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Objectives

• Review FCDS visual editing processes
• Discuss FCDS quality control measures
• Review recurring edits from visual QC
• Review of common site-specific edits 
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Visual 
Editing 

Process

Visual editing of abstracts is automated 

Initial review is performed by FCDS auditors (ODS)

Feedback is provided to the facility 

Final review by quality control coordinators or 
FCDS Manager

Cases is discrepancies must be resolved timely
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Visual Editing What to Expect 

Supporting text documentation

Provide an explanation if information is not available

Provide details to includes: history of cancer and reason for encounter at your 
facility

All data items should be well-documented 
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Data Quality Goals
• Monitor completeness, quality and timeliness
• Systematically measure performance against national 

standards
• Develop and perform quality checks
• Assess outcomes and performance measures
• Assess registry educational needs
• Provide education and training
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Quality Control Procedures
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FCDS TEXT 
DOCUMENTATION 

REQUIREMENT

FCDS DATA 
QUALITY REPORTS

AUDITS FOR 
COMPLETENESS 
AND ACCURACY

VISUAL EDITING 
OF ABSTRACTS EDITS



Quality Control Measures

FCDS Abstractors Code

Visual Editing

Quarterly/annual submission status reports

Data Quality Annual Audits

Tumor Linkage and consolidation
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FCDS Quality Control Measures

ANNUAL 
CONSOLIDATED 
FOLLOW BACK 

INTERNAL VISUAL 
EDITING 

NPCR AND FCDS 
DATA QUALITY 

INDICATOR REPORT

FCDS FACILITY 
MANAGEMENT 

REPORTS IN IDEA

FCDS 
MANAGEMENT 

REPORTS
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Visual Editing Process and Feedback to 
Abstractors

Review of every 25th Record Processed

4% of analytic abstracts (reporting sources)

All pediatric cases

All male breast cases
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Annual Report to 
the Nation on the 
Status of Cancer

• https://seer.cancer.gov/report_to_nation/

https://seer.cancer.gov/report_to_nation/


Top Common Errors 2023
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Count Error Description

9042 94 Sequence already exists for this Accession Number in the master file

4820 357 Histologic Type ICDO3/Behavior Code ICDO-3 not valid with Primary Site

4567 106 Probable duplicate detected in master file

3488 1352 Surgery Rx Date must be less than 240 days after DX Date

3566 92
Sequence 02 being processed without a Sequence 01 in pending file or 00 or 01 
in master file



Top Common Errors
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Counts Error Description

3474 95 There are required Sequence(s) missing for this Accession Number

3272 91
Demographic information on Sequence in pending file does not 
match that in master file

3036 104 A Sequence 01 cannot exist without a Sequence 02.

2441 136 Radiation Rx Date must be less than 240 days after Diagnosis Date

3913 32
Patients has multiple primaries and Dx Confirmation is not equal to 
1, 2, 4 or 5 on all sequences



Common Errors Noted on Histology ICD-0-3
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8046 Non Small 
Cell is not 

recommended for 
this cancer

Morphology 
usually benign or 

borderline

Histologic type 
and behavior not 
valid with primary



Recurring Primary 
Sites with Edits 

From Visual Review of every 25th Record
• Breast
• CNS Tumors
• Pediatric Cases
• Lung
• Hematopoietic neoplasm
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COMMON ERRORS – BRAIN 

If diagnostic confirmation = 5-9 brain molecular markers must =99

Brian Molecular marker must be coded to 86 for cases with benign or 
borderline behavior codes

Brain Molecular Marker must be valid for the histologic type of tumor

Morphology usually benign or borderline - based on ICD-O-3 - check 
behavior       
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Recurring Edits from Visual QC

Lack of text documentation

Missing sequences (History of Cancer) 

Diagnostic confirmation

LVI 

Coding grade 
16QC Visual Editing Part 2 - 2024



Why is Text Documentation 
Important?



