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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 2021 FCDS
Educational Products 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 and CEU Certificate
Go to Courses – then Available Courses then Enroll

This webinar is a 2-hour CEU ‘freebie’.  But, you must register for the course in FLccSC to get your 
CEU Certificate and be awarded the CEUs – 2 Category A CEUs.  Thank you.  Steve
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enroll

Courses

Why is He Spending 2 Hours Covering This?

BORING BORING BORING BORING BORING BORING

4Is He Finished, yet?  Wake me when it’s over.Seriously?

3

4



10/20/2021

3

Outline – it’s a map!

➢Introduction to the 2021 FCDS DAM

➢Confidentiality/Patient & Facility Privacy/HIPAA Exemption

➢Florida State Law/DOH Regulations/National Legislation

➢Section I – Guidelines for Cancer Reporting

➢Section II – General Abstracting Instructions (by Section)
➢Registry Information

➢Patient Demographics

➢Tumor Information

➢Cancer Staging

➢Site Specific Data Items

➢Treatment Information

➢Appendix A – S (Highlight - Appendix C, F, G, H, L, O, Q, R, S)

➢Questions
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Google Maps go Everywhere
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Outline – it’s a map!
Table of Contents

Use the Table of Contents or The Adobe Find Feature          in the View Menu to Navigate to a Topic of Interest

Introduction to the 2021 FCDS DAM
❑DOH Contracts with University of Miami School of Medicine/Sylvester Comprehensive Cancer Center for FCDS Operations - 1978

❑Every Florida Healthcare Facility has an FCDS Start Date of 1/1/1981 (or the Date the Facility Opened after 1981)

❑Florida Statute – PUBLIC HEALTH – Title XXIX – Chapter: 381, 385.202, 395, 405, 408.07

❑Florida Administrative Code – Chapter 64D-3 – Rules: 64D-3.003, 3.006, 3.029, 3.031, 3.034

❑Public Law 107-260 – National Program of Cancer Registries (NPCR) – FCDS joins NPCR in 1995

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

❑HIPAA Exemption – HIPAA Privacy Rule – 45 CFR 164.512(b) – Disclosures for Public Health Activities - The HIPAA Privacy Rule 
recognizes the legitimate need for public health authorities and others responsible for ensuring public health and safety to have 
access to protected health information to carry out their public health mission. The Rule also recognizes that public health reports 
made by covered entities are an important means of identifying threats to the health and safety of the public at large, as well as 
individuals. Accordingly, the Rule permits covered entities to disclose protected health information without authorization for 
specified public health purposes. Covered entities are required reasonably to limit the protected health information disclosed for 
public health purposes to the minimum amount necessary to accomplish the public health purpose. Examples of a public health 
authority include State Health Departments and the Centers for Disease Control and Prevention 

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

8

7

8



10/20/2021

5

Who Reports Abstracts, Encounter Information, 
Vital Records or Other Data to FCDS?
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Other Key Sources of Data

AHCA In-Patient Discharge Data
AHCA Ambulatory Care Encounter Data

Vital Records Data
Other State Registry on Florida Cancer Cases

E-Pathology Cases
E-Claims Data

TOTAL RECORDS PROCESSED ANNUALLY = 6 million

Grand Canal
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Section I – Guidelines for Cancer Reporting
If your facility participates in the diagnosis, staging, treatment, or continuing care of a patient during the first course of 

treatment, progression of disease or disease recurrence the case must be reported to FCDS.

➢If any diagnostic, staging, or other evaluative studies are conducted at your facility (diagnostic imaging, re-biopsy, sentinel node 
biopsy, surgical resection or other staging or treatment, etc.) your facility must report the case regardless of the Class of Case.

➢NO TREATMENT” is a different treatment decision than “Active Surveillance or “Watchful Waiting”
➢Patients whose “First Course of Therapy” is “Active Surveillance” or “Watchful Waiting” Active Surveillance cases are usually low 

grade, slow growing, early stage neoplasms that may not require intervention at this time.

➢ ‘No Treatment’ cases are usually patients with advanced or untreatable disease or when the patient has other comorbid factors that 
prohibit cancer treatment of any kind.

➢“Consult-Only” and “Second Opinion” cases MAY be an exception to reporting depending upon what took place at the facility to 
confirm a diagnosis or establish or confirm the validity of a proposed treatment plan.

➢Anytime a new test is ordered by your facility – your facility becomes part of the patient care for this cancer and the case is no 
longer a consult only, regardless the class of case assigned – and regardless of how the CoC asks you to assign the Class of Case.
➢ Exception 1: Patients undergoing planned first course or later course long-term hormonal treatment for breast or prostate cancer that continue 

to demonstrate no active neoplasm should not be reported.

