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CDC & Florida DOH Attribution

“Funding for this conference was made possible (in part) by the Centers for Disease Control and
Prevention. The views expressed in written conference materials or publications and by speakers
and moderators do not necessarily reflect the official policies of the Department of Health and
Human Services, nor does the mention of trade names, commercial practices, or organizations
imply endorsement by the US Government.”

FCDS would also like to acknowledge the Florida Department of Health for its support of the Florida
Cancer Data System, including the development, printing and distribution of materials for the 2019
FCDS Annual Conference and the 2019-2020 FCDS Webcast Series under state contract CODJU.
The findings and conclusions in this series are those of the author(s) and do not necessarily
represent the official position of the Florida Department of Health.
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FLccSC LMS – CEU Quiz –FCDS IDEA

4

• Attendees must take and pass a 3-5 question CEU Quiz to get CEUs

• CEU Awards are Restricted to Attendees with a FLccSC LMS Account

• The CEU Quiz will be posted to FLccSC 1-2 hours after the webcast ends

• Only registered FLccSC Users will be given access to the CEU Quiz

• Florida attendees must have a Florida FLccSC Account to take the Quiz

• South Carolina attendees must have a South Carolina FLccSC Account 

• New FLccSC States will follow similar instructions for the CEU Quiz

• Attendees can attend any of the live webcasts without receiving CEUs

• Recorded Sessions are also available for non-FLccSC Users – No CEUs
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Outline
• Introduction to Session

• FCDS No Longer Allows Blank/Unknown Date of Dx for Any Cases

• SEER is the Author and Standard Setter for the 2018 Solid Tumors Manual

• Do Not Use CAnswer Forum for Histology Coding or Multiple Primary Questions

• Use Hematopoietic Online Database for ALL lymphoma, leukemia, plasma cell neoplasms

• 2018 Solid Tumors Manual Update - July 2019

• Quick Review of Content and Structure of Solid Tumors Manual

• ICD-O-3.2 @ IARC/WHO – where to get it & how to use it - DEMO!

• Use Solid Tumors Manual with ICD-O-3.2 to Validate Histology Code

• More Difficult Case Vignettes Determining Number of Primary Tumors, Site & Histology Coding

• SEER*Educate – Histology Coding Drills – 500 Solid Tumor Practice Cases + Hematopoietic Cases

• New FCDS Education & Training On-Line Evaluation Tool 

• Questions
5

Introduction

• SEER is the U.S. Authority for ICD-O, Solid Tumor Rules, Heme DB & Rules

• CAnswer/Ask a Pathologist/CAP/AJCC Manual 8th ed. Are NOT Used in Place of SEER 
MP/H Rules & Do Not Overrule any SEER/WHO Histology Coding Instructions

• Please Use Ask a SEER Registrar and SINQ for ICD-O-3 Coding and MP/H Rule Questions

• ICD-O is a World Standard for Cancer Registries to Code Primary Site, Histology, 
Behavior, Grade and Includes Rules for Using the International Classification

• SEER works closely with WHO/IARC/ICD-O to maintain this standard

• United States developed Solid Tumor Rules to be used with ICD-O when the ICD-O-3 
was not keeping up with the release of WHO Classification 4th editions

• Beginning 2021 there will be ANNUAL Updates to ICD-O and Solid Tumors Rules 

• Always go to SEER Inquiry when you have questions on Histology

• You may not be able to AJCC Stage some cases due to SEER/WHO/IARC Rules

6
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IMPORTANT FCDS POLICY CHANGE

• The Date of Diagnosis Changes will take place immediately - they are creating errors.

• FCDS has long recognized that medical record history and physical exams often 
include mention of a ‘history of cancer’ but provide little if any information regarding 
when or where the initial diagnosis or cancer or initial treatment occurred.  This is why 
for many years FCDS has allowed registrars to enter blanks, 9’s, or use the Date of 
Admission as a proxy for the Date of Initial Diagnosis when no information was 
available in the medical record.  This generally applied to non-analytic cases seen at 
your facility with current evidence of cancer and historical-only cases with no evidence 
of cancer reported to FCDS in the historical grid when a new cancer has been 
diagnosed (multiple primaries diagnosed over patient’s lifetime). 

• Without a valid year of diagnosis, the EDITS cannot determine which set of diagnosis 
year specific standards to apply which has led to complicated Florida-only rules for 
EDITS to point to which standards the EDITS must apply when trying to stage and 
grade cases (and the site-specific data items) and based on the Date of First Contact.  
Date of First Contact has proven not to be a very good proxy for Date of Diagnosis.

7

IMPORTANT FCDS POLICY CHANGE

• FCDS Will No Longer Accept an Unknown or Blank Date of Diagnosis
• DO NOT USE ADMISSION DATE AS A PROXY DATE OF DIAGNOSIS

• You MUST Estimate Date of Initial Diagnosis for ALL Cases
• ALL Analytic – no excuse not to estimate a recent dx for cancer you are treating

• Non-analytic with Evidence of Recurrence/Progression

• Historical case - No Evidence of one Cancer BUT evidence of another cancer

• Guidelines will be available in the July 2019 FCDS Memo

• Guidelines will be available in the 2019 FCDS DAM

• You MUST Estimate Treatment Dates when you feel they are part of 1st Course TX

• Registrars MUST use every resource available at the reporting facility to 
determine the best date of diagnosis.  In the absence of an exact date of 
initial diagnosis, you MUST estimate at least the year of diagnosis using 
your best approximation from the information available in the record. 

