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Objectives 

 Better understand the why of SEER Summary Stage 
 Better understand the how of SEER Summary Stage 
 Better understand the need for a SS2016 Update 
 Instruct registrars on correct use of SS2000 Manual 

To Download an electronic (PDF) copy of the SEER Summary Stage 2000 Manual  
go to http://www.seer.cancer.gov/tools/ssm 

 

Provide an Overview and Introduction to SEER Summary Stage 2000 concepts; 
review the format, content, and general instructions for how to use of the SEER 
Summary Stage 2000 manual;  discuss advances in understanding of cancer as a 
disease process, cancer staging, treatment, imaging and new technologies that 

have occurred since the release of SEER Summary Stage 2000 that affect staging, 
but have not yet been incorporated into the SEER Summary Stage 2000 Manual, 

and discuss future updates and new directions for Summary Stage for 2016. 

2 



4/17/2015 

2 

3 

Objectives 

Organization, 
Content, and  

Use Instructions 

Outline 

 (Re) Introduction to Summary Stage 2000 

 Why Summary Stage?  Scope? Limitations? 

 Where do I locate “Stage” Information? 

 Efforts to Synchronize Staging Systems 

 Derived Versus Direct-Coded Stage 

 Summary Stage 2000 Manual 

 Summary Stage Instructions 

 Summary Stage Guidelines 

 PDF Manual Navigation 

 Future Course 

 Q&A 

Vitruvian Man by Leonardo da Vinci 
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Introduction 

Image Source:  www.commlawblog.com 
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Introduction 

 Why do we have Cancer Staging System(s)?  What Purpose? 

 Standardized Method(s) to Classify “Extent of Disease”  

  (e.g. how far the tumor has spread from the body organ or site of    

  origin – based on anatomy – also known as “Anatomic Staging”). 

 Provide standard means to communicate disease characteristics 

 Provide metrics to ensure physicians adequately assess extent of 
cancer and use of this information to guide treatment planning 

 Provide standard indicators to assess prognosis for patients 

 Allow for easy identification of “high risk” patients and groups 

 Provide long-term stable, standard and meaningful measure to 
compare trends in stage at first diagnosis/presentation - over time  

 Provide standard metrics to allow programs to assess impact of 
public health interventions like cancer screening programs. 
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Introduction 

Summary Staging is the most basic way of categorizing how far a 
cancer has spread from its point of origin to other parts of body.  
 

Summary Stage provides a standardized measure of anatomic 
extent of disease for cancer surveillance programs with 
longitudinal stability for population-based cancer registries.  
 

Summary Stage applies to every anatomic site - includes staging 
criteria for lymphoid and myeloid neoplasms and for pediatrics.  
 

Summary Stage allows use of all information available in 
the medical record; it is a combination of the most precise 
clinical and pathologic documentation of extent of disease.  

SEER Summary Staging Manual - 2000: Codes and Coding Instructions NIH Pub. No. 01-4969, Bethesda, MD, 2001 
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Why Summary Stage 

Basis of Summary Stage has not changed since the 1950s. 

 

Basic Concepts of in-situ, local, regional, and distant stage 
and definitions are “frozen in time” to allow assessment of 
long-term trends without edition-to-edition variation that 
confounds trend analysis using multiple editions as in TNM. 

 

Summary Stage applies to every anatomic site, including 
lymphoid and myeloid neoplasms (lymphoma and leukemia). 

 

Summary Stage also can be applied to pediatric cancers. 
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Why Summary Stage 

9 Source:  SEER Summary Staging Manual 2000 

Purpose of Staging 
Biochemical Tumor Markers 
Molecular Tumor Markers 

Genetic Mutations/Variations 
Risk Stratification 

Scope of Summary Stage 2000 

 Basic Understanding of How Cancer Spreads Has Not Changed 

 Benign Neoplasm 

 Borderline Malignant Neoplasm 

 Non-Invasive or In-Situ Neoplasm 

 Invasive Neoplasm 

 Local Invasion 

 Loco-Regional Extension 

 Lymphatic System Spread 

 Blood Circulatory System Spread 

 Intracavitary Metastatic Seeding of Tumor 
 

 Scientific and Technological Progress and the rapid pace of new 
discovery has forced standardized anatomy-based cancer staging 
concepts beyond the scope/intent of the original methodology. 

Registrars already know 
how to apply anatomic 

staging principles. 
  