➢ Exception 2: Patients seen in an ambulatory care setting for “port-a-cath” placement only where no chemotherapeutic or anti-neoplastic 
agent(s) is injected into the port do not need to be reported.

➢ Some Florida healthcare facilities including Commission on Cancer/American College of Surgeons accredited cancer programs may wish to track ‘port-a-cath’ 
placement visits voluntarily as part of monitoring the full continuum of patient care available and monitored under the care of the facility for completeness.

➢Emergency Room with Mention of Cancer – No Other Information – cannot code what you do not know – not enough info to abstract

11

Case Eligibility
Reportable Patients

Reportable Patients Include:
A. all patients with an active, malignant neoplasm (in-situ or invasive), whether being treated or not 

(includes “active surveillance” cases) – with limited exceptions such as CIN III and PIN III,

B. all patients with an active, benign or borderline brain or central nervous system (CNS) tumor, 
diagnosed on or after 01/01/2004, whether being treated or not (includes active surveillance)

C. Note: Patients with ‘chronic’ neoplastic diseases such as chronic leukemia, myelodysplastic 
syndromes and myeloproliferative diseases, or other lymphoid/myeloid neoplasms designated as 
‘chronic’ disease always have some level of active disease and must be reported. They may 
described as being in a ‘clinical remission’. However, the chronic nature of their disease makes them 
always reportable, regardless of clinical status. These are never totally disease free cancers.

D. all patients undergoing prophylactic, neoadjuvant, or adjuvant therapy for malignancy,

E. all patients undergoing ‘active surveillance’ or ‘watch and wait’ approach to therapy,

F. patients seen as in-patient, out-patient, or in-clinic are reportable,

G. all patients diagnosed at autopsy,

H. all patients with only a clinically diagnosis (imaging, physical exam, physician statement of diagnosis)

I. all historical cases that meet FCDS reportable guidelines.
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Case Eligibility
Not Reportable Patients

Not Reportable Patients Include:

A. patients in remission (NED) and not receiving prophylactic or adjuvant therapy,

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

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

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

E. patients with specific types of cancer that are not reportable – do not abstract

13

Case Eligibility
Reportable Neoplasms

➢FCDS Requires all neoplasms with behavior of /2 (in-situ) or /3 (malignant) be reported to FCDS with minor exclusions including; CIN III and PIN III or CIS of cervix or 
prostate.
➢ AIN III (anus or anal canal only), LCIS, PeIN III, VAIN III, VIN III, PanIN III,

➢ Glandular Intraepithelial Neoplasia Grade III of Esophagus – only

➢ Glandular Intraepithelial Neoplasia Grade III (high grade dysplasia) only when the pathologists states ‘in-situ’ adenocarcinoma

➢ In Utero Diagnosis and Treatment

➢ Early or Evolving Melanoma, in-situ and invasive

➢ ALL Gastro-Intestinal Stromal Tumors (GIST)

➢ Most Thymoma Neoplasms

➢ Specific Neoplasms of Skin – Kaposi Sarcoma, Malignant Melanoma, Merkel Cell Carcinoma, Mycosis Fungoides, Sebaceous Adenocarcinoma, Sweat Gland Adenocarcinoma, 
Eyelid and Lip Cancers

➢ More Specific Neoplasms of Skin – BCC/SCC of Genital Skin Sites (labia, vagina, scrotum, clitoris, penis, prepuce, vulva)

➢Clarification of /2 and /3 Pancreatic Neoplasms – October 2021 FCDS Memo Clarification
IPMN Path Description must include at least one of the clarifying descriptive terms below;
➢ IPMN, with high grade dysplasia
➢ IPMN, non-invasive
➢ IPMN, in-situ
➢ IPMN, associated with invasive carcinoma
➢ IPMN, invasive

➢All benign, borderline, malignant tumors of the Brain, Central Nervous System, Cranial Nerves, Intracranial Glands, Meninges and (/3) Peripheral Nerve Tumors.

