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20 DS DATA ACC ON MANUA

Newly reportable data items required to be collected
» Standard Data ltem added FCDS CORE (Required for ALL Cases)

Item# Item Name Position | Position Length

Addr at DX - Country

- Birthplace State 442 443

2
- Birthplace Country 444 446 3
L2yl Addr Current - Country 439 441 3
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0 DS DATA ACC ON MANUA

Newly reportable data items required to be collected - con’t

> CS Site Specific Factor Added Back into Required Data Iltems -
JAK 2 HemeRetic

> State-Specific Data Item (NAACCR ltem #2200) Retained as
FCDS CORE (Required for ALL Cases) but moved to NPCR-
Specific Field (NAACCR Item #3720)

2013 2013
NAACCR Start Stop
ltem# |Iltem Name Position | Position Length
2

3720 Height at Diagnosis 1315 1316
3720 Weight at Diagnosis 1317 1319
3720 Tobacco Use - Cigarette 1320 1320
3720 Tobacco Use - OthSmoke 1321 1321
3720 Tobacco Use - SmokelessTob 1322 1322
3720 Tobacco Use - NOS 1323 1323

N = =N = ¢V



FCDS ABSTRACTOR CODE POLICY

SECTIONI: GUIDELINES FOR CANCER DATA REPORTING

14

ABSTRACTING

1. Personnel Requirements

Trained personnel must perform abstracting. FCDS provides basic incidence abstracting training via
web-based modules. In addition, FCDS performs on-site regional workshops on an ad hoc basis.

Every registrar/abstractor planning to work in the State of Florida 1s required to obtain an idividual
FCDS Abstractor Code. This code 1s assigned by FCDS to persons who successfully pass the FCDS
Abstractor Code On-Line Examination, regardless of certification by NCRA as a CTR, experience in
the registry industry, or other factors. As of January 1, 2013 any individual planning to acquire a New
FCDS Abstractor Code or planning to Renew an Existing FCDS Abstractor Code must take and pass
the FCDS Abstractor Code Exam.

The FCDS Abstractor Code Requirement has been FCDS Policy for many years and applies to every
cancer registrar working in the state of Florida (CTR or non-CTR, Florida resident or out-of-state
contractor, regardless of number of years” experience). FCDS will not accept cases from individuals
without an Active/Current FCDS Abstractor Code.




FCDS ABSTRACTOR CODE POLICY

Questions are electronically selected at random from a pool of nearly 500 questions covering 6 major
topic areas. No two exams will be alike.

The 6 topic areas include;

General Abstracting Knowledge

General Abstracting Rules and Florida-Specific Rules

Primary Site/Histology/Grade

Stage at Diagnosis (Collaborative Stage Data Collection System and Site Specific Factors)
Latest Rule Changes

Treatment and Survival

WHO NEEDS TO TAKE THE FCDS ABSTRACTOR CODE EXAM?

v"Individuals hoping to acquire a NEW FCDS Abstractor Code will need to take the New FCDS
Abstractor Code Exam.

v" If an individual’s FCDS Abstractor Code has been expired for greater than 2 years, the individual
must re-apply and take and pass the New FCDS Abstractor Code Exam.

WHO NEEDS TO TAKE THE FCDS ABSTRACTOR CODE RENEWAL EXAM?

v" Individuals with an ACTIVE (not yet expired) FCDS Abstractor Code will be required to take and
pass the FCDS Abstractor Code Renewal Exam once their code has expired.




FCDS ABSTRACTOR CODE POLICY

This test is NOT a substitute for the CTR Examination
CTRs and non-CTRs MUST take the FCDS Abstractor Code Test
Every person who abstracts must have their own FCDS Code

New to Florida Abstractors (no existing FCDS Abstractor Code)
will take a test with 20 questions with no time limit

Annual Renewal tests are 15 questions with 1 hour time limit

If you fail the test twice - you must wait 7 days to take it again
If you fail twice - you should not abstract cases until you pass
A score of 80% is required to pass

NEVER share your FCDS Abstractor Code

10



FCDS ABSTRACTOR CODE POLICY

v Sources for FCDS Abstractor Code Test Questions:

>
>

>

Current FCDS Data Acquisition Manual

SEER Self Instructional Manuals
» Book 2 - Cancer Characteristics and Selection of Cases
» Book 3 - Tumor Registrar Vocabulary: The Composition of Medical Terms
> Book 4 - Human Anatomy as Related to Tumor Formation

Collaborative Stage Data Collection System
> Collaborative Stage Core Data ltems
> Site-Specific Factors

|CD-0-3 and Updates

Multiple Primary and Histology Coding Rules - Solid Tumors
Hematopoietic and Lymphoid Neoplasms - MPH Rules and Data Base
Any NEW Rules, Tools, Instructions, Data Items, etc.

14



APPENDIX A-P

Appendix A: Florida Healthcare Facilities Currently Reporting to FCDS
Appendix B: Florida FIPS, USPS State Abbreviations and ISO Country Codes - NEW
Appendix C: Glossary and Standard Abbreviations - Updated
Appendix D: Race Coding Instructions and Race and Nationality Descriptions
Appendix E: Census List of Spanish Surnames
Appendix F: Site-Specific Surgery Codes
Appendix G: FCDS 2013 Record Layout (NAACCR Version 13)
Appendix H: 2013 FCDS Required CSv02.04 Site Specific Factors (SSFs)
Appendix I: Free-Standing Radiation Therapy Centers Cancer Case Identification Program
Appendix J: Height Conversion Tables - Converting Feet to Inches
Appendix K: Weight Conversion Tables - Converting Kilograms to Pounds
Appendix L: FCDS Text Documentation Requirements - Updated
:} Appendix M: Hematopoietic and Lymphoid Neoplasm Master Code Lists (alpha/numeric)
Appendix N: 2013 FCDS Casefinding List for Reportable Tumors

gAppendix O: 2013 Resources for Registrars
Appendix P: FCDS Frequently Asked Questions (FAQ)



APPENDIX B - ALL NEW

APPENDIX B
NEW
International Organization for Standardization (ISO) Country Codes
United States Postal Service (USPS) State Abbreviation Codes
United States Territory and Possessions Abbreviation Codes
Canadian Province and Territory Abbreviation Codes

Florida Federal Information Processing Standards (FIPS) County Codes

1



APPENDIX B - ALL NEW

APPENDIX B

International Organization for Standardization (ISO) Country Codes — Country Alpha Order

Code Label
AFG | Afghanistan
ZZF Africa, NOS
XIF African Coastal Islands (prev. in South Africa, NOS) [Pre-2013 cases onlvy]
ALA | Aland Islands
ALB Albania
DZA | Algeria
ASM | American Samoa
AND | Andorra
AGO | Angola
ATA Anguilla
ATA | Antarctica
ATG | Antigua and Barbuda
XAP | Arabian Peninsula [Pre-2013 cases only]
ARG | Argentina
USA | Armed Forces Americas
USA | Armed Forces Canada, Europe, Middle East. Africa
USA | Armed Forces Pacific
ARM | Armenia
ABW | Aruba

14



APPENDIX B - ALL NEW

AFPENDINE APPENDIX B
United States Postal Service State Abbreviation Codes Federal Information Processing Standards (FIPS) County Codes for FLORIDA
Canadian Province Abbreviation Codes
United States Territory Abbreviation Codes County Name |[FIPS Code County Name |FIPS Code

TETEPRTVICE RO ALACHUA 001 MANATEE 081
NAME CODE CODE BAKER 003 MARION 083
Alabama AL USA BAY 003 MARTIN 083
Alaska AK USA ERADFORD 007 MONROE 087
Alberta AB CAN BREVARD 009 NASSAL 083
Amercan Samoa AS ASM EROWARD 011 OKALOOSA 051
“':f::as ﬁ‘ﬁ ::f: CALHOUN 013 OKEECHOBEE [093
A A = =
F Yy ——p— vy oA CHARLOTTE  [015 ORANGE EH
Armed Forces Canada, Eurcpe, Middle East, Afica AE USA CITRUS 017 OSCEOLA 37
Armed Forces Padfic AP USA cLay 013 PALM BEACH  |09%
British Calumbia BC CAN COLLIER 021 PASCO 101
Califormia CA USA COLUMBIA 023 PINELLAS 103
Canada CD CAN DADE 025 POLK 105
Colorado co USA DESOTO 027 PUTNAM 107
Connectiout £T UsA DIXIE 029 SANTA RDSA 113
Delawars DE USA
Dietrict of Calumbia oC UsA DUVAL 031 SARASOTA 115
Flonda = USA ESCAMBIA 033 SEMINGLE 117
Georgia GA USA FLAGLER. 035 ST, JOHNS 109
Guam GU GUM FRANKLIN 037 ST. LUCIE 111
Hawaii HI UsA GADSDEN 035 SUMTER 113
Idaha ID USA GILCHRIST 041 SUWANNEE 121
llingis L usa GLADES D43 TAVLOR 123
:::f':'“ :E t;i GULF 045 UNION 125
Johreton Al UM oMl HAMILTON 047 VOLUSIA 127
Kansas K5 USA HARDEE 043 WAKULLA 129
Kentucky Ky USA HENDRY 051 WALTOM 131
Louisiana LA usa HERMANDO 053 WASHINGTON  [133
Maine ME USA HIGHLANDS  [055
:'::::::a;slands (Trust Temitory of Pacific Islands) ::IE m: Al o
Marshall IslandslI'Trusl Ten'itz—r: Pacific |slands) MH MHL HOLMES 0ss
Maryland MD USA [NDIAN RIVER _[061
Massachusstts MA USA JACKSON 063
Michigan M USA JEFFERSON 083
Micronesia (Fed States of) (Caroline, Trust Terr of Pacific) FM FSM LAFAYETTE 0s7
Midway Islands UM umi LAKE 069
:':!””FSF"@_ ’;.]IE ::f: LEE 071
MISS1SSI| 1 = =
F.1i55c:uan MO LISA LEON 073
Montana MT USA LEVY 073
Mebraska E USA LIBERTY 077
Mevada NV = MADISON 079
Mew Brumswick NB CAN




APPENDIX C

BREAST CANCER PROFILE EXPLAINING ER/PR'HER2 PROGNOSTIC FACTORS

SEER PROGRAM CODING AND STAGING MANUAL 2013
LINK TO CODING GUIDELINES FOR SPECIFIED SITES

GLOSSARY OF COMMON TERMS

STANDARD ABBREVIATIONS
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APPENDIX C - UPDATED

When and Why are EEPEHER Testis) Performed az Part of Creating Individual Breast Cancer Profile?

¥ Estrogen Feceptor (ER)
Test routinely performed on invasmve cancers
Test mav be performed on non-iInvasrve (In-sifu) cancers
Result used to determine whether or not Hormonal Therapy should be considered in 1% course treatment
plan

¥ Progesterone Beceptor (FR)
Test roufinely performed on Invasrre cancers
Test may be performed on non-invasrve (In-situ) cancers
Fesult used to determine whether or not Hormonal Therapy should be considered in 1¥ course treatment
plan

¥ Human Emdermal growth factor Receptor 2 (HER2)
Test frequently but not always performed on wvasive cancers
Test rarely performed on non-invasive (in-situ) cancers at this tme
Test mav be performed using one or more methods (THC, FISH, CISH, Crher)
An equivecal or borderlme result from IHC HER2 Test may tgger addittonal testing using FISH or CISH
Some facilities bypass IHC HER? Test and perform FISH HER? Test as part of routine Breast Cancer
Profile
Fesult used to determune whether or not Herceptin {(rastuzumab) or Tykert (lapatimb) should be mehided
in 1¥ course treatment plan

1%



APPENDIX C - UPDATED

Favorable Prognosztic Factors ERPEHER2

v

¥

Estrogen Eeceptor (ER) positive 15 a favorable prognostic factor.
> Hormonal Therapy should be considered in 1¥ course treatment planning.

Progesterone Receptor (PR pozitive 15 a favorable prognostic factor.
> Hormonal Therapy should be considered in 1¥ course treatment planning.

Single Keceptor positive tumors (ER+ only or PR+ only) do exist but are rare with an unfaverable prognosis
> These tumors are often large m size, are of high grade, are often HEE 2+ and are often hymph node +
> Single Receptor positrve tumors are usually not treated with Hormonal Therapy

Human Epidermal growth factor Receptor 2 (HER2) positive 15 2 favorable prognostic factor.
> Herceptin (frastuzumab) or Tvkerb (lapatinih) should be included as part of 1¥ course treatment plan

Unfavorable Prognostic Factor: EE, PE, HERZ

Estrogen Eeceptor (EE) negative 15 an unfavorable prognostic factor.
> Hormonal Therapy usually not mchuded as part of 1¥ course treatment plan
Progesterone Eeceptor (PR) negative 15 an unfavorable prognoste factor.
> Hormonal Therapy usually not mchided as part of 1¥ course treatment plan
bingle Keceptor negative tumors (ER- only or PR- only) do exist but are rare with an unfavorable prognosis
> These tumors are often large m size, are of high grade, are often HEE 2+ and are often hymph node +
> Single Receptor negative tumors are usually not treated with Hommonal Therapy
Human Epidermal growth factor Receptor 2 (HEE?) negative 15 an unfavorable prognostic factor.
> Herceptin (rastuzumab) or Tykerb (lapatimb) usually not mcluded as part of 1¥ course treatment plan

Triple Negative Breast Cancer (ER negPR neg HER2 neg) 15 a very unfavorable prognostc combmation.