You have been locating and 
coding anatomic stage 

information in fine detail for 
Collaborative Stage.  You just 
need to learn how to use and 

follow the SS Manual 
Instructions and Guidelines. 
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Limitations 

 Based on tumor, node, metastasis concept for staging cancer 

 Does not incorporate last 15 years of discovery in medicine 
 Cause 
 Histology 
 Proteomics 
 Clinical Factors 
 Immunophenotype 
 Biochemical Markers 
 Stage of Differentiation 
 Other Prognostic Factors 
 Molecular Tumor Markers 
 Genotype/Genomic Variants 
 Historically Non-Invasive Cancers Had Limited Impact 
 Cancer Screening Factors have changed expected stage at dx 
 Treatment Approach has changed immensely based on other factors 
 Differentiate finer levels of primary tumor extension and nodal involvement 
 More learned to locate and assess sentinel nodes and Lymph Vascular Invasion 

Not Designed to Accommodate New 
Markers or Disease Characteristics 
that effect Treatment Options such 
as Neo-Adjuvant Therapies, Risk-

Based Treatment Options or 
capturing Multiple Stages of Disease 
(i.e. clinical, surgical, neoadjuvant, 

recurrence, re-staging, etc.) 
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Limitations 

• SS2000 not up-to-date with WHO Classification of Diseases 
– Not all ICD-O-3 histology codes in use are included in SS2000 
– Instructions to point registrar to correct schema for “new” codes 
– No new chapters will be added until ”SS2016” or later publication 

 

• Backward Comparison Cross-Walks Lose Specificity Over Time 
– SS2000 to SS1977 
– AJCC TNM *ed. to AJCC TNM *ed. 
– Collaborative Stage to SS1977 
– Collaborative Stage to SS2000 
– Collaborative Stage to AJCC TNM 6th ed. (clin/path) 
– Collaborative Stage to AJCC TNM 7th ed. (clin/path) 
– Any Stage Directly Coded Compared to Computer-Derived 
– Any Old Staging System Compared to Any New Staging System 
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Limitations 

TNM and CS have evolved to meet current needs for anatomic staging with 
refinement of anatomic staging concepts, details, and the addition of new key factors 

(SSFs) for some cancers.  Summary Stage is not and will never be 100% consistent 
with what is known today about fine details of anatomic staging + “SSFs”.  

 

System limitations and inconsistencies with current staging criteria are well known 
and are documented.   Registrars do not need to debate, challenge or point out where 

these discrepancies exist.  We are not asking you to test the system or to assess the 
value of SS2000 criteria or the staging system…but rather to use it “as is”. 

 

We are working to update staging resources, manuals and instructions based on 
original core anatomic staging concepts, but with refined, enhanced, corrected, or 
clarified criteria PLUS the addition of SSF-like data items to code strategic “SSFs”. 

 

Manual Instruction and Revision will be a higher priority than Manual Corrections. 
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Where do I find “Stage” Info? 

 Use Available/Complete Diagnostic Workup 
 

 Priority Order – Pathological, Surgical, Clinical 
 

 Clinicians will not document the Summary Stage 
 

 You are looking for the same information as CS or TNM 
 

 What is “early stage” and/or “late stage” and can I code this? 
 

 Don’t forget to DOCUMENT Positive and Negative Test Results!!! 
 

Admission Note(s) Diagnostic Imaging Report(s) Treatment Records 

History and Physical Reports from Scopes and Scans Specialty Lab Test/Markers 

Discharge Summary Operative Report(s) Cancer Conference Notes 

Consultation Report(s) Pathology Report(s) Physician Progress Note(s) 

Cancer Screening Report(s) Nuclear Medicine Report(s) Expert Review/2nd Opinion 
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SS2000 / AJCC TNM / CS 
15 

In Situ = 0 

 No potential to metastasize 

 No invasion of the basement membrane 

 In Situ Stage can only determined by a pathologist 

 No evidence of invasion, extension, or nodal involvement 

 No lymph-vascular invasion 

 No foci of invasion 

 No micro-invasion 

 

 Caution with breast cases 

 Caution with bladder cases 

 Caution with cancer in polyps 

 Caution with high grade dysplasia 
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Localized = 1 

 Cancer has some potential to metastasize 

 Cancer must be confined to the organ of origin 

1. Rule out in situ – is there any invasion? 

2. Rule out distant – are there any distant metastasis? 

3. Rule out regional – is there any nodal involvement? 

4. Rule out regional – is there any extension through the wall of 
the organ of origin, into adjacent tissue or regional organ(s)? 

 

 Caution with hollow organs 

 Caution with adjacent organs 

 Know layers of the wall of organ 

 Understand that LVI is not regional 
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Regional = 3, 4, or 5 

 Neoplasm has greater potential to metastasize via direct extension 

 Neoplasm demonstrated it can metastasize via regional lymphatics 

 …or both… 

 

 

 Caution with anatomy 

 Caution with micro-anatomy 

 Caution with regional lymphatics 

 Caution with micro-lymphatic disease 

 Caution with greater lymphatics drainage 

 Caution with insufficient workup to stage 

 Caution with clinically positive nodes 
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Distant = 7 

 Neoplasm demonstrating metastatic potential 

 Can be clinically diagnosed metastasis 

 Can be biopsy-proven metastasis 

 

 Direct extension – very large tumor 

 Lymphatics – distant lymph nodes 

 Blood – blood-born – lung/liver/bone marrow 

 Pleural Cavity Seeding – pleural effusion 

 Peritoneal Cavity Seeding – malignant ascites 

 Peritoneal Cavity Seeding – implantation mets 

 

 Caution – may not have complete workup 
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Unknown Stage = 9 

 Insufficient information available to stage the case 

 No physician statement about extent of disease 

 No documentation of TNM or other stage 

 

 

 Incomplete Workup due to comorbidity 

 Incomplete Workup due to refusal 

 Incomplete Workup due to death 

 

 

 Caution – when you have enough information in the chart to 
determine the case is not in situ and not distant but somewhere 
in-between…you should be able to stage the case – regardless. 

