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PREFACE 
 

  The rate of new cancer cases in Virginia is a public health concern. More than 39,000 Virginia 
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 programs. The Virginia Cancer 
Registry (VCR) records the incidence of cancer for the Commonwealth of Virginia and provides 
data tohelp public health authorities, physicians, researchers, and other health professionals 
plan and evaluate cancer programs. The registry also directly serves the citizens of the 
Commonwealth by providing and interpreting statistical information on cancer in the state. 
 

  In 1970, hospitals began voluntarily contributing cancer reports to the Virginia Tumor 
Registry. In 1990, the Virginia General Assembly mandated that the Virginia Cancer Registry be 
established in the Virginia Department of Health (see Appendix A). The legislation prescribed 
the purpose of the statewide cancer registry to include: 
 
ω Determining means of improving the diagnosis and treatment of cancer patients. 

ω Determining the need for and means of providing better long-term, follow-up care of 

cancer patients. 

ω Conducting epidemiological analyses of the incidence, prevalence, survival, and risk 

factors associated with the occurrence of cancer in Virginia. 

ω Collecting data to evaluate the possible carcinogenic effects of environmental hazards 

including exposure to dioxin and the defoliant, Agent Orange. 

ω Improving rehabilitative programs for cancer patients. Assisting in the training of 

hospital personnel. 

ω Determining other needs of cancer patients and health personnel. 

  As a population-based cancer incidence registry, the VCR collects demographic, diagnostic, 

and first course treatment information on all Virginia residents diagnosed with cancer. A 

population-based incidence registry collects all reports for an entire population; for VCR, the 

relevant population is the population of the state. All information collected and maintained in 

the VCR database is strictly confidential. Only summary statistical information is published for 
general distribution and public knowledge. The Virginia Department of Health may permit use 

of in-depth information for research, subject to careful screening, strict supervision, and only 

to accomplish approved program objectives. 

  To fulfill some of the goals the state legislature set for the registry, VCR is an active partner 

with Virginia Department of Health programs that promote cancer prevention and control.                 

These programs include the Virginia Comprehensive Cancer Control Program and the Virginia 

Breast and Cervical Cancer Early Detection Program. VCR data are used for cancer research 
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and surveillance activities, and for epidemiologic and other special studies. Virginia incidence 

and mortality data are published annually in the national summary United States Cancer 

Statistics (USCS,( https://www.cdc.gov/cancer/uscs/index.htm). USCS is a joint publication that 

CDC and the National Cancer Institute (NCI) produce. It includes the most recent five years of 

data. A large variety of cancer incidence data broken out by site and demographic variables is 

available on the VCR website at http://www.vdh.virginia.gov/virginia-cancer-registry/. Virginia 

data are also published in Cancer in North America (CINA), which is an annual report the North 

American Association of Central Cancer Registries (NAACCR) publishes. CINA is available at the 

NAACCR web site, http://www.naaccr.org/. 

 VCR is recognized as a high-quality reporting registry and a valuable resource for cancer data. 

VCR uses current technology and national data collection standards to enhance the 

completeness, accuracy, and timeliness of cancer data. As the volume of VCR incidence data 

increases over time, the utility of these data for program planning, evaluation, and 

epidemiologic studies increases as well. VCR depends on all cancer reporters for support, 

cooperation, and accurate reporting for the ongoing operation of the statewide cancer 

registry. As VCR staff work together with staff of reporting facilities statewide, complete and 

reliable cancer incidence data will continue to be available to provide answers to our 

questions, to reduce the burden of cancer in Virginia, and to improve the lives of both present 

and future patients. 

 

 

 

 

 

 

 

 

 

 

Nikkia L.G. Ray, MPH; Director, Virginia Cancer Registry / Division of Population Health Data 

Office of Family Health Services/Virginia Department of Health 

 

https://www.cdc.gov/cancer/uscs/index.htm
http://www.vdh.virginia.gov/virginia-cancer-registry/
http://www.naaccr.org/
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Summary of Changes 
 

  Some sections of this manual are based on the 2022 VCR User Manual (2022 VCR 

User Manual) and a significant amount of content has not changed or required 

revision, therefore, this manual can still be used as a reference for coding cases 

with a diagnosis date of January 1, 2022 and later.  Where standard setter coding 

requirements and manuals are referenced, please see included section notations 

for codes, manuals, and editions utilized. 
 

  For cases with a diagnosis date of January 1, 2024, forward, ALWAYS refer to the 

changes and updates outlined in this Summary of Changes section of the manual 

and respective appendices, including any corresponding hyperlinks. As standard 

setters update their online content, hyperlinks in this manual may become 

obsolete. VCR does its best to keep this manual current; however, please check 

with the standard setting organization(s) main website(s) for additional content 

related to updated information, and/or any related hyperlinks that may become 

inactive. 
 

*OTHER THAN THE BELOW SPECIFIED REVISIONS, CoC DATA REPORTING 

REQUIREMENTS REMAIN THE SAME. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

https://www.vdh.virginia.gov/content/uploads/sites/71/2023/08/VCR-2022-User-Manual_Revised_8-14-2023.pdf
https://www.vdh.virginia.gov/content/uploads/sites/71/2023/08/VCR-2022-User-Manual_Revised_8-14-2023.pdf
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STORE Manual 2023  
 

Beginning with cases diagnosed January 1, 2023, and forward, all CoC accredited programs 

should follow the rules and instructions in STORE v2023. Word and minor coding changes 

allowed STORE to align more with SEER.  

 

{¢hw9 нлно {ǳƳƳŀǊȅ ƻŦ /ƘŀƴƎŜǎ 
 

New Data Items 

STORE  
2023 Page  
Number  

NAACCR  
Number  
  

  Data Item Name  

фп  опп  ¢ƻōŀŎŎƻ ¦ǎŜ {ƳƻƪƛƴƎ {ǘŀǘǳǎ  
  

нмс  стм  wȄ IƻǎǇ π{ǳǊƎ нлно  
wŜǇƭŀŎƛƴƎ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƻŦ tǊƛƳŀǊȅ {ƛǘŜ ŀǘ ǘƘƛǎ CŀŎƛƭƛǘȅ ώстлϐ ŦƻǊ ŎŀǎŜǎ ǿƛǘƘ ŘƛŀƎƴƻǎƛǎ 
ȅŜŀǊ нлно  
  
CƻǊ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊǎ нлло ς нлннΣ ƭŜŀǾŜ ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ōƭŀƴƪ ŀƴŘ ŎƻƳǇƭŜǘŜ Řŀǘŀ ƛǘŜƳ 
{ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƻŦ tǊƛƳŀǊȅ {ƛǘŜ ŀǘ ǘƘƛǎ CŀŎƛƭƛǘȅ ώb!!//w Řŀǘŀ ƛǘŜƳ Істлϐ ǳǝƭƛȊƛƴƎ ǘƘŜ 
{¢hw9 Ƴŀƴǳŀƭ ōŀǎŜŘ ƻƴ ǘƘŜ ȅŜŀǊ ƻŦ ŘƛŀƎƴƻǎƛǎΦ  
  
!ƭƭ нлно ǎƛǘŜ ǎǇŜŎƛŬŎ ǎǳǊƎŜǊȅ ŎƻŘŜǎ ōŜƎƛƴ ǿƛǘƘ ŀ ƭŜǧŜǊ ! ŜȄŎŜǇǘ ŦƻǊ ǎƪƛƴ ǿƘƛŎƘ ǎǘŀǊǘ 
ǿƛǘƘ ŀ ƭŜǧŜǊ . ǘƻ ƛƴŘƛŎŀǘŜ ŀ ǎƛƎƴƛŬŎŀǘŜ ŎƘŀƴƎŜ ƛƴ ŎƻŘƛƴƎΦ  
  
CƻǊ ƳŜƭŀƴƻƳŀ ǎƪƛƴ ǎǳǊƎƛŎŀƭ ŎƻŘŜǎ hb[¸Υ o ¢ƘŜ ǇǊƛƻǊƛǘȅ ƻǊŘŜǊ ŦƻǊ ǎƻǳǊŎŜǎ 

ǳǎŜŘ ǘƻ ŀǎǎƛƎƴ ǎǳǊƎŜǊȅ ŎƻŘŜǎΥ   
ω hǇŜǊŀǝǾŜ ǊŜǇƻǊǘΣ ǎǘŀǘŜƳŜƴǘ ŦǊƻƳ ŀ ǇƘȅǎƛŎƛŀƴΣ 
ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǎǳǊƎƛŎŀƭ ǇǊƻŎŜŘǳǊŜ ƻƴ ŀ ǇŀǘƘƻƭƻƎȅ 
ǊŜǇƻǊǘΣ ǊŜǎǳƭǘǎ ƻŦ ǘƘŜ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘΦ  /ƻŘŜ ōŀǎŜŘ 
ƻƴ ǘƘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ ǘƘŜ ǇǊƻŎŜŘǳǊŜΦ   

ω 5ƻ ƴƻǘ ŎƻŘŜ ōŀǎŜ ƻƴ ƳŀǊƎƛƴ ǎǘŀǘǳǎ ŘƻŎǳƳŜƴǘŜŘ ƛƴ ǘƘŜ 
ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘΦ  
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нму  мнфм  
  

wȄ {ǳƳƳπ {ǳǊƎ нлно  
wŜǇƭŀŎƛƴƎ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƻŦ tǊƛƳŀǊȅ {ƛǘŜ ώмнфлϐ ŦƻǊ ŎŀǎŜǎ ǿƛǘƘ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊ нлно  
  
CƻǊ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊǎ нлло ς нлннΣ ƭŜŀǾŜ ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ōƭŀƴƪ ŀƴŘ ŎƻƳǇƭŜǘŜ Řŀǘŀ ƛǘŜƳ 
{ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƻŦ tǊƛƳŀǊȅ {ƛǘŜ ώb!!//w Řŀǘŀ ƛǘŜƳ Імнфлϐ ǳǝƭƛȊƛƴƎ ǘƘŜ {¢hw9 Ƴŀƴǳŀƭ 
ōŀǎŜŘ ƻƴ ǘƘŜ ȅŜŀǊ ƻŦ ŘƛŀƎƴƻǎƛǎΦ  
  
!ƭƭ нлно ǎƛǘŜ ǎǇŜŎƛŬŎ ǎǳǊƎŜǊȅ ŎƻŘŜǎ ōŜƎƛƴ ǿƛǘƘ ŀ ƭŜǧŜǊ ! ŜȄŎŜǇǘ ŦƻǊ ǎƪƛƴ ǿƘƛŎƘ ǎǘŀǊǘ ǿƛǘƘ ŀ 
ƭŜǧŜǊ . ǘƻ ƛƴŘƛŎŀǘŜ ŀ ǎƛƎƴƛŬŎŀǘŜ ŎƘŀƴƎŜ ƛƴ ŎƻŘƛƴƎΦ  
  
CƻǊ ƳŜƭŀƴƻƳŀ ǎƪƛƴ ǎǳǊƎƛŎŀƭ ŎƻŘŜǎ hb[¸Υ o ¢ƘŜ ǇǊƛƻǊƛǘȅ ƻǊŘŜǊ ŦƻǊ ǎƻǳǊŎŜǎ 

ǳǎŜŘ ǘƻ ŀǎǎƛƎƴ ǎǳǊƎŜǊȅ ŎƻŘŜǎΥ   
ω hǇŜǊŀǝǾŜ ǊŜǇƻǊǘΣ ǎǘŀǘŜƳŜƴǘ ŦǊƻƳ ŀ ǇƘȅǎƛŎƛŀƴΣ ŘŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘŜ ǎǳǊƎƛŎŀƭ ǇǊƻŎŜŘǳǊŜ ƻƴ ŀ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘΣ ǊŜǎǳƭǘǎ ƻŦ 
ǘƘŜ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘΦ  /ƻŘŜ ōŀǎŜŘ ƻƴ ǘƘŜ ŘŜǎŎǊƛǇǝƻƴ ƻŦ 
ǘƘŜ ǇǊƻŎŜŘǳǊŜΦ   

ω 5ƻ ƴƻǘ ŎƻŘŜ ōŀǎŜ ƻƴ ƳŀǊƎƛƴ ǎǘŀǘǳǎ ŘƻŎǳƳŜƴǘŜŘ ƛƴ ǘƘŜ 
ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘΦ  

  
 

Data items with Name Changes 

NAACCR  
Number  

Previous Name    Current Name  

670  Surgical Procedure of Primary Site at this  
Facility   

Rx Hosp Surg Prim Site 03-2022  

1290  Surgical Procedure of Primary Site  Rx Summ- Surg Prim Site 03-2022   

 

Data Items removed from STORE 2023.  
 

STORE  
2022 Page  
Number  

NAACCR  
Number  
  

Data Item Name  

82    241  Date of Birth Flag  

125    581  Date of First Contact Flag  

141   1281  Rx DateςDx/Stg Proc Flag  

217   1201  Rx DateςSurgery Flag  

219   1290  Surgical Procedure of Primary Site  

All instructions for #1290 have been changed to reflect the new surgical codes for diagnosis  
year 2023 RX Summ-Surg 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 diagnosis 
year 2023 RX Hosp-Surg 2023 [671]  

297    1221  Rx DateςChemo Flag  

306    1231  Rx DateςHormone Flag  

313    1241  Rx DateςBRM Flag  

  

  

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

NOTE:   

All date data items allow blanks EXCEPT for the following:  

1. Date of Birth  

2. Date of Diagnosis  

3. Date of last Contact or Death  

  

STORE  
2023  
Page  
Number  

Section or  
NAACCR Data  
Item Number  

Data Item Name  Changes/Comments/Clarifications  

43  2023 Source  
References  

2023 Source  
References   

The 2023 Source Reference Document is located on the NAACCR 
website available at  
https://www.naaccr.org/implementation-guidelines/   

46  Overview of  
Coding  
Principles  

Case Eligibility  Updated reportability on juvenile pilocytic astrocytoma 9421/1. 
Added: Effective January 1, 2023,  low grade appendiceal 
mucinous neoplasms (LAMN) (8480) are reportable.  LAMN is a 
distinctive histologic subtype of mucinous appendiceal 
neoplasm and can be in-situ or invasive.  Please reference the 
AJCC Appendix Protocol Version 9 for further information.  

46  Overview of  
Coding  
Principles  

Case Eligibility  All Rads are still being discussed amongst standard setters.  
An update on coding the Date of Diagnosis will be released  
once decided. Registrars should follow current rules in  STore 
to assign Date of diagnosis. CoC does not collect rads  alone, 
a positive biopsy must confirm the diagnosis, the  Date of 
Diagnosis is the date of the biopsy.  

46  Overview of  
Coding  
Principles  

Case Eligibility  Added:  Lobular Carcinoma In Situ alone is not reportable to 
CoC. The decision not to collect LCIS was made to align STORE 
with the AJCC 8th Edition. Please see the AJCC 8th Edition for 
complete details.  Please note: SEER and NPCR require reporting 
of LCIS. If LCIS is reportable for your state registry, follow your 
state registry requirements. Assign Class of Case according to 
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 software-generated 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 among 
Surgical Items  

Added  
Å (excluding code 1) to first paragraph.  
Å (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 volume 
of a body site, treatment fraction size, modality or treatment 
technique. Up to three phases of radiation treatment can now 
be documented.  
!ŘŘŜŘΥ άōǳǘ ƳƻŘŜǊƴ ǊŀŘƛƻǘƘŜǊŀǇȅ ŀƭƭƻǿǎ ǇƘŀǎŜǎ ǘƻ ōŜ ŘŜƭƛǾŜǊŜŘ 
simultaneously so new terminology is needed. Each phase is 
ƳŜŀƴǘ ǘƻ ǊŜŦƭŜŎǘ ŀ άŘŜƭƛǾŜǊŜŘ ǊŀŘƛŀǘƛƻƴ ǇǊŜǎŎǊƛǇǘƛƻƴέΦ  !ǘ ǘƘŜ 
start of the radiation planning process, physicians write 
radiation prescriptions 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 intended prescription 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 date. 
See Date of Birth Flag for an illustration of the relationships 
among 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, 32, 
98, and 99.  

Code  Diagnosis year 2022 and 
prior Label  

Diagnosis 2023+ Label  

02  Black  Black or African 
American  

03  American Indian, Aleutian, 
or Alaska Native  (includes 
all indigenous populations 
of the Western 
hemisphere)  

American Indian or 
Alaska Native  

07  Hawaiian  Native Hawaiian  

13  Kampuchean (Cambodian)  Cambodian  

15  Asian Indian or Pakistani,  
NOS  

Asian Indian, NOS or  
Pakistani, NOS  

21  Chamorro/Chamoru  Chamorro  

32  New Guinean  Papua New Guinean  

98  Other  Some other race   

99  Unknown  Unknown by patient  
 

фн  сол  tǊƛƳŀǊȅ tŀȅŜǊ ŀǘ 
5ƛŀƎƴƻǎƛǎ  

wŜƳƻǾŜŘΥ  
/ƻŘŜ снΥ  ! срπȅŜŀǊπƻƭŘ ƳŀƭŜ ǇŀǝŜƴǘ ƛǎ ŀŘƳƛǧŜŘ ŦƻǊ ǘǊŜŀǘƳŜƴǘ 
ŀƴŘ ǘƘŜ ǇŀǝŜƴǘ ŀŘƳƛǎǎƛƻƴ ǇŀƎŜ ǎǘŀǘŜǎ ǘƘŜ ǇŀǝŜƴǘ ƛǎ ŎƻǾŜǊŜŘ ōȅ 
aŜŘƛŎŀǊŜ ǿƛǘƘ ŀŘŘƛǝƻƴŀƭ ƛƴǎǳǊŀƴŎŜ ŎƻǾŜǊŀƎŜ ŦǊƻƳ ŀ tthΦ  

мнт  рул  5ŀǘŜ ƻŦ CƛǊǎǘ /ƻƴǘŀŎǘ  wŜƳƻǾŜŘΥ  
¢ƘŜ 5ŀǘŜ ƻŦ CƛǊǎǘ /ƻƴǘŀŎǘ CƭŀƎ ώрумϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 5ŀǘŜ 
ƻŦ CƛǊǎǘ /ƻƴǘŀŎǘ ƛǎ ƴƻǘ ŀ ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ 5ŀǘŜ ƻŦ CƛǊǎǘ /ƻƴǘŀŎǘ 
CƭŀƎ ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇΦ  
!ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ Υ .ƭŀƴƪ  
²ƻǊŘƛƴƎ !ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
  

мнф  офл  5ŀǘŜ ƻŦ Lƴƛǝŀƭ 
5ƛŀƎƴƻǎƛǎ  

²ƻǊŘƛƴƎ !ŘŘŜŘΥ .ƭŀƴƪǎ ŀǊŜ ƴƻǘ ŀƭƭƻǿŜŘΦ  
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{¢hw9  
нлно  
tŀƎŜ  
bǳƳōŜǊ  

{ŜŎǝƻƴ ƻǊ  
b!!//w 5ŀǘŀ  
LǘŜƳ bǳƳōŜǊ  

5ŀǘŀ LǘŜƳ bŀƳŜ  /ƘŀƴƎŜǎκ/ƻƳƳŜƴǘǎκ/ƭŀǊƛŬŎŀǝƻƴǎ  

моу  пфл  5ƛŀƎƴƻǎǝŎ  
/ƻƴŬǊƳŀǝƻƴ  

wŜƳƻǾŜŘΥ  
/ƻŘŜ м ǿƘŜƴ ǘƘŜ ƳƛŎǊƻǎŎƻǇƛŎ ŘƛŀƎƴƻǎƛǎ ƛǎ ōŀǎŜŘ ƻƴ ǝǎǎǳŜ 
ǎǇŜŎƛƳŜƴǎ ŦǊƻƳ ōƛƻǇǎȅΣ ŦǊƻȊŜƴ ǎŜŎǝƻƴΣ ǎǳǊƎŜǊȅΣ ƻǊ ŀǳǘƻǇǎȅ ƻǊ 
ōƻƴŜ ƳŀǊǊƻǿ ǎǇŜŎƛƳŜƴǎ ŦǊƻƳ ŀǎǇƛǊŀǝƻƴ ƻǊ ōƛƻǇǎȅΦ  
CƻǊ ƭŜǳƪŜƳƛŀ ƻƴƭȅΣ ŎƻŘŜ м ǿƘŜƴ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ƛǎ ōŀǎŜŘ ƻƴƭȅ ƻƴ 
ǘƘŜ ŎƻƳǇƭŜǘŜ ōƭƻƻŘ Ŏƻǳƴǘ ό/./ύΣ ǿƘƛǘŜ ōƭƻƻŘ Ŏƻǳƴǘ ό²./ύ ƻǊ 
ǇŜǊƛǇƘŜǊŀƭ ōƭƻƻŘ ǎƳŜŀǊΦ 5ƻ ƴƻǘ ǳǎŜ ŎƻŘŜ м ƛŦ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ǿŀǎ 
ōŀǎŜŘ ƻƴ ƛƳƳǳƴƻǇƘŜƴƻǘȅǇƛƴƎ ƻǊ ƎŜƴŜǝŎ ǘŜǎǝƴƎ ǳǎƛƴƎ ǝǎǎǳŜΣ 
ōƻƴŜ ƳŀǊǊƻǿΣ ƻǊ ōƭƻƻŘΦ  

мпм  мнул  5ŀǘŜ ƻŦ {ǳǊƎƛŎŀƭ  
5ƛŀƎƴƻǎǝŎ ŀƴŘ  
{ǘŀƎƛƴƎ tǊƻŎŜŘǳǊŜ  

wŜƳƻǾŜŘΥ  
¢ƘŜ w· 5ŀǘŜ 5·κ{ǘƎ tǊƻŎ CƭŀƎ ώмнумϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 
5ŀǘŜ ƻŦ {ǳǊƎƛŎŀƭ 5ƛŀƎƴƻǎǝŎ ŀƴŘ {ǘŀƎƛƴƎ tǊƻŎŜŘǳǊŜ ƛǎ ƴƻǘ ŀ 
ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ w· 5ŀǘŜ 5·κ{ǘƎ tǊƻŎ CƭŀƎ ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ 
ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇǎ ŀƳƻƴƎ ǘƘŜǎŜ ƛǘŜƳǎΦ !ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ 
±ŀƭǳŜǎΥ .ƭŀƴƪ  
²ƻǊŘƛƴƎ !ŘŘŜŘΥ .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
  

мрм  офрл  aŀŎǊƻǎŎƻǇƛŎ  
9Ǿŀƭǳŀǝƻƴ ƻŦ  
aŜǎƻǊŜŎǘǳƳ  
  

/ƘŀƴƎŜ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ ŦǊƻƳ !ƭǇƘŀƴǳƳŜǊƛŎΣ .[!bY  ǘƻ ллΣ млΣ 
нлΣ олΣ плΣ фф ƻǊ .[!bY  

мро  уон  5ŀǘŜ ƻŦ {ŜƴǝƴŜƭ  
[ȅƳǇƘ bƻŘŜ .ƛƻǇǎȅ  
  

²ƻǊŘƛƴƎ !ŘŘŜŘΥ .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  

мрф  уол  wŜƎƛƻƴŀƭ [ȅƳǇƘ 
bƻŘŜ 9ȄŀƳƛƴŜŘ  

tǊƛƳŀǊȅ ǎƛǘŜǎ ŀƭǿŀȅǎ ŎƻŘŜŘ ффΦ    
¦ǎŜ ŎƻŘŜ фф ŦƻǊ   
ŀΦ !ƴȅ ŎŀǎŜ ŎƻŘŜŘ ǘƻ ǇǊƛƳŀǊȅ ǎƛǘŜ /пнлΣ /пнмΣ /пноΣ /пнпΣ 
/руфΣ /тллπ/тлфΣ /тмлπ/тнфΣ /трмπ/троΣ /тсмπ/тсуΣ /ттлπ 
/ттфΣ ƻǊ /улф   
ōΦ [ȅƳǇƘƻƳŀ ллтфл   
ŎΦ [ȅƳǇƘƻƳŀπ/[[κ{[[ ллтфр   
ŘΦ tƭŀǎƳŀ /Ŝƭƭ 5ƛǎƻǊŘŜǊǎ όŜȄŎƭǳŘƛƴƎ фтопκоύ ллунн   
ŜΦ IŜƳŜwŜǝŎ ллуол όŜȄŎƭǳŘƛƴƎ ǇǊƛƳŀǊȅ ǎƛǘŜǎ /пнлΣ /пнмΣ 
/пноΣ  
/пнпύ   
ŦΦ Lƭƭπ5ŜŬƴŜŘκhǘƘŜǊ ффффф   
ƎΦ /ŀǎŜǎ ǿƛǘƘ ƴƻ ƛƴŦƻǊƳŀǝƻƴ ŀōƻǳǘ ǇƻǎƛǝǾŜ ǊŜƎƛƻƴŀƭ 
ƭȅƳǇƘ ƴƻŘŜǎ   
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мсм  унл  wŜƎƛƻƴŀƭ [ȅƳǇƘ 
bƻŘŜǎ tƻǎƛǝǾŜ  

tǊƛƳŀǊȅ ǎƛǘŜǎ ŀƭǿŀȅǎ ŎƻŘŜŘ ффΦ    
¦ǎŜ ŎƻŘŜ фф ŦƻǊ   
ŀΦ !ƴȅ ŎŀǎŜ ŎƻŘŜŘ ǘƻ ǇǊƛƳŀǊȅ ǎƛǘŜ /пнлΣ /пнмΣ /пноΣ /пнпΣ 
/руфΣ /тллπ/тлфΣ /тмлπ/тнфΣ /трмπ/троΣ /тсмπ/тсуΣ /ттлπ 
/ттфΣ ƻǊ /улф   
ōΦ [ȅƳǇƘƻƳŀ ллтфл   
ŎΦ [ȅƳǇƘƻƳŀπ/[[κ{[[ ллтфр   
ŘΦ tƭŀǎƳŀ /Ŝƭƭ 5ƛǎƻǊŘŜǊǎ όŜȄŎƭǳŘƛƴƎ фтопκоύ ллунн   
ŜΦ IŜƳŜwŜǝŎ ллуол όŜȄŎƭǳŘƛƴƎ ǇǊƛƳŀǊȅ ǎƛǘŜǎ /пнлΣ /пнмΣ 
/пноΣ  
/пнпύ   
ŦΦ Lƭƭπ5ŜŬƴŜŘκhǘƘŜǊ ффффф   
ƎΦ /ŀǎŜǎ ǿƛǘƘ ƴƻ ƛƴŦƻǊƳŀǝƻƴ ŀōƻǳǘ ǇƻǎƛǝǾŜ ǊŜƎƛƻƴŀƭ 
ƭȅƳǇƘ ƴƻŘŜǎ   
  

мсф  мммн  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
.ƻƴŜ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнΦлΣ /пнмΣ /пноΣ /пнп ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ фтопΣ фтом 
ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
  

мтм  мммо  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
.Ǌŀƛƴ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнΦлΣ /пнмΣ /пноΣ /пнп ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ фтопΣ фтом 
ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
  

мто  мммп  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
5ƛǎǘŀƴǘ [ȅƳǇƘ  
bƻŘŜǎ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнлΣ /пнмΣ /пноΣ /пнпΣ /ттлπ/ттф ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ 
фтопΣ фтом ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
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мтр  мммр  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
[ƛǾŜǊ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнΦлΣ /пнмΣ /пноΣ /пнп ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ фтопΣ фтом 
ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
  

мтт  мммс  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
[ǳƴƎ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнΦлΣ /пнмΣ /пноΣ /пнп ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ фтопΣ фтом 
ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
  

мтф  мммт  aŜǘǎ ŀǘ 5ƛŀƎƴƻǎƛǎ 
hǘƘŜǊ  

wŜƳƻǾŜŘ ¢ŀōƭŜ ǳƴŘŜǊ / ŀƴŘ ŀŘŘŜŘ ¦ǎŜ ŎƻŘŜ у ǿƘŜƴ ǇǊƛƳŀǊȅ 
ǎƛǘŜ ƛǎ /пнΦлΣ /пнмΣ /пноΣ /пнп ƻǊ ƘƛǎǘƻƭƻƎȅ ƛǎ фстмΣ фтопΣ фтом 
ƻǊ фтсм ŦƻǊ ŀƴȅ ǇǊƛƳŀǊȅ ǎƛǘŜΦ  
  
  
  
  
  
  
  
  

 

207  
208  

n/a  Site Specifics Data 
Items  

Added:  Item # 3956 p16 Anus  
  
No longer collected with date of diagnosis after January 1, 
2023, o Estrogen Receptor Total Allred Score [3828] o 

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 
of Treatment  

Wording Added:  Blank is Allowed  

нмп  мнлл  5ŀǘŜ ƻŦ CƛǊǎǘ {ǳǊƎƛŎŀƭ  
tǊƻŎŜŘǳǊŜ  

wŜƳƻǾŜŘΥ  
¢ƘŜ wȄ 5ŀǘŜς{ǳǊƎŜǊȅ CƭŀƎ ώмнлмϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 5ŀǘŜ ƻŦ  
CƛǊǎǘ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƛǎ ƴƻǘ ŀ ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ wȄ 5ŀǘŜς 
{ǳǊƎŜǊȅ CƭŀƎ ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇǎ ŀƳƻƴƎ ǘƘŜǎŜ 
ƛǘŜƳǎΦ  
!ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ Υ .ƭŀƴƪ  
²ƻǊŘƛƴƎ !ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
  

нмр  омтл  5ŀǘŜ ƻŦ aƻǎǘ  
5ŜŬƴƛǝǾŜ {ǳǊƎƛŎŀƭ  
wŜǎŜŎǝƻƴ ƻŦ ǘƘŜ  
tǊƛƳŀǊȅ {ƛǘŜ  

!ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ Υ .ƭŀƴƪ ²ƻǊŘƛƴƎ 
!ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
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ннл нно  
ннс  
нну  

млмлп млмлр  
млмлс  
млмлт  

wȄ IƻǎǇπ{ǳǊƎ .ǊŜŀǎǘ  
wȄ {ǳƳƳπ{ǳǊƎ .ǊŜŀǎǘ  
wȄ IƻǎǇπwŜŎƻƴ  
.ǊŜŀǎǘ  
wȄ {ǳƳƳπwŜŎƻƴ  
.ǊŜŀǎǘ  
  

/ƻƴǝƴǳŜ ŎƻƭƭŜŎǝƴƎ Řŀǘŀ ƛǘŜƳǎ ŦƻǊ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊ нлноҌ  
  
LŦ ǘƘŜǎŜ ǊŜǉǳƛǊŜŘ Řŀǘŀ ƛǘŜƳǎ ŀǊŜ ƭŜƊ ōƭŀƴƪ ŦƻǊ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊ 
нлнн ŦƻǊǿŀǊŘ ŦƻǊ ŀ ōǊŜŀǎǘ ǇǊƛƳŀǊȅΣ ŜŘƛǘǎ ǿƛƭƭ ǇƻǇǳƭŀǘŜ ŀƴŘ Ƴǳǎǘ 
ōŜ ŎƻǊǊŜŎǘŜŘΦ  
  

ноп  мнфн  {ŎƻǇŜ ƻŦ wŜƎƛƻƴŀƭ [b 
{ǳǊƎŜǊȅ  

.ǳƭƭŜǘ Ім ŀŘŘŜŘΥ  
 όŜȄŎƭǳŘƛƴƎ ŎƻŘŜ мύ  
  
wŜƳƻǾŜŘ ŦǊƻƳ /ƻŘŜ фΥ  
ƻ  [ȅƳǇƘƻƳŀ όŜȄŎƭǳŘƛƴƎ /[[κ{[[Σ {ŎƘŜƳŀ L5 ллтфлύ 

ƻ  [ȅƳǇƘƻƳŀ ό/[[κ{[[Σ {ŎƘŜƳŀ L5 ллтфрύ ƻ 

 tƭŀǎƳŀŎȅǘƻƳŀΣ ōƻƴŜ όфтомκоύ  

  
wŜƳƻǾŜŘΥ  
!ŘŘŜŘ ǘƻ /ƻŘŜ фΥ  
/руф  
  
tƭŀǎƳŀ  /Ŝƭƭ 5ƛǎƻǊŘŜǊǎ όŜȄŎƭǳŘƛƴƎ ƘƛǎǘƻƭƻƎȅ фтопκо {ŎƘŜƳŀ L5 
ллунн όфстмΣ фтомΣ фтсмύ  
  
  

нпл  стн  {ŎƻǇŜ ƻŦ wŜƎƛƴŀƭ [b  
{ǳǊƎŜǊȅ ŀǘ ǘƘƛǎ  
CŀŎƛƭƛǘȅ   

.ǳƭƭŜǘ Ім ŀŘŘŜŘΥ  
όŜȄŎƭǳŘƛƴƎ ŎƻŘŜ мύ  
  

wŜƳƻǾŜŘ ŦǊƻƳ /ƻŘŜ фΥ ƻ  [ȅƳǇƘƻƳŀ όŜȄŎƭǳŘƛƴƎ 

/[[κ{[[Σ {ŎƘŜƳŀ L5 ллтфлύ ƻ  [ȅƳǇƘƻƳŀ ό/[[κ{[[Σ 

{ŎƘŜƳŀ L5 ллтфрύ ƻ  tƭŀǎƳŀŎȅǘƻƳŀΣ ōƻƴŜ όфтомκоύ  

  
!ŘŘŜŘ ǘƻ /ƻŘŜ фΥ /руф  
  

wŜƳƻǾŜŘΥ  
tƭŀǎƳŀ  /Ŝƭƭ 5ƛǎƻǊŘŜǊǎ όŜȄŎƭǳŘƛƴƎ ƘƛǎǘƻƭƻƎȅ фтопκо {ŎƘŜƳŀ L5 
ллунн όфстмΣ фтомΣ фтсмύ  

нпс  мнфп  {ǳǊƎƛŎŀƭ  
tǊƻŎŜŘǳǊŜκhǘƘŜǊ  
{ƛǘŜ  

wŜƳƻǾŜŘ ŦǊƻƳ .ǳƭƭŜǘ Іс  
{ŜŎƻƴŘ ōǳƭƭŜǘ ǇƻƛƴǘΥ ²ƘŜƴ ǘƘŜ ƛƴǾƻƭǾŜŘ ŎƻƴǘǊŀƭŀǘŜǊŀƭ ōǊŜŀǎǘ ƛǎ 
ǊŜƳƻǾŜŘ ŦƻǊ ŀ ǎƛƴƎƭŜ ǇǊƛƳŀǊȅ ōǊŜŀǎǘ ŎŀƴŎŜǊΦ bƻǘŜΥ {ŜŜ ŀƭǎƻ ƴƻǘŜǎ 
ŀƴŘ ŎƻŘŜǎ ƛƴ !ǇǇŜƴŘƛȄ !Σ .ǊŜŀǎǘ ǎǳǊƎŜǊȅ ŎƻŘŜǎ  

нпу  стп  {ǳǊƎƛŎŀƭ  
tǊƻŎŜŘǳǊŜκhǘƘŜǊ  
{ƛǘŜ ŀǘ ǘƘƛǎ CŀŎƛƭƛǘȅ   

wŜƳƻǾŜŘ ŦǊƻƳ .ǳƭƭŜǘ Іс  
{ŜŎƻƴŘ ōǳƭƭŜǘ ǇƻƛƴǘΥ ²ƘŜƴ ǘƘŜ ƛƴǾƻƭǾŜŘ ŎƻƴǘǊŀƭŀǘŜǊŀƭ ōǊŜŀǎǘ ƛǎ 
ǊŜƳƻǾŜŘ ŦƻǊ ŀ ǎƛƴƎƭŜ ǇǊƛƳŀǊȅ ōǊŜŀǎǘ ŎŀƴŎŜǊΦ bƻǘŜΥ {ŜŜ ŀƭǎƻ ƴƻǘŜǎ 
ŀƴŘ ŎƻŘŜǎ ƛƴ !ǇǇŜƴŘƛȄ !Σ .ǊŜŀǎǘ ǎǳǊƎŜǊȅ ŎƻŘŜǎ  

нрл  омул  5ŀǘŜ ƻŦ {ǳǊƎƛŎŀƭ 
5ƛǎŎƘŀǊƎŜ  

!ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ Υ .ƭŀƴƪ ²ƻǊŘƛƴƎ 
!ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
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нрс  мнмл   5ŀǘŜ wŀŘƛŀǝƻƴ 
{ǘŀǊǘŜŘ  

wŜǇŜǝǝǾŜ ǎǘŀǘŜƳŜƴǘ ƛŘŜƴǝŬŜŘ .ǳƭƭŜǘ Ім ŀƴŘ ІоΦ  
.ǳƭƭŜǘ Ім ǊŜƳƻǾŜŘΥ 5ŀǘŜ ǊŀŘƛŀǝƻƴ ǎǘŀǊǘŜŘ ǿƛƭƭ ǘȅǇƛŎŀƭƭȅ ōŜ ŦƻǳƴŘ 
ƛƴ ǘƘŜ ǊŀŘƛŀǝƻƴ ƻƴŎƻƭƻƎƛǎǘΩǎ ǎǳƳƳŀǊȅ ƭŜǧŜǊ ŦƻǊ ǘƘŜ ŬǊǎǘ ŎƻǳǊǎŜ 
ƻŦ ǘǊŜŀǘƳŜƴǘΦ 5ŜǘŜǊƳƛƴŀǝƻƴ ƻŦ ǘƘŜ ŘŀǘŜ ǊŀŘƛŀǝƻƴ ǎǘŀǊǘŜŘ Ƴŀȅ 
ǊŜǉǳƛǊŜ ŀǎǎƛǎǘŀƴŎŜ ŦǊƻƳ ǘƘŜ ǊŀŘƛŀǝƻƴ ƻƴŎƻƭƻƎƛǎǘ ŦƻǊ ŎƻƴǎƛǎǘŜƴǘ 
ŎƻŘƛƴƎΦ  

259  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Removed the Bullet #2  
Phase II III of radiation treatment also commonly includes 
draining lymph node regions that are associated with the 
primary tumor or tumor bed. The draining lymph nodes are 
recorded in the Phase II Radiation to Draining Lymph Nodes 
[1515,1525].  
  

Removed from Bullet #3  
If one or more discrete volumes are treated and one of those 
includes the primary site, record the Phase II III treatment to the 
primary site in this data item.  
  

Added to Bullet #3  
Draining lymph nodes may also be concurrently targeted most 
commonly during the first phase.  
  
Added to Bullet #4  
When the primary volume is a lymph node region, draining 
lymph nodes are not targeted. Record code 88  in   the Phase III-
III Radiation to Draining Lymph Nodes  [1505, 1515, 1525] when 
primary volume is a lymph node region.  

 

260  1504 1514 
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 02 Thoracic lymph node regions and 
removed mantle or mini mantle for lymphoma   

261  1504 1514 
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 03 Neck and thoracic lymph node 
regions and removed mantle or mini mantle for lymphoma  

261  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 04 Breast/ Chest wall lymph node 
regions: Radiation is directed primarily to one or some  
combination of axillary, supraclavicular, and/or internal mammary 
lymph node regions WITHOUT concurrent treatment of the breast 
or chest wall.  

261  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 05 Abdominal lymph nodes: Treatment 
is directed to one or some combination   of the lymph nodes of the 
abdomen, including retro-crural, peri-gastric, peri-hepatic, 
portocaval and para-aortic node regions.  

261  1504 1514 
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 06 Pelvic lymph nodes: Treatment is 
directed to one or some combination  of the lymph nodes of the 
pelvis  

261  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 21 Oral Cavity:  
Treatment is directed at all or a portion of the oral cavity, which 
may include the lips, gingiva, alveolus, buccal mucosa, retromolar 
trigone, hard palate, floor of mouth and/or oral tongue.  
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263  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 64 Prostate -whole:  
Treatment is directed at all of the prostate with/without all or part 
of the seminal vesicles. Use this code even if seminal vesicles are not 
explicitly targeted.  

263  1504 1514 
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 86 Pelvis (NOS, non-visceral): For 
example, this code should be used for sarcomas arising from 
non-visceral soft tissues of the pelvis.    

264  1504 1514  
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 91 Soft Tissue:   
This category should be used to code primary or metastatic soft 
tissue malignancies when localizing to a region of the body (e.g. 
pelvis) is not possible or when the case does not fit other categories.  

264  1504 1514 
1524  

Phase I-II-III  
Radiation Primary  
Treatment Volume   

Clarification added to code 98 Other:   
For example, code 98 when the radioisotope I-131 is used in the 
treatment of thyroid cancer.  

267  1506 1516 
1526  

Phase I-II-III  
Radiation Treatment 
Modality  

Removed for Bullet #1  
For the first course of treatment.  

270  1502 1512  
1522  

Phase I-II-III External  
Beam Radiation  
Planning Technique  

Removed Bullet #6:  
When code 98 is recorded, document the planning technique in the 
appropriate text data item.  
  
  

 

276  1503 1513  
1523  

Phase I-II-III Number 
of Fractions   

Removed   
Example: Code 025 A patient with breast carcinoma had treatment 
sessions in which treatment was delivered to the chest wall and 
encompassing the ipsilateral supraclavicular region for a total of 
three fraction portals. Twenty-five treatment sessions were given. 
Record 25 fractions as 025.  
  

277  1507 1517 
1527  

Phase I-II-III Total  
Dose  

Rationale  
Removed word : prescribed and added wording of: maximum 
delivered  

282  1533  Radiation Course 
Total Dose   

Added wording to bullet #3  major   
type (External Beam, Brachytherapy, or Radioisotopes  

нуп  моул  wŀŘƛŀǝƻƴκ{ǳǊƎŜǊȅ 
{ŜǉǳŜƴŎŜ   

/ƭŀǊƛŬŜŘ 9ȄŀƳǇƭŜ Ір  
  

нус  оннл  5ŀǘŜ wŀŘƛŀǝƻƴ 
9ƴŘŜŘ  

wŜƳƻǾŜŘ .ǳƭƭŜǘ Ін όŘǳǇƭƛŎŀǘŜ ƛƴǎǘǊǳŎǝƻƴύΥ  
¢ƘŜ ŘŀǘŜ ǿƘŜƴ ǘǊŜŀǘƳŜƴǘ ŜƴŘŜŘ ǿƛƭƭ ǘȅǇƛŎŀƭƭȅ ōŜ ŦƻǳƴŘ ƛƴ ǘƘŜ 
ǊŀŘƛŀǝƻƴ ƻƴŎƻƭƻƎƛǎǘΩǎ ǎǳƳƳŀǊȅ ƭŜǧŜǊ ŦƻǊ ǘƘŜ ŬǊǎǘ ŎƻǳǊǎŜ ƻŦ 
ǘǊŜŀǘƳŜƴǘΦ  

нфн  мннл  5ŀǘŜ /ƘŜƳƻǘƘŜǊŀǇȅ  
{ǘŀǊǘŜŘ   

wŜƳƻǾŜŘΥ ¢ƘŜ w· 5ŀǘŜς/ƘŜƳƻ CƭŀƎ ώмннмϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 
5ŀǘŜ /ƘŜƳƻǘƘŜǊŀǇȅ {ǘŀǊǘŜŘ ƛǎ ƴƻǘ ŀ ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ w· 5ŀǘŜς
/ƘŜƳƻ CƭŀƎ ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇǎ ŀƳƻƴƎ ǘƘŜǎŜ 
ƛǘŜƳǎΦ  
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нфф  мнол  5ŀǘŜ IƻǊƳƻƴŜ 
¢ƘŜǊŀǇȅ {ǘŀǊǘŜŘ  

wŜƳƻǾŜŘΥ ¢ƘŜ w· 5ŀǘŜςIƻǊƳƻƴŜ CƭŀƎ ώмномϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 
5ŀǘŜ IƻǊƳƻƴŜ ¢ƘŜǊŀǇȅ {ǘŀǊǘŜŘ ƛǎ ƴƻǘ ŀ ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ w· 5ŀǘŜς
IƻǊƳƻƴŜ CƭŀƎ ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇǎ ŀƳƻƴƎ ǘƘŜǎŜ 
ƛǘŜƳǎΦ  
  

олр  мнпл  5ŀǘŜ  
LƳƳǳƴƻǘƘŜǊŀǇȅ  
{ǘŀǊǘŜŘ  

¢ƘŜ w· 5ŀǘŜς.wa CƭŀƎ ώмнпмϐ ƛǎ ǳǎŜŘ ǘƻ ŜȄǇƭŀƛƴ ǿƘȅ 5ŀǘŜ 
LƳƳǳƴƻǘƘŜǊŀǇȅ {ǘŀǊǘŜŘ ƛǎ ƴƻǘ ŀ ƪƴƻǿƴ ŘŀǘŜΦ {ŜŜ w· 5ŀǘŜς.wa CƭŀƎ 
ŦƻǊ ŀƴ ƛƭƭǳǎǘǊŀǝƻƴ ƻŦ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇǎ ŀƳƻƴƎ ǘƘŜǎŜ ƛǘŜƳǎΦ  
  

онп  мусл  5ŀǘŜ ƻŦ CƛǊǎǘ 
wŜŎǳǊǊŜƴŎŜ  

!ŘŘŜŘ ǘƻ !ƭƭƻǿŀōƭŜ ±ŀƭǳŜǎ Υ .ƭŀƴƪ  
²ƻǊŘƛƴƎ !ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  
  

ону  мттн  5ŀǘŜ ƻŦ [ŀǎǘ /ŀƴŎŜǊ   
όǘǳƳƻǊύ {ǘŀǘǳǎ   
  

²ƻǊŘƛƴƎ !ŘŘŜŘΥ  .ƭŀƴƪ ƛǎ !ƭƭƻǿŜŘ  

оол  мтрл  5ŀǘŜ ƻŦ [ŀǎǘ /ƻƴǘŀŎǘ 
ƻǊ 5ŜŀǘƘ  

²ƻǊŘƛƴƎ !ŘŘŜŘΥ   
.ƭŀƴƪǎ ƴƻǘ !ƭƭƻǿŜŘΦ  
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STORE  
2023  
Page  
Number  

Section or  
NAACCR Data  
Item Number  

Data Item Name  Changes/Comments/Clarifications  

опп  !ǇǇŜƴŘƛȄ !  /ǳǊǊŜƴǘ {ƛǘŜπ{ǇŜŎƛŬŎ  
{ǳǊƎŜǊȅ /ƻŘŜǎ ŦƻǊ  
нлноҌ   

/ƻŘŜǎ ŎƘŀƴƎŜŘ ŦǊƻƳ ǘǿƻπŘƛƎƛǘ ƴǳƳŜǊƛŎ ŎƻŘŜ ǘƻ ŀƭǇƘŀƴǳƳŜǊƛŎ 
ōŜƎƛƴƴƛƴƎ ǿƛǘƘ ƭŜǧŜǊ ŦƻƭƭƻǿŜŘ ōȅ ŦƻǳǊ ŘƛƎƛǘǎΦ  
  
!ƭƭ нлно ǎƛǘŜ ǎǇŜŎƛŬŎ ǎǳǊƎŜǊȅ ŎƻŘŜǎ ōŜƎƛƴ ǿƛǘƘ ŀ ƭŜǧŜǊ ! ŜȄŎŜǇǘ ŦƻǊ 
ǎƪƛƴ ǿƘƛŎƘ ǎǘŀǊǘ ǿƛǘƘ ŀ ƭŜǧŜǊ . ǘƻ ƛƴŘƛŎŀǘŜǎ ŀ ǎƛƎƴƛŬŎŀǘŜ ŎƘŀƴƎŜ ƛƴ 
ŎƻŘƛƴƎΦ  
  
CƻǊ ŘƛŀƎƴƻǎƛǎ ȅŜŀǊǎ нлло ς нлннΣ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ ƻŦ tǊƛƳŀǊȅ  
{ƛǘŜ ŀǘ ǘƘƛǎ CŀŎƛƭƛǘȅ ώb!!//w Řŀǘŀ ƛǘŜƳ Істлϐ ŀƴŘ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜ 
ƻŦ tǊƛƳŀǊȅ {ƛǘŜ ώb!!//w Řŀǘŀ ƛǘŜƳ Імнфлϐ ǎƘƻǳƭŘ ōŜ ŎƻŘŜŘ ǳǝƭƛȊƛƴƎ 
ǘƘŜ {¢hw9 Ƴŀƴǳŀƭ ōŀǎŜŘ ƻƴ ǘƘŜ ȅŜŀǊ ƻŦ ŘƛŀƎƴƻǎƛǎΦ  
  
bh¢9 ¢h ±9b5hw{κw9{9!w/I9w{Υ   
w· IƻǎǇππ{ǳǊƎ tǊƛƳ {ƛǘŜ ώстлϐ ǿŀǎ ŎƘŀƴƎŜŘ ǘƻ w· IƻǎǇτ{ǳǊƎ tǊƛƳ 
{ƛǘŜ лоπнлнн ώстлϐ  
w· {ǳƳƳππ{ǳǊƎ tǊƛƳ {ƛǘŜ ώмнфлϐ ǿŀǎ ŎƘŀƴƎŜŘ ǘƻ w· {ǳƳƳπ{ǳǊƎ 
tǊƛƳ {ƛǘŜ лоπнлнн ώмнфлϐ  
  

плу  !ǇǇŜƴŘƛȄ a  /¢w DǳƛŘŜ ǘƻ /ƻŘƛƴƎ 
aŜƭŀƴƻƳŀ {ƪƛƴ  

!ŘŘŜŘ ŀǎ ŀ ǊŜŦŜǊŜƴŎŜ ŦƻǊ ǊŜƎƛǎǘǊŀǊǎ   

пно  !ǇǇŜƴŘƛȄ w  /¢w DǳƛŘŜ ǘƻ /ƻŘƛƴƎ  
wŀŘƛŀǝƻƴ ¢ƘŜǊŀǇȅ  
¢ǊŜŀǘƳŜƴǘ ƛƴ ǘƘŜ  
{¢hw9   

!ŘŘŜŘ ŀǎ ŀ ǊŜŦŜǊŜƴŎŜ ŦƻǊ ǊŜƎƛǎǘǊŀǊǎ  

aǳƭǝǇƭŜ  !ƭƭ  /ƻƭǳƳƴ І   ²ƛǘƘ Ǿнм ŀƴŘ ǘƘŜ ŎƘŀƴƎŜ ǘƻ ·a[ όŦƻǊ ǘƘŜ b!!//w ƭŀȅƻǳǘύΣ ǘƘŜ 
ŎƻƭǳƳƴ ƴǳƳōŜǊ ƛǎ ƴƻ ƭƻƴƎŜǊ ǊŜǉǳƛǊŜŘ ǘƘŜǊŜŦƻǊŜ ǘƘŜ /ƻƭǳƳƴ І Ƙŀǎ 
ōŜŜƴ ǊŜƳƻǾŜŘ ŦǊƻƳ ǘƘŜ Řŀǘŀ ƛǘŜƳ ǘŀōƭŜǎΦ  
  
  

 

 

 

 

 

 

 

 



 

38 
 

STORE  
2023  
Page  
Number  

Section or  
NAACCR Data 
Item Number  

Data Item Name  Changes/Comments/Clarifications  

207  n/a  Site Specifics Data 
Items  

Added SSDI data items:  

[3960] Histologic Subtype -appendix  
[3961] Clinical Margin Width - melanoma  

257  1550  Location of  
Radiation Treatment  

Added wording for clarification to 3rd bullet:  
άŀƴŘ ǳǎǳŀƭƭȅ ƛƴŎƭǳŘŜǎ ŘǊŀƛƴƛƴƎ ƭȅƳǇƘ ƴƻŘŜǎέ  

261  1504 
1514 
1524  

Phase I-II-III  
Radiation Primary  

Treatment Volume  

Wording added to code 05:   

If field or target is described as hockey stick, dog leg, and 
inverted Y then use code 07.  