APPENDIX C - UPDATED

Test Value Range MNegative Borderline Positive
ER Proportion Score | 0%-100% <o% 2% - 19% >=20%
ER Intensity Score Mone, weak, intermediate, strong None, weak intermediate Strong
PR Proportion Score | 0%-100% <0% 5% - 19% ==20%
PR Intensity Score Mone, weak, intermediate, strong None, weak intermediate Strong
HER2Z by IHC 0, 1+, 2+, 3+ 0,1+ 2+ 3+

HER2Z by FISH Ratio 1.00-9.79 (note decimal point) == 19 1.90-2.20 == 2 00
HER2 by CISH Ratio 1.00-9.79 (note decimal point) =14 1.90-2.20 == 2 00

HER2Z by unknown

Mo value given

Stated by MD

Stated by MD

Stated by MD

Test Not Mentioned in Medical Record - Code as Not Done (998) or Unknown if Done (999)

1B



APPENDIX L - TEXT DOCUMENTATION

Below is a list of FCDS Required Data tems that carry an additional requirement of complete and
accurate text documentation. See Table on Following Page for Specific Examples for each Text Area.

DATA ITEMS REQUIRING COMPLETE TEXT DOCUMENTATION

Date of DX R¥ Summ — Surg Prim Site

Seq No R¥ Summ — Scope Reg LN Surgery
SEy R¥ Summ — Surg Oth Reg/Distant
Primary Site R¥ Date — Surgeny

Subzsite R Swmm — Radiation

Laterality Rad Rx Modality

Histologic Type

F¥ Date — Radiation

Behavior Code

R¥ Summ — Chemo

Grade

R¥ Date — Chemio

R¥ Summ — Hormone

CS Tumor Size

R¥ Date —Hormone

CS Ext

RX Summ — BRM/Immunotherapy

CS Tumor Ext/Eval

RX Date — BRM/Immunotherapy

Regional Nodes Positive

RX Summ — Transplant/Endocrine

Regional Nodes Examined

RX Date — Transplant/Endocrine

C5 LN

R¥ Summ — Cther

C5 LN Eval R¥ Date - Other
C5 Mets
C5 Mets Eval Any Unusual Case Characteristics

All FCDS Req'd 55Fs

Any Pertinent Patient/Family History

20



APPENDIX L - TEXT DOCUMENTATION

Text documentation should always include the following components:

Date(s) — include date(s) references — this allows the reviewer to determine event chronology
Date(s) — note when date(s) are estimated [i.e. Date of DX 3/15/2011 (est.]]

Location — incude facility/physician/other ocatiom where the event occurred
(test/study/treatment/other)
Description — include description of the event (test/studyftreatment/other) — include

positive/negative results

Details — include as much detail as possible — document treatment plan even f treatment is initiated
as plannead

Include “relevant-to-this-person/cancer” information only — edit your text documentation

0O NOT REPEAT INFORMATION from section to section

DO USE Standard Abbreviations (Appendix B)

DO NOT USE non-standard or stylistic shorthand

Enter “NfA” or “not available™ when no information is available related to any specific text area.

24l



APPENDIX L - TEXT DOCUMENTATION

Text Data Item Name

MNAACCR tem #
Field Length

APPENDIX L FCD5 TEXT DOCUMENTATION REQUIREMENTS

Text Documentation Source and Item Description
FCDS Required Text Documentation

Example:

Text - Physical Exam HEP

MAACCR Item #2520
Field Length = 1000

Enter text nformation from history and physical exams.
History and physical examingtion findings that relate to fomily history or personal history of cancer
diggnosis, physical findings on examination, fype and durgtion of sympioms, regson for odmission.

Example: Hx RCC Rt Kidney — O 82007 in Georgia. adm ofo fever and night sweats. adm for wfu.

Text - K-rays,/s@Ens

MAACCR Mem #2530
Field Length = 1000

Enter text nformation from diagnostic imaging reports, induding x-rays, CT, MRI, and PET scans,
ultrasound and other imaging studies.

Date, focility where procedure was performed, type of procedure, detoiled findings (primary site, size
of tumor, location of tumar, nodes, metastotic sites), cinical ossessment, positive/negaotive results

Example: 41213 [Breast Center ¥yz) Mammo - Bt Breast w)1.5cm mass at 12200 o'dlock

Taxt - Scopas

MAACCR em #2540
Field Length = 1000

Enter text nformation from diagnostic endoscopic examinations.
Date of Procedure, fodility where procedure was performed, type of procedure, detailed findings
{orimary site, extent of tumaor spreod, soteliite lesions), ciinico! ossessment, positive/ negotive resuits

Example: 4/12/13 (Endoscopy Cir xyz) EGD: gastric mucosa wy evidence of large tumor ocoupying
half of the stomach. Numerous satellite tumors seen on opposite wall of the stomach

Text - Lab Tests

MNAACCE Item #2550
Field Length = 1000

Enter text mformation from diagnostic/prognostic laboratory tests (not oytology or histopathology).
Text for Collaborative Stage Site Specific Factor or 55F documentation.
Dotefs) of Test{s), focility where test wos performed, fype of test(s), test resuits [valwe ond assessment)

Example: 4/12/13 [Hosp xyz) ER +, PR -, HER2 neg by IHC method, PSA 5.3 [elevated)

Text - Operative Report

Enter text mformation from surgical operative reports [not diagnostic needle, incisional biopsy).
Include observations at surgery, tumaor size, and extent of involvement of primary or metastatic sites.

2



APPENDIX M - HEME/LYMPH COD

ST

2012 Hematopoietic and Lymphoid ICD-0 Codes - Numerical List
THIS TABLE REPLACES ALL ICD-0-3 Codes 9590-0080

Preferred Histologic Term - updated for 2012 Heme/Lymph Histology
MNOTE: DO MNOT USE [OBS] Codes Beginning 1,/1/2010 - [OB5] Codes are OBSOLETE

Malignant lymphoma, NOS 9590,/3
Non-Hodgkin lymphoma, NOS 9591,/3
B-cell lymphoma, unclassifiable, with features intermediate between diffuse large B-cell lymphoma and classical Hodgkin lymphoma 95963
Primary cutaneous follicle centre lymphaoma 9597/3
Classical Hodgkin lymphoma 9650,/3
Lymphocyte-rich classical Hodgkin lymphoma 29651,/3
Mixed cellularity classical Hodgkin lymphoma 9652,/3
Lymphocyte-depleted classical Hodgkin lymphoma 9653/3
Hodakin lymphoma lymphooyte daplation diffuse fibrocic [0BS] Op54/3
Hodgkin lymphoma, lymphocyte depletion, reticular 9655,/3
Hodgkin dicease _bymphocytic pradominance NOS [0BS] See 96513 QE57/3
Hedekindiscaseymphocytc predeminancediffase [OBS] See 96513 DEEES
Nodular lymphocyte predominant Hodgkin lymphoma 96593
Hodekinsranutoma [0BS] e T
Hedekinsarestra [OBS] e Tt
MNodular sclerosis classical Hodgkin lymphoma 9663,3
Hedekinlymphema nedularselerasis—eellular phase [0OBS] See 9663 /3 Seed -
Hedskirbymphemanodilarsclerasis—eradet [0BS5] See 9663/3 66513
Hedekiryrphemarodarseerasis—erade2 [0B5] See 9663/3 D 3
Malicnant bemphema—small Blymphooytic NOS [OBS] See 08233 0678/3




APPENDIX O - 2013 RESOURCES

APPENDIX O - RESOURCES FOR REGISTRARS — updated May 2013

Reference Book/Manual for Abstracting Web Address For Source Motes

2013 FCDS (Florida Cancer Data System) Data
Acquisition Manual

hitp-ifwww fods. med. miami.edu/inc/DAM.shiml

Details cancer data reporting guidelines and
casefinding mechanisms for identifying reportable
Cancers.

2013 CoC FORDS Manual (Facility Oncology Data
Standards)

hitp-lhwww facs.oralcancer/cocistandards hitml

FORDS errata is issued quarterly and posted on the
website.

SEER Program Coding and Staging Manual 2012

hitp-iiseer.cancer.govitools/codingmanuals/

The 2012 Surveillance, Epidemiclogy and End Results
{SEER) Program Coding and Staging Manual is
effective for cases diagnosed Januwary 1, 2012, and
forward. Previous editiong of this manual are available
on the SEER website.

MPH Rules - Solid Tumors, rev Aug 24, 2012

http-ifwww. seer.cancer.govitoolsimphrulesfindex.html

On the home page click on “Information for Cancer
Registrars”™, MP/H Rules

MPH Rules - HemeailLymph Neoplasms and
Interactive Hemel/Lymph Database

http-liseer.cancer.goviseenools/hemelymph/

On the home page click on “Information for Cancer
Registrars®, Hematopeietic & Lymphoid Necplasm
Project

ICD-0-3 Coding Materials

hitpcifwww. seer.cancer.govliicd-o-3findex. himl|

On the home page click "Data Collection Tools", Errata
and Clarifications”.

Collaborative Stage Data Collection System

http-ifwww. cancerstaging.orgfcstage

On the home page click the link "news" to see if there
are updates.

SEER *Rx - Interactive Drug Database

http-/iseer cancer.govizeerools/searr

A one-step lookup for coding oncelogy drug and
regimen treatment categories in cancer regisiries

Cancer Registry Management — Principles and
Practice for Hospitals and Central Registies. 3™ ed

hitpziincra-usa org/ or hitp:/www.kendallhunt.com

Kendall/Hunt (publisher) ISBN 978-0-7575-6900-5

AJCC Staging Manwal 7" Edition {plus emata)

hitpifwww springer. comimedicing

Springer (publisher) ISBN: 978-0-387-85440-0

Educati

on and Training Materials Web Address For Training Materials Notes

FCDS Education & Training On-Line Abstractor
Training Course and Recorded Webcasts - PLUS
Registration Portal to access FCDS-gponsored
Educational Events and FCDS-hosted Events

http-ffwww. fods.med.miami.edufincitraining.shtml and
hitp-lhwww feds. med miami.edulinciteleconferences.shtmil

On-Ling Abstractor Training Course, Recorded FCDS
Educational Webcasts, Annual Meeting Presentations,
Special Annguncements, and more

SEER Cancer Registrar Training Modules

http-ifwww. seer.cancer.govitraining/index.htmi

Self Instruction Modules on many abstracting topics
including Collaborative Staging and Multiple Primary
and Histology Coding Rules,

CoClAJCC Online Education

hitp/iwww.eo2 commpartners com/usersiacs

On-Demand Webinars, CLP Education

MNAACCR Webinars

http-ffwww. naaccrine webex.com/mwi3061b/mywelbex

FCDS sponsors 6 host locations across Florida for the
monthly educational webinars

Brain Tumor Registry Reporting Training Materials

hitp-lhwww. cde.gowv/can cerinperiraining

This includes a Power Point presentation on Benign
Braim and CHS Tumors along with speaker notes. It
alzo has exercises with answers provided.

Newsletters Web Address Notes

FCDS Monthly Memo

http-ffwww. feds.med.miami.edulinc/newsletters shtml

Florida Cancer Data System's monthly memo written
especially for registrars. (used as a source for
updates/replacement pages to manuals)

FCDS Register (Quartery Newsletter)

hitpzitwww feds.med.miami.edul/inc/newsletters shimi

Florida Cancer Data System's newsletier

COC Flash

hitp-itwww facs.oralcancer/cocflash.himl

Commission on Cancer's newsletter.
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APPENDIX P - FCDS IDEA AND ACCOUNTS

Frequently Asked Questions
Do | need an FCDS IDEA User Account? FREQUENTLY
How do | create an FCDS IDEA User Account?
Procedure for Lost User ID/Password?

How do | renew my FCDS User Account?
Who can be a Facility Access Administrator (FAA)?

Which Facilities are Required to Establish an FAA Account?
How do | apply for the FAA Role?

How do | Manage User Role Assignments?

What is an FCDS Abstractor Code?

Do | need an FCDS Abstractor Code?

How do | obtain an FCDS Abstractor Code?