8
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IMPORTANT FCDS POLICY CHANGE

• Often, the History and Physical or a Consultation Report will provide clues to aid 
in estimating a date of diagnosis.  Key words and phrases such as recently, a few 
months ago, or in the distant past can provide hints to when a patient was 
diagnosed without providing an exact year or date.  However, registrars can use 
these key words and phrases to guide them when determining a reasonable 
estimated date of diagnosis.  Admission Date is a terrible proxy date for First Dx.

• Some histories provide no clues at all as to when the patient was diagnosed with 
cancer.  These can be the most difficult cases to estimate a date of diagnosis.  

• Guidelines for estimating dates are provided below bearing in mind that the 
clues in the record should be used first and will always override the guidelines.  

• These are guidelines.  No specific rules exist or are available from any program.

9

IMPORTANT FCDS POLICY CHANGE

10
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SEER is the Author and Standard Setter 
for the 2018 Solid Tumors Manual & Rules

11

Do Not Use CAnswer Forum for Histology 
Coding or Multiple Primary Questions

12
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Hematopoietic Online Database
https://seer.cancer.gov/seertools/hemelymph/

13

Lymphoid and Myeloid Neoplasms - Single/Multiple Primary & 
Histology Coding – Always Use the Online Version of the Heme DB

Hematopoietic Online Database
https://seer.cancer.gov/seertools/hemelymph/

14
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Hematopoietic and Lymphoid 
Neoplasm Coding Manual

15

2018 Solid Tumor MP/H Rules

16

Solid Tumor Rules - Revision History

1. 6/25/2018

2. 6/28/2018

3. 7/3/2018

4. 7/19/2018

5. 7/31/2018

6. 8/2/2018

7. 8/8/2018

8. 8/13/2018

9. 8/16/2018

10. 8/20/2018

11. 8/23/2018

12. 9/11/2018

13. 10/12/2018

14. January 2019

15. July 2019

https://seer.cancer.gov/tools/solidtumor/
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2018 Solid Tumor MP/H Rules

17

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

2018 Solid Tumor MP/H Rules

18
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Quick Review of Content & Structure

• General Instructions

• Definitions & Clarifications

• Ambiguous Terminology

• Review of Tables That Many Could Not View at Annual Meeting

• How to Use the Solid Tumor Manual Tables

– Primary Site Tables

– Specific Histologies, NOS, and Subtypes/Variants Tables

– Combination Histologies and Code Tables

• Solid Tumor Manual - Important Highlights

• Using ICD-O-3.2 with the Solid Tumor Rules

19

General Instructions

• TEXT ONLY RULES INCLUDE:

– General Instructions PLUS

– 10 Sets of Solid Tumor MP/H Rules

– Each Module includes Multiple Sections (Notes/Site/MP/Histology)

• Code subtypes/variants when definitively described (no modifiers) 

• Do Not Use Ambiguous Terminology to Code Histology (unless):

– Ambiguous terminology is used to determine “case reportability”

– Ambiguous terminology is not to be used to determine histology

– Ambiguous terminology such as “with features of”, etc. are no longer used 
to determine a subtype OR to determine which histology should be coded.
…..MOST OF THE TIME….

– Use the Histology (H) Rules to determine when to use or not use any 
ambiguous terminology when an ambiguous term is used to describe a 
histologic type – sometimes you use the ambiguous term to code a subtype 
or variant or mixed histology -- and sometimes you do not. 20
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General Instructions

21

Ambiguous Terminology

22
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Definitions

23

How to Use the Tables

Using the Primary Site Tables - Breast

24
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How to Use the Tables

Using the Primary Site Tables - Lung

25

How to Use the Tables
Using the Primary Site Tables - Head & Neck

26
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How to Use the Tables
Using the Primary Site Tables - Head & Neck
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How to Use the Tables
Using the Primary Site Tables - Head & Neck

28
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Colon/Rectum/Rectosigmoid

29

How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Colon/Rectum/Rectosigmoid

30
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Lung
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Lung

32
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Lung
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Breast

34
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Breast
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Breast

36
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Breast
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How to Use the Tables
Using the Specific Histologies, NOS, and Subtypes/Variants Tables

Breast

38



10/23/2019

20

How to Use the Tables
Using the Combination Histologies and Code Tables

Lung

39

How to Use the Tables
Using the Combination Histologies and Code Tables

Lung

40
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How to Use the Tables
Using the Combination Histologies and Code Tables

Lung

41

How to Use the Tables
Using the Combination Histologies and Code Tables

Breast

42
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How to Use the Tables
Using the Combination Histologies and Code Tables

Breast

43

A Few Important Highlights
Breast

44
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A Few Important Highlights
Colon/Rectum/Rectosigmoid
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A Few Important Highlights
Head and Neck

46
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A Few Important Highlights
Lung

47

A Few Important Highlights
Malignant Brain and CNS and Peripheral Nerves

48
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A Few Important Highlights
Non-Malignant Brain and CNS Tumors

49

2018 Solid Tumors Database

50

• Genetics Data & Biomarkers

• Treatment(s)

