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NCRA CEU#  2026-042

2 CEUs Awarded, meets 2 CAT A

Log in to FLccSC to take the quiz to get the certificate

10/1/2026FCDS webcast series 3
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Brain and CNS Tumor Facts

Anatomy & Types of Brain Tumors

Coding Specific Data Items

Review Solid Tumor Rules

Pediatric Data Collection
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 Benign – “Benign” brain tumors are not cancer, although they often cause symptoms and will sometimes require treatment. We 
prefer to use the term “non-malignant” to describe brain tumors made up of noncancerous cells.
 Behavior = 0

 Sequence Number = 60>

 Reportable for Cases Diagnosed 1/1/2004 and later - only

 Malignant – Malignant brain tumors are cancer. They generally grow faster and more aggressively than non-malignant tumors, 
invade other areas of the brain and spinal cord, and can be deadly.
 Behavior = 3 and 

 Sequence Number = 00>

 Reportable for All Cases Regardless of Diagnosis Date

 Borderline – Somewhere in-between having malignant potential.
 Behavior = 1 and 

 Sequence Number = 60>

 Reportable for Cases Diagnosed 1/1/2004 and later - only

CNS Part 2 10/14/2026 5
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 Patient Age

 Tumor Location

 Behavior 

 Histologic Type

 WHO Grade of Primary Tumor

 Tumor Molecular Profile – DOCUMENT IT !!

American Brain Tumor Association –
http://www.abta.org/brochures
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Incidence Rates by Race & Ethnicity 5-Year Survival – all Stages

10/1/2026FCDS webcast series 10

27.4

26.4

24.7

24.4

20.4

NH Black

NH White

Hispanic

NH AI/AN

NH Asian/PI

32.9%

67.1%

Survive 5 years Do not survive 5 years

Age-adjusted rate per 100,000, all primary brain & other CNS tumors, 2018–2022 Malignant brain & other CNS tumors, all stages combined, 2016–2022

Sources: CBTRUS Statistical Report 2018–2022; NCI SEER Cancer Stat Facts, brain & other nervous system.
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Stage Distribution (%) of New Cancer Cases, 2019-2023

Brain and Other Nervous System, Male and Female, All Ages, All Races and Ethnicities 

77.0%

15.7%

7.3%

Localized

Regional/Distant

Unstaged

Source - U.S. Cancer Statistics Working Group. U.S. Cancer Statistics Data Visualizations Tool. U.S. Department of Health and Human Services, Centers for 
Disease Control and Prevention and National Cancer Institute; https://www.cdc.gov/cancer/dataviz, released in June 2026.
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 New cases
 9,680 (ages 0-14)

 5,660 (ages 15-19)

 Deaths 
 1,090 children

 730 adolescents 

 Incidence rates
 Brain is one of the most common 

cancers

 Mortality Trends

 Risk Factors

10/1/2026FCDS webcast series 13

9,680

5,660

1,090 730

Ages 0-14 Ages 15-19

New cases Deaths

Estimated new cases and deaths, children and adolescents (ACS)

Brain tumors in children

 Most commonly diagnosed solid cancer in children ages 0-19 years, as well as the 
leading cause of childhood cancer-related death

 Five-year relative survival rate for all primary childhood brain tumors is 83.3%

 Medulloblastomas make up the largest percentage of embryonal tumors (67.3%)

 Atypical teratoid/rhabdoid tumors (AT/RT) make up the second largest percentage of 
embryonal tumors (16.9%)

 Gliomas account for approximately 49.7% of tumors diagnosed in this age group

 There are more than 100 distinct types of primary brain tumors
Source: National Brain Tumor Society, braintumor.org

10/14/2026CNS Part 2 14
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 Gliomas

 Astrocytomas

 Diffuse Intrinsic Pontine Glioma 
(DIPG)

 Tumors of the Pituitary

 Medulloblastoma  

 Embryonal Tumors

 Nerve Sheath Tumors

 Meningiomas

10/1/2026FCDS webcast series 15

https://cbtrus.org/cbtrus-published-
factsheets/

 Diffuse intrinsic pontine glioma (DIPG) is a fast-
growing, high-grade glioma that arises in the 
pons

 Common in children ages 5-10 years

 Causes genetic mutations

 Frequently diagnosed by radiology; diagnostic

 Confirmation would be 7 (imaging only)

FCDS webcast series 10/1/2026 16
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https://www.genome.gov/genetics-glossary/Genome-Wide-Association-Studies-GWAS

10/14/2026CNS Part 2 17
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https://www.dragonmaster.org/about-us

20
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https://braintumor.org/brain-tumors/diagnosis-treatment/signs-symptoms/
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Healthjade.net

 Cranial nerves

 The cranial nerves extend directly 
from the brain (as opposed to 
coming out of the spinal cord). 