25



FCDS EDITS V13A METAFILE
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NEW FCDS EDI

Changes Made To NAACCR v13 Metafile

Released: Dec. 17, 2012

Green = deleted

Yellow = new edits

Blue = edit name/field name changes

New Edit Name Old Edit Name Comments
Addr at DX--Country (COC) Mew edit
Addr at DX--Country (NAACCR) Mew edit
Addr at DX--Country, Date of Diagnosis (COC) Mew edit
Addr at DX--Country, Date of Diagnosis (NAACCR) Mew edit
Addr at DX--Country, State (NAACCR) Mew edit
Addr Current--Country (COC) MNew edit
Addr Current--Country (MAACCR) MNew edit
Addr Current--Country, Date of Diagnosis (COC) Mew edit
Addr Current--Country, Date of Diagnosis (MAACCR) Mew edit
Addr Current--Country, State [NAACCR) Mew edit
lobsolete Histology ICDO3, Date of DX (SEER) |New edit |




NEW FCDS EDITS METAFILE V13A

(CS Ext, Surg, TS/Ext Eval, Prostate (CS) New edit
CS Ext, TS/Ext Eval, 55F 1, MelanomaConjunc (CS) MNew edit
CS Extension, Histology, Grade, Thyroid (CS) Mew edit
CS Extension, SSF 1, Conjunctiva Schema (CS) Mew edit
CS Extension, S5F 2, KidneyRenalPelvis (CS) Mew edit
CS Extension, S5F 2, Lung Schema (CS) Mew edit
CS Extension, 55F 2, MelanomaChoroid (C5) New edit
CS Extension, S5F 2, MelanomaCiliaryBody (CS) Mew edit
CS Extension, 55F 3, MelanomaChoroid (C5) New edit
CS Extension, S5F 3, MelanomaCiliaryBody (CS) Mew edit
CS Extension, Tumor Size, Lung Schema (CS) New edit
C5 S5F 2, Ext, KidneyRenalPelvis (CS) Mew edit
CS 55F 2, Lymph Modes, Bladder (CS) Mew edit
C5 S5F 2, Lymph Modes, Vagina (CS) Mew edit
CS 55F 2, Mets at DX, Vagina (CS) Mew edit
C5 S5F 2, Pleura (CS) Deleted

C5 S5F 2, RX Summ--Surg, Oth, DX/Stg, Lung (CS New edit
(C5 SSF 2, SS5F 3, Vagina (CS) Mew edit
CS 55F 2, Surg, KidneyRenalPelvis (CS) Mew edit
(S SSF 21, Surg/Rad Seq, Sur/Sys Seq, Breast [CS) Deleted

CS 55F 3, Lymph Modes, Bladder (CS) Mew edit
C5 S5F 3, RX Summ--Scope Reg LN Sur, Vagina (C5) Mew edit




~ COMING ATTRACTIONS

2014 - ICD-0-3 Updates - PENDING

2014 - MPH Rules and Data Base for Solid Tumors

2014 - ICD-10-CM Implementation

2014 - CSv02.05 - no major changes, fewer SSFs required
2014 - More CS EDITS

Gmlng AUI“ 1011Q
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IMPORTANT REMINDERS

Diagnosis Date is often date of imaging not date of biopsy
Only ONE Accession Number per Patient - Alt Acc # Field

All sequences must be reported when reporting any case with

multiple primaries - Historical Grid for inactive cancers
Completeness and Consolidated Follow-Back
Timliness: Each facility must report at least quarterly

Facilities reporting >500 cases/year should report monthly

30



Astractors must have access to and use available resources

such as Heme DB and SEER*Rx and new MPH DB

Please refer to MPH Rules and Heme MPH Rules

Please refer to Heme DB for coding Heme/Lymph Histology
Check your drop-down selections - not a substitute for rules

Contact FCDS with abstracting and coding questions
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2013 NPCR DATA QUALITY EVALUATION:
RESULTS AND RECOMMENDATIONS

FCDS Annual Meeting
July 26, 2013
Sunrise, Florida

Data Quality Evaluations

Steven Peace, CTR
Megsys Herna, CTR
FCDS Data Quality Staff

Florida Cancer Data System

Diagnosis Year: 2010




PURPOSE OF NPCR DQE

Assess the quality of the data of NPCR-funded, statewide,
population-based cancer registries.

These data are a crucial part of cancer surveillance systems
because they are used for planning, operating, funding, and
evaluating cancer control programs.

Complete and accurate data are essential to estimate variations in
and changes among population subgroups over time.

The evaluation assessment is based on the existence of
appropriate policies and procedures for the following:

+ Data consolidation
+ Assessment of data quality

+ Text documentation
33



ELEMENTS OF DQE

Visual Editing

Consolidation Validation

NPCR Clinical Edit Checks

FCDS Policy and Procedures Manual

Final Report to NPCR and FCDS

Recommendations

34



DQE METHODOLOGY - VISUAL EDITING

»x Evaluator reviewed all data elements included in the evaluation as
well as the corresponding text for each abstract-level case.

x Any abstract-level codes not substantiated by text were recoded

x Errors resulted when there was 1) a complete lack of text to
support the coded data element or, 2) the text was available but
the coded data element was incorrect.
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DATA ELEMENTS REVIEWED

Primary Site
Subsite
Laterality
Histology
Behavior

Grade

Date of Diagnosis

Sequence Number--Central

CS Tumor Size

CS Extension

CS Tumor Size Extent Eval.
CS Lymph Nodes

CS Mets at Dx

CS Site-Specific Factor 1
CS Site-Specific Factor 2
CS Site-Specific Factor 3

Derived SS2000

Date of Initial RXSEER

Rx Summ--Surg Prim Site

Rx Summ-Scope Reg LN Sur
Rx Summ-Surg Oth Reg/Dis
Rad--Regional Rx Modality
Rx Summ- Chemo

Rx Summ-Hormone

Rx Summ-BRM

Rx Summ-Transplnt/Endocr

Rx Summ-Other

36



DATA ELEMENTS REVIEWED

CS Site-Specific Factor 1
CS Site-Specific Factor 2
CS Site-Specific Factor 8
CS Site-Specific Factor 9

CS Site-Specific Factor 10
CS Site-Specific Factor 11
CS Site-Specific Factor 12
CS Site-Specific Factor 13

CS Site-Specific Factor 14

cf



DQE METHODOLOGY - CONSOLIDATION

x A total of 200 cases were reconsolidated.
x A total of 5,483 data elements could have had errors
x 181 data elements were found to have errors.

Number of l\llzlfénr::rr\tzf Number of Accurac
Site Elements : Elements Without y
: With Rate
Reviewed Errors
Errors

Colon 480 17 463 96.46%
Rectum 216 7 209 96.76%
Lung 1,800 53 1,747 97.06%
Female Breast 1,536 49 1,487 96.81%
Corpus Uteri 300 2 298 99.33%
Prostate 575 23 552 96.00%
Total 4 907 151 4 756 96.92%
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2013 DQE RESULTS

Overall Accuracy Rate = 96.9% - Commendation
Visual Editing Accuracy Rate = 96.0% - Commendation

Reconsolidation Accuracy Rate = 96.0% - Commendation

FCDS is encouraged to continue conducting visual editing to maintain
data quality in the State, in addition to reviewing basic abstracting
principles with staff and data reporters and emphasizing to all
reporting facilities that text documentation to support data element
code selection is required.

Text documentation should support all coding decisions.

Text documentation should support all consolidation decisions.
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NPCR DQE RECOMMENDATIONS

1. Provide an overview of abstracting principles to staff and data
reporters.

2.  State training should include a focus on the following data items:
» CS Extension and CS Metastasis at Diagnosis

» CS Tumor Size, CS Extension, and CS Lymph Nodes when
neoadjuvant treatment is administered

> RX Summary Surgery Primary Site and RX Summary Scope
Regional Lymph Node Surgery particularly as they apply to
breast cancer and sentinel lymph nodes

» Date of Diagnosis Review diagnostic language, including
ambiguous terminology

> Rules for coding Site-Specific Factors including training
regarding text documentation

41



NPCR DQE RECOMMENDATIONS

2. State training should include a focus on the following data items:

» Grade Conversion Tables, particularly as it applies to Gleason
Grade for prostate cancer - discussion tomorrow morning

» Date of Initial RX — SEER rules and providing training on the
importance of including dates with text documentation

» Rules for coding Radiation Regional RX Modality, including training
regarding text documentation of modality and energy

3. Visual Editing Review and Consolidation:

» Educating all reporting facilities that text documentation, with
dates, is required for all data elements, preferably using hands-on
training

42



FCDS FOLLOW-UP PLAN

Share NPCR Audit Results with Reporters

Introduce Clinical Edit Checks to Registrars

Reinforce Text Documentation Requirements

Reinforce FCDS QC Review/Visual Editing Rationale

Incorporate Recommendations into 2013 FCDS Webcast Series
Reinforce FCDS QC Review/Visual Editing Feedback Procedures
Standardize Format for FCDS Policy and Procedures Manual

Annual Review of FCDS Policy and Procedures Manual
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|

NPCR CLINICAL EDIT CHECKS

FCDS Annual Meeting F " "
July 26, 2013 3

Sunrise, Florida Q .
Steven Peace, CTR L
FCDS Data Quality Staff

£Ei

Florida Cancer Data System
A Jolnt Project of the Sylvester Comprehensive Cancer Center and the Florida Department of Health



PURPOSE OF CLINICAL EDIT CHECKS

The primary purpose of the Clinical Check edits is to evaluate
reported prognostic and treatment items for cancer cases with
specific tumor characteristics.

o Missing/Incomplete Tumor Characteristics (site/type/stage)

o Missing/Incomplete Site-Specific Factors (prognostic factors)

o Missing/Incomplete First Course Treatment

Clinical Checks are based on consensus measures for quality of
cancer care developed by CoC and NPCR for specified cancers.

Endorsed by National Quality Forum, CoC, ASCO, and NCCN.

If the reported treatment does not appear to be consistent with
widely recognized standards of care or cases fail to contain
known prognostic characteristics, a warning is generated.
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NPCR Clinical Check Edits—2010 Data

Prognostic and Staging Info, Breast (Clin2)

Prognostic and Staging Info, Colon (Clin2)

Radiation With Breast-Conserving Surg (Clin2)

Radiation With Rectal Cancer Surgery (Clin2)

Surgically Treated Non-metastatic Colon Canc (Clin2)

Systemic Treatment With Breast Surgery (Clin2)

Total
Eligible
Cases

3,646
960
1,326
115
520

1,048

Total
Cases With
Warning
Messages
1,323
590
614
115
209

621

Total
Cases
Without
Warning
Messages

2,323
370
712

0

Percentage
of Cases
Without
Warning

Messages

63.71%
38.54%
53.70%
0.00%
59.81%

40.74%




Clinical Edit Checks

2010 Consolidated Data
% of Cases Without Warnings

Prognostic and Staging

0,
Info, Breast e

Prognostic and Staging
Info, Colon

Radiation With
Breast-Conserving Surgery

Radiation With
Rectal Cancer Surgery

Surgically Tregted 60%
Non-metastatic Colon Cancer

Systemic Treatment
With Breast Surgery

0% 20% 40% 60% 80%

100%




ENVIRONMENTAL PUBLIC
HEALTH TRACKING NETWORK
I ICE)RLTH & CANCER SURVEILLANCE

Melissa Jordan, MS
Florida Department of Health /Bureau of Epidemiology




Florida Tracking Program Overview
e

Environmental Public Health Tracking (Tracking) focuses
on surveillance of environmental factors and related
health outcomes

O Examples of environmental factors: drinking water
contaminants, ozone, particulate matter, community design

O Examples of health outcomes: asthma, birth defects, cancer,
cardiovascular disease, heat-related illness, birth outcomes

Funded through a cooperative agreement with CDC
since 2003



Tracking Web Portal —
www.floridatracking.com

1\" IU !‘I.-(]ﬂ home | about us | contact us | mobile | researchers

Environmental Public Health Tracking N

e

Environment
Air Quality-Outdoor

) o) iz

Drinking Water
Indoor Air The Florida Poison Information Center

Network has released dynamic maps S e 2 N
Health showing calls to their centers reporting 7 /7 1 \ N
Asthma exposure to high levels of carbon NATIONAL
Birth Defects monoxide. CO Poisoning is entirely Environmental Public
Cancer preventable - Learn more Health Tracking

Carbon Monoxide
Childhood Lead
Enteric Disease
Heart Attacks
Heat-Related Events
Occupational
Pesticide Exposure

Program

Reproductive Outcomes What is Environmental Public Health Tracking?

My Community Florida Environmental Public Health Tracking is a grant funded program orl a
Community Data to identify and promote the use of nationally consistent data in partnership HEALTH
Consuming Fish Safely with the Center for Disease Control and Prevention and other grantee

County Profiles states. Learn more

Folic Acid Awareness

PACE-EH

Tools You Can Use

Animated Maps What's new?

EPHT Glossary

EPHT User Guide

Graphs Updated asthma and heart

Traininn attarlk rata


http://www.floridatracking.com/

Cancer — Core Indicators

[
Nationally Consistent Data Measures (NCDMs) —
indicators displayed by all Tracking grantees
O Bladder
0 Brain & other Nervous Systems
O Breast

O Leukemia (Acute Lymphocytic, Acute Myeloid, Chronic
Lymphocytic)

O Lung & Bronchus

o Non-Hodgkin’s Lymphoma

o Thyroid



Cancer — Core Indicators (New)

- J
1 New NCDMs
o Kidney & Renal Pelvis
O Liver & Intrahepatic Bile Duct
0 Melanoma of the Skin
0 Mesothelioma

O Tobacco Related
= Esophagus
= Larynx
® Oral Cavity & Pharynx

w Pancreas



Data Reports & Tools

home | about us | contact us | mobile | researchers

I T

Florida

Environmental Public Health Tracking

Environment
Air Quality-Outdoor
Drinking Water

Indoor Air

Breast cancer is a malignant tumor that starts in cells of the breast. A malignant tumor is a group of cancer
Health cells that may invade surrounding tissues or spread (metastasize) to distant areas of the body.
Asthma
Birth Defects Breast cancer is one of the most common cancers among women. It is estimated that one in eight women
Cancer will develop breast cancer sometime during her life. Breast cancer is more common among older women.