• Abstractor Notes

• Signs & Symptoms

• Diagnostic Exams

• Recurrence & Metastasis

• Epidemiology & Mortality

STDB is Still Under 

Construction
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ICD-O-3.2 Code & Behavior Updates 

51

• From: <iacr@iarc.fr>
Date: October 8, 2018 at 11:54:58 AM EDT
To: <glevin@med.miami.edu>, <dlee@med.miami.edu>
Subject: ANUSAFLO: Announcement from the IARC/WHO ICD-O Committee; IACR 2018 Reminder

• Dear Colleagues,

The IARC/WHO ICD-O Committee has updated the currently recommended ICD-O-3.1 classification. The new version, 
ICD-O-3.2, will be recommended for use from 2019. These documents are available and will remain open for feedback 
until 1 November 2018. Please visit the IACR website (newsflash) for more details: 

http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-o-3-
2&catid=80:newsflashes&Itemid=545

After the consultation period, the final version will be locked and ICD-O-3.2 pdf generated.

Reminder: Registrations are still open for IACR 2018 Arequipa, Peru this 12-15 November 2018. Details here: 
www.iacr2018.org

With thanks and best regards,

the IACR Secretariat
www.iacr.com.fr
www.iacr2018.org
iacr@iarc.fr

• ICD-O will treat modified copies of ICD-O tables, manuals and files as copyright infringement if altered or 
published by AJCC, CAP, or others without approval by IARC/WHO/ICD-O Committee – even for North America.

52

Status Histology Value Behavior Preferred Termlabel Reportable Comments

New term & code 8023 3 FALSE Midline carcinoma of children and young adults with NUT rearrangement (C30.0, C31.9, C34._)  Y

New term & code 8023 3 TRUE NUT carcinoma (C30.0, C31.9, C34._)  Y

New term & code 8023 3 FALSE NUT midline carcinoma (C30.0, C31.9, C34._)  Y

New term & code 8054 3 FALSE Condylomatous carcinoma (C60.0-C60.2, C60.9)  Y Cases diagnosed prior to 1/1/2018 use code 8051/3  All other sites use 8051/3 2018 forward

New term & code 8054 3 TRUE Warty carcinoma (C60.0-C60.2, C60.9)  Y Cases diagnosed prior to 1/1/2018 use code 8051/3  All other sites use 8051/3 2018 forward

New term & code 8085 3 TRUE Squamous cell carcinoma, HPV-positive (C01.9, 09.9,C10.2, C10.3, C10.8, C10.9, C31.0–C31.3, C31.9) Y

New term & code 8086 3 TRUE Squamous cell carcinoma, HPV-negative (C01.9,  C09.9, C10.2, C10.3, C10.8, C10.9, C31.0–C31.3, C31.9) Y

New term & code 8158 1 FALSE ACTH-producing tumor N Not reportable for all years

New term & code 8158 1 TRUE Endocrine tumor, functioning, NOS N Not reportable for all years

New term & code 8163 3 FALSE Adenocarcinoma, pancreatobiliary-type (C24.1) Y Cases diagnosed prior to 1/1/2018 use code 8255/3

New term & code 8163 3 TRUE Pancreatobiliary-type carcinoma (C24.1) Y Cases diagnosed prior to 1/1/2018 use code 8255/3

New term & code 8256 3 TRUE Minimally invasive adenocarcinoma, non-mucinous (C34._) Y

New term & code 8257 3 TRUE Minimally invasive adenocarcinoma, mucinous (C34._)  Y

New term & code 8265 3 TRUE Micropapillary carcinoma, NOS (C18._, C19.9, C20.9, C34._)  Y Cases diagnosed prior to 1/1/2018 use code 8507/3. Code 8265 is not valid for C50._. Use 8507 for micropapillary adenocarcinoma in breast primaries  

New term & code 8265 3 FALSE Micropapillary adenocarcinoma (C34._)  Y Cases diagnosed prior to 1/1/2018 use code 8507/3. Code 8265 is not valid for C50._. Use 8507 for micropapillary adenocarcinoma in breast primaries 

New term & code 8339 3 TRUE Follicular thyroid carcinoma (FTC), encapsulated angoinvasive (C73.9) Y

New term & code 8474 3 TRUE Seromucinous carcinoma (C56.9)  Y

New term & code 8509 2 TRUE Solid papillary carcinoma in situ (C50._)  Y

New term & code 8509 3 TRUE Solid papillary carcinoma with invasion (C50._)  Y

New term & code 8519 2 TRUE Pleomorphic lobular carcinoma in situ (C50._)  Y ICD-O-3 rule F DOES NOT APPLY to code 8519. Invasive pleomorphic lobular carcinoma is coded 8520/3 

New term & code 8552 3 TRUE Mixed acinar ductal carcinoma  Y Cases diagnosed prior to 1/1/2018 use code 8523/3 

New term & code 8594 1 TRUE Mixed germ cell sex cord-stromal tumor, unclassified (C48.2, C56.9, C57.9) N Not reportable for all years

New term & code 8714 3 FALSE Malignant perivascular epithelial cell tumor  Y

New term & code 8714 3 TRUE PEComa, malignant   Y

New term & code 8714 3 FALSE Perivascular epithelioid cell tumor, malignant   Y

New term/behavior 8815 1 TRUE Solitary fibrous tumor/hemangiopericytoma Grade 2 (CNS) (C71._) Y Reportable for CNS ONLY

