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Objectives

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.

v’ Better understand the why of SEER Summary Stage

v’ Better understand the how of SEER Summary Stage

v’ Better understand the need for a $52016 Update

v Instruct registrars on correct use of $$2000 Manual

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

Summary staging is the most basic way of categorizing how far a cancer has spread from its point of origin. Summary
staging has also been called General Staging, California Staging, and SEER Staging. The 2000 version of Summary Stage
applies 1o every anatomic site, including the lymphomas and leukemias. 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._

The manual provided here contains the codes and coding instructions for the summary stage field for cases diagnosed
January 1, 2001 and forward. The North American Association of Central Cancer Registries has developed Guidelines for
Implementation of SEER Summary Stage 2000 .

The chapters of this manual are provided below as individual files and as a single PDF. The errata and updates have been
incorporated into the complete manual and the individual PDF files_
Updates and Errata

* Updates to Manual and Files {12/2012) [105 KE]

+ Errata (8/20/2002) [30 K]

- Errata (6/14/2001) [21 KE]
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Complete SEER Summary Staging Manual — 2000 [3.5 ME - updated 12/2012]
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Introduction

Image Source: www.commlawblog.com

Introduction

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

v

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

v Provide standard indicators to assess prognosis for patients
v Allow for easy identification of “high risk” patients and groups
v 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

Why Summary Stage

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

v" 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.

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

v"Summary Stage also can be applied to pediatric cancers.
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Why Summary Stage

Purpose of Staging
Biochemical Tumor Markers
Molecular Tumor Markers
Genetic Mutations/Variations
Risk Stratification

Primary organ

In situ Stage

Secondary site

Primary organ

Regional Stages

Localized Stage A. Direct extension
B. To regional lymph nodes
C. Combination of Aand B

Implantation metastases

Source: SEER Summary Staging Manual 2000

Scope of Summary Stage 2000

Basic Understanding of How Cancer Spreads Has Not Changed

Benign Neoplasm
Borderline Mali N | Registrars already know
orderline Malignant Neoplasm how to apply anatomic

Non-Invasive or In-Situ Neoplasm staging principles.

Invasive Neoplasm
You have been locating and

Local Invasion coding anatomic stage
information in fine detail for
5 Collaborative Stage. You just
Lymphatic System Spread need to learn how to use and
Blood Circulatory System Spread follow the SS Manual

g 3 3 Instructions and Guidelines.
Intracavitary Metastatic Seeding of Tumor

Loco-Regional Extension

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.




Limitations

Based on tumor, node, metastasis concept for staging cancer

Does not incorporate last 15 years of discovery in medicine
Cause

Histology Not Designed to Accommodate New
Proteomics Markers or Disease Characteristics
Clinical Factors that effect Treatment Options such
Immunophenotype as Neo-Adjuvant Therapies, Risk-
Biochemical Markers Based Treatment Options or
Stage of Differentiation capturing Multiple Stages of Disease
Other Prognostic Factors (i.e. clinical, surgical, neoadjuvant,
Molecular Tumor Markers recurrence, re-staging, etc.)

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

Limitations

SS2000 not up-to-date with WHO Classification of Diseases
Not all ICD-0O-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
AJCCTNM *ed. to AJCC TNM *ed.
Collaborative Stage to SS1977
Collaborative Stage to SS2000
Collaborative Stage to AJCC TNM 6t ed. (clin/path)
Collaborative Stage to AJCC TNM 7t 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.

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/2"d Opinion
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SS2000 / AJCCTNM / CS

Code Description ™M7Map | TNMGMap || SS77Map || SO0
- o~
000 In situ, intraepithelial, noninvasive Tis PooTis 1S ~ I IS
2 L
7 N,
050 (Adeno)carcinoma, noninvasive, in a polyp or adenoma ,fls Tis IS \§\
> 7
100 Invasive tumor confined to mucosa, NOS, |nc\ud|nd\m1ramucosal,}l05 4 Tis Tis L L b\
2
== ~~J \
110 Invades lamina propria, |nc\udm§ lamina propria in the stalk of a polyp ) Tis Tis L L \
~ =
7 \
120 _c'and'rmmrough-me@usculans mucosae, including musculdtis Tis s L L \
mucosae in the stalk of a polyp. > 1 1
______ 4 1
130 Confined to head of polyp, NOS [] T T L L 1
1 1
140 ‘Confined to stalk of polyp, NOS : m™ ™ L L 'l
- 1! 1
150 Invasive tumor in polyp, NOS 1 ™ ™ L L 1
:h 1
Invades submucosa (superficial invasion), including submucosa in the hdad
160 or stalk of a polyp n n L L ,I
2
/
170 Stated as T1 with no other information on extension \ T T L L /
N 4
Muscularis propria invaded V4
200 w2 T2 L 4
Stated as T2 with no other information on extension \\ ,’