Carbon Monoxide
Childhood Lead

Enteric Disease

Heart Attacks
Heat-Related Events
Occupational

Pesticide Exposure
Reproductive Outcomes

My Community
Community Data
Consuming Fish Safely
County Profiles

Folic Acid Awareness

Home >> Cancer >> Age-adjusted incidence rate of breast cancer per 1

Breast Cancer

The risk for getting breast cancer increases with age. More than three-quarters of women who get breast

cancer are over the age of 50. The dise
cancer too.

While animal studies indicate that enviro
environmental exposures (other than ioni
established. Whether or not ionizing radi
breast cancer depends on the frequency
discuss with your doctor the benefits an
like x-rays.

Exposures to chemicals such as polycyc

About this data

Description of this indicator

Where did this data come from?

How was this indicator created? How complete is this dataset?
more...

Please Select Indicator Attributes

PACE-EH have been suspected in causing breast g Indicator Age-adjusted incidence rate of breast cancer per 100,000
Somg pestic.ides and [ndustrial procliucts: Report Type | Rate =
Tools You Can Use persistence in the environment, the_lr abil Geography County =
Animated Maps disruptors. An endocrine disruptoris a s -
EPHT Glossary or blocks hormones and disrupts the bod Time Interval | Year —
E':a"&suser G support an association between these ¢ Time Value” | 2009 A
ek area. Age Group 50 or greater years old =
Gender Female -
Race All Races A
Ethnicity All Ethnicities >

| Display Graph |

| Display Report | E

...g%
[ View Dynamic Map | # Map User Manual




Data Reports & Tools (continued)
] B

Age-adjusted incidence rate of breast cancer per 100,000

Rate by County, Female, All Races, All Ethnicities, 50 or greater Years old
County 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Florida 361.22 353.00 339.89 309.12 203.74 204.32 201.30 207.53 208.05 302.46
|alachua 419.50 467.76 480.27 339.17 345.37 385.03 284.07 356.59 369.04 369.88
Baker 388.83 382.48 538.72 255.43 309.38 396.95 142,00 305.98 325.25 260.82
Bay 389.50 206.61 352.77 319.26 253.56 222.95 202.36 304.46 275.66 312.92
Bradford 328.45 199.40 263.54 238.21 206.56 247.97 87.15 191.69 372.44 288.54
Brevard 368.18 311.84 373.23 317.22 306.20 326.17 325.46 322.15 344.60 204.27
Broward 368.26 355.18 333.95 304.27 267.02 203.43 282.58 276.73 261.81 325.03
calhoun 235.96 93.23 360.85 269.30 218.53 299.66 166.67 165.29 201.61 278.00
Charlotte 360.47 366.03 311.66 274.45 224.35 266.93 227.61 277.60 286.00 248.37
Citrus 343.29 419.28 312.71 321.32 232.00 252.21 245.37 331.33 311.84 319.39
Clay 358.22 203.89 346.72 329.80 305.34 325.57 354,77 294,94 280.30
Collier 340.83 321.83 289.00 259.87 221.78 230.23 J I RS
Columbia 338.60 245,62 239,23 222.45 273.48 275.86 n* Holmes
DeSoto 352,17 276.72 269,04 265,12 264,38 239.77 Pelosse] Lf‘—)d"\"‘“k”"
Dixie 506.43 149.76 249.82 359.71 342.23 332.12 Wakon \Washinges
buval 365.70 412.34 386.75 288.18 347.83 328.49 4
Escambia 346.68 372.23 333.52 381.81 299.59 285.95

Select Indicator Group: |Cancer
Select Indicator Topic: |Breast
Select Indicator Data: |Age-adjusted incidence rate of breast cancer per 100,000

EE N E RN E Please Select Indicator Attrib
Age-adjusted incidence rate of breast cancer per 100,000 (Female, All G.eography Broward
Races, All Ethnicities, 50 or greater Years old) Time Year
Interval
400.00 -
Time 2008
£ Value
Age Group [ 50 or greater years
£hLL Gender Female
J Race All Races
200.00 Ethnicity | All Ethnicities
Collier
100.00
0.00 T

2000 2001 2002 2003 2004 2005 2006 2007 2008

=om. Broward s Florida




Florida’s System for
Cancer Research &
Collaboration

Robert Hood, Ph.D.
Manager, Florida System of Cancer Research and Collaboration
robert_hood@doh.state.fl.us (850) 245-4585

Protect, promote and improve the health of all people in Florida.




FL System for Cancer Research & Collaboration

o Use existing state structures
» C-CRAB, BRAC, registry
» Bankhead-Coley, King

Research

o Establish state cancer research

agenda Treatment

o Enhance collaborations between
researchers and develop research
networks

Education
&
Preventionr,

o Develop metrics to evaluate health
Impact of research

Florid

d
Protect, promote and improve the health of all people in Florida. HEALTH




Cancer Center of Excellence Award

o Establishes a Cancer Center of Excellence
Award (381.925 F.S.)

» Encourage excellence in patient-centered,
coordinated cancer care

« Attract and retain the best care providers

» Help Florida providers to be recognized
nationally as a preferred destination for quality
cancer care

o After January 1, 2014 DOH will conduct two
application cycles annually

Protect, promote and improve the health of all people in Florida. HEALTH



HEALTH
Florida Department of Health

Division of Community Health Promotion
Bureau of Chronic Disease Prevention

Sue Higgins, MPH
Director, Comprehensive Cancer Control Program



Florida
HEALTH

e Goal I: Infrastructure
 Goal ll: Prevention
e Goal lll; Treatment/Access to Care

e Goal IV: Survivorship

“Floridians affected by cancer are
aware of and have access to quality,
appropriate services for quality of life,
palliative care, and survivorship

Florida State
Cancer Plan

2010
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HEALTH

American College of Surgeons
Commission on Cancer
Standard 3.3 Survivorship Care Plan

The cancer committee develops and implements a process to
disseminate a comprehensive care summary and follow-up plan
to patients with cancer who are completing cancer treatment.
The process is monitored, evaluated, and presented at least
annually to the cancer committee and documented in minutes.



Florida
HEALTH

Cancer Control and Research Advisory
Council (CCRAB)

Goal 4: Survivorship Committee

Created a brochure to help explain
what cancer treatment summaries
and survivorship care plans are and
why are they important

8N

-

' Survivor
Should
Know

61



SUCCESS THROUGH
COLLABORATION: ENHANCING
SURVEILLANCE DATA WITH
INSURANCE CLAIMS

Brad Wohler
Florida Cancer Data System
FCDS Annual Meeting 2013

Florida

Protect, promote and improve the health of all people in Florida. HEALTH

ralXe




PHYSICIAN OFFICE
REPORTING
HIS MEANS TO YOU

Dr. Jill A. MacKinnon
FCDS Project Director




Pro-Active Reporting of Physician
Medical Claims Data: Capturing
Complete and Missed Treatment Data

O




The management of cancer has evolved and no longer fits
the model implemented in the late 1970’s when FCDS
was designed

Diagnosis and treatment of many cancers shift from the hospital to
the private practitioner’s office

As more and more cancer patients become cancer
survivors, more information is needed by the medical

community to improve the quality of life for our cancer
SuUrvivors

Survival is no longer the only salient endpoint



Ramifications of old Model on Cancer
Surveillance and Data on the Cancer Patient

» Underestimates of incidence of certain cancers
Dx/Tx taking outside of hospital

» Treatment incomplete
Not capturing full course of treatment, especially chemo

» Data used by policy makers
Misallocation of funds and services
Unable to identify areas/subgroups in need

» Data Used by Researchers
Sampling frame for patient studies
Data for hypothesis driven research
Trends over time




Physician reporting via
medical claims data



» National standard record layout currently used by
every private practitioner in the nation
837 Record, Version 5010

» Using existing insurance industry standard record
layout (837 record)
Patient demographics
Patient diagnosis codes
Procedure codes -- Cancer directed treatment
Date of last contact



HICFA 1500 -- Demographics

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

—|—|—| PICA PICA
MEDICARE MEDICAID TRICARE CHAMPVA FECA oTHER| 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)
CHAMPUS GEALTH PLAN — BLCLUNG
|:| (Medicare #) |:| (Medicaid #) D (Sponsors SSN) |:| (Member ID#) |:| (SSNor ID) (SSN) |:| (ID)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT BIRTH QATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)

L W] e[

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Selflj Spouse|:| Child|:| Oth@rlj

7. INSURED'S ADDRESS (Mo., Street)

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. PATIENT STATUS
Other |___|

single [ | Marriea[ ]
Part-Time

Full-Time
Employed |:| Student Student

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH

IDDI
| w[]

| |
c. EMPLOYER'S NAME OR SCHOOL NAME

SEX

il

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[]no

PLACE (State)

m.
c. OTHER ACCIDENT?

[[Jves [ no

YES
b. AUTO ACCIDENT?

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a.INSU RnElD'S DATE OF BIRTH SEX

L W1 O

b. EMPLOYER’'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES DND

If yes, return to and complete item 9 a-d.

Florida Cancer Data System

> | <—CARRIER—)

— PATIENT AND INSURED INFORMATION




HICFA 1500 — Diagnosis and Procedures

- ~
+° [2a. A DATE(S) OF SERVICE s B. C. /] D. PROCEDURES, SERVICES, OR suppute E. F. G. H | X J. ~
l From To ) lpaceod 4 (Explain Unusual Circumstances) ) |DIAGNOsIS CAYS o] D RENDERING l
~o /MM DD ¥Y MM DD . _¥Y |seRvicE| EMGY. GPT/HCPCS | MODIFIER 7 POINTER $ CHARGES UNTs | P | QWAL PROVIDERID.& 7/
N.~~-- ___,4 ~~--_ ___,4 ~~~~ Pid
1 | e , T, S I — . : : , I B e
L . A N | : b | Ll | e .
2 ! I 1 I | | | | P ==
N L | L [ [
3 | i 1 | | | | | aietotin ikt il
P [ A T A I | L | [ e
4 ! ! 1 I I I | I F——q-———— -1
A I Y N | L | [
5 1 i 1 ! | ! ! | ik il Bt
A [ N | L [ ] [w
I I i I | | | F—-q-—-———-—=-"4-—-=-=-=-—-—-+
O | tlladidt ] | | I Ll | [
25. FEDERAL TAK 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNTNO. 27. Ag:rgE“F"E ASSIGNMENT? [ 28. TOTAL CHARGE 29, AMOUNT PAID 30. BAJANCE DUE
| | |
0] [Jves [ v |s E s |
31. SIGNATURE [pF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING [JEGREES OR CREDENTIALS
(I certify that statements on the reverse
apply to this bill and are made a part thereof.)

Service Procedure Provider
Dates Codes NPI #

Florida Cancer Data System




» Data submitted to FCDS at the same time physician’s
normal insurance submission

» Crosswalk/derive treatment/procedure codes to

cancer registry codes
CPT — Current Procedural Terminology
HCPC — Healthcare Common Procedure Coding System
Anti-neoplastic agents, RT, Hormones
Ancillary therapies to enhance chemo tolerance



Florida Cancer Specialists — Pilot

Largest privately owned oncology/hematology practice
120 physicians - 70 nurse practitioners
60 clinical offices
e Located in 33 of Florida’s 67 counties
« Captures roughly 40% of market in Florida

Zexion -- Dr. Lynne Penberthy and Mr. Davis Gentry

CDC’s CER Project — Special data collection of
additional treatment information for Dx 2011



How effective are claims data in augmenting registry
records?

How use of this new data source can assist the
hospital based registrar?

Is there potential for creating a ‘virtual abstract’ from
disparate data streams?



Data Capture and Evaluation
a Florida Pilot Project

Florida Cancer Data System



Data Capture

Data capture via multiple methods

CER -- Comparative Effectiveness Research Project

Expanded treatment captured by CTR from Florida Cancer
Specialists’ electronic medical record system

Florida Cancer Specialist Data submitted via 837 claim feed
since July of 2012. Goes back to 2011.

Routine capture using consolidated hospital abstracts —
Registry Core Record




Objectives:

To compare summary chemo treatment information
from claims records against core treatment records
using CER as a gold standard.

This will help us answer two main questions...



Can the claims data produce incident Tx data
according to NAACCR standards (first course
chemo)?

Chemo given yes/no

Can the claims data augment the existing NAACCR
standard treatment data?

Chemo single/multiple agents



Methods for Identifying Study Sample

Gold Standard

Matchlng TC
Record
Treatment Consolidation ~
\\
------ \- N N B ] -'
Patlent Tumor A
Linkage ) Study Sample { “
+*'660 Patient Tumors® N
~o - P —
1 U
-~ /
\‘ - T
Florida Cancer Data System




Chemo Treatment by Dataset (N=660)

30% Chemo
- Received
< U How do

45% Chemo
- Received they

Gold Standard

Treatment Consolidation

Intersect?

21% Chemo
Received

Florida Cancer Data System




Q1: Can the claims data produce incident Tx data
according to NAACCR standards (first course chemo)?