 Spinal cord

 The spinal cord is a long bundle of 
nerves inside the spine. 

FCDS webcast series 10/1/2026 24

https://www.cancer.org/cancer/types/brain-spinal-cord-
tumors-adults.html
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Tumor ExampleFunctionName#

EsthesioneuronblastomaThe olfactory nerve carries impulses for the sense of smell.olfactoryI

Optic nerve gliomaThe optic nerve carries impulses for the sense of sight.opticII

Schwannoma
The occulomotor nerve is responsible for motor enervation 
of upper eyelid muscle, extraocular muscle and pupillary 
muscle.

occulomotorIII

SchwannomaThe trochlear nerve controls an extraocular muscle.trochlearIV

Malignant peripheral nerve sheath 
tumor (MPNST)

The trigeminal nerve is responsible for sensory enervation of 
the face and motor enervation to muscles 
of mastication (chewing).

trigeminalV

SchwannomaThe abducent nerve innervates a muscle, which moves 
the eyeball.abducentVI
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Schwannoma (rare)The facial nerve enervates the muscles of the face (facial 
expression).facialVII

Vestibular SchwannomaThe vestibulocochlear nerve is responsible for the sense 
of hearing and balance (body position sense).vestibulocochlearVIII

Glomus tumor
The glossopharyngeal nerve innervates muscles involved in 
swallowing and taste. Lesions of the ninth nerve cause 
difficulty swallowing and taste disturbance.

glossopharyngealIX

MPNST, paragangliomaThe vagus nerve innervates the gut (gastrointestinal 
tract), heart and larynx.vagusX

SchwannomaThe accessory nerve innverates sternocleidomastoid 
muscles and the trapezius muscles.accessoryXI

SchwannomaThe hypoglossal nerve enervates the muscles of the tongue.hypoglossalXII

https://training.seer.cancer.gov/brain/tumors/anatomy/nerves.html

Malignant 
Brain CNS 

Tumors, 

 Symptoms

 Adult Tumors

 Common Types

 Treatment Options

10/1/2026 FCDS webcast series 28

27

28



CNS Part 2 

15

Headaches

Seizures

Neurocognitive impairment

Neurologic deficits

Changes in personality or behavior

Weakness, numbness, loss of movement

Difficulty with balance or dizziness

https://braintumor.org/brain-tumors/diagnosis-treatment/signs-symptoms/

10/1/2026FCDS webcast series 29

FCDS webcast series 10/1/2026 30

Astrocytic Tumors

Oligodendroglial Tumors

Mixed Gliomas

Ependymal Tumors

Medulloblastomas

Pineal Parenchymal Tumors

Meningeal Tumors

Germ Cell Tumors

Craniopharyngioma (Grade I)

https://www.cancer.gov/types/brain/patient/adult-brain-
treatment-pdq#_572
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 Code Histology 9380/3

 Not listed in the non-malignant histology table

 A low-grade glioma is considered a borderline tumor; assign histology code 
9380/1

 The term Glioma, NOS is not a term WHO recommends using, and the preferred term 
is Astrocytoma

 Starting with cases diagnosed in 2025, an edit will trigger when the histology 
9380/3 is used for a brain primary. The edit can be overridden, but the registrar 
should review the case carefully to see if a more specific histology can be used. 

FCDS webcast series 10/1/2026 31

When assigning the code for low grade hemispheric glioma infant-type, ignore the term “low grade”.  
Look at the synonyms for Diffuse midline glioma H3 K27M mutant, you will find Infant-type hemispheric 
glioma . The correct code for this histology is 9385/3.

Gliomas

Astrocytomas

Ependymomas

Glioblastoma multiforme (GBM)

Oligodendrogliomas

Medulloblastomas

Hemangioblastomas

Rhabdoid tumors

10/1/2026FCDS webcast series 32
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Glioblastoma 
multiforme 

(GBM) 

 Most aggressive brain cancer

 Affects the glial cells

 Treatment
 Surgery

 Radiation

 Chemotherapy

 Clinical Trials

 TTFields

 Targeted therapies 

 Survival 12-14 months

FCDS webcast series 10/1/2026 33

 Astrocytoma NOS 
9400 1
 • Astrocytoma, IDH-

mutant, grade 2

 • Diffuse astrocytoma 
IDH-mutant

 • Diffuse astrocytoma 
IDH-wildtype

 • Diffuse astrocytoma 
NOS

 Subtype (s) Variants 
and Synonyms 
 Anaplastic 

astrocytoma IDH-
mutant 9401

 • Anaplastic 
astrocytoma IDH-

wildtype

 • Anaplastic 
astrocytoma NOS

 Astrocytoma, IDH-
mutant, grade 3 9401

 Astrocytoma, IDH-
mutant, grade 4 9445

 Gemistocytic
astrocytoma IDH-
mutant 9411

 Pleomorphic 
xanthroastrocytoma
9424

 • Anaplastic 
pleomorphic 
xanthroastrocytoma

Astrocytoma

FCDS webcast series 10/1/2026 34
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 Primary central nervous system (CNS) lymphoma is a disease in which malignant 
(cancer) cells form in the lymph tissue of the brain and/or spinal cord.