➢Specific Neoplasms Reportable – sphenoid wing meningioma, glomus jugular tumor, carotid body tumor – pilocytic juvenile astrocytoma 9421/3 not 9421/1
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Case Eligibility
Reportable Neoplasms

15

Case Eligibility
Reportable Neoplasms

16

Reportable Tumors:
• Benign/Borderline/Malignant Primary Tumors of Brain & CNS and Intracranial Glands

o Meninges, Brain, Spinal Cord, Cranial Nerves and Other Pars of CNS – plus the Intracranial Glands
o ICD-O Topography Codes: C71.0-C72.9, C75.1, C75.2, C75.3

• Primary Malignant Tumors of Peripheral Nerves, Ganglion and Tumors of the Autonomic Nervous System (C47.*)
o ICD-O Topography Codes: C47.0-C47.9

WHO revised the histology/behavior for a number of these neoplasms in 2016 and in 2021 – changing from not reportable to reportable.
• WHO published the 4th edition of Classification of Tumors of the Central Nervous System in 2007.
• WHO published a Revised the Fourth Edition in 2016. A lot of changes to behavior codes and classifications in this revision.
• WHO also published the 5th edition of Classification of H&N Tumors in 2021 that included updates to the H&N Paraganglioma.
• WHO published the 5th edition of Classification of Tumors of the Central Nervous System in 2021.

Registrars must use the following 2 sources to ensure they are using the correct histology/behavior for newly reportable neoplasms.
• ICD-O-3.2 Histology Code List from WHO/IACR – the official version from the WHO website – it is a free download
• NAACCR ICD-O-3.2 HISTOLOGY CODE AND BEHAVIOR UPDATE for 2021

• Includes histology/behavior code changes for paragangliomas and Brain/CNS codes

The ‘newly re-classified as malignant tumors’ of autonomic nervous system are still ‘under the radar’ for many registrars, especially:
• Carotid body paraganglioma
• Laryngeal paraganglioma
• Middle ear paraganglioma
• Paraganglioma, NOS 
• Vagal paraganglioma
• Paraganglioma, NOS
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Case Eligibility
Not Reportable Neoplasms

➢Non-invasive follicular thyroid neoplasm with papillary features (NIFTP) is not reportable.      

➢BCC/SCC of non-genital skin sites are not reportable – skin with histology code 8000-8110

➢AIN III of Perianal Skin is not reportable. 

➢Dermatofibrosarcoma Protuberans is not reportable.

➢Low Grade Appendiceal Mucinous Neoplasm (LAMN) is not reportable (8480/1 in the 2018 ICD-O-3.2 Table) – change in 2022 -/2

➢Pancreas - IPMN - Histology Code 8453 with Behavior Code /0
SEER Clarification - Intraductal Papillary Mucinous Neoplasm of the Pancreas or IPMN, NOS is NOT REPORTABLE unless there is additional 
descriptive terminology included on the pathology report.  If the additional descriptive terminology noted below is not included – the tumor is a 
benign condition (N/R). 
➢ The IPMN Path Description must include at least one of the clarifying descriptive terms below;
➢ IPMN, with high grade dysplasia

➢ IPMN, non-invasive

➢ IPMN, in-situ

➢ IPMN, associated with invasive carcinoma

➢ IPMN, invasive
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Venetian Boats – Diane Cardaci
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Why Reportable Cancers List Keeps Changing

19

Why Reportable Cancers List Keeps Changing

20

ICD-O-3.2 Table Does Not Include ANY New Tumor Classifications or ANY New/Changed Histology/Behavior Codes AFTER 2018

19

20



10/20/2021

11

Why Reportable Cancers List Keeps Changing

The following fourth editions were released after the 2018 ICD-O-3 update:
WHO Classification of Tumors of Endocrine Organs (2017)
WHO Classification of Tumors of Hematopoietic and Lymphoid Tissues (2017)
WHO Classification of Tumors of the Eye (2018)
WHO Classification of Tumors of Skin (2018)

Where can the 2021 ICD-O-3 update tables be found?

These documents will be posted to the NAACCR web site and in the FCDS DAM - 2021 Data Changes page. Blast emails from 
the standard setting organizations will also include the link to the updated tables. The documents can then be saved to your 
desktop or printed. A link to the tables will also be posted on SEER.cancer.gov (https://seer.cancer.gov/registrars/index.html) 

21

Why Reportable Cancers List Keeps Changing

New Reportable Cancers
Change in Behavior to /2 or /3

22
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Why Reportable Cancers List Keeps Changing

New Not Reportable Cancers
Change in Behavior from /2 or /3 to /1 or /0

23

NAACCR Annotated Histology Code List
https://www.naaccr.org/icdo3/

24
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Rialto Bridge – Theodore Decker
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More Changes Coming in 2022

