0GK [ RRAa2YyIf AY3
MHT pyn 5SS 2F C|wSY2@OSRY
¢tKS 51GS8S 2F CANRG /2yidl Ol (¢
2F CANRG /2yaGFO0G Aa y24 | |
CtlF3 F2NJ Iy AffdaAalaNra2z2y 27F
l RRSR G2 'ft2¢6l0tS =+ fdzSa Y
2 2NRAY3I ! RRSRY thy1 A& ! f
MH O o dn 51GS 2F L|[22NRAYy3 ! RRSRYft28FR& | NB
5A13dy2aira
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MT p MMM P aSia G 5/wSY20SR ¢+o6tS dzyRSNI/ | yR |
[ A @S NI AA0S A& /nH®PAY /nHMXE /nHOX
2N ptrewm F2NI Fye LINAYLNE aii
MT T MMM C Sia G 5/wSY2Q0SR ¢l o6fS dzyRSNI/ FyR |
[ dzy 3 AA0S A& /nuHdnI /nHMI /nHOZX
2N ptrewm F2NI Fye LINAYLNE aii
MT MMMT aSta G 5/wSY20SR ¢+Fo6fS dzyRSNJ/ | yR |
hiKSNJ AAGS A& /nudn3Y /nHmMI /nHOX
2N ptrewm F2NI Fye LINAYLNE aii
207 n/a Site Specifics Data | Added: Item # 3956 p16 Anus
208 Items
No longer collected with date of diagnosis after January 1,
2023,0 Estrogen Receptor Total Allred Score [3828]
Progesterone Receptor Total Allred Score [3916]
Wording added: One new SSDI [3956]
Two SSDIs no longer required [3828,3916]
210 1270 Date of First Course| Wording Added: Blank is Allowed
of Treatment
H MM MH N 5148 2F C|wSY2@0SRY
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HpC MH M 5SS wlkRAIwSLISeaa@S adGliSYSyid ARSyaUSR
{41 NI SR .dzf £t SG I m NBY2@OSRY 5F0GS NI R
Ay GKS N}YRAlFoa2y 2y 02f23Aaic(
27T uN5|uYsyu¢ 5SGSNXYAYIl a2y
NEIljdzZANBE FaaAradlyoS FTNRBY GKS
O2RAY3O®
259 1504 1514 Phase-lI-llI Removed the Bullet #2
1524 Radiation Primary Phase Il Ill of radiation treatment also commonly includes
Treatment Volume | draining lymph node regions that are associated with the
primary tumor or tumor bed. The draining lymph nodes are
recorded in the Phase Il Radiation to Draining Lymph Nodes
[1515,1525].
Removed from Bullet #3
If one or more discrete volumes are treated and one of thos
includes the primary site, record the Phase Il Il treatment to
primary site in this data item.
Added to Bullet #3
Draining lymph nodes may also be concurrently targeted mg
commonly during the first phase.
Added to Bullet #4
When the primary volume islgmph node regiondraining
lymph nodes are not targeted. Record code 88 in the Phas
Ill Radiation to Draining Lymph Nodes [1505, 1515, 1525] v
primary volume is a lymph node region.
260 1504 1514 Phase-I-lll Clarification added to code 02 Thoracic lymph node regions and
1524 Radiation Primary | removed mantle or mini mantle for lymphoma
Treatment Volume
261 1504 1514 Phase-I-lll Clarification added to code 03 Neck and thoracic lymph node
1524 Radiation Primary | regions and removed mantle or mini mantle for lymphoma
Treatment Volume
261 1504 1514 Phase-lI-llI Clarification added to code 04 Breast/ Chest wall lymph node
1524 Radiation Primary | regions: Radiation is directed primarily to one or some
Treatment Volume | combination of axillary, supraclavicular, and/or internal mammar
lymph node regions WITHOUT concurrent treatment of the brea
or chest wall.
261 1504 1514 Phase-lI-lll Clarification added to code 05 Abdominal lymph nodes: Treatme
1524 Radiation Primary | is directed to one or some combination of the lymph nodes of t
Treatment Volume | abdomen, including retr@rural,peri-gastri¢ perithepatic,
portocaval and paraortic node regions.
261 1504 1514 Phase-lI-llI Clarification added to code 06 Pelvic lymph nodes: Treatment is
1524 Radiation Primary | directed to one or some combination of the lymph nodes of the
Treatment Volume | pelvis
261 1504 1514 Phase-I-lll Clarification added to code 21 Oral Cavity:
1524 Radiation Primary | Treatment is directed at all or a portion of the oral cavity, which

Treatment Volume

may include the lips, gingiva, alveolus, buccal mucosa, retromol
trigone, hard palate, floor of mouth and/or oral tongue.
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263 1504 1514 Phase-I-ll Clarification added to code 64 Prostatehole:
1524 Radiation Primary | Treatment is directed at all of the prostate with/without all or par
Treatment Volume | of the seminal vesicles. Use this code even if seminal vesicles g
explicitly targeted.
263 1504 1514 Phase-I-ll Clarification added to code 86 Pelvis (NOS;visperal): For
1524 Radiation Primary | example, this code should be used for sarcomas arising from
Treatment Volume | non-visceral soft tissues of the pelvis.
264 1504 1514 Phase-lI-lll Clarification added to code 91 Soft Tissue:
1524 Radiation Primary | This category should be used to code primary or metastatic soft
Treatment Volume | tissue malignancies when localizing to a region of the body (e.g
pelvis) is not possible or when the case does not fit other categd
264 1504 1514 Phase-lI-lll Clarification added to code 98 Other:
1524 Radiation Primary | For example, code 98 when the radioisotogE3LL is used in the
Treatment Volume | treatment of thyroid cancer.
267 1506 1516 Phase-lI-lll Removed for Bullet #1
1526 Radiation Treatment For the first course of treatment.
Modality
270 1502 1512 Phase-I-1ll External| Removed Bullet #6:
1522 Beam Radiation When code 98 is recorded, document the planning technique in
Planning Technigue | appropriate text data item.
276 1503 1513 Phase-lI-1ll Number | Removed
1523 of Fractions Example: Code 025 A patient with breast carcinoma had treatm
sessions in which treatment was delivered to the chest wall and
encompassing the ipsilateral supraclavicular region for a total of
three fraction portals. Twentjive treatment sessions werdvgn.
Record 25 fractions as 025.
277 1507 1517 Phase-I-1ll Total Rationale
1527 Dose Removed word : prescribed and added wording of: maximum
delivered
282 1533 Radiation Cours{ Added wording to bullet #3 major
Total Dose type (External Beam, Brachytherapy, or Radioisotopes
Hyn |[Moyn wlkRAFa2yk|/ fFNAUSR 9EFYLXS 1 p
{ SIjdzSy OS
HYyC |OHHDN 5SS wlkRA|wWSY2@SR . dzf £t SG | H 6RdzLIX AOF (S
9YRSR ¢tKS RIGS ¢KSy GNBIFGYSyid SyRS
N} RAlLa2y 2y02ft23AaiQa adzyYl NI
GNBFGYSyio
HMH |MHHDA 5SS / KSY wSY2@SRY ®&KESW2 GfHliE OMHHMBE A
{GF NI SR 51 G4S / KSY2GKSNI LR {{dFNISRcgAA&
/ KSY2 Cfl3 F2NJ Iy AffdzadGN a2y
AdSyao
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STORE | Section or Data Item Name Changes/Comments/Clarifications
2023 NAACCR Datd
Page Item Number
Number
onn |! LIISYRA/ dzNNBW @ISO OK I y IR ATINR/AZYISANAR O O2 RS
{ dzNB S NB gAGK fROWgKBANI&FeR €t 26 S
HNHODb
nHo AA0S aLISOAUO &adzNHSN.
GKAOK &0GFNIL 6AGK | £SgS
o
Y2&AAHRS NEZNBRObf t NJ
GKA&a ClLOAfAGE wb! ! [/
NE {AdGS wb!!//w RFQOLI
9 YlydzZaZt oFraSR 2y (K
O9b5hw{kw9{ 9! w/ Il 9w{Y
Im@geizNH t NAY {AdS wcT a6 dsBa
{AlBnRre wcTng
{ogWNB t NAY {AGS @wmH dmfedzNAl
t NAY fh#® momu dnb
nny |! LIJSYRA/ ¢w DdzA R NEFSNBYOS F2NJ NB13
aStlyz2Yl
nHo |! LIJSYRA/ ¢w DdzA RS NBEFSNBYyOS F2NJ NB13
wlk RAlFaz2y
¢NBI GYSyli
{ ¢hw9
adzZ of! [ 2t dzyy | K @um YR GKS OKIy3sS (2
dzYy ydzYoSNJ A& y2 f2y3ISNI N
Yy NBY2@SR FTNRBY GKS RFGF A




STORE| Section or Data ItemName Changes/Comments/Clarifications
2023 NAACCR Data
Page Item Number
Number
207 n/a Site Specifics Data | Added SSDI data items:
Items [3960] Histologic Subtypeappendix
[3961]Clinical Margin Widthmelanoma
257 1550 Location of Added wording for clarification to"Bbullet:
Radiation Treatmen{ & | Y R dza dz- t £t @ Ay Of dzZRS& RNJI Ay
261 1504 Phase-I-ll Wording added to code 05:
1514 Radiation Primary | If field or target is described as hockey stick, dog leg, and
1524 Treatment Volume | inverted Y then use code 07.

Changes 12/15/2022

STORE| Section or Data Item Name Changes/Comments/Clarifications
2023 NAACCR Data
Page Item Number
Number
169 1112 Mets at DiagnosiBone Added:
171 1113 Mets at Diagnosirain Use code 0 when:
173 1114 Mets at Diagnosi®istant A Tumor is a borderline or benign brain or CNS
175 1115 LNs Mets at Diagnosisver tumor.
177 1116 Mets at Diagnositung A Any other reportable tumor with a behavior of
179 1117 Mets at Diagnosi©ther benign (/0), borderline (/1), or in situ (/2)
Removed:
o Use code 8 (Not applicable) for
benign/borderline brain and CNS tumors
260 1504 Phase-I-Ill Radiation Primary Added for clarity :
261 1514 Treatment Volume Code 13: Use code 13 when primary tumor volume ig
262 1524 brain stem.
263
Code 29 Head and neck (NOS): Use code 29 when tH
Primary Tumor Volume is Paraganglioma of the jugul
foramen in the middle ear.
Code 71 Uterus or Cervix: Added parametrium.
Code 93 Whole Bodyadiation Added For example as
with total body irradiation (TBI).
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47 Overview of Case Eligibility Under Analytic Cases:
Coding Removed Joint Commission accreditation and replace
Principles with Federal Employer Tax ID (FEIN)
Changs 12/19/2023
STORE| Section or Data Item Name Changes/Comments/Clarifications
2023 NAACCR Data
Page Item Number
Number
48 Overview of Case Eligibility Updated Analytic Cases:
Coding Added: Any program listed in your FEIN is included w
Principles your accreditation and therefore reportable to NCDB.
51 Overview of Cancer Identification Added clin to Grade Post Therapiin(yc) [1068]
Coding
Principles
372 Appendix A Breast Surgical Codes Corrected note under A410:
If the contralateral breast reveals a second primary, e
breast is abstracted separately. The surgical procedu
codedA410 for the first primary.
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Changes 1/23/2024

STORE | Section or Data Item Name Changes/Comments/Clarifications

2023 NAACCR Data

Page Item Number

Number

421 Appendix M Case example #8 Correction to the coding for the SSDI Clinical Margin
[3961] to XX.9

422 Appendix M Summary of Coding Rules Removed:

() If multiple procedures are performed, record tf
largest peripheral (radiahargin.

Added:

this margin is documented by the surgeon in the CoC
operative note as a single measurement:

() If the margin documentation is missing, the SS
Clinical Margin should be coded as XX.9, do not use
other measurements.

() Do not use any clinical margin measurements
(e.g., 3.1 cm x 5.2 cm) for this data item

() If multiple WLE procedures are performed,
record the documented margin from the op note with
the largest margin

Changes 4/11/2024

Section or | Data Iltem Name Changes/Comments/Clarifications

NAACCR

Data Item

Number

Appendix M | Case Studies for Coding Removed from STORE 2023
Melanoma

2023 Source References
¢ KS

https://www.naaccr.org/implementatiorguidelines/

H/ZTHO

{ 2dzNDS wSTSNBYyOS
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https://www.naaccr.org/implementation-guidelines/

STORE Manu&l024

STORE 2024 Summary of Changes

New Data Iltems

STORE NAACCR| 5FG4F LGSY bl YS
Hnwi 3| Number
Number
195 3956 {{5LY +dzf @I LINRYINEB &AGS | RRSR 3
207 751 wWE In2&Q2y . NBI ai
209 1335 WE {me$9v2y . NBI &l
Data Items removed from STORE 2024
STORE NAACCR | Data ltem Name
2023 Page|Number
Number
207 3884 SSDILN Status Femordihguinal, Para Aortic, Pelvic Specific Data Item
219 10104 Rx HospSurg Breast
222 10105 Rx Summ Surg Breast
225 10106 Rx HosgRecon Breast
227 10107 Rx Summ Recon Breast
Changes to STORE v24 manual by the pagmber in STORE 2024
STORE [{ SO&@2a 51 I L {9 Changes/Comments/Clarifications
2024 NAACCR
Page 51 4K S
Number Number
36 Case lylrteaO |! RRSR Of F NAUOI a2y F2NJ Ol
Eligibility
39 Overview | Cancer l RRSR Ot Ay (2 DNI}YRS t2ai
2 F 2 R A| Identification
Principles
238 1550 [ 20»RY (LY O2RS& H | yR oY
Radiation ¢tKS 62NR FRYAYAAUGSNBR KI
Treatment
LP2 RAY A( NUzOD R/ @SERAVA 12 yoR2(2 &
| RR§ B2V KBNA 2 dAE BB I (15738 gaiyaO £
ddzoaSljdzsSyid GNBFGYSyida Ay




294

1639

Systemic/Surgery
Sequence

Code 4 clarified

At least one course of systemic therapy was given bef
and at least onenore after a surgical procedure of
primary site; scope of regional lymph node surgery;
surgery to other regional distant site(s),

or distant lymph node(s) was performed.
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325 Appendix | / dzZNNB ¥ {dNJEI}\OIf O2RS OKIy3aSa F2NJ GKS
A { LISOHiNE § ¢ K& NLE)LREINJ@KP&NJ@@LL&TLESY&WEISEIS
/| 2RSa F2[Aad 2F aaisa sSNB 2NHIFYAT SR
W I nmdmn dp {1 AY OHANHOU
W [ mytdy &cp / 2f 2y OSGHANHNOU
w | Hptdp @ t F YONBF & OHAHND
() [ omdon dp [ dzydI O6HANHNOU
w /| pinppmdd . NBFAG 6HAHNO
w /| Todd ¢CKENRBAR OHAHNO
335 Appendix | / dzZNNB® G | Colon:
A {LJS“)dz’ms’bzﬁé | RRSRY
/| 2RSa T2 b2l S\nmeyOtSdle%éCﬁu N 2T Qikt oELdﬁ\II&\béHcﬂfaﬁsaKSEau
F2NOSLIA F2NJ (dzY2NJ RSaGNHzOa2y 0
.MHNn A& 20az2ftSGSo
344 Pancreas
WwWSY2@SRRAY3AY
O2RS .1nn hoaz2tSasSz 602Y6AYySR
347 Lung
wSY2@FSR g2NRAY3IY
O2RS .1nn 9EGSYRSR mb 82066 S LYy
373 Appendix L /509 f A 3]! LIRFGSR | Aadz2t23& ¢FofS
B Reportability
Table
401 Appendix |/ + &S SEI/ 2NNBOes2y (G2 O2RAY3I 2F (KS {{
M
402 Appendix | { dzY Y I NEB | Removed:
M /| 2 RwyzB S & T LWdzf allBRSO SIRNBENF 2 NIV SREH NB S a
LIS NA LIK S N¥F H NEOANFAR A | £ O
Added:
0 KWIANTE R g O dzY DyeiikaSEzNBAS2KYS2 2 LIS NIy & @ ¢
Fa + aAy3tsS YSIFadiNBYSyday
1 LFKYS NBR;DszsyAUEIAaaﬁw\K{/SEBLAYAO
al NAAYy akKz2dZ R 0S O2RSR I &
measurements.
52/ 2dzalSy @t A YA RE £ ¥ & dzNID 5 SoyaihaE
pdH OYO RMANYIKAA RIF G
1 L¥dzf a2LPf SNE O SIRNABIB KIS NNES2ONDKIBR >
R2 OdzY Sryf INFRNJE X251y 2 6 & G KESF NBA S & |
margin
437 Appendix |/ &S SEF/ 2NNBEOa2y YIRS G2 /FaS SEFYLX
R #19 +2fdzyYS OKIFIYy3ISR FTNRBY O2ZRS nH U
438 Appendix |/ &S SEF/ 2NNBEOa2y YIRS G2 /FaS SEFYLX
R #20 +2fdzyYS OKIFIYy3ISR FTNRBY O2ZRS nH U
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STORE|{ SO@al5 (il L (S| Changes/Comments/Clarifications
2023 NAACCR
Page |51 0K S
Number | Number
34 Case {Lb LLL [9EOSLW2Y nY NBY2OSR (KBLBE&NRJRY
Eligibility | NJB LJ2 NIi2l20/ & Sy ( S F OBk 184 LIS @ ¥V @ Q2 FYOBNI SyIs # KIS K
LLL ¢6KAOK 1hhod [f&AKEHIGS R Ay L/ 5
35 Case [/ L{ A&a |[wSY20SR (KS aSyidSyO0S FNRBRY LJ NI 3
Eligibility | NB LJ2 N2l 20/ ¢ ! adxBFa ADO02NEBKNSE o2 P aBBRE o Sy
FYR GKS NBLER2Nby3a FlFOAftAGE dE
228 lcTn Surgical b2iS BREBROSNISyifeée NBY2OSR FNJ
Procedure/Other
{ AHIBKG 1RO A C 288 yIINIASY B MAOR IS Y 2208 % v (i NI of NS SANRSt )
RIFE& B $¥NEBNRIXS RAzZNB @ B0 KENB Y H dND { d
230 1294 Surgical t NEOSRAINBkhiKSNI {AdGS |G ¢KAa C
Procedure/Other
Site
/| 2R b20S

3/5/2024 Changes

{SOs2y |5+l LGSY b| Changes/Comments/Clarifications
b! ! /5wl
LGSY b ds
P'LILISYRA|/ 4SS { GdzRAS|wSY2OSR FNRY {¢hw9 HAHN
Melanoma
4/11/2024 Changes
Section or Data Item Name Changes/Comments/Clarifications
NAACCRata
Item Number
Appendix M Case Studies for Coding| Removed from STORE 2024
Melanoma
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SEER Program Coding and Staging Manual 2024

Summary of Changes

This table lists the changes in the 2024 manual by page number.

Page | Section Data Item Change Notes/Comments
Cover Updated cover information:
Updated dates.
Changed page numbers page numbers in Word and PDF match.
8 Preface Summaryof Listingof major | Revisedhe sectionwith the list of major changesncludingadditions,deletions,and
Changes changes modifications made to the 2024 manual and appendicgsemanual.
updated
9 Preface 2024 Changes | Listing of Revisedhe list of 2024changesncludingalink relatingto additionalsourcegor
additional2024 | cancer coding and stagin§ee manual.
changes
updated
9 Preface Submitting Note revised Note: Seethe American Collegef Surgeons Commissiam CanceCAnswer Forur
Questions for questionsabout AJCA NMstaging Grade the Site-SpecificDataltems, and
data items notrequired by SEERSEER required data items are listed inMAACCH
Required Status Table
10 Preface Collection and | Text edited Seethe 2023and2024NAACCHRnplementationGuidelinedor further information
Storageof Dates regarding the updated data exchange standard.
15 Reportability | Reportable ltem1.b.v Changed toHighgrade dysplasia in colorectal sites.
Diagnosis.ist modified
18 Reportability | Ambiguous Text added Added text:
Terms for Equivalento & 5 A | 3 ¥ 2midtighadcyor reportablediagnosisThesephrasesare
Reportability reportable when no other information is available or there is no information to {
contrary.
wln keeping with [malignancy or reportable diagnosis]

45


http://cancerbulletin.facs.org/forums/help
https://apps.naaccr.org/data-dictionary/data-dictionary/version%3D24/chapter-view/required-status-table/
https://apps.naaccr.org/data-dictionary/data-dictionary/version%3D24/chapter-view/required-status-table/
https://www.naaccr.org/implementation-guidelines/

19 Reportability | Ambiguous Text edited Revised theext in the first paragraph:
Terminology This section clarifies the use of Ambiguous Terminology as listed in STORE 2(
ListsReferences for case reportability and staging in Commission on Cancer {@odited
of Last Resort programs. Whembstractingregistrarsareto usethe ¢ ! Y 0 A TFelz@sdrza
5A 3 yligtdith a €
respect to case reportability, however, these lists need to be used correctly.
23 Changing Dates in Updated the dates in #4 example:

Information examplerevised | 4 Whenthe date of diagnosiss confirmedin retrospectto be earlierthanthe

on the original dateabstracted.

Abstract Example Patient has surgery for a benign argentaffin carcinoid (8240/1) o
sigmoid colon in May 2022. In January 2023, the patient is admitted with
widespread metastasis consistent witalignant argentaffin carcinoid. The
registrar accessions the malignant argentaffin carcinoid as a 2023 diagnog
Two months later, the pathologist reviews the slides from the May 2022 sy
and concludeghat the carcinoiddiagnosedn 2022wasmalignant.Changehe
date of diagnosis to May 2022 and histology to 8241 and the behavior cod
malignant.

(13).
24 Determining | Hematopoietic | Text revised Revised first sentence:
Multiple and Lymphoid No updates were made to thdematopoietic and Lymphoid Neoplasm Coding
Primaries Neoplasms Manual
andDatabasefor 2024 cases.
31 Section I NAACCRecord | Code added Added code 240 and description, 2024 Version 24.
Basic Record Version
Identification
35 Section Il Type of Example added | Example Surgery for primary cancer performed at hospital as outpatient (no
Information | Reporting overnight stay).Assign code 1 if the hospital is part of a managed health plan
Source Source with comprehensiveunified medicalrecords¢ meaningthat a singlerecordis
maintained for each patient and that record includes all encounters in affiliated
locations.
Otherwise, assign code 8.
42 Section lll: | SociaBecurity | Coding Formissingpartsof the SocialSecuritynumber,enter 9sor leaveblankdependingon
Demographic| Number Instruction2 what the registry software allows
Information added
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45 { SOa2y|! RRNB & a | Coding 'WIJRFGSR RFGS 2F GKS Lzt AOlFa2yY
Demographic| Diagnosis Ly aidNdzO4 ¢ KIS{ tt {2 al0R R NB{aa Ay dxoR aATOybX2 DS YHonSOd By S 2 dj
Information | b dzY 6FS/NR | revised 2y 0KS LKOQILENGKKILISIPidzE LIA dO2 YK OLIA YKk DLXK |

Street

58 { SOa 2 y| Geocoding 5Fd0F AG{{SS YIydz o
Demographic| v dzI 1 2 RS
Information

59 { SOa 2 y| Geocoding 5FdF AG{{SS YIydz o
Demographic| v dzI 1 2 RS
Information | Detail

80 {SOs2ylwl OS mMZ |9EF YLIX SéExamplel5: Electroniamedicalrecordindicatespatientisd b I (Haw@ifnor
Demographic hiKSNI tF OAFAO Laftl yRSNWE [221 F2N 2
Information other information is available, assign 97, Pacific Islander, NOS.

Examplel6: Patientisd . St IA L y ®¢ a SR AaQ/ igpakiBother NR

NI OS ¢ appebrsvhit€ohd OF YY SR RNAPSNDa fchdd@AY
forg KAGS® a. St IAdZY 4zNR BIS DY ¢ B &l FufopsRiSs, R A
included under the descriptiorfer g KA i S® 5 NA SN & thisk OSYy

82 Section Il IHS Link Note added Note: Do not change race coding based on results from IHS linkage.
Demographic
Information

89 Section lll: | Tobacco Use Coding RevisedCodinginstructions2, 3.c(formerly 3.b),4.c(formerly4.b),6.a,and7.a.
Demographic| Smokingstatus | Instructions Added Coding Instruction 3.b, 4.b, and 5.c, 6.b., 6.c, and 7.

Information modified See manual.

92 Section IV: | Introductory Text revised Revisedirst sentence:Forthe purposesf codingprimarysite, histologictype, and
Description | section- behavior, SEER recommends that information from consult pathology reports |
of this Pathology preferred over the original pathology report.

Neoplasm Reports
dp (50e2y L+Y |[51G5 2F 5AL/ 2RAy3 Lyad! LIRFGSR RFEGSA Ay ¢
2F GKA& bS?2 SEl YyndSisSa |aSOSNI €t / 2RAYy3 Ly
{SS Yl ydz f o
hp {SOa2y LY |[5F0GS 2F S5A/2RAY3 LYal2KSY20RFTF2NN¥I a2y
2F GKA& bS2 o O2Y0AYSR |[LI2aAea@S LI GK2f238
O2RS GKS RIFIGS GKS
Fa GKS RFGS 2F RAI
RIS GKS &ALISOAYSyY
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Ll2aAa @S o0& GKS LI |
0KS NBLRNI ¢F& RA
bt {SOe2y L+Y |[5FGS 2F S5AF/aSa 5AF3y! LJIRFGSR RIFEGSa Ay |
2T GKA& bS2 .ANIK SEI YL
MM {SOa2y LY [{Sljdz2SyOStmbd/ 2RAYy3 Lyadbz2ttAIylIyd [/ 2RAY]
2F (GKA& bS2/ SyiNIf SEF Yubil S8 NJ! LIRFGSR RIFIGS Ay Gf
M H {SO82y LzY [t NAYINE {A0{SO82Yy I RR§!' RRSR a4S082YY t Kg&:
2F GKA& bS2 F2N) / 2RAY 3 t NRYI NJ
{SS Yl ydz f o
Mn {SOa2y L+Y [t NAYIFNE {Ad/2RAy3 Lyad! RRSR ! ydza (HRLBRE
2F GKA& bS2 dzLJRI G SR O2RAY3 3IAdzARSE Ay Sa
ariaSo
112 Section IV: | Diagnostic Noteaddedto Note: Intraductalpapillarymucinousneoplasmwith highgradedysplasig8453/2)of
Description | Confirmation Coding the pancreas is reportable based on imaging alone; histologic confirmation is n(
of this Instruction 8 required.
Neoplasm
114 Section IV: | HistologicType | Textremoved | Removed text:
Description | ICDO-3 See the NAACGHRDbsite for additional updates for 2024.
of this
Neoplasm Referto the mostcurrent SolidTumorRuledor histologycodechanges.ltems1-4
alsoremoved.
114 Section IV: | HistologicType | Text revised Histology Coding for Solid Tumeable:
Description | ICDO-3 Revised Primary Site text to:
of this Nonmalignant CNS Tumors
Neoplasm
Revised Topography text for:
OtherSites: ExcludesHeadand Neck,Colon,Lung Melanomaof Skin,BreastKidney,
Renal Pelvis, Ureter, Bladder, Brain, Lymphoma and Leukemia
117 Section IV: | Behavior Code | Exceptioradded | Exception:Intraductal papillary mucinous neoplasm with high grade dysplasia
Description to InSitusection | (8453/2)of the pancreadsreportablebasedonimagingalone,histologic
of this confirmation not required.
Neoplasm
119 Section IV: | Cancer Section added | See manual.
Description | PathCHARSite
of this Morphology
Neoplasm Combination
Standards
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124 Section IV: | Derived Data itemadded | See manual.
Description | SummanGrade
of this 2018
Neoplasm
Section IV: | TumorSize- Dataitem
Description | Clinical deleted
of this
Neoplasm
Section IV: | TumorSize- Dataitem
Description | Pathologic deleted
of this
Neoplasm
125 Section IV: | TumorSize Data item added Addeddataitem. Replace§umorSize-Clinicabnd TumorSize-Pathologic.See
Description | Summary manual.
of this
Neoplasm
138 Section IV: | Derived Data item added See manual.
Description | SummanStage
of this
Neoplasm
145 Section IV: | Mets at Text moved Movedthe statementbelowthe codinginstructionsfor all Mets at Diagnosislata
Description | Diagnosislata items:
of this items FormoreinformationaboutschemasindschemaDs,goto the SSDManual,
Neoplasm AppendixA.
157 Section VI: | SEER Sie Coding Changed codes to-@igits. Modified coding instructions.See manual.
Stagerelated | specifidractorl | instructions
Data Items modified.
Updates made.
159 Section VI: | Additional Introductory Revised introductory paragraphs to update information for 208ée manual.
Stagerelated | Stagerelated text revised
Data Items | Data Items/
SSDls
160 Section VI: | Additional Table 5 added | Added Table 5Sitespecific Data Items Implemented in 2028ee manual.
Stagerelated | Stagerelated
Data Items | Data ltems
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169 Section VII: | DateTherapy Coding Recordthe date the decisionwasmadefor activesurveillanceevenif the patientlater
FirstCourse | Initiated instruction2 changes their mind and opts for additional treatment. Code Treatment Status aj
of Therapy added Active surveillance/watchful waiting.

170 Section VII: | DateTherapy Coding See manual.

FirstCourse | Initiated instruction 4

of Therapy dates in
examplerevised
added

170 Section VII: | DateTherapy Coding Deleted former 7.b:

FirstCourse | Initiated instruction7.b When Treatment Status is coded 2, Active surveillance/watchful waiting
of Therapy deleted

174 Section VII: | Surgery of Coding Minor edits made to note:

FirstCourse | PrimarySite Instructionl Note: CodesA000andB00Oexcludeall sitesandK A & (i 2ttiaRai@ SofedA980.
of Therapy | 2023 edited (See Coding Instruction 11 below.)

175 SectionVIl: | Surgery of Coading Note 2 and Example deleted
FirstCourse | PrimarySite Instruction 4
of Therapy | 2023 notesdeleted

176 Section VII: | Breast Data item added Added new data itemSee manual.

FirstCourse | Reconstruction
of Therapy

200 Section VII: | Radiation Text modified Made minor edit to the bullet:

FirstCourse | Treatment Referto the current Standardgor OncologyRegistryEntry(STORBYlanualandthe
of Therapy | Modality--Phase CTR Guide to Coding Radiation Therapy Treatment in the $3€RID24 STORE
I, 11, and 1l Manual, Appendix M)

200 Section VII: | Radiation Coding Assigrcodel3 RadioisotopedNOSor Radioembolizatioproceduresge.g.,
FirstCourse | Treatment Instructionl intravascular yttriur0 or lutetium177
of Therapy | Modality--Phase | modified

[, Il, and Il
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203 Section VII: | Radiation Text modified Made minor edit to the last bullet:
FirstCourse | ExternaBeam Referto the current Standardgor OncologyRegistryEntry (STORHBYlanualandthe
of Therapy | Planning CTR Guide to Coding Radiation Therapy Treatment in the $3€@RID24 STORE
Technique- Manual, Appendix M)
Phase I, Il, I

207 Section VII: | Date Systemic | Coding Made minor text edit:

FirstCourse | TherapyStarted | Instructionl Record the date of the first/earliest systemic therapgifemotherapy, Hormone
of Therapy edited Therapy)mmunotherapypr HematologicTransplantand EndocrinéProceduresvas
recorded as part of the first course of therapy

209 Section VII: | Chemotherapy | Code Code 82:Chemotherapy was not recommended/administered because it was
FirstCourse Description contraindicateddueto patientriskfactors(.i.e.,comorbidconditions,advancedge,
of Therapy modified progression of tumor prior tadministration, etc.).

210 Section VII: | Chemotherapy | Datein Example | See manual.

FirstCourse 1 updated
of Therapy

211 Section VII: ' | Chemotherapy | Coding Progression of tumor prior tadministration
FirstCourse Instruction?.c
of Therapy added

216 Section VII: | Hormone Code Code 82:Hormone therapy was not recommended/administered because it wa
FirstCourse | Therapy Description contraindicateddueto patientriskfactors(.i.e.,comorbidconditions,advancedge,
of Therapy modified progression of tumor prior to administration, etc.).

220 Section VII: | Immunotherapy | Code Code 82:Immunotherapy was not recommended/administered because it was
FirstCourse Description contraindicateddueto patientriskfactors(.i.e.,comorbidconditions,advancedge,
of Therapy modified progression of tumor prior to administration, etc.).

221 Section VII: | Immunotherapy | Dateinexample | See manual.

FirstCourse updated
of Therapy

223 Section VII: | Hematologic Code Code 82:Transplant procedure and/or endocrine therapy was not
FirstCourse | TransplanAnd | Description recommended/administered because it was contraindicated due to patient risk
of Therapy | Endocrine modified factors (.i.e.comorbidconditions,advancedage,progressiorof tumor prior to

Procedures administration,

etc.).
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230 Section VII: | Neoadjuvant Coding Whenthe primarysite isunknown;however,andneoadjuvantherapyis givento
FirstCourse | Therapy Instructionl.d | treat another site.
of Therapy added Example Patientis diagnosedvith melanomain the lymphnodeswith no primary
skin site found. The physician gives immunotherapy as neoadjuvant therapy w
planned and carried out surgical resection of involved lymph nodes following
completion of immunotherapy.
234 Section VII: | Neoadjuvant Coding Whenthe primarysite isunknown;however,andneoadjuvantherapyis givento
FirstCourse | Therapy-Clinical | Instructionl.d | treat another site.
of Therapy | Response added Example Patientis diagnosedvith melanomain the lymphnodeswith no primary
skin site found. The physician gives immunotherapy as neoadjuvant therapy w
planned and carried out surgical resection of involved lymph nodes following
completion of immunotherapy.
237 Section VII: | Neoadjuvant Coding For purposes of this data item, neoadjuvant therapy is defined as systemic
FirstCourse | Therapy- Structuretext treatment (chemotherapy, endocrine/hormone therapy, targetiserapy,
of Therapy | Treatment edited immunotherapy, or biologicdaherapy)and/or radiationtherapyof the primarysite
Effect givento shrinkatumor before surgical resection.
241 Section VII: | Other Therapy | Coding Note: CodeUVBphototherapyfor mycosigungoidesasphotodynamictherapy
FirstCourse Instruction2.b under Surgerpf PrimarySite2023for skin.AssigrcodeB110[Photodynamic
of Therapy note modified | therapy(PDT)] whertthere is no pathologyspecimenPhotopheresisThis
treatmentisusedONLYfor thin melanoma ocutaneous Tcell lymphoma
(mycosis fungoides).
241 Section VII: | Other Therapy | Coding Former coding instruction 2.d deleted:
FirstCourse Instruction2.d PeptideReceptoRadionuclidd herapy
of Therapy deleted (PRRT)
Appendix A | County Codes Updated dates.
Appendix B | Countryand Minor edits Updated links in the Source section.
State Codes made Made editorial changes to the names of countries.
Changed\etherlandgthe)to NetherlandgKingdonof the). Changed
Turkey to Turkiye.
Deletedcountries and codes not on the current list of ISO 3166
AppendixC: | Coding Guideline added | See manual.
SiteSpecific | Guidelines:
Coding Anus
Modules
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AppendixC: | Coding Guideline edited | Addeda statementto the Tentorialsectionand correspondingprimary site codesfor
SiteSpecific | Guidelines: supratentorial and infratentorial:
Coding Brain/CNS, Supratentorial and Infratentorial subsites are based on Summary Stage 2018.
Modules Benignand
Borderline
AppendixC: | Coding Guideline edited | Addeda statementto the Tentorialsectionand correspondingprimary site codesfor
SiteSpecific | Guidelines: supratentorial and infratentorial:
Coding Brain/CNS, Supratentorial and Infratentorial subsites are based on Summary Stage 2018.
Modules Malignant
AppendixC: | Coding Guideline edited | Addedthat C500is preferredover C508to the existingstatementthat C501is preferred over
SiteSpecific | Guidelines: C508.
Coding Breast
Modules
AppendixC: | Coding Guideline edited | Added a footnote to Neck of pancreas”:
SiteSpecific | Guidelines: APancreadpodyvs.neck:the neckis athin sectionof the pancreadocatedbetween the head
Coding Pancreas and the body.
Modules
AppendixC: | Surgery Codes: Added SEER Notes:
SiteSpecific | Bone/SoftTissue
Coding A250 Local excision
Modules

[SEERote: Accordingo the CoC;'excision"in the surgerycodesrefersto the lesion and
"partial resection” refers to the organ.]

