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FLORIDA CANCER DATA SYSTEM

PREFACE

In 1978, the Department of Health and Rehabilitative Services, now known as the Florida Department of Health, contracted
with the Sylvester Comprehensive Cancer Center/University of Miami School of Medicine to implement and maintain the
Florida Cancer Data System (FCDS). FCDS has been operational and collecting incidence data on cancer cases seen in
Florida hospitals on or after January 1, 1981. Ambulatory diagnostic/treatment centers and pathology laboratories began
cancer case reporting with patients seen on or after July 1, 1997. Dermatologists began actively reporting cases January 1,
2011. Urologists, Medical Oncologists, and Hematology/Oncologists began reporting patients seen on or after January 1,
2013. Additional specialty physician reporting is expected in the future.

Florida statutes mandate cancer reporting to FCDS. According to Florida Statutes Section 385.202, all cancer cases seen in
any health facility licensed under Florida Statute Section 395 or Section 408.07 must be reported to FCDS. This includes
all hospitals, ambulatory diagnostic and treatment centers, clinical laboratories, and physicians’ offices.

FCDS processes over 280,000 cancer case abstracts each year. When these cases are unduplicated, there are approximately
130,000 newly diagnosed incidence cancer cases per year. The FCDS database currently contains approximately 3,500,000
cases.

The 2025 edition of the FCDS Data Acquisition Manual (DAM) is compatible with the 2025 national consensus standards
issued by the North American Association of Cancer Registries and the CDC National Program of Cancer Registries. These
standards are developed and endorsed by the Centers for Disease Control and Prevention/National Program of Cancer
Registries (CDC/NPCR), the North American Association of Central Cancer Registries (NAACCR), the National Cancer
Institute/Surveillance Epidemiology & End Results Program (NCI/SEER), and the Commission on Cancer/American
College of Surgeons (COC/ACoS).

CONFIDENTIALITY

According to Florida Statute 381, Public Health: General Provisions, “Information submitted in reports required by this
section is confidential, exempt from the provisions of s.119.07 (1), and is to be made public only when necessary to public
health. A report so submitted is not a violation of the confidential relationship between practitioner and patient.”

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) became law April 14, 2001. While most
organizations had two full years until April 14, 2003 to comply, questions regarding how this new law impacts cancer
reporting continues to arise. The North American Association of Central Cancer Registries (NAACCR) has provided
materials that address these questions. As you will see, HIPAA regulations only impact current state cancer reporting
procedures. Specifically,

HIPAA allows for the reporting of identifiable cancer data to public health entities. Because the Florida
Cancer Data System falls under the definition of a public health entity, HIPAA allows your facility to
continue to report data to us in compliance with state law. Written informed consent from each cancer
patient reported to public health entities is not required under HIPAA; rather hospitals must simply
document that reporting has occurred.

FCDS remains committed to adhering to all Florida Statutes and Department of Health guidelines and follows strict
security measures to ensure patient and institutional confidentiality.

IMMUNITY FROM LIABILITY

No institution or individual complying with Florida statutes 385.202, 405.01, 381.0031, and Florida State Administrative
Code(may not have latest update) Rules 64D-3.004 and 64D3.034 shall be civilly or criminally liable for divulging
information or providing materials to the statewide registry as required by the law.
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Please see supporting Federal and State Laws and Administrative Rules.

e Florida State Law: Title XXIX, Chapters - 381.0031, 385.202, 405.01, 405.02, 405.03, 408.07 — Establishment of and
Governance of FCDS

e Florida Public Health Rule 64D-3.003, 64D-3.031, 64D-3.034, 64D-3.006 — Specifics and Clarifications of Cancer Reporting in
Florida

e  Federal Public Law 107-260 — Oct 29, 2002 116 Stat.1743 of the Public Health Service Act — Establishment of CDC NPCR

e HIPAA Privacy Rule 45 CFR 164.512(b) - FCDS is HIPAA-EXEMPT under the HIPAA Privacy Rule 45 CFR 164.512(b) as a
Public Health Authority — FCDS under DOH conducts Public Health Activities.
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Title XXIX - Chapter 381 - Public Health: General Provisions
381.0031 Report of diseases of public health significance to department.
Title XXIX - Chapter 385 - Chronic Diseases
385.202 Statewide cancer registry
Title XXIX - Chapter 405 - Medical Information Available for Research
405.01 Release of medical information to certain study groups; exemption from liability
405.02 Limitation on publication of released information
405.03 Confidentiality
Title XXIX - Chapter 408 - Health Care Administration
408.07 Definitions

Rule 64D-3.003 Notification by Laboratories

Rule 64D-3.006 Reports, Medical Facilities and Freestanding Radiation Therapy Centers
Rule 64D-3.031 Notification by Laboratories

Rule 64D-3.034 Cancer Reporting

PUBLIC LAW 107-260-Oct 29, 2002 116 STAT.1743 - National Program of Cancer Registries

HIPAA Privacy Rule [45 CFR 164.512(b)] - DISCLOSURES FOR PUBLIC HEALTH ACTIVITIES
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FLORIDA STATE LAW

Title XXIX
PUBLIC Chapter 381
HEALTH Public Health: General Provisions

381.0031 Report of diseases of public health significance to department.--

(1) Any practitioner licensed in this state to practice medicine, osteopathic medicine, chiropractic medicine,
naturopathy, or veterinary medicine; any hospital licensed under part I of chapter 395; or any laboratory licensed
under chapter 483 that diagnoses or suspects the existence of a disease of public health significance shall immediately
report the fact to the Department of Health.

(2) Periodically the department shall issue a list of infectious or noninfectious diseases determined by it to be a threat
to public health and therefore of significance to public health and shall furnish a copy of the list to the practitioners
listed in subsection (1).

(3) Reports required by this section must be in accordance with methods specified by rule of the department.

(4) Information submitted in reports required by this section is confidential, exempt from the provisions of s.
119.07(1), and is to be made public only when necessary to public health. A report so submitted is not a violation of
the confidential relationship between practitioner and patient.

(5) The department may obtain and inspect copies of medical records, records of laboratory tests, and other medical-
related information for reported cases of diseases of public health significance described in subsection (2). The
department shall examine the records of a person who has a disease of public health significance only for purposes
of preventing and eliminating outbreaks of disease and making epidemiological investigations of reported cases of
diseases of public health significance, notwithstanding any other law to the contrary. Health care practitioners,
licensed health care facilities, and laboratories shall allow the department to inspect and obtain copies of such medical
records and medical-related information, notwithstanding any other law to the contrary. Release of medical records
and medical-related information to the department by a health care practitioner, licensed health care facility, or
laboratory, or by an authorized employee or agent thereof, does not constitute a violation of the confidentiality of
patient records. A health care practitioner, health care facility, or laboratory, or any employee or agent thereof, may
not be held liable in any manner for damages and is not subject to criminal penalties for providing patient records to
the department as authorized by this section.

(6) The department may adopt rules related to reporting diseases of significance to public health, which must specify
the information to be included in the report, who is required to report, the method and time period for reporting,
requirements for enforcement, and required follow-up activities by the department which are necessary to protect
public health.

This section does not affect s. 384.25.

History.--s. 2, ch. 29834, 1955; ss. 19, 35, ch. 69-106; s. 67, ch. 77-147; s. 4, ch. 89-311; s. 2, ch. 90-347; s. 15, ch.
91-297; s. 2, ch. 95-188; s. 184, ch. 96-406; s. 175, ch. 97-101; s. 4, ch. 98-151; s. 252, ch. 98-166; s. 8, ch. 2000-
367.

Note.--Former s. 381.231.



http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Index&Title_Request=XXIX#TitleXXIX
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&URL=Ch0381/titl0381.htm&StatuteYear=2005&Title=%2D%3E2005%2D%3EChapter%20381
http://www.flsenate.gov/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=Ch0119/Sec07.HTM
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Title XXIX Chapter 385
PUBLIC HEALTH Chronic Diseases

385.202 Statewide cancer registry.--

(1) Each facility licensed under chapter 395 and each freestanding radiation therapy center as defined in s. 408.07
shall report to the Department of Health such information, specified by the department, by rule, which indicates
diagnosis, stage of disease, medical history, laboratory data, tissue diagnosis, and radiation, surgical, or other
methods of diagnosis or treatment for each cancer diagnosed or treated by the facility or center. Failure to comply
with this requirement may be cause for registration or licensure suspension or revocation.

(2) The department shall establish, or cause to have established, by contract with a recognized medical organization
in this state and its affiliated institutions, a statewide cancer registry program to ensure that cancer reports required
under this section shall be maintained and available for use in the course of any study for the purpose of reducing
morbidity or mortality; and no liability of any kind or character for damages or other relief shall arise or be enforced
against any hospital by reason of having provided such information or material to the department.

(3) The department or a contractual designee operating the statewide cancer registry program required by this section
shall use or publish said material only for the purpose of advancing medical research or medical education in the
interest of reducing morbidity or mortality, except that a summary of such studies may be released for general
publication. Information which discloses or could lead to the disclosure of the identity of any person whose condition
or treatment has been reported and studied shall be confidential and exempt from the provisions of s. 119.07(1),
except that:

(a) Release may be made with the written consent of all persons to whom the information applies;

(b) The department or a contractual designee may contact individuals for the purpose of epidemiologic investigation
and monitoring, provided information that is confidential under this section is not further disclosed; or

(c) The department may exchange personal data with any other governmental agency or a contractual designee for
the purpose of medical or scientific research, provided such governmental agency or contractual designee shall not
further disclose information that is confidential under this section.

(4) Funds appropriated for this section shall be used for establishing, administering, compiling, processing, and
providing biometric and statistical analyses to the reporting facilities. Funds may also be used to ensure the quality
and accuracy of the information reported and to provide management information to the reporting facilities.

(5) The department may, by rule, classify facilities for purposes of reports made to the cancer registry and specify
the content and frequency of the reports. In classifying facilities, the department shall exempt certain facilities from
reporting cancer information that was previously reported to the department or retrieved from existing state reports
made to the department or the Agency for Health Care Administration. The provisions of this section shall not apply
to any facility whose primary function is to provide psychiatric care to its patients.

History.--ss. 2, 3, 4, 9, ch. 78-171; s. 5, ch. 82-213; s. 2, ch. 83-234; s. 96, ch. 86-220; s. 1, ch. 90-6; s. 3, ch. 95-
188;s. 201, ch. 96-406; s. 190, ch. 97-101; s. 31, ch. 97-237; s. 24, ch. 99-397.
Note.--Former s. 381.3812.
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CONFIDENTIALITY

Title XXIX Chapter 405
PUBLIC HEALTH Medical Information Available For Research

405.01 Release of medical information to certain study groups; exemption from liability.—

Any person, hospital, assisted living facility, hospice, sanatorium, nursing or rest home or other organization may
provide information, interviews, reports, statements, memoranda, or other data relating to the condition and treatment
of any person to research groups, governmental health agencies, medical associations and societies, and in-hospital
medical staff committees, to be used in the course of any study for the purpose of reducing morbidity or mortality.
No liability of any kind or character for damages or other relief shall arise or be enforced against any person or
organization by reason of having provided such information or material, or by reason of having released or published
the findings and conclusions of such groups to advance medical research and medical education, or by reason of
having released or published generally a summary of such studies.

History.--s. 1, ch. 65-533; s. 19, ch. 90-344; s. 27, ch. 95-210.

Title XXIX Chapter 405
PUBLIC HEALTH Medical Information Available For Research

405.02 Limitation on publication of released information.—

Research groups, governmental health agencies, organized medical associations and societies, and in-hospital
medical staff committees shall use or publish said material only for the purpose of advancing medical research or
medical education in the interest of reducing morbidity or mortality, except that a summary of such studies may be
released by any such group for general publication.

History.--s. 2, ch. 65-533; s. 20, ch. 90-344; s. 244, ch. 96-406.

Title XXIX Chapter 405
PUBLIC HEALTH Medical Information Available For Research

405.03 Confidentiality.—

In all events, the identity of any person whose condition or treatment has been studied shall be confidential and
exempt from the provisions of s. 119.07(1).
History.--s. 3, ch. 65-533; s. 21, ch. 90-344; s. 245, ch. 96-406.
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Title XXIX Chapter 408
PUBLIC HEALTH Health Care Administration

408.07 Definitions.—As used in this chapter, with exception of ss. 408.031-408.045, the term:

(1) "Accepted" means that the agency has found that a report or data submitted by a health care facility

or a health care provider contains all schedules and data required by the agency and has been prepared in

the format specified by the agency, and otherwise conforms to applicable rule or Florida Hospital Uniform
Reporting System manual requirements regarding reports in effect at the time such report was submitted, and
the data are mathematical reasonable and accurate.

(2) "Adjusted admission" means the sum of acute and intensive care admissions divided by the ratio of

inpatient revenues generated from acute, intensive, ambulatory, and ancillary patient services to gross revenues.

If a hospital reports only subacute admissions, then "adjusted admission" means the sum of subacute admissions
divided by the ratio of total inpatient revenues to gross revenues.

(3) "Agency" means the Agency for Health Care Administration.
(4) "Alcohol or chemical dependency treatment center" means an organization licensed under chapter 397.

(5) "Ambulatory care center" means an organization which employs or contracts with licensed health care
professionals to provide diagnosis or treatment services predominantly on a walk-in basis and the organization holds
itself out as providing care on a walk-in basis. Such an organization is not an ambulatory care center if it is wholly
owned and operated by five or fewer health care providers.

(6) "Ambulatory surgical center" means a facility licensed as an ambulatory surgical center under chapter 395.

(7) "Audited actual data" means information contained within financial statements examined by an independent,
Florida-licensed, certified public accountant in accordance with generally accepted auditing standards, but does not
include data within a financial statement about which the certified public accountant does not express an opinion or
issues a disclaimer.

(8) "Birth center" means an organization licensed under s. 383.305.

(9) "Cardiac catheterization laboratory" means a freestanding facility that employs or contracts with licensed health
care professionals to provide diagnostic or therapeutic services for cardiac conditions such as cardiac catheterization
or balloon angioplasty.

(10) "Case mix" means a calculated index for each health care facility or health care provider, based on patient data,
reflecting the relative costliness of the mix of cases to that facility or provider compared to a state or national mix of
cases.

(11) "Clinical laboratory" means a facility licensed under s. 483.091, excluding: any hospital laboratory defined
under s. 483.041(6); any clinical laboratory operated by the state or a political subdivision of the state; any blood or
tissue bank where the majority of revenues are received from the sale of blood or tissue and where blood, plasma, or
tissue is procured from volunteer donors and donated, processed, stored, or distributed on a nonprofit basis; and any
clinical laboratory which is wholly owned and operated by physicians who are licensed pursuant to chapter 458 or
chapter 459 and who practice in the same group practice, and at which no clinical laboratory work is performed for
patients referred by any health care provider who is not a member of that same group practice.

(12) "Comprehensive rehabilitative hospital" or "rehabilitative hospital" means a hospital licensed by the agency as
a specialty hospital as defined in s. 395.002; provided that the hospital provides a program of comprehensive medical
rehabilitative services and is designed, equipped, organized, and operated solely to deliver comprehensive medical
rehabilitative services, and further provided that all licensed beds in the hospital are classified as

"comprehensive rehabilitative beds" pursuant to s. 395.003(4), and are not classified as "general beds."

viii
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Title XXIX Chapter 408
PUBLIC HEALTH Health Care Administration

(13) "Consumer" means any person other than a person who administers health activities, is a member of the
governing body of a health care facility, provides health services, has a fiduciary interest in a health facility or other
health agency or its affiliated entities, or has a material financial interest in the rendering of health services.

(14) "Continuing care facility" means a facility licensed under chapter 651.

(15) "Critical access hospital" means a hospital that meets the definition of "critical access hospital" in s. 1861(mm)
(1) of the Social Security Act and that is certified by the Secretary of Health and Human Services as a critical access
hospital.

(16) "Cross-subsidization" means that the revenues from one type of hospital service are sufficiently higher than the
costs of providing such service as to offset some of the costs of providing another type of service in the hospital.
Cross-subsidization results from the lack of a direct relationship between charges and the costs of providing a
particular hospital service or type of service.

(17) "Deductions from gross revenue" or "deductions from revenue" means reductions from gross revenue resulting
from inability to collect payment of charges. For hospitals, such reductions include contractual adjustments;
uncompensated care; administrative, courtesy, and policy discounts and adjustments; and other such revenue
deductions, but also includes the offset of restricted donations and grants for indigent care.

18) "Diagnostic-imaging center" means a freestanding outpatient facility that provides specialized services for the
diagnosis of a disease by examination and also provides radiological services. Such a facility is not a diagnostic-
imaging center if it is wholly owned and operated by physicians who are licensed pursuant to chapter 458 or chapter
459 and who practice in the same group practice and no diagnostic-imaging work is performed at such facility for
patients referred by any health care provider who is not a member of that same group practice.

(19) "FHURS" means the Florida Hospital Uniform Reporting System developed by the agency.

(20) "Freestanding" means that a health facility bills and receives revenue, which is not directly subject to the
hospital assessment for the Public Medical Assistance Trust Fund as described in s. 395.701.

(21) "Freestanding radiation therapy center" means a facility where treatment is provided through the use of radiation
therapy machines that are registered under s. 404.22 and the provisions of the Florida Administrative Code
implementing s. 404.22. Such a facility is not a freestanding radiation therapy center if it is wholly owned and
operated by physicians licensed pursuant to chapter 458 or chapter 459 who practice within the specialty of
diagnostic or therapeutic radiology.

(22) "GRAA" means gross revenue per adjusted admission.

(23) "Gross revenue" means the sum of daily hospital service charges, ambulatory service charges, ancillary service
charges, and other operating revenue. Gross revenues do not include contributions, donations, legacies, or bequests
made to a hospital without restriction by the donors.

(24) "Health care facility" means an ambulatory surgical center, a hospice, a nursing home, a hospital, a diagnostic-
imaging center, a freestanding or hospital-based therapy center, a clinical laboratory, a home health agency, a cardiac
catheterization laboratory, a medical equipment supplier, an alcohol or chemical dependency treatment center, a
physical rehabilitation center, a lithotripsy center, an ambulatory care center, a birth center, or a nursing home
component licensed under chapter 400 within a continuing care facility licensed under chapter 651.

(25) "Health care provider" means a health care professional licensed under chapter 458, chapter 459, chapter 460,
chapter 461, chapter 463, chapter 464, chapter 465, chapter 466, part I, part 111, part IV, part V, or part X of chapter
468, chapter 483, chapter 484, chapter 486, chapter 490, or chapter 491.

(26) "Health care purchaser" means an employer in the state, other than a health care facility, health insurer, or

health care provider, who provides health care coverage for her or his employees.

X
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Title XXIX Chapter 408
PUBLIC HEALTH Health Care Administration

(27) "Health insurer" means any insurance company authorized to transact health insurance in the state, any
insurance company authorized to transact health insurance or casualty insurance in the state that is offering a
minimum premium plan or stop-loss coverage for any person or entity providing health care benefits, any self-
insurance plan as defined in s. 624.031, any health maintenance organization authorized to transact business in the
state pursuant to part I of chapter 641, any prepaid health clinic authorized to transact business in the state pursuant
to part II of chapter 641, any multiple-employer welfare arrangement authorized to transact business in the state
pursuant to ss. 624.436-624.45, or any fraternal benefit society providing health benefits to its members as authorized
pursuant to chapter 632.

(28) "Home health agency" means an organization licensed under part IV of chapter 400.
(29) "Hospice" means an organization licensed under part VI of chapter 400.

(30) "Hospital" means a health care institution licensed by the Agency for Health Care Administration as a hospital
under chapter 395.

(31) "Lithotripsy center" means a freestanding facility that employs or contracts with licensed health care
professionals to provide diagnosis or treatment services using electro-hydraulic shock waves.

(32) "Local health council" means the agency defined in s. 408.033.

(33) "Market basket index" means the Florida hospital input price index (FHIPI), which is a statewide market basket
index used to measure inflation in hospital input prices weighted for the Florida-specific experience which uses
multistate regional and state-specific price measures, when available. The index shall be constructed in the same
manner as the index employed by the Secretary of the United States Department of Health and Human Services for
determining the inflation in hospital input prices for purposes of Medicare reimbursement.

(34) "Medical equipment supplier" means an organization that provides medical equipment and supplies used by
health care providers and health care facilities in the diagnosis or treatment of disease.

(35) "Net revenue" means gross revenue minus deductions from revenue.

(36) "New hospital" means a hospital in its initial year of operation as a licensed hospital and does not include any
facility, which has been in existence as a licensed hospital, regardless of changes in ownership, for over 1 calendar
year.

(37) "Nursing home" means a facility licensed under s. 400.062 or, for resident level and financial data collection
purposes only, any institution licensed under chapter 395 and which has a Medicare or Medicaid certified distinct
part used for skilled nursing home care, but does not include a facility licensed under chapter 651.

(38) "Operating expenses" means total expenses excluding income taxes.

(39) "Other operating revenue" means all revenue generated from hospital operations other than revenue directly
associated with patient care.

(40) "Physical rehabilitation center" means an organization that employs or contracts with health care professionals
licensed under part I or part III of chapter 468 or chapter 486 to provide speech, occupational, or physical therapy
services on an outpatient or ambulatory basis.

(41) "Prospective payment arrangement" means a financial agreement negotiated between a hospital and an insurer,
health maintenance organization, preferred provider organization, or other third-party payor which contains, at a
minimum, the elements provided for in s. 408.50.
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Title XXIX Chapter 408
PUBLIC HEALTH Health Care Administration

(42) "Rate of return" means the financial indicators used to determine or demonstrate reasonableness of the financial
requirements of a hospital. Such indicators shall include, but not be limited to: return on assets, return on equity,
total margin, and debt service coverage.

(43) "Rural hospital" means an acute care hospital licensed under chapter 395, having 100 or fewer licensed beds
and an emergency room, and which is:

(a) The sole provider within a county with a population density of no greater than 100 persons per square mile;

(b) An acute care hospital, in a county with a population density of no greater than 100 persons per square mile,
which is at least 30 minutes of travel time, on normally traveled roads under normal traffic conditions, from another
acute care hospital within the same county;

(c) A hospital supported by a tax district or subdistrict whose boundaries encompass a population of 100 persons or
fewer per square mile;

(d) A hospital with a service area that has a population of 100 persons or fewer per square mile. As used in this
paragraph, the term "service area" means the fewest number of zip codes that account for 75 percent of the hospital's
discharges for the most recent 5-year period, based on information available from the hospital inpatient discharge
database in the State Center for Health Statistics at the Agency for Health Care Administration; or

(e) A hospital designated as a Critical Access Hospital by the Department of Health in accordance with federal
regulations and state requirements.

Population densities used in this subsection must be based upon the most recently completed United States census.

(44) "Special study" means a nonrecurring data-gathering and analysis effort designed to aid the agency in meeting
its responsibilities pursuant to this chapter.

(45) "Teaching hospital" means any Florida hospital officially affiliated with an accredited Florida medical school
which exhibits activity in the area of graduate medical education as reflected by at least seven different graduate
medical education programs accredited by the Accreditation Council for Graduate Medical Education or the Council
on Postdoctoral Training of the American Osteopathic Association and the presence of 100 or more full-time
equivalent resident physicians. The Director of the Agency for Health Care Administration shall be responsible for
determining which hospitals meet this definition.

History.--s. 71, ch. 92-33; s. 75, ch. 92-289; s. 13, ch. 93-129; s. 39, ch. 93-217; s. 17, ch. 95-144; s. 38, ch. 97-103;

s. 2, ch. 98-14; s. 2, ch. 98-21; s. 14, ch. 98-89; s. 44, ch. 2000-153; s. 28, ch. 2000-163; s. 2, ch. 2000-227. ch.
2003-258; s. 5, ch. 2005-81; s. 77, ch. 2006-197; s. 10, ch. 2006-261.
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Rule 64D-3.003

64D-3.003 Notification by Laboratories.

(1) Each laboratory director or designee in charge of a laboratory shall report, or cause to be reported evidence
suggestive of or diagnostic of diseases or conditions listed in subsection 64D-3.002(1), F.A.C., from any specimen
derived from a human body, or from an animal in the case of rabies or plague testing, to the county health department
director or administrator or the State Health Officer or to either of their designated representatives. Such reports shall
be made within 72 hours of recognition by telephone, or other electronic means, or in writing, except for certain
specified diseases as indicated by a (T), which shall be reported immediately by telephone and followed by a written
report. Exceptions to laboratory reporting as defined by this rule are provided for sexually transmitted diseases
including AIDS, as indicated in Rule 64D-3.017, F.A.C.

(2) All reports of cancer identified by laboratories licensed under Chapter 483, F.S., shall be submitted to the Florida
Cancer Data System within six (6) months of diagnosis.

(3) The State Health Officer shall periodically, but no less than annually, issue a listing of laboratory test results that
are to be reported. The July 1999 “Reportable Laboratory Findings,” incorporated by reference in this rule, shall be
updated to reflect changes in technology and practice and may be obtained from the Department of Health, Bureau
of Epidemiology, 4052 Bald Cypress Way, Bin A-12, Tallahassee, Florida 32399-1720.

(4) To allow follow-up of laboratory findings by the local county health department director/administrator or their
designee, all specimens submitted for laboratory tests or examinations related to a disease or condition listed in
subsection 64D-3.002(1), F.A.C., shall be accompanied by certain identifying information. In addition to the name
and date of birth of the person from whom the specimen was obtained; the name, address and telephone number of
the processing clinical laboratory; and the diagnostic test(s) performed, specimen type and result, the following
information shall be provided:

(a) Address, telephone number, race, sex, and ethnicity of the person from whom the specimen was obtained or, if
this is not available,

(b) Name, address and telephone number of the submitting physician, health care provider or other authorized person
who submitted the specimen.

(5) The practitioner who first authorizes, orders, requests or submits a specimen shall be responsible for obtaining
and providing the information required in (4) above at the time the specimen is sent to or received by the laboratory.
(6) Notification of test results shall be submitted by telephone, or other electronic means, or in writing on a form
furnished by the laboratory. Reports shall be made within 72 hours of a test result. Any preliminary telephone
communication must be followed up by a written report.

(7) If the laboratory that makes the positive finding received the specimen from another laboratory, the laboratory
making the positive finding shall be responsible for reporting such results as defined in subsection 64D-3.003(1),
F.A.C.

(8) In addition to the reporting requirements pursuant to subsection 64D-3.003(1), F.A.C., each laboratory that
obtains

a human isolate of Escherichia coli O157:H7, or Neisseria meningitidis or Haemophilus influenzae from a sterile
site

or Staphylococcus aureus with a vancomycin minimum inhibitory concentration (MIC) = or > 8 micrograms per
milliliter from any site shall retain a subculture of the isolate on suitable media for at least six months after receipt
of the specimen in the laboratory. In lieu of retaining this subculture, the laboratory is permitted to send the subculture
to the Florida Department of Health State Central Laboratory, which will maintain a record indicating the date that
these subcultures were submitted to the Central Laboratory.

(9) In addition to the reporting requirements pursuant to subsection 64D-3.003(1), F.A.C., each laboratory that makes
a finding, or suggestive finding, of malaria or cyclospora parasites in a specimen of a patient shall retain a stained
permanent slide for at least six months after receipt of the specimen in the laboratory. In lieu of retaining the slide(s),
the laboratory may send such slide(s) to the State of Florida Department of Health Central Laboratory, which will
maintain a record indicating the date that these specimens were submitted to the Central Laboratory.

(10) Each laboratory licensed to perform tests for any reportable disease or condition shall make its records for such
diseases or conditions available for on-site inspection by the department or its authorized representatives.

(11) Persons submitting specimens for reportable laboratory tests to the Florida Department of Health, pursuant to
subsection 64D-3.003(4), F.A.C., are required to supply the laboratories with sufficient information to comply with
the provisions of this section.

Specific Authority 381.0011(13), 381.003(2), 381.0031(6), 384.33 FS. Law Implemented 381.0011, 381.003,
381.0031, 384.25 FS. History—New 12-29-77, Amended 6-7-82, Formerly 10D-3.66, Amended 2-26-92, 7-21-96,
Formerly 10D-3.066, Amended 11-2-98, 7-5-99, 6-4-00, 6-9-03. Repealed 11-20-06...

Editorial Note: See 64D-3.031
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Rule 64D-3.031

64D-3.031 Notification by Laboratories.

(1) Each person or designee who is in charge of a public, federal, private, military or

hospital laboratory responsible for receiving the initial order to perform serologic, immunologic,
microscopic, biochemical, molecular or cultural tests on specimens derived from a human body
or an animal or for collecting the specimen shall report or cause to be reported any laboratory test
suggestive of or diagnostic of diseases or conditions listed in the Table of Notifiable Diseases or
Conditions, Rule 64D-3.029, F.A.C. per this rule.

(2) Receipt of a laboratory test order requesting the identification of reportable agents

shall be considered by the laboratory as an indication of suspected diagnosis. However,
laboratories need only to report suspected cases if indicated in the “suspect immediately” column
under laboratories in the Table of Notifiable Diseases or Conditions, Rule 64D-3.029, F.A.C.
(3) To allow follow-up of laboratory findings suggestive of or diagnostic of diseases or
conditions in the Table of Notifiable Diseases or Conditions, the form upon which the
information will be reported shall be furnished by the laboratory that includes the following
information:

(a) The Patient’s:

1. First and last name, including middle initial;
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2. Address including street city, state and zip code;

. Phone number, including area code;

. Date of birth;

. Sex;

. Race;

. Ethnicity (specify if of Hispanic descent or not of Hispanic descent);

. Pregnancy status if applicable;

. Social Security number;

(b) The Laboratory

1. Name, address and telephone number of laboratory performing test;

2. Type of specimen (for example stool, urine, blood, mucus, etc.);

3. Date of specimen collection;

4. Site (for example cervix, eye, etc., if applicable);

5. Date of report;

6. Type of tests performed and results, including reference range, titer when quantitative
procedures are performed, and including all available results on speciating, grouping or typing of
organisms;

7. Submitting provider’s name, address including street, city, zip code and telephone

number, including area code.

(4) Laboratories located out of state, licensed under Part 1, Chapter 483, F.S., who collect
specimens in Florida or who receive the initial order for testing from a practitioner, blood bank,
plasmapheresis center or other health care provider located in Florida, shall report in the same
way as if the findings had been made by a laboratory located in Florida.

(5) Upon the Department’s implementation of its Electronic Laboratory Reporting

System (ELR) for laboratory findings suggestive of or diagnostic of diseases or conditions,
reports will be submitted electronically to the Department using Health Level Seven (HL7)
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version 2.3.1 format. The CDC Implementation Guide for Transmission of Laboratory-Based
Reporting of Public Health Information using version 2.3.1 of the Health Level Seven (HL7)
Standard Protocol, incorporated by reference, is available at the Department of Health, ELR
Project, 4052 Bald Cypress Way, Bin A-12, Tallahassee, Florida 32399-1715.

(a) The Department’s ELR System shall include:

1. The initial contact with the reporting laboratory;

2. A content review and testing of the laboratories’ HL.7 transmissions; and
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Rule 64D-3.031
64D-3.031 Notification by Laboratories.

3. The transition from testing to production for the HL7 laboratory transmissions.
(b) The Department and laboratory will agree on a date of implementation
(c) Laboratories reporting electronically through ELR and the Department shall agree to a

date that the transmission of findings suggestive of or diagnostic of diseases or conditions listed
in the Table of Notifiable Disease or Conditions, Rule 64D-3.029 F.A.C., electronically in HL.7
version 2.3.1 format to the Department is acceptable and considered good faith reporting and the
laboratory will no longer be required to submit paper forms pursuant to 64D-3.031(3) F.A.C.

(d) The Department shall ensure access to the laboratory findings suggestive of or
diagnostic of disease or conditions listed in the Table of Notifiable Diseases or Conditions to
authorized representatives of the department.

(6) This section does not prohibit a laboratory from making a report by telephone, in
writing, or facsimile to the county health department having jurisdiction for the area in which the
office of the submitting practitioner or the patient’s residence is located.

(7) In order to study disease incidence, each laboratory licensed to perform tests for any
notifiable disease or condition shall report the test volume for each related diagnostic test
performed for the notifiable diseases listed in 64D-3.029, F.A.C.

(a) Reports are to be filed annually on or before April 1 of each year to the Department
electronically in a format agreed upon by the department and the laboratory with the following
information:
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(1) Type of diagnostic test;

(2) Patient’s date of birth;

(3) Patient’s sex;

(4) Race;

(5) Ethnicity (specify if of Hispanic descent or not of Hispanic descent).

(8) Each laboratory licensed to perform tests for any reportable disease or condition shall
make its records for such diseases or conditions available for on-site inspection by the
Department or its authorized representatives.

Specific Authority 381.0011(7), 381.0011(13), 381.003(2), 381.0031(5), 381.0031(6),
384.33, 392.66 FS. Law Implemented 381.0011, 381.003, 381.0031, 384.25(1), 392.53(1) FS.
History—New .

Editorial Note: History-New 12-29-77, Amended 6-7-82, Formerly 10D-3.66, Amended
2-26-92, 7-21-96, Formerly 10D-3.066, Amended 11-2-98, 7-5-99, 6-4-00, 6-9-03, 9-1-05,
Formerly 64D3.003, 64D-3.017 & 64D-3.023
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64D-3.034 Cancer Reporting.

64D-3.034 Cancer Reporting

(1) Reporting Requirements:

a.

Each facility and laboratory licensed under Chapters 395 and 483, and Section
408.07(20), F.S., respectively and practitioners licensed under Chapter 458, 459, 464,
F.S., are required to report to the Florida Cancer Data System as required by Section
385.202, F.S., within six (6) months of each diagnosis and within six (6) months of the
date of each treatment.

Each facility shall submit each cancer case report electronically. Those facilities with
fewer than 35 cancers annually requiring abstracting may submit paper copies or
portions of the medical record, provided the copies contain all of the required
information as per (1)(c).

The data items, coding schemes, definitions, record layouts, and reporting procedures
are to follow the guidance provided in the Florida Cancer Data System Data Acquisition
Manual (2005, or current edition), incorporated by reference, available at

http://www.fcds.med.miami.edu/inc/downloads.shtml.

(2) Not withstanding (1), each facility, center, and laboratory that reports cancer cases to the Florida

Cancer Data System shall make its records available for on-site review by the department or its

authorized representatives.

Specific Authority 381.0011(13), 381.003(2), 381.0031(6), 384.33, 385.202(5), 392.66 FS. Law Implemented

381.0011, 381.003, 381.0031, 384.25, 385.202, 392.53 FS. History—New

Editorial Note: History-Formerly 10D-3.77, 10D-3.077, and 64D-3.006 (3) (5)...
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64D-3.006

64D-3.006 Reports, Medical Facilities and Freestanding Radiation Therapy Centers.

(1) The chief administrative officer of each civilian facility licensed under Chapter 395, F.S., and freestanding
radiation therapy centers, as defined in Section 408.07, F.S., shall (and the United States military and Veterans
Administration hospitals are requested to) appoint an individual from the staff, hereinafter referred to as “reporting
officer,” who shall be responsible for reporting cases or suspect cases of diseases on the notifiable disease list in
persons admitted to, attended to, or residing in the facility (cf. Notification by Laboratories, Rule 64D-3.003, F.A.C.).

(2) Reporting of a case or suspected case of notifiable disease or condition by a facility or center fulfills the
requirements of the licensed practitioner to report; however, it is the responsibility of the practitioner to ensure that
the report is made as stipulated in Rule 64D-3.002, F.A.C. Reports shall be made within 72 hours of diagnosis.
Special provisions for reporting sexually transmissible diseases, including HIV infection, are found in Rule 64D-
3.016, F.A.C., and for cancer, in subsection 64D-3.006(3), F.A.C.

(3) Reporting of cancer cases by a licensed practitioner, a hospital facility licensed under Chapter 395, F.S., and
freestanding radiation therapy centers, as defined in Section 408.07, F.S., to the Florida Cancer Data System as
required by Section 385.202, F.S., shall be accomplished within six (6) months of the date of each diagnosis and
within six (6) months of the date of each treatment.

(4) Florida Cancer Data System staff will provide each freestanding ambulatory surgical center with an annual list
of cancer cases for which reports are required and allow three (3) months from the date of notification for submission
of reports to the Florida Cancer Data System for each case on the list. This annual list will be generated by comparing
the ambulatory patient data maintained by the Agency for Health Care Administration with the Florida Data System
file for each calendar year. This comparison will be made each year after the Florida Cancer Data System file for
each year is complete, including all hospital and pathology laboratory data expected for that year. The list sent to
each freestanding ambulatory surgical center will contain only those records from the Agency for Health Care
Administration ambulatory patient dataset or from cancer case data received from ambulatory centers that cannot be
matched with any previously reported case.

(5) For reportable cancer cases, each family licensed under chapter 395, F.S., and each freestanding radiation therapy
center as defined in Section 408.07, F.S., shall electronically submit to the Florida Cancer Data System all available
data items as specified in the Data Acquisition Manual and Confidential Abstract Report. Those facilities and centers
with fewer than thirty-five (35) cancer cases annually requiring abstracting may submit to FCDS paper copies of
portions of the case record that include all available information that is needed for abstracting by FCDS staff. The
coding schemes, record layouts, and definitions for these items are those issued by the Florida Cancer Data System
in its Data Acquisition Manual and Confidential Abstract Report, DOH Form 2029, dated July 1997, incorporated
herein by reference. These documents are available from the Florida Department of Health, Bureau of Epidemiology,
4052 Bald Cypress Way, Bin A-12, Tallahassee, Florida 32399-1720.

Specific Authority 381.0011(13), 381.003(2), 381.0031(6), 384.33, 385.202(5), 392.66 FS. Law Implemented

381.0011, 381.003, 381.0031, 384.25, 385.202, 392.53 FS. History—New 12-29-77, Amended 6-7-82, Formerly 10D-
3.77, Amended 2-26-92, 7-21-96, Formerly 10D-3.077, Amended 11-2-98, 7-5-99, 6-4-00.
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PUBLIC LAW 107-260—OCT. 29, 2002 116 STAT. 1743
Public Law 107-260

107t Congress
An Act o amend the Public Health Service Act to provide for the collection of data on
benign brain-related tumor through the national program of cancer registries.

Be it enacted by the Senate and House of Representatives of the United States of America in Congress
assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the “Benign Brain Tumor Cancer Registries
Amendment Act”.

SEC. 2. NATIONAL PROGRAM OF CANCER REGISTRIES; BENIGN BRAINRELATED
TUMORS AS ADDITIONAL CATEGORY OF DATA COLLECTED.

(a) In GENERAL—Section 399B of the Public Health Service Act (42
U.S.C. 280e), as redesignated by section 502 (2) (A) of Public Law

106-310 (114 Stat. 1115), is amended in subsection (a)—

(1) by redesignating paragraphs (1) through (5) as
subparagraphs (A) through (3), respectively, and
indenting appropriately;

(2) by striking “(a) IN GENERAL—The Secretary” and
inserting the following:

(a) IN GENERAL—
“(1) STATEWIDE CANCER REGISTRIES—The
Secretary”;

(3) in the matter preceding subparagraph (A) (as so

redesignated). By striking “population-based” and all

that follows through “data” and inserting the
following: “population-based, statewide registries to
collect, for each condition specified in paragraph

(2)(A), data”; and

(4) by adding at the end the following:
“(2) CANCER; BENIGN BRAIN-RELATED TUMORS—

“(A) IN GENERAL—For purposes of paragraph (1), the
conditions referred to in this paragraph are the following:

“(1) Each form of in-situ and invasive cancer with

the exception of basal cell and squamous cell carcinoma of the
skin), including malignant brain-related tumors.
“(i1) Benign brain-related tumors
“(B) BRAIN-RELATED TUMOR—For purposes of
subparagraph (A):
NAACKCR, Inc. 2004 Implementation Guidelines As of November 14, 2003 Page 40
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PUBLIC LAW 107-260—OCT. 29, 2002 116 STAT. 1743
Public Law 107-260

“(@1) The term ‘brain-related tumor’ means a listed
primary tumor (whether malignant or benign)
occurring in any of the following sites:’

“() The brain, meninges, spinal
cord, cauda equina, a cranial nerve or
nerves or any other part of the central
nervous system.

“(II) The pituitary gland, pineal gland, or
craniopharyngeal duct.
“(ii) The term ‘listed’, with respect to a primary tumor,
means a primary tumor that is listed in the International
Classification of Diseases for Oncology (commonly
referred to as the ICD-O).
“(iil) The term ‘International Classification of Diseases for
Oncology’ means a classification system that includes
topography (site) information and histology (cell type
information) developed by the World Health Organization,
in collaboration with international centers, to promote
international comparability in the collection, classification,
processing and presentation of cancer statistics. The ICDO
system is a supplement to the International Statistical
Classification of Diseases and Related Health Problems
(commonly known as the ICD) and is the standard coding
system used by cancer registries worldwide. Such term
includes any modification made to such system for
purposes of the United States. Such term further includes
any published classification system that is internationally
recognized as a successor to the classification system
referred to in the first sentence of this clause.
“(C) STATEWIDE CANCER REGISTRY—References in this
section to cancer registries shall be considered to be references to
registries described in this subsection.”
(b) APPLICABILITY—The amendments made by subsection (a) apply to
grants under section 399B of the Public Health Service Act for fiscal
year 2002 and subsequent fiscal years, except that, in the case of a
State that received such a grant for fiscal year 2000, the Secretary of
Health and Human Services may delay the applicability of such
amendments to the State for not more than 12 months if the Secretary
determines that compliance with such amendments requires the
enactment of a statute by the State or the issuance of State regulations.

Approved October 29, 2002.

LEGISLATIVE HISTORY—s. 2558:
Congressional record, Vol. 148 (2002):
Aug. 1. considered and passed Senate.
Oct 10. considered and passed House.
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OCR HIPAA Privacy
December 3, 2002
Revised April 3, 2003

DISCLOSURES FOR PUBLIC HEALTH ACTIVITIES
[45 CFR 164.512(b)]

Background
The HIPAA Privacy Rule recognizes the legitimate need for public health authorities and others

responsible for ensuring public health and safety to have access to protected health information to carry
out their public health mission. The Rule also recognizes that public health reports made by covered
entities are an important means of identifying threats to the health and safety of the public at large, as
well as individuals. Accordingly, the Rule permits covered entities to disclose protected health
information without authorization for specified public health purposes.

How the Rule Works

General Public Health Activities. The Privacy Rule permits covered entities to disclose protected health
information, without authorization, to public health authorities who are legally authorized to receive
such reports for the purpose of preventing or controlling disease, injury, or disability. This would
include, for example, the reporting of a disease or injury; reporting vital events, such as births or deaths;
and conducting public health surveillance, investigations, or interventions. See 45 CFR 164.512(b)(1)(i).
Also, covered entities may, at the direction of a public health authority, disclose protected health
information to a foreign government agency that is acting in collaboration with a public health authority.
See 45 CFR 164.512(b)(1)(i). Covered entities who are also a public health authority may use, as well as
disclose, protected health information for these public health purposes. See 45 CFR 164.512(b)(2).

A “public health authority” is an agency or authority of the United States government, a State, a
territory, a political subdivision of a State or territory, or Indian tribe that is responsible for public health
matters as part of its official mandate, as well as a person or entity acting under a grant of authority
from, or under a contract with, a public health agency. See 45 CFR 164.501. Examples of a public health
authority include State and local health departments, the Food and Drug Administration (FDA), the
Centers for Disease Control and Prevention, and the Occupational Safety and Health Administration
(OSHA).

Generally, covered entities are required reasonably to limit the protected health information disclosed
for public health purposes to the minimum amount necessary to accomplish the public health purpose.
However, covered entities are not required to make a minimum necessary determination for public
health disclosures that are made pursuant to an individual’s authorization, or for disclosures that are
required by other law. See 45 CFR 164.502(b). For disclosures to a public health authority, covered
entities may reasonably rely on a minimum necessary determination made by the public health authority
in requesting the protected health information. See 45 CFR 164.514(d)(3)(iii)(A). For routine and
recurring public health disclosures, covered entities may develop standard protocols, as part of their
minimum necessary policies and procedures, that address the types and amount of protected health
information that may be disclosed for such purposes. See 45 CFR 164.514(d)(3)(i).

Other Public Health Activities. The Privacy Rule recognizes the important role that persons or entities
other than public health authorities play in certain essential public health activities. Accordingly, the
Rule permits covered entities to disclose protected health information, without authorization, to such
persons or entities for the public health activities discussed below.

e Child abuse or neglect. Covered entities may disclose protected health information to report known
or suspected child abuse or neglect, if the report is made to a public health authority or other
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appropriate government authority that is authorized by law to receive such reports. For instance, the
social services department of a local government might have legal authority to receive reports of
child abuse or neglect, in which case, the Privacy Rule would permit a covered entity to report such
cases to that authority without obtaining individual authorization. Likewise, a covered entity could
report such cases to the police department when the police department is authorized by law to
receive such reports. See 45 CFR 164.512(b)(1)(ii). See also 45 CFR 512(¢) for information
regarding disclosures about adult victims of abuse, neglect, or domestic violence.

e Quality, safety or effectiveness of a product or activity regulated by the FDA. Covered entities may
disclose protected health information to a person subject to FDA jurisdiction, for public health
purposes related to the quality, safety or effectiveness of an FDA-regulated product or activity for
which that person has responsibility. Examples of purposes or activities for which such disclosures
may be made include, but are not limited to:

» Collecting or reporting adverse events (including similar reports regarding food and dietary
supplements), product defects or problems (including problems regarding use or labeling), or
biological product deviations;

» Tracking FDA-regulated products;

» Enabling product recalls, repairs, replacement or lookback (which includes locating and notifying
individuals who received recalled or withdrawn products or products that are the subject of
lookback); and

» Conducting post-marketing surveillance.

See 45 CFR 164.512(b)(1)(iii). The “person” subject to the jurisdiction of the FDA does not have to be a
specific individual. Rather, it can be an individual or an entity, such as a partnership, corporation, or
association. Covered entities may identify the party or parties responsible for an FDA-regulated product
from the product label, from written material that accompanies the product (known as labeling), or from
sources of labeling, such as the Physician’s Desk Reference.

e Persons at risk of contracting or spreading a disease. A covered entity may disclose protected health
information to a person who is at risk of contracting or spreading a disease or condition if other law
authorizes the covered entity to notify such individuals as necessary to carry out public health
interventions or investigations. For example, a covered health care provider may disclose protected
health information as needed to notify a person that (s)he has been exposed to a communicable
disease if the covered entity is legally authorized to do so to prevent or control the spread of the
disease. See 45 CFR 164.512(b)(1)(iv).

o Workplace medical surveillance. A covered health care provider who provides a health care service
to an individual at the request of the individual’s employer, or provides the service in the capacity of
a member of the employer’s workforce, may disclose the individual’s protected health information
to the employer for the purposes of workplace medical surveillance or the evaluation of work-related
illness and injuries to the extent the employer needs that information to comply with OSHA, the
Mine Safety and Health Administration (MSHA), or the requirements of State laws having a similar
purpose. The information disclosed must be limited to the provider’s findings regarding such
medical surveillance or work-related illness or injury. The covered health care provider must
provide the individual with written notice that the information will be disclosed to his or her
employer (or the notice may be posted at the worksite if that is where the service is provided). See
45 CFR 164.512(b)(1)(v).
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SECTION I: GUIDELINES FOR CANCER DATA REPORTING

1
The Florida Cancer Data System (FCDS) is charged with maintaining a high-quality database of useable, timely,
complete, and accurate clinical data for every reportable case of cancer diagnosed or treated in Florida. The
FCDS Data Acquisition Manual (FCDS DAM) includes guidelines and instructions for case identification, case
eligibility (which cases must be reported to FCDS), abstracting and coding, and multiple appendices referenced
throughout the manual. The manual only addresses data items that are required by FCDS, the Florida Department
of Health (DOH), and the Centers for Disease Control and Prevention (CDC) National Program of Cancer
Registries (NPCR) to support Florida’s statewide, population-based cancer registry. These guidelines have been
established to achieve and maintain this objective.

All reporting facilities, regardless of affiliation, must adhere to the following guidelines for cancer data reporting.
The instructions and codes in this manual take precedence over all previous instructions and manuals.

It is the responsibility of the reporting facility and the facility abstractor to be familiar with and understand the
content of the most current version of the FCDS Data Acquisition Manual and to update it upon receipt of any
changes from FCDS. This responsibility exists regardless of whether case abstraction and reporting are being
performed by an employee of the reporting facility or through some contractual arrangement with an independent
abstracting agency or individual within or outside the state of Florida.

CONFIDENTIALITY - Patient information, personal health information, medical records, and
healthcare facility data are all confidential and continue to be a concern about cancer and other disease
reporting. Please do not fax or email patient information to FCDS. Also, please be careful when discussing
cases over the phone with FCDS staff.

Please see supporting Federal and State Laws and Administrative Rules.

o Florida State Law: Title XXIX, Chapters - 381.0031, 385.202, 405.01, 405.02, 405.03, 408.07 —
Establishment of and Governance of FCDS

e Florida Public Health Rule 64D-3.003, 64D-3.031, 64D-3.034, 64D-3.006 — Specifics and Clarifications of
Cancer Reporting in Florida

e Federal Public Law 1070260 — Oct 29,2002, 116 Stat.1743 of the Public Health Service Act — Establishment
of CDC NPCR

e HIPAA Privacy Rule 45 CFDR 164.512(b) - FCDS is HIPAA-EXEMPT under the HIPAA Privacy Rule 45
CFR 164.512(b) as a Public Health Authority — FCDS under DOH conducts Public Health Activities.

A.CASE ELIGIBILITY

Florida facilities are legislatively mandated to report any case of cancer meeting the Florida “cancer” definition,
regardless of facility or network affiliation or Class of Case. FCDS requires complete abstracting of additional
select neoplasms that the Commission on Cancer/American College of Surgeons does not require, such as benign
and borderline brain and central nervous system tumors and certain reproductive site cancers.

If your facility participates in the diagnosis, staging, treatment, or continuing care of a patient during the first
course of treatment, progression of disease, or disease recurrence, the case must be reported to FCDS.

If any diagnostic, staging, or other evaluative studies are conducted at your facility (diagnostic imaging, re-
biopsy, sentinel node biopsy, surgical resection, other staging or treatment, etc.), then your facility must report
the case regardless of the Class of Case. Please review all standard cancer diagnosis codes and procedure codes.

Patients whose First Course of Therapy is “Active Surveillance” or “Watchful Waiting” must be reported as
their cancer has been diagnosed but will not be treated until or unless the patient has clinical symptoms, imaging,
or laboratory evidence of disease progression. This treatment decision is usually for non-aggressive neoplasms
and very early-stage cancers that do not meet the standard threshold for active treatment.
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Please be cautious when distinguishing the two very different types of cases of Active Surveillance/Watchful
Waiting versus No Treatment. No-treatment cases are usually patients with advanced or untreatable diseases or
when the patient has other comorbid factors that prohibit cancer treatment. Active Surveillance cases are often
low-grade, slow-growing, early-stage neoplasms that may not require intervention at this time.

“No Treatment” is a different treatment decision than “Watchful Waiting” or “Active Surveillance” and should
not be coded as ‘treatment given’ using Treatment Status = 2 (Active Surveillance/Watchful Wait).

“Consult-Only” and “Second Opinion” cases may be an exception to reporting depending upon what took place
at the facility to confirm a diagnosis or establish or confirm the validity of a proposed treatment plan. Some
second opinions/consultations include ordering new laboratory and/or imaging tests. Anytime your facility
orders a new test — the case is no longer a consult only...even if that is the only test done. Other second
opinions/consults include only a review of tests already performed elsewhere.

A proper “consult only” or “second opinion” case is any case where the facility provides a second opinion or
expert panel review of earlier performed diagnostic or workup studies without additional testing at your facility.
A second opinion may include re-reading pathology slides or re-reading diagnostic imaging studies.

If your facility does not perform additional testing, the case is not reportable to FCDS. However, if your facility
performs any additional testing for this or any other cancer and the patient has evidence of active disease or is
undergoing treatment for cancer at any facility, the case is reportable to FCDS.

Exception 1: Patients undergoing planned first course or later course long-term hormonal treatment for breast
or prostate cancer that continues to demonstrate no active neoplasm should not be reported. Any other type of
cancer or patient with active malignancy (any evidence of disease) must be reported.

Patients seen in an ambulatory care setting for port-a-cath placement only where no chemotherapeutic or anti-
neoplastic agent(s) is injected into the port do not need to be reported UNLESS they have active disease. Patients
with active disease whether being treated or not are reportable to FCDS.

Please note that many types of drugs may be administered through a port-a-cath delivery system. The medical
record and medication flow sheets MUST be reviewed. For the case to meet this criterion, they cannot include
administering any anti-neoplastic agent(s) through the port-a-cath. The case must be reported if any anti-
neoplastic agent is administered at the reporting facility, either as an outpatient or inpatient.

PI Rads, BI Rads, LI Rads alone are not reportable to FCDS. PI Rads, BI Rads, LI Rads confirmed with
biopsy or physician statement are reportable to FCDS. The Date of Diagnosis is the date of the positive
biopsy or definitive statement from physician. This FCDS rule was updated to align with CoC.

1. Reportable Patients

All patients first seen at the reporting facility on or after January 1, 1981 (July 1, 1997, for free-
standing/ambulatory surgery centers and freestanding radiation therapy centers), whether as an inpatient,
outpatient, or in an ambulatory care setting, who meet one or more of the below criteria must be reported to
FCDS. Any patient with a coded diagnosis of cancer but not reported may be included in Casefinding Audits
for review to ensure the case is truly not reportable. This may require a second complete review of the chart.

IMPORTANT NOTE: The start date for your registry for the state of Florida is 1/1/1981, or the day your facility
opened. It is not the exact start date that the Commission on Cancer assigns your facility. All reporting began
in 1981. FCDS has cancer cases from your facility going back to 1981. If you submit a new cancer for a person
already registered by your facility with FCDS, you must use the same Accession Number assigned to that person
before your CoC Start Date. The older Accession Numbers are in the Alphabetical Listing Report of ALL Cases
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Reported to FCDS by your Facility. This ‘alpha list’ runs interactively and is the most up-to-date listing of all
cases ever reported by your facility. It can be run in Accession Number Order or Alphabetical Order in IDEA.

Reportable Patients

a) all patients with an active, malignant neoplasm (in-situ or invasive), whether being treated or not (includes
“active surveillance” cases) — with limited exceptions such as CIN III and PIN III (see Reportable Tumors)

b) all patients with an active, benign, or borderline brain or central nervous system (CNS) tumor, diagnosed on
or after 01/01/2004, whether being treated or not (includes active surveillance and never treated)

¢) all patients undergoing prophylactic, neoadjuvant, or adjuvant therapy for malignancy,

d) all patients undergoing ‘active surveillance’ or ‘watch and wait’ approach to therapy,

€) patients seen as in-patient, out-patient, or in-clinic are reportable,

f) all patients diagnosed at autopsy,

g) all historical cases that meet FCDS reportable guidelines.

2. Not Reportable Patients

a) patients in complete remission with no evidence of cancer (NED). See revised Note below regarding chronic
neoplasms,

b) patients with no evidence of cancer and not receiving prophylactic or adjuvant therapy,

¢) patients seen only in consultation to provide a second opinion to confirm a diagnosis or a treatment plan (no
additional testing can be performed at your facility or the case is reportable),

d) patients first seen at the reporting facility before January 1, 1981 (July 1, 1997, for free-standing centers)
and returning after that date for treatment of the same primary malignant neoplasm,

e) patients who receive transient care to avoid interrupting a course of therapy started elsewhere.

Revised Note: Patients with neoplastic conditions such as chronic leukemia, myelodysplastic syndromes, and
myeloproliferative diseases, or other lymphoid/myeloid neoplasms designated as ‘chronic’ may achieve a state
of clinical remission. These patients in remission, with no active cancer, are not reportable to FCDS.

3. Reportable Neoplasms

Determination of whether a given primary neoplasm is reportable is made by reference to the histology and
behavior codes of the International Classification of Diseases for Oncology, 3" ed., including approved updates
and errata published by WHO and supported by NAACCR for ICD-O-3.

FCDS requires that all neoplasms with behavior of /2 (in-situ) or /3 (malignant) be reported to FCDS with minor
exclusions, including CIN III and PIN III or carcinoma in situ of the cervix or prostate.

Additionally, FCDS requires reporting all benign, borderline, and malignant tumors of the Brain, Central
Nervous System, Cranial Nerves, Intracranial Glands, Meninges, and Peripheral Nerve Tumors.

a) In Situ and Invasive Cancers - FCDS includes all primary malignancies - in situ and/or invasive. Therefore,
any cancer with an ICD-O behavior code of /2 (in situ) or /3 (malignant) is reportable to FCDS (except
carcinoma in situ of the cervix, carcinoma in situ of the prostate, CIN III, and PIN III). Cancers with benign
or borderline behavior are discussed elsewhere in this section. If a tumor with an ICD-O behavior code of
/0 or /1 is determined to be in situ or invasive by how it behaves (in a malignant fashion) or by a pathologist,
the case is reportable.

i.  Anal Intraepithelial Neoplasia (AIN III) is reportable to FCDS and should be included in
casefinding activities. This non-invasive neoplasm of the anus or anal canal (C21.0-C21.1) is not
the same as the SCC of perianal skin (C44.5). It is important to distinguish between true anal cancers
and skin of anus neoplasms. Neoplasms of the skin of anus (perianal skin) are not reportable, even
if they extend into the anal canal. AIN III of the perianal skin is not reportable to FCDS.
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Penile Intraepithelial Neoplasia Grade III (PeIN III) is reportable to FCDS and should be
included in casefinding activities.

Vulvar Intraepithelial Neoplasia Grade III (VIN III) is reportable to FCDS and should be
included in casefinding activities.

Vaginal Intraepithelial Neoplasia Grade III (VAIN III) is reportable to FCDS and should be
included in casefinding activities.

Lobular Intraepithelial Neoplasia Grade III (LIN IIT) breast C500-C509

The CoC does not require Lobular Carcinoma In-Situ (LCIS) to be abstracted or reported to NCDB.
However, LCIS is reportable to FCDS and all central cancer registries nationwide.

(Pancreatic Intraepithelial Neoplasia (PanIN III) is reportable to FCDS (histology 8148/2) and
should be included in casefinding activities.

*Glandular Intraepithelial Neoplasia, Grade I1I/High Grade Glandular Dysplasia is reportable
as adenocarcinoma in situ of the esophagus with histology code 8148/2.

Glandular Intraepithelial Neoplasia, Grade III/High Grade Glandular Dysplasia of other
colorectal sites are not reportable unless the pathologist specifically states the tumor is ‘in-
situ’ or ‘non-invasive’ or your Cancer Committee has agreed on this.

Specific Neoplasms with High Grade Dysplasia in Some Gastrointestinal Sites (C160-C166,
C168-C169, C170-C173, C178-C179, C181) are reportable as of 1/1/2022 (2022 List Below)

Non-invasive follicular thyroid neoplasm with papillary like nuclear features (NIFTP) is a low-
grade tumor of the thyroid gland and is no longer reportable.

Post Transplant Lymphoproliferative Disorder (PTLD) 9971/1 is reportable as 9971/3 as of
01/01/2025

*Note 1: AJCC TNM Manual, 8" edition states for Esophageal Cancers: “High grade dysplasia includes
all non-invasive neoplastic epithelia that was formerly called carcinoma in situ, a diagnosis that is no
longer used for columnar mucosae anywhere in the gastrointestinal tract.” Therefore, all high
grade/severe dysplasia of esophagus are reportable as carcinoma in situ.

*Note 2: AJCC TNM Manual, 8" edition states for Colon Cancers: “The terms ‘high grade dysplasia’
and ‘severe dysplasia’ may be used as synonymous for in situ adenocarcinoma and in situ carcinoma.
These cases should be assigned a pTis.” It is necessary to contact your pathologist and/or cancer
committee to determine if s/he applies this definition to all colon cancers. If so, high grade/severe
dysplasia of any colon site is reportable as adenocarcinoma in situ (8140/2).

b) Specified malignant neoplasms of the skin are reportable conditions: Kaposi sarcoma, malignant
melanoma, in-situ melanoma, early melanoma, evolving melanoma, Merkel cell carcinoma, sebaceous
adenocarcinoma, sweat gland adenocarcinoma, mycosis fungoides and T-cell or B-cell lymphoma of skin.

¢) Dermatofibrosarcoma protuberans is no longer reportable to FCDS as of 1/1/2021.
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Carcinoid Tumor of Appendix Diagnosis Date 1/1/2015 forward is a Reportable Malignancy.

8323/3 — clear cell papillary renal cell carcinoma of the kidney has been reclassified as an ISUP
Grade 1 (low-grade neoplasm), which is not malignant. However, this cancer is still reportable in the
United States using the 8323/3 malignant clear cell papillary renal cell carcinoma of kidney code.

In Utero Diagnosis and Treatment — beginning in 2009, diagnosis and treatment dates for a fetus
before birth are to be assigned the actual date of the event. In the past, those dates were set by rule
to the date the baby was born. The exact date may be used for cases diagnosed before 2009 and must
be used for cases diagnosed on 1/1/2009 and later.

Basal and squamous skin cancers in genital sites (histology codes 8000-8110) are reportable.

Genital Sites include the following anatomic locations:

h) C51.0-C51.1- Labia i) C51.2 - Clitoris ) C51.8-C519-Vulva

k) C52.9 - Vagina I) C60.0 - Prepuce m) C60.9 - Penis
n) C63.2 - Scrotum

Clarification for Reporting /2 and /3 Pancreatic Neoplasms - The classification and reporting of tumors
of the pancreas and the pancreato-biliary system can be confusing in part due to the terminology associated
with tumors arising within this body system and complicated by the mixed nature of benign, borderline, in-
situ and invasive neoplasms and various histologic subtypes associated with pancreato-biliary neoplasms.
ALL in-situ and invasive (malignant) neoplasms of the pancreas are reportable to FCDS. However, some
reportable neoplasms are associated with terminology that registrars do not recognize as reportable
malignancy. FCDS is making every effort to capture these pancreato-biliary primary tumors early in the
disease process as endoscopic ultrasound (EUS) and new imaging are improving diagnosis.

Further Clarification has indicated that any reportable tumor must reference one or more of the following
terms; neoplasm with high grade dysplasia, noninvasive neoplasm, invasive neoplasm. Tumors, lesions, or
abnormalities identified on endoscopic ultrasound associated only with adenoma, low grade dysplasia,
moderate grade dysplasia, intermediate grade dysplasia or ‘not otherwise specified’ are classified by WHO
as ‘benign’ and are not reportable. Pancreatic tumor (IPMN/IOPN/ITPN/CPEN) seen on endoscopic
ultrasound without biopsy is not reportable unless clinically malignant due to metastasis. Nofe: some of
these patients still get a Whipple Procedure as if they had malignancy. So, treatment is not the defining
characteristic of a malignancy in this case. Please take care when reviewing these cases.

The IPMN Path Description must include at least one of the clarifying descriptive terms below;

. IPMN, with high grade dysplasia
° IPMN, non-invasive
. IPMN, in situ
° IPMN, associated with invasive carcinoma
o IPMN, invasive
Reportable ICD-0-3 | Description
Yes 8150/3 Cystic Pancreatic Endocrine Neoplasm, invasive (CPEN)
Yes 8163/2 Papillary neoplasm, pancreaticobiliary-type, with high grade intraepithelial
neoplasia
Yes 8163/3 Pancreatobiliary-type carcinoma

FCDS Data Acquisition Manual 2025 Revised 2025



)

SECTION I: GUIDELINES FOR CANCER DATA REPORTING

6
Reportable ICD-O-3 | Description

Yes 8240/3 Neuroendocrine Tumor, Grade 1 (NET GR1) of the pancreas

Yes 8246/3 Neuroendocrine Carcinoma of the pancreas

Yes 8249/3 Neuroendocrine Tumor, Grade 2 (NET GR2) of the pancreas

Yes 8440/3 Cystadenocarcinoma of the pancreas

Yes 8452/3 Solid Pseudo-Papillary Neoplasm (SPN) of the pancreas

Yes 8453/2 Intraductal Papillary Mucinous Neoplasms (IPMN) of the pancreas with high grade
dysplasia

Yes 8453/2 Intraductal Papillary Mucinous Neoplasm (IPMN) of the pancreas, non-invasive

Yes 8453/3 Intraductal Papillary Mucinous Neoplasm (IPMN) with an associated invasive
carcinoma

Yes 8453/3 Intraductal Papillary Mucinous Carcinoma, invasive

Yes 8470/2 Mucinous Cystic Neoplasm (MCN) of the pancreas with high-grade dysplasia

Yes 8470/2 Non-invasive Mucinous Cystic Neoplasm (MCN) of the pancreas with high-grade
dysplasia

Yes 8470/2 Mucinous Cystadenocarcinoma, non-invasive (MCN)

Yes 8470/3 Mucinous Cystadenocarcinoma of the pancreas

Yes 8470/3 Mucinous Cystic Neoplasm (MCN) of the pancreas with invasive carcinoma

Yes 8471/3 Papillary Mucinous Cystadenocarcinoma of the pancreas

Yes 8500/3 Infiltrating Duct Carcinoma of the pancreas

Yes 8503/2 Intraductal Oncocytic Papillary Neoplasm (IOPN) of the pancreas with high grade
dysplasia

Yes 8503/2 Intraductal Oncocytic Papillary Neoplasm (IOPN) of the pancreas, noninvasive

Yes 8503/2 Intraductal Tubule-Papillary Neoplasm (ITPN) of the pancreas with high grade
dysplasia

Yes 8503/2 Intraductal Tubule-Papillary Neoplasm (ITPN) of the pancreas, noninvasive

Yes 8503/3 Intraductal Tubule-Papillary Neoplasm (ITPN) with invasive carcinoma

Yes 8552/3 Mixed acinar-ductal carcinoma

No n/a Histologies with Behavior Code of /0 (benign)

No n/a Histologies with Behavior Code of /1 (borderline)

No n/a Serous cystadenomas, solid and cystic papillary (Hamoudi) tumors, lympho-
epithelial cysts and simple cysts are all benign and not reportable

Benign and Borderline Cancers - Benign and borderline primary intracranial and central nervous system
(CNS) tumors with a behavior code of /0 or /1 in ICD-O-3 are reportable as of 01/01/2004.

Benign/Borderline Cancers diagnosed and/or treated before 1/1/2004 are not reportable to FCDS.

FCDS requires reporting of all benign, borderline, and malignant tumors of the Brain, Central Nervous
System, Cranial Nerves, Intracranial Glands, Meninges and Peripheral Nerve Tumors.

CDC published a reference manual in 2004 entitled, “Data Collection of Primary Central Nervous System
Tumors.” The manual is free of charge in PDF format on the CDC NPCR Website at
http://www.cdc.gov/npcr/pdf/btr/braintumorguide.pdf. This document and ICD-O-3 are the primary
references when determining case reportability for primary brain and CNS tumors.

e Sphenoid Wing Meningioma is a Reportable Neoplasm beginning with 1/1/2004 diagnoses.
e Glomus Jugulare Tumors, Paraganglioma and Carotid Body Tumors are Reportable beginning with
1/1/2019 diagnoses for primary sites C75.4 and C75.5. Malignant Paraganglioma of Other Sites (C47.9)

are reportable for pre-2019 diagnoses. See Solid Tumor Rules for clarification.

e Report pilocytic astrocytoma/juvenile pilocytic astrocytoma as 9421/1 for all CNS sites as of 01/01/2023
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e Report diffuse astrocytoma, MYB- or MYBL1-altered and diffuse low-grade glioma, MAPK pathway-
altered (9421/1) as 0of 01/01/2023

e Report multinodular and vacuolating neuronal tumor (9509/0) as of 01/01/2023

e Report juvenile xanthogranuloma (9749/1) as of 01/01/2023 (C715 is the most common site)

e Neoplasm and tumor are reportable terms for intracranial and CNS because they are listed in ICD-O-3.2
with behavior codes of /0 and /1

Table of Anatomic (Primary) Sites for Reportable Benign and Borderline Tumors of Intra-cranial
and Other Central Nervous System Tumors.

Anatomic Intracranial and CNS Sites for Reportable Benign / Borderline Tumors

General Term Anatomic Site ICD-0-3 Code
Meninges Cerebral meninges C700
Spinal meninges C701
Meninges, NOS C709
Brain Cerebrum C710
Frontal lobe C711
Temporal lobe C712
Parietal lobe C713
Occipital lobe C714
Ventricle, NOS C715
Cerebellum, NOS C716
Brain stem C717
Overlapping lesion of brain C718
Brain, NOS C719
Spinal cord, cranial | Spinal cord C720
nerves, and other Cauda equine C721
parts of the central | Olfactory nerve CT722
nervous system Optic nerve €723
Acoustic nerve C724
Cranial nerve, NOS C725
Overlapping lesion of brain and central nervous system C728
Nervous system, NOS C729
Pituitary gland, Pituitary gland C751
craniopharyngeal Craniopharyngeal duct C752
duct and pineal Pineal gland C753
gland
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REPORTABLE NEOPLASMS OR RECLASSIFIED TUMORS

Please check individual year ICD-0O-3 Update Guidelines for How to Use New Codes

2021 New Reportable Neoplasms/Reclassified Tumors

a. Early or evolving melanoma, in situ and invasive — now reportable neoplasms

b. ALL Gastro-Intestinal Stromal Tumors (GIST) — now classified ‘malignant’

c. Thymoma Neoplasms — most now classified ‘malignant’ — see Histology/Behavior Codes
d. Pheochromocytoma and Medullary Paraganglioma of Adrenal Gland

2022New Reportable Neoplasms/Reclassified Tumors

@ moe Ao o

LAMN - low grade appendiceal mucinous neoplasm (C18.1)

HAMN - high grade appendiceal mucinous neoplasm (HAMN (C18.1)

Serrated dysplasia, high grade (C160-C166, C168-C169, C170-C173, C178-C179)
Adenomatous polyp, high grade dysplasia (C160-C166, C168-C169, C170-C173, C178-C179)
Intestinal-type adenoma, high grade (C160-C166, C168-C169, C170-C173, C178-C179)
Chondrosarcoma, grade 1

9 New Histology Codes with Associated New Histology Terms

o 8455/3 - Intraductal oncocytic papillary neoplasm with associated invasive carcinoma (C250-

C254, C257-C259)

8483/3 - Adenocarcinoma, HPV-associated C530-C531, C538-C539)

8484/3 - Adenocarcinoma, HPV-independent, NOS C530-C531, C538-C539)
8859/3 - Myxoid pleomorphic liposarcoma

8976/3 - Gastroblastoma (C16.0 — C16.9)

9111/3 - Mesonephric-like adenocarcinoma

9366/3 - Round cell sarcoma with EWSR1-non-ETS fusions

9367/3 - CIC-rearranged sarcoma

9368/3 - Sarcoma with BCOR genetic alterations

O O O O O O O O

2022 New Codes & New Terms — Do not Use for Cases Diagnosed Prior to 1/1/2022

ICD-O | Term

8033/3 | Carcinoma with sarcomatoid component

8044/3 | Small cell carcinoma, large cell variant (C56.9)

8085/3 | Squamous cell carcinoma, HPV-associated

8086/3 | Squamous cell carcinoma, HPV-independent

8086/3 | Squamous cell carcinoma, HPV-independent

8144/2 | Intestinal-type adenoma, high grade (C160 — C166, C168-C169, C170-C173, C178-C179)
8150/3 | Oncocytic neuroendocrine tumor, non-functioning pancreatic

8150/3 | Pleomorphic neuroendocrine tumor, non-functioning pancreatic

8150/3 | Clear cell neuroendocrine tumor, non-functioning pancreatic

8163/2 | Papillary neoplasm, pancreatobiliary type, with high grade intraepithelial neoplasia C241
8150/3 | Cystic neuroendocrine tumor, non-functioning pancreatic

8174/3 | Hepatocellular carcinoma, steatohepatitic

8174/3 | Hepatocellular carcinoma, macrotrabecular massive

8174/3 | Hepatocellular carcinoma, chromophobe

8174/3 | Hepatocellular carcinoma, neutrophil-rich

8174/3 | Hepatocellular carcinoma, lymphocyte-rich

8200/3 | Solid-basaloid adenoid cystic carcinoma
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8200/3 | Adenoid cystic carcinoma with high-grade transformation

8210/2 | Adenomatous polyp, high grade dysplasia (C160 — C166, C168-C169, C170-C173, C178-C179)
8211/2 | Tubular adenoma, high grade

8213/2 | Serrated dysplasia, high grade (C160 — C166, C168-C169, C170-C173, C178-C179)
8243/3 | Goblet cell adenocarcinoma

8261/2 | Villous adenoma, high grade

8262/3 | Adenoma-like adenocarcinoma

8263/2 | Tubulovillous adenoma, high grade

8310/3 | Adenocarcinoma, HPV-independent, clear cell type

8455/2 | Intraductal oncocytic papillary neoplasm, NOS (C250-C254, C257-C259)

8455/3 | Intraductal oncocytic papillary neoplasm w/associated invasive carcinoma (C250-C259)
8480/2 | Low grade appendiceal mucinous neoplasm (LAMN) (C181)

8480/2 | High grade appendiceal mucinous neoplasm (HAMN) (C181)

8482/3 | Adenocarcinoma, HPV-independent, gastric type (C530-C531, C538-C539)

8483/2 | Adenocarcinoma in situ, HPV-associated (C530-C531, C538-C539)

8483/3 | Adenocarcinoma, HPV-associated C530-C531, C538-C539)

8484/2 | Adenocarcinoma in situ, HPV-independent, NOS C530-C531, C538-C539)

8484/3 | Adenocarcinoma, HPV-independent, NOS C530-C531, C538-C539)

8500/2 | DCIS of low nuclear grade

8500/2 | DCIS of intermediate nuclear grade

8500/2 | DCIS of high nuclear grade

8503/2 | Ductal carcinoma in situ, papillary

8509/3 | Tall cell carcinoma with reversed polarity

8520/2 | Florid lobular carcinoma in situ

8576/3 | Paneth cell carcinoma

8590/1 | Uterine tumor resembling ovarian sex cord tumor

8804/3 | Proximal or large cell epithelioid sarcoma

8804/3 | Classic epithelioid sarcoma

8811/3 | Epithelioid myxofibrosarcoma

8832/3 | Myxoid dermatofibrosarcoma protuberans

8832/3 | Dermatofibrosarcoma protuberans with myoid differentiation

8832/3 | Plaque-like dermatofibrosarcoma protuberans

8859/3 | Myxoid pleomorphic liposarcoma

8912/3 | Congenital spindle cell rhabdomyosarcoma with VGLL2/NCOAZ2/CITED2 rearrangements
8912/3 | MYODI-mutant spindle cell/sclerosing rhabdomyosarcoma

8912/3 | Intraosseous spindle cell thabdomyosarcoma with TFCP2/NCOA?2 rearrangements
8976/3 | Gastroblastoma (C16.0 — C16.9)

8990/3 | NTRK-rearranged spindle cell neoplasm (emerging)
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9110/3 | Adenocarcinoma, HPV-independent, mesonephric type
9111/3 | Mesonephric-like adenocarcinoma
9120/3 | Post radiation angiosarcoma of the breast
9120/3 | Epithelioid angiosarcoma
9133/3 | Epithelioid hemangioendothelioma with WWTR1-CAMTAI fusion
9133/3 | Epithelioid hemangioendothelioma with YAP1-TFE3 fusion
9140/3 | Classic indolent Kaposi sarcoma
9140/3 | Endemic African Kaposi sarcoma
9140/3 | AIDS-associated Kaposi sarcoma
9140/3 | latrogenic Kaposi sarcoma
9200/1 | Osteoblastoma
9222/3 | Chondrosarcoma, grade 1
9261/1 | Osteofibrous dysplasia-like adamantinoma
9366/3 | Round cell sarcoma with EWSR1-non-ETS fusions
9367/3 | CIC-rearranged sarcoma
9368/3 | Sarcoma with BCOR genetic alterations
9687/3 | Endemic Burkitt lymphoma
9687/3 | Sporadic Burkitt lymphoma
9687/3 | Immunodeficiency-associated Burkitt lymphoma

2023 New Reportable Neoplasms/Reclassified Tumors

The 2023 ICD-0-3.2 Update Guidelines include comprehensive tables listing all changes to ICD-O-3.2,
including new ICD-O codes, terminology, and reportability changes effective for cases diagnosed 1/1/2023

forward. The 2023 update represents changes identified in recently published 5th Ed WHO Classification of
Tumors books. Included in these guidelines are instructions for using the tables together with ICD-0O-3.2.