The following fifth editions were released after the 2021 ICD-O-3.2 update:
WHO Classification of Tumors of the Breast (2018)
WHO Classification of Tumors of Digestive System (2018)
WHO Classification of Tumors of the Female Reproductive Organs (2019)
WHO Classification of Tumors of Soft Tissue and Bone (2019)

GASTROINTESTINAL HIGH GRADE DYSPLASIA: UNDERSTADING REPORTABILITY

While the WHO “Blue Books” reflect current thinking and current terminology among pathologists and specialists, population-based cancer registries may not 
share the same principles in terms of reportability rules. NAACCR is taking a close look at these ambiguous terms and the potential challenges in implementing 
them as reportable neoplasms in the United States. Most of the problematic terms include the words “high grade neoplasia” or “high grade dysplasia” or “severe 
dysplasia” in digestive system sites, primarily colorectal.  The implications of accepting these terms as reportable are being carefully studied as they may affect not 
only reporting legislation, but also workload in case ascertainment (casefinding), abstracting, follow-up (as applicable) and incidence reporting. The ICD-O-3 Work 
Group will continue working with NAACCR work groups, committees, and the College of American Pathologists (CAP) (among others) to make recommendations on 
the adoption of various dysplasia terminologies for future inclusion in cancer registries.  It is important to note, the 2022 ICD-O update tables includes only three 
specific high grade dysplasia terms which are reportable for specific sites (stomach and small intestines) beginning 1/1/2022. 

Where can the 2022 ICD-O-3 update tables be found?
These documents will be posted to the NAACCR web site and in the FCDS DAM - 2022 Data Changes page. Blast emails from 
the standard setting organizations will also include the link to the updated tables. The documents can then be saved to your 
desktop or printed. A link to the tables will also be posted on SEER.cancer.gov (https://seer.cancer.gov/registrars/index.html

26
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2019 Clarification for Mammography Use of 
Breast Imaging BI-RADS Category 4 or 5: 

➢RADS Classification is the American College of Radiology and Data Systems Assessment or RADS Classification

➢Breast Imaging (BI) includes 2D/3D Mammography, MRI or other imaging technique.

➢BI-RADS Category 4 (suspicious for cancer) or BI-RADS Category 5 (positive for cancer)

➢A positive/suspicious mammogram ALONE should NEVER be USED as the date of diagnosis.

➢A positive/suspicious mammogram date should be USED as the date of diagnosis ONLY WHEN the patient goes on to 
subsequently have a positive biopsy and/or resection that confirms that the suspicious abnormality is a malignancy.

➢BI-RADS is not the only American College of Radiology and Data Systems Assessment (RADS) classification system. 

➢Newer Radiology and Data Systems Assessment (RADS) classification systems include but not limited to;
➢C-RADS – CT Colonography
➢ LI-RADS – Liver Imaging
➢ Lung-RADS – lung imaging
➢NI-RADS – Head and Neck Imaging
➢O-RADS – Ovarian/Adnexal Imaging
➢ PI-RADS – prostate imaging
➢ TI-RADS – Thyroid Imaging

27

ACR – RADS
RADS Classification is the American College of Radiology and Data Systems Assessment or RADS Classification
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2021 FCDS DAM
Section I, p.9 / Section II, p.90
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Grand Canal Print - 1742
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Ambiguous versus Definitive Terminology

When ‘definitive terminology’ is used in a report, the reviewing physician or radiologist or pathologist is 
confident that a cancer is present or a stated diagnosis or extent of disease for staging is not in question. 

The physician already has high confidence that the ‘definitive term’ is what s/he says it is. 

They do not have to repeat themselves and say that they are ‘suspicious’ about the presence or absence of 
disease – they are already confident it is what they say it is in the report. (diagnosis, staging, histology, etc)

Registrars should always apply ‘definitive terminology’ over ‘ambiguous terminology.’ 

Reports do not have to restate ‘suspicious for cancer’when a definitive assessment or terminology is used.

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

USE THE AMBIGUOUS TERMINOLOGY INSTRUCTIONS ONLY WHEN THERE IS NO DEFINITIVE TERM USED.

31

Casefinding:  All Sources to Identify All Cases
Casefinding is the method used to identify new cancer cases, inpatient or outpatient. All facilities are responsible for complete 
casefinding for all patients seen at your facility regardless of type of service. YOU are responsible for full casefinding - all sources. 

Do not rely on Medical Records Casefinding or AHCA/Mortality (Consolidated Follow-Back) as the sole source of Casefinding for any 
Facility.  Single Source Casefinding Results in Missed Cases Every Year.  We find thousands of missed cases from pathology every year.