A260 Partial resection

[SEERote: Accordingo the CoC;'excision"in the surgerycodesrefersto the lesion and
"partial resection” refers to the organ.]

A300 Radical excision or resection of lesion WITH limb salvage

[SEERote: AssigrcodeA300whenthe tumor wasexcisedandthe limb wassaved
(salvaged).

Example Six cm sarcoma excised from soft tissue near the distal humerus. Able to Bh
cmpathologicmargins Plastidceaminterceptedto perform graphwith muscle.
taken from abdomen.
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Descriptions

AppendixC: | SurgeryCodes: | Codes changed| Changeadodesfrom Adesignatiorto B. Added

SiteSpecific | Breast and deleted codes.

Coding Editedexistingcodesincludingupdatingtext andaddinganddeletingnotes. See

Modules manual.

AppendixC: | SurgeryCodes: | Codes changed| Changeaodesfrom Adesignatiorto B. Added

SiteSpecific | Colon new surgery codes.

Coding Designated code as obsolete.

Modules Edited existing codes including updating text and adding notes.
See Colon Surgery Codes in Appendix C.

AppendixC: | SurgeryCodes: | Codes changed| Changedodefrom Adesignatiorto B. Added

SiteSpecific | Lung new surgery codes.

Coding Designated code as obsolete. Reordettes

Modules orderof codes.
Editedupdatingtext of existingcodesincludingaddingnotes. See Lung
Surgery Codes ippendix C.

AppendixC: | SurgeryCodes: | Codes changed| Changed code from A designation to B.

SiteSpecific | Pancreas Edited Code text of some codes to add examples. Modified

Coding codenumberof existingcodedescription. Noted a®bsolete:code

Modules B700

AppendixC: | SurgeryCodes: | Codes changed| Changed code from A designation to B.

SiteSpecific | Thyroid Reorderedhe order of codesandtext associatedvith codes(B200and B250and

Coding corresponding suizodes).

Modules Editedexistingcodesincludingupdatingtext of codes(B200andB250and corresponding
sub-codes).

Appendix D Race and References Updated references.
Nationality updated
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Appendix E1 | Reportable Updated document dates.
Examples Revisediagnosis/ConditioandNote for #23. See
Appendix E1.
Appendix E2 | Non-Reportable Updated document dates.
Examples Revisediagnosis/ConditioandNotefor #1. Revised

Diagnosis/Condition for #32.
See Appendix E2.
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SEERStaging

Staging Requirements for 2024 Diagnosis

CDGNPCR continues to require directly assigned Summary Stage 2018 [764] (most current
version). NPCR requirements for Summary Stage 1977 [760], Summary Stage 2000 [759], ar
CS Derived Summary Stage 2000 [3020] have not changed. If voluntarily capd@®g NM
and/or SEER EOD stage data items, rules and requirements provided by those sources shou
be followed.

Central registries will inform state reporters of their individual state requirements.

Questions related to CDPCR Stage requirements can be submitted to:
cancerstaging@cdc.gov

Questions regarding information on SEER updates for any of the following
OFGS3I2NASE a4K2dzZ R 0S RANBOGSR G2 a! a
below.

https://seer.cancer.qov/registrars/contact.html

Ask a SEER Registrar Provides Information on the Following Subjects:

Solid Tumor Rules (for cases diagnosed 2018+)

Multiple Primary & Histology Rules (for cases diagnosed-20Q7)
ICDO-3 Update (for cases diagnosed 2018+)

Hematopoietic Rules (database and manual)

SEER Manual

SEER*RX

Extent of Disease (EOD 2018)

Summary Stage 2018 (SS2018)

Collaborative Stage (for cases diagnosed 2Z20567)

=4 =4 4 =4 4 -4 4 -4 2
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SEER Site/Histology Validation List

In the past, the SEER Site/Histology Validation List was updated to reflect n€»3.€D
histology codes and behaviors identified in the 2024-CE®Update guidelines and was
posted on the SEEReDbsIte

This list has now been replaced by @24 Cancer PathCHART-@B Site Morphology
Validation List.

Summary Stage 2018

The Summary Stage 2018 [764] notes for Prostate are updated similarly to the EOD fields to
improve clarity. Registrars are not required to update previously coded information. This
information is incorporated in the SEER Staging REST APl/library aredavdlilable once the
staging API has been updated.
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SEER Hematopoietic and Lymphoid Neoplasm Database

*2024 Note

The Hematopoietic and Lymphoid Neoplasms Manual and Database (Heme manual) is
effective for cases diagnosed 2010+.
There are no changes to the Heme manual or to the Heme database for 2024.

Database UpdatesReleased August 11, 2021

1.) The Hematopoietic and Lymphoid Neoplasm Database has been updated based on the
latest edition of the WHO Classification of Tumors for Hematopoietic and Lymphoid
Neoplasms.

2.) The Hematopoietic database has a new field called "Diagnostic Confirmation." Information
for each /3 histology has information about diagnostic confirmation added.

3.)For 9896/3: Alternate name "AML with recurrent genetic abnormalities, NOS" was remove
from this code and was moved to 9861/3. a. Due to questions received about a case
presented at NCRA and then consultation with a Hematopoietic expert, it was determined
that this alternate name was incorrectly placed in code 9896/3 and the appropriate place
for this alternate name was in 9861/3.

4.) Additional information added in 9861/3 about the "AML with recurrent genetics
abnormalities” group. 5. For 9811/3, the more specificeB lymphoma/leukemias were
added as a reference

SEER Heme Database Questions

Questions regarding the SEER Hematopoietic and Lymphoid Neoplasm Database should be
directed to Ask a SEER Registrahtifis://seer.cancer.gov/reqistrars/contact.html

61


https://seer.cancer.gov/registrars/contact.html

NAACCR 2024

NAACCR 202d4New Data Iltems

Geocoding Quality Code and Geocoding Quality Code Detail

There are two new geocode data items, the Geocoding Quality Code [86] is used to describe
the quality of the geocoding match and the Geocoding Quality Code Detail [87] provides the
details of the elements related to the quality of the geocode. Both datasthave been

available in the NAACCR Geocoder since 2017 and the first request for the NAACCR Call for
Data was in December 2022. Registries that do not use the NAACCR Geocoder will be unabl
to generate these codes.

RX 'Hospand RX SumniRecon Breast

CoC added two new data items, RX HBgzon Breast [751] and RX SwRecon Breast

[1335] for cases diagnosed on or after January 1, 2024. For diagnosis years 2022 and 2023,
CoC collected these data in RX HBgzon Breast [10106] and RX Su#Raton Breast

[10107].

Derived Summary Grade 2018

Derived Summary Grade [1975] has been defined. This field will be calculated at the central
registries for all cases diagnosed in 2018 and later. The sewere value from Grade Clinical
[3843] and Grade Pathological [3844] will be used. Breast is a special case because behaviol
affects the priority. If this field is required for your registry, logic is provided in section 14.1.
The current expectation it this logic will be added to NAACCR*Prep. Central registries may
choose to calculate this value via NAACCR*Prep and not store it in their database.

Brain Primary Tumor Location
Brain Primary Tumor Location [3964] is added to Brain \éstonguish between the Pons and

all other subsites within the brain stem. All new SSDI information is incorporated into the
Staging APIs. See the SSDI Manual, Version 3.1.
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NAACCR 2024Revised Data Items
Site-Specific Data Items

Some SSDI codes and code descriptions are changed to reflect changes in clinical managem
and/or staging and to improve clarity or to address questions that were raised in the various
forums. Code changes for SSDIs are applicable to cases diagnoseg dag04a8, and

forward, but registrars will not be required to update previously coded information.

Significant changes are made to three SSDIs:

w Brain Molecular Markers [3816] is used in Brain V9 (09721) and CNS Other V9 (09722)
schemas. Codes B are added to incorporate new terms for various histologies. Code 85 is
revised to include all histologies applicable for this data item.

W p16 [3956], which is an existing SSDI for the Cervix V9 (09520) and Anus V9 (09210)
schemas, is added to the Vulva V9 schema (09500). For cases diagnosed prior to January 1,
2024, Vulva cases would be in Vulva 8th and p16 would not be captured.

w SEER Site Specific Fact 1 [3700] is the HPV status for the Oral Cavity schemas (Bucca
Mucosa, Floor of Mouth, Gum, Hypopharynx, Lip, Mouth Other, Oropharymiiégted

(p16+), Oropharynx (p1p Palate Hard, Tongue Anterior). It is expanded to 2gigiallow for
more values and greater specificity. Existing values will need to be converted.

New SSDIs and code changes are incorporated in the AJCC Cancer Surveillance DLL and th
SEER Staging REST APl/library. Other than updating the staging API that you use, there is n
need for action for these types of changes. They are documented in thgehag which can

be accessed on

https://apps.naaccr.org/ssdi/list/. Also, the SSDI Manual, Version 3.1 provides the changes to
existing notes, codes, and code descriptions.

Location of Radiation Treatment

Location of Radiation Treatment [1550] coding labels were updated to align with the wording
F2NI N RAFGAZ2Y LKIFaSaod Ly GKS oSt FyR RS
Gadl NI SR o

NPCRSponsored Data Item Changes

The descriptions and rationales for the following six NB@RRsored data items have been
updated:

Indian Health Service (IHS) Purchased/Referred Care Delivery Area [194]

Urban Indian Organization (U1O) [284]

Urban Indian Organization (UIO) Service Area [285]

Tobacco Use Smoking Status [344]

Early Detection Program Minimum Data Element (EDP MDE) Link Date [530]

geegee
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w Early Detection Program Minimum Data Element (EDP MDE) Link [531]

Refer to the NAACCR Data Standards and Data Dictionary v24 for updated descriptions and
rationales.

Urban Indian Organization (UIO) [284]

The data item name for Urban Indian Health Organization (UIHO) [284] changed to Urban
Indian Organization (UIO) [284].

C2NJ!'Lh wHyn8X GKS GSEGU RSEAONALIIAZ2Y FT2N O
dzy 1y2¢6y AT O2dzyieé A& RS&AIAYIFIGSR a ! Lhéod
Note: the XML NAACCR ID does not change when the data item name is changed.

Urban Indian Organization (UIO) Service Area [285]

The data item name for UIHO City [285] changed to Urban Indian Organization (UIO) Service
Area [285].

C2NJ !Lh {SNWBAOS ! NBI wHyp6X (GKS GSEdG RSao
Note: the XML NAACCR ID does not change when the data item name is changed.
Tobacco Use Smoking Status [344]

The following coding instructions are implemented for Tobacco Use Smoking Status [344]:
w Record cigarette, cigar, and/or pipe use only. Tobacco Use Smoking Status does not
include marijuana, chewing tobaccogcmarettes, or vaping devices.

w  Tobacco smoking history can be obtained from sections such as the Nursing Interview
Guide, Flow Chart, Vital Stats or Nursing Assessment section, or other available sources fron
the patient's hospital medical record or physician office record.

w Use code 1 if there is evidence in the medical record that the patient quit smoking
within 30 days prior to diagnosis. The 30 days prior information is intended to differentiate
patients who may have quit recently due to symptoms that led to a cancgndsas.

w Use code 2 if medical record indicates patient smoked tobacco in the past but does not
smoke now. Patient must have quit 31 or more days prior to cancer diagnosis to be coded as
WC2NIX¥SNI aY21 SNPQ

w  Use code 3 if it cannot be determined whether the patient currently smokes or formerly
aY21SR® C2NJ SEI YLX S (GKS YSRAOIFIt NBOZNR 2
information.

w  Use code 9 (Unknown if ever smoked) rather than code O (Never smoker), if o the
YSRAOItT NBO2NR 2yfeé AYRAOIFIOGSa ab2é¢é F2NI G2
provided; or o the method (cigarette, pipe, cigar) used cannot be verified in thie cha
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w  This data item can be left blank for cases diagnosed prior to 1/1/2022.
Coding System Data Items

w NAACCR Record Version [50]: Code 240 is added for 2024 version 24.

w Morph Coding SysCurrent [470] and Morph Coding $y®riginal [480]: Code E is
added for ICBD-
3.2, plus WHO new terms used for conditions effective January 1, 2024***,

w  Schema ID Version Current [2117] and Schema ID Version Original [2118]: Code 3.1 is
added. Schema ID Version Current should be updated to the new value for all cases in the
database diagnosed January 1, 2018, or later when the system is updated teitiotudew

EOD 2018 version. Schema ID Version Original should be set to the version in use when the
case is collected. While this version is required for the 2023 diagnosis year, if-2@2ZA 8ase

Is collected after the system is updated, the schemadBign Original should be set to 3.1.

w  AJCC Cancer Surveillance DLL Version Current [2158] and AJCC Cancer Surveillance
Version

Original [2159]: Code 09.02.00.0001 is added. AJCC Cancer Surveillance DLL Version Curre
[2158] should be updated to the new value for all cases in the database diagnosed January 1
2018, or later when the system is updated to NAACCR V24. AJCC Cancer Surveillance DLL
Version Original [2159] should be set to the version in use when the case is collected. While
this version is required for the 2024 diagnosis year, if a ZAB case isollected after the
system is updated, the AJCC Cancer Surveillance DLL Version Original [2159] should be set
09.02.00.0001.

w  AJCC API Version Current [2156] and AJCC API Version Original [2157]: Code 09.02.0
added. AJCC API Version Current [2156] should be updated to the new value for all cases in
database diagnosed January 1, 2018, or later when the system is ugdat#dACCR V24.

AJCC API Version Original [2157] should be set to the version in use when the case is collect
While this version is required for the 2024 diagnosis year, if a-2028 case is collected after
the system is updated, the AJCC API Versiagir@al [2157] should be set to 09.02.00.

Note: The versioning of the AJCC API and DLL may be updated after the release of the 2024
Implementation Guidelines. See Cancer Staging System Products for the latest version
number(s).

See section 14.4 of theAACCR 2024 Implementation Guideliforshe conversions of the
three staging API/DLL Version Current fields.
Followup Source Central
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The parent XML element for Follewp Source Central [1791] was changed from tumor to
patient.

NAACCR 2024Retired Data Items
Birthplace

In 2013, two new data items were added (Birthpl&tate [252] and Birthplac€ountry [254])
and were intended to replace the use of Birthplace [250]. All standard setters agreed that
Birthplace [250] should have been previously converted to the new iperable codes. See
the 2013 NAACCR Implementation Guidelines for further information.

Place of Deatit Country

In 2013, two new data items were added (Place of Dé&utiie [1942] and Place of Death
Country

[1944]) and were intended to replace the use of Place of Death [1940]. All standard setters
agreed that Place of Death [1940] should have been previously converted to the new
interoperable codes. See the 2013 NAACCR Implementation Guidelines for further
information.

NameMaiden

Namec Birth Surname

In 2021, a new data item was added (NaBieth Surname [2232]) and was intended to

replace the use of Namklaiden [2390]. See the 2021 NAACCR Implementation Guidelines for
further information.

LN Status Femordhguinal, Paraaortic, Pelvic

In 2022, three new data items were added (LN Status-Raric [3958], LN Status Pelvic
[3957], and LN

Status Femorainguinal [3959]); these replace the data item LN Status Fenrhagainal, Para
aortic, Pelvic [3884] which has been retired and no longer included in any schema. See the
2022 NAACCR Implementation Guidelines for further information.

CRC Checksum

The CRC Checksum [2081] is no longer used; it was designed to address potential data file
errors that could be introduced in media such as diskettes.

66



ICDO-3 2024

Guidelines

The Guidelines for 2024 1€1p3.2 Histology Code and Behavior, effective January 1, 2024,
developed by the NAACCR 1083 Implementation Work Group and approved by the High
Level Strategic Group (HLSG), address implementation of updated histology termssand
codes for cases diagnosed on or after January 1, 2024. Members of the work group represen
standard setting organizations, central registries, hospital registries, and cancer registry
software vendors.

The 2024 ICID-3.2 update includes changes identified during review of recently published
22NIR I SFEGK hNAFYATIGA2YQa 21 h [/ fFadaAFAO
. 2214600 ¢KAA aSNARSa O20SNE I-O naphdkddyydddsLl f
for each neoplasm. Each new edition underwent thorough review to identify new histologies
and ICBEO codes, behavior changes to existing-{CBodes, and new terminology.

The ICBO-3 Implementation Work Group recommended adopting the changes for 2024 and
implementation of the changes was approved by the standard setting agencies. These chang
will be made congruent witancer PathCHARBE&ndards

The 2024 ICID-3.2 histology code and behavior update includes tables listing changes made
after the 2023 update and is effective for cases diagnosed January 1, 2024, and forward. As
introduced in 2022, the 2024 update tables include columns for each atdrsktter which
indicates if that code and/or term are required for data collection and submission.

The ICBO-3 Implementation Work 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.
The 2024 guidelines have been modified to include only two tables, nunretialpha, listing
new ICBO codes, terminology, behavior changes, and required status. The Work Group
strongly recommends that users read the guidelines to efficiently us€3 and the 2024
Update tables.
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Note: Use of these guidelines is required for determining reportability and accurate coding.

Following the release of the 2023 Guidelines for-(@®2 Histology Code and Behavior
Update, the ICD@ Implementation Work Group reviewed the recefft 5d WHO Blue Books
published after the creation of ICD-3.2.

The Work Group submitted their implementation recommendations to the MidLevel Technical
Group (MLTG) and Higdlevel Strategic Group (HLSG) in March 2023. The MLTG and HLSG
reviewed the recommendations and accepted them for implementation in 2024.

Additional updates to site and morphology combination standards will be released via the
Cancer PathCHARM&Ndards, including the 2024 Cancer PathCHARDIEBite Morphology
Validation List.

The ICBO-3 Implementation Work Group is charged with developing the implementation
documents and acting as the clearinghouse for the review and resolution of new histology
code implementation questions. If there are any questions, they are to be subnilitedgh
Ask A SEER Regqistrar

These documents will be posted to the NAACCR web sit€atO 3 Coding Updates
(naaccr.org)

Blast emails from the standard setting organizations will also include links to the updated
tables. The documents can then be saved to your desktop or printed. A link to the tables will
also be posted othe SEEMebsite.

LYLX SYSYy(lFGA2y 3FdzA RSt Ay Sa | yiebsidIJRd Wok &SrowpA f
will also be communicating updates via email using the NAACCR listserv and mailing lists of «
organizations.

Solid Tumor Rules

The Solid Tumor Rules are a comprehensive revision to the 2007 site specific Multiple Primar
and Histology Rules (MP/H), which were developed to promote consistent and standardized
coding for cancer surveillance. In 2018, eight site groups were revisaayidnt and Non
malignant CNS, Breast, Colon, Head & Neck, Kidney, Lung, and Urinary. Since their
Implementation in 2018, these site groups continue to be updated to reflect changes in
histology coding. In 2021, Cutaneous Melanoma MP/H site rules weiseceas Solid Tumor
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Rules and became effective for cases diagnosed January 1, 2021, and forward. Beginning
WI ydzl NB MY HAHHE (0KS wnamy {2f AR ¢dzy2NJ wdz
include year. The General Instructions and eachspicific module includmstructions on

which rules to use depending on diagnosis date. The content dbtiid Tumor Rulesill be

made consistent with th€ancer PathCHARImMor site and morphology standards as outlined

in the 2024 Cancer PathCHART-GB Site Morphology Validation List

General: The addition of new terminology, clarifications to equal/equivalent terms, and
clarifications to terms that are not equal/equivalent comprise most of the changes for 2024.

New sitespecific modules are not planned for 2024 at this time, pending the publication of the
remainings" Edition WHO Classification of Tumobo®ks.

Reportability

Reportability for cases diagnosed in 2024 is based on th@ITbird Edition, Second Revision
Morphology (ICBD-3.2) plus the ICI®-3.2 updates posted on the NAACCR website.

There are n@whanges to reportability for 2024 diagnosis.

Surgery Code Crosswalks

Crosswalks of surgery codfes the data items RX SumsBurg Prim Site 03022 [1290] and

RX Sumnsurg Prim Site 2023 [1291] have been developed for sites where significant change
occurred to the surgery codes and code definitions. These crosswalks are intended to be use
for quality control, by registry software vendors, and by data analysts interested in reviewing
surgery codes over time. Footnotes within each crosswalk worksheet have been provided for
those who may want to perform additional text review to translate to a more sjgeznode

when additional code translations are technically possible. The spreadsheets include the cod
as they appear in the STORE and the SEER Program Coding and Staging Manuals, 2022, 2(
and 2024 versions. The crosswalks should not be used to gk the surgery fields.

Cancer PathCHART Initiative

The Cancer Pathology Coding Histology and Registration Terminology (Cancer PathCHART)
initiative is a grounébreaking collaboration of North American and global registrar, registry,
pathology, and clinical organizations, including the following tumor asitllogy cancer data
standard setters:
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World Health Organization/International Agency for Research on Cancer

College of American Pathologists

National Cancer Institute, Surveillance Research Program

Center for Disease Control and Prevention, National Program of Cancer Registries
American College of Surgeons, Commission on Cancer

American Joint Committee on Cancer

International Association of Cancer Registries

International Collaboration on Cancer Reporting

National Cancer Registrars Association

North American Association of Central Cancer Registries

To To Do To Do To Do Io Do I

Cancer PathCHART aims to improve cancer surveillance data quality by updating standards 1
tumor site, histology, and behavior code combinations and associated terminology.

This initiative involves a substantial, multifaceted review process of histology and behavior
codes (and associated terminology) by tumor site that includes expert pathologists and tumor
registrars. The results of thesedepth reviews are incorporatedtm the Cancer PathCHART
database, and serve as-akw, single source of truth standards for tumor site, histology, and
behavior coding across all standard setters. The 2024 Cancer PathCHART 8i2&

Morphology Validation List, output directly from ti@ancer PathCHART database, is a
comprehensive table that replaces both the {OE3 SEER

Site/Histology Validation List, which serves as the basis of the Primary Site, Morphygjpmy
Beh ICDO3 (SEER IF25), as well as the list of impossible site and histology combinations
included in the Primary Site, Morphologiymposs ICDO3 (SEER IF38) €di&.2024 Cancer
PathCHART IGD3 Site Morphology Validation List is freely available to cancer registration
software vendors and any other end users in easily consumed, compmédable formats
(e.g., Excel, CSV, XML).

Updated standards will be implemented as follows (see Implementation Timeline graph
below).

A For cases diagnosed in 2023 and earlier, 2023 tumor site and morphology standards wi
be used; standards will not be applied retroactively, no review of cases diagnosed prior
to 2024 will be required.

A For cases diagnosed in 2024 at topographical sites that have undergone the Cancer
PathCHARIieview processes, updated 2024 standards will be used.

A For all other cases diagnosed in 2024 at topographical sites that have yet to be
reviewed, 2023 tumor site and morphology standards will be used.
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Implementation Timeline

El Previous Standards - Cancer PathCHART updated standards

2023 2024 2025 2026

All organ sites

71



XML

XML

The NAACCR XML Data Exchange Work Group continues to deve\#AGER Data
Exchange Standard, XML Specifications for Cancer Registry Rébertigest standard base
dictionary, sample data, and software tools are available to registries and software vendors.
TheXML websitgrovides links to these documents, changes been versions, and products.

Date Fields

In the original NAACCR fixeadth file format, column position and field length for each data
item was explicitly defined to ensure that information from one item did not encroach into
another. To maintain this structure, a strict set of rules were eghbt with empty spaces
used as placeholders to ensure correct positioning within a fixietth record. The migration
to eXtensible Markup Language (XML) removes the necessity for these strict column
requirements. Instead, the XML format only restricts thaximum length of a variable.

NAACCR XMbData Iltems

Data itens are populated with norspace characters from left to right, up to, but not
exceeding the maximum length. In XML v24 -teftight storage of dat&@ without spacex is
the default for all variables except those involving ffeem text or in rare caseshere
standardsetter requirements require alternative rules to conform with edits.

As example, the structure for all date fields in NAACCR XML is: 1. a maximum of eight (8)
numeric charactergligits.

2. leftjustified
3.  formatted from left to right as YYYYMMDD

This format is defined for transmission of cancer registry data using the NAACCR XML data
exchange standard, it is not meant to inform how data should be stored in a registry database
or viewed on a screen. The order of componengear, then month, theray- follows a left
to-right transmission priority which ensures that the minimum allowable information is listed
first and to the left. With this structure, only valid portions of the date are transmitted while
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missing/unknown portions of dates are not transmitted. Below are transmission examples for
dates when only certain components are known:

W YYYYMMDBwhen a date is complete, known, and valid, then all eight (8) numeric
characters are transmitted from lefo-right as a 4igit year, then igit month, then 2digit
day.

w  YYYYMM when the year and month are known and valid, but the day is unknown, then
the first 6 digits are transmitted.

w  YYYXwhen the year is known and valid, but the month and day are unknown, then the
first 4 digits are transmitted.

w If the date is fully unknown, then the date field should not be filled with anythitigs
includes the space character (i.e., any whitespace such as the space bar entry). Such date fie
are not included in a transmitted NAACCR XML file.

Updated Data Exchange Standard

The NAACCR Data Exchange Standard specification is updated to version 1.7. In this versior
the "trim" data item attribute was retired. The default value of the "padding" data item
attribute changes to "none", the other valid value is "leftZero", and the other values are
retired.

XML Software Utilities

This section highlights several XML software tools. Software vendors should use a standard
software tool or NAACCRVIL libraryto validate XML files.

Registry Plus XNMExchange Plusoftware by NPCR is an aid for central registries that want to
collect their own data items. It produces a valid user dictionary that can be distributed to
cancer registry software vendors. XML Exchange Plus can be used for: 1) dictionary
maintenance; 2) anvert flag and NAACCR XML files; 3) produce flat and delimited files; 4) run
EDITS, producing edit reports similar to GenEDITS Plus; 5) import, view, update, export
NAACCR data; and 6) record validation.

File*Proby SEER provides a variety of useful functions for central registries. It can be used to
view, edit, and manage data in text files.
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The NAACCR XML Dictionary Editor creates and validates XML dictionaries.

TheNAACCR XML Utility Taranslates fixedvidth NAACCR files to NAACCR XML files and
back. It also validates XML files and creates and validateslafeed NAACCR XML
dictionaries.

Other Considerations

Software that still requires some form of fix@ddth format for software vendor needs or
application tools should conform tine format described in the XML Specification v1.7 using
the NAACCR XML ID as headers as explained @uikdelines for Creating a Delimited Data
File from a NAACCR XML File (section 214s@)s are strongly encouraged to migrate away
from flat file considerations as these will not be supported indefinitely, though no end date is
yet established.

Contact the NAACCR XML Data Exchange WG with any questions. Valerie Yoder
(valerie.yoder@hsc.utah.edand Isaac Handséac.hands@uky.eflare the work group co
chairs.

XML Repository and Edits Clearinghouse

Refer to section 7 for XML updates. The NAACCR User Dictionary Clearinghouse allows cent
registries to upload their XML User Dictionary along with the MS Excel data items workbook
describing their dictionary, or their decision not to create one.

Refer to section 8 for general EDITS information. The NAACCR Standards for Cancer Regist
Standard Data Edits, Volume IV (naaccr.org) Clearinghouse will be maintained to allow centr:
registries to post their registry specific metafile and supportinguimentation. Individuals will

be able to register to get notifications from specific registries each time a new file is posted.

EDITS
V24 NAACCR Edits Metafile

A beta version of the v24 edits metafile was made available irJulyl The beta version is
available upon request (see contact info below). The initial release of the v24 metafile is
scheduled to be made available online by August 3iitat://www.naaccr.org/standare
data-edits/
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Changes to edits for cases diagnosed 2018 through 2023 address fixes to edit logic as well a
updates to accommodate changes to existing data items for 2024. The NAACCR v24 Change
Spreadsheet includes:

A G/ 2NNBOUA2y a¢ LI i

~ ~ z A

G fAada O2NNBOGSH

0 KI
Aa!LIRFGSag LIS GKFIG fAa0Ea Y2RATFAOIGAZ2YE
AG!' LIRMHm8&aeE LI IS GKIG ftAAG Y2RAFTFAOI A2V A
AaGbSg 9RAGA¢ LI IS GKIFIG tAada Ittt .ySg SR
A G/ FGSA2NASEae LI IS GKIG 3INRdAzZLJA ySé | yR (
were made
Aat SRAFGONROE LI IS GKFEG tAadGa Ftt ySg FyF
by SEER

Corrections to edits include changes to edit names, edit descriptions, and edit logic. Changes
were prompted by problem reports from users as well as review of edits when considering
required updates for 2024. Updates to existing edits were made in regpiongser requests,

to enhance edit logic, or to improve edit performance.

¢ KS
a)
b)

c)
d)

f)

G-I Sa02 SRAGA NBaLRYyR (G2 (GKS F2ff 2/
Retiring of data items: Birthplace; CRC CHECKSUM; LN Status fegoanal, Para
aortic, Pelvic, Nam#laiden; Place of Death.

Change in data item length: SEER-Specific Fact 1, from 1 to 2 characters.

New codes for Brain Molecular Markers SSDI.

New data items: Brain Primary Tumor Location for Brain V9 schema (09721); Derive
Summary Grade; RX Hedpecon Breast and RX SuriRecon Breast for Primary

Site C500C509. These last two data items use new A codes to record breast
reconstruction that occurs at the same procedure as breast surgery. No edits have
been developed for thetber new data items: Geocoding Quality Code and
Geocoding Quality Code Detalil, derived data items from the geocoding process.
New format for AJCC ID for schemas with Version 9 staging: The AJCC IDs are
numbered in publication order for Version 9 staging, starting with 9001 for Cervix
Uteri, 9002 for Appendix, 9003 for Anus, 9004 for Brain, 9005 for Medulloblastoma,
and 9006 throgh 9012 for the new Version 9 staging schemes released for 2024.
Edits have been updated to accommodate these new AJCC IDs, and to ustghe 4
YdzZYSNAO @l fdzSa adGFNIAYy3I gAGK ade G2 Al
Version 9 staging is new for Vulva (9006, 09500), NET of Stomach (9007, 09290), N
of
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Duodenum and Ampulla (9008, 09301, 09302), NET of Jejunum and lleum (9009,

09310),

NET of Appendix (9010, 09320), NET of Colon and Rectum (9011, 09330), and NET
Pancreas (9012, 09340). There are some changes to staged histologies in all these schen

and changes to AJCC T and AJCC N values for Vulva. Edits have been updated to
include the new AJCC IDs and Schema IDs where appropriate. p16 is a new SSDI fc
Vulva V9 in 2024.

g) New B surgery codes have been added for Colon, Pancreas, Lung, Breast, and
Thyroid. B codes have been required for breast from COC facilities for 2022 and
2023, reported in custom data fields, but they will be standard for all reporting
facilities startingvith 2024. A code will continue to be used in the RX HEsjg
Prim Site 2023 and RX SurmBurg Prim Site 2023 for all cases diagnosed before
2024 for these primary sites. Edits will enforce the use of A and B codes by diagnos
date.

h)y The Cancer PathCHART initiative, supported and managed by NCI/SEER, will be the
source for the validation of site/histology/behavior combinations, starting with 2024
diagnoses. Existing edits that check valid and impossible site/type combinations will
remain in place for diagnoses through 2023. A new edit for 2024 will check valid anc
Impossible combinations with reference to a single table imported from the
PathCHART database. Combinations not found in the table are considered unlikely
and will requirereview and an override if correctly coded. For sites and histologies
where the PathCHART review has not been completed for 2024, the values from the
existing site/type lists will be brought forward.

¢tKS abSgé¢ LI3IAS tAaGa tEf yS¢ FAStRax aGlof
AbTéD

¢CKS a/FTGS3I2NAS&¢ LI IS INRdAzZIA 0620K ySg | yR
reason for modification or updating.

¢tKS at SRAFOGONROE LI 3IS tAada it ySg RFEGI A
based on the Toronto Childhood Cancer Staging Guidelines. Pediatric Staging will be collecte
by some SEER registries for 2024. The data items use temporarCRAAG bers 9600

through 9625; it is recommended that registries developing their own custom data items avoic
IKSaS ydzYoSNA AT LlRaaiofSed ''fazx GKS SRAG
The v24 edits metafile was developed in EditWriter v5 (EW5) and will only be available in a
.smf format.
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Contact Jim Hofferkamp at jhofferkamp@naaccr.org with any questions or concerns about th
NAACCR edits metafile. For NPCR EDITS technical support via email contact
cancerinformatics@cdc.gov

Running Edits on XML Files

Edits can be run directly on XML files using GenEDITS Plus and XML Exchange Plus. The E
Engine 5.1 no longer requires the flat buffer with data items in fixed column positions for
processing the v24 metafile. The NAACCR edit metafile will be publistieditrthe layout

object that has been required for versions of the Edit Engine before 5.1.

Registries with defined local data items are instructed to add the local items to the user
defined data dictionary. To run edits on local data items, these same regpstific data

items must also be added to the Fields object when creating a custoredienhetafile in
EditWriter 5. It is very important that the same NAACCR item numbers are assigned in the
userdefined dictionary and in a customized edit metafile. With the change to the Edit Engine
5.1 that no longer requires a layout, NAACCR item nushé@ee used to locate the data items
instead of data item column positions.

Note that the current version of EditWriter 5 cannot edit XML files when running Edits to test
Edit Sets and when using the Data Wizard within the Test Bench. The interactive testing tool
known as the Test Bench within EditWriter 5 can still be used tartdszidual edits using the
Test button with the user entering values for each of the fields involved in the edit to
determine the test result.

CoC Reporting Requirements

Beginning with cases diagnosed January 1, 2024, and forward, all CoC accredited programs
should follow the rules and instructions 8T ORE 202A summary of the STORE 2024 changes
Ad AyOfdzZRSR Ay (GUKS {¢hw9 al ydzZ f OKI LWGSN a-
added RX HosBecon Breast

[751] and RX SumiRecon Breast [1335] effective with diagnosis January 1, 2024. The Site
Specific Surgery Codes for Lung (C34), Pancreas (C25), Thyroid (C73), Colon (C18), and Bre
(C50) are updated to align with the Synoptic Operative Report for caagsated January 1,
2024, and forward.
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The data item Location of Radiation Treatment [1550] was updated with wording definition to
align with wording for radiation phases. In the label and definition of the code, the word
administered has been changed to started.