List of FCDS Data Items - Require Text
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Problem Areas in Text Documentation

• race, sex, ethnicity, history, tumor markers, cases code as ‘unstaged’ when clinical 
staging is clearly present, coding nodes examined/nodes positive, scope regional 
lymph nodes surgery for FNA or other regional nodes (not distant nodes), no 
operative findings – only procedure, pathology reports, excessive abbreviations, 
too much text documentation, treatment recommended or refused or coded as 
99, missing radiation modality, duplicative text in treatment area, coding grade, 
lymphomas and leukemias NOS or no stage, text for stage is only TNM – there are 
no TNM/SS x-walks
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Recurring Edits from Visual QC

Coding grade  

SEER Summary Stage

Date of Diagnosis (based on BI-Rads)

Race (unknown)

Ethnicity (unknown)
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Lymph 
Vascular 
Invasion

• Lymph-vascular invasion (LVI) indicates the 
presence or absence of tumor cells in 
lymphatic channels (not lymph nodes) or 
blood vessels

• LVI includes lymphatic invasion, vascular 
invasion, and lymphovascular invasion

• Presence or absence of cancer cells in the 
lymphatic ducts or blood vessels is useful for 
prognosis

• This data item is primarily used with the 
AJCC Cancer Staging Manual and CAP
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Spanish 
Surname – 
Appendix E
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Appendix D – Race Coding Instructions

Code 01 White if the patient is known to be Spanish*, Spaniard

QC Visual Editing Part 2 - 2024 23



Historical Cases

FCDS requires the 
submission of historical 
cases

Common edit missing 
sequences (Historical 
Cases)

There are two methods 
for reporting historical 
cases
Full-abstract or minimal dataset

Fields required to be 
completed 

Sequence Number

Diagnosis Date

Primary Site

Histology/Behavior

Laterality

State of Residence at Diagnosis

County of Residence at 
Diagnosis

Schema Discriminator 1
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Corrections Categorized by Standard Setter 
rules

Coding Grade

SEER Summary Stage 2018

Solid Tumor Rules

ICD-0-3

SEER General Rules
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Coding Grade for Breast
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in situ cancer codes L, M, and H 
take priority over A-D

For invasive breast cancers when coding the 
grade codes 1-3 take priority over A-D

Only use the generic grades A-D when 
the preferred grading is not used



Coding Grade

• Assign the highest grade from the primary tumor. If the clinical grade 
is the highest grade identified, use the grade identified during the 
clinical time frame for both the clinical grade and the pathological 
grade. 

• The grade pathologic must not be less than Grade clinical 
• If resection is done of the primary tumor and there is no grade 

documented, use grade from clinical work up.
• If no residual disease use grade from clinical workup.

https://apps.naaccr.org/ssdi/list/
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Use Grade from the Clinical Work Up- 
Pathological Grade (examples)
Surgical resection is done of the primary tumor and there is no grade documented from the 
surgical resection
• FNA breast: Grade 2 Ductal Carcinoma
• Lumpectomy: Microinvasive disease remaining, no grade listed 
 
Surgical resection is done of the primary tumor and there is no residual cancer
• Rectal polypectomy + Moderately Differentiated Adenocarcinoma
• LAR Resection: No Residual
 
Surgical resection of the primary tumor has not been done, but there is positive microscopic 
confirmation of distant metastases during the clinical time frame
• Colonoscopy biopsy rectum+ moderately differentiated adenocarcinoma.  
• Needle biopsy of liver + metastatic adenocarcinoma, CT/EUS show clinical T3, clinical N1 case. 
• No resection is done
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Coding Features and Differentiation

Subtypes/variant, architecture, pattern, and features ARE NOT CODED. 
The majority of in situ tumors will be coded to DCIS 8500/2.

Code the histology described as differentiation or features/features of 
ONLY when there is a specific ICD-O code for the “NOS

Do not code if there is no specific ICD-0 code.

https://seer.cancer.gov/tools/solidtumor/
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Coding Grade for CNS Tumors – benign 

• A patient that presents with a high-grade benign Glioma that has 
been resected the following is coded for pathologic grade:

• Pathologic grade must not be blank
• Codes 1-4 take priority over A-D, L and H
• If the behavior is coded to 0, you can only code 1 or 9
• If the behavior is coded to 1 grade pathologic must equal 1,2,3,L, or 9

https://apps.naaccr.org/ssdi/list/
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CNS WHO Grading System

QC Visual Editing Part 2 - 2024 31



When do you code 8340 for Thyroid?
• Code papillary carcinoma, follicular variant of thyroid (8340) when there are multiple 

papillary and follicular carcinoma subtypes/variants:
• Papillary thyroid carcinoma, NOS and follicular carcinoma, NOS  Papillary carcinoma, 

follicular variant and papillary thyroid carcinoma OR
• Papillary carcinoma, follicular variant and follicular carcinoma OR
• Any papillary thyroid carcinoma subtype/variant and any follicular subtype/variant listed 

in Column 3, Table 12
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Diagnostic 
Confirmation

Codes for Hematopoietic 
and Lymphoid Neoplasms 
(9590/3-9993/3) 



Hematopoietic 
and Lymphoid 
Neoplasm Not 
Microscopically 
Confirmed 

• Code Description 5 Positive laboratory 
test/marker study if JAK2 only but the 
patient had abnormal blood counts, which is 
considered histologic confirmation, followed 
by JAK2 code 3 for diagnostic confirmation.