ACTIVE Casefinding.  Do not wait 2 years when Consolidated Follow-Back Identifies Missed Cases. When you wait for the Consolidated 
Follow-Back Audit – any missed cases are already two years LATE. It is important that the following multiple sources in the hospital be 
searched to keep missed reportable cases to a minimum. The sources outlined below should be adapted to each individual facility:

1. Pathology & Tumor Specimen Reports (biopsy specimens, surgical specimens, bone marrow biopsy, needle biopsy, cytology, 
addenda/updates to final diagnosis, outside expert consultation reports, genetic profiles from biopsied or resected neoplasms, autopsy 
reports, any other specialized studies on tissue or tumor cells performed at your facility – including tumor markers as available)

2. HIM/Medical Record Disease Indices or Unified Billing System Report – All Services – APPENDIX O - FCDS List of ICD-10-CM Codes

3. Radiation Therapy Department (patient logs and/or billing reports)

4. Infusion or Treatment Center (patient logs and/or billing reports)

5. Outpatient Departments (cancer clinics, chemo clinics, infusion centers, day surgery, 
◦ emergency room, radiation oncology, etc.)

6. Diagnostic Imaging (Radiology) Department (MRI, CT, PET, x-ray, mammogram, etc.)

7. Any Specialty Services Related to Cancer – Screening, Diagnosis, Workup, Treatment

32
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Casefinding:  All Sources to Identify All Cases

33Images from Very Well Health

Ponte della Costituzione
Santiago Calatrava Bridge

34

33

34



10/20/2021

18

What is an Abstract?

A Cancer Registry Abstract is an organized summary of information taken from a patient's
medical record(s) for a tumor diagnosed and/or treated by a healthcare provider. The abstract
includes data (text and codes) describing specific patient demographics, patient characteristics
and medical history, cancer diagnostic and imaging studies, tumor classification by cancer site,
histologic type, grade of tumor or other specific characteristics that may ‘classify’ the neoplasm,
cancer-specific tumor markers, specific gene studies, genetic profiles or tumor assays, cancer
staging (extent of the cancer), planned treatment, treatment delivered, and cancer follow-up.

AN ABSTRACT IS (usually) NOT A SET OF CODES OR SHORTHAND OF ONE PATIENT ENCOUNTER.

EVERY ABSTRACT MUST TELL A STORY IN THE TEXT DOCUMENTATION – INCLUDE A HISTORY,
PHYSICAL, IMAGING, LAB TESTS, TUMOR MARKERS, SURGICAL PROCEDURES, OPERATIVE
FINDINGS, PATHOLOGICAL FINDINGS, TUMOR ANALYTICS INCLUDING GENETIC PROFILES,
CANCER STAGING INFORMATION IN DETAIL (NOT JUST TNM), AND ANY-ALL TREATMENTS GIVEN.

35

Abstracting Requirements
Analytic Cases

Analytic Cases (Class of Case 00-22) are the crux of the NCDB – a clinical research database with 
voluntary reporting that includes about 70-80% of hospitals in the United States – not 100% 
population-based statewide reporting.  This is a key difference in NCDB versus NPCR/SEER DBs.

Analytic Cases are cancers diagnosed and/or having administered any of the first course of 
treatment at your facility.  Any facility covered under your Joint Commission accreditation would 
be covered as reportable to FCDS as ‘analytic cases’.  

FCDS also requires reporting of some ‘non-analytic cases’ – next slide

FCDS uses the term ‘state-analytic’ as a more inclusive term than CoC ‘analytic’ 

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

Analytic cases Class of Case 10-22 are included in treatment and survival analysis.

Analytic cases Class of Case 00 are included as state-reportable and data are ‘consolidated’

36
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Abstracting Requirements
Non-Analytic Cases

FCDS does require the collection and reporting of ALL cases that meet the FCDS reporting 
requirements (active disease), regardless of Class of Case. Report the most complete history available.

State Cancer Reporting Laws in ALL States plus the CDC NPCR and NCI SEER require that ALL cases 
within a defined geographic region (state of Florida) be identified and reported for 100% of the 
United States. This is the definition of ‘population-based reporting’ and the crux of cancer incidence 
rates and cancer mortality rates…without all cases of cancer, the geographic area has ‘holes’ in it.