CoC will no longer collect the CoC specific breast and reconstruction codes, RXukpsp

Breast

[10104], Rx Sum#Burg Breast [10105], Rx HeRpcon Breast [10106], and Rx SwufReton

Breast [20107] in the user defined data fields effective with cases diagnosed January 1, 2024
and forward.

CoC Accredited programs will collect the following SSDI effective with cases diagnosed Janui
1, 2024, and forward.

wp16 [3956}Vulva V9

Questions related to STORE can be submitted to the CA Forum. The STORE Manual 2024 w
be released to the NCDB Call for Data website in August 2023,

CDC NPCR Reporting Requirements

Beginning with cases diagnosed January 1, 2024, and forwareNEOR will adopt the new
record format and data collection requirements as published inbé Standards and Data
Dictionary Version 24. Refer to the CEINPCR requirements

Summary for Software Developers and Vendors

Until a state registry is fully converted fzata Standards and Data DictionavAgrsion 24

software vendors will need to provide continued support for reporting and processing of
NEO2NRE F2NJ HAaHo YR SIFENIASNI RAF3Iy2a548 SE
to version 24 software structure.

Regarding 2024 data changes, software vendors will be responsible for identifying required
software changes; accommodating new and changed data items; providing support for the
implementation of revised staging systems; performing data conversions; andljg access

to updated supplementary coding resources such as updated and new manuals. Vendors will
also need to address testing and implementation issues, as well as technical support and
training. Instructions to development staff should address thditmhs/updates needed to
registry software.
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Identify Software Changes

Each vendor will need to review published documentation of changes and generate
appropriate specifications for their software, based on their user base (hospital or central
registries; U.S. or Canadian registries), their software capabilities, and stasetéed
requirements. Specifically, vendors will need to accommodate the following changes and
additions documented in this guide:

Section #| Section Contents
New data items: Consider only displaying fields appropriate for the yea
diagnosis.

Brain Primary Tumor Location [3964] DX 2024+, Blank for < 2024
Derived Summary Grade 2018 [1975] DX 2018+, derived at the centra
registry.
RX HosfiRecon Breast [751] DX 2024+, Blank for < 2024 andreast
cases
RX SumnriRecon Breast [1335] DX 2024+, Blank for < 2024 andbreast
cases
Geocoding Quality Code [86] Derived item used in Call for Data
Geocoding Quality Code Detail [87] Derived item used in Call for Data
Revised items:

A Location of Radiation [1550] Update to code 2 and 3 labels

A IHS PRCDA [194] Verbiage change

A Urban Indian Health Organization (UIHO) [284] Name change an
correction to code 9
UIHO City [285] Name change and correction to code 43 labels
Tobacco Use Smoking Status [344] Verbiage change
EDP MDE Link Date [530] Verbiage change
EDP MDE Link [531] Verbiage change
SSDI Brain Molecular Marker [3816] New codes added
SSDI p16 [3956] Added to Vulva V9
SEER SH8pecific Fact 1 [3700] Verbiage change and added cod
Convert 2018+ data to new twaigit codes
Coding System Data Item updates for:
0 Morph Coding Sy€urrent [470] and Original [480]
0 Schema ID Version current [2117] and Original [2118]

o Do Io Do I» Do Do

)
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0 AJCC Cancer Surveillance DLL Version Current
[2158] and Original [21599 AJCC API Version Current
[2156] and Original [2157]

Five data items are being retired:
A Birthplace [250]
A Place of Death [1940]

K A NameMaiden [2390]
A LN Status Femor#thguinal, Paraortic, Pelvic [3884h CRC
Checksum [2081]
5.1 ICDO-3.2 changes
5.2 Site/Histology Validation List
5.3 Solid Tumor Rules
54 Reportability
Surgery codes. The new surgery codes for Breast, Colon, Lung, Pancr
and Thyroid are being implemented. For cases diagnosed in 2023 (wh
5.5 the new surgery field was implemented), cases for these sites will have
dadzNHSNE O2RS 1 KI (esdidghoskd é 2024ithiege case
will have a surgery code that starts with a B.
5.6 AJCC changes
5.8 EOD changes
5.9 Summary Stage 2018 changes
7 XML Standard 1.7
8 EDITS
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Tracking Versions

Vendor software should store the Original and Current versions for any included components
such as APIs or DLLs as systiemerated fields (vendespecific).

The SEER Staging APIs TNM and EOD versions are listed on the SEERRSEAd can be
acquired from the API. The AJCC Cancer Surveillance Staging DLL includes version fields fo
DLL as well as for TNM and EOD. The AJCC API has a version field to designate whether the
disease site is usind'®r V9. All three Original staging API/DLL version fields should be set
when the case is initially collected and not changed thereafter. All three Current staging API
version fields should be set to the current version of the API/DLL in use.

b1/ /7w wSO2NR 2SNBEA2Y @wpn6 sAft KIFI@S | y$§

Data Conversion

The CDC will provide a NorthCon 240 Registry Plus Utility Program conversion utility for the
conversions provided iAppendix Band for the changes going from v23 to v24.

Staging

CoCgection 9.), NPCRsgction 9.2, and SEER€ction 9.3 specified that hospital facilities
are not required to submit derived stage groups. CoC requires physician AJCC staging.

Programming, Testing, ankinplementation

Clear communication with standard setters, central cancer registries, and reporting facility
customers is critical to avoid delays in delivering software that can meet the requirements for
2024 cases. Software vendors should provide programming instrgctmtineir developers to
support the necessary changes for the Data Standards and Data Dictionary, Version 24, as w
as testing (if timallowsbeta site testing) and implementing the items listed elsewhere in this
document. Software vendors, to the besttheir ability, need to revise/develop, test,

distribute, and install software prior to implementation dates set by standard setting
organizations and central cancer registries.

Central cancer registries may require software vendors to submit test files prior to reporting in
the Version 24 format. Testing should determine that appropriate values are validated within
the software. Testing should also accommodate verification asravs for data import and
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export, revisions to the software interface, addition of lookups for new and changed data
items where applicable, data entry verifications internal to the software (if available within the
software), data item consolidation where applicable, data item eosion where applicable,

and standard as well as ad hoc report writing. Any changes to the implementation timeline
should be immediately reported to all involved patrties. If there are delays to the standards or
errata that have not yet been identified, theoftware vendor programs will be at risk of delay.
States must communicate individual changes to stgiecific data items, as well as correction
record triggering fields, early in the coding and implementation period to accommodate the
software releaseStatespecific edit metafiles which address the stafgecific data items must

be provided in a timely manner.

Help Files
/| KIy3aSa (02 lFyeée az2F0gl NBSQa 2yt AyS KStLI aega
with Data Standards and Data Dictionary, Versiome?dted changes made to the software.

Technical Support and Training

Software vendors are expected to support the data changes in the Data Standards and Data
Dictionary, Version 24 in the software and provide their clients with training and
documentation appropriate to use the updated software. For reporfaglity-level

applications, this will include instruction regarding export of records for transmission to their
respective central registries in the correct format with correctly coded and dreardata, as

well as import from their previously supported casefindingiface. Documentation to
ddzLILI2 NI GKS dzLJRFGSR a2Fidol NS YIFé AyOfdzRS
help system and/or training or tutorial guides. Training and support on new coding rules
should be referred to the appropriate standard segfiorganization.

Communication with Central Cancer Registries and Hospital Registries

Software vendors should provide a timeline to the central registries, as well as their registry
clients, for plans to release registry software that is able to process and export NAACCR v24
case records in the XML format. Vendors and central registried tteeommunicate

expectations for the delivery of statespecific changes in required data reporting including date
fields, metafiles, and XML dictionaries for stafgecific data items. Delays in providing state
specific changes to vendors may result inagtedf facility reporting capabilities. Vendors

should work with central registries to accommodate test files in their stgecific export

version as may be required by individual central registries. Central registries should be aware
that delays in commuication of this information from central registry clients to the software
vendor may result in further delays in reporting 2024 cases.
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Case Abstracting Considerations

Registrars should pay particular attention to the requirements of national standard setters, the
state central registry to which they submit cases, and the Commission on Cancer (if applicabl
for cases diagnosed January 1, 2024, and forward. Often tleggerements will be similar,

but occasionally data fields may be required by only one entity. Registrars should consult thei
reporting manuals and state central registry for instructions and updates on reportable and
reportableby-agreement cases. Hospitagistries should also be aware of any completeness
and timeliness guidelines established by their state central registry.

Communication with Central Cancer Registries and Software Vendors

Several new developments for 2024 will affect cancer reporting software requirements. New
edits have been developed and updates to existing edits were necessitated by changes to da
item names, changes in code structure in existing data items, and chengeding

instructions for the v24 NAACCR Edits Metafile. Use the v24 Edits Detail Report and the
Changes Spreadsheet located on MeACCRolume IV (Standard Data Edits) webpagea
resource to resolve edits.

Registrars should maintain open communications with their software vendor and state central
registry to ensure their registry software is up to date with current edit files and guidelines.
Dates and timelines should be communicated to all parties. Registheould include their IT
departments in communications if needed.

Education and Training

Continuing education is necessary to maintain a high level of knowledge and skills in cancer
registry practice. New data field requirements for 2024 and the implementation of these new
fields will likely enhance the education and training opportunitieségistrars. Registrars

should register for standard setter ListServs includidgh CCRCoCand NCI SEE addition

to state and regional professional organizatioR$,ACCRCoGCAJC@nd NCRAregularly post
educational opportunities on their websites and notify members of upcoming events. Conside
following these organizations on social media to be aware of current training opportunities.
Registrars should also check with their state centglistry for additional opportunities or

make suggestions for needed subjects. Many organizations offer a great deal of online
training.
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Appendix A New Data Items

New Data Items for 2024
e PARENT
Length 4 ltem Name XML NAACCR ID XML Section
ELEMEN
1 86 | Geocoding | geocodingQualityCode Tumor | Demographic
Quality Code
Geocoding
14 87 | Quality Code | geocodingQualityCodeDeti Tumor | Demographic
Detail
4 751 | RX Hosp rxHospReconBreast Tumor | Hospital Specific
Recon Breast
4 1335| RX Summ rxSummReconBreast Tumor | Treatment1st
Recon Breast Course
Derived Tumor | Stage/Prognostic
1 1975| Summary derivedSummaryGrade201 Factor
Grade 2018
Brain Primary Stage/Prognostic
1 3964 | Tumor brainPrimaryTumorLocatio| Tumor | Factor
Location

Derived Summary Grade 2018

Derived Summary Grade [1975] will be calculated at the central registries for all cases with
Date of Diagnosis is on or after January 1, 2018. The most severe grade based on Grade Clir
[3843] and Grade Pathological [3844] will be used. Breast is satpase because behavior
affects priority. If grade is needed in the EOD 2018 Derived Stage Group Calculation, this val
is also used in the calculations.

This logic will be added to NAACCR*Prep. You may choose to calculate the value via
NAACCR*Prep and not store it in your database. In that case, you would not need to apply
this calculation to your database. If you do wish to store the value in yoabdag, the tables
below can be used to set the Derived Summary Grade. No review is necessary.

This table is for all SchemeascludingBreast. The priority order, from BEST to WORST, is:

A S,5,4,3,2,1,E,D,C,B, A H, M, L, 9, blank
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Grade Clin

Grade Path

Derived Grade

1,2,3,4,5,A,B,C,D,E, L
M,H,S,9

S

Grade Path

wn

17 2’ 37 47 57 A’ B’ Cl D’ E’

Grade Clin

2,3,4,5,A,B,C,D,E, L
IHI

M, H,
5

Grade Path

akE

1,2,3,4,A,B,C,D, E, L,

Grade Clin

[EY

1213141AiBIC’D1E’L1h
, 9

H, 9
4

Grade Path

>~ T

1,2,3,A,B,C,D,E, LM
9

Grade Clin

1,2,3,A,B,C,D,E, L, M,
9

3

Grade Path

3 1,2,A,B,C,D, E, L, M, HGrade Clin
1,2,A,B,C,D,E,L,M,H,| 2 Grade Path
2 1,A,B,C,D, E L, M, H, ¢ Grade Clin
1,A,B,C,D,E,L,M,H,9 |1 Grade Path
1 A B, CDE L MH9 |GradeClin
A B CDELMH,O9 E Grade Path
E A B,C,D,L,MH,9 Grade Clin
A B,CD,L,MH,9 D Grade Path
D A B, C L MH,D9 Grade Clin
A BC L MHDO9 C Grade Path
C A B, L, M H,9 Grade Clin
A B, L,M H,9 B Grade Path
B AL MH,?9 Grade Clin
AL MHD9 A Grade Path
A L, M, H,9 Grade Clin
L,M,H,9 H Grade Path
H L,M,9 Grade Clin
L,M,9 M Grade Path
M L, 9 Grade Clin
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L, 9 L Grade Path
L 9 Grade Clin
9 9 Grade Path
<BLANK> <BLANK> <BLANK>

This table is specific to Breast cancer. The priority order, from BEST to WORST is:
A For Behavior/2: H, M, L, 3,2,1,D, C, B, A, 9, blank
A For Behavior/3:3,2,1,H, M, L, D, C, B, A, 9, blank

Behavior Grade Clin Grade Path Derived Summary
Grade
2 1,2,3,L,M,H, A B, |H Grade Path
D, 9
2 H 1,2,3,L, M, A, B, C Grade Clin
D, 9
2 1,2,3,L,M, A B,C,|M Grade Path
9
2 M 1,2,3,L,A, B, C, Dl Grade Clin
2 1,2,3,L,A,B,C,D,{L Grade Path
2 L 1, 2,3, A B,C, D, 9 Grade Clin
2 1,2,3,A,B,C,D,9 |3 Grade Path
2 3 1,2,A,B,C,D,9 |GradeClin
2 1,2,A,B,C,D,9 2 Grade Path
2 2 1,A,B,C,D,9 Grade Clin
2 1,A,B,C,D,9 1 Grade Path
2 1 A B,C,D,9 Grade Clin
2 A B,C,D,9 D Grade Path
2 D A B,C,9 Grade Clin
2 A B, C,9 C Grade Path
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2 C A B,9 Grade Clin
2 A B, 9 B Grade Path
2 B A, 9 Grade Clin
2 A9 A Grade Path
2 A 9 Grade Clin
3 1,2,3,L,M,H,A B, |3 Grade Path
D, 9
3 3 1,2,L, M, H, A, B, ¢ Grade Clin
D, 9
3 1,2,L,M H A B,C, 2 Grade Path
D, 9
3 2 1,L, M, H, A B, C, [ Grade Clin
9
3 1,L,MH,AB,C,D,|1 Grade Path
3 1 L, M, H, A B, C, D, {Grade Clin
3 L,M,H, A BC,D,9H Grade Path
3 H L, M, A B,C,D,9 | Grade Clin
3 L,M,AB,C,D,9 M Grade Path
3 M L,A B, C,D,9 Grade Clin
3 L,AB,C,/D,9 L Grade Path
3 L A B,C,D,9 Grade Clin
3 A B, C,D,9 D Grade Path
3 D A B,C,9 Grade Clin
3 A B,C,9 C Grade Path
3 C A B,9 Grade Clin
3 A B, 9 B Grade Path
3 B A 9 Grade Clin
3 A 9 A Grade Path
3 A 9 Grade Clin
2,3 9 9 Grade Path
2,3 <BLANK> <BLANK> <BLANK>
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SEER Site Specific Fact 1 [3700]

The HPV Status is expanded from 1 digit to 2 digits to allow for more values and greater
specificity. Automated changes are described below. No manual review will be necessary.

If Date of Diagnosis prior to January 1, 2018, set SEER Site Specific Fact 1 to blank.
Else if Date of Diagnosis is on or after January 1, 2018:

If Schema ID [3800] = 00071 (Lip), 00072 (Tongue Anterior), 00073 (Gum), 00074 (Floc
of
Mouth), 00075 (Palate Hard), 00076 (Buccal Mucosa), 00077 (Mouth Other), 00112
(Hypopharynx), 00100 (Oropharynx HR¥diated (p16+)), 00111 (Oropharynx (p6
A If SEER Site Specific Factor 1 = 0 then set SEER Site Specific Factor 1 = 20
A Else If SEER Site Specific Factor 1 = 1 then set SEER Site Specific Faator 1 = 21
Else If SEER Site Specific Factor 1 = 2 then set SEER Site Specific Factor :
30w Else If SEER Site Specific Factor 1 = 3 then set SEER Site Specific Factor :
31w Else If SEER Site Specific Factor 1 = 4 then set SEER Site Specific Factor :
40w Else If SEER Site Specific Factor 1 =5 then set SEER Site Specific Factor :
41w Else If SEER Site Specific Factor 1 = 6 then set SEER Site Specific Factor :
50
A Else If SEER Site Specific Factor 1 = 7 then set SEER Site Specific Factor 1 =51

If Schema ID [3800] = 00071 (Lip), 00072 (Tongue Anterior), 00073 (Gum), 00074 (Floc
of Mouth), 00075 (Palate Hard), 00076 (Buccal Mucosa), 00077 (Mouth Other), 00112
(Hypopharynx)

A If SEER Site Specific Factor 1 = 8 then set SEER Site Specific Factor 1 = 97

A Else If SEER Site Specific Factor 1 = 9 then set SEER Site Specific Factor 1 = 99

Else If Schema ID [3800] = 00100 (OropharynxNMiEtifated (p16+))
A If SEER Site Specific Factor 1 = 8 then set SEER Site Specific Factor 1 = 11
A Else If SEER Site Specific Factor 1 = 9 then set SEER Site Specific Factor 1 =11

Else If Schema ID [3800] = 00111 (Oropharynx)p16
A If SEER Site Specific Factor 1 = 8 and Schema Discriminator 2 = 1 then set SEEF
Specific Factor 1 =10
A Else If SEER Site Specific Factor 1 = 8 and Schema Discriminator 2 = 9 then set
SEER Site Specific Factor 1 = 97
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A Else If SEER Site Specific Factor 1 =9 and Schema Discriminator 2 = 1 then set
SEER Site Specific Factor 1 =10

A Else If SEER Site Specific Factor 1 =9 and Schema Discriminator 2 = 9 then set
SEER Site Specific Factor 1 =99

Derived EOD 2018 fields for In Situ schemas with no Tis

The calculation tables for the Derived EOD 2018 fields are updated so that In Situ cases, whe
AJCC does not define Tis, the table now derives 88 for the four Derived EOD 2018 fields. Lo
Is provided for those who cannot recalculate across their dagaba

For Date of Diagnosis on or after January 1, 2018

() If EOD Primary Tumor [772] = 000 and Derived EOD 2018 T
[785] = 880 Set Derived EOD 2018 N [815] =08Bet Derived
EOD 2018 M [795] = &8Set Derived EOD 2018 Stage Group
[818] = 88

No other changes are necessary. No review is necessary.

Staging API/DLL Version Current fields

The Version Current for the staging API/DLLs in use must be updated to the latest version as
part of the NAACCR 24 updates. No manual review is necessary.

For Date of Diagnosis on or after January 1, 2018
A If Schema ID Version Current [2117] is not blank, set to v3.1
A If AJCC API Version Current [2156] is not blank, set to 09.02.00
A If AJCC Cancer Surveillance DLL Version Current [2158] is not blank, set to 09.02.00.0

AJCC ID Version 9 Changes

AJCC ID [995]: there were changes to the V9 AJCC ID values to match the AJCC's new
numbering scheme. Logic provided for those who CANNOT recalculate across their database

wFor the AJCC ID [995] within each specified Schema ID [3800], the new value is providec
o If AJCC ID =52 and Schema ID = 09520 (Cervix Uteri) and TNM Edition Number
09 or blank and Date of Diagnosis Year >= 2021, then set AJCC ID = 9001
o IfAJCC ID =19 and Schema ID = 09190 (Appendix) and TNM Edition Number = |
or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9002
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o IfAJCC ID =21 and Schema ID = 09210 (Anus) and TNM Edition Number =09 o
blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9003

o IfAJCCID =72.1 and Schema ID = 09721 (Brain) and TNM Edition Number = 09
blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004

o IFAJCCID =72.1 and Schema ID = 09722 (CNS Other) and TNM Edition Numbe
09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004

o IFAJCCID =72.1 and Schema ID = 09723 (Intracranial) and TNM Edition Numbe
09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004

o IfAJCC ID =72.1 and Schema ID = 09724 (Medulloblastoma) and TNM Edition
Number =
09 or blank and Date of Diagnosis Year >= 2023, then set AJCC IDb= §004

AJCC ID = 72.2 and Schema ID = 09724 (Medulloblastoma) and TNM Edition Numb

09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9005

No other changes are necessary

Appendix C 2024 Source References

SEER Program Manualtps://seer.cancer.gov/tools/codingmanuals/

Questions regarding the SEER Program Coding and Staging Manual should be directec
Ask a SEER Registrartditps://seer.cancer.gov/registrars/contact.html

AJCCBEdition and Version 9 Updates and Histologies
https://www.facs.org/qualityprograms/canceprograms/americafoint-committee-on-
cancer/

Questions regarding AJCC Cancer Staging should be directed to the CAnswer Forum a
http://cancerbulletin.facs.org/forums/

AJCC APhttps://www.facs.org/qualityprograms/canceiprograms/americaroint-
committee-oncancer/cancesstagingsystems/applicatiosprogramminginterface-api/

AJCC Cancer Staging Form Supplemiattps://www.facs.org/quality
programs/cancgorograms/americafoint-committee-on-cancer/canceistaging
systems/cancestagingformsupplement/

Cancer Surveillance DLAJCC licensees can request the licensed version of the library from
Martin Madera, mmadera@facs.org. The version for unlicensed users will be available from
the AJCC website, please contact Martin Maderen@dera@facs.oidgfor access.

CAnswer Forumhttp://cancerbulletin.facs.org/forums/help
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Commission on Cancer STORE Manh#bs://www.facs.org/quality
programs/cancer/ncdb/caffordata/cocmanuals

Data Exchange Standard, XML Specifications for Cancer Registry Records:
https://www.naaccr.org/xmélataexchangestandard/

Data Standards and Data Dictionamyttps://apps.naaccr.org/datadictionary/

EDITShttps://www.naaccr.org/standaredata-edits/

Questions regarding the NAACCR edits metafile should be directed to Jim Hofferkamp:
[hofferkamp@naaccr.org

EOD 2018nhttps://seer.cancer.qgov/tools/staging/rsa.html

Questions regarding EOD 2018 should be directed to Ask a SEER Registrar at:
https://seer.cancer.gov/registrars/contact.html

Grade Manual
https://apps.naaccr.org/ssdi/list/? qgl=1*1le7hp5* ga*M|EwMDgwOTYwOC4xXN|jcXxMDOXMTC?
* ga VIBGWYK5P*MTY40ODcOMDAzMi4zNCAxLIE20ODg3NDEzZMTguNjAuMC4w

Questions regarding the Grade Manual should be directed to the Canswer Forum at:
http://cancerbulletin.facs.org/forums/

Hematopoietic and Lymphoid Neoplasm Databa$gtps://seer.cancer.gov/tools/heme/

Questions regarding the SEER Hematopoietic and Lymphoid Neoplasm Database shot
be directed to Ask a SEER Registrantiis://seer.cancer.gov/registrars/contact.html

ICBDO-3.2: http://lwww.iacr.com.fr/index.php?option=com content&view=article&id=1494cd
0-3-
2&catid=80:newsflashes&ltemid=545

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

ICDO-3 SEER Site/Histology Validation Listtps://seer.cancer.gov/iceb-3/

Questions regarding the SEER Site/Histology Validation List should be directed to Ask :
SEER Registrar attps://seer.cancer.gov/registrars/contact.html

NPCR Northcon Registry Plus Utility Program

https://www.cdc.qgov/cancer/npcr/tools/reqistryplus/up.htm

NPCR Registry Plus Softwahttps://www.cdc.gov/cancer/npcr/tools/reqgistryplus/index.htm
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SEER APRittps://api.seer.cancer.qov/

SEER Registrar Staging Assistant (SEER*R&A)//seer.cancer.gov/tools/staging/rsa.html

Questions regarding SEER*RSA should be directed to Ask a SEER Registrar at:
https://seer.cancer.gov/registrars/contact.html

SEER*Rttps://seer.cancer.qov/tools/seerrx/

Questions regarding SEER*Rx should be directed to Ask a SEER Registrar at:
https.//seer.cancer.gov/registrars/contact.html

Site-Specific Data Items Manual
https://apps.naaccr.org/ssdi/list/? ql=1*1le7hp5* ga*M|EwMDgwOTYwOC4XN|jcXxMDOXMTC?
* ga VIBGWYK5P*MTY40DcOMDAzMi4zNCAxLIE20Dg3NDEzZMTguNjAuMC4w

Questions regarding SSDIs should be directed to the Canswer Forum at:
http://cancerbulletin.facs.org/forums/

Solid Tumor Ruledttps://seer.cancer.gov/tools/solidtumor/

Questions regarding the Solid Tumor Rules should be directed to Ask a SEER Registra
at: https://seer.cancer.gov/registrars/contact.html

Summary Stage 2018ttps://seer.cancer.gov/tools/ssm/

Questions regarding Summary Stage 2018 should be directed to Ask a SEER Registrar a
https://seer.cancer.gov/registrars/contact.html
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National Cancer Registrars Association
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NCRA has created an ODS Toolkit, available at thiedlolv, to help credential holders,

human resources departmentsffiliated organizations, and NCRAcredited education

programs make the transition. Organized by audiences, the toolkit includes guidance, text, an
graphics to help with the adoption of the ODS credential.

ODS Tool Kit (ncnasa.org)

For other important NCRA updates and information use the links below:
CTR Exam Testing:

https://www.ncra-usa.org/CTR/CertificatiocBxam

CTR Maintenance and CE Credits:

https://www.ncra-usa.org/Certification/Recertificatiddubmission

NCRA025Annual Educational Conference:

https://www.ncra-usa.org/Conference/202BlCRAANnualConference

Become a Certified Tumor Registrar:

https://www.ncra-usa.org/About/Become&a-CancefReqistrar
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Contact NCRA:

https://www.ncra-usa.org/About/Staff

AIMS ePATH Reporting

The Virginia Cancer Registry has teamed up with the CDC aAdgbeiation of Public Health
Laboratories (APHWho areworkingl 2 &G NByYy 3G KSYy 1 02NF 02NB &
health in he United States. APHL provides its usessaure cloudbasedenvironment that
accelerates the implementation of health messaging by providing shared services to aid in the
transport, validation, translatiortransformation,and routing of electronic data.

The APHL Informatics Messaging Services (AIMS) system is adeadreasedplatform that
accelerates the implementation of health messaging by providing shared services to aid in the
visualization, interoperabilitygecurity,and hosting of electronic data.

AIMS Platform securely transports millions of messages on a monthly basis. Examples of dat
currently exchanged through AIMS include:

1. Electronic Case Reporting (eCR) between providers and jurisdictions across the US
2. National Quest ELR data to all jurisdictions

1. Aggregated Influenza test result data from public health laboratories to CDC
Vaccinepreventable disease reports from testing centers of excellence to CDC

Biological threat data from laboratories within the Laboratory Response Network to CD(

> W n

Immunization data exchange among several public health jurisdictions

5. Electronic laboratory reporting (ELR) between eligible hospitals and their respective
jurisdictions

6. Next Generation Sequencing (NGS) through the Advanced Molecular Detection (AMD)
program

VCR began working with the J. Michaels Group in 2021, who has been conbacé&io
implement AIMS reporting for those labs who choose to use the platform for their ePath
reporting to the state central cancer registries. We continue to work with J. Michaels Group or
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this project AIMS reporting partners currently includ€Medicine, IDX Pathology,
NeoGenomics LabBathGroupQuest Diagnosticand QDx Pathology

AIMS ePATHReporting Contacts:
If your facility is interested in ePath reporting via the AlplEgform, please contact:
Temitope AlimiPhD MPhit nyj4@cdc.gov

Katmai Government Services
CancelSurveillance Branch

Division of Cancer Prevention and Control
Centers for Disease Prevention and Control

Tim Longe tlongo@jmichaekonsulting.com

J Michael Consulting
www.jmichaelconsulting.com

770-318-3160

If you are currently reporting via AIMS to Virgina Cancer Registry andjhasgons please
contact:

John LaDouceujohn.ladouceur@vdh.virginia.gov

Virgina Cancer Dashboard

TheVirginia Cancer Dashboard is a new data visualization tool and can be accessed by clicki
the link below. The dashboard demonstrates the burden of cancer incidence and mortality in
Virginia. This new dashboard replaces the printed version of the Virgimee€Burden Report.

Virginia Cancer Dashboards

Data visualization is the graphical representation of information and d#genginteractive

visual elements like charts and graphs, data visualization tools are better able to provide an

I 00SaaAofS AYUSNIINBGFGAZ2Y 2F LI GOSNYya-I yR
based Interactive cancer dashboard visually orgarkegscancer data contained within the

VCR database and presents it in a visually appealing ,user friendly, online platform. Presentir
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the cancer burden in Virginia this way allows users to have VCR cancer data at their fingertip:
24/7, from anywhere in the world. The VCR cancer dashboard keeps users constantly informs
and updated, just as an automobile dashboard keeps the driver irddrm

The dashboard covers aggregate data for the years 20048 for both incidence and

mortality statistics of the following cancers: Cervix Uteri, Colorectal, Female Breast, Hodgkin
Lymphoma, Kidney and Renal Pelvis, Leukemia, Liver and IntrahepaticdBileudg &
Bronchus, Melanoma of the Skin, Myeloma, Néodgkin Lymphoma, Oral Cavity & Pharynx,
Ovary, Pancreas, Prostate, and Thyroid.

The information included in the dashboards are an overview of incidence by sex, race, and
stage at diagnosis, and of mortality by sex and race. Stage at diagnoses for all cancers listed
are provided in a separate dashboard by health district. Case caatds, and percentages

are also incorporated into the dashboard. Charts display incidence and mortality trends by
year, and the accompanying text explains these trends in more detail. Maps displaying
incidence and mortality by locality and health distaceas are also included.

The cancers represented in the VCR dashb®arel some of the most common cancers. They
were selected because they occur often or are targets for screening and control for
prevention. For most cancers, large differences exist between White and Black rates and
between female and male rates. Dispartiand inequities highlight the need for targeted
prevention and control strategies. National organizations along with government at all levels
review and update screening guidelines for cancer as needed ani@mua rates can be
affected by this. Virginia and national cancer incidence and mortality rates have been include
which is the number of cases per 100,000 population. The rates aradjgsted, which allows
populations to be compared when age profileg different. The tables rank cancers selected
for this dashboard against other common cancer types. The tables also rank ¢gedeic
cancers separately.

The followingprograms and offices in the Virginia Department of Health collaborated to
produce the Virginia Cancer Dashboard:

1.  Virginia Cancer Registry

2.  Comprehensive Cancer Control Program

3.  Epidemiology unit of the Division of Population Health Data
4.  Office of Communications

Virginia Cancer Dashboard Contact:
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If you would like more information regarding the Virginia Cancer Dashboard please contact:

Sravani Yakkantisravani.yakkanti@vdh.virginia.gov

Cancer Epidemiologigivaluator
Virginia Cancer Registry
Division of Population Health Data | Office of Family Health Services

VirginiaWeb Plus

VCR has successfully implemented/itgiinia Web Plus online reporting portal and it has now
become one of the primary methods for reporting cancer casa4rginia Web Plus is a Web
based application that collects cancer data securely over the public Intdtnetideafor most
facility electronic reporting needs.

Web Plus supports three main functions: online abstracting, file upload and download, and
follow-back efforts. Web PRIQ 2y f Ay S\ &l AGRIGNIT O FAR2YWNI NB LI2 NI A v
and other lowvolume reporting sources, while the file upload feature can be used for
electronic submission of data from all other reporting sos,cgich amonthly hospital case

files in NAACCR file format

Although VCR is not currently utilizing tltedlow-back features in Web Plus, it gives us the
capabilityand optionto upload partially filled abstracts generated from death certificate and
pathology lab files, and to notify reporting facilitige email to log in and update the
abstractsWe are currently exploring this option for future use.

Web Plus is hosted on a secure web server that has a digital certificate installed; the
communication between the client and the server is encrypted with Secure Sockets Layer (SS
technology.

All recordsentered into Web Pluare saved in a datalsa at VCRand cases entered by one
facility or office are not visible to other facilitie¢CR staff are included as users on the facility
level for case review purposes and to provide suppDédta are validated by theDC EDITS
engine running on a &b server. Users, display types, and edit configurations are marigged
the VCRWeb Plus team

The Virginia Web Plus login page is linked below:

Virginia Web Plus Login
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Web Plus Support

Web Plus is fully supported by VCR and includeapport, continuougraining, and quarterly
user group (WebPUG) videoconference meetifigge Virginia WebPUG meetings are held
guarterly (January, Apriluly,and October) the third Wednesday of each month at 1:00 P.M.
for all Virginia Web Plus users, or those considering using Web Plus in Virginia.

Web PlusTraining

Web Plus training consists of coa-one or group virtual trainingandlearning modules
contairedin the Virginia FLccSC (Flossy) online learning portal.

VirginiaFLccSC Learning Portal

You can access the Virginia FLccSC portal to request a new user account using the link beloy

Virginia FLccSC (Flossy)

Once your account has been approved and created you will be emailed your secure login
credentials.

If you have any questions regarding Virginia FLccSC please contact:

Danielle Quinn, CTRlanielle.quinn@vdh.virginia.gov

Virginia FLccSC -@aministrator
Web Plus MonthlyHospital Submissions

LT &82dz KI 9SS 1jdz288dGA2ya NBIFNRAYI &2dzNJ K23 LJ
contact:

Tina Halk tinahalll@vdh.virginia.gov

Cancer Data Analyst
Web PlugFile UploadQuestions:
you would like more information regarding Web Pfilis upload or trainingplease contact:

John LaDouceuyjohn.ladouceur@vdh.virginia.gov

98


https://vas.fcdslms.med.miami.edu/ords/f?p=105:LOGIN_DESKTOP:4312832705282:::::
mailto:danielle.quinn@vdh.virginia.gov
mailto:tinahall1@vdh.virginia.gov
mailto:john.ladouceur@vdh.virginia.gov

Virginia Web Plus Administrator
Virginia Cancer Registry

VCR/VDH Digitized File Initige

Virginia Department of Health (VDH) and the Virginia Cancer Registryc@df@iR)e to
embrace technology and are in the process of digitizing paper D= filedigitizationis
preparing or converting physical or paper files to an electronic format such as a .pdf.

Some of the benefits that file digitidzan providesreporting facilities and VCR

1 Easier file accessibility and transmission
Better data security

More efficient storage & recovery

Cost reduction

Increased productivity

Environmentally friendly

E .

*Important Note

To assist in this effolf CRhasdiscontinwed the submission of cancer case reports via email,
FIEZ YR !'®d{d alAftI 6002yaARSNBR aLJ LISNJ NB

VCRDigitized File Questions:

If you have anyuestions regarding your case reporting via enfai, or U.S. Mail please
contact:

Cheryl WalkesSmith- chery.walker@vdh.virginia.gov

Data Manager
Virginia Cancer Registry

If you have questions regarding the VCR file digitization initiative for cancer case reporting
contact:
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John LaDouceurjohn.ladouceur@vdh.virginia.gov
Web Plus Administrator

End of Summary of Changes

100


mailto:john.ladouceur@vdh.virginia.gov

This Page Intentionally Left Blank

101



VIRGINIA CANCER REGISTF

USER MANUAL 202




SECTIORNNE

GENERAL INFORMATION
REPORTINREQUIREMENTS

103



VCR MANUAL, 2@EDITION

STATEMENT
This manual shall be used to submit reportable cases with a date@fokis on or after
January 12024,except where notedn each section/appendiPlease refer to th2024

Summary of Changesd applicable appendicésr cases diagpsed on or after January 1,
2024.