Core FCDS Claim Treatment Data
Incident Tx
Data
Yes No Total
Yes (67 (127) 194
No o 55

Total 138 522

466
>

» Study sample N=660

* 70% agreement on Treatment

» 71 records from core Tx No to Tx Yes

» Existing FCDS Chemo Tx given went from 30% to 40%

. T?ea.tmf:nt data yalidated by CER (82%) . Updated to

» Limitations: claims records have gaps in services 40% Chemo
Received

Florida Cancer Data System




Q2: Can the claims data augment the existing NAACCR

standard treatment data where treatment is given?

Core FCDS Incident Tx Data Computed
Incident Tx from Claim Records is greater
Data than*
Yes No Total
Yes 0 19 19
No 22 (same code) 48
Total 26 41 67

*NOS to single/multi agent chemo, or single to multi agent chemo

Chemo NOS 61 Chemo NOS ,3 5

ChemoYes 194 Chemo Yes 194

Florida Cancer Data System




Data Enhancement

Florida Cancer Data System



Can the claims data produce incident Tx data
according to NAACCR standards (first course
chemo)?

YES!

Can the claims data augment the existing NAACCR
standard treatment data?

YES!



What Does This Mean to You?




' Submit via |

Abstract

May follow-back to
Physician (~ 1 yr
post dx)
Pre-populated
Record

Stage & Histology or
Granular Treatment

PhYSlClaIl Claims Copy of Medical
Office Vendor Claim
Cancer /
Reporting | | SingleEntry |

P | i | FCDS Secure

Web-site

X

Patient/tumor Linkage

/No/ A;ment Tx

Florida Cancer Data System

New Patient
FCDS
Database
Hospital
Registry




Download F/U files from FCDS
Modify registry software to integrate new data

Should greatly minimize - eliminate your follow-up
burden



ICD-0O-3 UPDATES - PENDING

FCDS Annual Meeting
July 26, 2013
Sunrise, Florida

Steven Peace, CTR
|CD-0-3 Work Group
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2011 ICD-O-3 UPDATES SUMMARY

29 non-CNS benign and borderline entities

8 new reportable terms

31 hematopoietic and lymphoid terms - approved 2010

18 new histology/behavior including word “dysplasia” behavior = 2.
The term “in-situ” ino longer used in to describe neoplasms arising in
the Gl tract - now called “glandular dysplasia high grade,” "high
grade dysplasia” or “intraepithelial neoplasia, high grade”
Carcinoid of Appendix changes to a Reportable Malignancy
Clarification/Explanation of two confusing heme codes

5 new preferred terms replace outaded ICD-0O-3 terms

Many related terms and synonyms added to existing codes



SNSRI

|ICD-0-3 WORK GROUP - SCOPE OF WORK

Review WHO ICD-O-3 Update list

Heme/Lymph New Codes already accepted

Determine possible impact of new terms/codes
Canada has already implemented WHO |CD-0-3 Update

Utilize Guest Experts in Pathology and WHO Classification of
Diseases for Oncology

|dentify associated files, lists, programs, and documents that
will be affected by changes

The ICD-0-3 Work Group recommends implementation of the
non-controversial terms and the few completely new codes as
soon as possible.
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WHO CLASSIFICATION OF DISEASES

Completed Fourth Edition Updates Include:

2007 - Tumors of Central Nervous System

2008 - Tumors of Hematopoietic and Lymphoid Tissues
2010 - Tumors of Digestive System

2011 - Tumors of Breast

2012 - Tumors of Soft Tissue and Bone
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WHO CLASSIFICATION OF DISEASES

PENDING Fourth Edition Updates Include:
Tumors of Head and Neck

Tumors of Urinary System

Tumors of Skin

Tumors of Lung, Pleura, Thymus, Heart
Tumors of Female Genital System

Tumors of Male Genital System
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|CD-0-3 WORK GROUP - NOT IN SCOPE

New terminology and behavior for bronchioloalveolar carcinoma.
Note: Terms are already in use by pathologists around the US and
Canada.

Reportability guidelines for GIST tumors. Note: This has been
partially addressed in a sentence added to FORDS 2013 and the
SEER 2013 Coding Manual, which indicate that GIST and thymoma
are reportable when there is evidence of multiple foci, lymph node
involvement, or metastasis.

WHO Classifications of Soft Tissue and Bone as well as Breast have
been published since 2011, and more updated volumes of the WHO
Classification are planned.

NAACCR needs to be proactive in deciding how to handle new codes,
obsolete codes, and other changes published in these volumes.

9p



HGD/IEN/CIS AND IMC OF Gl TRACT

IEN/HGD/CIS of Genital Sites - Squamous Epithelium
IEN/HGD/CIS of Gl Tract - Glandular Epithelium

IEN - Intra-Epithelial Neoplasia
HGD - High Grade Dysplasia
CIS - Carcinoma In Situ

IMC of Gl Tract - Intramucosal Carcinoma
Invades lamina propria with no involvement of muscularis mucosa

Non-Invasive (in-situ) Neoplasms DO NOT Metastasize
Retire “polyp” in-situ codes (8210/2, 8261/2, 8263/2)



Gl TRACT TOPGRAPHY CODES

C15.* - Esophagus

C16.* - Stomach

C17.* - Small Intestine

C18.* - Colon (includes appendix)

C19.* - Rectosigmoid Colon

C20.* - Rectum

C23.* - Gall Bladder

C24.* - Bile Ducts

C25.* - Pancreas

Excludes: Anus (C21.*) and Liver (C22.%*)



|ICD-0-3 WORK GROUP RECOMMENDATIONS

» Reportability Changes
> 8240/3 - Carcinoid Tumor, NOS of Appendix (C18.1)

» Accept All Heme/Lymph Changes in Heme DB

» Correct a few Heme/Lymph Terms or Codes in Heme DB
> 9960/3 - Myeloproliferative Neoplasm, NOS
> 9971/1 - Post Transplant Lymphoproliferative Disorder, NOS

> 9571/3 - Polymorphic Post Transplant Lymphoproliferative
Disorder
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DO NOT USE [OBS] or (obs) Codes \
'7’ i it
/ ! / | Obsolete ICD-0 Codes

[/} [/ Neoplasms of Hematopoietic and Lymphoid Tissue



|ICD-0-3 WORK GROUP RECOMMENDATIONS

> NO ACTION AT THIS TIME - The ICD-0-3 Update Implementation Work
Group recommends NO ACTION for the following codes and terms in
the WHO Update until the impact of a reportability change for
terminology that includes “dysplasia” can be further assessed.

» Current reportability legislation affects these codes/terms

> All new codes/terms w/reference to high grade intraepithelial
neoplasia or dysplasia of Gl Tract (esophagus, colon, pancreas,

biliary, other Gl Tract)
» Sguamous Neoplasms
» Glandular (adeno) Neoplasms
» Mucinous cystic neoplasms
» Papillary neoplasms
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ICD-0-3 WORK GROUP RECOMMENDATIONS

> NO ACTION AT THIS TIME - continued

8077/2

Squamous intraepithelial neoplasia, high grade

8077/2

Esophageal squamous intraepithelial neoplasia (dysplasia), high grade (C15. )

8148/2

Glandular intraepithelial neoplasia, high grade

8148/2

Flat intraepithelial glandular neoplasia, high grade (C24.1)

8148/2

Biliary intraepithelial neoplasia, high grade

8148/2

Esophageal glandular dysplasia (intraepithelial neoplasia), high grade (C16. )

8163/2

Papillary neoplasm, pancreatobiliary-type, with high grade intraepithelial neoplasia (

8453/2

Intraductal papillary mucinous neoplasm with high grade dysplasia

8453/3

Intraductal papillary mucinous neoplasm with an associated invasive carcinoma

8470/2

Mucinous cystic tumor with high-grade dysplasia (C25. )

8470/2

Mucinous cystic neoplasm with high-grade intraepithelial neoplasia (C22._)

8470/2

Mucinous cystic neoplasm with high-grade dysplasia (C25._)

8470/3

Mucinous cystic tumor with an associated invasive carcinoma (C25._)

8470/3

Mucinous cystic neoplasm with an associated invasive carcinoma (C25._)

8503/2

Intraductal papillary neoplasm with high grade intraepithelial neoplasia

8503/2

Intraductal tubular-papillary neoplasm, high grade

8503/3

Intraductal papillary neoplasm with associated invasive carcinoma
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IMPACT ON CANCER REGISTRARS?

= Adoption Delay will create confusion pathology/cancer registry

« Many proposed Update CodesTerms and pending 4t edition Blue
Books reflect current terminology already in use by pathologists

8148/2 - Glandular intraepithelial neoplasia (dysplasia), high grade when the
term in-situ is not used in conjunction with the diagnosis

8453/2 - Intraductal papillary mucinous neoplasm with high grade
intraepithelial neoplasia/high grade dysplasia (no invasive tumor)
No New ICD-O-Codes Yet Proposed by WHO to reflect Changes in
Bronchoalveolar Lung Adenocarcinoma using Travis Classification

= All BAC now called something else

= Adenocarcinoma in situ (formerly BAC)

= Mucinous Adenocarcinoma with Lepidic Pattern (formerly mucinous BAC)

= Adenocarcinoma Lepidic Predominant (formerly non-mucinous BAC)

= Colloid Adenocarcinoma (formerly mucinous cyst-adenocarcinoma)

= Enteric Adenocarcinoma (similar to colorectal adenocarcinoma)

= All proposed changes in turn effect CS, TNM, Tx, etc
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SYNCHRONIZED UPDATES REQUIRED

FORDS/SEER/State Coding Manual Updates

Volume |l Reportable Case Matrix (high grade dysplasia for Gl cancers)

Casefinding List Review (are there any specificICD-9-CMdiagnosis and/or procedure codes
associated with the new histologies)

SEER Site/Type Table Update

CoC Site-SpecificSurgery Codes —Histology-Driven “Sites”

MPH Rules Solid and Hematopoietic/Lymphoid Neoplasms —Histology-Driven “Rules” and
Resources (DB and web-resources)

AJCC/TNM— Histology Inclusion Tables and Histology-Driven Chapters

Collaborative Stage Data Collection —Histology Inclusion Tables

Collaborative Stage Data Collection —any special SSFsincluded/excluded

. Automated/Manual Tumor Consolidation Histology Pairs Tables
. Standard EDITS and State-SpecificEDITS

. SEER Incidence Site Recode ICD-0O-3—-Histology-Driven Recodes
. SEER Lymphoma Subtype Recodes —Histology-Driven Recodes

International Classification of Childhood Cancer (ICCC) Recodes —Histology-Driven Recodes

. Histology Code Conversion(s) if any are required

. Software-related: Site/Histo grouping updates as required where available for ad-hoc reports
. Software-related: Updates to scoped lookups (based on site/histo)

. Revisions: Does that include codes being added, deleted, converted?

. Registry Plus Online Help resource 100
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CODING GRADE/DIFFERENTIATION

2010 - Immunophenotype Lymphoid Neoplasms

2010 - Immunophenotype Myeloid Neoplasms

2013 - Discontinue Grade Path Value ng SEER
2013 - Discontinue Grade Path System
2013 - CONSENSUS GUIDELINES PROPOSED
FINAL REVISIONS PENDING COLLABORATIVE STAGE

o Clarify Grade for In-Situ Tumors
Implied Grade for Brain Tumors I‘Iﬂ;mmmm

on Cancer

Implied Grade for Solid Tumors

0
0
a Site-Specific Factors for Grade
a Grade Conversion Tables

Q

Conversion Algorithms

i Ol



GRADE CLARIFICATIONS

Special Grade Systems for Solid Tumors

CS Schema Special Grade System

Breast Nottingham or Bloom-Richardson Score/Grade
Prostate Gleason Score on Needle Core Biopsy/TURP
Prostate Gleason Score on Prostatectomy/Autopsy
HeartMediastinum Grade for Sarcomas

Peritoneum Grade for Sarcomas

Retroperitoneum Grade for Sarcomas

SoftTissue Grade for Sarcomas

KidneyParenchyma

Fuhrman Nuclear Grade
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GRADE CLARIFICATIONS

2 Grade System
2 Low grade 1/2
4 High grade 2/2
3 Grade System
2 Low grade, well to moderately differentiated I/lllor1/3
3 Medium grade, moderately undifferentiated, relatively undifferentiated Il/1llor 2/3
4 High grade, poorly differentiated to undifferentiated l/1 or 3/3
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GRADE CLARIFICATIONS

Description | CSCode |Grade Code| AJCC7th | SEER2003- | AJCC6th | SEER prior
2013 to 2003
Gleason
Score
2 002 1 G1 G1 G1 G1
3 003 1 G1 G1 G1 G1
4 004 1 G1 G1 G1 G1
5 005 1 G1 G2 G2 G2
6 006 1 G1 G2 G2 G2
7 007 2 G2 G3 G3 G2
8 008 3 G3 G3 G3 G3
9 009 3 G3 G3 G3 G3
10 010 3 G3 G3 G3 G3

Analyses of prostate grade before 2014 based solely on the grade field is not recommended
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GRADE CLARIFICATIONS

Current Conversion
FCDS DAM Update
Code Gleason’s score Terminology
1 2,3,4 Well Differentiated
2 5,6 Moderately Differentiated
3 7,8,9, 10 Poorly Differentiated
AJCC 7t edition
2014 Proposed
Conversion
Code Gleason’s score Terminology
1 2,3,4,5,6 Well Differentiated
2 7 Moderately Differentiated
3 8,9, 10 Poorly Differentiated

Histologic Grade
I
Il
1

Histologic Grade
I
Il
1]
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CLOSING REMARKS

FCDS has already begin utilizing edits for [OBS] codes
FCDS will not allow any facility to use proposed ICD-O Codes
DO NOT USE GRADE CODING GUIDELINES UNTIL APPROVED

> 20 critical cancer registry reference manuals, tables, algorithms,
and coding instruction documents to be updated - IMPACT ?77?