New term & code 8975 1 TRUE Calcifying nested epithelial stromal tumor (C22.0)  N Not reportable for all years

New term & code 9045 3 TRUE Biphenotypic sinonasal sarcoma (C30.0, C31.0-C31.3, C31.8, C31.9)  Y

New term & code 9086 3 TRUE Germ cell tumors with associated hematological malignancy (C37.9) Y

New term & code 9137 3 TRUE Intimal sarcoma  Y

New term & code 9137 3 FALSE Pulmonary artery intimal sarcoma  Y

New term & code 9385 3 TRUE Diffuse midline glioma, H3 K27M-mutant (C71._)  Y

New term & code 9395 3 TRUE Papillary tumor of pineal region (C75.3) Y Cases diagnosed prior to 1/1/2018 use code 9361/3 

New term & code 9396 3 TRUE Ependymoma, RELA fusion-positive (C71._)  Y

New term & code 9425 3 TRUE Pilomyxoid astrocytoma (C71._) Y Cases diagnosed prior to 1/1/2018 use code 9421/3  

New term & code 9431 1 TRUE Angiocentric glioma (C71._) Y Cases diagnosed prior to 1/1/2018 use code 9380/1 

New term & code 9432 1 TRUE Pituicytoma (C75.1) Y Cases diagnosed prior to 1/1/2018 use code 9380/1 

New term & code 9445 3 TRUE Glioblastoma, IDH-mutant (C71._)  Y

New term & code 9475 3 TRUE Medulloblastoma, WNT-activated (C71._)  Y

New term & code 9476 3 TRUE Medulloblastoma, SHH-activated and TP53 mutant (C71._)  Y

New term & code 9477 3 FALSE Medulloblastoma, group 3 (C71._)  Y

New term & code 9477 3 FALSE Medulloblastoma, group 4 (C71._)  Y

New term & code 9477 3 TRUE Medulloblastoma, non-WNT/non-SHH (C71._)  Y

New term & code 9478 3 FALSE Embryonal tumor with multilayered rosettes C19MC-altered (C71._)  Y

New term & code 9478 3 TRUE Embryonal tumor with multilayered rosettes, NOS (C71._)  Y

New term & code 9509 1 FALSE Diffuse leptomeningeal glioneuronal tumor (C71._)  Y Cases diagnosed prior to 1/1/2018 use code 9505/1 

New term & code 9509 1 TRUE Papillary glioneuronal tumor (C71._)  Y Cases diagnosed prior to 1/1/2018 use code 9505/1 

New term & code 9509 1 FALSE Rosette-forming glioneuronal tumor (C71._)  Y Cases diagnosed prior to 1/1/2018 use code 9505/1 

New term & code 9542 3 TRUE Epithelioid malignant peripheral nerve sheath tumor  (C47.0-C47.6, C47.8, C47.9)  Y

ICD-O-3.2 New Histology Codes with New Terms - Only

mailto:iacr@iarc.fr
mailto:glevin@med.miami.edu
mailto:dlee@med.miami.edu
https://na01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.iacr.com.fr%2Findex.php%3Foption%3Dcom_content%26view%3Darticle%26id%3D149%3Aicd-o-3-2%26catid%3D80%3Anewsflashes%26Itemid%3D545&data=02%7C01%7C%7C0ece441d8f2b4efa39b708d62d3a56b4%7C2a144b72f23942d48c0e6f0f17c48e33%7C0%7C0%7C636746125913730862&sdata=pJQZ%2Bvg0KzMGwMfCP4sM209M4uJTS9O3%2B3oh5nukC0c%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.iacr2018.org&data=02%7C01%7C%7C0ece441d8f2b4efa39b708d62d3a56b4%7C2a144b72f23942d48c0e6f0f17c48e33%7C0%7C0%7C636746125913740880&sdata=PwNlMj1NxBfinnCfYRGDf%2F%2BxAtKAsmzFHPLbtfaB%2Bbs%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.iacr.com.fr&data=02%7C01%7C%7C0ece441d8f2b4efa39b708d62d3a56b4%7C2a144b72f23942d48c0e6f0f17c48e33%7C0%7C0%7C636746125913740880&sdata=9q%2FG3fF%2BKNcbqYcUe4Cl7Sb8Wb6bM6GaFnG7eLd6FmE%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.iacr2018.org&data=02%7C01%7C%7C0ece441d8f2b4efa39b708d62d3a56b4%7C2a144b72f23942d48c0e6f0f17c48e33%7C0%7C0%7C636746125913750881&sdata=nDYZa5b2SVGum8I7gH7LbOs6bmYKi%2Fqvm8Ja5MmCnPw%3D&reserved=0
mailto:iacr@iarc.fr
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IARC/WHO and ICD-O-3.2
http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-o-3-2&catid=80:newsflashes&Itemid=545

53

ICD-O-3.2 – complete histology table

54

http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-o-3-2&catid=80:newsflashes&Itemid=545

http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-o-3-2&catid=80:newsflashes&Itemid=545
../../ICD-O-3.2_MFin_02082019_web.xls
http://www.iacr.com.fr/index.php?option=com_content&view=article&id=149:icd-o-3-2&catid=80:newsflashes&Itemid=545
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2021 – All Bets are off…

55

More Data Requirements – NPCR/SEER/CoC

Annual Updates to Solid Tumor Rules

Annual Updates - ICD-O-5

New Research to Add New SSDI and Text Requirements in Diagnostics 

(Imaging and Histology), Biomolecular Genetics, Lab Tests,  Anti-

Neoplastic Agents, Radiation Therapy Techniques, Target Agents, etc.