 Lymphocytes (carried in the lymph) travel in and out of the central nervous system 
(CNS). Some of these lymphocytes may become malignant and cause lymphoma to 
develop in the CNS. 

 Primary CNS lymphoma can start in the brain, spinal cord, or meninges (the layers 
that form the outer covering of the brain). Because the eye is so close to the brain, 
primary CNS lymphoma can also start in the eye (called ocular lymphoma).

10/1/2026FCDS webcast series 35

https://www.cancer.gov/types/lymphoma/patient/primary-cns-lymphoma-treatment-pdq

 Surgery

 Radiation therapy (x-rays. Gamma rays, protons and neutrons)

 Chemotherapy (wafers, TMZ or Temodar)

 Targeted therapy (Avastin and Afintor/Everolimus)

 Tumor Treating Fields (wearable medical device)

 Clinical trials (investigational or experimental)

 Supportive care (anti-seizure medication, palliative care)

https://braintumor.org/brain-tumors/diagnosis-treatment/diagnosis/treatment-options/

FCDS webcast series 10/1/2026 36

Illustrative TTFields system

35
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Gamma Knife radiosurgery

AI-generated educational illustration

https://www.cancer.gov/about-cancer/treatment/drugs/brain

FCDS webcast series 10/1/2026 38
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MALIGNANT 
CNS 

(PAIRED 
SITES)

CNS sites defined as paired laterality 
must be coded

 Acoustic nerve C724

 Cerebral meninges C700

 Cerebrum C710

 Cranial nerves C725

 Frontal Lobe C711

 Occipital lobe C714

 Olfactory nerve C722

 Optic Nerve C723

 Parietal lobe C713

 Temporal lobe C712

FCDS webcast series 10/1/2026 39

 03/09/2025 Pediatric patient presents with 1 month of 
worsening vomiting. Head CT shows a lobulated 4th 
ventricle mass; physical exam otherwise negative.

 03/09/2025 CT Head: Lobulated hyperdense 4th 
ventricular mass near the foramen of Magendie with mild 
ventricular enlargement/possible transependymal CSF 
flow. Impression: 4th ventricular mass with hydrocephalus, 
suspicious for medulloblastoma or ependymoma. 
03/10/2025 MRI Brain Enhancing 4th ventricular mass, 
2.6 x 3.4 x 4.0 cm, extending to the foramen magnum 
without cervical canal extension. 

 03/10/2025 MRI C-T-L Spine: Normal.

 03/13/2025 Suboccipital craniectomy with gross total 
resection of 4th ventricle tumor. Pathology: posterior 
fossa group A (PFA) ependymoma (9396/3), WHO grade 
3; midline laterality.

 The Correct answer is 0

FCDS webcast series 10/1/2026 40

DescriptionCodes

Not paired0

Right origin1

Left origin2

Only one side 
involved 
unspecified

3

Bilateral4

Paired site: 
midline tumor

5

Paired site no 
information on 
laterality

9

39

40



CNS Part 2 

21

SS2018DescriptionEOD Codes

NAbenign or borderline tumors050

Local (code 1)confined to brain, ventricles, or meninges100

Regional  (code 2)Tumor crosses the midline, extension or invasion 
major vessels, nerves, invades other CNS tissue

500

Distant (code 7)Circulating Cells in Cerebrospinal Fluid (CSF)
Bone other than skull, nasal cavity, nasopharynx, 
posterior pharynx outside of CNS

700

10/1/2026FCDS webcast series 41

 Pediatric patient presented on 05/03/2025 with several months of 
worsening headaches and new vision abnormalities. Initial clinical 
impression was likely glioma.

 Imaging showed an enhancing fourth ventricle mass (C715) 
measuring approximately 3.5 cm with cerebellar infiltration and 
diffuse intracranial leptomeningeal dissemination. MRI spine 
demonstrated scattered leptomeningeal disease throughout the 
spine, with the largest deposit at T9 measuring 1.2 x 0.4 x 0.3 cm.