~
Semmm———"

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

Primary organ

Basement membrane

In situ Stage
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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 rimary organ
Understand that LVI is not regional Localized Stage

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 e
. o o 5 o B. To reg_ion_al lymph nodes
Caution with insufficient workup to stage C. Combination of A and &

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 E §
Blood - blood-born — lung/liver/bone marrow —
Pleural Cavity Seeding — pleural effusion o
Peritoneal Cavity Seeding — malignant ascites
Peritoneal Cavity Seeding — implantation mets

Primary organ

Implantation metastases

Caution — may not have complete workup

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.

4/17/2015
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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.”

Benign/Borderline Brain and CNS Tumors

Capsule
¢

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

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.

4/17/2015
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Requirements — Direct Coding

Summary Stage should include all information available through
completion of surgery(s) in the 1%t 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.

Summary Stage 2000 Manual

TABLE OF CONTENTS

NOTE: The site-specific schemes in this manual are in ICD-0-3 order, with a few exceptions. [fa site or subsite
is not found in the table of contents or index, determine the ICD-0-3 code and locate the site sequentially.

Foreword and Acknowledgments 1
SUIMIMEATY STAZITIZ ..ottt et es st et ea e eese 1t Shes et saes 2 es et et et e e eaes s ene et en enn seneerenene 2
GUIETINES DY STAZE ..ottt et et ettt et e s aes e ees sess et s ese saessean e e ens ees s enes 3
ieneral Instructions for Using the SEER Summary Staging Manual - 2000 ..o ivvveeenns 10
‘-Eiuidclincs FOT SUMMATY STAZINE ..o et s et ettt et et aese e e saes e —‘
How to Assign Summary Stage ....

Abbreviations, Acronyms, and Symbols
Definitions of Terms Used in this Manual ... e e -
Interpreting Ambiguous Terminology for Summary ¢
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4 Basic Questions

Where did the cancer start (primary site)?

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

How did the cancer get to the other organ or structure?
What is the Summary Stage and Code for this cancer?

Will add in Site Specific Factors but not for SS2000.

Using the Manual

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.

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

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

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

4/17/2015
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General Instructions for Using the SEER Swmmary Staging Manual - 2000

The SEER Summiary Staging Marmal - 2000 schemes consist of a one-digit hierarchical code for each and
every site. In the Unifed States, these staging schemes will apply to Jamuary 1, 2001 diagnoses and later.

General Guidelines

T For each site, summary stage is based on a combined clinical and operative/pathological assessment. —
Gross observations at surgery are particulasly important when all malignant tissue is not removed. In
the event of a discrepancy between pathology and operative reports concerning excised tissue, priority
is given to the pathology repart

2. Summary stage should inchude all i icn available through ion of surgery(ies) in the first
course of treatment cr within four months of diagnosis in the absence of disease progression. which-
- ever is longer.
3. Summary stage information obtained after treatment with radiotherapy. chemotherapy, hormonal

therapy, or immmnotherapy has begun may be included unless it is beyond the time frame given in
guideline 2 above

J\

4. Exclude any metastasis known to have developed after the diagnosis was established.
—

5. Clinical ion. such as description of skin for breast cancer and distant lymph nodes
for any site, can change the stage. Be sure to review the clinical information carefully 1o assure
accurate summary stage. If the operative/pathology information disproves the clinical information,

code the operative/pathology information.

6. All schemes apply to all histologies unless otherwise noted. Exceptions to this. for example, inchude all
Iymphomas and Kaposi sarcoma which should be staged using the histology schemes regardless of the
primary site

. Autopsy reports are used i coding summary stage just as are pathology reports, applying the same
rules for inchision and exchusion

3. Death Certificate Only cases and vkmown primaries are coded ‘0" for summary stage.

9. The summary stage may be described cnly in terms of T (tumer). N (node) and M (metastasis)
characteristics In such cases. record the summary stage code that corresponds to the TNM informa-
tion. If there is a discrepancy between documentation in the medical record and the physician’s

assignment of TNM. the documentation takes precedence. Cases of this type should be discussed with

the physician who assigned the TNM

10. Site-specific guidelines take precedence over general guidelines. Always consider the information
pertaining fo a specific site.