WHAT IS THE VCR

The Virginia Cancer Registry (VCR) is a popuaéised cancer incidee registry responsible
for the collection of demographic, diagnostic, and treatment informationatl cancer patients
diagnosedand treated at hospitals, laboratories, and other health care faasliin Virginia
with reportable @ncer. Populatiorfbased cancer registries collect informmat on cancers
among the entirgpopulation for which they are responsible.

The VCR is also defined as an incidence only cancer registryttathex multipurpose
registry.Incidence only registries gather only the information necegsaidetermine the
incidence oftancer by geographic areas, by demographic characteristich)yasthge at
diagnosis for eactype of cancer. Treatment information has also been added to the
information collected.

The termcentral cancer registnig 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 framwssources. The contributing
sources required to report to the VCR provide statewide coverage of the population.

WHY REPORT TO THE%CR

The mission of the VCR is to collect and provide completeraie; and timely statewide
incidence data for determination of cancextes and trends in the popation. To fulfill this
missionthe VCR depends on complete ascertainment of cases and use of the data.

The Law and Regulations

Statewide collection and dissemination of data on cancer by trgirva Department of Health
iIsmandated in theCode of Virginiand Virginia Departent of Health disease reporting
regulations. The state laws include Chapter 2 (§F2.&t seq.)of Title 32.1According to these
statutes, each hospital, clinic, and independent pathology laboratory ilCttramonwealth is
required to report all cases of cancer, which are diagnosed or treated dtdseital,clinic,or
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laboratory. Physicians are required to repatien they know the case hawt been reported
by a hospital¢linic,or in-state laboratory.These cases are to be submittecthe format
prescribed by the Virginia Cancer RegidRggulations mandating reportirgancer 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. Cancer Control

The ultimate value of the registry lies not in collection of tla¢a but in the degree to which
the data are used for cancer control. The basis for any sutt&sscer control program is a
comprehensive registry system. Registry data providevansto questions, the means to
target limited cancer control resources, and the meaisan to evaluate cancer control
activities.

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY {

HIPAA allows for the reporting of identifiable cancer data to puldaith entities. Because the
VCHRalls under the definition of a public health entity]PAAallows yu to report data to the
VCR ircompliance with Virginia state laws and regulations. Written informed consent from
each ancerpatient reported to public health entities is not required under HIPAA.

The VCR depends on reporting facilities to submit quality data. Thitbegiedicated efforts
of thesefacilities, the VCR is able to provide accurate information used to esttedotid
enhance cancer contr@rograms, and thus improve the lives of present and future patients
with cancer.

VCR REFERENCE DATE

Reference dateefers to thestart date after which all eligible records must be included in the
registry. The VCR reference date is January 1, 1995. This means complete stedeweaie
incidence data are available from the VCR for 1995 to the present.

*Note: Toassure complete case ascertainment, referedate is not used to determinghat
cases are reportable to the VCR.
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VCR REPORTING SOURCES

TheCode of Virginisnandates each hospital, clinjghysicianand laboratory in the
Commonwealthshall report all cases of cancer which are diagnosed and/or treated at the
abovedesignated facility. laddition, VCR has agreements with other states to exchange data.

Hospitals

The termregistry hospitarefers 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 on Cancer. Generally, 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 integral 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 concerningRegulations for Disease Reporting was revised
in January 2002 to expand cancer reporting requirements to include additionahospital
sources.

Part VIII, 12 VAG®%)-170 requires hospitals, clinical laboratories, or other health tacdities
providing screening, diagnostic 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 Praatitéy;
Ambulatory 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

hospital laboratoriess performed by cancer registoy HIM personnel as described above.
Reporting of cases by designated figanding laboratories is required.

Data Exchange

106


https://law.lis.virginia.gov/vacode/

The VCR has written agreements to exchange data with other cancer regrstiiesng all
contiguous states. Thensuresa resident of Virginia who was diagnosed and/or treabeil of
statewill be included in the VCR database

REPORTING METHODS

All reporting facilitieshallsubmit all their cases electronically. Electioreporting is the
submissiorof reportable cases to the VCR via the Virginia Web Plus online reporting portal or
eMaRC autaeporting. @mmercial and/or hospitatleveloped cancer reporting software

and/or the VirginiaWeb Plusdirect data entryonlinereporting portal must be utilized for all
cancer case report submissiomstormation on the CDC developed Web Plus can be found
here: Registry Plus Software | NPCR | CDC

Registry hospitals are required to electronically report cases included in the hospital
cancer registry using commercial or hospiaveloped sofs | NE® [/ ¢ wQa Y dz
casedrom Commission on Cancaccredited facilities. It is highlgcommended that

other hospitalsconsider hiring a CTR or utilize a contracting company to abstract cases.

VCRhasphasel out all facilities curretly reporting onpaper(viaU.S Mail, Fax, and
email)If youare not utilizing Virginia Web Plos eMaRC Plad your facility or office,
please contact the VCR.

REPORTABLE CONDITIONS

VCR List of Reportable Conditions

The Virginia Board of Health defines cancer and the reportable cancer&imgtsgation for
Disease Reporting and Contr'@ICR follows this standard as noted in ¥R List of
ReportableConditionsA 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 asVilmstumor, blastoma, anemiandcarcinoid It is therefore very

important to refer to theVCR List dReportable Conditiort® make sureall reportable
conditions are identified.

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

A patient has a reportable condition ifacognized medical practitionsays so. In most cases,
0KS LI GASYydQa NBO2NR Of St NIfietermiNkhayeld & G KS
synonymouswith the diagnosis. However, the physician may not alwaysb@ia or the

recorded languagdefinitive. VCR rules concerning the usage of ambiguous terminology are a:
follows:

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

Ambiguous Terms that Constitute a Diagnosis

Apparent(ly) Fresumed
Appears Probable
Comparable with Suspect(ed)
Compatible with Suspicious (for)

Tumor®* (beginning with 2004 diagnoses and only
for C70.0=C72.9, C75.1-75.3)

Consistent with

Fawvors Typical of

Malignant appearing
Most likely

Meoplasm®* [(beginning with 2004 diagnoses and
only for C70.0-C72.9, C75.1-75.3)

*additional terms for nonmalignant primary intracranial and central nervous system tumors only

EXCEPTION: If cytology is identified only with an ambiguous terrmatanterpret it as a
diagnosisof cancer.

T !106aGNF OG0 GKS OFasS 2yfteée AF | LRaAGADS oA
of cancer supports the cytology findings.

Examples oDiagnostic Terms:
1 The inpatient discharge summary documents a cheslyxconsistent with carcinoma of

the right upper lobe. The patient refused further weuk or treatment. Consistent with
carcinoma is indicative of cancer.
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1 The pathology report states suspicious for malignancy. Suspi@ouosalignancy is
indicative ofcancer.

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:

Ambiguous Terms That Do Not Constitute a Diagnosis without additional information
Cannot be ruled out Questionable
Equivocal Rule out
Possible Suggests
Potentially malignant Worrisome

1 The inpatient discharge summary documents a cheastyxconsitent with neoplasm of
the rightupper lobe. The patient refused further woetp or treatment.Consistent with
neoplasm isiotindicative2 ¥ OF YOSNX 2 KAt S & O 2nyolvément, Sy
Gy S2 LY | & Yspecifizdtiaon fanddignancy is not diagnostic except for-non
malignant primary intracranial andentral nervous system tumors.

1 Final diagnosis is reported as possible carcinoma of the breast. Possible is not a
diagnostic ternfor cancer.

Genetic findings in the absence of pathologic or clinical evidence oftedperdisease are
indicative ofrisk only anddo not constitute a diagnosis.

3. Ambiguous Terms Describing Tumor Spread

If the wording in the patient record is ambiguous with respedutmor spread, use the
followingguidelines only as a last resort:
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Ambiguous Terms Describing Tum8pread

Terms that Constitute Tumor Involvement or Extension Terms !:hat Do Mot Constitute Tumar Inuobuement or
Extension

Adherent It Approaching

Apparent Onto Equivocal

Compatible with Out onto Possible

Consistent with Probable Ouestionable

Encroaching upon Suspect Sugpests

Fixation, fixed Suspicious Very close to

Induration To

Refer to Ambiguous Terminology Lists: References of Last Resort for additional information.

This section clarifies the use of Ambiguous Terminology as listed in QUOKRAGr case
reportability inCommission on Cancer (CeCrredited programs. When absttang,

registrars aretousethé ! YO A 3dz2dza ¢SNXA& |0 S5ALF Iy 2aiktygé
YR (KS a! Y®SHDNED ASINNAzY2 NI { LINSF R f Aal
Howe\er, these lists need to be usedrrectly.

How to Use Ambiguous Terminology for Case Ascertainment

The firstand foremostresource for the registrar for questionable cases is the physician who
diagnosed and/ostaged the tumor. The ideal way to approach absiragsituations when

the medicalrecord is not clear is tfollow up with the physiciarf the physicia is not

available, thamedical record, and any other pertinent reports (efathology, etc.) should be
readclosely for the required information. The purpose of thelAguous Terminology lists is
sothat in the casavhere wording in the patidmecord is ambiguousith respect to

reportability or tumorspread,andno further informations availabldrom anyresource
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
resources available), they should not refer to the Ambiguous Terminology lists. Registrars
should only rely on these lists when the situation is clear,and the case cannot be
discussed with the appropriate physician/pathologist.

VCR recognizes that not every registrar has access to the physician who diagmd/sed
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 (Behavior codes /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.
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Example 1The pathology report says: Prostate biopsy with markedly
abnormal cells thasre 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 medical record(s) uses a reportable
terma dzOK & &b LILJI NBy if e¢ | y RcokdiE)?2 0 KS|
uses a nonreportabld SN & dzOK | & & Odcoépftheél 6 S N
reportable term andeport the case.

ExceptionDo not report a case baseauhly on suspicious cytology. The case
iIsreported only if proven by positive cytology or other diagnostic methods
includingk: LK@ aAOAlyQa Ot AYAOlIf RALFIy23

lil) Use these terms whescreeningdiagnose®n pathology reports,
operativereports, scans, mammograms, and other diastic testing other
than tumormarkers.

Note: If the ambiguous diagnosispsoven to be not reportableby biopsy,
Ceidz2f23esx 2N LIKeénthdpditthg@se. a i 0 SYSy(

ExampleMammogram shows calcifications suspicious for intraductal
carcinoma. Théiopsy of the area surrounding the calcificats is negative
for malignancy. Doot report the case.

Benign and borderline primary intracranial and CNS tumors

a!l 8S GUKS d&! Yo A Idzz dza ¢ S Ndvdentifit tkehigh atd NS w S LI2
borderline primary intracranial and CNS tumors that are reportable.

b. If any of the reportable ambiguous terms precedld (i K S NJ { €z 2B NR &
62 NdeoplasnZ ¢ G KS OF &S A& NBLRNIIotSo® wSLRN

ExampleThe mass on the CT scan is consistent with pituitary 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) usesraportable
GSNY &adzOK Fa aOlyy2G 0SS Nz SR 2dzié > | OC
accession the case.
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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 LKeaAOAlryQa OfAYAOIt RAFIy2aArad

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 reggortable by biopsy, cytology, or
LIKBAAOAlIYyQa adl GSYSydzz R2 y2i0 NBLRZNIL (K
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 admission, or the most
complete or detailed information.

DO NOT USE AMBIGUOUS ERMINOLOGTAGE THE TUMOR.

AJCC Cancer Staging does not recognize the use of ambiguous terminaetgriane
stage.

Emergency Roomdmissions

If a patient comes to your emergency room and 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 otVtDR List of Reportable Conditions
The follaving guidelines provide furthetarification for the specified conditions:

Basal and Squamous Cell Carcinomas

Basal and squamous celircinomas are reportable except when primary to the skin,
C44.0C44.9 (se&CR Manual Part One, Exclusjo@arcinomas originating in
mucoepidermoid sites are reportable. These sites includdd00.6C00.9), anus
(C21.0Vulva (C51.4C51.9), vagina (C52.9), penis (C6G®&0.9)and scrotum (C63.2).
Basal andquamous cell carcinomas originating in the nasal cavit.0Fand 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.
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Exceptionif the terminology on the cytology report further defines the Class IV and
Class V asuspicioushen the record is not reportable. Report this record only if a
LI2AAGADS o0A2LJae 2N I LIKeaAOAlIyQa Of AyAacC
findings.

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

a. Low MalignanPotential/Borderline Malignancy of Ovary or Peritoneum
Cystadenomas dumors primary to the ovary or peritoneum qualified by the phrases

borderline malignancgr low malignant potentiabre reportable only if diagnoseaatior

to January 1, 2001

b. Intraepithelial Neoplasia

Patients with the following diagnoses of intraepithelial neoplas&reportable:

1 Vaginal intraepithelial neoplasia 3 (VAIN IIl)
1 Vulvar intraepithelial neoplasia 3 (VIN I1)
1 Analintraepithelial neoplasia 3 (AIN I1I)

All other intraepithelial neoplasia or squamous intraepithelial tumors ARE
reportable to the VCR.

Reportable Situations

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

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

1. The reportable diagnosis has been made at your hospital. This diagnosis can be made on

the basis of histology (including autopsy), hematology, logpy endoscopy or other direct
visualization, diagnostic radiology or clinical findings.
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procedures were not performed or did not confirm the diagnosis. Patients diagnosed
clinically are reportable to the VCR.

3. The VCR requires patients receiving treatment, cao@ded or non cancerdirected, to
be reported provided they have not been previously reported by your hospital.

The VCR recognizes the following definitions of treatment

. CancefDirected Treatment Cancerdirected treatment is tumodirected, 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 of
tumor or to delay the spread of disease.

[I. Patients Diagnosed at Autopgyinal autopsy reportsontaining reportable
diagnose®r incidental findings of reportable conditions 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 tdbe reported. Although
this mayresult in multiple records on one patient, it enables theR/to assure complete
statewidecasefinding and to have the most comprehensive informatioreach patient.
Because the VAR a populatiorbased registry, every attempt must be maitereceive all
cases diagnosedithin Virginia to provide accurate statistical repsr

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 +@xcision is considered canegirected treatment.

ExampleOutside the 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.
Even though the cancer was diagnosed elsewhere, the patient's hospital visit was for
cancerrelated treatment.

3. Private Outpatient Specimens (POP) (Path Only)
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readby the hospital pathologist as part of the Pathology Departinéhda NX 3 dzf | NJ Oz
businessThe patient is not registered as an inpatient or outpatient & kospital. 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 offared 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
may return for treatment and more information can be obtained from these records.

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.

¢) 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 determine whether or not a record must be
reported by the owner of the record. If theedical 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 corporation.

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 ski6G44.0C44.9)

80508084 Papillary and squamous cell carcinomas of the skin (€24409)
80908110 Basal cell carcinomas of the skin (C43431.9)

115



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 lesions are 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
reportable; however, those primary to the nasal cavity (C30.0) such as nostril, nasal
septum, and nares are reportable.

iii. If the primary site igot reportable but the cancer hasetastasized to other sites,
the record is still not reportable.

Carcinomaln-Situ of the Cervix (CIS)

The diagnosis 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 considered in situ and 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 ierefore,
reportable.

Intraepithelial Neoplasia

Patients with the following diagnoses of intraepithelial neoplasia are not reportable:

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

NonReportable Situations
A case igiot reportable to the VCR if it meets any of the following criteria:
1. Patients seen in consultation to provide a second opiniomkdign an established

diagnosior treatment plan are not reportable. Also, if the repodimstitution provides
servicemot available at the diagnosing or treatment facility, such as Competeriz
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Tomography(CT) scans or Magnetic Resonance Imaging (MRI) scans, the case is not
reportable.

Hd wSO2NRa AY GKAOK &f A RI&gistfdr &NSBcorid Spihion G 2
areencouraged to beeported butare not required. Since the slide walseady read by
anotherpathologist, the facility requesting the slideview is requird to report the

final diagnosiss determined after the slide review.

3. Patients with a history of a reportable condition who arrictilly free of disease are
not reportable. If, however, the patient hasceivedtreatment during this admission

the record must be reported. For example: if a patient is admiftadan unrelated
condition, hasa history of breast cancer and the hospital administers Tamoxiemgl
their admission, the&ase 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 care at the reporting institution tevent interruption of
the firstcourse of treatment are nateportable. This only applies t@apents vacationing
or visitingin the area, or equipment failure at the primary treating institution which
requires the

patient to 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 reportable to 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. Do not enter the patient's
currentaddress if the patient was diagnosed prior to relocating permanently or
temporarily © Virginia or other nearby state.

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

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

6. If a patient is readmitted and new or additional metastatic sites are diagnosed or
documented, the record is not reportable provided it has already been reported for the
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original primary site. Records of readmitted patients must be reviewed to deterihane
new primary site has been diagnosed. Each new primary must be repsetetately.

7. Metastatic Siteg Do not report the metastatic or secondary sites of a malignant
neoplasmhowever, 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 with 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 care hospital unit and readmitted to a separately licensed uni
or areadmitted directly to the separately licensed unit.

CASE ELIGIBILITY

The VCR requires all reporting entities to accession, abstract damaitsio VCR for required
tumorsdiagnosed and/or treated at your facility. The tumors must meetdheeria for
submission and afiatients must be submitted.

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

I. Exception 1 Juvenile astrocytoma, listed as 9421/1 in4GB, 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 cod8846/3.
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 2015.

lii. Exception 3Malignant primary skin cancers (O44with histology codes 80098110
are not requiredto be reported to the VCR. Skin primaries with those histologies
diagnosedprior to January 1, 2003 were required to be abstracted if the AJCC stage
group at diagnosiwas I, Ill or IV. These cases should remain imeistry.

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

(8077/2) of the cerviXCIN Iland prostate(PIN Ill) arenot required by VCR
Intraepithelialneoplasia of the vulv@/IN 111) vaginaVAIN IIl)anus(AIN 111) LARYNX
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(LIN 11)and SQUAMOUS INTRAEPITHELIAL NEOPLASIA GRADHE)Bkcluding
those listed aboveARE reportable to the VCR

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

DATE OF DIAGNOSIS

All reportable cases included in the VCR List of Reportable Conditiong(&eeanual
Appendix CList ofReportable Conditionsliagnosednd/or treated at your facility are
required to be reported to th&/CR regardless of the Date of First Contact. This includes
patients with an unknown date of initidiagnosis.

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 is admitted on January 2022,and receives palliative care for
bone metastasis from a breast primary diagnosed in 1990, the caspagable.

Example 2tf a patient is achitted on January 3022,and receives palliative care for
bone metastasis from a breast primary for which a diagnosis date is not stated in the
medical record, the case is required to be reported witBLaANKdate of diagnosis and
the appropriateDate of Diagnosis Flag recorded.

Example 3tf a patient is admitted on January2Z&)04,and 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 Unigtdtes, follows the rules of the Surveillance,
Epidemiology and End Results (SEER) Program for determination of multiple primary
cancers. Beginning with cases diagnosed on Janu2B80%,the SEER rules for

determining solid tumor multiple primargancers are documented in the masirrent SEER
Multiple Primary and Histology Coding Rufes. hematopoietic and

lymphoid neoplasms diagnosed January 1, 2010, the most cUBEBR
HematopoieticandLymphoid Neoplasm Case Reportability and Coding tanual
the Hematopoietic Databaseust be used. For cases diagnosed prior to 2007, the SEER
rules for determining multiple primary cancers are documented inki#&R Manual Appendix
D, Multiple Primary Determination.

CONFLICTING STANDARDS

When standards of regulatory agencies differ, all reportaustimplement 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, hosggp&icific and text
information. Alisting of the VCR Required Data Set is includ&OR Manual Appendix L
Instructions m completing each data item are provided\WCR Manual Sectidrhree, Data

Item Instructions.

All data items required for participation in the National Progm@inCancer Registries (NPCR)
areincluded in the VCR data set. \W@RBuired codes and definitions ogply with national
standardsestablished by the North American Association of Central CamgpstRes

(NAACCR) and Americ@nllege of Surgeons Commission on Cancer (ACOS COC).

There are six (6) fields that are required to be collected and transmittéoet&/ CR by all

reportingentities. These are fields that aspecifically designated in theo@e of Virginia. See
VCRManual, Appendix for the fields and the instructions on how to code these fields.
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CHANGING INFORMATION

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

The change procedure insures the most accurate information 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

LI 0ASYyGQa yIEYS yR a20A1t &aSOdzZNA & ydzYo SN
dzLJRF G S GKA A AY T2 Nétordiohthg VCRdatafil& S LI 0ASy i Qa

Example !0 0KS GAYS | NBO2NR ¢6Fa NBLR2NISR i
diagnosis waprobable carcinomaAfter further review, it was determined thgatientdoes

not have cancer. Such cases must be deleted. Seeteaypted email with the

LI GASYydQa yIYS yR a20A1rtf aSOdzZNAGe@ ydzyo SN

What to Change

1. Change any required data item 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 course of treatment 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 diagnosis (four months for prostate
primaries) for cases diagnosed prior to January 1, 2001.

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.
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When to Submit Changes

Changes should be sent under a separate cover. Indaobjghe changes that must be made,
along with the patient identifier

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 spreadsheet, encrypt 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 electroviadhyg
Virginia Web Plus online reporting porté&letailedinstructions for completing the required

data items can be found in théCR Manual, Part Three: Ddtem InstructionsAn electronic

file must be created and subnd via Web Plus or cases must be directly abstracted into Web
Plus

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:

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 transmissionyear

w Denote if this is the last transmission of a submission 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 submiteifaal must

designate there ar@ot records to report for the given month.
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Submission files for hospitals must be uploaded to Web IBluke 5th ofeverymonth. Any
submision uploadedafter the 5th ofthe month will be held until the next month and your
facility wil be denoted as having missedabmission. Any submission returned for correction
must be returned witin three (3) business daystlii file is not returned in the designated
time frame, your facility wilbe denoted as having missegabmission.

When to Report

1. The VCR requires 90% of abstracts submitteddyyorting facilities to be received
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 have been identified and reported. These cases may fall
into the 10% over 180 days. This is expected and acceptable. The timeliness requiremet
wasestablished at 90% to provide a cushion of 10% to encourage late reporting of
missed case® assure reporting completeness.

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 blank and the exact Date
of Discharge should be submitted lai@s a change. See VCR Manual Section One,
Changindnformation

Where to Report
The Virginia Web Plus online reporting portainked below)

Virginia Web Plus

Document Retention
There is no statute governing how long copies of the monthly subonigges should be

saved. It istrongly suggested, however, that submission files be retaingitlyou have
cleared the yearlaccession list reconciliation.
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https://webplus.vdh.virginia.gov/webplus/logonen.aspx

VCR CONTACT LIST

CGeneralquestionsregarding the VCR udlee central number804-864-7866 or:

TINA HAIIODSC ... et e e e e ead -804 7187
tina.halll@vdh.virginia.gov

John LaDouceur, MHBDSC.........oouieeeeeeeeeeeeeee e 804-864-7857
john.ladouceur@vdh.virginia.gov

Chioke Murray, BA........coo o -:8@BA196
chioke.murray@vdh.virginia.gov

Mike PeytonODSC..... oo -8064-7885
michael.peyton@vdh.virginia.gov

Danielle QUINNODSC ... e -864-7856

danielle.quinn@vdh.virginia.gov
Latha T. Sundargn®@DSE X X XX X X X X X X X X X X X X804BB4Y 662
latha.sundaram@vdh.virginia.gov
Cheryl WalkesSmith, Data Manager.........cccccvvevvviiieeeeeennnnnnn. 804-864-7866
cheryl.walker@vdh.virginia.gov
Larry KirklandData Systems Manag&rX X X X X X X X X X X X884X85% n
larry.kirkland@vdh.virginia.gov
Laurel GrayDDSC Quality Assurance Coordinator..................... -864-7860
laurel.gray@vdh.virginia.gov
{dzyySe 2Fy3asat!|l S{SYyA2N] 9 LA BSE6ADBI2 A & i X
shuhui.wang@vdh.virginia.gov
Sravani YakkaniPH,/ | Y OSNJ 9 LJA RS YA 2 f 288486407100 O f dzl |
sravani.yakkanti@vdh.virginia.gov
Nikkia RayMPH Director, Virginia Cancer Registry.............. 8048647873
Nikkia.ray@vdh.virginia.gov

End of Sectio®ne
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CASEFINDING
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CASEFINDING

Casefinding Procedures

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

Although casefinding procedures will 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 when 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. These conditions are defined in the following references:

1 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 Manual, Appendix prpvides a list of IGIDO-CM codes
used toidentify reportable diagnoses. The appendix also includes a list you can
provide to yourinformation Technology department to program a disease index
you need to review for possibteases.

Casefinding 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 Healthformation Management (HIM) Department and

Pathology Departmenmust be included as casefinding sources by all facilities; the remaining
sources listed below should lircluded 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 flaggedthe HIM Department.

¢KS GSNY GNBO2NRA¢ la dzaSR Ay GKS RSaONALJ
inpatient, outpatient, Emergency Room, ambulatory care, short stay procedures, radiation
therapy,chemotherapy. For each source, reviaiMhe following reports and records.
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Health Information Management Department (HIM)

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

2. Records assigned an KIDCM code included on the list provided\iCR Manual
SectiorOne; Reportable Codskould be reviewed to identify 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 Sectior-our, 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 forwardedto the person responsible for reporting to VCR.

Pathology Department/Laboratory Medicine

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 reportable diagnosis. 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 copg@anual
Apperdix C{ dzNBA OF f LI G4 K2f 238 NBLIR NI A d2K2 M § =
reports resulting from orchiectomy or oophorectomy performed joostate or breast
malignancies or wide rexcisions for melanomas should imeluded in what is copied
andforwarded to the person responsible for V@&porting.

2. All cytology reports should be reviewed for a malignant diagnosis and, wbkatified,
acopy forwarded to the person responsible for VCR reporting. An alternative would be
to review a log of positive or abnormal cytologies.

3. Peripheral blood reports should be reviewed for a diagnosis of malignancy and, when
identified, a copy forwarded to the person responsible for VCR reporting. Ban@®w
All bonemarrow reports should be reviewed for a diagnosis of malignamncly when
identified, a copy forwarded to the person 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
F2N) £/ w NBLR2NIAYID wSLEZNIIFIO6ES RAIFIAy2aS3
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should also be identified. S&CR Manual Sectiddne, Patients Diagnosed at Autopsy.
Outpatient Departments

1. Short Procedure/Same Day Surgery/Ambulatory Care-4ngystem must be
implemented to routinely review all outpatient records 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 and reported 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 must be submitted to the VCR. Patients diagnosed
elsewhere but treated at your facility must be reported.

2. Chemotherapy recordsppointment logs, or patient rosters must be reviewed. If
reporting criteria are met, cases must be submitted to the VCR. Patients diagnosed
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.

COMPLETENESS OF CASEFINDING

After all reportable diagnoses have been identified through ireitasefinding procedures,
the final step to effective casefinding is quality control. Proceduhesil be in place to verify
all cases were identified and reported to the V&R Manual Sectidfour, Quality Control
describesvarious quality control strategies to assure complete casefinding and reporting.

Most Effective Casefinding Procedure

The most effective approach to identifying all reportable diagnoses for reporting to the VCR
should include the following:
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. Flag all inpatient and outpatient medical records with an-lOECM diagnosis code as
listed inVCR Manual Secti@ddne, Reportable Codes.

. Review reports from all inpatient, outpatient, and private outat (POP) pathology,
cytologybone marrow, hematology, and autopsy specimansalyzed at your facility.

. Review records, appointment logs, or rosters of patients seen in the chemotherapy,
radiationtherapy, and any other area where reportable conditions are diagnosed or
treated.

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

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

End of Sectiomwo
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SectioM hree

Data Item Instructions
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GENERAL INFORMATION

Data Item Completion

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

L, Required Data Set for Reporting Facilitidsese data items must be completadcording 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 registration 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 specific, complete, and accaratformation for each
requireddata item. Inpatient and outpatient health records, clinical histonypathology
reports, hospitabilling records, and contact with physician offices should le#l s sources
of information incompleting 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 data item 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 availalfior any data item
requiring anumeric entry, record the code for unknow®,in the fied as specified in
the data iteminstructions in this section.

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

Name- Suffix

Name- Middle

Name- Maiden

Name- Alias

Text-! adzZl £ hOOdzLd GA2y F2NJ IS f wmn 6
Text-! &dzl f LYRdzZ2aGNE F2NJ F3S f wmn 6aK

=4 =2 =4 =4 -4 4
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91 Place of Diagnosis when patient is diagnosed at repoféaijty.
1 Accession Number for N@agistryhospitals.

Coding Dates

Beginning in 2010, the way dates are transmitted between facilgystees and central
registrieswas changed to improve the interoperability or communioatof cancer registry
data withother electronic record systems. Registry software may displagsdatthe
traditional manner oiin the interoperable format. Traditional dates are depyged in
MMDDCCYY form, with 88presenting unknown day or month portions, and 99999
representing a completelynknown date.

Interoperable dates are displayed in CCYYMMDD faith,the unknown portions of the date
filled with blank spacedf adate is entirely blank, an associated date flag is ueeskplain the

missing date. The following table illustrates tiedationship amag these items for Date of

Most Definitive Surgical Resection of the Primary Site, where egclsIold O 4 S Wo Q

blankspace. Flags are not used for softwgenerated dates.

Description

Traditional Date of Most
Definitive Surgical
Resection of the Primary
Site

Interoperable Date of
Most Definitive Surgical
Resection of the Primary
Site

Date entered 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

(example: 00000000)

(example: bbbbbbbb)

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

Month And Year MM9OICCYY CCYYMMbb bb

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

Year Only Known 9999CCYY CCYYbbbb bb
(example: 99992007) (example: 2007bbbb)

UnknownIf Any 99999999 bbbbbbbb 10

Surgery (example: 99999999) (example: bbbbbbbb)

No Surgery 00000000 bbbbbbbb 11
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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 September 03

04 April 10 October X o

05 May 11 November X o

06 June 12 December 12

Lyly2ey ooflylo Aa y2id GFtAR FT2NJ OSNIIAY

Cancer ldentification

Thefollowing instructions apply t€rimary Sitd NAACCR Item #40Qpgterality(NAACCR Item
#410,Histology(NAACCR Item #528ehaviolNAACCR ltem #523) aGdade/Differentiation
(NAACCR Item #440)

Hematopoietic and Lymphoid Cancers

Beginning with cases diagnosed in 2010, Hegnatopoietic and Lymphoid Neoplasm Case
Reportability and Coding Manuas to be used for coding primary site, histology, and grade of
hematopoietic and lymphoid tumors (M9521992) and to determine whether multiple
conditions represent one or more tumors to be abstract8de Sectio®ne: General

Instructions andReporting RequirementBor tumors diagnosed prior to January 1, 2010, use
the rulesapplicable when the cancer was diagnoseédr tumors diagnosed after Jan.2D18,

see page B7 of theSummary of Changegction of this manual

Kaposi Sarcoma
Code Kaposi sarcoma to the site in whicarisesCode 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 metastaliinoma and the primary
siteis not identified.
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Specific Tissues with IDefined Sites

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

Gl OoR2YAYFE & 2NJ alF N¥éuvs O2RS idetathérshanihe @ G A a
definedregion (C7&) 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, 884Q8921 dermatofibrosarcoma Subcutaneous and

Other SoftTissues
899(;8991 Mesenchymoma C49._, Connective

Subcutaneous and
Other Soft Tissues
91209170 Blood vessel tumors, lymphatic vessel tumg C49. , Connective
Subcutaneous and
Other Soft Tissues

9580;9582 Granular cell tumor and alveolar soft part | C49. , Connective
sarcoma Subcutaneous and
Other Soft Tissues

92409252 Mesenchymal chondrosarcoma and giant | C40._, C41. for
cell tumors Bone andCartilage

C49._, Connective
Subqg & Othefoft
Tissue

894(;8941 Mixed tumor, salivary gland type CO07._ for Parotid
Gland

C08._for Oth &
Unspec Major
Salivary Gland

Laterality NAACCR Item #410

Laterality NAACCR Item #410) mustieeorded for the following paired organs ag % or 9.
Organs that are not paired are coded to 0. Midline origins ar&ddd p ® G a A Rf Ay S¢
contextNEFSNE G2 (0KS LRAY(Il @¢KSNB i Kbmedntarditeét O ¢
contact and @umor forms at that point. Most paired sites cannot develop nméltumors. For
example, skin athe trunk can have a midline tumor, but the breasts cannot.
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Paired Organ Sites

Paired Organ Sites
ICD-0-3 Site
C07.9 Parotid gland
C08.0 Submandibular gland
Co8.1 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 carina)
C34.1-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 5kin of eyelid
Ca4.2 Skin of external ear
C44.3 Skin of other and unspecified parts of face
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Paired Organ Sites

ICD-0-3 Site

Cc44.5 Skin of trunk

C44.6 Skin of upper limb and shoulder

ca4.7 Skin of lower limb and hip

ca7.1 Peripheral nerves and autonomic nervous system of upper limb and shoulder
C47.2 Peripheral nerves and autonomic nervous system of lower limb and hip
c49.1 Connective, subcutaneous, and other soft tissues of upper limb and shoulder
C49.2 Connective, subcutaneous, and other soft tissues of lower limb and hip
C50.0-C50.9 Breast

C56.9 Ovary

C57.0 Fallopian tube

C62.0-C62.9 Testis

C63.0 Epididymis

£63.1 Spermatic cord

Ce4.9 Kidney, NOS

C65.9 Renal pelvis

C66.9 Ureter

C69.0-C69.9 Eye and lacrimal gland

C70.0 Cerebral meninges, NOS (excluding diagnoses prior to 2004)

c71.0 Cerebrum (excluding diagnoses prior to 2004)

C71.1 Frontal lobe (excluding diagnoses prior to 2004)

C71.2 Temporal lobe (excluding diagnoses prior to 2004)

C71.3 Parietal lobe (excluding diagnoses prior to 2004)

C71.4 Occipital lobe [excluding diagnoses prior to 2004)

C72.2 Olfactory nerve (excluding diagnoses prior to 2004)

C72.3 Optic nerve (excluding diagnoses prior to 2004)

C72.4 Acoustic nerve (excluding diagnoses prior to 2004)

C72.5 Cranial nerve, NOS (excluding diagnoses prior to 2004)

C74.0-C74.9 Adrenal gland

C75.4 Carotid body
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Revising the Original Diagnosis

Data are gathered from multiple sources using the most recentcantplete information
availableh @S NJ GAYSET GKS LI GASYyGQa NBO2 NR &cansl &
and consults. Changhke primary site, laterality, histologgrade,and stage as the informatmo
becomes more complete. If tharimary site or histology is changed, it may also be necessary
to revise sitespecific staging antleatment codes. There is no time limit for making revisions
that give better information about theriginal diagnosis or stage. However, if staging
information is updated,tiis important to adhere to thstaging timeframe and criteria for the
respective staging system applicable at the time ofdhginal diagnosis Most cases that
require revision are unknown primaries.