 Additional imaging identified multiple enhancing osseous 
lesions throughout the axial skeleton, including a right 
acetabular lesion measuring. PET scan showed sclerotic lesions 
in the spine, pelvis, and left femur without appreciable FDG 
uptake

 5/4/25 Brain lesion biopsy: 4th ventricle with disseminated 
leptomeningeal disease; positive for diffuse midline glioma, 
H3 K27 altered, WHO grade 4; CSF positive for malignant 
cells. 5/10/25 bone, acetabulum biopsy pos mets glioma

10/14/2026CNS Part 2 42

EOD of Primary Tumor

500 Crosses the midline 
with extension or 
invasion of other parts 
CNS

700 CSF , bone, nasal 
cavity, nasopharynx, 
extension outside CNS

800 No evidence of 
Primary Tumor

41
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 This case involves a right cerebellar/posterior fossa mass involving the vermis with extension into the 
fourth ventricle and brainstem. 

 Imaging favored medulloblastoma, with no evidence of drop metastases. A near-total resection was 
performed of a tumor arising from the roof of the cerebellum, extending into 4th ventricle and 
brainstem, as well as up into 3rd ventricle, but residual tumor remained along the fourth ventricle 
because complete removal was not safely possible. 

 Final histology confirmed medulloblastoma, CNS WHO grade 4.

 What is Summary Stage?
 Local

 Regional

 Distant

FCDS webcast series 10/1/2026 44
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 Brain Molecular Markers
 Note 1: Physician statement of histologic subtype can be used to code this data item when no 

other information is available
 Code 85 when histology is NOT 9385/3, 9396/3, 9400/3, 9401/3, 9430/3, 9440/3, 9450/3, 9451/3, 

9471/3, 9478/3, 9421/1, 9430/3, 9500/3
 This includes microscopically or non-microscopically confirmed cases
 Code 99 when histology is 9385/3, 9396/3, 9400/3, 9401/3, 9430/3, 9440/3, 9450/3, 

9451/3,9471/3, 9478/3, 9421/1, 9430/3, 9500/3
 AND there is no microscopic confirmation

 Chromosome 1p Status

 Chromosome 19q Status

 MGMT

 Brain Primary Tumor Location

10/1/2026FCDS webcast series 45

Genetic refers to anything 
related to our genes.

Inherited or hereditary 
means a disease or 

condition passed from one 
generation to another

FCDS webcast series 10/1/2026 46

Astrocytoma, IDH-mutant, grade 29400/301

Diffuse astrocytoma, IDH-wildtype9400/302

Astrocytoma, IDH-mutant, grade 39401/303

Anaplastic astrocytoma, IDH-wildtype9401/304

Glioblastoma, IDH-wildtype9440/305

Oligodendroglioma, IDH-mutant and 1 p/19q co-
deleted

9450/306

Oligodendroglioma, IDH-mutant and 1p/19q co-
deleted, grade 3

9451/307

Medulloblastoma, SHH-activated and TP53 
wildtype

947108

IDH mutant has a 
better prognosis

45
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Embryonal tumor with multilayered rosettes, 
C19MC-altered

9478/309

Diffuse hemispheric glioma, H3-34 mutant9385/310

Diffuse midline glioma, H3 K27-altered9385/311

Diffuse pediatric-type high-grade glioma, H3-
wildtype and IDH-wildtype

9385/312

Infant-type hemispheric glioma9385/313

Posterior fossa group A (PFA) ependymoma9396/314

Posterior fossa group B (PFB) ependymoma9396/315

WHO 
Subtypes of 

ependymomas

CNS Part 2 10/14/2026 48

Posterior fossa group B (PFB) ependymoma9396/315

Spinal ependymoma, MYCN-amplified9396/316

Supratentorial ependymoma, YAP1 fusion-positive9396/317

Supratentorial ependymoma, ZFTA fusion-positive9396/318

Diffuse astrocytoma, MYB- or MYBL1-altered, Diffuse 
low grade glioma, MAPK pathway altered, and 
pilocytic astrocytoma

9421/119

Diffuse low-grade glioma, MAPK pathway-altered9421/120

47
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Astroblastoma, MN1-altered9430/321

CNS neuroblastoma, FOXR2-activated9500/322

CNS tumor BCOR internal tandem duplication9500/323

Not applicable: Histology not 9385/3, 9396/3, 9400/3, 9401/3, 9421/1, 
9430/3, 9440/3, 9450/3, 9451/3, 9471/3, 9478/3, 9421/1, 9430/3, 9500/3

NA85

Benign or borderline tumor
Excludes: 9421/1 (codes 19-20)

NA86

Test ordered, results not in chartNA87

Not applicable: Information not collected for this case (If this item is required by 
your standard setter, use of code 88 will result in an edit error.)

NA88

Not documented in medical record, No microscopic confirmation
Brain molecular markers not assessed or unknown if assessed

NA99

10/14/2026CNS Part 2 50

Code 19 
For Pilocytic 
Astrocytoma

Code 86 
excludes 

histology 9421

49
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Note 5: Codes 1–4 take priority over A–D, L, and H.