While Hospital Analytic Cases are the crux of the NCDB and form a foundation for central registry 
data, they are not the only part of the central registry foundation. Non-analytic cases are equally 
important, particularly when the patient has any evidence of their cancer, due to recurrence of 
cancer, or progression of cancer after initial therapy.  These are still active cancers & Reportable

Advanced, Recurrent and Progressive Cancers (Analytic and Non-Analytic) require a greater level care, 
advanced diagnostic and treatment resources, clinical trial access with multiple options for advanced 
disease, and repeat visits for continuity of care and eventually end of life care. These patients are 
more expensive to treat than patients with a new diagnosis, workup and initial course of therapy.

37

Abstracting Requirements
Historical Cases – Multiple Primaries

FCDS requires the collection and reporting of some historical NED cancers…even without evidence of active 
disease…But, ONLY when the patient has evidence that a different cancer is new, active, or undergoing treatment.

If a patient has had at least one primary reportable neoplasm that is currently active or under treatment, all 
other primary reportable neoplasms the patient has ever had (active or inactive), regardless of the date of 

diagnosis, must be reported. Each case of cancer must be abstracted and reported separately.

Historical Cancers with NO current evidence of active disease can be reported in the ‘Historical Grid’

Historical Cancers with evidence of active disease are reported as a complete abstract – not ‘Historical Grid’

It is important for researchers to know the number and types of any and all cancers each patient has had during 
his/her lifetime in order to effectively research and evaluate cancer incidence.

Patients diagnosed with any cancer during their lifetime are many times more likely to develop new cancers.

The abstractor should complete these abstracts with as much information as is available in the medical record.

THIS PROVIDES FCDS WITH A CHRONOLOGY OF ALL CANCERS THE PATIENT HAS EVER HAD

AND WHICH CANCER(S) ARE ACTIVE AT THIS TIME.

38
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Abstracting Requirements
Historical Cases – Multiple Primaries

Non-Analytic Historical Case - WITH EVIDENCE OF CANCER Historical Case - NO EVIDENCE OF CANCER
C Historical #1: Sequence Number

C Historical #1: DX Date

C Historical #1: Primary Site

C Historical #1: Morphology

C Historical #1: Behavior

C Historical #1: Laterality

C Historical #1: Dx State Abbreviation

C Historical #1: Dx County FIPS

C Historical #1: CS SSF25 Discriminator

C Historical #1: Schema Discriminator 1

C Historical #1: Schema Discriminator 2

C Historical #1: Schema Discriminator 3

C Historical #2: Sequence Number

C Historical #2: DX Date

C Historical #2: Primary Site

C Historical #2: Morphology

C Historical #2: Behavior

C Historical #2: Laterality

C Historical #2: Dx State Abbreviation

C Historical #2: Dx County FIPS

C Historical #2: CS SSF25 Discriminator

C Historical #2: Schema Discriminator 1

C Historical #2: Schema Discriminator 2

C Historical #2: Schema Discriminator 3
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Side Trip to Islands of Murano – Glass Blowers
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FCDS Requirements

Trained personnel must perform abstracting. It is highly recommended that each student enter the 
course with a strong understanding of human anatomy and medical terminology.

Appendix P of this Manual provides recommended resources for new registrars with both an 
Abstracting Basics Course Outline and Recommended Training Resources for New Registrars. Please 
refer to these outside sources for new abstractor training.  FCDS used to provide an Abstracting Basics 
Course through our Learning Management System.  However, due to the rapidly changing cancer 
registry environment for coding and staging of cancers; FCDS has been unable to keep this course 
current due to annual changes to requirements and standards.  FCDS recommends outside training 
resources to provide basic training for abstractors, specifically the SEER Training Website and 
SEER*Educate Website with additional training from other sources.

FCDS provides continuing education via FLccSC https://fcds.med.miami.edu/inc/flccsc.shtml. 

Additionally, every registrar/abstractor planning to work in the State of Florida is required to obtain 
an individual FCDS Abstractor Code. This code is assigned by FCDS to persons who successfully pass 
the FCDS Abstractor Code On-Line Examination, regardless of certification by NCRA as a CTR,

41

FCDS Abstractor Code Test - Annual

Every registrar/abstractor planning to work in the State of Florida is required to obtain an individual FCDS 
Abstractor Code. This code is 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.  

This is a Basic Knowledge and Abstracting Skills Set Evaluation.  It tests if the abstractor can use required manuals

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

FCDS will not accept any cases from individuals without an Active/Current FCDS Abstractor Code.

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

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, local or out-of-state contractor, interim service 
provider, or other registry staff - regardless of number of years’ experience or certification).  This is a minimum 
standards evaluation that places all Florida Abstractors at the same testing level regardless of certification status.
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Management Reports

➢Admissions by Facility Report

➢Facility Timeliness Report

➢FCDS Follow-Up Report in FCDS IDEA

➢QC Review Report/QC Facility Analysis

➢AHCA Follow-Back of Missed Cases (Casefinding Audit).