 

     Changes 12/15/2022  

  

STORE  
2023  
Page  
Number  

Section or  
NAACCR Data 
Item Number  

Data Item Name  Changes/Comments/Clarifications  

169 
171  
173  
175  
177  
179  

1112 
1113  
1114  
1115  
1116  
1117  

Mets at Diagnosis-Bone  
Mets at Diagnosis-Brain  
Mets at Diagnosis-Distant 
LNs Mets at Diagnosis-Liver 
Mets at Diagnosis-Lung  
Mets at Diagnosis-Other  

 Added:   
Use code 0 when:  
Å Tumor is a borderline or benign brain or CNS 

tumor.  

Å Any other reportable tumor with a behavior of 
benign (/0), borderline (/1), or in situ (/2) 
Removed:  

o  Use code 8 (Not applicable) for 
benign/borderline brain and CNS tumors  

260 
261 
262  
263  

1504 
1514  
1524  

Phase I-II-III Radiation Primary  

Treatment Volume  

Added for clarity :   
Code 13:  Use code 13 when primary tumor volume is 
brain stem.  
   
Code 29 Head and neck (NOS): Use code 29 when the 
Primary Tumor Volume is Paraganglioma of the jugular 
foramen in the middle ear.  
  
Code 71  Uterus or Cervix: Added parametrium.  
  
Code 93 Whole Body Radiation: Added For example as 
with total body irradiation (TBI).  
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47  Overview of  
Coding  
Principles  

Case Eligibility  Under Analytic Cases:  
Removed Joint Commission accreditation and replaced 
with Federal Employer Tax ID (FEIN)  

 

     Changes 12/19/2023  

  

STORE  
2023  
Page  
Number  

Section or  
NAACCR Data 
Item Number  

Data Item Name  Changes/Comments/Clarifications  

48  Overview of  
Coding  
Principles  

Case Eligibility  Updated Analytic  Cases:  
Added: Any program listed in your FEIN is included within 
your accreditation and therefore reportable to NCDB.   
  

51  Overview of  
Coding  
Principles  

Cancer Identification  Added clin to Grade Post Therapy Clin (yc) [1068]   
  

372  Appendix A  Breast Surgical Codes  Corrected note under A410:  
If the contralateral breast reveals a second primary, each 
breast is abstracted separately. The surgical procedure is 
coded A410 for the first primary.  
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      Changes 1/23/2024  

  

STORE  
2023  
Page  
Number  

Section or  
NAACCR Data 
Item Number  

Data Item Name  Changes/Comments/Clarifications  

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:  
ω If multiple procedures are performed, record the 
largest peripheral (radial) margin.  
  
Added:  
this margin is documented by the surgeon in the CoC 
operative note as a single measurement:  

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

ω Do not use any clinical margin measurements  
(e.g., 3.1 cm x 5.2 cm) for this data item   
ω  If multiple WLE procedures are performed, 
record the documented margin from the op note with 
the largest margin  

 

     Changes  4/11/2024  

  

Section or  
NAACCR 
Data Item 
Number  

Data Item Name  Changes/Comments/Clarifications  

Appendix M  Case Studies for Coding  
Melanoma  

Removed from STORE 2023  

 

2023 Source References  

¢ƘŜ нлно {ƻǳǊŎŜ wŜŦŜǊŜƴŎŜ 5ƻŎǳƳŜƴǘ ƛǎ ƭƻŎŀǘŜŘ ƻƴ ǘƘŜ b!!//w ǿŜōǎƛǘŜ ŀǾŀƛƭŀōƭŜ ŀǘ  
https://www.naaccr.org/implementation-guidelines/ 

 

 

 

 

 

 

 

 

https://www.naaccr.org/implementation-guidelines/
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STORE Manual 2024 
 

STORE 2024 Summary of Changes 

 

New Data Items 
 

 

 

 

Data Items removed from STORE 2024 

 

STORE 

2023 Page 

Number 

NAACCR 

Number 

Data Item Name 

207 3884 SSDI: LN Status Femoral-Inguinal, Para Aortic, Pelvic Site-Specific Data Item 

219 10104 Rx Hosp--Surg Breast 

222 10105 Rx SummτSurg Breast 

225 10106 Rx Hosp ςRecon Breast 

227 10107 Rx SummτRecon Breast 

Changes to STORE v24 manual by the page number in STORE 2024 

 

STORE 
нлнп tŀƎŜ 
Number 

NAACCR 

Number 

5ŀǘŀ LǘŜƳ bŀƳŜ 

195 3956 {{5LΥ ±ǳƭǾŀ ǇǊƛƳŀǊȅ ǎƛǘŜ ŀŘŘŜŘ ǘƻ Ǉмс {{5L 

207 751 wȄ IƻǎǇπ wŜŎƻƴ .ǊŜŀǎǘ 

209 1335 wȄ {ǳƳƳπwŜŎƻƴ .ǊŜŀǎǘ 

 

STORE 
2024 
Page 
Number 

{ŜŎǝƻƴ ƻǊ 
NAACCR 
5ŀǘŀ LǘŜƳ 
Number 

5ŀǘŀ LǘŜƳ bŀƳŜ Changes/Comments/Clarifications 

36 Case 
Eligibility 

!ƴŀƭȅǝŎ /ŀǎŜǎ !ŘŘŜŘ ŎƭŀǊƛŬŎŀǝƻƴ ŦƻǊ ŎŀǎŜ ŜƭƛƎƛōƛƭƛǘȅ ǳƴŘŜǊ C9Lb 

39 Overview 
ƻŦ /ƻŘƛƴƎ 
Principles 

Cancer 
Identification 

!ŘŘŜŘ Ŏƭƛƴ ǘƻ DǊŀŘŜ tƻǎǘ ¢ƘŜǊŀǇȅ /ƭƛƴ όȅŎύ ώмлсуϐ 

238 1550 [ƻŎŀǝƻƴ ƻŦ 
Radiation 
Treatment 

Lƴ ŎƻŘŜǎ н ŀƴŘ оΥ 
¢ƘŜ ǿƻǊŘ ŀŘƳƛƴƛǎǘŜǊŜŘ Ƙŀǎ ōŜŜƴ ŎƘŀƴƎŜŘ ǘƻ ǎǘŀǊǘŜŘ 

Lƴ ŎƻŘƛƴƎ ƛƴǎǘǊǳŎǝƻƴǎΥ wŜƳƻǾŜŘΥ wŜƎƛƻƴŀƭ ŀƴŘ ōƻƻǎǘ 

!ŘŘŜŘΥ /ƻŘŜ ǘƘŜ ŬǊǎǘ ŎƻǳǊǎŜ ƻŦ ǘǊŜŀǘƳŜƴǘΦ 5ƻ ƴƻǘ ƛƴŎƭǳŘŜ 
ǎǳōǎŜǉǳŜƴǘ ǘǊŜŀǘƳŜƴǘǎ ƛƴ ǘƘŜ ŎƻŘƛƴƎ ƻŦ ǘƘƛǎ Řŀǘŀ ƛǘŜƳΦ 
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294 1639 Systemic/Surgery 
Sequence 

Code 4 clarified 
At least one course of systemic therapy was given before 
and at least one more 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 
A 

/ǳǊǊŜƴǘ {ƛǘŜπ 
{ǇŜŎƛŬŎ {ǳǊƎŜǊȅ 
/ƻŘŜǎ ŦƻǊ нлнп 

{ǳǊƎƛŎŀƭ ŎƻŘŜ ŎƘŀƴƎŜǎ ŦƻǊ ǘƘŜ ǎƛǘŜǎ ōŜƭƻǿ ƴƻǘŜŘ ǿƛǘƘ нлнпΦ 
¢ƘȅǊƻƛŘ ǘƻǇƻƎǊŀǇƘȅ ǿŀǎ ŎƻǊǊŜŎǘŜŘ ƻƴ !ǇǇŜƴŘƛȄ ! ǝǘƭŜ ǇŀƎŜ 
[ƛǎǘ ƻŦ ǎƛǘŜǎ ǿŜǊŜ ƻǊƎŀƴƛȊŜŘ ŎƘǊƻƴƻƭƻƎƛŎŀƭƭȅ ǘƘŜƴ ōȅ ǘƻǇƻƎǊŀǇƘȅ ŎƻŘŜΦ 
ω /ппΦлπ/ппΦф {ƪƛƴ όнлноύ 
ω /муΦлπ/муΦф /ƻƭƻƴ όнлнпύ 
ω /нрΦлπ/нрΦф tŀƴŎǊŜŀǎ όнлнпύ 
ω /опΦлπ/опΦф [ǳƴƎ όнлнпύ 
ω / рлΦлπ/рлΦф .ǊŜŀǎǘ όнлнпύ 
ω /тоΦф ¢ƘȅǊƻƛŘ όнлнпύ 

335 
 
 
 
 
 
344 

 
 
 
347 

Appendix 
A 

/ǳǊǊŜƴǘ {ƛǘŜπ 
{ǇŜŎƛŬŎ {ǳǊƎŜǊȅ 
/ƻŘŜǎ ŦƻǊ нлнп 

Colon: 
bƻǘŜ !ŘŘŜŘΥ 
bƻǘŜΥ .млл ƛƴŎƭǳŘŜǎ ŜƭŜŎǘǊƻŎŀǳǘŜǊȅΤ ŦǳƭƎǳǊŀǝƻƴ όƛƴŎƭǳŘŜǎ ǳǎŜ ƻŦ Ƙƻǘ 
ŦƻǊŎŜǇǎ ŦƻǊ ǘǳƳƻǊ ŘŜǎǘǊǳŎǝƻƴύΦ 
.мнл ƛǎ ƻōǎƻƭŜǘŜΦ 

 
Pancreas 
wŜƳƻǾŜŘ ǿƻǊŘƛƴƎΥ 
ŎƻŘŜ .тлл hōǎƻƭŜǘŜΣ όŎƻƳōƛƴŜŘ ǿƛǘƘ ŎƻŘŜ .сллύ 

 
Lung 
wŜƳƻǾŜŘ ǿƻǊŘƛƴƎΥ 
ŎƻŘŜ .тлл 9ȄǘŜƴŘŜŘ ǊŀŘƛŎŀƭ ǇƴŜǳƳƻƴŜŎǘƻƳȅπ hōǎƻƭŜǘŜ 

373 Appendix 
B 

L/5πhπо 9ƭƛƎƛōƛƭƛǘȅ 
Reportability 
Table 

¦ǇŘŀǘŜŘ IƛǎǘƻƭƻƎȅ ¢ŀōƭŜ 

401 Appendix 
M 

/ŀǎŜ ŜȄŀƳǇƭŜ Іу /ƻǊǊŜŎǝƻƴ ǘƻ ŎƻŘƛƴƎ ƻŦ ǘƘŜ {{5L /ƭƛƴƛŎŀƭ aŀǊƎƛƴ ώофсмϐ ǘƻ ··Φф 

402 Appendix 
M 

{ǳƳƳŀǊȅ ƻŦ 
/ƻŘƛƴƎ wǳƭŜǎ 

Removed: 
¶ LŦ ƳǳƭǝǇƭŜ ǇǊƻŎŜŘǳǊŜǎ ŀǊŜ ǇŜǊŦƻǊƳŜŘΣ ǊŜŎƻǊŘ ǘƘŜ ƭŀǊƎŜǎǘ 
ǇŜǊƛǇƘŜǊŀƭ όǊŀŘƛŀƭύ ƳŀǊƎƛƴΦ 

Added: 
ǘƘƛǎ ƳŀǊƎƛƴ ƛǎ ŘƻŎǳƳŜƴǘŜŘ ōȅ ǘƘŜ ǎǳǊƎŜƻƴ ƛƴ ǘƘŜ /ƻ/ ƻǇŜǊŀǝǾŜ ƴƻǘŜ 
ŀǎ ŀ ǎƛƴƎƭŜ ƳŜŀǎǳǊŜƳŜƴǘΥ 

¶ LŦ ǘƘŜ ƳŀǊƎƛƴ ŘƻŎǳƳŜƴǘŀǝƻƴ ƛǎ ƳƛǎǎƛƴƎΣ ǘƘŜ {{5L /ƭƛƴƛŎŀƭ 
aŀǊƎƛƴ ǎƘƻǳƭŘ ōŜ ŎƻŘŜŘ ŀǎ ··ΦфΣ Řƻ ƴƻǘ ǳǎŜ ƻǘƘŜǊ 
measurements. 

¶ 5ƻ ƴƻǘ ǳǎŜ ŀƴȅ ŎƭƛƴƛŎŀƭ ƳŀǊƎƛƴ ƳŜŀǎǳǊŜƳŜƴǘǎ όŜΦƎΦΣ оΦм ŎƳ Ȅ 
рΦн ŎƳύ ŦƻǊ ǘƘƛǎ Řŀǘŀ ƛǘŜƳΦ 

¶ LŦ ƳǳƭǝǇƭŜ ²[9 ǇǊƻŎŜŘǳǊŜǎ ŀǊŜ ǇŜǊŦƻǊƳŜŘΣ ǊŜŎƻǊŘ ǘƘŜ 
ŘƻŎǳƳŜƴǘŜŘ ƳŀǊƎƛƴ ŦǊƻƳ ǘƘŜ ƻǇ ƴƻǘŜ ǿƛǘƘ ǘƘŜ ƭŀǊƎŜǎǘ 
margin 

437 Appendix 
R 

/ŀǎŜ ŜȄŀƳǇƭŜ 
#19 

/ƻǊǊŜŎǝƻƴ ƳŀŘŜ ǘƻ /ŀǎŜ ŜȄŀƳǇƭŜ Імф ǇƘŀǎŜ LΣ LL ŀƴŘ LLL ǾƻƭǳƳŜΦ 
±ƻƭǳƳŜ ŎƘŀƴƎŜŘ ŦǊƻƳ ŎƻŘŜ лн ǘƻ лмΦ 

438 Appendix 
R 

/ŀǎŜ ŜȄŀƳǇƭŜ 
#20 

/ƻǊǊŜŎǝƻƴ ƳŀŘŜ ǘƻ /ŀǎŜ ŜȄŀƳǇƭŜ Інл ǇƘŀǎŜ LΣ LL ŀƴŘ LLL ǾƻƭǳƳŜΦ 
±ƻƭǳƳŜ ŎƘŀƴƎŜŘ ŦǊƻƳ ŎƻŘŜ лн ǘƻ лмΦ 
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3/5/2024 Changes 

 

 

 

4/11/2024 Changes 
 

Section or 
NAACCR Data 
Item Number 

Data Item Name Changes/Comments/Clarifications 

Appendix M Case Studies for Coding 
Melanoma 

Removed from STORE 2024 

STORE 
2023 
Page 
Number 

{ŜŎǝƻƴ ƻǊ 
NAACCR 
5ŀǘŀ LǘŜƳ 
Number 

5ŀǘŀ LǘŜƳ bŀƳŜ Changes/Comments/Clarifications 

34 Case 
Eligibility 

{Lb LLL ƛǎ ƴƻǘ 
ǊŜǇƻǊǘŀōƭŜ ǘƻ /ƻ/ 

9ȄŎŜǇǝƻƴ пΥ ǊŜƳƻǾŜŘ ǘƘŜ ǿƻǊŘǎ ŜȄŎƭǳŘƛƴƎ ŎŜǊǾƛȄ ό{Lb LLLύ ŀƴŘ ǘƘŜ ƭŀǎǘ 
ǎŜƴǘŜƴŎŜ ƻŦ {Lb LLL ƛǎ ŀ ǎǇŜŎƛŬŎ ƛƴǎǘŀƴŎŜ ƻŦ ƛƴǘǊŀŜǇƛǘƘŜƭƛŀƭ ƴŜƻǇƭŀǎƛŀΣ ƎǊŀŘŜ 
LLL ǿƘƛŎƘ ƛǎ ƭƛǎǘŜŘ ƛƴ L/5πhπо ŀǎκнΦ 

35 Case 
Eligibility 

[/L{ ƛǎ ƴƻǘ 
ǊŜǇƻǊǘŀōƭŜ ǘƻ /ƻ/ 

wŜƳƻǾŜŘ ǘƘŜ ǎŜƴǘŜƴŎŜ ŦǊƻƳ ǇŀǊŀƎǊŀǇƘΥ 
ά!ǎǎƛƎƴ /ƭŀǎǎ ƻŦ /ŀǎŜ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ǊŜƭŀǝƻƴǎƘƛǇ ōŜǘǿŜŜƴ ǘƘŜ ǇŀǝŜƴǘ 
ŀƴŘ ǘƘŜ ǊŜǇƻǊǝƴƎ ŦŀŎƛƭƛǘȅΦέ 

 228 
 
 
 
230 

 
 
 
354 

стп 
 
 
 
1294 
 
 
 
Appendix A    

Surgical 
Procedure/Other 
{ƛǘŜ ŀǘ ¢Ƙƛǎ CŀŎƛƭƛǘȅ 

 
Surgical 
Procedure/Other 
Site 

 
.ǊŜŀǎǘ {ǳǊƎƛŎŀƭ 
/ƻŘŜ bƻǘŜǎ    

bƻǘŜ ŀŘŘŜŘ όƛƴŀŘǾŜǊǘŜƴǘƭȅ ǊŜƳƻǾŜŘ ŦǊƻƳ ōǊŜŀǎǘ ǎǳǊƎƛŎŀƭ ŎƻŘŜǎύΥ 
 
CƻǊ ǎƛƴƎƭŜ ǇǊƛƳŀǊƛŜǎ ƻƴƭȅΣ ŎƻŘŜ ǊŜƳƻǾŀƭ ƻŦ ŎƻƴǘǊŀƭŀǘŜǊŀƭ ōǊŜŀǎǘ ǳƴŘŜǊ ǘƘŜ 
Řŀǘŀ ƛǘŜƳ {ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜκhǘƘŜǊ {ƛǘŜ όb!!//w LǘŜƳ Імнфпύ ƻǊ {ǳǊƎƛŎŀƭ 
tǊƻŎŜŘǳǊŜκhǘƘŜǊ {ƛǘŜ ŀǘ ¢Ƙƛǎ CŀŎƛƭƛǘȅ όb!!//w LǘŜƳ ІстпύΦ 

 

{ŜŎǝƻƴ ƻǊ 
b!!//w 5ŀǘŀ 
LǘŜƳ bǳƳōŜǊ 

5ŀǘŀ LǘŜƳ bŀƳŜ Changes/Comments/Clarifications 

!ǇǇŜƴŘƛȄ a /ŀǎŜ {ǘǳŘƛŜǎ ŦƻǊ /ƻŘƛƴƎ 
Melanoma 

wŜƳƻǾŜŘ ŦǊƻƳ {¢hw9 нлнп 
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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 so page numbers in Word and PDF match. 

8 Preface Summary of 
Changes 

Listing of major 
changes 
updated 

Revised the section with the list of major changes including additions, deletions, and 
modifications made to the 2024 manual and appendices. See manual. 

9 Preface 2024 Changes Listing of 
additional 2024 
changes 
updated 

Revised the list of 2024 changes including a link relating to additional sources for 
cancer coding and staging. See manual. 

9 Preface Submitting 
Questions 

Note revised Note: See the American College of Surgeons Commission on Cancer CAnswer Forum 
for questions about AJCC TNM staging, Grade, the Site-Specific Data Items, and 
data items not required by SEER. SEER required data items are listed in the NAACCR 
Required Status Table. 

10 Preface Collection and 
Storage of Dates 

Text edited See the 2023 and 2024 NAACCR Implementation Guidelines for further information 
regarding the updated data exchange standard. 

15 Reportability Reportable 
Diagnosis List 

Item 1.b.v 
modified 

Changed to: High-grade dysplasia in colorectal sites. 

18 Reportability Ambiguous 
Terms for 
Reportability 

Text added Added text: 
Equivalent to ά5ƛŀƎƴƻǎǘƛŎ ŦƻǊέ malignancy or reportable diagnosis. These phrases are 
reportable when no other information is available or there is no information to the 
contrary. 
ω In keeping with [malignancy or reportable diagnosis] 

 

 

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/
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19 Reportability Ambiguous 
Terminology 
Lists: References 
of Last Resort 

Text edited Revised the text in the first paragraph: 
This section clarifies the use of Ambiguous Terminology as listed in STORE 2018 
for case reportability and staging in Commission on Cancer (CoC)-accredited 
programs. When abstracting, registrars are to use the ά!ƳōƛƎǳƻǳǎ Terms at 
5ƛŀƎƴƻǎƛǎέ list with 
respect to case reportability, however, these lists need to be used correctly. 

23 Changing 
Information 
on the 
Abstract 

 Dates in 
example revised 

Updated the dates in #4 example: 
4  When the date of diagnosis is confirmed in retrospect to be earlier than the 

original date abstracted. 
Example: Patient has surgery for a benign argentaffin carcinoid (8240/1) of the 
sigmoid colon in May 2022. In January 2023, the patient is admitted with 
widespread metastasis consistent with malignant argentaffin carcinoid. The 
registrar accessions the malignant argentaffin carcinoid as a 2023 diagnosis. 
Two months later, the pathologist reviews the slides from the May 2022 surgery 
and concludes that the carcinoid diagnosed in 2022 was malignant. Change the 
date of diagnosis to May 2022 and histology to 8241 and the behavior code to 
malignant. 
(/3). 

24 Determining 
Multiple 
Primaries 

Hematopoietic 
and Lymphoid 
Neoplasms 

Text revised Revised first sentence: 
No updates were made to the Hematopoietic and Lymphoid Neoplasm Coding 
Manual 
and Database for 2024 cases. 

31 Section I: 
Basic Record 
Identification 

NAACCR Record 
Version 

Code added Added code 240 and description, 2024 Version 24. 

35 Section II: 
Information 
Source 

Type of 
Reporting 
Source 

Example added Example: Surgery for primary cancer performed at hospital as outpatient (no 
overnight stay). Assign code 1 if the hospital is part of a managed health plan 
with comprehensive, unified medical records ς meaning that a single record is 
maintained for each patient and that record includes all encounters in affiliated 
locations. 
Otherwise, assign code 8. 

42 Section III: 
Demographic 
Information 

Social Security 
Number 

Coding 
Instruction 2 
added 

For missing parts of the Social Security number, enter 9s or leave blank depending on 
what the registry software allows 
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82 Section III: 
Demographic 
Information 

IHS Link Note added Note: Do not change race coding based on results from IHS linkage. 

89 Section III: 
Demographic 
Information 

Tobacco Use 
Smoking Status 

Coding 
Instructions 
modified 

Revised Coding Instructions 2, 3.c (formerly 3.b), 4.c (formerly 4.b), 6.a, and 7.a. 
Added Coding Instruction 3.b, 4.b, and 5.c, 6.b., 6.c, and 7. 
See manual. 

92 Section IV: 
Description 
of this 
Neoplasm 

Introductory 
section-- 
Pathology 
Reports 

Text revised Revised first sentence: For the purposes of coding primary site, histologic type, and 
behavior, SEER recommends that information from consult pathology reports be 
preferred over the original pathology report. 

 

фр  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

5ŀǘŜ ƻŦ 5ƛŀƎƴƻǎƛǎ  /ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴǎ 
ŜȄŀƳǇƭŜǎππŘŀǘŜǎ ǊŜǾƛǎŜŘ  

¦ǇŘŀǘŜŘ ŘŀǘŜǎ ƛƴ 9ȄŀƳǇƭŜǎ ǳǎŜŘ ƛƴ 
ǎŜǾŜǊŀƭ /ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴǎΦ  
{ŜŜ ƳŀƴǳŀƭΦ  

фр  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

5ŀǘŜ ƻŦ 5ƛŀƎƴƻǎƛǎ  /ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴ н ŀƴŘ 
о ŎƻƳōƛƴŜŘ  

²ƘŜƴ ǘƘŜ ƻƴƭȅ ƛƴŦƻǊƳŀǝƻƴ ŀǾŀƛƭŀōƭŜ ƛǎ ŀ 
ǇƻǎƛǝǾŜ ǇŀǘƘƻƭƻƎȅ ƻǊ ŎȅǘƻƭƻƎȅ ǊŜǇƻǊǘΣ 
ŎƻŘŜ ǘƘŜ ŘŀǘŜ ǘƘŜ ǇǊƻŎŜŘǳǊŜ ǿŀǎ ŘƻƴŜ 
ŀǎ ǘƘŜ ŘŀǘŜ ƻŦ ŘƛŀƎƴƻǎƛǎΦ 5ƻ ƴƻǘ ŎƻŘŜ ǘƘŜ 
ŘŀǘŜ ǘƘŜ ǎǇŜŎƛƳŜƴ ǿŀǎ ǊŜŎŜƛǾŜŘΣ ǊŜŀŘ ŀǎ 

45 {ŜŎǝƻƴ LLLΥ 
Demographic 
Information 

!ŘŘǊŜǎǎ ŀǘ 
Diagnosis-- 
bǳƳōŜǊ ŀƴŘ 
Street 

Coding 
LƴǎǘǊǳŎǝƻƴ о 
revised 

¦ǇŘŀǘŜŘ ŘŀǘŜ ƻŦ ǘƘŜ ǇǳōƭƛŎŀǝƻƴΥ 
¢ƘŜ ¦{t{ tƻǎǘŀƭ !ŘŘǊŜǎǎƛƴƎ {ǘŀƴŘŀǊŘǎΣ tǳōƭƛŎŀǝƻƴ нуΣ bƻǾŜƳōŜǊ нлннΣ Ŏŀƴ ōŜ ŦƻǳƴŘ 
ƻƴ ǘƘŜ LƴǘŜǊƴŜǘ ŀǘ ƘǧǇǎΥκκǇŜΦǳǎǇǎΦŎƻƳκŎǇƛƳκƊǇκǇǳōǎκǇǳōнуκǇǳōнуΦǇŘŦ 

58 {ŜŎǝƻƴ LLLΥ 
Demographic 
Information 

Geocoding 
vǳŀƭƛǘȅ /ƻŘŜ 

5ŀǘŀ ƛǘŜƳ ŀŘŘŜŘ {ŜŜ ƳŀƴǳŀƭΦ 

59 {ŜŎǝƻƴ LLLΥ 
Demographic 
Information 

Geocoding 
vǳŀƭƛǘȅ /ƻŘŜ 
Detail 

5ŀǘŀ ƛǘŜƳ ŀŘŘŜŘ {ŜŜ ƳŀƴǳŀƭΦ 

80 {ŜŎǝƻƴ LLLΥ 
Demographic 
Information 

wŀŎŜ мΣ нΣ оΣ пΣ р 9ȄŀƳǇƭŜǎ ŀŘŘŜŘ Example 15: Electronic medical record indicates patient is άbŀǘƛǾŜ Hawaiian or 
hǘƘŜǊ tŀŎƛŦƛŎ LǎƭŀƴŘŜǊΦέ [ƻƻƪ ŦƻǊ ƻǘƘŜǊ ŘŜǎŎǊƛǇǘƛƻƴǎ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŀŎŜΦ ²ƘŜƴ ƴƻ 
other information is available, assign 97, Pacific Islander, NOS. 

Example 16: Patient is ά.ŜƭƎƛŀƴΦέ aŜŘƛŎŀƭ ǊŜŎƻǊŘ ƛƴŘƛŎŀǘŜǎ άƴƻƴ-hispanic, other 
ǊŀŎŜΦέ tŀǘƛŜƴǘ appears white on ǎŎŀƴƴŜŘ ŘǊƛǾŜǊΩǎ ƭƛŎŜƴǎŜ ǇƘƻǘƻΦ !ǎǎƛƎƴ ǊŀŎŜ code 01 
for ǿƘƛǘŜΦ ά.ŜƭƎƛǳƳέ ƛǎ ŎƭŀǎǎƛŦƛŜŘ ŀǎ ά9ǳǊƻǇŜŀƴέ ƛƴ ŀǇǇŜƴŘƛȄ D and European is 
included under the descriptions for ǿƘƛǘŜΦ 5ǊƛǾŜǊΩǎ ƭƛŎŜƴǎŜ ǇƘƻǘƻ ǎǳǇǇƻǊǘǎ this. 
 

 

https://pe.usps.com/cpim/ftp/pubs/pub28/pub28.pdf
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ǇƻǎƛǝǾŜ ōȅ ǘƘŜ ǇŀǘƘƻƭƻƎƛǎǘΣ ƻǊ ǘƘŜ ŘŀǘŜ 
ǘƘŜ ǊŜǇƻǊǘ ǿŀǎ ŘƛŎǘŀǘŜŘ ƻǊ ǘǊŀƴǎŎǊƛōŜŘΦ  

фт  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

5ŀǘŜ ƻŦ 5ƛŀƎƴƻǎƛǎ  /ŀǎŜǎ 5ƛŀƎƴƻǎŜŘ .ŜŦƻǊŜ 
.ƛǊǘƘ ŜȄŀƳǇƭŜǎ ǊŜǾƛǎŜŘ  

¦ǇŘŀǘŜŘ ŘŀǘŜǎ ƛƴ ǘƘŜ ŜȄŀƳǇƭŜΦ  

млм  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

{ŜǉǳŜƴŎŜ bǳƳōŜǊππ
/ŜƴǘǊŀƭ  

/ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴ с 
ŜȄŀƳǇƭŜǎππŘŀǘŜ ǊŜǾƛǎŜŘ  

bƻƴπaŀƭƛƎƴŀƴǘ /ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴ сΥ 
¦ǇŘŀǘŜŘ ŘŀǘŜ ƛƴ ǘƘŜ ŜȄŀƳǇƭŜΦ  

млн  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

tǊƛƳŀǊȅ {ƛǘŜ  {ŜŎǝƻƴ ŀŘŘŜŘ  !ŘŘŜŘ ǎŜŎǝƻƴΥ tƘȅǎƛŎƛŀƴ tǊƛƻǊƛǘȅ hǊŘŜǊ 
ŦƻǊ /ƻŘƛƴƎ tǊƛƳŀǊȅ {ƛǘŜ ŦƻǊ {ƻƭƛŘ ¢ǳƳƻǊǎΦ 
{ŜŜ ƳŀƴǳŀƭΦ  

млп  {ŜŎǝƻƴ L±Υ 5ŜǎŎǊƛǇǝƻƴ 
ƻŦ ǘƘƛǎ bŜƻǇƭŀǎƳ  

tǊƛƳŀǊȅ {ƛǘŜ  /ƻŘƛƴƎ LƴǎǘǊǳŎǝƻƴ ф 
ǳǇŘŀǘŜŘ  

!ŘŘŜŘ !ƴǳǎ ǘƻ ǘƘŜ ƭƛǎǘ ƻŦ ǎƛǘŜπǎǇŜŎƛŬŎ 
ŎƻŘƛƴƎ ƎǳƛŘŜƭƛƴŜǎ ŦƻǊ ŎƻŘƛƴƎ ƻŦ ǇǊƛƳŀǊȅ 
ǎƛǘŜΦ  

 

112 Section IV: 
Description 
of this 
Neoplasm 

Diagnostic 
Confirmation 

Note added to 
Coding 
Instruction 8 

Note: Intraductal papillary mucinous neoplasm with high grade dysplasia (8453/2) of 
the pancreas is reportable based on imaging alone; histologic confirmation is not 
required. 

114 Section IV: 
Description 
of this 
Neoplasm 

Histologic Type 
ICD-O-3 

Text removed Removed text: 
See the NAACCR website for additional updates for 2024. 

Refer to the most current Solid Tumor Rules for histology code changes. Items 1-4 
also removed. 

114 Section IV: 
Description 
of this 
Neoplasm 

Histologic Type 
ICD-O-3 

Text revised Histology Coding for Solid Tumors table: 
Revised Primary Site text to: 
Non-malignant CNS Tumors 

 

Revised Topography text for: 
Other Sites: Excludes Head and Neck, Colon, Lung, Melanoma of Skin, Breast, Kidney, 
Renal Pelvis, Ureter, Bladder, Brain, Lymphoma and Leukemia 

117 Section IV: 
Description 
of this 
Neoplasm 

Behavior Code Exception added 
to In Situ section 

Exception: Intraductal papillary mucinous neoplasm with high grade dysplasia 
(8453/2) of the pancreas is reportable based on imaging alone, histologic 
confirmation not required. 

119 Section IV: 
Description 
of this 
Neoplasm 

Cancer 
PathCHART Site- 
Morphology 
Combination 
Standards 

Section added See manual. 
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124 Section IV: 
Description 
of this 
Neoplasm 

Derived 
Summary Grade 
2018 

Data item added See manual. 

 Section IV: 
Description 
of this 
Neoplasm 

Tumor Size-- 
Clinical 

Data item 
deleted 

 

 Section IV: 
Description 
of this 
Neoplasm 

Tumor Size-- 
Pathologic 

Data item 
deleted 

 

125 Section IV: 
Description 
of this 
Neoplasm 

Tumor Size 
Summary 

Data item added Added data item. Replaces Tumor Size--Clinical and Tumor Size--Pathologic. See 
manual. 

138 Section IV: 
Description 
of this 
Neoplasm 

Derived 
Summary Stage 

Data item added See manual. 

145 Section IV: 
Description 
of this 
Neoplasm 

Mets at 
Diagnosis data 
items 

Text moved Moved the statement below the coding instructions for all Mets at Diagnosis data 
items: 
For more information about schemas and schema IDs, go to the SSDI Manual, 
Appendix A. 

157 Section VI: 
Stage-related 
Data Items 

SEER Site- 
specific Factor 1 

Coding 
instructions 
modified. 
Updates made. 

Changed codes to 2-digits. Modified coding instructions. See manual. 

159 Section VI: 
Stage-related 
Data Items 

Additional 
Stage-related 
Data Items/ 
SSDIs 

Introductory 
text revised 

Revised introductory paragraphs to update information for 2024. See manual. 

160 Section VI: 
Stage-related 
Data Items 

Additional 
Stage-related 
Data Items 

Table 5 added Added Table 5: Site-specific Data Items Implemented in 2024. See manual. 

 

https://apps.naaccr.org/ssdi/list/
https://apps.naaccr.org/ssdi/list/
https://apps.naaccr.org/ssdi/list/
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169 Section VII: 
First Course 
of Therapy 

Date Therapy 
Initiated 

Coding 
instruction 2 
added 

Record the date the decision was made for active surveillance even if the patient later 
changes their mind and opts for additional treatment. Code Treatment Status as 2, 
Active surveillance/watchful waiting. 

170 Section VII: 
First Course 
of Therapy 

Date Therapy 
Initiated 

Coding 
instruction 4 
dates in 
example revised 
added 

See manual. 

170 Section VII: 
First Course 
of Therapy 

Date Therapy 
Initiated 

Coding 
instruction 7.b 
deleted 

Deleted former 7.b: 
When Treatment Status is coded 2, Active surveillance/watchful waiting 

174 Section VII: 
First Course 
of Therapy 

Surgery of 
Primary Site 
2023 

Coding 
Instruction 1 
edited 

Minor edits made to note: 

Note: Codes A000 and B000 exclude all sites and ƘƛǎǘƻƭƻƎȅΩǎ that are coded A980. 

(See Coding Instruction 11 below.) 

175 Section VII: 
First Course 
of Therapy 

Surgery of 
Primary Site 
2023 

Coding 
Instruction 4 
notes deleted 

Note 2 and Example deleted 

176 Section VII: 
First Course 
of Therapy 

Breast 
Reconstruction 

Data item added Added new data item. See manual. 

200 Section VII: 
First Course 
of Therapy 

Radiation 
Treatment 
Modality--Phase 
I, II, and III 

Text modified Made minor edit to the bullet: 

Refer to the current Standards for Oncology Registry Entry (STORE) Manual and the 

CTR Guide to Coding Radiation Therapy Treatment in the STORE (see 2024 STORE 

Manual, Appendix M) 

 

200 Section VII: 
First Course 
of Therapy 

Radiation 
Treatment 
Modality--Phase 
I, II, and III 

Coding 
Instruction 1 
modified 

Assign code 13 Radioisotopes, NOS for Radioembolization procedures, e.g., 

intravascular yttrium-90 or lutetium-177 

https://www.facs.org/quality-programs/cancer/ncdb/call-for-data/cocmanuals
https://www.facs.org/quality-programs/cancer/ncdb/call-for-data/cocmanuals
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203 Section VII: 
First Course 
of Therapy 

Radiation 
External Beam 
Planning 
Technique-- 
Phase I, II, III 

Text modified Made minor edit to the last bullet: 

Refer to the current Standards for Oncology Registry Entry (STORE) Manual and the 

CTR Guide to Coding Radiation Therapy Treatment in the STORE (see 2024 STORE 

Manual, Appendix M) 

207 Section VII: 
First Course 
of Therapy 

Date Systemic 
Therapy Started 

Coding 
Instruction 1 
edited 

Made minor text edit: 

Record the date of the first/earliest systemic therapy if Chemotherapy, Hormone 

Therapy, Immunotherapy, or Hematologic Transplant and Endocrine Procedures was 

recorded as part of the first course of therapy 

209 Section VII: 
First Course 
of Therapy 

Chemotherapy Code 
Description 
modified 

Code 82: Chemotherapy was not recommended/administered because it was 
contraindicated due to patient risk factors (.i.e., comorbid conditions, advanced age, 
progression of tumor prior to administration, etc.). 

210 Section VII: 
First Course 
of Therapy 

Chemotherapy Date in Example 
1 updated 

See manual. 

211 Section VII: 
First Course 
of Therapy 

Chemotherapy Coding 
Instruction 7.c 
added 

Progression of tumor prior to administration 

216 Section VII: 
First Course 
of Therapy 

Hormone 
Therapy 

Code 
Description 
modified 

Code 82: Hormone therapy was not recommended/administered because it was 
contraindicated due to patient risk factors (.i.e., comorbid conditions, advanced age, 
progression of tumor prior to administration, etc.). 

220 Section VII: 
First Course 
of Therapy 

Immunotherapy Code 
Description 
modified 

Code 82: Immunotherapy was not recommended/administered because it was 
contraindicated due to patient risk factors (.i.e., comorbid conditions, advanced age, 
progression of tumor prior to administration, etc.). 

 

221 Section VII: 
First Course 
of Therapy 

Immunotherapy Date in example 
updated 

See manual. 

223 Section VII: 
First Course 
of Therapy 

Hematologic 
Transplant And 
Endocrine 
Procedures 

Code 
Description 
modified 

Code 82: Transplant procedure and/or endocrine therapy was not 
recommended/administered because it was contraindicated due to patient risk 
factors (.i.e., comorbid conditions, advanced age, progression of tumor prior to 
administration, 
etc.). 

https://www.facs.org/quality-programs/cancer/ncdb/call-for-data/cocmanuals
https://www.facs.org/quality-programs/cancer/ncdb/call-for-data/cocmanuals
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230 Section VII: 
First Course 
of Therapy 

Neoadjuvant 
Therapy 

Coding 
Instruction 1.d 
added 

When the primary site is unknown; however, and neoadjuvant therapy is given to 
treat another site. 
Example: Patient is diagnosed with melanoma in the lymph nodes with no primary 
skin site found. The physician gives immunotherapy as neoadjuvant therapy with 
planned and carried out surgical resection of involved lymph nodes following 
completion of immunotherapy. 

234 Section VII: 
First Course 
of Therapy 

Neoadjuvant 
Therapy--Clinical 
Response 

Coding 
Instruction 1.d 
added 

When the primary site is unknown; however, and neoadjuvant therapy is given to 
treat another site. 
Example: Patient is diagnosed with melanoma in the lymph nodes with no primary 
skin site found. The physician gives immunotherapy as neoadjuvant therapy with 
planned and carried out surgical resection of involved lymph nodes following 
completion of immunotherapy. 

237 Section VII: 
First Course 
of Therapy 

Neoadjuvant 
Therapy-- 
Treatment 
Effect 

Coding 
Structure text 
edited 

For purposes of this data item, neoadjuvant therapy is defined as systemic 
treatment (chemotherapy, endocrine/hormone therapy, targeted therapy, 
immunotherapy, or biological therapy) and/or radiation therapy of the primary site 
given to shrink a tumor before surgical resection. 

241 Section VII: 
First Course 
of Therapy 

Other Therapy Coding 
Instruction 2.b 
note modified 

Note: Code UVB phototherapy for mycosis fungoides as photodynamic therapy 
under Surgery of Primary Site 2023 for skin. Assign code B110 [Photodynamic 
therapy (PDT)] when there is no pathology specimen. Photopheresis: This 
treatment is used ONLY for thin melanoma or cutaneous T-cell lymphoma 
(mycosis fungoides). 

241 Section VII: 
First Course 
of Therapy 

Other Therapy Coding 
Instruction 2.d 
deleted 

Former coding instruction 2.d deleted: 
Peptide Receptor Radionuclide Therapy 
(PRRT) 

 

Appendix A County Codes  Updated dates. 

Appendix B Country and 
State Codes 

Minor edits 
made 

Updated links in the Source section. 
Made editorial changes to the names of countries. 
Changed Netherlands (the) to Netherlands (Kingdom of the). Changed 
Turkey to Türkiye. 
Deleted countries and codes not on the current list of ISO 3166-1. 

Appendix C: 
Site Specific 
Coding 
Modules 

Coding 
Guidelines: 
Anus 

Guideline added See manual. 
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Appendix C: 
Site Specific 
Coding 
Modules 

Coding 
Guidelines: 
Brain/CNS, 
Benign and 
Borderline 

Guideline edited Added a statement to the Tentorial section and corresponding primary site codes for 
supratentorial and infratentorial: 
Supratentorial and Infratentorial subsites are based on Summary Stage 2018. 

Appendix C: 
Site Specific 
Coding 
Modules 

Coding 
Guidelines: 
Brain/CNS, 
Malignant 

Guideline edited Added a statement to the Tentorial section and corresponding primary site codes for 
supratentorial and infratentorial: 
Supratentorial and Infratentorial subsites are based on Summary Stage 2018. 

Appendix C: 
Site Specific 
Coding 
Modules 

Coding 
Guidelines: 
Breast 

Guideline edited Added that C500 is preferred over C508 to the existing statement that C501 is preferred over 
C508. 

Appendix C: 
Site Specific 
Coding 
Modules 

Coding 
Guidelines: 
Pancreas 

Guideline edited Added a footnote to Neck of pancreas^: 
^Pancreas body vs. neck: the neck is a thin section of the pancreas located between the head 

and the body. 

 

Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Bone/Soft Tissue 

 Added SEER Notes: 

 

A250  Local excision 

   [SEER Note: According to the CoC, "excision" in the surgery codes refers to the lesion and 
"partial resection" refers to the organ.] 

 

A260  Partial resection 
 

[SEER Note: According to the CoC, "excision" in the surgery codes refers to the lesion and 
"partial resection" refers to the organ.] 

 

A300  Radical excision or resection of lesion WITH limb salvage 

 

[SEER Note: Assign code A300 when the tumor was excised, and the limb was saved 
(salvaged). 
Example: Six cm sarcoma excised from soft tissue near the distal humerus. Able to obtain 2 
cm pathologic margins. Plastic team intercepted to perform graph with muscle. 
taken from abdomen. 
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Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Breast 

Codes changed Changed codes from A designation to B. Added 
and deleted codes. 
Edited existing codes including updating text and adding and deleting notes. See 
manual. 

Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Colon 

Codes changed Changed codes from A designation to B. Added 
new surgery codes. 
Designated code as obsolete. 
Edited existing codes including updating text and adding notes. 
See Colon Surgery Codes in Appendix C. 

 

 

 

 

 

 

Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Lung 

Codes changed Changed code from A designation to B. Added 
new surgery codes. 
Designated code as obsolete. Reordered the 
order of codes. 
Edited updating text of existing codes including adding notes. See Lung 
Surgery Codes in Appendix C. 

Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Pancreas 

Codes changed Changed code from A designation to B. 
Edited Code text of some codes to add examples. Modified the 
code number of existing code description. Noted as Obsolete: code 
B700 

Appendix C: 
Site Specific 
Coding 
Modules 

Surgery Codes: 
Thyroid 

Codes changed Changed code from A designation to B. 
Reordered the order of codes and text associated with codes (B200 and B250 and 
corresponding sub-codes). 
Edited existing codes including updating text of codes (B200 and B250 and corresponding 
sub-codes). 

Appendix D Race and 
Nationality 
Descriptions 

References 
updated 

Updated references. 
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Appendix E1 Reportable 
Examples 

 Updated document dates. 
Revised Diagnosis/Condition and Note for #23. See 
Appendix E1. 

Appendix E2 Non-Reportable 
Examples 

 Updated document dates. 
Revised Diagnosis/Condition and Note for #1. Revised 
Diagnosis/Condition for #32. 
See Appendix E2. 
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SEER Staging 
 

Staging Requirements for 2024 Diagnosis 
  
CDC-NPCR continues to require directly assigned Summary Stage 2018 [764] (most current 
version). NPCR requirements for Summary Stage 1977 [760], Summary Stage 2000 [759], and 
CS Derived Summary Stage 2000 [3020] have not changed. If voluntarily capturing AJCC TNM 
and/or SEER EOD stage data items, rules and requirements provided by those sources should 
be followed.  
Central registries will inform state reporters of their individual state requirements.  
Questions related to CDC-NPCR Stage requirements can be submitted to: 
cancerstaging@cdc.gov  
 

Questions regarding information on SEER updates for any of the following 
ŎŀǘŜƎƻǊƛŜǎ ǎƘƻǳƭŘ ōŜ ŘƛǊŜŎǘŜŘ ǘƻ ά!ǎƪ ŀ {99w wŜƎƛǎǘǊŀǊέ ǳǎƛƴƎ ǘƘŜ ƭƛƴƪ ǇǊƻǾƛŘŜŘ 
below. 
  

https://seer.cancer.gov/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 2007-2017)  

¶ ICD-O-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 2016-2017) 

 

 

https://seer.cancer.gov/registrars/contact.html
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SEER Site/Histology Validation List 
  

In the past, the SEER Site/Histology Validation List was updated to reflect new ICD-O-3.2 

histology codes and behaviors identified in the 2024 ICD-O-3 Update guidelines and was 

posted on the SEER website.  

This list has now been replaced by the 2024 Cancer PathCHART ICD-O-3 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 API/library and will be available once the 

staging API has been updated.   

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://seer.cancer.gov/icd-o-3/
https://seer.cancer.gov/icd-o-3/
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.                                                 AJCC Version 9                                                      . 