Note 6: CNS WHO classifications 

Code the WHO grading system for selected tumors of the CNS as noted in the AJCC 
8th edition Table 72.2 when the WHO grade is not documented in the record.

A list of the histologies that have a default grade can also be found in the Brain/Spinal 
Cord CAP Protocol

o For benign tumors ONLY (behavior 0), code 1 can be automatically assigned for all 
histologies.

Note 7: Code 9 when grade from primary site is not documented, clinical workup is not 
done (for example, cancer is an incidental finding during surgery for another condition), 
or grade checked “not applicable” on CAP Protocol (if available) and no other grade 
information is available

10/1/2026FCDS webcast series 51
(https://www.cap.org/protocols-and-guidelines/cancer-reporting-tools/cancer-protocol-templates).

10/14/2026CNS Part 2 52
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 05/03/2025 - HPI: Pediatric pt admitted through ED for several months hx of worsening headaches 
and new-onset vision abnormalities. Imaging showed intraventricular tumor w/ scattered 
leptomeningeal disease. 05/02/2025 - MRI Spine: IMP: Scattered leptomeningeal disease throughout 
the spine; Multiple enhancing osseous lesions throughout the axial skeleton; largest lesion is in the 
Rt pelvic bone, measuring 2.1 x 0.9 cm. IMP: Likely glioma. 

 05/03/2025 - CSF Positive for malignant cells

 05/04/2025 – Brain biopsy and leptomeningeal mass, Diffuse glioma midline, H3 K27-altered, CNS 
WHO grade 4, Biopsy bone, acetabulum 5/10/25 mets diffuse glioma

 5/21/25- 8/18/25: Patient treated with chemotherapy, radiation, and immunotherapy. 

 What is coded for Grade Path?

 Grade 4 or Unknown

 The correct answer is 4.

FCDS webcast series 10/1/2026 53
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C753 Pineal gland with dx of Pineoblastoma, WHO Grade 4
A T5-T10 laminectomy with Debulking is coded as surgery to Other Reg/Distant site

53
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Malignant CNS 
Case Discussions

10/1/2026FCDS webcast series 55

 3/11/25  CT head: acute to subacute infarcts vs. 
changes of post-reversible encephalopathy 
syndrome involving the parietal lobes and the 
right occipital lobe.

 3/12/25  MRI brain: metastatic lesions 
measuring up to 2.4 cm in the right occipital 
lobe, parasagittal left parietal lobe, and the 
corpus callosum.

 3/14/25  Brain tumor positive for DLBCL, EBV+ 
high-grade B-cell lymphoma. FISH (reflex) 
panel: MYC, BCL2 and BCL6 gene 
rearrangements not detected.

 3/14/25  Right-sided craniotomy for resection 
of tumor.

 4/29/25  Vincristine, methotrexate and 
rituximab.

What is the code for the following data 
items:

 Primary site

 Histology

 Cancer-directed surgery

 Summary stage: 

 Chemotherapy 

 Immunotherapy

 Brain molecular marker 

 Brain location 

10/1/2026FCDS webcast series 56
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A300 Radical, 
total, gross 
resection of 

tumor, lesion or 
mass in brain

C719Primary Site

9680 Histology

A400Cancer Directed 
Surg

LocalSS2018

03Chemotherapy

01Immunotherapy

99Brain Molecular 
Marker

BlankBrain Location

Rule M2 Single Histology

Rule PH24: Organ involvement only
Code the primary site to the organ when the 
neoplasm is present only in an organ 

 2-18- 2025 CT head likely malignant neoplastic mass 
lesion in the midline posterior fossa measuring 4.2 x 4.1 
x 4.6 cm. based on the overall appearance in a patient 
of this age this likely represents a medulloblastoma.

 2-19-2025 – MRI brain: there is a mixed solid cystic 
heterogeneously enhancing mass measuring 5.7 cm x 
3.5 x 3.9cm involving the cerebellar vermis and fourth 
ventricle. No evidence of spinal drop mets. 

 2-20-2025 Suboccipital craniectomy for resection of 
posterior fossa brain tumor and C1 laminectomy

 2-20-2025 Brain posterior foci excision embryonal 
tumor, consistent with medulloblastoma ; addendum 
diagnosis: brain posterior fossa excision 
medulloblastoma, SHH-activated and TP53 wild-type 
desmoplastic nodular medulloblastoma, CNS WHO 
grade 4. 