Guidelines

Three summary stage groups can be ruled out quickly:
in situ, distant, and localized
FIRST

In situ

1 r._R_Lge_ out_m situ stage Qj_s.ggs_e__: Carcinomas and melanomas are the only types of cancer that can be
classified as in situ. Only carcinomas have a basement membrane. Sarcomas are never described as
m situ. A pathologist must exanune the primary organ and state that the tumor 1s in situ. If the cancer
1s anything except a carcinoma or melanoma, it cannot be in situ.

2. If there 1s any evidence of mvasion (or extension to), nodal mvolvement or metastatic spread, the case
1s not in sifu even if the pathology report so states. This 1s a common error in staging cervical cancer
where the path report states that the cancer 15 “in situ with microinvasion™—such a case would be
staged as localized.

4/17/2015
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Guidelines

Three summary stage groups can be ruled out quickly:
In situ, distant, and localized
SECOND

Distant
3. I'Ruls out distant disease) If metastases can be documented, there is no need to spend a great deal of
me identitymg Tocalor regional spread. If distant metastases are recorded on x-ray or needle biopsy,

the stage is already deternuned and the patient does not need to undergo a lot of other tests.

‘ 4. Hematopoietic diseases, such as leukemia and multiple myeloma, are considered disseminated or
distant at tume of diagnosis

5. Rule out distant spread by reading the operative report for comments about seeding, implants, liver
nodules, or other indications of metastases. Read diagnostic reports for references to distant disease.

6. If nodes, organs, or adjacent tissues are not specifically mentioned in the description of the various
categories, attempt to cross-reference the term you have with those outlined. If there is no match,
assume the site m question represents distant disease.

Guidelines

Three summary stage groups can be ruled out quickly:
in situ, distant, and localized
THIRD

Localized

7. (Rule out that the cancer is “confined to the organ of origin. "} In order for a lesion to be classified as

localized, 1t must not extend beyond the outer linmts of the organ and there must be no evidence of

metastases anywhere else.
8. Terms such as “blood vessel invasion” or “perineural lymphatic mvasion™ do not necessarily indicate

thatthe cancer has spread beyond the primary organ. If tumor at the primary site has invaded lymph
or blood vessels, there is the potential for malignant cells to be transported throughout the body. Step 1
(invasion), has occurred, but not necessarily steps 2 (transport of cancer cells) and 3 (growth at the
secondary site). The case may still be localized.

9. Vascular invasion within the primary is not a determining factor m changing the stage unless there is
definite evidence of tumor at distant sites.

4/17/2015
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Guidelines

Three summary stage groups can be ruled out quickly:

in situ, distant, and localized
FINAL (if needed)

'Regional !

10. If in situ, local and distant categories have been ruled out, the stage is regional.
11. For carcinomas, if there are lymph nodes mvolved with the tumor, the stage is at least regional.
12. For tissues, structures, and lymph nodes, assume ipsilateral unless stated to be contralateral or

balateral.

= - .=
LUnknown if Extension_or Merastasis ;
s e e e S e e e o

13. If there 1s not enough mformation m the record to categorize a case, it must be recorded as

unstageable.

Colon Exa

The Colon Scheme is within the Diges

mgle

e System Chapter

ANATOMIC DRAWINGS OF THE DIGESTIVE SYSTEM

Esophagest sphincter

LESSER AND GREATER OMENTUM

o SEER Sumary Stagag Mal - 2000

ANATOMIC DRAWINGS OF THE DIGESTIVE SYSTEM

Transverse colon

= Splenic flexure

— Descending colon
(“left colon”)