Example 1

The institution clinically diagnoses a patient with carcinomatosisra@gistry enters the case
as anunknown primary (C80.9), carcinoma, NOS (8010/3), stage of disease unkdine
months later, gparacentesis shows serous cystadenocarcinoma. The physiciathatifse
patient has an ovariaprimary. Change the primary site to ovary (C56.9), histology taisero
cystadenocarcinoma (8441/3nd diagnostic confirmation to positive cytologic study, no
positive histology (code 2). If enougiformation is &ailable that meets the AJCC time frame
requiremens for staging, change the stafyfem not applicable (88) to the appropriate staging
classification, TNM categories, and stageup,or to unknown. If first course surgery was
performed, the surger codes should be reviewed. Faases diagnosed 202015, update the
Collaborative Stage inputems and rerun the derivatioprogram.

Example 2

A physician decides that a previously clinically diagnosed maligmaadyenign lesion. The
patientis referred from a nursing home to the facility. The chestyshowsa cavitary lesion

in the rightlung. The family requests that the patient undergo no additional workup or
treatment. DisbargeRA I 3y 2aA a4 A& GLINRPOFOES OF NO#tga2 Y
lung primary (C34.9). Tweears later a chestray shows an unchanged lesion. The phgsici
R20dzySy G a af ddai aGl ysCEdBamte dFtabase. Adjust the sequence
number(s) of any other primariesthel- G A Sy 4 Yl & KIFI@gS® LT G4KS R
primary, do not reuse the accessianmber.

Morphology: Grade

¢KS ¢g2NR G3INFrRS¢ A& dzaSR (2 AYRAOFGS &aS@S
Cancer registries have collect€tade/DifferentiatiofNAACCR Ibe #440) form many years,
andin recent years, registrars have become familiar with other grade systEnese are
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codinginstructions for cases diagnosed 01/01/20d forward. Fa diagnoses prior to that
date, consultthe applicable VCR User Manual based on the date of diagnosis of the cancer.

Grade

The AJCC 8th Edition has specific grade tables listed for many chamteedyst not all of
which followthe definitions of the historical standard grade data item Grade/Differerarmat
[440] as used in cancer registries, which was discontinu2@18. Three new data itemsate
been defined for collectionf Grade Clinical, Pathological and Post Therapy [3843, 3844 and
3845, respectively]. New grade valuesre developed following the format of T, N, and M,
where definitionsdiffer based on the schema ande schemapecific grade tables. Each
schemaspecific grade thle includes the standard gradeefinition for those cases where the
schemaspecific grading system is not availin the pathologyeport or other medical
documentation. The SSDI TF has d@ved a Grade Manual to provideformation and coding
instructions on the new grade data items and site/schespacific grad¢ables.

Hematopoietic & Lymphoid Neoplasms: 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 applicable.

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

2.5SUSNNYVAYS GKS OStf AYRAOFG2NI o6& | LI &Ay
Hematopoietic and Lymphoid Neoplasm Manual to code the gr@dade codes for
hematopoietic and lymphoideoplasms.

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

©O© 0Ny O O

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 how closely the tumor cells resemble the
parent tissue (organ of origin). Waifferentiated tumor cells closely resemble the tissue

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

138



(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 these elements, depending upon the greybtgm

that is used. Some grading systems use only pattern, for example, Gleason gnauiogfate.
Others use only a nuclear grade (usually size, amount of chromatin, degree of

ANNBIdzZE F NARGE@ YR YAG2GAO0 I OGA DA G e O deaidzk NI
Most systems use a combination of pattern and cytologic and nutdesnresfor example,
b200AY3IKIYQa F2NI oNBFad O2Yo0AySa ydzyo SNa
and mitotic activity. The information from this data item is useful for determining prognosis
and treatment.

Pathologists describe the tumgrade using three systems or formats:

1. Two levels of similarity; also called a tgradesystem.
2. Three levels of similarity; also called athi@dN> RS & & a i SY o6 Ceadinor I O C
a2t AR GdzY2NBR D€

a. Grade Iwell.

b. Grade limoderately.

c. Grade lll, poorly (undifferentiated carcinoma is usually separated from this
aeaiusSys aayOS aLR2NIeé¢ o0SIFENB a2YS3s |
Gdzy RAFTFSNBYUAII 0SRE KIHa y2yS>y Soaos | vyl

3. Four levels of similarity; also calledaaur-gradesystem. The fougrade system
describes the tumor as:

a. Grade I; also called wlifferentiated.

b. Grade II; also called moderateljferentiated.

c. Grade lllI; also called poodifferentiated.

d. Grade 1V; also called undifferentiatedasraplastic.

Breast and prostate grade my convert differently than other sites. These exceptions are notec
Ay o/ 2RAY3 {2fAR ¢dzY2NRZ al 17 YR y 06St2¢

Coding for Solid Tumors

1. Systemic treatmentantll RAF GA2y OFy Ff GSNJ I Gdzy2NRa
codegrade based on information prior to neoadjuvant therapy even if grade is
unknown.

2. Code the grade from the primary tumor only.
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Do NOT code grade based on metastatic tumor or mecue. 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.

If primary site is unknown, code grade to 9.
Code the grade shown below (6th digit) for specific histologic terms that imply a grade:

Carcinoma, undifferentiated (8010/34)

Carcinoma, anaplastic (8021/34)

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

Undifferentiated sarcoma (8805/34)

Liposarcoma, well differentiated (8881/31)

Seminoma, anaplastic 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)
Retinoblastoma, differentiated (9511/31)
Retinoblastoma, undifferentiated (9512/34)

D N D N NH N

ol RN RV NN RN NN N NNa NS

In situ and/or combined in situ/invasive components

1 If a grade is given for an-situtumor, code it. Do NOT code grade for dysplasia
such asigh-gradedysplasia.

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

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 grade in the following priority
order using the firstapplicable system:

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

Nuclear grade: use Coding for Solid Tumors #73-2or 4grade system

If it is not clear whether it is a differentiation or a nuclear grade ang & 2or 4grade

140



e. system was used, codeTierminology (use Coding for Solid Tumork #8

6. Use the information from the special grade systems first. If not special grade can be
coded,continuewith Coding for Solid Tumors #9

Special grade for solid tumors

Grade information based on CS S#igecific factors fobreast, prostate, heatrt,
mediastinum, peritoneum, retroperitoneum, soft tissue, and kidney parenchyisa
usedto code grade. SeBpecial Grade System Rulesow for details on how to use this
information to code grade.

CS Schema Special grade system
Breast Nottingham orBloomRichardson (BR) Score/Grade (SSF7)
Prostate Dt SFa2yQa a02NB 2y O2NB o0A2LX
Prostate Dt SFa2yQa a02NB 2y tNRaidal 6500
Heart, Mediastinum Grade for Sarcomas (SSF 1)
Peritoneum Grade for Sarcomas (SSF 1)
Retroperitoneum | Grade for Sarcomas (SSF 1)
Soft Tissue Grade for Sarcomas (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)FdGO (female gynecologic sites)

1.Use the Twg 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
212; 111 High grade 4 3

In transitional cell carcinoma for bladder, the terminology high grade TCC and low grade
TCC are coded in the twgrade system.

b. Threegrade system

Term

Description

Grade code| Exception for Breast and Prostate Gradede

1/3

Low grade

2 1
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2/3

High grade 4

w

3/3

High grade 4

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

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

2/4 | Grade lIModerately differentiated 2

3/4 | Grade lll; Poorly differentiated 3

4/4 | Grade IV; Undifferentiated 4

H® ¢SNXAy2f238Y
and Prostate use the same grade code with a few nowdaeptions.

''aS (KS

G5SAONRLIGAZ2YE

O2f

Description

Grade

Assign
Grade
Code

Exception for
Breast and
Prostate
Grade code

Differentiated, NOS

Well, differentiated

o

hyte

aukidSR Ia

GDNJ RS L

| —

Fairly well differentiated

Intermediatedifferentiation

Low grade

Mid differentiation

Moderately differentiated

Moderately well differentiated

Partially differentiated

Partially well differentiated

Relatively or generally welifferentiated

hyt e

adalriasSrR I a

DN} RS L

NINININININININININ

Medium grade, intermediate grade

Moderately poorly differentiated

Moderately undifferentiated

Poorly differentiated

Relativelyundifferentiated

Slightly differentiated

Dedifferentiated

WWwWwww w|w
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hyte adldSR a aDNI RS L 3

High grade -1 4 3
Undifferentiated,anaplasticnot differentiated \Y 4
hytée adldSR 'a aDNIRS L IV 3

Non-high grade

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

Special Grade System Rules
Breast (site: breast, excluding lymphomas; CS schema: breast)

Use Bloom Richardson (BR) or Nottingham score/grade bas€$wea SSF7 as stated
below (VCR does NOT require coding SSF 7 for breast).

BR could be referred to as: BloeRichardson, modified Bloo#Richardson, BR, BR
grading, ScariBloomRichardson, SBR grading, ElsEdins modification of Bloom
Richardson score, Nottingham modification of BleBimchardson score, Nottingham
modification of ScariBloomRichardson, Nottinghasienovus grade, or Nottingham
grade.

Code the tumor grade using the following priority order:

1. BR scores-3
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. Continue with the next
LINAZ2NAGE | OO2NRAY3I (2 aO2RAY3I F2N {2f 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
pathology reports for the same primary cancer; different scores may be reported for
multiple tumors assigned to the same primary cancer.

CS Site Specific Factor 7
Nottingham or Bloom Richardson (BR) Score/Grade
130Description CS | Grade
Code | Code
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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 givy 120 2
High Grade; BR grade 3; score not given 130 3

Kidney Parenchyma (Site: kidney parenchyma excliydimghomas; CS Schema:
Kidney Parenchyma Fuhrman Nuclear Grade

The Fuhrman Nuclear Grade should be used to code grade for kidney parenchyrnasaaly
on CSv2 SSF6 (NOT required by VCR) as stated below. Do NOT use foariatipelvis.
Fuhrman nuclear grade is a fegrade system based on nuclear diameded 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 usefSoft TissugHeart MediastinumPeritoneum, and
Retroperitoneum schemas): Grade for 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 French Federation of Cancer
Centers Sarcoma Group (FNCLCC) is the preferred system.

Record the grade from any thregrade sarcoma grading system the pathologist uses. For
ddzOK GSN¥Ya &4dzOK | a oSttt RAFTFSNBYIGAIFGSRE
Tumors #8. In some cases, especially for needle biopsies, grade may be specified only as
Gf AN RSE 2N aKAITK INKesSIRE OS RSy ¢ 82y S KB K- @ N2
AN RSo¢

Description CS Code | Grade Code
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Specified as Grade 1 (of 3) 010 2
Specified as Grade 2 (of 3) 020 3
Specified assrade 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 from the 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) and SSF 10 (Gleason scoredrostatectomy/autopsy) as stated below.

'aS GKS GlrofS o0St2g (2 RSUSNNAYS INIRS SO
Usually prostate cancers are graded using Gleason score or pattern. Gleason grading for
prostate primaries is based on ecbmponent 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 being the primary
pattern and the second number the secondary patjeandsum them to obtain the score.

If only one number is given on a particulast, and it is less than or equal to 5 and not

specified as a score, do not use the information because it could refer to eiguara 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: The pathology report says Gleason 3/10. The Gleason score would be 3.

Gleason Description
Score CS Code Grade SEER 200] AJCC'Ted | AJCC® | SEER prior
Code -2013 ed to 2003
2 002 1 G1 Gl G1 G1
3 003 1 G1 Gl G1 G1
4 004 1 G1 Gl G1 G1
5 005 1 G1 Gl G2 G2
6 006 1 G1 Gl G2 G2
7 007 2 G2 G2 G3 G2
8 008 3 G3 G3 G3 G3
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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+ diagnosebave the grade field in symath the AJCC
7th edition. Analysis of prostate grade before 2014 based solely on the ieddiés not
recommended. In Collaborative Stage (CS), Gleason score was originally c68ed in one
filed (SSF 6) and then it was split into two fields in CSv2 based on theusssifor 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 have the 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 C®2 &
and the original grade code.

DATA ITEM INSTRUCTIONS

Patient Identification
Sequence Numbeg Hospital NAACCR Item #560

Record the sequence number representing the order of this primary. Sequence number count
the occurrence oindependentmalignant,and normalignant neoplasmexcept basal and
dljdzr Y2dza OSfft OFyYyOSNI 2F GKS aiAy RdNRAy3
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 (0, benign or 1, borderline).

Sequence Numbers for Malignant or In Situ Primaries

00 One malignant or in situ primary only in the patient's lifetime

01 First of two or more independent malignant or in situ primaries

02 Second of two or more independent malignant or in situ primaries
(Actual sequence of this malignant or in situ primary)

35 Thirty-fifth of thirty-five independent malignant or isitu primaries.
99 Unspecified malignant or in situ sequence number or unknown

Sequence Numbers for Ndalignant Tumors
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60
61
62
87
88

Only one noAmalignant primary in the patient's lifetime

First of two or more independent nemalignant primaries

Second of two or more independent nonalignant primaries

(Actual number of this primary)

Twentyseventh of twentyseven independent nemalignant primaries
Unspecified number of neoplasms in this category

Recording Sequence Number

1.
2.

Code 00 only if the patient has a single malignant primary.

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

Example In January 2001, the registry assigns sequence number 00 to a patient
with malignant melanoma. Theatient 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 cancer (malignant melanoma) to O1.

*Note Reporting institutions are not required to forward a change sheet
to the VCR when changing sequence number from 00 to 01.

3. Code 60 only if the patient has a single froalignant primary.
4.

If the patient develops a subsequent namlignant primary, change theequence
numberof the first tumor from 60 to 61, and number subsequent Froalignanttumors
sequentially.

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

5.

If two or more malignant or in situ neoplasms are diagnosed at the samedss&gn
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 carcinoma
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 simultaneous adenocaraimein situ in a colon polyp and

squamous cell carcinoma in situ in a vocal cordpofssign sequenaaimbers in any
order, since both primaries have similar prognoses.
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6. If two or more nommalignant neoplasms are diagnosed at the same time, assign the
lowest sequence number to the diagnosis with the wansignosis. If no difference in
prognosis is evident, the decision is arbitrary.

7. If anin-situtumor is followed by an invasive cancer in the same site more than two
months apart, report 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 thm-situ cancer being the first of the two. Refter the
Multiple Primary and Histology Coding Rut@smore specific information bgite.

8. ¢ KS aS1jdzSyO0S ydzyoSNJ O2dzyia 1 KSredaldliéss @y (i C
the location(s) or institution(s) where those primaries were diagnasatitreated or
the date of diagnosis.

ExampleThe reporting institution diagnosed colon cancer. The patient Hastary of
kidney cancer diagnosed in 1980€eTdolon cancer is the secondidofK 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 then was latelagnosed with acute myelogenoleukemia
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-aoccgssioned
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 tisdeste
occurrence. Do not assign another sequence number to any subseqoemtrences.

Examples:

Invasive transitional andapillary transitional cell carcinomas (818030) ofthe bladdet
Invasive adenocarcinoma (8140) of the prostate

Kaposi sarcoma (9140/3) regardless of primary site

Nonmalignant brain & CNS tumors of the same histology, same site, and same
laterality.
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12 .Use the sequence number 99 when it igpwssible to estimate whether theatient has
been diagnosed with an earlier malignancy (primary). If more informdtemomes
available, change the sequence number(s).

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

¢tKS YSRAOFIf NBO2NR O2yidlAya GKS adlraSys
At FYyR (dzY2NJ NBY2Q0SR® ¢KS LI GASYyd R2Sa y
Assign ®9 sequencenumber to the colon primary. The patient returns to the

reporting facility a year later for treatment of prostate cancer. The medical record
aleéea G¢KS LI GASYd Kra | KAau2NB 2F | YI
sequence number of the colon cancer from 99 to 02. Assign the sequence n0&tethe
prostate cancer.

y
2

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

Namec¢ Last NAACCR ltem #2230
wSO2NR (KS LI GASYGQa Fdzt tFad ylryYySe 52 y

Recording Name Last

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

2. 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 One,
Changing Information

ExampleJanet White marries and becomes Janet Black. Change the last name tari®lack
record White in the maiden nanteeld, forward the change to the VCR.

3. Suffixes andPrefixes Name suffixes when available must be entered in theNiahde-
Suffixand not included in th&lame- Lastfield. Do not include name prefixes (e.gister,
Reverend, Brother, Dr) as part of thdl (i A I8syniarfei Name prefixes are nuillected
by the VCR and must not be included in any of the required name fields.

Namec First NAACCR ltem #2240

Recording Namé&irst
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1. Truncate name if more than 40 letters long. Blanks, spaces, hyphenapastiophes are
allowed. Do NOT 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
VIEYSES SyidSN) G4KS LINameSRirdifield ReEdrd\tEe iniddlegmeln |
the Name- Middlefield.

Examplet 0 ASy(iQa yIFIYS Aa ad W2KY
(Name- First) =M
(Name- Middle) =John

3. Prefixes Do not include name prefixes (e.g., Sister, Reverend, Brotheas[part of the
patient first name. Name prefixes are not collected by the VCR andmoubk included in
any of the required name fields.

Namec Middle NAACCR ltem #2250

WSO2NR (GKS LI GASyidiQa YARRES ylIYSo

Recording NaméVliddle

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

areallowed. Do NOT use othpunctuation.

2. Leave this item blank if the patient does not have a middle name or initial, or if the
middle name or initial is unknown. Do natcordnot applicable N/A, or unknown

3. Do not useany punctuation.

Namec¢ Maiden NAACCR Item #2390

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

Recording NaméMaiden

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

areallowed. Do NOT use othpunctuation.
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2. Hyphens arallowed.
ExampleThe last name is Gredvioss. Record as Gredwoss.

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

Namec Alias NAACCR ltem #2280

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

Recording Nam&lias

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

2. Leave this data item blank if the patient does not have an alias or ihtbanation is
not available. Do not recoreot applicablen/a or unknown

3. Do not record maiden name in this field. It should be recorded il\themmeMaiden
field.

Guidelines for Recording Patient Address

The address is the home or residemzemed by the patient at the time he/she was diagnosed.
Legal status and citizenship are not factors in residency decisioles & residency are
identicalto, or comparable with, the rules of the United States Census Bureau whenever
possible. BsolveNBE & A RSy Oé [jdzSadA2ya o6& dziAyhceliKS /
where he or she lives argleeps most of the time or the place the person considersthib

2 NJ K S NJ dza dzl'Statistic 2usSnday differ frant census rules. Do not record resigle
from the death certificateReview each record cardito determine correct residece. If
address at diagnosisumavailable, use current address.

Rules for Persons Without Apparent Residences:
Persons with More Than One Residence
(Summer andvinter homes): Use the address the patiapiecifies if a usual residence is

not apparent.

Persons with No Usual Residence
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(Transients, homeless): Use the address of the plagg Were staying when the cancer
was diagnosed. This could be a shelter @& dlagnosing institution.

Persons Away at School
College students are residents of the school aBxsarding school children below
college levelare@A RSy Ga 2F OGKSANI LI NByliaQ K2YSo

Persons in Institutions
¢CKS / Syadza . dzNBIl dz adG (S a edidusgeNided ga ordzy RS N
O dza U &arasidents of the institutio. This includes the following:

1. Incarcerated persons

2. Persons in nursing, convalescent, and rest hames

3. Persons in homes, schools, hospitals, or wards for the physiisdigled,
mentallyretarded, or mentally ill

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

5. Persons in the Armed Forces and on Maritime Ships:

Members of the armed forces are residents of the installation area. Use the
statedaddress for military personnel and their famiMilitary personnel may use
theAyadlfflFldA2y I RRNSaa 2abtdreSsKThe CenhNE dzy
Bureau hasletailed residency rules for Naval personnel, Coagtr@®, and

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

Address at DiagnosisNo & Street NAACCR Item #2330

Record the number and street address of the patient's usuatleasie at the time the tumor
wasinitially diagnosed. Patient address is used to provide census tract and other geocodes fo
incidence statistics and epidemiologic research. The VCR uses geocoding software for
automated assignment of geocodes. To increase 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. Leave a blank between numbers and words if space permits.

2. The use of capital letters pseferred.

Example103 First Avenue should be recorded as 103 1st AVE
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. 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 afteffalis to
obtainthis information prove unsuccessful.

. Do Not Update this data item if the patient's address changes over time.

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

. Punctuationnormally is limited to periods when the period carries meaning (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).

. Pound signsThe use of pound signs (#) to designate address units should be avoided
whenever possible. 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 betwt#e pound sign and secondary
numbe (e.g., 425 FLOWER BLVD # 72).

. Do not use commas, semicolons, colons, dashes, question marks, exclamation points,
apostrophes, parentheses, brackets, braces, quotation marks or asterisks (*) when
recording address.

. 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.

ExamplesiO1l W PINE ST RICHMOND 23234 is in Chesterfield County 101 W PINE W,
RIGIMOND 23234 is in Richmond City

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

ExampleAddress: P.O. Box 20, 221 SpringfieldRBdord as: 221 SPRINGFIELD RD
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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 accurate geocoding.

11 Apartment Numbers or Letters: Enter apartment numbers or lette’dddress at DX
Supplementatield.

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 Institution: 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.
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VCR Standard Abbreviations for Street Address

Directional Prefix or Suffix Abbreviations

Prefix/Suffix Abb Prefix/Suffix Abb Prefix/Suffix Abb Prefix/Suffix Abb
MNorth N East E MNortheast MNE Southeast SE
South S West W Northwest MW Southwest Sw
StreetPrefix Abbreviations

Prefix Abb Prefix Abb Prefix Abb Prefix Abb
Avenue AV, AVE Camino CMN Paseo PAS Via VIA
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 i G Overpass OVPSs Square 5Q
Alley ALY Drive DR Park PARK Street 5T
Arcade ARC Expressway | XWY Parkway PEKWY 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 GDMNS 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 cT Motorway MTWY Rue RUE

Crescent CRES Ovwval OVAL Skyway SKWY




Addr at DX¢ Supplemental NAACCR Item #2335

Record additional address information such as the nameptdee orfacility (e.g., a nursing
homeor name of an apartment complex) at the time of diagnosis.

Recording Addr at Dg Supplemental
1. If additional address space is not needed, leave blank.

2.52 b2d 'LRIGS GKA&a RFGEF AGSY AT VEGKS LI
Manual SectionThree, Guidelines for Recording Patient Addiesdetailed residency
rules.

Addr at DX¢ City/Town NAACCR Item #70

WSO2NR (GKS OAdGeée 2N G2¢y 2F GKS LI GASYGQa
diagnosed. The RRNX &a Aa | LI NG 2F GKS LI GASYyGQa
will provide areferral pattern report and allow analysis of cancer clusters or environmental

studies.

Recording Addr at DRity

1. DoNotUpdatel KA & RIGOF AG0SY AF GKS LI GASYGQ
this data item would destroy its usefulness. S&R Manual Sectidrhree,
Guidelinesor Recording Patient Addrefs detailed residency rules.

2. Rural area If the patient resides in a rural area, record the name of the city or

town used in his or her mailing address.

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

Capital LettersThe use of capital letters is preferred.

Multiple Tumors If the patient has multiple tumors, 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 w

Addr at Dx¢ State NAACCR Iter#80

Record the US postal service abbreviation for the state or Canadi® A y OS 2 F (K
usualresiden@ when the tumor was diagnosed.
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¢KS I RRNX&d&a Aa LI NI 27F (KS ultigle GsksSlyniil QravidReS Y 2
referral pattern report and allow analysis of cancer clustersrvironmental studies. Do not
dzLJRF 0SS GKA& RIFEGEFE AGSY AT (KSangitgihs Saaitedna | R
would destroy its usefulness. S&R Manual Sectidihree, Guidelines for Recording Patient
Addresdor detailed residency rules.

Recording Addr at D3tate

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

2. DoNotUpdatéi KA & RFEGF AGSY AF GKS LI GASydQa |
data item would destroy its usefulness. S8R Manual Sectidihree, Guidelines for
Recording Patient Addrefs detailed residency rules.

3. Abbreviations Only abbeviations on the followingables are acceptable.

Abbreviations US StatedPossessionand 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
AE iy O/FPQ Armed FM Micronesia Y4 Residence unknown.

Services Europe

Resident of a country
other than the U.S.

(including its
AP APO_/FPO Arr_ped MN Minnesota XX territories,
Services Pacific commonwealths, or

possessions) or Canac
and thecountry is
known
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Resident of a country
other than the U.S.

(including its

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

AR Arkansas MO Missouri CDh 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

Canada, province

CD unknown NV Nevada SK Saskatchewan

CO Colorado NB New Brunswick SC South Carolina

CT Connecticut NH New Hampshire SD South Dakota
United States, state

DE Delaware NJ New Jersey uS unhown

DC District of Columbia | NM New Mexico TN Tennessee

FL Florida NY New York TX Texas

i Newfoundland and

GA Georgia NL Labrador uT Utah

GU Guam NC North Carolina VT Vermont

HI Hawaii 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

IA lowa OH Ohio Wi Wisconsin

KS Kansas OK Oklahoma wyY Wyoming

KY Kentucky ON Ontario YT Yukon

LA Louisiana OR Oregon

ME Maine UM Outlying Islands
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Abbreviations Other

Other Country or Unknown Abbv
Resident of a country other than the US (including its territodespmonwealthspr possessiony | XX

or Canada and the country is known
Resident of a country other than the US (includingetsitories, commonwealthspr possessiony | YY
or Canada and the country is unknown
Resident of US, NOS (including its territoreesnmonwealthspr possessiony Canada, NOS; YA
residence unknown

Addr at Dxc Postal Code NAACCR Item #100
C2NJ ! { NBaAaARSYla:s -dibesienddd postdZ3P) dallie iviie tidit@rior y A |
wasRA I Ay 2aSRd® ¢KS | RRNBaa Aa | ndhasIhultipl@dusésK S

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 BDRostal Code

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

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

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

Recording PatierAddresdor detailed residency rules.

5. Multiple Tumors If the patient has multiple tumors, the posteode may be different
for eachprimary.

6. Other countriex; When available, record the postal code for other countries.

159



7. Unknown Postal Codelf the street address;ity, and stae are 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 Streetaddress, city, state and postal code are unknown and the
information cannot be obtained from any other sources, use codes noted below.

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

MEG258 The patient’s six-character Canadian postal code left justified, followed by three blanks

998822928 Permanlent address in a clc-untry 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 (KS O2dzyiée 2F (GKS LloiwasSdagnosad. Danalzl f
updated KA & RIGF AGSY AF GKS LI 0ASyGQa Oz2dzyie

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 following web 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 focvingfi@a
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are listed invCR Manual Appendix F, Federal Information ProceSsamglards (FIPS)
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 IS resident.
Medical Record Number NAACCR Item #2300

Record the patient's medical record number. The medical recordosuns a patient
identificationnumber usually assigned by theporting facility.

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 fewer thdd 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
RIT

Oneday surgery clinic

S|U

4. If the medical record number is unknown, record

U|N|K

Social Security Number NAACCR Item #2320

wWSO2NR (KS LI GASYyGdQa {20A1ft {SOdaNRAR (& bdzyo
Recording Social Security Number

1. Providing a social security is mandated by the Code of Virginia. See Appendix ### for
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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 Social Security Number since this data item is
used for record linkage to match patients at the VCR as well as to match VCR
information with the Social SecuritydzY 6 SNJ 2y (KS K2 aLWA Gl t Q&
entries for missing values and transpositions. Do not record Social Security Numbers
0KFd SYR gA0GK . 2N 5@ ¢KSasS IINB GKS &Lk

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

a. First three digits cannot = 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 acorrection 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

WwWSO2NR (GKS LI GASYdQa LIXIFOS 2F 60ANIK®D® ¢CKAA
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 GemodescwWS O2 NR (U KS LJ (A Sy ( @GR MaliublOS 2 F
Appendix G, SEER GaadesThese codes include states of the United Statesedls

as foreign countries.

a. Use the most specific code possible.

b. These codes are generally incorporated in abstracting software.

c. Atthe time SEER assigned geales in the 1970's, the United States owroed
controlled islands in the Pacific. Many of theskands are novndependent.
Some are controlled by countries other than the United States.

The original codes are used for these islands to preserve historic
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information. The names have been annotated to show the new political
designation. The alphabetic list displays the correct code.

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
2z Place of birth is unknown, not mentioned in the patient record

Birthplace¢ Country NAACCR Item #254

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

1. This item corresponds to Birthplag&tate.
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 ltem #240

WSO2NR (KS LI GASydiQa RIGS 2F O0ANIK
Recording Birth Date
1. Date Format; Record date in year, month, day format (CCYYMMRE&Qord the
year inthe first four spaces, the month in the fifth and sixth spaces and the day in
the last twospaces. A zero must precede singligit months and days. S&CR

Manual, Sectiol hree General Instructionfor allowable values.

ExampleRecord June 30, 1906 as 19060630.
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2. Date Unavailable, but Age KnowWhen age is known, estimate year of birth when
further information 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 June 15, 1996. The
medical record does not have a birth date. Record unknown month (blank) and day
(blank). Estimate the year as 1936+936).

Example2w SO2 NR G KS LI ( A S92 Twhenkhle imneslicarécord A NJi
contains only the year of birth (1927).

3. Unknown Month, Day and/or Yeagif 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
approximationof day is acceptabléd=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 are transmitted 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 the interoperable format. Traditional
dates are displayed iIMMDDCCYY form, with 99 representing unknown day or
month portions, and 9999999@presenting a completely unknown date.
Interoperable dates are displayed@CYMMDD formwith 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 $tginia 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 no appropriate value in the corresponding dateDia pf
Birth.

Recording Date of Birth Flag

1. Leave this item blank Date of Birthhas a full or partial date recorded.

2. Code 12 if théate of Birthcannot be determined at all.

3. Registrars should enter this 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 codindpate of BirthFlagry (0 KS Gl o6t S 6St26> (KS
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 MMB939CCYY CCYYMMbb bb

known (example: 02992007) (example: 200702bb)

Year only known 9999CCYY CCYYbbbb (example: bb
(example: 99992007) 2007bbbb))

Date is 99999999 bbbbbbbb 12

unknown (example: 99999999) (example: bbbbbbbb)




Sex NAACCHRem #220
wSO2NR (GKS LI GASyiQa aSE®

Codes and Definitions

Code | Definition

Male

Female

Other (Hermaphrodite)
Transsexual, NOS

Transsexual, natal male

Transsexual, natal female
Not stated/Unknown

||~ |WIN|-

Special Instructions

1. Sexmustbe documented in thé’E Text field

2. Codes of 3 through g2quiresdocumentation in the PE Text field

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

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

Spanish/Hispanic Origin NAACCR Item #190

Record the Spanish/Hispanic origin. This item identifies persoBpaniish or Hispanic
ethnicity. Thiscode is used by VCR to identify whether or not the person shmildassified
& &l A & parpysks@EcalctilatiNg cancer rates. Hispanic populations haeseditf
patterns of occurrence afancer from other populations that may be included in the White
category (01) oRace throughRace 5.
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Codes and Definitions

Code| Definition

0 Non-5panish, 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 AmericaiRdjpinos, or others who may have Spamsimes.

2. Code 0 (No#spanish; 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 for Collecting Race,

Ethnicity, and Primary Language Informatidrom Patients"which was developetly the
Health Research Educational Trust providing guidance on how to collect this
information during patient registration. This resource is available at the followingutidk
should be shared with personnel responsible for patient registration throughout
your facilities: http://www.hretdisparities.org/

167


http://www.hretdisparities.org/
http://www.hretdisparities.org/

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

Record the appropriate codes forthdl 6 A Sy 6§ Qa NI} 0S6a0 Ay wl OS
Race 5. Race is coded separately from Spanish/Hispanic Origin.

Codes 0& 13 became effective with diagnoses Januar{988,and after. Code 14 became
effective with diagnoses January 1, 1994 and later. In 201& 08 w3as converted to the
newcode 15, and codes 16 and 17 were added. Codes9Z0became=ffective 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 NQOS, &
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

Recording Race
Race 1 is the field used to compare wislte data on cases diagnosed prior to January 1,

Hannd dawl OS¢ SpagishHigpharic®iiglBath itersimkist be recorded. All
tumors for the same patient should have the same race code(s).
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Single Race

1. If only one race is reported for the patient, in Race 1 enter the race code dacm 2

through Race 5, enter 88.

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 Bnter 88. Do not code 01 in Race 1 signifying one parent and

01 again in Race 2 for other parent.

Example 2A patient was born in Mexico of Mexican parentage. Ca=R a91 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. The 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.

If less than five specific racedes apply for a patient, code 88 in the remainage
fields.

ExampleA 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.

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

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, Race 4, and Race 5 as
appropriate.

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.

If the person isiot Hawaiian, code Race 1 to the first stated +vanite race (02
98).

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

6. If the patient's race is determindobsed orthe races of relatives, there is no
priority to coding race, other than to list the nawhite 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 stated in 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 gig/sical exanmgonsultation
or nursing notes, Code Race 1 as 02 Black and Race 2 tliRauglb as 88.

Example 2Patient describes herself as muiticial (nothing more specifiend
nursing notes sayAfrican American Code Race 1 as 02 Black and Rabeo2gh
Race 5 as 88.

Example 3Patient states she has a Polynesian mother and Tahitian fafloele
Race 1 as 25 Polynesian, Race 2 as 26 Tahitian and Race 3 througlaf@8e

2. If race is unknown, not stated in the medical record, or stated specifically,
refer to the racespecific guidelines below. If none apply, code Race 1 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.
2. Black (02) includes the designations Negréfican American
3. Native American (03) should be used for any person stated to be Naimagican

or [western hemisphere] Indian, whether from North, Central, South,atin
America.

4. isbased on birthplace information when place of birth is given as Chapan, or
the Philippines and race is reported only as Asian, Oriental, or Mongolian.
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Exampleif the patient's race is recorded as Asian and the place of tsirth
recordedas Japan, code Race 1 as 05 Japanese and Race 2 through Réfe 5 as
5. Do not code Asian in a subsequent 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 ivada@t for Race 1.

2. If Race 2 is coded to 88, then Race 3 through Race 5 must be coded to 88.
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. If race is unknown, it should be recorded as suct
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 on how to collect this information during patient registration. This resource is
available at the following link and should be shared with personnel responsible for patient
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 diagaosifr
treatment.

This item is used in financial analysis and as an indicator fditygaad outcome analyses.
JointCommission on Accreditation of Healthcare Organizatid@&\HO) requirdise patient
admissiornpage to document the type of insurance or payment structure that will cover the
patient whilebeing cared for at the facility.
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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 elsewhere or the payer at the time of diagnosis is not known
record the payer when the patient is initially admitted for treatment

3WSO2NR GKS (eLlS 2F AyadzaNFy yOS NBLR2NISR
4. Codes 21 and 6568 are to be used for patients diagnosed on or after January 1, 2006

5 LF Y2NB (KFIYy 2yS LI &SN 2NJ AyadzN»F yoS OF |
page,record the first

6. LT GKS LI GASydQa LI &@SNJ 2NJ Ayadz2Ny 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 PPO). 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.

Text¢ Usual Occupation NAACCR Item #310
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This data item is used to identify new werdated health hazards, serves as an additional
measure of socioeconomic status, and identifies occupational groups in which cancer
screening or preventioactivities may be beneficial.