!W// ±ŜǊǎƛƻƴ ф tǊƻǘƻŎƻƭǎ  
 

!W// /ŀƴŎŜǊ {ǘŀƎƛƴƎ {ȅǎǘŜƳ ǿƛƭƭ ǊŜƭŜŀǎŜ ǎŜǾŜƴ ±ŜǊǎƛƻƴ ф tǊƻǘƻŎƻƭǎ ǘƻ Ǝƻ ƛƴǘƻ ŜũŜŎǘ ǿƛǘƘ ŎŀǎŜǎ 

ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлнпΣ ŀƴŘ ŦƻǊǿŀǊŘΥ  

Å ±ǳƭǾŀ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ {ǘƻƳŀŎƘ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ 5ǳƻŘŜƴǳƳ ŀƴŘ !ƳǇǳƭƭŀ ƻŦ ±ŀǘŜǊ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ WŜƧǳƴǳƳ ŀƴŘ LƭŜǳƳ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ !ǇǇŜƴŘƛȄ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ /ƻƭƻƴ ŀƴŘ wŜŎǘǳƳ ±ŜǊǎƛƻƴ ф  

Å bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ tŀƴŎǊŜŀǎ ±ŜǊǎƛƻƴ ф  

¢ƘŜǎŜ ±ŜǊǎƛƻƴ ф ǇǊƻǘƻŎƻƭǎ ǊŜǇƭŀŎŜ ǘƘŜ ŎǳǊǊŜƴǘ !W// уǘƘ ŜŘƛǝƻƴ ŎƘŀǇǘŜǊǎ ŦƻǊ ǘƘŜǎŜ ŘƛǎŜŀǎŜ ǎƛǘŜǎΦ   

!W// /ŀƴŎŜǊ {ǘŀƎƛƴƎ {ȅǎǘŜƳ Ƙŀǎ ŎƘŀƴƎŜŘ ǘƘŜ !W// L5ǎ ŦƻǊ ±ŜǊǎƛƻƴ ф tǊƻǘƻŎƻƭǎΦ ¢Ƙƛǎ ǿƛƭƭ ŀƭƛƎƴ ǿƛǘƘ 

ǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ ƴƻ ƭƻƴƎŜǊ ŎƘŀǇǘŜǊǎ ǿƛǘƘ ŎƘŀǇǘŜǊ ƴǳƳōŜǊǎΦ ¢ƘŜ ŦƻƭƭƻǿƛƴƎ ǿƛƭƭ ōŜ ǘƘŜ ƴŜǿ 
!W// L5ǎ ŦƻǊ ±ŜǊǎƛƻƴ ф tǊƻǘƻŎƻƭǎΦ  

 

!W// tǊƻǘƻŎƻƭ  !W// L5  

/ŜǊǾƛȄ ¦ǘŜǊƛ  фллм  

!ǇǇŜƴŘƛȄ  фллн  

!ƴǳǎ  флло  

.Ǌŀƛƴ ŀƴŘ {Ǉƛƴŀƭ /ƻǊŘ hǘƘŜǊ  фллп  

.Ǌŀƛƴ ŀƴŘ {Ǉƛƴŀƭ /ƻǊŘ aŜŘǳƭƭƻōƭŀǎǘƻƳŀ  фллр  

±ǳƭǾŀ  фллс  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ {ǘƻƳŀŎƘ  фллт  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ 5ǳƻŘŜƴǳƳ ŀƴŘ !ƳǇǳƭƭŀ ƻŦ ±ŀǘŜǊ  фллу  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ WŜƧǳƴǳƳ ŀƴŘ LƭŜǳƳ  фллф  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ !ǇǇŜƴŘƛȄ  флмл  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ /ƻƭƻƴ ŀƴŘ wŜŎǘǳƳ  флмм  

bŜǳǊƻŜƴŘƻŎǊƛƴŜ ¢ǳƳƻǊǎ ƻŦ ǘƘŜ tŀƴŎǊŜŀǎ  флмн  

 

!W// IƛǎǘƻƭƻƎȅ /ƘŀƴƎŜǎ 
  

¢ƘŜ ŦƻƭƭƻǿƛƴƎ IƛǎǘƻƭƻƎȅ L/5πhπо ώрннϐ ǿƛǘƘ !W// L5 ώффрϐ ƛǎ ƴƻǿ ŜƭƛƎƛōƭŜ ŦƻǊ !W// ǎǘŀƎƛƴƎ ŦƻǊ ŎŀǎŜǎ 

ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлнпΣ ŀƴŘ ŦƻǊǿŀǊŘΦ bƻǘŜΥ ǘƘŜ ǎǘŀƎƛƴƎ 5[[κ!tLǎ ǿƛƭƭ ŀƭǎƻ ƛƴŘƛŎŀǘŜ ǘƘŜǎŜ 
ƘƛǎǘƻƭƻƎƛŜǎ ŀǊŜ ŜƭƛƎƛōƭŜ ŦƻǊ !W// ǎǘŀƎƛƴƎ ƛƴ нлмуπнлноΣ ōǳǘ ǊŜƎƛǎǘǊƛŜǎ ŀǊŜ ƴƻǘ ŜȄǇŜŎǘŜŘ ǘƻ ŎƻƭƭŜŎǘ 

ǎǘŀƎŜ ŦƻǊ ǘƘƻǎŜ ȅŜŀǊǎΦ 9ŀŎƘ ǊŜƎƛǎǘǊȅ Ƴŀȅ ŘŜŎƛŘŜ Ƙƻǿ ǘƻ ƘŀƴŘƭŜ ǘƘŜǎŜ ŜŀǊƭƛŜǊ ŎŀǎŜǎΦ  
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!W// L5  !W// /ƘŀǇǘŜǊ  IƛǎǘƻƭƻƎȅ  

рт  tŜƴƛǎ  улур  

рт  tŜƴƛǎ  улус  

нл  /ƻƭƻƴ ŀƴŘ wŜŎǘǳƳ  умрп  

 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ IƛǎǘƻƭƻƎȅ L/5πhπо ώрннϐ ŦƻǊ tǊƛƳŀǊȅ {ƛǘŜ ώпллϐ Ƙŀǎ ōŜŜƴ ƳƻǾŜŘ ǘƻ ŀ ƴŜǿ ǇǊƻǘƻŎƻƭ 

ό!W// L5ύ ŦƻǊ ŎŀǎŜǎ ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлнпΣ ŀƴŘ ŦƻǊǿŀǊŘΦ  

 

!W// L5  !W// /ƘŀǇǘŜǊ  tǊƛƳŀǊȅ {ƛǘŜκIƛǎǘƻƭƻƎȅ  bƻǘŜǎ  

пс  aŜǊƪŜƭ /Ŝƭƭ 
/ŀǊŎƛƴƻƳŀ  

/рмΦлΣ /рмΦмΣ /рмΦнΣ  
/рмΦуΣ /рмΦф ǿƛǘƘ улпм  

¢ƘŜǎŜ ǇǊƛƳŀǊȅ ǎƛǘŜǎ ŀƴŘ ƘƛǎǘƻƭƻƎȅ  
ŎƻƳōƛƴŀǝƻƴǎ ǿƛƭƭ ƴƻǿ ōŜ ƛƴ ±ŜǊǎƛƻƴ ф ±ǳƭǾŀ   

  

9ȄǘŜƴǘ ƻŦ 5ƛǎŜŀǎŜ ό9h5ύ  
 

CƻǊ ŎŀǎŜǎ ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлнпΣ ŀƴŘ ŦƻǊǿŀǊŘΣ ƴŜǿ ǎŎƘŜƳŀǎ ŀǊŜ ŀŘŘŜŘ ǘƻ ŀƭƛƎƴ ǿƛǘƘ ŎƘŀƴƎŜǎ 
ƛƴ !W// ǾŜǊǎƛƻƴ ф ό±фύΥ  

 

Å b9¢ !ƳǇǳƭƭŀ ƻŦ ±ŀǘŜǊ ώ±фΥ нлнпҌϐ όлфолнύ  

Å b9¢ !ǇǇŜƴŘƛȄ ώ±фΥ нлнпҌϐ όлфонлύ  

Å b9¢ /ƻƭƻƴ ŀƴŘ wŜŎǘǳƳ ώ±фΥ нлнпҌϐ όлфоолύ  

Å b9¢ 5ǳƻŘŜƴǳƳ ώ±фΥ нлнпҌϐ όлфолмύ  

Å b9¢ WŜƧǳƴǳƳ ŀƴŘ LƭŜǳƳ ώ±фΥ нлнпҌϐ όлфомлύ  

Å b9¢ tŀƴŎǊŜŀǎ ώ±фΥ нлнпҌϐ όлфоплύ  

Å b9¢ {ǘƻƳŀŎƘ ώ±фΥ нлнпҌϐ όлфнфлύ  

Å ±ǳƭǾŀ ώ±фΥ нлнпҌϐ όлфрллύ  

¢ƘŜ ŜȄƛǎǝƴƎ ǊŜƭŀǘŜŘ ǎŎƘŜƳŀǎ ŀǊŜ άώуǘƘΥ нлмуπнлноϐέ ŀǇǇŜƴŘŜŘ ǘƻ ǘƘŜ ƴŀƳŜ όŦƻǊ ŜȄŀƳǇƭŜΣ ±ǳƭǾŀ 
ώуǘƘΥ нлмуπнлноϐύ ŀƴŘ ǘƘŜƛǊ ǎŎƘŜƳŀ L5ǎ ǊŜƳŀƛƴ ǳƴŎƘŀƴƎŜŘΦ ¢ƘŜ ǎŎƘŜƳŀǎ ōŀǎŜŘ ƻƴ ǘƘŜ уǘƘ ŜŘƛǝƻƴ 

ŎƻƴǝƴǳŜ ǘƻ ōŜ ǳǎŜŘ ŦƻǊ ŎŀǎŜǎ ŘƛŀƎƴƻǎŜŘ ŦǊƻƳ WŀƴǳŀǊȅ мΣ нлмуΣ ǘƘǊƻǳƎƘ 5ŜŎŜƳōŜǊ омΣ нлноΦ  

{ƻƳŜ ƘƛǎǘƻƭƻƎƛŜǎ ŀǊŜ ŀŘŘŜŘ ǘƻ ǘƘŜ ƴŜǿ ǎŎƘŜƳŀǎ ōŀǎŜŘ ƻƴ ǾŜǊǎƛƻƴ фΦ ¢ƘŜǎŜ ƘƛǎǘƻƭƻƎƛŜǎ ŎƻƴǝƴǳŜ 
ǘƻ ōŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ƻǊƛƎƛƴŀƭ ǎŎƘŜƳŀǎ ŦƻǊ ŎŀǎŜǎ ŘƛŀƎƴƻǎŜŘ ŦǊƻƳ WŀƴǳŀǊȅ мΣ нлмуΣ ǘƘǊƻǳƎƘ 

5ŜŎŜƳōŜǊ омΣ нлноΣ ǎƻ ƴƻ ŎƻƴǾŜǊǎƛƻƴǎ ŀǊŜ ƴŜŎŜǎǎŀǊȅΦ ¢ƘŜ ƻǊƛƎƛƴŀƭ ǎŎƘŜƳŀǎ ƛƴŎƭǳŘŜΥ  

 

Å aŜǊƪŜƭ /Ŝƭƭ {ƪƛƴ όллпслύ ς улпм ǿƛǘƘ /рмΦψƳƻǾŜǎ ǘƻ ±ǳƭǾŀ ±ф  

Å tŀƴŎǊŜŀǎ όллнулύ ς унтн ǿƛǘƘ /нрΦψƳƻǾŜǎ ǘƻ b9¢ tŀƴŎǊŜŀǎ ±ф  

Å {ƻƊ ¢ƛǎǎǳŜ !ōŘƻƳŜƴ ŀƴŘ ¢ƘƻǊŀŎƛŎ όллпнмύ ς уфунΣ флсп ǿƛǘƘ /рмΦψƳƻǾŜǎ ǘƻ ±ǳƭǾŀ 

±ф  
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¢ƘŜǊŜ ŀǊŜ ǎƛƎƴƛŬŎŀƴǘ ŘƛũŜǊŜƴŎŜǎ ōŜǘǿŜŜƴ ǘƘŜ ±ǳƭǾŀ уǘƘ ŀƴŘ ±ǳƭǾŀ ±ф 9h5 tǊƛƳŀǊȅ ¢ǳƳƻǊ ώттнϐ 

ŀƴŘ 9h5 wŜƎƛƻƴŀƭ bƻŘŜǎ ώттпϐ ŘŜŬƴƛǝƻƴǎ ǎƻ ǘƘŀǘ ǘƘŜ ±ǳƭǾŀ ±ф ŘŜŬƴƛǝƻƴǎ ŀƭƛƎƴ ǿƛǘƘ ǘƘŜ !W// ¢ 
ŀƴŘ b ŘŜŬƴƛǝƻƴǎΦ  

  

¢ƘŜ ŎŀƭŎǳƭŀǝƻƴ ǘŀōƭŜǎ ŦƻǊ ǘƘŜ 5ŜǊƛǾŜŘ 9h5 нлму ŬŜƭŘǎ ŀǊŜ ǳǇŘŀǘŜŘ ǎƻ ǘƘŀǘ Lƴ {ƛǘǳ ŎŀǎŜǎΣ ǿƘŜǊŜ 

!W// ŘƻŜǎ ƴƻǘ ŘŜŬƴŜ ¢ƛǎΣ ǘƘŜ ǘŀōƭŜ ƴƻǿ ŘŜǊƛǾŜǎ уу ŦƻǊ ǘƘŜ ŦƻǳǊ 5ŜǊƛǾŜŘ 9h5 нлму ŬŜƭŘǎΦ  

  

¢ƘŜ ŎŀƭŎǳƭŀǝƻƴ ǘŀōƭŜǎ ŦƻǊ 5ŜǊƛǾŜŘ 9h5 нлму {ǘŀƎŜ DǊƻǳǇ ŦƻǊ ǘƘŜ у ǎŎƘŜƳŀǎ ǿƘŜǊŜ DǊŀŘŜ ƛǎ 

ŎƻƴǎƛŘŜǊŜŘ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ǎǘŀƎŜ ƎǊƻǳǇ ŘŜǘŜǊƳƛƴŀǝƻƴ ƘŀǾŜ ōŜŜƴ ǳǇŘŀǘŜŘΦ  ¢ƘŜ ŎŀƭŎǳƭŀǝƻƴ ƴƻ 
ƭƻƴƎŜǊ ǇǊƛƻǊƛǝȊŜǎ ōȅ ǝƳƛƴƎΣ ōǳǘ ƴƻǿ ǳǎŜǎ ǘƘŜ ƳƻǊŜ ǎŜǾŜǊŜ ƎǊŀŘŜ ŎŀǇǘǳǊŜŘ ōŜǘǿŜŜƴ DǊŀŘŜ 

/ƭƛƴƛŎŀƭ ώоупоϐ ŀƴŘ DǊŀŘŜ tŀǘƘƻƭƻƎƛŎŀƭ ώоуппϐΦ LŦ 5ŜǊƛǾŜŘ 9h5 нлму {ǘŀƎŜ DǊƻǳǇ ƛǎ ŎƻƭƭŜŎǘŜŘΣ ƛǘ 

ǿƛƭƭ ƴŜŜŘ ǘƻ ōŜ ǊŜŎŀƭŎǳƭŀǘŜŘ ŦƻǊ ŎŀƴŎŜǊǎ ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлмуΣ ŀƴŘ ƭŀǘŜǊΦ  ¢Ƙƛǎ ŀũŜŎǘǎ 
{ŎƘŜƳŀ L5 ώоуллϐ Ґ ллмфл ό!ǇǇŜƴŘƛȄ уǘƘύΣ лфмфл ό!ǇǇŜƴŘƛȄ ±фύΣ ллоум ό.ƻƴŜ !ǇǇŜƴŘƛŎǳƭŀǊ 

{ƪŜƭŜǘƻƴύΣ ллпул ό.ǊŜŀǎǘύΣ ллпол όDL{¢ύΣ ллрул όtǊƻǎǘŀǘŜύΣ ллппл όwŜǘǊƻǇŜǊƛǘƻƴŜǳƳύΣ ллпмл ό{ƻƊ 
¢ƛǎǎǳŜ ¢Ǌǳƴƪ ŀƴŘ 9ȄǘǊŜƳƛǝŜǎύΦ  

  

{ƻƳŜ 9ȄǘŜƴǘ ƻŦ 5ƛǎŜŀǎŜ ŬŜƭŘǎ ŎƘŀƴƎŜŘ ǘƻ ƛƳǇǊƻǾŜ ŎƭŀǊƛǘȅ ƻǊ ǘƻ ŀŘŘǊŜǎǎ ǉǳŜǎǝƻƴǎ ǘƘŀǘ ǿŜǊŜ 
ǊŀƛǎŜŘ ƛƴ ǘƘŜ ǾŀǊƛƻǳǎ ŦƻǊǳƳǎΦ ¢ƘŜǎŜ ŎƘŀƴƎŜǎ ŀǊŜ ŀǇǇƭƛŎŀōƭŜ ǘƻ ŎŀǎŜǎ ŘƛŀƎƴƻǎŜŘ WŀƴǳŀǊȅ мΣ нлмуΣ 

ŀƴŘ ŦƻǊǿŀǊŘΣ ōǳǘ ǊŜƎƛǎǘǊŀǊǎ ŀǊŜ ƴƻǘ ǊŜǉǳƛǊŜŘ ǘƻ ǳǇŘŀǘŜ ǇǊŜǾƛƻǳǎƭȅ ŎƻŘŜŘ ƛƴŦƻǊƳŀǝƻƴΦ ¢ƘŜ ƴŜǿ 
ƛƴŦƻǊƳŀǝƻƴ ƛǎ ƛƴŎƻǊǇƻǊŀǘŜŘ ƛƴ ǘƘŜ {99w {ǘŀƎƛƴƎ w9{¢ !tLκƭƛōǊŀǊȅΦ hǘƘŜǊ ǘƘŀƴ ǳǇŘŀǝƴƎ ǘƘŜ ǎǘŀƎƛƴƎ 

!tL ǘƘŀǘ ȅƻǳ ǳǎŜΣ ǘƘŜǊŜ ƛǎ ƴƻ ƴŜŜŘ ŦƻǊ ŀŎǝƻƴ ŦƻǊ ǘƘŜǎŜ ǘȅǇŜǎ ƻŦ ŎƘŀƴƎŜǎΦ ¢ƘŜȅ ŀǊŜ ŘƻŎǳƳŜƴǘŜŘ 
ƛƴ ǘƘŜ ŎƘŀƴƎŜ ƭƻƎ ǿƘƛŎƘ Ŏŀƴ ōŜ ŀŎŎŜǎǎŜŘ ƻƴ ƘǧǇǎΥκκǎŜŜǊΦŎŀƴŎŜǊΦƎƻǾκǘƻƻƭǎκǎǘŀƎƛƴƎκŜƻŘκΦ  

 

 

 

 

 

 

 

 

 

 

 

https://seer.cancer.gov/tools/staging/eod/
https://seer.cancer.gov/tools/staging/eod/
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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 Updates - Released 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 removed 

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 specific B-cell 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 Registrar at: https://seer.cancer.gov/registrars/contact.html  

 

 

 

 

 

 

 

 

https://seer.cancer.gov/registrars/contact.html
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NAACCR 2024  

 
NAACCR 2024 ς New Data Items 
 
 
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 data items have 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 unable 
to generate these codes. 
 
RX Hosp- and RX Summ-Recon Breast  
 
CoC added two new data items, RX Hosp-Recon Breast [751] and RX Summ-Recon Breast 
[1335] for cases diagnosed on or after January 1, 2024.  For diagnosis years 2022 and 2023, 
CoC collected these data in RX Hosp-Recon Breast [10106] and RX Summ-Recon 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 more severe value from Grade Clinical 
[3843] and Grade Pathological [3844] will be used. Breast is a special case because behavior 
affects the priority. If this field is required for your registry, logic is provided in section 14.1. 
The current expectation is that 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 V9 to distinguish 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 2024 ς Revised Data Items 
 
Site-Specific Data Items  
 
Some SSDI codes and code descriptions are changed to reflect changes in clinical management 
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 diagnosed January 1, 2018, and 
forward, but registrars will not be required to update previously coded information.  
Significant changes are made to three SSDIs:  
ω Brain Molecular Markers [3816] is used in Brain V9 (09721) and CNS Other V9 (09722) 
schemas. Codes 10-23 are added to incorporate new terms for various histologies.  Code 85 is 
revised to include all histologies applicable for this data item.  
ω 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.  
ω SEER Site Specific Fact 1 [3700] is the HPV status for the Oral Cavity schemas (Buccal 
Mucosa, Floor of Mouth, Gum, Hypopharynx, Lip, Mouth Other, Oropharynx HPV-Mediated 
(p16+), Oropharynx (p16-), Palate Hard, Tongue Anterior). It is expanded to 2 digits to allow 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 the 
SEER Staging REST API/library. Other than updating the staging API that you use, there is no 
need for action for these types of changes. They are documented in the change log 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 
ŦƻǊ ǊŀŘƛŀǘƛƻƴ ǇƘŀǎŜǎΦ Lƴ ǘƘŜ ƭŀōŜƭ ŀƴŘ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ǘƘŜ ŎƻŘŜ άŀŘƳƛƴƛǎǘŜǊŜŘέ ǿŀǎ ŎƘŀƴƎŜŘ ǘƻ 
άǎǘŀǊǘŜŘέΦ  
 
NPCR-Sponsored Data Item Changes  
 
The descriptions and rationales for the following six NPCR-sponsored data items have been 
updated:  
ω Indian Health Service (IHS) Purchased/Referred Care Delivery Area [194]  
ω Urban Indian Organization (UIO) [284]  
ω Urban Indian Organization (UIO) Service Area [285]  
ω Tobacco Use Smoking Status [344]  
ω Early Detection Program Minimum Data Element (EDP MDE) Link Date [530]  
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ω 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].   
CƻǊ ¦Lh ώнупϐΣ ǘƘŜ ǘŜȄǘ ŘŜǎŎǊƛǇǘƛƻƴ ŦƻǊ ŎƻŘŜ ф Ƙŀǎ ōŜŜƴ ǳǇŘŀǘŜŘ ǘƻ άǘƘŜ Ŏƻǳƴǘȅ ƛǎ ǳƴƪƴƻǿƴ ƻǊ 
ǳƴƪƴƻǿƴ ƛŦ Ŏƻǳƴǘȅ ƛǎ ŘŜǎƛƎƴŀǘŜŘ ŀǎ ¦LhέΦ   
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].  
CƻǊ ¦Lh {ŜǊǾƛŎŜ !ǊŜŀ ώнурϐΣ ǘƘŜ ǘŜȄǘ ŘŜǎŎǊƛǇǘƛƻƴ ŦƻǊ ŎƻŘŜ по Ƙŀǎ ōŜŜƴ ŎƻǊǊŜŎǘŜŘ ǘƻ Ϧ.ƛǎƳŀǊŎƪέΦ  
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]:  
ω Record cigarette, cigar, and/or pipe use only. Tobacco Use Smoking Status does not 
include marijuana, chewing tobacco, e-cigarettes, or vaping devices.  
  
ω 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 from 
the patient's hospital medical record or physician office record.   
 
 
ω 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 cancer diagnosis.     
 
ω 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 
ΨCƻǊƳŜǊ ǎƳƻƪŜǊΦΩ 
 
   
ω Use code 3 if it cannot be determined whether the patient currently smokes or formerly 
ǎƳƻƪŜŘΦ CƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ ƻƴƭȅ ƛƴŘƛŎŀǘŜǎ ά¸Ŝǎέ ŦƻǊ ǎƳƻƪƛƴƎ ǿƛǘƘƻǳǘ ŦǳǊǘƘŜǊ 
information.   
 
ω Use code 9 (Unknown if ever smoked) rather than code 0 (Never smoker), if  o the 
ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ ƻƴƭȅ ƛƴŘƛŎŀǘŜǎ άbƻέ ŦƻǊ ǘƻōŀŎŎƻ ǳǎŜΤ  ƻ ǎƳƻƪƛƴƎ ǎǘŀǘǳǎ ƛǎ ƴƻǘ ǎǘŀǘŜŘ ƻǊ 
provided; or  o the method (cigarette, pipe, cigar) used cannot be verified in the chart.  
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ω This data item can be left blank for cases diagnosed prior to 1/1/2022.   
Coding System Data Items  
 
ω NAACCR Record Version [50]: Code 240 is added for 2024 version 24.  
 
ω Morph Coding Sys--Current [470] and Morph Coding SysτOriginal [480]: Code E is 
added for ICD-O-  
            3.2, plus WHO new terms used for conditions effective January 1, 2024***. 
 
ω 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 to include the new 
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 a 2018-2022 case 
is collected after the system is updated, the schema ID Version Original should be set to 3.1.  
 
ω AJCC Cancer Surveillance DLL Version Current [2158] and AJCC Cancer Surveillance DLL 
Version  
Original [2159]: Code 09.02.00.0001 is added. AJCC Cancer Surveillance DLL Version Current  
[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 2018-2023 case is collected after the 
system is updated, the AJCC Cancer Surveillance DLL Version Original [2159] should be set to 
09.02.00.0001.  
 
ω AJCC API Version Current [2156] and AJCC API Version Original [2157]: Code 09.02.00 is 
added. AJCC API Version Current [2156] 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 API Version Original [2157] 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 2018-2023 case is collected after 
the system is updated, the AJCC API Version Original [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 the NAACCR 2024 Implementation Guidelines for the conversions of the 
three staging API/DLL Version Current fields.  
Follow-up Source Central  
 

https://www.naaccr.org/implementation-guidelines/
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The parent XML element for Follow-up Source Central [1791] was changed from tumor to 
patient.  

 
NAACCR 2024 ς Retired Data Items 
 
Birthplace  
 
In 2013, two new data items were added (Birthplace-State [252] and Birthplace-Country [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 interoperable codes. See 
the 2013 NAACCR Implementation Guidelines for further information.  
 
Place of Death / Country 
 
In 2013, two new data items were added (Place of Death-State [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.  
Name-Maiden   
 
Name ς Birth Surname 
In 2021, a new data item was added (Name-Birth Surname [2232]) and was intended to 
replace the use of Name-Maiden [2390]. See the 2021 NAACCR Implementation Guidelines for 
further information.  
 
LN Status Femoral-Inguinal, Para-aortic, Pelvic  
 
In 2022, three new data items were added (LN Status Para-aortic [3958], LN Status Pelvic 
[3957], and LN  
Status Femoral-Inguinal [3959]); these replace the data item LN Status Femoral-Inguinal, 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.  
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ICD-O-3 2024  
 

Guidelines 

The Guidelines for 2024 ICD-O-3.2 Histology Code and Behavior, effective January 1, 2024, 

developed by the NAACCR ICD-O-3 Implementation Work Group and approved by the High-

Level Strategic Group (HLSG), address implementation of updated histology terms and new 

codes for cases diagnosed on or after January 1, 2024. Members of the work group represent 

standard setting organizations, central registries, hospital registries, and cancer registry 

software vendors.   

 

The 2024 ICD-O-3.2 update includes changes identified during review of recently published 

²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴΩǎ ²Ih /ƭŀǎǎƛŦƛŎŀǘƛƻƴ ƻŦ ¢ǳƳƻǳǊǎ рǘƘ 9Řƛǘƛƻƴ ōƻƻƪǎ ό²Ih ά.ƭǳŜ 

.ƻƻƪǎέύΦ ¢Ƙƛǎ ǎŜǊƛŜǎ ŎƻǾŜǊǎ ŀƭƭ ǇǊƛƴŎƛǇŀƭ ǎƛǘŜǎ ƻŦ ŎŀƴŎŜǊ ŀƴŘ ƛƴŎƭǳŘŜǎ L/5-O morphology codes 

for each neoplasm. Each new edition underwent thorough review to identify new histologies 

and ICD-O codes, behavior changes to existing ICD-O codes, and new terminology.  

 

The ICD-O-3 Implementation Work Group recommended adopting the changes for 2024 and 

implementation of the changes was approved by the standard setting agencies. These changes 

will be made congruent with Cancer PathCHART standards. 

 

The 2024 ICD-O-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 standard setter which 

indicates if that code and/or term are required for data collection and submission.   

 

The ICD-O-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, numeric and alpha, listing 

new ICD-O codes, terminology, behavior changes, and required status. The Work Group 

strongly recommends that users read the guidelines to efficiently use ICD-O-3.2 and the 2024 

Update tables.   

 

https://seer.cancer.gov/cancerpathchart/products.html
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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 ICD-O-3.2 Histology Code and Behavior 

Update, the ICDO-3 Implementation Work Group reviewed the recent 5th Ed WHO Blue Books 

published after the creation of ICD-O-3.2.  

 

The Work Group submitted their implementation recommendations to the MidLevel Technical 

Group (MLTG) and High-Level 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 PathCHART standards, including the 2024 Cancer PathCHART ICD-O-3 Site Morphology 

Validation List.  

 

The ICD-O-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 submitted through 

Ask A SEER Registrar.  

These documents will be posted to the NAACCR web site at: ICD O 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 on the SEER website. 

LƳǇƭŜƳŜƴǘŀǘƛƻƴ ƎǳƛŘŜƭƛƴŜǎ ŀƴŘ ǳǇŘŀǘŜǎ ǿƛƭƭ ōŜ ǇƻǎǘŜŘ ƻƴ b!!//wΩǎ website. The Work Group 

will also be communicating updates via email using the NAACCR listserv and mailing lists of all 

organizations.  

Solid Tumor Rules  
 

The Solid Tumor Rules are a comprehensive revision to the 2007 site specific Multiple Primary 

and Histology Rules (MP/H), which were developed to promote consistent and standardized 

coding for cancer surveillance. In 2018, eight site groups were revised: Malignant 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 were revised as Solid Tumor 

https://seer.cancer.gov/cancerpathchart/products.html
https://seer.cancer.gov/registrars/contact.html
https://seer.cancer.gov/registrars/contact.html
https://www.naaccr.org/icdo3/
https://www.naaccr.org/icdo3/
https://www.naaccr.org/icdo3/
https://seer.cancer.gov/registrars/index.html
https://www.naaccr.org/icdo3/
https://www.naaccr.org/icdo3/
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Rules and became effective for cases diagnosed January 1, 2021, and forward. Beginning 

WŀƴǳŀǊȅ мΣ нлннΣ ǘƘŜ нлму {ƻƭƛŘ ¢ǳƳƻǊ wǳƭŜǎ ŀǊŜ ƴƻǿ ŎŀƭƭŜŘ ά{ƻƭƛŘ ¢ǳƳƻǊ wǳƭŜǎέ ŀƴŘ ƴƻ ƭƻƴƎŜǊ 

include year. The General Instructions and each site-specific module include instructions on 

which rules to use depending on diagnosis date. The content of the Solid Tumor Rules will be 

made consistent with the Cancer PathCHART tumor site and morphology standards as outlined 

in the 2024 Cancer PathCHART ICD-O-3 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 site-specific modules are not planned for 2024 at this time, pending the publication of the 

remaining 5th Edition WHO Classification of Tumours books.  

Reportability  
 

Reportability for cases diagnosed in 2024 is based on the ICD-O Third Edition, Second Revision 

Morphology (ICD-O-3.2) plus the ICD-O-3.2 updates posted on the NAACCR website.   

There are no changes to reportability for 2024 diagnosis.  

Surgery Code Crosswalks  
 

Crosswalks of surgery codes for the data items RX Summ--Surg Prim Site 03-2022 [1290] and 

RX Summ-Surg Prim Site 2023 [1291] have been developed for sites where significant changes 

occurred to the surgery codes and code definitions. These crosswalks are intended to be used 

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 specific code 

when additional code translations are technically possible. The spreadsheets include the codes 

as they appear in the STORE and the SEER Program Coding and Staging Manuals, 2022, 2023 

and 2024 versions. The crosswalks should not be used to directly code the surgery fields. 

Cancer PathCHART Initiative 
 

The Cancer Pathology Coding Histology and Registration Terminology (Cancer PathCHART) 

initiative is a ground-breaking collaboration of North American and global registrar, registry, 

pathology, and clinical organizations, including the following tumor and histology cancer data 

standard setters:  

 

https://seer.cancer.gov/cancerpathchart/
https://seer.cancer.gov/cancerpathchart/search/
https://www.naaccr.org/crosswalks-interoperability/
https://www.naaccr.org/crosswalks-interoperability/
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Å World Health Organization/International Agency for Research on Cancer   

Å College of American Pathologists  

Å National Cancer Institute, Surveillance Research Program   

Å Center for Disease Control and Prevention, National Program of Cancer Registries  

Å American College of Surgeons, Commission on Cancer  

Å American Joint Committee on Cancer   

Å International Association of Cancer Registries   

Å International Collaboration on Cancer Reporting  

Å National Cancer Registrars Association  

Å North American Association of Central Cancer Registries  

 

Cancer PathCHART aims to improve cancer surveillance data quality by updating standards for 

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 these in-depth reviews are incorporated into the Cancer PathCHART 

database, and serve as all-new, single source of truth standards for tumor site, histology, and 

behavior coding across all standard setters. The 2024 Cancer PathCHART ICD-O-3 Site 

Morphology Validation List, output directly from the Cancer PathCHART database, is a 

comprehensive table that replaces both the ICD-O-3 SEER  

 

Site/Histology Validation List, which serves as the basis of the Primary Site, Morphology-Type, 

Beh ICDO3 (SEER IF25), as well as the list of impossible site and histology combinations 

included in the Primary Site, Morphology-Imposs ICDO3 (SEER IF38) edit. The 2024 Cancer 

PathCHART ICD-O-3 Site Morphology Validation List is freely available to cancer registration 

software vendors and any other end users in easily consumed, computer-readable formats 

(e.g., Excel, CSV, XML).  

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

below).  

Å For cases diagnosed in 2023 and earlier, 2023 tumor site and morphology standards will 

be used; standards will not be applied retroactively, no review of cases diagnosed prior 

to 2024 will be required.   

Å For cases diagnosed in 2024 at topographical sites that have undergone the Cancer 

PathCHART review processes, updated 2024 standards will be used.   

Å 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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.                                        XML                                                                                . 

 

XML  
 

The NAACCR XML Data Exchange Work Group continues to develop the NAACCR Data 

Exchange Standard, XML Specifications for Cancer Registry Records. The latest standard base 

dictionary, sample data, and software tools are available to registries and software vendors. 

The XML website provides links to these documents, changes been versions, and products.  

Date Fields  

In the original NAACCR fixed-width 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 established with empty spaces 

used as placeholders to ensure correct positioning within a fixed-width record. The migration 

to eXtensible Markup Language (XML) removes the necessity for these strict column 

requirements. Instead, the XML format only restricts the maximum length of a variable.  

NAACCR XML Data Items  

Data items are populated with non-space characters from left to right, up to, but not 

exceeding the maximum length. In XML v24, left-to-right storage of data ς without spaces ς is 

the default for all variables except those involving free-form text or in rare cases where 

standard-setter 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 characters/digits.  

2. left justified  

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 components - year, then month, then day - 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 

https://www.naaccr.org/xml-data-exchange-standard
https://www.naaccr.org/xml-data-exchange-standard
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missing/unknown portions of dates are not transmitted. Below are transmission examples for 

dates when only certain components are known:  

ω YYYYMMDD ς when a date is complete, known, and valid, then all eight (8) numeric 

characters are transmitted from left-to-right as a 4-digit year, then 2-digit month, then 2-digit 

day.  

ω YYYYMM ς when the year and month are known and valid, but the day is unknown, then 

the first 6 digits are transmitted.  

ω YYYY ς when the year is known and valid, but the month and day are unknown, then the 

first 4 digits are transmitted.  

ω If the date is fully unknown, then the date field should not be filled with anything ς this 

includes the space character (i.e., any whitespace such as the space bar entry). Such date fields 

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 version, 

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 NAACCR XML library to validate XML files.  

 

Registry Plus XML Exchange Plus software 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) convert 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*Pro by SEER provides a variety of useful functions for central registries. It can be used to 

view, edit, and manage data in text files.   

 

https://github.com/imsweb/naaccr-xml/wiki
https://github.com/imsweb/naaccr-xml/wiki
https://www.cdc.gov/cancer/npcr/tools/registryplus/xml-exchange-plus.htm
https://www.cdc.gov/cancer/npcr/tools/registryplus/xml-exchange-plus.htm
https://www.cdc.gov/cancer/npcr/tools/registryplus/xml-exchange-plus.htm
https://www.cdc.gov/cancer/npcr/tools/registryplus/xml-exchange-plus.htm
https://seer.cancer.gov/tools/filepro/
https://seer.cancer.gov/tools/filepro/
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The NAACCR XML Dictionary Editor creates and validates XML dictionaries.  

The NAACCR XML Utility Tool translates fixed-width NAACCR files to NAACCR XML files and 

back. It also validates XML files and creates and validates user-defined NAACCR XML 

dictionaries.  

Other Considerations  
 

Software that still requires some form of fixed-width format for software vendor needs or 

application tools should conform to the format described in the XML Specification v1.7 using 

the NAACCR XML ID as headers as explained in the Guidelines for Creating a Delimited Data 

File from a NAACCR XML File (section 2.4.8). Users 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.edu) and Isaac Hands (isaac.hands@uky.edu) are the work group co-

chairs.  

 

XML Repository and Edits Clearinghouse 

   

Refer to section 7 for XML updates. The NAACCR User Dictionary Clearinghouse allows central 

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 Registries, 

Standard Data Edits, Volume IV (naaccr.org) Clearinghouse will be maintained to allow central 

registries to post their registry specific metafile and supporting documentation. 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 in mid-July. 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 31 at https://www.naaccr.org/standard-

data-edits/  

https://github.com/imsweb/naaccr-xml/wiki/1:-NAACCR-XML-Utility-Tool
https://github.com/imsweb/naaccr-xml/wiki/1:-NAACCR-XML-Utility-Tool
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
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Changes to edits for cases diagnosed 2018 through 2023 address fixes to edit logic as well as 

updates to accommodate changes to existing data items for 2024. The NAACCR v24 Change 

Spreadsheet includes:  

Å ά/ƻǊǊŜŎǘƛƻƴǎέ ǇŀƎŜ ǘƘŀǘ ƭƛǎǘǎ ŎƻǊǊŜŎǘŜŘ edits.  

Å ά¦ǇŘŀǘŜǎέ ǇŀƎŜ ǘƘŀǘ ƭƛǎǘǎ ƳƻŘƛŦƛŎŀǘƛƻƴǎ ǘƻ ŜȄƛǎǘƛƴƎ ŜŘƛǘǎ.  

Å ά¦ǇŘŀǘŜǎ-нлнпέ ǇŀƎŜ ǘƘŀǘ ƭƛǎǘ ƳƻŘƛŦƛŎŀǘƛƻƴǎ ǘƻ ŜȄƛǎǘƛƴƎ ŜŘƛǘǎ ŦƻǊ нлнп ŎƘŀƴƎŜǎ  

Å άbŜǿ 9Řƛǘǎέ ǇŀƎŜ ǘƘŀǘ ƭƛǎǘǎ ŀƭƭ ƴŜǿ ŜŘƛǘǎ ŦƻǊ ōƻǘƘ ŜȄƛǎǘƛƴƎ ŀƴŘ ƴŜǿ Řŀǘŀ ƛǘŜƳǎ.  

Å ά/ŀǘŜƎƻǊƛŜǎέ ǇŀƎŜ ǘƘŀǘ ƎǊƻǳǇǎ ƴŜǿ ŀƴŘ ŎƘŀƴƎŜŘ ŜŘƛǘǎ ōȅ ǘƘŜ ǘȅǇŜǎ ƻŦ ŎƘŀƴƎŜǎ ǘƘŀǘ 

were made. 

Å άtŜŘƛŀǘǊƛŎέ ǇŀƎŜ ǘƘŀǘ ƭƛǎǘǎ ŀƭƭ ƴŜǿ ŀƴŘ ŜȄƛǎǘƛƴƎ ŜŘƛǘǎ ŦƻǊ tŜŘƛŀǘǊƛŎ {ǘŀƎƛƴƎ ƛƳǇƭŜƳŜƴǘŜŘ 

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 response to user requests, 

to enhance edit logic, or to improve edit performance.  

¢ƘŜ ά¦ǇŘŀǘŜǎ-нлнпέ ǘƻ ŜŘƛǘǎ ǊŜǎǇƻƴŘ ǘƻ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŎƘŀƴƎŜǎ ƛƴ Řŀǘŀ ǎǘŀƴŘŀǊŘǎΥ   

a) Retiring of data items: Birthplace; CRC CHECKSUM; LN Status Femoral-Inguinal, Para-

aortic, Pelvic; Name-Maiden; Place of Death.  

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

c) New codes for Brain Molecular Markers SSDI.    

d) New data items: Brain Primary Tumor Location for Brain V9 schema (09721); Derived  

Summary Grade; RX Hosp--Recon Breast and RX Summ--Recon 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 the other new data items: Geocoding Quality Code and 

Geocoding Quality Code Detail, derived data items from the geocoding process.  

e) 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 through 9012 for the new Version 9 staging schemes released for 2024. 

Edits have been updated to accommodate these new AJCC IDs, and to use the 4-digit 

ƴǳƳŜǊƛŎ ǾŀƭǳŜǎ ǎǘŀǊǘƛƴƎ ǿƛǘƘ άфέ ǘƻ ƛŘŜƴǘƛŦȅ ŎŀǎŜǎ ǎǘŀƎŜŘ ƛƴ ±ŜǊǎƛƻƴ фΦ   

f) Version 9 staging is new for Vulva (9006, 09500), NET of Stomach (9007, 09290), NET 

of  
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Duodenum and Ampulla (9008, 09301, 09302), NET of Jejunum and Ileum (9009, 

09310),  

NET of Appendix (9010, 09320), NET of Colon and Rectum (9011, 09330), and NET of  

Pancreas (9012, 09340).  There are some changes to staged histologies in all these schemas,  

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 for 

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 starting with 2024.  A code will continue to be used in the RX Hosp--Surg 

Prim Site 2023 and RX Summ--Surg Prim Site 2023 for all cases diagnosed before 

2024 for these primary sites.  Edits will enforce the use of A and B codes by diagnosis 

date.  

h) 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 and 

impossible combinations with reference to a single table imported from the 

PathCHART database.  Combinations not found in the table are considered unlikely 

and will require review 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.  

  

¢ƘŜ άbŜǿέ ǇŀƎŜ ƭƛǎǘǎ ŀƭƭ ƴŜǿ ŦƛŜƭŘǎΣ ǘŀōƭŜǎΣ ŀƴŘ ŜŘƛǘǎ ŦƻǊ ǘƘƛǎ ƳŜǘŀŦƛƭŜΦ !ƭƭ ƴŜǿ ŜŘƛǘǎ ōŜƎƛƴ ǿƛǘƘ 

άbтέΦ  

¢ƘŜ ά/ŀǘŜƎƻǊƛŜǎέ ǇŀƎŜ ƎǊƻǳǇǎ ōƻǘƘ ƴŜǿ ŀƴŘ ŜȄƛǎǘƛƴƎ ŜŘƛǘǎ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜƛǊ ǇǳǊǇƻǎŜ ƻǊ 

reason for modification or updating.  

¢ƘŜ άtŜŘƛŀǘǊƛŎέ ǇŀƎŜ ƭƛǎǘǎ ŀƭƭ ƴŜǿ Řŀǘŀ ƛǘŜƳǎ ŀƴŘ ŜŘƛǘǎ ŘŜǾŜƭƻǇŜŘ ǘƻ ǎǳǇǇƻǊǘ tŜŘƛŀǘǊƛŎ {ǘŀƎƛƴƎ 

based on the Toronto Childhood Cancer Staging Guidelines. Pediatric Staging will be collected 

by some SEER registries for 2024. The data items use temporary NAACCR numbers 9600 

through 9625; it is recommended that registries developing their own custom data items avoid 

ǘƘŜǎŜ ƴǳƳōŜǊǎ ƛŦ ǇƻǎǎƛōƭŜΦ !ƭǎƻΣ ǘƘŜ ŜŘƛǘǎ ǳǎŜ ǘŀƎǎ ǎǘŀǊǘƛƴƎ ǿƛǘƘ άtŜŘέ ŀƴŘ ƛƴ ǘƘŜ тм·· ǊŀƴƎŜΦ  

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 the 

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 Edit 

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 published without the 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 registry-specific data 

items must also be added to the Fields object when creating a customized edit metafile in 

EditWriter 5. It is very important that the same NAACCR item numbers are assigned in the 

user-defined dictionary and in a customized edit metafile. With the change to the Edit Engine 

5.1 that no longer requires a layout, NAACCR item numbers are 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 to test individual 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 in STORE 2024. A summary of the STORE 2024 changes 

ƛǎ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ {¢hw9 aŀƴǳŀƭ ŎƘŀǇǘŜǊ ά{ǳƳƳŀǊȅ ƻŦ /ƘŀƴƎŜǎέΦ ¢ǿƻ ƴŜǿ Řŀǘŀ ƛǘŜƳǎ ŀǊŜ 

added RX Hosp-Recon Breast  

[751] and RX Summ-Recon Breast [1335] effective with diagnosis January 1, 2024. The Site-

Specific Surgery Codes for Lung (C34), Pancreas (C25), Thyroid (C73), Colon (C18), and Breast 

(C50) are updated to align with the Synoptic Operative Report for cases diagnosed January 1, 

2024, and forward.  

  

https://www.facs.org/media/q4rnb3ck/store-2024-may-2023-final-05192023.pdf
https://www.facs.org/media/q4rnb3ck/store-2024-may-2023-final-05192023.pdf
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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, RX Hosp-Surg 

Breast  

[10104], Rx Summ-Surg Breast [10105], Rx Hosp-Recon Breast [10106], and Rx Summ-Recon 

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 January 

1, 2024, and forward.  

 ω p16 [3956] -Vulva V9  

  

Questions related to STORE can be submitted to the CA Forum. The STORE Manual 2024 will 

be released to the NCDB Call for Data website in August 2023.  

CDC NPCR Reporting Requirements  
 

Beginning with cases diagnosed January 1, 2024, and forward, CDC-NPCR will adopt the new 

record format and data collection requirements as published in the Data Standards and Data 
Dictionary, Version 24. Refer to the CDC-NPCR requirements  

 

Summary for Software Developers and Vendors  
 

Until a state registry is fully converted to Data Standards and Data Dictionary, Version 24 

software vendors will need to provide continued support for reporting and processing of 

ǊŜŎƻǊŘǎ ŦƻǊ нлно ŀƴŘ ŜŀǊƭƛŜǊ ŘƛŀƎƴƻǎŜǎ ŜȄŎŜǇǘ ǿƘŜǊŜ ŀ ŦŀŎƛƭƛǘȅΩǎ ŘŀǘŀōŀǎŜ Ƙŀǎ ōŜŜƴ ŎƻƴǾŜǊǘŜŘ 

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; and providing 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 the additions/updates needed to 

registry software.  

 

https://apps.naaccr.org/data-dictionary/
https://apps.naaccr.org/data-dictionary/
https://apps.naaccr.org/data-dictionary/
https://apps.naaccr.org/data-dictionary/
https://apps.naaccr.org/data-dictionary/
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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 standard-setter 

requirements. Specifically, vendors will need to accommodate the following changes and 

additions documented in this guide: 

  

Section #  Section Contents  

2  

New data items: Consider only displaying fields appropriate for the year of 

diagnosis.   

  

Brain Primary Tumor Location [3964] DX 2024+, Blank for < 2024  

Derived Summary Grade 2018 [1975] DX 2018+, derived at the central 

registry.  

RX Hosp-Recon Breast [751] DX 2024+, Blank for < 2024 and non-breast 

cases  

RX Summ-Recon Breast [1335] DX 2024+, Blank for < 2024 and non-breast 

cases   

Geocoding Quality Code [86] Derived item used in Call for Data  

Geocoding Quality Code Detail [87] Derived item used in Call for Data  

3  

Revised items:  

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

Å IHS PRCDA [194] Verbiage change  

Å Urban Indian Health Organization (UIHO) [284] Name change and 
correction to code 9.  

Å UIHO City [285] Name change and correction to code 43 labels  

Å Tobacco Use Smoking Status [344] Verbiage change  

Å EDP MDE Link Date [530] Verbiage change  

Å EDP MDE Link [531] Verbiage change  

Å SSDI Brain Molecular Marker [3816] New codes added  

Å SSDI p16 [3956] Added to Vulva V9  

Å SEER Site-Specific Fact 1 [3700] Verbiage change and added codes.  
Convert 2018+ data to new two-digit codes  

Å Coding System Data Item updates for:   

o Morph Coding Sys-Current [470] and Original [480]  

o Schema ID Version current [2117] and Original [2118]   
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o AJCC Cancer Surveillance DLL Version Current 

[2158] and Original [2159]  o AJCC API Version Current 

[2156] and Original [2157]   

4  

Five data items are being retired:  

Å Birthplace [250]  

Å Place of Death [1940]  

Å Name-Maiden [2390]  

Å LN Status Femoral-Inguinal, Para-aortic, Pelvic [3884] ω  CRC 

Checksum [2081]   

5.1  ICD-O-3.2 changes  

5.2  Site/Histology Validation List  

5.3  Solid Tumor Rules  

5.4  Reportability   

5.5  

Surgery codes. The new surgery codes for Breast, Colon, Lung, Pancreas, 

and Thyroid are being implemented. For cases diagnosed in 2023 (when 

the new surgery field was implemented), cases for these sites will have a 

ǎǳǊƎŜǊȅ ŎƻŘŜ ǘƘŀǘ ǎǘŀǊǘǎ ǿƛǘƘ ά!έΦ CƻǊ Ŏŀses diagnosed in 2024 these cases 

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 system-generated fields (vendor-specific).   

The SEER Staging APIs TNM and EOD versions are listed on the SEER*RSA website and can be 

acquired from the API. The AJCC Cancer Surveillance Staging DLL includes version fields for the 

DLL as well as for TNM and EOD. The AJCC API has a version field to designate whether the 

disease site is using 8th or 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.   

b!!//w wŜŎƻǊŘ ±ŜǊǎƛƻƴ ώрлϐ ǿƛƭƭ ƘŀǾŜ ŀ ƴŜǿ ǾŀƭǳŜ ƻŦ ΨнплΩ ƳŜŀƴƛƴƎ Ψнлнп ±ŜǊǎƛƻƴ нпΩΦ  

Data Conversion  
 

The CDC will provide a NorthCon 240 Registry Plus Utility Program conversion utility for the 

conversions provided in Appendix B and for the changes going from v23 to v24.  

Staging  

  

CoC (section 9.1), NPCR (section 9.2), and SEER (section 9.3) specified that hospital facilities 

are not required to submit derived stage groups. CoC requires physician AJCC staging. 

 

Programming, Testing, and Implementation  
 

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 instructions to their developers to 

support the necessary changes for the Data Standards and Data Dictionary, Version 24, as well 

as testing (if time allows beta site testing) and implementing the items listed elsewhere in this 

document. Software vendors, to the best of their 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 of revisions for data import and 

https://staging.seer.cancer.gov/eod_public
https://staging.seer.cancer.gov/eod_public
https://staging.seer.cancer.gov/eod_public
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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 conversion where applicable, 

and standard as well as ad hoc report writing. Any changes to the implementation timeline 

should be immediately reported to all involved parties. If there are delays to the standards or 

errata that have not yet been identified, the software vendor programs will be at risk of delay. 

States must communicate individual changes to state-specific data items, as well as correction 

record triggering fields, early in the coding and implementation period to accommodate the 

software release. State-specific edit metafiles which address the state-specific data items must 

be provided in a timely manner.  

Help Files  
/ƘŀƴƎŜǎ ǘƻ ŀƴȅ ǎƻŦǘǿŀǊŜΩǎ ƻƴƭƛƴŜ ƘŜƭǇ ǎȅǎǘŜƳ όƛŦ ŀǾŀƛƭŀōƭŜύ ǿƛƭƭ ƴŜŜŘ ǘƻ ōŜ ƳŀŘŜ ƛƴ ŎƻƴƧǳƴŎǘƛƻƴ 

with Data Standards and Data Dictionary, Version 24-related 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 reporting-facility-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 error-free data, as 

well as import from their previously supported casefinding interface. Documentation to 

ǎǳǇǇƻǊǘ ǘƘŜ ǳǇŘŀǘŜŘ ǎƻŦǘǿŀǊŜ Ƴŀȅ ƛƴŎƭǳŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ǇǊŜǎŜƴǘŜŘ Ǿƛŀ ǘƘŜ ǎƻŦǘǿŀǊŜΩǎ ƻƴƭƛƴŜ 

help system and/or training or tutorial guides. Training and support on new coding rules 

should be referred to the appropriate standard setting organization.  

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 registries need to communicate 

expectations for the delivery of statespecific changes in required data reporting including data 

fields, metafiles, and XML dictionaries for state-specific data items. Delays in providing state 

specific changes to vendors may result in delay of facility reporting capabilities. Vendors 

should work with central registries to accommodate test files in their state-specific export 

version as may be required by individual central registries. Central registries should be aware 

that delays in communication 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 applicable) 

for cases diagnosed January 1, 2024, and forward. Often these requirements will be similar, 

but occasionally data fields may be required by only one entity. Registrars should consult their 

reporting manuals and state central registry for instructions and updates on reportable and 

reportable-by-agreement cases. Hospital registries 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 data 

item names, changes in code structure in existing data items, and changes to coding 

instructions for the v24 NAACCR Edits Metafile. Use the v24 Edits Detail Report and the 

Changes Spreadsheet located on the NAACCR Volume IV (Standard Data Edits) webpage as a 

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. Registrars should 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 opportunities for registrars. Registrars 

should register for standard setter ListServs including NAACCR, CoC, and NCI SEER. In addition 

to state and regional professional organizations, NAACCR, CoC, AJCC and NCRA, regularly post 

educational opportunities on their websites and notify members of upcoming events. Consider 

following these organizations on social media to be aware of current training opportunities. 