• Note 1: Includes cases with positive 
immunophenotyping or genetic studies and 
no histological confirmation.  

• Note 2: This does not include cases where a 
peripheral blood smear is done (code 1) and 
peripheral blood smear followed by flow 
cytometry (code 3)

https://seer.cancer.gov/tools/heme/
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Coding Cancer-directed surgery on 
Endometrial cases

A400 Total hysterectomy (simple, pan-) WITH removal of 
tube(s) and/or ovary(ies). Code the Omentectomy in NAACCR 
Data Item (1294), Surgical Procedure/Other Site.
• Code the removal of regional or distant tissue/organs when they are resected 

in continuity with the primary site (en bloc) and that regional organ/tissue

Per SEER Summary Stage manual coding instructions, the 
omentum is considered a distant site for corpus uteri and is 
coded to 7 for the general stage. 

https://seer.cancer.gov/tools/codingmanuals/
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Lung Contralateral Nodes
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When do you code Lymph 
Node Involvement

• Use the following priority order for coding 
nodes;

• Pathology
• Imaging
• Physical exam

• For solid tumors, the terms “fixed” or 
“matted” and “mass in the hilum, 
mediastinum, retroperitoneum, and/or 
mesentery” (with no specific information as 
to tissue involved) are recorded as the 
involvement of lymph nodes

https://seer.cancer.gov/tools/ssm/
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Lymphoma

• If a lymph node is biopsied or removed to 
diagnose or stage lymphoma, and that node is 
NOT the only node involved with lymphoma, use 
code 02.

• Note 5: Any mention of the terms including 
fixed, matted, mass in the hilum, mediastinum, 
retroperitoneum, and/or mesentery, palpable, 
enlarged, shotty, lymphadenopathy are all 
regarded as involvement for lymphomas when 
determining appropriate code
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Sequence 60
The following histologies should not be coded to 60;
• 8453 IPMN (C25)
• 8442, 8472 Papillary Serous cystadenoma borderline malignancy (C56) – not 

reportable
• 8583 Thymoma (C37) reportable as of 2021
• 8480 LAMN reportable effective 2022
• 9560 Schwannoma (C079), (C30) – not reportable
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Pancreatic tumors (IPMN/IOPN/ITPN/CPEN) 
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Intraductal papillary mucinous neoplasms (IPMN) 

Intraductal oncocytic papillary neoplasm (IOPN)

Intraductal tubulopapillary neoplasm of pancreas (ITPN)

Cystic pancreatic endocrine neoplasms (CPEN)



For 
reportability, 
the IPMN 
Path 
Description 
must include 
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IPMN, with high-grade dysplasia

• IPMN, non-invasive

• IPMN, in-situ

• IPMN, associated with invasive carcinoma

• IPMN, invasive



Code 3 for Behavior 

Q
C Visual Editing Part 2 - 2024
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Reportable 
effective 2001

9950 
Polycythemia vera 

(C421)

9975 
Myeloproliferative 

neoplasm

9980, 9989 
Myelodysplastic 
syndrome (C421)



Certification of Completeness

Case Abstracting 
Timeliness

FCDS requires that all 
cases be completed, 

abstracted, and 
submitted within six 

months of the encounter

Each facility must certify 
that they have completed 

the full year cycle of 
reporting each year

FCDS monitors the 
number and percentage 
of total cases submitted

Concurrent abstracting 
(RQRS)
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https://www.fcdsmemo.com/featuredposts
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Please Remember to Call FCDS with Questions

• Your Facility FCDS Field Coordinator, Meg Herna, and Quality Control Coordinators 
are all available to answer technical questions or forward to someone else to 
answer.

• It is part of our job to provide this technical assistance.
• Please encourage your staff to call or email questions to FCDS rather than guess 

at answers.  FCDS assembles common questions so we can add them to the FCDS 
Memo for everybody to learn.

• ALL Data Quality Activities are Input to the FCDS Education & Training Program
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