Usual occupation is defined identically as on death certificates and conforms to the 1989
revision of the US Standard Certificate of Ded#tording Text/sual Occupation

1.

2.

Do not record retired.

If usualoccupationisnot @+ A€t 6f S 2NJ Aa dzyly26yz NBO:
recent occupation or any known occupation.

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.

If the patient was a housewife/househusbaaddworked outside the home most

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

If the patient is not a student or housewife and never worked, recmader workedas
the usual occupation.

If no information is available, recotdhknown
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 diagnosispBtents under the age
of 14, leave blank.

8. ¢KS LI GASYGQa 200dzLd GA2Y Yl @& 0S Hgoygy R 2
and physical or conduleports in the medicalecord.
0.
Text¢ Usual Industry NAACCR Item #320

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

. 20K 200dzZLdr GA2Y YR 0dzAAYySadakAyRdzAGNE | NB
occupation. These data items are used to identify new wetated health hazards, serve as
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an additional measure of socioeconorstatus anddentify occupational groups in which
cancer screening or prevention activities may be beneficial.

! adzl AYRdAzZZAGNER ol faz2 {y2ey |a alAYR 2F 0dz
certificates and conforms to the 1989 revision of the US Standard Certificate of Death.

Recording Text)sual Industry

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

2. If the primary activity carried on at tHecation where the patient worked is
unknown, it may be sufficient to record the name of the 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 useShé LIt 2 rearSeNaRdcity/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
0KS LI GASyidQa OdaNNByid 2N Y2aild NBOSyid od

4. Update this datatem if better information is obtained as to the usual industry of the
patient. However, it is not 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 occupation is reported. If no
information is available regarding the industry in which the reported occupation was
carried out or the occupation is unknown, recamdknown

6. 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 blank

Cancer ldentification

Class of Case NAACCR Item #610

Class of Cagdivides cases into two groups. Analytic cases (codes2?) are those that

I NENBSIljdZA NBR o6& [/ 2/ (G2 0SS I 06aiNI) OdibfitRin 6 SOl dz
managing thecancer. Analytic cases are grouped according to the locafidragnosis and

first course otreatment. Nonanalytic cases (codes 389 and 99) must bebstracted for
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submission to th&/CR. Nonanalytic cases are grouped according to the reasatreatpvho
received care at théacility is nonanalytic. Use Januaryl990,as the reference date. (See
VCR Manual Sectiddne,Reference Daje

Recording Class of Case

1.

Codethed f I aa 2F /1FasS (GKFG Yz2ad LINSOAaStfe R
facility.

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

LO Aa LlRaaArotsS GKFEG AYyTF2NXYIGA2Y F2N) O2F
first course of care. If that occurs, change the code accordingly.

'aS Ofllaa 2F OFaS on 2NJoc U2 NBLIEZ2NI oS8
GLIYNI yaArAdéeé OFNB Aa 3IAGSYy G2 | LI GASYd o
practitioner for continuity of care. These cases do NOT have to be reported to the VCR.
If a patient presents to your ER and expires and the physician writes a diagnosis of

cancer aghe principle or secondary cause of death, code as active disease. This MUST
be sent to theVCR.

Codes and Definitions

Analytic Classes of Case

Initial Diagnoses at Reporting Facility

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

10 | Initial diagnosis at the reporting facility or in an office of a physician with admitt
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 of
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 facility; part of first course treatment was done elsewhere

14 | Initial diagnosis at the reporting facility AND allcburse treatment or a decision

not to treat was done at the reporting facility

Initial diagnosis Elsewhere
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20 | Initial diagnosis elsewhere AND all or part Btburse treatment was done at
reporting facility, NOS

21 | Initial diagnosis elsewhere AND part 6fcburse treatment was done at reporting
facility; part of 2 course treatment was done elsewhere

22 | Initial diagnosis elsewhere AND aflcburse treatment or decision not to treat wa

done at the reporting facility

Class of CasREQUIRED 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 provided elsewhere AND patient presents
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 case required by VCR to be accessioned (for example: squamous
intraepithelial lesiong SIL) AND initial diagnosis AND part or alFafdurse
treatment by reporting facility

35 |/ AS RAIF3IYy2aSR 0ST2NB LINPINI YQa NBT
January 1, 1995 AND all or part &fcburse 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 0STF2NB LINPINI YQa NBT
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 notappear in person at reporting facility

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 Non-staff physician or noi€OC accredited 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 arunaffiliated, freestanding clinic across the street that

177



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 fempportive care, code
to 32.

c. Patient is diagnosed withlagh-gradedysplasia of the colon in your
facility; code to 34.

Casefinding Source NAACCR Item #501

Record the earliest source of identifying information. For cases identified by a source other
than reporting facilities (such as through death clearance or asudt i&fsan audit) this

variable codeshe type of source by which the tumor was first identifiedisTdata item

cannot be used bitself as a data quality indicator. The timing of the casefingiugesses

(e.g., death linkage)aries from registry to registry, and the coded value of this variable is a
function of that timing.

This data item willhelp facilities in prioritizing their casefinding adtiles. 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 | Diagnostic imaging/Radiology (other than radiatitrerapy, code€3;includes nuclea
medicine)

27 | Tumor Board

28 Hospital rehabilitation service or clinic

29 | Other hospital source (including clinic, NOS or outpatient department, NOS)
Case first identified by source other than a reporting facility covered In code29.0
30 | Physiciannitiated case

50 | Independent (nofospital)pathology/laboratory report

60 | Nursing home initiated case

75 | Managed care or insurance records

85 | Out of state case sharing
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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 a r
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 or specimen contact at the facility) of identifying
information.

ExampleA reportabk case is identified wha reviewing path reportsluring routine
casefinding. Cod€asefinding Sourde 20 Pathology DepartmérReview.

2. If the tumor was first identified 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 GKIFy | NBLIZ2N
specific use of these codes will be to indicate previous unreported tumors identified
because ofQC 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 to be 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 documents available 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 thhe source used for
the originalcasefinding.
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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
facilities included in the 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 Administration, military
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 with inpéiand given the code with
the highest priority.

Sources coded to @sually 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

YSRAOAYS aAaSNBAOSad ! LIKeaAOAlywa 2FFAOS i
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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 inpatigouto
hospital a month later for surgery. The inpatient record is used for abstragiode 1).
Code this data item ta.
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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 es@nt the date of an
outpatientvisit for a biopsy, xay, scan or laboratory test.

When pathologyspecimenronly tumors are collected (Class of €48, Type of Reporting
Sourcel), the date of specimen collection form the pathology repoxdd be used as the
Date of F' Contact. If a pathologgpecimenronly case is followed by patit contact with a
facility fordiagnosis and/or treatment of the respective tumor, the hospdlaould 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.

When Autopsy Only (Class of Case 38, Type of Reporting Sourn®6 aure collected, the
date ofdeath should be used as the Date of 1st Contact.

Beginning in 2010, the way dates are transmitted between facilgistees and central
registrieswas changed to improve the interoperability or communication of canegistry
data withother electronic record systems. Registry software may displagsdatthe
traditional manner oiin the interoperable format. Traditional dates are degged in
MMDDCCYY form, with 98presenting unknown day or month portions, and 99999
representing a completelynknown date. Interoperable dates are displayed in A@MDD
form, with the unknown portionsf the date filled with blank spacel adate is entirely blank,
an associated date flag is ustmexplain the missing date. Flags are not used for software
generated dates.

1 Fa more information regarding dates, please 3éegina 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 Deliet of First Contachs part of

an initiative to standardize date fields, date flag fields were introduceattmmmodatenon-
date information that had previously been transmitted in date fields.
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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 or partial 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 diagnosed the tumor being reported. Beginning in 2010, the way
dates are transmitted between facility registries and central registries was changed to improve
the interoperability or communication of cancer registry data with other electronic record
systems. Registry software may display dates in the traditional manner or in the interoperable
format. Traditional dates are displayed in MMDDCCYY foitim, 98 representing unknown

dayor month portions, and 99999999 representing a completelgnawn 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 useskplainthe missing

date. Flags are natsed for softwaregenerated dates.

9 For more information regarding dates, please $tgjinia Cancer Registry
Manual, Part ThreeData Item Instructions, General Information, Coding Dates

Recording Date of 1st Contact
1. Use the first date of diagnosis whether clinically or histologically established.
Example 1The patient was diagnosed with cystic pancreatic endocrine neoplasm
(CPEN) August 24, 2016. Tatient presents to the reporting institution for
treatment of the CPEN on November 5, 2001. This case would be reportable with a
Date of Diagnosis of 20160824.
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.
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Example 3A March 122016,mammogram reveals a mass in the upjoerter

jdz- RN} yad 2F | LI GASydQa NARIKIG oNBFaid O2
the patient has an excisional breast biopsy that confirms infiltrating ductal carcinoma.
Date of Diagnosis is 20160312.

Example 4A physician notes a prostate nodule possible for cancer during a May 12,
2016 physical exam. On June 2616,a needle biopsy of the prostate histologically
confirms adenocarcinoma. Date of Diagnosis is 20160615 because "possible for
cancer" does not constitute a reportable diagnosis.

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

Example 1A patient has a total abdominal hysterectomy for endometriosis in

January 2014. The patient is admitted to the hospital with abdominal pailouember
2016. An omental biopsy shows metastatic cystadenocarcinoma. Pathologists review
the 2010 histology specimen. They identify and area of cystadenocarcinoma in the left
ovary. Date of diagnosis is 201401

3.WwSFSNI 2 GKS fAad 27T General lofardadzh dril Rap&thidy & ¢

Requirements for language that represents a diagnosis of cancer

. Use the date treatment was started as the date of diagnosis if the patient receives a firs
course of treatment before a diagnosis is documented.

. Use the actual date of diagnosis for anduterodiagnosis for cases diagnosed on
January 12009,or later.

. If the year of diagnosis cannot be identified, it must be approximated. Record what is
known and enter approximation for month and/or yeadd#scriptions are available or
blank for what is unknown. Approximation of day is acceptable. Ref¢Ct Manual,
SectionThree: Data Item Instructions, General Information, D&degstructions
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
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 52016,and receives Tamoxifen for breast cancer. The original
Date of Diagnosis is unknown. The correct Date of Diagnosis is blank.
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Example 2Patient receives palliative treatment for breast cancer diagnosed in June
2016. The correct Date of Diagnosis is 2016065 K SNBSS lgdz- £ & | o6 € | 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 1X)16,with severe flank pain with
history of lung cancer diagnosed five years ago. The correct Date of Diagnosis is
2011bbbb. Do not record unknown when descriptive information can be used to
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 withyelodysplastic 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 appropriate value in the bel@ of DiagnosisAs part of an
initiative to standardize date fields, date flag fields were introduced to accommodate non

dated 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
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Recording Date of Diagnosis Flag
1. Leave this item blank Date of Diagnosisasa full or partial date recorded.

2. Code 12 iDate of Diagnosisannot be determined, but the patient does have a
diagnosis otancer.

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,
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&de according to ICD-2.

3. Cases with UnknowDate of Diagnosidf the Date of Diagnosis unknown and cannot
be estimated, theDate of 1st Contacthould be used to determine the correct coding
manual to use. Code according to OB when theDate of 1st Contads on or after
January 1, 2001. Code according to-l®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. Record the IDO-3 topography for the site adrigin.

2. Consult the physician to identify the primary site or thest definitive site code if
the medical record does not contain that information.

3.¢21L123INI LIKE& O2RSAa | NB Ay RA-Ggitedsdnuraber. |
Do notrecord the decimal point.

4. Follow the instruction irHematopoietic and Lymphoid Neoplasm Case
Reportability andCoding Manuaénd the Hematopoietic and Lymphoid
Neoplasms Database (HematopoiddB) for assigning site for lymphomas,
leukemias and othelnematopoietic neoplasms.
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. Lymphomas may arise in lymph nodes, lymphatic tissue such as tonsils, spleen,
2 | £ R Smng bidhgimus, or in extranodal sites. Distinguishing between nodal
and extranodal origimns important because extranodal lymphomas have a better
prognosis. Do NOT record thepsy site as the primary site unless it has been
confirmed as the primary site. Do negcord a metastatic site as the primary site.

. The primary site for a lymphoma involving multiple lymph node regions should list
the nodal regions involved in thEextPrimary Site Titléeld and coded to C77.8

. Use subcategory 8 for single tumors that overlap the boundaries of two or more
sub-sitesand the point of origin is unknown.

Example 10verlapping lesion 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. Code overlapping lesion of the
bladder when a single lesion involves the dome (C67.1) and the lateral wall
(C67.2) andhe point of origin is nostated.

. 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 an
codedto colon, NOS (C18.9)

. If the patient is diagnosed with metastatic melanoma and the primary site is not
identified, the primary site iskin, NO$C44.9).

. The primary site for Kaposi Sarcoma is the site in which it arises. The primary site
isskin,NOJC44.9) if the Kaposi Sarcoma arises simultaneously in the skin and
another site andhe primary site is not identified.

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.
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a. Osteosarcoma is recorded bene, NO$C41.9)

b. Sarcoma is recorded asft tissue, NOGC49.9)

Text

Text to support this data item must be recorded in the specific text field V&de
Manual SectionThree, Data Item Instructions, Téxtimary Site TitleThistext field is
used by theVCR to validate ICD topography and laterality codes reported.

Laterality NAACCR Item #410

This identifies the side of a paired organ or the side of the body on which the reportable tumo
originated. This applies to the primary site only. Laterality supplements staging and extent of
disease information and defines the number of primaries involved.

NOTEAlthoughSTORE arflORDS allows you to code lateralitydforonlLJ- A NER 2 NH |

pairedsites may be coded right or left, if appropriate. Otherwisele noALJF A NS R & A G S
VCR wilNOTaccept 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
4 Bilateral involvement at time of diagnosis, lateral origin unknown for a single primary; or both
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 (sBart Three: Data Item Instructions; General

187



Instructionsg Laterality)
2. Do not code metastatic sites as bilateirmlolvement.

3. If both lungs have nodules or tumors and the lung@mdin is not known, 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
G Y Airie of the right breast is coded 1, right; midline in this usage indicates the primary
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&# Manual
SectionThree, Data Item Instructions, Téxtimary Site Title.

Histology NAACCR Item #522
This data item records the code for histologic type of the canuaerdr being reported using
ICD@3 or ICBO-2 (International Classification of Diseases for Oncology, ©his&cond
Editionpublished by the World Health Organization). Histology is a basis for staging and the
determination of treatment options. It also affects tipeognosis and course of the disease.

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 be used to determine the correct coding manual to use.

Coding Histology

1.ICBO0 ARSYUGAFASE GKS Y2NLIK2f238 O2RSa gA
y2G NBO2NR (KS dadat¢

2. Record histology using the 1€B3 codes in the numeric Lists/Morphology section
(ICDGB, 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 Ruld®n coding the histology
for all reportable solid tumors. 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
1,2018and the 2022 rules for cases diagnosed after January 1,2022

Example 1Final pathologic diagnosis is nemall cell carcinoma, most likely
adenocarcinoma. The phraseost likely adenocarcinoma an importanicomponent of
the complete histologic diagnosis and impacts the proper@Ciddeassignment. This
should be coded to adenocarcinoma (8140)

Example 2Final pathologic diagnosis is adenocarcinoma of the lung vs.
mesothelioma. The diagnosis on the discharge summary was mesothelioma. The
complete histologic diagnosisnsesotheliomacode9050.

5. Review all pathologseports.

6. Code thdinal pathologic diagnosis for soltdmors.

a. At times, the final diagnosishot Otherwise SpecifigdarcinomaNOS,

melanoma,

NOS; sarcoma, NOS; lymphoma, NOS; or malignant tumor, NOS). Use the histology
form the addenda or comment if it identifies a more specific histologic type such as
adenocarcinoma, amelanotic melanoma or spindle cell sarcoma.

ExamplefFinal pathologic diagnosisdsictal carcinoma, NO& the breast.
Comment states the histologydsictal carcinoma, mucinous typeode as 8523.

7. For lymphomas, leukemias and other hematopoietic tumors, follow the instructions in
Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Maduhke
Hematopoietic and Lymphoid Neoglas Database (hematopoietic DB)

8. The codes for cancer, NOS (8000) and carcinoma, NOS (80N &reerchangeable.
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
histology code. Cancer, NOS and carcinoma, NOS are not interchangeable. If the
physician states thpatient 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.
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Text

Text to support this data item must be recorded in the specific text fieldsvVE&eManual
SectionThree, Data Item Instructions, T&X Prod?athand TextHistology TitleThese text
fields are used by the VCR to validate-[@Bistology codes reported.

Behavior Code NAACCR lItem #523

This data item records the behavior of the tumor being reportec fiith digit of the
morphologycode is the behavior code. This is used by pathologists to desehibner 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 registry standarsetters. Gastrointestinal stromal tumors (GIST) and
thymomas ardrequently nonmalignant. However, they must be abstracted andgssd a
behavior code of 3 they are noted to have multiple foanetastasispr positive lymph nodes.

Coding Behavior
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 (benign and borderline or "nemalignant”)is 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)

190



4. The following terms are synonymous with in situ (behavior code 2):

Adenocarcinoma in an adenomatous polyp =  Lobular neoplasia, grade Il (LN3)

with no invasion of stalk

Bowen’s disease =  Lobular, noninfiltrating

Clark’s level 1 for melanoma (limited to =  Noninfiltrating

epithelium)

Comedocarcinoma, noninfiltrating ®  Noninvasive

Confined to epithelium = No stromal involvement

Hutchinson’s melanotic freckle, NOS = Papillary, noninfiltrating or intraductal

Intracystic, noninfiltrating =  Precancerous melanosis

Intraductal ®=  Pre-invasive

Intraepidermal, NOS =  Queyrat’s erythroplasia

Intraepithelial, NOS = StageO

Involvement up to but not including the ®=  \Vaginal epithelial neoplasia, grade 3

basement membrane (VAIN 111)

Lentigo maligna = Vulvar epithelial neoplasia, grade 3
(VIN 111)

5. Record behavior as /3 (malignant) if any invasion is present, no matter how limited.

ExampleThe pathology report readatraductal carcinomg8500/2)with focal

areas of invasiorilhe phrasevith focal areas of invasias animportant

component in determining behavior and impacts the proper-@Bode assignment.
The histologic type must include the invasive compongritaductal carcinoma with
focal areas of invasiof8500/3).

6. If your facility considers the terminology of severe dysplastagirgradedysplasiaof
the colon as synonymous with carcinomasitu, 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.
Registry hospitals wouldormally submit the statement to the Cancer Committee.

c. Document a policy that states colon sites diagnosed with severe dysplasia aigtior
gradedysplasia will be abstracted as carcinomsitu.
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d. Add the policy to your Policy and Procedure Marattching 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 ahdgfegradedysplasia as
carcinoma irsitu. In the text for each case, document the final pathologic diagnosis
Ff2y3 6A0K (EBGazILIBRNYBYIKARYIAAGE D

Text

Text to support this data item must be recorded in the specific text fieldsvVE&eManual
SectionThree, Data Item Instructions, T&X Prod?athand TextHistology TitleFor registry
hospitals, these text fields are used by the VCR to validat®©IG€&havior codes reported.

Grade/Differentiation NAACCR Item #440
¢tKAA RFEGF AO0SY RSaONAOSa (KS Gdifsrentaled (Glddea S
1)is the most like normal tissue, and undifferentiated (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 ICID-3.2 or ICDO-2 (InternationalClassification of Diseas for Oncology,
Thirdor Second Editiopublished by the World Health Organization).
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Codes and Definitions
Code Definition

1 Grade I - 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

Ll |d]|] || & W

Grade Unknown - Grade/cell type not determined, not stated, not applicable

Assigning Grade/Differentiation

See Virginia Cancer Registry Man&actionThree: Data Item Igictions, General
Instructionsg Morphology: Gradéor cases diagnosed prior to 2018. For 2018 diagnosis dates
and later refer to the Summary of Changes atlieginningof 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-l@BQrade codes reported; for neegistryhospitals,
these text fields are used to assign the 1G[Qrade codes.

LymphVascular Invasion NAACCR Item #1182

This data item indicates the presence or absence of tumor odisnphatic channels (not
lymphnodes) or blood vessels within the primary tumomased micioscopically by the
pathologist.Lymphvascular invasion is an indicator of prognosis.

Lymphvascular invasion is defined as the presence of tumor 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
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throughout the body. Other names for lymplascular 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 tunmdoiadjacent blood vessels;
LVIcells are not attached to or growing into the wall of the bloodsad. Lymphatic invasion is
not the same as involvement of regional lymph nodes. Lysvgbular 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 1f
lymph-vascular

Recording LympNascular Invasion

1. Code the absence or presence of lymscular invasion as described in the pathology
report.

a. Theprimary sources of information about lymptascular 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 GK2ft 238 NBLR2NI 2N I LIKeaAOAlyQa

Q)¢

b. Do not code perineural invasion in this field.
c. Information to code this field can be taken from any specimen from the prirtogmnpr.

d. If lymphvascular invasion is identified anywhere in the resededcimen, ishould be
coded as present/identified.

e. For cases with benign or borderline behavior, code the lywgdcular invasion
documented (negative or positive) and, if not documented, code unknown.

f. For cases treated with neoadjuvant theramfer to table below in order to code

this field. However, if documentation in the medical record indicated information
that conflicts with this table, code lymplascular invasion with the documentation
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in the medical record.

Use code 0 when the pathology report indicates that there is no lyagscular
invasion.

'aS O2RS M ¢KSy GKS LI GK2f23& NBLEZ2NI 2N
lymphvascular invasion (or one of its synonyms) is present in the specimen.

Use code 8 for cases that have no microscopic examination of a primary specimen
and for the following primary sites:

Hodgkin andhon-Hodgkinlymphoma

Leukemias

Hematopoietic and reticuloendothelial disorders

Myelodysplastic syndromes including refractory anemias and refra@ayii 2 LISy A | ¢
Myeloproliferative disorders

Use code 9 when it is not possible to determine whether lyragscular 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 cytology Y_ &l ] ' ' ( '_ . ! pically exami
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.
" Examples include alpha-fetoprotein for liver primaries.
5 Pasitive laboratory test/marker study. . ] ) .
1t ry test/ uay 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
. . o . . . | 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
g phy } . 9 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
or 7 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 tddiaer code if a more definitive
method confirms the diagnosis at any time during the course of the diseas& (Gee
Manual SectiorOne, Changing Informatiam how to submit a change

Example: Agtient is admitted on 11/28/2021. A chestay dated12/1/2021
diagnoses a probable lung cancer. The patient refuses a diagnostic workup. The
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registry codes the diagnostic confirmation to radiography (7). The patient carieent
lymph node biopsy on 2/3/202Zhe biopsy confirms small cell carcinoma.

Change the diagnostic confirmation 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, surgenppsy,or D&C

b. Bone marrow specimens (aspiration and biopsy)

c. For leukemia only, positive 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
smearspronchial brushings, bronchial washings, 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 diagnostic for that specific cancer.

Example 1The presence of alpHatoprotein for liver cancer

Example 2An abnormal electrophoretic spike for multiple myeloma or Waldenstrom
macroglobulinemia.

Example 3tf the workup for a prostate cancer patient is limited to a highly
elevated PSA and the physician diagnoses and/or treats the patient based only on
that PSA, code the diagnostic confirmation to 5.

7. Assigrcode 6when the diagnosis is based only on:

a. ¢t KS adzaNABS2yQa 2LISNF GA DS NBLI2 Nlsuch BsP Y
colonoscopy, mediastinoscopy, peritonectomyand no tissue wasexamined.

b. Gross autopsy findings (no tissue or cytologic confirmation).
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8. Assigcode 7when the only confirmation of malignancy wdisgnostic imaging such
as computerized 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. Thiiagnostic confirmation is coded 8 when the only confirmation of

RA&ASI&AS Aa |

LKEAAOALYyQa Ot AYAOLf

Assigrcode 9if it is unknown if the diagnosis was confirmed microscopically anDdaith
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 n g y ( . Py
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)(p13.1g22) (9871/3)
Posnane . UNEIRSEOPIC Microscopic confirmation is all that is known. It is unknown if the
? CONTiHANION, istaon nat cells were from histology or cytolo
specified i
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.
Radi hy an her imagin ; ;.5 : x
adlograp Y ? i e. Mag) .g The malignancy was reported by the physician from an imaging
7 techniques without microscopic :
} . technique report only
confirmation
linical di i ly, other than y :
8 (5: IEIC:r glagnosw onh:: oemers 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

Recording Diagnostic ConfirmatiQidematopoietic and Lymphoid Neoplasms

RALF 3y

1. There is not priority hierarchy for coding Diagnostic Confirmation for hematopoietic an
lymphoid tumors. Mostommonly, 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, frozen section, surgery, or autopsy or bone marrow specimens from aspiration
or biopsy.
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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 diagnosis was based on immunophenotyping or genetic testing using
tissue,bone marrow, or blood.

. Assign cod@ when the microscopic diagnosis is based on cytologic examination of
cells (rather than tissue) including but not limited to spinal fluid, peritoneal fluid,
pleural fluid, urinary sediment, cervicsthearsand vaginal smears, or from paraffin
block specimens from concentrated spinal, pleural, or peritoneal fluid. These
methods are rarely usefbr hematopoietic or lymphoid tumors.

. Assign cod8& 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.

. Assign cod® when the diagnosis of cancer is based on laboratory tests or marker
studies which are clinically diagnostic for that specific cancer, but no positive
histologic confirmation.

. Assigncodég KSYy (GKS RAIFIy2aAad A& o0FaSR 2yfe
surgical exploration or endoscopy or from gross autopsy findings without tissue or
cytological findings.

. 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 diagmpsed
tests of exclusion where the tests for the disease are equivocal and the physician
makes a clinical diagnosis based on the information from the equivocal tests and the
LI GASyidQa Of AyAOrt LINBaSydaldAz2y®

Text to support this data item must be recorded in the specific text fields. See VCR Manual
SectionThree, Data Item Instructions, TeRIX ProdPath. For registry hospitals, these text
fields are used by the VCR to validate-l@Brade codes reported; for nenegistry hospitals,
these text fields are used to assign the 1GIgrade codes.

Regional Nodes Positive NAACCR Item #820

Record the exact number of regional lymph nodes examined bpdkb®logist and found to
contain metastasis. This data item is necessary for pathologic staging, and it serves ay a qua
measure for pathology reports and the extent of the surgical evaluation and treatment for the
patient.
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Codes and Definitiong Regional Nodes Positive

Code Description
00 All nodes examined negative
01-89 |1 to 89 nodes 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

A8

Regional lymph nodes only\Record information about only regional lymph nodes in
this field.

This field is based on pathologic information only. This field is to be recorded
regardlesof whether the patient received preoperative treatment.

True in situ cases cannot have positive lymph nodes, so the only allowable codes ar
00 (negative) or 98 (not examined). Codes3¥land 99 are not allowed.

Cumulative nodes positiveRecord the total number of regional lymph nodes
removedand found to be positive by pathologic examination.

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 lymph node 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.

ExamplelLung cancer patient has a mediastinoscopy and positiveldopsy 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. Code Regional
Nodes Positive as 05 aRegional Nodes Examinad 11 because the colgopsy
was of a lymph node in the same chain as the nodes dissected.
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ExamplePositive right cervical lymph node aspiration followed by right cervical
lymph node dissection showing 1 of 6 nodes positive. Code Regional Nodes
Positive as 01 anBegional NodeExamineds 06.

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 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 andegional Nodes Examinad 0%ecause the
supraclaviculatymph node is in a different, but still regional, lymph node chain.

D. If the location of the lymph node that is cel@opsied or aspirated 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 Positive.

Example:Patient record states that core biopsy was performed at another facility
and7/14 regional lymph nodes were positive at the time of resection. Code
Regional Nodes Positive as 07 &ehional Nodes Examinad 14.

. Priority of lymph node countslf there is a discrepancy regarding the number of
positive lymph nodes, use information in the following priority: final diagnosis,
synopticreport (also known as CAP protocol or pathology report checklist),
microscopic, gross.

. 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 number of nodes positive, the registrar should first try to determine
the histology of the metastases in the nodes and code théas 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 as 03 and Regional Nodes Examined as 11 for both primaries.

. Isolated tumor cells (ITCs) in lymph nodér all primary sites except cutaneous
melanoma and Merkel cell carcinomaskin, count only lymph nodes that contain
micro-metastase®r larger (metastases greater than 0.2 millimeters in size). Do not
include in the count of lymph nodes positive any nodes that are identified as
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containingisolated tumor cells (ITCs). If the path report indicates that nodes are
positive,but the size of metastasis is not stated, assume the metastases are larger
than 0.2 mm andaount the lymph node(s) as positive.

. For cutaneous melanoma and Merkel cell carcinomcaunt nodes with ITCs as
positive lymph nodes.

. Use of Code 93Jse code 95 when the only procedure for regional lymph 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 +@sdphageal node found
on CT scan, which is aspirated and foundhéopositive. 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 nodasgirated,and surgically resected
lymphnodes are negative.

Examplelungcancer patient has aspiration of suspicious hilar mass, which shows
metastatic squamous carcinoma in lympbde tissue. Patient undergoes
preoperative radiation therapy followed by lebtomy showing 6 negative hilar
lymph nodes. Code Regional Nodes Positivébaasnd Regional Nodes Examined

as the 06 nodes surgically resected. (Code Lymph Nodes Eval as 5.)

. Definition of Code 97Use code 97 for any combination of positive aspirated,
biopsied,sampled.or dissected lymph nodes 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 thenedd.

Fine needle aspiration (FNA) of onededs positive. The patient hagoadjuvant
chemotherapy, then resection dfie primary tumor and a radicaleck dissection. In
0KS NI RAOIFf ySNIf RAZRE SV A REEn@&CNDe L2 3
nodes show chemotherapy effe@ode Regional Nod&sitive as 97 because the

total number of podive nodes biopsied and removéslunknown, and codRegional
Nodes Examined d9.

Note For primary sites where the number iofvolved nodes must be known arder
to map to N1, N2etc., code 97 mapto N1 and therefore should be avoided.
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Text

Note If the aspirated node is the only one that is romcopically positive, use code
95.

Note: Avoid using Regional Nodes Positive c@dgf possible, 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.
b.
G

d.

When the assessment of lymph nodes is clinical only.

When no lymph nodes are removed and examined.

2 KSY | aRA324aSO0A2YyE 2F | fe@YLK y2RS
nodes at the time of pathologic examination.

If Regional Nodes Positive is coded as 98, Regional Nodes Examined is usually
codedO0.

11.Use of code 99Use code 99 if it is unknown whether regional 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:

€.E.E EEE-EE GBS

Placenta

Brain and Cerebral Meninges

Other Parts of Central Nervous System

Intracranial Gland

Hodgkin and nofHodgkin Lymphoma

Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative
Neoplasms

Myeloma andPlasma CeDisorders

Other and IHDefined Primary Sites

Unknown Primary Site

Text to support this data item must be recorded in the specific text fifds.VCR Manual
Part Three, Data Item Instructions, T&sdth.

Regional Nodes Examined NAACCR Item #830
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This field records the total number of regional lymph nodes there removed and examined
by the pathologist. Beginning with cases diagnosed on or afteralgriy 2004, this item
became acomponent of the Collaborative Staging System (CS). &, 28& of CS was
discontinuedhowever, this data iem continued to be required

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/not
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 recordedgardless
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 nodesligical.

b. When no lymph nodes are removed and examined.

c.2 KSy | aRA&daSOGA2YyE 2F | fe@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. Record 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 except foraspiration or core biopsies coded to 95.
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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.

Examplelung cancer patient has a mediastinoscopy and positive core biopsy of &
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 Nodes Examined as 11 because theicpsy

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@oele Regional
NodesPositiveas 04 and Regional Nodes Examined as 09 because the
supraclaviculatymph node is in a different, 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 Posities 07 and Regional Nodes Examined as 14.

e. When neither the type of lymph node 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, synoptic
report (also known as CAP protocol or pathology report checklist), microscopic, gross.

6. Use of code 95Use code 95 when the only procedure for regional lymph nodes is a
needle aspiration (cytology) or core biopsy (tissue).

Example Patient withesophageal cancer. Enlarged raeisbphageal node found on
CT scan, which is aspirated and found to be positive. Patient undergdiesion
therapy and no surgery. CodReegional Nodes Positiaes 95 and

Regional Nodes Examined as 95.
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. Lymph node biopsyif a lymph 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.

S5STFAYAGAZY 27F GlaFiYALY LUK 3yE2 RO 20RESH YdItoAdy 3 €
number of lymph nodes. Other terms 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.

9.58STAYAGARZY 2F GRABEABSOKAFZEFRSOORREAHOGD2Y
allthe nodes in the lymph node chain(s) that drain the area around the pyitoanor.
Other terms include lymphadenectomy, radical node dissection, lymph sioighging.
Use code 97 when more than a limited number of lymph nodeser®ved,and the
number is unknown.

10.Multiple lymph node procedureslf both a lymph node sampling and a lymph node
dissections performed and the total number of lymph nodes examined is unknown,
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 Meninges

Other Parts of Central Nervous System

Intracranial Gland

Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative
Neoplasms

Hodgkin and nofHodgkin Lymphoma

Myeloma and Plasma Cell Disorders

Other and IHDefined Primary Sites

Unknown Primary Site

geegeeeeeec
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Stage of Disease #titial Diagnosis

Tumor Size Summary NAACCR Item #756

This data item records the most accurate measurement of a pahdary tumor, usually
measuredn the surgical resection specimen. Tumor $szene indication of thextent of
disease. As such,ig used by both clinicians and researchers. Tumor size that is independ
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 (2Zmm 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 NQOS:
Lung and mainstem bronchus (C34.0 - C34.3, C34.8 - C34.9)
Diffuse:
Breast (C50.0 — C50.6, C50.8 - 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
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
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protocol or pathology report checklist). If only a 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 malignantraedsures 2.8cm. Record
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 therapyollowsby surgery, do not record the size of the pathologic
specimen. Code the largest siz3e of tumor 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 chemotherapy. 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 other form of
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. Recordindess than/greater than Tumor Size:
a. If tumor size is reported as less thamm or less thax cm, thereported size
should be 1mm less; for example, if size is <10mm, code size as 009. Often, thes

are given in cm such as < 1cm which is coded to 009, <2cm is coded as 019, <3c
iscoded as 029, etc. If stated as less than 1mm, use code 001.
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b. If tumor size is reported as more thamm or more tharx cm, code size as 1mm
more; for example, if size is >10mm, size should be coded as 011. Often, these al
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, record tumor size as the
midpoint betweenthe 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
dimension of 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).

Example 1Breast cancer described as 6.5mm in size. Rourituapor Sizéo
007.

Example 2Cancer in a polyp described as 2.3mm in size. Round dawror
Sizeto 002.

Example 3Focus of cancer described as 1.4mm in size. Round dlowor Size
to 001.

Example 4There is a 5.2mm breast cancer described in the pathology report.
Round down to 5mm and code as 005.

4. Priority of imaging/radiographic techniques
Information on size from imaging/radiographic techniques can be used to code size

when there is no more specific simdormation from a pathology or operative report,
but it should be taken as low priority, over a physical exam.
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5. Tumor size discrepancies among imaging and radiographic reports
If there is a difference in reported tumor size among imaging and radiographic
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 polyp, ulceyst,or distant metastasis. However, if the
Gdzy2NJ A& RSAONAROSR & + aOdadAO Ylcak s ¢
the size of the entirenass sincéhe cysts are part of the tumor itself.