Registrars should also check with their state central registry for additional opportunities or 

make suggestions for needed subjects. Many organizations offer a great deal of online 

training. 

https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/standard-data-edits/
https://www.naaccr.org/listserv/
https://www.naaccr.org/listserv/
https://urldefense.com/v3/__https:/email.facs.org/k/Highroad-Solution/cancer_programs_news_subscribe_form?_ga=2.67409297.1478666108.1686184053-1982054831.1582210933&_gl=1*1ap2p9h*_ga*MTk4MjA1NDgzMS4xNTgyMjEwOTMz*_ga_KBB21NPQBH*MTY4NjE4OTIzNi42LjEuMTY4NjE4OTI1NC4wLjAuMA..*_ga_6C8S73MC87*MTY4NjE4OTIzNi4yLjEuMTY4NjE4OTIzOS4wLjAuMA__;KioqKioqKg!!LIr3w8kk_Xxm!rE4T0unO7yBiKgev51vKM73WsGLuJYFdCL0ViwWqvCkKSpsgJpsrgpKxKxx12iNvoCvOrQIU2R-WusVNMxDiDA$
https://urldefense.com/v3/__https:/email.facs.org/k/Highroad-Solution/cancer_programs_news_subscribe_form?_ga=2.67409297.1478666108.1686184053-1982054831.1582210933&_gl=1*1ap2p9h*_ga*MTk4MjA1NDgzMS4xNTgyMjEwOTMz*_ga_KBB21NPQBH*MTY4NjE4OTIzNi42LjEuMTY4NjE4OTI1NC4wLjAuMA..*_ga_6C8S73MC87*MTY4NjE4OTIzNi4yLjEuMTY4NjE4OTIzOS4wLjAuMA__;KioqKioqKg!!LIr3w8kk_Xxm!rE4T0unO7yBiKgev51vKM73WsGLuJYFdCL0ViwWqvCkKSpsgJpsrgpKxKxx12iNvoCvOrQIU2R-WusVNMxDiDA$
https://urldefense.com/v3/__https:/email.facs.org/k/Highroad-Solution/cancer_programs_news_subscribe_form?_ga=2.67409297.1478666108.1686184053-1982054831.1582210933&_gl=1*1ap2p9h*_ga*MTk4MjA1NDgzMS4xNTgyMjEwOTMz*_ga_KBB21NPQBH*MTY4NjE4OTIzNi42LjEuMTY4NjE4OTI1NC4wLjAuMA..*_ga_6C8S73MC87*MTY4NjE4OTIzNi4yLjEuMTY4NjE4OTIzOS4wLjAuMA__;KioqKioqKg!!LIr3w8kk_Xxm!rE4T0unO7yBiKgev51vKM73WsGLuJYFdCL0ViwWqvCkKSpsgJpsrgpKxKxx12iNvoCvOrQIU2R-WusVNMxDiDA$
https://seer.cancer.gov/registrars/news.html
https://seer.cancer.gov/registrars/news.html
https://seer.cancer.gov/registrars/news.html
https://education.naaccr.org/
https://education.naaccr.org/
https://www.facs.org/for-medical-professionals/news-publications/news-and-articles/cancer-programs-news/042122/education/
https://www.facs.org/for-medical-professionals/news-publications/news-and-articles/cancer-programs-news/042122/education/
https://www.facs.org/for-medical-professionals/news-publications/news-and-articles/cancer-programs-news/042122/education/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/staging-education/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/staging-education/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/staging-education/
https://www.ncra-usa.org/education
https://www.ncra-usa.org/education
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Appendix A New Data Items  

   New Data Items for 2024    

Length  
Item 

#  
Item Name  XML NAACCR ID  

PARENT  

XML  

ELEMENT  

Section  

1  86  Geocoding 

Quality Code  

geocodingQualityCode  Tumor  Demographic  

14  87  

Geocoding 

Quality Code  

Detail  

geocodingQualityCodeDetail  Tumor  Demographic  

4  751  RX Hosp-

Recon Breast  

rxHospReconBreast  Tumor  Hospital Specific  

4  1335  RX Summ-

Recon Breast  

rxSummReconBreast  Tumor  Treatment-1st 

Course  

1  1975  

Derived 

Summary 

Grade 2018  

derivedSummaryGrade2018  

Tumor  Stage/Prognostic 

Factor  

1  3964  

Brain Primary 

Tumor 

Location  

brainPrimaryTumorLocation  Tumor  

Stage/Prognostic 

Factor  

  

 

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 Clinical 

[3843] and Grade Pathological [3844] will be used. Breast is a special case because behavior 

affects priority. If grade is needed in the EOD 2018 Derived Stage Group Calculation, this value 

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 your database, the tables 

below can be used to set the Derived Summary Grade.  No review is necessary.  

This table is for all Schemas excluding Breast.  The priority order, from BEST to WORST, is:  

Å 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  

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

M, H, 9  

Grade Clin  

1, 2, 3, 4, 5, A, B, C, D, E, L, 

M, H, 9  

5  Grade Path  

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

H, 9  

Grade Clin  

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

H, 9  

4  Grade Path  

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

9  

Grade Clin  

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

9  

3  Grade Path  

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

1, 2, A, B, C, D, E, L, M, H, 9  2  Grade Path  

2  1, A, B, C, D, E, L, M, H, 9  Grade Clin  

1, A, B, C, D, E, L, M, H, 9  1  Grade Path  

1  A, B, C, D, E, L, M, H, 9  Grade Clin  

A, B, C, D, E, L, M, H, 9  E  Grade Path  

E  A, B, C, D, L, M, H, 9  Grade Clin  

A, B, C, D, L, M, H, 9  D  Grade Path  

D  A, B, C, L, M, H, 9  Grade Clin  

A, B, C, L, M, H, 9  C  Grade Path  

C  A, B, L, M, H, 9  Grade Clin  

A, B, L, M, H, 9  B  Grade Path  

B  A, L, M, H, 9  Grade Clin  

A, L, M, H, 9  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:  

Å For Behavior /2: H, M, L, 3, 2, 1, D, C, B, A, 9, blank  

Å 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, C, 

D, 9  

H  Grade Path  

2  H  1, 2, 3, L, M, A, B, C, 

D, 9  

Grade Clin  

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

9  

M  Grade Path  

2  M  1, 2, 3, L, A, B, C, D, 9  Grade Clin  

2  1, 2, 3, L, A, B, C, D, 9  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  Grade Clin  

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  A, 9  A  Grade Path  

2  A  9  Grade Clin  

3  1, 2, 3, L, M, H, A, B, C, 

D, 9  

3  Grade Path  

3  3  1, 2, L, M, H, A, B, C, 

D, 9  

Grade Clin  

3  1, 2, L, M, H, A, B, C, 

D, 9  

2  Grade Path  

3  2  1, L, M, H, A, B, C, D, 

9  

Grade Clin  

3  1, L, M, H, A, B, C, D, 9  1  Grade Path  

3  1  L, M, H, A, B, C, D, 9  Grade Clin  

3  L, M, H, A, B, C, D, 9  H  Grade Path  

3  H  L, M, A, B, C, D, 9  Grade Clin  

3  L, M, A, B, C, D, 9  M  Grade Path  

3  M  L, A, B, C, D, 9  Grade Clin  

3  L, A, B, 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 (Floor 

of  

Mouth), 00075 (Palate Hard), 00076 (Buccal Mucosa), 00077 (Mouth Other), 00112  

(Hypopharynx), 00100 (Oropharynx HPV-Mediated (p16+)), 00111 (Oropharynx (p16-))  

Å If SEER Site Specific Factor 1 = 0 then set SEER Site Specific Factor 1 = 20  

Å Else If SEER Site Specific Factor 1 = 1 then set SEER Site Specific Factor 1 = 21 ω 

 Else If SEER Site Specific Factor 1 = 2 then set SEER Site Specific Factor 1 = 

30 ω  Else If SEER Site Specific Factor 1 = 3 then set SEER Site Specific Factor 1 = 

31 ω  Else If SEER Site Specific Factor 1 = 4 then set SEER Site Specific Factor 1 = 

40 ω  Else If SEER Site Specific Factor 1 = 5 then set SEER Site Specific Factor 1 = 

41 ω  Else If SEER Site Specific Factor 1 = 6 then set SEER Site Specific Factor 1 = 

50  

Å 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 (Floor 

of Mouth), 00075 (Palate Hard), 00076 (Buccal Mucosa), 00077 (Mouth Other), 00112  

(Hypopharynx)  

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

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

  

Else If Schema ID [3800] = 00100 (Oropharynx HPV-Mediated (p16+))   

Å If SEER Site Specific Factor 1 = 8 then set SEER Site Specific Factor 1 = 11  

Å Else If SEER Site Specific Factor 1 = 9 then set SEER Site Specific Factor 1 = 11  

  

Else If Schema ID [3800] = 00111 (Oropharynx (p16-))   

Å If SEER Site Specific Factor 1 = 8 and Schema Discriminator 2 = 1 then set SEER Site 

Specific Factor 1 = 10  

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

SEER Site Specific Factor 1 = 10  

Å 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, where 

AJCC does not define Tis, the table now derives 88 for the four Derived EOD 2018 fields.  Logic 

is provided for those who cannot recalculate across their database.  

For Date of Diagnosis on or after January 1, 2018  

ω  If EOD Primary Tumor [772] = 000 and Derived EOD 2018 T 

[785] = 88 o Set Derived EOD 2018 N [815] = 88 o Set Derived 

EOD 2018 M [795] = 88 o Set 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  

Å If Schema ID Version Current [2117] is not blank, set to v3.1  

Å If AJCC API Version Current [2156] is not blank, set to 09.02.00  

Å If AJCC Cancer Surveillance DLL Version Current [2158] is not blank, set to 09.02.00.0001   

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.  

 ω For the AJCC ID [995] within each specified Schema ID [3800], the new value is provided:   

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 If AJCC ID = 19 and Schema ID = 09190 (Appendix) and TNM Edition Number = 09 

or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9002  
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o If AJCC ID = 21 and Schema ID = 09210 (Anus) and TNM Edition Number = 09 or 

blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9003  

o If AJCC ID = 72.1 and Schema ID = 09721 (Brain) and TNM Edition Number = 09 or 

blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004  

o If AJCC ID = 72.1 and Schema ID = 09722 (CNS Other) and TNM Edition Number = 

09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004  

o If AJCC ID = 72.1 and Schema ID = 09723 (Intracranial) and TNM Edition Number = 

09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004  

o If AJCC ID = 72.1 and Schema ID = 09724 (Medulloblastoma) and TNM Edition 

Number =  

09 or blank and Date of Diagnosis Year >= 2023, then set AJCC ID = 9004 o  If 

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

=  

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 Manual: https://seer.cancer.gov/tools/codingmanuals/  

Questions regarding the SEER Program Coding and Staging Manual should be directed to 

Ask a SEER Registrar at: https://seer.cancer.gov/registrars/contact.html  

AJCC 8th Edition and Version 9 Updates and Histologies: 

https://www.facs.org/qualityprograms/cancer-programs/american-joint-committee-on-

cancer/   

Questions regarding AJCC Cancer Staging should be directed to the CAnswer Forum at: 

http://cancerbulletin.facs.org/forums/  

AJCC API: https://www.facs.org/quality-programs/cancer-programs/american-joint-

committee-oncancer/cancer-staging-systems/application-programming-interface-api/  

AJCC Cancer Staging Form Supplement: https://www.facs.org/quality-

programs/cancerprograms/american-joint-committee-on-cancer/cancer-staging-

systems/cancer-staging-formsupplement/   

Cancer Surveillance DLL: AJCC 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 Madera (mmadera@facs.org) for access.  

CAnswer Forum: http://cancerbulletin.facs.org/forums/help  

https://seer.cancer.gov/tools/codingmanuals/
https://seer.cancer.gov/tools/codingmanuals/
https://seer.cancer.gov/registrars/contact.html
https://seer.cancer.gov/registrars/contact.html
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/
http://cancerbulletin.facs.org/forums/
http://cancerbulletin.facs.org/forums/
https://www.facs.org/quality-programs/cancer-programs/american-joint-committee-on-cancer/cancer-staging-systems/application-programming-interface-api/
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Commission on Cancer STORE Manual: https://www.facs.org/quality-

programs/cancer/ncdb/call-fordata/cocmanuals  

Data Exchange Standard, XML Specifications for Cancer Registry Records: 

https://www.naaccr.org/xmldata-exchange-standard/  

Data Standards and Data Dictionary: https://apps.naaccr.org/data-dictionary/  

EDITS: https://www.naaccr.org/standard-data-edits/   

Questions regarding the NAACCR edits metafile should be directed to Jim Hofferkamp at 

jhofferkamp@naaccr.org.  

EOD 2018: https://seer.cancer.gov/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/?_gl=1*1le7hp5*_ga*MjEwMDgwOTYwOC4xNjcxMDQxMTc3

*_ga_V7J 8GWYK5P*MTY4ODc0MDAzMi4zNC4xLjE2ODg3NDEzMTguNjAuMC4w  

Questions regarding the Grade Manual should be directed to the Canswer Forum at:  

http://cancerbulletin.facs.org/forums/  

Hematopoietic and Lymphoid Neoplasm Database: https://seer.cancer.gov/tools/heme/   

Questions regarding the SEER Hematopoietic and Lymphoid Neoplasm Database should 

be directed to Ask a SEER Registrar at: https://seer.cancer.gov/registrars/contact.html  

ICD-O-3.2: http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-

o-3- 

2&catid=80:newsflashes&Itemid=545   

Questions regarding ICD-O-3 Histology changes should be directed to Ask a SEER 

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

ICD-O-3 SEER Site/Histology Validation List: https://seer.cancer.gov/icd-o-3/  

Questions regarding the SEER Site/Histology Validation List should be directed to Ask a 

SEER Registrar at: https://seer.cancer.gov/registrars/contact.html  

NPCR Northcon Registry Plus Utility Program:   

https://www.cdc.gov/cancer/npcr/tools/registryplus/up.htm  

NPCR Registry Plus Software: https://www.cdc.gov/cancer/npcr/tools/registryplus/index.htm  
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SEER API: https://api.seer.cancer.gov/  

SEER Registrar Staging Assistant (SEER*RSA): https://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*Rx: https://seer.cancer.gov/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/?_gl=1*1le7hp5*_ga*MjEwMDgwOTYwOC4xNjcxMDQxMTc3

*_ga_V7J 8GWYK5P*MTY4ODc0MDAzMi4zNC4xLjE2ODg3NDEzMTguNjAuMC4w   

Questions regarding SSDIs should be directed to the Canswer Forum at: 

http://cancerbulletin.facs.org/forums/  

Solid Tumor Rules: https://seer.cancer.gov/tools/solidtumor/   

Questions regarding the Solid Tumor Rules should be directed to Ask a SEER Registrar 

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

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

Questions regarding Summary Stage 2018 should be directed to Ask a SEER Registrar at:  

https://seer.cancer.gov/registrars/contact.html  
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.                          National Cancer Registrars Association                            . 

        LƴǘǊƻŘǳŎƛƴƎ hƴŎƻƭƻƎȅ 5ŀǘŀ {ǇŜŎƛŀƭƛǎǘ π h5{ 

 
¢ƘŜ bŀǝƻƴŀƭ /ŀƴŎŜǊ wŜƎƛǎǘǊŀǊǎ !ǎǎƻŎƛŀǝƻƴ όb/w!ύ ŀƴŘ ƛǘǎ /ƻǳƴŎƛƭ ƻƴ /ŜǊǝŬŎŀǝƻƴ ƘŀǾŜ 

ǳǇŘŀǘŜŘ ǘƘŜ ŎǊŜŘŜƴǝŀƭ ƴŀƳŜ ƻŦ /¢wΣ /ŜǊǝŬŜŘ ¢ǳƳƻǊ wŜƎƛǎǘǊŀǊΣ ǘƻ h5{Σ hƴŎƻƭƻƎȅ 5ŀǘŀ 

{ǇŜŎƛŀƭƛǎǘΦ ¢ƘŜ ƴŜǿ ƴŀƳŜ ōŜǧŜǊ ŀƭƛƎƴǎ ǿƛǘƘ ǘƘŜ ŜǾƻƭǾƛƴƎ ǎŎƻǇŜ ƻŦ ǇǊŀŎǝŎŜ ƻŦ ŎŀƴŎŜǊ ǊŜƎƛǎǘǊŀǊǎ 

ŀƴŘ ŎǳǊǊŜƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǇǊŀŎǝŎŜ ǘŜǊƳƛƴƻƭƻƎȅΦ ¢ƘŜ ǳǎŜ ƻŦ ǘƘŜ ƴŜǿ ŎǊŜŘŜƴǝŀƭ ōŜƎŀƴ WŀƴǳŀǊȅ мΣ 

нлнпΤ b/w! ŀƴǝŎƛǇŀǘŜǎ ǘƘŜ ŀŘƻǇǝƻƴ ǿƛƭƭ ǘŀƪŜ ŀǘ ƭŜŀǎǘ ŀ Ŧǳƭƭ ŎŀƭŜƴŘŀǊ ȅŜŀǊΦ  

¢ƘŜ hƴŎƻƭƻƎȅ 5ŀǘŀ {ǇŜŎƛŀƭƛǎǘ όh5{ύ ŎǊŜŘŜƴǝŀƭ ǎŜǘǎ ǘƘŜ ǎǘŀƴŘŀǊŘ ŦƻǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ŎƻƳǇŜǘŜƴŎŜ ƛƴ 

ǘƘŜ ŎŀƴŎŜǊ ǊŜƎƛǎǘǊȅ ŬŜƭŘΦ Lǘ ƛǎ ƴŀǝƻƴŀƭƭȅ ǊŜŎƻƎƴƛȊŜŘ ƛƴ ǘƘŜ ǊŜŎǊǳƛǘƳŜƴǘ ŀƴŘ ǊŜǘŜƴǝƻƴ ƻŦ ǊŜƎƛǎǘǊȅ 

ǇŜǊǎƻƴƴŜƭΦ b/w!ϥǎ ŎŜǊǝŬŎŀǝƻƴ ōƻŀǊŘ π ǘƘŜ /ƻǳƴŎƛƭ ƻƴ /ŜǊǝŬŎŀǝƻƴ π ƻǾŜǊǎŜŜǎ ǘƘŜ h5{ ŜȄŀƳ 

ŀŘƳƛƴƛǎǘǊŀǝƻƴ ŀƴŘ ŎǊŜŘŜƴǝŀƭ ƳŀƛƴǘŜƴŀƴŎŜΦ    

 

         h5{ ¢ƻƻƭƪƛǘ 
 

NCRA has created an ODS Toolkit, available at the link below,  to help credential holders, 

human resources departments, affiliated organizations, and NCRA-accredited education 

programs make the transition. Organized by audiences, the toolkit includes guidance, text, and 

graphics to help with the adoption of the ODS credential. 

ODS Tool Kit (ncra-usa.org) 

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

CTR Exam Testing: 

https://www.ncra-usa.org/CTR/Certification-Exam 

CTR Maintenance and CE Credits: 

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

NCRA 2025 Annual Educational Conference: 

https://www.ncra-usa.org/Conference/2025-NCRA-Annual-Conference 

Become a Certified Tumor Registrar: 

https://www.ncra-usa.org/About/Become-a-Cancer-Registrar 

https://www.ncra-usa.org/ODSToolkit
https://www.ncra-usa.org/CTR/Certification-Exam
https://www.ncra-usa.org/Certification/RecertificationSubmission
https://www.ncra-usa.org/Conference/2025-NCRA-Annual-Conference
https://www.ncra-usa.org/About/Become-a-Cancer-Registrar
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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 and the Association of Public Health 

Laboratories (APHL) who are working ǘƻ ǎǘǊŜƴƎǘƘŜƴ ƭŀōƻǊŀǘƻǊȅ ǎȅǎǘŜƳǎ ǎŜǊǾƛƴƎ ǘƘŜ ǇǳōƭƛŎΩǎ 

health in the United States. APHL provides its users a secure, cloud-based environment that 

accelerates the implementation of health messaging by providing shared services to aid in the 

transport, validation, translation, transformation, and routing of electronic data. 

The APHL Informatics Messaging Services (AIMS) system is a secure, cloud-based platform that 

accelerates the implementation of health messaging by providing shared services to aid in the 

visualization, interoperability, security, and hosting of electronic data. 

AIMS Platform securely transports millions of messages on a monthly basis. Examples of data 

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 

2. Vaccine-preventable disease reports from testing centers of excellence to CDC 

3. Biological threat data from laboratories within the Laboratory Response Network to CDC 

4. 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 contracted by CDC to 

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 on 

https://www.ncra-usa.org/About/Staff
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this project. AIMS reporting partners currently include: ICMedicine, IDX Pathology, 

NeoGenomics Labs, PathGroup, Quest Diagnostics, and QDx Pathology 

AIMS ePATH Reporting Contacts: 

If your facility is interested in ePath reporting via the AIMS platform, please contact: 

Temitope Alimi, PhD MPhil - nyj4@cdc.gov 

Katmai Government Services 
Cancer Surveillance Branch 
Division of Cancer Prevention and Control 
Centers for Disease Prevention and Control 
 

Tim Longo - tlongo@jmichael-consulting.com 

J Michael Consulting 
www.jmichael-consulting.com 
 

770-318-3160 
 

If you are currently reporting via AIMS to Virgina Cancer Registry and have questions, please 

contact: 

John LaDouceur ς john.ladouceur@vdh.virginia.gov 

 

.                                Virgina Cancer Dashboard                                     . 

 

The Virginia Cancer Dashboard is a new data visualization tool and can be accessed by clicking 

the link below. The dashboard demonstrates the burden of cancer incidence and mortality in 

Virginia. This new dashboard replaces the printed version of the Virgina Cancer Burden Report. 

Virginia Cancer Dashboards 

Data visualization is the graphical representation of information and data. Using interactive 

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

ŀŎŎŜǎǎƛōƭŜ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ƻŦ ǇŀǘǘŜǊƴǎ ŀƴŘ ǘǊŜƴŘǎ ƛƴ ŘŀǘŀΦ ¢ƘŜ ±ƛǊƎƛƴƛŀ /ŀƴŎŜǊ wŜƎƛǎǘǊȅΩǎ  ǿŜō-

based Interactive cancer dashboard visually organizes key cancer data contained within the 

VCR database and presents it in a visually appealing ,user friendly, online platform. Presenting 

mailto:nyj4@cdc.gov
file:///C:/Users/fqg37237/Documents/tlongo@jmichael-consulting.com
http://www.jmichael-consulting.com/
https://www.vdh.virginia.gov/data/virginia-cancer-dashboards/
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the cancer burden in Virginia this way allows users to have VCR cancer data at their fingertips  

24/7, from anywhere in the world. The VCR cancer dashboard keeps users constantly informed 

and updated, just as an automobile dashboard keeps the driver informed. 

The dashboard covers aggregate data for the years 2014 - 2018 for both incidence and 

mortality statistics of the following cancers: Cervix Uteri, Colorectal, Female Breast, Hodgkin 

Lymphoma, Kidney and Renal Pelvis,  Leukemia, Liver and Intrahepatic Bile Duct, Lung & 

Bronchus, Melanoma of the Skin, Myeloma, Non-Hodgkin 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 counts, rates, 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 district areas are also included. 

The cancers represented in the VCR dashboards are 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. Disparities and 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 and incidence rates can be 

affected by this. Virginia and national cancer incidence and mortality rates have been included 

which is the number of cases per 100,000 population. The rates are age-adjusted, which allows 

populations to be compared when age profiles are different. The tables rank cancers selected 

for this dashboard against other common cancer types. The tables also rank gender-specific 

cancers separately. 

The following programs 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 Yakkanti ς sravani.yakkanti@vdh.virginia.gov 

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

.                                      Virginia Web Plus                                              . 

 

VCR has successfully implemented its Virginia Web Plus online reporting portal and it has now 

become one of the primary methods for reporting cancer cases in Virginia. Web Plus is a Web-

based application that collects cancer data securely over the public Internet. It is ideal for most 

facility electronic reporting needs.  

Web Plus supports three main functions: online abstracting, file upload and download, and 

follow-back efforts. Web PluǎΩ ƻƴƭƛƴŜ ŀōǎǘǊŀŎǘƛƴƎ ƛǎ ƛŘŜŀƭ ŦƻǊ ǊŜǇƻǊǘƛƴƎ ŦǊƻƳ ǇƘȅǎƛŎƛŀƴǎΩ ƻŦŦƛŎŜǎ 

and other low-volume reporting sources, while the file upload feature can be used for 

electronic submission of data from all other reporting sources, such as monthly hospital case 

files in NAACCR file format. 

Although VCR is not currently utilizing the follow-back features in Web Plus, it gives us the 

capability and option to upload partially filled abstracts generated from death certificate and 

pathology lab files, and to notify reporting facilities via e-mail to log in and update the 

abstracts. We 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 (SSL) 

technology. 

All records entered into Web Plus are saved in a database at VCR, and cases entered by one 

facility or office are not visible to other facilities. VCR staff are included as users on the facility 

level for case review purposes and to provide support. Data are validated by the CDC EDITS 

engine running on a web server. Users, display types, and edit configurations are managed by 

the VCR Web Plus team. 

The Virginia Web Plus login page is linked below: 

Virginia Web Plus Login 

 

mailto:sravani.yakkanti@vdh.virginia.gov
https://webplus.vdh.virginia.gov/webplus/logonen.aspx
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Web Plus Support 

Web Plus is fully supported by VCR and includes IT support, continuous training, and quarterly 

user group (WebPUG) videoconference meetings. The Virginia WebPUG meetings are held 

quarterly (January, April, July, 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 Plus Training 

Web Plus training consists of one-on-one or group virtual trainings and learning modules 

contained in the Virginia FLccSC (Flossy) online learning portal.  

 

.                                 Virginia FLccSC Learning Portal                           .                      

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

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, CTR ς danielle.quinn@vdh.virginia.gov 

Virginia FLccSC Co-Administrator 

Web Plus Monthly Hospital Submissions 

LŦ ȅƻǳ ƘŀǾŜ ǉǳŜǎǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ȅƻǳǊ ƘƻǎǇƛǘŀƭΩǎ ƳƻƴǘƘƭȅ b!!//w ŦƛƭŜ ǎǳōƳƛǎǎƛƻƴ ǇƭŜŀǎŜ 

contact: 

Tina Hall ς tinahall1@vdh.virginia.gov 

Cancer Data Analyst 

Web Plus File Upload Questions: 

you would like more information regarding Web Plus file upload, or training please contact: 

John LaDouceur ς john.ladouceur@vdh.virginia.gov 

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
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Virginia Web Plus Administrator 
Virginia Cancer Registry 
 
 
 

.                                       VCR/VDH Digitized File Initiative                              . 

 

Virginia Department of Health (VDH) and the Virginia Cancer Registry (VCR) continue to 

embrace technology and are in the process of digitizing paper files. Data file digitization is 

preparing or converting physical or paper files to an electronic format such as a .pdf.  

Some of the benefits that file digitization provides reporting facilities and VCR: 

¶ Easier file accessibility and transmission 

¶ Better data security 

¶ More efficient storage & recovery 

¶ Cost reduction 

¶ Increased productivity 

¶ Environmentally friendly 

 

*Important Note 

To assist in this effort VCR has discontinued the submission of cancer case reports via email, 

ŦŀȄΣ ŀƴŘ ¦Φ{Φ aŀƛƭΣ όŎƻƴǎƛŘŜǊŜŘ άǇŀǇŜǊ ǊŜǇƻǊǘƛƴƎέύ.  

VCR Digitized File Questions: 

If you have any questions regarding your case reporting via email, fax, or U.S. Mail please 

contact: 

Cheryl Walker-Smith - 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: 
 

mailto:chery.walker@vdh.virginia.gov
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John LaDouceur ς john.ladouceur@vdh.virginia.gov 
Web Plus Administrator 
 

 

 

End of Summary of Changes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:john.ladouceur@vdh.virginia.gov
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VCR MANUAL, 2024 EDITION 

STATEMENT 
This manual shall be used to submit reportable cases with a date of diagnosis on or after 
January 1, 2024, except where noted in each section/appendix. Please refer to the 2024 
Summary of Changes and applicable appendices for cases diagnosed on or after January 1, 
2024.  
 

WHAT IS THE VCR ? 

 

The Virginia Cancer Registry (VCR) is a population-based cancer incidence registry responsible 

for the collection of demographic, diagnostic, and treatment information on all cancer patients 

diagnosed and treated at hospitals, laboratories, and other health care facilities in Virginia 

with reportable cancer. Population-based cancer registries collect information on cancers 

among the entire population for which they are responsible. 

The VCR is also defined as an incidence only cancer registry rather than a multi-purpose 

registry. Incidence only registries gather only the information necessary to determine the 

incidence of cancer by geographic areas, by demographic characteristics, and by stage at 

diagnosis for each type of cancer. Treatment information has also been added to the 

information collected. 

The term central cancer registry is also used in referring to the VCR. Although a central registry 

does not have to be population-based, this term is frequently used to mean a statewide cancer 

registry. A central registry is designed to aggregate data from various sources. The contributing 

sources required to report to the VCR provide statewide coverage of the population. 

 

WHY REPORT TO THE VCR? 

 

The mission of the VCR is to collect and provide complete, accurate, and timely statewide 

incidence data for determination of cancer rates and trends in the population. To fulfill this 

mission, the 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 the Virginia Department of Health 

is mandated in the Code of Virginia and Virginia Department of Health disease reporting 

regulations. The state laws include Chapter 2 (§32.1-70 et seq.) of Title 32.1 According to these 

statutes, each hospital, clinic, and independent pathology laboratory in the Commonwealth is 

required to report all cases of cancer, which are diagnosed or treated at the hospital, clinic, or 

https://law.lis.virginia.gov/vacode/
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laboratory. Physicians are required to report when they know the case has not been reported 

by a hospital, clinic, or in-state laboratory. These cases are to be submitted in the format 

prescribed by the Virginia Cancer Registry. Regulations mandating reporting cancer cases by 

hospitals, clinics, laboratories, other health care facilities and health care practitioners appear 

Part VIII of the State Board of Health publication Regulations for Disease Reporting and 

Control.  

1. Cancer Control 

The ultimate value of the registry lies not in collection of the data but in the degree to which 

the data are used for cancer control. The basis for any successful cancer control program is a 

comprehensive registry system. Registry data provide answers to questions, the means to 

target limited cancer control resources, and the mechanism to evaluate cancer control 

activities. 

 

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY (HIPAA) 

 

HIPAA allows for the reporting of identifiable cancer data to public health entities. Because the 

VCR falls under the definition of a public health entity, HIPAA allows you to report data to the 

VCR in compliance with Virginia state laws and regulations. Written informed consent from 

each cancer patient reported to public health entities is not required under HIPAA. 

The VCR depends on reporting facilities to submit quality data. Through the dedicated efforts 

of these facilities, the VCR is able to provide accurate information used to establish and 

enhance cancer control programs, and thus improve the lives of present and future patients 

with cancer. 

 

VCR REFERENCE DATE 

 

Reference date refers to the start date after which all eligible records must be included in the 
registry. The VCR reference date is January 1, 1995. This means complete statewide cancer 
incidence data are available from the VCR for 1995 to the present. 
 
*Note: To assure complete case ascertainment, reference date is not used to determine what 
cases are reportable to the VCR.  
 
 
 
 

https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
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VCR REPORTING SOURCES 

 
The Code of Virginia mandates each hospital, clinic, physician, and laboratory in the 
Commonwealth shall report all cases of cancer which are diagnosed and/or treated at the 
above-designated facility. In addition, VCR has agreements with other states to exchange data. 

 
Hospitals  
 
The term registry hospital refers 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 term non- registry hospital refers 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. 
 

Non-Hospital Sources 

The Board of Health Regulations concerning the Regulations for Disease Reporting was revised 
in January 2002 to expand cancer reporting requirements to include additional non-hospital 
sources. 
Part VIII, 12 VAC 5-90-170 requires hospitals, clinical laboratories, or other health care facilities 
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 Practices; and 4) 
Ambulatory Surgery Centers. 
 

Laboratories 

The addition of these cases provides the VCR data on cases never seen in the hospital setting, 

thereby increasing the overall completeness of VCR data. Required reporting of cases by 

hospital laboratories is performed by cancer registry or HIM personnel as described above. 

Reporting of cases by designated free-standing laboratories is required. 

 

Data Exchange 
 

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


 

107 
 

The VCR has written agreements to exchange data with other cancer registries including all 
contiguous states. This ensures a resident of Virginia who was diagnosed and/or treated out of 
state will be included in the VCR database. 
 

REPORTING METHODS 

 

All reporting facilities shall submit all their cases electronically. Electronic reporting is the 

submission of reportable cases to the VCR via the Virginia Web Plus online reporting portal or 

eMaRC auto-reporting. Commercial and/or hospital-developed cancer reporting software 

and/or the Virginia Web Plus direct data entry online reporting portal must be utilized for all 

cancer case report submissions. Information 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 hospital-developed softǿŀǊŜΦ /¢wΩǎ Ƴǳǎǘ ŀōǎǘǊŀŎǘ 
cases from Commission on Cancer accredited facilities. It is highly recommended that 
other hospitals consider hiring a CTR or utilize a contracting company to abstract cases. 
 
VCR has phased out all facilities currently reporting on paper (via U.S. Mail, Fax, and 
email) If you are not utilizing Virginia Web Plus or eMaRC Plusat 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 cancers in its Regulation for 
Disease Reporting and Control. VCR follows this standard as noted in the VCR List of 
Reportable Conditions. A casefinding list is found in the VCR Manual Appendix N. This section 
identifies diagnoses that must be reported to the VCR and can be used to develop a report 
called the Disease Index from your HIM data system IT department. Conditions are to be 
reported if the diagnosis includes the words malignant, cancer, carcinoma, and lymphoma. 
Most leukemias and sarcomas are reportable except when noted as exclusions on the listing. 
In addition, there are other conditions which do not include these particular terms but are 
reportable such as Wilms tumor, blastoma, anemia and carcinoid. It is therefore very 
important to refer to the VCR List of Reportable Conditions to make sure all reportable 
conditions are identified. 
 
All primary intracranial and central nervous system (CNS) tumors are reportable. This includes 
benign, malignant, and borderline tumors for the following sites: 
 

https://www.cdc.gov/national-program-cancer-registries/registry-plus/index.html
https://www.vdh.virginia.gov/clinicians/disease-reporting-and-control-regulations/
https://www.vdh.virginia.gov/clinicians/disease-reporting-and-control-regulations/
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ω Meninges (C70.0 - /тлΦфύ ω hǘƘŜǊ /b{ ό/тнΦуΣ /тнΦфύ 

ω Brain (C71.0 - /тмΦфύ ω tƛǘǳƛǘŀǊȅ ƎƭŀƴŘ ό/трΦмύ 

ω {Ǉƛƴŀƭ /ƻǊŘ ό/тнΦлύ ω /ǊŀƴƛƻǇƘŀǊȅƴƎŜŀƭ ŘǳŎǘ ό/трΦнύ 

ω /ŀǳŘŀ Ŝǉǳƛƴŀ ό/тнΦмύ ω tƛƴŜŀƭ ƎƭŀƴŘ ό/трΦоύ 

ω Cranial nerves (C72.2 - C72.5) 

Ambiguous Terminology 

A patient has a reportable condition if a recognized medical practitioner says so. In most cases, 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜŎƻǊŘ ŎƭŜŀǊƭȅ ǇǊŜǎŜƴǘǎ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ōȅ ǳǎŜ ƻŦ ǎǇŜŎƛfic terms, which are 
synonymous with the diagnosis. However, the physician may not always be certain or the 
recorded language definitive. VCR rules concerning the usage of ambiguous terminology are as 
follows: 
 

1. Terms That Constitute a Diagnosis - Interpret the following terms as a reportable diagnosis: 
 

 
 
EXCEPTION: If cytology is identified only with an ambiguous term, do not interpret it as a 
diagnosis of cancer. 
 

¶ !ōǎǘǊŀŎǘ ǘƘŜ ŎŀǎŜ ƻƴƭȅ ƛŦ ŀ ǇƻǎƛǘƛǾŜ ōƛƻǇǎȅ ƻǊ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ŎƭƛƴƛŎŀƭ ƛƳǇǊŜǎǎƛƻƴ 
of cancer supports the cytology findings. 

 
Examples of Diagnostic Terms: 
 

¶ The inpatient discharge summary documents a chest x-ray consistent with carcinoma of 
the right upper lobe. The patient refused further work-up or treatment. Consistent with 
carcinoma is indicative of cancer. 
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¶ The pathology report states suspicious for malignancy. Suspicious for malignancy is 
indicative of cancer. 
 

2. Terms That Do Not Constitute a Diagnosis - Do 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: 

 
 
Examples of Nondiagnostic Terms: 
 

¶ The inpatient discharge summary documents a chest x-ray consistent with neoplasm of 
the right upper lobe. The patient refused further work-up or treatment. Consistent with 
neoplasm is not indicative ƻŦ ŎŀƴŎŜǊΦ ²ƘƛƭŜ άŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘέ Ŏŀƴ ƛƴŘƛŎŀǘŜ involvement, 
άƴŜƻǇƭŀǎƳέ ǿƛǘƘƻǳǘ specification of malignancy is not diagnostic except for non-
malignant primary intracranial and central nervous system tumors. 

 

¶ Final diagnosis is reported as possible carcinoma of the breast. Possible is not a 
diagnostic term for cancer. 

 
Genetic findings in the absence of pathologic or clinical evidence of reportable disease are  
indicative of risk only and do not constitute a diagnosis. 
 
3. Ambiguous Terms Describing Tumor Spread 
 
If the wording in the patient record is ambiguous with respect to tumor spread, use the 
following guidelines only as a last resort: 
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Ambiguous Terms Describing Tumor Spread 

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

 
Ambiguous Terminology Lists: References of Last Resort 
 
This section clarifies the use of Ambiguous Terminology as listed in STORE 2018 for case 
reportability in Commission on Cancer (CoC)-accredited programs. When abstracting, 
registrars are to use the ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎ ŀǘ 5ƛŀƎƴƻǎƛǎέ ƭƛǎǘ ǿƛǘƘ ǊŜǎǇŜŎǘ ǘƻ ŎŀǎŜ ǊŜǇƻǊǘŀōility, 
ŀƴŘ ǘƘŜ ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎ 5ŜǎŎǊƛōƛƴƎ ¢ǳƳƻǊ {ǇǊŜŀŘέ ƭƛǎǘ ǿƛǘƘ ǊŜǎǇŜŎǘ ǘƻ ǘǳƳƻǊ ǎǇǊŜŀŘ Φ 
However, these lists need to be used correctly. 
 
How to Use Ambiguous Terminology for Case Ascertainment 

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. If the physician 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 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 not clear, and the case cannot be 
discussed with the appropriate physician/pathologist. 
VCR recognizes that not every registrar has access to the physician who diagnosed and/or 
staged the tumor, as a result, the Ambiguous Terminology lists continue to be used in CoC 
accredited programs and maintained by CoC as "references of last resort". 
  

a. In Situ and Invasive (Behavior codes /2 and /3) 

i) If any of the reportable ambiguous terms precede a word that is synonymous with 
   an in situ or invasive tumor (e.g., cancer, carcinoma, malignant neoplasm, etc.), 
   the case is reportable. 
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Example 1: The pathology report says: Prostate biopsy with markedly 
abnormal cells that are typical of adenocarcinoma. Report the case. 
 
Example 2: The final diagnosis on the outpatient report reads: Rule out 
leukemia. Do not report the case. 

 
ii) Discrepancies: If one section of the medical record(s) uses a reportable 
term ǎǳŎƘ ŀǎ άŀǇǇŀǊŜƴǘƭȅέ ŀƴŘ ŀƴƻǘƘŜǊ ǎŜŎǘƛƻƴ ƻŦ ǘƘŜ ƳŜŘƛŎŀƭ record(s) 
uses a nonreportable ǘŜǊƳ ǎǳŎƘ ŀǎ άŎŀƴƴƻǘ ōŜ ǊǳƭŜŘ ƻǳǘέΣ accept the 
reportable term and report the case. 

 

Exception: Do not report a case based only on suspicious cytology. The case 

is reported only if proven by positive cytology or other diagnostic methods 

including ŀ ǇƘȅǎƛŎƛŀƴΩǎ ŎƭƛƴƛŎŀƭ ŘƛŀƎƴƻǎƛǎΦ 

iii) Use these terms when screening diagnoses on pathology reports, 

operative reports, scans, mammograms, and other diagnostic testing other 

than tumor markers. 

Note: If the ambiguous diagnosis is proven to be not reportable by biopsy, 
ŎȅǘƻƭƻƎȅΣ ƻǊ ǇƘȅǎƛŎƛŀƴΩǎ ǎǘŀǘŜƳŜƴǘΣ do not report the case. 
 
Example: Mammogram shows calcifications suspicious for intraductal 
carcinoma. The biopsy of the area surrounding the calcifications is negative 
for malignancy. Do not report the case. 

 

Benign and borderline primary intracranial and CNS tumors 

a. ¦ǎŜ ǘƘŜ ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎ ǘƘŀǘ ŀǊŜ wŜǇƻǊǘŀōƭŜέ ƭƛǎǘ to identify benign and 
borderline primary intracranial and CNS tumors that are reportable. 
 
b. If any of the reportable ambiguous terms precede ŜƛǘƘŜǊ ǘƘŜ ǿƻǊŘ άǘǳƳƻǊέ or the 
ǿƻǊŘ άneoplasmΣέ ǘƘŜ ŎŀǎŜ ƛǎ ǊŜǇƻǊǘŀōƭŜΦ wŜǇƻǊǘ ǘƘŜ ŎŀǎŜΦ 
 
Example: The mass on the CT scan is consistent with pituitary tumor. Report the 
case. 
 
Discrepancies: If one section of the medical record(s) uses a reportable term 
such as "apparently" and another section of the medical record(s) uses a nonreportable 
ǘŜǊƳ ǎǳŎƘ ŀǎ άŎŀƴƴƻǘ ōŜ ǊǳƭŜŘ ƻǳǘέΣ ŀŎŎŜǇǘ ǘƘŜ ǊŜǇƻǊǘŀōƭŜ ǘŜǊƳ ŀƴŘ 
accession the case. 
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Exception: Do not report a case based only on suspicious cytology. The case is 
reported only if proven by positive cytology or other diagnostic methods including 
ŀ ǇƘȅǎƛŎƛŀƴΩǎ ŎƭƛƴƛŎŀƭ ŘƛŀƎƴƻǎƛǎΦ 
 
i) Use these terms when screening diagnoses on pathology reports, scans, 
ultrasounds, and other diagnostic testing other than tumor markers. 
 
Note: If the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or 
ǇƘȅǎƛŎƛŀƴΩǎ ǎǘŀǘŜƳŜƴǘΣ Řƻ ƴƻǘ ǊŜǇƻǊǘ ǘƘŜ ŎŀǎŜΦ 

c. Confirmation of an Ambiguous Diagnosis - Subsequent 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 TO TERMINOLOGY STAGE THE TUMOR. 
 
AJCC Cancer Staging does not recognize the use of ambiguous terminology to determine 
stage. 

 
Emergency Room Admissions 
 
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 on the VCR List of Reportable Conditions 
The following guidelines provide further clarification for the specified conditions: 
 

Basal and Squamous Cell Carcinomas 

Basal and squamous cell carcinomas are reportable except when primary to the skin, 
C44.0-C44.9 (see VCR Manual Part One, Exclusions). Carcinomas originating in 
mucoepidermoid sites are reportable. These sites include: lip (C00.0-C00.9), anus 
(C21.0),vulva (C51.0-C51.9), vagina (C52.9), penis (C60.0- C60.9), and scrotum (C63.2). 
Basal and squamous cell carcinomas originating in the nasal cavity (C30.0) and middle 
ear (C30.1) are also reportable. 

 
Class IV and Class V Cytologies 
 
Cytology results of Class IV or Class V are reportable to the VCR. 
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Exception: If the terminology on the cytology report further defines the Class IV and 
Class V as suspicious then the record is not reportable. Report this record only if a 
ǇƻǎƛǘƛǾŜ ōƛƻǇǎȅ ƻǊ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ŎƭƛƴƛŎŀƭ ƛƳǇǊŜǎǎƛƻƴ ƻŦ ŎŀƴŎŜǊ ǎǳǇǇƻǊǘǎ ǘƘŜ ŎȅǘƻƭƻƎȅ 
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 Malignant Potential/Borderline Malignancy of Ovary or Peritoneum    
      
     Cystadenomas or tumors primary to the ovary or peritoneum qualified by the phrases 
borderline malignancy or low malignant potential are reportable only if diagnosed prior 
to January 1, 2001.     

     
b. Intraepithelial Neoplasia 
      
Patients with the following diagnoses of intraepithelial neoplasia are reportable: 

 

¶ Vaginal intraepithelial neoplasia 3 (VAIN III) 

¶ Vulvar intraepithelial neoplasia 3 (VIN III) 

¶ Anal intraepithelial neoplasia 3 (AIN III) 
 
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 on the VCR List of Reportable 
Conditions (See VCR Manual Appendix D, Reportable Conditions) and 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 your hospital license. 
 
1. The reportable diagnosis has been made at your hospital. This diagnosis can be made on 

the basis of histology (including autopsy), hematology, cytology, endoscopy or other direct 
visualization, diagnostic radiology or clinical findings. 
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2. ! άŎƭƛƴƛŎŀƭ ŘƛŀƎƴƻǎƛǎ ƻƴƭȅέ ƛǎ ŀ ŘƛŀƎƴƻǎƛǎ ōŀǎŜŘ ǎƻƭŜƭȅ ƻƴ ŎƭƛƴƛŎŀƭ ƧǳŘƎƳŜƴǘΤ ŘƛŀƎƴƻǎǘƛŎ 
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, cancer-directed or non- cancer-directed, to 
be reported provided they have not been previously reported by your hospital. 

 
The VCR recognizes the following definitions of treatment: 

 
I. Cancer-Directed Treatment ς Cancer-directed 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. 

 
II. Patients Diagnosed at Autopsy ς Final autopsy reports containing reportable 

diagnoses or incidental findings of reportable conditions must be reported to the 
VCR. 

 
2. Patients Diagnosed Elsewhere 
 
Patients diagnosed elsewhere and newly admitted to your hospital for further diagnostic 
workup or treatment, cancer-directed or non-cancer-directed are to be reported. Although 
this may result in multiple records on one patient, it enables the VCR to assure complete 
statewide casefinding and to have the most comprehensive information on each patient. 
Because the VCR is a population-based registry, every attempt must be made to receive all 
cases diagnosed within Virginia to provide accurate statistical reports. 
 

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

 
b) Residual Tumor ς The VCR requires all records in which the pathology report states "no 

residual tumor" to be reported. The re-excision is considered cancer-directed treatment. 
 
Example: Outside 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 
cancer related treatment. 
 
3. Private Outpatient Specimens (POP) (Path Only) 
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tǊƛǾŀǘŜ ƻǳǘǇŀǘƛŜƴǘ ǎǇŜŎƛƳŜƴǎ όthtύ ŀǊŜ ǎǇŜŎƛƳŜƴǎ ǎǳōƳƛǘǘŜŘ ŦǊƻƳ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ƻŦŦƛŎŜ ǘƻ ōŜ 
read by the hospital pathologist as part of the Pathology DepartmenǘΩǎ ǊŜƎǳƭŀǊ ŎƻǳǊǎŜ ƻŦ 
business. The patient is not registered as an inpatient or outpatient at the hospital. POPs are 
reportable to the VCR as a Class of Case 43 and a Reporting Source code of 3. 
 
Example: A physician performs a biopsy in the office and 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. 

 
c) Data items should be completed as unknown only 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 the medical record is the property of the 
institution, the record must be reported. If the hospital is part of a corporation, ownership 
of the record refers to the facility, not the corporation. 
 

Non-Reportable Diagnosis 
 
The following diagnoses are not reportable to the VCR: 
 
Skin Cancers 
 
a. The following site/histology combinations for skin cancers are not reportable: 
 

8000-8005            Neoplasms malignant, NOS of the skin (C44.0 ς C44.9 
8010-8046            Epithelial carcinomas of the skin (C44.0-C44.9) 
8050-8084            Papillary and squamous cell carcinomas of the skin (C44.0-C44.9) 
8090-8110            Basal cell carcinomas of the skin (C44.0-C44.9) 
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i. ICD-O codes C44.0-C44.9 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 (See VCR Manual Part One, Reportable Records). 

 
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 is not reportable but the cancer has metastasized to other sites, 
the record is still not reportable. 

 
Carcinoma-In-Situ of the Cervix (CIS) 
 
The diagnosis carcinoma in situ of the cervix (CIS) is not reportable. Terms indicating in 
situ include: noninvasive, preinvasive, intraepithelial, and FIGO Stage 0. A 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 microinvasion is considered invasive and is, therefore, 
reportable. 
 
Intraepithelial Neoplasia 
 
Patients with the following diagnoses of intraepithelial neoplasia are not reportable: 
 

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

 

Non-Reportable Situations 
 
A case is not reportable to the VCR if it meets any of the following criteria: 
 

1. Patients seen in consultation to provide a second opinion to confirm an established 
diagnosis or treatment plan are not reportable. Also, if the reporting institution provides 
services not available at the diagnosing or treatment facility, such as Computerized 
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Tomography (CT) scans or Magnetic Resonance Imaging (MRI) scans, the case is not 
reportable. 
 
нΦ wŜŎƻǊŘǎ ƛƴ ǿƘƛŎƘ ǎƭƛŘŜǎ ŀǊŜ ǎŜƴǘ ǘƻ ȅƻǳǊ ƘƻǎǇƛǘŀƭΩǎ ǇŀǘƘƻlogist for a second opinion 
are encouraged to be reported but are not required. Since the slide was already read by 
another pathologist, the facility requesting the slide review is required to report the 
final diagnosis as determined after the slide review. 
3. Patients with a history of a reportable condition who are clinically free of disease are 
not reportable. If, however, the patient has received treatment during this admission 
the record must be reported. For example: if a patient is admitted for an unrelated 
condition, has a history of breast cancer and the hospital administers Tamoxifen during 
their admission, the case is reportable. 
 
Exception: If a patient expires at your facility with a history of cancer, even though the 
patient was clinically disease free, the case is reportable. 
 
4. Patients receiving transient care at the reporting institution to prevent interruption of 
the first course of treatment are not reportable. This only applies to patients vacationing 
or visiting in 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 
current address if the patient was diagnosed prior to relocating permanently or 
temporarily to Virginia or other nearby state. 