What you need - right now

• 2018 Solid Tumor Rules – July 2019 Revision

• Hematopoietic/Lymphoid DB & Manual – Use the On-Line Version Only!!

• ICD-O-3 Purple Book – Original ICD-O-3

• ICD-O-3.2 Excel Table – Proxy ICD-O-4

• New ICD-O-3.2 Histology Codes – Slide #49

• 2018 FCDS DAM – Appendix R – ICD-O-3 Updates for 2018

• FCDS Requirement for Unknown Date of Diagnosis – 8/1/2019 – ALL CASES

56
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Case #1

Patient with 2 year diagnosis of Waldenstrom Macroglobulinemia
(WM) with interferon therapy with new finding of Chronic Lymphocytic 

Leukemia (CLL) just 3 days ago. 

# Primaries? One – Demo Code Lookup & MP Calculator

Histology #1? 9761/3 – Waldenstrom Macroglobulinemia

Histology #2?  CLL/SLL (9823/3) = same primary as WM –
So, code histology using the original 1st dx.

57

WM

CLL/SLL

Case #2
Patient with CML (chronic myelogenous leukemia) diagnosed in 

2015 with recent progression to AML (acute myelogenous
leukemia) with minimal differentiation and a noted loss (deletion) 

of chromosome 5 [del(5q)] and chromosome 7 [del(7q)].

# Primaries? Two – chronic to acute is 2 primaries

Histology #1? 9863/3 – CML (BRC/ALB1 status unknown)

Histology #2? 9872/3 – AML with minimal differentiation

58

CML

AML
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Case #2

59

9872/3 – AML with minimal differentiation9863/3 – CML with unknown BCR-ABL1

Case #3
Patient with 2 year history of CLL/SLL (chronic lymphocytic leukemia/small 

lymphocytic lymphoma) with new diagnosis of BCR/ABL1 positive CML 
(chronic myeloid leukemia).

# Primaries? Two – one lymphoid and one myeloid

Histology #1? 9823/3 (CLL/SLL)

Histology #2? 9875/3 (CML – BCR/ABL+)

60

Lymphoid Neoplasms (lymphoma, chronic or acute 
lymphoid leukemia and plasma cell neoplasms including 
plasma cell myeloma) ARE ALWAYS A DIFFERENT PRIMARY 

than Myeloid Neoplasms (myeloproliferative (MPN), 
myelodysplastic (MDS), chronic myeloid leukemia or 

acute myeloid leukemia) – Arise from different cell origins.



10/23/2019

31

Case #4
Patient had stereotactic left breast UOQ core biopsy showing DCIS, 
intermediate grade, with comedo necrosis and microcalcifications.  
Another core biopsy one month later showed low-grade DCIS with 

microcalcifictaions.  Excision one week after showed invasive cribriform 
carcinoma, grade II with margins uninvolved.  No tumor size 

documented, no nodes examined. 

Primary Site? UOQ Left Breast – C50.4

Histology? Code to DCIS or Comedo or Cribriform?

Answer:  Code the invasive histology when in-situ and invasive 
carcinoma are present.  Cribriform Carcinoma is one of the only 
subtypes of ductal carcinoma we still code. Use Subtypes Table

Code Invasive Cribriform Carcinoma, Grade II = 8201/3

61

Case #4

62

The tumor was not described as having features of cribriform 
carcinoma but rather as cribriform carcinoma.   Cribriform 

Carcinoma is in the Breast Subtypes Table showing that when 
not described as ‘features’ or ‘architecture’ that you assign 
code 8201/3 not 8500/3. The term ‘comedo necrosis’ would 

never be used even if the tumor was all in-situ.
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Case #5

Patient with biopsy of perianum shows Paget Disease of perianal skin. 
Two weeks later patient had endoscopy with biopsy of a rectal polyp 

with foci of invasive adenocarcinoma arising from a tubulovillous
adenoma (margins free) and wide excision of anal squamous 

intraepithelial neoplasia grade 3 (AIN-3) w/ Paget Disease - no invasion.

# Primaries? Two – adenocarcinoma and squamous AIN 3

Primary Site(s)? C20.9 (rectum) and C21.0 (anus)

Histology 1? 8140/3

Histology 2? 8077/2

63

Case #5

Where are the AIN III Rules and the extra-mammary Paget Disease Rule?

The rules for both are found in the Other Sites Chapter as they involve all 
of the intraepithelial neoplasia Grade III Sites – vulva, vagina, and anus.

(NOTE:  PAIN III is a ductal/glandular intraepithelial neoplasm – 8148/2)

The instruction for extra-mammary Paget Disease for anus, perianal 
region or vulva are also found in the Other Sites Rules

64
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Case #6
Incidentally found Left lower lobe lung mass when chest x-ray was taken for 
arthritis follow-up.  Chest x-ray showed a subtle nodular density overlying the left 
peripheral lung field.  This is reported to be new from prior chest x-ray.  

CT Chest: Multiple pulmonary nodules, left lower lobe, the largest measures 
1.4cm, demonstrates a spiculated contour and lies in the left lower lobe.