The update includes important information on reportable versus non-reportable high-grade dysplasia in specified

gastrointestinal sites.

The 2023-specific ICD-0-3.2 Coding Guidelines and Implementation Documents,

including Histology & Behavior Codes changes, are available in Appendix R of this manual. Complete 2023

ICD-0-3.2 Coding Guidelines and Implementation Documents are also available from NAACCR at
https://www.naaccr.org/icdo3/.

o Important for cases diagnosed 2023 forward: Beginning 1/1/2023, all cases diagnosed with pilocytic
astrocytoma/juvenile pilocytic astrocytoma and related terminology are to be reported with behavior /1.

They will no longer be collected with malignant behavior (/3).

e Code 9421/3 will be valid for diagnoses of high-grade astrocytoma with piloid features (HFAP).
e Coding instructions are in the remarks section for 9421/1 and 9421/3 in the 2023 ICD-O Update
e 2023 ICD-O Updates include:

O
O
O

5 new ICD-O histology codes/terms
1 histology changed behavior and is reportable
41 new preferred or related terms
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ICD-0 New Codes and Terms

8272/3 Pituitary adenoma/pituitary neuroendocrine tumor (PitNET) (C75.1)
8693/3 Cauda equina neuroendocrine tumor (cranial and paraspinal nerves)
9385/3 Diffuse hemispheric glioma, H3 G34-mutant

9385/3 Diffuse midline glioma, H3 K27-altered

9385/3 Diffuse pediatric-type glioma, H3-wildtype and IDH-wildtype
9385/3 Infant-type hemispheric glioma

9391/3 Posterior fossa ependymoma, NOS

9391/3 Spinal ependymoma, NOS (C72.0)

9391/3 Supratentorial ependymoma, NOS

9396/3 Posterior fossa group A (PFA) ependymoma

9396/3 Posterior fossa group B (PFB) ependymoma

9396/3 Spinal ependymoma, MY CN-amplified (C72.0)

9396/3 Supratentorial ependymoma, YAP1 fusion-positive

9396/3 Supratentorial ependymoma, ZFTA fusion-positive

9400/3 Astrocytoma, IDH-mutant, grade 2

9401/3 Astrocytoma, IDH-mutant, grade 3

9413/0 Polymorphous low-grade neuroepithelial tumor of the young
9421/1 Diffuse astrocytoma, MYB- or MYBL I-altered

9421/1 Diffuse low-grade glioma, MAPK pathway-alteredt

9421/3 High-grade astrocytoma with piloid features (HGAP)
9430/3 Astroblastoma, MN1-altered

9445/3 Astrocytoma, IDH-mutant, grade 4

9450/3 Oligodendroglioma, IDH-mutant and 1p/19g-codeleted, grade 2
9451/3 Oligodendroglioma, IDH-mutant and 1p/19g-codeleted, grade 3
9470/3 Medulloblastoma, histologically defined (C71.6)

9473/3 CNS embryonal tumor, NEC/NOS

9480/3 Primary intracranial sarcoma, DICER 1-mutant

9500/3 CNS tumor with BCCR internal tandem duplication

9500/3 CNS neuroblastoma, FOXR2-activated

9509/0 Multinodular and vacuolating neuronal tumor

9509/1 Myxoid glioneuronal tumor

9509/3 Diffuse leptomeningeal glioneuronal tumor

9540/3 Malignant melanotic nerve sheath tumor

9699/3 MALT lymphoma of the dura

9749/1 Juvenile xanthogranuloma (C71.5)

9749/3 Rosai-Dorfman disease
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2024 New Reportable Neoplasms/Reclassified Tumors

The 2024 ICD-0O-3.2 update includes changes identified during review of recently published World Health
Organization’s International Histological Classification of Tumors 5™ Edition books (WHO “Blue Books”).
For 2024, no major changes have been identified during review of the 5™ Editions WHO Urinary and Male

Genital Tumors.

The majority of changes for 2024 are new related terms for existing codes, five new ICD-O codes, four reportable

and one non-reportable, and one histology that has changed behaviors and is now reportable.

Complete 2024 ICD-0-3.2 Coding Guidelines and Implementation Documents are available from NAACCR at

https://www.naaccr.org/icdo3/.

See Appendix R for a complete set of instructions.

(C64.9)

ICD-O | Term Required Remarks
Code NPCR/FCDS
8147/3 | Adenoid cystic (basal cell) carcinoma | Y Related term
(C61.9)
8120/3 | Conventional urothelial carcinoma Y New term
9085/3 | Diffuse embryoma Y Related term
8311/3 | ELOC (formerly TCEB1)mutated RCC Y New term
(C64.9)
8311/3 | Eosinophilic solid and cystic RCC (C64.9) Y New term
8311/3 | Fumarate hydratase-deficient RCC ALK- Y New term
rearranged RCC (C64.9)
9070/2 | Intratubular embryonal carcinoma Y New term and behavior
9061/2 | Intratubular seminoma Y New term and behavior
9080/2 | Intratubular teratoma Y New term and behavior
9061/2 | Intratubular trophoblast Y New term and behavior
9071/2 | Intratubular yolk-sac tumor Y New term and behavior
8120/3 | Large nested urothelial carcinoma Y New term
8130/2 | Low-grade papillary urothelial carcinoma | Y New term
with an inverted growth pattern
8960/1 | Mixed congenital mesoblastic nephroma Y New term. Not reportable
9085/3 | Mixed teratoma and yolk-sac tumor Y Related term
8130/2 | Non-invasive high-grade papillary urothelial | Y New term
carcinoma with an inverted growth pattern
8130/2 | Non-invasive papillary urothelial carcinoma, | Y New term
high-grade
8130/2 | Non-invasive papillary urothelial carcinoma, | Y New term
low-grade
8860/0 | Oncocytic angiomyolipoma Y New term. Not reportable
9104/3 | Placental site trophoblastic tumor of testis Y Behavior change from /1 to /3.
Reportable for cases DX 1/1/2024
forward-Testis ONLY
8122/3 | Plasmacytoid urothelial carcinoma Y Related term
8020/3 | Poorly differentiated urothelial carcinoma Y Related term
8140/3 | Prostatic intraepithelial-like carcinoma Y Related term
(C61.9)
8070/3 | Pure squamous carcinoma of urothelial tract | Y New term
8510/3 | Renal medullary carcinoma (C64.9) Y New term
9061/3 | Seminoma with syncytiotrophoblastic cells Y Related term
8510/3 | SMARCBI1-deficent dedifferentiated RCC Y New term
of other specific subtypes (C64.9)
8510/3 | SMARCBI1-deficient medullary-like RCC Y New term

FCDS Data Acquisition Manual 2025 Revised 2025



SECTION I: GUIDELINES FOR CANCER DATA REPORTING

13
8510/3 | SMARCBI-deficient undifferentiated RCC, | Y New term
NOS (C64.9)
9063/3 | Spermatocytic tumor with sarcomatous Y Related term
differentiation
8085/3 | Squamous cell carcinoma, HPV-associated Y Valid for C60._; C63.2 beginning
1/1/2024

pl6 is a valid test to determine
HPV status and can be used to
code HPV associated and HPV
independent histologies

8086/3 | Squamous cell carcinoma, HPV-independent | Y Valid for C60. ; C63.2 beginning
1/1/2024

pl6 is a valid test to determine
HPV status and can be used to
code HPV associated and HPV
independent histologies

8311/3 | T(6;11)RCC (C64.9) Y New term

9080/3 | Teratoma, postpubertal-type Y New preferred term

8311/3 | TFEB-altered RCC (C64.9) Y New term

8311/3 | TFEB-rearranged RCC (C64.9) Y New term

8120/3 | Tubular and microcystic urothelial Y New term
carcinoma

8311/3 | Xpll translocation RCC (C64.9) Y New term

2025 New Reportable Neoplasms/Reclassified Tumors

No ICD-0-3.2 update for 2025 was released. Please continue to use the Solid Tumor Rules,
ICD-03.2, ICD-0-3.2 Annotated list, and previous ICD-O guidelines.

9971/3- PTLD
As of January 1, 2025, Post Transplant Lymphoproliferative Disorder (PTLD) 9971/1 is reportable as
9971/3.

Note: Post Transplant Lymphoproliferative Disorder (PTLD) was previously reportable as 9971/3 for
2010-2020 when it was the only diagnosis. In 2021, based on the 4th edition of WHO Hematopoietic
Blue Book, NAACCR 2025 Implementation Guidelines 17 PTLD became 9971/1, where it was only
reportable if it occurred in the brain. Starting in 2025, PTLD (9971) as the only diagnosis will
become a /3 (malignant) again and will be reportable for all cases.

4. Not Reportable Neoplasms

a. Primary skin tumors (C44. ) with histology codes 8000-8110

Skin Cancers - Basal cell carcinoma and squamous cell carcinoma of non-genital skin sites are common
malignancies. These tumors are not to be reported to FCDS, regardless of stage. All other malignant tumors
of the skin must be reported including but not limited to malignant melanoma, Merkel cell carcinoma,
lymphoma of skin, and other non-squamous and non-basal cell skin cancers. Only the following malignant
neoplasms of the skin (C44.0-C44.9) are not reportable:

M 8000 — M 8005 Neoplasm, malignant, NOS of the skin

M 8010 — M 8046 Epithelial carcinoma, NOS of the skin

M 8050 — M 8084 Papillary and squamous cell neoplasm of the skin
M 8090 - M 8110 Basal cell carcinoma of the skin
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b. AIN III (8077/2) of Perianal Skin (C44.5) is not reportable.

c. AIN IIT of anus or anal canal (C21.0- C21.1) is reportable to FCDS.

5. Reporting Multiple Primary Tumors - Single versus Multiple Primaries

Solid Tumor Rules

The Solid Tumor Rules contains site-specific rules for breast, colon, head and neck, kidney, lung, malignant
and non-malignant CNS, renal pelvis/ureter/bladder, cutaneous melanoma for cases diagnosed 1/1/21 and
forward, and for other sites for cases diagnosed 1/1/23 and forward. A special set of rules was developed for
hematopoietic and lymphoid neoplasms. The multiple primary rules guide and standardize the determination of
the number of primary tumors or abstracts to be created. The histology rules contain detailed histology coding
instructions. More information on these rules can be found on the NCI SEER website at
https://seer.cancer.gov/tools/solidtumor/

Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Rules and Heme DB

The Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Manual and the accompanying
Hematopoietic Database replaced the ICD-0-3 Book as the primary coding reference for Myeloid and Lymphoid
Neoplasms. At the same time, the 2022 rules and DB have replaced earlier versions of the DB and the historical
February 2001 Single Versus Subsequent Primaries of Lymphatic and Hematopoietic Disease rules and foldout
table. An online version of the new rules and database is available at https://seer.cancer.gov/tools/heme/.

6. Clarification of Reporting Requirements

a) Malignant Neoplasms/Benign tumors

A patient is considered to have a benign, borderline, or malignant neoplasm when so indicated by a
recognized medical practitioner. In determining a diagnosis of cancer, a positive pathology report takes
precedence over all other reports or statements. Many benign and borderline neoplasms of the brain and
central nervous system are diagnosed based on diagnostic imaging (CT, PET, MRI, etc.). Other cancers may
be diagnosed by alternate means, such as direct visualization (without biopsy), or a diagnosis may be based
upon clinical evidence alone. The data item “Diagnostic Confirmation” is used to identify the method of
diagnosis for each case. The codes are to be used in a hierarchical order in most cases. In the absence of a
positive pathology report, all information in the record must be assessed to determine whether or not the
case is reportable and to identify the method used to establish (confirm) the diagnosis.

b) Clinically Diagnosed Cases Are Reportable

In the absence of a histologic or cytological confirmation of a reportable cancer, accession a case based on
the clinical diagnosis (when a recognized medical practitioner says the patient has a cancer or carcinoma or
when the patient is undergoing cancer treatment that may not have been histologically or otherwise
confirmed). A clinical diagnosis may be recorded as part of the final diagnosis on the face sheet or other
parts of the medical record. See Note and Exceptions below.

Note: A pathology report usually takes precedence over a clinical diagnosis. The case would not be reported
if the patient had a negative biopsy.

Exception I: 1f the physician treats a patient for cancer despite the negative biopsy, abstract and report the
case.

Exception 2: If enough time has passed that it is reasonable to assume that the physician has seen the
negative pathology, but the clinician continues to call this a reportable disease, accession the case. A
reasonable amount of time would equal or greater than 6 months.
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¢) Ambiguous Terminology

The Following Guidelines should be used to differentiate between ‘Definitive Terminology’ and
‘Ambiguous Terminology’, and which terminology has priority over the other to establish the presence or
absence of cancer or to delineate more clearly what a primary site, histology, or other term should mean.

e When ‘definitive terminology’ is used on a report, the radiologist/pathologist is already confident that a
cancer is present, the diagnosis is not in question or ambiguous. It is cancer until or unless it is later
proven not to be cancer. The physician has high confidence that a stated ‘definitive term’ is what they
say it is. They do not have to repeat themselves and say that they are ‘suspicious’ about the presence or
absence of disease — they are already confident it is what they say it is in the report.

e Apply ‘definitive terminology’ over ‘ambiguous terminology.” Reports do not have to restate
‘suspicious for cancer’ or ‘likely mucinous adenocarcinoma’ when a definitive assessment or
terminology is used in the first confirmation of cancer, or to use the date of that report as the initial date
of diagnosis or confirmed histology when a ‘definitive term’ is present.

e When a physician uses definitive terminology, they are stating that a mass, tumor, neoplasm or a
specified histology is what they say it is unless or until it is otherwise proven not to be what they say it
is based on some other test or if a subsequent test clarifies a more specific diagnosis.

For example; when an imaging report states, ‘mass in left lung,” or they state measurements for a tumor
or nodes or metastasis — the physician is telling you that they already think the abnormality is cancer
until or unless it is later proven not to be a cancer or some other more definitive testing method rules
out cancer. A ‘definitive term’ is a statement made with confidence that it is what they say it is. Again,
there is no need to restate ‘suspicious for cancer’ because the physician already thinks it is cancer.

e The report does not have to restate that the mass is suspicious for cancer. The definitive terminology has
already made that statement, and a cancer diagnosis is established at that time. Biopsy or resection may
clarify the type of cancer, but the radiologist already believes with high confidence that the mass is
cancer. This report is used for the initial cancer diagnosis date, not the biopsy or other test date.

e  When ‘definitive terminology’ is used to describe a primary tumor, the presence or absence of regional
or distant lymph node(s), or the presence or absence of metastatic disease — the physician is stating with
confidence that tumor, nodes or metastasis is present and is cancer unless otherwise proven not to be
cancer by some other more definitive method or test.

e The ‘ambiguous terminology’ list of words and phrases for the presence or absence of disease is applied
only when ‘definitive terminology’ is NOT used to describe the presence or absence of a tumor or a
specific histologic type/subtype.

e Some abnormalities cannot be further described using a definitive term because they are too small or
cannot be further characterized sufficiently to state it is cancer, such as ‘lung nodule.” Lung nodules are
just too small to know if they are tumor nodules or reactive ones, such as reactions to an infectious
process in the lungs. They cannot be characterized as tumor or mass.

®  You use the ‘ambiguous terminology’ lists of words and phrases when only ‘ambiguous terminology’
is used and there is no ‘definitive terminology’ in the report. Not the other way around...

Another example would be a pathology report that states, ‘mucinous adenocarcinoma.’ This is a
definitive diagnosis of ‘mucinous adenocarcinoma’ and you code the histology as ‘mucinous
adenocarcinoma.’
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e When a report states °‘suspicious for mucinous adenocarcinoma’ or ‘suggests mucinous

adenocarcinoma,’ only then do you apply the ‘ambiguous terminology’ guidelines to determine whether
you code the histology as ‘mucinous adenocarcinoma’ or ‘adenocarcinoma, NOS.’

e You only use the ‘ambiguous terminology’ guidelines when ‘definitive terminology’ is not present.

e ‘Ambiguous terminology’ does not have to be used on imaging to confirm the presence or absence of
neoplasm, and is never used instead of or in place of ‘definitive terminology’.

As part of the registry case-finding activities, all diagnostic reports should be reviewed to confirm whether
a case is reportable. This includes pathology reports, genetic testing reports, immunophenotype reports, bone
marrow biopsy reports, autopsy reports, diagnostic imaging reports, and medical testing results.

Definitive Diagnostic Terminology always supersedes the use of Ambiguous Terminology in any report.
If the diagnostic assessment terminology is ambiguous, use the following guidelines to determine whether

a case should be abstracted and reported to FCDS. Words or phrases that are synonyms of these terms do
not constitute a diagnosis. For example, “likely” alone does not constitute a diagnosis.

In the absence of definitive evidence, the following terms should be interpreted as diagnostic of
cancer:

Apparent(ly) consistent with neoplasm* suspicious (for)
Appears favor(s) presumed tumor *
comparable with malignant appearing probable typical of
compatible with most likely suspect(ed)

* use of the terms “neoplasm’ and “tumor” begin with cases diagnosed 1/1/2004 and later and are to be used
in conjunction with nonmalignant (benign or borderline ICD-O-3 behavior codes /0 or /1) primary
intracranial and central nervous systems, only (C70.0-C72.9, C75.1-C75.3).

Exception: If cytology is reported as "suspicious," abstract the case only if a positive biopsy or a physician's
clinical impression of cancer supports the cytology findings.
Example of Diagnostic Terms:
Example 1: 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.

Ambiguous Terms That Do Not Constitute a Diagnosis without additional information

When applied to a malignancy, the following modifying terms should NOT be considered diagnostic of
cancer without additional information such as treatment for cancer.

Cannot be ruled out questionable  equivocal rule out
possible suggests potentially malignant ~ worrisome

Positive molecular marker or cytogenetic testing without pathologic or clinical evidence of reportable
disease are indicative of risk only and do not constitute a diagnosis.
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Ambiguous Terms - In Situ and Invasive (Behavior codes /2 and /3)

e If an ambiguous term(s) precedes a word synonymous with an in situ or invasive tumor (e.g.,
cancer, carcinoma, malignant neoplasm, non-invasive cancer, etc.), the case is reportable. Abstract
and report the case

Example: The pathology report says: Prostate biopsy with markedly abnormal cells that are typical of
adenocarcinoma.” Abstract and report the case.

Negative Example: The final diagnosis on the outpatient report reads: Rule out leukemia. Do

not abstract or report the case. Do track that you reviewed the record and deemed the case not reportable.
Be sure to include why the case is not reportable to FCDS so you do not have to re-review the case
during the annual AHCA (Agency for Healthcare Administration) casefinding audit.

o 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 term that is not on the reportable list, accept the reportable
term and abstract the case.

Exception: Do not abstract a case based on suspicious cytology alone. The case is
to be abstracted only if proven by positive cytology or other diagnostic method including a physician’s
clinical diagnosis. See the data item Diagnostic Confirmation for methods of diagnosis.

Note: If the word or an equivalent term does not appear on the reportable list or is not a form of a
word on the reportable list, the term is not diagnostic of cancer. Do not report the case. Forms of the
word are such as: “Favored” rather than Favor(s); “appeared to be” rather than appears. Do not substitute
synonyms such as “supposed” for presumed or “equal” for comparable.

e Use these terms when screening diagnoses on pathology reports, operative reports, imaging/scans,
and other diagnostic testing other than tumor markers.

Note: If the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or
physician’s statement (cancer was ruled out as diagnosis), do not report the case.

Example: Mammogram shows calcifications suspicious for intraductal carcinoma. The
biopsy of the area around the calcifications is negative for malignancy. Do not report the case.

Ambiguous Terms - Benign and borderline primary intracranial and CNS tumors

e Use the “Ambiguous Terms that are Reportable” list to identify benign and borderline primary
intracranial and CNS tumors that are reportable.

e If any of the reportable ambiguous terms precede either the word “tumor” or the word
“neoplasm,” the case is reportable. Abstract and report the case.

Example: The mass on the CT scan is consistent with pituitary tumor. Abstract and report the case.

e 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 term that is not on the
reportable list, accept the reportable term, abstract and report the case.

Exception: Do not abstract a case based only on suspicious cytology without additional confirmation of
the presence of disease. The case is abstracted and reported if proven by positive cytology or other
diagnostic methods including a physician’s clinical diagnosis. See the data item Diagnostic
Confirmation for methods of diagnosis.
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Note: 1f the word or an equivalent term does not appear on the reportable list or is not a
form of a word on the reportable list, the term is not diagnostic of cancer. Do not abstract the case.
Forms of the word are “Favored” rather than Favor(s); “appeared to be” rather
than appears. Do not substitute synonyms such as “supposed” for presumed or “equal” for
comparable.

e Use these terms when screening diagnoses on pathology reports, scans, ultrasounds, and other
diagnostic testing other than tumor markers.

Note: 1f the ambiguous diagnosis is not reportable by biopsy, cytology, or physician’s statement, do
not abstract or report the case.

Table 3. Primary Site Codes for Non-Malignant Primary Intracranial and Central Nervous System Tumors (non-
malignant primary intracranial and central nervous system tumors with a behavior code of 0 or 1 [benign/borderline] are
reportable regardless of histologic type for these topography codes).

Topography

Codes | Description

Meninges

Cerebral Meninges
Spinal meninges
Meninges, NOS

C70.0
C70.1
C70.9

C71.0 | BrainCerebrum

C71.1 | Frontal lobe

C71.2 | Temporal lobe

C71.3 | Parietal lobe

C71.4 | Occipital lobe

C71.5 | Ventricle, NOS

C71.6 | Cerebellum, NOS

C71.7 | Brain stem

C71.8 | Overlapping lesion of brain
C71.9 | Brain, NOS

Spinal Cord, Cranial Nerves, and Other Parts of the Central Nervous System
Spinal cord

Cauda equina

Olfactory nerve

Optic nerve

Acoustic nerve

Cranial nerve, NOS

Overlapping lesion of brain and central nervous system

Nervous system, NOS

C72.0
C72.1
C72.2
C72.3
C72.4
C72.5
C72.8
C72.9

Other Endocrine Glands and Related Structures
Pituitary gland

Craniopharyngeal duct

Pineal gland

C75.1
C75.2
C753

d) QOutpatient/ Ambulatory Care Only Cases

There must be sufficient documentation in the medical chart (positive radiology report, positive pathology
report, physician statement, etc.) that definitively establishes that the patient either has active malignancy
and/or is currently undergoing therapy for malignancy. Do not abstract the case if insufficient documentation
exists in the medical chart.
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e) Non-Analytic Cases

The American College of Surgeons/Commission on Cancer does not require accredited facilities to abstract
non-analytic cases. However, FCDS requires collecting and reporting all cases that meet the FCDS reporting
requirements, regardless of Class of Case. These are cases that were diagnosed months or years before the
time they come to your facility with evidence of recurrent or progressive cancer. FCDS requires that these
active cancers be reported even when your facility was not involved in the initial care of the patient’s cancer.
Many CoC Non-Analytic Cases are both Reportable and Analytic to FCDS and NPCR. Please report a
complete case history for these.

Non-Analytic Case Reporting - The Importance of These Cases to Your Registry and FCDS

e Analytic Cases (Class of Case 00-22) are the crux of the NCDB, a clinical research database with voluntary
reporting that includes about 70-80% of hospitals in the United States.

e Analytic Cases are used in research and are important to understand how your facility performs on newly
diagnosed cancers and adherence to new treatment regimens, 5-year survival, etc.

e State Cancer Reporting Laws in ALL States plus the CDC NPCR and NCI SEER require that ALL cases
within a defined geographic region (Florida) be identified and reported for 100% of the United States.

e This is the definition of ‘population-based reporting’ and the crux of cancer incidence rates and cancer
mortality rates.

e While Hospital Analytic Cases are the crux of the NCDB and form a foundation for central registry data,
they are not the only part of the central registry foundation. Non-analytic cases are equally important,
particularly when the patient has evidence of cancer, recurrence of cancer, or progression of cancer.

e Furthermore, non-analytic cases of recurrent/progressive cancers generate more revenue from
workup/treatment than your analytic cases. It is more expensive to treat metastatic cancers.

e These non-analytic reportable cancers have evidence of metastatic disease, recurrent disease, progressive
disease, when they enter your facility. Their disease is active and needing treatment.

e Advanced, Recurrent and Progressive cancers require greater care, advanced diagnostic and treatment
resources, clinical trials capabilities to offer multiple options for advanced disease, and repeat visits for
continuity of care and end of life care. These patients are more expensive to treat than patients with a new
diagnosis, workup and initial course of therapy.

f) Historical Cases

The American College of Surgeons/Commission on Cancer does not require accredited facilities to abstract
historical cases. However, FCDS requires collecting and reporting certain historical cancers even when the
patient has no evidence the historical cancer is “active” (Patient is without evidence of cancer).

Patients diagnosed with any cancer during their lifetime are many times more likely to develop new cancers.
Researchers need to know the number and types of any cancers each patient has had during his/her lifetime to
research and evaluate cancer incidence effectively.

Suppose a patient has had at least one primary reportable neoplasm that is currently active or under treatment.
In that case, all other primary reportable neoplasms the patient has ever had (active or inactive), regardless of
the date of diagnosis, must be reported. Each case of cancer must be abstracted and reported separately.

Information about the previous (historical) primary(s) may be sketchy. The abstractor should attempt to complete
an abstract with as much information as is available in the medical record.

If the patient has no reportable neoplasms, active or under treatment, or no other primary neoplasms, the patient
has never needed to be reported.

Do not use obsolete histology codes when reporting historical cases, regardless of the method for reporting these
cases (Minimal Historical Grid or Full Abstract). The case will fail edits. This includes obsolete histology
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codes, obsolete treatment codes, obsolete staging systems or stage code(s).

g) Multi-Facility Reporting (shared cases)

FCDS requires that any cancer case that meets FCDS case reporting requirements must be submitted by every
facility providing services to the patient. Therefore, facilities that are members of shared, combined, or joint
cancer registries and/or cancer programs must report each cancer case seen in each facility separately unless
approved to do so by the Florida Department of Health and FCDS. When you send FCDS changes to one of
the abstracts in your multi-facility shared cases, FCDS only changes the one abstract. It is up to the registry to
identify every case affected by the change to a single case within a multi-facility reporting system.

FCDS does provide one option for multi-facility networked facilities. Some facilities may qualify to be
classified as “Umbrella Facilities” using one umbrella facility number to report all cases within their network.
There are pros and cons to setting up a set of umbrella facilities in case any change of ownership occurs within
the network. It is reasonably easy to set up an ‘umbrella’ group. However, it is much more difficult to take
apart a set of ‘umbrella facilities’ and reassign each separate facility the cases seen only at that facility. Please
contact the FCDS with any inquiries regarding these options.

h) Each Facility is Responsible for Reporting to FCDS/Use of Contract Abstracting Service Providers

It is the responsibility of the medical record custodian or the facility administering care to report the case to
FCDS. Suppose your facility employs a contracted abstracting service provider to meet Florida Cancer Reporting
Requirements. In that case, the facility is still fully responsible for all cancer reporting activities, data quality
activities, corrections, documentation, FCDS Audits, and special requests. FCDS does not contract directly with
any individual, organization, company or service to perform abstracting services. These contracts are strictly
between the reporting facility and the service provider. It is up to the facility to ensure that all data quality
expectations are met, all deadlines are met, all requirements are met, and all activities are carried out to meet the
facility's responsibilities to the Florida Department of Health through the Florida Cancer Data System. FCDS
is a state-mandated population-based statewide cancer surveillance system. Participation in FCDS is mandated
under Florida Statute. FCDS is not a voluntary cancer reporting system like the CoC NCDB. Further, FCDS
annually reviews the Agency for Health Care Administration (AHCA) cancer patient data as a retrospective
quality control completeness audit. The AHCA database provides an after-the-fact case finding mechanism;
ensuring cancer cases that have been reported to AHCA are also included in the FCDS database.

i) Annual Reporting Deadline — June 30"

The June 30™ Deadline is an annual milestone for cancer reporting in Florida. Florida law requires that all cancer
cases diagnosed/treated for cancer, having a cancer-related health visit while undergoing cancer treatment, or
having any evidence of disease at the time of encounter must be abstracted and transmitted to FCDS within 6
months of the date of first encounter for cancer.

FCDS reinforces the 6-month reporting standard with a June 30" Deadline each year.
Reporting Compliance and Data Quality Reports are run following the June 30™ Deadline.

FCDS will notify facilities not in compliance with the 6-month reporting rule of the delinquency. Each facility
will be asked to develop a remedial plan to bring the facility back into compliance with state statutes. The plan
must also include a statement indicating how the facility plans to stay compliant once the current reporting year
has been completed and compliance has been reached for the year in question.

If no action is taken or delinquency continues, FCDS will notify the Florida Department of Health that the facility
is non-compliant and further action will be taken. The Florida Department of Health and FCDS must approve
any remediation or other action plan. FCDS will monitor the plan.

FCDS Data Acquisition Manual 2025 Revised 2025



SECTION I: GUIDELINES FOR CANCER DATA REPORTING

21

B. CASEFINDING

Casefinding is used to identify new cancer cases, inpatient or outpatient. All facilities are responsible for
complete casefinding for all patients seen at your facility, regardless of the type of service. The following
multiple sources in the hospital must be searched to keep missed reportable cases to a minimum. The procedure
outlined below should be adapted to each facility:
1. Pathology Reports (biopsy specimen, surgical specimen, bone marrow biopsy, FNA, core biopsy,
molecular genetic testing, immunophenotyping, cytology, autopsy, addenda, consultation reports, etc.)
2. HIM/Medical Record Disease Indices or Unified Billing System Report — All Services
(All Patient Services - Inpatient and Outpatient, Clinics, Hospice, etc.)
3. Radiation Therapy Department (patient logs and/or billing reports)
4. Infusion or Treatment Center (patient logs and/or billing reports)
5. Outpatient Departments (including cancer specialty clinics, chemotherapy clinics, infusion centers,
day surgery, emergency room, medical oncology logs, etc.)
6. Diagnostic Imaging (Radiology) Department (MRI, CT, PET, x-ray, mammogram, etc.)

1) Pathology Reports

ALL ANATOMIC (SURGICAL) PATHOLOGY REPORTS (including reports from biopsy specimen, surgical
resection specimen, bone marrow biopsy, needle biopsy and fine needle aspiration biopsy, diagnostic
hematology, cytology, immune-histo-cytochemistry, immunophenotype, genetic studies, and autopsy reports
and all addenda) for inpatients, outpatients and ambulatory care patients MUST be reviewed to determine
whether or not a cancer is reportable.

Pathology reports must also be reviewed at least annually to ensure that no cases have been missed.

Pathology may be included in Casefinding Audits and the Annual ReCasefinding Audit.

Most cancer patients have a biopsy or operative resection performed, and nearly all the reportable cases can be
identified by pathology reports alone. Check with your pathology department to see if the department
information system can facilitate the review of these reports.

Electronic Copies of All Cancer-Related Pathology Reports MUST be submitted electronically to FCDS under
the FCDS E-Pathology Reporting Program. Please Contact Meg Herna at FCDS.

2) HIM/Medical Record Disease Index/Unified Billing System Report — All Services

Every patient record with a reportable ICD-10-CM code (see Current Casefinding List) must be reviewed to
determine whether or not the case meets FCDS criteria for case reporting. All patient service areas must be
included in these reports. The FCDS Casefinding Lists have been pared down to only include diagnoses of
active disease. Therefore, most cases on your list must be abstracted and reported.

Upon review, if a patient is found not to have a malignancy as coded by the HIM/Medical Record or Billing
Department or does not meet FCDS criteria for case reporting, the name should be added to the facility’s “Not
Reportable List.” The list may be substituted with the facility “suspense” file based on available vendor tools.

The “Not Reportable List” is useful when FCDS is conducts casefinding audits based on AHCA ((Agency for
Healthcare Administration) data. Some facilities will save a “Not Reportable List” as an electronic file embedded
within their software such as a “suspense” case and should include comments that the registrar reviewed the
medical record and determined that the case does not meet reportable criteria. The “suspense” case should
include documentation as to why the facility will not report the case either in text and/or using the FCDS AHCA
Disposition Codes below.
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m AHCA Disposition Code List Page: 10of 1

Code Description Match Status
1 Reportable-Missed Case-Case to be Abstracted & Reported by Facility M
2 N/R - Tumor was Not Malignant - Behavior =0 or 1
3 N/R - NenReportable Skin Cancer - Site=C44.* and Morph = 8000 to 8110
4 N/R - No Evidence of Cancer at This Time - NED
5 N/R - Consultation Only
6
7
8

22

N/R - Cancer Not Proven - Equivocal
Case Previously Reported to FCDS by this Facility
N/R - Outpatient Record with No Active Cancer Documented in Record
9 N/R - Insitu Cancer of Cervix or CIN Il
10 N/R - Other
1 Reportable-Case Abstraced BUT Not found in FCDS files - Abst Requested
12 N/R - No Cancer Mentioned in Medical Record
13 Skins we elected not to FB since most of them turn out N/R
14 N/R - Hematopoietic Diseases Dx Prior to 2001
15 N/R - Case DX Prior to FCDS Reference Date - Same Cancer/Same Facility
16 N/R - Benign or Borderline Brain/CNS Tumor Dx Prior to 2004
20 Unknown if Reportable - No Record of this Patient at this Facility
21 Unknown if Reportable - Lost Medical Record
30 Unknown if Reportable - No Follow-Back Ever Returned by this Facility
40 N/R - Special Case - Other
50 Hospice Case - Not A Hospital
51 Transitional Care Center - Not A Hospital
52 Not A Valid Facility Number
60 This AHCA Record Matches a Vital Statistics Record (DCN-Identified)
70 Closed Facility
90 Not Cancer Related Cases
998  Matching Algorithm Has Been Run
999  Pending Match

DV CCCCCCZAZ22Z2Z22Z2Z20222=Z22222

3) Radiation Therapy Department

New patient registration rosters and radiation therapy summaries are excellent casefinding sources for patients
treated with radiation. Unified Billing System Reports also can be used to identify these cases.

4) Qutpatient Departments

New patient registration rosters for single-day surgery departments, oncology-related service areas (specialty
clinics, chemotherapy clinics, infusion centers, day surgery, and other ambulatory care), outpatient departments
(including outpatient diagnostic radiology and laboratory service areas) and emergency rooms are additional
casefinding sources for patients seen only in an ambulatory care setting. Unified Billing System Reports also
can be used to identify these cases.

5) Diagnostic Imaging (Radiology) Department

New patient registration rosters for patients receiving diagnostic imaging services (x-ray, CT scan, PET scan,
MRI, or other imaging) are an excellent source for identifying new cancer cases.
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ICD-10-CM CASE FINDING LIST FOR REPORTABLE TUMORS — Oct 1, 2024 and later encounters

6) The following ICD-10-CM list will be used to identify potentially reportable tumors. Some ICD-10-CM
codes contain conditions that are not reportable. These records should be reviewed and assessed individually
to verify whether they are reportable to FCDS. ICD-10-CM implementation is expected nationwide for all
hospitals nationwide on October 1, 2024.

ICD-10-CM Code

ICD-10-CM Code Definition

C00 — C43 Malignant neoplasms

C44.13- Sebaceous Cell Carcinoma of Skin of Eyelid, Including Canthus

C45 - C96 Malignant neoplasms including Hematopoietic neoplasms

C4A- Merkel cell carcinoma

C49.A- GI stromal tumor

C7A.0-C7A.8 Malignant carcinoid tumors
Carcinoma in situ (Excludes carcinoma in situ tumors of the cervix (D06.),

DO00. — D09. prostatic intraepithelial neoplasia (PIN III) (8148/2) of the prostate. Other
prostate in situ histologies are reportable).

D18.02 Hemangioma of intracranial structures

D32.- Benign neoplasm of meninges (cerebral, spinal and unspecified)

D33.- Benign neoplasm of brain and other parts of central nervous system

D35.00-D35.02

Benign neoplasm of adrenal gland - pheochromocytoma, medullary
paraganglioma, chromaftin paraganglioma, chromaffin tumor,

D35.2-D354 Benign neoplasm of pituitary gland, craniopharyngeal duct and pineal gland

D42.-, D43 .- Neoplasm of uncertain or unknown behavior of meninges, brain, CNS

D443 — D445 Neoplasm of uncertain behavior of pituitary gland, craniopharyngeal duct and
pineal gland
Polycythemia vera (9950/3); Polycythemia vera (9950/3)

D45 ICD-10-CM Coding instruction note: Excludes familial polycythemia (C75.0),
secondary polycythemia (D75.1)

D46.- Myelodysplastic syndromes (9980,9982,9983,9985,9986,9989,9991,9992, 9993)

D46.A — D46.Z Other myelodysplastic syndromes

D47.02 Systemic mastocytosis
Myeloproliferative diseases (9963, 9975)
Essential (hemorrhagic) thrombocythemia (9962/3); Includes: Essential

DA47.1-D47.9 thrombocytosis, idiopathic hemorrhagic thrombocythemia

’ ’ Osteomyelofibrosis (9961/3); Includes: Chronic idiopathic myelofibrosis

Neoplasm of uncertain behavior of lymphoid, hematopoietic and related tissue,
unspecified (9970/1, 9931/3)
Neoplasm of uncertain behavior of lymphoid, hematopoietic and related tissue,

D477 — D47.79 unspecified (9960/3, 9970/1, 9971/3, 9931/3)

' ’ Note: As of January 1, 2025, Post Transplant Lymphoproliferative Disorder

(PTLD) 9971/1 is reportable as 9971/3 for all cases.

D49.6, D49.7 Neoplasm of unspecified behavior of brain, endocrine glands and other CNS

D72.11- Hypereosonophilic syndrome [HES] (9964/3)

N85.02 Endometrial intraepithelial neoplasia [EIN]

R90.0 Intracranial space-occupying lesion found on diagnostic imaging of CNS

FCDS Data Acquisition Manual 2025 Revised 2025




SECTION I: GUIDELINES FOR CANCER DATA REPORTING

C. ABSTRACTING

24

1. Personnel Requirements — Abstractor Training and FCDS Abstractor Code

Abstractor Training: Trained personnel must perform abstracting. FCDS provides references in Appendix P
for numerous online training programs from basic programs to certificate and degree programs to obtain an ODS
Certification.

Other training is available through SEER*Training, SEER*Educate, the Commission on Cancer, the American
Joint Committee on Cancer, the National Cancer Registrars Association (NCRA), the Florida Cancer Registrars
Association (FCRA), and the North American Association of Central Cancer Registries (NAACCR). Please see
the annually updated document “2024 References and Resources for Cancer Registrars” on our website and
included as Appendix P in this manual.

FCDS Fundamental Learning Collaborative for the Cancer Surveillance Community (FLccSC)

The FCDS Fundamental Learning Collaborative for the Cancer Surveillance Community (FLccSC) learning
management system (LMS) was developed to provide a web-based educational platform for cancer surveillance
professionals in Florida. Courses are designed for students of all experience/skill levels. There are courses and
modules for those new to the cancer surveillance field and continuing education courses for the seasoned
professional. The FCDS Abstractor Code Test is one of the modules in FLccSC.

FLcceSC is a cancer surveillance community educational collaboration. FLccSC is a web-based portal allowing
Central Cancer Registries (CCR) to customize a fully functioning state-specific Learning Management System
(LMS). The Florida Cancer Data System and the South Carolina Central Cancer Registry developed FLccSC
collaboratively. State Departments of Health and the CDC/NPCR funded the initial development.

e Students access FLceSC from a link on each state’s CCR website. Once registered, they will only see the
LMS pages and content from their respective CCR. Once they successfully complete an educational module,
they will receive a Certificate of Completion, including CEUs where applicable.

e FLcceSC is a web-based educational collaborative LMS that is available 24/7. It is cost-efficient because
students do not have to travel to a central training site or purchase training materials.

e FLcceSC support includes access to a Help Desk for technical support and tutorials as a menu item on both
the student site (frontend) and the Administration site (backend).

e Step by step tutorials detail how to develop and maintain the CCR FLccSC site and educational content.
FLcceSC allows educational material to be shared between CCRs at the e-Administrator's discretion.

e There are many e-administrator tutorials and tutorials for students available on the FLceSC Site.

FCDS Abstractor Code: Every registrar or abstractor planning to work in the State of Florida is required to
obtain an individual FCDS Abstractor Code. FCDS assigns this code to persons who successfully pass the FCDS
Abstractor Code Online Test, regardless of certification by NCRA as an ODS, experience in the registry industry,
or other factors. As of January 1, 2013, any individual planning to acquire a New FCDS Abstractor Code or
renew an Existing FCDS Abstractor Code must take and pass the FCDS Abstractor Code Test. Annual re-testing
is also required to ensure all abstractors retain a current level of understanding of cancer registry reporting
requirements, abstracting, and coding standards and procedures.

The FCDS Abstractor Code Requirement has been an FCDS Policy for many years. It applies to every cancer
registrar working in Florida (ODS or non-ODS, Florida resident, local or out-of-state contractor, interim service
provider, or other registry staff, regardless of years’ experience or certification).

FCDS will not accept cases from individuals without a current FCDS Abstractor Code. When IDEA users log

in, their account and Abstractor Code status are displayed. In addition, FCDS sends weekly email reminders to
abstractors whose codes are about to expire 30 days before the expiration date.
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Exams are short (20 multiple-choice or T/F questions) with a variable mix of content questions.

Questions are updated annually to ensure current standards are familiar to the tester. Questions are randomly
selected from a pool of more than 350 questions covering 7 major topic areas. No two exams will be alike.

The 7 topic areas include:

Florida Reporting Requirements

General Abstracting Knowledge

Anatomy and Physiology

Primary Site/Histology/Grade

Stage at Diagnosis (SS2018, SSDI, Grade Coding Instructions)
Latest Rule Changes

Treatment and Survival

Standard References Used for Testing:

FCDS DAM (current version)

ICD-0-3.2 and all Updates

Solid Tumor Rules

Hematopoietic/Lymphoid Neoplasms and Database

SEER Summary Staging Manual 2018

Site-Specific Data Items

Grade Coding Manual

SEER*Rx (https://seer.cancer.gov/seertools/seerrx/)

Self-Instruction http://training.seer.cancer.gov/ and https://seer.cancer.gov/archive/training/manuals/
Basic anatomy/physiology/medical terminology related to cancer — SEER Archived Instruction Manuals
Cancer Characteristics, Medical Terminology, Human Anatomy as Related to Tumor Formation

2. Case Abstracting Requirements — Timeliness

Florida Statute requires that cases be completely abstracted (all information must be included regarding the
diagnosis, staging, first course of treatment, cancer progression or recurrence) within 6 months of the first patient
encounter for cancer at your facility. Individual cases must be abstracted no later than six months after the date
of first contact with the reporting facility. The only exceptions to this reporting timeline are the free-standing
ambulatory surgical centers reporting under the Ambulatory Centers Cancer Reporting Program. Cases may be
abstracted earlier than six months after the date of first contact, but only if the required information regarding
the first course of therapy is available and complete.

All cases meeting the reporting requirements outlined in Section I.A must be abstracted following the guidelines
outlined in Section II of this document. Questions regarding interpreting individual data items should be referred
to the FCDS office.

Each reporting facility must certify that they have completed the full year cycle of reporting each year. This
Certification of Completeness is found in the FAA/HOSPADMIN Menu in FCDS IDEA Software.

FCDS monitors the number and percentage of total cases submitted after the FCDS Annual Reporting Deadline
and the number and percentage of total cases submitted after the Facility has Certified Completeness in reporting
their annual cycle of cases. This is part of monitoring Timeliness at FCDS.

FCDS continues to monitor patients with cancer to ensure that first-course therapy is consistent with the stage
of disease and specific biomolecular and genetic tumor markers for targeted therapies. Do not send cases too
early. For cases not yet completed by the June 30th deadline, you may code the treatment as recommended,
unknown if administered. All cases are required to be reported to FCDS by June 30™.
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All abstracts are required to pass the FCDS EDITS metafile.

3. Maintain a ‘Medical Record Reviewed but Deemed Not Reportable to FCDS’ List of Cases

A list of cases reviewed but not reported to FCDS (not reportable list) should be maintained by each reporting
facility either in electronic or other format. This can be as part of your abstracting software maintained in your
“suspense” file or a separate document with easy access. A sample form is included at the end of this Section.
Any patient encounter on a facility casefinding list that does not meet the reporting requirements outlined in
Section I should be recorded on the “Not Reportable List” explaining why the case will not be reported. FCDS
suggests you include the FCDS Disposition Code associated with the reason not reported to help annual AHCA
Follow-Back activities.

The list should include the patient’s name, social security number, medical record number, date of birth, ICD-
10-CM Cancer Diagnosis Code, admission date, and disposition code or reason they were not reported. The list
may be kept in a paper notebook, spreadsheet, vendor software suspense file, or any other easily accessible
format. You may use the FCDS form or you may create your own.

Casefinding audits are performed annually at every reporting facility through annual case matching with the
Florida Agency for Health Care Administration (AHCA) data files to assure completeness of reporting. The not
reportable list will expedite resolution of cases that appear as ‘missed cases’ during these casefinding audits.
Missed Cases Are Late Reported Cases — always.

Failure to keep the list will result in FCDS requesting that the reporting facility pull each ‘missed case’ record
again and review whether or not it should have been reported to FCDS. An explanation must then be submitted
to FCDS detailing any reason any case will not be reported to FCDS or the case must be abstracted and reported
to FCDS.

FCDS Disposition Codes may be included in the file as reference because the case is not reportable.

4/4/2022 12:09:25 PM
m AHCA Disposition Code List Page: 1 of 1

Code Description Match Status
1 Reportable-Missed Case-Case to be Abstracted & Reported by Facility M
N/R - Tumer was Not Malignant - Behavior =0 or 1
3 N/R - NonReportable Skin Cancer - Site=C44.* and Morph = 8000 to 8110
4 N/R - No Evidence of Cancer at This Time - NED
5 NIR - Consultation Only
] M/R - Cancer Not Proven - Equivocal
7 Case Previously Reported to FCDS by this Facility
8 M/R - Qutpatient Record with No Active Cancer Documented in Record
9 MN/R - Insitu Cancer of Cervix or CIN Il
10 NIR - Other
1 Reportable-Case Abstraced BUT Mot found in FCDS files - Abst Requested
12 NIR - No Cancer Mentioned in Medical Record
13 Skins we elected not to FB since most of them turn out NIR
14 N/R - Hematopoietic Diseases Dx Prior to 2001
15 N/R - Case DX Prior to FCDS Reference Date - Same Cancer/Same Facility
18 N/R - Benign or Berderline Brain/CNS Tumor Dix Prior to 2004
20 Unknown if Reportable - No Recerd of this Patient at this Facility
21 Unknown if Reportable - Lost Medical Record
30 Unknown if Reportable - No Follow-Back Ever Retumned by this Facility
40  N/R - Special Case - Other
50 Hospice Case - Not A Hospital
51 Transitional Care Center - Not A Hospital
52 Mot A Valid Facility Number
80 This AHCA Record Matches a Vital Statistics Record (DCN-Identified)
70 Closed Facility
90 Mot Cancer Related Cases
988  Matching Algeorithm Has Eeen Run
988  Pending Match

MO CCCCCCZANZZEZZZZZDEZZZZZZZEZE

4. Abstracting Non-Analytic and Historical Cases

Although the Commission on Cancer/American College of Surgeons (COC/AcoS) does not require accredited
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facilities to abstract non-analytic or historical cases, a population-based cancer registry such as FCDS must
record all cancers meeting the FCDS reporting requirements, regardless of class of case, place of diagnosis
or date of diagnosis. These cases require the same attention to detail and text as any CoC “analytic” type
case. These cases must be abstracted, and quality reviewed with the same rigorous data quality and
documentation expectation. Include chronologic information about the cancer as available.

FCDS realizes that much of the information about the original diagnosis, staging, and treatment of non-analytic
and historical cancers may be unavailable or incomplete. The abstractor should attempt to complete each
abstract with as much information as is available in the medical record. Historical Cancers that currently
exhibit active disease (recurrence or progression of cancer) must be reported as a complete FCDS

Abstract. Enter as much information as is available in your medical record.

Duplicate Case Submissions (cases previously reported to FCDS) can be problematic when resent to FCDS as a
new submission after having already been reported. Always reference and use the Facility Alpha Listing found
in the FCDS Reports Menu with your facility reference date of 1/1/1981, regardless of CoC Changes to Your
State of Florid Reference Date. This report is updated every time you submit cases to FCDS. It is a complete
reference of all cases ever reported to FCDS from your facility since 1981. New cancers for cases with old
Accession Numbers must include the old Accession Number. FCDS recognizes many registrars do not utilize
this listing properly to determine which cancers need which sequences reported and which cancers have been
reported prior to your CoC Reference Date. Always remember your FCDS Reference Date is 1981 or the day
your facility opened.

5. Abstracting Historical Cases Optional Minimal Dataset

The historical case refers to a primary reportable neoplasm (malignant or benign/borderline brain/CNS tumors)
that is not active (no evidence of disease) and currently not receiving any treatment and the patient is seen at the
reporting facility for another cancer/benign reportable neoplasm that is active and/or undergoing treatment.

There are two methods for reporting a Historical Case: FCDS will accept historical cases reported as full
abstracts or reported using the minimal dataset.

a. For every abstract submitted, the record layout will allow for the entry of up to five (5) historical cases. The
fields required for each of the five cases include:

1. Sequence Number

2. Diagnosis Date

3. Primary Site (ICD-0-3)

4. Histology (ICD-O-3)

5. Behavior (ICD-0-3)

6. Laterality

7. State of Residence at Diagnosis (State Abbreviation)

8. County of Residence at Diagnosis (FIPS County Code)
9. Schema Discriminator 1

10. Schema Discriminator 2

b. These fields will be edited at transmission time and include Sequence Number and Diagnosis Date and
State and County edit checks.

These fields should ONLY be used when abstracting a historical case with insufficient information.

d. A complete abstract MUST be reported to FCDS for cases with sufficient information in the patient’s
medical record or when the patient has evidence of the historical cancer at the time of patient encounter
(persistent disease, progression of disease or disease recurrence — patient with evidence of this cancer at the
time of patient encounter).
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e. REMEMBER, the minimal dataset only applies to Class of Case 33 Historical Cases with insufficient

information. All other Non-Analytical cases, including Class of Case 33 historical cases with enough
information, REQUIRE a full abstract to be reported to FCDS.

f. Historical Cases should not include Unknown Primary Cancers (C80.9 or C76.%).

g. Quality Control for these cases will be increased, and documentation supporting the minimal dataset may
need to be provided.

6. Reporting Historical Cases in the State Specific fields

a. Historical information must be completed starting with the eight fields in HISTORY 1. Every additional
historical case would use the next sequential group of eight fields (i.e. HISTORY?2 through
HISTORYS). No gaps in the groups can exist.

Examples:
One Historical Case — MUST use Historical #1 group of nine fields.
Two Historical Cases — MUST use Historical #1 and Historical #2 groups of nine fields.

In the example of Two Historical cases, if Historical #1 and Historical #3 groups of nine fields are
populated, then the abstract will not be accepted due to a gap in the Historical #2 group.

b. All nine fields must be filled When selecting a group (Historical #1).

The current standards must complete historical data. If any of these fields are left blank, the abstract and
possibly the entire batch will be rejected.

Examples:

Historical #1: Sequence Number,
Historical #1: Dx Date,

Historical #1: Primary Site,

Historical #1: Histology,

Historical #1: Behavior,

Historical #1: Laterality,

Historical #1: Dx State Abbreviation,
Historical #1: Dx County FIPS
Historical #1: Schema Discriminator 1
Historical #1: Schema Discriminator 2

Once these historical groupings pass structure check edits, a full abstract will be generated from the data

provided. The derived Historical abstracts will be subject to our full edit checks. If any failures exist, the abstract
and batch will be rejected.

7. Annual Reporting Deadline — June 30%

The June 30" Deadline is an annual milestone for cancer reporting in Florida. Florida law requires that all cancer
cases diagnosed/treated for cancer, having a cancer-related health visit while undergoing cancer treatment, or
having any evidence of disease at the time of encounter must be abstracted and transmitted to FCDS within 6
months of the date of first encounter for cancer. FCDS reinforces the 6-month reporting standard with a June
30" Deadline each year.

Compliance and Data Quality Reports are run following the annual June 30™ Deadline.

FCDS will notify facilities not in compliance with the 6-month reporting rule of the delinquency. Each facility
will be asked to develop a remedial plan to bring the facility back into compliance with state statutes and a plan
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to remain compliant. If no action is taken or delinquency continues, FCDS will notify the Florida Department
of Health that the facility is non-compliant and further action will be taken. The Florida Department of Health
and FCDS must approve any remediation or other action plan. FCDS will monitor the plan.

8. Making changes to existing abstracts from Field Coordinator Inquiry (corrections) or QC Review (Visual

Editing)

You must comply with the messaging requirements for the FCDS Systems for FCDS to be able to view and
process corrections, inquiries, deletions, or visual editing updates to abstracts.

Your Facility has 21 days to complete any Field Coordinator Correction/Inquiry or QC Review Correction
Inquiry. This FCDS Policy is loosely enforced but important to good quality abstracting and timeliness of
operations and practices. Do not wait months to answer inquiries, make corrections, or update text and
messaging in your facility queue.

9. Required and Recommended Desktop References

Also refer to the document ‘2024 References and Resources for Cancer Registrars’ in Appendix P of this
manual.
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REQUIRED DESKTOP REFERENCES

REQUIRED REFERENCE

ORDERING INFORMATION/LINKS

FCDS Data Acquisition Manual, 2025

FCDS, Florida Cancer Data System

PO Box 016960 (D4-11)

Miami, FL 33101

The Florida Cancer Data System - Downloads (miami.edu)

FCDS IDEA — FCDS Secure Web-Based Software
to abstract cases, upload batched cases, access
FLccSC, QC Review, Audits

The Florida Cancer Data System Home Page (miami.edu)

FLccSC Learning Management System FCDS
Abstractor Code Test, FCDS Continuing Education
Webcast Series, NAACCR Webinar Recordings,
FCDS Annual Conference, etc.

The Florida Cancer Data System - FLceSC (miami.edu)

FCDS v25 EDITS Metafile

The Florida Cancer Data System - Downloads (miami.edu)

2025 Instructional Manuals/Guidelines

https://apps.naaccr.org/data-dictionary/data-
dictionary/version=24/chapter-view/

Current Solid Tumor Manual

https://seer.cancer.gov/tools/solidtumor/

Current Grade Coding Manual

https://www.naaccr.org/wp-content/uploads/2022/10/Grade-
Coding-Instructions-and-Tables-v3.pdf?v=1688673341

Current Site-Specific Data Items Manual

https://apps.naaccr.org/ssdi/list/

Current SEER Program Coding and Staging
Manual

SEER Program Coding and Staging Manual

Cancer PathChart

Cancer PathCHART - Tumor Site-Morphology Surveillance
Standards Initiative

Current SEER RSA — Registrar Staging Assistant
— online staging assistant

https://seer.cancer.gov/tools/staging/rsa.html

Current SEER*Rx — Interactive Drug Database

https://seer.cancer.gov/tools/seerrx/

Current Hematopoietic and Lymphoid Neoplasm
Case Reportability and Coding Manual and
Hematopoietic Database (desktop or web-based
versions available)

https://seer.cancer.gov/tools/heme/

Current NAACCR ICD-0O-3 Coding Guidelines,
Annotated Histology List

https://www.naaccr.org/icdo3/

ICD-0-3.2 Excel Table downloaded from the
TACR/WHO Website

Downloadable Excel File Version of ICD-O-3.2
SEER ICD-0O-3 Coding Materials

International Classification of Diseases for
Oncology, 3" ed. Geneva, World Health
Organization: 2000

The World Health Organization

WHO Publications Center USA;

49 Sheridan Avenue;

Albany, NY 12210
https://www.who.int/standards/classifications/other-
classifications/international-classification-of-diseases-for-
oncology
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https://fcds.med.miami.edu/inc/downloads.shtml
https://fcds.med.miami.edu/inc/welcome.shtml
https://fcds.med.miami.edu/inc/flccsc.shtml
https://fcds.med.miami.edu/inc/downloads.shtml
https://apps.naaccr.org/data-dictionary/data-dictionary/version=24/chapter-view/
https://apps.naaccr.org/data-dictionary/data-dictionary/version=24/chapter-view/
https://seer.cancer.gov/tools/solidtumor/
https://www.naaccr.org/wp-content/uploads/2022/10/Grade-Coding-Instructions-and-Tables-v3.pdf?v=1688673341
https://www.naaccr.org/wp-content/uploads/2022/10/Grade-Coding-Instructions-and-Tables-v3.pdf?v=1688673341
https://apps.naaccr.org/ssdi/list/
https://seer.cancer.gov/tools/codingmanuals/
https://seer.cancer.gov/cancerpathchart/
https://seer.cancer.gov/cancerpathchart/
https://seer.cancer.gov/tools/staging/rsa.html
https://seer.cancer.gov/tools/seerrx/
https://seer.cancer.gov/tools/heme/
https://www.naaccr.org/icdo3/
https://seer.cancer.gov/icd-o-3/
https://www.who.int/standards/classifications/other-classifications/international-classification-of-diseases-for-oncology
https://www.who.int/standards/classifications/other-classifications/international-classification-of-diseases-for-oncology
https://www.who.int/standards/classifications/other-classifications/international-classification-of-diseases-for-oncology
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RECOMMENDED DESKTOP REFERENCES

RECOMMENDED BOOK

ORDERING INFORMATION/LINKS

2025 CoC STORE Manual - CoC Standards for
Oncology Registry Entry

American College of Surgeons (ACS)
55 East Erie Street

Chicago, IL 60611-2797
store-manual-2025.pdf

2025 SEER Program Code Manual

National Cancer Institute

Publications Ordering Service

P.O. Box 24128, Baltimore, MD 21227, 301-330-7968
SEER Program Coding and Staging Manual

Cancer Registry Management Principles and
Practice for Hospitals and Central Registries, 4"
Edition, 2021

National Cancer Registrars Association
https://www.ncra-usa.org/About/Store/Store-Professional-
Resources/BKctl/ViewDetails/SKU/NCRCRMTXBK4ED

NAACCR Standards for Cancer Registries
Volume II: Data Standards and Data Dictionary,
current edition (v25)

North American Association of Central Cancer Registries, Inc.
(NAACCR)

2121 West White Oaks Drive, Suite B

Springfield, Illinois 62704-7412

Phone: (217) 698-0800 Fax: (217) 698-0188
https://www.naaccr.org/

EDITS Software — EditWriter 6 and GenEdits
Plus

https://www.cdc.gov/cancer/npcr/tools/edits/index.htm

NAACCR v25 EDITS Metafile

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

FCDS v25 EDITS Metafile

The Florida Cancer Data System - Downloads (miami.edu)

Cancer Principles and Practice of Oncology, 10
edition

Lippincott Williams & Wilkins Publishers
227 East Washington Square
Philadelphia, PA 19106-3780

ISBN-10: 1451192940

ISBN-13: 9781451192940

American Cancer Society Textbook of Clinical
Oncology

American Cancer Society
Vermont Division, Inc.

13 Loomis Street
Montpelier, VT 05602
https://www.cancer.org/
ISBN-13: 978-0944235072
ISBN-10: 0944235077

CA: A Cancer Journal for Clinicians

Lippincott Williams & Wilkins Publishers
P.O. Box 1600

Hagerstown, MD 21741-9910
301-223-2300 (Voice)

https://acsjournals.onlinelibrary.wiley.com/journal/154248637]
ournalRedirectCheck=true

AJCC Cancer Staging System Products
AJCC Cancer Staging Manual, 8" ed
AJCC Cancer Staging, Version 9

https://www.facs.org/quality-programs/cancer-

programs/american-joint-committee-on-cancer/cancer-staging-
systems/cancer-staging-system-products/
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All cases must be transmitted to FCDS electronically using the FCDS secure information and data sharing
portal: the FCDS IDEA, and by all FCDS Data Submission Policies and Procedures and Transfer Protocols.
Appendix Q for FAQs on FCDS IDEA.

RELEASE OF INFORMATION - FCDS will not release patient information directly to any contractor due to
liability and confidentiality issues regarding contractual agreements not involving FCDS. Furthermore, new
guidelines under HIPAA (Health Insurance Portability and Accountability Act) have introduced additional
restrictions regarding releasing and re-releasing patient information under many circumstances. FCDS
understands that this policy may present some challenges to some contractors. Any contract between a
healthcare facility and a private contractor where FCDS is not a party to the contract cannot include allowances
for FCDS to release patient information to anyone other than the reporting facility.

Contractors must arrange with their clients (facilities) to forward any FCDS correspondence that includes patient
information to them (contractors). This includes, but is not limited to edit discrepancies, quality control
inquiries, verification of patient information, death certificate notification, AHCA casefinding audits, etc. Any
discrepancies or omissions discovered after an abstract has been transmitted and processed will be posted to
FCDS IDEA for review and/or correction. A SAMPLE FCDS Discrepancy Journal is provided at the end of this
Section.

As a courtesy, FCDS will attempt to inform contractors of outgoing edits, quality control inquiries, verification
of patient information, death certificate notification, casefinding audits, etc. However, the contractor and the
reporting facility are ultimately responsible for assuring these reports and inquiries reach the contractor through
appropriate channels.

CONFIDENTIALITY - Patient information, personal health information, medical records and healthcare facility
data are all confidential and continue to be a concern about cancer and other disease reporting. Please do not fax

or email patient information to FCDS. Also, please take care when discussing cases over the phone with FCDS
staff.

DO NOT E-MAIL, FAX OR MAIL PATIENT INFORMATION (PHI) TO FCDS UNDER ANY
CIRCUMSTANCES unless you are provided specific instructions for using our Secure Fax Service.

CONFIDENTIAL INFORMATION includes any HIPA A-defined Protected Health Information.
PHI information in the healthcare includes:

Patient name, address including street, city, county, zip code and equivalent geo codes,
Name of relatives,

Name of employers,

All elements of date about patient (ex-admission, discharge, and birthdate)
Telephone numbers

Fax numbers

Electronic email addresses

Social Security number, medical record number,

Health plan beneficiary number,

Account number

Certificate and license number,

Any vehicle or other device serial number

Web Universal Resource Locator (URL)

Internet Protocol (IP) address number

Finger or voice prints

Photographic images

O 0O O0OO0OO0OO0OO0OO0OO0OO0OO0oOO0oOO0oOO0oOOoOoOo
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1. Quarterly Reporting

FCDS requires that facilities transmit data at least quarterly.
Monthly data submission is highly recommended for large facilities reporting over 500 cases annually.
FCDS requires that QC Visual Review of Cases, Corrections, and Field Coordinator inquiries be

completed within 21 days of receipt.

2. Electronic Submissions

Record Layout

All data must be submitted in the current NAACCR Version.
All Cancer Registry Vendors and Cancer Registries transitioned to an XML Format.
This includes any electronic submission and utilization of the current FCDS EDITS Metafile.

The FCDS field positions and field lengths are standardized using the NAACCR transfer record
layout, data definitions and data exchange guidelines. All fields identified in the FCDS Record
Layout Appendix as Core (‘C’) must be completed. Historical cases may retain old standards.

3. Receipt on Upload

An Upload Receipt is generated after the upload is successfully transmitted. Please validate that the
Upload Receipt and the expected upload are the same number of cases as a quick easy QC check.

4. Data Acceptance Policy — FCDS EDITS

Batch submissions will be edited immediately during uploading using the standard FCDS EDITS
metafile. This metafile is published on the FCDS website and is available for software vendors and
other interested parties who wish to run edits before data submission.

Each record must pass all inter and intra-item edits before acceptance by FCDS.

Records requiring a NAACCR edit override (FORCE) will pass the edit check process and be
accepted. However, upon review at FCDS, it may be determined that the case does not meet the
criteria for edit override (FORCE), and a correction may be made to the case.

For cases requiring an edit override or Force, FCDS staff will review the submitted text to determine
whether sufficient information has been provided to override the edit in question.

Suppose the information in text is insufficient, unclear, equivocal, incomplete or incorrect. In that
case, the reporting facility will have two weeks from case transmission to send FCDS the appropriate
information from the patient’s medical records to support the code(s) assigned. FCDS QC Staff will
use documentation provided to validate coding and set relevant override flag(s).
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United States military and Veterans Administration healthcare facilities are requested to report cancer under
Rule 64D-3.006 of the Florida Administrative Code.

F. AMBULATORY SURGERY CENTERS

In July 1997, the Florida legislature amended state cancer reporting legislation to include cancer case reporting
by ambulatory patient care facilities. The Florida Department of Health and FCDS agreed that to ease the burden
of reporting by ambulatory centers, FCDS would take on the responsibility of cancer case identification, the
critical first step in reporting cancer cases.

Administrative Options for Reporting for Ambulatory Surgical Centers:

1. Facilities with a History of Reporting — Several ambulatory surgical centers voluntarily report complete
cancer cases to FCDS. Reporting by these facilities will continue as in the past. The FCDS notification of
cases for cancer reporting for these facilities will be a quality control exercise. Cases identified through the
notification process will be considered ‘Missed Cases’ and must be reported promptly.

2. Annual reporting through the FCDS Notification of Cases (Annual Consolidated Follow Back Audit) - The
AHCA (Agency for Healthcare Administration) discharge data from the surgical centers is matched with the
complete FCDS Master-file database regardless of the type of cancer or the discharge date. Records are
matched on Social Security Number, Date of Birth, Sex, Race and County of Residence. Each AHCA record
that does not match with a case in the FCDS Master-file is identified on the Consolidated Follow Back
Unmatched Cancer Records Request listing for reporting.

3. Unmatched Ambulatory Surgery Center Cases are posted to the FCDS IDEA. Cases must be reviewed for
reportability and abstracted using FCDS IDEA Single Entry. If the case is “not reportable” the appropriate
AHCA Disposition Code must be entered in FCDS IDEA to explain why the facility will not report the case.

Code Description
1 Reportable-Missed Case-Case to be Abstracted & Reported by Facility
N/R - Tumor was Not Malignant - Behavior =0 or 1
N/R - NonReportable Skin Cancer - Site=C44.* and Morph = 8000 to 8110
N/R - No Evidence of Cancer at This Time - NED
N/R - Consultation Only
N/R - Cancer Not Proven - Equivocal
Case Previously Reported to FCDS by this Facility
N/R - Outpatient Record with No Active Cancer Documented in Record
N/R - Insitu Cancer of Cervix or CIN Il
N/R - Other
Reportable-Case Abstraced BUT Not found in FCDS files - Abst Requested
2 N/R - No Cancer Mentioned in Medical Record
13 Skins we elected not to FB since most of them tum out N/R
14 N/R-H topoietic Di Dx Prior to 2001
15 N/R - Case DX Prior to FCDS Reference Date - Same Cancer/Same Facility
16 N/R - Benign or Borderline Brain/CNS Tumor Dx Prior to 2004
20 Unknown if Reportable - No Record of this Patient at this Facility
21 Unknown if Reportable - Lost Medical Record
30 Unknown if Reportable - No Follow-Back Ever Retumned by this Facility
40 N/R - Special Case - Other
50 Hospice Case - Not A Hospital
51 Transitional Care Center - Not A Hospital

W~ O kW
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Those facilities that do not voluntarily report full cancer abstracts to FCDS must upload minimal data on all
cancer patient encounters for casefinding using the FCDS IDEA. FCDS will match the cancer records identified
by each facility against the FCDS Master file. Each record that does not match with a case in the FCDS Master
file will be identified for reporting.

H.PRIVATE PRACTICE PHYSICIAN OFFICES

Practitioners licensed under Chapters 458, 459, 464, F.S., are required to report to the Florida Cancer Data
System as required by Section 385.202, F.S., within six (6) months of each diagnosis and within six (6) months
of the date of each treatment. Each physician office shall submit each cancer case report electronically. FCDS
requires physician office (claims) reporting from medical oncology, hematology, urology, and other physician
practices. Dermatology practices report under the Dermatology Reporting Module (abbreviated reporting
mechanism designed to report skin cancers).

CAPIS: Electronic Reporting Options for Physicians delivering non-surgical treatment to cancer patients is an
option that minimizes physician requirements to report cancers and streamlines the data submission process.
This would include medical oncologists, hematologists, radiation therapy programs, and other non-surgical
cancer treatment physician practices and centers. Electronic Reporting of Physician Claims is processed through
the CAPIS System at FCDS. Please contact Meg Herna, FCDS Manager of Data Acquisition for more
information on how to report claims from your physician office and help FCDS complete reporting of all
therapies administered in physician offices.

I. CLINICAL LABORATORY CANCER IDENTIFICATION
PROGRAM

Every anatomic pathology laboratory that reads biopsy specimens and/or surgical resection specimens collected
from patient encounters within Florida MUST electronically submit the specified data for every malignant cancer
case. This includes ALL hospital labs and ALL non-hospital labs.

FCDS continues to add new labs every year and consistently works with the larger labs to improve the reporting
of e-pathology reports to FCDS. Please contact FCDS to learn about automated reporting of electronic pathology
reports to FCDS.

Complete information, reporting specifications and pathology lab case report record layout can be found on the
FCDS website at http:/fcds.med.miami.edu. Each pathology laboratory has multiple submission choices;
generating a tab delimited file from their existing database, using the web-based software provided by FCDS,
generating an HL7 formatted file for download or generating an HL7 formatted file for transmission using
PHINMS. Click on the PATH LAB icon then scroll down to the Path Labs File Layout. The document describes
in detail the various formats that are acceptable to FCDS. The rest of the PATH LAB page includes important
information for reference, including; the NAACCR/FCDS cancer terms, SNOMED codes and ICD-9 code files
you should use to filter and select only the lab records that identify cancer as specified in these standard files.
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Data Acquisition

To support the data acquisition aspect of the statewide registry, FCDS will:

a.
b.
C.

o

2)

Provide manuals, which specifically define data collection and reporting requirements,

Provide a data collection tool(s) and user manual(s) for electronic/web-based data submission,

Train facility staff and interested parties in incidence data collection via FCDS sponsored training
programs (NAACCR Webinars), FCDS web-based training modules, teleconferences, FCDS web
broadcasts or recorded educational events and programs. All FCDS-originated training materials and web
broadcasts are recorded and free on the FCDS website.

Provide Alternate Resources for Self-Instruction in Cancer Abstracting.

Provide Information regarding preparing for and writing the ODS Exam.

Provide specific routine reports to verify data submission and resolve data discrepancies.

Training and Education

FCDS develops, teaches, and supports a full range of Education and Training Options including:

3)

o FCDS hosts a 2-day Annual Conference to Inform Registrars of New Initiatives and Standards

o FCDS hosts 4-6 educational webinars each year focusing on special topics

o Appendix P provides multiple resources for a beginner to advanced hospital and central cancer registry
training: cancer surveillance, cancer registry, abstracting and coding cancers, etc.

o FCDS hosts 12 NAACCR Educational Webinars, allowing 110 Florida Registrars to view the live
sessions.

o ALL 12 NAACCR Educational Webinars are available in recorded sessions in FLccSC

o Additional free resources are advertised through the FCDS Memo and blast e-mail.