How to schedule and coordinate updates to multiple references

All Staff Must Use - current manuals, versions, updates, etc.
Please Do Not Use Outdated Materials - put them away

MANAGERS/FAA: Please share QC feedback and QC Review Findings
and any other Field Coordinator and Quality Review corrections and
comments with their staff - especially when new rules and tools and

manuals or manual updates are introduced. L



2013 SEER Rx and Heme/Lymph
Database Updates
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Information for Cancer Registrars

National Cancer Institute J.5. National Institutes of Health | ww

Surveillance Epidemiology and End Results Search L eo |

o: 0 providing information on cancer statistics to help reduce the burden of these diseases on the U.5. population

Home | About SEER | Cancer Statistics | Datasets & Software | Publications Information for Cancer Registrars

Information for Cancer Home * Regisiers CAEmal ()Pt Page [l Glossary
Registrars Information for Cancer Registrars

Data Submission Requirements NCI SEER promotes and guides cancer regisirars to improve Additional Resources |

. P cancer registry data by providing pertinent information,

Reporting Guidelines education and training opportunities. This site will assist cancer Mailing List

» Casefinding Lists registrars by providing: Sign up to receive announcements

Coding and Staging Manuals . . pertinent to NCI SEER, other standard

i « SEER data submission requirements, as well as SEER data ictri

Collaborative Stage items. setters, and cancer registries.

Hematopoietic Project + Coding and staging manuals for up-to-date reporting Ask a SEER Registrar

. Historical Staging and Codin guidelines: Submit a question fo SEER about

coding cancer cases or other materials

Manuals « An [nteractive query system and drug database, some of p : o
« |CD-0-3 Coding Materials the software and services most used by SEER registrars. available for registrars on this site.
MP/H Rules + Registrar training from SEER and our partners.
+  Summary Staging Manual 2000 * Information on Becoming a Cancer Registry Professional.
Questions & Answers Announcements
* Aska SCER Registrar . SEER*Abs version 2.4.3 (May 21, 2013}
+ Data Collection Answers + 2013 SEER Program Coding and Staging Manual (February 28, 2013)
SEER Inquiry System » Hematopoietic Database and Manual Updates (February 25, 2013)
Software and Services » ICD conversion documents for 2013 (January 24, 2013)

» SEER"Rx Interactive Drug Database updated ( January 23, 2013)

= 1CD Conversion Programs
SEER Abstracting Tool (SEER*Abs)

« SEER Data Viewer
— SEER*Rx - Interactive Drug Database

« Data Documentation & Variable
Recodes

Training




SEER*RX

National Cancer Institute U.S. National Institutes of Health | w

Surveillance Epidemiology and End Results Search L Go |

o Q providing information on cancer statisfics to help reduce the burden of these digseazes on the U 5. population

Home | About SEER | Cancer Statistics | Datasets & Software | Publications Information for Cancer Registrars

Information for Cancer Home = Redsiias = SEERTR EJEmai  5iPrintPage [ Glossary
Registrars SEER*Rx - Interactive Antineoplastic Drugs Database

Data Submission Requirements Released January 23, 2013
Reporting Guidelines |5 Important Update: Ammmmwmmmmmmmumﬂmsmmm

completed and in keeping with the FDA, the several drugs have changed caltegories from
» Casefinding Lists BRMImmunotherapy. See Summary of Chanages for all changes included in the January 2013 release.
Coding and Staging Manuals SEER"Rx developed lookuo f §
. was developed as a one-step p for coding Su Resources

Lollahorative Slage oncology drug and regimen treatment categories in cancer pport

Hematopoietic Project registries. The information in this database is effective for « Questions? Ask a SEFR Reaistrar.

« Historical Staging and Coding cancer diagnoses made on January 1, 2005 and after. Review . —g_.

Manuals and recoding of drugs from previous years is not required or » Join the SEFR Registrar News
recommended. listserv to receive announcements of

» [CD-0-3 Coding Materials upcoming changes.

MP/H Rules How to Access SEER"Rx

* Summary Staging Manual 2000 SEER"Rx is available in two formats: a web-based tool and as

. stand-alone software.

Questions & Answers

» Ask a SEER Registrar Web-based Version

» Data Collection Answers The SEER*Rx - Interactive Antineoplastic Drugs Database is provided in a web-based format that h

SEER Inquiry System several benefits over the software:
Software and Services + Updates are automatic: users do not have to install anything to access the latest revisions.

» ICD Conversion Programs + Allows access from any computer or device with an Interet connection.

SEER Abstracting Tool (SEER*Abs) + Eliminates problems for users who do not have permission to install software on their work computers.
+ SEER Data Viewer

= SEER™Rx - Interactive Drug Database
+ Summary of Changes The web-based version of the SEER*Rx is the preferred method to access the current data. If you n e
software version because of limited Internet access, it is still available for now, but may be phased out in the
« Data Documentation & Variable future. Note that the coding information in the software version of the database can get out-of-date; be sure to
Recodes check back to this site to install any updates.

Download Software Version

Training Download the SEER"Rx Version 2.1.0




Summary of Changes in 2013

\

* Total number of drugs listed in SEER*RX: 1825

 Total number of Regimens listed in SEER*RX: 853
* Number of drugs added: 12

* Number of drugs modified: 71

* Number of regimens added: 3

* Number of regimens deleted: 1 (duplicate)

* Number of regimens modified: 255



Summary of Changes in 2013

\

Prior to 2013, targeted therapies that invoke an immune
response, such as Herceptin, had been coded as
chemotherapy.

Effective with cases diagnosed January 1, 2013 and
forward these therapies are classified as biological
response modifiers.

Coding instructions for these changes have been added
to the remarks field for the applicable drugs in the
SEER*RX Interactive Drug Database



Summary of Changes in 2013

_‘

Alemtuzumab/Campath Chemotherapy BRM/Immuno 1/1/2013
Bevacizumab/Avastin Chemotherapy BRM/Immuno 1/1/2013
Rituximab Chemotherapy BRM/Immuno 1/1/2013
Trastuzumab/Herceptin Chemotherapy BRM/Immuno 1/1/2013
Pertuzumab/Perjeta Chemotherapy BRM/Immuno 1/1/2013
Cetuximab/Erbitux Chemotherapy BRM/Immuno 1/1/2013




Mﬁ National Cancer Institute 1.5, Mational Institutes of Health | www.cancer.gov

96‘3’ SEER*Rx Interactive Antineoplastic Drugs Database

o Data last updated: January 23, 2013

== SEER*Rx Home Queshons? Ask a SEER Regisirar

Fluorouracil

Drugs (8} Drug Information

Generic Name ~
Floxuridine

Capecitabine

Eniluracil Brand Name

L-Leucowvarin 5 Fluorouracil
Uridine 5-Fluracil
Adrucil
Efudex
Fluoroplex
Fluracil
Fluril
Cracil
Ro 2-9757
WR-69596

Fluorouracil

Abbreviation

5FuU
s5FU
Fu

Category
Chemotherapy

Subcategory
Antimetabolite

NSC Number
19893; 019593

Primary Site

Breast- adjuvant setting and advanced disease
colorectal- adjuvant setting and advanced disease

Gl malignancies: anal, esophageal, gastric and pancreatic
Head and Neck cancer

Hepatoma

Charian cancer

Remarks

Fluorinated pyrimidine; antimetabolite. FDA approved uses on basal cell carcinoma, breast cancer,
colorectal cancer, gastric cancer, and pancreatic cancer.




Mﬁ National Cancer Institute

L5, Mational Institutes of Health | www.cancer.gov

0‘3@ SEER*RX Interactive Antineoplastic Drugs Database
o Data last updated: January 23, 2013

<< SEER*Rx Home

Fluorouracil

Drugs (6) Regimens [147)

ACFUCY

ACMF A
ACT-FU-Cy

AF

AFM

AlO

BCMF
Bevacizumab + IFL
BLEO-COMF
C-TPF

CAF

CAFFI

CAFP

CAFTH

CAFVP

CALF

CALF-E

CAMF

CarbF

CCFE

CEF

CF

CFL

CFM v

Regimen Information

Fluorouracil

5-Fluorouracil
5-Fluracil
Adrucil
Efudex
Fluoroplex
Fluracil

Fluril

Oracil

Ro 2-9757
WR-69596

Abbreviation

5FU
5FU
FU

Category
Chemotherapy

Subcategory
Antimetabolite

NSC Number
19893; 019593

Questions? Ask a SEER Registrar



m‘ﬁﬁ National Cancer Institute U.S. National Institutes of Health | www.cancer.gov

Data last updated: January 23, 2013

00@ SEER*RXx Interactive Antineoplastic Drugs Database
()

== SEER*Ax Home Questions? Ask a SEER Registrar
prednisone || Search
Drugs (4] Regimens (204) Regimen Information

Lrr

CFPT A | Name A

CHL + PRED CHOP

ChIVEP —

CHOP — : Drug #1:  Prednisone code as Hormmones and hormonal mechanisms

Dirug #2  Vincristine code as Chemotherapy

CHOP + R

CHOP-BLEOQ Drug #3 Cyclophosphamide code as Chemotherapy
EE‘?"EE — Drug #4  Fluoxymesterone  code a5 Hormones and hormonal mechanisms
CIVPP Code this regimen in each of the treatment fields shown above.
CMFAVP If two or more drugs are coded as Chemotherapy, use code 03, combination of Chemotherapy.
CMFP
CMFB-VA Generic Name
CMFET Prednisone
Eﬂiﬂ? Brand Name
CMOPP Alti-Prednisone

Alto-Pred
CMPF Ancortone
CNOP Apo-Prednisone
COAP Colisone
COAP Eﬂﬂﬂ"_
COAP-BLEO acortin
COMBAP Delta-Dome#

¥ | Deltasone v

COMP Naltacmna



Information for Cancer Registrars

National Cancer Institute J.5. National Institutes of Health | ww

Surveillance Epidemiology and End Results Search L eo |

o: 0 providing information on cancer statistics to help reduce the burden of these diseases on the U.5. population

Home | About SEER | Cancer Statistics | Datasets & Software | Publications Information for Cancer Registrars

Home > Registrars.

Information for Cancer JEmal (SiprintPage g Glossary

Registrars Information for Cancer Registrars
Data Submission Requirements NCI SEER promotes and guides cancer registrars to improve Additional Resources |
. P cancer registry data by providing pertinent information,
Reporting Guidelines education and training opportunities. This site will assist cancer Mailing List
« Casefinding Lists registrars by providing: Sian up fo receive announcements
Coding and Staging Manuals . . pertinent to NCI SEER, other standard
i « SEER data submission requirements, as well as SEER data ictri
Collaborative Stage items. setters, and cancer registries.
Hematopoietic Project » Coding and staging Is for up-to-date : Ask a SEER Registrar
s . . ,,Did'e'},,:; 2ding manuas forup reporting Submit a question o SEER about
= Historical Staging and Codin g ) coding cancer cases or other materials
Manuals + An Interactive query system and drug database, some of available for registrars on this site
+ 1CD-0-3 Coding Materials the software and services most used by SEER registrars. '
MP/H Rules . Registra.r training from.SEER and our parlners .
« Summary Staging Manual 2000 « Information on Becoming a Cancer Regisiry Professional.
Questions & Answers Announcements
* Aska SEER Reqgistrar « SEER*Abs version 2.4.3 (May 21, 2013)
» Data Collection Answers » 2013 SEER Program Coding and Staging Manual (February 28, 2013)
SEER Inquiry System + Hematopoietic Database and Manual Updates (February 25, 2013)
Software and Services « |CD conversion documents for 2013 (January 24, 2013)

» SEER"Rx Interactive Drug Database updated ( January 23, 2013)

= 1CD Conversion Programs

SEER Abstracting Tool (SEER"Abs)

« SEER Data Viewer

SEER*Rx - Interactive Drug Database

« Data Documentation & Variable
Recodes

Training




Information for Cancer Registrars

JATIONAT : :
Ir\g\’r\ﬁ‘x_ng National Cancer Institute U.S. National Institutes of Health | www.cancer.gov /
Surveillance Epidemiology and End Results Search (Go]
0 providing information on cancer statistics to help reduce the burden of these diseases on the U.S. population
e About SEER | Cancer Statistics | Datasets & Software | Publications Information for Cancer Registrars l
" Home > Registrars > Hematopoietic Project - .
Information for Cancer 3 CJEmai (SiprntPage [ Glossary
Registrars Hematopoietic Project
R A SR Updated May 23, 2012 (view details)
porti oo This site provides 2012 and 2010 data collection rules for Support Resources
o & knaoa hematopoietic and lymphoid neoplasms. There are two tools
+ Casefinding Lists for use with these rules: + Questions? Ask a SEER Registrar.
@ Coding and Staging Manu 1. Hematopoietic & Lymphoid Database (Heme DB) + Join the SEER Registrar News
Collaborative Sta + Atool to assist in screening for reportable cases and listserv to receive announcements of
= Hematopoietic Project determining reportability requirements. upcoming changes.
+ Online Training + The database contains abstracting and coding
Revision Hist information for all hematopoietic and lymphoid
* Revision History
£ . neoplasms (9590/3-9992/3).
. _()Lm“e:na !t"c"’"dl"“"d 2. Hematopoietic Coding Manual
» Reportability instructions and rules for determining the number of primaries, the primary site and
« Historical Staging and Coding histology, and the cell lineage or phenotype.
Manuals + The introduction to the manual has Steps in Priority Order for Using the Heme DB and
« ICD-0-3 Coding Materials Hematopoietic Coding Manual.
MP/H Ri The Heme DB database is available in two formats: a web-based tool and as stand-alone software. You can
« Summary Staging Manual 2000 switch between the 2012 and 2010 versions of the data within both formats.
Questions & Answers Web-based Version of the Database _
+ Ask a SEER Registrar The Heme DB provided in a web-based format has several benefits over the software version:

« Data Collection Answers

@ SEER Inauiry Svstem « Updates are automatic: users do not have to install anything to access the latest revisions.