PET: 1.7cm metabolically active left lower lobe nodule consistent with biopsy-
proven non-small cell carcinoma of the left lower lobe. Non-enlarged minimally 
active bilateral hilar lymph nodes, likely reactive in nature.  

Left lower lobe core biopsy shows non-small cell carcinoma, favor lung primary.  

Left lower lobe wedge resection converted to left pneumonectomy with 1.5cm 
moderately differentiated acinar predominant adenocarcinoma (60%) with 
lepidic predominant 15%, and solid predominant 25%, 0/9 hilar nodes involved, 
tumor invades visceral pleura, no LVI, free margins, pT2 N0.  

EGFR – neg, BRAF – positive, PD-L1 – expressed, ROS1 –neg, ALK FISH – neg.

Histology Code? 8551/3 – Acinar Adenocarcinoma of the Lung
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Case #6
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Multiple References Found in 
Notes, Subtypes Table, Rule H7 & 

Example 1 under Rule H7
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Case #7

Patient with non-invasive transitional cell/urothelial carcinoma of the bladder in 2007, now seen 
with urothelial carcinoma in-situ of bladder in 2018.  Is this one primary or two based on the time 
interval between cancers or non-invasive versus in-situ since both are behavior = /2 (non-invasive 
and in-situ)?

Answer: Abstract only one urothelial/transitional cell carcinoma non-invasive/in-situ (behavior = /2) 
only (forever) followed by the possibility of only one invasive (behavior = /3) urothelial/transitional 
cell carcinoma (forever) - that is all that we will allow at most – Two urothelial carcinoma abstracts 
– one /2 and one /3 - ever.  There is ONLY ONE EXCEPTION to urothelial carcinoma type (below)…

‘Micropapillary’ is the ONLY urothelial carcinoma histology/behavior exception (8131/2 or 8131/3).

If a new histology is NOT urothelial (i.e. pure squamous cell or pure small cell carcinoma or pure 
adenocarcinoma) – then the case will be a new cancer. NEVER code a subtype for urothelial 
carcinoma such as urothelial carcinoma with squamous cell features, or with small cell features.

There is no 3 year rule between diagnosis dates or any other timing rule for urothelial carcinoma of 
bladder. Urinary System Rule # M7 for in-situ and # M9 for invasive. #M8 is micropapillary exception.

There is only one primary non-invasive (behavior = /2) urothelial carcinoma of the bladder - ever.  
There is only one invasive (behavior = /3) – ever.  Exception for 8131/2 or 8131/3 – only.

The only other possible bladder primary would have to be a different pure histologic type that is 
not urothelial/transitional cell carcinoma with or without features of other carcinoma type.
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Case #7
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Case #8

Patient with right kidney cancer treated with surgery of radical nephrectomy 
which shows a unifocal/single tumor, 7.5cm that is a mucinous, tubular, and 

spindle cell renal cell carcinoma, pT1b, WHO/ISUP Nuclear Grade 2/4.  Tumor is 
confined within the renal parenchyma.  All margins negative.

Histology Code: 8480/3 (mucinous adenocarcinoma) – not mixed.
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Case #8

Patient with right kidney cancer treated with surgery of radical nephrectomy 
which shows a unifocal/single tumor, 7.5cm that is a mucinous, tubular, and 

spindle cell renal cell carcinoma, pT1b, WHO/ISUP Nuclear Grade 2/4.  Tumor is 
confined within the renal parenchyma.  All margins negative.

Histology Code: 8480/3 (mucinous adenocarcinoma) – not mixed.
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Case #9

Patient had a FNA of lung showing adenocarcinoma by cytology but bone 
metastasis is showing small cell carcinoma by FNA cytology. Do I abstract this as 
two primaries (adenocarcinoma and small cell carcinoma)?  Is the FNA 
diagnostic from the primary site or from a metastatic site - both? Treated with 
carboplatin, etoposide, and Tecentriq.  Is this helpful if no final diagnosis is given?

FNA left upper lobe mass; rare atypical epithelial cells suspicious for non-small 
cell carcinoma favor adenocarcinoma. A definitive diagnosis cannot be made 
on this scant biopsy material. The obtaining of additional diagnostic material is 
recommended.

FNA left iliac bone; positive for malignancy, favor small cell carcinoma

Core Biopsy left upper lobe mass; positive for malignancy, small cell 
neuroendocarine carcinoma, high grade

Now What Do I Do???

71

Case #9

• This case is a tough call for which you might need to verify with oncology.

• FNA cytology must always be later proven to be malignant for any type when 
ambiguous terms are used to describe the findings as in all of the FNA reports 
for this patient. So, you cannot take either adenocarcinoma or small cell 
carcinoma as diagnostic – both say suspicious or favor – ambiguous terms.

• The core biopsy should be used as more representative – but not much more.