Quality Control

The primary objective of the Florida Cancer Data System (FCDS) is to maintain a high-quality database of
useable, timely, complete, and accurate data for every case of cancer identified in the state of Florida.

a. Completeness is the extent to which all required cases have been reported to FCDS. Completeness is
also the extent to which each abstract includes all the FCDS Required Data

Completeness is assessed using:
i.  Historical data from facilities
ii.  On-Site or Remote Access Casefinding Audits
iii.  Annual Linkage to Florida’s Agency for Health Care Administration statewide patient
encounter files — AHCA Casefinding Audits (AHCA Match)
iv.  Annual Linkage to Florida’s Bureau of Vital Statistics statewide death files - Mortality
Casefinding Audits (Death Certificate Notifications)
v.  FCDS Audits and Visual Editing (QC Review)
vi.  NPCR Audits and Visual Editing Evaluations (DQE)

b. Accuracy is the extent to which the data submitted have been correctly coded and match the information
in the medical record. Accuracy encompasses correctly interpreting and applying coding rules and
guidelines, identifying data entry and submission errors and evaluating case correctness.

Accuracy is assessed using:
i.  FCDS Abstractor Code Testing
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ii.  FCDS Abstractor Code Annual Renewal Testing

iii.  Field-Item, Inter-Item and Intra-Item Data Edits

iv.  QC Visual Review Sampling of Every 25" Record — Visual Editing

v.  On-Site Re-Abstracting Audits

vi.  Remote Access Re-Abstracting Audits — Visual Editing

vii.  Mail-In Re-Abstracting Audits
viii.  FCDS Management Reports

Timeliness involves how quickly each reporting facility submits cases to FCDS once a patient enters
the health care system. The standard set forth by NAACCR, CDC/NPCR, ACOS/COC and FCDS is that
95% of all new reportable cancer cases seen at any facility must be abstracted, submitted and any
corrections for edit failures be completed within 6 months from the service date. 100% of cases must
be submitted by June 30 of any given year.

Timeliness is assessed using:
i.  Admissions by Facility Report
ii.  Facility Timeliness Report
iii.  Monitoring the number of cases reported to FCDS after each annual deadline
iv.  Monitoring the number of cases reported to FCDS after Certification of Completeness
v.  AHCA Audits — All In-Patient and Ambulatory Care Facilities in Florida
vi.  FAPTP Audits — Most Pediatric Facilities in Florida

Timeliness: Case Abstracting Requirements

Individual cases must be abstracted no later than six months after the date of first contact with the
reporting facility. The only exceptions to this reporting timeline are the free-standing ambulatory
surgical centers reporting under the Ambulatory Centers Cancer Reporting Program.

Cases may be abstracted earlier than six months after the date of first contact, but only if the required
information regarding first course of therapy is available and complete.

All cases meeting the reporting requirements outlined in Section I.A must be abstracted following the
guidelines outlined in Section II of this document. Questions regarding interpreting individual data items
should be referred to the FCDS office.

Florida Statute requires that cases be completely abstracted (all information must be included regarding
the diagnosis, staging, first course of treatment, cancer progression or recurrence) within 6-months of
first patient encounter for cancer at your facility.

The CoC STORE Manual instructs registrars from CoC Programs that the data item “Date Case
Completed” should not be filled in until the case has been completed and all data required have been

abstracted/coded.

The case is “pending completion” until all first-course treatments have been investigated and
documented in the original abstract sent to FCDS and the final abstract sent to the NCDB.
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4) FCDS Quality Control Program Components

a) FCDS/Agency for Health Care Administration (AHCA) Casefinding Audits

FCDS staff will perform annual matching of the FCDS Master File to the Florida Agency for Health
Care Administration (AHCA) files for both inpatient and outpatient/ambulatory patient encounters.
FCDS will provide the reporting facility with an electronic list of Unmatched AHCA Cases (cases
that appear in the AHCA files but have no matching record in the FCDS Master File) available on
the FCDS website.

Consolidated AHCA and Vital Statistics Follow-Back (Casefinding Audits).
The Consolidated AHCA and Vital Statistics Follow-Back will be available via FCDS IDEA.

The facility abstractor must compare the Unmatched Follow Back Cases list to the facility “Not
Reportable List”. Cases that appear on the Unmatched listing but do not appear on the “Not
Reportable List” will need to be reviewed by the facility abstractor.

Upon review, if any case is found to meet the cancer reporting requirements outlined in Section I,
the case must be abstracted and reported to FCDS. These cases are a priority reporting item and
must be abstracted immediately. Please reference the AHCA Disposition Codes List for “reason
not reported to FCDS”.

Code Description
Reportable-Missed Case-Case to be Abstracted & Reported by Facility
N/R - Tumor was Not Malignant - Behavior =0 or 1

N/R - NonReportable Skin Cancer - Site=C44.* and Morph = 8000 to 8110
N/R - No Evidence of Cancer at This Time - NED

N/R - Consultation Only

N/R - Cancer Not Proven - Equivocal

Case Previously Reported to FCDS by this Facility

N/R - Outpatient Record with No Active Cancer Documented in Record
N/R - Insitu Cancer of Cervix or CIN Il

10 N/R - Other

1 Reportable-Case Abstraced BUT Not found in FCDS files - Abst Requested
12 N/R - No Cancer Mentioned in Medical Record

13 Skins we elected not to FB since most of them tumn out N/R

14 N/R - Hematopoietic Diseases Dx Prior to 2001

15 N/R - Case DX Prior to FCDS Reference Date - Same Cancer/Same Facility
16 N/R - Benign or Borderline Brain/CNS Tumor Dx Prior to 2004

20 Unknown if Reportable - No Record of this Patient at this Facility

21 Unknown if Reportable - Lost Medical Record

30 Unknown if Reportable - No Follow-Back Ever Retumed by this Facility

40 N/R - Special Case - Other

50 Hospice Case - Not A Hospital

51 Transitional Care Center - Not A Hospital

W~ O kW

b) FCDS/Bureau of Vital Statistics Casefinding Audits (Death Clearance Audit)

FCDS staff will annually match the FCDS Master File to the Florida Bureau of Vital Statistics death
files. FCDS will provide the reporting facility with a list of unmatched Vital Statistics cases (deaths)
that show the place of death as the reporting facility.

Consolidated Vital Statistics and AHCA Follow-Back Casefinding Audits

The Integrated Vital Statistics and AHCA Follow-Back will be available via FCDS IDEA.

The facility abstractor will need to research these cases to determine if the patient did expire at the
facility and whether the case meets the cancer reporting requirements. If any case meets the reporting

requirements, the case must be abstracted and reported to FCDS.
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For each case that will not be reported to FCDS or did not expire at the reporting facility, FCDS requires
a brief statement be submitted that sufficiently explains why the case will not be reported. Please

reference the Death Clearance Disposition Codes Listing below for “reason not reported to FCDS”.
Code Description

Pending Follow Back

Missed Case - Case Abstracted & Reported by Facility

M/R. - Tumor was Not Malignant - Behavior =0 or 1

MN/R. - NonRepertable Skin Cancer - Site=C44.* and Morph = 3000 to 8110

MN/R - No Evidence of Cancer at This Time - NED

MN/R - Consultation Only

MN/R - Cancer Mot Proven - Equivecal

Case Previously Reported to FCDS by this Facility

MNIR. - Outpatient Record with Mo Active Cancer Documented in Record

N/R - Insitu Cancer of Cervix or CIN 111, VIN T WVAIN L PIN I

N/R - Other

Case Abstracted by Facility but Mot found in FCDS Masterdile

MN/R - No Mention of Cancer in Medical Record

This follow-back code no longer valid

MN/R. - Non-Reportable Myeloproliferative Disease - Dx Prior to 2001

15 MIR. - Case DX Prior to FCDS Reference Date - Same Cancer/Same Facility

16 M/R. - Benign or Borderling Brain/CNS Tumor Dx Prior to 2004

20 Unknown if Reportable - Mo Record of this Patient at this Facility

21 Unknown if Reportable - Lost Medical Record

30 Unknown if Reportable - Mo Follow-Back Info ever Returmed by Facility

40 N/R - Special Case - Other

41 This Vital Statistics Record Matches an AHCA Record- For FCDS Use Only

50 Hospice Case - Mot A Hospital

51 Transitional Care Center - Not A Hospital

52 Mot A Hospital, HOS

53 Closed Facility - Mo Records Available

54 Mursing Home Death or Residence Death, Not A Hospital Death

55 DCO Replaced by Mon-DCO- For FCDS Use Only

58 Report Source 7 or 8 is comected and does not link back to proper Pt.

57 Demographic information changed. Death Certificate linkage was lost.
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¢) FCDS EDITS Metafile includes Field-Item, Inter-Item and Intra-Item Data Edits

FCDS uses a standard EDITS Metafile modified to meet Florida requirements. The FCDS EDITS Metafile
can be found on the FCDS website, and a master listing of changes by date. FCDS EDITS include data edits
to validate codes, cross-check related data items and records, and check for blank fields. The Florida-specific
data edits were created for all Florida-only fields, and common abstracting errors were identified through
re-abstracting audits. Edits are reviewed as needed (monthly). New edits are added as needed.

d) QC Visual Review Sampling of Every 25" Record — Visual Editing

FCDS Quality Control staff visually review at least one in every 25" record submitted by each reporting
facility. The Quality Control Visual Review is designed to facilitate visual editing of abstracted data. It
allows a trained eye to detect inconsistent coding that electronic edit checks cannot identify; it is a tool to
identify deficiencies in abstractors' understanding of abstracting concepts, data definitions and coding
selections that may require additional training.

The QC Abstract Review Case Selection Process is fully automated and randomly selects one of every 25th
record processed, which accounts for 4% of cases being visually reviewed for accuracy. Each case selected
is placed in a QC file and is ready for visual review by the FCDS QC staff. Records with discrepant data
must be resolved by the reporting facilities through FCDS IDEA by making return comments on each case
(agree/disagree/add documentation to support original coding/other rationale).

The case is then reviewed again by FCDS QC staff (different staff than the original FCDS Reviewer), and a
final decision is made based on all available information.

This three-step process provides the registry every opportunity to dispute identified “errors” or
“deficiencies” in the abstract by having three ODS or ODS-eligible staff review each case and provide
documented input to what they interpret from the documentation provided in the original abstract.

This process also serves as an educational tool for new and experienced registrars, providing comments on
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a case-by-case basis about where they have deficiencies in their abstracting tool kit and what they should be
doing when abstracting specific cases.

Registry Managers should always share results with the staff members responsible for the original abstract.
Otherwise, they will continue to make the same error without knowledge they are doing something
incorrectly, inconsistently, or out of sync with national reporting standards and guidelines.

e) QC Facility Analysis Report Available in IDEA

The QC Facility Analysis Report is accessible to users with HOSPADMIN or FAA User Roles. We hope
this new report will help to meet CoC Requirement 6.1.

The user can select the period for the report. The report will display every case that FCDS Visually Edited
(QC Every 25th Case) and the result of that Review (See Below).

This report has been designed specifically to address CoC Cancer Program Requirement 6.1 by giving you
a total of cases quality controlled by FCDS in any given period, the accession number and sequence of each
case reviewed, and the outcome from each review, including the Turnaround Time in days with totals at the
bottom of the report. The report is exportable to Excel or you can print it in PDF format.

If your program manages multiple facilities, you must run a separate report for each facility. The Report is
not set up for a multi-facility network of facilities to be combined.

FCDS has no plans to add the FCDS Abstractor Code to this report. We want to keep this information at
the facility level, not the individual abstractor level. The QC Sample is not a large enough sample of a
person’s work for performance evaluation.
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f) FCDS Follow-Up Reports in IDEA

FCDS makes updated/consolidated First Course of Treatment Data and Follow-Up Dates (including Dates
of Death) available via the FCDS Follow-Up Inquiry and Batch Reports Menu. This inquiry/report system
has been available since 2014 in IDEA, but is often overlooked as a resource for patient follow-up for CoC
Accredited Facilities, and as a way to find and complete First Course of Therapy received in a physician's
office or other setting (not at your facility). This report is available to HOSPADMIN and FAA roles in
FCDS IDEA.

All you need to do is provide the inquiry system with your 4-digit Facility Number, Accession Number, and
Sequence Number. The system will find your case to verify that you have reported the cancer to be matched.
Then the system will pull down all of the First Course of Therapy Data (including start dates) from all
facilities that have reported the cancer and have provided treatment data; this is via the Consolidated Tumor
Record, a single-source FCDS Record that provides a summary of all of the data submitted to FCDS for this
person for this cancer.
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This report may provide you with more treatment data than you could access while the patient was at your
facility, including physician-office treatment, other facility treatment, radiation therapy, or other cancer-
directed therapies. The system cannot provide you with any outpatient pharmacy data as these data are not
part of the FCDS Cancer Reporting System, but it will give you a complete course of treatment for this
cancer.

The report can be run one case at a time or in a batch mode. To batch cases, you must create a file that
includes the 4-digit facility number, 9-digit Accession Number, and 2-digit Sequence Number. These data
must be in a comma-delimited file with no spaces between items. You load the file and wait for the result.
You will get individualized treatment by case for all treatment reported on this person/cancer to FCDS from
any source. You will not know the source of the treatment, only that it was given and the date it started.
You will also receive a date of last contact from AHCA and/or a State of Florida Death Certificate.

The report will also tell you which cases matched or did not match or if you have a problem with the file
format. Any of these inconsistencies will result in a no-match for the case. You can either display the results
on your screen, export them to a comma-delimited or tab-delimited file, or export them to an Excel-formatted
file for review & entry.

g) On-Site or Remote Access Re-Abstracting Audits

The FCDS Quality Control staff and/or outside contract agents working on behalf of FCDS will perform on-
site or remote access review of abstracting procedures by auditing individual reports and/or entire medical
records of cases previously submitted to FCDS. The data validation or re-abstracting audit verifies that
coded data submitted to FCDS can be validated compared to source documents at the hospital or central
registry level. Discrepant data are followed back to the originating institution for clarification.

Reconciliation of the Re-abstracting Audit: Key data items will be evaluated, and any discrepancy noted
between the auditor’s findings and the original abstract findings will be returned to the facility for
reconciliation. Documentation must be submitted to clarify the originally abstracted codes if the auditor's
findings are disputed.

These audits allow assessment regarding the standardized interpretation of data definitions, coding rules,
guidelines, policies, and procedures, and identify areas that may require further education and training.

Remote Access Re-Abstracting Audits

FCDS may substitute On-Site Re-Abstracting Audits with Remote Access Re-Abstracting Audits. Should
FCDS decide to perform Remote Online audits, facilities will be asked to make pertinent reports from
medical records and/or other data sources available to FCDS for review. FCDS will utilize existing source
documents used in routine reporting.

h) FCDS Abstractor Code Policy

Every abstractor planning to work in the State of Florida is required to obtain an individual FCDS Abstractor
Code. FCDS assigns this code to persons who successfully pass the FCDS Abstractor Code On-Line Test,
regardless of certification by NCRA as an ODS, experience in the registry industry, or other factors. As of
January 1, 2013, any individual planning to acquire a New FCDS Abstractor Code or to renew an existing
FCDS Abstractor Code must take and pass the FCDS Abstractor Code Exam. Registration for testing and
real-time online testing can be found on the FCDS website.

The FCDS Abstractor Code test requirement applies to every cancer registrar in Florida (ODS or non-ODS,
Florida resident or out-of-state contractor, regardless of the number of years of experience. FCDS will not

accept cases from individuals without an active or current FCDS Abstractor Code.
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While the FCDS Abstractor Code Requirement Policy remains unchanged, the FCDS Abstractor Code Test
is a tool introduced to help FCDS expedite FCDS Abstractor Code approvals, renewals, and
monitoring. Tests are short (20 multiple choice or T/F questions) with a variable mix of content questions
weighted differently depending on whether this is an exam for a New FCDS Abstractor Code or Renewal of
an existing FCDS Abstractor Code.

Questions are updated annually to ensure the tester is familiar with the most current standards. They are
randomly selected from a pool of more than 350 questions covering 7 major topic areas. No two exams will
be alike.

Tests (20 multiple-choice or T/F questions) with a variable mix of content questions are short.

Questions are updated annually to ensure the most current standards are familiar to the tester.

Questions are randomly selected from a pool of more than 350 questions covering 7 major topic areas. No
two exams will be alike.

The 7 topic areas include:

Florida Reporting Requirements

General Abstracting Knowledge

Anatomy and Physiology

Primary Site/Histology/Grade

Stage at Diagnosis (SS2018, SSDI, Grade Coding Instructions)
Latest Rule Changes

Treatment and Survival

Before taking the test, please read through and become familiar with the FCDS DAM to ensure you
understand all the Florida abstracting and data collection requirements. The current version FCDS DAM
can be found on our website, http:/fcds.med.miami.edu. There are a few Florida-specific requirements
critical to complete reporting in Florida that many out-of-state registrars miss — reporting non-analytic cases
and all historical cancers.

FCDS monitors use of individual codes and is alert to the practice of sharing abstractor codes for new staff,
temporary staff, and even permanent staff. Please be secure with your abstractor code, abstracted data,
personal information, and all confidential materials.

i) Admissions by Facilities Report

FCDS Data Acquisition staff will regularly review the Admissions by Facilities Report (an internal FCDS
report). This report compares observed to expected numbers of cases reported by each facility for any period
requested.

The report is based on a five-year historical summary of cases reported to FCDS by each facility. The ratio

of observed to expected is reported as a percent of completeness. These same data are included in the
Quarterly Activity Report.

FCDS Staff will notify facilities that have not reported the expected cases.
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j) Facility Timeliness Report

FCDS Data Acquisition staff will review the Facility Timeliness Report regularly. This report shows the
average time (in days) it takes the reporting facility to submit a case to FCDS.

It specifically; 1) calculates the difference between the date the reporting facility had the first contact with
the patient and the date the case was abstracted, 2) calculates the difference between the date the case was
abstracted and the date the case entered the FCDS Master File, and 3) calculates the difference between the
date the reporting facility first had contact with the patient and the date the case entered the FCDS Master
File.

The time between the date the reporting facility had contact with the patient and the date the case entered
the FCDS Master File should be 180 days or less. These same data are included in the Quarterly Activity
Report (see Section Forms).

k) Other Quality Control Studies and Audits

FCDS Quality Control staff will run quarterly reports to help identify areas of concern regarding reporting
by individual facilities. These quarterly reports will be used to identify trends in case reporting that may
need to be addressed at a facility or the state level. Similar analyses may be conducted for individual
abstractors within the facility. The FCDS Quality Control staff will perform ad-hoc inquiries to the FCDS
Master File when data requests are made. Any unusual data will be reviewed, and facility-abstracting staff
may be requested to review individual cases to confirm the reporting of certain data items.

1) Facility Evaluation Report

The report is a graphical and numerical representation of a reporting facility's performance over a given
period, detailing the three principles of data appraisal: Timeliness, Completeness and Accuracy.

m) FCDS Data Quality Indicator Report (DQIR)

The FCDS Data Quality Indicator Report is designed to provide feedback to registries on the completeness
of case abstracts by examining the frequency of coding “unknown” or “ill-defined” values in key analytic
data items. Data must meet rigorous national quality standards to be included in local, regional, state, and
national cancer rates, reports to Congress, numerous surveillance-related publications and for registry
certification.

The percent of “unknown” and “ill-defined” values is an indicator used in ranking Florida’s overall data
quality and completeness of case reporting. It is used when comparing Florida data to other states for overall

data validity and reliability.

These data are also early indicators of problem areas and areas where FCDS and local registries can improve
cancer reporting, as data are available.

The report includes the Florida state and National distribution of “unknown” values used for comparison.
The report uses data from analytic cases only.

This report is a scaled-down model of a similar report the CDC National Program of Cancer Registries
(NPCR) provides to Florida and each NPCR state to assess our state-wide data.
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5) Data Requests

Before applying to data, you should review the new Automated Data Request instructional videos on the FCDS
Data Request Web page. The tutorials explain how to navigate the DREAMS system. FCDS will no longer
accept paper applications.

Procedures for Data Release

All data requests, regardless of the nature of the request, must be submitted to FCDS via the FCDS Data Request
Automated Management System (DREAMS) module on the FCDS Website. All requests require an FCDS
IDEA account; if a researcher does not have an FCDS IDEA account, he or she must first establish one. Please
refer to the video ‘New IDEA User’ instructions on the Data Requests page of the FCDS Website.

Requests for data fall into five broad categories: (1) stat data, (2) tabular, (3) ad hoc, (4) data linkage and (5)
hospital specific requests. There are specific procedures and fees for each category. This document provides a
description for each of the categories as well as the fee. You should read this document before filling out a
DREAMS application.

Instructional videos are available for each request category. Please refer to the FCDS Data Request web page
video before you begin your automated data request.

Four separate and distinct entities are involved in the data release approval process. The number of entities
involved in processing your request depends on several factors. Please refer to the specific category to see which
entities are involved.

1) Florida Cancer Data System (FCDS) maintains and collects the data. FCDS performs data extracts after
approvals are obtained from the Florida DOH Cancer Registry Program (CRP) and, if required, from
the Florida DOH IRB (IRB).

2) The Florida DOH Cancer Registry Program (CRP) decides what variables will or will not be released
based on scientific merit, and if variables are available that will meet the research needs of the proposed
research. The CRP will also decide whether the application will require Florida DOH IRB approval.
CRP approval must be obtained before submitting for IRB approval.

3) Florida DOH IRB (IRB) reviews data applications to ensure they are ethical and protect participants.
The DOH IRB submission is outside of DREAMS.

4) Florida DOH Vital Statistics (VS) requires the requestor to apply for approval of data items derived
from death certificates. This is also outside DREAMS.

Approval Required by
Request Category FCDS | CRP IRB VS
Stat X
Tabular X X! X!
Ad hoc X? X X' X'
Linkage X? X X! X!
Hospital Specific X

1 May or may not be required, depending on cell size, geographic level, source, requested variable(s), etc.
2. The application is reviewed to ensure that it is complete and that all information has been submitted before
it is forwarded to the CPR for approval; it is not reviewed for scientific merit.
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DATA REQUEST CATEGORIES

(1) Stat Data Request

Currently, FCDS provides one static dataset. This is a flat file. You will need some software to read in the data
and analyze it (i.e. SAS, SPSS, SQL). For a complete list of variables in the dataset, please refer to the
“Variables available for request”. The list of variables in the Stat dataset file is fixed; it is strongly recommended
that the requester review the STAT layout.pdf before applying for a Stat dataset.

The stat dataset is free of charge. It contains county-level case data for all sites, with many demographic variables
collapsed into aggregate groups, such as age, race, marital status, etc. Refer to the Stat layout.pdf for the dataset
and aggregated demographic variables. Please log in to DREAMS, select Stat Dataset, and follow the submission
instructions for this type of request.

Note: if your study requires record-level data and the variables needed are not contained in the Stat dataset, or
the aggregated groups will not meet your research needs, you must apply for an Ad Hoc/ type request. Refer to
the Ad hoc category for more information.

The Stat dataset is updated annually, with the most recent year added as it becomes available.
FCDS will fill data requests for the Stat Dataset within 30 business days once the application is complete and
approved.

Please view the Stat Data Request Video before filling out the DREAMS application for this type of request.
Entities involved in approving the Stat dataset: FCDS.

(2) Tabular Data
These requests concern requests requiring output in tables or some specific statistical output. An example of
tabular data in a table could be a table such as

Gender
Cancer Site | Male Female
Colon A B
Rectum C D

An example of tabular data could also be statistical output such as the mean age at diagnosis for brain cancer.

To protect the indirect identification of the patient, the "rule of ten" is applied; this rule suppresses any counts
containing fewer than 10 cases. Tabulated data may be released at or above the county code level with a count
of 10 or greater; for counts less than 10 or data below the county level, approval will be required from the CRP.

If data with counts fewer than 10 or below the county are needed, be sure to specify why in your application;
the CRP will need this information.

In addition, if you request output in the form of tables, it is highly recommended that the requestor submit
templates of how the data will be displayed.

FCDS will fill most tabular data requests within 30 business days once the application has been completed and
the cost has been approved; tabular requests are invoiced by the hour. For additional information, refer to the
fee and billing procedure section.

Please watch the Tabular Request Video before making this type of request.

Entities involved in approving tabular requests: FCDS and possibly CRP and VS. VS approval is only
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required for those studies wanting to obtain variables derived from death certificates

(3) Ad hoc

In DREAMS, this category is also referenced as Ad hoc/patient.

Research requiring record-level data for secondary analysis or patient contact will need to make this request.
Please review the available variables for release to ensure that FCDS has the variables to meet your research
needs. Note: date of birth, month, and day are NOT releasable.

Note: The Florida Department of Health (CRP & IRB) can approve ad hoc/patient requests in 8 weeks to 18
months, depending on the request's complexity and the application's thoroughness. Please plan accordingly.

FCDS will fill most ad hoc/patient requests within 30 business days once the application has been completed
and the cost has been approved. Ad hoc requests are invoiced by the hour, and patient contact studies are invoiced
according to the number of records extracted. Refer to the fee and billing procedure section for additional
information.

Please watch the Ad Hoc Request Video before making this request.

Entities involved in approving ad hoc/patient requests: CRP and possibly VS and IRB. The CRP will determine
whether or not IRB approval is required. VS approval is only required for those studies wanting to obtain
variables derived from death certificates.

(4) Data Linkage

A data linkage project is a request that involves linking internal FCDS data to an external data set.

Fields used in the linkage must be consistent in both data sets. The researcher should send FCDS the data in a
fixed-length ASCII file with the proper record layout and format. (Refer to Data Linkage Record Layout
document). Any deviations from the record layout or format that require adjustment to the external data set will
be charged to the requestor according to the fee schedule (Refer to Fees and Billing Procedure below).

At a minimum one of the following combinations are required to link records with FCDS:
1) First Name, Last Name, Sex, Date of Birth, Zip Code and Street Address
2) First Name, Last Name, Sex, Date of Birth, and Social Security Number

Additional information such as Middle Initial, Alias Name, Maiden Name, City, State, and Birthplace improve
chances of successfully linking your records to FCDS. We strongly encourage you to submit these data items if
available.

FCDS will fulfill data linkage requests within 8 weeks once the request and cost have been approved. Currently,
FCDS utilizes a combination of R and Stata for data linkages. Requests using other software can be considered
but may result in additional fees and increased time, in which case the 8-week timeframe does not apply, and
the researcher may incur extra charges. A copy of the required record layout, “Data Linkage Record Layout,” is
available under the “Data Request” link on the FCDS website http://fcds.med.miami.edu.

All linkages must occur at the Florida Cancer Data System office. No offsite linkages are permitted.

Please watch the Data Linkage Request Video before making this request.

Entities involved in approving linkage requests: CRP and possibly VS and IRB. The CRP will determine
whether or not IRB approval is required. VS approval is only required for those studies wanting to obtain
variables derived from death certificates
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(5) Hospital Data Requests

Hospital data requests refer to requests for data downloads that your facility has submitted.
To access this module, you must be the Facility Access Administrator (FAA).

You can select the admission year(s) you would like to have extracted, and the download will be available in the
latest NAACCR version record layout.

Please watch the Hospital Specific Request Video before making this request.

Entities involved in approving hospital-specific requests: FCDS

Fees and Billing Procedure

Most requests generate a fee. The FCDS does not receive additional funding to perform special, ad-hoc data
analysis; therefore, actual costs are passed on to the research applicant. The fees are as follows:

e STAT Dataset - No Charge

e  Minimum charge - $150.00

e AdHoc: Statistical analysis/programming/data coordination - $150.00 per hour

e Data Linkage:

Number of Records Cost

Sliding scale: <10,000 $3,000
10,000 — 24,999 $2,500 fee plus .05 cents per record
25,000 — 49,999 $3,000 fee plus .03 cents per record
50,000 — 99,999 $3,500 fee plus .02 cents per record
100,000 — 249,999 $4,000 fee plus .015 cents per record
250,000+ $5,000 fee plus .011 cents per record

e Geocoded & Patient Contact lists

Number of Records Cost

Sliding scale: <10,000 $1,500
10,000 — 24,999 $2,000
25,000 — 49,999 $2,500
50,000 — 99,999 $3,000
100,000 — 249,999 $3,500
250,000+ $4,000

Please note:

The billing procedure follows once approval is granted and the data request is processed, the researcher will be
notified in DREAMS when the dataset is available for download. An invoice will be downloaded along with
DREAMS's data request results or linkage. Payment may be made by check, purchase order or credit card.

Data linkage fees are charged for projects matching an outside data source to the Florida Cancer Data System
database.

Other Information:
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Additional information, such as published resources and statistics, is available on the FCDS website:
http://fcds.med.miami.edu.

All media requests should be directed to The FL DOH Office of Communications Director at 850-245-4111.

FCDS maintains a list of all published articles using FCDS Data. Please provide information on any scientific
publications resulting from a data request. Thank you

K. FCDS MANAGEMENT REPORTS

FCDS Quarterly Activity Status Report

This report summarizes the FCDS file activity for each facility every quarter. Every facility should have some
file activity during every quarter of the year. The report documents information about the number and quality
of cases submitted during the previous quarter and the timeliness of reporting. Also, it provides an annual
incidence and completeness summary, which compares observed-to-expected numbers of cases reported for the
year. (See Forms Section)

FCDS Data Quality Indicator Report

This report is a scaled-down version of a similar report provided by the CDC National Program of Cancer
Registries (NPCR) to Florida and each NPCR state as an assessment of statewide data. The report reflects five
years of data and examines the frequency of assigning “unknown” or “ill-defined” values to key analysis
variables over those five years, with a comparison to national data.

The percent of “unknown” and “ill-defined” values in certain variables is a data quality indicator used to rank
Florida’s overall data quality and completeness for each case reported and is used when comparing Florida data
to other states for overall data reliability. These data are also indicators of problem areas where FCDS and local
registries can improve upon cancer reporting as data are available.

Annual AHCA Unmatched Report

The AHCA Unmatched Report and subsequent follow-back procedures are used to assess casefinding
completeness at the facility level.

Annual Bureau of Vital Statistics Unmatched Report

FCDS staff will annually match the FCDS Master File to the Florida Bureau of Vital Statistics death files. FCDS
will provide the reporting facility with a list of unmatched Vital Statistics cases (deaths) that show the place of
death as the reporting facility.

Consolidated Vital Statistics and AHCA Follow-Back Reports (Casefinding Audits).

Consolidated Reports Vital Statistics and AHCA Follow-Back Reports will be available via FCDS IDEA.

FCDS EDITS Master List

This list includes all FCDS edits in the latest FCDS EDITS Metafile and includes the edit number, category, and
message. The current list can be found under Downloads on the FCDS website. This list is updated regularly
and can be found under Downloads on the FCDS Website.
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Jean Byers Memorial Award for Excellence in Cancer Registration

Pat Strait Award for Excellence in Cancer Registry Abstracting — The Pat Strait Award for Excellence in
Cancer Registry Abstracting is awarded to individuals who contribute to a facility achieving the annual Jean
Byers Memorial Award.

The criteria for receiving the Jean Byers Award and the Pat Strait Award are based on a standard set of
benchmarks that meet or exceed the requirements for completeness, timeliness, and accuracy as determined by
FCDS and CDC. These criteria may change from year to year, depending on annual reporting conditions, but
are generally influenced by a combination of successful data quality metrics, including Reporting Deadline, the
percentage of missed cases determined using AHCA and Vital Statistics Matching and Follow-Back Results
(missed cases cannot exceed 10% of the facility’s annual caseload), and other established data quality indicators.

M. FCDS CORRESPONDENCE

DO NOT MAIL ANY MATERIALS CONTAINING PERSONAL HEALTH INFORMATION

To protect and properly handle all packages, FCDS is making the following recommendations:

1. If you are mailing a package to FCDS, use Federal Express, UPS, Airborne Express, or any other courier
service.

a. The FCDS street address below must be used for courier packages:

FCDS

University of Miami School of Medicine
1550 NW 10 AVE

Suite 406

Miami, FL 33136

b. Always request a signature upon delivery.

Make sure the addressee at FCDS knows that she/he is to expect a package.

d. Track the package to ensure that it has reached its destination. You may want to explore the e-mail
tracking and notification features that the courier of choice offers.

o

2. For non-confidential information, if using the US Postal Service, which may include Express mail,
Priority mail, and Certified mail, you must use the FCDS PO Box address below:

FCDS

University of Miami School of Medicine
PO BOX 016960 (D4-11)

Miami, FL 33101

3. All shipments must adhere to the FCDS Confidential Information Security Policy.
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FCDS Profile Modification Form - Sample
FCDS Annual Reporting Calendar

FCDS Discrepancy Journal - Sample

Not Reportable List - Template

FCDS Quarterly Activity Status Report — Sample
FCDS Data Quality Indicator Report — Sample
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FCDS PROFILE MODIFICATION FORM

The following sections of instruction are for the completion and processing of the FCDS Profile Modification Form.

The form is available in the following formats:

Adobe Acrobat (.pdf) - online
Word (.doc) - by request

The FCDS Profile Modification Form is required to add a facility/profile or make changes to an existing facility/profile.

To navigate through the form use the Tab key.
NOTE: In PDF, each field within the document is highlighted. Move the pointer over the field for quick instructions to display.

Complete each field using the guidelines as listed below.

Today’s Date:
Enter the date in the MM/DD/YYYY format

Facility Name:

Enter the Name (Name of facility, individual, or type). This is a limited entry field, when necessary abbreviate (i.e., Center
(CTR), Medical (MED), etc)

Process Request:
ADD - To add a facility or profile
UPDATE - To update an existing facility or profile.
In Adobe Acrobat Format: Select the applicable button to ADD or UPDATE the facility (.pdf)
In Word Format: Select from the drop down menu to ADD or UPDATE the facility profile (.doc)

Facility Type:

Select Facility type from the drop down menu

AHCA# (up to 10 digits)

The Agency for Health Care Administration (AHCA) ID is the Identification number assigned by AHCA to all facilities with
the exception of Radiation Therapy Centers.
This number can be up to 10 digits .

CLIA# (10 digits: ex. 10D9999999)

(Required field for Laboratories)

The Clinical Laboratory Improvement Amendment (CLIA) ID is the Identification number assigned by Centers for Disease
Control and Prevention, Division of Laboratory Science and Standards to all laboratory facilities nationally.

NP (10 digits)
National Provider Identifier (NPI): Please use the NPI associated with the facility/organization.

04/2021



FCDS PROFILE MODIFICATION FORM

FCDS Facility # (4-digits)

If adding a facility leave field blank.
Once a new facility/profile is processed the facility will be assigned a FCDS facility number.
This information will be forwarded to the facility contact.

Option: (Required field)
Select appropriate option from the pull down list.

Reference the OPTION CODES Chart list below, to complete this
section.

OpPTION CODES

Option Code Facility Type
0 Rural Hospital or Hospital with <35 cases per year
2 Incidence Only Hospital - Using Contract Services
3 Incidence Only Hospital - Using in House Personnel
4 Full Registry Hospital - Using in House Personnel
5 Full Registry Hospital - Using Contract Services
6 VA Hospital
7 Military Hospital
8 Psychiatric Hospital

Physician Offices with <35 cases per year

Dermatology BCC or SCC only

Closed Facility — (enter date of closure in the notes field)
Death Certificate Only

FCDS - Staff Members

County Health Department

Free - Standing Pathology Labs

Contractors

2" Opinion Labs

MOH’s

Free - Standing Radiation Therapy Centers

Free - Standing Ambulatory Surgery Centers

Free - Standing Ambulatory Surgery Centers <35 cases per year
Vendors

Pathology Lab Vendors

Courtesy

Out of State

Physician Office Death Certificate Follow-Back Process

N<X<XS<—40wITUTvOZIrITMUOwW>
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FCDS Profile Information:

e This section contains all of the contact information as it pertains to the facility.

o Please complete each section.

e The credentials field is a limited entry field, please abbreviate all credentials (i.e., Batchelors of Arts Degree (BA),
Certified Tumor Registrar (CTR), etc.

Notes: Enter any additional information in reference to the profile.

Complete and Submit:

To complete the form type your complete name in field indicated, enter date in field indicated, save the document, and
select the submit button to send the document to the FCDS for processing (via email).

Alternate submission option: The form may also be printed and faxed to FCDS for processing at 305-243-4871.
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TO ADD: (NEW Facility) TO UPDATE: (EXISTING Facility)
e Please complete each section of form to add a facility.

o R e Complete the Date, Profile Name and the section(s) that requires update.

o AHCA#, CLIA#, or NPI# can be obtain from administrative or business office. o Select UPDATE in the Process Request Field.
Today’s Date (MM/DD/YYYY): Profile Name: (Facility Name)
Process Request: Select Facility Type:
O ADD (New) O UPDATE (Existing) ~ CLICK ON THE DOWN ARROW TO SELECT FACILITY TYPE
AHCA ID#: CLIA#: (PATH LABS ONLY) NPI#:
FCDS Facility #: (LEAVE BLANK IF ADDING FACILITY) Option: Date Facility Close (MM/DD/YYYY):

CLICK THE DOWN ARROW TO SELECT OPTION

PROFILE INFORMATION

Facility Contact:

Last Name: First Name: Credentials:

Title:

Mailing Address: (Address, City, ST and Zip Code)

Phone Number: Fax Number: Contact Email Address:

Administrator:

Last Name: First Name: Credentials:

Administrator Email Address:

Title:

Physical Address: (Address, City, ST, and Zip Code) Phone Fax
Number: Numbet:

NOTES: (Type additional information below)

Completed By: Date:

FCDS ONLY:

Processed By: Date Processed:
SUBMIT

04/2021


mailto:Melissa_Williams@miami.edu

Discrepancy Journal 4/10/2018 2:57:57 PM

Page: 10of 1
Medical Falcility: Region: Option:
Abs Accession  Seq Abstract Type Patient Name Reciept Site DX Date Initials
*** Master contains 1 other Seq (s) *** Medical Record #: SSN: DOB:
Emor:938 Force:N  If a patient has a race code of 01 (white), it must be the last recorded race for that patient; that is, the last race
code not coded to 88 or spaces.

Discrepant Data: Bdit: Race 1, Race 2, Race 3, Race 4, Race 5 (SEER IF93) [Tag:N0628] [Agency:FPCDS]
B: 0938: A race code of 01 (white) must be the last recorded race
Race 1(177) [01]
Race 2(179) [04]
Race 3(181) [88]
Race 4(182) [88]
Race 5(185) [88]

Emor: 1140 Force:N  If Rad-Regional RX Modality = 20-08 (radiation performed), Reason for No Radiation must = 0 (radiation
performed) and vice versa
Discrepant Data: Edit: Rad--Regional RX Modality, Reason for No Rad (COC) [Tag:N0574] [Agency:FCDS]
B: 1149: If Rad--Regional RX Modality (26) = 20-98, Reason for No Radiation (1)

must = 0 and vice versa
Reason for No Radiation(1592) [1]
Rad--Regional RX Modality(1607) [26]

Emor:1285 Force:N  If Reason for No Radiation = 1, 2, 5, or 8, then RX Summ-Radiation must =0

Discrepant Data: Bdit: Reason for No Rad, RX Summ--Radiation (PCDS) ([Tag:PL1728] lMonay:m)
B: 1265: If Reason for No Radiation = 1, RX Summ--Radiation must =
Reason for No Radiation(1592) [1]
RX Summ--Radiation(1580) [2]

Emor:537 Force:N  If RX Date—-Radsiation is blank, corresponding flag must = 10—!2.|or 15

Discrepant Data: Bdit: RX Date Radiation, Date Flag (COC) [Tag:PL1128) [Agency:PCDS]
EB: 0537: If RX Date Radiation 1s blank, corresponding flag must = 10-12, 1§
RX Date Radiation(1486) [Y: M: D:
RX Date Radiation FPlag(1494) [<BLANK>]

Emor:1318 Force:N IfRX &;r;m—Sup Prim Site = 10-80 AND Rad-Regional RX Modality = 20-08, then RX Summ-Surg/Rad Seq
must=2-7 or @

Discrepant Data: Bdit: Surgery, Radiation, Surg/Rad S (FCDS) [Tag:FPL1431] [Agency:FCDS.
B: 1316: If RX Summ--Surg Prim Site=50 and Rad--Regional RX lodAIity:ZG. RX
Summ--Surg/Rad Seq cannot be 0

RX Summ--Surg Prim Site(1567) [50]

RX Summ--Scope Reg LN Sur(1569) [0]

RX Summ--Surg Oth Reg/Dis(1570) [0]

Rad--Regional RX Modality(1607) [26]

RX Summ--Surg/Rad Seg(1582) [0]
Date of Diagnosis(530) [Y:2013 M:01 D:29]

Regional Nodes Examined(916) [98]

Emor:1310 Force:N  If RX Summ-Surg Prim Site = 10-80 AND RX Summ-Radiation = 1-8, then RX Summ-Surg/Rad Seq must = 2-7,
or@

Discrepant Data: Bdit: Surgery, Rad Summ, Surg/Rad Seq (PCDS) [Tag:PL1430] [Agency:PCDS]
B: 1319:; If RX Summ--Surg Prim Site=50 and RX Summ--Radiation=2, RX

Summ--Surg/Rad Seq cannot be 0
m o lnad Sool3AR72) Lol




Cases Reviewed but Not Reported - Not Reportable List
This is an example of a handwritten log of medical records that you would have reviewed but decided the cancer was N/R or Not Reportable
for some reason. Please describe why you did not report a cancer on a casefinding list as Reason N/R. Most software vendors provide a
mechanism to automatically capture and store this information. Keeping a list of NOT REPORTED CANCERS and WHY YOU DID NOT
REPORT THEM will help with audits.

Facility Name
Facility Number

Patient Name SSN Med Rec No Date of ICD-10-CM Admit Date Disp
Birth D/C Diagnosis Code Reason N/R

REASON NOT REPORTED CODES

02 — Benign 07 — Duplicate Case 12 — No Cancer Mentioned in Medical Record
03 — Not Reportable Skin 09 — In Situ Cancer of Cervix (CIS or CIN III) 13 — FCDS Use Only
or Prostate (PIN III only)
04 — No Evidence of Disease (NED) 10 — Other 14 — Specific Lymphoid or Hematopoietic
Neoplasm DX Prior to 1/1/2001
05 — Consult Only 11 — FCDS Use Only 16 — Benign/Borderline CNS Tumor DX Prior
to 1/1/2004 - NED
06 — Cancer Not Proven




Florida Cancer Data System
Quarterly Cancer Case Reporting Status Report

This Quarterly Cancer Case Reporting Status Report has two distinct sections: a Quarterly Activity Summary and an
Annual Case Submission Summary. The report is an indication of the completeness, timeliness, and quality of the
data that FCDS receives from each individual facility. It is not a report specific to any single abstractor or manager.

Quarterly Activity Summary
The Quarterly Activity Summary reflects the file activity and the cases submitted by your facility for the time period
specified above.

New Data Submitted:
Total number of cases electronically submitted for this quarter
Total number of good cases: (cases requiring no changes)
Total number of forced cases: (exceptional cases requiring overrides of standard data edits
following validation of the data submitted)

File Activity:
Total number of deleted cases: (cases deleted due to duplicate record submission, cases that do not
meet the FCDS reporting requirements, cases diagnosed prior to the FCDS 1981 reference date)
Total number of cases in the pending file: (cases that failed one or more standard data edits during
this and any previous quarters and remain in the pending file awaiting data validation)

Annual Case Submission Summary

The Annual Case Summary reflects all cases submitted by your facility for the past four years. The fifth year
displayed is the current reporting year. A two-year average (excluding current year data) is the base from which the
Expected Completeness Percentage is calculated.

Admission Year/Case Count Average # Cases Reported =
2023
2022 % Complete for
2021 Reporting Year
2020 Actual Expected
2019

Please review this report in detail. If you have any questions, please contact your Field Coordinator at (305) 243-
4600. Thank you for your cooperation in providing timely and quality data to the FCDS.



FCDS Data Quality Indicator Report

The Florida Cancer Data System (FCDS) is responsible for ensuring the highest quality data is available in annual cancer surveillance reporting for the Florida
Department of Health and the CDC National Program of Cancer Registries (NPCR). Data must meet rigorous standards to be included in local, regional, state, and
national cancer rates, reports to Congress, and various cancer surveillance-related publications. This report is a scaled-down version of a similar report that the
CDC National Program of Cancer Registries (NPCR) provides to Florida and each NPCR state as an assessment of our statewide data.

The FCDS Data Quality Indicator Report reflects 5 year comparison data as in sample below showing 2016-2020 Diagnosis Year data and examines the frequency
of assignment of “unknown” or “ill-defined” values to key analysis variables over the course of the five-year period with comparison to national.

The percentage of “unknown” and “ill-defined” values in certain variables serves as a data quality indicator used to rank Florida’s overall data quality and
completeness for each case reported. This metric is also utilized when comparing Florida data to other states for overall data reliability. Furthermore, these data
indicate problem areas where FCDS and local registries can enhance cancer reporting as data become available. Goals have been established nationally by NPCR
or by FCDS.

Florida Cancer Data System - Facility Data Quality Indicator Report (DQIR) for 2022

analytic cases® [received by 5/5/2022)

Goals 2020 2013 2018 2017 2016
Florida Flonida Florida Florida Florida
Facility %| Facilities % Facility %| Facilities % Facility % | Facilities % Facility % | Facilities % Facility 3%| Facilities %

Total Analytic Cases 1,525 118,702 1,775| 138,961 1,784 134,050 1,715 128,361 1,874 126,770
Demographics
sex

Sex Unknown (9] <2% 0.000 0013 0.000 0012 0.000 0,013 0.000 008 0.000 0003
Race

Race Other, NOS (28) <3% 1049 1998 0732 1925 0680 1.660 1050 1.780 0.961 1496

Race Unknown (39) <3% 0.656 1147 0169 0350 0794 0.800) 0282 0785 0.427 0554
Ethnicity

Ethnicity Unknown (3] <3% 0.066 1425 0056 1267 0397 0985 0233 1210 0.213 0865
Primary Payor at DX

Primary Payor Unknown (99) <3% s 0.751 0345 1237 1934 1062 1166 1382 054 1490
Tobacco Use

Tobacco Use - Cigaratte Unknown (9) 0383 8049, 3.268 9819 5782 10330 2799 12984 1481 11549

Tobacco Use - Cther Unknown (9) 0.459 15891 3380 17.7a5] 6633 17.406 6.708 19.088 16596 18970

Tobacco Use - smokeless Unknown (9] 0262 15112 2502 17.237] 5.159 16903 6239 18.710 17.129 18661

Tobacco Use - NOS Unknawn (3) 0383 15308 3.099 17.503] 5.660 17.347 5598 18517 16.916 18271
Marital Status at DX

Marital Status Unknown (9) <3% 1.180 2.550 1521 2.391] 1304 2742 3149 2913 3.148 2684
Social Security Number

Missing/impossible ssn <3% 18851 13.750] 15,788 12.483 15.078 9728 11603 7755 10.672 5108
Address at DX

ungeocodables (certainty o) <2% 0.000 0.000 0.000 0.000 0.000 0.002 0.000 0075 0.000 0080

PO Boes (Certainty 5)° <2% 0395 1.483 0.229 1603 0.230 1,690 0238 1657 0.435 1829
Tumor characteristics.
Diagnostic Confirmation

Not Microscopically Confirmed {5-8) <5% 2458 0156 3.155 0.207 3.968 0316 2023 0.436 5.063 0387

DX Method Unknown (3) <5% 0328 0.166 0282 0.191 0.454 0.268 0.816 0.236 0.267 0282
Topography

li-Defined Sites® < 1% Loas 1388 0563 1323 2.008 1.435] 1924 1681 1481 1643
Histology/Grade

Morphology Non-specific (80008005 < 5% 1443 1798 0563 1869 1701 1931 1633 2.003 2.081 1890

Grade Unknown (exciudes c0.9) <35% 41.050] 35.458 23.757 3727
stage

summary stage” < 5% 3148 5.186 2.648 5.558 2932 6.4 5718 6.809 5.496 6736
SsDI

Grade Clinical 45230 5 698 45.070 45.658| 52.008 45,900

Grade Pathological 51581 55.178 50.592] 54.278| 52.778 52.507]

Brain Molecular Markers 23438 10.150 11.475] 11,934 11.667 16.565|

Breslow Thickness 35364 26.990 34.148] 20 330 36.364 30.553]

Estrogen Receptor Summary 5541 4217, 2954 3.1 25810 4.108

Fibrosis score 85204 75.050 71429 76872 85714 82577

HER2 overall summary 24538 20164 18.565] 19,884 19.204 20420

Microsatelite instability (Msi) 20988 29391 22917 54.997] 20792 59.445

Progesterana Recaptor Summary 6506 7383 3376 6578 2810 6730

Psa Lab Value 18182 12811 17.500] 11.075] 11364 11938

LDH Pretreatment Lab Value 100.000 78.683 95122 87.629 86.364 34038
* DOl now run by Diagnosis date

otieds/1y21

! Analytic according to FCDS (class of case: 0- 22 or 34 - 42)
#percentages based on analytic cases of Florida residents at time of DX only.

* pefinition changed in 2018 and ill-definad and Unknown primary are now combinad
# perived 55 2000 DX years 2014-2015, direct coded 55 2000 DX years 2016-2017, direct coded 55 2018 DX year 2018+
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SECTION II: GENERAL ABSTRACTING INSTRUCTIONS
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SECTION II: GENERAL ABSTRACTING INSTRUCTIONS

It is the responsibility of every abstractor working in the state of Florida, including contract abstractors, to
know the complete content of the latest FCDS Data Acquisition Manual (FCDS DAM) and to update it
upon receiving any changes from FCDS. If you need training in cancer registry data collection, please visit
the FLceSC Learning Management System and consider taking the FCDS Abstracting Basics Course to
better understand the skills and training required to meet FCDS abstracting requirements and the national
standards used when abstracting and coding cancer cases.

This manual is designed to explain in detail each data item required for the Florida Cancer Data System
(FCDS) case reporting, specifically those labeled as Core in the Record Layout (see Appendix G). It should
serve as the primary resource for any data item that must be coded and documented according to Florida
cancer reporting rules and statutes. The descriptions aim to provide sufficient detail to achieve consensus
when submitting the required data. This manual does not suggest any limitations on the type or degree of
detailed information collected, classified, or studied within any healthcare facility-based cancer registry.

Basic Rules:

1) Always refer to the most current version of the FCDS Data Acquisition Manual when completing
an abstract. The CoC STORE Manual may provide slightly different instructions for coding or
abstracting of data items. However, the STORE Manual, the NAACCR Volume II Data Dictionary,
and the SEER Coding and Staging Manual should be comparable in content, rules, instructions,
and examples to ensure consistent coding across programs.

2) Always submit a separate abstract for each reportable primary neoplasm identified.

3) Text is required to justify all coded values adequately and to document supplemental information
such as patient sex and family history of malignancy. Data items must be well documented in text
field(s); specifically, Place of Diagnosis, Physical Exam, the Reason Why the Patient Came to Your
Facility, Patient Sex, Imaging Studies including X-rays and Scans with Dates in Chronological
Order, Diagnostic Endoscopy and Other Diagnostic Tools, Surgical Procedures and Operative
Findings, Laboratory Tests and Pathology Reports (including: Dates of Specimen Collection,
Primary Site, Histology, Behavior and Grade), Genetic Testing Results, Cancer Staging
Information and Coding Rationale, and Site-Specific Data Items as Required.

The treatment details must also be documented in the Treatment Text fields, even if the treatment
is non-standard or the case is non-analytic or historical. dates should be included in each section's
text to provide a chronology of events, imaging, lab tests, surgeries, and other anti-neoplastic
treatments. Dates may be estimated and should be documented as estimated dates when necessary.
Specifics of all treatments delivered are required, including chemotherapeutic and other anti-
neoplastic agents, radiation therapy details, and treatment given outside your specific facility as
noted in H&P, Consultation Reports, or other documentation.  Please refer to Appendix L of
this manual for specific text documentation instructions/examples.

FCDS Data Acquisition Manual 2025 Revised —2025
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Basic Rules For Date Fields:

1)

2)

3)

FCDS no longer requires Date Flag Fields for any date flags beginning 1/1/2023.

Dates are transmitted in this format CCY YMMDD. However, this does not necessarily mean
that the way dates are entered into your registry software has changed. Software providers are
the primary resource for information about fields in their systems. Only valid portions of any
date are to be transmitted.

FCDS requires every case you abstract (analytic, non-analytic, and historical grid cases) to
include at least a valid year of diagnosis. All treatment (surgery, radiation, chemo, etc.) also
requires a valid date consistent with the Date of Diagnosis, so the edits can validate that the
treatment is within the parameters of the First Course of Therapy.

FCDS Data Acquisition Manual 2025 Revised —2025
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REGISTRY INFORMATION

The Registry Information section of the abstract includes the data items that identify the reporting facility,
the case, the date of first contact or admission, the abstractor, and the date abstracted.

Data Items Included In This Section:

NAACCR Item Number Item Name

540 Reporting Facility

550 Accession Number — Hospital

560 Sequence Number — Hospital

580 Date of First Contact

2300 Medical Record Number

2090 Date Case Completed/Date Abstracted
570 Abstracted By (FCDS Abstractor Code)
2152 CoC Accredited Flag

500 Type of Reporting Source

FCDS Data Acquisition Manual 2025 Revised —2025
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REPORTING FACILITY NAACCR ITEM #540

Identifies the facility reporting the case. This is a four-digit FCDS-assigned Facility Number. See Appendix
A for hospital, surgery center, and free-standing radiation therapy center Facility Numbers.

The Reporting Facility (NACCR Item #540), Accession Number (NAACCR Item #550), and Sequence
Number (NAACCR Item #560) uniquely identify the facility, patient, and tumor(s). Each cancer patient in
a facility is assigned a unique accession number, and each primary tumor diagnosed for that patient is
assigned a sequence number to differentiate between primary cancers for the patient accessioned. See
individual data item descriptions and coding instructions for more information on each data item noted.

Coding Instructions:

1. Enter the four-digit FCDS-assigned Facility Number from Appendix A.

2. The FCDS Facility Number differs from the FORDS Facility ID Number (FIN).

3. Each facility participating in a shared or network cancer registry must use the unique respective
facility number unless the registry has been approved/designated an umbrella organization by FCDS.

4. Cases must be abstracted and reported separately for each facility according to Florida statute unless
otherwise designated.

5. The four-digit reporting facility number must be right-justified.

ACCESSION NUMBER- HOSP NAACCR ITEM #550

Provides a unique identifier for the patient consisting of the year in which the patient was first seen at the
reporting facility and the consecutive order in which the patient was abstracted.

The Reporting Facility (NACCR Item #540), Accession Number (NAACCR Item #550), and Sequence
Number (NAACCR Item #560) uniquely identify the facility, patient, and tumor(s). Each cancer patient
in a facility is assigned a unique accession number, and each primary tumor diagnosed for that patient is
assigned a sequence number to differentiate between primary cancers for the patient accessioned. See
individual data item descriptions and coding instructions for more information on each data item noted.

Enter the nine-digit Accession Number as assigned by the reporting facility.

Format: The first four digits of the Accession Number specify the year the patient first had contact with
the reporting facility in the format CCYY. The last five digits are the sequential/numeric order in which the
registry entered the case into the database.

Each patient receives only one accession number from your facility for a lifetime, regardless of the
facility's “reference date,” number of primary cancers reported, or alternate numbering assignment.
Accession numbers are never reassigned, even if a patient is removed from your facility registry.
Successive sequence numbers designate multiple primary reportable malignant neoplasms in one patient.
Therefore, when submitting abstracts for multiple primary neoplasms for one patient simultaneously, use
the same FCDS accession number for every cancer reported.

SEQUENCE NUMBER-HOSPITAL NAACCR ITEM #560

Enter the two-digit sequence number that corresponds to this primary tumor. This data item records the
chronological appearance of each reportable primary malignant and non-malignant neoplasm over the

FCDS Data Acquisition Manual 2025 Revised —2025
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person's entire lifetime, regardless of where they were diagnosed or treated.

The Reporting Facility (NACCR Item #540), Accession Number (NAACCR Item #550), and Sequence
Number (NAACCR Item #560) uniquely identify the facility, patient, and tumor(s). Each cancer patient in
a facility is assigned a unique accession number, and each primary tumor diagnosed for that patient is
assigned a sequence number to differentiate between primary cancers for the patient accessioned. See
individual data item descriptions and coding instructions for more information on each data item noted.

Codes 00-35 indicate neoplasms of in situ or malignant behavior (behavior equals 2 or 3).

A solitary reportable malignant neoplasm is not part of a sequence; therefore, enter 00 to indicate the lack
of sequence.

If a patient was previously reported as sequence 00 and has since developed a subsequent reportable
malignant neoplasm, the sequence should be designated by the appropriate number, 02, 03, etc. The original

00 will be changed to 01 automatically in the FCDS files.

If two or more independent primary malignant neoplasms are diagnosed simultaneously, the lowest
sequence number should be assigned to the malignancy with the worst prognosis.

Codes 6088 indicate neoplasms of non-malignant behavior (behavior equals 0 or 1).

A solitary reportable non-malignant neoplasm is not part of a sequence; therefore, enter 60 to indicate the
lack of sequence.

If a patient was previously reported as sequence 60 and has since developed a subsequent reportable non-
malignant neoplasm, the sequence should be designated by the appropriate number, 62, 63, etc. The original
60 will be changed to 61 automatically in the FCDS files.

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.

A re-evaluation of all related sequence numbers is required whenever an additional neoplasm is identified.

Code Description
00 One Malignant Primary Only (in-situ and malignant tumors)
01 First of two or more malignant primaries
02 Second of two or more malignant primaries
03 Third of three or more malignant primaries
60 One non-malignant primary (benign/borderline tumors)
61 First of two or more non-malignant primaries
62 Second of two or more non-malignant primaries
DATE OF FIRST CONTACT NAACCR ITEM #580

Date of first patient contact, as inpatient or outpatient, with the reporting facility for the tumor diagnosis
and/or treatment. The date may represent the date of an outpatient visit for a biopsy, x-ray, scan, or
laboratory test. Enter the year, month, and day (CCYYMMDD) of the patient’s first contact with the
reporting facility for the tumor's diagnosis and/or treatment, whether as an inpatient or outpatient diagnosis
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and/or first-course treatment. The date may represent the date of an outpatient visit for a biopsy, x-ray, scan,
or laboratory test, the date of admission to the facility, or the date of a pathology specimen collected as part
of surgical resection or biopsy performed during a long-term in-patient admission.

When a diagnosis of cancer is made during a patient’s long-term stay for another condition, the date the
patient was first examined for the cancer-related problem should be used as the Date of First Contact. If
the case was initially diagnosed at autopsy, the Date of Death should be used as the Date of First Contact
and the Date of Diagnosis.

An error is issued if the Date of First Contact precedes the Date of Diagnosis by more than thirty days.

The date of 1st Contact is one of several data items that can be used to measure the timeliness of reporting
to central cancer registries by individual facilities. For tumors that are not diagnosed at the reporting facility
following its Reference Date (Class of Case 20-22, 30-37), the Date of 1st Contact [580] can be used in
conjunction with the Date Case Report Received [2111] to measure timeliness of reporting by individual
facilities.

The CoC STORE Manual revised the definition of the Date of First Contact to allow registries to change
the date to when the patient’s case became ‘analytic’ for the facility. FCDS does not receive or allow
Modify Records from all reporting facilities. If this is the case and registrars change the Date of First
Contact, then FCDS would never know about it, nor would we know about the change in Class of Case.
Please use your best judgment to resolve this inconsistency in instructions to fit reporting needs for Florida.

MEDICAL RECORD NUMBER NAACCR ITEM #2300

Enter the patient’s 15-character Medical Record Number (alpha/numeric) used by the facility to identify
the patient. Do not use special characters in this field (i.e., *, -, /). If the patient has no Medical Record
Number, you may enter the casefinding source (i.e. XRT, xyz CLINIC), any facility identification number,
or billing number that will help locate the record at a future date.

DATE CASE COMPLETED/DATE ABSTRACTED NAACCR ITEM #2090

Enter the date the case is being abstracted. The format for all dates is numeric (CCYYMMDD). An
unknown date is not acceptable in this field.

Please wait until ALL first-course therapy has been completed before submitting the case to FCDS. FCDS
continues to monitor the patient/cancer to ensure the first course of treatment is consistent with the stage of
disease and specific biomolecular and genetic tumor markers for targeted therapies. For cases not yet
completed by the June 30™ deadline, you may code the treatment as recommended, unknown if
administered. All cases are required to be reported to FCDS by June 30™. When treatment has not started
but is a part of the treatment plan, and the FCDS Deadline to Report (June 30™) is upon you, but you do not
have the information that treatment started, enter the treatment as ‘recommended’ and submit.

ABSTRACTED BY (FCDS ABSTRACTOR CODE) NAACCR ITEM #570
Enter the three-digit FCDS Abstractor Code of the person abstracting this case. Each abstractor submitting

cases to FCDS must have their unique FCDS Abstractor Code. All abstracts submitted must have an
approved and valid (current) FCDS Abstractor Code in this field. Validation of the FCDS Abstractor Code
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is part of the FCDS EDITS process; therefore, if any Abstractor Code is incorrect, invalid, or expired, the
batch will fail edits at the time of batch upload or record entry. If abstracts are submitted to FCDS with an
expired Abstractor Code, the facility must update the abstracts with a valid Abstractor Code. Those abstracts
should be reviewed for accuracy to validate the abstracted data.

Your FCDS Abstractor Code should never be shared with any other abstractor.

Refer to Section I of this manual for more information on the FCDS Abstractor Code requirement.

COC ACCREDITED FLAG NAACCR ITEM #2152

CoC Accredited Flag is assigned at the point and time of data abstraction to label an abstract prepared for
an analytic cancer case at a facility accredited by the Commission on Cancer (CoC). The flag may be
assigned manually or defaulted by the registry’s software.

CoC-accredited facilities are required to collect certain data items, including TNM staging. The flag
incorporates the accredited status into abstracts at the time of abstraction by someone who knows the status.
Thus, the flag simplifies and validates that CoC-accredited facilities have abstracted required items.

Code Description

0 Abstract prepared at a facility WITHOUT CoC accreditation of its cancer program.

1 ANALYTIC abstract prepared at facility WITH CoC accreditation of its cancer program
(Includes Class of Case codes 10-22)

2 NON-ANALYTIC abstract prepared at facility WITH CoC accreditation of its cancer
program (Includes Class of Case codes 30-43 and 99, plus code 00, which CoC considers
analytic but does not require to be staged)

Blank Not applicable; DCO

TYPE OF REPORTING SOURCE NAACCRITEM #500

Enter the Type of Reporting Source code that identifies the source of information used to abstract the
case.

Code Description
1 Hospital Inpatient; managed health plans with comprehensive, unified medical records
2 Radiation Treatment Centers or Medical Oncology Centers (hospital-affiliated or

independent)

Laboratory only (hospital-affiliated or independent)

Physician’s Office/Private Medical Practitioner (LMD)

Nursing/Convalescent Home/Hospice

Autopsy Only

Death Certificate Only (DCO) - FCDS Use Only

Other hospital outpatient units/surgery centers

R[N | N[

FCDS Data Acquisition Manual 2025 Revised —2025



64

‘When multiple source documents are used to abstract a case, use the following priority order to
assign a code for Type of Reporting Source: Priority order of codes 1,2,8,4,3,5,6, 7.

Code | Label Source Documents Priority
1 Hospital inpatient; o Hospital inpatient ; Includes outpatient services 1
Managed of HMOs and large multi-specialty physician
health plans with group practices with unit record.
comprehensive, unified e Offices/facilities with unit record
medical records e HMO physician office or group
e HMO affiliated free-standing laboratory,
surgery, radiation or oncology clinic
2 Radiation Treatment o Facilities with serial record (not a unit 2
Centers or Medical record)
Oncology Centers e Radiation treatment centers
(hospital-affiliated or e Medical oncology centers (hospital
independent) affiliated or independent)
There were no source documents from code 1.
3 Laboratory Only (hospital- | e Laboratory with serial record (not a unit record) 5
affiliated or independent There were no source documents from codes 1,
2,8, or4.
4 Physician’s Office/Private | e Physician’s office that is NOT an HMO or large 4
Medical Practitioner multi-specialty physician group practice.
There were no source documents from codes 1, 2 or
8
S | Nursing/Convalescent e Nursing or convalescent home or a hospice. 6
Home/Hospice There were no source documents from codes
1,2,8, 4, or3.
6 | Autopsy Only e Autopsy 7
The cancer was first diagnosed on autopsy.
There are no source documents from codes 1, 2, 8,
4,
3orS5.
7 Death Certificate Only Death certificate is the only source of information;
follow-back activities did not identify source
documents from codes 1, 2, 8,4, 3, 5 or 6. If
another source document is subsequently
identified, the Type of Reporting Source code must
be changed to the appropriate code in the range of
1,2,8,4,30r6
8 Other hospital outpatient e Other hospital outpatient units/surgery centers. 3
units/surgery centers Includes, but not limited to, outpatient surgery
and nuclear medicine services.
There are no source documents from codes 1 or 2.
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The Patient Demographics section of the abstract includes the data items used to describe personal
information about the patient. When grouped, these data can be used to study how cancer rates differ by
geographic location and what groups are at a higher risk of certain types of cancer. Much of this section's
information is confidential and can be used to identify individual patients.

Data Items Included in this Section (CONFIDENTIAL):

NAACCR Item Number Item Name

2230 Name — Last

2240 Name — First

2250 Name — Middle

2280 Name — Alias

2232 Name — Birth Surname
2315 Medicare Beneficiary ID
2320 Social Security Number
240 Date of Birth

252 Birthplace State

254 Birthplace Country

220 Sex

160 Race 1

161 Race 2

162 Race 3

163 Race 4

164 Race 5

190 Spanish/Hispanic Origin
150 Marital Status

344 Tobacco Use Smoking Status
9960 Height at Diagnosis (inches)
9961 Weight at Diagnosis (Ibs.)
2335 Addr at DX - Supplemental
2330 Addr at DX — No &Street
70 Addr at DX — City

80 Addr at DX — State

102 Addr at DX — Country

100 Addr at DX — Postal Code
90 County at DX

2350 Addr Current — No & Street
1810 Addr Current — City

1820 Addr Current — State

1832 Addr Current — Country
1830 Addr Current — Postal Code
1840 County--Current

2360 Telephone Current

630 Primary Payer at DX

2460 Physician — Managing

2465 NPI — Managing Physician
2475 NPI - Following Physician
2485 NPI — Primary Surgeon
2495 NPI — Physician #3 (Radiation Oncologist)
2505 NPI — Physician #4 (Medical Oncologist)
310 Text — Usual Occupation
320 Text — Usual Industry
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NAME - LAST NAACCR ITEM #2230

Enter the patient’s full last name. Blanks, spaces, hyphens, and apostrophe marks are allowed. However,
FCDS software will strip off these special characters during upload to the FCDS database.

Example:Mc Donald is entered McDonald. O’Hara is entered OHara.

NAME - FIRST NAACCR ITEM #2240

Enter the patient’s full first name with no special characters (e.g., no periods). Do not enter the
patient’s middle name or initial in this field. If you encounter an edit failure that the Patient Name
does not match a previously submitted neoplasm, contact your Field Coordinator to correct any
Demographic discrepancies before resubmission.

NAME - MIDDLE NAACCR ITEM #2250

Enter the patient’s middle name or middle initial with no special characters (e.g., no periods). If the patient
does not have a middle name or if the middle name is unknown, leave this field blank.

NAME - ALIAS NAACCR ITEM #2280

Enter the patient’s alternate name or “AKA” (also known as), if known. You may also enter postscripts in
this field such as “Junior”, “Senior”, etc. Note that the maiden name is entered in the Name-Maiden field.

NAME - BIRTH SURNAME NAACCR ITEM #2232

This new data item is similar to Maiden Name but not the same. Enter the patient’s last name (surname) of
patient at birth, regardless of gender or marital status. Leave this field blank if the birth surname is unknown
or not applicable. Do not enter Mr, Mrs, Ms, Unknown, Unk or other non-surnames in this field.

MEDICARE BENEFICIARY ID (MBI) NAACCR ITEM #2315

The Centers for Medicare and Medicaid removed Social Security Number (SSN), based Health Insurance
Claim Numbers (HICNSs), from Medicare cards in 2020; and are now using Medicare Beneficiary Identifiers
(MBIs) for Medicare transactions like billing, eligibility status, and claim status.

Every Medicare beneficiary has been assigned an MBI. Like the SSN, the MBI is confidential and should
be protected as Personally Identifiable Information.

The Medicare Beneficiary Identifier (MBI) is randomly generated and has 11 characters, consisting of
numbers and letters, entered without dashes. This number has replaced the Social Security Number for
patients receiving Medicare/Medicaid and patients with Federal Medical Insurance. When available, enter
the patient’s 11-digit Medical Beneficiary Identifier. You may leave this field blank if the Medical
Beneficiary Identifier is unavailable, the patient is a non-Medicare patient, or the number is unknown.
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Coding Requirements 1. Conditional

2. Value must be an 11-character string

3. Character 1 must be numeric values 1 thru 9

4. Character 2 must be alphabetic values A thru Z (minus S,1,0,1,B,7)

5. Character 3 must be alphanumeric values 0 thru 9 or A thru Z (minus S,1,0,1,8,2)
6. Character 4 must be numeric values 0 thru 9

7. Character 5 must be alphabetic values A thru Z (minus 5,L,0,1,B,Z)

8. Character 6 must be alphanumeric values 0 thru 9 or A thru Z (minus §,1,0,1,8,2)
9. Character 7 must be numeric values 0 thru 9

10. Character 8 must be alphabetic values A thru Z (minus S,1,0,1,8,7)

11. Character 9 must be alphabetic values A thru Z (minus S,1,0,1,8,7)

12. Character 10 must be numeric values 0 thru 9

13. Character 11 must be numeric values 0 thru 9

14. Value must not contain a pipe or asterisk symbols

SOCIAL SECURITY NUMBER (SSN) NAACCR ITEM #2320

SOCIAL SECURITY NUMBER IS STILL A FLORIDA REQUIREMENT ON ALL CASES.

Coding Instructions:

1.

Note:

Please reference APPENDIX Q - FLORIDA DEPARTMENT OF HEALTH LETTER regarding
patient Social Security Number — A Florida Mandated Data Item printed on Florida DOH
Letterhead.

Enter the patient’s complete nine-digit Social Security Number.

The Social Security Number is entered without dashes and a letter suffix.

If the patient’s Social Security Number is unknown, not applicable or incomplete, enter 999999999
Do not use computer-generated hospital-specific billing numbers in this field.

Do not enter a partial Social Security Number with a valid last 4-digits. This is not a valid number.
Sequential numbers such as 123456789 and other contrived numbers will not be accepted as valid.
If you cannot access the patient social security number through your electronic medical record you
must work with your in-house IT security and records access contacts to ensure you have access to

this item. It is required in the Florida Statute for Reporting Cancers to FCDS.

The Centers for Medicare and Medicaid removed Social Security Number (SSN)-based Health

Insurance Claim Numbers (HICNs) from Medicare cards in 2020; and are now using Medicare Beneficiary
Identifiers (MBIs) for Medicare transactions like billing, eligibility status, and claim status.
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Every person with Medicare has been assigned an MBI. The MBI is confidential, like the SSN, and should
be protected as Personally Identifiable Information. See the MBI Data Item for more information on MBI

DATE OF BIRTH NAACCR ITEM #240
Identifies the date of birth of the patient.
Coding Instructions:

1. Record the patient’s date of birth as indicated in the patient record. For single-digit day or month,
record with a lead 0 (for example, September is 09). Use the full four-digit year for year.

2. Record the actual date of birth for in utero diagnosis and treatment.

3. [If only the patient age is available, calculate the year of birth from age and the year of diagnosis and
leave day and month of birth unknown (for example, a 60 year old patient diagnosed in 2010 is
calculated to have been born in 1950).

4. If month is unknown, the day is coded unknown. If the year cannot be determined, the day and
month are coded unknown.

BIRTHPLACE STATE NAACCR ITEM #252

Enter the two-character United States Postal Service abbreviation (Appendix B) for the state,

commonwealth, U.S. possession; or Canadian province/territory in which the patient was born.

Do not use State Code XX, YY, or ZZ for Canadian-born patients or patients born in a US Territory, US

Possession, or while deployed out of the United States as part of the military or other federal service.

Each tumor's birth state is the same if the patient has multiple primaries.

This data item in combination with BIRTHPLACE COUNTRY is a modification of the historical data

item Birthplace [250].

BIRTHPLACE COUNTRY NAACCR ITEM #254

Enter the three-character International Organization for Standardization (ISO) Country Code abbreviation
(Appendix B) for the country where the patient was born.

If the patient has multiple primaries, the country of birth must be the same for each tumor.

This data item in combination with BIRTHPLACE STATE is a modification of the historical data item
Birthplace [250].

Please refer to Appendix B for specific ISO Country Codes.
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NAACCR ITEM #220

Code Description
1 Male
2 Female
3 Other (intersex, disorders of sexual development/DSD)
4 Transsexual, NOS
5 Transsexual, natal male
6 Transsexual, natal female
9 Unknown/not stated
RACE 1, RACE 2-5 NAACCR ITEMS 160, 161, 162, 163, 164
Item Name NAACCR Item #
Race 1 160
Race 2 161
Race 3 162
Race 4 163
Race 5 164

For guidance, refer to the Race Coding Instructions Supplement and Appendix D (Race and Nationality
Descriptions from the 2000 Census and Bureau of Vital Statistics).

Code | Label Code | Label
01 White 20 | Micronesian, NOS
02 Black or African American 21
Chamorro
03 American Indian or Alaska Native 22 Guamanian, NOS
04 Chinese 25 | Polynesian, NOS
05 Japanese 26 | Tahitian
06 Filipino 27 | Samoan
07 Native Hawaiian 28 | Tongan
08 Korean 30 | Melanesian, NOS
31 | Fiji Islanders
10 Vietnamese 32 Papua New Guinean
1 Laotian 96 Other Asian, including Asian, NOS
12 Hmong 97 | Pacific Islander, NOS
13 Cambodian 98 Some other race
14 Thai 99 | Unknown by patient
15 Asian Indian, NOS or Pakistani, NOS
16 Asian Indian
17 Pakistani

FCDS Data Acquisition Manual 2025

Revised 2025




70

SPANISH/ HISPANIC ORIGIN NAACCR ITEM #190

Enter the patient’s designated Spanish or Hispanic origin. This term identifies persons of Spanish/ Hispanic
surname or ethnicity. (See Appendix E for a list of Spanish surnames and for instructions for using the list
to determine ethnicity). Accurate determination of Hispanic ethnicity is important for purposes for
calculating cancer rates for Hispanics. All records for a patient must contain the same code.