➢Florida Bureau of Vital Statistics Follow-Back of Missed Cases (Casefinding Audit)

➢Annual FCDS Data Quality Audit Review Reports

➢Quarterly Activity Status Report - Completeness, Accuracy and Timeliness

➢FCDS Data Quality Indicator Report (DQIR)

43

Madonna Dell‘Orto - Cannaregio

44

43

44



10/20/2021

23

FCDS Annual Deadlines Calendar
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Annual Certificate of Completeness
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FCDS Profile Modification Form

47

FAA Role and FCDS IDEA User Accounts
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Instructions in Appendix Q - FAQs
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A View of Saint Mark’s Square – Carlo Grubacs
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Section II - Composition

❖General Abstracting Instructions

❖Registry Information

❖Patient Demographics

❖Tumor Information

❖Cancer Staging – Requirements by Year

❖Site Specific Data Items – Required for 2021 Cases

❖Treatment Information

❖Text Required

❖Follow-Up Information

50

49

50



10/20/2021

26

General Abstracting Instructions
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Registry Information
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Patient Demographics
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Piazza San Marco – Saint Mark’s Square
Patriarchal Cathedral Basilica
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Piazza San Marco – Saint Mark’s Square
Patriarchal Cathedral Basilica
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Tumor Information
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Date of Diagnosis

57

Histology and Behavior

58

ICD-O-3.2 Table Does Not Include ANY New Tumor Classifications or ANY New/Changed Histology/Behavior Codes AFTER 2018
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Grade Codes – c, p, yc, yp
Grade Coding Manual - next webcast
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Site Specific Data Items for 2021
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Staging Requirements by Date of DX

61

SEER Summary Stage 2021/2022 – Required All Cases
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2022

September 2020 September 2021
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San Giorgio Maggiore Monastery

63

Treatment Information

❖The Treatment Information section includes the set of data items used to describe how the cancer or tumor was 
treated. FCDS only collects the “First Course of Treatment.” This concept is described and reinforced throughout 
the chapter. Treatment must be fully documented whether given at your facility or any other facility or per 
history. This provides FCDS with a more complete picture of the patient’s entire cancer treatment experience 
from the time of first diagnosis through recurrence/progression until death.

❖Planned First Course of Therapy Guidelines

❖No Treatment

❖Active Surveillance

❖Maintenance Therapy

❖Palliative Care Therapy

❖Tumor Ablation versus Use of Agent for Embolization

❖Neoadjuvant (Pre-Surgical) Therapy versus Adjuvant (Post-Surgical) Therapy

❖Post-Treatment Surgery/Chemo/Radiation as Part of Planned First Course of Therapy

❖All Therapy Delivered as Planned…In the Absence of Disease Progression or Recurrence.

❖FCDS will Override Florida Edit when First Course of Therapy Extends Beyond 240/365 Days

64

63

64



10/20/2021

33

Treatment Information

QUESTION:  How to handle submitting cases with treatment falling outside the 6-12 month window.  We 
have an increasing number of rectal cases falling into this category based on a new treatment protocol, 
where patients receive neoadjuvant treatment, surgery, then potentially adjuvant treatment.  As a result, 
the patient may not complete their first course of treatment until 8 months or later from the date of 
original diagnosis.

ANSWER:  FCDS wants the entire planned first course of treatment to be included – even if you have to 
hold the case…as long as the treatment is part of the original treatment plan as First Course of Therapy… 
AND … as long as there has been no evidence of disease progression or recurrence during the extended 
first course treatment window.  If there is any change to the treatment, the changed treatment is not part 
of the initial planned first course.  First Course of Therapy ENDS anytime the cancer has progression or 
recurrence, regardless of whether or not the treatment was part of the initial First Course of Therapy Plan.

This is particularly important in 2020 and 2021 and probably later due to Covid-19.

It is also of particular importance as newer protocols now do extend beyond traditional 1st Course of 
Therapy Guidelines and Guidelines for Reporting Cases within 6 Months of Dx/Tx.
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Site-Specific Surgery
CoC/SEER Working on Updates
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DO NOT USE CODE ‘99’ FOR TREATMENT
For 2021 and Forward Cases – STOP USING CODE 9 or 99 IN ANY TREATMENT FIELDS – USE ’00’

EDIT - FL3032

Over Use of 9’s in Treatment Fields

RX Summ - Surg Primary Site

RX Summ – Scope Reg LN Surg (exceptions)

RX Summ – Surg Oth Reg/Dis

Phase I Treatment Modality

Rad – Regional RX Modality

Reason for No Radiation

RX Summ – BRM

RX Summ – Chemo

RX Summ – Hormone

RX Summ – Transplpnt/Endocr

67

2021 NPCR Completeness Audit 
Follow-Back Cases with Treatment = 9’s

• FCDS has been asked to Follow-Back (to You) a Large Sample 
of Cases Because Registrars Coded 9 or 99 for Treatment.