• However, if you look this drug up on internet – and you may need to do this in 
some instances – Tecentriq was approved by the FDA in March 2019 to be 
used as first-line therapy in combination with chemotherapy (carboplatin and 
etoposide) and is the first and only cancer immunotherapy approved for the 
initial treatment of extensive-stage small cell lung cancer (ES-SCLC)

• So, the conclusion without confirmation by medical oncology would be 
extensive stage small cell lung cancer (ES-SCLC) based on treatment regimen 
and not solely based upon the FNA findings which were all ‘ambiguous’.
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Case #10

Patient with diagnosis of SEIC (serous intraepithelial carcinoma of 
the endometrium).  I have never heard of this histology before.  Is 
this a reportable cancer of the endometrium?  Are there any GYN 
Multiple Primary/Histology Coding Rules to Reference? The 
pathologist & surgeon both staged her pT1a FIGO 1A.  Doesn’t this 
indicate the cancer is malignant not in-situ/intraepithelial?  They 
treated her with low dose brachytherapy, Carboplatin and Taxol 
chemo after hysterectomy.  What is histology code and behavior?

Primary Site: Endometrium (C54.1)

Histology Code: 8441/2 (SEIC – serous intraepithelial 
carcinoma of the endometrium)

73

Bonus Case/Question #1

• For the new histology codes for Head and Neck HPV positive Squamous Cell 
Carcinoma (8085/3) and HPV Negative Squamous Cell Carcinoma 
(8086/3), can we use the p16 status to use these histology codes or do we 
need to have the HPV ISH/PCR test results to use these histology codes?

• ANSWER:  Per H&N Instructions in Solid Tumor Manual, “HPV-positive is not 
equivalent to HPV-mediated (p16+). HPV-type 16 refers to virus type and is 
different from p16 overexpression (p16+). HPV status is determined by tests 
designed to detect viral DNA or RNA. Tests based on ISH, PCR, RT-PCR 
technologies detect the viral DNA or RNA; whereas, the test for p16 
expression, a surrogate marker for HPV, is IHC. HPV testing must be positive 
by viral detection tests in order to code histology as 8085.”

• The new codes 8085/3 and 8086/3 are restricted via edits to specific site 
codes.  So, you can use the HPV testing for histology coding but the 
histology code of 8085 or 8086 may not be allowed for certain site/histology 
combinations in validation edits at this time – though the site-specific status 
is not indicated in the histology coding tables from WHO/IARC or SEER. 74
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Bonus Case/Question #1

• Why is this important:  HPV status, p16 status, basaloid differentiation 
and keratinization in squamous cell carcinoma of the head and neck 
and particularly in the oral cavity are significant prognostic factors in 
oropharyngeal squamous cell carcinoma.  These are particularly 
important for oral cavity neoplasms.  But, not as significant for the 
oropharyngeal sites. 

• Patients with p16 negative, non-basaloid and non-keratinizing tumors 
of the oral cavity and oropharynx have prognostic advantage over 
those with p16 positive testing, basaloid histologic features and non-
keratinization of the neoplasm on H&E staining.
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Bonus Case/Question #2
• Clarification needed for using Keratinization in Head and Neck Rules, when can 

we use keratinizing squamous cell carcinoma? My pathologists are still using the 
keratinizing histology.  However, in previous webinars we were told not to use the 
keratinizing code but just code squamous cell carcinoma, NOS (8070/3).

• ANSWER:  The term, rules and corresponding instructions for assigning the histology 
code for keratinizing squamous cell carcinoma have not changed.  When the 
information is provided that the neoplasm is a keratinizing squamous cell 
carcinoma; assign the correct code 8071/3 not 8070/3.  

• Why is this important?  “Keratinization is a histologic feature on hematoxylin-eosin 
staining that is independently associated with adverse outcomes in head and 
neck cancer, particularly oral cavity squamous cell carcinoma. Keratinizing 
tumors are more likely to have advanced-stage disease at presentation and to 
be p16 negative.  

• However, the prognostic value of keratinization and p-16 status have not been 
demonstrated in oropharyngeal squamous cell carcinoma.”

• “Patients with nonkeratinized oropharyngeal squamous cell carcinoma have 
improved survival compared with those with keratinizing tumors. Information on 
keratinization is most useful prognostically in those who have p16-negative and 
nonbasaloid tumors and in patients who are smokers. Survival can be stratified 
using keratinization, p16 status, and smoking status.”

76JAMA Otolaryngol Head Neck Surg. 2015;141(3):250-256. doi:10.1001/jamaoto.2014.3335
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Bonus Case/Question #3

• When a patient has a diagnosis of a lymphoma and has multiple lymph node regions 
involved at time of diagnosis; is the correct primary site C77.8, C77.9 or C80.9?

• ANSWER:  When a patient has involvement of more than one Lymph Node REGION 
(see Hematopoietic & Lymphoid Neoplasms MP/H Manual – 2018 for regions) involved 
at diagnosis (Stage II, III and some stage IV) the primary site should be C77.8 not C77.9.  

• Note:  Extranodal primary lymphoma cannot be determined by histologic type or 
subtype of lymphoma.  It can only be determined by physical exam, biopsy or 
imaging noted involvement of solid organ(s) not including lymphoid organs, and not 
by histologic type or subtype of the lymphoma.   C77.9 would be preference in cases 
when it is not known if one or more nodal regions are involved at time of diagnosis or if 
the case is an extranodal lymphoma – not unknown C80.9 unless rules state otherwise.

• When do you use primary site C80.9 for lymphoma cases? 

• ANSWER:  This is a really old rule from SEER.  The use of primary site code C80.9 for 
lymphoma is highly discouraged even when the primary is unknown.  The assumption is 
that lymphoma will always begin in lymph node(s) or lymphoid organ(s).  The primary 
site should be C77.9 in this case – not C80.9 unless otherwise instructed in the rules.
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Bonus Case/Question #4

• New Patient with bilateral Ocular MALT Lymphoma.  