Persons of Spanish or Hispanic origin may be of any race. Categories are not used for Native American,
Filipinos, etc., who may have Spanish names. The use of code 9 is discouraged. If the medical record does
not indicate Hispanic ethnicity and the name does not appear in Appendix E, code 0 non-Hispanic.

If a patient has a Hispanic name but there is reason to believe they are not Hispanic (e.g. the patient is
Filipino, or the patient is a woman known to be non-Hispanic who has a Hispanic married name) the code
in this field should be 0, Non-Spanish, Non- Hispanic.

Code Label
0 Non-Spanish; non-Hispanic (including Portuguese and Brazilian)
1 Mexican (includes Chicano)
2 Puerto Rican
3 Cuban
4 South or Central American (except Brazil)
Other specified Spanish/Hispanic origin (includes European; excludes Dominican

5 Republic)
Code Label
Spanish, NOS; Hispanic, NOS; Latino, NOS (There is evidence other than surname or r maiden
6 name that the person is Hispanic, but he/she cannot be assigned to any category of 1-5.)
Spanish surname only (The only evidence of the person’s Hispanic origin is surname or
7 maiden name and there is no contrary evidence that the person is not Hispanic.)
8 Dominican Republic
9 Unknown whether Spanish or not
MARITAL STATUS NAACCR ITEM #150

Enter the patient’s Marital Status at the time of diagnosis of the primary being reported. If the patient has
multiple primaries, marital status may differ for each primary. If a patient is younger than 15, assume
he/she is single and code 1.

Code | Description
1 Single (never married)
2 Married (including common law)
3 Separated
4 Divorced
5 Widowed
Unmarried or Domestic Partner (same sex or opposite sex, registered or
6 unregistered)
9 Unknown
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HEIGHT AT DIAGNOSIS NAACCR ITEM #9960

Enter the patient’s height at the time of diagnosis for all sites in inches. Historical cases may not have this
information available. Different tumors for the same patient may have different values. Therefore, height
at DX should be collected from source records once for each cancer. Height should be taken from the
Nursing Interview Guide, Flow Chart, or Vital Stats section from the patient’s hospital medical or physician
office records. See Appendix J for converting feet to inches.

Coding Instructions:

Code height as 2 digit numbers and measured in inches (note that 1 foot=12 inches).
Code “98” for 98 inches or greater.

Code “99” for unknown height.

Code “99” for historical cases.

All inches values should be rounded to the nearest whole number; values with decimal place x .5 and greater
should be rounded up (e.g., 62.5 inches would be 63 inches).

The height entered should be that listed at or around the time of diagnosis. If no height was listed on the
date of diagnosis, please use the height recorded on the date closest to the date of diagnosis and before
treatment was started.

You can use the following on-line conversion calculator: http://manuelsweb.com/in_cm.htm
If you have trouble opening this link from this file, copy and paste the address into your browser.

WEIGHT AT DIAGNOSIS NAACCR ITEM #9961

Enter the patient’s weight at the time of diagnosis for all sites. Historical cases may not have this
information available. Different tumors for the same patient may have different values. It should be
collected from source records once for each cancer. Weight should be taken from the Nursing
Interview Guide, Flow Chart, or Vital Stats section from the patient’s hospital medical or physician
office records. See Appendix -K for converting kilograms to pounds.

Coding Instructions:

Code weight as 3-digit numbers and measured in pounds (note that 1 kg = 2.2 pounds).

Code “999” for unknown weight.

Code “999” for historical cases.

All pound values should be rounded to the nearest whole number; values with decimal place x.5 and greater
should be rounded up (e.g., 155.5 pounds would be 156 pounds).

Patients with less than 100 pounds should be recorded with a leading 0.

TOBACCO USE SMOKING STATUS NAACCR ITEM #344

This data item indicates the patient's past or current smoking use of tobacco (cigarette, cigar and/or pipe).
Cigarette smoking is the leading preventable cause of death in the US and a major risk factor for cancer.
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Reducing tobacco use is a CDC's National Center for Chronic Disease Prevention and Health Promotion
focus. Reliable registry-based tobacco use data will help public health planners and clinicians target
populations of cancer survivors for tobacco cessation.

Individual states have reported smoking data on patients are a useful covariate risk factor for cancer cluster
investigations. Some state central cancer registries collect tobacco use data, but these variables are not
standardized among registries.

Coding Instructions:

Record cigarette, cigar and/or pipe use only. Tobacco Use Smoking Status does not include
marijuana, chewing tobacco, e-cigarettes, or vaping devices.
Tobacco smoking history can be obtained from sections such as the Nursing Interview Guide, Flow
Chart,
Vital Stats, Nursing Assessment section, or other sources from the patient's hospital medical or
physician office records.
Use code 1 (Current smoker) 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.
Use code 2 (Former smoker) if the medical record indicates the patient smoked tobacco in the past
but does not smoke now. The patient must have quit 31 or more days prior to cancer diagnosis to
be coded as ‘Former smoker’ (see above instruction).
Use code 3 (Ever Smoked, current status unknown) if it cannot be determined whether patient
currently smokes or formerly smoked. For example, the medical record only indicates “Yes” for
smoking without further information.
Use code 9 (Unknown if ever smoked) rather than code 0 (Never used),

o if the medical record only indicates “No” for tobacco use

o smoking status is not stated or provided

o the method (cigarette, pipe, cigar) used cannot be verified in the chart.

Codes

0 Never smoker

1 Current Smoker

2 Former Smoker

3 Smoker, current status unknown
9 Unknown if ever smoked

ADDRRESS AT DX — SUPPLEMENTAL NAACCR ITEM #2335

Enter the name of the place where the patient lived at the time of diagnosis, such as, a nursing home, or the
name of an apartment complex. This field may also be used to record if the patient is homeless, a transient
patient, or a foreign resident.

The Supplemental address field is to be used to record the name of a place, not an address.

For example, “WEST WOOD RETIREMENT HOME” would be entered in the Supplemental Address field
and is not acceptable in the standard address fields.

FCDS Data Acquisition Manual 2025 Revised —2025




73

ADDRESS AT DX — NO & STREET NAACCR ITEM #2330

Enter the number and street or the rural mailing address of the patient’s residence at the time of diagnosis,
including apartment number. Leave blanks between numbers and words. If the patient has multiple
primaries, the address may differ for subsequent primaries. Do not abbreviate street names.

If the patient is a resident of the United States, the address must be a properly formed USPS street address.
Following is a list of acceptable spellings:

“RR” is acceptable—no RURAL ROUTE, STAR ROUTE or RURAL DELIVERY
“HCR” is acceptable—no HC or HIGHWAY CONTRACT

“PO BOX” is acceptable—no POB or POST OFFICE BOX

“HOMELESS” is not allowed

“GENERAL DELIVERY” is acceptable

Enter “UNKNOWN?” if the patient’s address at diagnosis is not known.
“UNKNOWN?” is acceptable—no UNK or UK. The word “UNKNOWN” must be spelled out.

The address at diagnosis will usually be the patient’s current address for analytic cases.

For non-analytic cases, the address at diagnosis may not be the patient’s current address. Reviewing the
patient’s medical record may reveal information regarding the patient’s residence at the time of diagnosis.
This information may be limited to city or state, but may include the actual street address in some instances.
Any information available should be entered in the appropriate address field.

Avoid the use of post office box number and rural routes whenever possible. Do not use a temporary
address. The Census Bureau definition of residence is “the place where he or she lives and sleeps most of
the time or the place the person considers to be his or her usual home.”

Persons with More than One Residence (summer and winter homes, “snowbirds”): Use the street address
the patient specifies if a usual residence is not apparent.

Persons with No Usual Residence (transients, homeless): Use the street address of the patient's residence
when the cancer was diagnosed. This could be a shelter or the diagnosing facility.

Persons Away at School: College students are residents of the school area. Boarding school children below
college level are residents of their parents’ home.

Persons in Custodial Care Facilities: The Census Bureau states ‘“Persons under formally authorized,
supervised care or custody” are facility residents.

Persons in the Armed Forces and on Maritime Ships: Members of the armed forces are residents of the
installation area. Use the stated street address for military personnel and their family. Military personnel
may use the installation street address or the surrounding community’s address. The Census Bureau has
detailed residency rules for Navy personnel, Coast Guard, and maritime ships. Refer to Census Bureau
publications for detailed rules.
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ADDRESS AT DX - CITY NAACCR ITEM #70

Enter the name of the city or town where the patient resides at the time of diagnosis. If the patient resides
in a rural area, record the name of the city used in their mailing address. Ifthe patient has multiple primaries,
the city of residence may differ for each primary. If the name of the city or town is not known at the time
of diagnosis enter “UNKNOWN”. Do not abbreviate.

Persons with More than One Residence (summer and winter homes, “snowbirds”): Use the city address
the patient specifies if a usual residence is not apparent.

Persons with No Usual Residence (transients, homeless): Use the city address of the place the patient was
staying when the cancer was diagnosed. This could be a shelter or a diagnosing facility.

Person Away at School: College students are residents of the school area. Boarding school children below
college level are residents of their parents’ homes.

Persons in Custodial Care Facilities: The Census Bureau states “Persons under formally authorized,
supervised care or custody” are facility residents.

Persons in the Armed Forces and or Maritime Ships: Members of the armed forces are residents of the
installation area. Use the stated city address for military personnel and their family. Military personnel may
use the installation address or the surrounding community’s address.

The Census Bureau has detailed residency rules for Navy personnel, Coast Guard, and maritime ships.
Refer to Census Bureau publications for detailed rules.

ADDRESS AT DX — STATE NAACCR ITEM #80

USPS abbreviation for the state, territory, commonwealth, U.S. possession, or Canada Post abbreviation
for the Canadian province/territory where the patient resides when the reportable tumor is diagnosed.

If the patient has multiple primaries, each tumor's state of residence may differ.

Codes (in addition to USPS abbreviations):

CD Resident of Canada, NOS (province/territory unknown)

uUs Resident of United States, NOS (state/commonwealth/territory/possession/unknown)

XX Resident of a country other than the United States (including its territories, commonwealths, or
possessions) or Canada, and the country is known

YY Resident of a country other than the United States (including its territories, commonwealths, or
possessions) or Canada, and the country is unknown

77 Residence unknown

FCDS Address field requirements:

Zip
Address At Dx - State Class of Case Address Status County Code
Full Address
FL 00-30,34-43 Required Valid FL Valid FL

FCDS Data Acquisition Manual 2025 Revised —2025



75

Full Address allowed

but Unknown is Valid
FL 31-33 permitted Valid FL,999 F1.,99999
Non-FL exclude
XX, YY,ZZ, US 00- Full Known Address
Possessions and Canada 14,34,35,38,40,41,42 | Required 998 State Zip
Non-FL exclude Full Address allowed
XX, YY,ZZ, US but Unknown is State Zip,
Possessions and Canada 20-33,36-37,43 permitted 998 99999
XX, YY 00-99 Unknown Permitted | 998 88888
77 00-99 Unknown Permitted | 999 99999
US Possessions and
Canada 00-99 Unknown Permitted | 998 99999

ADDRESS AT DX - COUNTRY NAACCR ITEM #102

Enter the three-character International Organization for Standardization (ISO) Country Code abbreviation
(Appendix B) for the country where the patient lived at the time of diagnosis.

If the patient has multiple primaries, the diagnosis address may differ for each tumor/abstract.

Refer to Appendix B for specific ISO Country Codes.

ADDRESS AT DX — POSTAL CODE NAACCR ITEM #100

Identifies the postal code of the patient’s address at diagnosis

For United States residents, enter either the 5-digit or the extended 9-digit Zip code. When the 9-digit
extended Zip code is unavailable, enter the 5-digit Zip code followed by zeros.

For Canadian residents, use 999999999. If using the FCDS IDEA Upload program only, Canadian valid
Zip codes (ANANAN format) will be replaced with 999999999 at time of upload. For Single Entry users,
Canadian residents must have 999999999 in the Zip code.

Current Zip (Postal) Code and postal directories are available from the National Information Data Center,
PO Box 96523, Washington, DC 200900-6523 or call (301) 287-2347. Most major cities have a telephone
listing, which you may call for Zip (Postal) Code information. Many mailing address look-up services are
available online, including http://www.usps.com/ncsc/lookups/lookup zip+4.html.

COUNTY AT DIAGNOSIS NAACCR ITEM #90
Enter the code for the county of the patient‘s residence when the tumor was diagnosed. For U.S. residents,
standard codes are those of the FIPS publication — Counties and Equivalent Entities of the United States,
Its Possessions, and Associated Areas. If the patient has multiple tumors, each tumor's county codes may

differ.

FCDS only allows Florida County Codes. If a residence is NOT in Florida, the code must be 998 or 999.
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998 Known town, city, state, or country of residence but county code not known AND a resident
outside of the state of reporting institution (must meet all criteria). CANADIAN Residents.
999  COUNTY UNKNOWN

FCDS Address field requirements:

Zip
Address At Dx - State Class of Case Address Status County Code
Full Address
FL 00-30,34-43 Required Valid FL Valid FL
Full Address allowed
but Unknown is Valid
FL 31-33 permitted Valid FL,999 FL.,99999
Non-FL exclude
XX, YY,ZZ,US 00- Full Known Address
Possessions and Canada 14,34,35,38,40,41,42 | Required 998 State Zip
Non-FL exclude Full Address allowed
XX, YY,Z2Z,US but Unknown is State Zip,
Possessions and Canada 20-33,36-37,43 permitted 998 99999
XXYY 00-99 Unknown Permitted | 998 88888
77 00-99 Unknown Permitted | 999 99999
Canada and US
Possessions 00-99 Unknown Permitted | 998 99999
ADDRESS CURRENT - NO & STREET NAACCR ITEM #2350

Enter the address number & street of the patient’s current and usual residence. Leave a blank between
numbers and words.

The Census Bureau definition of residence is “the place where he or she lives and sleeps most of the time
or the place the person considers to be his or her usual home.”

Do not abbreviate street names.

If the patient has multiple primaries, the address may differ for subsequent primaries.
Avoid the use of post office box numbers and rural routes whenever possible. Do not use a temporary
address.

Persons with More than One Residence (summer and winter homes, “snowbirds”): Use the city address
the patient specifies if a usual residence is not apparent.

Persons with No Usual Residence (transients, homeless): Use the city address of the place the patient was
staying when the cancer was diagnosed. This could be a shelter or the diagnosing facility.

Person Away at School: College students are residents of the school area. Boarding school children below
college level are residents of their parents’ home.
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Persons in Custodial Care Facilities: The Census Bureau states ‘“Persons under formally authorized,
supervised care or custody” are facility residents.

Persons in the Armed Forces and or Maritime Ships: Members of the armed forces are residents of the
installation area. Use the stated city address for military personnel and their family. Military personnel may
use the installation address or the surrounding community’s address.

The Census Bureau has detailed residency rules for Navy personnel, Coast Guard, and maritime ships.
Refer to Census Bureau publications for detailed rules.
ADDRESS CURRENT - CITY NAACCRITEM #1810

Enter the name of the city or town of the patient’s current and usual residence. If the patient resides in a
rural area, record the name of the city used in their mailing address.

Persons with More than One Residence (summer and winter homes, “snowbirds”): Use the city address
the patient specifies if a usual residence is not apparent.

Persons with No Usual Residence (transients, homeless): Use the city address of the place the patient was
staying when the cancer was diagnosed. This could be a shelter or the diagnosing facility.

Person Away at School: College students are residents of the school area. Boarding school children below
college level are residents of their parents’ home.

Persons in Custodial Care Facilities: The Census Bureau states “Persons under formally authorized,
supervised care or custody” are facility residents.

Persons in the Armed Forces and or Maritime Ships: Members of the armed forces are residents of the
installation area. Use the stated city address for military personnel and their family. Military personnel may
use the installation address or the surrounding community’s address.

The Census Bureau has detailed residency rules for Navy personnel, Coast Guard, and maritime ships.
Refer to Census Bureau publications for detailed rules.

ADDRESS CURRENT - STATE NAACCR ITEM #1820

Enter the USPS abbreviation for the state, territory, commonwealth, U.S. possession, or Canada Post
abbreviation for the Canadian province/territory of the patient‘s current residence. If the patient has multiple
tumors, the current state of residence should be the same for all tumors.

Codes (in addition to the U.S. and Canadian postal service abbreviations):

CD Resident of Canada, NOS (province/territory unknown)

uUsS Resident of United States, NOS (state/commonwealth/territory/possession unknown)

XX Resident of country other than the United States (including its territories, commonwealths, or
possessions) or Canada, and country is known

YY Resident of country other than the United States (including its territories, commonwealths, or
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possessions) or Canada, and country is unknown
77 Residence unknown

FCDS Address field requirements:

Class of Zip
Address Current - State Case Address Status County Code
Full Known Address Valid
FL 00-99 Required Valid FL FL
Non-FL exclude XX,YY,ZZ, US Full Known Address State
Possessions and Canada 00-99 Required 998 Zip
XXYY 00-99 Unknown Permitted | 998 88888
77 (NOT ALLOWED)
US Possessions and Canada 00-99 Unknown Permitted 998 99999
ADDRESS CURRENT — COUNTRY NAACCR ITEM #1832

Enter the three-character International Organization for Standardization (ISO) Country Code abbreviation
(Appendix B) for the country where the patient lived at the time of last known contact.

If the patient has multiple primaries, the current address at diagnosis is the same for each tumor/abstract.

Refer to Appendix B for specific ISO Country Codes.

ADDRESS CURRENT - POSTAL CODE NAACCR ITEM #1830

For United States residents, enter either the 5-digit or the extended 9-digit Zip code. When the 9-digit
extended Zip code is unavailable, enter the 5-digit Zip code followed by zeros.

For residents of countries other than the United States, U.S. possessions or territories, or Canada enter
888888888.

For Canadian residents, enter 999999999. If using the FCDS IDEA Upload program only, Canadian valid
Zip codes (ANANAN format) will be replaced with 999999999 at time of upload. For Single Entry users,
Canadian residents must have 999999999 in the Zip code.

Current Zip (Postal) Code and postal directories are available from the National Information Data Center,
PO Box 96523, Washington, DC 200900-6523 or call (301) 287-2347. Most major cities have a telephone
listing, which you may call for Zip (Postal) Code information. Many mailing address look-up services are
available online, including http://www.usps.com/ncsc/lookups/lookup_zip+4.html.

COUNTY — CURRENT NAACCR ITEM #1840

Enter the code for county of patient‘s current residence. For U.S. residents, standard codes are those of
the FIPS publication — Counties and Equivalent Entities of the United States, Its Possessions, and
Associated Areas. Florida FIPS County Codes can be found in Appendix B.
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FCDS only allows Florida FIPS County Codes. The county code must be 998 or 999 if any residence is
out of Florida.

Codes (in addition to FIPS):

998 Known town, city, state, or country of residence but county code not known AND a resident
outside of the state of reporting institution (must meet all criteria). Use this code for Canadian
residents.

999  COUNTY UNKNOWN
FCDS Address field requirements:

Class of Zip
Address Current - State Case Address Status County Code
Full Known Address Valid
FL 00-99 Required Valid FL FL
Non-FL exclude XX,YY,ZZ, US Full Known Address State
Possessions and Canada 00-99 Required 998 Zip
XXYY 00-99 Unknown Permitted | 998 88888
727 (NOT ALLOWED)
Canada and US Possessions 00-99 Unknown Permitted | 998 99999
TELEPHONE CURRENT NAACCR ITEM #2360

Enter the current telephone number with area code for the patient. Do not enter dashes or spaces.
0000000000  Patient does not have a telephone
9999999999  Telephone number unavailable or unknown

PRIMARY PAYER AT DX NAACCR ITEM #630

Enter the Primary Payer code corresponding to the patient’s primary payment method or medical insurance
coverage at the time of initial diagnosis and/or treatment. If more than one payer or insurance carrier is
listed on the patient’s admission page record the first.

Code Label Description
01 Not Insured Patient has no insurance and is declared a charity write-off
02 Not Insured, self-pay Patient has no insurance and is declared responsible for
charges.
Type of insurance unknown or other than those listed in
10 Insurance, NOS codes 20, 21, 31, 35, 60-68.
Private Insurance: Patient has insurance with a managed care provider health
20 Managed care, HMO, | maintenance organization [HMO] preferred provider
PPO organization [PPO]
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Code Label Description
. ) An insurance plan that does not have negotiated fee
21 Private Insur.ance. structure with the participating hospital. Type of insurance
Fee-for-Service
plan not coded as 20.
State government-administered insurance for uninsured
. ersons below the poverty level, or covered under
31 Medicaid Ie)ntitlement prograrlils. Mgdicaid other than described in
code 35.
State government-administered insurance through a
Medicaid managed care plan. State government insurance that is
35 administered through | administered through a commercial managed care plan such
a Managed Care plan | as an HMO or PPO for uninsured persons, below the
poverty level, or covered under entitlement programs
Federal government funded insurance for persons who are
60 Medicare/Medicare, 62 years of age or older, or are chronically disabled (social
NOS security insurance eligible). Not described in codes 61, 62,
or 63.
Patient has Medicare and another type of unspecified
61 Medicare with insurance to pay costs not covered by Medicare. State
supplement, NOS government administered Medicaid insurance with Federal
Medicare supplement.
Patient is enrolled in Medicare through a Managed Care
Medicare plan (e.g. HMO or PPO). The Managed Care plan pays for
62 administered through | all incurred costs.
a Managed Care plan | Federal government insurance for persons who are retired
or disabled.
Patient has Medicare and private insurance to pay costs not
Medicare with private | covered by Medicare. Medicare with supplement. Patient
63 . .
supplement has Medicare and another insurance to pay costs not
covered by Medicare
Federal government Medicare insurance with State
64 Medicare with Medicaid
Medicaid eligibility administered supplement. Patient has Medicare and another
insurance to pay costs not covered by Medicare
Department of Defense program providing supplementary
civilian-sector hospital and medical services beyond a
65 TRICARE military treatment facility to military personnel, retirees,
and their dependents. Formally CHAMPUS (Civilian
Health and Medical Program of the Uniformed Services).
66 Military M.il'itary per'sgnnel or their dependents who are treated in a
military facility
67 Veterans Affairs Veterans who are treated in Veterans Affairs facilities
Patient who receives care at an Indian Health Service
68 Indian/Public Health facility, a Public Health Service facility or at another
Service facility, and the medical costs are reimbursed by the Indian
Health Service or the Public Health Service.
99 Insurance status It is unknown from the patient’s medical record whether or

unknown

not the patient is insured.
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PHYSICIAN - MANAGING NAACCR ITEM #2460

Enter the appropriate identifying code for the managing or attending physician responsible for the patient
at the reporting facility. Generally, each facility assigns its coding scheme to physicians on staff. If the
physician is no longer on staff, enter the FCDS facility number or the physician’s last name. Use leading
zeros when necessary to right-justify.

NPI - MANAGING PHYSICIAN NAACCR ITEM #2465

Identifies the physician responsible for the patient's overall management during diagnosis and/or
treatment of this cancer. You may search for NPI standard provider ID numbers at
https://nppes.cms.hhs.gov/nppes/npiregistrysearch.do?subaction=reset&searchtype=ind

Coding Instructions:
1. Record the 10-digit NPI for the physician responsible for managing the patient’s care.
2. Check with the billing or health information departments to determine the physician’s NPI or

search. at
https://nppes.cms.hhs.gov/NPPES/NPIRegistrySearch.do?subAction=reset&searchType=ind.

3. NPI should be recorded as available.
4. NPI may be left blank.

FCDS encourages all registries and vendors to attempt to identify, capture, and code all data items,
including the “as available” and the 5 “NPI-Physician” data items.

Code Definition
(fill Spaces) 10-digit NPI number for the managing physician.
(leave blank) NPI for the managing physician is unknown or not available.
NPI - FOLLOWING PHYSICIAN NAACCR ITEM #2475

Records the NPI for the physician currently responsible for the patient’s medical care.

Coding Instructions:
1. Record the 10-digit NPI for the physician currently responsible for the patient’s medical care.
2. Check with the billing or health information departments to determine the physician’s NPI or

search at
https://nppes.cms.hhs.gov/NPPES/NPIRegistrySearch.do?subAction=reset&searchType=ind.

3. NPI should be recorded as available

4. NPI may be left blank.
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Code Definition
(fill Spaces) 10-digit NPI number for the following physician.
(leave blank) NPI for the following physician is unknown or not available.
NPI - PRIMARY SURGEON NAACCR ITEM #2485

Identifies the physician who performed the most definitive surgical procedure.

Coding Instructions:
1. Record the 10-digit NPI for the physician who performed the most definitive surgical procedure.
2. Check with the billing or health information departments to determine the physician’s NPI or

search at
https://nppes.cms.hhs.2ov/NPPES/NPIRegistrySearch.do?subAction=reset&searchType=ind.

3. NPI should be recorded as available for all cases diagnosed January 1, 2008, and later.

4. NPI may be left blank.

Code Definition

(fill Spaces) 10-digit NPI number for the primary surgeon.

(leave blank) The patient did not have surgery. NPI for the primary surgeon is unknown or not
available. The physician who performed the surgical procedure was not a surgeon
(for example, general practitioner).

NPI - PHYSICIAN #3 — (RADIATION ONCOLOGIST) NAACCR ITEM #2495

Records the NPI for a physician involved in the care of the patient. It is recommended that this item
identify the physician who performed the most definitive radiation therapy.

Coding Instructions:
1. Record the 10-digit NPI for the physician.
2. Check with the billing or health information departments to determine the physician’s NPI or

search
at https://nppes.cms.hhs.gov/NPPES/NPIRegistrySearch.do?subAction=reset&searchType=ind.

3. NPI should be recorded as available.

4. NPI may be left blank.

Code Definition
(fill Spaces) 10-digit NPI number for the primary radiation oncologist.
(leave blank) NPI for the primary radiation oncologist is unknown or not available.
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NPI - PHYSICIAN #4 (MEDICAL ONCOLOGIST) NAACCR ITEM #2505

Records the NPI for a physician involved in the care of the patient. It is recommended that this data item
identify the physician who gives the most definitive systemic therapy.

Coding Instructions:
1. Record the 10-digit NPI for the physician.
2. Check with the billing or health information departments to determine the physician’s NPI or

search
at https://nppes.cms.hhs.gov/NPPES/NPIRegistrySearch.do?subAction=reset&searchType=ind.

3. NPI should be recorded as available.

4. NPI may be left blank.

Code Definition
(fill Spaces) 10-digit NPI number for the primary medical oncologist.
(leave blank) NPI for the primary medical oncologist is unknown or not available.
TEXT — USUAL OCCUPATION NAACCR ITEM #310

Provide enough details to document the patient’s usual occupation, referring to the type of job or work
performed during most of the patient’s working life before a cancer diagnosis. The occupation is the job
the patient held for the longest duration prior to a cancer diagnosis. It is not necessarily the highest-paying
job nor the one deemed most prestigious, but rather the one that accounted for the greatest number of
working years.

Example: Registered nurse

“Retired” is not an occupation. Do not enter “retired”” when the only information available is that the patient
is retired. When all the information available is “retired,” enter “unknown” in this field.

Enter “Unknown” when no information is available.
Record “never worked” as the Usual Occupation if the patient has never worked.

If the patient was a housewife/househusband and also worked outside the home during most of his/her adult
life, record the Usual Occupation outside of the home.

If the patient was a housewife/househusband and did NOT work outside of the home for most of his/her
adult life, record “housewife” or househusband.”

The reference guide, “A Cancer Registrar’s Guide to Collecting Industry and Occupation”, DHHS (NIOSH)
Publication No. 2011-173, is available free of charge in PDF format from CDC and NIOSH at
http://www.cdc.gov/niosh/docs/2011-173/pdfs/2011-173.pdf and includes Tips on capturing these data.
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TEXT — USUAL INDUSTRY NAACCR ITEM #320

Industry is the type of business or industry where the patient worked in his or her usual occupation.
Example: Healthcare. Industry is a broader term than occupation. It encompasses the environment in
which the occupation took place. Enter sufficient text to document the patient’s usual occupation.

9% <C ER TS

Be sure to distinguish among “manufacturing,” “wholesale,” “retail,” and “service” components of an
industry, that performs more than one of these components. If the face sheet identifies the employer, and
the chart does not specify the industry, enter the employer's name instead of the industry.

The reference guide, “A Cancer Registrar’s Guide to Collecting Industry and Occupation”, DHHS
(NIOSH) Publication No. 2011-173, is available free of charge in PDF format from CDC and NIOSH at
http://www.cdec.gov/niosh/docs/2011-173/pdfs/2011-173.pdf and includes Tips on capturing these data.
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The Tumor Information section includes data items used to describe the cancer or tumor being reported.
It includes when and where the cancer was first diagnosed, the anatomic location and type of cancer,
staging and other descriptive information used to characterize the cancer at the time of diagnosis.

Data Items Included in This Chapter:

NAACCR Item Number Item Name

390 Date of Diagnosis

2690 Text — Place of Diagnosis

610 Class of Case

490 Diagnostic Confirmation

400 Primary Site

2580 Text- Primary Site Title

410 Laterality

522 Histologic Type ICD-0O-3 — See Appendix R
2590 Text- Histology Title

523 Behavior ICD-0O-3

3843 Grade Clinical

3844 Grade Pathological

1068 Grade Post Therapy Clin (yc)
3845 Grade Post Therapy Path (yp)

756 Tumor Size Summary

820 Regional Lymph Nodes Positive
830 Regional Lymph Nodes Examined
1182 Lymph-Vascular Invasion

FCDS Data Acquisition Manual 2025 Revised —2025



86

DATE OF INITIAL DIAGNOSIS NAACCR ITEM #390

Records the first date of diagnosis of cancer as noted by any physician for the tumor reported whether
clinically or microscopically confirmed. This includes radiologist diagnosis on imaging, pathologist
diagnosis on review of biopsy, tissue or resection, or any other physician statement.

Unknow Date of Initial Diagnosis is not accepted by FCDS.
An error is issued when the Date of First Contact precedes the Date of Diagnosis by more than thirty days.
FCDS Requirement for Unknown Date of Diagnosis for all cases:

FCDS has long recognized that medical record history and physical exams often include mention of a
‘history of cancer’ but provide little if any information regarding when or where the diagnosis or initial
treatment occurred. This is why for many years FCDS has allowed registrars to enter blanks, 9°s, or use
the Date of Admission as a proxy for the Date of Initial Diagnosis when no information was available in
the medical record. This generally applied to non-analytic cases seen at your facility with current evidence
of cancer and historical-only cases with no evidence of cancer reported to FCDS in the historical grid when
a new cancer has been diagnosed (multiple primaries diagnosed over patient’s lifetime). This is no longer
the case.

FCDS requires every case that you abstract (analytic, non-analytic and historical grid cases) to include at
a minimum a valid year of diagnosis. The FCDS EDITS Metafile will reinforce this requirement.

All Treatment (surgery, radiation, chemo, etc.) will also require a valid date consistent with the Date of
Diagnosis so the edits can validate the treatment is indeed within the parameters of first course of therapy.

Without a valid year of diagnosis, FCDS EDITS cannot determine which set of diagnosis year specific
standards to apply. This has led to complicated Florida-only rules for EDITS to point to which standards
the EDITS must apply when trying to stage and grade cases (and the site-specific data items), and based on
the Date of First Contact. Date of First Contact has proven not to be a very good proxy for Date of
Diagnosis.

Below is a revised set of instructions and guidelines for estimating the Date of Diagnosis when no
information or limited information is available in a medical record. See Instruction 23 below.

Estimating the Date of Diagnosis When No Information is Available in the Medical Record

Registrars must use every resource available at the reporting facility to determine the best date of diagnosis.
In the absence of an exact date of initial diagnosis, you must estimate at least the year of diagnosis using
your best approximation from the information available in the record. Documentation that the exact date of
diagnosis was not available in the medical record must be included in a text field. When an exact date of
diagnosis is identified after a case has been completed, contact FCDS.

Often, the History and Physical or a Consultation Report will provide clues to aid in estimating a date of
diagnosis. Keywords and phrases such as recently, a few months ago, or in the distant past can provide
hints as to when a patient was diagnosed without providing an exact year or date. However, registrars can
use these keywords and phrases to guide them when determining an estimated date of diagnosis. Some
medical record histories provide no clues as to when the patient was diagnosed with cancer. These can be
the most difficult cases to estimate the date of diagnosis. Guidelines for estimating dates are provided
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below bearing in mind that the clues in the record should be used first and will always override the
guidelines. These are guidelines. No specific rules are available.

The date of initial diagnosis is the earliest date a medical practitioner recognizes this primary reportable
neoplasm. It may be diagnosed clinically, by imaging, or microscopically. The date is the FIRST DATE,
regardless of whether the diagnosis was made at the reporting facility or elsewhere. Please do not use the
Date of Admission as a proxy for Date of Diagnosis.

The initial diagnosis date may be from a clinical diagnosis or another acceptable diagnostic method; for
example, when a radiologist reviews a CT Scan or chest x-ray, and the diagnosis is lung cancer or suspicious
for lung cancer. When a diagnosis is confirmed later on biopsy/resection, the (clinical or other acceptable
testing) date of diagnosis remains the date of the initial diagnosis.

Date of Diagnosis Coding Instructions:

1. Use the first date of diagnosis whether clinically or histologically established.
2. Refer to the list of Ambiguous Terminology Section I for language that represents a diagnosis of cancer.

a. When the first diagnosis includes reportable ambiguous terminology, record the date of that
diagnosis.
Example: Area of microcalcifications in breast suspicious for malignancy on 02/13/2025.
Biopsy positive for ductal carcinoma on 02/28/2025. The date of diagnosis is 02/13/2025.

3. PI Rads, BI Rads, LI Rads alone are not reportable to FCDS. PI Rads, BI Rads, LI Rads
confirmed with biopsy or physician statement are reportable to FCDS. The Date of Diagnosis is
the date of the positive biopsy or definitive statement from a physician. This FCDS rule was
updated to align with CoC.

4. Ifthe physician states that, in retrospect, the patient had cancer at an earlier date, use the earlier date as

the date of diagnosis. When this occurs and the Date of Diagnosis is confirmed as earlier than

previously reported, the registrar should contact FCDS to update the Date of Diagnosis.

A “Definitive Term’ always supersedes any “Ambiguous Term” when making coding decisions.

6. Refer to the list of “Ambiguous Terms” in Section I for language that represents a diagnosis of cancer
when only ambiguous terms are used to describe the abnormality or neoplasm.

7. The date of diagnosis based on a pathology report should be the date the specimen was taken, not the
date the pathology report was read or created. Imaging often identifies a neoplasm prior to biopsy.

8. The date of death is the date of diagnosis for a Class of Case 38 (diagnosed at autopsy) - NAACCR
Item #610. However, if the patient is suspected of having cancer prior to death/autopsy and the autopsy
simply confirms the presence of malignancy, the date of the first diagnosis for the suspected malignancy
should be used. These patients were not actually diagnosed at autopsy, but rather the suspected cancer
was confirmed at the time of death when the autopsy was performed.

9. For patients diagnosed prior to the date of first contact with the reporting facility, record the date of
diagnosis as given in the medical record. This can usually be found in the patient history or in a
resection, laboratory, or consultation report.

10. Suspicious Cytology should never be used as a basis for diagnosis when ‘suspicious’ or other
ambiguous terms are used. Ambiguous cytology is not diagnostic of cancer. Any suspicious cytology
must be confirmed by biopsy, resection or a statement by the physician that the patient has cancer.
Cytology is the examination of cells rather than tissue. It includes sputum smears, bronchial brushings,
bronchial washings, prostatic secretions, breast secretions, gastric fluids, spinal fluid, peritoneal fluid,
urinary sediment, and cervical and vaginal smears. It does not include FNA.

Use the date of clinical, histologic, or positive cytologic confirmation as the date of diagnosis.

11. If a date is not recorded and if the patient was seen at the reporting facility within one month of the

diagnosis, then the date of first contact may be used as the date of diagnosis.

b

FCDS Data Acquisition Manual 2025 Revised —2025



12.

13.
14.

15.

16.

17.

18.

19.

20.

21.

88

If a date is not recorded and if the date of the first cancer-directed therapy or treatment is known then
the date of the first cancer-directed therapy or treatment may be used as the date of diagnosis.
Treatment dates may not be coded to unknown.

When a diagnosis of cancer is made during the patient’s long-term stay for another condition, adjust
the date of first contact as outlined under Date of First Contact.

If the only information is “Spring of,” “Middle of the year,” “Fall,” approximate these as April, July,
and October, respectively. For “Winter of,” it is important to determine whether the beginning of the
year or the end of the year is meant before approximating the month.

If the only information is “recently,” the date of diagnosis should be estimated as one month prior to
month and year of admission. You may estimate the day as the 15" of the month.

If the only information is “several months ago,” the date of diagnosis should be estimated as three
months prior to the month and year of admission. You may estimate the day as the 15™ of the month.
Use the actual date of diagnosis for an in utero diagnosis (For cases diagnosed before January 1, 2009,
assign the date of birth).

In the absence of a definitive diagnosis date for patient undergoing first course therapy at the reporting
facility, the date of first cancer-directed therapy may be recorded as the date of diagnosis.

If the year of diagnosis cannot be identified, the year of diagnosis must be approximated based on
information from the H&P. Only the month and day of diagnosis can be left blank.

FINAL RESORT FOR ESTIMATING DATE OF DIAGNOSIS:

a. Always take into account the chronology of previous diagnosis of cancer and adjust the below
recommendations to take the age of the patient and the chronology of diagnoses into account.

b. FCDS Cancer Site-Specific Estimates when no information available except ‘history of xyz cancer’.
The below estimates are suggestions for a date of diagnosis of last resort and must take the
chronology of the other cancers, initial course of therapy, and other factors into account.

c. FCDS Cancer Site-Specific estimates are loosely based on the Solid Tumor Rules, estimated time
to recurrence or progression, expected lifespan, and/or FCDS experience applying the Solid Tumor
Rules over many years and as available. These estimates are far from perfect and must always be
used with caution, considering all other factors available in the patient’s age and medical history.

i.  Head and Neck Sites — at least 3 years prior to admission
ii.  Colon/Rectosigmoid/Rectum Sites — at least 5 years prior to admission
iii.  Lung — at least 3 years prior to admission
iv.  Kidney — at least 5 years prior to admission
v.  Cutaneous Melanoma — at least 1 year prior to admission
vi.  Breast — at least 5 years prior to admission
vii.  GYN Sites — at least 5 years prior to admission
viii.  Urinary Sites — at least 3 years prior to admission
ix.  Prostate — at least 5 years prior to admission
X.  Malignant Lymphoma — at least 3 years prior to admission
xi.  Chronic Leukemia — at least 5 years prior to admission
xii.  Myeloproliferative/Myelodysplastic Neoplasms — at least 5 years prior to admission AND
diagnosed after 2001 which is the year these cancers became reportable to FCDS
xiii.  Benign Brain Tumors — at least 5 years prior to admission AND diagnosed after 2004
which is the year these cancers became reportable to FCDS.
xiv.  Malignant Brain Tumors — at least 1 year prior to admission
xv.  Other Sites — at least 5 years prior to admission
XVI.
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Date of Initial Diagnosis — Estimating a Best Date of Diagnosis

Spring Use April (04) for the month

Summer Use July (07) for the month

Fall/Autumn Use October (10) for the month

Winter Determine if this means the beginning or the end of the
year. Use December (12) or January (01) for the month
as determined.

Early in Year Use January (01) for the month

Middle of Year Use July (07) for the month

Late in Year Use December (12) for the month

Recently Use the year and month of admission and leave the day
blank. If patient was admitted during the first week of
a month, use the previous month.

Several Months Ago If the patient was not previously treated or if first
course treatment started elsewhere was continued at
the reporting facility, assume the case was first
diagnosed three months before admission with day
unknown (blank).

A Couple of Years Code to two years earlier

A Few Years Code to three years earlier

TEXT — PLACE OF DIAGNOSIS NAACCR ITEM #2690

Enter text information about the facility, city, state, or county where the diagnosis was made, even if at your
facility. If the patient was diagnosed in a physician’s office, please enter the physician’s name and any
other identifying information.

Text is needed to justify the codes selected for the related data item(s) and to allow for the recording of
information that is not coded at all. Text is also used for quality control and for special studies.

Text information should be retrieved from the medical record and should not be generated electronically
from coded values.

CLASS OF CASE NAACCR ITEM #610

The Class of Case reflects the facility‘s role in managing the cancer, whether the cancer is required to be
reported by CoC, and whether the case was diagnosed after the program‘s Reference Date.
Enter the appropriate Class of Case. Use the code from the accompanying table which best describes the
level of involvement by the reporting facility with the initial diagnosis and treatment of the reported cancer.
e Code 00 applies only when it is known the patient went elsewhere for treatment. If it is not known
that the patient actually went somewhere else, code Class of Case 10.

e A staff physician (codes 10-12, 41) is a physician who is employed by the reporting facility, under
contract with it, or a physician who has routine practice privileges there. Treatment provided in a
staff physician’s office is provided “elsewhere”. That is because care given in a physician’s office
is not within the hospital’s realm of responsibility.
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e If the hospital has purchased a physician practice, it will be necessary to determine whether the
practice is now legally considered part of the hospital (their activity is coded as the hospital’s) or
not. If the practice is not legally part of the hospital, it will be necessary to determine whether the
physicians involved are staff physicians or not, as with any other physician.

o “In-transit” care is care given to a patient who is temporarily away from the patient’s usual
practitioner for continuity of care. If these cases are abstracted, they are Class of Case 31. If a
patient begins first course radiation or chemotherapy elsewhere and continues at the reporting
facility, and the care is not in-transit, then the case is analytic (Class of Case 21).

Initial diagnosis at reporting facility
00 Initial diagnosis at the reporting facility AND all treatment or a decision not to treat was done
elsewhere.

10 Initial diagnosis at the reporting facility or in a staff physician’s office AND part or all of first
course Treatment or a decision not to treat was at the reporting facility, NOS.

If it is not known that the patient actually went somewhere else, code Class of Case 10

11 Initial diagnosis in staff physician’s office AND part of first course treatment was done at the
reporting facility.
12 Initial diagnosis in staff physician’s office AND all 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 first 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 first course treatment or a decision not to treat
was done at the reporting facility

Initial diagnosis elsewhere

20 Initial diagnosis elsewhere AND all or part of first course treatment was done at the reporting
facility, NOS..

21 Initial diagnosis elsewhere AND part of first course treatment was done at the reporting facility.

22 Initial diagnosis elsewhere AND all first course treatment or a decision not to treat was done at the

reporting facility.

Patient appears in person at reporting facility

30 Initial diagnosis and all first course treatment elsewhere AND reporting facility participated in
diagnostic workup (for example, consult only) NOTE: The 2010 FORDS Manual changed the
definition Class of Case = 30 the CoC added a new component to what previously had been “consult
only.” The addition is for cases where the facility is part of the “staging workup after initial
diagnosis elsewhere.” These cases are “analytic” to FCDS and in Florida a “consult only” case
only refers to a case where the facility provides a second opinion without additional testing.

31 Initial diagnosis and all first course treatment elsewhere AND reporting facility provided in-transit
care.

32 Diagnosis AND all first course treatment provided elsewhere AND patient presents at reporting
facility with disease recurrence or persistence (active disease).

33 Diagnosis AND all first course treatment provided elsewhere AND patient presents at reporting
facility with disease history only (disease not active).

34 Type of case not required by CoC to be accessioned (for example, a benign colon tumor) AND
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initial diagnosis AND part or all of first course treatment by reporting facility.

35 Case diagnosed before program’s Reference Date AND initial diagnosis AND all or part of first
course treatment by reporting facility.

36 Type of case not required by CoC to be accessioned (for example, a benign colon tumor) AND
initial diagnosis elsewhere AND all or part of first course treatment by reporting facility.

37 Case diagnosed before program’s Reference Date AND initial diagnosis elsewhere AND all or part
of first course treatment by facility.

38 Initial diagnosis established by autopsy at the reporting facility, cancer not suspected before death.

Patient does not appear in person at reporting facility

40 Diagnosis AND all first course treatment given at the same staff physician’s office..

41 Diagnosis and all first course treatment given in two or more different staff physician offices

Patient appears in person at reporting facility

42 Non-staff physician or non-CoC accredited clinic or other facility, not part of reporting facility,
accessioned by reporting facility for diagnosis and/or treatment by that entity (for example, hospital
abstracts cases from an independent radiation facility).

43 Pathology or other lab specimens only.

49 Death certificate only.

99 Non-analytic case of unknown relationship to facility (not for use by CoC accredited cancer
programs for analytic cases).

DIAGNOSTIC CONFIRMATION NAACCR ITEM #490

Records the best method of diagnostic confirmation of the cancer being reported at any time in the patient’s
history.

Coding Instructions for Solid Tumors (all tumors except ICD-O-3 Histology Codes M9590-9993):

1. The codes are in priority order; code 1 has the highest priority. Always code the procedure with the
lower numeric value when presence of cancer is confirmed with multiple diagnostic methods. This data
item must be changed to the lower (higher priority) code if a more definitive method confirms the
diagnosis at any time during the course of the disease.

2. Code 1 when the microscopic diagnosis is based on tissue specimens from biopsy, frozen section,
surgery, autopsy or D&C or from aspiration of biopsy of bone marrow specimens. Code 1 is the
preferred coding for Fine Needle Aspiration (FNA). Code 1 is also used for bone marrow biopsy,
peripheral blood smears and other diagnostic methods for many leukemia cases (or Code 3). Leukemia
can also be diagnosed with CBC or wbc PLUS OR MINUS Immunophenotyping, genetic testing, or
JAK?2 testing. Code 1 or Code 3 should be used depending on result of special testing.

NOTE: Pathologists may refer to FNA as ‘FNA Cytology’ — however, ‘cytology’ for cancer registry
purposes indicates cells suspended in body fluids such as washings, spinal fluid, pleural fluid or
peritoneal fluid. FNA does not meet this definition.

3. Code 2 when the microscopic diagnosis is based on cytologic examination of cells suspended in body
fluids such as 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, or from paraffin block specimens from concentrated spinal, pleural, or peritoneal
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fluid. FNA is not classified as ‘cytology’ in cancer registry. FNA is treated as a biopsy Code 1.

DO NOT USE Code 3 for ANY Solid Tumors. Code 3 is only for Myeloid/Lymphoid Neoplasms.
There are some solid tumors such as non-small cell lung cancer and several brain tumors can have
genetic testing to identify histologic type and subtype. However, code 3 is not used in these cases.

Code 4 when there is information that the diagnosis of cancer was microscopically confirmed, but the
type of confirmation is unknown.

Code 5 when the cancer diagnosis is based on laboratory tests or marker studies which are clinically
diagnostic for that specific cancer.

Example: If the workup for a prostate cancer patient is limited to a highly elevated PSA (no DRE and
no imaging) and the physician diagnoses and/or treats the patient based only on that PSA, code the
diagnostic confirmation to 5.

Code 6 when the diagnosis is based only on the surgeon’s operative report from a surgical exploration
or endoscopy or from gross autopsy findings in the absence of tissue or cytological findings.

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

a. 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.

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 disease is a physician’s clinical
diagnosis.

Example: CT diagnosis is possible lung cancer. Patient returns to the nursing home with a Do Not
Resuscitate (DNR) order. Physician enters a diagnosis of lung cancer in the medical record. Code the
diagnostic confirmation to §8: there is a physician’s clinical diagnosis — clinical diagnosis made by the
physician using the information available for the case.

Code 9 should not be used unless there is absolutely no information or inference of confirmation method
used to confirm the patient’s cancer. Do not use this code.

Codes for Solid Tumors (all tumors except ICD-0-3 Histology Codes M9590-9993):

Code Description Definition
1 Positive histology — INCLUDES FNA, Histologic confirmation (tissue
bone marrow, peripheral blood smear, microscopically examined) (includes FNA)
CBC, WBC, tissue, core biopsy FNA is comparable to a bone marrow

aspiration/bx. It is not an examination of
body cavity fluid, a fluid suspension,
washings, or cells in urine.

2 Positive cytology — NOT FNA — body fluid | Cytologic confirmation (no tissue
microscopically examined; fluid suspension
with cells microscopically examined — urine,
washings, body cavity fluids).
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Coding Instructions for Hematopoietic/L.ymphoid Neoplasms

1.

Code | Description Definition
4 Positive microscopic confirmation, method | Microscopic confirmation is all that is
not specified known. It is unknown if the cells were from
histology or cytology.

5 Positive laboratory test/marker study A clinical diagnosis of cancer is based on
laboratory tests/marker studies which are
clinically diagnostic for cancer. Examples
include alpha-fetoprotein for liver cancer and
abnormal electrophoretic spike for multiple
myeloma. Elevated PSA is not diagnostic of
cancer. If the physician uses the PSA as a
basis for diagnosing prostate cancer with no
other workup, record as code 5.

6 Direct visualization without microscopic The tumor was visualized during a surgical

confirmation or endoscopic procedure only with no tissue
resected for microscopic examination.

7 Radiography and other imaging techniques | The malignancy was reported by the

without microscopic confirmation physician from an imaging technique report
only.

8 Clinical diagnosis only, other than 5, 6 or 7 | The malignancy was reported by the
physician in the medical record.

9 Unknown whether or not microscopically A statement of malignancy was reported in

confirmed the medical record, but there is no statement
Note: DO NOT USE THIS CODE of how the cancer was diagnosed (usually
nonanalytic).

(Histology Codes M9590-9993):

There is no priority hierarchy for coding Diagnostic Confirmation for hematopoietic and lymphoid
tumors. Most commonly, the specific histologic type is diagnosed by immunophenotyping or genetic
testing See the online Hematopoietic Database (DB) for information on the definitive diagnostic
confirmation for specific types of tumors.

Code 1 when the microscopic diagnosis is based on tissue specimens from biopsy, frozen section,
surgery, autopsy or D&C or from aspiration of biopsy of bone marrow specimens. Code 1 is the
preferred coding for Fine Needle Aspiration (FNA). Code 1 is also used for bone marrow biopsy,
peripheral blood smears and other diagnostic methods for many leukemia cases (or Code 3). Leukemia
can also be diagnosed with CBC or wbc PLUS OR MINUS Immunophenotyping, genetic testing, or
JAK?2 testing. Code 1 or Code 3 should be used depending on result of special testing.

NOTE: Pathologists may refer to FNA as ‘FNA Cytology’ — however, ‘cytology’ for cancer registry
purposes indicates cells suspended in body fluids such as washings, spinal fluid, pleural fluid or
peritoneal fluid. FNA does not meet this definition.

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. Use code 1 for FNA cytology, bone marrow, peripheral
blood, or blood smear for leukemia. Do not use code 1 if the diagnosis was based on
immunophenotyping or genetic testing using tissue, bone marrow, or blood.

4. Code 2 when the microscopic diagnosis is based on cytologic examination of cells (rather than tissue)
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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.

Code 3 can be used for cases diagnosed 2010+ with histologic confirmation (see code 1) AND
immunophenotyping, genetic testing, immunophenotype, flow cytometry, microarray, FISH, NGS
genetic panel, multi-gene panel test, PCR testing, IHC testing, or JAK2 confirmation.

a)

b)

Did the patient have one or more molecular pathology tests performed on blood, lymph, bone
marrow and/or tissue biopsy/resection (traditional anatomic microscopy/pathology)?

v" Immunophenotype
o Flow cytometry for cluster of designation or CD marker analysis,
o IHC (immunohistochemistry) for CD marker analysis,
o PCR testing (polymerase chain reaction) for CD marker analysis,

v Molecular pathology studies to analyze DNA or other genetic material using;
o Single gene test,

Genetic panel test,

Multi-gene panel test,

DNA Microarray,

Biomolecular marker(s),

FISH (fluorescent in-situ hybridization),

Other Immunofluorescence testing,

Next-generation sequencing (NGS) gene panel, or

Other DNA/RNA/gene testing

O O O O O O O O

Did the additional molecular pathology test(s) result in one or more of the following; a) confirm
the diagnosis, b) clarify the type of neoplasm (clarify specific histologic type or subtype), or 3)
identify a target drug or specific biological, molecular or immunotherapy (BRM)?

Cases with positive histology for the neoplasm being abstracted (including acceptable
ambiguous terminology and provisional diagnosis) AND immunophenotyping, genetic testing,
or JAK2 is listed in the Definitive Diagnosis in the Heme DB AND the testing:

i.  Confirms the neoplasm OR

ii.  Identifies a more specific histology (not preceded by ambiguous terminology)
Note 1: Do not use code 3 for positive immunophenotyping or genetic testing
identifying a more specific histology when preceded by ambiguous terminology.
Note 2: Do not use code 3 for positive immunophenotyping or genetic testing
identifying a more specific histology when the test result is preceded by "patchy
weak staining."

iii.  Peripheral blood smear followed by flow cytometry (most commonly done with
CLL/SLL, 9823/3)
Note: Flow cytometry studies are typically done based on an abnormal blood
smear. If unable to find documentation that a peripheral blood smear was done
first, assume that it was and code 3

Note I: The following histologies are diagnosed based on immunophenotyping or

genetics and therefore should only be diagnostic confirmation 3: 9806/3, 9807/3,
9808/3, 9809/3, 9812/3, 9813/3, 9814/3, 9815/3, 9816/3, 9817/3, 9818/3, 9819/3,
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9865/3, 9866/3, 9869/3, 9871/3, 9877/3, 9878/3, 9879/3, 9896/3, 9897/3, 9911/3,
9912/3, 9965/3, 9966/3, 9967/3, 9968/3, 9986/3.

Note 2: The following histologies should never be assigned diagnostic
confirmation 3 since they are non specific codes and neither genetic testing or
immunophenotyping are listed as Definitive Diagnostic Methods for these
histologies. If there is immunophenotyping or genetics available, then a more
specific histology code may be able to be assigned: 9590/3, 9655/3, 9800/3,
9820/3, 9860/3, 9863/3, 9980/3, 9982/3, 9989/3, 9991/3.

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.

Code 6 when the diagnosis is based only on the surgeon’s report from a surgical exploration or
endoscopy or from gross autopsy findings without tissue or cytological findings. Code 6 is used for
direct visualization of a neoplasm either through an endoscope or viewed with physician eyes.

Code 7 is used rarely for hematopoietic neoplasms. However, some neoplasms (brain, lung) may be
diagnosed on imaging without additional confirmation of the neoplasm. Use this code sparingly.

Code 8 for when the hematopoietic neoplasms are ‘diagnosis by exclusion’ when tests for the disease
are negative and the physician makes a diagnosis based on information from the clinical presentation
and negative tests.

Code 8 when the case was diagnosed by any clinical method that cannot be coded as 5, 6 or 7.

Code 9 should not be used unless there is absolutely no information or inference of confirmation method
used to confirm the patient’s cancer. DO NOT USE THIS CODE EVEN ON HISTORICAL CASES

Codes Hematopoietic or Lymphoid Neoplasms (ICD-0-3.2 Histology Codes M9590-9993):

Code | Description Definition
1 Positive histology — INCLUDES FNA, | Histologic confirmation (tissue microscopically
bone marrow biopsy, peripheral blood examined). Includes FNA Cytology.
smear, CBC, WBC
2 Positive cytology — NOT FNA Cytologic confirmation — cells suspended in
body fluids (no tissue microscopically examined;
fluid cells microscopically examined).
3 Positive histology PLUS Histology is positive for cancer, and there are
* Positive immunophenotyping also positive immunophenotyping and/or genetic
AND/OR test results to refine or confirm a specific
* Positive genetic studies diagnosis. For example, bone marrow
examination is positive for acute myeloid
SEE LIST OF POSSIBLE TESTS leukemia.
ABOVE TO RULE OUT CODE 3 (9861/3) Genetic testing shows AML with
inv(16)(p13.1q22)
(9871/3).
4 Positive microscopic confirmation, Microscopic confirmation is all that is known. It
method not specified is unknown if the cells were from histology or
cytology.
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Code | Description Definition
5 Positive laboratory test/marker study A clinical diagnosis of cancer is based on
Note: DO NOT USE THIS CODE laboratory tests/marker studies which are
clinically diagnostic for cancer.
6 Direct visualization without The tumor was visualized during a surgical or
microscopic confirmation endoscopic procedure only with no tissue

resected for microscopic examination.

7 Radiography and other imaging The malignancy was reported by the physician
techniques without microscopic from an imaging technique report only.
confirmation

8 Clinical diagnosis only, other than 5,6 | The malignancy was reported by the physician in
or7 the medical record.

9 Unknown whether or not A statement of malignancy was reported in the
microscopically confirmed medical record, but there is no statement of how
Note: DO NOT USE THIS CODE the cancer was diagnosed (usually nonanalytic).

PRIMARY SITE NAACCR ITEM #400

Enter the topography code for the site of origin of the primary tumor from the International Classification
of Diseases for Oncology (ICD-0O-3). The terms primary site, site, and topography are used synonymously.

Coding Instructions:

1.

Record the ICD-O-3 topography code for the site of origin. You can still use the ICD-O-3 purple book
for Topography (Primary Site) Coding. None of the Topography Codes have changed.

Consult the physician advisor to identify the primary site or the most definitive site code if the medical
record does not contain that information.

Topography codes are indicated by a “C” preceding the three-digit code number. Do not record the
decimal point.

Follow the Coding Instructions in ICD-O-3 and in the most current version of the SEER Solid Tumor
Rules to assign primary site for solid tumors.

Avoid assigning unknown/ill-defined site topography codes; they are general terms/vague anatomy.
Unknown/Ill-Defined Sites Include:C069, C189, C260-269, C328-329, C390-399, C409, C419, C479,
C499, C559, C579, C639, C760-769, C809.

When the medical record does not contain enough information to assign a primary
a. Consult a physician advisor to assign the site code
b. Use the NOS category for the organ system or the Ill-Defined Sites (C760-C768) if the
physician advisor cannot identify a primary site
c. Occult Tumors of the Head and Neck
1. Assign primary site C119 (nasopharynx) for occult head and neck tumors with
cervical lymph node metastasis in Levels I-VII, and other group lymph nodes
positive for Epstein—Barr virus (EBV+) (regardless of pl16 status) encoded
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small RNAs (EBER) identified by in situ hybridization

il. Assign primary site C109 (oropharynx) for occult head and neck tumors with
cervical lymph node metastasis in Levels [-VII, and other group lymph nodes,
pl6 positive with histology consistent with HPV-mediated oropharyngeal
carcinoma (OPC)

1. Assign C760 for Occult Head and Neck primaries with positive cervical lymph
nodes. Schema Discriminator 1: Occult Head and Neck Lymph Nodes is used
to discriminate between these cases and other uses of C760

6. Follow the instructions in Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding

Manual and the Hematopoietic and Lymphoid Neoplasms Database (Hematopoietic DB) in the most
current version for assigning site for lymphomas, leukemia and other hematopoietic neoplasms (M-
9590-9993) and to determine whether multiple conditions represent one or more tumors to be
abstracted for myeloid and lymphoid neoplasm cases diagnosed on or after January 1, 2010.

Use subcategory 8 for single tumors that overlap the boundaries of two or more sub-sites and the
unknown point of origin.

Use subcategory 9 for multiple tumors that originate in different subsites of one organ.

Rules for Specific Tissues with Ill-Defined Sites:

1.

Use the alphabetic index in ICD-O-3 to assign the most specific site if only a general location is
specified in the record.

DO NOT USE TOPOGRAPHY CODES IN THE C76.* SERIES for soft tissue neoplasms or
neoplasms of unknown primary. Use the specific soft tissue/connective tissue primary site codes.

Use the table below to assign primary site when the only information available is the histologic type of
tumor and the patient has metastatic disease without an identifiable primary site. The primary site is
presumed to be the NOS or “not otherwise specified” primary site code when the histology is known
but for which no primary can be found. Do not code these cases to C80.9.

Histologic Type Histologic Tvpes Preferred Site Codes for Ill-Defined
Codes gic yp Primary Sites

8720-8790 Melanoma C44. , Skin

8800-8811, 8813- Sarcoma except periosteal

8830, ﬁbrco(;arcoemzegncll)e oste C49. , Connective, Subcutaneous and Other
8840-8921, 9040- Soft Tissues

9044 dermatofibrosarcoma

C49. , Connective Subcutaneous and Other

8990-8991 Mesenchymoma Soft Tissues
Mixed tumor, salivary gland C07. _, for Parotid Gland;
8940-8941 ’ e C08. , for Other and Unspecified Major

type

Salivary glands

FCDS Data Acquisition Manual 2025 Revised —2025




98

Blood vessels tumors, C49. , Connective Subcutaneous and other
9120-9170 . -

Lymphatic vessel tumors Soft tissues

Mesenchvmal chondrosarcoma C40. , C41. for bone and cartilage
9240-9252 and iantycell fumors C49. , Connective, Subcutaneous, and

g Other Soft tissues

Granular cell tumor and C49. , Connective, Subcutaneous and Other
9580-9582 =

alveolar soft part sarcoma Soft Tissues

IMPOSSIBLE PRIMARY SITE/HISTOLOGY COMBINATIONS

Combinations of primary sites and histologies are designated as “impossible” because the combination of
site and histology type is biologically impossible, i.e., the particular form of cancer does not arise in the
specified site.

Checking medical references or discussing problem cases with the registry’s medical advisors is helpful.
The suggestions below are a starting point for analyzing an impossible site and histology combination but
are not a substitute for a medical decision. Reference to the original medical record is always required.

Retroperitoneum/Peritoneum and Melanomas: If melanoma is identified in peritoneal or retroperitoneal
tissue, it is almost certainly metastatic to that site. Try to identify the primary site of the melanoma. If no
primary can be determined, the standard convention in cancer registries is to code the primary site as skin,
NOS, C44.9, which puts the case in the most likely site group for analysis. Most histologic type codes for
melanomas in ICD-O-3 list skin, C44. , as the appropriate primary site.

Nasal Cavity/Middle Ear/Accessory Sinuses and Osteosarcomas: Osteosarcomas arise in bone, and the
specified site code in ICD-0O-3 is C40. or C41. . Osteosarcomas arising in the nose, middle ear, and sinuses
should be assumed to have arisen in the bone of the skull and their primary site coded C41.0.

Pleura/Mediastinum and Carcinomas or Melanomas: If a carcinoma or melanoma is identified in the pleura
or mediastinum, it is almost certainly metastatic to that site. Try to identify the primary site of the carcinoma
or melanoma. If no primary can be determined for a carcinoma, code unknown primary site, C80.9. For
melanoma, if no primary can be determined, the standard convention in cancer registries is to code the
primary site as skin, NOS, C44.9, which puts the case in the most likely site group for analysis. Most
histologic type codes for melanomas in ICD-O-3 list skin, C44. , as the appropriate primary site.

Peripheral Nerves/Connective Tissue and Carcinomas or Melanomas: If a carcinoma or melanoma is
identified in peripheral nerves or connective tissue, it is almost certainly metastatic to that site. Try to
identify the primary site of the carcinoma or melanoma. For a carcinoma, if no primary can be determined,
code unknown primary site, C80.9. For a melanoma, if no primary can be determined, the standard
convention in cancer registries is to code the primary site as skin, NOS, C44.9, which puts the case in the
most likely site group for analysis. Most histologic type codes for melanomas in ICD-O-3 list skin, C44._,
as the appropriate primary site.

Meninges/Brain/Other CNS and Carcinomas: If a carcinoma is identified in the brain, meninges, or other
central nervous system, it is metastatic to that site. Try to identify the true primary site of the carcinoma.

Bone and Carcinomas or Melanomas: If a carcinoma or melanoma is defined in the pleura or mediastinum,

it is almost certainly metastatic to that site. Try to identify the primary site of the carcinoma or melanoma.
For a carcinoma, if no primary can be determined, code unknown primary site, C80.9. For a melanoma, if
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no primary can be determined, the standard convention in cancer registries is to code the primary site as
skin NOS, C44.9, which puts the case in the most likely site group for analysis. Most histologic type codes
for melanomas in ICD-O-3 list skin, C44., as the appropriate primary site.

Ill-defined Sites and Various Histologies: Some histologic types are by convention more appropriately
coded to a code representing the tissue in which such tumors arise rather than the ill-defined region of the
body, which contains multiple tissues. The table below shows for the histologic types which site should be
used instead of an ill-defined site in the range C76.0-C76.8.

IMPOSSIBLE PRIMARY SITE/HISTOLOGY COMBINATIONS

SITE HISTOLOGY
C480-C488 Retroperitoneum and 8720-8790 Melanomas
peritoneum
C300 Nasal Cavity 9250-9342 Osteosarcoma (Giant cell Ewing’s
C301 Middle ear odontogenic)
C310-C319 Accessory sinuses
C381-C388 Pleura and mediastinum 8010-8245
8247-8671
8940-8941
8720-8790 Melanomas
C470-C479 Peripheral nerves 8010-8671 Carcinomas
C490-C499 Connective tissue 8940-8941
8720-8790 Melanomas
C700-C709 Meninges 8010-8671 Carcinomas
C710-C719 Brain 8940-8941
C720-C729 Other central nervous system
C400-C419 Bone 8010-8060 Carcinoma (except squamous cell)
8075-8671
8940-8941
8720-8790 Melanomas
C760-C768 Ill-defined Sites 8720-8790 Melanoma
8800-8811 Sarcoma except myeloid sarcoma
8813-8830 Fibromatous neoplasms
8840-8921 Fibrosarcoma
9040-9044 Dermatofibrosarcoma
8990-8991 mesenchymoma
8940-8941 Mixed tumor, salivary gland type

9120-9170
9240-9252

9540-9560
9580-9582

Blood vessel tumor lymphatic vessel tumor
Mesenchymal chondrosarcoma, and giant
cell tumors

Nerve Sheath tumor

Granular cell tumor and alveolar soft part
sarcoma
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Cancer PathCHART Site-Morphology Combination Standards
Source: SEER Program Coding and Staging Manual 2024

About Cancer PathCHART: 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. The main goal of Cancer PathCHART is 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,
which serves as the single source of truth standards for tumor site, histology, and behavior coding across
all standard setters. See the Cancer PathCHART website for further information:
https://seer.cancer.gov/cancerpathchart/.

Cancer PathCHART Standards for cases diagnosed January 1, 2024 and forward: Tumor site-
morphology combinations are designated as valid, unlikely, or impossible. Valid tumor entities can be
abstracted without any issues. For cases diagnosed as of January 1, 2024 and forward, Impossible tumor
entities will trigger an error on the Primary Site, Morphology-Type, Beh ICDO3 2024 (N7040) edit and
cannot be abstracted. An alternative site, histology, and behavior combination will need to be coded for the
tumor. Unlikely entities will also trigger an error on the N7040 edit. For these combinations, confirm the
primary site, histology and behavior code by thoroughly reviewing the medical record. If the information
is determined to be correct as coded, the Site/Type Interfield Review override flag will need to be set for
the abstract. The 2024 Cancer PathCHART ICD-O-3 Site Morphology Validation List: The 2024 Cancer
PathCHART ICD-O-3 Site Morphology Validation List (CPC SMVL), output directly from the
Cancer PathCHART database, is a comprehensive table that replaces both the ICD-O-3 SEER
Site/Histology Validation List and the list of impossible site and histology combinations included in
the Primary Site, Morphology-Imposs ICDO3 (SEER IF38) edit. The 2024 CPC SMVL is freely
available to cancer registration software vendors and any other end users in easily consumed, computer-
readable formats (CSV, XLSX, XML, and JSON). The downloadable list can be found at
https://seer.cancer.gov/cancerpathchart/products.html.

Cancer PathCHART SVML Search Tool: a web tool is available on the Cancer PathCHART website
that will allow searches for tumor topography, histology, and behavior codes and terms and whether the
site-morphology combinations are biologically valid, impossible, or unlikely.

TEXT- PRIMARY SITE TITLE NAACCR ITEM #2580

Enter the location of the primary site of the tumor being reported. Include available information on tumor
laterality. Do not use vendor-driven auto-coding of primary site title in this field. Enter free text.

LATERALITY NAACCR ITEM #410

Laterality identifies the side of a paired organ or the side of the body in which the reportable tumor
originated. This applies to the primary site only. It must be recorded for the following paired organs as 1-
5 or 9. Organs that are not paired, for which you have not recorded right or left laterality, are coded O.
Midline origins are coded 5. ”Midline” in this context refers to the point where the “right” and “left” sides
of paired organs 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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Coding Instructions:

1
2
3.
4

Code laterality for all paired sites. (See Section One for additional information.)
For the sites C300, C340, C413, C414, the laterality can be coded 04, or 9.
Do not code metastatic sites as bilateral involvement.

Assign code 5 when the tumor originates only in the midline of a site listed in 4a. ’Midline” in this
context refers to the point where the “right” and “left” sides of paired organs come into direct contact
and a tumor forms at that point.

a. C700, C710-C714, C722-C725, C443, C444, C445

Organs not paired, unless they are recorded “right” or “left” laterality, are coded 0.

Code Description
0 Organ is not a paired site.
1 Origin of primary is right.
2 Origin of primary is left.
3 Only one side involved, right or left origin unspecified. For in situ cases, if laterality

unknown use ‘3’

4 Bilateral involvement at time of diagnosis, lateral origin unknown for a single primary;
or both ovaries involved simultaneously, single histology; bilateral retinoblastoma,
bilateral Wilms tumor.

A bilateral laterality (4) should be assigned when there are multiple nodules in both
lungs

5 Paired site: midline tumor ONLY for C700, C710-C714, C722-C725, C443, C444, C445

Paired site, but no information concerning laterality.

PRIMARY SITES REQUIRING LATERALITY

ICD-0-3 SITES
C07.9 Parotid gland
C08.0 Submandibular gland
C08.1 Sublingual gland
C09.8 Overlapping lesion of tonsil
C09.9 Tonsil, NOS
C30.1 Middle ear
C31.0 Maxillary sinus
C31.2 Frontal sinus

C34.1 -C34.9 Lung

C38.4 Pleura
C40.0 Long bones of upper limb and scapula
C40.1 Short bones of upper limb
C40.2 Long bones of lower limb
C40.3 Short bones of lower limb
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ICD-0-3 SITES

C44.1 Skin of eyelid

C44.2 Skin of external ear

C44.3 Skin of other and unspecified parts of face (midline code “9”)

C44.4 Skin of Scalp and Neck

C44.5 Skin or trunk (midline code “9”)

C44.6 Skin of upper limb and shoulder

C44.7 Skin of lower limb and hip

C47.1 Peripheral nerves and automatic nervous system of upper limb shoulder

C47.2 Peripheral nerves and autonomic nervous system of lower limb and hip

C49 1 Connective, subcutaneous and other soft tissues of upper limb and

shoulder

C49.2 Connective, subcutaneous and other soft tissues of lower limb and hip
C50.0-C 50.9 Breast

C56.9 Ovary

C57.0 Fallopian tube
C62.0 - C62.9 Testis

C63.0 Epididymis

C63.1 Spermatic cord

C64.9 Kidney, NOS

C65.9 Renal pelvis

C66.9 Ureter
C69.0 — C69.9 Eye and lacrimal gland

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

C71.0 Cerebrum (excluding diagnoses prior to 2004)

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

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

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

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

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

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

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

C72.5 Cranial nerve, NOS (excluding diagnoses prior to 2004)
C74.0-C74.9 Adrenal gland

C75.4 Carotid body
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HISTOLOGIC TYPE ICD-0-3 NAACCR ITEM #522

Numerous resources are required to code Histologic Type ICD-0-3. See Appendix R and all references to
code histology.

International Classification of Diseases The World Health Organization

for Oncology, 3rd ed. Geneva, World WHO Publications Center USA;

Health Organization: 2000 49 Sheridan Avenue;

Albany, NY 12210

ISBN 9241545348 Order Number 11503350
http://www.who.int/classifications/icd/en/index.html
Current Hematopoietic and Lymphoid https://seer.cancer.gov/tools/heme/

Neoplasm Case Reportability and Coding
Manual and Hematopoietic Database
(desktop or web-based versions available)

Current NAACCR ICD-0-3 Coding https://www.naaccr.org/icdo3/
Guidelines — Annotated Histology List
ICD-0-3.2 Excel Table downloaded from Downloadable Excel File Version of ICD-0-3.2

the IACR/WHO Website http://www.iacr.com.fr/index.php?option=com_content&
view=article&id=149:icd-0-3-2&catid=80&Itemid=545

Histologic Type identifies the microscopic anatomy of cells, is a basis for staging and the determination of
treatment options, and affects the patient’s prognosis and course of disease.

Code the final pathologic diagnosis for solid tumors.

Use the Hematopoietic Rules and online Database for coding myeloid and lymphoid neoplasms (lymphoma,
leukemia, myeloma, myelodysplastic syndromes or myeloproliferative diseases).

The printed versions of the ICD-O-3 Manual is no longer current and should be used as a last resort.
However, the basic rules for using these codes are still valid and included in early chapters of the manual.

Use the most current version of the Solid Tumor Rules (https://seer.cancer.gov/tools/solidtumor/) when
coding the histology for all reportable solid tumors. And, use the WHO official ICD-0O-3.2 Tables for
official ICD-0-3.2 histology codes. You may also use the NAACCR Annotated Histology List with care.

For lymphomas, leukemias and other hematopoietic tumors (any histology 9590 or greater), follow the
instructions in Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Manual and the
Hematopoietic and Lymphoid Neoplasms Database (Hematopoietic DB)
https://seer.cancer.gov/tools/heme/.