10/1/2026FCDS webcast series 58

 What is the code for the following data 
items:

 Primary site

 Histology

 Grade Clinical

 Grade Path

 Cancer-directed surgery

 Summary stage: 

 Chemotherapy 

 Transplant/Endocrine

 Brain molecular marker 

 Brain location 
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A300 Radical, 
total, gross 
resection of 

tumor, lesion or 
mass in brain

C716Primary Site

9471Histology

A550Cancer Directed 
Surg

RegionalSS2018

03Chemotherapy

20Transplant

08Brain Molecular 
Marker

BlankBrain Location

Rule M2 Abstract a single primary 
when there is a single tumor

Rule H3 Code the histology when 
only one histology is present

Malignant CNS and 
Peripheral Nerves 
An Overview of Solid Tumor Rules (STR) 
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This site group includes the following primary sites: 

 Peripheral nerves C470-C479; 

 Meninges C700-C709

 Brain C710-C719; 

 Spinal cord and CNS nerves C720

 Pituitary gland, craniopharyngeal duct, pineal gland C752-C753
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 Patient presents with headache and balance issues

 7/12/25 MR of the brain revealed a large posterior fossa mass lesion likely originating 
from the vermis at the midline. Overall findings are likely medulloblastoma type. 
Orbital MR showed increased intracranial pressure secondary to the mass lesion. The 
MR spine is normal. 

 7/15/25 Posterior fossa craniotomy with tumor resection, pathology positive for 
pilocytic astrocytoma, WHO grade 1
 Site C719, posterior fossa

 Histology 9421/3 (9421/1)

 Sequence 00 (60)

 Brain Molecular Marker 85 (86)
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Introduction 
Malignant 

CNS and 
Peripheral 

Nerves 
(Cont.)

 Reportable Primary Site Groups

 Equivalent or Equal Terms

 Reportability criteria

 Behavior Code
 Priority Order for Using Documentation to Assign 

Behavior
 Pathology

 Cytology

 Physician’s documentation

 Tumor board notes

 Scans

 WHO Grades for Select CNS Neoplasms
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 Resection (operative and pathology report)

 Biopsy (operative and pathology)

 Minimal Information Available
 Tumor board

 Physician documentation

 Imaging
 MRI

 CT

 PET 

 Angiogram
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 Behavior must be malignant /3
 Confirmed pathologically

 The tumor WHO grade is 3 or 4

 Primary site must be reportable

 Histology must be reportable
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Solid Tumor 
Rules (STR) 

Malignant 
CNS – Site 

Group 
Instructions

Site group instructions

 Introduction

 Equivalent or Equal Terms

 Reportability Criteria

 Behavior Code

 WHO Grades for Select CNS Neoplasms

10/14/2026 CNS Part 2 67

 Section 1: Reportable Primary Site 
and Histologies

 Priorities for Coding Primary Site

 Reportable Primary Site Groups

 Table 1 Reportable Primary Sites

 Table 2 Specific Histologies NOS and 
subtypes/variants

 Table 3 Coding Primary Site for 
Malignant CNS 

 Section 2: Additional Information to 
Complete the Abstract

 Table 4 Paired Sites for Malignant 
CNS

 Non Malignant CNS Tumors with 
Potential of Transforming to Malignant

 Illustrations

 Multiple Primary Rules

 Histology Rules
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 71-year-old White, non-Hispanic male presents with metastatic, recurrent brain tumor initially 
diagnosed in 2009 with hemangiopericytoma, grade 3, s/p suboccipital craniectomy with 
gross total resection of posterior fossa tumor, prior local recurrence in 2013.  

 2009 MRI revealed a  2.5 cm mass appearing to arise from the tentorium and compressing 
the RT cerebellar hemisphere just to the right midline. 

 8/17/2009 Brain Tumor, posterior fossa excision consist/w hemangiopericytoma grade, 3. 

What is coded for the primary site? 

 C719

 C700

 The correct primary site is C70.0 for tentorium cerebelli because C719 is not valid with 
histology 9150/3 and behavior.
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ICD-O-3 Topography CodesSite Group

C710 - C719Brain

C722 - C725Cranial Nerves

C728 - C729Ill-Defined Sites, CNS

C751 - C753Intracranial Duct and Glands

C700 - C709Meninges

C470 - C479Peripheral Nerve and Autonomic Nervous System

C701, C709, C720 - C721Spinal Sites
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Synonyms 
Subtypes, 

variants, and 
synonyms
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 Behavior code
 Pathology resection, biopsy 

 Cytology

 Physician documentation

 Scans

 Who Grade

 Reportable Primary Sites and Histology 

 Additional information to complete the abstract
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DescriptionRule

Abstract a single primary when it is not possible to determine if there is a 
single tumor or multiple tumors

Rule M1

Abstract a single primary when there is a single tumorRule M2

Abstract a single primary when a neoplasm is originally diagnosed as an 
oligodendroglioma and subsequently recurs in residual tumor tissue with 
different features

Rule M3

Abstract a single primary when a neoplasm is originally diagnosed as 
Glioma, NOS and subsequently recurs in residual tumor with a more specific 
histology

Rule M4

Abstract a single primary (the malignant) when a single tumor meets the 
following two criteria

Rule M5
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1 Feb. 2019

• A patient was diagnosed 
with a ganglioglioma  

(9505/1) on 1/2/2019,active 
surveillance (Seq 60) 

3 May 2023

• On 3/5/2023, the patient 
was diagnosed with 

anaplastic ganglioglioma 
(9505/3) and resected.