« Allows access from any computer or device with an Intemet connection.
Software and Services « Eliminates problems for users who do not have permission to install software on their work computers.

. i . . -
1CO Conversion Programs 2012 Hematopoietic & Lymphoid Database and Manual - For cases diagnosed January 1, 2012 and later.

@ SEER Abstracting Tool (SEER"Abs To switch between the 2010 and 2012 data, use the link in the grey bar at the top of the database page
« SEER Data Viewer P
T e o Software Version of the Database _




What’s In The Manual/Database?

\ELTEL

o Introduction

Database

Neoplasm Definition

[

o Reportable Instructions

Neoplasm Synonyms

o Multiple Primary Rules

MP Calculator

o Primary Site Coding Rules

Diagnostic Method(s)

» Histology Coding Rules

Genetic Tests

o Grade Coding Rules

Immunophenotype

o Glossary

Treatment

»  Appendices (A-E)

Transformation

Abstractor Notes

ICD-O/1CD-9/1CD-10 Codes




Hematopoietic Database

National Cancer Institute U.S. National Institutes of Health | www.cancer.gov
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900 2012 Hematopoietic and Lymphoid Database

0 Data last updated: February 25, 2013
ICD-O-3 Code Lists

The 2012 Hematopoietic Database is for use with cases diagnosed 01/01/2012 and forward. For cases diagnosed 01/01/2010-12/31/2011, use the 2010 database.

<< Hematopoietic Project Home Questions? Ask a SEER Registrar

Multiple Primaries Calculator
The Multiple Primaries Calculator was designed to be used with the coding manual. Follow the rules and workflow in the manual prior to using the calculator.

Use the Multiple Primaries Calculator when the rules instruct you to do so.
Histology Code1 [ ] Histlogy Code? | < —

Close Multiple Primaries Calculator

Leukemia x| | 2012 Hematopoietic Coding Manual (PDF) |l

Results : 65 Sort | [icsase knformation

Myeloid PPorr, NOS

Leukemia, NOS A | Name : A

Acute myeloid leukemia, NOS Myeloid leukemia, NOS

Chronic myelogenous /eukemia, BCR/ABL1 ICD-0-3 Code Reportability Primary Site(s)

positive

Lymphoid leukemia, NOS 986073 [REPORTABLE] ~ C4x1

Precursor cell lymphoblastic leukemia, NOS Grade

[OBS] see 9811/3 . ] .

A promyelocytic leukemia (AML with t Code grade specified by pathologist. If no grade specified, code 9

(15:17)(q22:q12)) PML-RARA Module Rule

Acute monoblastic and monocytic leukemia None

Acute undifferentiated leukemia

Adult T-cell leukemiallymphoma v Alternative Names v

Chronic myeloid leukemia, NOS | Aleukemic granulocytic leukemia [OBS]




What’s in the DB?

Preferred Term N

[Primary myelofibrosis Preferred Term

Code Reportability Primary Sites 4

|9961/3 IREPORTABLE] |c421 Q Site/Histology Codes
Grade

|9 - Gradeldifferentiation unkn

T — 2 Alternate Names

Agnogenic myeloid metaplasia AMM

Chronic granulocytic-megakaryocytic myelosis
Chronic idiopathic myelofibrosis

Chronic idiopathic myelofibrosis (with extramedullary hematopoiesis)
CIMF

Idiopathic myelofibrosis

Megakaryocytic myelosclerosis

MMM

Myelofibrosis as a result of myeloproliferative disease
Myelofibrosis with myeloid metaplasia
Myelofibrosis-osteosclerosis

Myeloid metaplasia

Myeloid metaplasia, NOS

Myelosclerosis with myeloid metaplasia

PMF

Definitions Definitions

PMF is a disorder of the bone marrow in which the marrow is replaced by fibrous tissue. This is a clonal
myeloproliferative disease which is characterized by a proliferation of mainly megakaryocytic and granulocytic elements

in bone marrow. It is associated with reactive deposition of bone marrow connective tissue and with extra-medullary
hematopoiesis (EMH).




What’s in the DB?

Abstractor Notes

Primary myelofibrosis is a%_[€ ' W ! efizeq Dy aol alities in blood cell production and
progressive scarring of the bone marrow. Blood forms in sites other man bone marrow such as liver and spleen. The
blood and bone marrow are always involved. Blood transfusions are given to correct anemia and should not be listed
as treatment. Splenectomy may be done if the patient is symptomatic . About 50% exhibit JAK2 gene mutation, but the
|testis not specific enough to provide a definitive diagnosis. This disease is diagnosed clinically (a diagnosis of
exclusion). The physician correlates information from JAK2 (if available), the equivocal results of the bone marrow and
blood work with the clinical symptoms to arrive at a diagnosis of primary myelofibrosis.

In the early stages of disease, CD34 may be slightly increased in the bone marrow but not in the peripheral blood. In
the later stages CD34 will appear in large numbers. This is peculiar to Primary myelofibrosis and does not occur in
Polycythemia vera or Essential thrombocythemia.

Diagnostic Methods /l
[Clinical diagnosis \ Diagnostic Methods
Treatments

Blood thinners, anti-clotting medications, aspirin
Chemotherapy
Endocrine

Immunotherapy Treatment

Stem cell transplant /
Transionmations Transformations I
9811/3 B lymphoblastic leukemiallymphoma, NOS

9812/3 B Lymphoblastic leukemia/llymphoma with (9;22)(q34,;q11.2); BCR-ABL1

9813/3 B Lymphoblastic leukemia/llymphoma with t(v;11q23); MLL rearranged

9814/3 B Lymphoblastic leukemia/lymphoma with t(12;21)(p13;q22); TEL-AML1 (ETV6-RUNX1)

9815/3 B Lymphoblastic leukemia/llymphoma with hyperdiploidy

9816/3 B Lymphoblastic leukemia/llymphoma with hypodiploidy (Hypodiploid ALL)

9817/3 B Lymphoblastic leukemia/lymphoma with t(5;14)(q31;q32); IL3-IGH

9818/3 B Lymphoblastic leukemia/llymphoma with t(1;19)(q23;p13.3),E2A-PBX1 (TCF3-PBX1)
9861/3 Acute myeloid leukemia, NOS
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0‘3@ 2012 Hematopoietic and Lymphoid Database
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ICD-0-3 Code Lists

The 2012 Hematopoietic Database is for use with cases diagnosed 01/01/2012 and forward. For cases diagnosed 01/0172010-12/21/2011, use the 2010 database.

<= Hematopoieiic Project Home: Questions? Ask a SEER Regisirar

Show Multiple Pnimaries Calculator

precursor ¥ || Search 2012 Hematopoietic Coding Manual (PDF) [

Results : 6 Sort: Disease Information
G B-cell lymphoblastic leukemia [OBS]

Name
see code 981173
Precursor cell lymphoblastic leukemia, NOS Precursor B-cell lymphaoblastic leukemia [OB5] see code 8311/3 [O BS] See 9 311
[OBS] see 9811/3 ICD-0-3 Code Reportabili Pri Sit
Precursor Blymphoblastic lymphoma [OB35] e Repo ity rimary Site(s)
See 961173 98363 [REPORTABLE] C4a21
Precursor T-cell lymphoblastic lymphoma,
NOS [OBS] See 9837/3 Grade
T lymphoblastic leukemia/lymphoma 6 - B-cell
Blastic plasmacytoid dendritic cell neoplasm Module Rule

MNone

Alternative Names

B-ALL [OBS] see 3511/3

c-ALL {OBS] see 9311/3

Common ALL [OBS] see 9811/3

Common precursor B ALL [OBS] see 9811/3

Pre-B ALL [OBS] use 9311/3

Pre-pre-B ALL [OBS] see 9811/3

Precursor B lymphoblastic leukemia [OBS] see 98611/3 v

Dr~ B ALL NP cnn D244



Hematopoietic Database 2.2

File  Help

)

Diagnosis Range: 2012 - Present

Hematopoietic Database - The Cancer Aegsiers Hematapoietic Dafahase

Diagnosis date range: |Jan|.|ar'_.r 01. 201209 ~| Data Last Updated: 02/25/2013

Search Text: |9323

Chronic lymphocytic leukemialsmall lymphocytic lymphomn
Malignant lymphoma, small B lymphocytes, NOS [OBS] s

Search v Require All Terms QOpen 2012 Hematopoietic Manual | Rezet |

Disease Information

F

Preferred Term

Chronic lymphocytic leukemia/small lymphocytic lymphoma
Code Reportability
[oz233 |REPORTABLE]
Grade

| - B-cell

Module Rule
[Module 3: PH8

Alternate Hames

All variants of BCLL

B-cell chronic lymphocytic leukemialsmall lymphocytic lymphoma
iChronic lymphatic leukemia

Chronic lymphocytic leukemia

Chronic lymphocytic leukemia, B-cell type

Chronic lymphoid leukemia

CLL/SLL

SLLCLL

Definitions

Primary Sites
|N.fA—See Abstractor Motes and Module 7

CLL by definition involves blood and bone marrow at time of diagnosis with absolute increase in number of
lymphocytes in blood morphologically and immunophenotypically consistent with diagnosis.

Meoplasm of monomaorphic small round B lymphocytes admixed with prolymphocytes and paraimmunoblasts, in
peripheral blood, marrow, nodes, usually expressing CDS, CD23.

Small lymphocytic lymphoma, chronic lymphocytic leukemia considered ends of continuous spectrum in which
lymphadenopathy or peripheral blood involvement most prominent, respectively.

Abstractor Notes
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WHAT'S NEW IN CANCER CARE?

Targeting At Risk and High Risk Populations

Cancer Screening Guidelines
New Screening Methods

Profiling Individual and Tumor Characteristics

Prognostic Indicators
Molecular Testing
Genetic Testing
Staging Factors
Targeting Treatment
Patient/Tumor Profile

Treatment Guidelines
Quality of Life and End of Life Care

New Methods for Drug Delivery

Source: hetdex.com
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CANCER SCREENING GUIDELINES - LUNG

August 2011 - National Lung Screening Trial (NLST) Results

Screening with low-dose spiral CT compared to CXR reduced
lung cancer deaths among older heavy smokers by 20%.

Improved detection of lung cancer at earlier stages is key to
Increased survival and improved mortality due to lung cancer.

Weigh Benefits/Risk of lung cancer screening using CT scan

Recommend Screening in High Risk Population:
Current/Former Smoker
Age 55-74 Years

Smoking History of at least 20-30 pack-years (varies by organization)
No personal history of lung cancer

Frequency of Screening not included in All Recommendations
Annual

Once Every 3 Years
Other



CANCER SCREENING GUIDELINES - LUNG

Endorsement/Adoption of Guideline
American Cancer Society (ACS)
American Lung Association (ALA)
American College of Chest Physicians (ACCP)
American Association for Thoracic Surgery (AATS)
ASCO/NCCN Clinical Practice Guidelines (ASCO/NCCN)

Pending Endorsement
United States Preventative Services Task Force
2004 - Last update to USPS TF Lung Cancer Screening



CANCER SCREENING GUIDELINES - LUNG

American Lung Association Recommendations

e The best way to prevent lung cancer caused by tobacco use
is to never start smoking or to quit smoking.
e Low-dose CT screening should be recommended for those
people who meet NLST criteria:
- Current or former smokers aged 55 to 74 years
- A smoking history of at least 30 pack-years
- No history of lung cancer
e Individuals should not receive a chest X-ray for
lung cancer screening
* Low-dose CT screening should NOT be recommended
for everyone
» Patients should be referred to a facility that uses "best
practices” for CT screening

The complete report can be found at www.Lung.org.




CANCER SCREENING GUIDELINES - LUNG

ALA Developing an Educational Portfolio for Patients to Explain:
The difference between a screening process and a diagnostic test
Cancer Screening is testing for cancer before there are any symptoms

The benefits, risks and costs (emotional, physical and economic)
That not all lung cancers will be detected through use of low dose CT scanning

ALA issued a Call to Action for Hospitals and Screening Centers to:

Establish ethical policies for advertising /promoting lung cancer screening svcs

Develop educational materials to assist patients in having thoughtful
discussions between patients and physicians regarding lung cancer screening
Provide lung cancer screening services with access to multidisciplinary teams
that can deliver the needed follow-up for evaluation of nodules.