Site-Associated/Site-Related Codes: Some histology/behavior terms in ICD-O-3 have a related or
associated primary site code in parenthesis next to the histology code; for example Hepatoma (C22.0). This
indicates that this particular histology is usually associated with the primary site C22.0 (liver). Use specific
histology codes associated with specific primary site topography codes. Use the site code suggested by
ICD-0O-3 when the primary site is the same as the site code suggested or when the primary site is unknown
and the histology is known.

Code the site documented in the record and ignore the suggested ICD-O-3 code when a primary site is
specified in the medical record and there is no evidence of neoplasm in the suggested site.
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2018 Site-Restricted Codes: New histology codes were introduced in 2018 that are restrictive to certain
sites, particularly lung cancers, pancreato-hepat-biliary cancers, and HPV-associated cancers. These new
site-restrictive codes can only be used under certain conditions and for certain primary sites. Exercise
caution when determining the difference between site-associated, site-related, and site-restricted histology
codes in the Excel File from IACR/WHO.

TEXT - HISTOLOGY TITLE NAACCR ITEM #2590

Enter the histologic type, behavior, and grade of the tumor being reported. Do not use vendor-drive auto-
coding of the histologic type, behavior, or grade of the tumor in this field. Enter free text.

BEHAVIOR ICD-0O-3 NAACCR ITEM #523

Enter the behavior that best describes the tumor. The fifth digit of the morphology code listed in the
International Classification of Diseases for Oncology, 2000, Third Edition (ICD-O-3), pages 27-28, 66
which appears after the slash (/) is the behavior code and ICD-O-3 Updates. If the only specimen was from
a metastatic site, code the histologic type of the metastatic site and code 3 for the Behavior code.

NOTE: There have been many behavior code changes for many histology codes over the years. Please use
the most current version of the ICD-O-3.2 Excel File and the Solid Tumor Manual or Hematopoietic
Database to CONFIRM the current preferred behavior code for any given histologic type. Some Histology
codes are compatible with more than 1 behavior code. Always check the biopsy/resection path.

Use behavior code 3 if any invasion is present, no matter how limited.
* Code 3 if any malignant invasion is present, no matter how limited.
* Code 3 if any malignant metastasis to nodes or tissue beyond the primary is present.

For example Intraductal carcinoma (8500/2) with focal areas of invasion code behavior of 3.

Please note that behavior codes for some neoplasms have changed over time. Some neoplasms have
changed from non-malignant to malignant, from invasive to non-invasive, and from not reportable to
reportable. Always use the most current version of ICD-O to ensure the histology and the behavior code
are current. See the ICD-0O-3 Updates in Appendix R.

Use the most current version of the Solid Tumor Rules (https://seer.cancer.gov/tools/solidtumor/) when
coding the histology for all reportable solid tumors.

Use the Hematopoietic and Lymphoid Neoplasm Case Reportability and Coding Manual and the
hematopoietic and Lymphoid Neoplasms Database (Hematopoietic DB) for histology 9590-9993.

Code | Label Description

0 Benign Benign (Reportable for intracranial and CNS sites only)

Uncertain whether benign or malignant
Borderline malignancy

1 Borderline Low malignant potential

Uncertain malignant potential (Reportable for
intracranial and CNS sites only)

2 Insitu and/or carcinoma insitu Carcinoma in situ;
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Code | Label Description

Intraepithelial;
Noninfiltrating;
Noninvasive

AINIIT (C211)

Behavior code ‘2’

Bowen disease (not reportable for C440-C449)
Clark level I for melanoma (limited to epithelium)
Confined to epithelium

Hutchinson melanotic freckle, NOS (C44 )
Intracystic, non-infiltrating

Intraductal

Intraepidermal, NOS

Intraepithelial, NOS

. . Involvement up to, but not including the basement
Synonymous with In situ;

membrane
2| adopid fom he SEER Prowram |t 34
g ging Noninfiltrating
Noninvasive

No stromal invasion/involvement

Papillary, noninfiltrating or intraductal

Precancerous melanosis (C44 )

Queyrat erythroplasia (C60 )

Stage 0 (except Paget’s disease (8540/3) of breast and
colon or rectal tumors confined to the lamina

propria)

VAIN III (C529)

VIN III (C51 )

Malignant, primary site (invasive) or

3 Invasive .o, ;
Microinvasive

INTRODUCTION TO CODING GRADE

Solid tumors diagnosed 2018 and forward, grade will be collected in four data items, Grade Clinical, Grade
Pathological, Grade PostTherapy Clin (yc) and Grade Post Therapy Path (yp). The codes and coding
instructions will depend on the type of cancer.

Please use the Grade Coding Manual and the Grade Tables to ensure you are using the proper rules and
instructions for coding grade for each specific neoplasm abstracted.

Please use the manuals as designed to ensure the proper code is assigned for invasive and for non-invasive
cancers. Some codes can only be used for in-situ cancers. Some only for malignant cancers. All must be
histologically proven grade.

The revised grade codes are based on the recommended grading systems specified in the relevant chapters
of the AJCC Cancer Staging Manual, 8th and 9™ edition and/or the CAP cancer protocols.

Use the most current version of the Grade Coding Manual, v3.1 and the Grade Tables at
https://apps.naaccr.org/ssdi/list/ for coding instructions and site-specific coding rules for all grades.
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The codes for each cancer-specific grading system are to be used in hierarchy from top to bottom.
The cancer-specific grading will always appear at the top of the grading hierarchy for that cancer site.

The terms high/low grade are generally used only for non-invasive/in-situ cancers — but, can be used
when this is the best information you have.

The terms well differentiated, moderately differentiated, poorly differentiated and undifferentiated
generally fall at the bottom of the selection list for all cancer-specific grading systems and are to be
used when this is the only grade information provided on the pathology report.

Never convert terminology based on old grade tables. Assign them literally from the text.

Only code the grade from the primary site. Do not code grade from a metastatic site.

Grade from imaging reports is used to code Clinical Grade for brain tumors without biopsy/resection

If the patient has a biopsy before the resection of the primary site, then clinical grade = biopsy grade
(first grade identified).

If the patient has a biopsy and does not have a resection of the primary site, then clinical grade = biopsy
grade (first grade identified) and the pathological grade = 9.

If the patient does not have a biopsy but does have a resection of the primary, then clinical grade = 9
and the pathological grade = resection of the primary site grade.

If the patient does not have a biopsy but does have a resection of primary site, then the clinical grade =
9 and the pathologic grade = resection of primary site grade.

If the patient has a biopsy assign the biopsy grade, and a resection assign the pathologic grade.
If the biopsy/clinical grade is higher than the resection/pathological grade — assign the pathological

grade to both the clinical and pathological grade. (IMPORTANT: BUT — don’t do the reverse of this
and recode the clinical grade to a higher code when the pathological grade is higher.)

Code Grade Description

1 Site-specific grade system category

Site-specific grade system category

Site-specific grade system category

Site-specific grade system category

Site-specific grade system category

Not applicable (Hematopoeitic neoplasms only)

Grade cannot be assessed, Unknown
Well differentiated
Moderately differentiated

Al |lo|lo]|lun]ls]|w]|o

Poorly differentiated
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D Undifferentiated and anaplastic

E Site-specific grade system category

H High grade

L Low grade

M Site-specific grade system category

s Site-specific grade system category
Blank | (Post therapy only)

Codes 1-5, H, L, M, S, and 9 all represent AJCC recommended grading systems.

Categories L and H are applicable for the AJCC recommended grading systems of “low grade” and “high
grade” for those cancers for which these are used (e.g. urinary cancers with urothelial histologies). It also
includes M for intermediate grade to be used with L. and H for breast in situ cancers.

S is utilized for sarcomatous overgrowth in corpus uteri adenosarcoma, an AJCC registry data
collection variable.

Codes A-E are the generic grade categories (definitions) that have been used by the cancer surveillance
community for many years. Codes A-E are not available for all cancers since although many AJCC chapters
continue to use the traditional grade terms, many of the chapters now use a three-grade system, instead of
the four-grade system.

Y our software will include mapping to the correct grade coding system based on your selection of primary
site (topography) and histology/behavior and on occasion other factor(s). However, it is important to
understand the concepts used to develop the 30+ Grade Coding Tables used in software.

GRADE CLINICAL NAACCR ITEM #3843

Record the grade of a solid primary tumor before any treatment(surgical resection, systemic therapy,
radiation therapy, or neoadjuvant therapy). All surgical procedures are not treatment, e.g. TURB and
endoscopic biopsies. Clinical Grade is coded from a biopsy specimen not a tumor resection. One exception
to the biopsy rule is for brain and CNS tumors; you may code Clinical Grade from Imaging without biopsy.

For cases diagnosed January 1, 2018 and later, this data item, along with Grade Clinical and Grade Post-
Neoadjuvant, replaces NAACCR Data Item Grade (#440) as well as SSF’s for cancer sites with alternative
grading systems (e.g., breast [Bloom-Richardson], prostate [Gleason]).

GRADE PATHOLOGICAL NAACCR ITEM #3844

Record the grade of a solid primary tumor that has been resected and for which no neoadjuvant therapy
was administered. If AJCC pathological staging is being assigned, the tumor must have met the surgical
resection requirements in the AJCC manual. This may include the grade from the clinical workup, as all
information from diagnosis (clinical staging) through the surgical resection is used for pathological staging.

For cases diagnosed January 1, 2018 and later, this data item, along with Grade Clinical and Grade Post-
Neoadjuvant, replaces NAACCR Data Item Grade (#440) as well as SSF’s for cancer sites with alternative
grading systems (e.g., breast [Bloom-Richardson], prostate [ Gleason]).
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Please reference themost current version of the Grade Coding Manual and Grade Tables at
https://apps.naaccr.org/ssdi/list/ version 3.1 for detailed coding instructions and site-specific coding rules.

GRADE POST THERAPY CLIN (YC) NAACCR ITEM #1068

Record the grade of a solid primary tumor that has been biopsied following neoadjuvant therapy. If AJCC
pathological staging is being assigned. Record the highest grade documented from the surgical treatment
resection specimen of the primary site following neoadjuvant therapy.

Please reference the most current version of the Grade Coding Manual and Grade Tables at
https://apps.naaccr.org/ssdi/list/ version 3.1 for detailed coding instructions and site-specific coding rules.

GRADE POST THERAPY PATH (YP) NAACCR ITEM #3845

Record the highest grade documented from the surgical treatment resection specimen of the primary site
following neoadjuvant therapy. If AJCC post-therapy staging is being assigned, the tumor must have met
the surgical resection requirements in the AJCC manual. Neoadjuvant therapy must meet guidelines or
standards, and not be that given for variable or unconventional reasons as noted in the AJCC manual.

TUMOR SIZE SUMMARY NAACCR ITEM #756

Record the most accurate measurement in millimeters of a solid primary tumor, usually measured on the
surgical resection specimen. Tumor Size Summary replaces CS Tumor Size.

Tumor size is one indication of the extent of disease the time of diagnosis. It is used frequently by both
clinicians and researchers to assess cancer screening efforts and initial treatment options and variations.
Tumor size that is independent of stage is also useful for quality assurance efforts.

Coding Instructions:
1. All measurements should be in millimeters (mm).

2. Size measured on the surgical resection 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 protocol or
pathology report checklist).

b. Ifonly a text report is available, use: final diagnosis, microscopic, or gross examination, in that

order.
3. If neoadjuvant (preoperative) therapy followed by surgery, do not record the size of the pathologic
specimen. Code the largest size of tumor prior to neoadjuvant (preoperative) treatment; if unknown
code size as 999.
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Example: Patient has a 2.2 cm mass in the oropharynx; find needle aspiration of mass confirms
squamous cell carcinoma. Patient receives a course of neoadjuvant combination chemotherapy.
Pathologic size after total resection is 2.8 cm. Record tumor size as 022 (22 mm).

If no surgical resection, then largest measurement of the tumor from the imaging, physical exam, or
other diagnostic procedures in this order of priority prior to any other form of treatment.

If #2, 3, and 4 do not apply, the largest size from all information available within four months of the
date of diagnosis, in the absence of disease progression.

Tumor size is the diameter of the tumor, not the depth or thickness of the tumor.

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 of the tumors are in situ, code the size of
the largest in situ tumor.

Record tumor size stated less than or greater than as follows

a. Iftumor size is reported as less than x mm or less than x cm, the reported tumor size should be
1 mm less Examples: Tumor size is stated as: < 1 cm, code as 009; <2 cm, code as 019, <3
cm, code as 029; <4 cm, code as 039; <5 cm is coded as 049. If stated as less than 1 mm, use
code 001.

b. If tumor size is reported as more than or greater than x mm or more than x cm, code size as 1
mm more
Examples: Tumor size is stated as: >10 mm or >1 c¢m, code as 011; > 2 c¢m, code as 021; > 3
cm, code as 031; > 4 cm, code as 041; > 5 cm, code as 051. If described as anything greater
than 989 mm (98.9 cm), code as 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 and then divide by two
Examples: Tumor size is between 2 and 3 cm, code as 025. Code size as 025 since 2 + 3 =5
divided by 2 =2.5 cm (or 025 mm).

9. Record the higher tumor size when stated as a range
Example: Tumor size is 8-10 mm or tumor size is 8 to 10 mm. Code size as 010 since 10 mm is
the higher of the values in the range.

10. Round the tumor size only if it is described in fractions of millimeters
a. When tumor size is greater than 1 millimeter, round tenths of millimeters in the 1-4 range
down to the nearest whole millimeter and round tenths of millimeters in the 5-9 range up
to the nearest whole millimeter. See Exception for breast cancer.
b. Do not round tumor size expressed in centimeters to the nearest whole centimeter; rather,
convert the measurement to millimeters by moving the decimal point one space to the

right

Note 1: Record tumor size as 001 (do not round down to 000) when the largest dimension of a
tumor is less than 1 millimeter (between 0.1 and 0.9 mm).

Note 2: Code 001 when tumor size is 1 mm.
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Exception to rounding rules for BREAST primaries:

Round tumor sizes greater than 1.0 mm and up to 2.4 mm to 2 mm (002). The purpose of this
exception is so that the size recorded in the Tumor Size Summary data item will derive the
correct AJCC TNM Primary Tumor (T) category for breast primaries. Do not apply this
instruction to any other site.

Examples: Breast cancer described as 6.5 millimeters in size. Round up to 7 mm and code
as 007.
Breast cancer described as 1.3 mm in size. Round up to 2 mm and code as 002.
2.3 millimeters cancer in a polyp. Round down to 2 mm and code 002.
Hypopharynx: Focus of cancer described as 1.4 mm in size. Round down to 1 mm
and code as 001.
5.2 cm breast cancer. Convert to millimeters and code 052.
2.5 cm rectal cancer. Do not round, record as 025 millimeters.

If no surgical resection, then largest measurement of the tumor from physical exam, imaging, or other
diagnostic procedures prior to any other form of treatment.

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.

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 of which imaging technique reports.

Record the size of the invasive component, if given.
Record the largest dimension or diameter of tumor, whether it is from an excisional biopsy specimen
or the complete resection of the primary tumor.

Record the size as stated for purely in situ lesions.
Disregard microscopic residual or positive surgical margins when coding tumor size.

Code the size of the primary tumor, not the size of the polyp, ulcer, cyst, or distant metastasis. However,
if the tumor is described as a “cystic mass” and only the size of the entire mass is given, code the size
of the entire mass, since the cysts are part of the tumor itself.

Assign code 999 when
a. Size is unknown and for the following sites and schemas/schema IDs

i. Any case coded to primary site C420, C421, C423, C424, C770-C779, or C809
ii. HemeRetic 00830
1. Excluding Spleen (C422)
iii. Kaposi Sarcoma 00458
iv. Lymphoma 00790
v. Lymphoma-CLL/SLL 00795
vi. Melanoma Choroid and Ciliary Body 00672
vii. Melanoma Iris 00671
viii. Plasma Cell Disorders 00822
ix. Plasma Cell Myeloma 00821
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b. The only measurement describes pieces or chips in a pathology report. Do not add the
size of pieces or chips together to create a whole; they may not be from the same
location, or they may represent only a very small portion of a large tumor.

However, when the pathologist states an aggregate or composite size (determined by
fitting the tumor pieces together and measuring the total size), record that size.

c. The only measurement is for calcifications that span given distance or a cluster of
microcalcifications. Do not record the size of calcifications as tumor size. If there is no
measurement of the mass or tumor, record 999.

d. Neoadjuvant therapy has been administered and resection was performed. Do not use a
post-neoadjuvant size to code pathologic tumor size; however, you may use the clinical
tumor size if available.
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19. Document the information to support coded tumor size in the appropriate text field of the abstract.

’Code ”Description

Alternate descriptions of tumor size for specific sites:
Familial/multiple polyposis:

If no size is documented:
Circumferential:

Esophagus (C15.0 C15.5, C15.8 C15.9)
Diffuse; widespread: 3/4s or more; linitis plastica:

Stomach and Esophagus GE Junction (C16.0 C16.6, C16.8 C16.9)
Diffuse, entire lung or NOS:

Lung and main stem bronchus (C34.0 C34.3, C34.8 C34.9)
Diffuse:

Breast (C50.0 C50.6, C50.8 C50.9)

‘OOO HNo mass/tumor found

‘001 Hl mm or described as less than 1 mm ‘
822- Exact size in millimeters (2mm-988mm)

‘989 ”989 millimeters or larger ‘
‘990 HMicroscopic focus or foci only and no size of focus is given ‘
998 SITE-SPECIFIC CODES

Colon (C18.0, C18.2-C18.9) and/or Rectosigmoid and Rectum (C19.9, C20.9)

assessed; Not applicable

999 Unknown; size not stated; Not documented in patient record; Size of tumor cannot be

REGIONAL LYMPH NODES POSITIVE NAACCR ITEM #820

Record the exact number of regional nodes examined by the pathologist and found to contain metastases.
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 of the patient. When only Isolated Tumor Cells are
identified by immunohistochemistry test within lymph node the lymph node is not counted as positive.

There are not enough cancer cells in the node to treat as positive node.
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Do not automatically code Nodes Positive=99 and Nodes Examined=99.
The 99/99 combination is restricted to lymphoma, leukemia, brain tumors and unknown primary.

When an FNA or Core Biopsy of a Regional Lymph Node is performed you must code Regional Lymph
Nodes Examined = 95, regardless of whether the node biopsied was positive or negative. However, you
may code Lymph Nodes Positive = 95 or 00 depending upon the result of the FNA/Core.

FNA/Core Biopsy of a Regional Lymph Node with Scope of Regional Lymph Node Surgery is no longer
considered ‘treatment’ and is not to be used when considering whether or not treatment was given or in the
sequence of surgery to radiation therapy or systemic therapy in the Treatment Status Fields.

‘Code HDescription ‘
‘00 HAll nodes examined are negative ‘
gé_ 1-89 nodes are positive (code exact number of nodes positive)

‘90 H9O or more nodes are positive ‘
‘95 HPositive aspiration of lymph node(s) was performed ‘
‘97 HPositive nodes are documented, but the number is unspecified ‘
‘98 HNO nodes were examined ‘
‘99 HIt is unknown whether nodes are positive; not applicable; not stated in patient record ‘
REGIONAL LYMPH NODES EXAMINED NAACCR ITEM #830

Record the total number of regional lymph nodes that were removed and examined by the pathologist. This
data item serves as a quality measure of the pathologic and surgical evaluation and treatment of the patient.

Do not automatically code Nodes Positive=99 and Nodes Examined=99. The 99/99 combination is
restricted to lymphoma, leukemia, brain tumors and unknown primary.

When an FNA or Core Biopsy of a Regional Lymph Node is performed, code Regional Lymph Nodes
Examined = 95, regardless of whether the node biopsied was positive or negative. However, you may code
Lymph Nodes Positive = 95 or 00 depending upon the result of the FNA/Core.

FNA/Core Biopsy of a Regional Lymph Node with Scope of Regional Lymph Node Surgery is no longer
considered ‘treatment’ and is not to be used when considering whether or not treatment was given or in the
sequence of surgery to radiation therapy or systemic therapy in the Treatment Status Fields. You do not
code FNA/Core Biopsy of a Regional Lymph Node or Sentinel Lymph Node Biopsy as a
Diagnostic/Staging Procedure. It still must be coded under the treatment data item RX SUMM — Scope Reg
LN Surgery = 1 or =2. You may not have to enter the date, and it is no longer ‘counted’ as treatment for
the patient.

’Code HDescription ‘

‘OO HNO nodes were examined ‘

01-
89

1-89 nodes were examined (code the exact number of regional lymph nodes examined)
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‘90 H90 or more nodes were examined ‘

‘95 HNo regional nodes were removed, but aspiration of regional nodes was performed ‘

96 Regional lymph node removal was documented as a sampling, and the number of nodes is
unknown/not stated

97 Regional lymph node removal was documented as a dissection, and the number of nodes is
unknown/not stated

98 Regional lymph nodes were surgically removed, but the number of lymph nodes is
unknown/not stated and not documented as a sampling or dissection; nodes were examined,
but the number is unknown

99 It is unknown whether nodes were examined; not applicable or negative; not stated in patient
record

LYMPH-VASCULAR INVASION NAACCR ITEM #1182

Lymph-vascular invasion (LVI) 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. 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. CAP
Protocols for some disease sites will be expanded to distinguish between lymphatic and small vessel
invasion only, venous (large vessel) invasion only, and BOTH lymphatic and small vessel AND venous
(large vessel) invasion. This data item is primarily used with the AJCC Cancer Staging Manual and CAP.

Code|Label
0 [Lymphovascular Invasion stated as Not Present
1 |[Lymphovascular Invasion Present/Identified (NOT used for thyroid and adrenal)
2 |Lymphatic and small vessel invasion only (L) OR Lymphatic invasion only (thyroid/adrenal only)
3 |Venous (large vessel) invasion only (V) OR Angioinvasion (thyroid and adrenal only)
4 |BOTH lymphatic and small vessel AND venous (large vessel) invasion OR
BOTH lymphatic AND angioinvasion (thyroid and adrenal only)
8 [Not Applicable
9 |Unknown/Indeterminate/not mentioned in path report

Coding Instructions:

1.

Use code 0 when the pathology report indicates that there is no lymphovascular invasion. This
includes cases of purely in situ carcinoma, which biologically have no access to lymphatic or
vascular channels below the basement membrane.

Use code 1 when the pathology report or a physician’s statement indicates that lymphovascular
invasion (or one of its synonyms) is present in the specimen.

Lymphovascular invasion must be coded 0, 1, 2, 3, 4, or 9 for the schema ids in the following
list:
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AMPULLA VATER 00270

APPENDIX 09190
BILE DUCTS DISTAL 00260
BILE DUCTS INTRAHEPATIC 00230
BILE DUCTS PERIHILAR 00250
BLADDER 00620
BUCCAL MUCOSA 00076
CERVIX 09520
CERVIX SARCOMA 00528
COLON AND RECTUM 00200
CORPUS ADENOSARCOMA 00542
CORPUS CARCINOMA 00530
CORPUS SARCOMA 00541
ESOPHAGUS (INCL GE JUNCT)(EXCL SQUAMOUS) 00169
ESOPHAGUS (INCL GE JUNCTION) SQUAMOUS 00161
FLOOR OF MOUTH 00074
GUM 00073
HYPOPHARYNX 00112
LARYNX GLOTTIC 00132
LARYNX OTHER 00130
LARYNX SUBGLOTTIC 00133
LARYNX SUPRAGLOTTIC 00131
LIP 00071
LUNG 09360
MAJOR SALIVARY GLANDS 00080
MAXILLARY SINUS 00121
MELANOMA SKIN 00470
MERKEL CELL SKIN 00460
MOUTH OTHER 00077
NASAL CAVITY AND ETHMOID SINUS 00122
NET AMPULLA OF VATER 09302
NET APPENDIX 09320
NET COLON AND RECTUM 09330
NET DUODENUM 09301
NET PANCREAS 09340
NET STOMACH 09290
OROPHARYNX (P16-) 00111
OROPHARYNX (P16+) 00100
PALATE HARD 00075
PANCREAS 00280
PENIS 00570
PLACENTA 00560
SMALL INTESTINE 00180
STOMACH 00170
TESTIS 00590
THYMUS 09350
TONGUE ANTERIOR 00072
VAGINA 00510
VULVA 09500

4. Lymphovascular invasion must be coded 0, 2, 3, 4, or 9 for the schema ids in the following list:

ADRENAL GLAND 00760
THYROID 00730
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THYROID MEDULLARY 00740

5. Lymphovascular invasion may use any code (0, 1, 2, 3, 4, 8, or 9) for the remaining schema ids:

ADNEXA UTERINE OTHER 00760
ANUS 09210
BILIARY OTHER 00278
BONE APPENDICULAR SKELETON 00381
BONE PELVIS 00383

BONE SPINE 00382
BRAIN 09721
BREAST (INVASIVE) 00480
CERVICAL LNS, OCCULT HEAD & NECK 00060
CNS OTHER 09722
CONJUNCTIVA 00650
CUTANEOUS CARCINOMA HEAD AND NECK 00150
CYSTIC DUCT 00242
DIGESTIVE OTHER 00288
ENDOCRINE OTHER 00778
EYE OTHER 00718
FALLOPIAN TUBE 00553
GALLBLADDER 00241
GENITAL FEMALE OTHER 00559
GENITAL MALE OTHER 00598
GIST (2018-2020) 00430
HEART, MEDIASTINUM, AND PLEURA 00422
ILL-DEFINED OTHER 99999
INTRACRANIAL GLAND 09723
KAPOSI SARCOMA 00458
KIDNEY PARENCHYMA 00600
KIDNEY RENAL PELVIS 00610
LACRIMAL GLAND 00690
LACRIMAL SAC 00698
LIVER 00220
MEDULLOBLASTOMA 09724
MELANOMA CHOROID AND CILIARY BODY 00672
MELANOMA CONJUNCTIVA 00660
MELANOMA HEAD AND NECK 00140
MELANOMA IRIS 00671
MIDDLE EAR 00119
NASOPHARYNX 09090
NET ADRENAL GLAND 00770
NET JEJUNUM AND ILEUM 09310
ORBITAL SARCOMA 00700
OVARY 00551
PARATHYROID 00750
PHARYNX OTHER 00118
PLEURAL MESOTHELIOMA 09370
PRIMARY PERITONEAL CARCINOMA 00552
PROSTATE 00580

FCDS Data Acquisition Manual 2025 Revised —2025



116

RESPIRATORY OTHER 00378

RETINOBLASTOMA 00680
RETROPERITONEUM 00440
SINUS OTHER 00128
SKIN EYELID 00640
SKIN OTHER 00478
SOFT TISSUE ABDOMEN AND THORAX 00421
SOFT TISSUE HEAD AND NECK 00400
SOFT TISSUE OTHER 00450
SOFT TISSUE TRUNK AND EXTREMITIES 00410
TRACHEA 00358
URETHRA 00631
URETHRA-PROSTATIC 00633
URINARY OTHER 00638

6. Lymphovascular invasion must be coded 8 (not applicable) for all other schema ids:

GIST 2021+ 00430
HEMERETIC 00830
LYMPHOMA 00790
LYMPHOMA (CLL/SLL) 00795
LYMPHOMA OCULAR ADNEXA 00710
MYCOSIS FUNGOIDES 00811
PLASMA CELL DISORDER 00822
PLASMA CELL MYELOMA 00821

PRIMARY CUTANEOUS LYMPHOMA NON-MF 00812

7. Use code 9 when:

* There is no microscopic examination of a primary tissue specimen

* The primary site specimen is cytology only or a fine needle aspiration

*  The biopsy is only a very small tissue sample

* It is not possible to determine whether lymphovascular invasion is present

e The pathologist indicates the specimen is insufficient to determine lymphovascular
invasion

* Lymphovascular invasion is not mentioned in the pathology report

*  Primary site is unknown

8. Clarification between codes 8 and 9:

e Code 8 should only be used when the standard-setter does not require this item.
¢  For cases with no information from the pathology report or other sources, code 9.
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CANCER STAGING INFORMATION AND REQUIREMENTS BY DATE OF DIAGNOSIS

FCDS Cancer Staging Requirements follow the NPCR Staging Requirements by Year

State and national cancer staging requirements have evolved over time. The focus of state and national
cancer programs is monitoring cancer incidence over time. To support standardization and consistency in
reporting the stage of cancer at the time of diagnosis, state and national cancer surveillance programs have
often utilized a “summary staging” approach with stable anatomic staging criteria, which includes both
clinical data from imaging reports and medical procedures, combined with pathological data obtained from
surgical resection of the primary tumor and regional lymph nodes. This is known as SEER Summary Stage.
SEER Summary Stage has undergone two revisions since it was instituted in the mid-1970s. The latest
edition is Summary Stage 2018 or SS2018. Summary Stage has been required for all cases since 1981.

Continuity of staging requirements is essential for longitudinal cancer studies; however, our programs
acknowledge that changes in anatomic staging criteria have been and continue to be modified over time.
Moreover, biomolecular and genetic tests to help classify stage subgroups are being utilized more
frequently, with tests providing greater detail for staging than ever before. To begin capturing these new
tumor markers and other cancer-specific testing or prognostic-related laboratory tests, the United States
created the Collaborative Stage Data Collection System, which includes Site-Specific Factors to house these
cancer-specific test results and other clinical care and research-oriented data items to enhance staging.

The Collaborative Stage Data Collection System was implemented for cases diagnosed 1/1/2004-
12/31/2015 and provided algorithmic solutions to deriving standardized stage groupings based in multiple
cancer staging systems including SS1977, $SS2000, AJCC TNM 6" ed and AJCC TNM 7" ed.

The combined system of staging parameters was decommissioned and replaced by the original staging
systems being directly coded for SS2000 and AJCC TNM 7th ed. in 2016, with another update in 2018 to
provide revised anatomic and prognostic staging data items to meet current and future research needs.

SUMMARY STAGE 2018 (SS2018): Direct-Assignment of SEER Summary Stage using the SEER
Summary Stage 2018 Manual is required for all cases diagnosed and reported to FCDS 1/1/2018 forward.
The most current version of the SEER Summary Stage 2018 is version 3.1
https://seer.cancer.gov/tools/ssm/.

Site-Specific Data Items (SSDI): An “SSDI’” is a site-specific data item. “Site” in this instance is based
on the primary site, the histologic type or histology of the tumor, the AJCC Chapter, Summary Stage
Chapter and the EOD Schema. SSDIs were preceded by Collaborative Stage Data Collection System Site-
Specific Factors or SSFs, which were first introduced in 2004 with CSv1, and went through major revisions
in 2010 with Collaborative Stage v2 (CSv2). The CS SSFs were discontinued as of 12/31/2017. FCDS
only requires a limited number of SSDI’s be reported. See the table further in this section for details. The
most current version of the SSDI manual is version 3.1 https://apps.naaccr.org/ssdi/list/.

SEER*RSA (Registrar Staging Assistant) Website is a Tremendous Resource to assist Registrars in
understanding, coding, testing and learning about Cancer Staging, Staging Schema Criteria, Site Specific
Data Items, SEER Extent of Disease Coding (EOD), Collaborative Stage Data Collection System and the
Collaborative Stage Site Specific Factors. This is a wonderful resource highly recommended by FCDS to
assist registrars in understanding how to associate staging criteria and codes to specific cancer types,
histologic  types, staging and  grading schema, and  site-specific = requirements.
https://seer.cancer.gov/tools/staging/rsa.html

FCDS Data Acquisition Manual 2025 Revised —2025


https://seer.cancer.gov/tools/ssm/
https://apps.naaccr.org/ssdi/list/
https://seer.cancer.gov/tools/staging/rsa.html

118

HISTORICAL STAGING SYSTEMS REFERENCE BY DIAGNOSIS YEAR

SEER SUMMARY STAGE 1977: Direct-Assignment of SEER Summary Stage using the SEER
Summary Stage 1977 Manual was required for all cases abstracted and reported to FCDS before 1/1/2000.

SEER SUMMARY STAGE 2000: Direct-Assignment of SEER Summary Stage using the SEER
Summary Stage 2000 Manual is required for all cases abstracted and reported to FCDS before 1/1/2018

SEER SUMMARY STAGE 2018: Direct Assignment of SEER Summary Stage using the SEER
Summary Stage 2018 Manual (most current version September 2020) is required for all cases abstracted
and reported to FCDS on or after 1/1/2018.

AJCC TNM CANCER STAGING - FCDS does not require AJCC TNM for any cases. Registrars may
decide to include AJCC TNM staging in their section of the abstract used to document Staging Information
to help support the Summary Stage assignment. However, text documentation for Summary Staging is also
required.

COLLABORATIVE STAGING (CSv2): Direct-Assignment of Core CS Data Items was required for all
cases diagnosed 1/1/2004 and 12/31/2015 and seen at the facility for continuation of initial course of
treatment or with evidence of recurrence or progression of cancer not previously reported to FCDS. This
includes “non-analytic” cases with evidence of cancer. Some cases may still require the abstractor to use
Collaborative Staging.

NOTE: Minimal Historical Cases (historical cancers with no evidence of the historical cancer — but
having a new primary cancer diagnosis or undergiong treatment for a different primary cancer) are not
required to have the Core CS Data Items coded. However, the minimal historical case will be required to
have a SEER Summary Stage 2000 assigned and entered in the “historical grid” that is sent to FCDS.

Required Core CS Data Items (Cancers diagnosed 1/1/20014 thru 12/31/2015)
CS Tumor Size (NAACCR Item #2800)

CS Extension (NAACCR Item #2810)

CS Tumor Size/Ext Eval (NAACCR Item #2820)

CS Lymph Nodes (NAACCR Item #2830)

CS Reg Lymph Nodes Eval (NAACCR Item #2840)

Regional Lymph Nodes Examined (NAACCR Item #830)

Regional Lymph Nodes Positive (NAACCR Item #820)

CS Mets at DX (NAACCR Item #2850)

CS Mets Eval (NAACCR Item #2860)

CS SITE-SPECIFIC FACTORS: CS Site-Specific Factors 1-25 were required for all cancers with an
exception made for Minimal Historical Cases.

Site-Specific Data Items (SSDI): An “SSDI’” is a site-specific data item. “Site” in this instance is based
on the primary site, the histologic type or histology of the tumor, the AJCC Chapter, Summary Stage
Chapter and the EOD Schema. SSDIs were preceded by Collaborative Stage Data Collection System Site-
Specific Factors or SSFs, which were first introduced in 2004 with CSv1, and went through major revisions
in 2010 with Collaborative Stage v2 (CSv2). The CS SSFs were discontinued as of 12/31/2017.

SSDIs have their own data item name and number and can be collected for as many sites/chapters/schemas
as needed. Each Site-Specific Data Item (SSDI) applies only to selected schemas. SSDI fields should be
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blank for schemas where they do not apply. Please refer to the SSDI Manual for SSDI definitions, rationale,
and coding instructions. Comparison of SSDI to SSF is not advised due to differences in coding over time.

The most current version 3.1 of the SSDI and Grade Coding Manuals and Tools are available on the
NAACCR Website https://apps.naaccr.org/ssdi/list/3.1

FCDS requires only a subset of the SSDIs documented in the SSDI Manual. FCDS requires all SSDIs that
are ‘required for staging’ or ‘prognostically significant’ according to AJCC, NPCR, and SEER reviews.
Commission on Cancer-accredited cancer programs require all the SSDIs documented in the SSDI Manual.
FCDS only requires those SSDIs required by the CDC/NPCR and are listed in the table below, also listed
in Appendix G. New additions to SSDI Required are highlighted in yellow with red printing. Please note
that HER2 Overall Summary is now required for 2021> for esophagus and stomach, and breast cancers.

FCDS Requires the Following SSDIs for Cases Diagnosed/Treated 2018 and Forward:

Core/Derived | Item # | Item Name Length | Start Date
C 1068 | Grade Post Therapy Clin (yc) 2 2021
D 3800 | Schema ID 5 2018
C 1172 | Post Transplant Lymphoproliferative Disorder (PTLD) 1 2025
C 1174 | PD-L1 5 2025
C 3816 | Brain Molecular Markers 2 2018
C 3817 | Breslow Tumor Thickness 4 2018
C 3827 | Estrogen Receptor Summary 1 2018
C 3829 | Esophagus and EGJ Tumor Epicenter 1 2022
C 3835 | Fibrosis Score 1 2018
C 3838 | Gleason Patterns Clinical 2 2021
C 3839 | Gleason Patterns Pathological 2 2021
C 3840 | Gleason Score Clinical 2 2021
C 3841 | Gleason Score Pathological 2 2021
C 3842 | Gleason Tertiary Pattern 2 2021
C 3843 | Grade Clinical 1 2018
C 3844 | Grade Pathological 1 2018
C 3845 | Grade Post Therapy Path (yp) 1 2018
C 3855 | HER2 Overall Summary (breast) 1 2018
C 3890 | Microsatellite Instability (MSI) 1 2018
C 3915 | Progesterone Receptor Summary 1 2018
C 3920 | PSA (Prostatic Specific Antigen) Lab Value 5 2018
C 3932 | LDH Pretreatment Lab Value 7 2018
C 3956 | P16 (cervix, anus, vulva) 2 2024
C 3960 | Histologic Subtype (appendix) 1 2023
C 3964 | Brain Primary Tumor Location 1 2024

SEER*RSA (Registrar Staging Assistant) Website is an Excellent Resource to assist Registrars in
understanding, coding, testing and learning about Cancer Staging, Staging Schema Criteria, Site Specific
Data Items, SEER Extent of Disease Coding (EOD), Collaborative Stage Data Collection System and the
Collaborative Stage Site Specific Factors as well as SEER Summary Stage. This is a wonderful resource
highly recommended by FCDS to assist registrars in understanding how to associate staging criteria and
codes to specific cancer types, histologic types, staging and grading schema, and site-specific requirements.

SEER*RSA - GO TO: https://seer.cancer.gov/tools/staging/rsa.html
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SEER SUMMARY STAGE 2018 General Coding Instructions — Required for ALL Cancers

Refer to the most current version of the SEER Summary Summary Stage 2018 General Coding
Instructions for site-specific coding instructions. Always use the latest version. This manual is online
at https://seer.cancer.gov/manuals/2024/SPCSM_2024 MainDoc.pdf

SEER Summary Stage is based on a combination of imaging, pathologic, operative and clinical
assessments. Gross observations at surgery are particularly 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 report.

SEER Summary Stage 2018 is based on all information available through completion of surgery(ies)
the first course of treatment or within four months of diagnosis in the absence of disease progression,
whichever is longer. This includes clinical, imaging, diagnostic, pathological, operative, and other
information.

Enter the SEER Summary Stage 2018 at the Time of Initial Diagnosis of the reportable tumor using the
most current version of the SEER Summary Staging Manual 2018 published October 2023.

CODES | DEFINITIONS

0 in situ
1 Local
2 Regional/Direct Extension

3 Regional/Nodes Only

4 Regional/Direct Extension & Nodes

7* Distant/Systemic Disease

8** | Benign/Borderline Brain Tumor

9*** | Unknown, Unstaged, Not Applicable, NED, Unknown Primary

*The following malignancies must have summary stage at diagnosis = 7.

e Leukemia

e Plasma Cell Myeloma

e Reticuloendotheliosis

o Letterer-Siwe Disease

e  Myelodysplastic Syndrome
** all benign/borderline brain and central nervous system tumors stage = 8
***all unknown primaries (C80.9) must have summary stage at diagnosis = 9.

SEER*RSA (Registrar Staging Assistant) Website is a Tremendous Resource to assist Registrars in
understanding, coding, testing and learning about Cancer Staging, Staging Schema Criteria, Site Specific
Data Items, SEER Extent of Disease Coding (EOD), Collaborative Stage Data Collection System and the
Collaborative Stage Site Specific Factors. This is a wonderful resource highly recommended by FCDS to
assist registrars in understanding how to associate staging criteria and codes to specific cancer types,
histologic  types, staging and  grading  schema, and  site-specific = requirements
https://seer.cancer.gov/tools/staging/rsa.html.
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The Treatment Information section includes the data items used to describe how the cancer or tumor was
treated. FCDS only collects the First Course of Treatment. Treatment must be fully documented, whether
given at your facility or any other facility, or per history. This provides FCDS with a more complete picture
of the patient’s entire cancer treatment experience from the time of first diagnosis through
recurrence/progression until death.

Cancers can be treated using many different means, including surgery, radiation therapy, chemotherapy,
hormones, biological response modifiers, and even unconventional or unproven methods. Within these
broad categories of treatments are many finer designations of specific treatment types. This section helps
to categorize cancer-directed therapies by type and specific method. Please document any and all treatment
given throughout the patient’s course of disease. Only code the First Course of Treatment.

The SEER Site-Specific Coding Modules are an excellent resource for registrars. The 2024 SEER
Coding and Staging Manual includes the Site-Specific Coding Modules, Appendix C of the manual.
Download SEER Appendix C at https://seer.cancer.gov/manuals/2024/appendixc.html

Data Items Included In This Section:

NAACCR Item Number Item Name

1290 Rx Summ — Surg Prim Site 03-22
1291 Rx Summ — Surg 2023

1292 Rx Summ — Scope Regional Lymph Node Surgery
1294 Rx Summ — Surgery of Oth Reg/Dis
1200 Date of First Surgical Procedure

3170 Rx Date — Date of Most Definitive Surgical Procedure
1340 Reason for No Surgery

1380 Rx Summ — Surg/Rad Seq

1506 Phase I Radiation Treatment Modality
1210 Rx Date — Radiation

1430 Reason for No Radiation

2620 Rx Text — Radiation (Beam)

2630 Rx Text — Radiation Other

1639 Rx Summ — Systemic Surg Seq

1390 Rx Summ — Chemo

1220 Rx Date — Chemo

2640 Rx Text — Chemo

1400 Rx Summ — Hormone

1230 Rx Date — Hormone

2650 Rx Text — Hormone

1410 Rx Summ — BRM/Immunotherapy
1240 Rx Date — BRM/Immunotherapy
2660 Rx Text — BRM

1420 Rx Summ — Other

1250 Rx Date — Other

2670 Rx Text — Other

3250 Rx Summ — Transplnt/Endocr

1285 Rx Summ--Treatment Status
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DEFINITION OF FIRST COURSE OF TREATMENT

The first course of treatment includes all methods of treatment recorded in the treatment plan and
administered to the patient before disease progression or recurrence.

Active surveillance is a form of planned treatment for some patients; its use is coded in the RX Summ
— Treatment Status item. Active Surveillance is often used with low grade, slow growing, early stage
cancers that may not need to be treated immediately. The cases are monitored over time to see if they
progress. If progression is noted, treatment is started. But, the first course of therapy is surveillance. Active
Surveillance involves actively monitoring the course of disease with the expectation to intervene with
curative intent if the cancer progresses. Life expectancy is a key determinant when deciding on ‘active
surveillance’ as the primary treatment plan. These would be younger patients with life expectancy greater
than 10 years and with very low-risk disease. Some patients with intermediate-risk disease and a life
expectancy greater than 10 years may also opt for ‘active surveillance’. The intent is to begin treatment to
cure the patient once the cancer begins to show signs of progression.

A patient in Active Surveillance will have frequent PSA (at least once every 6 months), DRE (at least once
a year), repeat biopsy at least once a year, repeat imaging at least once a year, etc. There is a schedule to
the activities used to surveille or keep an active eye on the cancer for signs of progression. This is a decision
to delay curative treatment.

Note: Active Surveillance may also be called Watchful Waiting.

However, Watchful Waiting is actually different than Active Surveillance. In Watchful Waiting the
patient is being followed for signs and symptoms of progression of disease or clinical progression. These
are more often late stage cancers that may not be treated until they become symptomatic.

Watchful Waiting is just Observation. Observation or No Treatment is the treatment of choice when a
patient has a life expectancy less than 10 years and has low to very high risk of disease progression or
already has regional or metastatic prostate cancer and a life expectancy less than 5 years. Treatment of any
kind is postponed until the patient becomes symptomatic. Once the patient becomes symptomatic, he may
qualify for definitive therapy or for palliative care depending on the progression and re-stage of disease and
patient choice to treat or not to treat. But, the patient with a shorter life expectancy can avoid the possible
side effects of unnecessary confirmatory testing and definitive therapy when he undergoes a true ‘watch
and wait’ plan to treat only once symptoms occur.

Observation can be either Active Surveillance or Watchful Waiting depending upon the intent.

No therapy is also different than Active Surveillance. No Therapy or No Treatment is a treatment option
that occurs if the patient refuses treatment, the family or guardian refuses treatment, the patient dies before
treatment starts, or the physician recommends no treatment be given. No Treatment may be the best option
for very advanced and rapidly progressive neoplasms or patients with untreatable cancer. These patients
are often referred directly to Hospice with no anti-neoplastic therapy recommended. If the patient refuses
all treatment, code “patient refused” (Code 7 or 87) for all treatment modalities.

Maintenance therapy given as part of the first course of planned therapy (example: maintenance chemo

for leukemia) is part of the planned first course treatment. Patients receiveing maintenance therapy are
analytic cases for the state and for facility and are reportable.
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Treatment Plan

A treatment plan describes the type(s) of therapies intended to modify, control, remove, or destroy
proliferating cancer cells. The documentation confirming a treatment plan may be found in several different
sources; for example, medical or clinic records, consultation reports, and outpatient records.

e A discharge plan must be part of the patient record in a JCAHO-accredited hospital and may contain
all or only part of the full treatment plan for any given patient.

e All therapies specified in the physician(s) treatment plan(s) are a part of the first course of treatment if
they are actually administered to the patient.

e An established protocol or accepted treatment management guideline for the type of cancer an
individual is receiving treatment may also be used as a treatment plan when available. These may also
be referred to as treatment guidelines. Treatment guidelines may be local to your institution, protocol-
specific, or may be published national guidelines such as the NCCN Treatment Guidelines.

e Ifthere is no treatment plan, established treatment protocol, or treatment management guidelines (local
or national), and a consultation with a physician advisor is not possible, use the principle: “initial
treatment must begin within four months of the date of initial diagnosis.”

o [f the first course of treatment plan changes due to an improvement in the tumor burden, the added
treatment would still be considered first course. An example is palliative chemotherapy/radiation is
recommended and administered per the first course treatment plan. Initially resection of primary tumor
was contraindicated due to tumor size and location. Follow up imaging shows an improvement in tumor
burden and treatment plan changed since tumor is now resectable to include surgery. Even though the
primary tumor resection was not noted in the first course of treatment plan, the resection would be
captured as first course of treatment since there was no progression of tumor.

DEFINITION OF NON-CANCER DIRECTED THERAPY

Palliative treatment: The World Health Organization describes palliative care as treatment that improves
the quality of life by preventing or relieving suffering. Note: Palliative therapy is part of the first course of
therapy only when it destroys or modifies cancer tissue.

Patients receiving treatment for supportive care (non-curative treatment) and/or palliative care ARE also
required to be reported to FCDS. They still have active cancer — they are just not being treated for it. Patients
receiving supportive/palliative care enter a facility with clear evidence of cancer (evidence of disease on
admission). While the treatment given in hospice or for palliative care is not designed to cure the patient,
the patient does have evidence of cancer and may be given cancer-directed treatment, but with the intent of
alleviating symptoms and/or pain control, but there is no intent to cure the patient.

Anti-neoplastic therapy used to treat symptoms is still recorded in the abstract as ‘treatment’.
Pain control with narcotics or other methods can be recorded in the abstract; however, it is not coded.
These non-cancer-directed therapies are designed to prolong a patient’s life, alleviate pain, or make the

patient comfortable. They are not meant to cure the cancer, destroy the tumor, control the tumor, or delay
the spread of disease. These treatments include diagnostic tests, palliative care, and supportive care.
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The term “palliative” may be used in different context: (a) as meaning non-curative and (b) as meaning the
alleviation of symptoms. Thus, some treatments termed palliative fall within the definition of cancer
directed treatment and some treat the patient but not the cancer. For example, radiation therapy to bony
metastases is considered cancer directed treatment because in addition to alleviating pain, the radiation also
kills cancer cells in the bone.

Palliative care description: This treatment qualifies the patient as analytic if it is given as part of the planned
first course of treatment.

Time period for First Course of Treatment (in order of precedence)

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.

If the patient is treated according to a facility or published national standard of practice, first course
ends at the completion of the treatment.

If there is no documentation of a planned first course of treatment or standard of practice, first course
of treatment includes all treatment received before disease progression or treatment failure. If it is
undocumented whether there is disease progression/treatment failure and the treatment in question
begins more than one year after diagnosis, assume that the treatment is not part of first course.

If a patient refuses all treatment modalities and does not change his/her mind within a reasonable time
frame, or if the physician opts not to treat the patient, record that there was no treatment in the first
course.

When a patient only receives palliative care as the first course of therapy, please code it as such. Do
not exclude palliative therapy as treatment unless palliative care is for pain management.
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TREATMENT DEFINITIONS

Active Surveillance — See Watchful Waiting — It is different than a decision not to treat — No Treatment.

Surgery: First course surgery items descdribe the most definitive type of surgical treatment the patient
received from any facility, when it was performed, and its efficacy. When no surgical treatment is given,
the reason is recorded. Please be sure to attribute where each procedure was performed, whether it was at
your facility or at another facility and if at another facility, note where if known. Multiple surgical treatment
data items exist to describe the extent of surgical resection directed at the primary tumor, regional
lymphatics, and/or other distant locations from the primary tumor. It is also important to record when no
surgery is performed, when other treatments preceed surgery (neoadjuvant) and what, where, and when
each surgical procedure is performed — to the best of your ability.

Surgical Procedure: Any surgical procedure coded in the fields Surgery of Primary Site, Scope of
Regional Lymph Node Surgery, or Surgery of Other Regional or Distant Sites.

Ablation of the primary tumor: Ablation is the treatment of and removal of a part of biological tissue
(primary tumor), traditionally by surgery but more recently using a wide variety of techniques, the newest
of which is to use a catheter to target the tumor for ablation which improves outcome and reduces effects
on surrounding tissues. These techniques provide minimally invasive treatment to a primary tumor for early
stage disease or can be used for local control of metastatic tumor that might bleed or cause other symptoms
in patients with advanced disease and can be used for a wide variety of cancers in many locations.

Electrocautery was the first type of ablation used to vaporize tumors in the bladder for example when
TURBT was performed — it is still used today. But, today they call it radiofrequency ablation rather than
electrocautery when it is the technique used to destroy tumor.

Thermal techniques are generally classified as “ablative” and include radiofrequency, laser, microwave,
cryotherapy, and high intensity focused ultrasound.

Ablative techniques do not effect a lot of the surrounding tissue and can be an alternative to surgery for
more and more types of cancers. Typical tumors where ablation is a viable option include lung, bladder,

kidney, liver, and skin cancers.

RFA or radiofrequency ablation is one of the ablative techniques that is coded under ‘surgery of primary
site’ as long as it is ablation of the primary tumor and not a metastatic tumor.

When any type of ablative technique is used to treat a metastatic tumor(s) the procedure should be coded.

Most tumors treated with ablation are small (<3cm) and accessible to the probes needed to reach the tumo.
Two major factors in deciding on this treatment type.

All forms of Thermal Tumor Ablation (cold and heat) are coded in the Surgery of Primary Site data item
using Code Range 10-19.

Liver ablation is probably the most often ablation technique used and reported as ‘ablation’ alone. Some
cancers have cautery thermal ablation as part of another procedure such as TURBT, TURP.
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There is also tumor ablation for bladder, lung, skin, liver, pancreas, kidney, and even some sarcomas.

There is ‘no specimen is sent to pathology’ but there is ‘local tumor destruction’ — most use heat from some
source...but the source varies.

There are other forms of thermal ablation that are a part of the ‘ablation’ group:

Radiofrequency ablation (RFA) — high frequency electrical current ablation — can be monopolar
or multipolar,

Traditional electrocautery,

Laser ablation,

Microwave ablation,

High-intensity focused ultrasound (HIFU) ablation,

Cryoablation (cold not heat),

Surface ablation (skin),

Photodynamic therapy (lung and bladder),

Percutaneous ethanol injection,

Acetic acid injection,

Irreversible electroporation (IRE) (electrical pulse but not considered thermal ablation)

Tumor Embolization (of primary tumor and/or metastasis)

The term embolization refers to the intentional blocking of an artery or vein. The mechanism and the
reason for embolization determine how and whether it is to be recorded. “Embolization” is a procedure
performed to create an embolus, a blocked or hardened blood vessel, and is used to shut down blood flow
and blood supply to the primary tumor or to metastasis. Embolization can include injection of a chemical
like alcohol or a chemo agent to sclerose or harden key blood vessel(s) and may even trap chemo behind
the embolus; or can be performed by injecting a foreign material or substance like coils or radioactive beads
to block the artery and prevent any blood flow to the tumor.

Embolization may follow tumor ablation using RFA or other techniques to further treat the tumor or
metastases. Ccode both if this is the case.

Types of Embolization Include:

Chemo-Embolization — Uses Chemotherapy Agent(s) — TACE (transcatheter arterial
chemoembolization) is an image-guided, minimally invasive procedure for the delivery of
chemotheraputic drugs directly to the tumor. Code as chemotherapy when the embolizing agent(s)
is a chemotheraputic drug(s). Use SEER*RX to determine whether the drugs used are classified as
chemotheraputic agents. Do Not Code the method of delivery.

Alcohol-Embolization — Uses Alcohol

Radioactive Beads/Spheres

Artificial Embolus — plastic or metal coils, foam, other plugs

Treatment Code Will Depend on Type of Embolization

Chemoembolization is a procedure in which the blood supply to the tumor is blocked surgically or
mechanically and anticancer drugs are administered directly into the tumor. This permits a higher
concentration of drug to be in contact with the tumor for a longer period of time.

Code chemoembolization as Chemotherapy when the embolizing agent(s) is a chemotherapeutic
drug(s) or when the term chemoembolization is used with no reference to the agent.
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Use SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) to determine whether the drugs used
are classified as chemotherapeutic agents.

Also code as Chemotherapy when the patient has primary or metastatic cancer in the liver and the only
information about embolization is a statement that the patient had chemoembolization, tumor
embolization or embolization of the tumor in the liver.

If alcohol is specified as the embolizing agent, even in the liver, code the treatment as Other Therapy.

Radioembolization is embolization combined with injection of small radioactive beads or coils into an
organ or tumor.

Assign Radiation Modality to code 13 Radioisotopes for radioembolization procedures (e.g.
intravascular Yttrium90) for cases diagnosed January 1, 2018, or later. For cases diagnosed prior
to January 1, 2018, use code 07 Brachytherapy, NOS. See STORE for more info.

Embolization is coded as Other Therapy (code 1) if the embolizing agent is alcohol, or if the embolized
site is other than the liver and the only information in the record is that the patient was given
“embolization” with no reference to the agent.

Do not code pre-surgical embolization of hypervascular tumors with particles, coils or alcohol. These
presurgical embolizations are typically performed to make the resection of the primary tumor easier.
Examples where pre-surgical embolization is used include meningiomas, hemangioblastomas,
paragangliomas, and renal cell metastases in the brain.

Systemic Therapy: Systemic therapy encompasses the treatment modalities captured by the data items
chemotherapy, hormone therapy, and immunotherapy. These may be given alone or in combination and
may include bone marrow or stem cell transplant procedure following completion of systemic treatments.
Systemic therapies are often delivered in treatment cycles, either alone or in combination with other agents.
If a patient has an adverse reaction to one ore more of the agents, the physician may decide to change one
or more of the agents to better accommodate the clinical status of the patient. When this occurs and the
replacement agent is in the same treatment category as the original agent, there is no change in the original
treatment plan and all therapy should be coded. However, if the agent changes class of drugs or the entire
protocol is changed, or if the patient exhibits progression of disease while being treated with the initial
agent(s), any new agent(s) would not be included as part of the first course of treatment but should be
documented in the abstract as subsequent therapy Systemic agents may be administered via a variety of
routes including IV administration, oral administration, intrathecal administration (directly into the
cerebrospinal canal), intraperitoneal/intrapleural/intrapericardial agents are injected into the periotoneal
space, pleural space, or pericardial space, and using other means.

Radiation Therapy: Radiation therapy uses high-energy radiation to shrink tumors and kill cancer cells.
X-rays, gamma rays, and charged particles are types of radiation used for cancer treatment. The radiation
may be delivered by a machine outside the body (external-beam radiation therapy), or it may come from
radioactive material placed in the body near cancer cells (internal radiation therapy, also called
brachytherapy). Systemic radiation therapy uses radioactive substances, such as radioactive iodine, that
travel in the blood to kill cancer cells. Radiation therapy is sometimes given with curative intent (that is,
with the hope that the treatment will cure a cancer, either by eliminating a tumor, preventing cancer
recurrence, or both). In such cases, radiation therapy may be used alone or in combination with surgery,
chemotherapy, or both. Radiation therapy may also be given with palliative intent. Palliative treatments
are not intended to cure. Instead, they relieve symptoms and reduce the suffering caused by cancer.

FCDS Data Acquisition Manual 2025 Revised —2025



128

Neoadjuvant Therapy: Neoadjuvant Therapy is Treatment given as a first step to shrink a tumor before
the main treatment, which is usually surgery, is given. Examples of neoadjuvant therapy include radiation
therapy, and systemic therapies such as chemotherapy, biological therapies, and hormone therapy. It is a
type of induction therapy. Neoadjuvant therapies have become a mainstay for a number of common cancer
types and under certain pre-surgical conditions to improve patient outcomes. Cancer Sites often receiving
neoadjuvant therapy include but are not limited to: breast, rectum, lung, brain, stomach, etc.

Adjuvant Therapy: Adjuvant therapies are therapies delivered after the primary treatment of a cancer,
usually surgery, and may include radiation, chemotherapy, biological therapy, immunotherapy, hormonal
therapy, targeted therapy or any combination of these treatments. Adjuvant therapy usually refers to surgery
followed by chemo- or radiotherapy to help decrease the risk of the cancer recurrence/progression

Palliative Care: Palliative care is provided to prolong the patient’s life by controlling symptoms, to
alleviate persistent pain, or to make the patient comfortable. Palliataive care provided to relieve symptoms
may include surgery, radiation therapy,. Systemic therapy (chemotherapy, hormonal therapy, or other
systemic agents), and/or other pain management therapy. Patients receiving palliative care are reportable
to FCDS. This treatment may or may not be coded as part of first course of therapy.

Treatment Failure: The treatment modalities did not destroy or modify the cancer cells. The tumor either
became larger (disease progression) or stayed the same size after treatment.

Recurrence: The patient must have had a disease-free interval or remission (the cancer was not clinically
evident). Following a disease-free interval, there is documentation that the initial/original tumor gave rise
to the later tumor.

Progression: Tumor Progression is characterised by increased growth speed and invasiveness of the tumor
cells. As a result of the progression, phenotypical changes occur and the tumor becomes more aggressive
and acquires greater malignant potential.

Watchful Waiting: A treatment option for patients with slow, indolent diseases, such as prostate cancer
and chronic lymphocytic leukemia (CLL). The physician closely monitors the patient and delays treatment
until the patient becomes symptomatic or there are other signs of disease progression, such as rising PSA.
If treatment is given for symptoms/disease progression after a period of “watchful waiting,” this treatment
is not considered part of first course. For example, if a physician and patient choose a “wait and watch”
approach to prostate cancer or chronic lymphocytic leukemia and the patient becomes symptomatic,
consider the symptoms to be an indication that the disease has progressed and that any further treatment is
not part of first course. This is different than a decision not to treat — No Treatment.
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Coding Instructions:

1.

When physician decides to do watchful waiting for a patient who has prostate cancer, the first course
of therapy is no treatment. Code all of the treatment fields to 00, not done. When the disease progresses
and the patient is symptomatic; any prescribed treatment is second course.

When the patient refuses treatment the first course of therapy is no treatment. Code the treatment fields
to refused. If the patient later changes his/her mind and decides to have the prescribed treatment code:

a. Code the treatment as first course of therapy if it has been less than one year since the cancer
was diagnosed and there has been no documented disease progression.

b. Code the treatment as second course of therapy if it has been more than one year since the
original cancer was diagnosed or if there has been documented disease progression.

c. Code all treatment that was started and administered.

Example: The patient completed only the first dose of a planned 30 day chemotherapy regimen.
Code chemotherapy as administered.

If a patient has multiple primaries and the treatment given for one primary also affects/treats
the other primary, code the treatment for both primary sites.

Example 1: The patient had prostate and bladder cancer. The bladder cancer was treated with a TURB.
The prostate cancer was treated with radiation to the prostate and pelvis. The pelvic radiation includes
the regional lymph nodes for the bladder. Code the radiation as treatment for both the bladder and
prostate cases.

Example 2: The patient had a hysterectomy for ovarian cancer. The pathology report reveals a
previously unsuspected microinvasive cancer of the cervix. Code the hysterectomy as surgical
treatment for both the ovarian and cervix primaries.

If a patient has multiple primaries and the treatment given affects only one of the primaries, code the
treatments only on the site that is affected.

Example: The patient has colon and tonsil primaries. The colon cancer is treated with a hemicolectomy
and the tonsil primary is treated with radiation to the tonsil and regional nodes. Do not code the radiation
for the colon. Do not code the hemicolectomy for the tonsil.

If a patient is diagnosed with an unknown primary, code the treatment given as first course even if the
correct primary is identified later.

Example: The patient is diagnosed with metastatic carcinoma, unknown primary site. After a full
course of chemotherapy, the primary site is identified as prostate. Hormonal treatment is started. Code
the chemotherapy as first course of treatment. The hormone therapy is second course.

Treatment Codes 99 or 00: Treatment was either performed, not performed, recommended or refused.
You may not know recommended/refused. It should never be coded as 99 unknown if performed. Do
not guess if treatment was performed or not. Do not presume treatment should have been recommended
based on published Treatment Guidelines. Treatment Recommended or Refused MUST be
documented in the medical record AND it must be coded in the required treatment data item. These
instructions are for analytic or non-analytic cases. You can look on the H&P to identify surgery or
other treatment performed for a patient with recurrence or progression of their disease.
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You code only First Course Treatment. You document Subsequent Treatment(s). If you do not know
if a treatment was recommended, refused, performed or not performed — then you assign treatment code
=00 not done. In other words - Code any treatment performed, recommended and refused regardless
of where it was done or how complete your information is. Below is a bulleted list to help when coding
treatment of any type.

e First Course Treatment Must Be Coded
Subsequent Treatment Must Be Documented

e Ifyou do not know if a treatment was performed, recommended or refused — code 00 (no
treatment)

e Treatment ‘99’ is not a placeholder for treatment that might have been done, recommended or
refused

e Do not guess if treatment was done, recommended or refused.
Do not code treatment recommended based on registrar’s interpretation of treatment guidelines.

e Treatment performed, recommended or refused must be stated in the medical record by a
physician or by evidence of treatment in the record.

®  You should both document and code any treatment given/recommended/refused — and where it
was done if you know.

e There are NOS codes for any type of treatment performed, but you must have a statement that
treatment was performed.

e [Ifatreatment was performed — per history at another facility or at your facility — you code it —
even if you have to code xyz treatment, NOS.

e There are treatment-recommended codes for all types of treatment, albeit in different fields in
some cases, such as Surgery and Radiation.

e There are treatment-refused codes for all treatments, albeit in different fields in some cases, such
as Surgery and Radiation.
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DEFINITIONS OF FIRST COURSE OF TREATMENT
Leukemias And Hematopoietic Diseases

LEUKEMIAS

The first course of treatment includes all therapies planned and administered by the physician(s) during
the first diagnosis of leukemia. Record all remission-inducing or remission-maintaining therapy as the
first course of treatment. Treatment regimens often include multiple modes of therapy. The

administration of these therapies can span up to a year or longer.

A patient may relapse after achieving a first remission. All therapy administered after a relapse is not
counted as first course of treatment. It is referred to as secondary or subsequent therapy.

Leukemia is grouped or typed by how quickly the disease develops and gets worse. Chronic leukemia
gets worse slowly. Acute leukemia gets worse quickly.

Leukemia is also grouped by the type of white blood cell that is affected. The groupings are: lymphoid
leukemia and myeloid leukemia.

Definitions

Induction: Initial intensive course of chemotherapy.

Consolidation: Repetitive cycles of chemotherapy are given immediately after the remission.
Maintenance: Chemotherapy is given for months or years to maintain remission.

“Maintenance treatment given as part of the first course of planned treatment (for example, for leukemia)
is first course treatment, and cases receiving that treatment are analytic.”

Remission: The bone marrow is normocellular with less than 5% blasts, there are no signs or symptoms
of the disease, no signs or symptoms of central nervous system leukemia or other extramedullary
infiltration, and all of the following laboratory values are within normal limits: white blood cell count and
differential, hematocrit/hemoglobin level, and platelet count.

Treatment for leukemia is divided into three phases:

1. Remission induction (chemotherapy and/or biologic response modifiers)
2. CNS prophylaxis or consolidation (irradiation to brain, chemotherapy)
3. Remission continuation or maintenance (chemotherapy or bone marrow transplants).
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Coding First Course of Therapy for Leukemia and Hematopoietic Diseases:

When precise information permits, the first course of definitive treatment will be related to the first
“remission” as follows. If a patient has a partial or complete remission during the first course of therapy:

e Code all therapy that is “remission-inducing” as first course. All definitive therapy is considered
as “remission-inducing” for the first remission.

e Code all therapy that is “consolidation” as first course.

e Code all therapy that is “remission-maintaining” as first course.

All definitive therapy considered as “remission-maintaining” for the first remission, i.e.,
maintenance chemotherapy, or irradiation to the central nervous system.

Note: Do not record treatment given after the patient relapses (is no longer in remission).

Some patients do not have a remission.

A change in the treatment plan indicates a failure to induce remission. If the patient does not have a
remission:

e Record the treatment given in an attempt to induce remission.
¢ Do not record treatment administered after the change in treatment plan.

RX SUMM - SURG PRIM SITE 03-22 NAACCR ITEM #1290

Record surgery of the primary site for all cases diagnosed prior to 2023 using the Site-Specific Surgery
Codes found in Appendix F. You must use the correct year-specific set of Surgery of Primary Site Codes
based on the Date of Diagnosis. Site-specific surgical codes for this data item are found in Appendix F.

Surgery to remove regional tissue or organs is coded in this field only if the tissue or organs are removed
with the primary site in an en bloc resection. An en bloc resection is the removal of organs in one piece at
one time. DO NOT DOUBLE-CODE ANY SURGERY in more than one treatment field. For example;
do not code debulking under both Surgery of Primary Site and Surgery/Other/Reg/Distant. It is only one
procedure — and the code under Surgery of Primary Site includes the other sites debulked.

Code the most invasive, extensive, or definitive surgery if the patient has multiple surgical procedures of
the primary site even if there is no tumor found in the pathologic specimen.

1. Rx Summ — Surg of Primary Site 03-22 (Item 1290) is for all cases diagnosed prior to 1/1/2023.

2. Rx Summ - Surg 2023 is for cases diagnosed 2023 forward. The first character of the code is either an
“A” or a “B” followed by 3 numbers. “B” indicates new codes. “A” indicates new format for the old
code until it is reviewed — then the A’s become B’s with new codes and definitions. In 2023 only Skin
Site Specific Surgery Codes were updated to B codes. In 2024, pancreas, thyroid, colon, lung, and
breast were updated to B codes.

3. BOTH Items (1290 and 1291) are included in the Appendix F - Site-Specific Surgery Codes.

4. Once it is determined that cancer-directed surgery was performed, use the entire operative report as
the primary source document to determine the best surgery of primary site code. The body of the
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operative report will designate the surgeon’s planned procedure as well as a description of the procedure
that was actually performed. The pathology report may be used to complement the information
appearing in the operative report, but the operative report takes precedence.

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.

A date field is also included to document the first date of any surgery performed.

If there is no indication anywhere in the patient’s medical record that surgery was either planned or
performed enter Surgery Rx Summary as 00 or AO00/B000 — No Surgical Procedure.

There is no need to code any non-cancer-directed surgery performed (i.e., the patient had only a biopsy,
exploratory or bypass surgery without resection of the primary or metastatic tumor).

If multiple primaries are excised at the same time, code the appropriate surgery for each site.

Example:
1. Ifa 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.

2. Ifatotal colectomy was done for a patient with multiple primaries in several segments of the colon,
code total colectomy for each of the primary segments. Ignore the surgical approach when coding
procedures. Ignore the surgical margins when coding procedures. Ignore the use of laser if used
only for the initial incision.

3. Surgical procedures performed solely for the purpose of establishing a diagnosis/stage or for the
relief of symptoms, and procedures such as brushings, washings, and aspiration of cells as well as
hematologic findings (peripheral blood smears) are not considered cancer therapy.

4. Surgery for extranodal lymphomas should be coded using the schema for the extranodal site.

Example: A lymphoma of the stomach is to be coded using the schema for stomach.
Record the most invasive, extensive surgical procedure performed during the first course of therapy
(whether or not it was performed at your facility).

Note: Surgery for extranodal lymphomas should be coded using the schema for the extranodal
site. Surgeries for all other primary cancers not listed above should be coded using the general
surgery code schema for All Other Sites at the end of Appendix F.

RX SUMM - SURG 2023 NAACCR ITEM #1291

Rx Summ — Surg 2023, effective for cases diagnosed 01/01/2023 forward, describes a surgical procedure
that removes and/or destroys tissue of the primary site that is performed as part of the initial diagnostic
and staging work-up or first course of therapy.

All 2024 site-specific surgery codes begin with a letter A except for the primary sites listed below,
which start with a letter B indicating a significate change in coding. The year following the primary
site is the year the change in the surgical code was implemented for that specific primary site. Site-
specific surgical codes for this data item are found in Appendix F for cases diagnosed in 2023 and
2024 forward.

* C44.0-C44.9 Skin (2023)
* C18.0-C18.9 Colon (2024)
* C25.0-C25.9 Pancreas (2024)
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* C34.0-C34.9 Lung (2024)
« C50.0-C50.9 Breast (2024)
« C73.9 Thyroid (2024

For diagnosis years prior to 2023 code data item RX Summ-Surg Prime Site 03-22 [NAACCR #1290].
Site-specific surgical codes for this data item are found in Appendix F.

General Coding Structure

Code Description

A000 None; no surgical procedure of primary site;
diagnosed at autopsy only

A100-A190 Site-specific codes. Tumor destruction; no

pathologic specimen or unknown whether there
is a pathologic specimen

A200-A800 Site-specific  codes. Resection;  pathologic
specimen
A900 Surgery, NOS. A surgical procedure to the primary

site was done, but no information on the

type of surgical procedure is provided.

A980 Special codes for hematopoietic neoplasms; ill-
defined sites; and unknown primaries (See
site-specific codes for the sites and histologies),
except death certificate only

A990 Unknown if surgery performed- DO NOT USE
THIS CODE

Use the entire operative report as the primary source document to determine the best surgery of primary
site code. The body of the operative report will designate the surgeon’s planned procedure as well as a
description of the procedure that was actually performed. The pathology report may be used to complement
the information appearing in the operative report, but the operative report takes precedence.

Coding Instructions:

1. Code A000 or B000 when
a. No surgery was performed on the primary site, OR
b. First course of treatment was active surveillance/watchful waiting, OR
c. Case was diagnosed at autopsy
Note: Codes A000 and B00O exclude all sites and histologies that would be coded as A980.
(See Coding Instruction 10 below.)

2. Use the site-specific coding scheme corresponding to the primary site or histology.
3. Code the most invasive, extensive, or definitive surgery if the patient has multiple surgical procedures
of the primary site even if there is no residual tumor found in the pathologic specimen from the more
extensive surgery.
Example: Patient has a needle biopsy of prostate that is positive for adenocarcinoma. The patient
chooses to have a radical prostatectomy. The pathologic examination of the prostatectomy

specimen shows no residual tumor. Code the radical prostatectomy.

4. Code an excisional biopsy, even when documented as incisional, when
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a. All disease is removed (margins free), OR
b. All gross disease is removed and there is only microscopic residual at the margin

Note 1: Do not code an incisional biopsy as an excisional biopsy when there is macroscopic
residual disease.

Note 2: Shave or punch biopsies are most often diagnostic. Code as a surgical procedure only
when the entire tumor is removed and margins meet the criteria in either 4.a or 4.b above.

Example: Shave biopsy performed for a suspicious lesion on the skin of the right arm that has
been changing in size and color. The shave biopsy pathology report showed malignant melanoma
with only microscopically positive margins. Code the shave biopsy as an excisional biopsy.

5. Code total removal of the primary site when a previous procedure resected a portion of the site and the
current surgery removed the rest of the organ. The previous procedure may have been cancer directed or
non-cancer directed surgery.
Example: Left thyroidectomy for suspicious nodules. Path showed papillary carcinoma.
Completion thyroidectomy was performed. Code surgery of primary site as total thyroidectomy
(A500).

6. Assign the code that reflects the cumulative effect of all surgeries to the primary site.
a. When a previous surgical procedure to remove a portion of the primary site is followed by
surgery to remove the remainder of the primary site, code the total or final results. Do not rely on
registry software to perform this task.
Example: The patient underwent a partial mastectomy and sentinel lymph node biopsy, followed
by an axillary lymph node dissection for the first right breast primary in 2011. The separate 2020
right breast primary was treated with a total mastectomy and removal of one involved axillary
lymph node. The operative report only refers to this as a non-sentinel lymph node, with no mention
of other axillary findings. Cumulatively, this patient has undergone a modified radical mastectomy
since there were likely no remaining axillary lymph nodes. For the 2020 primary, code the
cumulative effect of the surgery done in 2011 plus the surgery performed in 2020. Use text fields
on both abstracts to record the details.

7. 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 is listed in the Surgery of Primary Site 2023 codes.
Specimens from an en bloc resection may be submitted to pathology separately.

Example: Code an en bloc removal when the patient has a hysterectomy and an omentectomy.

8. Code surgery for extra-lymphatic lymphoma using the site-specific surgery coding scheme for the
primary site. Do not use the lymph node scheme.

9. Assign the surgery code(s) that best represents the extent of the surgical procedure that was actually
carried out when surgery is aborted. If the procedure was aborted before anything took place, assign code
A000. See 1.a. above.