STR Rule M5 abstract a single primary when subsequent resection pathology is malignant /3

DescriptionRule

Abstract multiple primaries when there are multiple CNS tumors, one of 
which is malignant /3 and the other is nonmalignant /0 or /1.

A non-malignant CNS tumor and a malignant CNS tumor are always 
multiple primaries

Rule M6

Abstract: Multiple Primaries when a patient has a glial tumor and is 
subsequently diagnosed with a glioblastoma multiforme (9440)

Rule M7

Abstract a single primary when there are separate, non-contiguous 
tumors in the brain (multicentric/multifocal) with the same histology 
XXXX

Rule M8
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 2/12/2021 A patient presents with a history of low-
grade glioma in the left frontal lobe diagnosed via 
CT during an ER visit at a different facility 
 No further follow-up

 No prior history of malignancy

 Active Surveillance

 • The patient presents to your facility on 5/23/24 with 
recurring headache. A CT was done that showed a 
new tumor in the left frontal lobe.

 • A biopsy of the tumor showed an astrocytoma, 
IDH-mutant, grade 3.
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HistologyTwo 
Primaries

Rule M6

9380/1 –
low grade 
glioma

C71.1

9401/3 
Astrocytoma 
IDH mutant 
grade 3

C71.1

Rule M5: Abstract multiple primaries when there are 
multiple CNS tumors, one of which is malignant /3 and the 
other is nonmalignant /0 or /1.

The patient presented with multifocal brain tumors, one in the right 
parietal lobe and one in the left parietal lobe.

The patient had a resection of an anaplastic astrocytoma (9401) in 
the right parietal lobe (C713). 

Three months later, the patient was diagnosed with a de novo 
anaplastic astrocytoma (9401) in the left parietal lobe (C713) 

This is one primary because neither laterality nor timing are used to 
determine multiple primary status.
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Abstract multiple primaries when multiple tumors are present in any of the 
following sites or subsites

Rule M9

Abstract multiple primaries when separate, non-contiguous tumors are two 
or more different subtypes/variants in Column 2, Table 2 in the Site-Group 
Instructions. Timing is irrelevant

Rule M10

Abstract a single primary when separate, non-contiguous tumors are 
Glioma NOS and a subtype/variant of Glioma NOS.

Rule M11

Abstract a single primary when separate, non-contiguous tumors are on the 
same row in Table 2 in the Site-Group Instructions. Timing is irrelevant

Rule M12

Abstract multiple primaries when separate, non-contiguous tumors are on 
different rows in Table 2 in the Site-Group Instructions. Timing is irrelevant

Rule M13
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Rule M10 Abstract multiple primaries when separate, non-contiguous tumors are two 
or more different subtypes/variants in Column 2, Table 2.

The tumors may be subtypes/variants of the same or different NOS histologies.
• Same NOS: Anaplastic astrocytoma IDH-mutant 9401 and gemistocytic astrocytoma IDH-mutant 
9411 are both subtypes of astrocytoma NOS 9400/3 but are distinctly different histologies. Abstract 
multiple primaries
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Abstract a single primary when multiple tumors do not meet any of the 
above criteria.

Rule M14

10/1/2026FCDS webcast series 81
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Priority Order for Using Documentation

Coding Histology

List of Ambiguous Terms

List of Definitive Terms

Single Tumors

Multiple Tumors Abstracted as a Single Primary
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This is a hierarchical list of source 
documentation.

 1. Pathology/tissue from resection of 
primary tumor

 A. Biomarkers

 B. The addendum(s) and/or 
comment(s)

 C. Final diagnosis / synoptic report as 
required by CAP

 D. CAP protocol

Scans – Priority order

 A. MRI

 B. CT

 C. PET

 D. Angiogram
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Histology 
Documented 
by Physician

 Code the histology documented by the 
physician when none of the above are 
available. Use the documentation in the 
following priority order

 A. Treatment plan

 B. Documentation from Tumor Board

 C. Documentation in the medical record 
that refers to original pathology, cytology, 
or scan(s)

 D. Physician’s reference to type of cancer 
(histology) in the medical record
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 Code the more specific histology

 Use for one or more histologies within a single tumor

 Do not use this section in place of histology rules

 Code the most specific histology or subtype variant regardless of whether it is 
described as:
 A. The majority or predominant part of tumor