 
5. Recurrence is defined as the same cancer arising in or from the same primary site 
where it appeared earlier and is not considered a new primary cancer by the physician. 
Do not report a recurrent diagnosis when you have previously reported it. 
 
Exception: If an in-situ tumor is followed by an invasive cancer in the same site 
more than two months 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.  
 
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 determine if a 
new primary site has been diagnosed. Each new primary must be reported separately. 
 
7. Metastatic Sites ς Do not report the metastatic or secondary sites of a malignant 
neoplasm: however, check to make sure the primary site was previously reported. A 
diagnosis of metastatic cancer with an unknown primary site not previously reported 
should be submitted with the primary site documented or coded as unknown. 
 
8. Special Units ς 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 unit 
or are admitted directly to the separately licensed unit. 

 

CASE ELIGIBILITY 

 

The VCR requires all reporting entities to accession, abstract and submit to VCR for required 

tumors diagnosed and/or treated at your facility. The tumors must meet the criteria for 

submission and all patients must be submitted. 

Tumors required by the VCR to be accessioned, abstracted, and submitted to VCR: 
 
Malignancies with an ICD-O-3 behavior code of 2 or 3 area required for all sites. 
 
i. Exception 1: Juvenile astrocytoma, listed as 9421/1 in ICD-O-3, is required and should 
be recorded as 9421/3 in the registry. 
 
ii. Exception 2: Effective in 2015, code 8240/1 for carcinoid tumor, NOS, of appendix 
(C18.1) becomes obsolete. Carcinoid tumors of the appendix must be coded to 8240/3. 
Effective with 2015. This is required and must be coded with a behavior 3. Prior 
appendix primaries coded to 8240/1 are converted to 8240/3 by the implementation 
conversions for 2015. 
 
iii. Exception 3: Malignant primary skin cancers (C44.x) with histology codes 8000 ς 8110 
are not required to be reported to the VCR. Skin primaries with those histologies 
diagnosed prior to January 1, 2003 were required to be abstracted if the AJCC stage 
group at diagnosis was II, III or IV. These cases should remain in the registry. 
 
iv. Exception 4: Carcinoma in situ of the cervix (CIS), intraepithelial neoplasia grade III 
(8077/2) of the cervix (CIN III) and prostate (PIN III) are not required by VCR. 
Intraepithelial neoplasia of the vulva (VIN III), vagina (VAIN III), anus (AIN III), LARYNX 
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(LIN III), and SQUAMOUS INTRAEPITHELIAL NEOPLASIA GRADE III (SIN III), excluding 
those listed above, ARE reportable to the VCR. 

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

DATE OF DIAGNOSIS 
 
All reportable cases included in the VCR List of Reportable Conditions (See VCR Manual 
Appendix C, List of Reportable Conditions) diagnosed and/or treated at your facility are 
required to be reported to the VCR regardless of the Date of First Contact. This includes 
patients with an unknown date of initial diagnosis. 
 
Exception: Conditions only reportable if diagnosed on January 1, 2001, and after (the 
conditions with** )  are not reportable if the date of diagnosis is unknown. 
 

Example 1: If a patient is admitted on January 3, 2022, and receives palliative care for 
bone metastasis from a breast primary diagnosed in 1990, the case is reportable. 
 
Example 2: If a patient is admitted on January 3, 2022, 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 with a BLANK date of diagnosis and 
the appropriate Date of Diagnosis Flag is recorded. 
 
Example 3: If a patient is admitted on January 3, 2004, 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 United States, follows the rules of the Surveillance, 
Epidemiology and End Results (SEER) Program for determination of multiple primary 
cancers. Beginning with cases diagnosed on January 1, 2007, the SEER rules for 
determining solid tumor multiple primary cancers are documented in the most current SEER 
Multiple Primary and Histology Coding Rules. For hematopoietic and 
lymphoid neoplasms diagnosed January 1, 2010, the most current SEER 
H ema t o p o i e t i c and Lymphoid Neoplasm Case Reportability and Coding Manual and 
the Hematopoietic Database must be used. For cases diagnosed prior to 2007, the SEER 
rules for determining multiple primary cancers are documented in the VCR Manual Appendix 
D, Multiple Primary Determination. 
 

CONFLICTING STANDARDS 
 
When standards of regulatory agencies differ, all reporters must implement procedures to 
comply with the 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, hospital-specific and text 
information. A listing of the VCR Required Data Set is included in VCR Manual Appendix L. 
Instructions on completing each data item are provided in VCR Manual Section Three, Data 
Item Instructions.  
All data items required for participation in the National Program of Cancer Registries (NPCR) 
are included in the VCR data set. VCR-required codes and definitions comply with national 
standards established by the North American Association of Central Cancer Registries 
(NAACCR) and American College of Surgeons Commission on Cancer (ACOS COC). 
 
There are six (6) fields that are required to be collected and transmitted to the VCR by all 
reporting entities. These are fields that are specifically designated in the Code of Virginia. See 
VCR Manual, Appendix L 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 1: At 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 
ǇŀǘƛŜƴǘΩǎ ƴŀƳŜ ŀƴŘ ǎƻŎƛŀƭ ǎŜŎǳǊƛǘȅ ƴǳƳōŜǊ ǿƛǘƘ ŀ ǊŜŀǎƻƴ ŦƻǊ ŎƘŀƴƎŜΦ ¢ƘŜ ±/w ǿƛƭƭ 
ǳǇŘŀǘŜ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ record on the VCR data file. 
 
Example 2Υ !ǘ ǘƘŜ ǘƛƳŜ ŀ ǊŜŎƻǊŘ ǿŀǎ ǊŜǇƻǊǘŜŘ ǘƻ ǘƘŜ ±/wΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƛƴƛǘƛŀƭ 
diagnosis was probable carcinoma. After further review, it was determined the patient does 
not have cancer. Such cases must be deleted. Send an encrypted email with the 
ǇŀǘƛŜƴǘΩǎ ƴŀƳŜ ŀƴŘ ǎƻŎƛŀƭ ǎŜŎǳǊƛǘȅ ƴǳƳōŜǊ ǿƛǘƘ ŀ ǊŜŀǎƻƴ ŦƻǊ ŘŜƭŜǘƛƻƴΦ 
 

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 diagnosed 
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. 

 



 

122 
 

When to Submit Changes 
 
Changes should be sent under a separate cover. Include only the 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: Corrections may NOT be transmitted as a case electronically. Email shall be the 
medium of transmission for any changes noted above. 
 

VCR SUBMISSIONS 

 

How to Report 

Records containing all required data items must be submitted to the VCR electronically via the 

Virginia Web Plus online reporting portal. Detailed instructions for completing the required 

data items can be found in the VCR Manual, Part Three: Data Item Instructions. An electronic 

file must be created and submitted 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: 
 

ω Facility name and Facility Identification Number (FIN). (Please contact VCR if you do 
not 

ω know your assigned FIN) 
ω Date of the transmission 
ω Number of records included in the transmission by year 
ω Denote if this is the last transmission of a submission year 

 
DO NOT submit changes/corrections in this email. They MUST be sent in a separate email. An 
email must be sent every month, even if you have no records to submit. The email must 
designate there are not records to report for the given month. 
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Submission files for hospitals must be uploaded to Web Plus by the 5th of every month. Any 
submission uploaded after the 5th of the month will be held until the next month and your 
facility will be denoted as having missed a submission. Any submission returned for correction 
must be returned within three (3) business days. If the file is not returned in the designated 
time frame, your facility will be denoted as having missed a submission. 
 

When to Report 

1. The VCR requires 90% of abstracts submitted by reporting 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 requirement 
was established at 90% to provide a cushion of 10% to encourage late reporting of 
missed cases to 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 later as a change. See VCR Manual Section One, 
Changing Information 

 
Where to Report 
 
The Virginia Web Plus online reporting portal. (Linked below) 
 
Virginia Web Plus 
 
 
 
 
 
Document Retention 
 
There is no statute governing how long copies of the monthly submission files should be 
saved. It is strongly suggested, however, that submission files be retained until you have 
cleared the yearly accession list reconciliation. 
 

https://webplus.vdh.virginia.gov/webplus/logonen.aspx
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 VCR CONTACT LIST 
            General questions regarding the VCR use the central number: 804-864-7866 or: 
                
               Tina Hall, ODS-C........................................................................... 804-864-7187 
                    tina.hall1@vdh.virginia.gov 
               John LaDouceur, MHA,ODS-C.......................................................804-864-7857 
                    john.ladouceur@vdh.virginia.gov 

Chioke Murray, BA........................................................................ 804-864-7196 
                   chioke.murray@vdh.virginia.gov 

Mike Peyton, ODS-C...................................................................... 804-864-7885 
                    michael.peyton@vdh.virginia.gov 

Danielle Quinn, ODS-C................................................................... 804-864-7856 
                    danielle.quinn@vdh.virginia.gov 
               Latha T. Sundaram, ODS-CΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 804-864-7662 
                     latha.sundaram@vdh.virginia.gov 

Cheryl Walker-Smith, Data Manager.............................................804-864-7866 
                    cheryl.walker@vdh.virginia.gov 
               Larry Kirkland, Data Systems Manager ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧулп- 864-7859 
                   larry.kirkland@vdh.virginia.gov 

Laurel Gray, ODS-C, Quality Assurance Coordinator..................... 804-864-7860 
                    laurel.gray@vdh.virginia.gov 

{ǳƴƴŜȅ ²ŀƴƎΣatIΣ{ŜƴƛƻǊ 9ǇƛŘŜƳƛƻƭƻƎƛǎǘΧΧΧΧΧΧΧΧΧΧΧΧΧ 804-864-7699 
                    shuhui.wang@vdh.virginia.gov 

Sravani Yakkanti,MPH, /ŀƴŎŜǊ 9ǇƛŘŜƳƛƻƭƻƎƛǎǘ 9ǾŀƭǳŀǘƻǊΦΦΦΦΦΦΦΧΧ 804-864-7106 
                     sravani.yakkanti@vdh.virginia.gov 

Nikkia Ray, MPH, Director, Virginia Cancer Registry..................... 804-864-7873 
                      Nikkia.ray@vdh.virginia.gov 
 

 

End of Section One 
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SECTION TWO: 

CASEFINDING 
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CASEFINDING 

Casefinding Procedures 

Casefinding is a system for identifying patients with a reportable diagnosis. Because cancer 

incidence can be most accurately reflected only when every reportable diagnosis is identified 

and submitted to 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: 
 

¶ List of Reportable Conditions - VCR Manual Appendix C provides documentation 
of all conditions reportable to the VCR. It is structured alphabetically by the main 
histologic term. 

 

¶ ICD-10-CM Codes ς VCR Manual, Appendix N, provides a list of ICD-10-CM codes 
used to identify reportable diagnoses. The appendix also includes a list you can 
provide to your Information Technology department to program a disease index 
you need to review for possible cases. 

 
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 
casefinding in each area. The Health Information Management (HIM) Department and 
Pathology Department must be included as casefinding sources by all facilities; the remaining 
sources listed below should be included as applicable. Copies of reports forwarded for review 
to the person responsible for reporting to the VCR serve as a pending or tickler file to cross-
reference with medical records flagged in the HIM Department. 
¢ƘŜ ǘŜǊƳ άǊŜŎƻǊŘǎέ ŀǎ ǳǎŜŘ ƛƴ ǘƘŜ ŘŜǎŎǊƛǇǘƛƻƴǎ ōŜƭƻǿ ǊŜŦŜǊǎ ǘƻ ŀƭƭ ǇŀǘƛŜƴǘ ǊŜŎƻǊŘǎΣ ƛΦŜΦΣ 
inpatient, outpatient, Emergency Room, ambulatory care, short stay procedures, radiation 
therapy, chemotherapy. For each source, review all the following reports and records. 
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Health Information Management Department (HIM) 
 

1. All records with a diagnosis included in VCR Manual Appendix C or ICD-10-CM Codes 
listed in VCR Manual Section One, Reportable Codes, should be flagged for the person 
responsible for VCR reporting. 

 
2. Records assigned an ICD-10-CM code included on the list provided in VCR Manual 

Section One; Reportable Codes should be reviewed to identify reportable cases. In 
addition to casefinding, the disease index should also be used as a quality control 
measure to make sure all reportable diagnoses have been submitted. See also VCR 
Manual Section Four, Quality Control: Reporting Facilities. 

 
a) All discharge summaries with a reportable condition in the final diagnosis and 

operative reports bearing a post-operative reportable diagnosis should be copied 
and forwarded to 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, outpatient, and private outpatient (POP) specimens. 
 

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 copy of VCR Manual 
Appendix C. {ǳǊƎƛŎŀƭ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘǎ ǎƘƻǿƛƴƎ άƴƻ ǊŜǎƛŘǳŀƭ ƳŀƭƛƎƴŀƴŎȅ όƻǊ ǘǳƳƻǊύέ ŀƴŘ 
reports resulting from orchiectomy or oophorectomy performed for prostate or breast 
malignancies or wide re-excisions for melanomas should be included in what is copied 
and forwarded to the person responsible for VCR reporting. 
 

2. All cytology reports should be reviewed for a malignant diagnosis and, when identified, 
a copy 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. Bone Marrow 
All bone marrow reports should be reviewed for a diagnosis of malignancy and, 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 
ŦƻǊ ±/w ǊŜǇƻǊǘƛƴƎΦ wŜǇƻǊǘŀōƭŜ ŘƛŀƎƴƻǎŜǎ ƻƴ ŀǳǘƻǇǎȅ ǊŜǇƻǊǘǎ ŦǊƻƳ ŎƻǊƻƴŜǊΩǎ ŎŀǎŜǎ 
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should also be identified. See VCR Manual Section One, Patients Diagnosed at Autopsy. 
 

Outpatient Departments 
 

1. Short Procedure/Same Day Surgery/Ambulatory Care Unit - A system 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 (ER) - Pathology 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 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. 

 
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 routine casefinding procedures, 
the final step to effective casefinding is quality control. Procedures should be in place to verify 
all cases were identified and reported to the VCR. VCR Manual Section Four, Quality Control 
describes various 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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1. Flag all inpatient and outpatient medical records with an ICD-10-CM diagnosis code as 

listed in VCR Manual Section One, Reportable Codes. 
 

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

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

radiation therapy, and any other area where reportable conditions are diagnosed or 
treated. 

 
4. Review the ICD-10-CM disease index monthly to identify reportable diagnoses. 

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

reported to the VCR. 
 
 

 

                                  End of Section Two 
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SectionThree 

Data Item Instructions 
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GENERAL INFORMATION 
 

Data Item Completion 
 
Each case reported to the VCR must include all data items identified in VCR Manual Appendix 
L, Required Data Set for Reporting Facilities. These data items must be completed according to 
codes, definitions, and instructions specified for each item in this section. The codes and 
definitions for each required data item conform to national cancer registration standards as 
defined by NAACCR (North American Association of Central Cancer Registries), NPCR (National 
Program of Cancer Registries), and ACOS COC (American College of Surgeons Commission on 
Cancer). 
 
Every effort must be made to obtain specific, complete, and accurate information for each 
required data item. Inpatient and outpatient health records, clinical history on pathology 
reports, hospital billing records, and contact with physician offices should be used as sources 
of information in completing data items. 
 

Recording Unknown or Not Applicable Information 
 
Data items should be recorded as unknown only after all efforts to obtain specific information 
prove unsuccessful. 
 

Unknown, Text - When specific information is not available for any data item requiring 
an alphabetic entry, record the word unknown in the field as specified in the data item 
instructions in this section. 
 
Unknown, Code 9 - When specific information is not available for any data item 
requiring a numeric entry, record the code for unknown, 9, in the field as specified in 
the data item instructions in this section. 
 
Unknown/Not Applicable, Blank - Since information for the following required data 
items may be unknown or not applicable; they are the only data items that may be left 
blank as specified in the data item instructions in this section: 

 

¶ Name - Suffix 

¶ Name - Middle 

¶ Name - Maiden 

¶ Name - Alias 

¶ Text - ¦ǎǳŀƭ hŎŎǳǇŀǘƛƻƴ ŦƻǊ ŀƎŜ ғ мп όǎƘƻǳƭŘ ōŜ ǊŜŎƻǊŘŜŘ ŀǎ άŎƘƛƭŘέύ 

¶ Text - ¦ǎǳŀƭ LƴŘǳǎǘǊȅ ŦƻǊ ŀƎŜ ғ мп όǎƘƻǳƭŘ ōŜ ǊŜŎƻǊŘŜŘ ŀǎ άŎƘƛƭŘέύ 
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¶ Place of Diagnosis when patient is diagnosed at reporting facility. 

¶ Accession Number for Non-registry hospitals. 
 

Coding Dates 
 
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 form, with 99 representing unknown 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 date flag is used to explain the 
missing date. The following table illustrates the relationship among these items for Date of 
Most Definitive Surgical Resection of the Primary Site, where each loǿŜǊ ŎŀǎŜ ΨōΩ ǊŜǇǊŜǎŜƴǘǎ ŀ 
blank space. Flags are not used for software-generated dates. 
 

 
 
 
 
 

Description 

 
Traditional Date of Most 
Definitive Surgical 
Resection of the Primary 
Site 

 
Interoperable Date of 
Most Definitive Surgical 
Resection of the Primary 
Site 

 
 
 
 
Rx Date 
Most Defin. 
Surgical Flag  

Date entered in MMDDCCY 
sequence; unknown portions 
represented by 99 or 9999 

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

Full Date Known MMDDCCYY 
(example: 02182007) 

CCYYMMDD 
(Example: 20070218) 

         bb 

Month And Year 
Known 

MM99CCYY 
(example: 02992007) 

CCYYMMbb 
(example: 200702bb) 

         bb 

Year Only Known 9999CCYY 
(example: 99992007) 

CCYYbbbb 
(example: 2007bbbb) 

         bb 

Unknown If Any 
Surgery 

99999999 
(example: 99999999) 

bbbbbbbb 
(example: bbbbbbbb) 

         10 

No Surgery 00000000 
(example: 00000000) 

bbbbbbbb 
(example: bbbbbbbb) 

         11 
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Date Is Unknown 
 

99999999 
(example: 00000000) 

bbbbbbbb  
(example: bbbbbbbb) 
 

         12 

 

Allowable Values 

Month                                                                    Day                                                   Year 

01 January          07 July                                       01                                             Use four-digit year 

02 February        08 August                                 02                                             (example: 2020) 

03 March            09 September                          03 

04 April               10 October                                ΧΦ 

05 May                11 November                            ΧΦ 

06 June                12 December                            12 

*¦ƴƪƴƻǿƴ όōƭŀƴƪύ ƛǎ ƴƻǘ ǾŀƭƛŘ ŦƻǊ ŎŜǊǘŀƛƴ ŘŀǘŜ ŦƛŜƭŘǎΤ ǎŜŜ ά¦ƴƪƴƻǿƴ 5ŀǘŜǎΣ 9ȄŎŜǇǘƛƻƴǎΣέ ōŜƭƻǿ. 

Cancer Identification 

The following instructions apply to Primary Site (NAACCR Item #400), Laterality (NAACCR Item 

#410, Histology (NAACCR Item #522), Behavior (NAACCR Item #523) and Grade/Differentiation 

(NAACCR Item #440) 

Hematopoietic and Lymphoid Cancers 

Beginning with cases diagnosed in 2010, the Hematopoietic and Lymphoid Neoplasm Case 
Reportability and Coding Manual is to be used for coding primary site, histology, and grade of 
hematopoietic and lymphoid tumors (M9590 ς 9992) and to determine whether multiple 
conditions represent one or more tumors to be abstracted. See Section One: General 
Instructions and Reporting Requirements. For tumors diagnosed prior to January 1, 2010, use 
the rules applicable when the cancer was diagnosed. For tumors diagnosed after Jan. 1, 2018, 
see page B-17 of the Summary of Changes section of this manual. 
 
Kaposi Sarcoma 
Code Kaposi sarcoma to the site in which it arises. Code to Skin, NOS (C44.9) if Kaposi sarcoma 
arises simultaneously in the skin and another site orthe primary site is not identified. 
 
Melanoma 
Code to Skin, NOS (C44.9) if a patient is diagnosed with metastatic melanoma and the primary 
site is not identified. 
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Specific Tissues with Ill-Defined Sites 
If any of the following histologies appears with only an ill-defined site description (ego, 
άŀōŘƻƳƛƴŀƭέ ƻǊ άŀǊƳέύΣ ŎƻŘŜ ƛǘ ǘƻ ǘƘŜ ǘƛǎǎǳŜ ƛƴ ǿƘƛŎƘ ǎǳŎƘ ǘǳƳƻǊǎ ŀǊise rather than the ill-
defined region (C76.x) of the body, which contains multiple tissues. Use the alphabetic index in 
ICD-O-3 to assign the most specific site if only a general location is specified in the record. 
 

HISTOLOGY DESCRIPTION CODE TO THIS SITE 
8720ς8790 Melanoma C44._, Skin 

8800ς8811,8813ς
8830, 8840ς8921 

Sarcoma except periosteal fibrosarcoma and 
dermatofibrosarcoma 

C49._, Connective, 
Subcutaneous and 
Other Soft Tissues 

8990ς8991 Mesenchymoma C49._, Connective, 
Subcutaneous and 
Other Soft Tissues 

9120ς9170 Blood vessel tumors, lymphatic vessel tumors C49._, Connective, 
Subcutaneous and 
Other Soft Tissues 

9580ς9582 Granular cell tumor and alveolar soft part 
sarcoma 

C49._, Connective, 
Subcutaneous and 
Other Soft Tissues 

9240ς9252 Mesenchymal chondrosarcoma and giant 
cell tumors 

C40._, C41._ for 
Bone and Cartilage 
C49._, Connective, 
Subq & Other Soft 
Tissue 

8940ς8941 Mixed tumor, salivary gland type C07._ for Parotid 
Gland 
C08._ for Oth & 
Unspec Major 
Salivary Gland 

 
Laterality                                                                                                                  NAACCR Item #410 
 
Laterality (NAACCR Item #410) must be recorded for the following paired organs as 1 ς 5 or 9. 
Organs that are not paired are coded to 0. Midline origins are codŜŘ рΦ άaƛŘƭƛƴŜέ ƛƴ ǘƘƛǎ 
context ǊŜŦŜǊǎ ǘƻ ǘƘŜ Ǉƻƛƴǘ ǿƘŜǊŜ ǘƘŜ άǊƛƎƘǘέ ƻǊ άƭŜŦǘέ ǎƛŘŜǎ ƻŦ ǇŀƛǊŜŘ ƻǊƎŀƴǎ come into direct 
contact and a tumor forms at that point. Most paired sites cannot develop midline tumors. For 
example, skin of the trunk can have a midline tumor, but the breasts cannot. 
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Paired Organ Sites 
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Revising the Original Diagnosis 
 
Data are gathered from multiple sources using the most recent and complete information 
available. hǾŜǊ ǘƛƳŜΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜŎƻǊŘǎ Ƴŀȅ Ŏƻƴǘŀƛƴ ƴŜǿ ƛƴŦƻǊƳŀǘƛƻƴ ǎǳŎƘ ŀǎ ǘŜǎts, scans, 
and consults. Change the primary site, laterality, histology, grade, and stage as the information 
becomes more complete. If the primary site or histology is changed, it may also be necessary 
to revise site-specific staging and treatment codes. There is no time limit for making revisions 
that give better information about the original diagnosis or stage. However, if staging 
information is updated, it is important to adhere to the staging timeframe and criteria for the 
respective staging system applicable at the time of the original diagnosis. Most cases that 
require revision are unknown primaries. 
 
Example 1 
 
The institution clinically diagnoses a patient with carcinomatosis. The registry enters the case 
as an unknown primary (C80.9), carcinoma, NOS (8010/3), stage of disease unknown. Nine 
months later, a paracentesis shows serous cystadenocarcinoma. The physician says that the 
patient has an ovarian primary. Change the primary site to ovary (C56.9), histology to serous 
cystadenocarcinoma (8441/3), and diagnostic confirmation to positive cytologic study, no 
positive histology (code 2). If enough information is available that meets the AJCC time frame 
requirements for staging, change the stage from not applicable (88) to the appropriate staging 
classification, TNM categories, and stage group, or to unknown. If first course surgery was 
performed, the surgery codes should be reviewed. For cases diagnosed 2004-2015, update the 
Collaborative Stage input items and rerun the derivation program. 
 
Example 2 
 
A physician decides that a previously clinically diagnosed malignancy is a benign lesion. The 
patient is referred from a nursing home to the facility. The chest x-ray shows a cavitary lesion 
in the right lung. The family requests that the patient undergo no additional workup or 
treatment. Discharge ŘƛŀƎƴƻǎƛǎ ƛǎ άǇǊƻōŀōƭŜ ŎŀǊŎƛƴƻƳŀ ƻŦ ǊƛƎƘǘ ƭǳƴƎΦέ ¢ƘŜ ǊŜƎƛǎǘǊȅ ŀōǎǘǊŀcts a 
lung primary (C34.9). Two years later a chest x-ray shows an unchanged lesion. The physician 
ŘƻŎǳƳŜƴǘǎ άƭǳƴƎ ŎŀƴŎŜǊ ǊǳƭŜŘ ƻǳǘΦέ 5ŜƭŜǘŜ ǘƘŜ case from the database. Adjust the sequence 
number(s) of any other primaries the ǇŀǘƛŜƴǘ Ƴŀȅ ƘŀǾŜΦ LŦ ǘƘŜ ŘŜƭŜǘŜŘ ŎŀǎŜ ƛǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻƴƭȅ 
primary, do not reuse the accession number. 
 
Morphology: Grade 
 

¢ƘŜ ǿƻǊŘ άƎǊŀŘŜέ ƛǎ ǳǎŜŘ ǘƻ ƛƴŘƛŎŀǘŜ ǎŜǾŜǊŀƭ ŘƛǎǘƛƴŎǘ Ŏƻƴǘƛƴǳŀƭ ƻŦ ŎŜƭƭǳƭŀǊ ǾŀǊƛŀōƛƭƛǘȅ ƛƴ ŎŀƴŎŜǊΦ 
Cancer registries have collected Grade/Differentiation (NAACCR Item #440) form many years, 
and in recent years, registrars have become familiar with other grade systems. These are 
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coding instructions for cases diagnosed 01/01/2018 and forward. For diagnoses prior to that 
date, consult the 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 chapters, some but not all of 
which follow the definitions of the historical standard grade data item Grade/Differentiation 
[440] as used in cancer registries, which was discontinued in 2018. Three new data items have 
been defined for collection of Grade Clinical, Pathological and Post Therapy [3843, 3844 and 
3845, respectively]. New grade values were developed following the format of T, N, and M, 
where definitions differ based on the schema and use schema-specific grade tables. Each 
schema-specific grade table includes the standard grade definition for those cases where the 
schema-specific grading system is not available in the pathology report or other medical 
documentation. The SSDI TF has developed a Grade Manual to provide information and coding 
instructions on the new grade data items and site/schema-specific grade tables. 
 
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 only 
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. 5ŜǘŜǊƳƛƴŜ ǘƘŜ ŎŜƭƭ ƛƴŘƛŎŀǘƻǊ ōȅ ŀǇǇƭȅƛƴƎ ǘƘŜ άDǊŀŘŜ ƻŦ ¢ǳƳƻǊ wǳƭŜǎέ ǿƛǘƘƛƴ ǘƘŜ ŎǳǊǊŜƴǘ 
Hematopoietic and Lymphoid Neoplasm Manual to code the grade. Grade codes for 
hematopoietic and lymphoid neoplasms. 

 
Terminology                                                                                                       Grade Code 
 
T-cell; T-precursor                                                                                                       5 
B-Cell; Pre-B; B-precursor                                                                                          6 
Null cell; Non T-non B                                                                                                 7 
NK cell (natural killer)                                                                                                 8 
Grade unknown, not stated, or not applicable                                                      9 
 
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). Well-differentiated 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 
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(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 grading system 
that is used. Some grading systems use only pattern, for example, Gleason grading in prostate. 
Others use only a nuclear grade (usually size, amount of chromatin, degree of 
ƛǊǊŜƎǳƭŀǊƛǘȅ ŀƴŘ ƳƛǘƻǘƛŎ ŀŎǘƛǾƛǘȅύΦ CǳƘǊƳŀƴΩǎ ƎǊŀŘŜ ŦƻǊ ƪƛŘƴŜȅ ƛǎ ōŀǎŜŘ ƻƴƭȅ ƻƴ ƴǳŎƭŜŀǊ features. 
Most systems use a combination of pattern and cytologic and nuclear features for example, 
bƻǘǘƛƴƎƘŀƳΩǎ ŦƻǊ ōǊŜŀǎǘ ŎƻƳōƛƴŜǎ ƴǳƳōŜǊǎ ŦƻǊ ǇŀǘǘŜǊƴ ƴǳŎƭŜŀǊ ǎƛȊŜ ŀƴŘ ǎƘŀǇŜΣ 
and mitotic activity. The information from this data item is useful for determining prognosis 
and treatment. 
 
Pathologists describe the tumor grade using three systems or formats: 
 

1. Two levels of similarity; also called a two-grade system. 
2. Three levels of similarity; also called a three-ƎǊŀŘŜ ǎȅǎǘŜƳόŎƻŘŜ ŀŎŎƻǊŘƛƴƎ ǘƻ άcoding for 
ǎƻƭƛŘ ǘǳƳƻǊǎΦέ 
 
a. Grade I, well. 
b. Grade II, moderately. 
c. Grade III, poorly (undifferentiated carcinoma is usually separated from this 
ǎȅǎǘŜƳΣ ǎƛƴŎŜ άǇƻƻǊƭȅέ ōŜŀǊǎ ǎƻƳŜΣ ŀƭōŜƛǘ ƭƛǘǘƭŜΣ ǎƛƳƛƭŀǊƛǘȅ ǘƻ ǘƘŜ Ƙƻǎǘ ǘƛǎǎǳŜΣ ǿƘƛƭŜ 
άǳƴŘƛŦŦŜǊŜƴǘƛŀǘŜŘέ Ƙŀǎ ƴƻƴŜΣ ŜΦƎΦΣ ¦ƴŘƛŦŦŜǊŜƴǘƛŀǘŜŘ ŎŀǊŎƛƴƻƳŀύΦ 

 
3. Four levels of similarity; also called a four-grade system. The four-grade system 

describes the tumor as: 
 
a. Grade I; also called well-differentiated. 
b. Grade II; also called moderately differentiated. 
c. Grade III; also called poorly differentiated. 
d. Grade IV; also called undifferentiated or anaplastic. 

 
Breast and prostate grade my convert differently than other sites. These exceptions are noted 
ƛƴ ά/ƻŘƛƴƎ {ƻƭƛŘ ¢ǳƳƻǊǎΣ άІ т ŀƴŘ у ōŜƭƻǿΦ 
 
Coding for Solid Tumors 
 

1. Systemic treatment and ǊŀŘƛŀǘƛƻƴ Ŏŀƴ ŀƭǘŜǊ ŀ ǘǳƳƻǊΩǎ ƎǊŀŘŜΦ ¢ƘŜǊŜŦƻǊŜΣ ƛǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ǘƻ 
code grade 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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a. Do NOT code grade based on metastatic tumor or recurrence. In the rare instance that 
tumor tissue extends contiguously to an adjacent site and tissue from the primary sit is 
not available, code grade from the contiguous site. 
 

b. If primary site is unknown, code grade to 9. 
 

3. Code the grade shown below (6th digit) for specific histologic terms that imply a grade: 
 
ς Carcinoma, undifferentiated (8010/34) 
ς Carcinoma, anaplastic (8021/34) 
ς Follicular adenocarcinoma, well differentiated (8331/31) 
ς Thymic carcinoma, well differentiated (8585/31) 
ς Sertoli-Leydig cell tumor, poorly differentiated (8631/31) 
ς Sertoli-Leydig cell tumor, poorly differentiated with heterologous elements 

(8634/33) 
ς Undifferentiated sarcoma (8805/34) 
ς Liposarcoma, well differentiated (8881/31) 
ς Seminoma, anaplastic 9062/34) 
ς Malignant teratoma, undifferentiated (9082/34) 
ς Malignant teratoma, intermediate type (9083/32) 
ς Intraosseous osteosarcoma, well differentiated (9787/31) 
ς Astrocytoma, anaplastic (9041/34) 
ς Oligodendroglioma, anaplastic (9481/34) 
ς Retinoblastoma, differentiated (9511/31) 
ς Retinoblastoma, undifferentiated (9512/34) 

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

 

¶ If a grade is given for an in-situ tumor, code it. Do NOT code grade for dysplasia 
such as high-grade dysplasia. 

 

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

 
5. If there is more than one grade, code the highest grade within the applicable system. 

Code the highest grade even if it is only a focus. Code grade in the following priority 
order using the first applicable system:  

 
a. Special grade systems for the sites listed in Coding for Solid Tumors #6 
b. Differentiation: use Coding for Solid Tumors#7: 2-, 3-, or 4-grade system 
c. Nuclear grade: use Coding for Solid Tumors #7: 2-, 3-, or 4-grade system 
d. If it is not clear whether it is a differentiation or a nuclear grade and a 2-, 3-, or 4-grade 
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e. system was used, code it Terminology (use Coding for Solid Tumors #8) 
 

6. Use the information from the special grade systems first. If not special grade can be 
coded, continue with Coding for Solid Tumors #7 - 9 

 

Special grade for solid tumors 
 

Grade information based on CS Site-Specific factors for breast, prostate, heart, 
mediastinum, peritoneum, retroperitoneum, soft tissue, and kidney parenchyma is 
used to code grade. See Special Grade System Rules below for details on how to use this 
information to code grade. 

 

CS Schema Special grade system 
Breast Nottingham or Bloom-Richardson (BR) Score/Grade (SSF7) 

Prostate DƭŜŀǎƻƴΩǎ ǎŎƻǊŜ ƻƴ ŎƻǊŜ ōƛƻǇǎȅ ƻǊ ¢¦wt ό{{C уύ 
Prostate DƭŜŀǎƻƴΩǎ ǎŎƻǊŜ ƻƴ tǊƻǎǘŀǘŜŎǘƻƳȅκ!ǳǘƻǇǎȅ ό{{C млύ 

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) or FIGO (female gynecologic sites) 
 
1.Use the Two-, Three- or Four-grade system information 
    

a. Two-grade system 
 

Term Description Grade code Exception for Breast and Prostate Grade code 
1/2; I/II Low grade 2 1 

2/2; II/II High grade 4 3 
 
In transitional cell carcinoma for bladder, the terminology high grade TCC and low grade 
TCC are coded in the two-grade system. 

 
b. Three-grade system 

 

Term Description Grade code  Exception for Breast and Prostate Grade code 

1/3 Low grade 2 1 
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2/3 High grade 4 3 

3/3 High grade 4 3 
 
c. Four-grade system; Any four-grade system, including Edmondson & Steiner grade for liver. 
 

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

2/4 Grade II; Moderately differentiated 2 
3/4 Grade III; Poorly differentiated 3 

4/4 Grade IV; Undifferentiated 4 

 
нΦ ¢ŜǊƳƛƴƻƭƻƎȅΥ ¦ǎŜ ǘƘŜ ά5ŜǎŎǊƛǇǘƛƻƴέ ŎƻƭǳƳƴ ƻǊ ǘƘŜ άDǊŀŘŜέ ŎƻƭǳƳƴ ǘƻ ŎƻŘŜ ƎǊŀŘŜΦ .ǊŜŀǎǘ 
and Prostate use the same grade code with a few noted exceptions. 
 

 
 

Description 

 
 

Grade 

 
Assign 
Grade 
Code 

 
Exception for 
Breast and 
Prostate 

Grade code 

Differentiated, NOS I 1  

Well, differentiated I 1  

hƴƭȅ ǎǘŀǘŜŘ ŀǎ άDǊŀŘŜ Lέ I 1  
    

Fairly well differentiated II 2  
Intermediate differentiation II 2  

Low grade I - II 2 1 

Mid differentiation II 2  
Moderately differentiated II 2  

Moderately well differentiated II 2  
Partially differentiated II 2  

Partially well differentiated I - II 2 1 
Relatively or generally well differentiated II 2  

hƴƭȅ ǎǘŀǘŜŘ ŀǎ άDǊŀŘŜ LLέ II 2  

    
Medium grade, intermediate grade II - III 3 2 

Moderately poorly differentiated III 3  
Moderately undifferentiated III 3  

Poorly differentiated III 3  

Relatively undifferentiated III 3  
Slightly differentiated III 3  

Dedifferentiated III 3  
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hƴƭȅ ǎǘŀǘŜŘ ŀǎ άDǊŀŘŜ LLLέ III 3  

    
High grade III - IV 4 3 

Undifferentiated, anaplastic, not differentiated IV 4  
hƴƭȅ ǎǘŀǘŜŘ ŀǎ άDǊŀŘŜ L±έ IV 3  

Non-high grade    

 
3. If no description fits or grade is unknown prior to neoadjuvant therapy, code as 9 (unknown) 
     

Special Grade System Rules 
 
Breast (site: breast, excluding lymphomas; CS schema: breast) 
 
Use Bloom Richardson (BR) or Nottingham score/grade based on CSv2 SSF7 as stated 
below (VCR does NOT require coding SSF 7 for breast). 
 
BR could be referred to as: Bloom-Richardson, modified Bloom-Richardson, BR, BR 
grading, Scarff-Bloom-Richardson, SBR grading, Elston-Ellis modification of Bloom- 
Richardson score, Nottingham modification of Bloom-Richardson score, Nottingham 
modification of Scarff-Bloom-Richardson, Nottingham-Tenovus grade, or Nottingham 
grade. 
           Code the tumor grade using the following priority order: 

1. BR scores 3-9 

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 
ǇǊƛƻǊƛǘȅ ŀŎŎƻǊŘƛƴƎ ǘƻ άŎƻŘƛƴƎ ŦƻǊ {ƻƭƛŘ ¢ǳƳƻǊǎέ Іт ŀōƻǾŜΦ 
 
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 
Code 

Grade 
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 Grade; BR grade 1,score not given 110 1 

Medium (Intermed grd); BR grade 2, score not given 120 2 
High Grade; BR grade 3; score not given 130 3 

 
Kidney Parenchyma (Site: kidney parenchyma excluding lymphomas; CS Schema: 
Kidney Parenchyma) : Fuhrman Nuclear Grade 
 
The Fuhrman Nuclear Grade should be used to code grade for kidney parenchyma only based 
on CSv2 SSF6 (NOT required by VCR) as stated below. Do NOT use for kidney renal pelvis. 
Fuhrman nuclear grade is a four-grade system based on nuclear diameter and shape, the 
prominence of nucleoli, and the presence of chromatin clumping in the 
highest grade. 
 

Description CS Code Grade Code 

Grade 1 010 1 
Grade 2 020 2 

Grade 3 030 3 

Grade 4 040 4 
 
Soft Tissue (sites excluding lymphoma: soft tissue, heart mediastinum, peritoneum, and 
retroperitoneum; for CS users: Soft Tissue, Heart Mediastinum, Peritoneum, and 
Retroperitoneum schemas): Grade for Sarcomas 
 
The Grade for Sarcomas should be used to code grade based on CSv2 SSF 1 (NOT require by 
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 three-grade sarcoma grading system the pathologist uses. For 
ǎǳŎƘ ǘŜǊƳǎ ǎǳŎƘ ŀǎ άǿŜƭƭ ŘƛŦŦŜǊŜƴǘƛŀǘŜŘέ ƻǊ άǇƻƻǊƭȅ ŘƛŦŦŜǊŜƴǘƛŀǘŜŘΣέ Ǝƻ ǘƻ /ƻŘƛƴƎ ŦƻǊ {ƻƭƛŘ 
Tumors #8. In some cases, especially for needle biopsies, grade may be specified only as 
άƭƻǿ-ƎǊŀŘŜέ ƻǊ άƘƛƎƘ ƎǊŀŘŜΦέ ¢ƘŜ ƴǳƳŜǊƛŎ ƎǊŀŘŜ takes ǇǊŜŎŜŘŜƴŎŜ ƻǾŜǊ άƭƻǿ ƎǊŀŘŜέ ƻǊ άƘƛƎƘ- 
ƎǊŀŘŜΦέ 
 

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 as Grade 3 (of 3) 030 4 

Grade stated as low grade, NOS 100 2 
Grade stated as high grade, NOS 200 4 

 
Prostate (site: prostate, excluding lymphomas; CS Schema: prostate). 
 
Use the highest Gleason score 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 score from prostatectomy/autopsy) as stated below. 
 
¦ǎŜ ǘƘŜ ǘŀōƭŜ ōŜƭƻǿ ǘƻ ŘŜǘŜǊƳƛƴŜ ƎǊŀŘŜ ŜǾŜƴ ƛŦ ȅƻǳǊ ǊŜƎƛǎǘǊȅ ŘƻŜǎ ƴƻǘ ŎƻƭƭŜŎǘ ǘƘŜǎŜ {{CΩǎΦ 
Usually, prostate cancers are graded using Gleason score or pattern. Gleason grading for 
prostate primaries is based on a 5-component 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 pattern) and sum them to obtain the score. 
If only one number is given on a particular test, and it is less than or equal to 5 and not 
specified as a score, do not use the information because it could refer to either a score or 
grade. If only one number is given and it is greater than 5, assume that it is a score and use 
it. If the pathology report specifies a specific number out of a total of 10, the first number 
given is the score. 
 
Example: The pathology report says Gleason 3/10. The Gleason score would be 3. 

Gleason 
Score 

Description 

CS Code Grade 
Code 

SEER 2003 
- 2013 

AJCC 7th ed AJCC 6th  
ed 

SEER prior 
to 2003 

2 002 1 G1 G1 G1 G1 
3 003 1 G1 G1 G1 G1 

4 004 1 G1 G1 G1 G1 
5 005 1 G1 G1 G2 G2 

6 006 1 G1 G1 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+ diagnoses to have the grade field in sync with the AJCC 
7th edition. Analysis of prostate grade before 2014 based solely on the grade field is not 
recommended. In Collaborative Stage (CS), Gleason score was originally coded in CSv1 in one 
filed (SSF 6) and then it was split into two fields in CSv2 based on the tissue used for the test ς 
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 CS {{CΩǎ 
and the original grade code. 
 

DATA ITEM INSTRUCTIONS 
 

Patient Identification 
 
Sequence Number ς Hospital NAACCR Item #560 
 
Record the sequence number representing the order of this primary. Sequence number counts 
the occurrence of independent, malignant, and non-malignant neoplasms except basal and 
ǎǉǳŀƳƻǳǎ ŎŜƭƭ ŎŀƴŎŜǊ ƻŦ ǘƘŜ ǎƪƛƴ ŘǳǊƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜǘƛƳŜΦ 9ŀŎƘ ƴŜƻǇƭŀǎƳ ƛǎ ŀǎǎƛƎƴŜŘ ŀ 
different number. This number may change over the lifetime of the patient. 
Codes 00-35 and 99 indicate neoplasms of in situ or malignant behavior (2 or 3). Codes 60-88 
indicate neoplasms of non-malignant 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 in-situ primaries. 
99           Unspecified malignant or in situ sequence number or unknown 
 
 
 
Sequence Numbers for Non-Malignant Tumors 
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60           Only one non-malignant primary in the patient's lifetime 
61           First of two or more independent non-malignant primaries 
62           Second of two or more independent non-malignant primaries 
...            (Actual number of this primary) 
87          Twenty-seventh of twenty-seven independent non-malignant primaries 
88          Unspecified number of neoplasms in this category 
 
Recording Sequence Number 
 

1. Code 00 only if the patient has a single malignant primary. 
2. If the patient develops a subsequent malignant primary or in situ primary tumor, change 

the sequence number for the first tumor from 00 to 01, and number subsequent tumors 
sequentially. 

 
Example: In January 2001, the registry assigns sequence number 00 to a patient 
with malignant melanoma. The patient develops a second primary cancer of the 
lung in July 2002. Assign sequence number 02 to the second cancer (lung). 
Change the sequence number of the first cancer (malignant melanoma) to 01. 
 
*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 non-malignant primary. 
4. If the patient develops a subsequent non-malignant primary, change the sequence 

number of the first tumor from 60 to 61, and number subsequent non-malignant tumors 
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 same time, assign 

the lowest sequence number to the diagnosis with the worst prognosis. If no difference 
in prognosis is evident, the decision is arbitrary. 
 
Example 1: A patient enters the reporting institution with simultaneous carcinoma in 
situ of the breast and invasive adenocarcinoma of the colon. Assign sequence number 
01 to the colon primary and sequence number 02 to the breast primary. 
 
Example 2: A patient has simultaneous adenocarcinoma in situ in a colon polyp and 
squamous cell carcinoma in situ in a vocal cord polyp. Assign sequence numbers in any 
order, since both primaries have similar prognoses. 
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6. If two or more non-malignant neoplasms are diagnosed at the same time, assign the 
lowest sequence number to the diagnosis with the worst prognosis. If no difference in 
prognosis is evident, the decision is arbitrary. 

 
7. If an in-situ tumor is followed by an invasive cancer in the same site more than two 

months 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 the in-situ cancer being the first of the two. Refer to the 
Multiple Primary and Histology Coding Rules for more specific information by site. 

 
8. ¢ƘŜ ǎŜǉǳŜƴŎŜ ƴǳƳōŜǊ Ŏƻǳƴǘǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƛƴŘŜǇŜƴŘŜƴǘΣ ǇǊƛƳŀǊȅ ǘǳƳƻǊǎ regardless of 

the location(s) or institution(s) where those primaries were diagnosed and treated or 
the date of diagnosis. 
 

Example: The reporting institution diagnosed colon cancer. The patient has a history of 
kidney cancer diagnosed in 1980. The colon cancer is the second of ǘƘƛǎ ǇŀǘƛŜƴǘΩǎ 
primary cancers. Assign a sequence number 02 to colon cancer. 

 
9. If the patient has a condition that was diagnosed prior to the condition being reportable 

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 later diagnosed with acute myelogenous leukemia 
on March 21, 2003 at your facility. Abstract only the acute myelogenous leukemia and 
assign a Sequence Number of 00. 

 
10. Sequence numbers should be reassigned if the facility learns later of an un-accessioned 

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 the first disease 
occurrence. Do not assign another sequence number to any subsequent occurrences. 
 

Examples: 
 
Invasive transitional and papillary transitional cell carcinomas (8120-8130) of the bladder. 
Invasive adenocarcinoma (8140) of the prostate 
Kaposi sarcoma (9140/3) regardless of primary site 
Non-malignant brain & CNS tumors of the same histology, same site, and same 
laterality. 
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12. Use the sequence number 99 when it is impossible to estimate whether the patient has 
been diagnosed with an earlier malignancy (primary). If more information becomes 
available, change the sequence number(s). 

 
Example: A patient is diagnosed in the reporting facility with cancer of the colon. 
¢ƘŜ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ Ŏƻƴǘŀƛƴǎ ǘƘŜ ǎǘŀǘŜƳŜƴǘ ά¢ƘŜ ǇŀǘƛŜƴǘ ǊŜŎŜƴǘƭȅ ƘŀŘ ŀ ǎŀƭƛǾŀǊȅ 
ƎƭŀƴŘ ǘǳƳƻǊ ǊŜƳƻǾŜŘΦ ¢ƘŜ ǇŀǘƛŜƴǘ ŘƻŜǎ ƴƻǘ ƪƴƻǿ ƛŦ ǘƘŜ ƭŜǎƛƻƴ ǿŀǎ ƳŀƭƛƎƴŀƴǘΦέ 
Assign a 99 sequence number to the colon primary. The patient returns to the 
reporting facility a year later for treatment of prostate cancer. The medical record 
ǎŀȅǎ ά¢ƘŜ ǇŀǘƛŜƴǘ Ƙŀǎ ŀ ƘƛǎǘƻǊȅ ƻŦ ŀ ƳŀƭƛƎƴŀƴǘ ǎŀƭƛǾŀǊȅ ƎƭŀƴŘ ǘǳƳƻǊΦέ /ƘŀƴƎŜ ǘƘŜ 
sequence number of the colon cancer from 99 to 02. Assign the sequence number 03 to the 
prostate cancer. 

 
13. Do not enter fictitious sequence numbers. Fictitious sequence numbers harm the 

scientific integrity of the data. 
 
Name ς Last                                                                                                              NAACCR Item #2230 
 
wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ŧǳƭƭ ƭŀǎǘ ƴŀƳŜΦ 5ƻ ƴƻǘ ƭŜŀǾŜ ōƭŀƴƪΦ 
 
Recording Name ς 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 Name - This data item should be updated on the hospital abstract if the last 
name changes and the change must be submitted to the VCR. See VCR Manual Part One, 
Changing Information. 

 

Example: Janet White marries and becomes Janet Black. Change the last name to Black and 
record White in the maiden name field, forward the change to the VCR.  
 

3. Suffixes and Prefixes Name suffixes when available must be entered in the field Name - 
Suffix and not included in the Name - Last field. Do not include name prefixes (e.g., Sister, 
Reverend, Brother, Dr) as part of the ǇŀǘƛŜƴǘΩǎ last name. Name prefixes are not collected 
by the VCR and must not be included in any of the required name fields. 

 
Name ς First                                                                                                             NAACCR Item #2240 
 
Recording Name-First 
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1. Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes are 
allowed. Do NOT use other punctuation. 
 
Example: Mary Jane is entered as Mary Jane. 
 
2. First Initial Only - If the patient uses the initial of their first name and their full middle 
ƴŀƳŜΣ ŜƴǘŜǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦƛǊǎǘ ƛƴƛǘƛŀƭ ƛƴ ǘƘŜ Name - First field. Record the middle name in 
the Name - Middle field. 
 
Example: tŀǘƛŜƴǘΩǎ ƴŀƳŜ ƛǎ aΦ WƻƘƴ 
(Name - First) = M 
(Name - Middle) = John 
 

3. Prefixes - Do not include name prefixes (e.g., Sister, Reverend, Brother, Dr) as part of the 
patient first name. Name prefixes are not collected by the VCR and must not be included in 
any of the required name fields. 

 
Name ς Middle                                                                                                     NAACCR Item #2250 
 
wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƳƛŘŘƭŜ ƴŀƳŜΦ 
 
Recording Name-Middle 
 

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

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 not record not applicable, N/A, or unknown. 
 

3. Do not use any punctuation. 
 
 
Name ς 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 Name-Maiden 
 

1. Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes 
are allowed. Do NOT use other punctuation. 
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2. Hyphens are allowed. 
 
Example: The last name is Green-Moss. Record as Green-Moss. 
 

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

 
Name ς Alias                                                                                                          NAACCR Item #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 Name-Alias 
 

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

2. Leave this data item blank if the patient does not have an alias or if the information is 
not available. Do not record, not applicable, n/a or unknown. 
 