10. Code A800, B800, A900, or B900 only when there is no specific information.

11. Code A980 for the following primary sites unless the case is death certificate only (see #13

below).
a. Any case coded to C420, C421, C423, C424, C760-C768, or C809
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12. When Surgery of Primary Site 2023 is coded A980
a. Code Reason for No Surgery of Primary Site (#1340) to 1

13. Code A990 or B990 for death certificate only (DCO) cases or if patient record does not state whether
a surgical procedure of the primary site was performed (i.e., is unknown). DO NOT USE THIS CODE.

RX SUMM - SCOPE REG LN SUR NAACCR ITEM #1292
This field describes 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. Regional lymph node(s) are defined in numerous
manuals. Please do not code distant lymph nodes removed in this data item. Also, please do not double-
code lymph node surgery in both this field and the field Surgery Other Regional Distant Sites.

The following instructions should be applied to all surgically treated cases for all types of cancers. The
treatment of breast and skin cancer is where the distinction between sentinell ymph node biopsies (SLNBx)
and more extensive dissection of regional lymph nodes is most frequently encountered. For all other sites,
non-sentinel regional node dissections are typical, and codes 2, 6 and 7 are infrequently used.

Assign Code = 1 when only an FNA or Core Biopsy of a Regional Lymph Node has been performed. This
is not treated as ‘therapy’ any longer. So, when you code the Treatment Status Items, do not include Scope
= 1 as ‘treatment given’ or consider Scope = 1 when determining sequence of Surgery with radiatinon
therapy or systemic therapy (before or after surgery, etc). CoC finally recognized Scope = 1 is not a
treatment, it is just an FNA or Core biopsy and has no anti-neoplastic effect on the cancer.

Code | Label General Instructions Additional Notes Specific for Breast
Applying to ALL Sites (C50.x)
0 No regional No regional lymph node surgery.
lymph node
surgery
1 Biopsy or Review the operative report of to confirm | Excisional biopsy or aspiration of regional
aspiration of whether an excisional biopsy or aspiration | lymph nodes for breast cancer is
regional of regional lymph nodes was actually | uncommon. Review the operative report of
lymph node(s) | performed. If additional procedures were | to confirm whether an excisional biopsy or
performed on the lymph nodes, use the | aspiration of regional lymph nodes was
appropriate code 2-7. actually performed; it is highly possible
that the procedure is a SLNBx (code 2)
instead. If additional procedures were
performed on the lymph nodes, such as
axillary lymph node dissection, use the
appropriate code 2-7.
2 Sentinel * The operative report states that a SLNBx | « If a relatively large number of lymph
Lymph Node | was performed. nodes, more than 5, are pathologically
Biopsy * Code 2 SLNBx when the operative | examined, review the operative report to
report describes a procedure using | confirm the procedure was limited to a
injection of a dye, radio label, or | SLNBx and did not include an axillary
combination to identify a lymph node | lymph node dissection (ALND).
(possibly more than one) for
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removal/examination.

* When a SLNBx is performed, additional
non-sentinel nodes can be taken during the
same  operative  procedure.  These
additional non-sentinel nodes may be
discovered by the pathologist or
selectively removed (or harvested) as part
of the

SLNBx procedure by the surgeon. Code
this as a SLNBx (code 2). If review of the
operative report confirms that a regional
lymph node dissection followed the
SLNBx, code these cases as 6.

* Infrequently, a SLNBx is attempted and
the patient fails to map (i.e. no sentinel
lymph nodes are identified by the dye
and/or radio label injection) and no sentinel
nodes are removed. Review the operative
report to confirm that an axillary incision
was made and a node exploration was
conducted. Patients undergoing SLNBx
who fail to map will often undergo ALND.
Code these cases as 2 if no ALND was
performed, or 6 when ALND was
performed during the same operative event
Enter the appropriate number of nodes
examined and positive in the data items
Regional  Lymph  Nodes  Examined
(NAACCR TItem #830) and Regional
Lymph Nodes Positive (NAACCR Item
#820).

Number of
regional
lymph nodes
removed
unknown or
not stated;
regional
lymph nodes
removed,
NOS

1-3 regional
lymph nodes
removed

4 or more
regional
lymph nodes
removed

* The operative report states that a regional
lymph node dissection was performed (a
SLNBx was not done during this
procedure or in a prior procedure).

* Code 3 (Number of regional lymph
nodes removed unknown, not stated;
regional lymph nodes removed, NOS).
Check the operative report to ensure this
procedure is not a SLNBx only (code 2),
or a SLNBx with a regional lymph node
dissection (code 6 or 7).

* Code 4 (1-3 regional lymph nodes
removed) should be used infrequently.
Review the operative report to ensure the
procedure was not a SLNBx only.

* Code 5 (4 or more regional lymph nodes
removed). If a relatively small number of
nodes was examined pathologically,
review the operative report to confirm the
procedure was not a SLNBx only (code 2).
If a relatively large number of nodes was
examined pathologically, review the
operative report to confirm that there was
not a SLNBx in addition to a more
extensive regional lymph node dissection
during the same, or separate, procedure
(code 6 or 7).

* Infrequently, a SNLBx is attempted and
the patient.

Generally, ALND removes at least 7~9
nodes. However, it is possible for these
procedures to remove or harvest fewer
nodes. Review the operative report to
confirm that there was not a SLNBx in
addition to a more extensive regional
lymph node dissection during the same
procedure (code 6 or 7).

Sentinel node
biopsy and
code 3,4,0r5
at same time,

+ SNLBx and regional lymph node
dissection (code 3, 4, or 5) during the same
surgical event, or timing not known

* Generally, SLNBx followed by a

* Generally, SLNBx followed by ALND
will yield a minimum of7-9 nodes.
However it is possible for these procedures
to harvest fewer (or more) nodes.
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or timing not
stated

regional lymph node completion will yield
a relatively large number of nodes.
However it is possible for these
procedures to harvest only a few nodes.

* [f relatively few nodes are pathologically
examined, review the operative report to
confirm whether the procedure was
limited to a SLNBx only.

* Infrequently, a SNLBXx is attempted and
the patient fails to map (i.e. no sentinel
lymph nodes are identified by the dye
and/or radio label injection.) When
mapping fails, the surgeon usually
performs a more extensive dissection of
regional lymph nodes. Code these cases as

« If relatively few nodes are pathologically
examined, review the operative report to
confirm whether the procedure was limited
to a SLNBx, or whether a SLNBx plus an
ALND was performed.

7 Sentinel node
biopsy and
code 3,4, 0or 5
at different
times

*SNLBx and regional lymph node
dissection (code 3, 4, or 5) in separate
surgical events.

* Generally, SLNBx followed by regional
lymph node completion will yield a
relatively large number of nodes.
However, it 1is possible for these
procedures to harvest only a few nodes.
*If relatively few nodes are pathologically
examined, review the operative report to
confirm whether the procedure was
limited to a SLNBx only.

9 9 Unknown or
not

* The status of regional lymph node evaluation should be known for surgically-treated
cases (i.e., cases coded 19-90 in the applicable data item Surgery of Primary Site
[NAACCR Item #1290]). Review surgically treated cases coded 9 in Scope of Regional/

Lvmph Node Surgery to confirm the code.

General Instructions:

Use the operative report as the primary sources 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 SNLBx and regional lymph node dissection. The operative report will designate the
surgeon’s planned procedure as well as a description of the procedure that was actually performed. 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 regional lymph node
dissection or a combination of these 2 procedures. Do not use the number of lymph nodes removed and
pathologically examined as the sole means of distinguishing between a SLNBx and a regional lymph node

dissection.

Coding Instructions:

1. Do not double-code surgical procedures in more than one surgery field. This field is for regional
lymph node procedures, only. Do not code surgical procedures on distant lymph nodes in this field.

2. Code 0 when regional lymph node removal procedure was not performed.
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3. Code 0 if there is no indication anywhere in the patient’s medical record that regional lymph node
surgery was either planned or performed.

4. Codes 1-7 are hierarchical. Code the procedure that is numerically higher.

5. The regional lymph node surgical procedure(s) may be done to diagnose cancer, stage the disease, or
as part of the initial treatment. Record all surgical procedures that remove, biopsy, or aspirate regional
lymph node(s) whether or not there were any surgical procedures of the primary site.

Example: Patient has a sentinel node biopsy of a single lymph node. Assign code 2 (Sentinel

lymph node biopsy [only]).

6. The Scope of Regional Lymph Node field is cumulative; add the number of all of the lymph nodes
removed during each surgical procedure performed as part of the first course of treatment.

Example: Patient has a positive cervical node biopsy. The pathology report from a subsequent node
dissection identifies three cervical nodes. Assign code 5 (4 or more regional lymph nodes removed).

7. If the operative report lists a lymph node dissection, but no nodes were found by the pathologist, code
the Scope of Regional Lymph Node Surgery to 0 (No lymph nodes removed)

8. Ifthe patient has two primaries with common regional lymph nodes, code the removal of regional nodes
for both primaries.

Example: Patient has a cystoprostatectomy and pelvic lymph node dissection for bladder cancer.
Pathology identifies prostate cancer as well as the bladder cancer and 4/21 nodes positive for metastatic
adenocarcinoma. Code Scope of Regional Lymph Node Surgery to 5 (4 or more regional lymph nodes
removed) for both primaries.

7. Code Scope 9 for:
a. Primary sites
. Brain (C700-C709) OR
. Spinal cord (C710-C719) OR
. Cranial nerves and other parts of the central nervous system (C720-C729)
. Endocrine glands and related structures (C751-C753)
b. Lymphoma with primary site in lymph nodes (C770-C779) AND histology:
Histologies: 9590-9726, 9728-9732, 9734-9740, 9750-9762, 9811-9831, 9940, 9948 and 9971
c. Hematopoietic, reticuloendothelial, immunoproliferative, or myeloproliferative disease
e Primary sites: C420, C421, C423, or C424 AND
o Histologies: 9727, 9733, 9741-9742, 9764-9809, 9832, 9840-9931, 9945-9946, 9950-9967,
and 9975-9993
e Unknown or ill-defined sites (C760-C768, C809)

RX SUMM - SURG OTH REG/DIS NAACCR ITEM #1294

Enter the surgical removal of distant lymph nodes or other tissue(s)/organ(s) beyond the primary site. This
field is for all procedures that do not meet the definitions of Surgery of Primary Site. The removal of non-
primary tissue documents the extent of surgical treatment and is useful in evaluating the extent of metastatic
involvement.
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Do not double-code surgical procedures in more than one surgery field. This field is for other than primary
site resection procedures and/or regional lymph node procedures. Often adjacent regional structures and
organs are removed incidentally or as part of a standard routine operative procedure. Do not include
removal of these organs as Surgery Other/Regional/Distant Sites. The removal of the incidental organs are
generally included in the Surgery of Primary Site Code or as a Debulking Procedure Code under Surgery
of Primary Site. Do Not Double-Code Resected Tissues.

Code 0 if there is no indication in the patient’s medical record that surgical resection of distant lymph
node(s) and/or regional/distant tissue or organs was planned or performed.

Code the highest numerical code that describes the surgical resection of distant lymph node(s) and/or
regional/distant tissue or organs.

Example: A patient has an excisional biopsy of a hard palate lesion that is removed from the roof of the
mouth and a resection of a metastatic lung nodule during the same surgical event. Code the resection of
the lung nodule as 3 (distant site).

Code the removal of non-primary tissue that was removed because the surgeon suspected it was involved
with the malignancy even if the pathology is negative.

Do not code the incidental removal of tissue. Incidental is defined as tissue removed for reason other than
the malignancy.

Example: During a colon resection, the surgeon noted that the patient had cholelithiasis and removed the
gall bladder. Do not code removal of the gall bladder.

Code | Label Description

No surgical procedure of nonprimary site was
0 None .

performed. Diagnosed as autopsy.

Nonprimary surgical resection to other site(s),
1 Nonprimary surgical procedure performed unknown if whether the site(s) is regional or

distant.

Nonprimary surgical procedure to other

2 . . Resection of regional site.
regional sites
Nonprimary surgical procedure to distant . .
3 lymph node(s) Resection of distant lymph node(s)
4 Nonprimary surgical procedure to distant site | Resection of distant site.
5 Combination of codes 2, 3, or 4 OArnj/ combination of surgical procedures 2, 3,
It is unknown whether any surgical procedure
9 Unknown of a nonprimary site was performed. ONLY
USE FOR DEATH CERTIFICATE CASES
RX DATE OF FIRST SURGICAL PROCEDURE NAACCRITEM #1200

Records the earliest date on which any first course surgical procedure was performed. This could be the
date of first biopsy (FNA, core, incisional or excisional) or date of resection if not preceded by biopsy.
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Coding Instructions:

Record the date of the first surgical procedure of the types coded as RX Summ—Surg Prim Site 03-22
(NAACKCR Item #1290) or RX Summ-Surg 2023 (NAACCR Item #1291), Scope of Regional Lymph Node
Surgery (NAACCR Item #1292) (excluding code 1) or Surgical Procedure/Other Site (NAACCR Item
#1294) performed at this or any facility.

The date in this item may be the same as that in Date of Most Definitive Surgical Resection of the Primary
Site (NAACCR Item #3170), if the patient received only one surgical procedure and it was a resection of
the primary site.

DATE MOST DEFINITIVE SURG RESECTION NAACCR ITEM #3170

Records the date of the most definitive (most extensive) surgical procedure of the primary site that was
performed as part of the first course of treatment.

This item is used to measure the lag time between diagnosis and the most definitive surgery of the primary
site and to evaluate treatment efficacy.

Coding Instructions:
e Record the date on which the surgery described by surgical procedure of primary site (NAACCR
Item #1290) or (NAACCR ITEM #1291), was performed at this or any facility.
The date in this item may be the same as that in Date of First Surgical Procedure (NAACCR Item #1200),
if the patient received only one surgical procedure and it was a resection of the primary site.

REASON FOR NO SURGERY NAACCR ITEM #1340

This data item records the reason that surgery of the primary site was not part of the first course of
treatment.

Code Description

0 Surgery of the primary site was performed.

1 Surgery of the primary site was not performed because it was not part of the planned first-
course treatment.

2 Surgery of the primary site was not recommended/performed because it was contraindicated
due to patient risk factors (comorbid conditions, advanced age, etc.)

5 Surgery of the primary site was not performed because the patient died prior to planned or
recommended surgery.

6 Surgery of the primary site was not performed; it was recommended by the patient’s

physician, but was not performed as part of the first-course of therapy. No reason was noted
in patient record.

7 Surgery of the primary site was not performed; it was recommended by the patient’s
physician, but this treatment was refused by the patient, the patient’s family member, or the
patient’s guardian. The refusal was noted in patient record.

8 Surgery of the primary site was recommended, but it is unknown if it was performed. Further
follow-up is recommended.
9 It is unknown whether surgery of the primary site was performed. Diagnosed at autopsy or

death certificate only. ONLY FOR DEATH CERTIFICATE CASES
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Coding Instructions:

1.

Assign code 0 when surgery of the primary site was performed (Surgery of Primary Site is coded in
the range of 10-90 or coded in the range of A100-A900 or B100-B900 (the patient did have surgery
of primary site).

2. Assign a code in the range of 1-8 if Surgery of Primary Site is coded 00 or 98, or Surgery of Primary

Site 2023 is coded A000 or B0OO.

3. Assign code 1

a. Primary site is C420, C421, C423, C424, C760-C768, or C809
Note: Surgery is not standard treatment for these cases.

b. There is no information in the patient’s medical record about surgery AND It is known that
surgery is not usually performed for this type and/or stage of cancer OR There is no reason to
suspect that the patient would have had surgery of primary site.

c. Ifthe treatment plan offered multiple treatment options and the patient selected treatment that did
not include surgery of the primary site. Patient elects to pursue no treatment following the
discussion of radiation treatment. Discussion does not equal a recommendation.

d. Active Surveillance or Watchful waiting (prostate)

e. Patient diagnosed at autopsy

4. Assign code 6

a.  When it is known that surgery was recommended AND

b. It is known that surgery was not performed AND

c. There is no documentation explaining why surgery was not done.

5. Assign code 7 if the patient refused recommended surgery, or made a blanket statement that he/she
refused all treatment.

6. Assign code 8 if the treatment plan offered/recommended surgery, but it is unknown if the patient
actually had the surgery.

Note: Referral to a surgeon is equivalent to a recommendation for surgery.

Example: There is documentation in the medical record that the primary care physician referred the

patient to a surgical oncologist. Follow-back to the surgical oncologist and primary care physician

yields no further information. Assign code 8, it is known that surgery was recommended but there is
no information on whether or not the patient actually had the surgical procedure.
7. Assign code 9

a.  When there is no documentation that surgery was recommended or performed.

b. Death certificate only.

c. Autopsy only.

RX TEXT - SURGERY NAACCR ITEM #2610

Enter information describing the surgical procedure(s) performed as part of first course of therapy. Include
dates and chronology of care. See Appendix L.
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PHASE I RADIATION TREATMENT MODALITY NAACCR ITEM # 1506

Identifies the radiation modality administered during the first phase of radiation treatment delivered during
the first course of treatment. Radiation modality reflects whether a treatment was external beam,
brachytherapy, a radioisotope as well as their major subtypes, or a combination of modalities. This data
item should be used to indicate the radiation modality administered during the first phase of radiation.

Historically, the Regional Treatment Modality data item [1570] utilized codes that were not mutually
exclusive. Rather, it included codes describing a mix of modalities, treatment planning techniques, and
delivery techniques that are commonly utilized by radiation oncologists. The goal of the 2018
implementation of separate phase-specific data items for the recording of radiation modality and radiation
treatment planning techniques is to clarify this information and implement mutually exclusive categories.

Many new devices, methods and descriptions for some radiation therapy approaches are referenced by
brand name, methodology name, or other descriptive terminology. Below are some helpful definitions and
a website that is helpful in learning what these the radiation therapy methods or devices or approaches do
and how they should be understood. This is to help with terminology. It is up to the registrar to learn
whether dosing is high-dose or low-dose based on the application device. When a device is removed after
the administration of a dose of radiation, the dose is usually high-dose. When the application device or
method remains in place when the patient goes home, the dose is usually low-dose.

EBRT — external beam radiation therapy

IMRT - intensity modulated radiation therapy

IGRT — image-guided radiation therapy

Particle Therapy — proton therapy/carbon ion therapy

SRS — stereotactic radiosurgery

SBRT - stereotactic body radiation therapy

SABR - stereotactic ablative radiation tehrapy

Brachytherapy LDR/HDR — low dose/high dose brachytherapy and devices used to deliver LDR/HDR

Assign Radiation Modality to code 13 Radioisotopes for radioembolization procedures (e.g.
intravascular Yttrium90) for cases diagnosed January 1, 2018, or later. For cases diagnosed prior to

January 1, 2018, use code 07 Brachytherapy, NOS. See STORE for more info.

https://www.targetingcancer.com.au/radiation-therapy/ebrt/

Phase I Radiation Treatment Modality Codes:

00 No radiation treatment

01 External beam, NOS

02 External beam, photons

03 External beam, protons

04 External beam, electrons
05 External beam, neutrons
06 External beam, carbon ions

07 Brachytherapy, NOS

08 Brachytherapy, intracavitary, LDR

09 Brachytherapy, intracavitary, HDR
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10 Brachytherapy, Interstitial, LDR

11 Brachytherapy, Interstitial, HDR

12 Brachytherapy, electronic

13 Radioisotopes, NOS

14 Radioisotopes, Radium-232

15 Radioisotopes, Strontium-89

16 Radioisotopes, Strontium-90

98 Radiation treatment administered; modality unknown

99 Unknown if radiation treatment administered — ONLY FOR DEATH CERTIFICATE CASES
RX DATE RADIATION NAACCR ITEM #1210

Records the date on which radiation therapy began at any facility that is part of the first course of treatment.

Coding Instructions:

1.

If you know that radiation therapy was performed as a part of the first course of therapy, but do not
know the exact date the therapy was initiated, estimate the date therapy was initiated.

2. The date when treatment started will typically be found in the radiation oncologist’s summary letter for
the first course of treatment.
REASON FOR NO RADIATION NAACCR ITEM #1430

Reason for No Radiation identifies why radiation therapy was not provided to the patient and distinguishes
a physician’s not recommending this therapy due to contraindicating conditions from a patient’s refusal of
a recommended treatment plan.

Coding Instructions:

If Regional Treatment Modality (NAACCR Item #1570) is coded 00, then record the reason based on
documentation in patient record.

Code 1 if the treatment plan offered multiple options and the patient selected treatment that did not
include radiation therapy.

Code 7 if the patient refused recommended radiation therapy, made a blanket refusal of all
recommended.

treatment, or refused all treatment before any was recommended.

Code 8 if it is known that a physician recommended radiation treatment, but no further documentation
is available yet to confirm its administration.

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.

Cases coded 8 should be followed and updated to a more definitive code as appropriate.

Code 9 if the treatment plan offered multiple options, but it is unknown which treatment, if any, was
provided.
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Code | Definition

0 Radiation therapy was administered.

1 Radiation therapy was not administered because it was not part of the planned first course
treatment.

2 Radiation therapy was not recommended/administered because it was contraindicated due to

other patient risk factors (comorbid conditions, advanced age, progression of tumor prior to
planned radiation etc.).

5 Radiation therapy was not administered because the patient died prior to planned or
recommended therapy.

6 Radiation therapy was not administered; it was recommended by the patient’s physician, but
was not administered as part of first course treatment. No reason was noted in patient record.

7 Radiation therapy was not administered; it was recommended by the patient’s physician, but
this

treatment was refused by the patient, the patient’s family member, or the patient’s guardian.
The refusal was noted in patient record.

Code | Definition

8 Radiation therapy was recommended, but it is unknown whether it was administered.

9 It is unknown if radiation therapy was recommended or administered. Death certificate and
autopsy cases only.

RX TEXT—RADIATION (BEAM) NAACCR ITEM #2620

Enter the types of beam radiation administered to the patient as part of first course of therapy. Include
dates and chronology of care. See Appendix L

Suggestion for text:

e Date when radiation treatment began

e Where treatment was given, e.g., at this facility, at another facility

¢ Other treatment information, e.g., patient discontinued after 5 treatments; unknown if radiation was
given

RX TEXT--RADIATION OTHER NAACCR ITEM #2630

Enter the types of non-beam radiation administered to the patient as part of first course of therapy.
Include dates and chronology of care. See Appendix L

Suggestion for text:

e Date treatment was started

e Where treatment was given, e.g., at this facility, at another facility

e Other treatment information, e.g., unknown if radiation was given

RX SUMM--SURG/RAD SEQ NAACCR ITEM #1380
Codes for the sequencing of radiation and surgery given as part of the first course of treatment.

Coding Instructions:

1. Surgical procedures include RX Summ—Surg Prim Site 03-22 (NAACCR Item #1290) or Surgery of
Primary Site 2023 (codes A100-A900 or B100-B900); Scope of Regional Lymph Node Surgery
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(NAACKCR Item #1292) (excluding code 1); Surgical Procedure/Other Site (NAACCR Item #1294). If
all of these procedures are coded 0, then this item should be coded 0.

If the patient received both radiation therapy and any one or a combination of the following surgical
procedures: RX Summ—Surg Prim Site, Regional Lymph Node Surgery (excluding code 1), or
Surgical Procedure/Other Site, then code this item 2-9, as appropriate.

Code | Label Definition
. No radiation therapy given; and/or no surgery of the primary site; no
0 i%;g?ﬁ;;?cgllemp M scope of .regiongl lymph npde surgery; no surgery to other regiopal
procedures site(s), distant site(s), or distant lymph node(s); or no reconstructive
surgery. Diagnosed at autopsy.
Radiation therapy Radiation therapy given before surgery  to primary site; scope of
2 before surgery regional lymph node surgery (excluding code 1), surgery to other
regional site(s), distant site(s), or distant lymph node(s).
Radiation therapy Radiation therapy given after surgery to primary site; scope of
3 after surgery regional lymph node surgery (excluding code 1), surgery to other
regional site(s), distant site(s), or distant lymph node(s).
Radiation therapy Radiation therapy given before and after any surgery to primary site;
4 both before and after scope of regional lymph node surgery (excluding code 1), surgery to
surgery other regional site(s), distant site(s), or distant lymph node(s).
Intraoperative Intr-aoperative therapy given during surgery to primary site; scope of
5 radiation therapy regional lymph node surgery (excluding code 1), surgery to other
regional site(s), distant site(s), or distant lymph node(s).
Intraoperative Intraoperati\(e radiation therapy given during surgery to primary site;
radiation therapy with scope of r.eglongl lymph. node surgery (exgludmg code 1), surgery.to
6 other therapy other reglpngl site(s), distant .51t.e(s), or distant lymph node(s) with
administered before or other rad}atlon therapy gdmlnlstered before or after surgery to
after surgery primary site; scope of regional lymph node surgery, surgery to other
regional site(s), distant site(s), or distant lymph node(s).
Radiation was administered between two separate surgical
7 Surgery both before procedures to the primary site; regional lymph nodes (excluding code
and after surgery 1); surgery to other regional site(s), distant site(s), or distant lymph
node(s).
Administration of radiation therapy and surgery to primary site,
scope of regional lymph node surgery, surgery to other regional
site(s), distant site(s), or distant lymph node(s) were performed and
9 Sequence unknown the sequence of the treatment is not stated in the patient record. It is

unknown is radiation therapy was administered and/or it is unknown
if surgery to primary site; scope of regional lymph node surgery,
surgery to other regional site(s), distant site(s), or distant lymph
node(s) were performed.
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RX-SUMM-CHEMO NAACCR ITEM #1390

Records the type of chemotherapy administered as first course treatment at this and all other facilities. If
chemotherapy was not administered, then this item records the reason it was not administered to the patient.

Always use the SEER*Rx Online Lookup to be sure you are coding the correct type of systemic therapy
(chemotherapy, hormonal therapy, biological/targeted therapy, other therapy).
(https://seer.cancer.gov/tools/seerrx/).

Chemotherapy consists of a group of anticancer drugs that inhibit the reproduction of cancer cells by
interfering with DNA synthesis and mitosis.

Enter the type of chemotherapy administered during the first course of therapy. Enter the name of each
agent given to ensure the correct code of single, multiple agents or unknown number agents is correct.

Coding Instructions:

1. Code 00 if there is no indication anywhere in the patient’s medical record that chemotherapy was either
planned or administered.

2. Code 00 if chemotherapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

3. Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not
include chemotherapy.

4. Codes 82, 85, 86, 87 if it is known that 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.

e Assign code 82 when chemotherapy is a customary option for the primary site/histology but it
was not administered due to patient risk factors, such as
a. Advanced age
b. Comorbid condition(s) (heart disease, kidney failure, other cancer, etc.)
c. Progression of tumor prior to administration
e Assign code 87 when
a. The patient refused recommended chemotherapy
b. The patient made a blanket refusal of all recommended treatment and chemotherapy is a
customary option for the primary site/histology
c. The patient refused all treatment before any was recommended and chemotherapy is a
customary option for the primary site/histology
e Assign code 88 when the only information available is
a. The patient was referred to an oncologist
b. Insertion of port-a-cath
c. Code 88 if chemotherapy was planned, but not started at the time of the most recent follow-up.
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ONLY USE CODE 99 FOR DEATH CERTIFICATE ONLY CASES.

Code chemoembolization as 01, 02, or 03 depending on the number of chemotherapeutic agents
involved.

The physician may change a drug during the first course of therapy because the patient cannot tolerate
the original agent

a. This is a continuation of the first course of therapy when the chemotherapeutic agent
that is substituted belongs to the same group (alkylating, antimetabolites, natural
products, targeted therapy, or other miscellaneous)

b. Do not code the new agent as first course therapy when the original chemotherapeutic
agent is changed to one that is NOT in the same group. Code only the original agent as
first course. When the new agent is in a different group, it is second course therapy.

c. Use SEER*Rx and compare the subcategory of each chemotherapy agent to determine
whether or not they belong to the same group (subcategory). See “e” below for the
groups and their definitions. Source: SEER Program Coding and Staging Manual
2024, Section VII: First Course of Therapy

Code the chemotherapeutic agents whose actions are chemotherapeutic only; do not code the
method of administration.

Combination chemotherapy containing prednisone (a hormone) should be coded in this field by
counting the number of chemotherapy agents in the combination (excluding prednisone).

If chemotherapy was provided as a radiosensitizer or radioprotectant DO NOT code as chemotherapy

treatment. When chemotherapy is given for radiosensitization or radioprotection it is given in low
doses that do not affect the cancer.

Refer to the online SEER*Rx Interactive Drug Database (https.//seer.cancer.gov/tools/seerrx/) for a

list of chemotherapeutic, hormonal and biological anti-neoplastic agents.

Code | Description

00 None, chemotherapy was not part of the first course of therapy; not customary therapy for this
cancer

01 Chemotherapy, NOS

02 Chemotherapy, single agent

03 Chemotherapy, multiple agents (combination regimen)

82 Chemotherapy was not recommended/administered because it was contraindicated due to patient
risk factors (comorbid conditions, advanced age, etc.).

85 Chemotherapy was not administered because the patient died prior to planned or recommended
therapy.

86 Chemotherapy was not administered; it was recommended by the patient’s physician, but was not

administered as part of first-course therapy. No reason was noted in the patient record.
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87 Chemotherapy was not administered; the patient’s physician recommended it, but this treatment
was refused by the patient, the patient’s family member, or patient’s guardian. The refusal was
noted in the patient record.

88 Chemotherapy was recommended, but it is unknown if it was administered

99 Unknown if chemotherapy was recommended or administered because it is not stated in patient

medical record; ONLY USE FOR DEATH CERTIFICATE CASES

Chemotherapeutic Agents
Chemotherapeutic agents are chemicals that affect cancer tissue by means other than hormonal
manipulation.

Chemotherapeutic agents can be divided into five groups:

1. Alkylating agents
2. Antimetabolites
3. Natural products
4. Targeted therapy
5. Miscellaneous
Alkylating Agents

Alkylating agents are not cell-cycle-specific. Although they are toxic to all cells, they are most
active in the resting phase of the cell. Alkylating agents directly damage DNA to prevent the cancer
cell from reproducing. Alkylating agents are used to treat many different cancers including acute
and chronic

leukemia, lymphoma, Hodgkin disease, multiple myeloma, sarcoma, and cancers of the lung,
breast, and ovary. Because the drugs damage DNA they can cause long-term damage to the bone
marrow and can, in rare cases, lead to acute leukemia. The risk of leukemia from alkylating agents
is “dose-dependent.”

Examples of alkylating agents include
» Mustard gas derivatives/nitrogen mustards: mechlorethamine, cyclophosphamide, chlorambucil,

melphalan, and ifosfamide

* Ethylenimines: thiotepa and hexamethylmelamine

* Alkylsulfonates: busulfan

» Hydrazines and Trizines: altretamine, procarbazine, dacarbazine, and temozolomide

* Nitrosureas: carmustine, lomustine, streptozocin, and nitrosourea are unique because they can
cross the blood-brain barrier and can be used in treating brain tumors

* Metal salts: carboplatin, cisplatin, and oxaliplatin

Antimetabolites

Antimetabolites are cell-cycle specific. Antimetabolites are very similar to normal substances
within the cell. When the cells incorporate these substances into the cellular metabolism, they are
unable to divide. Antimetabolites are classified according to the substances with which they
interfere.

* Folic acid antagonist: methotrexate

* Pyrimidine antagonist: 5-fluorouracil, floxuridine, cytarabine, capecitabine, and gemcitabine
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* Purine antagonist: 6-mercaptopurine and 6-thioguanine
* Adenosine deaminase inhibitor: ladribine, fludarabine, nelarabine, and pentostatin

3. Natural Products

a. Plant Alkaloids are cell-cycle specific which means they attack the cells during various phase
of division. They block cell division by preventing microtubule function. Microtubules are vital for
cell division. Without them, division cannot occur. Plant alkaloids, as the name implies, are derived
from certain types of plants.

* Vinca alkaloids: vincristine, vinblastine, and vinorelbine

* Taxanes: paclitaxel and docetaxel

*» Podophyllotoxins: etoposide and teniposide

» Camptothecan analogs: irinotecan and topotecan
b. Antitumor antibiotics are also cell-cycle specific and act during multiple phases of the cell cycle.
They are made from natural products and were first produced by the soil fungus Streptomyces.
Antitumor antibiotics form free radicals that break DNA strands, stopping the multiplication of
cancer cells.

* Anthracyclines: doxorubicin, daunorubicin, epirubicin, mitotane, and idarubicin

» Chromomycins: dactinomycin and plicamycin

» Miscellaneous: mitomycin and bleomycin

c.Topoisomerase inhibitors interfere with the action of topoisomerase enzymes (topoisomerase I
and II). They control the manipulation of the structure of DNA necessary for replication.

» Topoisomerase [ inhibitors: irinotecan, topotecan

* Topoisomerase II inhibitors: amsacrine, etoposide, etoposide phosphate, teniposide

4. Targeted Therapy

Targeted cancer therapies are drugs or other substances that block the growth and spread of
cancer by interfering with specific molecules ("molecular targets") that are involved in the
growth, progression, and spread of cancer. Targeted cancer therapies are sometimes called
"molecularly targeted drugs," "molecularly targeted therapies," "precision medicines," or
similar names. Examples of molecularly targeted therapy are imatinib (Gleevec), lapatinib
(Tykerb), erlotinib (Tarceva), sunitinib (Sutent).

5. Miscellaneous

Miscellaneous antineoplastics that are unique

* Ribonucleotide reductase inhibitor: hydroxyurea

* Adrenocortical steroid inhibitor: mitotane

* Enzymes: asparaginase and pegaspargase

* Antimicrotubule agent: estramustine

* Retinoids: bexarotene, isotretinoin, tretinoin (ATRA)

Source: SEER Program Coding and Staging Manual 2024, Section VII: First Course of Therapy
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RX DATE - CHEMO NAACCR ITEM #1220
Records the date of initiation of chemotherapy that is part of the first course of treatment.

Coding Instructions:
Enter the date chemotherapy was initiated that is part of the first course of treatment.

RX TEXT—CHEMO NAACCR ITEM #2640

Enter the documentation regarding chemotherapy treatment of the tumor being reported. Include dates
and chronology of care. See Appendix L.

Suggestion for text:

¢ Date when chemotherapy began

e Where treatment was given, e.g., at this facility, at another facility

¢ Type of chemotherapy, e.g., name of agent(s) or protocol - NAME EACH AGENT GIVEN

e Other treatment information, e.g., treatment cycle incomplete, unknown if chemotherapy was given

RX SUMM - HORMONE NAACCR ITEM #1400

Records the type of hormone therapy administered as first course treatment at this and all other facilities.
If hormone therapy was not administered, then this item records the reason it was not administered to the
patient.

Always use the SEER*Rx Online Lookup to be sure you are coding the correct type of systemic therapy
(chemotherapy, hormonal therapy, biological/targeted therapy, other therapy).
(https://seer.cancer.gov/tools/seerrx/).

Hormone therapy consists of a group of drugs that may affect the long-term control of a cancer’s growth.

It is not usually used as a curative measure. Name each agent given.

Code Description

None, hormone therapy was not part of the planned first course of therapy; not usually

00 administered for this type and/or stage of cancer; diagnosed at autopsy only.

01 Hormone therapy administered as first course therapy.

Hormone therapy was not recommended/administered because it was contra indicated due
82 to
patient risk factors (comorbid conditions, advanced age, etc.).

Hormone therapy was not administered because the patient died prior to planned or

85 recommended therapy.

Hormone therapy was not administered. It was recommended by the patient’s physician,
86 but was not administered as part of the first course of therapy. No reason was stated in the
patient record.
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Hormone therapy was not administered. It was recommended by the patient’s physician,
87 but this treatment was refused by the patient, a patient’s family member, or the patient’s
guardian. The refusal was noted in the patient record.

88 Hormone therapy was recommended, but it is unknown if it was administered.

It is unknown whether a hormonal agent(s) was recommended or administered because it

» is not stated in patient record. ONLY USE FOR DEATH CERTIFICATE CASES

Coding Instructions:

1. Assign code 00 when

a) There is no information in the patient’s medical record that hormone therapy was either planned
or administered

b) There is no reason to suspect that the patient would have had hormone therapy
c) Ifthe treatment plan offered multiple treatment options and the patient selected treatment that
d) did not include hormone therapy
e) Patient elects to pursue no treatment following the discussion of hormone therapy treatment.
f) Only information available is that the patient was referred to an oncologist. Referral does not
g) equal a recommendation.
h) Watchful waiting (prostate)
i) Patient diagnosed at autopsy

2. ONLY USE CODE 99 FOR DEATH CERTIFICATE CASES.

Refer to the online SEER*Rx Interactive Drug Database (https://seer.cancer.gov/tools/seerrx/) for a list
of chemotherapeutic, hormonal and biological anti-neoplastic agents.

RX DATE — HORMONE NAACCR ITEM #1230

Records the date of initiation of hormone therapy that is part of the first course of treatment.

Coding Instructions:
Record the first or earliest date on which hormone therapy was administered by any facility. This date
corresponds to administration of the agents coded in RX Summ Hormone (NAACCR Item #1390).

RX TEXT—HORMONE NAACCR ITEM #2650

Enter the documentation regarding the hormone treatment of the tumor being reported. Include dates and
chronology of care. See Appendix L

Suggestion for text:

e Date treatment was started

e Where treatment was given, e.g., at this facility, at another facility

¢ Type of hormone or antihormone, e.g., Tamoxifen

¢ Type of endocrine surgery or radiation, e.g., orchiectomy

e Other treatment information, e.g., treatment cycle incomplete; unknown if hormones were given
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RX SUMM - BRM/IMMUNOTHERAPY NAACCR ITEM #1410

Records the date of initiation of immunotherapy or a biologic response modifier (BRM) that is part of the
first course of treatment. Immunotherapy (biological response modifier) consists of biological or chemical
agents that alter the immune system or change the host’s response to the tumor cells.

Refer to the online SEER*Rx Interactive Drug Database (https://seer.cancer.gov/tools/seerrx/) for a list
of chemotherapeutic, hormonal and biological anti-neoplastic agents.

Types of immunotherapy

Interferons: Interferons belong to a group of proteins called cytokines. They are produced naturally by the
white blood cells in the body. Interferon-alpha is able to slow tumor growth directly as well as activate the
immune system. It is used for a number of cancers including multiple myeloma, chronic myelogenous
leukemia (CML), hairy cell leukemia, and malignant melanoma.

Cancer Vaccines: Cancer vaccines are still in the experimental phase and are not coded in this data item.
They may be coded in the field Other Therapy. Currently clinical trials use cancer vaccines for brain,
breast, colon, kidney, lung, melanoma and ovary.

Interleukins (IL-2) are often used to treat kidney cancer and melanoma.

Monoclonal Antibodies: Monoclonal antibodies are produced in a laboratory. The artificial antibodies are
injected into the patient to seek out and disrupt cancer cell activities and to enhance the immune response
against the cancer. For example, Rituximab (Rituxan) may be used for non-Hodgkin lymphoma, and
trastuzumab (Herceptin) may be used for certain breast cancers.

Coding Instructions:

1. Assign code 00
a. When there is no information in the patient’s medical record that immunotherapy was either
planned or administered
b. There is no reason to suspect that the patient would have had immunotherapy.
c. Ifthe treatment plan offered multiple treatment options and the patient selected treatment that
did not include immunotherapy.
d. Patient elects to pursue no treatment following the discussion of immunotherapy. Discussion
does not equal a recommendation.
e. Only information available is that the patient was referred to an oncologist. Referral does not
equal a recommendation.
f.  Watchful waiting (prostate)
g. Patient diagnosed at autopsy
2. Assign code 87
a. If the patient refused recommended immunotherapy.
b. If the patient made a blanket refusal of all recommended treatment.
3. ONLY USE CODE 99 FOR DEATH CERTIFICATE CASES.

Refer to the online SEER*Rx Interactive Drug Database (https://seer.cancer.gov/tools/seerrx/) for a list
of chemotherapeutic, hormonal and biological anti-neoplastic agents.
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Code Description

00 None, Immunotherapy was not part of the first course of therapy; not customary therapy for this
cancer

01 Immunotherapy

82 Immunotherapy was not recommended/administered because it was contraindicated due to
patient risk factors (comorbid conditions, advanced age, etc.)

85 Immunotherapy was not administered because the patient died prior to planned or recommended
therapy.

86 Immunotherapy was not administered; it was recommended by the patient’s physician, but was
not administered as part of first-course therapy. No reason was noted in the patient record.

87 Immunotherapy was not administered; the patient’s physician recommended it, but the patient,
the patient’s family member, or the patient’s guardian refused this treatment. The refusal was
noted in the patient’s records

88 Immunotherapy was recommended, but it is unknown if it was administered

99 It is unknown if Immunotherapy was recommended or administered because it is not stated in
patient record; death certificate-only cases. ONLY USED FOR DCO CASES

RX DATE - BRM/IMMUNOTHERAPY NAACCR ITEM #1240

Records the date of initiation of immunotherapy or a biologic response modifier (BRM) that is part of the
first course of treatment.

Coding Instructions:
Enter the date the biologic response modifier/immunotherapy was initiated that is part of the first course
of treatment.

RX TEXT—BRM NAACCR ITEM #2660

Enter the documentation regarding the biological response modifiers or immunotherapy treatments of the
tumor being reported. Include dates and chronology of care. See Appendix L

Suggestion for text:

¢ When treatment was given, e.g., at this facility; at another facility

¢ Type of BRM agent, e.g., Interferon, BCG

e BRM procedures, e.g., bone marrow transplant, stem cell transplant

e Other treatment information, e.g., treatment cycle incomplete; unknown if BRM was given

RX SUMM—SYSTEMIC / SURGERY SEQ NAACCR ITEM #1639

Records the sequencing of systemic therapy and surgical procedures given as part of the first course of
treatment.

Coding Instructions:

1. Enter the sequencing of systemic therapy (RX Summ-Chemo [1390], RX Summ-Hormone [1400], and
RX Summ-Transplnt/Endocr [3250]) and surgical procedures given as part of the first course of
treatment.

2. If none of the following surgical procedures was performed: RX Summ- SurgPrim Site (NAACCR
Item #1290 or Surgery of Primary Site 2023 (NAACCR Item #1291), RX Summ--Scope Reg LN Sur
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(NAACCR Item #1292) (excluding code 1), RX Summ--Surg Oth Reg/Dis (NAACCR Item #1294),
then this item should be coded 0.

If the patient received both systemic therapy and any one or a combination of the following surgical
procedures: RX Summ--Surg Prim Site (NAACCR Item #1290) or Surgery of Primary Site 2023
(NAACCR Item #1291), RX Summ--Scope Reg LN Sur (NAACCR Item #1292) (excluding code 1),
or RX Summ--Surg Oth Reg/Dis (NAACCR Item #1294), then code this item 2—9, as appropriate.

Code | Label Description
No systemic therapy NQ syster'nlc.: therapy was given; and/or no surglcal. procedure of
) primary site; no scope of regional lymph node surgery; no surgery to
0 and/or surgical . . . . .
other regional site(s), distant site(s), or distant lymph node(s); or no
procedures . .
reconstructive surgery was performed. Diagnosed at autopsy.
Systemic therapy was given before surgical procedure of primary
) Systemic therapy site; scope of regional lymph node surgery (excluding code 1);
before surgery surgery to other regional site(s), distant site(s), or distant lymph
node(s) was performed.
Systemic therapy was given after surgical procedure of primary site;
3 Systemic therapy scope of regional lymph node surgery (excluding code 1); surgery to
after surgery other regional site(s), distant site(s), or distant lymph node(s) was
performed.
Systemic therapy Systemlc the?apy was given bfefore and after any surgical procedpre
of primary site; scope of regional lymph node surgery (excluding
4 both before and after . : . ; .
suree code 1); surgery to other regional site(s), distant site(s), or distant
gery lymph node(s) was performed.
Intraoperative systemic therapy was given during surgical procedure
5 Intraoperative of primary site; scope of regional lymph node surgery (excluding
systemic therapy code 1); surgery to other regional site(s), distant site(s), or distant
lymph node(s).
Intraoperative Intraqperatwg systemic therapy was given during surgical procedyre
: . of primary site; scope of regional lymph node surgery (excluding
systemic therapy with . ’ ) ; .
. code 1); surgery to other regional site(s), distant site(s), or distant
other systemic . . .
6 e lymph node(s) with other systemic therapy administered before or
therapy administered . . . .
after surgical procedure of primary site; scope of regional lymph node
before or after ) . . . ) .
surgery surgery; surgery to other regional site(s), distant site(s), or distant
lymph node(s) was performed.
Systemic therapy both before and after radiation”, defined as
Surgery both before Systemic therapy was administered between two separate surgical
7 and after systemic procedures to the primary site; regional lymph nodes (excluding code
therapy 1); surgery to other regional site(s), distant site(s), or distant lymph
node(s).
Administration of systemic therapy and surgical procedure of primary
site; scope of regional lymph node surgery (excluding code 1);
surgery to other regional site(s), distant site(s), or distant lymph
node(s) were performed and the sequence of the treatment is not
9 Sequence unknown

stated in the patient record. It is unknown if systemic therapy was
administered and/or it is unknown if surgical procedure of primary
site; scope of regional lymph node surgery; surgery to other regional
site(s), distant site(s), or distant lymph node(s) were performed.
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RX SUMM — TRANSPLNT/ENDOCR NAACCR ITEM #3250

Identifies 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.

Definitions:

Bone marrow transplant (BMT): Procedure used to restore stem cells that were destroyed by
chemotherapy and/or radiation. Replacing the stem cells allows the patient to undergo higher doses of
chemotherapy.

BMT Allogeneic: Receives bone marrow or stem cells from a donor.

BMT Autologous: Uses the patient’s own bone marrow and/or stem cells. The tumor cells are filtered out,
and the purified blood and stem cells are returned to the patient.

Note: Used for breast cancer, lymphoma, leukemia, aplastic anemia, myeloma, germ cell tumors, ovarian
cancer, and small cell lung cancer.

Conditioning: High-dose chemotherapy with or without radiation administered prior to transplants such as
BMT and stem cell to kill cancer cells. This conditioning also destroys normal bone marrow cells so the
normal cells need to be replaced (rescue). The high dose chemotherapy is coded in the Chemotherapy field.

Hematopoietic Growth Factors: A group of substances that support hematopoietic (blood cell) colony
formation. The group includes erythropoietin, interleukin-3, and colony-stimulating factors (CSFs). The
growth-stimulating substances are ancillary drugs and not coded.

Non-Myeloablative Therapy: Uses immunosuppressive drugs pre- and post-transplant to ablate the bone
marrow. These are not recorded as therapeutic agents.

Peripheral Blood Stem Cell Transplantation (PBSCT): Rescue that replaces stem cells after
conditioning.

Rescue: Rescue is the actual BMT or stem cell transplant done after conditioning.

Stem Cells: Immature cells found in bone marrow, blood stream and umbilical cords. The stem cells mature
into blood cells.

Coding Instructions:

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.

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 therapy.

3. Endocrine irradiation and/or endocrine surgery are procedures which suppress the naturally occurring
hormonal activity of the patient and thus alter or affect the long-term control of the cancer’s growth.
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

5. Code 00 if there is no indication anywhere in the patient’s medical record that a transplant or endocrine
procedure was either planned or administered.

6. Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not
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include a transplant or endocrine procedure.

If it is known that a transplant or endocrine procedure 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.

Code 87 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 88 if'it is known that a physician recommended a hematologic transplant or endocrine procedure,
but no further documentation is available yet to confirm its administration.

Code 88 to indicate referral to a specialist for hematologic transplant or endocrine procedures and the
registry should follow the case. If follow-up to the specified specialist or facility determines the patient
was never there, code 00.

Cases coded 88 should be followed to determine whether they were given a hematologic transplant or

endocrine procedure or why not.

Code 99 if it is unknown whether a hematologic transplant and/or endocrine surgery/radiation was
administered or recommended.

Code Description

None, transplant procedure or endocrine therapy was not part of the first course of

00 therapy; not customary therapy for this cancer

Bone marrow transplant, NOS. A bone marrow transplant procedure was administered,

10 but the type was not specified
11 Bone marrow transplant — autologous
12 Bone marrow transplant — allogeneic
20 Stem cell harvest
30 Endocrine surgery and/or endocrine radiation therapy.
Code only to be used for Primary Sites Breast and/or Prostate
40 Combination of endocrine surgery and/or radiation with a transplant procedure

(combination of codes 30 and 10, 11, 12 or 20).

Hematologic transplant and/or endocrine surgery/radiation was not
82 recommended/administered because it was contraindicated due to patient risk factors (i.e.,
comorbid conditions, advanced age).

Hematologic transplant and/or endocrine surgery/radiation was not administered because

85 the patient died prior to planned or recommended therapy.

Hematologic transplant and/or endocrine surgery/radiation was not administered. It was
86 recommended by the patient’s physician, but was not administered as part of first-course
therapy. No reason was stated in the patient record.

Hematologic transplant and/or endocrine surgery/radiation was not administered. It was
recommended by the patient’s physician, but this treatment was refused by the patient,

87 the patient’s family member, or the patient’s guardian. The refusal was noted in the
patient record.
Hematologic transplant and/or endocrine surgery/radiation was recommended, but it is
38 unknown if it was administered

If a bone marrow or stem cell harvest was undertaken, but was not followed by a rescue
or re-infusion as part of first course treatment

It is unknown whether hematologic transplant and/or endocrine surgery/radiation was
99 recommended or administered because it is not stated in patient record. Autopsy only
cases. ONLY USE FOR DEATH CERTIFICATE CASES
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RX SUMM - OTHER NAACCR ITEM #1420

Identifies Other Treatment that cannot be defined as surgery, radiation, or systemic therapy according to
the defined data items in this manual.

This data item will always generate an EDIT WARNING when code = 1 or 2. Warnings do not require
EDIT Override or FORCE. If the case has other errors besides the warning, then the errors will need to be
corrected before submission.

Coding Instructions

L.

The principal treatment for certain reportable hematopoietic diseases could be supportive care that
does not meet the usual definition of treatment that “modifies, controls, removes, or destroys”
proliferating cancer tissue.

Supportive care may include phlebotomy, transfusion, or aspirin. In order to report the hematopoietic
cases in which the patient received supportive care, SEER and the Commission on Cancer have
agreed to record treatments such as phlebotomy, transfusion, or aspirin as “Other Treatment” (Code
1) for certain hematopoietic diseases ONLY. Consult the most recent version of the Hematopoietic
and Lymphoid Neoplasm Case Reportability and Coding Manual for instructions for coding care of
specific hematopoietic neoplasms in this item.

3. Assign code 0 when

a. There is no information in the patient’s medical record about other therapy AND
i. It is known that other therapy is not usually performed for this type and/or stage of
cancer
OR
ii. There is no reason to suspect that the patient would have had other therapy

b. The treatment plan offered multiple treatment options and the patient selected treatment
that did not include other therapy

c. Patient elects to pursue no treatment following the discussion of other therapy.
Discussion does not equal a recommendation. Patient's decision not to pursue other
therapy is not a refusal of other therapy in this situation.

d. First course of treatment was active surveillance/watchful waiting

e. Patient diagnosed at autopsy

4. Assign code 1 for

a. Hematopoietic treatments such as: phlebotomy or aspirin (See SEER*Rx and
Hematopoietic and Lymphoid Neoplasm Coding Manual and Database for specific
guidance on coding)

Note: Do not code blood transfusion as treatment.

Rationale: Blood transfusions may be used for any medical condition that causes
anemia. It would be virtually impossible for the registrar to differentiate between blood
transfusions used for a co-morbidity (i.e., anemia) from those given as prophylactic
treatment of a hematopoietic neoplasm.

b. PUVA (Psoralen (P) and long-wave ultraviolet radiation (UVA)) in the RARE event that
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it is used as treatment for extremely thin melanomas or cutaneous T-cell lymphomas
(e.g., mycosis fungoides)

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.

c. Photophoresis. This treatment is used ONLY for thin melanoma or cutaneous T-cell
lymphoma (mycosis fungoides).

d. Cancer treatment that could not be assigned to the previous treatment data items (surgery,
radiation, chemotherapy, immunotherapy, or systemic therapy)

5. Assign code 2 for any experimental or newly developed treatment, such as a clinical trial, that
differs greatly from proven types of cancer therapy

Note: Hyperbaric oxygen has been used to treat cancer in clinical trials, but it is also used to
promote tissue healing following head and neck surgeries. Do not code the administration of
hyperbaric oxygen to promote healing as an experimental treatment.

6. Assign code 3 when the patient is enrolled in a double blind clinical trial. When the trial is
complete and the code is broken, review and recode the therapy.

7. Assign code 6 for
a. Cancer treatment administered by nonmedical personnel
Example: Cannabis oil or medical marijuana that is used for treatment.

b. Unconventional methods whether they are the only therapy or are given in combination
with conventional therapy

Example: DC vax given for brain cancer. Assign code 6. DC vax is not an approved
treatment for brain cancer and should not be coded in the immunotherapy or any of the
other treatment data items.

c. Complementary and Alternative Medicine (CAM) as any medical system, practice, or
product that is not thought of as “western medicine” or standard medical care. CAM
treatments may include dietary supplements, megadose vitamins, herbal preparations,
acupuncture, massage therapy, magnet therapy, spiritual healing, and meditation.

1. Alternative medicine is treatment that is used instead of standard medical
treatments. Alternative therapy is when the patient receives no other type of
standard treatment.

ii. Complementary medicine. Treatments that are used along with standard medical
treatments but are not standard treatments; also called conventional medicine. One
example is using acupuncture to help lessen some side effects of cancer treatment
in conjunction with standard treatment.

d. Integrative medicine. A total approach to medical care that combines standard medicine
with the CAM practices that have shown to be safe and effective. They treat the patient's

mind, body, and spirit.

Note: See complete information on complementary and alternative medicine types specific to
cancer at NCI Office of Cancer Complementary and Alternative Medicine. For additional
information on cancer and other diseases, please visit NIH National Center for Complementary
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8. Assign code 8 when the physician recommended other therapy, but there is no

information that the treatment was given

9. Assign code 9 when there is no documentation that other therapy was recommended or performed

a. For death certificate only (DCO) cases

Code 6

Use code 6 for unconventional methods (for example, laetrile) when given alone or combined with
cancer-directed treatment. Use code 6 for alternative and complementary therapies ONLY. If the patient
receives no other type of treatment (for example, do not code megavitamins if the patient also received
cancer-directed surgery). Code 6 includes but is not limited to:

UNCONVENTIONAL METHODS

ALTERNATIVE AND COMPLEMENTARY
THERAPIES

Cancell ALTERNATIVE SYSTEMS

Carnivora Acupuncture

Glyoxylide Ayurveda

Iscador Environmental Medicine

Koch Synthetic Antitoxins Homeopathic Medicine

Krebiozen Natural Products

Laetrile Native American, Latin American, Or
Malonide Traditional Oriental Medicine
Parabenzoquinone Bioelectromagnetic Applications

ALTERNATIVE AND COMPLEMENTARY THERAPIES

Blue Light Treatment

MANUAL HEALING

Electroacupuncture

Acupressure Magnetoresonance Spectroscopy
Biofield Therapeutics Diet, Nutrition, Lifestyle
Massage Therapy Changes In Lifestyle
Reflexology Diet

Zone Therapy Gerson Therapy
MIND/BODY CONTROL Macrobiotics
Biofeedback Megavitimins

Humor Therapy Nutritional Supplements
Meditation Herbal Medicine
Relaxation Techniques Ginger

Yoga Ginkgo Biloba Extract

PHARMACOLOGICAL AND BIOLOGICAL TREATMENTS

Ginseng Root

Anti-Oxidizing Agents

Cell Treatment

Code | Description

0 No other cancer directed therapy except as coded elsewhere.
Patient received no other cancer-directed therapy.
1 Other cancer-directed therapy — Other, Cancer-directed therapy that cannot be appropriately

assigned to other specific treatment modalities. Examples: hyperbaric oxygen (as adjunct to
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cancer-directed treatment), or hyperthermia, PUVA, arterial block for renal cell carcinoma,
and radio-frequency thermal ablation (hyperthermia).

Embolization using alcohol as an embolization agent. Embolization for a site other than the
liver where the embolizing agent is unknown.

Other experimental cancer-directed therapy (not included elsewhere)
This includes any experimental or newly developed method or treatment that differs greatly
from proven types of cancer therapy. It may be used for institution-based clinical trials.

Other-Double-blind clinical trial, code not yet broken
Patient is involved in a double blind clinical trial. Code the treatment actually administered
when the double blind clinical trial code is broken. Do no code ancillary drugs in this field.

Unproven therapy (including laetrile, krebiozen, etc.)
Unconventional treatments given by non-medical personnel.

Refusal, the patient or patient’s guardian refused treatment that would have been coded as 1,
2,0r 3.

Recommended; Other cancer-directed therapy recommended, unknown if administered.
Physician recommended other cancer-directed therapy but there is no indication in the record
that the patient received the treatment.

Unknown if other cancer-directed therapy was administered — DEATH CERTIFICATE
ONLY

RX DATE — OTHER NAACCR ITEM #1250

Records the date on which other treatment began at any facility.

Coding Instructions:
Enter the date any “other” therapy was initiated that is part of the first course of treatment.

RX SUMM - TREATMENT STATUS NAACCR ITEM #1285

This data item summarizes whether the patient received any treatment or the tumor was under Active
Surveillance or Watchful Waiting.

Instructions for Coding:

This item may be left blank for cases diagnosed prior to 2010.

Treatment given after a period of active surveillance is considered subsequent treatment and it not
coded in this item.

Assign code 0 (No Treatment) when treatment is refused or the physician decides not to treat for any
reason such as the presence of comorbidities.

Assign code 0 when the patient does not receive any treatment

1.
2.

3.

o Scope of Regional Lymph Node Surgery may be coded 0, 1-7, or 9

Assign code 1 when the patient receives treatment collected in any of the following data items:

mo Qo o

Surgery of Primary Site

Surgical Procedure of Other Site

Radiation Treatment Modality, Phase I, II, I11
Chemotherapy

Hormone Therapy

Immunotherapy
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Code Description

0 No treatment given

1 Treatment given — this does not include the decision not to treat the patient

2 Active surveillance (watchful waiting)

9 Unknown if treatment was given — ONLY USE FOR DEATH CERTIFICATE CASES
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The Text Required section includes the set of data items where documentation must be entered to verify
complete and accurate coding. Please read the Introduction to Text Documentation which precedes this
section to become familiar with FCDS text requirements. Text requirements are monitored by FCDS QC
Review and through FCDS EDITS. See Additional References for Text Documentation on next page.
NOTE: ALL Staging Items including all Site-Specific Data Items must have Text Documentation.

Please see Appendix L for specific text documentation requirements and information on the NCRA
Informational Abstracts free for download that provide cancer-site specific guidelines for text in
abstracts http://www.cancerregistryeducation.org/rr

The use of standard abbreviations in documentation and diagnostic text is acceptable. However, FCDS
must be able to understand the use of standard abbreviations to clarify and validate coded data.

Refer to Appendix C for the latest list of standard abbreviations.

CAUTION: Use of Non-Standard Abbreviations
e Non-Standard Abbreviations may have multiple interpretations and should not be used.
¢ Do not customize abbreviations or overuse abbreviations to the point where the information
has no meaning or context.

Vendor insertion of auto text from coded data is NOT sufficient to meet the CDC/NPCR or FCDS
requirements for text documentation. Registrars/Abstractors must know which text areas in their
abstracting software will be submitted to FCDS. FCDS does not always know how or where vendors map
your screen entry text to the FCDS required text fields.

Data Items Included In This Section:

NAACCR Item Number Item Name

2520 Text — DX Procedures — Physical Exam
2530 Text— DX Procedures — X-Ray/Scans
2540 Text — DX Procedures — Scopes

2550 Text— DX Procedures — Lab Tests

2560 Text— DX Procedures — Operative Report
2570  Text — DX Procedures — Pathology Report
2580 Text — Primary Site Title

2590 Text — Histology Title

2600 Text — Staging

2610 RX Text— Surgery

2620 RX Text — Radiation (Beam)

2630 RX Text — Radiation Other

2640 RX Text— Chemo

2650 RX Text — Hormone

2660 RX Text— BRM

2670 RX Text — Other

2680 Text — Remarks

2690 Text — Place of Diagnosis
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TEXT - DX PROC - PE NAACCR ITEM #2520

Enter information from history and physical examinations. Information can include duration and type of
symptoms, family history, location of tumor, etc. Include dates and chronology of care. THIS SECTION
MUST INCLUDE THE REASON WHY THE PATIENT CAME TO YOUR FACILITY REGARDLES
OF CLASS OF CASE OR TREATMENT GIVEN. See Appendix L

TEXT — DX PROC - X-RAY/SCANS NAACCR ITEM #2530
Enter information from diagnostic imaging reports, including X-rays, MRI and PET scans, ultrasound and
other imaging studies. Both positive and negative exams are important. YOU MUST INCLUDE DATES
IN CHRONOLOGICAL ORDER FOR EACH IMAGING STUDY. See Appendix L

TEXT — DX PROC - SCOPES NAACCR ITEM #2540
Enter the text information from endoscopic examinations. Information can include visualization of
tumor, location of tumor, etc. Include dates and chronology of care. See Appendix L

TEXT - DX PROC - LAB TESTS NAACCR ITEM #2550
Enter information from laboratory examinations other than cytology or histopathology for the tumor being
reported. This information can include tumor markers, serum and urine electrophoresis, special studies, etc.
Include dates and chronology of care.

Tumor markers can be obtained from serum, Immunostained tissue, and other specimens. They may be
cancer-specific or more general, involving markers for numerous cancer types. Include dates and

chronology of care to ensure tumor markers are consistent with the timeline of care.

Some tumor marker examples include:

Breast Cancer: Progesterone Receptors Assays (PRA), Estrogen Receptor Assays (ERA),
Her2/neu*

Prostate Cancer: Prostatic Specific Antigen (PSA)

Testicular Cancer: Human Chorionic Gonadotropin (hCG), Alpha Feto Protein (AFP)

Liver Cancer: Alpha Feto Protein (AFP)

Ovarian Cancer: CA-125

Other Markers Include: Carcinoembryonic antigen — CEA (Colorectal), CA-19-9, BRCA1 and others

Genetic Tests have become commonplace in cancer tissue evaluation. Please include genetic testing
results in this text area to further classify the tumor, to be used as a genetic tumor marker to monitor
response to treatment, and for additional clarification of tumor analysis conducted at the molecular level.

FoundationOne CDx - FoundationOne CDx is the first FDA-approved tissue-based broad companion
diagnostic (CDx) that has been clinically and analytically validated for all solid tumors. Test results include
microsatellite instability (MSI) and tumor mutational burden (TMB) to help inform immunotherapy
decisions, and loss of heterozygosity (LOH) for ovarian cancer patients.

You can also order PD-L1 immunohistochemistry (IHC) testing as an optional add-on test. The
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FoundationOne CDx test detects substitution, insertion and deletion genetic alterations, and genetic
copy number alterations (CNAs) in 324 genes and select gene rearrangements, as well as genomic
signatures including microsatellite instability (MSI) and tumor mutational burden (TMB) using DNA
isolated from formalin-fixed paraffin embedded (FFPE) tumor tissue specimens.

e FoundationOne CDx (324 DNA genes interrogated from a tissue sample)
FoundationOne Liquid CDx (324 DNA genes* interrogated from a simple blood draw)

¢ FoundationOne Heme (406 DNA and 265 RNA genes interrogated from a variety of sample
options)

Current Gene List?

Genes with full coding exonic reglons Included In Foundatlonone*CDx for the detection of substitutions,
Insertlon-deletions (Indels), and copy-number alterations (CHNAS).

ARLY ACVRIE AKTT AKTZ AKTZ ALK ALOXIZ28 AMERT jFaMizagy APC
AR ARAF ARFRPT ARNDIA ASXLT ATM ATR ATRX AURKA
AURKE AXTNT AXL =L BARDI acLz BCOLALT BOAZ BCLE
BOOR BOORLT BRAF BRCAT BRCAZ R0 BRPT are! anezz
BTK ClonZ0 mMsyy  CALR cARDR CaSPE CBFE CHL CoNDT COND2
CCNDS CCNET Co2z CO27d gPoLly Coro COFRA CO7a8 COCAE COHY
CDKIZ COwd COKE COKE COWNTA CORKNIE CORNZA COKNZE COMMN2C
CEBRPA CHEXT CHERZ cic CREBBR CRKL CSFIR C5FIR CTCF
CTHRAT CThNET CuLE CLLa4 CXCRa CYPIFAT DANX DDRT DoR2
Disx DNMTZA DOTIL EED EGFR EPZO0 EPHAT EPHET EPHBS
ERBEZ ERBEZ ERBEBA ERCC4 ERG ERRFN ESRT EZHZ FAMAEC
FANCA FANCC FANCG FANCL FAs FEXWT FGFID F&EF2 F&Fd
FEF19 FEFZZ FaFs FGFS FEFE FaFRT FGFRZ FGFR3 FGaFRS
FH FLCN Fn FLTZ FoxL 2 Fugr GABRAG GATAZ GATAS
GATAE Gl ooz GNATT GMNATZ GhAQ GNAS GRMI GEK3I8 HIFZA
HDACT HGF HNFIA HRAS H5D3ET 03 IDHT IoH2 1GFR
IKBNE WZFT INFRIE IRF2 IRF4 RS2 JAKT JARE JAKT
JU KOMS4 KOMSC KDMES KDR HEAPT KEL KIT KLHLE
KMTZA ML) KMTZ2D sy KRAS LTK LYN MAF MAPZKT (qERTy  MAP2K2 (MEKZ; MAPIKY
MAPIKT MAPIHIE MAPKT MCLT MDMZ MO MEDZ MEFZB MENT
MERTK MET MITF MKNKT MLH MR MRETLA M3HZ MEHT
M5HE METIR MTAP MTOR MUTYH MYC MYCL (qyoLly MYCN MYDEE
NEN NFY NEZ2 NFEZLZ NFKEBIA NKX27 NOTCHT NOTCHZ NOTCHZ
MPMT NRAS NTEC2 NTRKT NTRHZ NTREI FPZRYER rALE2 PARKZ
RARPT RARFP2 PARFPI PAXS FERMT PDCOT 02 PDCOILGZ (PO 2 PDEFRA
POGFRE POKT AKIC28 PIKIC2G FiICA PK3CE PIKIRT il PM5Z
POLDT POLE PPARZ PPPRZERA FPPZR2A PROM PRFCARTA PRKCI BTCH?
PTEN FTPNTI PTPRC QT RACT RADZT RADET RADSIE RADSIC
RADSID RADSZ RADSSL RAFT RARA Rar REMID REL RET
RICTOR RNFAZ ROST RPTOR SDHA s50HE S0HC SOHD SETDZ
SFIET SGKT SMAD2 EMADS SMARCAS SMARCER MO SNCAP S0CsT
S0xz S0X9 SPEN SPOP SRC STAE2 ETATZ STKI SUFL
SYH TBXZ TEK TETZ TGFERZ TIRARF TNFAIRE TNFRSF14 TP53
TSCT TSC2 TYRO3 L2AFT WEGFA WHL WHSCT pavEeT)  WHSCILT W
Xpoy XRCC2 INFZT7 ZNETOT

Select Rearrangements?

Gemes with select Intronic reglons for the detectlon of gene rearrangements, one gene with a promoter
region and one non-coding RMNA gene.

ALK BCLZ 8Ccr BRAF BRCAT BRCAZ coF4 EGFR ETVd

ETWS ETVE EWERT EZR FGFR? FGERZ2 FGFRZ KIT KIMT2A ML)
M5HZ MYE MYC WOTCHZ NTRKT NTRIZ WUTMT FOGFRA RAFT

RARA RET ROST REPOZ SDCS SLCE4A2 TERC*® TERT mpromotor o™

TMPR552
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Table 1: Companion diagnostic indications

INDICATIONS BIOMARKER FDA-APPROVED THERAPY
EGFR exon 19 deletions and EGFR exon 21 LASAR alterations Gilotrif* (afatinib), Iressa” (gefitinib), Tagrisso® (osimertinib)
or Tarceva® (erlotinib)
EGFR exon 20 T790M alterations Tagrisso® (osimertinib)
?ﬁ;&i@?" Cell Lung Cancer Al K rearrangements Alecensa“(alectinib), Xalkori® (crizotinib), or Zykadia® (ceritinib)
BRAF V600E Tafinlar® (dabrafenib) in combination with Mekinist* (trametinib)
MET single nucleotide variants (SNVs) - -
and indels that lead to MET exon 14 skipping Tabrecta™ (capmatinib)
BRAF V600E Tafinlar® (dabrafenib) or Zelboraf® (vemurafenib)
Melanoma e i , - T
Mekinist® (trametinib) or Cotellic®(cobimetinib), in combination
RN E eI R with Zelboraf” (vemurafenib)
y . Herceptin® (trastuzumab), Kadcyla® (ado-trastuzumab-emtansine),
Breast Cancer ERBEZ (HER2) amplification or Perjeta® (pertuzumab)
PIK3CA alterations Pigray” (alpelisib)
KRAS wild-type (absence of mutations in codons 12 and 13) Erbitux™ (cetuximab)
Colorectal Cancer KRAS wild-type (absence of mutations in exons 2, 3 and 4)and Vectibix® (panitumumab)
NRAS wild-type (absence of mutations in exons 2, 3 and 4) P
Ovarian Cancer BRCAI/2 alterations Lynparza® (olaparib) or Rubraca® (rucaparib)
Cholangiocarcinoma FGFRZ fusions and select rearrangements Pemazyre™ (pemigatinib)
Homelogous Recombination Repair (HRR) gene (BRCAT, BRCAZ,
Prostate Cancer ATM, BARDI, BRIP]I, CDKIZ2, CHEK], CHEKZ, FANCL, PALBZ, Lynparza” (olaparib)
RADSIB, RADSIC, RADSID and RADS4L) alterations
Solid tumors TME = 10 mutations per megabase Keytruda® (pembrolizumab)

The test is also used for detection of genomic loss of heterozygosity (LOH) from formalin-fixed, paraffin-embedded (FFPE) ovarian
tumor tissue. Positive homologous recombination deficiency (HRD) status (defined as tBRCA-positive and/or LOH high) in ovarian
cancer patients is associated with improved progression-free survival (PFS) from Rubraca (rucaparib) maintenance therapy in

mmun

f Merck

p & Dohme C

Guardant360 CDx - Guardant360® CDx is a qualitative next generation sequencing-based in vitro
diagnostic test that uses targeted high throughput hybridization-based capture technology for detection of
single nucleotide variants (SNVs), insertions and deletions (indels) in 55 genes, copy number amplifications
(CNAs) in two (2) genes, and fusions in four (4) genes. Guardant360 CDx utilizes circulating cell-free DNA
(cfDNA) from plasma of peripheral whole blood collected in Streck Cell-Free DNA Blood Collection
Tubes (BCTs).

Table 3. Genes Containing Alterations Reported by Guardant360 CDx
Alteration Type Genes

AKT1, ALK, APC, AR, ARAF, ATM*, BRAF, BRCA1**, BRCA2**, CCND1,
CDH1, CDK4, CDK6, CDK12*, CDKN2A, CTNNBI, EGFR, ERBB2, ESR1,
Single Nucleotide FGFR1, FGFR2, FGFR3, GATA3, GNA11, GNAQ, HRAS, IDH1, IDHZ,
Variants (SNVs) KIT, KRAS, MAP2K1, MAPZK2, MET, MLH1, MTOR, MYC, NF1,
NFEZL2, NRAS, NTRK1, NTRK3, PDGFRA, PIK3CA, PTEN, RAF1, RET,
RHEB, ROS1, SMAD4, SMO, STK11, TERT, TSC1, VHL

AKT1, ALK, APC, ATM*, BRAF, BRCA1**, BRCA2**, CDH1, CDK12*,
CDKN2A, EGFR, ERBB2, ESR1, FGFR2, GATA3, HNFI1A, HRAS, KIT,

Indets KRAS, MET, MLH1, NF1, PDGFRA, PIK3CA, PTEN, RET, ROS1, STK11,
TSC1, VHL

Copy Number .

Amplifications (CNAs) ERRAZ, NET

Fusions ALK, NTRK1, RET, ROS1

*Reporting is enabled for pathogenic germiine alterations only. Somatic alterations will not be reported.
** Reporting is enabled for both germline and somatic alterations.
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TEXT - DX PROC - OP NAACCR ITEM #2560

Enter information from operative reports. Do not just restate the procedure performed. Procedure
performed is included under the Surgery Text Field in the Treatment Text Section. Information from
operative reports can include observations at surgery, tumor size, extent of involvement of primary or
metastatic sites not surgically excised or biopsied and other information that may not be documented
elsewhere. Include dates and chronology of care. See Appendix L.

TEXT - DX PROC - PATH NAACCR ITEM #2570

Enter information from cytology and histopathology reports, including biopsies, bone marrow reports,
resections, and genetic testing included in the anatomic pathology report. Information from these reports
can include tissue type, tumor size, extent of tumor spread, involvement of resection margins, tumor type,
grade, behavior, lymph node status, and metastatic involvement. Include dates and chronology of care.
Indicate if the reports are missing from the medical record. See Appendix L.

TEXT - STAGING NAACCR ITEM #2600

Enter the information to justify the rationale for assigning SS2018. Do not just enter TNM information.
Enter a summary of all staging information. Information can include a summary of all staging tests with
overall stage as stated by physician(s), special considerations for staging, etc. You may include AJCC
TNM clinical and/or pathological in this section. Please always use the Summary Stage Manual to assign
Summary Stage 2018. Include dates and chronology of care. See Appendix L.

RX TEXT - SURGERY NAACCR ITEM #2610

Enter information describing the surgical procedure(s) performed as part of first course of therapy. Include
dates and chronology of care. These are not the findings from the surgical procedure. Include the actual
name and date of the surgical procedure(s) performed in chronological order. See Appendix L.