Murray Langston as “The Unknown Comic” from The Gong Show 
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Downstage Principle 

The Downstage Principle has been applied to all registry staging 
including; Summary Stage, AJCC TNM and Collaborative Stage 

 

 AJCC TNM Downstage: “When there is doubt concerning the T, N, 
or M classification to which a particular case should be assigned, 
then the lower (less advanced) category should be assigned.” 

 

 Collaborative Stage Downstage:  “The general rules of CS say to 
assign the highest applicable code.  This is not a contradiction of 
the TNM downstaging principle.  The TNM downstaging principle 
had already been applied during the development of the CS code 
structure. The downstaging rule was not applied to stage group.” 

21 

Benign/Borderline Brain and CNS Tumors 

= 8 

Image Source:  wordpress.com 
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Derived vs. Direct-Coded 

 1/1/2016 Collaborative Stage Data Collection No Longer Supported 

 

 Direct Coding by Registrars is highly accurate and reproducible. 

 

 Direct Coding of Summary Stage and TNM (clinical and pathologic) 
will introduce new interpretation error as schema not as exact as CS 

 

 Must select the correct schema to make the correct assignment. 

 

 Direct-Coded Summary Stage for all NPCR Registries  1/1/2016. 

 

 SEER developing “derived SS2016” based on TNM or other factors 
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Requirements – Direct Coding 

 CDC/NPCR: Starting with 2015 diagnoses, NPCR will require all state 
registries to collect directly coded SS2000 from all facilities. In 2016, 
all facilities must submit AJCC and SS to their state registries (in NPCR 
states). NPCR will provide additional information regarding possible 
exceptions for registries who may limit stage to directly coded SS2000. 

 

 NCI/SEER: All cases diagnosed in 2016 and after are expected to be 
staged using directly assigned AJCC stage. Both pathologic and clinical 
TNM will be collected when available. A consolidated "best stage" will 
be derived from the two staging results as has been done previously. 

 

 CoC: All cases with defined AJCC T, N, M and/or Stage Group will 
continue to be directly coded using those definitions, both clinically and 
pathologically. CS coding will remain in effect with no changes in rules 
for all cases diagnosed through December 31, 2015. 
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Requirements – Direct Coding 

 Summary Stage should include all information available through 
completion of surgery(s) in the 1st course of treatment or within 4 months 
of diagnosis in absence of disease progression, whichever is longer. 
 

 Disease progression is defined as further direct extension, regional node 
involvement, or distant metastasis known to have developed after the 
diagnosis was established. 
 

 The rules for each staging scheme (chapter) must be reviewed and 
followed for each site/histology.  Refer to the SS2000 Manual for a list of 
sites or histologies for which each staging scheme applies.  Updates 
pending. 
 

 Micro-Invasion implies invasion through the basement membrane (an 
anatomic landmark), indicating the tumor behavior is invasive (/3) not 
in-situ (/2).  Micro-invasion is not the same as Lymph Vascular Invasion. 
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Summary Stage 2000 Manual 
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Summary Stage 2000 Manual 
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Summary Stage 2000 Manual 
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4 Basic Questions 

1. Where did the cancer start (primary site)? 

 

2. Where did the cancer go (how far did it spread)? 

 

3. How did the cancer get to the other organ or structure? 

 

4. What is the Summary Stage and Code for this cancer? 

 

    Will add in Site Specific Factors but not for SS2000. 
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Using the Manual 

1. Open or Search the SEER Summary Staging Manual 2000 to 
identify the staging scheme that includes the ICD-O-3 primary 
site (topography) and/or histology code identified earlier.   

 

2. Staging schemes for all primary sites are in ICD-O-3 code order 
with the exception of those that are based on histology. 

 

3. Review the staging scheme looking for the names of the structures 
and organs that were reported as involved.  

 

4. If more than one structure or organ is involved, select the highest 
category that includes an involved structure. 
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General Instructions 

Guidelines 

Three summary stage groups can be ruled out quickly:  

in situ, distant, and localized 

FIRST 
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      Guidelines 

Three summary stage groups can be ruled out quickly:  

in situ, distant, and localized 

SECOND 
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Guidelines 

Three summary stage groups can be ruled out quickly:  

in situ, distant, and localized 

THIRD 

34 



4/17/2015 

18 

Guidelines 

Three summary stage groups can be ruled out quickly:  

in situ, distant, and localized 

FINAL (if needed) 
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 Colon Example 
The Colon Scheme is within the Digestive System Chapter 
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 Colon Example 
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 Colon Example 
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 Colon Example 
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Navigation Demo 
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SSSM2000-122012.pdf
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Future Vision 
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Future Vision 
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Future Vision 
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  Questions 
44 



4/17/2015 

23 

  Questions 
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Ask a SEER Registrar – Subject: Summary Stage 
http://seer.cancer.gov/registrars/contact.html  