• Do we use the Solid Tumor Rules for Other Sites which instruct the 
registrar to abstract this paired organ as 2 primaries?

• Do we use the Hematopoietic Manual which instructs the registrar to 
abstract this as a single primary (M2) which includes involvement by 
lymphoma including both sides of a paired extranodal organ?

• ANSWER:  This case was included to ensure that registrars understand 
there are Multiple Primary Rules available for both the Solid Tumors and 
the Lymphoid and Myeloid Neoplasms and that the rules are different 
depending on site and histology.  You MUST use the correct manual.

• Use the Hematopoietic Manual for lymphoma, leukemia, plasma cell 
neoplasms and use the Solid Tumor Manual for solid tumors – only.  

• The answer is that this is a single primary MALT Lymphoma.
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Bonus Case/Question #5

• We have had a community cancer concern regarding DIPG (diffuse intrinsic 
pontine glioma) for several years from a father who lost a child to this awful brain 
cancer. In 2017, there was no histology code, they were all categorized within 
malignant glioma, NOS (9380/3). In the 2018 Updates to ICD-O-3 there is a new 
histology code for ‘diffuse midline glioma, H3 K27M-mutant (9385/3). Is this a diffuse 
intrinsic pontine glioma (DIPG) code?  What if I don’t have the mutation info?

• ANSWER:  yes, this is a new code for DIPG.  And yes, we need to be sure that 
registrars working with pediatric records know this.  This is a high-grade glioma 
usually found in kids age 5-9 years, occasionally adolescents (rarely in adults).

• The primary site should be C71.7 (pons or brainstem) in all cases with histology code 
9385/3 only when the mutation is specifically annotated.  The pons is part of the 
brainstem that links the main brain to the spinal cord or more specifically the 
medulla oblongata to the thalamus.  Tumors in the brainstem are high grade and 
particularly aggressive, hard to treat, and always a community concern because 
they primarily effect young kids and almost always result in death at a young age.

• You have to look for the mutation.  Always code C71.7 not C71.9 so we can identify 
these very important pediatric tumors and differentiate them from GBM. Try not to 
use glioma, NOS (9380/3) or glioblastoma multiforme code (9440/3) for these cases.

• This is not clearly annotated in the ICD-O-3 Updates – Pediatrics NOTE.
79

Bonus Case/Question #5

• The pons controls many of the body’s most vital functions including breathing, heart rate and 
breathing.  DIPG is a very important ‘new’ histology when there is genetic testing of the 
neoplasm showing H3 K27M mutation. By making sure our Pediatric Cancer Programs are 
aware of this new code for “diffuse midline pontine glioma” we can better identify these cases 
for cancer cluster investigations and can better distinguish them from the NOS glioma cases or 
the glioblastoma multiforme cases often coded to other brain sites including C71.9…but, we 
can improve this with increased awareness. Code Primary Site to C71.7 so we can find them.

• There are no specific rules in the Solid Tumor Rules for Malignant Brain & CNS Tumors that instruct 
registrars when to use the code if no mutation stated - yet.  We hope to add this in the future.
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SEER Coding Drills for Dx Year 2018 Histologies

• SEER*Educate just released on August 30, 2019 - 110 hands-on coding
exercises for coding primary site, histology, and behavior and to reinforce the
use of 2018 ICD-O-3 Updates/ 2018 Solid Tumor Rules. Most cases show how
to use the Solid Tumor Rules with New Codes

• Check personal coding skills and ability to follow the Solid Tumor Rules under 
the Training Menu/CTR Prep Tests/CTR Prep – Coding Drill – Dx 2018 Histology 
(Solid Tumors) on the SEER*Educate Website https://educate.fredhutch.org/

– Colon, Rectosigmoid, and Rectum (10 cases)

– Cutaneous Melanoma (10 cases)

– Head & Neck (10 cases)

– Kidney (10 cases)

– Lung (20 cases)

– Malignant CNS and Peripheral Nerves (10 cases)

– Non-Malignant CNS (10 cases)

– Urinary (10 cases)
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Don’t Forget to Demonstrate the Site

150 More SEER Coding Drills  for 2018 Histologies

• October 14, 2019 SEER*Educate released
another 150 hands-on coding exercises to
reinforce the use of the 2018 ICD-O-3
Updates and the 2018 Solid Tumor Rules.

• SEER plans to release 145 more cases in
November and another 105 in December.

82Log in or sign up at SEER*Educate today by visiting https://educate.fredhutch.org/ and Learn by Doing! 

https://educate.fredhutch.org/
https://educate.fredhutch.org/Index.aspx
https://educate.fredhutch.org/Index.aspx
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New FCDS Post-Training Survey Tool
• FCDS has developed a new on-line post-training survey tool to better 

understand how well our state education and training program components 
(annual meeting, webcasts, abstracting basics course, etc.) are meeting our 
state cancer registrar training needs.  This tool will provide feedback on our 
individual education and training offerings to meet a new NPCR requirement.

• You will get a notification from Go To Meeting with a link to the survey tool.  
Please help us to improve our state education program and to evaluate our 
state-provided education and training tools, programs, webinars, and more.
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