7. Record the size of the invasive component, 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 si2e/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 breastumor 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 areiaadsive
ductalcarcinoma. Record size as 019.

8. Record the largest dimension or diameter of tumor

Whether it is from an excision@lopsy specimen or the complete resection of the
primary tumor.

ExampleTumor is described as 2.4 x 5.1 x 1.8cm in size. Record tumor size as
051.

210



9. Record the size as stated for purelysitu lesions.

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 tumor
They may nobe from the samdocation,or they may represent only a very small
portion of a larggumor. However, if the pathologist states an aggregate or composite
size (determinedby fitting the tumor pieces together and measuring the total size).
Record that size. the only measurement 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, code
the size of the largest invasive tumor oaifthe tumors are in situ, 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, amdlyeloproliferative 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 fieldsvVE&eManual
SectionThree, Data Item Instructions, TéXath, TexdDX Proe<ray/Scans, TexDX Pro€OP,
and TexdtDX Pro€Scopes

AJCC Prognostic Staging

W/ / tNR3Iy2aGA0 {GFr3S A& RSGSNXYAYSR G 1S
including the clinical examination, imaging, operative procedures, and pathologic assessment
of the anatomic extent of diseasgplus additional prognostic factoes required; and is used
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to make appropriate treatment decisions, determine prognosis, and measure end results. Use
the rules in the current AJCC Cancer Staging Manual to assign AJCC T, N, M, required
prognostic factor(s), and Stage Group values. The following general rules@p@igC staging

of all sites.

Clinical staging includes any information obtained about the extent of cancer before initiation
of definitive treatment (surgery, systemic or radiation therapy, active surveillance, or palliative
care) or within four months after the date of diagnosis, ettaver is shorter, as long as the
cancer has not clearly progressed during that time frame. This stage classification is designat
as cTNM.

Pathological staging includes any information obtained about the extent of cancer through
completion of definitive surgery as part of first course treatment or identified within 4 months
after the date of diagnosis, whichever is longer, as long as the sgstemic or radiation
therapyinitiated, or the cancer has not clearly progressed during that time frame. This stage
classification is designated as pTNM.

Post therapy clinical staging (pastoadjuvant therapy staging) includes any information
obtained about the extent of cancer after completion of neoadjuvant therapy and before the
planned surgery, and the time frame should be such that the post neoadjtivarapy staging
occurs within a time frame that accommodates disease specific circumstances. This stage
classification is designated as ycTNM. Registrars are only required to complete yc staging
when the planned surgery following neoadjuvant therapg baen cancelled.

Post therapy pathological staging (pastoadjuvant therapy staging) includes any information
obtained about the extent of cancer after completion of neoadjuvant therapy followed by
surgery,

and the time frame should be such that the post neoadjuvant surgery and staging occur withir
a time frame that accommodates disease specific circumstances. This stage classification is
designated as ypTNM.

wlf a patient has multiple primaries, stage each primary independently.

wlf the stage group cannot be determined from the recorded categories, then record it as
unknown.

wWhen a patient with multiple primaries develops metastases, a biopsy may distinguish the
source of distant disease. Stage both primaries as having metastatic disease if the physician
unable to conclude which primary has metastasized. If, at a later, tineephysician identifies
which primary has metastasized, update the stage(s) as appropriate.
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wlf pediatric staging is used and AJCC staging is not applied, code 88 for clinical and
pathological T, N, and M as well as stage group. If either clinical, pathological or post therapy
staging was applied for a pediatric tumor, enter the appropriate c@hesdo not code 88.

wlf a site/histology combination is not defined in the AJCC Manual code 88 for clinical,
pathological and post therapy T, N, and M as well as stage group.

WC2NJ AY &AGdz Gdzy2NBR GKIFIO I NBE O2y&aARSNBR | 2
for clinical and pathological T, N, and M as well as stage group.

WC2NJ F RRAGAZ2YIFE AYTF2NXYIOGAZ2Y 2y | W/ Qa 3Sy-
Cancer Staging fromww.cancerstaging.org

*Note: For cass diagnosed after Jan. 2021 ,please refer tgpage B8 ofthe Summary of
Changes section of this manwaaild Appendix Kior AJCC Versionrdormation

Ambiguous Terminology

If the wording in the patient record is ambiguous with respect to tumor spread, use the
following guidelines only as a last resort:

Ambiguous Terms Describing Tumor Spread

Terms that Do Not Constitute Tumor Involvement or

Terms that Constitute Tumor Involvement or Extension Extension

Adherent Into Approaching
Apparent Onto Equivocal
Compatible with Out onto Possible

Consistent with

Probable

Questionable

Encroaching upon

Suspect

Suggests

Fixation, fixed

Suspicious

Very close to

Induration To

Referto Ambiguous Terminologyeferences of Last Resbelowfor additional information.

Ambiguous TerminologReferences of Last Resort

This section clarifies the use of Ambiguous Terminology as listed in STORE 2018 for case
reportability and staging in Commission on Cancer (@oCGedited programs.
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tumor spread for staging purposes. However, these lists need to e amrectly.

The first and foremost resource for the registrar for questionable cases is the physician who
diagnosed and/or staged the tumor. The ideal way to approach abstracting situations when
the medical record is not clear is to follow up with the physician.dfithysician is not

available, the medical record, and any other pertinent reports (e.g., pathology, etc.) should be
read closely for the required information.

The purpose of the Ambiguous Terminology lists is so that in the case where wording in the
patient record is ambiguous with respect to reportability or tumor spread and no further
information is available from any resource, registrars will make consid@rsions. When

there is a clear statement of malignancy or tumor spread (i.e., the registrar can determine
malignancy or tumor spread from the resources available), 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 |
discussed with the appropriate physician/pathologist.

The CoC recognizes that not every registrar has access to the physician who diagnosed and/
staged the tumor, as a result, the Ambiguous Terminology list delineated above must be usec
inCo@ OONBRAUSR LINPAINIYa a4 HBNBFSNByOSa 27T |
Coding Instructions

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 therapy

1. The clinical T staging data item must be recorded for all cases.

2. Code clinical T as documented by the first treatingsitigin or the managing physician
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.
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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 stggmup.

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 Manealstaging rules.

Text

Text to support this data item must be recorded in the specific text fieldsvVE&eManual
Part Three, Data Item Instructions, Te)@&taging

Clinical N NAACCR Item #950

This field identifies the absence or presence of regional lymph node (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
dataA 1 SYad® ¢KSaS ySg OFGSI2NRASE KIF@S 6SSy 3
to existingvalid clinical and pathological T, N, and M categories respectively, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical anmhthological staging/classification timeframe rules while abstracting. The new
categories will beised for cases of all diagsis 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
physician in the medicakcord.

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
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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. 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, occult carcinoma is coded to.cTx
7. Refer to the currenAJCC Cancer Staging Manealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsVE&e
ManualPart Three, Data Item Instructions, Te)&taging

Clinical M NAACCR Item #960

This data item identifies the presence or absence of distant metastasis (M) of the tumor
known prior to the start of any therapy.

Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M
dataA 1 SYao® ¢KSaS yS¢g OFGS3aI2NASa KIS o6SSy 13
to existingvalid clinical and pathological T, N, and M categories respectively, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical anqmhthological staging/classification timeframe rules while abstracting. The new
categories will beised for cases of all diagsis years abstracted using NAACCR version 16
compliant (and later¥oftware.

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 themedical 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 not defined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group
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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, occult 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&Manual
SectionThree, Data Item Instructions, Tex$taging
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 therapy.

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 byhysicians to estimate prognosis, plan treatment, evadusw types of
therapy, analyzeutcomes, design followp strategies, and to assess early detection results.

Coding Instructions

1. Record the clinical stage group as documented by thetfesting physician in the
medical record

2. If the managing physician has not recorded the clinical stage, registidrode this
data item based on the best available information, without necessarily requiring
additional contact with the physician

3. If a site/histology combination is not defined in the AJCC manual, code 88 for clinical
and pathological T, N, M as well as stage group

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
RSUSNNAYSRI AYUGSNILINEBG YAdaAay3d 02YLRYySYI

6. Convert all Roman numerals to Arabic numerals and use wggs (capital letters)

217



only.
7. Refer to the currenAJCC Cancer Staging Manealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvE&Manual
Part Three, Data Item Instructions, Te)&taging

Clinical Stage (Prefix/Suffix) Descriptor NAACCR Item #980

This identified the AJCC clinical stage descriptors of the tumor prior to the start of any therapy
Stage descriptors identify special cases that need separate andllgsiglescriptors are
adjuncts toand do not change the stage group.

The VCR requires that AJCC TNM staging be assigned on allTbas®3CC developed this
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 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 | 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
record which would be correct

Coding Instructions

1. Record the clinical stage descriptor as documented by the first treating physician or the
managing physician in the medical record.

2. If the managing physician has not recorded the descriptor, regisivéirsode 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
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4. If the tumor is not staged according to the AJCC manual, leave this data item blank
5. Refer to the currenAJCC Cancer Staging Marfealstaging rules.
Text

Text to support this data item must be recorded in the specific text fieldsvVE&eManual
SectionThree, Data Item Instructions, Tex®taging

Staged By (Clinical Stage) NAACCR Item #990

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 acguaind completeness of
stagingrecorded in the registry and form the basis for quality management and improvement
studies.

In 2016, this data item was expanded to two (2) characters andiaddl categories were
addedto document additional, more detailed sources of staging assignmatthelp in

targeting training.The implementation of the new codes included data conversiod
NERSTAYAUIUAZ2YNRY aGdzyly2eyé¢aial 3Se (2 dp-ly26:
Unknown; not stated in patieMll5 O2 NR¢ ¢ & @Q8tgg@ddulinkiewniwBo &
FaaA3ySR adl3Seovo
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Codes and Definitions

Code | Label Description
Clinical staging was not assigned; no information was
00 Not staged 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 . v @ physicl . ‘I
10 b g under codes 11 — 15 )i.e.: cancer committee chair,
specified in codes 11 — 15 . . . . -
cancer liaison physician or registry physician advisor)
11 Surgeon Clinical staging assigned by the surgeon only
N . Clinical staging assigned by the radiation oncologist
12 Radiation Oncologist only
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 C|II"I‘ICE| 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 MNurse, 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)
. . . Clinical staging assigned at another facility, person’s
50 Staging assigned at another facility ' '_ BIng assig My, p
role is unknown
. . . . Clinical staging assigned by Central Registry personnel
Staging by Central Registry including " _g' & !g Y . gistry p .
60 . ) based on information from one facility or multiple
consolidation of multiple sources peas
facilities
, - . The site/histology combination is not defined in the
88 Case is not eligible for stagin
& &ing AJCC Manual
. A stage was found in the medical record but it is
99 Staged but unknown who assigned stage g . .
unknown who assigned it

Codinglnstructions

1. Record the role of the person who documented the clinical AJCC staging data items an

the Stage Group

2. If code 10 20 is used, theall the staging elements (T, N, and M) and Stage Group

must be assigned by the samerson.

3. If the tumor was not staged, or stage is unknown, use @fle

4. If the physician who assigned the stage cannot be identified as a surgeon, radiation
oncologist, or medical oncologist use code 10. Other physicians can include, but are no

limited to dentist,gynecologistpr urologist.

5. If it is clear from the treatment provided that the physician providing the stage
information is a surgeon, use code 11.
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ExampleUrologist provides stage information for surgical resection of tumor; code
as surgeorg 11

. If apathologist assigns T and/or N, and the registrar determines M and determines the
stage group from other portions of the record, use c@fe

. 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. pathologiiagk.

Example ltnitial staging is assigned by the Primary Care General Practijdede
as 10

Example 2During tumor conference, after discussion among pathologist, radiologist
and surgeon, the facilitator announces the final TNM and Stage GrQaule as 15

Example3¢ KS 2yt e AYyTF2NXIGA2Yy 2y adl3Aay3a Ay
YyS3AlI 0ADBSQY NBIAAGNI NI SYiSNA GKS fAadSR
abstract¢ Code as 30

Example 4Nurse practitioner documents all staging elemeqtode 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 transferring facility, but the staging form is not sijgned
Code as 50

Example 7Uploaded data to central registry from two facilities; there is no
documentation listingstagingjust a comment saying the patient has a late stage
cancer. The central registry enters the TNM and Stage Group based on the
consolidated record from the two facilitiesCode as 60

Example 8A child is diagnosed with a Neuroblastomeode as 88
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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 were implendeiotethe 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 categories. The new categories enable registrars to comply with
AJCC clinical anmhthological staging/classification timeframe rules while abstractThe new
categories will beised for cases of all diagsis years abstracted using NAACERIign 16
compliant (and lateryoftware.

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 asite/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. 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

o

Truncate the least significant subdivision of the category from the right as needed
7. For lung, occult carcinoma is coded Tx

8. 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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Pathological N NAACCR Item #890

This field identifies the absence or presence of regional lymule i) 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 r&§a 2 F a O¢
to existingvalid clinical and pathological T, N, and M categories respectively, andymgglif
adding anddeleting specific categories. The new categories enable registrax@amply with
AJCC clinical anmhthological staging/classification timeframe rules while abstractThe new
categories will beised for cases of all diagsis years abstracted using NAACERIign 16
compliant (and lateryoftware.

Coding Instructions
1. The pathological N must be recorded for all cases.

2. Record pathological N as documented by the first treg@physician(s) or the managing
physician in the medicaécord.

3. If the managing physician has not recorded pathological N, registilirsode this item
based on the best information, without necessarily requiring additional contact with the
physician

4. If a site/histologycombination is not defined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5,C2NJ AYy aAiddz Gdzy2NBR GKFdG NS O2yaARSNBR
code 88 for clinical and pathological T, N, and M as well as stage group

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 fieldsvVE&Manual
SectionThree, Data Item Instructions, Tex$taging
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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 AJCC T, N, and M
dataA 0 SYao® ¢KSasS yS¢g OFGS3aI2NASa KIS o6SSy 13
to existingvalid clinical and pathological T, N, and M categories respectively, and modifying,
adding anddeleting specific categories. The new categories enable registrars to comply with
AJCC clinical anhthological staging/classification timeframe rules while abstracting. The new
categories will beised for cases of all diagsis years abstracted using NAACCR version 16
compliant (and lateryoftware.

Coding 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/histologycombination is not defined in the AJCC Manual, code 88 for clinical
and pathologic T, N, and M as well as stage group

5,C2NJ AYy aAiddz Gdzy2NBR GKFdG NS O2yaARSNBR
code 88 for clinical and pathological T, N, and M as well as stage.group
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 surgicéleatment.
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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 early detection results.

Coding Instructions

1.

9.
Text

Record the pathological stage group as documented by the treating physician(s) or the
managing physician in the medicatord.

If the managing physician has not recorded the pathological stage, regisitbcode
this data item based on the best available information, without necessarily requiring
additional contact with the physician

If a site/histology combination is not defined in the AJCC manual, code 8iioal
andpathological 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 group when some, but not all T, N, and/or M components can be
determined, N6 NLINB 0 YA &daAy3d O02YLRYySyldla | a GE P

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, p&hd cM may be sued to complete the pathological
stage group

If the value does not fill all four (4) characters, then record the value to the left and
leave the remaining spaces blank

Convert all Roman numerals to Arabic numerals and use upas (capital letters)
only.

Refer to the currenAJCC Cancer Staging Manfoalstaging rules.

Text to support this data item must be recorded in the specific text fieldsvV&&Manual
SectionThree, Data Item Instructions, Tex$taging
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Pathological Stage (Prefix/Suffix) Descriptor NAACCR Item #920

This identified the AJCC clinical stage descriptors known following the completion oflsurgica
treatment. Stagalescriptors identify special cases that need sepaatalysis. The descriptors
areadjuncts to and do not change the stage group.

The VCR requires that AJCC TNM staging be assigned on allTbas®3CC developed this
stagingsystem for evaluating trends in the treatment and control of cancars staging
system is used byhysicians to estimate prognosis, plan treatment, evaduagw types of
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 MNong .
this case
1 E-Extranodal, lymphomas only A lymphoma case involving an extranodal site
2 5-5pleen, lymphomas only A lymphoma case involving the spleen
3 M-Multiple primary tumaors ina | This is one primary with multiple tumors in the primary site at
single site the time of diagnosis
5 E and 5 - Extranodal & spleen, | A lymphoma case with involvement of both an extranodal site
lymphomas anly 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

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, regisivéirsode 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 Manfgalstaging rules.

Text

Text to support this data item must be recorded in the specific text fieldsvVE&eManual

Part Three, Data Item Instructions, Te)@&taging

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
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Data captured in this data item can be used to evaluate the accuratg@npleteness of
stagingrecorded in the registry and form the basis for quality management and improvement
studies.

In 2016, this data item was expanded to two (2) characters addtianal categories were
addedto document additional, more detailed sources of staging assignmaatthelp in

targeting training.The implementation of the new codes included data conversiod
NERSTAYAGIAZ2YNRY addzyly2eyéaildlasSe (2 darly2é.
Unknown; not stated in patiell5 02 NR¢ ¢ & Q8tzgdduiinrRrewniwBo & o

FaaAdySR adr3aséovo
Codes and Definitions
Code | Label Definition
00 Not staged C'Inlfa! staging Wq‘.:15 not assigned; I?iI::I |an:rlmat|nn was
found in the medical record to assign dlinical stage
. . Clinical staging assigned by a physician not described
Physician, NOS, or physician type not EATIIACTIS adMeTIER VY @ PTIRRAR TR FETe
10 e under codes 11 - 15 )i.e.: cancer committee chair,
specified in codes 11 -15 L C . . .
cancer liaison physician or registry physician advisor)
11 Surgeon Clinical staging assigned by the surgeon only
Clinical staging assigned by the radiation oncologist
12 | Radiation Oncologist NIEATSIAETE assignet Ty He fatliation oncorogs
only
13 Medical Oncologist Clinical staging assigned by the medical oncologist only
14 Pathologist Clinical staging by the pathologist only
Clinical staging assigned b Itiple physicians such a
15 Multiple Physicians; Tumor Board, etc I ,Ic > ailE 83518 1,r-rnu IPle phy=ic He s
during a tumor board mesting
20 Cancer Registrar Clinical staging assigned by the Cancer Registrar only
Clinical staging assigned by the Cancer Registrar and
any of the physician ified in codes 10— 15. Thi
30 Cancer Registrar and physician "y , PHySICIns speat . o EE. ) =
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)
Clinical staging assigned at another facility, person’
50 Staging assigned at another facility : ",: =HABITE 25318 otherfacility, person's
role is unknown
. Clinical staging assigned by Central Registry personnel
Staging by Central Registry including icars .glng fE yLent ,.Egl VP .rsc:n ne
60 : 0 ; hased on information from one facility or multiple
consolidation of multiple sources .
facilities
, - , The site/histology combination is not defined in the
88 Case is not eligible for staging AICE Manual
A stapge was found in the medical record but it is
a9 Staged but unknown who assigned stage & . .
unknown who assigned it
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Coding Instructions

1.

Record the role of the person who documented the pathological AJCC staging data iten
and the Stage Group

If the case does not meet the criteria for pathologic staging, the tumor was not staged,
or stage is unknown, use code 0O0.

3. If code 1 20 is used, themll the staging elements (T, N, and M) and Stage Group
must be assigned by the same person

If the physician who assigned the stage cannot be identified as a surgeon, radiation
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 surgeon, use code 11.

ExampleUrologist provides stage information for surgioagection of tumor; codas
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, use code 30

If staging was obtained from outside the facility, code the role of the person who staged
it if known (codes 1Q 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 1tnitial staging is assigned by the Primary Care General Practig@@aeas
10.

Example 2During tumor conference, after discussiamong pathologist, radiologist
and surgeon, the facilitator announces the findlM and Stage GroupCode as 15
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Example3The only information on staging inthe Rt O £ NBJ O2NR adl a
YySAFGASBSQS NBIAAGNI Ml tBeyMiabdsBage gréup in frabsiractS R
¢ Code as 30

Example 4Nurse practitioner documentsladtaging elementg code as 40

Example 5Staging is entered into the medical recdogl a physician assistant (PA)
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 registryoim two facilities; there is no
documentation listing staging; just a comment saythe patient has fate-stage
cancer. The central registry enters thdNI and Stage Group based on ttensolidated
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 of the reportable 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 information 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 earli@etection of the cancers. In addition, cancer
treatment cannotbe studied without knowing thetage at diagnosis.

Summary staging is the most basic way of categorizing how far ardaae spread from its
point of origin. Summary staging uses all information available in the medicaid; in other
words, it is a&combination of the most precise clinical and pathological documentation of the
extent of disease.
Codes and Definitions
Code Label

In situ
Localized
Regional, direct extension only

Regional, regional lymph nodes anly

Regional, direct extension and regional lymph nodes
Regional, NOS

Dristant

Mot applicable

Unstaged

000 (= | (B WM S
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Coding Instructions
1. Use code 8 for benign and borderline brain/CNS cases

2. In situ (Code 0) diagnosis can only be made microscopically, becpat®#ogist must
identify the basement membrane and determine that it has not been penetrated.

a. Other ways of describing in situ: namvasive, pranvasive, nornfiltrating,
intraepithelial,Stage 0, intraductal, Intracystic, ni@nal invasion, no
penetrationbelow the basement membrane

3. Localized (Code 1) cancer has spread no farther than the organ in which it started; ther
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 different structures within the
organg lamina propria , myometrium, mustaris, for example€ so that a
description of invasion or involvement of these stues will not be interpreted
as regional spread.

b. Be sure to read pathology and operative reportsSasnmary Stage is based on
both clinical and pathological information.

4. Regional stage (Codeg B) when the cancer has spread beyond the limits of the organ
of origin.

a. Regional bylirect extension (Code 2) is invasion through entire wall of origin
into surrounding and/or adjacerttssues.

b. Invasion to regional lymph nodes (Code 3) measmsttimor has invaded the
walls oflymphatics where cells can travel through lymphatic vessels to nearby
lymphnodess KSNBX GKS& | NBE aFAf GSNBRE 2 dzNJ

c. Code 4 is a combination of positive regional lymph nodes and direct extension
of the tumor.

d. Regional, NOS (code 5) is used when it is unclear whether the tissue are
involved bydirect extension or when the other categories are applicable.

l. Staging for norHodgkin or Hodgkin lymphomas would use this
code when thereasmore than one lymph node chain is involved.
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e. Code only regional nodesnot distant nodeg; in this category. Check the
SEERummary Staging Manual 201& lists of regional nodes. Do NOT use
AJCC TNMsting 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 remote, diffuse, disseminated, metastatic or secondary
disease

b. Cancer cells travel from the primary in four (4) ways:
I.  Extension from primary organ beyond adjacent tissue into next organ
il.  Lung through the pleura into bone
lii.  Travel in lymph channels beyond the first (regional) drainage area
Iv. Hematogenous or blociorne 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
I.  Spread through fluids in a bodgvity.

1) Malignant cells rupture the surface of the primary tumor and are released
into the thoracic or peritoneal cavity

2) This spread is also called implantation or seeding metastasis

3) Some tumors form large quantity of fluid called ascites

c. The most common sites distant spread are liver, lung, brain and bone

Collaborative Stage Sitepecific Factors

SeeCS Data Collection System Coding Instructions, Part I, Section 2, Versidor G2/0&s
andspecific coding instructions, located at:

https://cancerstaging.org/cstage/schema/Pages/version0205.aspx

Site Specific Factor 1 NAACCR Item #2880

VCR Required for Mycosis Fungoides, Placenta, Prostateé(BI&Dther/IntracranialGland,
andBreast

w Mycosis FungoidesPeripheral Blood Involvement
w Placenteg Prognostic Scoring Index
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w Prostatec PSA Value
w Brain/CN®ther/IntracranialGland¢ WHO (World Health Organization) Grade
Classification

w Breastc Estrogen Receptor (ER) Assay
Site Specific Factor 2 NAACCR Item #2890
VCR Required for Breast

w Breastc Progesterone Receptor (PR) Assay
Site Specific Factor 5 NAACCR Item #2920
VCR Required for GIBdritoneum

w GISTPeritoneum¢ Mitotic Count
Site Specific Factor 6 NAACCR Item #2930
VCR Required for GIBJophagus, GlSmallintestine, GIS$tomach

w GISTEsophagusg Mitotic Count

w GISTSmallintestinec Mitotic Count

w GISTStomache Mitotic Count
Site Specific Factor 8 NAACCR Item #2862
VCR Required for Prostate and Breast

w ProstatecDf S a2y Q& t NAYFNE tIF00SNYy 3 {S02

w Biopsy/Transurethral Resection of Prostate

w Breast¢ HER2: Immunohistochemistry (IHC) Lab Value
Site Specific Factor 9 NAACCR Item #2863
VCR Required for Breast

w Breast¢ HER2: Immunohistochemistry (IHC) Test Interpretation

Site Specific Factor 10 NAACCR Item #2864

VCR Required for GIBdritoneum and Prostate
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w GISTPeritoneumg Location of Primary Tumor
w ProstatecDf S a2y Qa { O2NB 2y tNRAaul GdSOd2°

Site Specific Factor 11 NAACCR Item #2865

VCR Required for Breast
w Breast¢ HER2: Fluorescence In Situ Hybridization (FISH) Test Interpretation

Site Specific Factor 13 NAACCR Item #2867
VCR Required for Testis and Breast

w Testisg Post Orchiectomy Alpha Fetoprotein (AFP) Range
w Breast¢ HER2: Chromogenic In SHybridization (CISH) Test Interpretation

Site Specific Factor 14 NAACCR Item #2868
VCR Required for Breast

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 Orchiectomy Human 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 Testisg Post Orchiectomy Lactate Dehydrogenase (LDH) Range
w Breast¢ Combination of ER, PR, and HER2 Results

233



Site Specific Factor 25 NAACCR Item #2879

VCR Required for BibaictsDistal, BileDuctsPerihilar, CystiDuct, EsophagusEJunction,
LacrimalGland, Lacrimabac, Melanom&iliaryBody, Melanomalris, Nasopharynx,
Pharyngeallonsil, Stomach

w BileDuctsDistal¢ Schema Discriminator: BilguctsDistal/BileDuctsPerihilar/Cystic
Duct

Bile DuctsPerihilar¢ Schema Discriminator: BilzuctsDistal/BileDuctsPerihilar/Cystic
Duct

CysticDuct- Schema Discriminator: BilzuctsDistal/BileDuctsPerihilar/Cystic Duct
Esophagu§&Edinction¢ Schema Discriminator: EsophagsiSJunction (EGJ)/Stomach
LacrimalGlandg Schema Discriminator: Lacrim@land/LacrimaSac

LacrimalSacc Schema Discriminator: Lacrin@land/LacrimaSac
MelanomaCiliaryBody¢ Schema Discriminator: Melanon@GiliaryBody/Melanomalris
Melanomalrisg Schema Discriminator: Melanon@liaryBody/Melanomalris
Nasopharynx Schema DiscriminatoNasopharynx/Pharyngedbnsil

Pharyngeal onsilg Schema Discriminator: Nasopharynx/Pharyngessil

Stomachg Schema Discriminator: Esophagsi&Junction (EGJ)/Stomach

First Course of Treatment

Guidelines for Recording First Course of Treatment

€

STOmarEnEat € € €

First course of treatment includes all methods of candieected therapy recorded in the
treatment plan and administered to the patient before diseasegoession or recurrence.
Nevercode treatment unless you know it hasenadministered at youfacility or any other
facility; recordas none, 00 or O.

No therapy is a treatment option (the patient refustgerapy;the family/guardian refused
therapy, the patient expired before therapy started, the pleiesn recommended no therapy,
or the patient is on active surveillance/watchful waiting). Therefoirsf Lourse of treatment
may beno treatment. Use the date the decision was made not to tredDake of 1st Course
RX

All modalities of treatment are included regardless of sequanadgegree of completion of
anycomponent method.
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Treatment Plan

A treatment plan describes the canedirected treatment intended to modify, control,
remove ordestroy proliferating cancer cells. The documentationfcamng a treatment plan
may befragmented. It is frequently found in several different sourceg,,enedical or clinic
records,consultationreports, and outpatient records. All canegirected therapies specified
in the physician(s) treatment plan are a part of the first course ofttreant. When a
treatment plan isnot available or unclear, consult aysician.

A discharge plan may contain partaltthe treatment plan.

A treatment plan may specify one or more modalitiégherapy (surgery, radiation,
chemotherapy, hormone therapy, immunotherapy, or other thdtJé 0 ® ! 0dNB I G
mayinclude combinations of concurrent or adjuvant therapies.

ExampleA patient had a transurethral resection diagnostic of bladder cancer. Resection
was followed by CobahO 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 - Mone

Other treatment 0 - Mo other cancer-directed therapy

Guidelines for Determinindrirst Course of Treatment

First course of treatment includes all canckrected therapy planned anadministered by the
physician(s) during or after the first diagnosis of cancer. Platreatiment may include
multiple modes of therapy and may encompass intervals of a year or more.

Time Period Rules for First Course of Treatment for Malignaesieept Leukemias (in order
of precedence).
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If there is a documented, planned first course of treatment, first course ends at the
completion of this treatment plan, regardless of teration of the treatment plan.

LF GKS LI GASYyd A& GNBFGSR | O0O2NRAy3 G2
protocol) first course ends at the completion of the treatment.

If there is no documented treatment plan, established protocol, or management
guidelinesand consultation with a physician is not possible, useltiéh y OA LI S
treatmentmustd SIAAY GAGKAY F2dzNJ Y2y (iKa 2F GK
If the patient refuses all treatment modalities, then changes his/her mind and the
treatment isinitiated, consult a physician to determine if this is part of first course of
treatment.

Y
S

Special Rules for Leukemias

The first course of definitive treatment is related to the firsimissiomas follows:

1.

If a remission, complete or partial, is achieved during the first course of therapy for the
leukemic process, include:

All definitive therapy considered asmissiorinducingfor the first remission.

All definitive therapy considered asmissionmaintainingfor the first remission
(maintenance chemotherapy or irradiation to the central nervous system).

Disregard all treatment administered to the patient after the relapse of the first
remission.

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 periachtwhful waiting
this treatment is not considered part of first course. For examplehykician and patient
choose await and watchapproach to prostate cancer and the patient becomes symptomatic,
consider the symptoms to be an indication the diseasegdnagressedand any further
treatmentis not part of first course.
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Treatment Failure

Treatment failure or disease progression may prompt the phystoiatop therapy before the
full course has been completed. Any therapy administered aftedibeontinuation of first
coursemust be considered as secondary or subsequent treatment.

Treatment for Recurrence or Progression

Treatment for recurrence or progression of disease includes all calvested 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 Treatment

NoncanceRA NS OUSR UGNBFGYSyda LINREt2y3a GKS LI GA
comfortable, or prepare the patient for cancdirected therapy They are not meant to

destroyor control the tumor or delay the spread of diseasn-cancerdirected procedures
includediagnostic tests andupportive care (treatments designed telieve symptoms and
minimizethe effects of the cancer). Surgical procedures performed to diagnose/stage disease
(exploratory) or for relief of symptoms (palliative) are rcamcer directed surgeriNon-
cancerdirected therapies should not be coded as treatment.

Examples of nonancer directed therapies include:
1. Diagnostic procedures:

a. Incisional biopsies

b. Exploratory procedures/surgery with or without biopsies, sucha®tomy,
laparotomy, cystotomy, nephrotomy, gastrotomy, thoracotomy

c. Brushings, washings, aspiration of cells, and hematologic findings (periplwyél
smear$ are not surgical procedures.

2. Palliative procedures:

a. Colostomy

b. Nephrostomy
c. Esophagostomy
d. Tracheostomy
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e. Gastrostomy
3. Supportive care/relieving symptoms:

Pain medication

Oxygen

Antibiotics administered for an associated infection
Intravenous therapy to maintain fluid or nutritional balance
Laser therapy directed at relieving symptoms

®oo oy

ExceptionTreatment forhematopoietic diseases can be supportive care,
observation, olny treatment that does not meet the usual definiticn which
treatment "modifies,controls, removes, or destroys proliferating cancer tissue". See
VCR Manual, Pafithree, RX Sumfther).

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 of tumor or to delay the spread of disease. Record all adirased

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 patient 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 dzyLI SOl 2Yed ¢KS LIKE@AAOAlFIYyQa GNBFGYSYld L
following surgery. It is unknown if the patient had radiation. Code the dataR&m

Summ- Surg Prim Sit a partial or less than total mastectomy (22). Record the data
item Rad-Regional RX Modaligs (00), none. If additional follewp information

revealsthe patient did receive radiation, change to thppropriate 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
and the onset of treatment. A secondary use for this date is as a starting posuriaval

statistics (rather than using the diagnosis date). This date cannot be calculated from the
respective first course treatment modality dates if no treatment was given. Therefore,
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providing the date on which active surveillance is chosen, a physician decides not to treat a
LI GASYGE 2N+ LI 0ASydQa FlFYAfte@& 2NJ 3dzZ NRAF

Beginning in 2010, the way dates are transmitted between facility registries and central
registrieswas changed to improve the interoperability or communicatioraricer registry
data with otherelectronic record systems. Registgftware may display dates ihe
traditional manner or in thenteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representimgknown day or month portions, and 99999999
representing a completely unknown date.

Interoperable dates are displayed in CCYYMMDD form, with theowrkportions 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 $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 Surgical Proceduibate
Radiation StartedDate Systemic Therapy Starfed Date Other Treatment Started

2. If active surveillance or watchful waiting is selected as the first course of treatriRent (
SumngTreatment Status: 2) record the date this decision is made.

3. In cases of no treatmenRX Summilreatment Status: 0), in which a physician decides
y2G 02 GNBI G | fdodiyjoigSaydian dedides all rdhtimnentStiyeld@ei
of first course of treatment is the date this decision was made.

4. Leave this item blank if the cancer was diagnosed at autopsy and not suspected prior tc
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; reldCR
Manual, Part Three: Data Item Instructions, General Information, Datesstructions
regarding approximating dates and unknown dates. Fictitious dates or default dates are
not acceptable.

Date 1st Course Rx Flag NAACCR ltem #1271

This flag explains why there is no appropriate value in the corresponding dateD sl of
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First Course of Treatment.

As part of an initiative to standardize date fields, date flag fields were introduced to
accommodate nordate 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 E‘fISt 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#gnnot 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 tatalkpown.
4. Code 10 if it is unknown whether any treatment was administered.

5. Code 11 if no proper value is applicable in this context (e.g., autopsy onlyGmase)
Descriptionl0

RX Sumng Treatment Status NAACCR ltem #1285
This item documents active surveillance (watchful waiting) and eliminates searching each
treatment modality to determine whether treatment was given. It is used in conjunatiim

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.
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Codes and Descriptions
Code | Description

0 No treatment given

1 Treatment given

2 Active surveillance (watchful waiting)

9 Unknown if 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 considered subsequent
treatment and it not coded in this item.