CANCER SCREENING GUIDELINES - PROSTATE

PSA screening in men under age 40 years is not recommended.

Routine screening in men between ages 40 to 54 years at average risk is
not recommended.

For men ages 55 to 69 years, the decision to undergo PSA screening
involves weighing the benefits of preventing prostate cancer mortality in 1
man for every 1,000 men screened over a decade against the known
potential harms associated with screening and treatment. For this reason,
shared decision-making is recommended for men age 55 to 69 years that
are considering PSA screening, and proceeding based on patients’ values
and preferences.

To reduce the harms of screening, a routine screening interval of two years
or more may be preferred over annual screening in those men who have
participated in shared decision-making and decided on screening. As
compared to annual screening, it is expected that screening intervals of two
years preserve the majority of the benefits and reduce over diagnosis and
false positives.

Routine PSA screening is not recommended in men over age 70 or any man
with less than a 10-15 year life expectancy.

iL3i



CANCER SCREENING GUIDELINES - PROSTATE

What do the guidelines actually mean?

Men of any age should not be routinely screened using PSA
until evidence demonstrates mortality benefit of screening

Men ages 55 to 69 are urged to talk with their doctors about
benefits and harms of testing and treatment

The best available evidence suggests that following these
guidelines will lead to an improved benefit-to-harm ratio.

What will this mean for cancer registry programs?

What will this mean for cancer treatment centers?



CANCER SCREENING GUIDELINES - PROSTATE

Endorsement/Adoption of Guideline
American Cancer Society (ACS)
American College of Physicians (ACP)
American Urological Association (AUA)
American Society for Radiation Oncology (ASTRO)
ASCO/NCCN Clinical Practice Guidelines (ASCO/NCCN)
United States Preventative Services Task Force (USPSTF)



NEW CANCER SCREENING METHODS

Need to Track Radiation Exposures from Screening
Need to Track Radiation Exposure from non-screen CTs
Screening Risk from Radiation Exposure Hypothesis Testing

TRACKING RADIATION
EXPOSURE FROM
MEDICAL DIAGNOSTIC
PROCEDURES
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adiation exposure How does it compare?

Exposure measured in mSy

10,000

Fatal within weeks

v 6,000 -
Typical dosage recorded in those Cherrobyl workers who dind within 3 month

5,000
Singlo dose which would kil half of those expased to it within 3 meath

Single dose which cousd cause radiation sickness, naussa, bit not death

Max radiation tewels recarden at Fukushima plant 14 March, per hour

350
Exposure of Chernabyl residents wha were relocated

Recommended limit far radiation workers every five yoars
10

Dose in full-body CT scan

Airline crew NYC -Tokyo polar route, annual

Natural raciation we're all exposed to, per year

1.02
Radiation per bour detected Fukushimia site, 12 March

0.4

Mammegram beeast x-ray

0.1

Chest x-ray

0.01
Dental x-ray
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NEW TREATMENT DELIVERY METHODS

Transition from infusion chemotherapy to oral administration

New Inhalable chemotherapeutic agents using “nanostructured
lipid nanocarriers” can transport antineoplastic agents at full
strength directly into lungs or other organs - highly efficient.

Nanoparticles also carry small interfering RNA (SiRNA)
molecules which helps control and repress certain genes to
eliminate “pump” resistance (when tumor cells actively expel
chemo agent(s) before the chemo can work) and “non-pump”
resistance, which keeps cancer cell from dying.

MRI-Guided Focused/Concentrated Ultrasound Therapy



NEW TREATMENT DELIVERY METHODS

Photo-Dynamic Therapy (PDT)

Approved for airway malignancy, Barrett's esophagus with high grade
dysplasia and non-melanoma skin cancers

Investigational for high-grade glioma, oral and laryngeal neoplasms,
inoperable cholangiocarcinoma, and mesothelioma

New Embolization Techniques
Code as Chemo or Radiation plus Other Therapy

Trans-Arterial Chemo Embolization (TACE) - direct administration of chemo
into liver or other organ then embolization of artery

Drug Eluting Bead Therapy — administration of beads impregnated with
chemo agent(s) through catheter with timed release of agent(s)

Ytrium-90 Microsphere Therapy — administration of spheres with low levels
of radio-isotope Ytrium-90 attached - direct radiation to liver

Code as brachytherapy not radio-isotope per CoC



NEW TREATMENT DELIVERY METHODS

HIPEC Chemotherapy - Heated Intra-peritoneal Chemotherapy
Chemotherapy solution heated to 107.6 degrees before administration

Chemotherapy solution kept at 107.6 degrees and recirculated throughout
peritoneal cavity for at least two hours by going through a heating chamber

Proton Therapy Increases Precision and Reduces Side Effects

Focusing not only on direct treatment to tumor burden but also
reducing side effects from treatment and collateral tissue damage

Also focusing on long-term /secondary effects from treatment(s)



CLINICAL CANCER ADVANCES

ASCO's Annual Report on Progress Against Cancer

2012
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FOCUS AREAS IN CANCER RESEARCH

Cancer Screening Risks and Benefits
No Two Tumors Are Alike

Precision Medicine - Personalized Medicine
Targeting Molecular Pathways
Targeting Genetic Alterations

FDA and New Drug Approvals

Management of Clinical Trials

Overcoming Treatment Resistance
Quality of Life and Survivorship Issues
End of Life Care




FDA APPROVALS OF ANTICANCER AGENTS

Newly Approved Agents

Generic Name  Trade Name Indications Date of Approval

Axitinib Inlyta For treatment patients with advanced kidney cancer (renal January 27, 2012
cell carcinoma) who have not responded to other treatments
for this type of cancer

Vismodegib Erivedge For use in patients with locally advanced basal cell cancer who  January 30, 2012
are not candidates for surgery or radiation and for patients
whose cancer has metastasized.

Pertuzumab Perjeta For use in combination with trastuzumab and docetaxel as a June 8, 2012
first-line treatment for patients with HER2-positive metastatic
breast cancer

Carfilzomib Kyprolis For treatment of patients with multiple myeloma whose July 20, 2012
disease progressed despite at least two prior therapies,
including bortezomib and an immunomodulatory agent

Ziv-Aflibercept Zaltrap For use in combination with S-fluorouracil, leucovorin, August 3, 2012
irinotecan (FOLFIRI) for the treatment of patients with
metastatic colorectal cancer that is resistant to or has
progressed following an oxaliplatin containing regimen

Enzalutamide Xtandi For treatment of patients with metastatic castration-resistant  August 31, 2012
prostate cancer who have previously received docetaxel

Regorafenib Stivarga For treatment of patients with metastatic colorectal cancer September 27, 2012
that has progressed despite standard treatments




FDA APPROVALS OF ANTICANCER AGENTS

Expanded Indications for Existing Agents

Generic Name  Trade Name Indications Date of Approval
Imatinib Gleevec For the adjuvant treatment of adult patients following January 31, 2012
mesylate complete gross resection of Kit (CONT) positive

gastrointestinal stromal tumors (GIST)

Pazopanib Votrient For treatment of patients with advanced soft tissue sarcoma April 26, 2012
who have received prior chemotherapy.
Cetuximab Erbitux For use in combination with FOLFIRI (irinotecan, July &, 2012

S-fluorouracil, leucovorin) chemotherapy for first-line
treatment of patients with KRAS mutation-negative,
epidermal growth factor receptor (EGFR)-expressing
metastatic colorectal cancer

Everolimus Afinitor For use in combination with exemestane to treat certain July 20, 2012
postmenopausal women with advanced hormone-receptor
positive, HER2-negative breast cancer

Vincristine Marquibo For treatment of adult patients with Ph- acute lymphocytic August 9, 2012
sulfate leukemia in second or greater relapse or whose disease has
liposome progressed following two or more anti-leukemia therapies

injection




MAJOR CLINICAL ADVANCES IN YEAR 2012

Breast Cancer

Chemo - Everolimus (Afinitor) for hormone-receptor + breast
Chemo - Trastuzumab-DM1 for HER2-positive metastatic breast

BRM - Pertuzumab (Perjeta) for HER2-positive metastatic breast

Lung Cancer

Combination Chemo - Carboplatin and Pemetrexed for non-small cell

lung cancer

: Prevention }Z Detection }: Treatment }i Recovery }: Palliation }
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MAJOR CLINICAL ADVANCES IN YEAR 2012

Prostate Cancer

Hormone - Enzalutamide (Xtandi) for late stage prostate cancer

Esophageal Cancer

Neoadjuvant chemo plus XRT then surgery for esophagus and

gastroesophageal junction tumors

: Prevention }Z Detection }: Treatment }i Recovery }: Palliation }
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MAJOR CLINICAL ADVANCES IN YEAR 2012

Multiple Myeloma

BRM - Lenalidomide (Revlimid) maintenance delays relapse after

stem cell transplant
BRM Agents for MM - Thalidomide, Velcade, Kyprolis, Pomalyst

Soft Tissue Sarcoma

Chemo - Pazopanib (Votrient) for soft tissue sarcoma - 15t new drug

in decades for soft tissue sarcoma

: Prevention }Z Detection }i Treatment }i Recovery }: Palliation }
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MAJOR CLINICAL ADVANCES IN YEAR 2012

Thyroid Cancer

Chemo - Cabozantinib (Cometriq) in medullary thyroid cancer

Colorectal Cancer

Chemo - Regorafenib (Stivarga) in metastatic colorectal cancer

Ovarian Cancer

BRM - Bevacizumab (Avastin) in recurrent ovarian cancer

: Prevention }Z Detection }: Treatment }i Recovery }: Palliation }
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MAJOR CLINICAL ADVANCES IN YEAR 2012

Colorectal Cancer Screening

Flexible sigmoidoscopy reduces colorectal cancer incidence and

deaths - where does it fit into screening paradigm?

Flexible sigmoidoscopy results are comparable to colonoscopy

: Prevention }Z Detection }: Treatment }i Recovery }: Palliation }
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MAJOR CLINICAL ADVANCES IN YEAR 2012

Factors increase risk of death in elderly chemo population

Geriatric assessment for patients > 70 yrs of age
Advanced disease
Low nutritional assessment score

Poor mobility

Chemo-induced Nausea and Vomiting

Ancillary - Olanzapine (Zyprexa) for breakthrough nausea/vomiting

: Prevention }Z Detection }i Treatment }i Recovery }: Palliation }




MAJOR CLINICAL ADVANCES IN YEAR 2012

Predicting risk for adverse effects of chemo in elderly

New model introduced scoring system and risk-stratification

Low-Risk / Intermediate-Risk / High-Risk
Chemo-induced Peripheral Neuropathy

Ancillary - Duloxetine (Cymbalta) for alleviating pain from chemo-

iInduced neuropathy

: Prevention }Z Detection }i Treatment }i Recovery }: Palliation }
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GUIDELINES

SPECIALTY EDITOR: ANN H. PARTRIDGE, MD, MPH

Advancing Quality
Care through Clinical
Guidelines
Clinical practice guidelines are a cor-
nerstone of high-quality cancer care,
helping doctors to provide the most
effective and efficient care possi-
ble for each patient. Over the past
two decades, ASCO has published
close to 40 guidelines, with a goal of
providing timely and relevant clinical
advice to practicing oncologists in
areas where clinical science has
evolved guickly or where there are
urgent clinical questions that need
to be addressed.

Development of ASCO guidelines
has typically relied on a systematic,
objective review of medical literature

Over the past year, ASCO has is-
sued guidance on several key topics,
including:

+ Integration of Palliative Care into
Standard Oncology Care: This
PCO recommends that all patients
with metastatic non-small cell
lung cancer be offered palliative
care along with standard cancer
therapy, beginning at the time of
diagnosis. The guidance is based
on evidence that this approach not
only improves patients’ quality of
life but also, in some cases, can
extend their lives. While available
evidence is strongest for meta-
static lung cancer, the guidance
recamn'nends that palllatwe care

* CT screening for lung cancer in
clinical practice: A joint quideline
developed by ASCO and the Amer-
ican College of Chest Physicians
recommends yearly screening with
a low-dose CT scan for individuals
aged 55 to 74 who have smoked
for 30 pack years or more or who
have quit within the past 15 years.
Such screening is not recommend-
ed for other populations including
those who have smoked for less
than 30 pack years or who quit
smoking more than 15 years ago.
Sentinel lymph node biopsy for
melanoma: A joint guideline from
ASCO and the Society of Surgi-
cal Oncology provides the first
ewdence-ha sed qmn:lance on the




QUALITY INDICATORS
Risk Stratification TX Early Stage Bladder Cancer (example):

Low-Risk Group: Ta Low Grade/Low Volume Non-Muscle
Invasive Bladder Cancer - single dose Intravesical
Chemotherapy using Epirubicin or Mitomycin

High-Risk Group: Ta High Grade/High Volume Non-Muscle
Invasive and T1 Bladder Cancer - Intravesical BCG (Bacillus
Calmette-Guerin - Tuberculosis)
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