3. Do not record maiden name in this field. It should be recorded in the Name-Maiden 
field. 

 
Guidelines for Recording Patient Address 
 
The address is the home or residence named by the patient at the time he/she was diagnosed. 
Legal status and citizenship are not factors in residency decisions. Rules of residency are 
identical to, or comparable with, the rules of the United States Census Bureau whenever 
possible. Resolve ǊŜǎƛŘŜƴŎȅ ǉǳŜǎǘƛƻƴǎ ōȅ ǳǎƛƴƎ ǘƘŜ /Ŝƴǎǳǎ .ǳǊŜŀǳΩǎ ŘŜŦƛƴƛǘƛƻƴ άǘƘŜ place 
where he or she lives and sleeps most of the time or the place the person considers to be his 
ƻǊ ƘŜǊ ǳǎǳŀƭ ƘƻƳŜΦέ ±ƛǘŀƭ Statistic rules may differ from census rules. Do not record residence 
from the death certificate. Review each record carefully to determine correct residence. If 
address at diagnosis is unavailable, use current address. 
 
Rules for Persons Without Apparent Residences: 
 

Persons with More Than One Residence 
(Summer and winter homes): Use the address the patient specifies if a usual residence is 
not apparent. 
 
Persons with No Usual Residence 
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(Transients, homeless): Use the address of the place they were staying when the cancer 
was diagnosed. This could be a shelter or the diagnosing institution. 
 
Persons Away at School 
College students are residents of the school area. Boarding school children below 
college level are reǎƛŘŜƴǘǎ ƻŦ ǘƘŜƛǊ ǇŀǊŜƴǘǎΩ ƘƻƳŜΦ 
 
Persons in Institutions 
¢ƘŜ /Ŝƴǎǳǎ .ǳǊŜŀǳ ǎǘŀǘŜǎ άtŜǊǎƻƴǎ ǳƴŘŜǊ ŦƻǊƳŀƭƭȅ ŀǳǘƘƻǊƛȊed, supervised care or 
ŎǳǎǘƻŘȅέ are residents of the institution. This includes the following: 
 

1. Incarcerated persons. 
2. Persons in nursing, convalescent, and rest homes. 
3. Persons in homes, schools, hospitals, or wards for the physically disabled, 

mentally retarded, or mentally ill. 
4. Long-term 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 
stated address for military personnel and their family. Military personnel may use 
the ƛƴǎǘŀƭƭŀǘƛƻƴ ŀŘŘǊŜǎǎ ƻǊ ǘƘŜ ǎǳǊǊƻǳƴŘƛƴƎ ŎƻƳƳǳƴƛǘȅΩǎ address. The Census 
Bureau has detailed residency rules for Naval personnel, Coast Guard, and 
maritime ships. Refer to the Census Bureau publications for these detailed rules. 

 
Address at Diagnosis ς No & Street                                                                   NAACCR Item #2330 
 
Record the number and street address of the patient's usual residence at the time the tumor 
was initially diagnosed. Patient address is used to provide census tract and other geocodes for 
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 of residence information available 
for research, addresses must conform to the following format rules. 
 
Recording Addr At Dx - No & Street 
 

1. Leave a blank between numbers and words if space permits. 
 

2. The use of capital letters is preferred. 
 

Example: 103 First Avenue should be recorded as 103 1st AVE 
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3. If the patient has multiple tumors, the address may be different for each primary. 
 

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

5. If the patient's current address is not known, record UNKNOWN only after all efforts to 
obtain this information prove unsuccessful. 
 

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

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

 
a. Punctuation normally is limited to periods when the period carries meaning (e.g., 39.2 

RD), slashes for fractional addresses (e.g., 101 ½ MAIN ST) and hyphens when the 
hyphen carries meaning (e.g., 289-01 MONTGOMERY AVE). 
 

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

 
Example: Address: 1234 Main St., Apartment Record as: 123 4 MAIN ST APT 12 If a 
pound sign is used, there must be a space between the pound sign and secondary 
number (e.g., 425 FLOWER BLVD # 72). 
 

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

 
8. Abbreviations: Enter complete street names without abbreviation. Abbreviate only 

directional prefixes, directional suffixes and street type suffixes as included on the 
following VCR list, Standardized Abbreviations for Street Address. Use of abbreviations 
for these terms will enable the entire street address to be recorded. 
 
Examples: 101 W PINE ST RICHMOND 23234 is in Chesterfield County 101 W PINE WAY 
RICHMOND 23234 is in Richmond City  
 

9. PO Box: Avoid using PO Box numbers in place of street address. Use of street address is 
necessary for more accurate geocoding. 
 
Example: Address: P.O. Box 20, 221 Springfield Rd Record 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 route. Use of street address is 
necessary for more accurate geocoding. 

 
11. Apartment Numbers or Letters: Enter apartment numbers or letters in Address at DX 

Supplemental field. 
 

12. Intersections: Use one of the following formats when an intersection is used in place of 
a street number: 

                                               Example: SMITH 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 
entered in the Address at DX Supplemental field. 
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VCR Standard Abbreviations for Street Address 
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Addr at DX ς Supplemental                                                                                  NAACCR Item #2335 
 
Record additional address information such as the name of a place or facility (e.g., a nursing 
home or name of an apartment complex) at the time of diagnosis. 
 
Recording Addr at Dx ς Supplemental 
 

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

2. 5ƻ bƻǘ ¦ǇŘŀǘŜ ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘŘǊŜǎǎ ŎƘŀƴƎŜǎ ƻǾŜǊ ǘƛƳŜΦ {ŜŜ VCR 
Manual Section Three, Guidelines for Recording Patient Address for detailed residency 
rules. 

 
Addr at DX ς City/Town                                                                                         NAACCR Item #70 
 
wŜŎƻǊŘ ǘƘŜ Ŏƛǘȅ ƻǊ ǘƻǿƴ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǳǎǳŀƭ ǊŜǎƛŘŜƴŎŜ ǿƘŜƴ ǘƘŜ ǘǳƳƻǊ ǿŀǎ ƛƴƛǘƛŀƭƭȅ 
diagnosed. The ŀŘŘǊŜǎǎ ƛǎ ŀ ǇŀǊǘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŜƳƻƎǊŀǇƘƛŎ Řŀǘŀ ŀƴŘ Ƙŀǎ ƳǳƭǘƛǇƭŜ ǳǎŜǎΦ Lǘ 
will provide a referral pattern report and allow analysis of cancer clusters or environmental 
studies. 
 
 
Recording Addr at DX-City 
 

1. Do Not Update ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘŘǊŜǎǎ ŎƘŀƴƎŜǎ ƻǾŜǊ ǘƛƳŜΦ /ƘŀƴƎƛƴƎ 
this data item would destroy its usefulness. See VCR Manual Section Three, 
Guidelines for Recording Patient Address for 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. 

3. Punctuation - Do not use punctuation, special characters, or abbreviations. 
4. Capital Letters- The use of capital letters is preferred. 
5. 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 this information prove unsuccessful. 
7. No Information- If no information is available on address at time of diagnosis, use 

current address. 
 
Addr at Dx ς State                                                                                                  NAACCR Item #80 
 
Record the US postal service abbreviation for the state or Canadian ǇǊƻǾƛƴŎŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
usual residence when the tumor was diagnosed.  
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¢ƘŜ ŀŘŘǊŜǎǎ ƛǎ ǇŀǊǘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŜƳƻƎǊŀǇƘƛŎ Řŀǘŀ ŀƴŘ Ƙŀǎ Ƴultiple uses. It will provide a 
referral pattern report and allow analysis of cancer clusters or environmental studies. Do not 
ǳǇŘŀǘŜ ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘŘǊŜǎǎ ŎƘŀƴƎŜǎ ƻǾŜǊ ǘƛƳŜ ς changing this data item 
would destroy its usefulness. See VCR Manual Section Three, Guidelines for Recording Patient 
Address for detailed residency rules.  
 
Recording Addr at DX-State 
 

1. Multiple Tumors- If the patient has multiple tumors, the address may be different for 
each primary. 

2. Do Not Update ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘŘǊŜǎǎ ŎƘŀƴƎŜǎ ƻǾŜǊ ǘƛƳŜΦ /ƘŀƴƎƛƴƎ ǘƘƛǎ 
data item would destroy its usefulness. See VCR Manual Section Three, Guidelines for 
Recording Patient Address for detailed residency rules. 

3. Abbreviations- Only abbreviations on the following tables are acceptable.  
 
 
 
 

Abbreviations - US States, Possessions, and 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 
Samoa  

MA  Massachusetts  PR  Puerto Rico  

AA  
APO/FPO Armed 
Services America  

MI  Michigan  QC  Quebec  

AE  
APO/FPO Armed 
Services Europe  

FM  Micronesia  ZZ  Residence unknown.  

AP  
APO/FPO Armed 
Services Pacific  

MN  Minnesota  XX  

Resident of a country 
other than the U.S. 
(including its 
territories, 
commonwealths, or 
possessions) or Canada 
and the country is 
known.  
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AZ  Arizona  MS  Mississippi  YY  

Resident of a country 
other than the U.S. 
(including its 
territories, 
commonwealths, or 
possessions) or 
Canada and the 
country is unknown.  

AR  Arkansas  MO  Missouri  CD  
Resident of Canada 
and the province is 
unknown.  

BC  British Columbia  MT  Montana  US  

Resident of the U.S. 
(including its 
territories, 
commonwealths, or 
possessions) and the 
state is unknown  

CA  California  NE  Nebraska  RI  Rhode Island  

CD  
Canada, province 
unknown  

NV  Nevada  SK  Saskatchewan  

CO  Colorado  NB  New Brunswick  SC  South Carolina  

CT  Connecticut  NH  New Hampshire  SD  South Dakota  

DE  Delaware  NJ  New Jersey  US  
United States, state 
unknown  

DC  District of Columbia  NM  New Mexico  TN  Tennessee  

FL  Florida  NY  New York  TX  Texas  

GA  Georgia  NL  
Newfoundland and 
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  Illinois  NS  Nova Scotia  WA  Washington  

IN  Indiana  NU  Nunavut  WV  West Virginia  

IA  Iowa  OH  Ohio  WI  Wisconsin  

KS  Kansas  OK  Oklahoma  WY  Wyoming  

KY  Kentucky  ON  Ontario  YT  Yukon  

LA  Louisiana  OR  Oregon      

ME  Maine  UM  Outlying Islands      
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Abbreviations - Other 
  
 
Other Country or Unknown Abbv 

Resident of a country other than the US (including its territories, commonwealths, or possessions ) 
or Canada and the country is known 

XX 

Resident of a country other than the US (including its territories, commonwealths, or possessions ) 
or Canada and the country is unknown 

YY 

Resident of US, NOS (including its territories, commonwealths, or possessions );Canada, NOS; 
residence unknown 

ZZ 

 
 

Addr at Dx ς Postal Code                                                                                     NAACCR Item #100 

CƻǊ ¦{ ǊŜǎƛŘŜƴǘǎΣ ǊŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƴƛƴŜ-digit extended postal (ZIP) code when the tumor 

was ŘƛŀƎƴƻǎŜŘΦ ¢ƘŜ ŀŘŘǊŜǎǎ ƛǎ ŀ ǇŀǊǘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŜƳƻƎǊŀǇƘƛŎ Řŀǘŀ ŀnd has multiple uses. 

It will provide a referral pattern report and allow analysis of cancer clusters or environmental 

studies. 

Example: The extended postal code 60611-2797 is recorded as 606112797. 

Recording Addr At DX- Postal Code 

1. Only Five-Digits Available ς When the nine-digit extended code is unavailable, record 

the five digit postal code. 

Example: When only five digits, 60611, are available, record 60611_ _ _ _. 

 

2. Canadian Residents ς For Canadian residents, record the six-character postal code as 

noted below. 

 

3. Hyphens ς Do not record hyphens. 

 

4. Do Not Update ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǇŀǘƛŜƴǘΩǎ ŀŘŘǊŜǎǎ ŎƘŀƴƎŜǎ ƻǾŜǊ ǘƛƳŜΦ /ƘŀƴƎƛƴƎ ǘƘƛǎ Řŀǘŀ 

item would destroy its usefulness. See VCR Manual Section Three, Guidelines for 

Recording Patient Address for detailed residency rules. 

 

5. Multiple Tumors ς If the patient has multiple tumors, the postal code may be different 

for each primary. 

 

6. Other countries ς When available, record the postal code for other countries. 
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7. Unknown Postal Code ς If the street address, city, and state are known, but the postal 

code is unknown, the following US Postal Service's Web site may be used to determine 

the correct postal code: http://www.usps.com/ 

 

8. Unknown Address ς If Street address, city, state and postal code are unknown and the 

information cannot be obtained from any other sources, use codes noted below. 

 

 

Codes and Definitions 

 

 

 

 

County at Diagnosis                                                                                                    NAACCR Item #90 

wŜŎƻǊŘ ǘƘŜ Ŏƻǳƴǘȅ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǳǎǳŀƭ ǊŜǎƛŘŜƴŎŜ ǿƘŜƴ ǘƘŜ ǘǳƳor was diagnosed. Do not 

update ǘƘƛǎ Řŀǘŀ ƛǘŜƳ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ŏƻǳƴǘȅ ƻŦ ǊŜǎƛŘŜƴŎŜ ŎƘŀƴƎŜǎΦ 

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 county: http://www.melissadata.com/Lookups/addressverify.asp. 

 

3. If the patient is a Virginia resident, the specific county must be recorded. 

Record the county at diagnosis using county codes issued by the Bureau of Standards in 

the Federal Information Processing Standards (FIPS). The FIPS codes for Virginia counties 

http://www.usps.com/
http://www.melissadata.com/Lookups/addressverify.asp
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are listed in VCR Manual Appendix F, Federal Information Processing Standards (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, the 

specific county is not required and should be coded to 998. 

 

5. Record 999 when the patient is a non-US resident. 

Medical Record Number                                                                                      NAACCR Item #2300 

Record the patient's medical record number. The medical record number is a patient 

identification number usually assigned by the reporting 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 than 11 characters, right justify the characters 

and allow leading blanks. 

Example: Medical 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 

                                                                   

 

                                                                   One-day surgery clinic 

                                                                  

4. If the medical record number is unknown, record 

                                                                   

 

Social Security Number                                                                                      NAACCR Item #2320 

wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ {ƻŎƛŀƭ {ŜŎǳǊƛǘȅ bǳƳōŜǊ ό{{bύ ǿƛǘƘƻǳǘ ŘŀǎƘŜǎΦ 
Recording Social Security Number 
 

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

        R T 

       S U 

      U N K 
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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. It is 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 Security bǳƳōŜǊ ƻƴ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ 5ƛǎŜŀǎŜ LƴŘŜȄΦ ±ŜǊƛŦȅ 
entries for missing values and transpositions. Do not record Social Security Numbers 
ǘƘŀǘ ŜƴŘ ǿƛǘƘ . ƻǊ 5Φ ¢ƘŜǎŜ ŀǊŜ ǘƘŜ ǎǇƻǳǎŜΩǎ {ƻŎƛŀƭ {ŜŎǳǊƛǘȅ bǳƳōŜǊΦ 
 

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 a correction is made to the Social Security Number, a change sheet must be 

submitted to the VCR. See VCR Manual Section One, Changing Information. 
 
Birthplace ς State                                                                                                    NAACCR Item #252 
 
wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇƭŀŎŜ ƻŦ ōƛǊǘƘΦ ¢Ƙƛǎ Řŀǘŀ ƛǘŜƳ ƛǎ ǳǎŜŘ ǘƻ ŜǾŀƭǳŀǘŜ ƳŜŘƛŎŀƭ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǘƻ 
special populations and to identify populations at special risk for certain cancers. It 
corresponds to 
 
Recording Birth Place 

 
1. State of Birth ς If the patient was born in the United States, record the state of birth. 
2. SEER Geo-codes ς wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇƭŀŎŜ ƻŦ ōƛǊǘƘ ǳǎƛƴƎ ǘƘŜ VCR Manual 

Appendix G, SEER Geo-Codes. These codes include states of the United States as well 
as foreign countries. 

 
a. Use the most specific code possible. 
b. These codes are generally incorporated in abstracting software. 
c. At the time SEER assigned geo-codes in the 1970's, the United States owned or 

controlled islands in the Pacific. Many of these islands are now independent. 
Some are controlled by countries other than the United States. 
The original codes are 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 

 
 
Birthplace ς Country                                                                                         NAACCR Item #254 
 
Record the country where the patient was born. The codes are based on International 
Organization for Standardization (ISO) -1 aplha-3country codes, with some custom codes. 
 
1. This item corresponds to Birthplace ς State. 
2. Use the most specific code 
Examples: 

 
 
Date of Birth                                                                                                         NAACCR Item #240 
 
wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŀǘŜ ƻŦ ōƛǊǘƘ 
 
Recording Birth Date 
 

1. Date Format ς Record 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 last two spaces. A zero must precede single- digit months and days. See VCR 
Manual, Section Three, General Instructions for allowable values. 
 
Example: Record June 30, 1906 as 19060630. 
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2. Date Unavailable, but Age Known ς When 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 1: The 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 (----1936). 
 
Example 2: wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŀǘŜ ƻŦ ōƛǊǘƘ ŀǎ ----1927 when the medical record 
contains only the year of birth (1927). 
 

3. Unknown Month, Day and/or Year ς If 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 
approximation of day is acceptable. Fictitious dates or default values are not 
acceptable to be entered for month, day, or year. 

 
a. If the data of birth cannot be determined at all, record the reason in Date of Birth 

Flag. 
 

4. 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 form, with 99 representing unknown 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 date flag 
is used to explain the missing date. Flags are not 

used for software-generated dates. 
 

a. For more information regarding dates, please see Virginia Cancer Registry 
Manual, Part Three: Data Item Instructions, General Information, Coding Dates 
 
 
 

 
 
 
 
 



 

165 
 

Date of Birth Flag                                                                                                      NAACCR Item #241 
 
This flag explains why there is no appropriate value in the corresponding date field, Date of 
Birth. 
 
Recording Date of Birth Flag 
 

1. Leave this item blank if Date of Birth has a full or partial date recorded. 
2. Code 12 if the Date of Birth cannot 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 coding Date of Birth Flag. Lƴ ǘƘŜ ǘŀōƭŜ ōŜƭƻǿΣ ǘƘŜ ƭƻǿŜǊŎŀǎŜ ƭŜǘǘŜǊ άōέ ƛǎ ǳǎŜŘ 
to represent each blank space. 
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Sex                                                                                                                               NAACCR Item #220 
 
wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎŜȄΦ 
 
Codes and Definitions 

 
 
 
Special Instructions 
 

1. Sex must be documented in the PE Text field  
2. Codes of 3 through 6 requires documentation 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 persons of Spanish or Hispanic 
ethnicity. This code is used by VCR to identify whether or not the person should be classified 
ŀǎ άIƛǎǇŀƴƛŎέ ŦƻǊ purposes of calculating cancer rates. Hispanic populations have different 
patterns of occurrence of cancer from other populations that may be included in the White 
category (01) of Race 1 through Race 5. 
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Codes and Definitions 

 
 
Recording Spanish/Hispanic Origin 
 
1. A person of Spanish/Hispanic origin may be any race, but these categories are 
generally not used for Native Americans, Filipinos, or others who may have Spanish names. 
 
2. Code 0 (Non-Spanish; non-Hispanic) 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, reference "A Toolkit for Collecting Race, 
Ethnicity, and Primary Language Information from Patients" which was 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/ 
 
 
 
 

http://www.hretdisparities.org/
http://www.hretdisparities.org/
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Race                                                                                             NAACCR Item #160,161,162,163,164 
 
Race 1, Race 2, Race 3, Race 4, Race 5 
 
Record the appropriate codes for the ǇŀǘƛŜƴǘΩǎ ǊŀŎŜόǎύ ƛƴ wŀŎŜ мΣ wŀŎŜ нΣ wŀŎŜ оΣ wŀŎŜ пΣ ŀƴŘ 
Race 5. Race is coded separately from Spanish/Hispanic Origin. 
Codes 08 ς 13 became effective with diagnoses January 1, 1988, and after. Code 14 became 
effective with diagnoses January 1, 1994 and later. In 2010, code 09 w3as converted to the 
new code 15, and codes 16 and 17 were added. Codes 20 ς 97 became effective with 
diagnoses on or after January 1, 1991. 
 
Codes and Definitions 
 

 
 
 
Recording Race 
 
Race 1 is the field used to compare with race data on cases diagnosed prior to January 1, 
нлллΦ άwŀŎŜέ ƛǎ ŀƴŀƭȅȊŜŘ ǿƛǘƘ Spanish/Hispanic Origin. Both items must 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 and in Race 2 
through Race 5, enter 88. 
 

2. A specific race code (other than 88 or 99) must not occur more than once. 
 
Example 1: If the patient's race is listed as white, in Race 1 enter 01 and in Race 
2 through Race 5 enter 88. Do not code 01 in Race 1 signifying one parent and 
01 again in Race 2 for other parent. 
 
Example 2: A patient was born in Mexico of Mexican parentage. Code Race 1 as 01 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. Rules 2-6 further specify how to code Race 1 through Race 5. 
 

2. If less than five specific race codes apply for a patient, code 88 in the remaining race 
fields. 
 
Example: A patient has a Hawaiian father, black mother, Japanese 
grandfather, and Korean grandmother. Code Race 1 as 07 Hawaiian, Race 2 
as 02 Black, Race 3 as 05 Japanese, Race 4 as 08 Korean, and Race 5 as 88. 
 

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

4. If a person's race is a combination of Hawaiian and any other race(s), code Race 
1 as 07 Hawaiian and code the other races in Race 2, Race 3, Race 4, and Race 5 as 
appropriate. 
 
Example: Patient is described as Japanese and Hawaiian. Code Race 1 as 07, 
Hawaiian, Race 2 as 05 Japanese, and Race 3 through Race 5 as 88. 
 

5. If the person is not Hawaiian, code Race 1 to the first stated non-white race (02- 
98). 
 
Example: Patient is stated to be Vietnamese 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 determined based on the races of relatives, there is no 
priority to coding race, other than to list the non-white race(s) first. 
 
Example: The patient is described as Asian-American 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 1: Patient described as a black female in the physical exam, consultation 
or nursing notes, Code Race 1 as 02 Black and Race 2 through Race 5 as 88. 
 
Example 2: Patient describes herself as multi-racial (nothing more specific) and 
nursing notes say 'African American.' Code Race 1 as 02 Black and Race 2 through 
Race 5 as 88. 
 
Example 3: Patient states she has a Polynesian mother and Tahitian father. Code 
Race 1 as 25 Polynesian, Race 2 as 26 Tahitian and Race 3 through Race 5 as 88. 
 

2. If race is unknown, not stated in the medical record, or not stated specifically, 
refer to the race-specific guidelines below. If none apply, code Race 1 through 
Race 5 as unknown (99). Do not use patient name in determining race. 

 
Race-Specific Guidelines 

 
1. White (01) includes Mexican, Puerto Rican, Cuban, and all other Caucasians. 

 
2. Black (02) includes the designations Negro or African American. 

 
3. Native American (03) should be used for any person stated to be Native American 

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

 

4. is based on birthplace information when place of birth is given as China, Japan, or 
the Philippines and race is reported only as Asian, Oriental, or Mongolian. 
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Example: If the patient's race is recorded as Asian and the place of birth is 
recorded as Japan, code Race 1 as 05 Japanese and Race 2 through Race 5 as 88. 

5. Do not code Asian in a subsequent race field if a specific Asian race has already 
been coded. 

 
Use of Code 88 (No further race documented) 

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

 
2. If Race 2 is coded to 88, then Race 3 through Race 5 must be 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 equal 

99. 
 
Special Instructions 
 
Race must be recorded in the PE Text field. If race is unknown, it should be recorded as such 
in the text field. 
 
Reference 
 
"A Toolkit for Collecting Race, Ethnicity, and Primary Language Information from 
Patients" is a reference developed by the Health Research Educational Trust providing 
guidance 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 diagnosis and/or 
treatment. 
 
This item is used in financial analysis and as an indicator for quality and outcome analyses. 
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires the patient 
admission page to document the type of insurance or payment structure that will cover the 
patient while being cared for at the facility. 

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

3. wŜŎƻǊŘ ǘƘŜ ǘȅǇŜ ƻŦ ƛƴǎǳǊŀƴŎŜ ǊŜǇƻǊǘŜŘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘƳƛǎǎƛƻƴ ǇŀƎŜ. 
 

4. Codes 21 and 65 ς 68 are to be used for patients diagnosed on or after January 1, 2006 
 

5. LŦ ƳƻǊŜ ǘƘŀƴ ƻƴŜ ǇŀȅŜǊ ƻǊ ƛƴǎǳǊŀƴŎŜ ŎŀǊǊƛŜǊ ƛǎ ƭƛǎǘŜŘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀŘƳƛǎǎƛƻƴ 
page,record the first. 

 

6. LŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŀȅŜǊ ƻǊ ƛƴǎǳǊŀƴŎŜ ŎŀǊǊƛŜǊ ŎƘŀƴƎŜǎΣ Řƻ ƴƻǘ ŎƘŀƴƎŜ ǘƘŜ ƛƴƛǘƛŀƭƭȅ ǊŜŎƻǊŘŜŘ 
code. 
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Codes and Definitions 

 

Text ς Usual Occupation                                                                                      NAACCR Item #310 

wŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǳǎǳŀƭ ƻŎŎǳǇŀǘƛƻƴΣ ǘƘŜ ƪƛƴŘ ƻŦ ǿƻǊƪ ǇŜǊŦƻǊƳŜŘ ŘǳǊƛƴƎ Ƴƻǎǘ ƻŦ ǘƘŜ 
ǇŀǘƛŜƴǘΩǎ ǿƻǊƪƛƴƎ ƭƛŦŜ ōŜŦƻǊŜ ŘƛŀƎƴƻǎƛǎ ƻŦ ǘƘƛǎ ǘǳƳƻǊΦ 
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This data item is used to identify new work-related health hazards, serves as an additional 
measure of socioeconomic status, and identifies occupational groups in which cancer 
screening or prevention activities may be beneficial. 
 
Usual occupation is defined identically as on death certificates and conforms to the 1989 
revision of the US Standard Certificate of Death Recording Text-Usual Occupation 
 

1. Do not record retired. 
 

2. If usual occupation is not ŀǾŀƛƭŀōƭŜ ƻǊ ƛǎ ǳƴƪƴƻǿƴΣ ǊŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǳǊǊŜƴǘ ƻǊ Ƴƻǎǘ 
recent occupation or any known occupation. 
 

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

4. If the patient was a housewife/househusband and worked 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 
adult life, record housewife or househusband. 
 

5. If the patient is not a student or housewife and never worked, record never worked as 
the usual occupation. 
 

6. If no information is available, record unknown. 
 

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

8. ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ƻŎŎǳǇŀǘƛƻƴ Ƴŀȅ ōŜ ŦƻǳƴŘ ƻƴ ǘƘŜ ŦŀŎŜ ǎƘŜŜǘΣ ƴǳǊǎƛƴƎ ŀǎǎŜǎǎƳŜƴǘΣ history 
and physical or consult reports in the medical record. 

9.  
Text ς Usual Industry                                                                                             NAACCR Item #320 
 
Record the primary type of activity carried on by the business/industry where the patient was 
employed for the greatest number of years before diagnosis of this tumor. 
 
.ƻǘƘ ƻŎŎǳǇŀǘƛƻƴ ŀƴŘ ōǳǎƛƴŜǎǎκƛƴŘǳǎǘǊȅ ŀǊŜ ǊŜǉǳƛǊŜŘ ǘƻ ŀŎŎǳǊŀǘŜƭȅ ŘŜǎŎǊƛōŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ 
occupation. These data items are used to identify new work-related health hazards, serve as 
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an additional measure of socioeconomic status and identify occupational groups in which 
cancer screening or prevention activities may be beneficial. 
 
¦ǎǳŀƭ ƛƴŘǳǎǘǊȅ όŀƭǎƻ ƪƴƻǿƴ ŀǎ άƪƛƴŘ ƻŦ ōǳǎƛƴŜǎǎκƛƴŘǳǎǘǊȅέύ ƛǎ ŘŜŦƛƴŜŘ ƛŘŜƴǘƛŎŀƭƭȅ ŀǎ ƻƴ ŘŜŀǘƘ 
certificates and conforms to the 1989 revision of the US Standard Certificate of Death. 
 
Recording Text-Usual Industry 
 

1. Be sure to distinguish among manufacturing, wholesale, retail, and service components 
of an industry that performs more than one of these components. 
 

2. If the primary activity carried on at the location where the patient worked is 
unknown, it may be sufficient to record the 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 use the ŜƳǇƭƻȅŜǊΩǎ name and city/town to 
determine the type of activity conducted at that location. 
 

3. If current or most recent occupation, rather than usual occupation was recorded, record 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǳǊǊŜƴǘ ƻǊ Ƴƻǎǘ ǊŜŎŜƴǘ ōǳǎƛƴŜǎǎκƛƴŘǳǎǘǊȅΦ 
 

4. Update this data item 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, record unknown. 
 

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

Cancer Identification 
 
Class of Case                                                                                                           NAACCR Item #610 
 
Class of Case divides cases into two groups. Analytic cases (codes 00 ς 22) are those that 
ŀǊŜǊŜǉǳƛǊŜŘ ōȅ /ƻ/ ǘƻ ōŜ ŀōǎǘǊŀŎǘŜŘ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ǇǊƛƳŀǊȅ ǊŜǎǇƻƴsibility in 
managing the cancer. Analytic cases are grouped according to the location of diagnosis and 
first course of treatment. Nonanalytic cases (codes 30 ς 49 and 99) must be abstracted for 



 

176 
 

submission to the VCR. Nonanalytic cases are grouped according to the reason a patient who 
received care at the facility is nonanalytic. Use January 1, 1990, as the reference date. (See 
VCR Manual Section One, Reference Date) 
 
Recording Class of Case 
 

1. Code the /ƭŀǎǎ ƻŦ /ŀǎŜ ǘƘŀǘ Ƴƻǎǘ ǇǊŜŎƛǎŜƭȅ ŘŜǎŎǊƛōŜǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜƭŀǘƛƻƴǎƘƛǇ ǘƻ ǘƘŜ 
facility. 
 

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

3. Lǘ ƛǎ ǇƻǎǎƛōƭŜ ǘƘŀǘ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ŎƻŘƛƴƎ /ƭŀǎǎ ƻŦ /ŀǎŜ ǿƛƭƭ ŎƘŀƴƎŜ ŘǳǊƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΨǎ 
first course of care. If that occurs, change the code accordingly. 
 

4. ¦ǎŜ Ŏƭŀǎǎ ƻŦ ŎŀǎŜ оп ƻǊ ос ǘƻ ǊŜǇƻǊǘ ōŜƴƛƎƴ /b{ ǘǳƳƻǊǎ ǇǊƛƻǊ ǘƻ мффр ŀƴŘ ǘƻ ǊŜǇƻǊǘ {L[ΩǎΦ 
 

5. άLƴ-ǘǊŀƴǎƛǘέ ŎŀǊŜ ƛǎ ƎƛǾŜƴ ǘƻ ŀ ǇŀǘƛŜƴǘ ǿƘƻ ƛǎ ǘŜƳǇƻǊŀǊƛƭȅ ŀǿŀȅ ŦǊƻƳ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǳǎǳŀƭ 
practitioner for continuity of care. These cases do NOT have to be reported to the VCR. 
 

6. If a patient presents to your ER and expires and the physician writes a diagnosis of 
cancer as the principle or secondary cause of death, code as active disease. This MUST 
be sent to the VCR. 

 
Codes and Definitions 
Analytic Classes of Case 

 Initial Diagnoses at Reporting Facility 

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

10 Initial diagnosis at the reporting facility or in an office of a physician with admitting 
privileges AND part or all of 1st course treatment was at the reporting facility, NOS 

11 Initial diagnosis in an office of a physician with admitting privileges AND part of 1st 
course treatment was done at reporting facility 

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

13 Initial diagnosis at the reporting facility AND part of 1st course treatment was done 
at the reporting facility; part of first course treatment was done elsewhere 

14 Initial diagnosis at the reporting facility AND all 1st course 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 of 1st course treatment was done at 
reporting facility, NOS 

21 Initial diagnosis elsewhere AND part of 1st course treatment was done at reporting 
facility; part of 1st course treatment was done elsewhere 

22 Initial diagnosis elsewhere AND all 1st course treatment or decision not to treat was 
done at the reporting facility 

 

Class of Case REQUIRED TO BE REPORTED BY VCR 
 Patient appears in person at the reporting facility 

30 Initial diagnosis and all 1st 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 all 1st course treatment provided elsewhere AND patient presents at 
reporting facility with disease recurrence or persistence (active disease) 

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

34 Type of case required by VCR to be accessioned (for example: squamous 
intraepithelial lesions ς SIL) AND initial diagnosis AND part or all of 1st course 
treatment by reporting facility 

35 /ŀǎŜ ŘƛŀƎƴƻǎŜŘ ōŜŦƻǊŜ ǇǊƻƎǊŀƳΩǎ ǊŜŦŜǊŜƴŎŜ ŘŀǘŜ ōǳǘ ŀŦǘŜǊ ±/w ǊŜŦŜǊŜƴŎŜ ŘŀǘŜ ƻŦ 
January 1, 1995 AND all or part of 1st course treatment by reporting facility 

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

37 /ŀǎŜ ŘƛŀƎƴƻǎŜŘ ōŜŦƻǊŜ ǇǊƻƎǊŀƳΩǎ ǊŜŦŜǊŜƴŎŜ ŘŀǘŜ ōǳǘ ŀŦǘŜǊ ±/w ǊŜŦŜǊŜƴŎŜ ŘŀǘŜ ƻŦ 
January 1, 1995 AND all or part of 1st course treatment by facility 

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

 Patient does not appear in person at reporting facility 

40 Diagnosis AND all 1st course 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 non-COC 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 an unaffiliated, free-standing clinic across the street that 
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hospital voluntarily abstracts with its cases because many physicians work at the clinic 
and the hospital, code to 42. 

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

to 32. 
 

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

 
Casefinding Source                                                                                                    NAACCR Item #501 
 
Record the earliest source of identifying information. For cases identified by a source other 
than reporting facilities (such as through death clearance or as a result of an audit), this 
variable codes the type of source by which the tumor was first identified. This data item 
cannot be used by itself as a data quality indicator. The timing of the casefinding processes 
(e.g., death linkage) varies from registry to registry, and the coded value of this variable is a 
function of that timing. 
 
This data item will help facilities in prioritizing their casefinding activities. It provides more 
detail than "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 radiation therapy, code 23;includes nuclear 
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 codes 10-29 
30 Physician-initiated case 

50 Independent (non-hospital) 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 non-reporting 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 result of 
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. 
 
Example: A reportable case is identified while reviewing path reports during routine 
casefinding. Code Casefinding Source to 20 Pathology Department Review. 
 

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 'Case 1st 
ƛŘŜƴǘƛŦƛŜŘ ōȅ ǎƻǳǊŎŜ ƻǘƘŜǊ ǘƘŀƴ ŀ ǊŜǇƻǊǘƛƴƎ ŦŀŎƛƭƛǘȅ ŎƻǾŜǊŜŘΩ ƛƴ ǘƘŜ /ƻŘŜǎ ŀōƻǾŜΦ hƴŜ 
specific use of these codes will be to indicate previous unreported tumors identified 
because of QC procedures by the VCR (e.g. reconciliation, audit, death clearance). 
 
Example: During 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 abstract the majority of 
information on the condition being reported. This may be different than the source used for 
the original casefinding. 
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Codes and Definitions 

 
 
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 addition 
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 inpatients and given the code with 
the highest priority. 
 
Sources coded to 2 usually have complete information on the cancer diagnosis, staging, and 
treatment. 
 
Sources coded to 8 would include, but would not be limited to, outpatient surgery and nuclear 
ƳŜŘƛŎƛƴŜ ǎŜǊǾƛŎŜǎΦ ! ǇƘȅǎƛŎƛŀƴΨǎ ƻŦŦƛŎŜ ǘƘŀǘ Ŏŀƭƭǎ ƛǘǎŜƭŦ ŀ ǎǳǊƎŜǊȅ ŎŜƴǘŜǊ ǎƘƻǳƭŘ ōŜ ŎƻŘŜŘ ŀǎ ŀ 
ǇƘȅǎƛŎƛŀƴΨǎ ƻŦŦƛŎŜΦ {ǳǊƎŜǊȅ ŎŜƴǘŜǊǎ ŀǊŜ ŜǉǳƛǇǇŜŘ ŀƴŘ ǎǘŀŦŦŜŘ ǘƻ ǇŜǊŦƻǊƳ ǎǳǊƎƛŎŀƭ ǇǊƻŎŜŘǳǊŜǎ 
ǳƴŘŜǊ ƎŜƴŜǊŀƭ ŀƴŜǎǘƘŜǎƛŀΦ LŦ ŀ ǇƘȅǎƛŎƛŀƴΨǎ ƻŦŦƛŎŜ Ŏŀƭƭǎ ƛǘǎŜƭŦ ŀ ǎǳǊƎŜǊȅ ŎŜƴǘŜǊΣ ōǳǘ Ŏŀƴƴƻǘ 
perform surgical procedures under general anesthesia, code as a physician office. 
 

Example: The patient was first found through your pathology department as a 
private outpatient specimen (Code 3). The patient was admitted as an inpatient to your 
hospital a month later for surgery. The inpatient record is used for abstracting (Code 1). 
Code this data item to 1. 
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Date of First Contact                                                                                          NAACCR Item #580 
 
Record the date of first patient contact, as inpatient or outpatient, with the reporting facility 
for the diagnosis and/or treatment of the tumor. The date may represent the date of an 
outpatient visit for a biopsy, x-ray, scan or laboratory test. 
 
When pathology-specimen-only tumors are collected (Class of Case 43, Type of Reporting 
Source 3), the date of specimen collection form the pathology report should be used as the 
Date of 1st Contact. If a pathology-specimen-only case is followed by patient contact with a 
facility for diagnosis and/or treatment of the respective tumor, the hospital should change the 
Date of 1st Contact to reflect the date the patient first registered at the facility. VCR will retain 
the earliest date in the consolidated file. 
 
When Autopsy Only (Class of Case 38, Type of Reporting Source 6) tumors are collected, the 
date of death should be used as the Date of 1st Contact. 
 
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 form, with 99 representing unknown 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 date flag is used to explain the missing date. Flags are not used for software-
generated dates. 
 

¶ For more information regarding dates, please see Virginia Cancer Registry 
Manual, Part Three: 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 field Date of First Contact. As part of 
an initiative to standardize date fields, date flag fields were introduced to accommodate non-
date information that had previously been transmitted in date fields. 
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Codes and Definitions 

 
 
Recording Date of First Contact Flag 
 

1. Leave this item blank if Date of 1st Contact has a full or partial date recorded. 
 

2. Code 12 if Date of 1st Contact cannot 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 form, with 99 representing unknown 
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 date flag is used to explain the missing 
date. Flags are not used for software-generated dates. 
 

¶ For more information regarding dates, please see Virginia Cancer Registry 
Manual, Part Three: Data Item Instructions, General Information, Coding Dates 

 
Recording Date of 1st Contact 
 

1. Use the first date of diagnosis whether clinically or histologically established. 
 
Example 1: The patient was diagnosed with cystic pancreatic endocrine neoplasm 
(CPEN) August 24, 2016. The patient presents to the reporting institution for 
treatment of the CPEN on November 5, 2001. This case would be reportable with a 
Date of Diagnosis of 20160824. 
 
Example 2: The 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 3: A March 12, 2016, mammogram reveals a mass in the upper-outer 
ǉǳŀŘǊŀƴǘ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ ǊƛƎƘǘ ōǊŜŀǎǘ ŎƻƳǇŀǘƛōƭŜ ǿƛǘƘ ŎŀǊŎƛƴƻƳŀΦ hƴ aŀǊŎƘ нлΣ нлмсΣ 
the patient has an excisional breast biopsy that confirms infiltrating ductal carcinoma. 
Date of Diagnosis is 20160312. 
 
Example 4: A physician notes a prostate nodule possible for cancer during a May 12, 
2016 physical exam. On June 15, 2016, a needle biopsy of the prostate histologically 
confirms adenocarcinoma. Date of Diagnosis is 20160615 because "possible for 
cancer" does not constitute a reportable diagnosis. 
 

2. If the physician states that, in retrospect, the patient had cancer at an earlier date, use 
the earlier data as the date of diagnosis. 
 
Example 1: A patient has a total abdominal hysterectomy for endometriosis in 
January 2014. The patient is admitted to the hospital with abdominal pain in November, 
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. wŜŦŜǊ ǘƻ ǘƘŜ ƭƛǎǘ ƻŦ ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎέ tŀǊǘ hƴŜΥ General Information and Reporting 
Requirements for language that represents a diagnosis of cancer. 
 

4. Use the date treatment was started as the date of diagnosis if the patient receives a first 
course of treatment before a diagnosis is documented. 
 

5. Use the actual date of diagnosis for and in utero diagnosis for cases diagnosed on 
January 1, 2009, or later. 
 

6. If the year of diagnosis cannot be identified, it must be approximated. Record what is 
known and enter approximation for month and/or year if descriptions are available or 
blank for what is unknown. Approximation of day is acceptable. Refer to VCR Manual, 
Section Three: Data Item Instructions, General Information, Dates for instructions 
regarding Approximating Dates and Unknown Dates. Fictitious dates or default values 
are not acceptable to be entered for month, day, or year. 
 
Note for hospitals: When a patient is diagnosed elsewhere prior to entering the 
reporting facility and the Date of Diagnosis is unknown, the cases must be reported to 
the VCR with an unknown Date of Diagnosis (blank). 
 
Example 1: The patient has a history of breast cancer. The patient presents to the 
reporting facility July 5, 2016, 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 2: Patient receives palliative treatment for breast cancer diagnosed in June 
2016. The correct Date of Diagnosis is 201606-- όǿƘŜǊŜ ά-ά Ŝǉǳŀƭǎ ŀ ōƭŀƴƪ ǎǇŀŎŜύΦ 5ƻ 
not record 20070615 where 15 is a default value for day. 
 
Example 3: Documentation 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 4: Patient is admitted on January 15, 2016, with severe flank pain with 
history of lung cancer diagnosed five years ago. The correct Date of Diagnosis is 
2011bbbb. Do not record unknown when descriptive information can be used to 
approximate the year. 
 

7. If a patient is diagnosed with a non-reportable condition that later transforms into a 
reportable condition, record the date the patient was diagnosed with the reportable 
condition. 
 
Example: The patient was diagnosed with myelodysplastic syndrome on May 1, 2000 
(not reportable until 2001) and it transforms into acute myelogenous leukemia on 
June 15, 2012. Abstract as acute myelogenous leukemia with a Date of Diagnosis of 
20120615. 
 
The date of death is the Date of Diagnosis for a case diagnosed at autopsy. 

 
Date of Diagnosis Flag                                                                                              NAACCR Item #391 
 
This flag explains why there is no appropriate value in the field Date of Diagnosis. As 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 
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Recording Date of Diagnosis Flag 
 

1. Leave this item blank if Date of Diagnosis has a full or partial date recorded. 
 

2. Code 12 if Date of Diagnosis cannot be determined, but the patient does have a 
diagnosis of cancer. 

 
Primary Site                                                                                                             NAACCR Item #400 
 
This data item records the topography code for the primary site of the cancer/tumor condition 
being reported using ICD-O-3 or ICD-O-2 (International Classification of Diseases for Oncology, 
Third or Second Edition published by the World Health Organization). 
 

1. Cases Diagnosed on or after January 1, 2001 - Code according to ICD-O-3. 
 

2. Cases Diagnosed prior to January 1, 2001 - Code according to ICD-O-2. 
 

3. Cases with Unknown Date of Diagnosis- If the Date of Diagnosis is unknown and cannot 
be estimated, the Date of 1st Contact should be used to determine the correct coding 
manual to use. Code according to ICD-O- 3 when the Date of 1st Contact is on or after 
January 1, 2001. Code according to ICD-O-2 when the Date of 1st Contact is 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 IDC-O-3 topography for the site of origin.  

 

2. Consult the physician to identify the primary site or the most definitive site code if 

the medical record does not contain that information. 

 

3. ¢ƻǇƻƎǊŀǇƘȅ ŎƻŘŜǎ ŀǊŜ ƛƴŘƛŎŀǘŜŘ ōȅ ŀ ά/έ ǇǊŜŎŜŘƛƴƎ ǘƘŜ ǘƘǊŜŜ-digit code number. 

Do not record the decimal point. 

 

4. Follow the instruction in Hematopoietic and Lymphoid Neoplasm Case 

Reportability and Coding Manual and the Hematopoietic and Lymphoid 

Neoplasms Database (Hematopoietic DB) for assigning site for lymphomas, 

leukemias and other hematopoietic neoplasms. 
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5. Lymphomas may arise in lymph nodes, lymphatic tissue such as tonsils, spleen, 

²ŀƭŘŜȅŜǊΩǎ ring, or thymus, or in extranodal sites. Distinguishing between nodal 

and extranodal origin is important because extranodal lymphomas have a better 

prognosis. Do NOT record the biopsy site as the primary site unless it has been 

confirmed as the primary site. Do not record a metastatic site as the primary site. 

 

a. The primary site for a lymphoma involving multiple lymph node regions should list 

the nodal regions involved in the Text-Primary Site Title field and coded to C77.8 

 

6. Use subcategory 8 for single tumors that overlap the boundaries of two or more 

sub-sites and the point of origin is unknown.  

 

Example 1: Overlapping lesion of oropharynx. Code overlapping lesion when a 

large tumor involves both the lateral wall of the oropharynx (C10.2) and the 

posterior wall of the oropharynx (C10.3) and the point of origin is not stated. 

 

Example 2: Overlapping 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) and the point of origin is not stated. 

 

7. Use subcategory 9 for multiple tumors that originate in different subsites of one 

organ. 

Example 1: Colon, NOS. Code familial polyposis with carcinoma throughout the 

transverse colon (C18.4) and descending colon (C18.6) would be one primary and 

coded to colon, NOS (C18.9) 

 

8. If the patient is diagnosed with metastatic melanoma and the primary site is not 

identified, the primary site is skin, NOS (C44.9). 

 

9. The primary site for Kaposi Sarcoma is the site in which it arises. The primary site 

is skin, NOS (C44.9) if the Kaposi Sarcoma arises simultaneously in the skin and 

another site and the primary site is not identified. 

 

10.  The primary site for Waldenstrom Macroglobulinemia is blood (C42.0). 

 

11.   If the primary site is not known, use the following guidelines and the guidelines  

listed above to assign a primary site. Do NOT record a metastatic site as the 

primary. 
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a. Osteosarcoma is recorded as bone, NOS (C41.9) 

 

b. Sarcoma is recorded as soft tissue, NOS (C49.9) 

 

 

Text 

Text to support this data item must be recorded in the specific text field. See VCR 

Manual Section Three, Data Item Instructions, Text-Primary Site Title. This text field is 

used by the VCR to validate ICD-O 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 tumor 
originated. This applies to the primary site only. Laterality supplements staging and extent of 
disease information and defines the number of primaries involved. 
 
NOTE: Although STORE and FORDS allows you to code laterality for a non-ǇŀƛǊŜŘ ƻǊƎŀƴ όάbƻƴ 
paired sites may be coded right or left, if appropriate. Otherwise, code non-ǇŀƛǊŜŘ ǎƛǘŜǎ лέύΣ ǘƘŜ 
VCR will NOT accept non-paired organ laterality. 
 

Codes and Definitions 

 

 

Recording Laterality 

1. Code laterality for all paired sites (see Part Three: Data Item Instructions; General 
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Instructions ς Laterality) 
 

2. Do not code metastatic sites as bilateral involvement.  
 

3. If both lungs have nodules or tumors and the lung of origin 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 
άƳƛŘ-line of the right breast is coded 1, right; midline in this usage indicates the primary 
site is C50.8 (overlapping sites).] 
 

5. Code non-paired site 0 
 
Text 
 
Text to support this data item must be recorded in the specific text field. See VCR Manual 
Section Three, Data Item Instructions, Text-Primary Site Title. 
 
Histology                                                                                                                     NAACCR Item #522 
 
This data item records the code for histologic type of the cancer/tumor being reported using 
ICDO-3 or ICD-O-2 (International Classification of Diseases for Oncology, Third or Second 
Edition published by the World Health Organization). Histology is a basis for staging and the 
determination of treatment options. It also affects the prognosis and course of the disease. 
 

1. Cases Diagnosed on or after January 1, 2001- Code according to ICD-O-3. 
 

2. Cases Diagnosed prior to January 1, 2001- Code according to ICD-O-2. 
 

3. If the Date of Diagnosis is unknown and cannot be estimated, the Date of 1st Contact 
should be used to determine the correct coding manual to use. 

 
Coding Histology 
 

1. ICD-O-о ƛŘŜƴǘƛŦƛŜǎ ǘƘŜ ƳƻǊǇƘƻƭƻƎȅ ŎƻŘŜǎ ǿƛǘƘ ŀƴ άaέ ǇǊŜŎŜŘƛƴƎ ǘƘŜ ŎƻŘŜ ƴǳƳōŜǊΦ 5ƻ 
ƴƻǘ ǊŜŎƻǊŘ ǘƘŜ άaέ 
 

2. Record histology using the ICD-O-3 codes in the numeric Lists/Morphology section 
(ICDO-3, pp 69 ς 104) and in the Alphabetic Index (ICD-O-3, pp 105 ς 218) 
 

3. Follow the coding rules outlined on pages 20 through 40 of ICD-O-3 
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4. Use the current Multiple Primary and Histology Coding Rules when 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 
1,2018 and the 2022 rules for cases diagnosed after January 1,2022. 

 
Example 1: Final pathologic diagnosis is non-small cell carcinoma, most likely 
adenocarcinoma. The phrase most likely adenocarcinoma is an important component of 
the complete histologic diagnosis and impacts the proper ICD-O code assignment. This 
should be coded to adenocarcinoma (8140) 
 
Example 2: Final pathologic diagnosis is adenocarcinoma of the lung vs. 
mesothelioma. The diagnosis on the discharge summary was mesothelioma. The 
complete histologic diagnosis is mesothelioma, code 9050. 
5. Review all pathology reports. 

 
6. Code the final pathologic diagnosis for solid tumors. 

 
a. At times, the final diagnosis is Not Otherwise Specified (carcinoma, NOS, 
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. 