3. Use code 0 when treatment isfused,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

Example 3Patient and physician opt for watchful waiting for the pat@i LINR & G | G S
code as 2

Date of First Surgical Procedure NAACCR Item #1200

Record the earliest date on which the patient had carsiezcted surgery for this primary or
metastatic site. This includé®&X SumrSurg Prim Site, RX SurSmope Reg LN Surg, and RX
SummSurg Oth Reg/Dig his item is used to measure the lag time between diagnosis and the
Y240 RSTFAYAGAGS adzNASNE 2F (KS -FNRFONER a{ic

Beginning in 2010, the way dates are transmitted between facilgystaes and central
registrieswas changed to improve the interoperability or communicatiorcarficer 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 representimgknown day or month portions, and 99999999
representing a completely unknown date.
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Interoperable dates are displayed in CCYYMMDD form, with theowrkportions 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 $agina Cancer Registry Manual, Section
Three:Dataltem Instructions, Geeral Information, Coding Daté&ecording RX Dateurgery

1. Record the date of cancelirected surgery in month, day, 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 sidiglie months and days. S&CR
Manual Part Three, General Instructidos allowable values.

2. This data item may contain a date even when surgery to the primary site equals 00
(none).
Example Patient has excision of a brain lesion on January 15, 2003pétiallogy
diagnosis is metastatic lung carcinoma. Patient refuses further-work

w RX SummSurg Prim Siteode = 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.
b. If the exact date of cancetirected 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¥/RR
Date-Surgeryreflects the earliest date of canceéirected surgery.

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 Date; Surgery Flag NAACCR Item #1201

This flag explains why there is no appropriate value in the corresponding datéfleldyumm
SurgPrim Site.

As part of an initiative to standardize 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 SumnrSurg Prim Siteas a full or partial date recorded.

2. Code 12 iRX Sumnsurg Prim Siteannot bedetermined, but the patient did receive
first course surgery.

3. Code 10 if it is unknown whether any surgery wasormed.

4. Code 11 if no surgical procedure was performed.
RX Sumng Surgical Procedure of Primary Site NAACCR Item #3170
Record the most invasive, definitive cancigrected procedure pedrmed to the primary site
aspart of the first course of treatment. Canedirected surgery modifies, controlsemoves,
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 is caneadirected surgery.
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ExampleThe surgeon states the procedure is an excisional biopsy, bydat®logy
report shows microscopic involvement of the margins. Recledcbde foran excisional
biopsy afkx Summ Surg Prim Site

*Note: Biopsies that remove all gross tumorleave only microscopic margiskould
be coded to surgery of the primary site.

. If no cancemirected surgery was performed, code to 00.
. If it is unknown if cancedirected surgery was performed, code to 99.

. Use the best information in the operative/pathology reports to determine dperative
procedure. Do not depend on the name of the procedure since it magdmemplete. If
the operative report is unclear as to what was excised or if theralis@epancy
between the operative and pathology reports, use the pathology repoess there is
reason to doubt its accuracy.

. SiteSpecific Surgery Coddgefer toVCR Manual Appendikar surgical codes.

a. For codes 00 through 79, the descriptions of the surgical procedurdserachical.
Last listed responses take precedence over eafligtied responseqregardless of
code or numeric value). Code 98 takes precedence over all other vatiess.

I. Codes 10 through 18 are sigpecific descriptions of tumentestruction
procedureshat do not produce a pathologic specimen.
ii. Codes 20 through 80 are sigpecific descriptions of resection procedures.

b. Numeric Code Sequencgelo the extent possible, codes and their definitions are the
same as those assignedrords Manual 20Q4As a result of added anmdodified
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, which is 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
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23 Cryosurgery
24 Laser ablation

c. Special Code 98 applies to specific tumors ti@atnot be clearly defined in terms of
primary or nonprimary site. Surgical Procedure of Primary Site should be coded 98
for Unknown and Hblefined Primary Sites and Hematopoietic/ Reticuloendothelial/
Immunoproliferative/Myeloproliferative DiseasggeVCR 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 procedure removes 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 stomach which had been partially excised previousigesl
astotal removal of stomach.

Example 2Removal of a cervical stump iddeal as total removal of uterus.

Example 3Lobectomy of a lung with a previous dge resection is coded as total
removal of lobe.

7. Biopsies that removall the tumor and/or leave only microscopic margins are to be
codedin this item.

8. Extranodal LymphomasSurgery for extranodal lymphomas should be recorded using
the scheme for the extranodal site.

ExamplelUse the scheme for thetomach to record a gastrectomy fopamary
lymphoma of the stomach.

9. Surgery for Multiple Primariaesif multiple primaries are trated by a single surgical
event,code the appropriate surgical items for each primary.

Example 1if a total abdominal hysterectomy was done for a patient with pvimaries,

one of the cervix and one of the endomietm, code each as having had a total
abdominal hysterectomy.
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Example 2If a total colectomy was done for a et with multiple primaries irseveral
segments of the colon, code total colectomy for each of the primary segments.

10.Regional tissue or orgalsSurgery 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 theYCR Manual, Appendix |
Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T€&urgery.

RX Sumng Scope of Regional Lymph Node Surgery NAACCR Item #1292

Record the removal, biopsy, or aspiration of regional lymph nQde(the time of surgery of
the primary site or during a separate surgical event. This deta can be used to compare
andevaluate the extent of surgical treatment.

Use the operative report as the primary source document to determine whether the
operative procedure was a sentinel lymph node biopsy (SLNBxjnare extensive dissection
of regional lymph nodes, or a combination of both sentinel lymph nodedyi@gmd regional
lymphnode dissection (LND). The pathology report may be& tgeomplement the
information appearing in the operative report, but the operative repaakes precedence
when attemptingto distinguish between SLNBx and LND or a combination of the two
procedures.

Codes and Definitions

Code | Definition Additional Notes Specific to Breast ([ C50.x)
MNomne- MNo regional lhymph node surgery. No
o Iymph nodes found in pathologic specimen.
Diagnosed at autopsy.
Biops or aspiration of regionol fhymph node,
i . p . f. g y il Excisional biopsy or aspiration of regional lymph
MNOS - Biopsy or aspiration of regional lymnmph . N
nodes for breast cancer is uncommon. Rewview the
node(s) regardless off the extent of ) . o
. . operative report to confirm whether an excisional
invobrement of disease. ’ N ; )
- R A th t; t ot Fi biopsy or aspiration of regional ymph nodes was
a OABEARS = I:Il:!E'-r-EI e _rE':“j o Cl_:"n I_rm actually performed; it is highhy possible that the
whether an excisional biopsy or aspiration . .
F . ! h d t I procedure is a SLMNBx (code 2) instead. I
o reglona l'.l'l'l‘ll:l- ) nodes s actualby additicomal procedures  were performed on  the
performed. F additional procedures were .
Iyrmph nodes, such as axillary LMDy, us=e the
performed on the ymph nodes, use the -
appropriate code 2 — 7.
appropriate code 2 — 7.
Sentirrel fymph node biopsy- Biopsy of the first
Mermph node or nodes that drain o defined areo
af tissue within the body. Sentinel nodefs) are e If a relatively large number of Iymph nodes —
identified by the infjection of a dye or radio label| generally more than S — are pathologically
at the site of the primary turmaor. examined, review the operative report to confirm
- The operotive report stoftes thot o SLNEx was the procedure was limited to a SLMBx and did not
perforrmed. include anmn axillary lymph node dissection (ALMD)
- Code 2 SLNBx when the operotive report = Infreguently, a SLMNBx is attempted and the
describhves o procedure wsing injection of o patient fails to maplfi.e. no sentinel lymph nodes
> dye, radio label, or combination to identify o are identified by the dye and/or radio label
hemph node(s) for removallexarmination. injection) amnd nmno sentinel nodes are remowved.
- When o SLNEx is performed, additional nomn- Rewview the operative report to conmfirm that an
sentinel nodes can be taken during the same axillary incision was made and a node exploration
operative procedure. These aodditional momn- was conducted. Patients undergoing SLMBx who
sentinel nodes may be discovered by the fail to map will often undergo ALND. Code these
pathologist o selectively rermoved (o cases as 2 if mno ALND was performed, or & when
harvested) as part of the SLNBx procedure by the ALND was performed douring the same
the surgeorn. If review of the operative report operative event.
confirms thot o LWD followed the SLMNBx,
code these caoses as G&.
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Code

Definition

The operative report states thot a LND was
performed (o S5LNBx was not done during this
procedure or in a prior procedure).

Number of regional nodes removed unknown or
not stated; regional lymph nodes remowved NOS5A
Sampling or dissection of regional lymph node
and the number of nodes remowved s 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 only (code 2), or a
SLNEBx with LND (code 6 or 7).

Additional Notes Specific to Breast (C50.x)

Generally, ALND remowves at least 7 — 9 nodes.
Howewver, it is possible for these procedures to
remove or harvest fewer nodes. Review the
operative report to confirm that there was not a
SLMNBx in addition to a more extensive LMD during
the same procedure (code 6 or 7).

1-3 regional lwvmph nodes removed- Sampling orl

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 SLNEBx only.

4 or more regional lymph nodes removed-

Sampling or dissection of regional lymph nodes

with at least four lymph nodes found in the

specimen. The procedure is not specified as
sentinel node biopsy.

* 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

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 (code 3, 4, or 5) during the
same surgical event, or tirming is not knowr.

o Generally, SLNEBx followed by a LND sill yield
a relatively large number of nodes. However,
it is possible for these procedure to harvest
only a few nodes.

® If relatively few nodes ore pathologically
examined, review the operative report to
confirm whether the procedure was limited
to a SLNEBx only.

& [nfrequently, 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 wswally performs a more extensive
dissection of regional lymph nodes. Code
these cases as 6

Additional Notes Specific to Breast (C50.x)

® Generally, SLNBx followed by ALMD will yield a

minimum of 7 — 9 nodes. Howewer, it is possible
for these procedures to harvest fewer ( or more)
nodas.

If relatively few nodes are pathologically
examined, review the operative report to confirm
whether the procedure was limited to a SLMNEx, or
whether a SLMNBx plus an ALND was performed.

Sentinel node biopsy and code 3, 4, or 5 at

different times- Code 2 was followed in a

subsequent surgical event by procedures coded

as 3, 4, or 5.

& SINBx and LND (codes 3, 4, or5) in separate
surgical events.

o Generally, SLNBx followed by o regional LND
will yield a relatively large number of nodes.
However, it is possible for these procedure to
harvest only a few nodes.

® If relatively few nodes ore pathologically
examined, review the operative report to
corifirm whether the procedure was limited
to a SLNEBx ornly

Generally, SLNBx followed by ALND will yield a
minimum of 7 — 9 nodes. Howewer, it is possible for
these procedures to harvest fewer | or more)
nodes.

If relatively few nodes are pathologically
examined, review the aperative report to confirm
whether the procedure was limited to a SLMNEx, or
whether a SLNBx plus an ALND was performed.

Unknown or not applicable- It is unknown whether regional lymph node surgery was performed;
death certificate-only; for lymphomas with a lymph node primary site; an unknown or ill-defined
primary; or for hermatopoietic, reticuloendothelial, immunoproliferative, or myeloproliferative disease.

Recording Scope of Regional Lymph Node Surgery
1. Refer toVCR Manual Appendifalr site-specific regional lymph nodestings. All other

nodes not listed are considered distant sites and must be coded in the datd&item
Summ- Other Regional Site(s), Distant Site(s) or Distant Lymph Node(s).

2. Record surgical procedures which aspirate, biopsy, or remove regional lymph nodes in

aneffort to diagnose or stage disease in this data item.
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. 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).

. Codes @ 7 are hierarchical; code the procedure that is numerically higher

a. Exampléel: There was an attempt at sentinel lymph node dissection bulynmph
nodes were found in the pathological specimen: Code 2

b. Example 2Aspiration of aegional node for a pharynx primary to confitmstology
of widespread metastasis: Code 1

c. Example 3Patient has a melanoma of the back; a sentinel lymph rthslgection
was done with the removal of one lymph node with the node confirmed to be
negative: Code 2

d. Example 4Sentinel lymph node biopsy (SLNBXx) of right axilla followedyhy
axillary lymph node dissection (ALND) during the same surgical procedure: Code 6

e. Example 5SLNBx of left axilla followed by a second procedure 5 dayshaizteft
ALND: Code 7

. Of two or more surgical 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 rdidgection at
a later time is coded as 7.

. For primaries of the meninges, brain, spinal cord, cranial nerves and other parts of the
central nervous systerfC70.0C70.9, C71€71.9, C72L72.9), code to 9.

. For lymphomas with a lymph node primary site, code 9. For extranodal lymphomas,
refer to the sitespecific codes for the primary site.

. Unknown or illdefined primary site or for hematopoietic, reticuloendothelial,

immunoproliferative, or myeloproliferative disease, code to 9. B€&®R Manual, Part
Three, General Informatidor a list of these sites and conditions.
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9. This data item may not be blank. If no regional lymph nodes were removed or no
surgerywas performed, record 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 ati@el lymph node biopsy of theght
axilla, followed by right axillary lymph node déis8on during the samsurgical event
code to 6.

10. Do not codalistantlymph 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 the currenAJCC Cancer Staging Manealsite-specific identification of
regionallymph nodes.

12LF GKS LINPOSRdA:INBE O2RSR Ay UKA& AOGSY g4I &
controllingsymptoms, to alleviate pain, or to make the patient more comfortable, then
also recordhis surgery in the itenialliative 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 Sugdlects most extensive code.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX T-eSurgery.

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 metastatic involvement
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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.

L Lk |

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 thesite-specificSurgical Procedure of the Primary Sivele,

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 surgical code.

Assign the highest numbered code that describes the surgical resectibstant lymph
node(s).

LYOARSY Gt NBY2@It 2F (AaadzsS 2NJ 2NHI ya

Surgical Procedure/Other Sitecollected for each surgical event even if surgery of the
primary site was not performed.

Code 1 if any surgery is performed to treat tumors of unknown-oeilined primary

sites (C76.676.8, C80.9) or for hematopoietigticuloendothelial,

immunoproliferative, or myeloproliferative disease (C42.0, C42.1, C42.3, C42:4 or M
9727,9733, 9749742, 97649809, 9832, 9840931, 99450946, 99560967, and 9975
9992).
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controlling symptoms, to alleviate pain, or to make the patient more comfortable, then
also record this surgery in the iteRualliative 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 T€&trgery.

Reason for No surgery of Primary Site NAACCR Item #1340
Record the reason for no Surgery of Primary Site. Co®earé valid only wheRX Summng
SurgPrim Sitas coded 00. This data item provides information related to the quality of care

anddescribes why primargite surgery was not performed.

Codes and Definitions

Code | Definition

0 Surgery of the primary site was performed.

Surgery of the primary site was not performed because it was not part of the planned first coursg

1
treatment.

5 Surgery of the primary site was not recommended/performed because it was contraindicated due to
patient risk factors (comorbid conditions, advanced age, etc.)

g Surgery of the primary site was not performed because the patient died prior to planned or
recommended surgery.

P 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,
7 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.
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Recording Reason for No Surgery of Primary Site

1. Code 1 if the treatment plan offered multiple options and the patient selected
treatmenti K & RAR y20 Ay Of dzZRS &adzNHSNE 27F (K
(0 NB I (i Y Safoépted Byhedpatient.

2. If Surgical Procedure of Primary S&eoded 98, codReason for No Surgety 1.

3. If the patient refused recommended surgical treatment, made a blanket refusdl of
recommended treatment, or refused all treatment before any wesommended, code
to 7.

4. If the treatment plan offered multiple choices, but it is unknown which treatment, if
any,was provided, code to 9.

Example 1A patient with a primary tumor of the liver is not recommendeddgargery
due toadvanced cirrhosis, code to 2.

Example 2A patient is referred to another &lity for recommended surgicegsection
of a gastric carcinoma, but further informman from the facility to whichhe 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-eSurgery.

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 evaluate the 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 between facilgystaes and central
registrieswas changed to improve the interoperability or communicatioraricer 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 representimgknown day or month portions, and 99999999
represerting a completely unknown daténteroperable dates are displayed in GGMIDD

form, with the unknown portions of the dati@led with blank spaces. If a date is entirely blank,
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an associated date flag used to explain the missinigite. Flags are not uddor software
generated dates.

For more information regarding dates, please $tginia Cancer Registry Manual, Part Three:
Dataltem 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 laspaces.
A zero must precede singthRgit months and days. S&&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecord February 12022,as 2029212.

2. Collecting dates for each treatment modality allows sequencing of multiple treatments
andevaluation 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 patient haexternal beam
therapy to the lower pelvis that was stated on Jun@@15,at anotherfacility. 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 the field.

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)r RX Text Radiation Other.

RX Date; Radiation Flag NAACCR Item #1211
This flag explains why there is no appropriate value in the corresponding datéR}date

Radiation. As part of an initiative to standardize date fields, date flag fields were introduced to
accommodate noftdate information that had previously been transmitted in date fields.
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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 MNo proper value is applicable in this context. (for example, no radiation given).
13 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.

Recording RX DatgRadiation Flag

1. Leave this item blank RX Date Radiationhas a full or partial 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 radiation iglanned buthas 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.

Regional Treatment Modality NAACCR Item #1570

Record the dominant modality of radiation therapy used to delthermost clinically
significantregional dose to the primary volume of interest during the first coursieeaitment.
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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 treaFment i Imu::wln to be by '.H.demal I:n:eam_ 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 kilovolts (kv).
External beam thera sing a machine containing either a Cobalt- 60 o
22 | Cobalt-60, Cesium-137 - fapy using @ mach ning efther ‘
Cesium-137 source. Intracavitary use of these sources is coded 50 or 51.
External beam thera sing a photon producing machine with a beam
23 | Photons (2-5 MV) na; apy using a p producing machine wi
energy in the range of 2-5 MV.
External beam thera sing a photon producing machine with a beam
24 | Photons (6-10 MV) el fapy using a p producing machine wi
energy in the range of 610 MV.
External beam thera sing a photon producing machine with a beam
25 | Photons (1119 MV) e fapy using a p producing ne wi
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.
77 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 electron beams.
Meutrons, w/ or
30 wjo Treatment delivered using neutron beam.
photons/electrons
Intensity modulated radiation therapy, an external beam technique that
31 IMRT . ;
should be clearly stated in patient record.
An external beam technique 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.
ai Stereotactic Treatment delivered using stereotactic radiosurgery, type not specified
radiosurgery, NOS in patient record.
a2 Linac radiosurgery Trreatmelnt categorized as using stereotactic technique delivered
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 radioembaolization, 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
Intracawvitary, LDR .
applicator).
- Brachytherapy, Intracavitary (no direct insertion into tissues) radioisotope treatment
Intracavitary, using high dose rate after-loading applicators and isotopes.
53 Brachytherapy, Interstitial (direct insertion into tissues) radioisotope treatment using low
Interstitial, LDR dose rate sources.
4 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 intracawvitany
therarw
B0 Radioisotopes, NOS lodine-131, Phosphorus-32, etc.
bl Strontium-89 Treatment primarily by intravenous routes for bone metastases.
B2 Strontium-90
_— , Combination of external beam radiation and either radioactive implants
Combination modality, p .
Bo~* cpecified* 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.*
as* maodalit | This is a converted code and should not be coded for cases diagnosed
y, NOS* on or after 1/1/2003.
a8 Other, NOS F'.adi?ti-::n tr'feramr administered, but the treatment modality is not
specified or is unknown.
ag Unknown :::r:lsvunknn-wn whether radiation therapy was administered. Death certificate

Recording Radiation Regional Treatment Modality

1.wlk RAFGAZY
summary letter for thdirst course of treatment. Segregation of treatmesgmponents
into regional and boost and determination of the respective treatmmodality may
require assistance from the radiatiammcologist to ensure consistenbding.

GNBFGYSyi

Y2RIfAGe oAff

2. Radiation treatment is frequently delivered in two or more phases which can be
summarized as "regional” and "boost" treatments.
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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 original tumor). It is provided to a smaller area within the same volume
asregional,to enhance the effect of the regional treatment.

Note* The VCR only requiresgitmal Radiation to be reportddr cases diagnosed January 1,
2018,and after.

3. If only one radiation treatment modality is delivered to a patient and it isspetcified
aseither regional or boost treatment, assume it is regional treatment and code
accordingly.

4. In the eventmultiple radiation therapy modalities were employed in the treatmeht
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 has an interstitial babst
the time of the excisional biopsy. The implant usek92 and is left in place fahree
days. This is followed by 6 MV photon treatmenfthe entire breast. The boostas
given before the regioal treatment; code t@4.

6. For purposes of this data item, photons anthys are equivalent.

Example 1Patient receives 15 MV external pelvic treatment to 4,500 cGygdniical
carcinoma, and then receives two Fletcher intracavitary implants is ctod28§.

Example 2A patient with carcinoma of the paridtreceives daily treatments @fhich
60% are delivered by 15 MV photons and 4fi%he dose is delivered by 16 MV
electrons is coded to 29.

7. Code IMRT or conformal 3D whenever either is explicitly mentioned.

8. Code radioembolization as brachytherapy.

9. Code PUVA (psoralen and lemwgve ultraviolet radiationDther TreatmentNJAACCR
ltem #1420, Code 1)
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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 15 MV external pelvic radiation, then
receives two Fletcher intracavitamnplants:code to the external beam (Code 25)

12 A patient with prostate carcinoma receives pelvic irradiation at the reporting facility,
then isreferred to another facility for experimental proton 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 TeRadiation (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 and surgical 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 ¢évaluate the timing of delivery of treatment more precistly
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
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

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
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 llIB 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
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
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.

2.

Text

Surgical procedures include:

a. RX Sumnsurg Prim Sitésurgery of the primary site)

b. RX Sumnrscope LN Sufgcope of regional lymph node surgery)

c. RX Sumnsurg Oth Reg/Disurgery to other regional site, distant site, or distant
lymph node)

If all surgery procedures listed above are coded to 0, then this item should be coded to

0.

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Te&turgery, RX TexRadiation (Beam) and RX Text
Radiation Other.
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Reason for No Radiation NAACCR Item #1430

This field records the reason that 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 ofréipy was due to the
LIK & & Afaldre ty'r@cdmmended that treatment or due to the refusalloé patient, a
family memberoil KS LI GASYy Q& 3IdzZ NRAF Yy @

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

1

> therapy

6 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.

8 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 anly

Recording Reason for No Radiation

1. If Regional Treatment ModalifNAACCR Item #1570) is coded 00, then record the
reasonbased on documentation in patient record.

2. Code 1 if the treatment plan offered multipédternative treatment options and the
patient selected treatment that dichot include radiation therapy.

3. Code 7 if the patient refused radiation 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 confirm its administration.
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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 other documentation 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, was provided.

Text

Text to support this data item must be recorded in specific text fieldsV&#e Manual Part
Three, Data Item Instructions, RX Te&trgery, 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 between the treatments.
Beginning in 2010, the way dates are transmitted between facilgystees and central
registrieswas changed to improve the interoperability or communicatiorcarcer 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 representimgknown day or month portions, and 99999999
represening a completely unknown daténteroperable dates are displayed in GGMIDD
form, with the unkrown portions of the date filleavith blank spaces. If a date is entirely blank,
an associated date flag used to explain the missingte. Flags are not used for software
generated dates.

For more information regarding dates, please Stginia Cancer Rgstry Manual, Part Three:
Dataltem Instructions, Geeral Information, Coding Daté&ecording 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 laspaces.
A zero must precede singtkgit months and days. S&CR Manual Part Thre@eneral
Instructionsfor allowable values.

ExampleRecord February 12022,as 2029212.
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a. Record the first or earliest date on which chemotherapy was administered.
This datecorresponds to administration of the agents codeinemotherapy
(NAACCR Iteml390)

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 cartbat is
performed on August 6, 2023ust prior to thisthe patient had two courses Gfaxotere
that was stated on Jun2, 2022,at another facility. Record thdate a20220603.

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 chemotherapy 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

RX Dateg Chemo Flag NAACCR Item #1221
This flag explains why there is no appropriate value in the corresponding datéR}Date
ChemoAs part of an initiative to 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).
13 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 Date - Chemo
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Coding Instructions

1.

2.

Leave this item blank RX Date Chemadhas a full or partial date recorded.

Code 12 iRX Date Chemacannot be determined, but the patient did receive first
course chemotherapy.

CodelO if it is unknown whether any chemotherapy wasgen.

Code 11 if no chemotherapy is planned or given.

Code 15 if chemotherapy danned buthas not yet started and the start datenst yet
available. Follow thipatient for chemotherapy treatment and update thtem, 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, then this item records the
reason it was not administered to the patient. Chemotherapy consists of a graugiof
cancerdrugs that inhibit the reproduction of cancer cells by interfering with DNA synthesis
andmitosis.

Systemic therapy may involve the administration 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.
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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.

nz | 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 P

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 alancer or type of condition, code to 00.

2. If the treatment plan offered multiple options and the patient selected treatmibait
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 cauiter,
was not administered to the patient, use code 82, 85, 86, or 87 to recorcetson
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 was recommended, code
to 87.
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5. If itis not known whether chemotherapy is usually administered for this typestage
of cancer and there is no mention in the patient record whether it ee®mmended or
administered, code to 99.

6. Code 88 if it is known that a physician recommended the patient reckiemotherapy
but no further documentation is yet available to confirmagministration.

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 Classificatiptisan the original agent, the new regimen
represents the start of subsequent therapy, amly the original agent or regimen is
recorded as first course therapy

Example: The physician documents a multimodality treatment plan that includes a
combination regimen of chemotherapy. Man is one of the drugs in ththemotherapy
regimen. After two cycles of chertieerapy, the physician says théelban will be
replaced withOncovinand the chemotherapy will continue gdanned. This is a
continuation of the planned fat course of therapy since theye in the same group.

1I0LF OKSY2UKSNI LR Aa IAGSY (2 LINRf2y3 (KS
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 druglatabaseand it can be downloaded from this website:
http://seer.cancer.gov/seertools/seerrx

12.The six drugs listed below were previously classified as chemotherapy ardassiied
as BRM/Immunotherapylhis change is effective for cases diagnosed January 1, 2013
and forward.For cases prior to 2013, the drugs should continue to be recorded as
chemotherapy.
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http://seer.cancer.gov/seertools/seerrx

Alemtuzumab/Campath
Bevacizumab/Avastin
Rituximab
Trastuzumab/Herceptin
Pertuzumab/Perjeta
Cetuxumab/Erbitux

P o0 T

*Note: According to the standard set BY-ER RX Interlenikire considered chemotherapy
drugs,not immunotherapy.

Methods of Administration

Method Definition

Intravenous & 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

=

Injected 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.

267



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.

Meo-adjuvant therapy

Given prior to surgical resection or radiation therapy to reduce the bulk of a
locally advanced primary cancer.

Example: A patient with locally advanced breast cancer receives chemotherapy
to reduce tumor size. Chemotherapy 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.

Chemotherapy Groulassifications

Group

Subgroup

Example

Alkylating agents

Nitrogen mustard

Mechlorethamine [Mutagens),
phenylalanine mustard
{Memphians),

Ethylenimine derivatives

Triethylene-thiophosphoramide (Thio-TEPA)

Alkyl sulfonates

Busulfan (Myleran)

MNitrosoureas

Carmustine [(Lomustine)

Triazines

DTIC (Dacarbazine)

Antimetabolites

Folic acid analogues

Methotrexate (Amethopterin, MTX)

Pyrimidine analogues

S-fluorouracil (S-FU)

Purine analogues

-mercaptopurine (6-MP)

Matural products

Anti-turmor

Dactinomycin (Actinomycin D), doxorubicin
{(Adriamycin), daunorubicin (Daunomycin),
bleomycin (Blenoxane), mitomycin C {Mutamycin)

Plant alkaloids

Vinblastine (WVelban, WBL),
vincristine [Onoowin, WCR)

Enzymes

l-asparaginase (Elspar)

Mizcellansous

Cis-diammine dichloroplatinum 1l {Cisplatin],
hydroxyurea (Hydrea), procarbazine (Matulane)
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Text

Text to support this data item must be recorded in specific text fieldsV&d#e Manual
Part Three, Data Item Instructions, RX F&emo.

Date Hormone Started NAACCR Item #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 facilgystees and central
registrieswas changed to improve the interoperability or communicatiorcaficer registry

data with otherelectronic record systems. Registry software may display daté®in t
traditional manner or in thénteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representimgknown day or month portions, and 99999999
representing a completely unknown date.

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 flsgd to explain the
missingdate. Flags are not ed for softwaregenerated dates.

For more information regarding dates, please $tginia 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 thia ylearfirst
four spaces, the month in the fifth and sixth spaces, and the day in the laspaces.
A zero must precede singtigit months and days. S&CR Manual Part ThreBeneral
Instructionsfor allowable values.

ExampleRecord February 12022,as 2029212.

a. Record the first or earliest date on which hormones were administered. This date
corresponds to administration of the agents codedHiormone(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 hornones started is unknown, leave blankatfy part of the date is unknown
leave that part blank in the field.

269



a. If the exact date hormone therapy started 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, Chemo Text

Rx Datec Hormone Flag NAACCR Item #1231

This flag explains why there is no appropriate value in the corresponding dateDiaé,
HormoneStarted NAACCR Item # 1230).

Codes and Definitions
Code | Description

Mo information whatsoever can be inferred from this exceptional walue (that is, unknown if any

10
hormone 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,

hormone 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 it is unknown whether any hormone therapy was given

4. Code 11 if no hormone therapy is planned or given.

5. Code 15 if hormone therapy danned buthas not yet started and the start daie not
yet available. Follow this patient for hormone therapy treatment and updaiitem,
Date Hormone Startegnd all other hormone therapy items.
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Hormone Therapy (Hormone/Steroid Therapy)

Record the type of hormone therapy the patient received as a part of first course 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 patidtrmone therapy consists

of agroup of drugs that may affect the longS N O2 y i NP fowth. ®t is hot uSually O S

used asa curative measure.

Hormone therapy achieves its effect on cancer tissue through change of the hormone balanc:
Included are the administration of hormones, agents acting via hormonal mechanisms,

antihormones, and steroids.

Codes and Definitions

Code | Definition

00 Moane, harmone therapy was not part of the planned first course of therapy.
Diagnosed at autopsy.

01 Hormone therapy administered as first course therapy.

a7 Hormone therapy was not recommended/administered because it was contraindicated due to
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.

28 Hormone therapy was recommended, but it is unknown if it was administered.

99 It is unknown whether a hormonal agent(s) was recommended or administered because it is not
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
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a. Record prednisone as hormorthkrapy 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 hormone therapy when a@dministered for reasons
other than cancer treatment.
Example 1A patient has advanced lung cancer with metastases to the brain. The
physician orders Decadron to reduce the gdein the brain and relieve the
neurological symptoms. Decadron is not coded as hormoneather

Example 2A patient with advanced disease is@n prednisone to stimulate the
appetite and improve nutritional status. Do nobde the prednisone as hormone
therapy.

3. Tumor involvement or treatment may destroy hormepeoducing 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 cancer may be treated with aminoglutethin{i@gtadren,
Elipten), which suppresses thegaluction of glucocorticoids analineralocorticoids.
These patients must take glocorticoid (hydrocortisone) anchay also need a
mineralocorticoid (Florinef) as replacement therapy. Code Rx Suntormone 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 patient 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 it is known hormone 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.
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8. If the patient refused recommended hormone therapy, made a blanket refusal of all
recommended treatment, or refused all treatment before any was recommended, code
to 87.

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 whether 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 T-e#brmone.

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 between the treatments.
Beginning in 2010, the way dates are transmitted between facilgistees 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 theénteroperable format. Traditional dates are displayed in
MMDDCCYY form, with 99 representimgknown day or month portions, and 99999999
representing a completely unknown date.

Interoperable dates are displayed in CCYYMMDD form, with theowrkportions of the date
filled with blank spaces. If a date is entirely blank, an associated dates flesgd to explain the
missingdate. Flags are not used for softwagenerated dates.

For more information regarding dates, please $agjinia 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 laspawes.
A zero must precede singtBgit months and days. S&&R Manual Part ThreBeneral
Instructionsfor allowable values.
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ExampleRecord February 12024,as 2020212.

a. Record thdirst or earliest date on which immunotherapy were administered.
This datecorresponds to administration of the agents coded in
Immunotherapy(NAACCR lte#hl240)

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 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 Immunotherapy started 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, BRM Text

Rx Dateq BRM Flag NAACCR Item #1241

This flag explains why there is no appropriate value in the corresponding dateDiaé,
Immunotherapy StartedVAACCR Item # 1240).

Codes and Definitions

Code | Description

Mo information whatsoever can be inferred from this exceptional wvalue (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 Dote - BRM

Recording RX Date Immunotherapy Flag

1. Leave this item blank RX Date& Immunotherapyhas a full or partial date recorded.
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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 this patient for immunotherapy treatment and updhig item,
Date Immunotherapy Started

Immunotherapy (BRM) NAACCR Item #1410

Record the immunotherapy (biological response modifier, BRElp#tient received as a part
of first course of treatment at the reporting institution and all othastitutions. If
immunotherapywas not administered, then this item records the reason it wais n
administered to the patientimmunotherapy consists of biological or chemical agents that
alter the immune systemrechangel KS K2 a i Qa NBaLkRyasS 42 GKS

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.

85 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.

Recording Immunotherapy

1. If immunotherapy was not administered to the patient, and it is kndkat it is not
usually administered for this type and stage of cancer, code to 00.
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2. If the treatment plan offered multiple options, and the patient selected treatment that
did not include immunotherapy, code to 00.

3. If itis known immunotherapy 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.

4. If the patient refused recommended immunotherapy, made a blanket refusal of all
recommended treatment, 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 administered, code to 99.

6. UseSEER RX determine if a drug is an immunotherapy ageBEER RX aninteractive
antineoplastic druglatabaseand 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 forcases diagnosed 1/1/2013 and forward from chemotherapy

Note: According to the standard set ISEER RHKterleukin is considerea&themotherapy 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.
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Hematologic Transplant and Endocrine Procedures NAACCR Item #3250

Record the systemic therapeufcoceduresaadministered as partfahe first course of
treatmentat this and all other facilities. If none of thegeoceduresvere administered, then
this itemrecords the reason they were not performed. These includeshoarrow
transplants, stem cellarvests, 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 Stemn 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 anly.

Recording Hematologic Transplant and Endocrine Procedures

1. Bone marrow transplants should be coded as either autologous (bone manigimally
taken from the patient) or allogeneic (bone marrow donated Ipesson otherthan the
patient). For cases in which the bone marrow transplant was syngénansplanted
marrow from an identical twin), the item is coded as allogeneic.
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. 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 UNRf 2F K¢

b. These procedures must be bilateral to qualify 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 procedure was not administered to the padiedt,
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 transplant or endocrine procedure.

. Itis 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 refused 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 watertaken butwas not followed
by a rescue or reinfusion as pai the first course treatment.

. If the hematologic transplant or endocrine procedure coded in this item was provided

toLINRE 2y3 | LI GASYdQa tAFS o0& O2yGNRff Ay
patient more comfortable, then also record the hematologiarisplant or endocrine
procedure.

10.provided in the itenPalliative Car¢NAACCR Item #3270)
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11.f it is not known whether a transplant or endocrine procedure is usually administered
for this type and stage of cancer, 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 Tegither

Systemic/Surgery Sequence NAACCR Item#1639
Record the sequencing of systemic therapy and surgical procedwes @s part of first

course oftreatment. The sequence of systemic therapy and surgical procedivess gs part

of first course otreatment cannot always be determined using the date onchileach

modality was started operformed. This data item can be used to more precisely evaluate the
timing of delivery of treatmento the patient.

Codes and Definitions
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