THE INTESTINES

SEE. Smmary Scagag Mamal - 300

4/17/2015
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Colon Example

DIGESTIVE SYSTEM SITES

TABLE OF ANATOMIC STRUCTURES ¥ “IN SITU™ AND “LOK. " TUMORS FOR THE DIGESTIVE SYSTEM
- -
PRIMARY SITE - SUB- ~,clt‘m::\z'rvl-uz Careful anention pmst be given o the nse of the e “confined 1o mmicosa™ for the esophagus, stomach,
: [ SEROSA! small imtestine, colon and rectum.
MUoosa
Epi- eyl Historically, carcinomas described as “confined 0 mmicosa” have been coded as localized. In order to
e | € [ e provide greater specificity and to rule owt (e possibility of lassifying nonizvasive wmars in this caregory,
—t abstractors should determine:
Yo B| T |T=| v Yos [Semomd| No | Seemied.
1 1 is confined iter, i isinsing OR
a
Yo |g| v |ve| T Yoo | %o | Yo | Grwaa 2) if tae tumor bas penetrared the basement membrane 10 invade the lamina propria, in which
€16 caset and i cod fo izvasion of the lamina propria.
E N The ve mact consists of:
| T || = Tes y
ol e e ] s s e The EFITHELIAL LAYER. borders on the lumen. [t contains 5o biood vessels or lyzphatics.
E| | o . - —
il Yo Y= [ « shse of extrscellnlar material. fcrions 35 & Siarion
N v | e - Yo Yo e [ | \:amu_ <oy ek "o senerzting and maimainime rissue smucnme
T| v | v= | = Yo |, | Y= 1 il AP PROPRH composed of arslar comuecive tvus comtiaas blood vessl,
5 \ | ‘perves, 20, 1 sorme rezions, glands. Once fumor has broken through the basemen! mem-
M| ove | ve | ve ves 20 Yseenens | ‘orane i the lamina propris, i can spread by way of the Iymphatics and blood vessels to
N umlms of e box
. = :
E| v | ve Tes Yes = Yes | pericotic fue | ~
S ﬁp\mscLumMLcosar’“muyuni moorh mscis fbars. Itis found i the
M| ve | Yes Yes Yes Yes Yes F 7 ot esophagus to the anal caml
Bl va |Ya | T Yo | X | Ve [ ﬁ \ncosa,s 2 thick layer of either dense or areolar comsective fssue. It contains
g s, 2nd
Bl v | ve| e w5 oot 1 s i vesals, eres, o, st s, Ernds
-
al v vl w e |V Ye 1 ﬁnms LL‘LA]LLxﬂPRm Vs ::m Iayer of rmsele tissua fn most of the digestive
Nl v | v T Yes Yes 1
1 SEROSA, e olemst s cving oo e digeive i is gl Ly of
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Colon Example

ANATOMIC DRAWNGS OF THE COLON

ANATOMIC DRAWINGS OF THE COLON
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Colon Example

(9)
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SSSM2000-122012.pdf

Future Vision
()

Future Vision
(22)

Subject Matter Expert Data Entry Tool
Adds, modifies, deletes data via the S&PP API

{public facing version) V10

requires internet put Herreson
access (Not yet public)

S&PP Warehouse

= Schema selection
» Clinical and Path T, N M
with coding instructions
- P&P data item definition
= Data items required for
staging
= AJCC7 Staging algorithms
* Summary Stage 2016
requires internet l}m algorithms

access = Best Stage algorithms
= (Plan for AJCC8 Staging

Vendors directly using the S&PP API, algorithms)
such as SEER"DMS
Assumes agreement with AJCC is reached over use

of copyrighted information

get
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Future Vision

Development of Summary Stage 2016
Purpose: To develop and test a system that will permit staging over time consistent
with the change to TNM staging. The intent is to create a system that will allow post
hoc recoding for the analysis of time trends since 1988 (and possibly further back).
NCI SEER is currently thinking that without CS we will not be able to continue to
collect older staging systems. We are therefore investigating the idea of a new
summary stage that will be based on TNM and will not require a separate stage
collection, but can be calculated by the software from the data elements. It is

'
® Other

Ask a SEER Registrar

Members of the cancer registrar community may use this page to submit questions to SEER about coding cancer cases or
about the materials for registrars distributed through the SEER site.

Note: Follow lacal procedures for submitting questions to“your central registry when required. Your central registry will
submit the question to SEER if needed.

Please note that questions about Cellaborative Stage should be directed to the Commission on Cancer's CAnswer Forum i@

T

L= . ~s

~~SE.E_R Inquiry Systein’,

Answer‘s't?ﬁdﬁ"lﬁ'a—n'ﬁbstranmg questions can be found in the SEER Inquiry System.
Please search the system before contacting us with a question.

Submit a Question to a SFER Registrar

Questions submitted through this form will be sent to the appropriate SEER personnel. The question and answer may be
added to the SEER Inquiry System for others to reference.

Choose a subject:

() Hematopoietic Rules (database and manual)
O Multiple Primary & Histology Rules
SEER*Rx - Interactive Drug Database

s BRI
SEER summary Stage. =
Your e-mail address: | | (required)
Verify e-mail address: | | (required)

[] send a copy of this message to yourself

Your question:
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Questions
(25)

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