RX TEXT--RADIATION (BEAM) NAACCR ITEM #2620

Enter the types of beam radiation administered to the patient as part of first course of therapy. Include dates
and chronology of care. See Appendix L.

Suggestion for text:

¢ Date when radiation treatment began

e Where treatment was given, e.g., at this facility, at another facility

e Other treatment information, e.g., patient discontinued after 5 treatments; unknown if radiation was
given
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RX TEXT--RADIATION OTHER NAACCR ITEM #2630

Enter the types of non-beam radiation administered to the patient as part of first course of therapy.
Include dates and chronology of care. See Appendix L.

Suggestion for text:

e Date treatment was started

e Where treatment was given, e.g., at this facility, at another facility
e Other treatment information, e.g., unknown if radiation was given

RX TEXT—CHEMO NAACCR ITEM #2640

Enter the documentation regarding chemotherapy treatment of the tumor being reported. Include dates
and chronology of care. See Appendix L.

Suggestion for text:

¢ Date when chemotherapy began

¢ Where treatment was given, e.g., at this facility, at another facility

¢ Type of chemotherapy, e.g., name of agent(s) or protocol

e Other treatment information, e.g., treatment cycle incomplete, unknown if chemotherapy was given

RX TEXT—HORMONE NAACCR ITEM #2650

Enter the documentation regarding the hormone treatment of the tumor being reported. Include dates and
chronology of care. See Appendix L.

Suggestion for text:

e Date treatment was started

e Where treatment was given, e.g., at this facility, at another facility

¢ Type of hormone or antihormone, e.g., Tamoxifen

¢ Type of endocrine surgery or radiation, e.g., orchiectomy

e Other treatment information, e.g., treatment cycle incomplete; unknown if hormones were given

RX TEXT—BRM NAACCR ITEM #2660

Enter the documentation regarding the biological response modifiers or immunotherapy treatments of the
tumor being reported. Include dates and chronology of care. See Appendix L.

Suggestion for text:

¢ When treatment was given, e.g., at this facility; at another facility

¢ Type of BRM agent, e.g., Interferon, BCG

e BRM procedures, e.g., bone marrow transplant, stem cell transplant

e Other treatment information, e.g., treatment cycle incomplete; unknown if BRM was given
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RX TEXT--OTHER NAACCR ITEM #2670

Enter the document documentation regarding the treatment of the tumor being reported with treatment that
cannot be defined as surgery, radiation, or systemic therapy. This includes experimental treatments (when
the mechanism of action for a drug is unknown), and blinded clinical trials. If the mechanism of action for
the experimental drug is known, code to the appropriate treatment field. Include dates and chronology of
care. See Appendix L.

Suggestion for text:

e Date treatment was started

¢ Where treatment was given, e.g., at this facility, at another facility

e Type of other treatment, e.g., blinded clinical trial, hyperthermia

¢ Other treatment information, e.g., treatment cycle incomplete; unknown if other treatment was given

TEXT - REMARKS NAACCR ITEM #2680

Enter text information not elsewhere provided and for overflow from other text areas. Include dates and
chronology of care. See Appendix L
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FOLLOW UP

The Follow Up section includes the set of data items used by the FCDS to monitor a facility’s last contact
with the patient at the time that the abstract was completed. FCDS does not require the collection of most
of the data items pertaining to follow up. The FCDS required follow up data items are limited in scope;
they mainly assist in performing limited survival analyses.

Data Items Included In This Section:

NAACCR Item Number Item Name

1750 Date of Last Contact
1760 Vital Status
1770 Cancer Status
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DATE OF LAST CONTACT NAACCR ITEM #1750

Records the date of last contact with the patient or the date of death.

Coding Instructions:

1. Record the last date on which the patient was known to be alive or the date of death.

2. This data item is associated with the patient, not the cancer, so all records (primary sites) for the same
patient will have the same date of last contact; If a patient has multiple primaries, all records should
have the same date of last contact.

VITAL STATUS NAACCR ITEM # 1760

Enter the patient’s Vital Status as of the date entered in date of last contact.

Code Description
0 Dead
1 Alive
CANCER STATUS NAACCR ITEM #1770

Cancer Status records the presence or absence of clinical evidence of the patient's malignant or non-
malignant tumor that corresponds to the date of last contact. Cancer status is the absence or presence of
cancer. It is coded independently for each primary. If a patient has multiple primaries, each record could
have a different cancer status. If a patient has had surgical removal of the primary cancer and all other
involved tissue and is felt to be free of cancer, cancer status should be coded 1 — No evidence of this
cancer.

Code Description

1 No evidence of this tumor

2 Evidence of this tumor

9 Unknown, indeterminate whether this tumor is present, not stated in patient record

Coding Instructions:

1. Assign code 1 when there is no indication or evidence of this tumor, for example, the patient is in
remission for a hematopoietic disease.

2. Assign code 2 when there is an indication of this tumor, for example, patient died or is continuing
treatment for this tumor.
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APPENDIX A
FLORIDA HEALTHCARE FACILITIES
CURRENTLY REPORTING TO FCDS
Includes:
HOSPITALS
AMBULATORY SURGERY CENTERS
RADIATION THERAPY TREATMENT CENTERS

Does not include private practice physicians or pathology labs.

A-1



Appendix A

Florida Reporting Hospitals

A B C
1 | Hospital # Hospital Name City
2 4547  |ADVENTHEALTH WATERMAN TAVARES
3 6936 |ADVENTHEALTH ALTAMONTE SPRINGS ALTAMONTE SPRINGS
4 5805 |ADVENTHEALTH APOPKA APOPKA
5 3973  |ADVENTHEALTH CARROLLWOOD TAMPA
6 5969 |ADVENTHEALTH CELEBRATION CELEBRATION
7 6171 |ADVENTHEALTH DADE CITY TAMPA
8 7448  |ADVENTHEALTH DAYTONA BEACH DAYTONA BEACH
9 7407 |ADVENTHEALTH DELAND DELAND
10 5849  |ADVENTHEALTH EAST ORLANDO ORLANDO
11 7446  |ADVENTHEALTH FISH MEMORIAL ORANGE CITY
12 6347  |ADVENTHEALTH HEART OF FLORIDA DAVENPORT
13 3836 |ADVENTHEALTH HEARTLAND (SEBRING) SEBRING
14 5970 |ADVENTHEALTH KISSIMMEE KISSIMMEE
15 3890 |ADVENTHEALTH LAKE PLACID LAKE PLACID
16 6348 |ADVENTHEALTH LAKE WALES HOSPITAL LAKE WALES
17 7405 |ADVENTHEALTH NEW SMYRNA NEW SMYRNA BEACH
18 6205 |ADVENTHEALTH NORTH PINELLAS TARPON SPRINGS
19 5205 |ADVENTHEALTH OCALA OCALA
20 5836 |ADVENTHEALTH ORLANDO - SOUTH ORLANDO
21 2870  |ADVENTHEALTH PALM COAST PALM COAST
22 7800 |ADVENTHEALTH PALM COAST PARKWAY PALM COAST
23 3907 |ADVENTHEALTH TAMPA TAMPA
24 3505 |ADVENTHEALTH WAUCHULA WAUCHULA
25 6104 |ADVENTHEALTH WESLEY CHAPEL WESLEY CHAPEL
26 7710 |ADVENTHEALTH WINTER GARDEN WINTER GARDEN
27 5850 |ADVENTHEALTH WINTER PARK MEM HOSP WINTER PARK
28 6105 |ADVENTHEALTH ZEPHYRHILLS ZEPHYRHILLS
29 2310  |ANNE BATES LEACH EYE HOSPITAL MIAMI
30 5891 |ARNOLD PALMER MEDICAL CENTER ORLANDO
31 2738  |ASCENSION SACRED HEART PENSACOLA
32 1306  |ASCENSION SACRED HEART BAY PANAMA CITY
33 5610 |ASCENSION SACRED HEART EMERALD COAS MIRAMAR BEACH
34 3300 |ASCENSION SACRED HEART ON THE GULF PORT SAINT JOE
35 6868 |ASCENSION ST. JOHN'S HOSPITAL ST. JOHNS
36 5203  |ASCENSION ST. VINCENT'S CLAY COUNTY JACKSONVILLE
37 2638  |ASCENSION ST. VINCENT'S RIVERSIDE JACKSONVILLE
38 2660 |ASCENSION ST. VINCENT'S SOUTHSIDE JACKSONVILLE
39 2304  |AVENTURA HOSP AND COMP CANCER CTR AVENTURA
40 2336  |BAPTIST HOSPITAL MIAMI MIAMI
41 2736  |BAPTIST HOSPITAL OF PENSACOLA PENSACOLA
42 2605  |BAPTIST MEDICAL CENTER BEACHES JACKSONVILLE BEACH
43 7712  |BAPTIST MEDICAL CENTER CLAY FLEMING ISLAND
44 5505 |BAPTIST MEDICAL CENTER NASSAU FERNANDINA BEACH
45 2640  |BAPTIST MEDICAL CENTER SOUTH JACKSONVILLE
46 2636  |BAPTIST MEDICAL CTR JACKSONVILLE JACKSONVILLE
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Florida Reporting Hospitals

A B C
1 | Hospital # Hospital Name City
47 6346 | BARTOW REGIONAL MEDICAL CENTER BARTOW
48 7713  |BAYCARE HOSPITAL WESLEY CHAPEL WESLEY CHAPEL
49 3705 |BAYFRONT HEALTH BROOKSVILLE BROOKSVILLE
50 6248 |BAYFRONT MEDICAL CENTER ST PETERSBURG
51 6005 |BETHESDA HOSPITAL BOYNTON BEACH
52 6008 |BETHESDA HOSPITAL WEST BOYNTON BEACH
53 5100 |BLAKE MEDICAL CENTER BRADENTON
54 6046 |BOCA RATON REGIONAL HOSPITAL BOCA RATON
55 3903 |BRANDON REGIONAL HOSPITAL BRANDON
56 1900 |BRAVERA HEALTH SEVEN RIVERS CRYSTAL RIVER
57 1645 |BROWARD HEALTH CORAL SPRINGS CORAL SPRINGS
58 1609 |BROWARD HEALTH IMPERIAL POINT FORT LAUDERDALE
59 1605 |BROWARD HEALTH MEDICAL CENTER FORT LAUDERDALE
60 1607 |BROWARD HEALTH NORTH DEERFIELD BEACH
61 1705 |CALHOUN LIBERTY HOSPITAL BLOUNTSTOWN
62 1505 |CAPE CANAVERAL HOSPITAL COCOA BEACH
63 4601 |CAPE CORAL HOSPITAL CAPE CORAL
64 4770  |CAPITAL REGIONAL MEDICAL CENTER TALLAHASSEE
65 6905 |CENTRAL FLORIDA REGIONAL HOSPITAL SANFORD
66 1905 |CITRUS MEMORIAL HOSPITAL INVERNESS
67 1647  |CLEVELAND CLINIC HOSPITAL WESTON
68 4105 |CLEVELAND CLINIC INDIAN RIVER HOSP VERO BEACH
69 5346  |CLEVELAND CLINIC MARTIN NORTH HOSP STUART
70 5390  |CLEVELAND CLINIC MARTIN SOUTH HOSP STUART
71 6646  |CLEVELAND CLINIC TRADITION HOSPITAL PT ST LUCIE
72 2378 |CORAL GABLES HOSPITAL CORAL GABLES
73 2651 |CURAHEALTH JACKSONVILLE LLC JACKSONVILLE
74 6003 |DELRAY MEDICAL CENTER DELRAY BEACH
75 2405 |DESOTO MEMORIAL HOSPITAL ARCADIA
76 2348 |DOCTORS HOSPITAL CORAL GABLES
77 6870 |DOCTORS HOSPITAL SARASOTA
78 7205 |DOCTORS MEMORIAL HOSPITAL PERRY
79 4005 |DOCTORS MEMORIAL HOSPITAL - BONIFAY BONIFAY
80 5852  |DR P PHILLIPS HOSPITAL ORLANDO
81 1205 |ED FRASER MEMORIAL HOSPITAL MACCLENNY
82 6810 |ENGLEWOOD COMMUNITY HOSPITAL ENGLEWOOD
83 1800 |FAWCETT MEMORIAL HOSPITAL PORT CHARLOTTE
84 5446  |FISHERMENS HOSPITAL MARATHON
85 6570  |FLAGLER HOSPITAL ST AUGUSTINE
86 5670 |FORT WALTON BEACH MED CTR FORT WALTON BEACH
87 2905 |GEORGE E WEEMS MEMORIAL HOSPITAL APALACHICOLA
88 6047 |GOOD SAMARITAN MEDICAL CENTER WEST PALM BEACH
89 6704 |GULF BREEZE HOSPITAL PENSACOLA
90 1300  |GULF COAST REGIONAL MEDICAL CENTER PANAMA CITY
91 3932  |HLEE MOFFITT CANCER CENTER TAMPA
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Florida Reporting Hospitals

A B | C

1 | Hospital # Hospital Name City

92 6867 |HALIFAX HEALTH MEDICAL CTR DELTONA DELTONA

93 7406  |HALIFAX HOSPITAL MEDICAL CENTER DAYTONA BEACH
94 9084  |HALIFAX MEDICAL CENTER-PORT ORANGE PORT ORANGE
95 6172 |HCA FLORIDA BAYONET POINT HOSPITAL HUDSON

96 6206 |HCA FLORIDA LARGO HOSPITAL LARGO

97 6201 |HCA FLORIDA NORTHSIDE HOSPITAL ST PETERSBURG
98 1681  |HCA FLORIDA NORTHWEST HOSPITAL MARGATE

99 5967 |HCA FLORIDA OSCEOLA HOSPITAL KISSIMMEE
100 3977 |HCA FLORIDA SOUTH TAMPA HOSPITAL TAMPA
101] 6170 |HCA FLORIDA TRINITY HOSPITAL TRINITY
102 7408 |HCA FLORIDA UNIVERSITY HOSPITAL DAVIE
103 3978 |HCA FLORIDA WEST TAMPA HOSPITAL TAMPA
104 1687 |HCA FLORIDA WOODMONT HOSPITAL TAMARAC
105 5806 |HEALTH CENTRAL OCOEE
106 3605 |HENDRY REGIONAL MEDICAL CENTER CLEWISTON
107 2349  |HIALEAH HOSPITAL HIALEAH
108 3805 |HIGHLANDS REGIONAL MEDICAL CENTER SEBRING
109 1546 |HOLMES REGIONAL MEDICAL CENTER MELBOURNE
110 1636 |HOLY CROSS HOSPITAL FORT LAUDERDALE
111 2306 |HOMESTEAD HOSPITAL HOMESTEAD
112 4206 |JACKSON HOSPITAL MARIANNA
113 2374  |JACKSON NORTH MEDICAL CENTER NORTH MIAMI BEACH
114 2302 |JACKSON SOUTH COMMUNITY CENTER MIAMI
115 6110 |JACKSON WEST MEDICAL CENTER DORAL
116 2305 |JAMES M JACKSON MEMORIAL HOSPITAL MIAMI
117 6705 |JAY HOSPITAL JAY
118 6048 |JFK MEDICAL CENTER ATLANTIS
119 6001 |JFK NORTH CAMPUS WEST PALM BEACH
120 6246  |JOHN HOPKINS ALL CHILDRENS HOSPITAL ST PETERSBURG
121 6074 |JUPITER MEDICAL CENTER JUPITER
122| 2358 |KENDALL REGIONAL MEDICAL CENTER MIAMI
123 1673  |KINDRED FT LAUDERDALE FORT LAUDERDALE
124 6290 |KINDRED HOSP BAY AREA ST PETERSBURG ST PETERSBURG
125 2346  |KINDRED HOSP S FL CORAL GABLES CORAL GABLES
126 1671 |KINDRED HOSP S FL HOLLYWOOD HOLLYWOOD
127 3974  |KINDRED HOSPITAL BAY AREA TAMPA TAMPA
128 3947  |KINDRED HOSPITAL CENTRAL TAMPA TAMPA
129 7708  |KINDRED HOSPITAL MELBOURNE MELBOURNE
130 2090 |KINDRED HOSPITAL NORTH FLORIDA GREEN COVE SPRINGS
131 5207 |KINDRED HOSPITAL OCALA OCALA
132 7706 |KINDRED PALM BEACHES RIVIERA BEACH
133 7305 |LAKE BUTLER HOSPITAL HAND SURG. CTR LAKE BUTLER
134 2246  |LAKE CITY MEDICAL CENTER LAKE CITY
135 6305 |LAKELAND REGIONAL MEDICAL CENTER LAKELAND
136 6007 |LAKESIDE MEDICAL CENTER BELLE GLADE
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137 5110 |LAKEWOOD RANCH MEDICAL CENTER BRADENTON
138 6108 |LANDMARK HOSPITAL OF SOUTHWEST FL LEHIGH ACRES
139 2379  |LARKIN COMMUNITY HOSPITAL SOUTH MIAMI
140 2356  |LARKIN HOSPITAL PALM SPRINGS CAMPUS HIALEAH
141 6600 |LAWNWOOD REGIONAL MED CTR FORT PIERCE
142| 4605 |LEE MEMORIAL HEALTH SYSTEM FT MYERS
143 4690 |LEE MEMORIAL HOSPITAL HEALTHPARK FT MYERS
144 4647  |LEHIGH REGIONAL MEDICAL CENTER LEHIGH ACRES
145 5406 |LOWER KEYS MEDICAL CENTER KEY WEST
146 5005 |MADISON COUNTY MEMORIAL HOSPITAL MADISON
147 5105 |MANATEE MEMORIAL HOSP BRADENTON
148 5471 |MARINERS HOSPITAL TAVERNIER
149 2650 |MAYO CLINIC HOSPITAL JACKSONVILLE
150 6278 |MEASE COUNTRYSIDE HOSPITAL SAFETY HARBOR
151 6249 |MEASE DUNEDIN HOSPITAL DUNEDIN
152 1548 |MELBOURNE REGIONAL MEDICAL CENTER MELBOURNE
153 2648 |MEMORIAL HOSPITAL JACKSONVILLE JACKSONVILLE
154 1649 |MEMORIAL HOSPITAL MIRAMAR MIRAMAR
155 1610 |MEMORIAL HOSPITAL PEMBROKE PEMBROKE PINES
156 1688 |MEMORIAL HOSPITAL WEST PEMBROKE PINES
157 1606 |MEMORIAL REGIONAL CANCER CENTER HOLLYWOOD
158 1602 |MEMORIAL REGIONAL HOSPITAL SOUTH HOLLYWOOD
159 2338 |MERCY HOSPITAL - MIAMI MIAMI
160 6250 |MORTON PLANT HOSPITAL CLEARWATER
161 6106 |MORTON PLANT NORTH BAY HOSPITAL NEW PORT RICHEY
162 2351 |MOUNT SINAI MEDICAL CENTER MIAMI BEACH
163 7390 |NFLORIDA RECEPTION AND MED CTR LAKE BUTLER
164 1170 |NFLORIDA REGIONAL MEDICAL CENTER GAINESVILLE
165 2146 |NCH NAPLES
166 2647 |NEMOURS CHILDRENS HOSPITAL ORLANDO
167 2359  |NICKLAUS CHILDREN'S HOSPITAL MIAMI
168 2150 |NORTH COLLIER HOSPITAL NAPLES
169 5607 |NORTH OKALOOSA MEDICAL CENTER CRESTVIEW
170 7705 |NW FLORIDA COMMUNITY HOSPITAL CHIPLEY
171 3701 |OAKHILL HOSPITAL BROOKSVILLE
172 5200 |OCALA REGIONAL MEDICAL CENTER OCALA
173 2000 |ORANGE PARK MEDICAL CENTER ORANGE PARK
174 5848 |ORLANDO HEALTH CANCER INSTITUTE ORLANDO
175 7715 |ORLANDO HEALTH HORIZON WEST HOSP WINTER GARDEN
176 6910 |ORLANDO REG SOUTH SEMINOLE HOSPITAL LONGWOOD
177 5851 |ORLANDO REGIONAL MEDICAL CENTER ORLANDO
178 7711 |OVIEDO MEDICAL CENTER OVIEDO
179 1508 |PALM BAY HOSPITAL PALM BAY
180 6070 |PALM BEACH GARDENS MEDICAL CENTER PALM BEACH GARDENS
181 2383 |PALMETTO GENERAL HOSPITAL HIALEAH
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182 6273 |PALMS OF PASADENA HOSPITAL ST PETERSBURG
183 6069 |PALMS WEST HOSPITAL LOXAHATCHEE
184 6815 |PAM SPECIALTY HOSP OF SARASOTA SARASOTA
185 1506 |PARRISH MEDICAL CENTER TITUSVILLE
186 2130 |PHYSICIANS REG MED CTR-PINE RIDGE NAPLES
187 2140 |PHYSICIANS REG MEDICAL CTR COLLIER NAPLES
188 5900 |POINCIANA MEDICAL CENTER KISSIMMEE
189 6446 |PUTNAM COMMUNITY MEDICAL CTR PALATKA
190 5705 |RAULERSON HOSPITAL OKEECHOBEE
191| 4645 |REG CANCER CTR GULF COAST HOSPITAL FT MYERS
192| 4816 |REGIONAL GENERAL HOSPITAL WILLISTON WILLISTON
193] 1547 |ROCKLEDGE REGIONAL MEDICAL CENTER ROCKLEDGE
194 6707 |SANTA ROSA MEDICAL CENTER MILTON
195 6805 |SARASOTA MEMORIAL HOSPITAL SARASOTA
196 6927 |SARASOTA MEMORIAL HOSPITAL - VENICE NORTH VENICE
197 4170 |SEBASTIAN RIVER MEDICAL CENTER SEBASTIAN
198 6107  |SELECT SPECIALTY HOSPITAL VILLAGES OXFORD
199 2606 |SHANDS JACKSONVILLE MEDICAL CENTER JACKSONVILLE
200 1100 |SHANDS UNIVERSITY OF FLORIDA GAINESVILLE
201 1836 |SHOREPOINT HEALTH PORT CHARLOTTE PORT CHARLOTTE
202 1846 |SHOREPOINT HEALTH PUNTA GORDA PUNTA GORDA
203[ 3908 |SHRINERS HOSPITALS FOR CHILDREN TAMPA
204 3988 |SOUTH BAY HOSPITAL SUN CITY CENTER
205 3938 |SOUTH FLORIDA BAPTIST HOSPITAL PLANT CITY
206 4546  |SOUTH LAKE HOSPITAL CLERMONT
207 2376 |SOUTH MIAMI HOSPITAL SOUTH MIAMI
208 3715 |SPRING HILL REGIONAL HOSPITAL SPRING HILL
209 6251 |ST ANTHONY HOSPITAL ST PETERSBURG
210[ 5936 |ST CLOUD REGIONAL MEDICAL CENTER ST CLOUD
211 3937 |ST JOSEPH HOSPITAL TAMPA
212 3936 ST JOSEPHS HOSPITAL NORTH LUTZ
213 6647 |ST LUCIE MEDICAL CENTER PORT ST LUCIE
214 6036 |ST MARYS MEDICAL CENTER WEST PALM BEACH
215 6274 |ST PETERSBURG GENERAL HOSPITAL ST PETERSBURG
216 3910 |ST.JOSEPH'S HOSPITAL-SOUTH RIVERVIEW
217 1686 |STEWARD FLORIDA MEDICAL CENTER FORT LAUDERDALE
218 2353 |STEWARD NORTH SHORE MEDICAL CENTER MIAMI
219 4705 | TALLAHASSEE MEMORIAL HEALTHCARE TALLAHASSEE
220 3906 | TAMPA GENERAL HOSPITAL TAMPA
221 5606 | TWIN CITIES HOSPITAL NICEVILLE
222 2372 U OF MIAMI HOSPITAL CLINICS MIAMI
223 5807 |UCF LAKE NONA MEDICAL CENTER ORLANDO
224 4516  |UF HEALTH LEESBURG HOSPITAL LEESBURG
225 7714  |UF HEALTH NORTH JACKSONVILLE
226 2347  |UNIVERSITY OF MIAMI HOSPITAL MIAMI
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227 1510 | VIERA HOSPITAL VIERA
228 7005 |VILLAGES REGIONAL HOSPITAL THE VILLAGES
229 6068 |WELLINGTON REGIONAL MEDICAL CENTER WEST PALM BEACH
230 6045 |WEST BOCA MEDICAL CENTER BOCA RATON
231 2700 |WEST FLORIDA HOSPITAL PENSACOLA
232 2307 |WEST KENDALL BAPTIST HOSPITAL MIAMI
233 5202 |WEST MARION COMMUNITY HOSPITAL OCALA
234 2377 |WESTCHESTER GENERAL HOSPITAL MIAMI
235 1601 |WESTSIDE REGIONAL MED CTR PLANTATION
236 6349 |WINTER HAVEN HOSPITAL WINTER HAVEN
237 2672 |WOLFSON CHILDRENS HOSP NCC JACKSONVILLE




















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































:ntially reportable tumors to the Florida Cancer Data System (FCDS). Please note that some ICD-10-
qould be reviewed and evaluated individually to determine its reportability. The nationwide
yber 1, 2024.

ICD-10-CM Code Definition (FY 2025)

Malignant neoplasm of lip

Malignant neoplasm of external upper lip

Malignant neoplasm of external lower lip

Malignant neoplasm of external lip, unspecified

Malignant neoplasm of upper lip, inner aspect

Malignant neoplasm of lower lip, inner aspect

Malignant neoplasm of lip, unspecified, inner aspect

Malignant neoplasm of commissure of lip, unspecified

Malignant neoplasm of overlapping sites of lip

Malignant neoplasm of lip, unspecified

Malignant neoplasm of base of tongue

Malignant neoplasm of other and unspecified parts of tongue

Malignant neoplasm of dorsal surface of tongue

Malignant neoplasm of border of tongue

Malignant neoplasm of ventral surface of tongue

Malignant neoplasm of anterior two-thirds of tongue, part unspecified

Malignant neoplasm of lingual tonsil

Malignant neoplasm of overlapping sites of tongue

Malignant neoplasm of tongue, unspecified

Malignant neoplasm of gum

Malignant neoplasm of upper gum

Malignant neoplasm of lower gum

Malignant neoplasm of gum, unspecified

Malignant neoplasm of floor of mouth

Malignant neoplasm of anterior floor of mouth




Malignant neoplasm of lateral floor of mouth

Malignant neoplasm of overlapping sites of floor of mouth

Malignant neoplasm of floor of mouth, unspecified

Malignant neoplasm of palate

Malignant neoplasm of hard palate

Malignant neoplasm of soft palate

Malignant neoplasm of uvula

Malignant neoplasm of overlapping sites of palate

Malignant neoplasm of palate, unspecified

Malignant neoplasm of other and unspecified parts of mouth

Malignant neoplasm of cheek mucosa

Malignant neoplasm of vestibule of mouth

Malignant neoplasm of retromolar area

Malignant neoplasm of overlapping sites of other and unspecified parts of mouth

Malignant neoplasm of overlapping sites of unspecified parts of mouth

Malignant neoplasm of overlapping sites of other parts of mouth

Malignant neoplasm of mouth, unspecified

Malignant neoplasm of parotid gland

Malignant neoplasm of other and unspecified major salivary glands

Malignant neoplasm of submandibular gland

Malignant neoplasm of sublingual gland

Malignant neoplasm of major salivary gland, unspecified

Malignant neoplasm of tonsil

Malignant neoplasm of tonsillar fossa

Malignant neoplasm of tonsillar pillar (anterior) (posterior)

Malignant neoplasm of overlapping sites of tonsil

Malignant neoplasm of tonsil, unspecified

Malignant neoplasm of oropharynx

Malignant neoplasm of vallecula

Malignant neoplasm of anterior surface of epiglottis

Malignant neoplasm of lateral wall of oropharynx

Malignant neoplasm of posterior wall of oropharynx

Malignant neoplasm of branchial cleft

Malignant neoplasm of overlapping sites of oropharynx




Malignant neoplasm of oropharynx, unspecified

Malignant neoplasm of nasopharynx

Malignant neoplasm of superior wall of nasopharynx

Malignant neoplasm of posterior wall of nasopharynx

Malignant neoplasm of lateral wall of nasopharynx

Malignant neoplasm of anterior wall of nasopharynx

Malignant neoplasm of overlapping sites of nasopharynx

Malignant neoplasm of nasopharynx, unspecified

Malignant neoplasm of pyriform sinus

Malignant neoplasm of hypopharynx

Malignant neoplasm of postcricoid region

Malignant neoplasm of aryepiglottic fold, hypopharyngeal aspect

Malignant neoplasm of posterior wall of hypopharynx

Malignant neoplasm of overlapping sites of hypopharynx

Malignant neoplasm of hypopharynx, unspecified

Malignant neoplasm of other and ill-defined sites in the lip, oral cavity and pharynx

Malignant neoplasm of pharynx, unspecified

Malignant neoplasm of Waldeyer' s ring

Malignant neoplasm of overlapping sites of lip, oral cavity and pharynx

Malignant neoplasm of esophagus

Malignant neoplasm of upper third of esophagus

Malignant neoplasm of middle third of esophagus

Malignant neoplasm of lower third of esophagus

Malignant neoplasm of overlapping sites of esophagus

Malignant neoplasm of esophagus, unspecified

Malignant neoplasm of stomach

Malignant neoplasm of cardia

Malignant neoplasm of fundus of stomach

Malignant neoplasm of body of stomach

Malignant neoplasm of pyloric antrum

Malignant neoplasm of pylorus

Malignant neoplasm of lesser curvature of stomach, unspecified

Malignant neoplasm of greater curvature of stomach, unspecified

Malignant neoplasm of overlapping sites of stomach




Malignant neoplasm of stomach, unspecified

Malignant neoplasm of small intestine

Malignant neoplasm of duodenum

Malignant neoplasm of jejunum

Malignant neoplasm of ileum

Meckel's diverticulum, malignant

Malignant neoplasm of overlapping sites of small intestine

Malignant neoplasm of small intestine, unspecified

Malignant neoplasm of colon

Malignant neoplasm of cecum

Malignant neoplasm of appendix

Malignant neoplasm of ascending colon

Malignant neoplasm of hepatic flexure

Malignant neoplasm of transverse colon

Malignant neoplasm of splenic flexure

Malignant neoplasm of descending colon

Malignant neoplasm of sigmoid colon

Malignant neoplasm of overlapping sites of colon

Malignant neoplasm of colon, unspecified

Malignant neoplasm of rectosigmoid junction

Malignant neoplasm of rectum

Malignant neoplasm of anus and anal canal

Malignant neoplasm of anus, unspecified

Malignant neoplasm of anal canal

Malignant neoplasm of cloacogenic zone

Malignant neoplasm of overlapping sites of rectum, anus and anal canal

Malignant neoplasm of liver and intrahepatic bile ducts

Liver cell carcinoma

Intrahepatic bile duct carcinoma

Hepatoblastoma

Angiosarcoma of liver

Other sarcomas of liver

Other specified carcinomas of liver

Malignant neoplasm of liver, primary, unspecified as to type




Malignant neoplasm of liver, not specified as primary or secondary

Malignant neoplasm of gallbladder

Malignant neoplasm of other and unspecified parts of biliary tract

Malignant neoplasm of extrahepatic bile duct

Malignant neoplasm of ampulla of Vater

Malignant neoplasm of overlapping sites of biliary tract

Malignant neoplasm of biliary tract, unspecified

Malignant neoplasm of pancreas

Malignant neoplasm of head of pancreas

Malignant neoplasm of body of pancreas

Malignant neoplasm of tail of pancreas

Malignant neoplasm of pancreatic duct

Malignant neoplasm of endocrine pancreas

Malignant neoplasm of other parts of pancreas

Malignant neoplasm of overlapping sites of pancreas

Malignant neoplasm of pancreas, unspecified

Malignant neoplasm of other and ill-defined digestive organs

Malignant neoplasm of intestinal tract, part unspecified

Malignant neoplasm of spleen

Malignant neoplasm of ill-defined sites within the digestive system

Malignant neoplasm of nasal cavity and middle ear

Malignant neoplasm of nasal cavity

Malignant neoplasm of middle ear

Malignant neoplasm of accessory sinuses

Malignant neoplasm of maxillary sinus

Malignant neoplasm of ethmoidal sinus

Malignant neoplasm of frontal sinus

Malignant neoplasm of sphenoid sinus

Malignant neoplasm of overlapping sites of accessory sinuses

Malignant neoplasm of accessory sinus, unspecified

Malignant neoplasm of larynx

Malignant neoplasm of glottis

Malignant neoplasm of supraglottis

Malignant neoplasm of subglottis




Malignant neoplasm of laryngeal cartilage

Malignant neoplasm of overlapping sites of larynx

Malignant neoplasm of larynx, unspecified

Malignant neoplasm of trachea

Malignant neoplasm of bronchus and lung

Malignant neoplasm of main bronchus

Malignant neoplasm of unspecified main bronchus

Malignant neoplasm of right main bronchus

Malignant neoplasm of left main bronchus

Malignant neoplasm of upper lobe, bronchus or lung

Malignant neoplasm of upper lobe, unspecified bronchus or lung

Malignant neoplasm of upper lobe, right bronchus or lung

Malignant neoplasm of upper lobe, left bronchus or lung

Malignant neoplasm of middle lobe, bronchus or lung

Malignant neoplasm of lower lobe, bronchus or lung

Malignant neoplasm of lower lobe, unspecified bronchus or lung

Malignant neoplasm of lower lobe, right bronchus or lung

Malignant neoplasm of lower lobe, left bronchus or lung

Malignant neoplasm of overlapping sites of bronchus and lung

Malignant neoplasm of overlapping sites of unspecified bronchus and lung

Malignant neoplasm of overlapping sites of right bronchus and lung

Malignant neoplasm of overlapping sites of left bronchus and lung

Malignant neoplasm of unspecified part of bronchus or lung

Malignant neoplasm of unspecified part of unspecified bronchus or lung

Malignant neoplasm of unspecified part of right bronchus or lung

Malignant neoplasm of unspecified part of left bronchus or lung

Malignant neoplasm of thymus

Malignant neoplasm of heart, mediastinum and pleura

Malignant neoplasm of heart

Malignant neoplasm of anterior mediastinum

Malignant neoplasm of posterior mediastinum

Malignant neoplasm of mediastinum, part unspecified

Malignant neoplasm of pleura

Malignant neoplasm of overlapping sites of heart, mediastinum and pleura




Malignant neoplasm of other and ill-defined sites in the respiratory system and intrathoracic organs

Malignant neoplasm of upper respiratory tract, part unspecified

Malignant neoplasm of lower respiratory tract, part unspecified

Malignant neoplasm of bone and articular cartilage of limbs

Malignant neoplasm of scapula and long bones of upper limb

Malignant neoplasm of scapula and long bones of unspecified upper limb

Malignant neoplasm of scapula and long bones of right upper limb

Malignant neoplasm of scapula and long bones of left upper limb

Malignant neoplasm of short bones of upper limb

Malignant neoplasm of short bones of unspecified upper limb

Malignant neoplasm of short bones of right upper limb

Malignant neoplasm of short bones of left upper limb

Malignant neoplasm of long bones of lower limb

Malignant neoplasm of long bones of unspecified lower limb

Malignant neoplasm of long bones of right lower limb

Malignant neoplasm of long bones of left lower limb

Malignant neoplasm of short bones of lower limb

Malignant neoplasm of short bones of unspecified lower limb

Malignant neoplasm of short bones of right lower limb

Malignant neoplasm of short bones of left lower limb

Malignant neoplasm of overlapping sites of bone and articular cartilage of limb

Malignant neoplasm of overlapping sites of bone and articular cartilage of unspecified limb

Malignant neoplasm of overlapping sites of bone and articular cartilage of right limb

Malignant neoplasm of overlapping sites of bone and articular cartilage of left limb

Malignant neoplasm of unspecified bones and articular cartilage of limb

Malignant neoplasm of unspecified bones and articular cartilage of unspecified limb

Malignant neoplasm of unspecified bones and articular cartilage of right limb

Malignant neoplasm of unspecified bones and articular cartilage of left limb

Malignant neoplasm of bone and articular cartilage of other and unspecified sites

Malignant neoplasm of bones of skull and face

Malignant neoplasm of mandible

Malignant neoplasm of vertebral column




Malignant neoplasm of ribs, sternum and clavicle

Malignant neoplasm of pelvic bones, sacrum and coccyx

Malignant neoplasm of bone and articular cartilage, unspecified

Malignant melanoma of skin

Malignant melanoma of lip

Malignant melanoma of eyelid, including canthus

Malignant melanoma of unspecified eyelid, including canthus

Malignant melanoma of right eyelid, including canthus

Malignant melanoma of right upper eyelid, including canthus

Malignant melanoma of right lower eyelid, including canthus

Malignant melanoma of left eyelid, including canthus

Malignant melanoma of left upper eyelid, including canthus

Malignant melanoma of left lower eyelid, including canthus

Malignant melanoma of ear and external auricular canal

Malignant melanoma of unspecified ear and external auricular canal

Malignant melanoma of right ear and external auricular canal

Malignant melanoma of left ear and external auricular canal

Malignant melanoma of other and unspecified parts of face

Malignant melanoma of unspecified part of face

Malignant melanoma of nose

Malignant melanoma of other parts of face

Malignant melanoma of scalp and neck

Malignant melanoma of trunk

Malignant melanoma of anal skin

Malignant melanoma of skin of breast

Malignant melanoma of other part of trunk

Malignant melanoma of upper limb, including shoulder

Malignant melanoma of unspecified upper limb, including shoulder

Malignant melanoma of right upper limb, including shoulder

Malignant melanoma of left upper limb, including shoulder

Malignant melanoma of lower limb, including hip

Malignant melanoma of unspecified lower limb, including hip

Malignant melanoma of right lower limb, including hip

Malignant melanoma of left lower limb, including hip




Malignant melanoma of overlapping sites of skin

Malignant melanoma of skin, unspecified

Unspecified malignant neoplasm of skin of lip

Other specified malignant neoplasm of skin of lip

Unspecified malignant neoplasm of skin of eyelid, including canthus

Unspecified malignant neoplasm of skin of unspecified eyelid, including canthus

Unspecified malignant neoplasm of skin of right eyelid, including canthus

Unspecified malignant neoplasm of skin of right upper eyelid, including canthus

Unspecified malignant neoplasm of skin of right lower eyelid, including canthus

Unspecified malignant neoplasm of skin of left eyelid, including canthus

Unspecified malignant neoplasm of skin of left upper eyelid, including canthus

Unspecified malignant neoplasm of skin of left lower eyelid, including canthus

Sebaceous cell carcinoma of skin of eyelid, including canthus

Sebaceous cell carcinoma of skin of unspecified eyelid, including canthus

Sebaceous cell carcinoma of skin of right eyelid, including canthus

Sebaceous cell carcinoma of skin of right upper eyelid, including canthus

Sebaceous cell carcinoma of skin of right lower eyelid, including canthus

Sebaceous cell carcinoma of skin of left eyelid, including canthus

Sebaceous cell carcinoma of skin of left upper eyelid, including canthus

Sebaceous cell carcinoma of skin of left lower eyelid, including canthus

Other specified malignant neoplasm of skin of eyelid, including canthus

Other specified malignant neoplasm of skin of unspecified eyelid, including canthus

Other specified malignant neoplasm of skin of right eyelid, including canthus

Other specified malignant neoplasm of skin of right upper eyelid, including canthus

Other specified malignant neoplasm of skin of right lower eyelid, including canthus

Other specified malignant neoplasm of skin of left eyelid, including canthus

Other specified malignant neoplasm of skin of left upper eyelid, including canthus

Other specified malignant neoplasm of skin of left upper eyelid, including canthus

Unspecified malignant neoplasm of skin of ear and external auricular canal

Unspecified malignant neoplasm of skin of unspecified ear and external auricular canal

Unspecified malignant neoplasm of skin of right ear and external auricular canal

Unspecified malignant neoplasm of skin of left ear and external auricular canal

Other specified malignant neoplasm of skin of ear and external auricular canal




Other specified malignant neoplasm of skin of unspecified ear and external auricular canal

Other specified malignant neoplasm of skin of right ear and external auricular canal

Other specified malignant neoplasm of skin of left ear and external auricular canal

Unspecified malignant neoplasm of skin of other and unspecified parts of face

Unspecified malignant neoplasm of skin of unspecified part of face

Unspecified malignant neoplasm of skin of nose

Unspecified malignant neoplasm of skin of other parts of face

Other specified malignant neoplasm of skin of other and unspecified parts of face

Other specified malignant neoplasm of skin of unspecified parts of face

Other specified malignant neoplasm of skin of nose

Other specified malignant neoplasm of skin of other parts of face

Unspecified malignant neoplasm of skin of scalp and neck

Other specified malignant neoplasm of skin of scalp and neck

Unspecified malignant neoplasm of skin of trunk

Unspecified malignant neoplasm of anal skin

Unspecified malignant neoplasm of skin of breast

Unspecified malignant neoplasm of skin of other part of trunk

Other specified malignant neoplasm of skin of trunk

Other specified malignant neoplasm of anal skin

Other specified malignant neoplasm of skin of breast

Other specified malignant neoplasm of skin of other part of trunk

Unspecified malignant neoplasm of skin of upper limb, including shoulder

Unspecified malignant neoplasm of skin of unspecified upper limb, including shoulder

Unspecified malignant neoplasm of skin of right upper limb, including shoulder

Unspecified malignant neoplasm of skin of left upper limb, including shoulder

Other specified malignant neoplasm of skin of upper limb, including shoulder

Other specified malignant neoplasm of skin of unspecified upper limb, including shoulder

Other specified malignant neoplasm of skin of right upper limb, including shoulder

Other specified malignant neoplasm of skin of left upper limb, including shoulder

Unspecified malignant neoplasm of skin of lower limb, including hip

Unspecified malignant neoplasm of skin of unspecified lower limb, including hip

Unspecified malignant neoplasm of skin of right lower limb, including hip




Unspecified malignant neoplasm of skin of left lower limb, including hip

Other specified malignant neoplasm of skin of lower limb, including hip

Other specified malignant neoplasm of skin of unspecified lower limb, including hip

Other specified malignant neoplasm of skin of right lower limb, including hip

Other specified malignant neoplasm of skin of left lower limb, including hip

Unspecified malignant neoplasm of overlapping sites of skin

Other specified malignant neoplasm of overlapping sites of skin

Unspecified malignant neoplasm of skin, unspecified

Other specified malignant neoplasm of skin, unspecified

Mesothelioma

Mesothelioma of pleura

Mesothelioma of peritoneum

Mesothelioma of pericardium

Mesothelioma of other sites

Mesothelioma, unspecified

Kaposi's sarcoma

Kaposi's sarcoma of skin

Kaposi's sarcoma of soft tissue

Kaposi's sarcoma of palate

Kaposi's sarcoma of lymph nodes

Kaposi's sarcoma of gastrointestinal sites

Kaposi's sarcoma of lung

Kaposi's sarcoma of unspecified lung

Kaposi's sarcoma of right lung

Kaposi's sarcoma of left lung

Kaposi's sarcoma of other sites

Kaposi's sarcoma, unspecified

Malignant neoplasm of peripheral nerves and autonomic nervous system

Malignant neoplasm of peripheral nerves of head, face and neck

Malignant neoplasm of peripheral nerves of upper limb, including shoulder

Malignant neoplasm of peripheral nerves of unspecified upper limb, including shoulder

Malignant neoplasm of peripheral nerves of right upper limb, including shoulder

Malignant neoplasm of peripheral nerves of left upper limb, including shoulder

Malignant neoplasm of peripheral nerves of lower limb, including hip




Malignant neoplasm of peripheral nerves of unspecified lower limb, including hip

Malignant neoplasm of peripheral nerves of right lower limb, including hip

Malignant neoplasm of peripheral nerves of left lower limb, including hip

Malignant neoplasm of peripheral nerves of thorax

Malignant neoplasm of peripheral nerves of abdomen

Malignant neoplasm of peripheral nerves of pelvis

Malignant neoplasm of peripheral nerves of trunk, unspecified

Malignant neoplasm of overlapping sites of peripheral nerves and autonomic nervous system

Malignant neoplasm of peripheral nerves and autonomic nervous system, unspecified

Malignant neoplasm of retroperitoneum and peritoneum

Malignant neoplasm of retroperitoneum

Malignant neoplasm of specified parts of peritoneum

Malignant neoplasm of peritoneum, unspecified

Malignant neoplasm of overlapping sites of retroperitoneum and peritoneum

Malignant neoplasm of other connective and soft tissue

Malignant neoplasm of connective and soft tissue of head, face and neck

Malignant neoplasm of connective and soft tissue of upper limb, including shoulder

Malignant neoplasm of connective and soft tissue of unspecified upper limb, including shoulder

Malignant neoplasm of connective and soft tissue of right upper limb, including shoulder

Malignant neoplasm of connective and soft tissue of left upper limb, including shoulder

Malignant neoplasm of connective and soft tissue of lower limb, including hip

Malignant neoplasm of connective and soft tissue of unspecified lower limb, including hip

Malignant neoplasm of connective and soft tissue of right lower limb, including hip

Malignant neoplasm of connective and soft tissue of left lower limb, including hip

Malignant neoplasm of connective and soft tissue of thorax

Malignant neoplasm of connective and soft tissue of abdomen

Malignant neoplasm of connective and soft tissue of pelvis

Malignant neoplasm of connective and soft tissue of trunk, unspecified

Malignant neoplasm of overlapping sites of connective and soft tissue

Malignant neoplasm of connective and soft tissue, unspecified

Gastrointestinal stromal tumor




Gastrointestinal stromal tumor, unspecified site

Gastrointestinal stromal tumor, of esophagus

Gastrointestinal stromal tumor, of stomach

Gastrointestinal stromal tumor, of small intestine

Gastrointestinal stromal tumor, of large intestine

Gastrointestinal stromal tumor, of rectum

Gastrointestinal stromal tumor, of other sites

Merkel cell carcinoma

Merkel cell carcinoma of lip

Merkel cell carcinoma of eyelid, including canthus

Merkel cell carcinoma of unspecified eyelid, including canthus

Merkel cell carcinoma of right eyelid, including canthus

Merkel cell carcinoma of right upper eyelid, including canthus

Merkel cell carcinoma of right lower eyelid, including canthus

Merkel cell carcinoma of left eyelid, including canthus

Merkel cell carcinoma of left upper eyelid, including canthus

Merkel cell carcinoma of left lower eyelid, including canthus

Merkel cell carcinoma of ear and external auricular canal

Merkel cell carcinoma of unspecified ear and external auricular canal

Merkel cell carcinoma of right ear and external auricular canal

Merkel cell carcinoma of left ear and external auricular canal

Merkel cell carcinoma of other and unspecified parts of face

Merkel cell carcinoma of unspecified part of face

Merkel cell carcinoma of nose

Merkel cell carcinoma of other parts of face

Merkel cell carcinoma of scalp and neck

Merkel cell carcinoma of trunk

Merkel cell carcinoma of anal skin

Merkel cell carcinoma of skin of breast

Merkel cell carcinoma of other part of trunk

Merkel cell carcinoma of upper limb, including shoulder

Merkel cell carcinoma of unspecified upper limb, including shoulder

Merkel cell carcinoma of right upper limb, including shoulder

Merkel cell carcinoma of left upper limb, including shoulder




Merkel cell carcinoma of lower limb, including hip

Merkel cell carcinoma of unspecified lower limb, including hip

Merkel cell carcinoma of right lower limb, including hip

Merkel cell carcinoma of left lower limb, including hip

Merkel cell carcinoma of overlapping sites

Merkel cell carcinoma, unspecified

Malignant neoplasm of breast

Malignant neoplasm of nipple and areola

Malignant neoplasm of nipple and areola, female

Malignant neoplasm of nipple and areola, right female breast

Malignant neoplasm of nipple and areola, left female breast

Malignant neoplasm of nipple and areola, unspecified female breast

Malignant neoplasm of nipple and areola, male

Malignant neoplasm of nipple and areola, right male breast

Malignant neoplasm of nipple and areola, left male breast

Malignant neoplasm of nipple and areola, unspecified male breast

Malignant neoplasm of central portion of breast

Malignant neoplasm of central portion of breast, female

Malignant neoplasm of central portion of right female breast

Malignant neoplasm of central portion of left female breast

Malignant neoplasm of central portion of unspecified female breast

Malignant neoplasm of central portion of breast, male

Malignant neoplasm of central portion of right male breast

Malignant neoplasm of central portion of left male breast

Malignant neoplasm of central portion of unspecified male breast

Malignant neoplasm of upper-inner quadrant of breast

Malignant neoplasm of upper-inner quadrant of breast, female

Malignant neoplasm of upper-inner quadrant of right female breast

Malignant neoplasm of upper-inner quadrant of left female breast

Malignant neoplasm of upper-inner quadrant of unspecified female breast

Malignant neoplasm of upper-inner quadrant of breast, male

Malignant neoplasm of upper-inner quadrant of right male breast

Malignant neoplasm of upper-inner quadrant of left male breast

Malignant neoplasm of upper-inner quadrant of unspecified male breast




Malignant neoplasm of lower-inner quadrant of breast

Malignant neoplasm of lower-inner quadrant of breast, female

Malignant neoplasm of lower-inner quadrant of right female breast

Malignant neoplasm of lower-inner quadrant of left female breast

Malignant neoplasm of lower-inner quadrant of unspecified female breast

Malignant neoplasm of lower-inner quadrant of breast, male

Malignant neoplasm of lower-inner quadrant of right male breast

Malignant neoplasm of lower-inner quadrant of left male breast

Malignant neoplasm of lower-inner quadrant of unspecified male breast

Malignant neoplasm of upper-outer quadrant of breast

Malignant neoplasm of upper-outer quadrant of breast, female

Malignant neoplasm of upper-outer quadrant of right female breast

Malignant neoplasm of upper-outer quadrant of left female breast

Malignant neoplasm of upper-outer quadrant of unspecified female breast

Malignant neoplasm of upper-outer quadrant of breast, male

Malignant neoplasm of upper-outer quadrant of right male breast

Malignant neoplasm of upper-outer quadrant of left male breast

Malignant neoplasm of upper-outer quadrant of unspecified male breast

Malignant neoplasm of lower-outer quadrant of breast

Malignant neoplasm of lower-outer quadrant of breast, female

Malignant neoplasm of lower-outer quadrant of right female breast

Malignant neoplasm of lower-outer quadrant of left female breast

Malignant neoplasm of lower-outer quadrant of unspecified female breast

Malignant neoplasm of lower-outer quadrant of breast, male

Malignant neoplasm of lower-outer quadrant of right male breast

Malignant neoplasm of lower-outer quadrant of left male breast

Malignant neoplasm of lower-outer quadrant of unspecified male breast

Malignant neoplasm of axillary tail of breast

Malignant neoplasm of axillary tail of breast, female

Malignant neoplasm of axillary tail of right female breast

Malignant neoplasm of axillary tail of left female breast

Malignant neoplasm of axillary tail of unspecified female breast

Malignant neoplasm of axillary tail of breast, male

Malignant neoplasm of axillary tail of right male breast




Malignant neoplasm of axillary tail of left male breast

Malignant neoplasm of axillary tail of unspecified male breast

Malignant neoplasm of overlapping sites of breast

Malignant neoplasm of overlapping sites of breast, female

Malignant neoplasm of overlapping sites of right female breast

Malignant neoplasm of overlapping sites of left female breast

Malignant neoplasm of overlapping sites of unspecified female breast

Malignant neoplasm of overlapping sites of breast, male

Malignant neoplasm of overlapping sites of right male breast

Malignant neoplasm of overlapping sites of left male breast

Malignant neoplasm of overlapping sites of unspecified male breast

Malignant neoplasm of breast of unspecified site

Malignant neoplasm of breast of unspecified site, female

Malignant neoplasm of unspecified site of right female breast

Malignant neoplasm of unspecified site of left female breast

Malignant neoplasm of unspecified site of unspecified female breast

Malignant neoplasm of breast of unspecified site, male

Malignant neoplasm of unspecified site of right male breast

Malignant neoplasm of unspecified site of left male breast

Malignant neoplasm of unspecified site of unspecified male breast

Malignant neoplasm of vulva

Malignant neoplasm of labium majus

Malignant neoplasm of labium minus

Malignant neoplasm of clitoris

Malignant neoplasm of overlapping sites of vulva

Malignant neoplasm of vulva, unspecified

Malignant neoplasm of vagina

Malignant neoplasm of cervix uteri

Malignant neoplasm of endocervix

Malignant neoplasm of exocervix

Malignant neoplasm of overlapping sites of cervix uteri

Malignant neoplasm of cervix uteri, unspecified

Malignant neoplasm of corpus uteri

Malignant neoplasm of isthmus uteri




Malignant neoplasm of endometrium

Malignant neoplasm of myometrium

Malignant neoplasm of fundus uteri

Malignant neoplasm of overlapping sites of corpus uteri

Malignant neoplasm of corpus uteri, unspecified

Malignant neoplasm of uterus, part unspecified

Malignant neoplasm of ovary

Malignant neoplasm of right ovary

Malignant neoplasm of left ovary

Malignant neoplasm of bilateral ovaries

Malignant neoplasm of unspecified ovary

Malignant neoplasm of other and unspecified female genital organs

Malignant neoplasm of fallopian tube

Malignant neoplasm of unspecified fallopian tube

Malignant neoplasm of right fallopian tube

Malignant neoplasm of left fallopian tube

Malignant neoplasm of broad ligament

Malignant neoplasm of unspecified broad ligament

Malignant neoplasm of right broad ligament

Malignant neoplasm of left broad ligament

Malignant neoplasm of round ligament

Malignant neoplasm of unspecified round ligament

Malignant neoplasm of right round ligament

Malignant neoplasm of left round ligament

Malignant neoplasm of parametrium

Malignant neoplasm of uterine adnexa, unspecified

Malignant neoplasm of other specified female genital organs

Malignant neoplasm of overlapping sites of female genital organs

Malignant neoplasm of female genital organ, unspecified

Malignant neoplasm of placenta

Malignant neoplasm of penis

Malignant neoplasm of prepuce

Malignant neoplasm of glans penis

Malignant neoplasm of body of penis




Malignant neoplasm of overlapping sites of penis

Malignant neoplasm of penis, unspecified

Malignant neoplasm of prostate

Malignant neoplasm of testis

Malignant neoplasm of undescended testis

Malignant neoplasm of unspecified undescended testis

Malignant neoplasm of undescended right testis

Malignant neoplasm of undescended left testis

Malignant neoplasm of descended testis

Malignant neoplasm of unspecified descended testis

Malignant neoplasm of descended right testis

Malignant neoplasm of descended left testis

Malignant neoplasm of testis, unspecified whether descended or undescended

Malignant neoplasm of unspecified testis, unspecified whether descended or undescended

Malignant neoplasm of right testis, unspecified whether descended or undescended

Malignant neoplasm of left testis, unspecified whether descended or undescended

Malignant neoplasm of other and unspecified male genital organs

Malignant neoplasm of epididymis

Malignant neoplasm of unspecified epididymis

Malignant neoplasm of right epididymis

Malignant neoplasm of left epididymis

Malignant neoplasm of spermatic cord

Malignant neoplasm of unspecified spermatic cord

Malignant neoplasm of right spermatic cord

Malignant neoplasm of left spermatic cord

Malignant neoplasm of scrotum

Malignant neoplasm of other specified male genital organs

Malignant neoplasm of overlapping sites of male genital organs

Malignant neoplasm of male genital organ, unspecified

Malignant neoplasm of kidney, except renal pelvis

Malignant neoplasm of right kidney, except renal pelvis

Malignant neoplasm of left kidney, except renal pelvis

Malignant neoplasm of unspecified kidney, except renal pelvis




Malignant neoplasm of renal pelvis

Malignant neoplasm of right renal pelvis

Malignant neoplasm of left renal pelvis

Malignant neoplasm of unspecified renal pelvis

Malignant neoplasm of ureter

Malignant neoplasm of right ureter

Malignant neoplasm of left ureter

Malignant neoplasm of unspecified ureter

Malignant neoplasm of bladder

Malignant neoplasm of trigone of bladder

Malignant neoplasm of dome of bladder

Malignant neoplasm of lateral wall of bladder

Malignant neoplasm of anterior wall of bladder

Malignant neoplasm of posterior wall of bladder

Malignant neoplasm of bladder neck

Malignant neoplasm of ureteric orifice

Malignant neoplasm of urachus

Malignant neoplasm of overlapping sites of bladder

Malignant neoplasm of bladder, unspecified

Malignant neoplasm of other and unspecified urinary organs

Malignant neoplasm of urethra

Malignant neoplasm of paraurethral glands

Malignant neoplasm of overlapping sites of urinary organs

Malignant neoplasm of urinary organ, unspecified

Malignant neoplasm of eye and adnexa

Malignant neoplasm of conjunctiva

Malignant neoplasm of unspecified conjunctiva

Malignant neoplasm of right conjunctiva

Malignant neoplasm of left conjunctiva

Malignant neoplasm of cornea

Malignant neoplasm of unspecified cornea

Malignant neoplasm of right cornea

Malignant neoplasm of left cornea

Malignant neoplasm of retina




Malignant neoplasm of unspecified retina

Malignant neoplasm of right retina

Malignant neoplasm of left retina

Malignant neoplasm of choroid

Malignant neoplasm of unspecified choroid

Malignant neoplasm of right choroid

Malignant neoplasm of left choroid

Malignant neoplasm of ciliary body

Malignant neoplasm of unspecified ciliary body

Malignant neoplasm of right ciliary body

Malignant neoplasm of left ciliary body

Malignant neoplasm of lacrimal gland and duct

Malignant neoplasm of unspecified lacrimal gland and duct

Malignant neoplasm of right lacrimal gland and duct

Malignant neoplasm of left lacrimal gland and duct

Malignant neoplasm of orbit

Malignant neoplasm of unspecified orbit

Malignant neoplasm of right orbit

Malignant neoplasm of left orbit

Malignant neoplasm of overlapping sites of eye and adnexa

Malignant neoplasm of overlapping sites of unspecified eye and adnexa

Malignant neoplasm of overlapping sites of right eye and adnexa

Malignant neoplasm of overlapping sites of left eye and adnexa

Malignant neoplasm of unspecified site of eye

Malignant neoplasm of unspecified site of unspecified eye

Malignant neoplasm of unspecified site of right eye

Malignant neoplasm of unspecified site of left eye

Malignant neoplasm of meninges

Malignant neoplasm of cerebral meninges

Malignant neoplasm of spinal meninges

Malignant neoplasm of meninges, unspecified

Malignant neoplasm of brain

Malignant neoplasm of cerebrum, except lobes and ventricles

Malignant neoplasm of frontal lobe




Malignant neoplasm of temporal lobe

Malignant neoplasm of parietal lobe

Malignant neoplasm of occipital lobe

Malignant neoplasm of cerebral ventricle

Malignant neoplasm of cerebellum

Malignant neoplasm of brain stem

Malignant neoplasm of overlapping sites of brain

Malignant neoplasm of brain, unspecified

Malignant neoplasm of spinal cord, cranial nerves and other parts of central nervous system

Malignant neoplasm of spinal cord

Malignant neoplasm of cauda equina

Malignant neoplasm of olfactory nerve

Malignant neoplasm of unspecified olfactory nerve

Malignant neoplasm of right olfactory nerve

Malignant neoplasm of left olfactory nerve

Malignant neoplasm of optic nerve

Malignant neoplasm of unspecified optic nerve

Malignant neoplasm of right optic nerve

Malignant neoplasm of left optic nerve

Malignant neoplasm of acoustic nerve

Malignant neoplasm of unspecified acoustic nerve

Malignant neoplasm of right acoustic nerve

Malignant neoplasm of left acoustic nerve

Malignant neoplasm of other and unspecified cranial nerves

Malignant neoplasm of unspecified cranial nerve

Malignant neoplasm of other cranial nerves

Malignant neoplasm of central nervous system, unspecified

Malignant neoplasm of thyroid gland

Malignant neoplasm of adrenal gland

Malignant neoplasm of cortex of adrenal gland

Malignant neoplasm of cortex of unspecified adrenal gland

Malignant neoplasm of cortex of right adrenal gland

Malignant neoplasm of cortex of left adrenal gland




Malignant neoplasm of medulla of adrenal gland

Malignant neoplasm of medulla of unspecified adrenal gland

Malignant neoplasm of medulla of right adrenal gland

Malignant neoplasm of medulla of left adrenal gland

Malignant neoplasm of unspecified part of adrenal gland

Malignant neoplasm of unspecified part of unspecified adrenal gland

Malignant neoplasm of unspecified part of right adrenal gland

Malignant neoplasm of unspecified part of left adrenal gland

Malignant neoplasm of other endocrine glands and related structures

Malignant neoplasm of parathyroid gland

Malignant neoplasm of pituitary gland

Malignant neoplasm of craniopharyngeal duct

Malignant neoplasm of pineal gland

Malignant neoplasm of carotid body

Malignant neoplasm of aortic body and other paraganglia

Malignant neoplasm with pluriglandular involvement, unspecified

Malignant neoplasm of endocrine gland, unspecified

Malignant neoplasm of other and ill-defined sites

Malignant neoplasm of head, face and neck

Malignant neoplasm of thorax

Malignant neoplasm of abdomen

Malignant neoplasm of pelvis

Malignant neoplasm of upper limb

Malignant neoplasm of unspecified upper limb

Malignant neoplasm of right upper limb

Malignant neoplasm of left upper limb

Malignant neoplasm of lower limb

Malignant neoplasm of unspecified lower limb

Malignant neoplasm of right lower limb

Malignant neoplasm of left lower limb

Malignant neoplasm of other specified ill-defined sites

Secondary and unspecified malignant neoplasm of lymph nodes

Secondary and unspecified malignant neoplasm of lymph nodes of head, face and neck

Secondary and unspecified malignant neoplasm of intrathoracic lymph nodes




Secondary and unspecified malignant neoplasm of intra-abdominal lymph nodes

Secondary and unspecified malignant neoplasm of axilla and upper limb lymph nodes

Secondary and unspecified malignant neoplasm of inguinal and lower limb lymph nodes

Secondary and unspecified malignant neoplasm of intrapelvic lymph nodes

Secondary and unspecified malignant neoplasm of lymph nodes of multiple regions

Secondary and unspecified malignant neoplasm of lymph node, unspecified

Secondary malignant neoplasm of respiratory and digestive organs

Secondary malignant neoplasm of lung

Secondary malignant neoplasm of unspecified lung

Secondary malignant neoplasm of right lung

Secondary malignant neoplasm of left lung

Secondary malignant neoplasm of mediastinum

Secondary malignant neoplasm of pleura

Secondary malignant neoplasm of other and unspecified respiratory organs

Secondary malignant neoplasm of unspecified respiratory organ

Secondary malignant neoplasm of other respiratory organs

Secondary malignant neoplasm of small intestine

Secondary malignant neoplasm of large intestine and rectum

Secondary malignant neoplasm of retroperitoneum and peritoneum

Secondary malignant neoplasm of liver and intrahepatic bile duct

Secondary malignant neoplasm of other and unspecified digestive organs

Secondary malignant neoplasm of unspecified digestive organ

Secondary malignant neoplasm of other digestive organs

Secondary malignant neoplasm of other and unspecified sites

Secondary malignant neoplasm of kidney and renal pelvis

Secondary malignant neoplasm of unspecified kidney and renal pelvis

Secondary malignant neoplasm of right kidney and renal pelvis

Secondary malignant neoplasm of left kidney and renal pelvis

Secondary malignant neoplasm of bladder and other and unspecified urinary organs

Secondary malignant neoplasm of unspecified urinary organs

Secondary malignant neoplasm of bladder

Secondary malignant neoplasm of other urinary organs

Secondary malignant neoplasm of skin

Secondary malignant neoplasm of brain and cerebral meninges




Secondary malignant neoplasm of brain

Secondary malignant neoplasm of cerebral meninges

Secondary malignant neoplasm of other and unspecified parts of nervous system

Secondary malignant neoplasm of unspecified part of nervous system

Secondary malignant neoplasm of other parts of nervous system

Secondary malignant neoplasm of bone and bone marrow

Secondary malignant neoplasm of bone

Secondary malignant neoplasm of bone marrow

Secondary malignant neoplasm of ovary

Secondary malignant neoplasm of unspecified ovary

Secondary malignant neoplasm of right ovary

Secondary malignant neoplasm of left ovary

Secondary malignant neoplasm of bilateral ovaries

Secondary malignant neoplasm of adrenal gland

Secondary malignant neoplasm of unspecified adrenal gland

Secondary malignant neoplasm of right adrenal gland

Secondary malignant neoplasm of left adrenal gland

Secondary malignant neoplasm of other specified sites

Secondary malignant neoplasm of breast

Secondary malignant neoplasm of genital organs

Secondary malignant neoplasm of other specified sites

Secondary malignant neoplasm of unspecified site

Malignant neuroendocrine tumors

Malignant carcinoid tumors

Malignant carcinoid tumor of unspecified site

Malignant carcinoid tumors of the small intestine

Malignant carcinoid tumor of the duodenum

Malignant carcinoid tumor of the jejunum

Malignant carcinoid tumor of the ileum

Malignant carcinoid tumor of the small intestine, unspecified portion

Malignant carcinoid tumors of the appendix, large intestine, and rectum

Malignant carcinoid tumor of the appendix

Malignant carcinoid tumor of the cecum

Malignant carcinoid tumor of the ascending colon




Malignant carcinoid tumor of the transverse colon

Malignant carcinoid tumor of the descending colon

Malignant carcinoid tumor of the sigmoid colon

Malignant carcinoid tumor of the rectum

Malignant carcinoid tumor of the large intestine, unspecified portion

Malignant carcinoid tumors of other sites

Malignant carcinoid tumor of the bronchus and lung

Malignant carcinoid tumor of the thymus

Malignant carcinoid tumor of the stomach

Malignant carcinoid tumor of the kidney

Malignant carcinoid tumor of the foregut, unspecified

Malignant carcinoid tumor of the midgut, unspecified

Malignant carcinoid tumor of the hindgut, unspecified

Malignant carcinoid tumors of other sites

Malignant poorly differentiated neuroendocrine tumors

Other malignant neuroendocrine tumors

Secondary neuroendocrine tumors

Secondary carcinoid tumors

Secondary carcinoid tumors unspecified site

Secondary carcinoid tumors of distant lymph nodes

Secondary carcinoid tumors of liver

Secondary carcinoid tumors of bone

Secondary carcinoid tumors of peritoneum

Secondary carcinoid tumors of other sites

Secondary Merkel cell carcinoma

Other secondary neuroendocrine tumors

Malignant neoplasm without specification of site

Disseminated malignant neoplasm, unspecified

Malignant (primary) neoplasm, unspecified

Malignant neoplasm associated with transplanted organ

Hodgkin lymphoma

Nodular lymphocyte predominant Hodgkin lymphoma

Nodular lymphocyte predominant Hodgkin lymphoma unspecified site




Nodular lymphocyte predominant Hodgkin lymphoma lymph nodes of head, face, and neck

Nodular lymphocyte predominant Hodgkin lymphoma intrathoracic lymph nodes

Nodular lymphocyte predominant Hodgkin lymphoma intra-abdominal lymph nodes

Nodular lymphocyte predominant Hodgkin lymphoma lymph nodes of axilla and upper limb

Nodular lymphocyte predominant Hodgkin lymphoma lymph nodes of inguinal region and lower limb

Nodular lymphocyte predominant Hodgkin lymphoma intrapelvic lymph nodes

Nodular lymphocyte predominant Hodgkin lymphoma spleen

Nodular lymphocyte predominant Hodgkin lymphoma lymph nodes of multiple sites

Nodular lymphocyte predominant Hodgkin lymphoma extranodal and solid organ sites

Nodular lymphocyte predominant Hodgkin lymphoma, in remission

Nodular sclerosis Hodgkin lymphoma

Nodular sclerosis Hodgkin lymphoma unspecified site

Nodular sclerosis Hodgkin lymphoma lymph nodes of head, face, and neck

Nodular sclerosis Hodgkin lymphoma intrathoracic lymph nodes

Nodular sclerosis Hodgkin lymphoma intra-abdominal lymph nodes

Nodular sclerosis Hodgkin lymphoma lymph nodes of axilla and upper limb

Nodular sclerosis Hodgkin lymphoma lymph nodes of inguinal region and lower limb

Nodular sclerosis Hodgkin lymphoma intrapelvic lymph nodes

Nodular sclerosis Hodgkin lymphoma spleen

Nodular sclerosis Hodgkin lymphoma lymph nodes of multiple sites

Nodular sclerosis Hodgkin lymphoma extranodal and solid organ sites

Nodular sclerosis Hodgkin lymphoma, in remission

Mixed cellularity Hodgkin lymphoma

Mixed cellularity Hodgkin lymphoma unspecified site

Mixed cellularity Hodgkin lymphoma lymph nodes of head, face, and neck

Mixed cellularity Hodgkin lymphoma intrathoracic lymph nodes

Mixed cellularity Hodgkin lymphoma intra-abdominal lymph nodes

Mixed cellularity Hodgkin lymphoma lymph nodes of axilla and upper limb

Mixed cellularity Hodgkin lymphoma lymph nodes of inguinal region and lower limb

Mixed cellularity Hodgkin lymphoma intrapelvic lymph nodes

Mixed cellularity Hodgkin lymphoma spleen




Mixed cellularity Hodgkin lymphoma lymph nodes of multiple sites

Mixed cellularity Hodgkin lymphoma extranodal and solid organ sites

Mixed cellularity Hodgkin lymphoma, in remission

Lymphocyte depleted Hodgkin lymphoma

Lymphocyte depleted Hodgkin lymphoma unspecified site

Lymphocyte depleted Hodgkin lymphoma lymph nodes of head, face, and neck

Lymphocyte depleted Hodgkin lymphoma intrathoracic lymph nodes

Lymphocyte depleted Hodgkin lymphoma intra-abdominal lymph nodes

Lymphocyte depleted Hodgkin lymphoma lymph nodes of axilla and upper limb

Lymphocyte depleted Hodgkin lymphoma lymph nodes of inguinal region and lower limb

Lymphocyte depleted Hodgkin lymphoma intrapelvic lymph nodes

Lymphocyte depleted Hodgkin lymphoma spleen

Lymphocyte depleted Hodgkin lymphoma lymph nodes of multiple sites

Lymphocyte depleted Hodgkin lymphoma extranodal and solid organ sites

Lymphocyte depleted Hodgkin lymphoma, in remission

Lymphocyte-rich Hodgkin lymphoma

Lymphocyte-rich Hodgkin lymphoma unspecified site

Lymphocyte-rich Hodgkin lymphoma lymph nodes of head, face, and neck

Lymphocyte-rich Hodgkin lymphoma intrathoracic lymph nodes

Lymphocyte-rich Hodgkin lymphoma intra-abdominal lymph nodes

Lymphocyte-rich Hodgkin lymphoma lymph nodes of axilla and upper limb

Lymphocyte-rich Hodgkin lymphoma lymph nodes of inguinal region and lower limb

Lymphocyte-rich Hodgkin lymphoma intrapelvic lymph nodes

Lymphocyte-rich Hodgkin lymphoma spleen

Lymphocyte-rich Hodgkin lymphoma lymph nodes of multiple sites

Lymphocyte-rich Hodgkin lymphoma extranodal and solid organ sites

Lymphocyte-rich Hodgkin lymphoma, in remission

Other Hodgkin lymphoma

Other Hodgkin lymphoma unspecified site

Other Hodgkin lymphoma lymph nodes of head, face, and neck

Other Hodgkin lymphoma intrathoracic lymph nodes

Other Hodgkin lymphoma intra-abdominal lymph nodes

Other Hodgkin lymphoma lymph nodes of axilla and upper limb

Other Hodgkin lymphoma lymph nodes of inguinal region and lower limb




Other Hodgkin lymphoma intrapelvic lymph nodes

Other Hodgkin lymphoma spleen

Other Hodgkin lymphoma lymph nodes of multiple sites

Other Hodgkin lymphoma extranodal and solid organ sites

Other Hodgkin lymphoma, in remission

Hodgkin lymphoma, unspecified

Hodgkin lymphoma, unspecified, unspecified site

Hodgkin lymphoma, unspecified, lymph nodes of head, face, and neck

Hodgkin lymphoma, unspecified, intrathoracic lymph nodes

Hodgkin lymphoma, unspecified, intra-abdominal lymph nodes

Hodgkin lymphoma, unspecified, lymph nodes of axilla and upper limb

Hodgkin lymphoma, unspecified, lymph nodes of inguinal region and lower limb

Hodgkin lymphoma, unspecified, intrapelvic lymph nodes

Hodgkin lymphoma, unspecified, spleen

Hodgkin lymphoma, unspecified, lymph nodes of multiple sites

Hodgkin lymphoma, unspecified, extranodal and solid organ sites

Hodgkin lymphoma, unspecified, in remission

Follicular lymphoma

Follicular lymphoma grade |

Follicular lymphoma grade | unspecified site

Follicular lymphoma grade | lymph nodes of head, face, and neck

Follicular lymphoma grade | intrathoracic lymph nodes

Follicular lymphoma grade | intra-abdominal lymph nodes

Follicular lymphoma grade | lymph nodes of axilla and upper limb

Follicular lymphoma grade | lymph nodes of inguinal region and lower limb

Follicular lymphoma grade | intrapelvic lymph nodes

Follicular lymphoma grade | spleen

Follicular lymphoma grade | lymph nodes of multiple sites

Follicular lymphoma grade | extranodal and solid organ sites

Follicular lymphoma grade |, in remission

Follicular lymphoma grade |l

Follicular lymphoma grade Il unspecified site

Follicular lymphoma grade Il lymph nodes of head, face, and neck

Follicular lymphoma grade Il intrathoracic lymph nodes




Follicular lymphoma grade Il intra-abdominal lymph nodes

Follicular lymphoma grade Il lymph nodes of axilla and upper limb

Follicular lymphoma grade Il lymph nodes of inguinal region and lower limb

Follicular lymphoma grade Il intrapelvic lymph nodes

Follicular lymphoma grade Il spleen

Follicular lymphoma grade Il lymph nodes of multiple sites

Follicular lymphoma grade Il extranodal and solid organ sites

Follicular lymphoma grade I, in remission

Follicular lymphoma grade lll, unspecified

Follicular lymphoma grade lll, unspecified, unspecified site

Follicular lymphoma grade lll, unspecified, lymph nodes of head, face, and neck

Follicular lymphoma grade lll, unspecified, intrathoracic lymph nodes

Follicular lymphoma grade lll, unspecified, intra-abdominal lymph nodes

Follicular lymphoma grade lll, unspecified, lymph nodes of axilla and upper limb

Follicular lymphoma grade lll, unspecified, lymph nodes of inguinal region and lower limb