 
Example: Final pathologic diagnosis is ductal carcinoma, NOS of the breast. 
Comment states the histology is ductal carcinoma, mucinous type; code as 8523. 
 

7. For lymphomas, leukemias and other hematopoietic tumors, follow the instructions in 
Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Manual and the 
Hematopoietic and Lymphoid Neoplasms Database (hematopoietic DB) 
 

8. The codes for cancer, NOS (8000) and carcinoma, NOS (8010) are NOT interchangeable. 
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 the patient has carcinoma, code to 8010/3, Carcinoma, NOS. If the 
statement is that the patient has cancer, record the histology as 8000/3, Cancer, NOS. 
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Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text-DX Proc-Path and Text-Histology Title. These text 
fields are used by the VCR to validate ICD-O histology codes reported. 
 
Behavior Code                                                                                                            NAACCR Item #523 
 
This data item records the behavior of the tumor being reported. The fifth digit of the 
morphology code is the behavior code. This is used by pathologists to describe whether the 
tissue samples are benign (0), borderline (1), in situ (2), or invasive (3). 
The ICD-O-3 behavior code for juvenile astrocytoma (9421/1) is coded as 3 by agreement of 
North American registry standard-setters. Gastrointestinal stromal tumors (GIST) and 
thymomas are frequently non-malignant. However, they must be abstracted and assigned a 
behavior code of 3 if they are noted to have multiple foci, metastasis, or 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 "non-malignant") is reportable regardless of histologic type 
for the sites listed below: 
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4. The following terms are synonymous with in situ (behavior code 2): 
 

 
5. Record behavior as /3 (malignant) if any invasion is present, no matter how limited. 

 
Example: The pathology report reads intraductal carcinoma (8500/2) with focal 
areas of invasion. The phrase with focal areas of invasion is an important 
component in determining behavior and impacts the proper ICD-O code assignment. 
The histologic type must include the invasive component, intraductal carcinoma with 
focal areas of invasion (8500/3). 
 
6. If your facility considers the terminology of severe dysplasia or high-grade dysplasia of 

the colon as synonymous with carcinoma in-situ, 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 would normally submit the statement to the Cancer Committee. 
 

c. Document a policy that states colon sites diagnosed with severe dysplasia and/or high-
grade dysplasia will be abstracted as carcinoma in-situ. 
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d. Add the policy to your Policy and Procedure Manual attaching the approved statement 
from your pathologists. 
 

e. Forward a copy of the policy and statement to the VCR to keep on permanent file. 
 

f. Abstract all colon cases diagnosed with severe dysplasia and/or high-grade dysplasia as 
carcinoma in-situ. In the text for each case, document the final pathologic diagnosis 
ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ ǎǘŀǘŜƳŜƴǘ άƛƴ-ǎƛǘǳ ǇŜǊ ǇŀǘƘƻƭƻƎƛǎǘέΦ 

 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text-DX Proc-Path and Text-Histology Title. For registry 
hospitals, these text fields are used by the VCR to validate ICD-O behavior codes reported. 
 
Grade/Differentiation                                                                                             NAACCR Item #440 
 
¢Ƙƛǎ Řŀǘŀ ƛǘŜƳ ŘŜǎŎǊƛōŜǎ ǘƘŜ ǘǳƳƻǊΩǎ ǊŜǎŜƳōƭŀƴŎŜ ǘƻ ƴƻǊƳŀƭ ǘƛǎǎǳŜΦ ²Ŝƭƭ-differentiated (Grade 
1)is the most like normal tissue, and undifferentiated (Grade 4) is the least like normal tissue. 
Grades 5 ς 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 ICD-O-3.2 or ICD-O-2 (International Classification of Diseases for Oncology, 
Third or Second Edition published by the World Health Organization). 
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Codes and Definitions 

Code Definition 

 
 
 
Assigning Grade/Differentiation 
 
See Virginia Cancer Registry Manual, Section Three: Data Item Instructions, General 
Instructions ς Morphology: Grade for cases diagnosed prior to 2018. For 2018 diagnosis dates 
and later refer to the Summary of Changes at the beginning of this manual. 
 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text-DX Proc-Path and Text-Histology Title. These text 
fields are used by the VCR to validate ICD-O grade codes reported; for non-registry hospitals, 
these text fields are used to assign the ICD-O grade codes. 
 
Lymph-Vascular Invasion                                                                                    NAACCR Item #1182 
 
This data item indicates the presence or absence of tumor cells in lymphatic channels (not 
lymph nodes) or blood vessels within the primary tumor as noted microscopically by the 
pathologist. Lymph-vascular invasion is an indicator of prognosis. 
 
Lymph-vascular invasion is defined as the presence of tumor cells found inside small blood 
vessels or lymphatic channels within the tumor and surrounding tissues in the primary site. 
The tumor 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 lymph-vascular invasion are LVI, lymphovascular 
invasion, vascular invasion, blood vessel invasion, and lymphatic invasion. Vascular invasion is 
not the same as direct tumor extension from the primary tumor into adjacent blood vessels; 
LVI cells are not attached to or growing into the wall of the blood vessel. Lymphatic invasion is 
not the same as involvement of regional lymph nodes. Lymph-vascular invasion does not 
include perineural invasion. 
 
Codes and Descriptions 
 

 
 
Recording Lymph-Vascular Invasion 
 

1. Code the absence or presence of lymph-vascular invasion as described in the pathology 
report. 
 

a. The primary sources of information about lymph-vascular 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 
ǘƘŜ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘ ƻǊ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ǎǘŀǘŜƳŜƴǘΣ ƛƴ ǘƘŀǘ ƻǊŘŜǊΦ 
 

b. Do not code perineural invasion in this field. 
 

c. Information to code this field can be taken from any specimen from the primary tumor. 
 

d. If lymph-vascular invasion is identified anywhere in the resected specimen, it should be 
coded as present/identified. 

 
e. For cases with benign or borderline behavior, code the lymph-vascular invasion 

documented (negative or positive) and, if not documented, code unknown. 
 

f. For cases treated with neoadjuvant therapy refer to table below in order to code 
this field. However, if documentation in the medical record indicated information 
that conflicts with this table, code lymph-vascular invasion with the documentation 
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in the medical record. 
 

2. Use code 0 when the pathology report indicates that there is no lymph-vascular 
invasion. 
 

3. ¦ǎŜ ŎƻŘŜ м ǿƘŜƴ ǘƘŜ ǇŀǘƘƻƭƻƎȅ ǊŜǇƻǊǘ ƻǊ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ǎǘŀǘŜƳŜƴǘ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ 
lymph-vascular invasion (or one of its synonyms) is present in the specimen. 
 

4. Use code 8 for cases that have no microscopic examination of a primary specimen 
and for the following primary sites: 

 
a. Hodgkin and non-Hodgkin lymphoma 
b. Leukemias 
c. Hematopoietic and reticuloendothelial disorders 
d. Myelodysplastic syndromes including refractory anemias and refractory ŎȅǘƻǇŜƴƛŀΩǎΦ 
e. Myeloproliferative disorders 

 
5. Use code 9 when it is not possible to determine whether lymph-vascular 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 Definitions - solid tumors 

 
 
 
Recording Diagnostic Confirmation ς Solid Tumors 
 

1. This is an hierarchical coding scheme with code 1 taking precedence. A lower number 
take priority over all higher numbers. 
 

2. This data item is dynamic and must be changed to the lower code if a more definitive 
method confirms the diagnosis at any time during the course of the disease. See VCR 
Manual Section One, Changing Information on how to submit a change. 
 
Example: A patient is admitted on 11/28/2021. A chest x-ray dated 12/1/2021 
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 consents to a 
lymph node biopsy on 2/3/2022. The biopsy confirms small cell carcinoma. 
Change the diagnostic confirmation code to positive histology (1). Send change to 
VCR. 
 

3. Assign code 1 when the microscopic diagnosis is based on: 
 

a. Tissue specimens from biopsy, frozen section, surgery, autopsy, or D&C 
b. Bone marrow specimens (aspiration and biopsy) 
c. For leukemia only, positive hematologic findings including peripheral blood 

smears, CBCs and WBCs 
 

4. Assign code 2 when the microscopic diagnosis is based on: 
 

a. Examination of cells (rather than tissue) including but not limited to: sputum 
smears, bronchial 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. Assign code 4 when there is information that the diagnosis of cancer was 
microscopically confirmed, but the type of confirmation is unknown. 
 

6. Assign code 5 when the diagnosis of cancer is based on laboratory tests or marker 
studies that are clinically diagnostic for that specific cancer. 
 
Example 1: The presence of alpha-fetoprotein for liver cancer 
 
Example 2: An abnormal electrophoretic spike for multiple myeloma or Waldenstrom 
macroglobulinemia. 
 
Example 3: If 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. Assign code 6 when the diagnosis is based only on: 
 

a. ¢ƘŜ ǎǳǊƎŜƻƴΩǎ ƻǇŜǊŀǘƛǾŜ ǊŜǇƻǊǘ ŦǊƻƳ ŀ ǎǳǊƎƛŎŀƭ ŜȄǇƭƻǊŀǘƛƻƴ ƻǊ ŜƴŘƻǎŎƻǇȅ such as 
colonoscopy, mediastinoscopy, or peritonectomy and no tissue was examined. 
 

b. Gross autopsy findings (no tissue or cytologic confirmation). 
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8. Assign code 7 when the only confirmation of malignancy was diagnostic imaging such 
as computerized axial tomography (CT scans), magnetic resonance imaging (MRI 
scans), or ultrasounds/ sonography. 
 

9. Assign code 8 when the case was diagnosed by any clinical method not mentioned in 
preceding codes. The diagnostic confirmation is coded 8 when the only confirmation of 
ŘƛǎŜŀǎŜ ƛǎ ŀ ǇƘȅǎƛŎƛŀƴΩǎ ŎƭƛƴƛŎŀƭ ŘƛŀƎƴƻǎƛǎΦ 

 
Assign code 9 if it is unknown if the diagnosis was confirmed microscopically and for Death 
certificate only cases.  

 

Codes and Definitions ς Hematopoietic and Lymphoid Neoplasms 
 
Code  Label  Definiti on  

 
Recording Diagnostic Confirmation ς Hematopoietic and Lymphoid Neoplasms 
 

1. There is not priority hierarchy for coding Diagnostic Confirmation for hematopoietic an 
lymphoid tumors. Most commonly, the specific histologic type is diagnosed by 
immunophenotyping or genetic testing. See the Hematopoietic Database (DB) for 
information of the definitive diagnostic confirmation for specific types of tumors. 
 

2. Assign Code 1 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, code 1 when the diagnosis is based only on the complete blood 

count (CBC), white blood count (WBC) or peripheral blood smear. Do not use code 
1 if the diagnosis was based on immunophenotyping or genetic testing using 
tissue, bone marrow, or blood. 

 
3. Assign code 2 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, cervical smears, and vaginal smears, or from paraffin 
block specimens from concentrated spinal, pleural, or peritoneal fluid. These 
methods are rarely used for hematopoietic or lymphoid tumors. 
 

4. Assign code 3 when there is a histology positive for cancer AND positive 
immunophenotyping and/or positive genetic testing results. Do not use code 3 for 
neoplasms diagnosed prior to January 1, 2010. 
 

5. Assign code 5 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. 
 

6. Assign code 6 ǿƘŜƴ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ƛǎ ōŀǎŜŘ ƻƴƭȅ ƻƴ ǘƘŜ ǎǳǊƎŜƻƴΩǎ ǊŜǇƻǊǘ ŦǊƻƳ ŀ 
surgical exploration or endoscopy or from gross autopsy findings without tissue or 
cytological findings. 
 

7. Assign code 8 when the case was diagnosed by any clinical method that cannot be 
coded as 6 or 7. A number of hematopoietic and lymphoid neoplasms are diagnosed by 
tests of exclusion where the tests for the disease are equivocal and the physician 
makes a clinical diagnosis based on the information from the equivocal tests and the 
ǇŀǘƛŜƴǘΩǎ ŎƭƛƴƛŎŀƭ ǇǊŜǎŜƴǘŀǘƛƻƴΦ 

Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text-DX Proc-Path. For registry hospitals, these text 
fields are used by the VCR to validate ICD-O grade codes reported; for non-registry hospitals, 
these text fields are used to assign the ICD-O grade codes. 
 
Regional Nodes Positive                                                                                   NAACCR Item #820 
 
Record the exact number of regional lymph nodes examined by the pathologist and found to 
contain metastasis. This data item is necessary for pathologic staging, and it serves as a quality 
measure for pathology reports and the extent of the surgical evaluation and treatment for the 
patient. 
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Codes and Definitions ς Regional Nodes Positive 

 
 
Recording Regional Nodes Positive 
 

1. Regional lymph nodes only. Record information about only regional lymph nodes in 
this field. 
 

2. This field is based on pathologic information only. This field is to be recorded 
regardless of whether the patient received preoperative treatment. 

 

3. True in situ cases cannot have positive lymph nodes, so the only allowable codes are 
00 (negative) or 98 (not examined). Codes 01-97 and 99 are not allowed. 

 

4. Cumulative nodes positive. Record the total number of regional lymph nodes 
removed and 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 
lymph node chain removed at surgery as an additional node in Regional Nodes 
Positive when there are positive nodes in the resection. In other words, if there 
are positive regional lymph nodes in a lymph node dissection, do not count the 
core needle biopsy or the fine needle aspiration if it is in the same chain. See also 
Use of Code95 below. 
 
Example: Lung cancer patient has a mediastinoscopy and positive core biopsy of a 
hilar lymph node. Patient then undergoes right upper lobectomy that yields 3 
hilar and 2 mediastinal nodes positive out of 11 nodes dissected. Code Regional 
Nodes Positive as 05 and Regional Nodes Examined as 11 because the core biopsy 
was of a lymph node in the same chain as the nodes dissected. 
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Example: Positive right cervical lymph node aspiration followed by right cervical 
lymph node dissection showing 1 of 6 nodes positive. Code Regional Nodes 
Positive as 01 and Regional Nodes Examined as 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. 
 
Example: Breast cancer patient has a positive core biopsy of a supraclavicular 
node and an axillary dissection showing 3 of 8 nodes positive. Code Regional 
Nodes Positive as 04 and Regional Nodes Examined as 09 because the 
supraclavicular lymph node is in a different, but still regional, lymph node chain. 
 

D. If the location of the lymph node that is core-biopsied 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 
and 7/14 regional lymph nodes were positive at the time of resection. Code 
Regional Nodes Positive as 07 and Regional Nodes Examined as 14. 
 

5. Priority of lymph node counts. If there is a discrepancy regarding the number of 
positive lymph nodes, use information in the following priority: final diagnosis, 
synoptic report (also known as CAP protocol or pathology report checklist), 
microscopic, gross. 
 

6. Positive Nodes in Multiple Primaries in Same Organ. If there 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 the nodes as positive for the 
primary with that histology. If no further information is available, code the nodes as 
positive for all primaries. 

 
Example: A 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. 

 
7. Isolated tumor cells (ITCs) in lymph nodes. For all primary sites except cutaneous 

melanoma and Merkel cell carcinoma of skin, count only lymph nodes that contain 
micro-metastases or 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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containing isolated 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 and count the lymph node(s) as positive. 

 
a. For cutaneous melanoma and Merkel cell carcinoma, count nodes with ITCs as 

positive lymph nodes. 
 

8. Use of Code 95. Use 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. 
 
Example: Patient with esophageal cancer. Enlarged mid-esophageal node found 
on CT scan, which is aspirated and found to be positive. Patient undergoes 
radiation therapy and no surgery. Code Regional Nodes Positive as 95 and 
Regional Nodes Examined as 95. 

 
b. Use code 95 when a positive lymph node is aspirated, and surgically resected 

lymph nodes are negative. 
 
Example: Lung cancer patient has aspiration of suspicious hilar mass, which shows 
metastatic squamous carcinoma in lymph node tissue. Patient undergoes 
preoperative radiation therapy followed by lobectomy showing 6 negative hilar 
lymph nodes. Code Regional Nodes Positive as 95 and Regional Nodes Examined 
as the 06 nodes surgically resected. (Code Lymph Nodes Eval as 5.) 

 
9. Definition of Code 97. Use 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. 
 
Example: Patient with carcinoma of the pyriform sinus has a mass in the mid neck. 
Fine needle aspiration (FNA) of one node is positive. The patient has neoadjuvant 
chemotherapy, then resection of the primary tumor and a radical neck dissection. In 
ǘƘŜ ǊŀŘƛŎŀƭ ƴŜŎƪ ŘƛǎǎŜŎǘƛƻƴ άǎŜǾŜǊŀƭέ ƻŦ мл ƴƻŘŜǎ ŀǊŜ ǇƻǎƛǘƛǾŜΤ the remainder of the 
nodes show chemotherapy effect. Code Regional Nodes Positive as 97 because the 
total number of positive nodes biopsied and removed is unknown, and code Regional 
Nodes Examined as 10. 
 
Note: For primary sites where the number of involved nodes must be known in order 
to map to N1, N2, etc., code 97 maps to N1 and therefore should be avoided. 
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 Note: If the aspirated node is the only one that is microscopically positive, use code 
95. 
 
Note: Avoid using Regional Nodes Positive code 97, if possible, even if this means 
slightly undercounting the number of nodes positive. 
 

10. Use of Code 98. Code 98 may be used in several situations. 
 

a. When the assessment of lymph nodes is clinical only. 
b. When no lymph nodes are removed and examined. 
c. ²ƘŜƴ ŀ άŘƛǎǎŜŎǘƛƻƴέ ƻŦ ŀ ƭȅƳǇƘ ƴƻŘŜ ŘǊŀƛƴŀƎŜ ŀǊŜŀ ƛǎ ŦƻǳƴŘ ǘƻ Ŏƻƴǘŀƛƴ ƴƻ ƭȅƳǇƘ 

nodes at the time of pathologic examination. 
d. If Regional Nodes Positive is coded as 98, Regional Nodes Examined is usually 

coded 00. 
 
11. Use of code 99. Use code 99 if it is unknown whether regional lymph nodes are 

positive. 
 

12. Primary sites always coded 99. For the following primary sites and histologies, the 
Regional Nodes Positive field is always coded as 99: 

 
ω Placenta 
ω Brain and Cerebral Meninges 
ω Other Parts of Central Nervous System 
ω Intracranial Gland 
ω Hodgkin and non-Hodgkin Lymphoma 
ω Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative 
ω Neoplasms 
ω Myeloma and Plasma Cell Disorders 
ω Other and Ill-Defined Primary Sites 
ω Unknown Primary Site 

 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Part Three, Data Item Instructions, Text-Path. 
 
 
 
 
Regional Nodes Examined                                                                                     NAACCR Item #830 
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This field records the total number of regional lymph nodes that were removed and examined 
by the pathologist. Beginning with cases diagnosed on or after January 1, 2004, this item 
became a component of the Collaborative Staging System (CS). In 2016, use of CS was 
discontinued; however, this data item continued to be required 
 
Codes and Description ς Regional Nodes Examined 

 
 
Recording Regional Nodes Examined 
 

1. Record information about only regional lymph nodes in this field. 
 

2. This field is based on pathologic information only. This field is to be recorded regardless 
of whether the patient received preoperative treatment. 
 

3. Code 00 may be used in several situations, as noted below: 
 

a. When the assessment of lymph nodes is clinical. 
b. When no lymph nodes are removed and examined. 
c. ²ƘŜƴ ŀ άŘƛǎǎŜŎǘƛƻƴέ ƻŦ ŀ ƭȅƳǇƘ ƴƻŘŜ ŘǊŀƛƴŀƎŜ ŀǊŜŀ ƛǎ ŦƻǳƴŘ ǘƻ Ŏƻƴǘŀƛƴ ƴƻ ƭȅƳǇƘ 

nodes at the time of pathologic examination. 
d. If Regional Nodes Examined is coded 00, Regional Nodes Positive is coded as 98. 

 
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 for aspiration 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 
lymph node chain removed at surgery as an additional node in Regional Nodes 
Examined. 
Example: Lung cancer patient has a mediastinoscopy and positive core biopsy of a 
hilar lymph node. Patient then undergoes right upper lobectomy that yields 3 
hilar and 2 mediastinal nodes positive out of 11 nodes dissected. Code Regional 
Nodes Positive as 05 and Regional Nodes Examined as 11 because the core biopsy 
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. 
 
Example: Breast cancer patient has a positive core biopsy of a supraclavicular 
node and an axillary dissection showing 3 of 8 nodes positive. Code Regional 
Nodes Positive as 04 and Regional Nodes Examined as 09 because the 
supraclavicular lymph node is in a different, but still regional, lymph node chain. 
 

d. If the location of the lymph node that is aspirated or core-biopsied 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. 
 
Example: Patient record states that core biopsy was performed at another facility 
and 7/14 regional lymph nodes were positive at the time of resection. Code 
Regional Nodes Positive as 07 and Regional Nodes Examined as 14. 
 

e. When neither the type of lymph node removal procedure nor the number of 
lymph nodes examined is known, use code 98. 

 
5. Priority of lymph node counts. If 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 95. Use code 95 when the only procedure for regional lymph nodes is a 
needle aspiration (cytology) or core biopsy (tissue). 
 
Example: Patient with esophageal cancer. Enlarged mid-esophageal node found on 
CT scan, which is aspirated and found to be positive. Patient undergoes radiation 
therapy and no surgery. Code Regional Nodes Positive as 95 and 
Regional Nodes Examined as 95. 
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7. Lymph node biopsy. If 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. 
 

8. 5ŜŦƛƴƛǘƛƻƴ ƻŦ άǎŀƳǇƭƛƴƎέ όŎƻŘŜ фсύΦ ! ƭȅƳǇƘ ƴƻŘŜ άǎŀƳǇƭƛƴƎέ ƛǎ ǊŜƳƻǾŀƭ ƻŦ ŀ ƭƛƳƛǘŜŘ 
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. 5ŜŦƛƴƛǘƛƻƴ ƻŦ άŘƛǎǎŜŎǘƛƻƴέ όŎƻŘŜ фтύΦ ! ƭȅƳǇƘ ƴƻŘŜ άŘƛǎǎŜŎǘƛƻƴέ ƛǎ ǊŜƳƻǾŀƭ ƻŦ Ƴƻǎǘ ƻǊ 
all the nodes in the lymph node chain(s) that drain the area around the primary tumor. 
Other terms include lymphadenectomy, radical node dissection, lymph node stripping. 
Use code 97 when more than a limited number of lymph nodes are removed, and the 
number is unknown. 
 

10. Multiple lymph node procedures. If both a lymph node sampling and a lymph node 
dissection is performed and the total number of lymph nodes examined is unknown, 
use code 97. 
 

11. Use of Code 99. If it is unknown whether nodes were removed or examined, code as 
99. 
 

12. Primary sites always coded 99. For the following schemas, the Regional Nodes 
 
Examined field is always coded as 99: 
 
ω Placenta 
ω Brain and Cerebral Meninges 
ω Other Parts of Central Nervous System 
ω Intracranial Gland 
ω Hematopoietic, Reticuloendothelial, Immunoproliferative and Myeloproliferative 
ω Neoplasms 
ω Hodgkin and non-Hodgkin Lymphoma 
ω Myeloma and Plasma Cell Disorders 
ω Other and Ill-Defined Primary Sites 
ω Unknown Primary Site 
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Stage of Disease at Initial Diagnosis 
 
Tumor Size Summary                                                                                             NAACCR Item #756 
 
This data item records the most accurate measurement of a solid primary tumor, usually 
measured in the surgical resection specimen. Tumor size is one indication of the extent of 
disease. As such, it is used by both clinicians and researchers. Tumor size that is independent 
of stage is also useful for quality assurance efforts. 
 
 Codes and Descriptions 
 

Code Description 

 
 
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 pre-surgical 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 



 

208 
 

protocol or pathology report checklist). If only a test report is available, use the 
following in the prescribed order: 
 

i. Final diagnosis 
ii. Microscopic 
iii. Gross examination 

 
Example 1: Chest x-ray shows 3.5cm mass; the pathology report from the 
surgery states that the same mass is malignant and measures 2.8cm. Record 
the size as 028 (28mm). 
 
Example 2: Pathology report states lung carcinoma is 2.1 x 3.2 x1.4cm. 
Record tumor size as 032 (32mm). 
 

2. If neoadjuvant therapy follows by 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 the diameter of the tumor, not the depth or thickness of the tumor. 

 

2. Recording less than/greater than Tumor Size:  

a. If tumor size is reported as less than x mm or less than x cm, the reported size 

should be 1mm less; for example, if size is <10mm, code size as 009. Often, these 

are given in cm such as < 1cm which is coded to 009, <2cm is coded as 019, <3cm 

is coded as 029, etc. If stated as less than 1mm, use code 001. 
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b. If tumor size is reported as more than x mm or more than x cm, code size as 1mm 

more; for example, if size is >10mm, size should be coded as 011. Often, these are 

given in cm such as >1cm, which is coded to 011, >2cm is coded as 021, etc. If 

stated as 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 between the two: i.e., add the two sizes together, then divide by two 

(between 2 and 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 1 ς 4 range down to the nearest whole millimeter, and 

round tenths of millimeters in the 5 ς 9 range up to the nearest whole millimeter. Do 

not round tumor size expressed in centimeters to the nearest centimeter (rather, move 

the decimal point one space to the right, converting the measurement to millimeters). 

 

Example 1: Breast cancer described as 6.5mm in size. Round up Tumor Size to 

007. 

 

Example 2: Cancer in a polyp described as 2.3mm in size. Round down Tumor 

Size to 002. 

 

Example 3: Focus of cancer described as 1.4mm in size. Round down Tumor Size 

to 001. 

 

Example 4: There 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 size information 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, ulcer, cyst, or distant metastasis. However, if the 

ǘǳƳƻǊ ƛǎ ŘŜǎŎǊƛōŜŘ ŀǎ ŀ άŎȅǎǘƛŎ ƳŀǎǎΣέ ŀƴŘ ƻƴƭȅ ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ŜƴǘƛǊŜ Ƴŀǎǎ ƛǎ ƎƛǾŜƴΣ code 

the size of the entire mass since the 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 is 

measured, record the size of the invasive component, even if it is smaller. 

 

Example: Tumor is mixed in situ and invasive adenocarcinoma, total size of 3.7cm 

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 1: A breast tumor with infiltrating duct carcinoma with extensive in situ 

component; total size 2.3cm. Record tumor size as 023. 

 

Example 2: Duct carcinoma in situ measuring 1.9cm with an area of invasive 

ductal carcinoma. Record size as 019. 

 

8. Record the largest dimension or diameter of tumor. 

 

 Whether it is from an excisional biopsy specimen or the complete resection of the 

primary tumor. 

 

Example: Tumor is described as 2.4 x 5.1 x 1.8cm in size. Record tumor size as 

051. 
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9. Record the size as stated for purely in situ 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 not be from the same location, or they may represent only a very small 

portion of a large tumor. However, if the pathologist states an aggregate or composite 

size (determined by fitting the tumor pieces together and measuring the total size). 

Record that size. If the only measurement describes pieces or chips, record tumor size 

as 999. 

 

12. Multifocal/multicentric tumors.  

 

If the tumor is multi-focal or if multiple tumors are reported as a single primary, code 

the size of the largest invasive tumor or if all the 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, and Myeloproliferative neoplasms (histology codes 

9590 ς 9992) 

 

ω Kaposi Sarcoma 

ω Melanoma Choroid 

ω Melanoma Iris 

Text 

Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text-Path, Text-DX Proc-X-ray/Scans, Text-DX Proc-OP, 
and Text-DX Proc-Scopes. 
 

AJCC Prognostic Staging  
 
!W// tǊƻƎƴƻǎǘƛŎ {ǘŀƎŜ ƛǎ ŘŜǘŜǊƳƛƴŜŘ ŀǘ ƪŜȅ ǘƛƳŜ Ǉƻƛƴǘǎ ƛƴ ŀ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜ ōŀǎŜŘ ƻƴ ŎǊƛǘŜǊƛŀ 
including the clinical examination, imaging, operative procedures, and pathologic assessment 
of the anatomic extent of disease ς plus additional prognostic factors as required ς and is used 



 

212 
 

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 apply to AJCC 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, whichever is shorter, as long as the 
cancer has not clearly progressed during that time frame. This stage classification is designated 
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 there is no systemic or radiation 
therapy initiated, or the cancer has not clearly progressed during that time frame. This stage 
classification is designated as pTNM. 
 
Post therapy clinical staging (post-neoadjuvant 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 neoadjuvant therapy 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 therapy has been cancelled. 
 
Post therapy pathological staging (post-neoadjuvant 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 within 
a time frame that accommodates disease specific circumstances. This stage classification is 
designated as ypTNM.  
 
ω If a patient has multiple primaries, stage each primary independently. 
 
ω If the stage group cannot be determined from the recorded categories, then record it as 
unknown. 
 
ω When 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 is 
unable to conclude which primary has metastasized. If, at a later time, the physician identifies 
which primary has metastasized, update the stage(s) as appropriate. 
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ω If 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 codes and do not code 88. 
 
ω If 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. 
 
ω CƻǊ ƛƴ ǎƛǘǳ ǘǳƳƻǊǎ ǘƘŀǘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ άƛƳǇƻǎǎƛōƭŜ ŘƛŀƎƴƻǎŜǎέ ƛƴ ǘƘŜ !W// Ƴŀƴǳŀƭ ŎƻŘŜ уу 
for clinical and pathological T, N, and M as well as stage group. 
 
ω CƻǊ ŀŘŘƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ !W//Ωǎ ƎŜƴŜǊŀƭ ǎǘŀƎƛƴƎ ǊǳƭŜǎΣ ŘƻǿƴƭƻŀŘ /ƘŀǇǘŜǊ мΥ tǊƛƴŎƛǇƭŜǎ ƻŦ 
Cancer Staging from www.cancerstaging.org. 
 
*Note: For cases diagnosed after Jan. 1, 2021, please refer to page B-8 of the Summary of 
Changes section of this manual and Appendix K,  for AJCC Version 9 information. 
 
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 

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

Ambiguous Terminology References 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 (CoC)-accredited programs.  
 

http://www.cancerstaging.org/
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²ƘŜƴ ŀōǎǘǊŀŎǘƛƴƎΣ ǊŜƎƛǎǘǊŀǊǎ ŀǊŜ ǘƻ ǳǎŜ ǘƘŜ ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎ ŀǘ 5ƛŀƎƴƻǎƛǎέ ƭƛǎǘ ǿƛǘƘ ǊŜǎǇŜŎǘ 
ǘƻ ŎŀǎŜ ǊŜǇƻǊǘŀōƛƭƛǘȅΣ ŀƴŘ ǘƘŜ ά!ƳōƛƎǳƻǳǎ ¢ŜǊƳǎ 5ŜǎŎǊƛōƛƴƎ ¢ǳƳƻǊ {ǇǊŜŀŘέ ƭƛǎǘ ǿƛǘƘ ǊŜǎǇŜŎǘ ǘƻ 
tumor spread for staging purposes. However, these lists need to be used correctly.  
 
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. If the physician 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 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 not clear and the case cannot be 
discussed with the appropriate physician/pathologist.  
 
The CoC recognizes that not every registrar has access to the physician who diagnosed and/or 
staged the tumor, as a result, the Ambiguous Terminology list delineated above must be used 
in CoC-ŀŎŎǊŜŘƛǘŜŘ ǇǊƻƎǊŀƳǎ ŀǎ ϦǊŜŦŜǊŜƴŎŜǎ ƻŦ ƭŀǎǘ ǊŜǎƻǊǘΦέ 
 
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 treating physician or the managing physician 
in the medical record. 
 

3. If the managing physician has not recorded clinical T, registrars will code this item based 
on the best available information, without necessarily requiring additional contact with 
the physician. 
 



 

215 
 

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 clinical 
and pathological T, N, and M as well as stage group. 
 

6. For lung, occult carcinoma is coded to cTx. 
 

7. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 
 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Part Three, Data Item Instructions, Text ς Staging 
 
Clinical N                                                                                                                 NAACCR Item #950 
 
This field identifies the absence or presence of regional lymph node (N) metastasis and 
describes the extent of regional lymph node metastasis. 
 
Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M 
data ƛǘŜƳǎΦ ¢ƘŜǎŜ ƴŜǿ ŎŀǘŜƎƻǊƛŜǎ ƘŀǾŜ ōŜŜƴ ƎŜƴŜǊŀǘŜŘ ōȅ ŀŘŘƛƴƎ ǘƘŜ ǇǊŜŦƛȄŜǎ ƻŦ άŎέ ŀƴŘ άǇέ 
to existing valid clinical and pathological T, N, and M categories respectively, and modifying, 
adding and deleting specific categories. The new categories enable registrars to comply with 
AJCC clinical and pathological staging/classification timeframe rules while abstracting. The new 
categories will be used for cases of all diagnosis years abstracted using NAACCR version 16-
compliant (and later) software. 
 
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 medical record. 

 
3. If the managing physician has not recorded clinical N, registrars will code 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 clinical 
and pathological T, N, and M as well as stage group. 
 

6. For lung, occult carcinoma is coded to cTx. 
 

7. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 

Text 
 

Text to support this data item must be recorded in the specific text fields. See VCR 
Manual Part Three, Data Item Instructions, Text ς Staging  

 
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 
data ƛǘŜƳǎΦ ¢ƘŜǎŜ ƴŜǿ ŎŀǘŜƎƻǊƛŜǎ ƘŀǾŜ ōŜŜƴ ƎŜƴŜǊŀǘŜŘ ōȅ ŀŘŘƛƴƎ ǘƘŜ ǇǊŜŦƛȄŜǎ ƻŦ άŎέ ŀƴŘ άǇέ 
to existing valid clinical and pathological T, N, and M categories respectively, and modifying, 
adding and deleting specific categories. The new categories enable registrars to comply with 
AJCC clinical and pathological staging/classification timeframe rules while abstracting. The new 
categories will be used for cases of all diagnosis years abstracted using NAACCR version 16-
compliant (and later) software. 
 
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 the medical record. 
 

3. If the managing physician has not recorded clinical M, registrars will code 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 clinical 
and pathological T, N, and M as well as stage group. 
 

6. For lung, occult carcinoma is coded to cTx. 
 

7. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text ς Staging 
 
 
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 all cases. The AJCC developed this 
staging system for evaluating trends in the treatment and control of cancer. This staging 
system is used by physicians to estimate prognosis, plan treatment, evaluate new types of 
therapy, analyze outcomes, design follow-up strategies, and to assess early detection results. 
 
Coding Instructions 
 

1. Record the clinical stage group as documented by the first treating physician in the 
medical record. 
 

2. If the managing physician has not recorded the clinical stage, registrars will code 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 clinical 
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 
ŘŜǘŜǊƳƛƴŜŘΣ ƛƴǘŜǊǇǊŜǘ ƳƛǎǎƛƴƎ ŎƻƳǇƻƴŜƴǘǎ ŀǎ άȄ.έ 
 

6. Convert all Roman numerals to Arabic numerals and use upper-case (capital letters) 
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only. 
 

7. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 
Text 

 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Part Three, Data Item Instructions, Text ς Staging 

 
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 analysis. The descriptors are 
adjuncts to and do not change the stage group. 
 
The VCR requires that AJCC TNM staging be assigned on all cases. The AJCC developed this 
staging system for evaluating trends in the treatment and control of cancer. This staging 
system is used by physicians to estimate prognosis, plan treatment, evaluate new types of 
therapy, analyze outcomes, design follow-up strategies, and to assess early detection results. 
 
Codes and Definitions 

Code Label Description 

 
 
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, registrars will code 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 current AJCC Cancer Staging Manual for staging rules. 

 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text ς Staging 
 
Staged By (Clinical Stage)                                                                                    NAACCR Item #990 
 
This data item identifies the person who assigned the clinical AJCC staging data items and the 
Stage Group. 
 
The VCR requires that AJCC clinical TNM staging be recorded in the abstract beginning in 2015. 
Data captured in this data item can be used to evaluate the accuracy and completeness of 
staging recorded in the registry and form the basis for quality management and improvement 
studies. 
 
In 2016, this data item was expanded to two (2) characters and additional categories were 
added to document additional, more detailed sources of staging assignment and help in 
targeting training. The implementation of the new codes included data conversion and 
ǊŜŘŜŦƛƴƛǘƛƻƴ ƻŦ άǳƴƪƴƻǿƴέ ŦǊƻƳ άǳƴƪƴƻǿƴ ǎǘŀƎŜέ ǘƻ ǳƴƪƴƻǿƴ ǿƘƻ ŀǎǎƛƎƴŜŘ ǘƘŜ ǎǘŀƎŜ όάф-
Unknown; not stated in patient ǊŜŎƻǊŘέ ǿŀǎ ŎƻƴǾŜǊǘŜŘ ǘƻ άфф ς Staged but unknown who 
ŀǎǎƛƎƴŜŘ ǎǘŀƎŜέύΦ 
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Codes and Definitions 

Code Label Description 

 

 
 
Coding Instructions 
 

1. Record the role of the person who documented the clinical AJCC staging data items and 
the Stage Group 
 

2. If code 10 ς 20 is used, then all the staging elements (T, N, and M) and Stage Group 
must be assigned by the same person. 
 

3. If the tumor was not staged, or stage is unknown, use code 00. 
 

4. If the physician who assigned the stage cannot be identified as a surgeon, radiation 
oncologist, or medical oncologist use code 10. Other physicians can include, but are not 
limited to dentist, gynecologist, or 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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Example: Urologist provides stage information for surgical resection of tumor; code 
as surgeon ς 11 
 

6. 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. 
 

7. If staging was obtained from outside the facility, code the role of the person who staged 
it if known (codes 10 ς 40); otherwise, use code 50. 
 

8. If applicable, the Staging Elements (T, N, M) and the Stage Group must be recorded. 
Exception: lymphoma does not have TNM elements, only assigning Stage Group is 
applicable. 
 

9. The staging source may be different for clinical vs. pathological stage. 
 
Example 1: Initial staging is assigned by the Primary Care General Practitioner ς Code 
as 10 
 
Example 2: During tumor conference, after discussion among pathologist, radiologist 
and surgeon, the facilitator announces the final TNM and Stage Group ς Code as 15 
 
Example3: ¢ƘŜ ƻƴƭȅ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǎǘŀƎƛƴƎ ƛƴ ǘƘŜ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ ǎǘŀǘŜǎΣ Ψ¢мΣ ƴƻŘŜǎ 
ƴŜƎŀǘƛǾŜΩΣ ǊŜƎƛǎǘǊŀǊ ŜƴǘŜǊǎ ǘƘŜ ƭƛǎǘŜŘ ¢Σ bл ŀƴŘ ŀŘŘ ǘƘŜ a ŀƴŘ ǎǘŀƎŜ ƎǊƻǳǇ ƛƴ ǘƘŜ 
abstract ς Code as 30 
 
Example 4: Nurse practitioner documents all staging elements ς code as 40 
 
Example 5: Staging is entered into the medical record by a physician assistant (PA) ς 
Code as 40 
 
Example 6: Patient 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 signed, 
Code as 50. 
 
Example 7: Uploaded data to central registry from two facilities; there is no 
documentation listing staging: just a comment saying the patient has a late stage 
cancer. The central registry enters the TNM and Stage Group based on the 
consolidated record from the two facilities ς Code as 60 
 
Example 8: A child is diagnosed with a Neuroblastoma ς code 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 implemented for the AJCC T, N, and M 
data items. These new categories have been generated by adding the prefƛȄŜǎ ƻŦ άŎέ ŀƴŘ άǇέ 
to existing valid clinical and pathological T, N, and M categories respectively, and modifying, 
adding and deleting specific categories. The new categories enable registrars to comply with 
AJCC clinical and pathological staging/classification timeframe rules while abstracting. The new 
categories will be used for cases of all diagnosis years abstracted using NAACCR version 16-
compliant (and later) software. 
 
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 physician 
in the medical record. 
 

3. If the managing physician has not recorded clinical T, registrars will code this item based 
on the best available information, without necessarily requiring additional contact with 
the physician. 
 

4. If a site/histology combination is not defined in the AJCC Manual, code 88 for clinical 
and pathologic T, 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 clinical 
and pathological T, N, and M as well as stage group. 
 

6. 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 current AJCC Cancer Staging Manual for staging rules. 

 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Part Three, Data Item Instructions, Text ς Staging 
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Pathological N                                                                                                         NAACCR Item #890 
 
This field identifies the absence or presence of regional lymph node (N) metastasis and 
describes the extent of regional lymph node metastasis. 
 
Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M 
data items. These new categories have been generated by adding the prefƛȄŜǎ ƻŦ άŎέ ŀƴŘ άǇέ 
to existing valid clinical and pathological T, N, and M categories respectively, and modifying, 
adding and deleting specific categories. The new categories enable registrars to comply with 
AJCC clinical and pathological staging/classification timeframe rules while abstracting. The new 
categories will be used for cases of all diagnosis years abstracted using NAACCR version 16-
compliant (and later) software. 
 
Coding Instructions 
 

1. The pathological N must be recorded for all cases. 
 

2. Record pathological N as documented by the first treating physician(s) or the managing 
physician in the medical record. 
 

3. If the managing physician has not recorded pathological N, registrars will code this item 
based on the best 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. 
 

5. CƻǊ ƛƴ ǎƛǘǳ ǘǳƳƻǊǎ ǘƘŀǘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ άƛƳǇƻǎǎƛōƭŜ ŘƛŀƎƴƻǎŜǎέ ƛƴ ǘƘŜ !W// aŀƴǳŀƭΣ 
code 88 for clinical and pathological T, N, and M as well as stage group 
 

6. Use of the new category of cN0 for tis data item is limited only to in situ tumors 
beginning in 2016 
 

7. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text ς Staging 
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Pathological M                                                                                                       NAACCR Item #900 
 
This data item identifies the presence or absence of distant metastasis (M) of the tumor 
known following the completion of surgical treatment.  
 
Beginning in 2016, new T, N, and M categories were implemented for the AJCC T, N, and M 
data ƛǘŜƳǎΦ ¢ƘŜǎŜ ƴŜǿ ŎŀǘŜƎƻǊƛŜǎ ƘŀǾŜ ōŜŜƴ ƎŜƴŜǊŀǘŜŘ ōȅ ŀŘŘƛƴƎ ǘƘŜ ǇǊŜŦƛȄŜǎ ƻŦ άŎέ ŀƴŘ άǇέ 
to existing valid clinical and pathological T, N, and M categories respectively, and modifying, 
adding and deleting specific categories. The new categories enable registrars to comply with 
AJCC clinical and pathological staging/classification timeframe rules while abstracting. The new 
categories will be used for cases of all diagnosis years abstracted using NAACCR version 16-
compliant (and later) software. 
 
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 physician 
in the medical record. 
 

3. If the managing physician has not recorded pathological M, registrars will code 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 
 

5. CƻǊ ƛƴ ǎƛǘǳ ǘǳƳƻǊǎ ǘƘŀǘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ άƛƳǇƻǎǎƛōƭŜ ŘƛŀƎƴƻǎŜǎέ ƛƴ ǘƘŜ !W// aŀƴǳŀƭΣ 
code 88 for clinical and pathological T, N, and M as well as stage group. 

6. Refer to the current AJCC Cancer Staging Manual for staging rules. 
 
Text 
 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text ς Staging 
 
Pathological Stage Group                                                                                       NAACCR Item #910 
 
This field identifies the anatomic extent of disease based on the T, N, and M data items known 
following the completion of surgical treatment. 
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The VCR requires that AJCC TNM staging be assigned on all cases. The AJCC developed this 
staging system for evaluating trends in the treatment and control of cancer. This staging 
system is used by physicians to estimate prognosis, plan treatment, evaluate new types of 
therapy, analyze outcomes, design follow-up strategies, and to assess early detection results. 
 
Coding Instructions 
 

1. Record the pathological stage group as documented by the treating physician(s) or the 
managing physician in the medical record. 
 

2. If the managing physician has not recorded the pathological stage, registrars will code 
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 clinical 
and pathological T, N, and M as well as stage group. 
 

5. To assign stage group when some, but not all T, N, and/or M components can be 
determined, intŜǊǇǊŜǘ ƳƛǎǎƛƴƎ ŎƻƳǇƻƴŜƴǘǎ ŀǎ άȄΦέ  
 

6. If pathological M is coded as blank and clinical M is coded as 0, 1, 1A, 1B, or 1C, then the 
combination of staging items pT, pN, and cM may be sued to complete the pathological 
stage group. 
 

7. If the value does not fill all four (4) characters, then record the value to the left and 
leave the remaining spaces blank. 
 

8. Convert all Roman numerals to Arabic numerals and use upper-case (capital letters) 
only. 
 

9. Refer to the current AJCC Cancer Staging Manual for staging rules. 
Text 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Section Three, Data Item Instructions, Text ς Staging 
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Pathological Stage (Prefix/Suffix) Descriptor                                                   NAACCR Item #920 
 
This identified the AJCC clinical stage descriptors known following the completion of surgical 
treatment. Stage descriptors identify special cases that need separate analysis. The descriptors 
are adjuncts to and do not change the stage group. 
 
The VCR requires that AJCC TNM staging be assigned on all cases. The AJCC developed this 
staging system for evaluating trends in the treatment and control of cancer. This staging 
system is used by physicians to estimate prognosis, plan treatment, evaluate new types of 
therapy, analyze outcomes, design follow-up strategies, and to assess early detection results. 
 
Codes and Definitions 

Code  Label Description 

 
 
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, registrars will code 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 current AJCC Cancer Staging Manual for staging rules. 

Text 
Text to support this data item must be recorded in the specific text fields. See VCR Manual 
Part Three, Data Item Instructions, Text ς Staging 
 
Staged By (Pathological Stage)                                                                                NAACCR Item #930 
 
This data item identifies the person who assigned the clinical AJCC staging data items and the 
Stage Group. 
 
The VCR requires that AJCC clinical TNM staging be recorded in the abstract beginning in 2015. 



 

227 
 

Data captured in this data item can be used to evaluate the accuracy and completeness of 
staging recorded in the registry and form the basis for quality management and improvement 
studies. 
 
In 2016, this data item was expanded to two (2) characters and additional categories were 
added to document additional, more detailed sources of staging assignment and help in 
targeting training. The implementation of the new codes included data conversion and 
ǊŜŘŜŦƛƴƛǘƛƻƴ ƻŦ άǳƴƪƴƻǿƴέ ŦǊƻƳ άǳƴƪƴƻǿƴ ǎǘŀƎŜέ ǘƻ ǳƴƪƴƻǿƴ ǿƘƻ ŀǎǎƛƎƴŜŘ ǘƘŜ ǎǘŀƎŜ όάф-
Unknown; not stated in patient ǊŜŎƻǊŘέ ǿŀǎ ŎƻƴǾŜǊǘŜŘ ǘƻ άфф ς Staged but unknown who 
ŀǎǎƛƎƴŜŘ ǎǘŀƎŜέύΦ 
 
Codes and Definitions 

Code Label Definition 
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Coding Instructions 
 

1. Record the role of the person who documented the pathological AJCC staging data items 
and the Stage Group. 
 

2. If the case does not meet the criteria for pathologic staging, the tumor was not staged, 
or stage is unknown, use code 00. 
 

3. 3. If code 10 ς 20 is used, then all the staging elements (T, N, and M) and Stage Group 
must be assigned by the same person 
 

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 not 
limited to dentist, gynecologist or urologist. 
 

5. If it is clear from the treatment provided that the physician providing the stage 
information is a surgeon, use code 11. 
 

Example: Urologist provides stage information for surgical resection of tumor; code as 
surgeon ς 11. 
 

6. 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. 
 

7. If staging was obtained from outside the facility, code the role of the person who staged 
it if known (codes 10 ς 40); otherwise, use code 50. 
 

8. If applicable, the Staging Elements (T, N, M) and the Stage Group must be recorded. 
Exception: lymphoma does not have TNM elements, only assigning Stage Group is 
applicable. 
 

9. The staging source may be different for clinical vs. pathological stage 
 

Example 1: Initial staging is assigned by the Primary Care General Practitioner ς Code as 
10.  
Example 2: During tumor conference, after discussion among pathologist, radiologist 
and surgeon, the facilitator announces the final TNM and Stage Group ς Code as 15 
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Example3: The only information on staging in the meŘƛŎŀƭ ǊŜŎƻǊŘ ǎǘŀǘŜǎΣ Ψ¢мΣ ƴƻŘŜǎ 
ƴŜƎŀǘƛǾŜΩΣ ǊŜƎƛǎǘǊŀǊ ŜƴǘŜǊǎ ǘƘŜ ƭƛǎǘŜŘ ¢Σ bл ŀƴŘ ŀdd the M and stage group in the abstract 
ς Code as 30. 
 
Example 4: Nurse practitioner documents all staging elements ς code as 40 
 
Example 5: Staging is entered into the medical record by a physician assistant (PA) ς
Code as 40 
 
Example 6: Patient 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 signed ς 
Code as 50 
 
Example 7: Uploaded data to central registry from two facilities; there is no 
documentation listing staging; just a comment saying the patient has a late-stage 
cancer. The central registry enters the TNM and Stage Group based on the consolidated 
record from the two facilities ς Code as 60 
 
Example 8: A child is diagnosed with a Neuroblastoma ς code 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 through completion of surgery(ies) in 
the first course of treatment or within four (4) months of diagnosis in the absence of disease 
progression, whichever is longer. Stage information is important when evaluating the effects 
of cancer control programs. It is crucial in understanding whether changes over time in 
incidence rates or outcomes are due to earlier detection of the cancers. In addition, cancer 
treatment cannot be studied without knowing the stage at diagnosis. 
 
Summary staging is the most basic way of categorizing how far a cancer has spread from its 
point of origin. Summary staging uses all information available in the medical record; 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 
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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, because a pathologist must 
identify the basement membrane and determine that it has not been penetrated. 
 

a. Other ways of describing in situ: non-invasive, pre-invasive, non-infiltrating, 
intraepithelial, Stage 0, intraductal, Intracystic, no stromal invasion, no 
penetration below the basement membrane 

 
3. Localized (Code 1) cancer has spread no farther than the organ in which it started; there 

is infiltration past the basement membrane into the functional part of the organ, but 
there is no spread beyond the boundaries of the organ. 
 

a. It is important to know and recognize the names of different structures within the 
organ ς lamina propria , myometrium, muscularis, for example ς so that a 
description of invasion or involvement of these structures will not be interpreted 
as regional spread. 
 

b. Be sure to read pathology and operative reports as Summary Stage is based on 
both clinical and pathological information. 