• Abstractor should use Treatment Code ‘Recommended’ if 
Treatment was Recommended…or ‘00’ if no information.

• ‘99’ looks like Treatment was done – but, you aren’t sure.
• Code what TX you do know was given or performed at your 

facility (or any other facility) - Part of First Course of Therapy.
• Do not code ‘unknown’ (9 or 99) when ‘you’ think treatment 

should have been done or might have been done – use ‘00’.  
• It makes the case look like treatment is incomplete and 

needs further attention or follow-back to get rest of the TX.

Text Required
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Follow-Up Information & IDEA Follow-Up Inquiry

69

Follow-Up

Don’t Forget About the FCDS IDEA Follow-Up Inquiry Report

Grand Canal – Francesco Guardi
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Appendix A – Appendix S

❑Appendix A – Florida Healthcare Facilities Reporting to FCDS

❑Appendix B – Florida FIPS, USPS State Abbreviations, ISO Country Codes

❑Appendix C – Glossary of Common Terms and Standard Abbreviations

❑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 2021 Record Layout – Core Required Data Items/Derived Data Items

❑Appendix H – FCDS Required Site Specific Data Items 2021 – 2021 SSDIs

❑Appendix I – Free-Standing Radiation Therapy Centers Case identification Program

71

Appendix A – Appendix S

❖Appendix J – Height Conversion Tables – Converting Feet to Inches

❖Appendix K – Weight Conversion Tables – Converting Kilograms to Pounds

❖Appendix L – FCDS Text Documentation Requirements

❖Appendix M – Hematopoietic and Lymphoid Neoplasms

❖Appendix N – 2021 Grade Coding Instructions and Tables

❖Appendix O – 2021 FCDS Casefinding List – General/Detailed ICD-10-CM

❖Appendix P – 2021 FCDS Resources for Registrars

❖Appendix Q – Florida DOH Letter – SSN is Required by Florida Law/FAQ/FAA/Profile Modification

❖Appendix R – ICD-O-3.2 Updates for 2021

❖Appendix S – Summary of 2021 Changes
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Appendix C – Glossary & Abbreviations

73

Abbreviations

Appendix D & E – Race & Ethnicity

74

Race and Ethnicity can be difficult to identify as they are not routinely captured during patient intake, anymore.  FCDS and 
ALL U.S. Cancer Surveillance Programs Rely on Accurate Race & Ethnicity Coding to create Comparative Cancer Rates by 
Race Groups and by Race/Ethnicity Groups.  These are Standard Healthcare Metric Categories for State & Federal Programs. 

Race & Ethnicity Coding Instructions are Based on the Race & Nationality Descriptions and Ethnicity Groups from the Year 
2000 United States Census and Bureau of Vital Statistics.  NPCR and SEER are Required by Law to Capture These Data.

FCDS and other states Match Patient Data to U.S. Tribal Roles through the Indian Health Service, annually to get good data 
on Native American Populations who participate in the Indian Health Service.

Self-Identified Persons of Multiple Races and Individuals from Multiple Ethnic Groups complicate this coding even further.  
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Appendix F:
Site-Specific Surgery Codes

75

Appendix G – 2021 FCDS Record Layout
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Appendix H – Required SSDIs
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Grand Canal – Santa Maria Della Salute 
Martin Engelbracht – circa 1740
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Appendix J & K – Height/Weight Conversions
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Appendix L – TEXT DOCUMENTATION

80

Additional
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Appendix O – ICD-10-CM DX Code Lists
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Appendix Q – SSN, FAQs & Misc. Instructions
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Piazza San Marco – Saint Mark’s Square
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Appendix R - ICD-O-3.2 Updates for 2021
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OPEN TABLES FILE
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85

Appendix R - ICD-O-3.2 Updates for 2021
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Appendix R - ICD-O-3.2 Updates for 2021

85

86

../../../2021-ICD-O-tbls-1-thru-5 (1).docx


10/20/2021

44

Appendix S – Summary of Changes

87

Questions
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