Follicular lymphoma grade lll, unspecified, intrapelvic lymph nodes

Follicular lymphoma grade lll, unspecified, spleen

Follicular lymphoma grade Ill, unspecified, lymph nodes of multiple sites

Follicular lymphoma grade lll, unspecified, extranodal and solid organ sites

Follicular lymphoma grade Ill, in remission

Follicular lymphoma grade llla

Follicular lymphoma grade llla unspecified site

Follicular lymphoma grade llla lymph nodes of head, face, and neck

Follicular lymphoma grade llla intrathoracic lymph nodes

Follicular lymphoma grade llla intra-abdominal lymph nodes

Follicular lymphoma grade llla lymph nodes of axilla and upper limb

Follicular lymphoma grade llla lymph nodes of inguinal region and lower limb

Follicular lymphoma grade llla intrapelvic lymph nodes

Follicular lymphoma grade llla spleen

Follicular lymphoma grade llla lymph nodes of multiple sites

Follicular lymphoma grade llla extranodal and solid organ sites

Follicular lymphoma grade llla, in remission

Follicular lymphoma grade lllb




Follicular lymphoma grade llIb unspecified site

Follicular lymphoma grade Illb lymph nodes of head, face, and neck

Follicular lymphoma grade lllb intrathoracic lymph nodes

Follicular lymphoma grade lllb intra-abdominal lymph nodes

Follicular lymphoma grade lllb lymph nodes of axilla and upper limb

Follicular lymphoma grade lllb lymph nodes of inguinal region and lower limb

Follicular lymphoma grade lllb intrapelvic lymph nodes

Follicular lymphoma grade lllb spleen

Follicular lymphoma grade lllb lymph nodes of multiple sites

Follicular lymphoma grade lllb extranodal and solid organ sites

Follicular lymphoma grade lllb, in remission

Diffuse follicle center lymphoma

Diffuse follicle center lymphoma unspecified site

Diffuse follicle center lymphoma lymph nodes of head, face, and neck

Diffuse follicle center lymphoma intrathoracic lymph nodes

Diffuse follicle center lymphoma intra-abdominal lymph nodes

Diffuse follicle center lymphoma lymph nodes of axilla and upper limb

Diffuse follicle center lymphoma lymph nodes of inguinal region and lower limb

Diffuse follicle center lymphoma intrapelvic lymph nodes

Diffuse follicle center lymphoma spleen

Diffuse follicle center lymphoma lymph nodes of multiple sites

Diffuse follicle center lymphoma extranodal and solid organ sites

Diffuse follicle center lymphoma, in remission

Cutaneous follicle center lymphoma

Cutaneous follicle center lymphoma unspecified site

Cutaneous follicle center lymphoma lymph nodes of head, face, and neck

Cutaneous follicle center lymphoma intrathoracic lymph nodes

Cutaneous follicle center lymphoma intra-abdominal lymph nodes

Cutaneous follicle center lymphoma lymph nodes of axilla and upper limb

Cutaneous follicle center lymphoma lymph nodes of inguinal region and lower limb

Cutaneous follicle center lymphoma intrapelvic lymph nodes

Cutaneous follicle center lymphoma spleen

Cutaneous follicle center lymphoma lymph nodes of multiple sites

Cutaneous follicle center lymphoma extranodal and solid organ sites




Cutaneous follicle center lymphoma in remission

Other types of follicular lymphoma

Other types of follicular lymphoma unspecified site

Other types of follicular lymphoma lymph nodes of head, face, and neck

Other types of follicular lymphoma intrathoracic lymph nodes

Other types of follicular lymphoma intra-abdominal lymph nodes

Other types of follicular lymphoma lymph nodes of axilla and upper limb

Other types of follicular lymphoma lymph nodes of inguinal region and lower limb

Other types of follicular lymphoma intrapelvic lymph nodes

Other types of follicular lymphoma spleen

Other types of follicular lymphoma lymph nodes of multiple sites

Other types of follicular lymphoma extranodal and solid organ sites

Other types of follicular lymphoma in remission

Follicular lymphoma, unspecified

Follicular lymphoma, unspecified site

Follicular lymphoma, unspecified lymph nodes of head, face, and neck

Follicular lymphoma, unspecified intrathoracic lymph nodes

Follicular lymphoma, unspecified intra-abdominal lymph nodes

Follicular lymphoma, unspecified lymph nodes of axilla and upper limb

Follicular lymphoma, unspecified lymph nodes of inguinal region and lower limb

Follicular lymphoma, unspecified intrapelvic lymph nodes

Follicular lymphoma, unspecified spleen

Follicular lymphoma, unspecified lymph nodes of multiple sites

Follicular lymphoma, unspecified extranodal and solid organ sites

Follicular lymphoma, unspecified in remission

Non-follicular lymphoma

Small cell B-cell lymphoma

Small cell B-cell ymphoma unspecified site

Small cell B-cell ymphoma lymph nodes of head, face, and neck

Small cell B-cell lymphoma intrathoracic lymph nodes

Small cell B-cell ymphoma intra-abdominal lymph nodes

Small cell B-cell ymphoma lymph nodes of axilla and upper limb

Small cell B-cell ymphoma lymph nodes of inguinal region and lower limb

Small cell B-cell lymphoma intrapelvic lymph nodes




Small cell B-cell lymphoma spleen

Small cell B-cell ymphoma lymph nodes of multiple sites

Small cell B-cell ymphoma extranodal and solid organ sites

Small cell B-cell lymphoma in remission

Mantle cell lymphoma

Mantle cell ymphoma unspecified site

Mantle cell ymphoma lymph nodes of head, face, and neck

Mantle cell lymphoma intrathoracic lymph nodes

Mantle cell lymphoma intra-abdominal lymph nodes

Mantle cell ymphoma lymph nodes of axilla and upper limb

Mantle cell lymphoma lymph nodes of inguinal region and lower limb

Mantle cell lymphoma intrapelvic lymph nodes

Mantle cell lymphoma spleen

Mantle cell lymphoma lymph nodes of multiple sites

Mantle cell ymphoma extranodal and solid organ sites

Mantle cell lymphoma in remission

Diffuse large B-cell ymphoma

Diffuse large B-cell lymphoma unspecified site

Diffuse large B-cell ymphoma lymph nodes of head, face, and neck

Diffuse large B-cell lymphoma intrathoracic lymph nodes

Diffuse large B-cell lymphoma intra-abdominal lymph nodes

Diffuse large B-cell ymphoma lymph nodes of axilla and upper limb

Diffuse large B-cell ymphoma lymph nodes of inguinal region and lower limb

Diffuse large B-cell lymphoma intrapelvic lymph nodes

Diffuse large B-cell ymphoma spleen

Diffuse large B-cell ymphoma lymph nodes of multiple sites

Diffuse large B-cell ymphoma extranodal and solid organ sites

Primary central nervous system lymphoma

Diffuse large B-cell ymphoma extranodal and solid organ sites

Diffuse large B-cell ymphoma in remission

Lymphoblastic (diffuse) lymphoma

Lymphoblastic (diffuse) lymphoma unspecified site

Lymphoblastic (diffuse) lymphoma lymph nodes of head, face, and neck

Lymphoblastic (diffuse) lymphoma intrathoracic lymph nodes




Lymphoblastic (diffuse) lymphoma intra-abdominal lymph nodes

Lymphoblastic (diffuse) lymphoma lymph nodes of axilla and upper limb

Lymphoblastic (diffuse) lymphoma lymph nodes of inguinal region and lower limb

Lymphoblastic (diffuse) lymphoma intrapelvic lymph nodes

Lymphoblastic (diffuse) lymphoma spleen

Lymphoblastic (diffuse) lymphoma lymph nodes of multiple sites

Lymphoblastic (diffuse) lymphoma extranodal and solid organ sites

Lymphoblastic (diffuse) lymphoma in remission

Burkitt lymphoma

Burkitt lymphoma unspecified site

Burkitt lymphoma lymph nodes of head, face, and neck

Burkitt lymphoma intrathoracic lymph nodes

Burkitt lymphoma intra-abdominal lymph nodes

Burkitt lymphoma lymph nodes of axilla and upper limb

Burkitt lymphoma lymph nodes of inguinal region and lower limb

Burkitt lymphoma intrapelvic lymph nodes

Burkitt lymphoma spleen

Burkitt lymphoma lymph nodes of multiple sites

Burkitt lymphoma extranodal and solid organ sites

Burkitt lymphoma in remission

Other non-follicular lymphoma

Other non-follicular lymphoma unspecified site

Other non-follicular lymphoma lymph nodes of head, face, and neck

Other non-follicular lymphoma intrathoracic lymph nodes

Other non-follicular lymphoma intra-abdominal lymph nodes

Other non-follicular lymphoma lymph nodes of axilla and upper limb

Other non-follicular lymphoma lymph nodes of inguinal region and lower limb

Other non-follicular lymphoma intrapelvic lymph nodes

Other non-follicular lymphoma spleen

Other non-follicular lymphoma lymph nodes of multiple sites

Other non-follicular lymphoma extranodal and solid organ sites

Other non-follicular lymphoma in remission

Non-follicular (diffuse) lymphoma, unspecified

Non-follicular (diffuse) lymphoma, unspecified site




Non-follicular (diffuse) lymphoma, unspecified lymph nodes of head, face, and neck

Non-follicular (diffuse) lymphoma, unspecified intrathoracic lymph nodes

Non-follicular (diffuse) lymphoma, unspecified intra-abdominal lymph nodes

Non-follicular (diffuse) lymphoma, unspecified lymph nodes of axilla and upper limb

Non-follicular (diffuse) lymphoma, unspecified lymph nodes of inguinal region and lower limb

Non-follicular (diffuse) lymphoma, unspecified intrapelvic lymph nodes

Non-follicular (diffuse) lymphoma, unspecified spleen

Non-follicular (diffuse) lymphoma, unspecified lymph nodes of multiple sites

Non-follicular (diffuse) lymphoma, unspecified extranodal and solid organ sites

Non-follicular (diffuse) lymphoma, in remission

Mature T/NK-cell lymphomas

Mycosis fungoides

Mycosis fungoides unspecified site

Mycosis fungoides lymph nodes of head, face, and neck

Mycosis fungoides intrathoracic lymph nodes

Mycosis fungoides intra-abdominal lymph nodes

Mycosis fungoides lymph nodes of axilla and upper limb

Mycosis fungoides lymph nodes of inguinal region and lower limb

Mycosis fungoides intrapelvic lymph nodes

Mycosis fungoides spleen

Mycosis fungoides lymph nodes of multiple sites

Mycosis fungoides extranodal and solid organ sites

Mycosis fungoides in remission

Sézary disease

Sézary disease unspecified site

Sézary disease lymph nodes of head, face, and neck

Sézary disease intrathoracic lymph nodes

Sézary disease intra-abdominal lymph nodes

Sézary disease lymph nodes of axilla and upper limb

Sézary disease lymph nodes of inguinal region and lower limb

Sézary disease intrapelvic lymph nodes

Sézary disease spleen

Sézary disease lymph nodes of multiple sites




Sézary disease extranodal and solid organ sites

Sézary disease in remission

Peripheral T-cell lymphoma, not classified

Peripheral T-cell lymphoma, not classified unspecified site

Peripheral T-cell lymphoma, not classified lymph nodes of head, face, and neck

Peripheral T-cell lymphoma, not classified intrathoracic lymph nodes

Peripheral T-cell lymphoma, not classified intra-abdominal lymph nodes

Peripheral T-cell lymphoma, not classified lymph nodes of axilla and upper limb

Peripheral T-cell ymphoma, not classified lymph nodes of inguinal region and lower limb

Peripheral T-cell ymphoma, not classified intrapelvic lymph nodes

Peripheral T-cell lymphoma, not classified spleen

Peripheral T-cell lymphoma, not classified lymph nodes of multiple sites

Peripheral T-cell lymphoma, not classified extranodal and solid organ sites

Peripheral T-cell ymphoma, in remission

Anaplastic large cell ymphoma, ALK-positive

Anaplastic large cell ymphoma, ALK-positive unspecified site

Anaplastic large cell ymphoma, ALK-positive lymph nodes of head, face, and neck

Anaplastic large cell ymphoma, ALK-positive intrathoracic lymph nodes

Anaplastic large cell ymphoma, ALK-positive intra-abdominal lymph nodes

Anaplastic large cell ymphoma, ALK-positive lymph nodes of axilla and upper limb

Anaplastic large cell ymphoma, ALK-positive lymph nodes of inguinal region and lower limb

Anaplastic large cell ymphoma, ALK-positive intrapelvic lymph nodes

Anaplastic large cell ymphoma, ALK-positive spleen

Anaplastic large cell ymphoma, ALK-positive lymph nodes of multiple sites

Anaplastic large cell ymphoma, ALK-positive extranodal and solid organ sites

Anaplastic large cell lymphoma, in remission

Anaplastic large cell ymphoma, ALK-negative

Anaplastic large cell ymphoma, ALK-negative unspecified site

Anaplastic large cell ymphoma, ALK-negative lymph nodes of head, face, and neck

Anaplastic large cell ymphoma, ALK-negative intrathoracic lymph nodes

Anaplastic large cell ymphoma, ALK-negative intra-abdominal lymph nodes

Anaplastic large cell ymphoma, ALK-negative lymph nodes of axilla and upper limb




Anaplastic large cell ymphoma, ALK-negative lymph nodes of inguinal region and lower limb

Anaplastic large cell ymphoma, ALK-negative intrapelvic lymph nodes

Anaplastic large cell ymphoma, ALK-negative spleen

Anaplastic large cell ymphoma, ALK-negative lymph nodes of multiple sites

Anaplastic large cell ymphoma, ALK-negative extranodal and solid organ sites

Anaplastic large cell ymphoma, ALK-negative, breast

Anaplastic large cell ymphoma, ALK-negative, in remission

Mature T/NK-cell lymphomas, unspecified

Mature T/NK-cell lymphomas, unspecified, unspecified site

Mature T/NK-cell lymphomas, unspecified, lymph nodes of head, face, and neck

Mature T/NK-cell lymphomas, unspecified, intrathoracic lymph nodes

Mature T/NK-cell lymphomas, unspecified, intra-abdominal lymph nodes

Mature T/NK-cell lymphomas, unspecified, lymph nodes of axilla and upper limb

Mature T/NK-cell lymphomas, unspecified, lymph nodes of inguinal region and lower limb

Mature T/NK-cell lymphomas, unspecified, intrapelvic lymph nodes

Mature T/NK-cell lymphomas, unspecified, spleen

Mature T/NK-cell lymphomas, unspecified, lymph nodes of multiple sites

Mature T/NK-cell lymphomas, unspecified, extranodal and solid organ sites

Mature T/NK-cell lymphomas, unspecified, in remission

Cutaneous T-cell lymphoma, unspecified

Cutaneous T-cell lymphoma, unspecified, unspecified site

Cutaneous T-cell lymphoma, unspecified, lymph nodes of head, face, and neck

Cutaneous T-cell lymphoma, unspecified, intrathoracic lymph nodes

Cutaneous T-cell lymphoma, unspecified, intra-abdominal lymph nodes

Cutaneous T-cell ymphoma, unspecified, lymph nodes of axilla and upper limb

Cutaneous T-cell ymphoma, unspecified, lymph nodes of inguinal region and lower limb

Cutaneous T-cell lymphoma, unspecified, intrapelvic lymph nodes

Cutaneous T-cell lymphoma, unspecified, spleen

Cutaneous T-cell lymphoma, unspecified, lymph nodes of multiple sites

Cutaneous T-cell lymphoma, unspecified, extranodal and solid organ sites

Cutaneous T-cell ymphoma, unspecified, in remission

Other mature T/NK-cell lymphomas




Other mature T/NK-cell lymphomas, unspecified site

Other mature T/NK-cell lymphomas, lymph nodes of head, face, and neck

Other mature T/NK-cell lymphomas, intrathoracic lymph nodes

Other mature T/NK-cell lymphomas, intra-abdominal lymph nodes

Other mature T/NK-cell lymphomas, lymph nodes of axilla and upper limb

Other mature T/NK-cell lymphomas, lymph nodes of inguinal region and lower limb

Other mature T/NK-cell lymphomas, intrapelvic lymph nodes

Other mature T/NK-cell lymphomas, spleen

Other mature T/NK-cell lymphomas, lymph nodes of multiple sites

Other mature T/NK-cell lymphomas, extranodal and solid organ sites

Other mature T/NK-cell lymphomas, in remission

Other specified and unspecified types of non-Hodgkin lymphoma

Unspecified B-cell lymphoma

Unspecified B-cell ymphoma, unspecified site

Unspecified B-cell ymphoma, lymph nodes of head, face, and neck

Unspecified B-cell ymphoma, intrathoracic lymph nodes

Unspecified B-cell ymphoma, intra-abdominal lymph nodes

Unspecified B-cell ymphoma, lymph nodes of axilla and upper limb

Unspecified B-cell ymphoma, lymph nodes of inguinal region and lower limb

Unspecified B-cell ymphoma, intrapelvic lymph nodes

Unspecified B-cell lymphoma, spleen

Unspecified B-cell ymphoma, lymph nodes of multiple sites

Unspecified B-cell ymphoma, extranodal and solid organ sites

Unspecified B-cell ymphoma, in remission

Mediastinal (thymic) large B-cell ymphoma

Mediastinal (thymic) large B-cell lymphoma, unspecified site

Mediastinal (thymic) large B-cell lymphoma, lymph nodes of head, face, and neck

Mediastinal (thymic) large B-cell lymphoma, intrathoracic lymph nodes

Mediastinal (thymic) large B-cell lymphoma, intra-abdominal lymph nodes

Mediastinal (thymic) large B-cell ymphoma, lymph nodes of axilla and upper limb

Mediastinal (thymic) large B-cell lymphoma, lymph nodes of inguinal region and lower limb

Mediastinal (thymic) large B-cell lymphoma, intrapelvic lymph nodes

Mediastinal (thymic) large B-cell ymphoma, spleen




Mediastinal (thymic) large B-cell lymphoma, lymph nodes of multiple sites

Mediastinal (thymic) large B-cell lymphoma, extranodal and solid organ sites

Mediastinal (thymic) large B-cell lymphoma, in remission

Other specified types of non-Hodgkin lymphoma

Other specified types of non-Hodgkin lymphoma, unspecified site

Other specified types of non-Hodgkin lymphoma, lymph nodes of head, face, and neck

Other specified types of non-Hodgkin lymphoma, intrathoracic lymph nodes

Other specified types of non-Hodgkin lymphoma, intra-abdominal lymph nodes

Other specified types of non-Hodgkin lymphoma, lymph nodes of axilla and upper limb

Other specified types of non-Hodgkin lymphoma, lymph nodes of inguinal region and lower limb

Other specified types of non-Hodgkin lymphoma, intrapelvic lymph nodes

Other specified types of non-Hodgkin lymphoma, spleen

Other specified types of non-Hodgkin lymphoma, lymph nodes of multiple sites

Other specified types of non-Hodgkin lymphoma, extranodal and solid organ sites

Other specified types of non-Hodgkin lymphoma, in remission

Non-Hodgkin lymphoma, unspecified

Non-Hodgkin lymphoma, unspecified, unspecified site

Non-Hodgkin lymphoma, unspecified, lymph nodes of head, face, and neck

Non-Hodgkin lymphoma, unspecified, intrathoracic lymph nodes

Non-Hodgkin lymphoma, unspecified, intra-abdominal lymph nodes

Non-Hodgkin lymphoma, unspecified, lymph nodes of axilla and upper limb

Non-Hodgkin lymphoma, unspecified, lymph nodes of inguinal region and lower limb

Non-Hodgkin lymphoma, unspecified, intrapelvic lymph nodes

Non-Hodgkin lymphoma, unspecified, spleen

Non-Hodgkin lymphoma, unspecified, lymph nodes of multiple sites

Non-Hodgkin lymphoma, unspecified, extranodal and solid organ sites

Non-Hodgkin lymphoma, unspecified, in remission

Other specified types of T/NK-cell lymphoma

Extranodal NK/T-cell lymphoma, nasal type

Extranodal NK/T-cell lymphoma, nasal type not having achieved remission

Extranodal NK/T-cell lymphoma, nasal type in remission

Hepatosplenic T-cell lymphoma

Hepatosplenic T-cell ymphoma not having achieved remission




Hepatosplenic T-cell lymphoma in remission

Enteropathy-type (intestinal) T-cell lymphoma

Enteropathy-type (intestinal) T-cell ymphoma not having achieved remission

Enteropathy-type (intestinal) T-cell lymphoma in remission

Subcutaneous panniculitis-like T-cell lymphoma

Subcutaneous panniculitis-like T-cell lymphoma not having achieved remission

Subcutaneous panniculitis-like T-cell lymphoma in remission

Blastic NK-cell lymphoma

Blastic NK-cell lymphoma not having achieved remission

Blastic NK-cell lymphoma in remission

Angioimmunoblastic T-cell ymphoma

Angioimmunoblastic T-cell ymphoma not having achieved remission

Angioimmunoblastic T-cell ymphoma in remission

Primary cutaneous CD30-positive T-cell proliferations

Primary cutaneous CD30-positive T-cell proliferations not having achieved remission

Primary cutaneous CD30-positive T-cell proliferations in remission

Malignant immunoproliferative diseases and certain other B-cell lymphomas

Waldenstrom macroglobulinemia

Waldenstrém macroglobulinemia not having achieved remission

Waldenstrém macroglobulinemia in remission

Heavy chain disease

Heavy chain disease

Heavy chain disease

Immunoproliferative small intestinal disease

Immunoproliferative small intestinal disease not having achieved remission

Immunoproliferative small intestinal disease in remission

Extranodal marginal zone B-cell lymphoma of mucosa-associated lymphoid tissue [MALT-lymphoma]

Extranodal marginal zone B-cell lymphoma of mucosa-associated lymphoid tissue [MALT-lymphoma]
not having achieved remission

Extranodal marginal zone B-cell lymphoma of mucosa-associated lymphoid tissue [MALT-lymphoma]
in remission

Other malignant immunoproliferative diseases

Other malignant immunoproliferative diseases not having achieved remission




Other malignant immunoproliferative diseases in remission

Malignant immunoproliferative disease, unspecified

Malignant immunoproliferative disease, unspecified not having achieved remission

Malignant immunoproliferative disease, unspecified in remission

Multiple myeloma and malignant plasma cell neoplasms

Multiple myeloma

Multiple myeloma, not having achieved remission

Multiple myeloma, in remission

Multiple myeloma, in relapse

Plasma cell leukemia

Plasma cell leukemia, not having achieved remission

Plasma cell leukemia, in remission

Plasma cell leukemia, in relapse

Extramedullary plasmacytoma

Extramedullary plasmacytoma not having achieved remission

Extramedullary plasmacytoma in remission

Extramedullary plasmacytoma in relapse

Solitary plasmacytoma

Solitary plasmacytoma, not having achieved remission

Solitary plasmacytoma, in remission

Solitary plasmacytoma, in relapse

Lymphoid leukemia

Acute lymphoblastic leukemia [ALL]

Acute lymphoblastic leukemia not having achieved remission

Acute lymphoblastic leukemia, in remission

Acute lymphoblastic leukemia, in relapse

Chronic lymphocytic leukemia of B-cell type

Chronic lymphocytic leukemia of B-cell type, not having achieved remission

Chronic lymphocytic leukemia of B-cell type, in remission

Chronic lymphocytic leukemia of B-cell type, in relapse

Prolymphocytic leukemia of B-cell type

Prolymphocytic leukemia of B-cell type, not having achieved remission

Prolymphocytic leukemia of B-cell type, in remission

Prolymphocytic leukemia of B-cell type, in relapse




Hairy cell leukemia

Hairy cell leukemia, not having achieved remission

Hairy cell leukemia, in remission

Hairy cell leukemia, in relapse

Adult T-cell ymphoma/leukemia (HTLV-1-associated)

Adult T-cell ymphoma/leukemia (HTLV-1-associated), not having achieved remission

Adult T-cell ymphoma/leukemia (HTLV-1-associated), in remission

Adult T-cell ymphoma/leukemia (HTLV-1-associated), in relapse

Prolymphocytic leukemia of T-cell type

Prolymphocytic leukemia of T-cell type, not having achieved remission

Prolymphocytic leukemia of T-cell type, in remission

Prolymphocytic leukemia of T-cell type, in relapse

Lymphoid leukemia, unspecified

Lymphoid leukemia, unspecified, not having achieved remission

Lymphoid leukemia, unspecified, in remission

Lymphoid leukemia, unspecified, in relapse

Mature B-cell leukemia Burkitt-type

Mature B-cell leukemia Burkitt-type, not having achieved remission

Mature B-cell leukemia Burkitt-type, in remission

Mature B-cell leukemia Burkitt-type, in relapse

Other lymphoid leukemia

Other lymphoid leukemia, not having achieved remission

Other lymphoid leukemia, in remission

Other lymphoid leukemia, in relapse

Myeloid leukemia

Acute myeloblastic leukemia

Acute myeloblastic leukemia, not having achieved remission

Acute myeloblastic leukemia, in remission

Acute myeloblastic leukemia, in relapse

Chronic myeloid leukemia, BCR/ABL-positive

Chronic myeloid leukemia, BCR/ABL-positive, not having achieved remission

Chronic myeloid leukemia, BCR/ABL-positive, in remission

Chronic myeloid leukemia, BCR/ABL-positive, in relapse

Atypical chronic myeloid leukemia, BCR/ABL-negative




Chronic myeloid leukemia, BCR/ABL-negative, not having achieved remission

Chronic myeloid leukemia, BCR/ABL-negative, in remission

Chronic myeloid leukemia, BCR/ABL-negative, in relapse

Myeloid sarcoma

Myeloid sarcoma, not having achieved remission

Myeloid sarcoma, in remission

Myeloid sarcoma, in relapse

Acute promyelocytic leukemia

Acute promyelocytic leukemia, not having achieved remission

Acute promyelocytic leukemia, in remission

Acute promyelocytic leukemia, in relapse

Acute myelomonocytic leukemia

Acute myelomonocytic leukemia, not having achieved remission

Acute myelomonocytic leukemia, in remission

Acute myelomonocytic leukemia, in relapse

Acute myeloid leukemia with 11g23-abnormality

Acute myeloid leukemia with 11g23-abnormality, not having achieved remission

Acute myeloid leukemia with 11g23-abnormality, in remission

Acute myeloid leukemia with 11g23-abnormality, in relapse

Myeloid leukemia, unspecified

Myeloid leukemia, unspecified, not having achieved remission

Myeloid leukemia, unspecified, in remission

Myeloid leukemia, unspecified, in relapse

Acute myeloid leukemia with multilineage dysplasia

Acute myeloid leukemia with multilineage dysplasia, not having achieved remission

Acute myeloid leukemia with multilineage dysplasia, in remission

Acute myeloid leukemia with multilineage dysplasia, in relapse

Other myeloid leukemia

Other myeloid leukemia, not having achieved remission

Other myeloid leukemia, in remission

Other myeloid leukemia, in relapse

Monocytic leukemia

Acute monoblastic/monocytic leukemia

Acute monoblastic/monocytic leukemia, not having achieved remission




Acute monoblastic/monocytic leukemia, in remission

Acute monoblastic/monocytic leukemia, in relapse

Chronic myelomonocytic leukemia

Chronic myelomonocytic leukemia, not having achieved remission

Chronic myelomonocytic leukemia, in remission

Chronic myelomonocytic leukemia, in relapse

Juvenile myelomonocytic leukemia

Juvenile myelomonocytic leukemia, not having achieved remission

Juvenile myelomonocytic leukemia, in remission

Juvenile myelomonocytic leukemia, in relapse

Monocytic leukemia, unspecified

Monocytic leukemia, unspecified, not having achieved remission

Monocytic leukemia, unspecified, in remission

Monocytic leukemia, unspecified, in relapse

Other monocytic leukemia

Other monocytic leukemia, not having achieved remission

Other monocytic leukemia, in remission

Other monocytic leukemia, in relapse

Other leukemias of specified cell type

Acute erythroid leukemia

Acute erythroid leukemia, not having achieved remission

Acute erythroid leukemia, in remission

Acute erythroid leukemia, in relapse

Acute megakaryoblastic leukemia

Acute megakaryoblastic leukemia, not having achieved remission

Acute megakaryoblastic leukemia, in remission

Acute megakaryoblastic leukemia, in relapse

Mast cell leukemia

Mast cell leukemia, not having achieved remission

Mast cell leukemia, in remission

Mast cell leukemia, in relapse

Acute panmyelosis with myelofibrosis

Acute panmyelosis with myelofibrosis, not having achieved remission

Acute panmyelosis with myelofibrosis, in remission




Acute panmyelosis with myelofibrosis, in relapse

Myelodysplastic disease, not classified

Other specified leukemias

Other specified leukemias, not having achieved remission

Other specified leukemias, in remission

Other specified leukemias, in relapse

Leukemia of unspecified cell type

Acute leukemia of unspecified cell type

Acute leukemia of unspecified cell type, not having achieved remission

Acute leukemia of unspecified cell type, in remission

Acute leukemia of unspecified cell type, in relapse

Chronic leukemia of unspecified cell type

Chronic leukemia of unspecified cell type, not having achieved remission

Chronic leukemia of unspecified cell type, in remission

Chronic leukemia of unspecified cell type, in relapse

Leukemia, unspecified

Leukemia, unspecified, not having achieved remission

Leukemia, unspecified, in remission

Leukemia, unspecified, in relapse

Other and unspecified malignant neoplasms of lymphoid, hematopoietic and related tissue

Multifocal and multisystemic (disseminated) Langerhans-cell histiocytosis

Malignant mast cell neoplasm

Malignant mast cell neoplasm, unspecified

Aggressive systemic mastocytosis

Mast cell sarcoma

Other malignant mast cell neoplasm

Sarcoma of dendritic cells (accessory cells)

Multifocal and unisystemic Langerhans-cell histiocytosis

Unifocal Langerhans-cell histiocytosis

Malignant neoplasm of lymphoid, hematopoietic and related tissue, unspecified

Secondary carcinoid tumors Histiocytic sarcoma

Other specified malignant neoplasms of lymphoid, hematopoietic and related tissue

Carcinoma in situ of oral cavity, esophagus and stomach




Carcinoma in situ of lip, oral cavity and pharynx

Carcinoma in situ of oral cavity, unspecified site

Carcinoma in situ of labial mucosa and vermilion border

Carcinoma in situ of buccal mucosa

Carcinoma in situ of gingiva and edentulous alveolar ridge

Carcinoma in situ of soft palate

Carcinoma in situ of hard palate

Carcinoma in situ of floor of mouth

Carcinoma in situ of tongue

Carcinoma in situ of pharynx

Carcinoma in situ of esophagus

Carcinoma in situ of stomach

Carcinoma in situ of other and unspecified digestive organs

Carcinoma in situ of colon

Carcinoma in situ of rectosigmoid junction

Carcinoma in situ of rectum

Carcinoma in situ of anus and anal canal

Carcinoma in situ of other and unspecified parts of intestine

Carcinoma in situ of unspecified part of intestine

Carcinoma in situ of other parts of intestine

Carcinoma in situ of liver, gallbladder and bile ducts

Carcinoma in situ of other specified digestive organs

Carcinoma in situ of digestive organ, unspecified

Carcinoma in situ of middle ear and respiratory system

Carcinoma in situ of larynx

Carcinoma in situ of trachea

Carcinoma in situ of bronchus and lung

Carcinoma in situ of unspecified bronchus and lung

Carcinoma in situ of right bronchus and lung

Carcinoma in situ of left bronchus and lung

Carcinoma in situ of other parts of respiratory system

Carcinoma in situ of respiratory system, unspecified

Melanoma in situ

Melanoma in situ of lip




Melanoma in situ of eyelid, including canthus

Melanoma in situ of unspecified eyelid, including canthus

Melanoma in situ of right eyelid, including canthus

Melanoma in situ of right upper eyelid, including canthus

Melanoma in situ of right lower eyelid, including canthus

Melanoma in situ of left eyelid, including canthus

Melanoma in situ of left upper eyelid, including canthus

Melanoma in situ of left lower eyelid, including canthus

Melanoma in situ of ear and external auricular canal

Melanoma in situ of unspecified ear and external auricular canal

Melanoma in situ of right ear and external auricular canal

Melanoma in situ of left ear and external auricular canal

Melanoma in situ of other and unspecified parts of face

Melanoma in situ of unspecified part of face

Melanoma in situ of other parts of face

Melanoma in situ of scalp and neck

Melanoma in situ of trunk

Melanoma in situ of anal skin

Melanoma in situ of breast (skin) (soft tissue)

Melanoma in situ of other part of trunk

Melanoma in situ of upper limb, including shoulder

Melanoma in situ of unspecified upper limb, including shoulder

Melanoma in situ of right upper limb, including shoulder

Melanoma in situ of left upper limb, including shoulder

Melanoma in situ of lower limb, including hip

Melanoma in situ of unspecified lower limb, including hip

Melanoma in situ of right lower limb, including hip

Melanoma in situ of left lower limb, including hip

Melanoma in situ of other sites

Melanoma in situ, unspecified

Carcinoma in situ of skin

Carcinoma in situ of skin of lip

Carcinoma in situ of skin of eyelid, including canthus

Carcinoma in situ of skin of unspecified eyelid, including canthus




Carcinoma in situ of skin of right eyelid, including canthus

Carcinoma in situ of skin of right upper eyelid, including canthus

Carcinoma in situ of skin of right lower eyelid, including canthus

Carcinoma in situ of skin of left eyelid, including canthus

Carcinoma in situ of skin of left upper eyelid, including canthus

Carcinoma in situ of skin of left lower eyelid, including canthus

Carcinoma in situ of skin of ear and external auricular canal

Carcinoma in situ of skin of unspecified ear and external auricular canal

Carcinoma in situ of skin of right ear and external auricular canal

Carcinoma in situ of skin of left ear and external auricular canal

Carcinoma in situ of skin of other and unspecified parts of face

Carcinoma in situ of skin of unspecified part of face

Carcinoma in situ of skin of other parts of face

Carcinoma in situ of skin of scalp and neck

Carcinoma in situ of skin of trunk

Carcinoma in situ of skin of upper limb, including shoulder

Carcinoma in situ of skin of unspecified upper limb, including shoulder

Carcinoma in situ of skin of right upper limb, including shoulder

Carcinoma in situ of skin of left upper limb, including shoulder

Carcinoma in situ of skin of lower limb, including hip

Carcinoma in situ of skin of unspecified lower limb, including hip

Carcinoma in situ of skin of right lower limb, including hip

Carcinoma in situ of skin of left lower limb, including hip

Carcinoma in situ of skin of other sites

Carcinoma in situ of skin, unspecified

Carcinoma in situ of breast

Lobular carcinoma in situ of breast

Lobular carcinoma in situ of unspecified breast

Lobular carcinoma in situ of right breast

Lobular carcinoma in situ of left breast

Intraductal carcinoma in situ of breast

Intraductal carcinoma in situ of unspecified breast

Intraductal carcinoma in situ of right breast

Intraductal carcinoma in situ of left breast




Other specified type of carcinoma in situ of breast

Other specified type of carcinoma in situ of unspecified breast

Other specified type of carcinoma in situ of right breast

Other specified type of carcinoma in situ of left breast

Unspecified type of carcinoma in situ of breast

Unspecified type of carcinoma in situ of unspecified breast

Unspecified type of carcinoma in situ of right breast

Unspecified type of carcinoma in situ of left breast

Carcinoma in situ of cervix uteri

Carcinoma in situ of endocervix

Carcinoma in situ of exocervix

Carcinoma in situ of other parts of cervix

Carcinoma in situ of cervix, unspecified

Carcinoma in situ of other and unspecified genital organs

Carcinoma in situ of endometrium

Carcinoma in situ of vulva

Carcinoma in situ of vagina

Carcinoma in situ of other and unspecified female genital organs

Carcinoma in situ of unspecified female genital organs

Carcinoma in situ of other female genital organs

Carcinoma in situ of penis

Carcinoma in situ of prostate

Carcinoma in situ of other and unspecified male genital organs

Carcinoma in situ of unspecified male genital organs

Carcinoma in situ of scrotum

Carcinoma in situ of other male genital organs

Carcinoma in situ of other and unspecified sites

Carcinoma in situ of bladder

Carcinoma in situ of other and unspecified urinary organs

Carcinoma in situ of unspecified urinary organ

Carcinoma in situ of other urinary organs

Carcinoma in situ of eye

Carcinoma in situ of unspecified eye

Carcinoma in situ of right eye




Carcinoma in situ of left eye

Carcinoma in situ of thyroid and other endocrine glands

Carcinoma in situ of other specified sites

Carcinoma in situ, unspecified

Benign neoplasm of endocrine pancreas

Hemangioma of intracranial structures

Benign neoplasm of connective and other soft tissue of abdomen

Other benign neoplasm of skin, unspecified

Benign neoplasm of meninges

Benign neoplasm of cerebral meninges

Benign neoplasm of spinal meninges

Benign neoplasm of meninges, unspecified

Benign neoplasm of brain and other parts of central nervous system

Benign neoplasm of brain, supratentorial

Benign neoplasm of brain, infratentorial

Benign neoplasm of brain, unspecified

Benign neoplasm of cranial nerves

Benign neoplasm of spinal cord

Benign neoplasm of other specified parts of central nervous system

Benign neoplasm of central nervous system, unspecified

Benign neoplasm of unspecified adrenal gland

Benign neoplasm of right adrenal gland

Benign neoplasm of left adrenal gland

Benign neoplasm of pituitary gland

Benign neoplasm of craniopharyngeal duct

Benign neoplasm of pineal gland

Neoplasm of uncertain behavior of other specified digestive organs

Benign neuroendocrine tumors

Benign carcinoid tumors

Benign carcinoid tumor of unspecified site

Benign carcinoid tumors of the small intestine

Benign carcinoid tumor of the duodenum

Benign carcinoid tumor of the jejunum

Benign carcinoid tumor of the ileum




Benign carcinoid tumor of the small intestine, unspecified portion

Benign carcinoid tumors of the appendix, large intestine, and rectum

Benign carcinoid tumor of the appendix

Benign carcinoid tumor of the cecum

Benign carcinoid tumor of the ascending colon

Benign carcinoid tumor of the transverse colon

Benign carcinoid tumor of the descending colon

Benign carcinoid tumor of the sigmoid colon

Benign carcinoid tumor of the rectum

Benign carcinoid tumor of the large intestine, unspecified portion

Benign carcinoid tumors of other sites

Benign carcinoid tumor of the bronchus and lung

Benign carcinoid tumor of the thymus

Benign carcinoid tumor of the stomach

Benign carcinoid tumor of the kidney

Benign carcinoid tumor of the foregut, unspecified

Benign carcinoid tumor of the midgut, unspecified

Benign carcinoid tumor of the hindgut, unspecified

Benign carcinoid tumors of other sites

Other benign neuroendocrine tumors

Neoplasm of uncertain behavior of meninges

Neoplasm of uncertain behavior of cerebral meninges

Neoplasm of uncertain behavior of spinal meninges

Neoplasm of uncertain behavior of meninges, unspecified

Neoplasm of uncertain behavior of brain and central nervous system

Neoplasm of uncertain behavior of brain, supratentorial

Neoplasm of uncertain behavior of brain, infratentorial

Neoplasm of uncertain behavior of brain, unspecified

Neoplasm of uncertain behavior of cranial nerves

Neoplasm of uncertain behavior of spinal cord

Neoplasm of uncertain behavior of other specified parts of central nervous system

Neoplasm of uncertain behavior of central nervous system, unspecified

Neoplasm of uncertain behavior of pituitary gland

Neoplasm of uncertain behavior of craniopharyngeal duct




Neoplasm of uncertain behavior of pineal gland

Neoplasm of uncertain behavior of carotid body

Neoplasm of uncertain behavior of aortic body and other paraganglia

Polycythemia vera

Myelodysplastic syndromes

Refractory anemia without ring sideroblasts, so stated

Refractory anemia with ring sideroblasts

Refractory anemia with excess of blasts [RAEB]

Refractory anemia with excess of blasts, unspecified

Refractory anemia with excess of blasts 1

Refractory anemia with excess of blasts 2

Refractory anemia, unspecified

Myelodysplastic syndrome, unspecified

Refractory cytopenia with multilineage dysplasia

Refractory cytopenia with multilineage dysplasia and ring sideroblasts

Myelodysplastic syndrome with isolated del(5q) chromosomal abnormality

Other myelodysplastic syndromes

Systemic mastocytosis

Chronic myeloproliferative disease

Essential (hemorrhagic) thrombocythemia

Osteomyelofibrosis

Neoplasm of uncertain behavior of lymphoid, hematopoietic and related tissue, unspecified

Other specified neoplasms of uncertain behavior of lymphoid, hematopoietic and related tissue

Post-transplant lymphoproliferative disorder (PTLD)

Other specified neoplasms of uncertain behavior of lymphoid, hematopoietic and related tissue

Neoplasm of uncertain behavior of bone and articular cartilage

Neoplasm of uncertain behavior of connective and other soft tissue of abdomen

Neoplasm of unspecified behavior of bone, soft tissue, and skin

Neoplasm of unspecified behavior of brain

Neoplasm of unspecified behavior of endocrine glands and other parts of nervous system




Antineoplastic chemotherapy induced pancytopenia

Anemia due to antineoplastic chemotherapy

Agranulocytosis secondary to cancer chemotherapy

Eosinophilia, unspecified

Hypereosinophilic syndrome

Idiopathic hypereosinophilic syndrome [HES]

Lymphocytic Variant Hypereosinophilic Syndrome [LHES]

Other hypereosinophilic syndrome

Hypereosinophilic syndrome [HES], unspecified

Myelofibrosis

Multiple endocrine neoplasia [MEN] syndromes

Multiple endocrine neoplasia [MEN] syndromes, unspecified

Multiple endocrine neoplasia [MEN] syndromes type |

Multiple endocrine neoplasia [MEN] syndromes type IIA

Multiple endocrine neoplasia [MEN] syndromes type IIB

Carcinoid syndrome

Carcinoid syndrome, unspecified

Other carcinoid, unspecified

Tumor lysis syndrome

Neoplasm related pain (acute) (chronic)

Disorders of the optic chiasm in (due to) neoplasm

Disorders of visual pathways in (due to) neoplasm

Disorders of visual pathways in (due to) neoplasm, right side

Disorders of visual pathways in (due to) neoplasm, left side

Disorders of visual pathways in (due to) neoplasm, unspecified side

Disorders of visual cortex in (due to) neoplasm

Disorders of visual cortex in (due to) neoplasm, right side of brain

Disorders of visual cortex in (due to) neoplasm, left side of brain

Disorders of visual cortex in (due to) neoplasm, unspecified side of brain

Malignant pericardial effusion in disease classified elsewhere

Acute pulmonary manifestations due to radiation

Chronic and other pulmonary manifestations due to radiation

Malignant pleural effusion

Secondary spontaneous pneumothorax due to antineoplastic therapy




Secondary spontaneous pneumothorax due to radiation

Gastric intestinal metaplasia with high grade dysplasia

Gastroenteritis and colitis due to radiation

Radiation proctitis

Dysplasia of anus

Gastrointestinal mucositis (ulcerative)

Radiodermatitis

Acute radiodermatitis

Chronic dermatitis

Radiodermatitis, unspecified

Other specified disorders of the skin and subcutaneous tissue related to radiation

Disorder of the skin and subcutaneous tissue related to radiation, unspecified

Hematopoietic stem cell transplantation-associated thrombotic microangioplasty

Postradiation kyphosis

Postradiation scoliosis

Irradiation cystitis

Irradiation cystitis without hematuria

Irradiation cystitis with hematuria

Azoospermia due to radiation

Oligospermia due to radiation

Erectile dysfunction following radical prostatectomy

Erectile dysfunction following radical cystectomy

Erectile dysfunction following simple prostatectomy

Erectile dysfunction following radiation therapy

Erectile dysfunction following interstitial seed therapy

Endometrial intraepithelial neoplasia [EIN]

Maternal care for (suspected) damage to fetus by radiation

Maternal care for (suspected) damage to fetus by radiation, not applicable or unspecified

Maternal care for (suspected) damage to fetus by radiation, fetus 1

Maternal care for (suspected) damage to fetus by radiation, fetus 2

Maternal care for (suspected) damage to fetus by radiation, fetus 3

Maternal care for (suspected) damage to fetus by radiation, fetus 4

Maternal care for (suspected) damage to fetus by radiation, fetus 5

Maternal care for (suspected) damage to fetus by radiation, other fetus

Malignant neoplasm complicating pregnancy, childbirth and the puerperium




Malignant neoplasm complicating pregnancy

Malignant neoplasm complicating pregnancy, first trimester

Malignant neoplasm complicating pregnancy, second trimester

Malignant neoplasm complicating pregnancy, third trimester

Malignant neoplasm complicating pregnancy, unspecified trimester

Malignant neoplasm complicating childbirth

Malignant neoplasm complicating the puerperium

Newborn affected by maternal antineoplastic chemotherapy

Newborn affected by maternal cytotoxic drugs

Neurofibromatosis (nonmalignant)

Neurofibromatosis, unspecified

Neurofibromatosis, type 1

Neurofibromatosis, type 2

Schwannomatosis

Other neurofibromatosis

Malignant ascites

Neoplastic (malignant) related fatigue

High grade squamous intraepithelial lesion on cytologic smear of anus (HGSIL)

Cytologic evidence of malignancy on smear of anus

Cytologic evidence of malignancy on smear of cervix

High grade squamous intraepithelial lesion on cytologic smear of vagina (HGSIL)

Cytologic evidence of malignancy on smear of vagina

Intracranial space-occupying lesion found on diagnostic imaging of central nervous system

Rising PSA following treatment for malignant neoplasm of prostate

Poisoning by, adverse effect of and underdosing of antigonadotrophins, antiestrogens,
antiandrogens, not elsewhere classified

Poisoning by, adverse effect of and underdosing of antigonadotrophins, antiestrogens,
antiandrogens, not elsewhere classified

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, accidental
(unintentional)

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, accidental
(unintentional), initial encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, accidental

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, accidental
(unintentional), sequela




Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, intentional
self-harm

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, intentional
self-harm, initial encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, intentional
self-harm, subsequent encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, intentional
self-harm, sequela

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, assault

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, assault,

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, assault,
subsequent encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, assault,
sequela

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
undetermined

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
undetermined, initial encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
undetermined, subsequent encounter

Poisoning by antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
undetermined, sequela

Adverse effect of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified

Adverse effect of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, initial
encounter

Adverse effect of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
subsequent encounter

Adverse effect of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
sequela

Underdosing of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified

Underdosing of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, initial
encounter




Underdosing of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified,
subsequent encounter

Underdosing of antigonadotrophins, antiestrogens, antiandrogens, not elsewhere classified, sequela

Poisoning by, adverse effect of and underdosing of other and unspecified hormones and synthetic
substitutes

Poisoning by, adverse effect of and underdosing of unspecified hormones and synthetic substitutes

Poisoning by unspecified hormones and synthetic substitutes, accidental (unintentional)

Poisoning by unspecified hormones and synthetic substitutes, accidental (unintentional), initial

Poisoning by unspecified hormones and synthetic substitutes, accidental (unintentional), subsequent
encounter

Poisoning by unspecified hormones and synthetic substitutes, accidental (unintentional), sequela

Poisoning by unspecified hormones and synthetic substitutes, intentional self-harm

Poisoning by unspecified hormones and synthetic substitutes, intentional self-harm, initial encounter

Poisoning by unspecified hormones and synthetic substitutes, intentional self-harm, subsequent
encounter

Poisoning by unspecified hormones and synthetic substitutes, intentional self-harm, sequela

Poisoning by unspecified hormones and synthetic substitutes, assault

Poisoning by unspecified hormones and synthetic substitutes, assault, initial encounter

Poisoning by unspecified hormones and synthetic substitutes, assault, subsequent encounter

Poisoning by unspecified hormones and synthetic substitutes, assault, sequela

Poisoning by unspecified hormones and synthetic substitutes, undetermined

Poisoning by unspecified hormones and synthetic substitutes, undetermined, initial encounter

Poisoning by unspecified hormones and synthetic substitutes, undetermined, subsequent encounter

Poisoning by unspecified hormones and synthetic substitutes, undetermined, sequela

Adverse effect of unspecified hormones and synthetic substitutes

Adverse effect of unspecified hormones and synthetic substitutes, initial encounter

Adverse effect of unspecified hormones and synthetic substitutes, subsequent encounter

Adverse effect of unspecified hormones and synthetic substitutes, sequela




Underdosing of unspecified hormones and synthetic substitutes

Underdosing of unspecified hormones and synthetic substitutes, initial encounter

Underdosing of unspecified hormones and synthetic substitutes, subsequent encounter

Underdosing of unspecified hormones and synthetic substitutes, sequela

Poisoning by, adverse effect of and underdosing of anterior pituitary [adenohypophyseal] hormones

Poisoning by anterior pituitary [adenohypophyseal] hormones, accidental (unintentional)

Poisoning by anterior pituitary [adenohypophyseal] hormones, accidental (unintentional), initial
encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, accidental (unintentional),
subsequent encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, accidental (unintentional), sequela

Poisoning by anterior pituitary [adenohypophyseal] hormones, intentional self-harm

Poisoning by anterior pituitary [adenohypophyseal] hormones, intentional self-harm, initial
encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, intentional self-harm, subsequent
encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, intentional self-harm, sequela

Poisoning by anterior pituitary [adenohypophyseal] hormones, assault

Poisoning by anterior pituitary [adenohypophyseal] hormones, assault, initial encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, assault, subsequent encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, assault, sequela

Poisoning by anterior pituitary [adenohypophyseal] hormones, undetermined

Poisoning by anterior pituitary [adenohypophyseal] hormones, undetermined, initial encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, undetermined, subsequent encounter

Poisoning by anterior pituitary [adenohypophyseal] hormones, undetermined, sequela

Adverse effect of anterior pituitary [adenohypophyseal] hormones

Adverse effect of anterior pituitary [adenohypophyseal] hormones, initial encounter




Adverse effect of anterior pituitary [adenohypophyseal] hormones, subsequent encounter

Adverse effect of anterior pituitary [adenohypophyseal] hormones, sequela

Underdosing of anterior pituitary [adenohypophyseal] hormones

Underdosing of anterior pituitary [adenohypophyseal] hormones, initial encounter

Underdosing of anterior pituitary [adenohypophyseal] hormones, subsequent encounter

Underdosing of anterior pituitary [adenohypophyseal] hormones, sequela

Poisoning by, adverse effect of and underdosing of other hormones and synthetic substitutes

Poisoning by other hormones and synthetic substitutes, accidental (unintentional)

Poisoning by other hormones and synthetic substitutes, accidental (unintentional), initial encounter

Poisoning by other hormones and synthetic substitutes, accidental (unintentional), subsequent
encounter

Poisoning by other hormones and synthetic substitutes, accidental (unintentional), sequela

Poisoning by other hormones and synthetic substitutes, intentional self-harm

Poisoning by other hormones and synthetic substitutes, intentional self-harm, initial encounter

Poisoning by other hormones and synthetic substitutes, intentional self-harm, subsequent encounter

Poisoning by other hormones and synthetic substitutes, intentional self-harm, sequela

Poisoning by other hormones and synthetic substitutes, assault

Poisoning by other hormones and synthetic substitutes, assault, initial encounter

Poisoning by other hormones and synthetic substitutes, assault, subsequent encounter

Poisoning by other hormones and synthetic substitutes, assault, sequela

Poisoning by other hormones and synthetic substitutes, undetermined

Poisoning by other hormones and synthetic substitutes, undetermined, initial encounter

Poisoning by other hormones and synthetic substitutes, undetermined, subsequent encounter

Poisoning by other hormones and synthetic substitutes, undetermined, sequela

Adverse effect of other hormones and synthetic substitutes

Adverse effect of other hormones and synthetic substitutes, initial encounter

Adverse effect of other hormones and synthetic substitutes, subsequent encounter




Adverse effect of other hormones and synthetic substitutes, sequela

Underdosing of other hormones and synthetic substitutes

Underdosing of other hormones and synthetic substitutes, initial encounter

Underdosing of other hormones and synthetic substitutes, subsequent encounter

Underdosing of other hormones and synthetic substitutes, sequela

Poisoning by, adverse effect of and underdosing of other and unspecified hormone antagonists

Poisoning by, adverse effect of and underdosing of unspecified hormone antagonists

Poisoning by unspecified hormone antagonists, accidental (unintentional)

Poisoning by unspecified hormone antagonists, accidental (unintentional), initial encounter

Poisoning by unspecified hormone antagonists, accidental (unintentional), subsequent encounter

Poisoning by unspecified hormone antagonists, accidental (unintentional), sequela

Poisoning by unspecified hormone antagonists, intentional self-harm

Poisoning by unspecified hormone antagonists, intentional self-harm, initial encounter

Poisoning by unspecified hormone antagonists, intentional self-harm, subsequent encounter

Poisoning by unspecified hormone antagonists, intentional self-harm, sequela

Poisoning by unspecified hormone antagonists, assault

Poisoning by unspecified hormone antagonists, assault, initial encounter

Poisoning by unspecified hormone antagonists, assault, subsequent encounter

Poisoning by unspecified hormone antagonists, assault sequela

Poisoning by unspecified hormone antagonists, undetermined

Poisoning by unspecified hormone antagonists, undetermined, initial encounter

Poisoning by unspecified hormone antagonists, undetermined, subsequent encounter

Poisoning by unspecified hormone antagonists, undetermined sequela

Adverse effect of unspecified hormone antagonists

Adverse effect of unspecified hormone antagonists, initial encounter

Adverse effect of unspecified hormone antagonists, subsequent encounter

Adverse effect of unspecified hormone antagonists, sequela

Underdosing of unspecified hormone antagonists

Underdosing of unspecified hormone antagonists, initial encounter

Underdosing of unspecified hormone antagonists, subsequent encounter




Underdosing of unspecified hormone antagonists, sequela

Poisoning by, adverse effect of and underdosing of other hormone antagonists

Poisoning by other hormone antagonists, accidental (unintentional)

Poisoning by other hormone antagonists, accidental (unintentional), initial encounter

Poisoning by other hormone antagonists, accidental (unintentional), subsequent encounter

Poisoning by other hormone antagonists, accidental (unintentional), sequela

Poisoning by other hormone antagonists, intentional self-harm

Poisoning by other hormone antagonists, intentional self-harm, initial encounter

Poisoning by other hormone antagonists, intentional self-harm, subsequent encounter

Poisoning by other hormone antagonists, intentional self-harm, sequela

Poisoning by other hormone antagonists, assault

Poisoning by other hormone antagonists, assault, initial encounter

Poisoning by other hormone antagonists, assault, subsequent encounter

Poisoning by other hormone antagonists, assault, sequela

Poisoning by other hormone antagonists, undetermined

Poisoning by other hormone antagonists, undetermined, initial encounter

Poisoning by other hormone antagonists, undetermined, subsequent encounter

Poisoning by other hormone antagonists, undetermined, sequela

Adverse effect of other hormone antagonists

Adverse effect of other hormone antagonists, initial encounter

Adverse effect of other hormone antagonists, subsequent encounter

Adverse effect of other hormone antagonists, sequela

Underdosing of other hormone antagonists

Underdosing of other hormone antagonists, initial encounter

Underdosing of other hormone antagonists, subsequent encounter

Underdosing of other hormone antagonists, sequela

Poisoning by, adverse effect of and underdosing of antineoplastic and immunosuppressive drugs

Poisoning by, adverse effect of and underdosing of antineoplastic and immunosuppressive drugs

Poisoning by antineoplastic and immunosuppressive drugs, accidental (unintentional)

Poisoning by antineoplastic and immunosuppressive drugs, accidental (unintentional), initial

Poisoning by antineoplastic and immunosuppressive drugs, accidental (unintentional), subseqguent

Poisoning by antineoplastic and immunosuppressive drugs, accidental (unintentional), sequela




Poisoning by antineoplastic and immunosuppressive drugs, intentional self-harm

Poisoning by antineoplastic and immunosuppressive drugs, intentional self-harm, initial encounter

Poisoning by antineoplastic and immunosuppressive drugs, intentional self-harm, subsequent

Poisoning by antineoplastic and immunosuppressive drugs, intentional self-harm, sequela

Poisoning by antineoplastic and immunosuppressive drugs, assault

Poisoning by antineoplastic and immunosuppressive drugs, assault, initial encounter

Poisoning by antineoplastic and immunosuppressive drugs, assault, subsequent encounter

Poisoning by antineoplastic and immunosuppressive drugs, assault, sequela

Poisoning by antineoplastic and immunosuppressive drugs, undetermined

Poisoning by antineoplastic and immunosuppressive drugs, undetermined, initial encounter

Poisoning by antineoplastic and immunosuppressive drugs, undetermined, subsequent encounter

Poisoning by antineoplastic and immunosuppressive drugs, undetermined, sequela

Adverse effect of antineoplastic and immunosuppressive drugs

Adverse effect of antineoplastic and immunosuppressive drugs, initial encounter

Adverse effect of antineoplastic and immunosuppressive drugs, subsequent encounter

Adverse effect of antineoplastic and immunosuppressive drugs, sequela

Underdosing of antineoplastic and immunosuppressive drugs

Underdosing of antineoplastic and immunosuppressive drugs, initial encounter

Underdosing of antineoplastic and immunosuppressive drugs, subsequent encounter

Underdosing of antineoplastic and immunosuppressive drugs, sequela

Poisoning by, adverse effect of and underdosing of other primarily systemic and hematological
agents

Poisoning by, adverse effect of and underdosing of other primarily systemic and hematological
agents

Poisoning by other primarily systemic and hematological agents, accidental (unintentional)

Poisoning by other primarily systemic and hematological agents, accidental (unintentional), initial
encounter

Poisoning by other primarily systemic and hematological agents, accidental (unintentional),
subsequent encounter




Poisoning by other primarily systemic and hematological agents, accidental (unintentional), sequela

Poisoning by other primarily systemic and hematological agents, intentional self-harm

Poisoning by other primarily systemic and hematological agents, intentional self-harm, initial
encounter

Poisoning by other primarily systemic and hematological agents, intentional self-harm, subsequent
encounter

Poisoning by other primarily systemic and hematological agents, intentional self-harm, sequela

Poisoning by other primarily systemic and hematological agents, assault

Poisoning by other primarily systemic and hematological agents, assault, initial encounter

Poisoning by other primarily systemic and hematological agents, assault, subsequent encounter

Poisoning by other primarily systemic and hematological agents, assault, sequela

Poisoning by other primarily systemic and hematological agents, undetermined

Poisoning by other primarily systemic and hematological agents, undetermined, initial encounter

Poisoning by other primarily systemic and hematological agents, undetermined, subsequent
encounter

Poisoning by other primarily systemic and hematological agents, undetermined, sequela

Adverse effect of other primarily systemic and hematological agents

Adverse effect of other primarily systemic and hematological agents, initial encounter

Adverse effect of other primarily systemic and hematological agents, subsequent encounter

Adverse effect of other primarily systemic and hematological agents, sequela

Underdosing of other primarily systemic and hematological agents

Underdosing of other primarily systemic and hematological agents, initial encounter

Underdosing of other primarily systemic and hematological agents, subsequent encounter

Underdosing of other primarily systemic and hematological agents, sequela

Poisoning by, adverse effect of and underdosing of unspecified primarily systemic and hematological
agent

Poisoning by unspecified primarily systemic and hematological agent, accidental (unintentional)




Poisoning by unspecified primarily systemic and hematological agent, accidental (unintentional),
initial encounter

Poisoning by unspecified primarily systemic and hematological agent, accidental (unintentional),
subsequent encounter

Poisoning by unspecified primarily systemic and hematological agent, accidental (unintentional),
sequela

Poisoning by unspecified primarily systemic and hematological agent, intentional self-harm

Poisoning by unspecified primarily systemic and hematological agent, intentional self-harm, initial
encounter

Poisoning by unspecified primarily systemic and hematological agent, intentional self-harm,
subsequent encounter

Poisoning by unspecified primarily systemic and hematological agent, intentional self-harm, sequela

Poisoning by unspecified primarily systemic and hematological agent, assault

Poisoning by unspecified primarily systemic and hematological agent, assault, initial encounter

Poisoning by unspecified primarily systemic and hematological agent, assault, subsequent encounter

Poisoning by unspecified primarily systemic and hematological agent, assault, sequela

Poisoning by unspecified primarily systemic and hematological agent, undetermined

Poisoning by unspecified primarily systemic and hematological agent, undetermined, initial
encounter

Poisoning by unspecified primarily systemic and hematological agent, undetermined, subsequent
encounter

Poisoning by unspecified primarily systemic and hematological agent, undetermined, sequela

Adverse effect of unspecified primarily systemic and hematological agent

Adverse effect of unspecified primarily systemic and hematological agent, initial encounter

Adverse effect of unspecified primarily systemic and hematological agent, subsequent encounter

Adverse effect of unspecified primarily systemic and hematological agent, sequela

Underdosing of unspecified primarily systemic and hematological agent




Underdosing of unspecified primarily systemic and hematological agent, initial encounter

Underdosing of unspecified primarily systemic and hematological agent, subsequent encounter

Underdosing of unspecified primarily systemic and hematological agent, sequela

Poisoning by, adverse effect of and underdosing of immune checkpoint inhibitors and
immunostimulant drugs

Poisoning by, adverse effect of and underdosing of immune checkpoint inhibitors and
immunostimulant drugs, accidental (unintentional)
-Poisoning by immune checkpoint inhibitors and immunostimulant drugs NOS

Poisoning by, adverse effect of and underdosing of immune checkpoint inhibitors and
immunostimulant drugs, intentional self-harm

Poisoning by, adverse effect of and underdosing of immune checkpoint inhibitors and
immunostimulant drugs, assault

Poisoning by, adverse effect of and underdosing of immune checkpoint inhibitors and
immunostimulant drugs, undetermined

Adverse effect of immune checkpoint inhibitors and immunostimulant drugs

Underdosing of immune checkpoint inhibitors and immunostimulant drugs

Radiation sickness, unspecified

Radiation sickness, unspecified, initial encounter

Radiation sickness, unspecified, subsgeuent encounter

Radiation sickness, unspecified, sequela

Extravasation of vesicant agent

Extravasation of vesicant antineoplastic chemotherapy

Extravasation of vesicant antineoplastic chemotherapy, initial encounter

Extravasation of vesicant antineoplastic chemotherapy, subsequent encounter

Extravasation of vesicant antineoplastic chemotherapy, sequela

Extravasation of other vesicant agent

Extravasation of other vesicant agent, initial encounter

Extravasation of other vesicant agent, subsequent encounter

Extravasation of other vesicant agent, sequela

Complication of immune effector cell therapy

Complication of immune effector cell therapy, initial encounter

Complication of immune effector cell therapy, subsequent encounter




Complication of immune effector cell therapy, sequela

Complications of bone marrow transplant

Unspecified complication of bone marrow transplant

Bone marrow transplant rejection

Bone marrow transplant failure

Bone marrow transplant infection

Other complications of bone marrow transplant

Overdose of radiation given during therapy

Radiological procedure and radiotherapy as the cause of abnormal reaction of the patient, or of later
complication, without mention of misadventure at the time of the procedure

Encounter for follow-up examination after completed treatment for malignant neoplasm

Encounter for prophylactic surgery

Encounter for prophylactic surgery for risk factors related to malignant neoplasms

Encounter for prophylactic removal of unspecified organ

Encounter for prophylactic removal of breast

Encounter for prophylactic removal of ovary(s)

Encounter for prophylactic removal of fallopian tube(s )

Encounter for prophylactic removal of other organ

Encounter for other prophylactic surgery

Encounter for prophylactic surgery, unspecified

Encounter for breast reconstruction following mastectomy

Encounter for aftercare following bone marrow transplant

Aftercare following surgery for neoplasm

Encounter for antineoplastic radiation therapy

Encounter for antineoplastic chemotherapy and immunotherapy

Encounter for antineoplastic chemotherapy

Encounter for antineoplastic immunotherapy

Encounter for palliative care

Encounter for other specified aftercare

Long term (current) use of chemotherapeutic agent

Long term (current) use of alkylating agent

Long term (current) use of antimetabolite agent




Long term (current) use of antitumor antibiotic

Long term (current) use of mitotic inhibitor

Long term (current) use of topoisomerase inhibitor

Long term (current) use of myelosuppressive agent

Long term (current) use of agents affecting estrogen receptors and estrogen levels

Long term (current) use of selective estrogen receptor modulators (SERMs)

Long term (current) use of aromatase inhibitors

Long term (current) use of other agents affecting estrogen receptors and estrogen levels

Personal history of malignant neoplasm

Personal history of malignant neoplasm of digestive organs

Personal history of malignant neoplasm of unspecified digestive organ

Personal history of malignant neoplasm of esophagus

Personal history of malignant neoplasm of stomach

Personal history of malignant carcinoid tumor of stomach

Personal history of other malignant neoplasm of stomach

Personal history of malignant neoplasm of large intestine

Personal history of malignant carcinoid tumor of large intestine

Personal history of other malignant neoplasm of large intestine

Personal history of malignant neoplasm of rectum, rectosigmoid junction, and anus

Personal history of malignant carcinoid tumor of rectum

Personal history of other malignant neoplasm of rectum, rectosigmoid junction, and anus




Personal history of malignant neoplasm of liver

Personal history of malignant neoplasm of small intestine

Personal history of malignant carcinoid tumor of small intestine

Personal history of other malignant neoplasm of small intestine

Personal history of malignant neoplasm of pancreas

Personal history of malignant neoplasm of other digestive organs

Personal history of malignant neoplasm of trachea, bronchus and lung

Personal history of malignant neoplasm of bronchus and lung

Personal history of malignant carcinoid tumor of bronchus and lung

Personal history of other malignant neoplasm of bronchus and lung

Personal history of malignant neoplasm of trachea

Personal history of malignant neoplasm of other respiratory and intrathoracic organs

Personal history of malignant neoplasm of unspecified respiratory organ

Personal history of malignant neoplasm of larynx

Personal history of malignant neoplasm of nasal cavities, middle ear, and accessory sinuses

Personal history of malignant neoplasm of thymus

Personal history of malignant carcinoid tumor of thymus




Personal history of other malignant neoplasm of thymus

Personal history of malignant neoplasm of other respiratory and intrathoracic organs

Personal history of malignant neoplasm of breast

Personal history of malignant neoplasm of genital organs

Personal history of malignant neoplasm of unspecified female genital organ

Personal history of malignant neoplasm of cervix uteri

Personal history of malignant neoplasm of other parts of uterus

Personal history of malignant neoplasm of ovary

Personal history of malignant neoplasm of other female genital organs

Personal history of malignant neoplasm of unspecified male genital organ

Personal history of malignant neoplasm of prostate

Personal history of malignant neoplasm of testis

Personal history of malignant neoplasm of epididymis

Personal history of malignant neoplasm of other male genital organs

Personal history of malignant neoplasm of urinary tract

Personal history of malignant neoplasm of unspecified urinary tract organ

Personal history of malignant neoplasm of bladder




Personal history of malignant neoplasm of kidney

Personal history of malignant carcinoid tumor of kidney

Personal history of other malignant neoplasm of kidney

Personal history of malignant neoplasm of renal pelvis

Personal history of malignant neoplasm of ureter

Personal history of malignant neoplasm of other urinary tract organ

Personal history of leukemia

Personal history of other malignant neoplasms of lymphoid, hematopoietic and related tissues

Personal history of Hodgkin lymphoma

Personal history of non-Hodgkin lymphomas

Personal history of other malignant neoplasms of lymphoid, hematopoietic and related tissues

Personal history of malignant neoplasms of other organs and systems

Personal history of malignant neoplasm of lip, oral cavity, and pharynx

Personal history of malignant neoplasm of tongue

Personal history of malignant neoplasm of other sites of lip, oral cavity, and pharynx

Personal history of malignant neoplasm of unspecified site of lip, oral cavity, and pharynx

Personal history of malignant neoplasm of skin




Personal history of malignant melanoma of skin

Personal history of Merkel cell carcinoma

Personal history of other malignant neoplasm of skin

Personal history of malignant neoplasm of bone and soft tissue

Personal history of malignant neoplasm of bone

Personal history of malignant neoplasm of soft tissue

Personal history of malignant neoplasm of eye and nervous tissue

Personal history of malignant neoplasm of eye

Personal history of malignant neoplasm of brain

Personal history of malignant neoplasm of other parts of nervous tissue

Personal history of malignant neoplasm of endocrine glands

Personal history of malignant neoplasm of thyroid

Personal history of malignant neoplasm of other endocrine glands

Personal history of malignant neoplasm of other organs and systems

Personal history of malignant neoplasm, unspecified

Personal history of in-situ neoplasm

Personal history of in-situ neoplasm of breast




Personal history of in-situ neoplasm of cervix uteri

Personal history of in-situ neoplasm of other and unspecified genital organs

Personal history of in-situ neoplasm of oral cavity, esophagus and stomach

Personal history of in-situ neoplasm of other and unspecified digestive organs

Personal history of in-situ neoplasm of middle ear and respiratory system

Personal history of melanoma in-situ

Personal history of in-situ neoplasm of skin

Personal history of in-situ neoplasm of other site

Personal history of colonic polyps

Personal history of benign neoplasm of the brain

Personal history of benign carcinoid tumor

Personal history of antineoplastic chemotherapy

Personal history of estrogen therapy

Personal history of immunosuppression therapy

Personal history of immune checkpoint inhibitor (ICl) (drug) therapy

Personal history of irradiation

Personal history of Chimeric Antigen Receptor T-cell therapy




Bone marrow transplant status

Stem cells transplant status


















































































FCDS PROFILE MODIFICATION FORM

TO ADD: (NEW Facility)
e Please complete each section of form to add a facility.
¢ Select ADD in the Process Request Field.
o AHCA#, CLIA#, or NPI# can be obtain from administrative or business office.

TO UPDATE: (EXISTING Facility)

e Complete the Date, Profile Name and the section(s) that requires update.
¢ Select UPDATE in the Process Request Field.

Today’s Date (MM/DD/YYYY): Profile Name: (Facility Name)

Process Request: Select Facility Type:

ADD (New) UPDATE (Existing)

AHCA |D#: CLIA#: (PATH LABS ONLY)

FCDS Facility #: (LEAVE BLANK IF ADDING FACILITY) Option:

NPI#:

Date Facility Close (MM/DD/YYYY):

PROFILE INFORMATION

Facility Contact:

Last Name: First Name: Credentials:
Title:
Mailing Address: (Address, City, ST and Zip Code)

Phone Number: Fax Numbet: Contact Email Address:
Administrator:

Last Name: First Name: Credentials:

Administrator Email Address:
Title:
Physical Address: (Address, City, ST, and Zip Code) Phone Fax
Number: Numbet:

NOTES: (Type additional information below)

Completed By: Date:

FCDS ONLY:

Processed By:

SUBMIT

Date Processed:

04/2021
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	Exception: Do not abstract a case based on suspicious cytology alone. The case is
	 Use these terms when screening diagnoses on pathology reports, operative reports, imaging/scans,
	Note: If the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or
	Example: Mammogram shows calcifications suspicious for intraductal carcinoma. The
	Ambiguous Terms - Benign and borderline primary intracranial and CNS tumors
	 Use the “Ambiguous Terms that are Reportable” list to identify benign and borderline primary intracranial and CNS tumors that are reportable.
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	The June 30th Deadline is an annual milestone for cancer reporting in Florida.  Florida law requires that all cancer cases diagnosed/treated for cancer, having a cancer-related health visit while undergoing cancer treatment, or having any evidence of ...
	FCDS reinforces the 6-month reporting standard with a June 30th Deadline each year.
	Reporting Compliance and Data Quality Reports are run following the June 30th Deadline.
	FCDS will notify facilities not in compliance with the 6-month reporting rule of the delinquency. Each facility will be asked to develop a remedial plan to bring the facility back into compliance with state statutes. The plan must also include a state...
	If no action is taken or delinquency continues, FCDS will notify the Florida Department of Health that the facility is non-compliant and further action will be taken. The Florida Department of Health and FCDS must approve any remediation or other acti...
	B. CASEFINDING
	1. Pathology Reports (biopsy specimen, surgical specimen, bone marrow biopsy, FNA, core biopsy, molecular genetic testing, immunophenotyping, cytology, autopsy, addenda, consultation reports, etc.)
	2. HIM/Medical Record Disease Indices or Unified Billing System Report – All Services
	(All Patient Services - Inpatient and Outpatient, Clinics, Hospice, etc.)
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	Compliance and Data Quality Reports are run following the annual June 30th Deadline.
	FCDS will notify facilities not in compliance with the 6-month reporting rule of the delinquency.  Each facility will be asked to develop a remedial plan to bring the facility back into compliance with state statutes and a plan to remain compliant.  I...
	8. Making changes to existing abstracts from Field Coordinator Inquiry (corrections) or QC Review (Visual Editing)
	You must comply with the messaging requirements for the FCDS Systems for FCDS to be able to view and process corrections, inquiries, deletions, or visual editing updates to abstracts.
	Your Facility has 21 days to complete any Field Coordinator Correction/Inquiry or QC Review Correction Inquiry.  This FCDS Policy is loosely enforced but important to good quality abstracting and timeliness of operations and practices.  Do not wait mo...
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