 
4. Regional stage (Codes 2 ς 5) when the cancer has spread beyond the limits of the organ 

of origin. 
 

a. Regional by direct extension (Code 2) is invasion through entire wall of origin 
into surrounding and/or adjacent tissues. 

b. Invasion to regional lymph nodes (Code 3) means the tumor has invaded the 
walls of lymphatics where cells can travel through lymphatic vessels to nearby 
lymph nodes ǿƘŜǊŜ ǘƘŜȅ ŀǊŜ άŦƛƭǘŜǊŜŘέ ƻǳǊ ŀƴŘ ōŜƎƛƴ ǘƻ ƎǊƻǿ ƛƴ ǘƘŜ ƴƻŘŜǎ 

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 by direct extension or when the other categories are not applicable. 

 
I. Staging for non-Hodgkin or Hodgkin lymphomas would use this 

code when there is more than one lymph node chain is involved. 
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e. Code only regional nodes ς not distant nodes ς in this category. Check the 
SEER Summary Staging Manual 2018 for lists of regional nodes. Do NOT use 
AJCC TNM listing of regional nodes to code this field. 

 
5. Distant metastasis (Code 7) is when tumor cells have broken away from the main tumor 

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 
ii. Lung through the pleura into bone 
iii. Travel in lymph channels beyond the first (regional) drainage area 
iv. Hematogenous or blood-borne metastasis due to invasion of blood vessels 

within the primary tumor (veins are more susceptible to invasion than thicker 
walled arteries) 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 body cavity. 
 

1) Malignant cells rupture the surface of the primary tumor and are released 
into the thoracic or peritoneal cavity. 

2) This spread is also called implantation or seeding metastasis. 
3) Some tumors form large quantity of fluid called ascites. 

 
c. The most common sites of distant spread are liver, lung, brain and bone 

 

Collaborative Stage Site-Specific Factors 
 
See CS Data Collection System Coding Instructions, Part I, Section 2, Version 02.05 for values 
and specific 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, Prostate, Brain/CNS Other/Intracranial Gland, 
and Breast. 

 
ω Mycosis Fungoides ς Peripheral Blood Involvement 
ω Placenta ς Prognostic Scoring Index 

https://cancerstaging.org/cstage/schema/Pages/version0205.aspx
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ω Prostate ς PSA Value 
ω Brain/CNS Other/Intracranial Gland ς WHO (World Health Organization) Grade 

Classification 
ω Breast ς Estrogen Receptor (ER) Assay 

 
Site Specific Factor 2                                                                                               NAACCR Item #2890 
 
VCR Required for Breast 
 

ω Breast ς Progesterone Receptor (PR) Assay 
 
Site Specific Factor 5                                                                                               NAACCR Item #2920 
 
VCR Required for GIST Peritoneum 
 

ω GIST Peritoneum ς Mitotic Count 
 
Site Specific Factor 6                                                                                               NAACCR Item #2930 
 
VCR Required for GIST Esophagus, GIST Small Intestine, GIST Stomach 
 

ω GIST Esophagus ς Mitotic Count 
ω GIST Small Intestine ς Mitotic Count 
ω GIST Stomach ς Mitotic Count 

 
Site Specific Factor 8                                                                                               NAACCR Item #2862 
 
VCR Required for Prostate and Breast 
 

ω Prostate ς DƭŜŀǎƻƴΩǎ tǊƛƳŀǊȅ tŀǘǘŜǊƴ ϧ {ŜŎƻƴŘŀǊȅ tŀǘǘŜǊƴ ±ŀƭǳŜǎ ƻƴ bŜŜŘƭŜ /ƻǊŜ 
ω Biopsy/Transurethral Resection of Prostate 
ω Breast ς HER2: Immunohistochemistry (IHC) Lab Value 

 
Site Specific Factor 9                                                                                               NAACCR Item #2863 
 
VCR Required for Breast 
 

ω Breast ς HER2: Immunohistochemistry (IHC) Test Interpretation 
 
Site Specific Factor 10                                                                                             NAACCR Item #2864 
 
VCR Required for GIST Peritoneum and Prostate 
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ω GIST Peritoneum ς Location of Primary Tumor 
ω Prostate ς DƭŜŀǎƻƴΩǎ {ŎƻǊŜ ƻƴ tǊƻǎǘŀǘŜŎǘƻƳȅκ!ǳǘƻǇǎȅ 

 
Site Specific Factor 11                                                                                             NAACCR Item #2865 
 
VCR Required for Breast 

ω Breast ς HER2: Fluorescence In Situ Hybridization (FISH) Test Interpretation 
 

Site Specific Factor 13                                                                                             NAACCR Item #2867 
 
VCR Required for Testis and Breast 
 

ω Testis ς Post Orchiectomy Alpha Fetoprotein (AFP) Range 
ω Breast ς HER2: Chromogenic In Situ Hybridization (CISH) Test Interpretation 

 
Site Specific Factor 14                                                                                             NAACCR Item #2868 
 
VCR Required for Breast 
 
ω Breast ς HER2: Result of Other or Unknown Test 

 
Site Specific Factor 15                                                                                             NAACCR Item #2869 
 
VCR Required for Testis and Breast 
 
ω Testis ς Post Orchiectomy Human Chorionic Gonadotropin (hCG) Range  
ω Breast ς HER2: Summary Result of Testing 

 
Site Specific Factor 16                                                                                             NAACCR Item #2870 
 
VCR Required for Testis and Breast 
 
ω Testis ς Post Orchiectomy Lactate Dehydrogenase (LDH) Range 
ω Breast ς Combination of ER, PR, and HER2 Results 
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Site Specific Factor 25                                                                                             NAACCR Item #2879 
 
VCR Required for Bile Ducts Distal, Bile Ducts Perihilar, Cystic Duct, Esophagus GE Junction, 
Lacrimal Gland, Lacrimal Sac, Melanoma Ciliary Body, MelanomaIris, Nasopharynx, 
Pharyngeal Tonsil, Stomach 
 
ω Bile Ducts Distal ς Schema Discriminator: Bile Ducts Distal/Bile Ducts Perihilar/Cystic 

Duct 
ω Bile Ducts Perihilar ς Schema Discriminator: Bile Ducts Distal/Bile Ducts Perihilar/Cystic 

Duct 
ω Cystic Duct - Schema Discriminator: Bile Ducts Distal/Bile Ducts Perihilar/Cystic Duct 
ω Esophagus GEJ unction ς Schema Discriminator: Esophagus GE Junction (EGJ)/Stomach 
ω Lacrimal Gland ς Schema Discriminator: Lacrimal Gland/Lacrimal Sac 
ω Lacrimal Sac ς Schema Discriminator: Lacrimal Gland/Lacrimal Sac 
ω Melanoma Ciliary Body ς Schema Discriminator: Melanoma Ciliary Body/MelanomaIris 
ω MelanomaIris ς Schema Discriminator: Melanoma Ciliary Body/MelanomaIris 
ω Nasopharynx ς Schema Discriminator: Nasopharynx/Pharyngeal Tonsil 
ω Pharyngeal Tonsil ς Schema Discriminator: Nasopharynx/Pharyngeal Tonsil 
ω Stomach ς Schema Discriminator: Esophagus GE Junction (EGJ)/Stomach 

 

First Course of Treatment 
 
Guidelines for Recording First Course of Treatment 
 
First course of treatment includes all methods of cancer-directed therapy recorded in the 
treatment plan and administered to the patient before disease progression or recurrence. 
Never code treatment unless you know it has been administered at your facility or any other 
facility; record as none, 00 or 0. 
 
No therapy is a treatment option (the patient refused therapy; the family/guardian refused 
therapy, the patient expired before therapy started, the physician recommended no therapy, 
or the patient is on active surveillance/watchful waiting). Therefore, first course of treatment 
may be no treatment. Use the date the decision was made not to treat as Date of 1st Course 
Rx. 
 
All modalities of treatment are included regardless of sequence or degree of completion of 
any component method. 
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Treatment Plan 
 
A treatment plan describes the cancer-directed treatment intended to modify, control, 
remove or destroy proliferating cancer cells. The documentation confirming a treatment plan 
may be fragmented. It is frequently found in several different sources, e.g., medical or clinic 
records, consultation reports, and outpatient records. All cancer-directed therapies specified 
in the physician(s) treatment plan are a part of the first course of treatment. When a 
treatment plan is not available or unclear, consult a physician. 
 
A discharge plan may contain part or all the treatment plan. 
 
A treatment plan may specify one or more modalities of therapy (surgery, radiation, 
chemotherapy, hormone therapy, immunotherapy, or other therŀǇȅύΦ ! ǘǊŜŀǘƳŜƴǘ άǊŜƎƛƳŜƴέ 
may include combinations of concurrent or adjuvant therapies. 
 
Example: A patient had a transurethral resection diagnostic of bladder cancer. Resection 
was followed by Cobalt-60 radiation, ileal loop diversion, and a complete cystectomy with 
node dissection. Code as follows: 
 
Data Items and Treatment Codes 

 
 
Guidelines for Determining First Course of Treatment 
 
First course of treatment includes all cancer-directed therapy planned and administered by the 
physician(s) during or after the first diagnosis of cancer. Planned treatment may include 
multiple modes of therapy and may encompass intervals of a year or more. 
 
Time Period Rules for First Course of Treatment for Malignancies except Leukemias (in order 
of precedence). 
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1. If there is a documented, planned first course of treatment, first course ends at the 

completion of this treatment plan, regardless of the duration of the treatment plan. 
 

2. LŦ ǘƘŜ ǇŀǘƛŜƴǘ ƛǎ ǘǊŜŀǘŜŘ ŀŎŎƻǊŘƛƴƎ ǘƻ ŀ ŦŀŎƛƭƛǘȅΩǎ ǎǘŀƴŘŀǊŘǎ ƻŦ ǇǊŀŎǘƛŎŜ όŜǎǘŀōƭƛǎƘŜŘ 
protocol),first course ends at the completion of the treatment. 
 

3. If there is no documented treatment plan, established protocol, or management 
guidelines, and consultation with a physician is not possible, use the ǇǊƛƴŎƛǇƭŜΥ άƛƴƛǘƛŀƭ 
treatment must ōŜƎƛƴ ǿƛǘƘƛƴ ŦƻǳǊ ƳƻƴǘƘǎ ƻŦ ǘƘŜ ŘŀǘŜ ƻŦ ƛƴƛǘƛŀƭ ŘƛŀƎƴƻǎƛǎΦέ  

4. If the patient refuses all treatment modalities, then changes his/her mind and the 
treatment is initiated, consult a physician to determine if this is part of first course of 
treatment. 

 
Special Rules for Leukemias 
 
The first course of definitive treatment is related to the first remission as follows: 

 
1. If a remission, complete or partial, is achieved during the first course of therapy for the 

leukemic process, include: 
 

2. All definitive therapy considered as remission-inducing for the first remission. 
 

3. All definitive therapy considered as remission-maintaining for the first remission 
(maintenance chemotherapy or irradiation to the central nervous system). 
 

4. Disregard all treatment administered to the patient after the relapse of the first 
remission. 
 

5. If no remission is attained during the first course of therapy, record all treatment 
attempted to induce the remission. Disregard all treatment administered to the patient 
as a subsequent attempt to induce remission. 

 
Watchful Waiting 
 
If a treatment plan is given for symptoms/disease progression after period of watchful waiting, 
this treatment is not considered part of first course. For example, if physician and patient 
choose a wait and watch approach to prostate cancer and the patient becomes symptomatic, 
consider the symptoms to be an indication the disease has progressed, and any further 
treatment is not part of first course. 
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 Treatment Failure 
 
Treatment failure or disease progression may prompt the physician to stop therapy before the 
full course has been completed. Any therapy administered after the discontinuation of first 
course must be considered as secondary or subsequent treatment. 
 
Treatment for Recurrence or Progression 
 
Treatment for recurrence or progression of disease includes all cancer-directed 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 administered after the first course ends is 
not recorded as first course of treatment. 
 
Non Cancer-Directed Treatment 
 
Non cancer-ŘƛǊŜŎǘŜŘ ǘǊŜŀǘƳŜƴǘǎ ǇǊƻƭƻƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜΣ ŀƭƭŜǾƛŀǘŜ ǇŀƛƴΣ ƳŀƪŜ ǘƘŜ ǇŀǘƛŜƴǘ 
comfortable, or prepare the patient for cancer-directed therapy. They are not meant to 
destroy or control the tumor or delay the spread of disease. Non-cancer-directed procedures 
include diagnostic tests and supportive care (treatments designed to relieve symptoms and 
minimize the effects of the cancer). Surgical procedures performed to diagnose/stage disease 
(exploratory) or for relief of symptoms (palliative) are non-cancer directed surgery. Non-
cancer directed therapies should not be coded as treatment. 
 
Examples of non-cancer directed therapies include: 
 

1. Diagnostic procedures: 
 

a. Incisional biopsies 
b. Exploratory procedures/surgery with or without biopsies, such as celiotomy, 

laparotomy, cystotomy, nephrotomy, gastrotomy, thoracotomy 
c. Brushings, washings, aspiration of cells, and hematologic findings (peripheral blood 

smears) 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: 

 

a. Pain medication 

b. Oxygen 

c. Antibiotics administered for an associated infection 

d. Intravenous therapy to maintain fluid or nutritional balance 

e. Laser therapy directed at relieving symptoms 

Exception: Treatment for hematopoietic diseases can be supportive care, 

observation, or any treatment that does not meet the usual definition in which 

treatment "modifies, controls, removes, or destroys proliferating cancer tissue". See 

VCR Manual, Part Three, RX Summ-Other). 

Cancer-Directed Treatment 

Cancer-directed 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 cancer-directed 
therapy administered to the patient. For complete treatment information, record therapies 
given in other institutions and failed treatments (the patient did not respond). 
 

Example 1: A 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 item Rad--Reg RX Modality is coded 22, beam radiation, NOS. 
 
Example 2: A patient with breast cancer enters the reporting institution for a 
ƭǳƳǇŜŎǘƻƳȅΦ ¢ƘŜ ǇƘȅǎƛŎƛŀƴΩǎ ǘǊŜŀǘƳŜƴǘ Ǉƭŀƴ ǎǇŜŎƛŦƛŜǎ ǊŀŘƛŀǘƛƻƴ ǘƘŜǊŀǇȅ ǘƻ ǘƘŜ ōǊŜŀǎǘ 
following surgery. It is unknown if the patient had radiation. Code the data item RX 
Summ - Surg Prim Site to a partial or less than total mastectomy (22). Record the data 
item Rad--Regional RX Modality as (00), none. If additional follow-up information 
reveals the patient did receive radiation, change to the appropriate radiation code. 

 
Date of First Course of Treatment                                                                      NAACCR Item #1270 
 
Records the date on which treatment (surgery, radiation, systemic, or other therapy) of the 
patient began at any facility. It is important to be able to measure the delay between diagnosis 
and the onset of treatment. A secondary use for this date is as a starting point for survival 
statistics (rather than using the diagnosis date). This 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 
ǇŀǘƛŜƴǘΣ ƻǊ ŀ ǇŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅ ƻǊ ƎǳŀǊŘƛŀƴ ŘŜŎƭƛƴŜǎ ǘǊŜŀǘƳŜƴǘ ƛǎ ƛƳǇƻǊǘŀƴǘΦ 
 
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 form, with 99 representing unknown 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 date flag is used to explain the 
missing date. Flags are not used for software-generated dates. 
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Part Three: 
Data Item Instructions, General Information, Coding Dates 
 
Recording Date 1st Course of Treatment 
 

1. Record the earliest of the following dates: Date of First Surgical Procedure, Date 
Radiation Started, Date Systemic Therapy Started, or Date Other Treatment Started. 
 

2. If active surveillance or watchful waiting is selected as the first course of treatment (RX 
SummςTreatment Status = 2) record the date this decision is made. 
 

3. In cases of no treatment (RX SummςTreatment Status = 0), in which a physician decides 
ƴƻǘ ǘƻ ǘǊŜŀǘ ŀ ǇŀǘƛŜƴǘ ƻǊ ŀ ǇŀǘƛŜƴǘΩǎ family, or guardian declines all treatment, the date 
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 to 
that. 
 

5. Unknown Month, Day, and/or Year - If only part of the date is known record what is 
known and leave blank what is unknown. Approximation is acceptable; refer to VCR 
Manual, Part Three: Data Item Instructions, General Information, Dates for instructions 
regarding approximating dates and unknown dates. Fictitious dates or default dates are 
not acceptable. 

 
Date 1st Course Rx Flag                                                                                    NAACCR Item #1271 
 
This flag explains why there is no appropriate value in the corresponding date field, Date 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 non-date information that had previously been transmitted in date fields. 
 
Codes and Descriptions 

 
 
Recording Date 1st Course Rx Flag 
 

1. Leave this item blank if Date of 1st Course of Treatment has a full or partial date 
recorded. 
 

2. Code 12 if Date of 1st Course of Treatment cannot be determined, but the patient did 
receive first course treatment. 
 

3. Code 12 if a decision not to treat was made, but the date is totally unknown. 
 

4. Code 10 if it is unknown whether any treatment was administered. 
 

5. Code 11 if no proper value is applicable in this context (e.g., autopsy only case) Code 
Description 10 

 
 
RX Summ ς Treatment Status                                                                          NAACCR Item #1285 
 
This item documents active surveillance (watchful waiting) and eliminates searching each 
treatment modality to determine whether treatment was given. It is used in conjunction with 
Date of First Course of Treatment to document 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 

 
 
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 is refused, or the physician decides not to treat for any 
reason such as the presence of comorbidities 

 
Example 1: Patient is expected to have radiation, but it has not occurred yet: code as 0 
 
Example 2: Treatment plan for a lymphoma patient is active surveillance: code as 2 
 
Example 3: Patient and physician opt for watchful waiting for the patientΩǎ ǇǊƻǎǘŀǘŜ ŎŀƴŎŜǊΥ   
                    code as 2 
 
Date of First Surgical Procedure                                                                           NAACCR Item #1200 
 
Record the earliest date on which the patient had cancer-directed surgery for this primary or 
metastatic site. This includes RX Summ-Surg Prim Site, RX Summ-Scope Reg LN Surg, and RX 
Summ-Surg Oth Reg/Dis. This item is used to measure the lag time between diagnosis and the 
Ƴƻǎǘ ŘŜŦƛƴƛǘƛǾŜ ǎǳǊƎŜǊȅ ƻŦ ǘƘŜ ǇǊƛƳŀǊȅ ǎƛǘŜΦ CƻǊƳŜǊƭȅ ŎŀƭƭŜŘ ά5ŀǘŜ ƻŦ /ŀƴŎŜǊ-5ƛǊŜŎǘŜŘ {ǳǊƎŜǊȅΦέ 
 
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 form, with 99 representing unknown day or month portions, and 99999999 
representing a completely unknown date. 
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Interoperable dates are displayed in CCYYMMDD form, with the unknown portions of the date 
filled with blank spaces. If a date is entirely blank, an associated date flag is used to explain the 
missing date. Flags are not used for software-generated dates. 
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Section 
Three: Data Item Instructions, General Information, Coding Dates Recording RX Date-Surgery 
 

1. Record the date of cancer-directed 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 single-digit months and days. See VCR 
Manual Part Three, General Instructions for 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, 2003; final pathology    
               diagnosis is metastatic lung carcinoma. Patient refuses further work-up. 
 

ω RX Summ - Surg Prim Site code = 00 
ω RX Date - Surgery = 01152003 
ω RX Summ - Surg Oth Reg/Dis = 4 

 
3. Collecting the dates for each treatment modality allows sequencing of multiple 

treatments and aids evaluation of time intervals (from diagnosis to treatment and from 
treatment to recurrence). The date in this data item may be the same as that in Date of 
Most Definitive Surgical 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 cancer-directed surgery is not available, record an approximate 
date. Refer to VCR Manual Section Three, General Information. 

 
Special Instructions 
 
If you can record multiple surgery dates, make sure the data item transmitted to the VCR as RX 
Date-Surgery reflects the earliest date of cancer-directed surgery. 
 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery. 
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RX Date ς Surgery Flag                                                                                            NAACCR Item #1201 
 
This flag explains why there is no appropriate value in the corresponding date field, RX Summ-
Surg Prim Site. 
 
As part of an initiative to standardize date fields, date flag fields were introduced to 
accommodate non-date information that had previously been transmitted in date fields. 
 
Codes and Descriptions 

 
 
Recording Date 1st Course Rx Flag 
 

1. Leave this item blank if RX Summ-Surg Prim Site has a full or partial date recorded. 
 

2. Code 12 if RX Summ-Surg Prim Site cannot be determined, but the patient did receive 
first course surgery. 
 

3. Code 10 if it is unknown whether any surgery was performed. 
 

4. Code 11 if no surgical procedure was performed. 
 
RX Summ ς Surgical Procedure of Primary Site                                               NAACCR Item #3170 
 
Record the most invasive, definitive cancer-directed procedure performed to the primary site 
as part of the first course of treatment. Cancer-directed surgery modifies, controls, removes, 
or destroys proliferating cancer tissue. This item can be used to sequence multiple treatment 
modalities and to evaluate the time intervals between treatment. 
 
Recording Surgery to Primary Site 
 

1. An excisional biopsy is cancer-directed surgery. 
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Example: The surgeon states the procedure is an excisional biopsy, but the pathology 
report shows microscopic involvement of the margins. Record the code for an excisional 
biopsy as Rx Summ - Surg Prim Site. 
 
*Note: Biopsies that remove all gross tumor or leave only microscopic margins should 
be coded to surgery of the primary site. 

 
2. If no cancer-directed surgery was performed, code to 00. 

 
3. If it is unknown if cancer-directed surgery was performed, code to 99. 

 
4. Use the best information in the operative/pathology reports to determine the operative 

procedure. Do not depend on the name of the procedure since it may be incomplete. If 
the operative report is unclear as to what was excised or if there is a discrepancy 
between the operative and pathology reports, use the pathology report, unless there is 
reason to doubt its accuracy. 
 

5. Site-Specific Surgery Codes- Refer to VCR Manual Appendix I for surgical codes. 
 

a. For codes 00 through 79, the descriptions of the surgical procedures are hierarchical. 
Last- listed responses take precedence over earlier-listed responses. (regardless of 
code or numeric value). Code 98 takes precedence over all other codes values. 

 
i. Codes 10 through 18 are site-specific descriptions of tumor-destruction 

procedures that do not produce a pathologic specimen. 
ii. Codes 20 through 80 are site-specific descriptions of resection procedures. 

 
b. Numeric Code Sequence ς To the extent possible, codes and their definitions are the 

same as those assigned in Fords Manual 2004. As a result of added and modified 
codes however, the numeric code sequence may deviate from the order in which 
descriptions of the surgical procedures are listed. 
 
Example: A 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 26-27 WITH 
21 Photodynamic therapy (PDT) 
22 Electrocautery 
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23 Cryosurgery 
24 Laser ablation 

 
c. Special Code 98 applies to specific tumors that cannot be clearly defined in terms of 

primary or nonprimary site. Surgical Procedure of Primary Site should be coded 98 
for Unknown and Ill-defined Primary Sites and Hematopoietic/ Reticuloendothelial/ 
Immunoproliferative/Myeloproliferative Disease (See VCR Manual, Part Three, 
General Information for a list of these sites and conditions). The item RX Summ--Surg 
Oth Reg/Dis Site is used to indicate whether surgery was performed for these 
tumors. 

 
6. Total Resection ς If a surgical procedure removes the remaining portion of an organ 

which had 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 1: Resection of a stomach which had been partially excised previously is coded 
as total removal of stomach. 
 
Example 2: Removal of a cervical stump is coded as total removal of uterus. 
 
Example 3: Lobectomy of a lung with a previous wedge resection is coded as total 
removal of lobe. 

 
7. Biopsies that remove all the tumor and/or leave only microscopic margins are to be 

coded in this item. 
 

8. Extranodal Lymphomas ς Surgery for extranodal lymphomas should be recorded using 
the scheme for the extranodal site. 
 

Example: Use the scheme for the stomach to record a gastrectomy for a primary 
lymphoma of the stomach. 

 
9. Surgery for Multiple Primaries ς If multiple primaries are treated by a single surgical 

event, code the appropriate surgical items for each primary. 
 
Example 1: If a total abdominal hysterectomy was done for a patient with two primaries, 
one of the cervix and one of the endometrium, code each as having had a total 
abdominal hysterectomy. 
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Example 2: If a total colectomy was done for a patient with multiple primaries in several 
segments of the colon, code total colectomy for each of the primary segments. 

 
10. Regional tissue or organs ς Surgery 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 the VCR Manual, Appendix I. 

Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery. 
 
RX Summ ς Scope of Regional Lymph Node Surgery                                     NAACCR Item #1292 
 
Record the removal, biopsy, or aspiration of regional lymph node(s) at the time of surgery of 
the primary site or during a separate surgical event. This data item can be used to compare 
and evaluate 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 (SLNBx) or a more extensive dissection 
of regional lymph nodes, or a combination of both sentinel lymph node biopsy and regional 
lymph node dissection (LND). The pathology report may be used to complement the 
information appearing in the operative report, but the operative report takes precedence 
when attempting to distinguish between SLNBx and LND or a combination of the two 
procedures. 
Codes and Definitions
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Recording Scope of Regional Lymph Node Surgery 

1. Refer to VCR Manual Appendix I for site-specific regional lymph node listings. All other 

nodes not listed are considered distant sites and must be coded in the data item RX 

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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3. There is no minimum number of nodes that must be removed; code to the farthest 

regional lymph nodes removed regardless of involvement with disease (e.g., the biopsy 

of contralateral lung lymph nodes). 

 

4. Codes 0 ς 7 are hierarchical; code the procedure that is numerically higher 

a. Example 1: There was an attempt at sentinel lymph node dissection but no lymph 
nodes were found in the pathological specimen: Code 2 
 

b. Example 2: Aspiration of a regional node for a pharynx primary to confirm histology 
of widespread metastasis: Code 1 

 

c. Example 3: Patient has a melanoma of the back; a sentinel lymph node dissection 
was done with the removal of one lymph node with the node confirmed to be 
negative: Code 2 

 

d. Example 4: Sentinel lymph node biopsy (SLNBx) of right axilla followed by right 
axillary lymph node dissection (ALND) during the same surgical procedure: Code 6 

 

e. Example 5: SLNBx of left axilla followed by a second procedure 5 days later by a left 
ALND: Code 7 

 

5. 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 of all preceding procedures. Do not rely on software to determine the cumulative 
code. 
 
Example: A sentinel lymph node biopsy followed by a regional lymph node dissection at 
a later time is coded as 7. 

 
6. For primaries of the meninges, brain, spinal cord, cranial nerves and other parts of the 

central nervous system (C70.0- C70.9, C71.0-C71.9, C72.0-C72.9), code to 9. 
7. For lymphomas with a lymph node primary site, code 9. For extranodal lymphomas, 

refer to the site-specific codes for the primary site. 
 

8. Unknown or ill-defined primary site or for hematopoietic, reticuloendothelial, 
immunoproliferative, or myeloproliferative disease, code to 9. See VCR Manual, Part 
Three, General Information for 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 
surgery was performed, record 0. 

 

Example 1: Aspiration of regional lymph node of a pharynx primary to confirm histology 
of widely metastatic disease is coded to 1. 
 
Example 2: A patient with a breast primary has a sentinel lymph node biopsy of the right 
axilla, followed by right axillary lymph node dissection during the same surgical event, 
code to 6. 
 

10.  Do not code distant lymph nodes removed during surgery to the primary site for this 
data item. Distant nodes are coded in the data field Surgical Procedure/Other Site 
 

11. Refer to the current AJCC Cancer Staging Manual for site-specific identification of 
regional lymph nodes. 
 

12. LŦ ǘƘŜ ǇǊƻŎŜŘǳǊŜ ŎƻŘŜŘ ƛƴ ǘƘƛǎ ƛǘŜƳ ǿŀǎ ǇǊƻǾƛŘŜŘ ǘƻ ǇǊƻƭƻƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜ ōȅ 
controlling symptoms, to alleviate pain, or to make the patient more comfortable, then 
also record this surgery in the item Palliative Care 

 
Special Instructions 
 
If you can record multiple surgical procedures in your registry software, make sure the data 
item transmitted to the VCR as RX Summ - Scope Reg LN Surg reflects most extensive code. 
 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery. 
 
RX Summ ς Surgical Procedure/Other Site                                                        NAACCR Item #1294 
 
Record the surgical removal of distant lymph nodes or 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 

 
 
Recording Surgery to Other Sites 
 

1. If other tissue or organs are removed during primary site surgery that are not 
specifically defined by the site-specific Surgical Procedure of the Primary Site code, 
assign the highest numbered code that describes the surgical resection of other tissue 
or organs beyond the primary site surgical code. 
 

2. Assign the highest numbered code that describes the surgical resection of other tissue 
or organs beyond the primary site surgical code. 
 

3. Assign the highest numbered code that describes the surgical resection of distant lymph 
node(s). 
 

4. LƴŎƛŘŜƴǘŀƭ ǊŜƳƻǾŀƭ ƻŦ ǘƛǎǎǳŜ ƻǊ ƻǊƎŀƴǎ ƛǎ ƴƻǘ ŀ ά{ǳǊƎƛŎŀƭ tǊƻŎŜŘǳǊŜκhǘƘŜǊ {ƛǘŜΦέ 
 

5. Surgical Procedure/Other Site is collected for each surgical event even if surgery of the 
primary site was not performed. 
 

6. Code 1 if any surgery is performed to treat tumors of unknown or ill-defined primary 
sites (C76.0ς76.8, C80.9) or for hematopoietic, reticuloendothelial, 
immunoproliferative, or myeloproliferative disease (C42.0, C42.1, C42.3, C42.4 or M- 
9727, 9733, 9741-9742, 9764-9809, 9832, 9840-9931, 9945-9946, 9950-9967, and 9975-
9992). 
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7. IŦ ǘƘŜ ǇǊƻŎŜŘǳǊŜ ŎƻŘŜŘ ƛƴ ǘƘƛǎ ƛǘŜƳ ǿŀǎ ǇǊƻǾƛŘŜŘ ǘƻ ǇǊƻƭƻƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜ ōȅ 
controlling symptoms, to alleviate pain, or to make the patient more comfortable, then 
also record this surgery in the item Palliative Care. 

 
Special Instructions 
 
If you can record multiple surgical procedures in your registry software, make sure the data 
item transmitted to the VCR as RX Summ - Surg Oth Reg/Dis reflects the most extensive 
(numerically highest) code. 
 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery. 
 
Reason for No surgery of Primary Site                                                         NAACCR Item #1340 
 
Record the reason for no Surgery of Primary Site. Codes 1-9 are valid only when RX Summ ς 
Surg Prim Site is coded 00. This data item provides information related to the quality of care 
and describes why primary site surgery was not performed. 
 
Codes and Definitions 
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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 
treatment ǘƘŀǘ ŘƛŘ ƴƻǘ ƛƴŎƭǳŘŜ ǎǳǊƎŜǊȅ ƻŦ ǘƘŜ ǇǊƛƳŀǊȅ ǎƛǘŜΣ ƻǊ ƛŦ ǘƘŜ ƻǇǘƛƻƴ ƻŦ άƴƻ 
ǘǊŜŀǘƳŜƴǘέ ǿŀǎ accepted by the patient. 
 

2. If Surgical Procedure of Primary Site is coded 98, code Reason for No Surgery to 1. 
 

3. If the patient refused recommended surgical treatment, made a blanket refusal of all 
recommended treatment, or refused all treatment before any was recommended, 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 1: A patient with a primary tumor of the liver is not recommended for surgery 
due to advanced cirrhosis, code to 2.  
 
Example 2: A patient is referred to another facility for recommended surgical resection 
of a gastric carcinoma, but further information from the facility to which the patient 
was referred is not available, code to 8. 

 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery. 
 
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 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 form, with 99 representing unknown 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, 
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an associated date flag is used to explain the missing date. Flags are not used for software-
generated dates.  
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Part Three: 
Data Item Instructions, General Information, Coding Dates Recording RX Date- Radiation 
 

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 last two spaces. 
A zero must precede single-digit months and days. See VCR Manual Part Three, General 
Instructions for allowable values. 
 
Example: Record February 12, 2022, as 20220212. 
 

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). 
 
Example: A patient enters your facility for interstitial radiation boost for prostate cancer 
that is performed on August 6, 2015. Just prior to this, the patient had external beam 
therapy to the lower pelvis that was stated on June 2, 2015, at another facility. 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 fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Radiation (Beam) or RX Text - Radiation Other. 
 
RX Date ς Radiation Flag                                                                                   NAACCR Item #1211 
 
This flag explains why there is no appropriate value in the corresponding date field, RX Date - 
Radiation. As part of an initiative to standardize date fields, date flag fields were introduced to 
accommodate non-date information that had previously been transmitted in date fields. 
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Codes and Definitions 

 
 
 
Recording RX Date ς Radiation Flag 
 
1. Leave this item blank if RX Date - Radiation has a full or partial date recorded. 

 
2. Code 12 if RX Date - Radiation cannot be determined, but the patient did receive first 

course radiation. 
 

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 is planned but has not yet started and the start date is not yet 
available. Follow this patient for radiation treatment and update this item, Date Radiation 
Started, and all other radiation items. 

 
Regional Treatment Modality                                                                               NAACCR Item #1570 
 
Record the dominant modality of radiation therapy used to deliver the most clinically 
significant regional dose to the primary volume of interest during the first course of treatment. 
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Codes and Definitions 
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Recording Radiation Regional Treatment Modality 
 

1. wŀŘƛŀǘƛƻƴ ǘǊŜŀǘƳŜƴǘ ƳƻŘŀƭƛǘȅ ǿƛƭƭ ǘȅǇƛŎŀƭƭȅ ōŜ ŦƻǳƴŘ ƛƴ ǘƘŜ ǊŀŘƛŀǘƛƻƴ ƻƴŎƻƭƻƎƛǎǘΩǎ 
summary letter for the first course of treatment. Segregation of treatment components 
into regional and boost and determination of the respective treatment modality may 
require assistance from the radiation oncologist to ensure consistent coding. 
 

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 
as regional, to enhance the effect of the regional treatment. 
 

Note* The VCR only requires Regional Radiation to be reported for cases diagnosed January 1, 
2018, and after. 
  

3. If only one radiation treatment modality is delivered to a patient and it is not specified 
as either regional or boost treatment, assume it is regional treatment and code 
accordingly. 
 

4. In the event multiple radiation therapy modalities were employed in the treatment of 
the patient, record only the dominant modality. 
 

5. In some circumstances, the boost treatment may precede the regional treatment. 
 

Example 1: A patient treated with breast conserving surgery has an interstitial boost at 
the time of the excisional biopsy. The implant uses Ir-192 and is left in place for three 
days. This is followed by 6 MV photon treatment of the entire breast. The boost was 
given before the regional treatment; code to 24. 
 

6. For purposes of this data item, photons and x-rays are equivalent. 
 
Example 1: Patient receives 15 MV external pelvic treatment to 4,500 cGy for cervical 
carcinoma, and then receives two Fletcher intracavitary implants is coded to 25. 
 
Example 2: A patient with carcinoma of the parotid receives daily treatments of which 
60% are delivered by 15 MV photons and 40% of the 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 long-wave ultraviolet radiation) Other Treatment (NAACCR 
Item #1420, Code 1) 
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10. A patient who is treated with I-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 intracavitary implants: code to the external beam (Code 25) 
 

12. A patient with prostate carcinoma receives pelvic irradiation at the reporting facility, 
then is referred to another facility for experimental proton therapy boost; code to 
External Beam, NOS (Code 20) 

 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Radiation (Beam) or RX Text - Radiation 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 to evaluate the timing of delivery of treatment more precisely to 
the patient. 
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Codes and Definitions 

 
 
Recording Radiation/Surgery Sequence 

1. Surgical procedures include: 

 

a. RX Summ-Surg Prim Site (surgery of the primary site) 

b. RX Summ-Scope LN Surg (scope of regional lymph node surgery) 

c. RX Summ-Surg Oth Reg/Dis (surgery to other regional site, distant site, or distant 

lymph node) 

2. If all surgery procedures listed above are coded to 0, then this item should be coded to 

0. 

Text 

Text to support this data item must be recorded in specific text fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery, RX Text - Radiation (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 methods of therapy 
were not used, and whether the failure to provide a given type of therapy was due to the 
ǇƘȅǎƛŎƛŀƴΩǎ failure to recommended that treatment or due to the refusal of the patient, a 
family member or ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƎǳŀǊŘƛŀƴΦ 
 
Codes and Definitions 
Code Definition 

 
 
Recording Reason for No Radiation 
 

1. If Regional Treatment Modality (NAACCR Item #1570) is coded 00, then record the 
reason based on documentation in patient record. 
 

2. Code 1 if the treatment plan offered multiple alternative treatment options and the 
patient selected treatment that did not include radiation therapy. 
 

3. Code 7 if the patient refused radiation therapy, made a blanket refusal of all 
recommended treatment, 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 follow-up 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 fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Surgery, RX Text - Radiation (Beam) and RX Text - 
Radiation Other. 
 
Date Chemotherapy Started                                                                                NAACCR Item #1220 
 
Record the date chemotherapy 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 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 form, with 99 representing unknown 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 date flag is used to explain the missing date. Flags are not used for software-
generated dates. 
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Part Three: 
Data Item Instructions, General Information, Coding Dates Recording 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 last two spaces. 
A zero must precede single-digit months and days. See VCR Manual Part Three, General 
Instructions for allowable values. 
 
Example: Record February 12, 2022, as 20220212. 
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a. Record the first or earliest date on which chemotherapy was administered. 
This date corresponds to administration of the agents coded in Chemotherapy 
(NAACCR Item #1390) 

 
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). 
 
Example: A patient enters your facility for radiation therapy for breast cancer that is 
performed on August 6, 2022. Just prior to this, the patient had two courses of Taxotere 
that was stated on June 2, 2022, at another facility. Record the date as 20220603. 
 

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 fields. See VCR Manual Part 
Three, Data Item Instructions, Chemo Text 
 
RX Date ς Chemo Flag                                                                                             NAACCR Item #1221 
 
This flag explains why there is no appropriate value in the corresponding date field, RX Date - 
Chemo.As part of an initiative to standardize date fields, date flag fields were introduced 
toaccommodate non-date information that had previously been transmitted in date fields. 
 
Codes and Definitions 
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Coding Instructions 
 

1. Leave this item blank if RX Date - Chemo has a full or partial date recorded. 
 
2. Code 12 if RX Date - Chemo cannot be determined, but the patient did receive first 

course chemotherapy. 
 

3. Code 10 if it is unknown whether any chemotherapy was given. 
 

4. Code 11 if no chemotherapy is planned or given. 
 

5. Code 15 if chemotherapy is planned but has not yet started and the start date is not yet 
available. Follow this patient for chemotherapy treatment and update this item, Date 
Chemo Started, and 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 group of anti-
cancer drugs that inhibit the reproduction of cancer cells by interfering with DNA synthesis 
and mitosis. 
 
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 
reason if chemotherapy is not administered. 
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Codes and Definitions 

 
 
Recording Chemotherapy 
 

1. If chemotherapy was not administered to the patient, and it is known it is not usually 
administered for this stage of cancer or type of condition, code to 00. 
 

2. If the treatment plan offered multiple options and the patient selected treatment that 
did not include chemotherapy or if the patient selected no treatment, code to 00. 
 

3. If it is known chemotherapy 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 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 it is not known whether chemotherapy 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. Code 88 if it is known that a physician recommended the patient receive chemotherapy 
but no further documentation is yet available to confirm its administration. 
 

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 regimen, and the 
replacement agent belongs to a different group (See VCR Manual, Part Three, 
Chemotherapy Group Classifications) than the original agent, the new regimen 
represents the start of subsequent therapy, and only 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. Velban is one of the drugs in the chemotherapy 
regimen. After two cycles of chemotherapy, the physician says the Velban will be 
replaced with Oncovin, and the chemotherapy will continue as planned. This is a 
continuation of the planned first course of therapy since they are in the same group. 

 
10. LŦ ŎƘŜƳƻǘƘŜǊŀǇȅ ƛǎ ƎƛǾŜƴ ǘƻ ǇǊƻƭƻƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜ ōȅ ŎƻƴǘǊƻƭƭƛƴƎ ǎȅƳǇǘƻƳǎΣ 

alleviating pain, or to make the patient more comfortable, then also record the 
chemotherapy administered in the item Palliative Care (NAACCR Item #3270) 
 

11. Use SEER RX to determine if a drug is a chemotherapy agent. SEER RX is an interactive 
antineoplastic drug database, and it can be downloaded from this website: 
http://seer.cancer.gov/seertools/seerrx 
 

12. The six drugs listed below were previously classified as chemotherapy are now classified 
as BRM/Immunotherapy. This 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. 

 

http://seer.cancer.gov/seertools/seerrx
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a. Alemtuzumab/Campath 
b. Bevacizumab/Avastin 
c. Rituximab 
d. Trastuzumab/Herceptin 
e. Pertuzumab/Perjeta 
f. Cetuxumab/Erbitux 

 
 *Note: According to the standard set by SEER RX Interleukin are considered chemotherapy   
drugs, not immunotherapy. 
 
Methods of Administration 
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Clarification of Terms 

 
Chemotherapy Group Classifications 
 
Group Subgroup Example 
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Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual 
Part Three, Data Item Instructions, RX Text - Chemo. 
 
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 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 form, with 99 representing unknown 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 date flag is used to explain the 
missing date. Flags are not used for software-generated dates.  
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Part Three: 
Data Item Instructions, General Information, Coding Dates 
 
Recording Date Hormone Therapy Started 
 

1. Record the date in year, month, day format (CCYYMMDD). Record the year in the first 
four spaces, the month in the fifth and sixth spaces, and the day in the last two spaces. 
A zero must precede single-digit months and days. See VCR Manual Part Three, General 
Instructions for allowable values. 
 
Example: Record February 12, 2022, as 20220212. 

 
a. Record the first or earliest date on which hormones were administered. This date 

corresponds to administration of the agents coded in Hormone (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 hormones started is unknown, leave blank. If any part of the date is unknown 
leave that part blank in the field. 
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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 fields. See VCR Manual Part 
Three, Data Item Instructions, Chemo Text 
 
Rx Date ς Hormone Flag                                                                                        NAACCR Item #1231 
 
This flag explains why there is no appropriate value in the corresponding date field, Date 
Hormone Started (NAACCR Item # 1230). 
 
Codes and Definitions 

 
 
Recording RX Date ς Hormone Flag 
 

1. Leave this item blank if RX Date ς Hormone has a full or partial date recorded. 
 

2. Code 12 if RX Date - Hormone cannot 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 is planned but has not yet started and the start date is not 
yet available. Follow this patient for hormone therapy treatment and update this item, 
Date Hormone Started, and all other hormone therapy items. 
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Hormone Therapy (Hormone/Steroid Therapy)                                               NAACCR Item #1400 
 
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 therapy was not administered, then 
this item records the reason it was not administered to the patient. Hormone therapy consists 
of a group of drugs that may affect the long-ǘŜǊƳ ŎƻƴǘǊƻƭ ƻŦ ŀ ŎŀƴŎŜǊΩǎ ƎǊowth. It is not usually 
used as a curative measure. 
 
Hormone therapy achieves its effect on cancer tissue through change of the hormone balance. 
Included are the administration of hormones, agents acting via hormonal mechanisms, 
antihormones, and steroids. 
 
Codes and Definitions 

 
 
Recording Hormone Therapy 
 

1. Hormones, agents acting via hormonal mechanisms, and antihormones (cancer-directed 
only) are to be coded for all sites (primary and metastatic). 
 

2. Prednisone 
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a. Record prednisone as hormonal therapy when administered in combination with 
chemotherapy, such as MOPP (mechlorethamine, vincristine, procarbazine, 
prednisone) or COPP (cyclophosphamide, vincristine, procarbazine, prednisone). 
 

b. Do not code prednisone as hormone therapy when it is administered for reasons 
other than cancer treatment. 
Example 1: A patient has advanced lung cancer with metastases to the brain. The 
physician orders Decadron to reduce the edema in the brain and relieve the 
neurological symptoms. Decadron is not coded as hormone therapy. 
 
Example 2: A patient with advanced disease is given prednisone to stimulate the 
appetite and improve nutritional status. Do not code the prednisone as hormone 
therapy. 

 
3. Tumor involvement or treatment may destroy hormone-producing tissue. Hormone 

replacement therapy will be given if the hormone is necessary to maintain normal 
metabolism and body function. Do not code hormone replacement therapy as part of 
first course therapy. 
 
Example: Patients with breast cancer may be treated with aminoglutethimide (Cytadren, 
Elipten), which suppresses the production of glucocorticoids and mineralocorticoids. 
These patients must take glucocorticoid (hydrocortisone) and may also need a 
mineralocorticoid (Florinef) as a replacement therapy. Code Rx Summ- Hormone 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 in the patient record whether it was 
recommended or administered, code to 99. 
 

10. Use SEER RX to determine if a drug is a hormonal agent. SEER RX is an 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 fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text - Hormone. 
 
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 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 form, with 99 representing unknown 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 date flag is used to explain the 
missing date. Flags are not used for software-generated dates. 
 
For more information regarding dates, please see Virginia Cancer Registry Manual, Part Three: 
Data Item 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 last two spaces. 
A zero must precede single-digit months and days. See VCR Manual Part Three, General 
Instructions for allowable values. 

http://seer.cancer.gov/seertools/seerrx/
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Example: Record February 12, 2024, as 20240212. 

 
a. Record the first or earliest date on which immunotherapy were administered. 

This date corresponds to administration of the agents coded in 
Immunotherapy (NAACCR Item #1240) 

 
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 fields. See VCR Manual Part 
Three, Data Item Instructions, BRM Text 
 
Rx Date ς BRM Flag                                                                                              NAACCR Item #1241 
 
This flag explains why there is no appropriate value in the corresponding date field, Date 
Immunotherapy Started (NAACCR Item # 1240). 
 
Codes and Definitions 

 
Recording RX Date Immunotherapy Flag 
 

1. Leave this item blank if RX Date ς Immunotherapy has a full or partial date recorded. 
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2. Code 12 if RX Date - Immunotherapy cannot 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 start date is not 
yet available. Follow this patient for immunotherapy treatment and update this item, 
Date Immunotherapy Started. 

 
Immunotherapy (BRM)                                                                                          NAACCR Item #1410 
 
Record the immunotherapy (biological response modifier, BRM) the patient received as a part 
of first course of treatment at the reporting institution and all other institutions. If 
immunotherapy was not administered, then this item records the reason it was not 
administered to the patient. Immunotherapy consists of biological or chemical agents that 
alter the immune system or change ǘƘŜ ƘƻǎǘΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ǘǳƳƻǊ ŎŜƭƭǎΦ 
 
Codes and Definitions 

 
 
Recording Immunotherapy 
 

1. If immunotherapy was not administered to the patient, and it is known that 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 it is 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. Use SEER RX to determine if a drug is an immunotherapy agent. SEER RX is an interactive 
antineoplastic drug database, and it can be downloaded from this website: 
http://seer.cancer.gov/tools/seerrx/ 
 

7. Immunotherapy includes:  
 
Allogeneic cells                             Herceptin (Trastuzumab)*                  Perjeta(Pertuzumab)* 
 
Avastin (bevacizumab)*            Interferon                                                Pyran copolymer 
 
BCG                                                LAK cells                                                   Rituximab* 
 
Campath (Alemtuzumab)*       Levamisole                                               Thymosin 
 
Erbitux (Cetuxumab)*               MVE - 2                                                     Vaccine therapy 
 
                                                                                                                          Virus therapy 
 
* changed for cases diagnosed 1/1/2013 and forward from chemotherapy 
Note: According to the standard set by SEER RX Interleukin is considered chemotherapy drugs, 
not immunotherapy. 
 
Text 
 
Text to support this data item must be recorded in specific text fields. See VCR Manual 
Part Three, Data Item Instructions, RX Text - BRM. 
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Hematologic Transplant and Endocrine Procedures                                        NAACCR Item #3250 
 
Record the systemic therapeutic procedures administered as part of the first course of 
treatment at this and all other facilities. If none of these procedures were administered, then 
this item records the reason they were not performed. These include bone marrow 
transplants, stem cell harvests, surgical and/or radiation endocrine therapy. 
 
Codes and Definitions 

 
 
Recording Hematologic Transplant and Endocrine Procedures 
 

1. Bone marrow transplants should be coded as either autologous (bone marrow originally 
taken from the patient) or allogeneic (bone marrow donated by a person other than the 
patient). For cases in which the bone marrow transplant was syngeneic (transplanted 
marrow from an identical twin), the item is coded as allogeneic. 
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2. 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. 
 

3. Endocrine irradiation and/or endocrine surgery 
 

a. Procedures that suppress the naturally occurring hormonal activity of the 
patient and thus alter or effect the long-ǘŜǊƳ ŎƻƴǘǊƻƭ ƻŦ ǘƘŜ ŎŀƴŎŜǊΩǎ ƎǊƻǿǘƘΦ 
 

b. These procedures must be bilateral to qualify as endocrine surgery or 
endocrine radiation. If only one gland is intact at the start of treatment, 
surgery and/or radiation to that remaining gland qualifies as endocrine surgery 
or endocrine radiation. 

 
4. Code 00 if a transplant or endocrine procedure was not administered to the patient, and 

it is known these procedures are not usually administered for this type and stage of 
cancer. 
 

5. Code 00 if the treatment plan offered multiple options, and the patient selected 
treatment that did not include a transplant or endocrine procedure. 
 

6. It is known a transplant or endocrine procedure is usually administered for this type and 
stage of cancer, but was not administered to patient, use code 82, 85, 86, or 87 to 
record reason why it was not. 
 

7. 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. 
 

8. Use code 88 if a bone marrow or stem cell harvest was undertaken but was not followed 
by a rescue or reinfusion as part of the first course treatment. 
 

9.  If the hematologic transplant or endocrine procedure coded in this item was provided 
to ǇǊƻƭƻƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜ ōȅ ŎƻƴǘǊƻƭƭƛƴƎ ǎȅƳǇǘƻƳǎΣ ǘƻ ŀƭƭŜǾƛŀǘŜ ǇŀƛƴΣ ƻǊ ǘƻ ƳŀƪŜ ǘƘŜ 
patient more comfortable, then also record the hematologic transplant or endocrine 
procedure. 
 

10. provided in the item Palliative Care (NAACCR Item #3270) 
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11. If 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 fields. See VCR Manual Part 
Three, Data Item Instructions, RX Text ς Other 
 
Systemic/Surgery Sequence                                                                             NAACCR Item#1639 
 
Record the sequencing of systemic therapy and surgical procedures given as part of first 
course of treatment. The sequence of systemic therapy 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 to more precisely evaluate the 
timing of delivery of treatment to the patient. 
 
Codes and Definitions 

 




























































































































































































































































































































































































































































































































































































































































































