 B. The minority of tumor

 C. A component

 Only code differentiation or features when there is a specific code
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Code the specific histology described by ambiguous 
terminology (list follows) ONLY when A or B is true:

 A. The only diagnosis available is one histology term 
described by ambiguous terminology OR

 B. There is an NOS histology and a more specific 
(subtype/variant) described by ambiguous terminology AND

 • Specific histology is clinically confirmed by a physician 
(attending, surgeon, oncologist, etc.) OR

 • Patient is receiving treatment based on the specific 
histology described by ambiguous term

 If the specific histology does not meet the criteria in #3B, 
then code the NOS histology.
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https://seer.cancer.gov/tools/solidtumor/training.html

DescriptionRules

Code the reportable CNS tumor (Table 2 in the Site-group Instructions) when 
a patient has any of the following: • Neurofibromatosis type 1 (NF1), • 
Neurofibromatosis type 2 (NF2), • Schwannomatosis

Rule H1

Code malignant meningioma 9530 when the diagnosis specifically states 
malignant/invasive

Rule H2

Code the histology when only one histology is present (Use Table 2)
Diffuse low-grade glioma, MAPK pathway-altered (9421)

Rule H3

Code the subtype/variant when there is an NOS and a single subtype/variant 
of that NOS

Rule H4

Astrocytoma 9400 and a subtype/variant of astrocytoma
Anaplastic astrocytoma IDH-mutant 9401

10/1/2026FCDS webcast series 88

87

88



CNS Part 2 

45

DescriptionRules

Code malignant meningioma 9530 when the diagnosis specifically states 
malignant/invasive

Rule H5

Code the histology when only one histology is present in all tumorsRule H6

Code the subtype/variant when all tumors are an NOS and a single 
subtype/variant of that NOS

Rule H7
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 All pediatric cases meeting Florida’s definition of reportability must be reported – no 
exceptions

 Report all required data elements (except PDCS data items)
 Demographics
 Date of Diagnosis
 Histology 
 Summary Stage
 Method of Dx
 Medical History
 Any Treatment

 Frequency report at least quarterly

 6 months after diagnosis or first contact

 Reference FCDS DAM for required data items
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 Pediatric Data Collection System (PDCS)

 Pediatric staging manual

 Toronto Staging Guidelines

 Pediatric Stage Training Series 

 PDQ® Pediatric Treatment Editorial Board

 National Childhood Cancer Registry Explorer – NCCR

 CDC Cancer Data and Statistics

 American Cancer Society (Pediatric – AYA data)

https://www.naaccr.org/pediatric-resources/#1733928553855-df0c15d9-0bb0
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Information CollectedHistology

Age: AllBrain Tumors Ependymoma, Medulloblastoma)

Includes benign, borderline and malignant6 separate schemas based on histology

• Pediatric Primary Tumor: Based on EOD/SS
• Pediatric Regional Nodes: 888 (NA)
• Pediatric Mets: M Category (Toronto Staging) 
• Pediatric SSDIs: N/A

Additional data items
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Pediatric Resources
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Information CollectedHistology

Age 30-39Astrocytoma

Includes benign, borderline and malignant

• Pediatric Primary Tumor: Based on EOD/SS
• Pediatric Regional Nodes: 888 (not applicable)
• Pediatric Mets: M Category (Toronto Staging) 
• Pediatric SSDIs: N/A
Regular SSDIs: BRAF Mutational Analysis 

(clinical significance)
• New schema for SSDI, currently collected as 
SSDI for Colon and 
Rectum

Additional data items
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Information CollectedHistology

Age: AllNeuroblastoma

Includes malignant CNS tumors

• Pediatric Primary Tumor, Pediatric Regional Nodes, 
Pediatric Mets: Based 
on Children Oncology Group (COG)
• Pediatric SSDIs: 
• International Neuroblastoma Risk Group Staging System 
(INRGSS) 
(Toronto Staging)
• n-MYC Amplification (found on CAP protocol)
• The International Neuroblastoma Pathology Prognostic 
Classification 
(INPC) (found on CAP protocol)

Additional data items
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Resources

 SEER Appendix C – Site Specific Coding

 FCDS DAM 2026

 STORE Manual 2026

 Solid Tumor Rules (Malignant and Non-
Malignant) 2026

 SEER Program Coding and Staging 
Manual 2026

 NAACCR Pediatric Stage Training Series

 SEER Educate
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Key 
Takeaways

 Malignant CNS and Peripheral Nerve tumors are 
reportable — know the criteria

 Use the 2026 Solid Tumor Rules and 
documentation priority order for site, histology, and 
multiple primaries

 Brain/CNS are paired sites: code laterality, EOD, 
and Summary Stage 2018

 Code Grade and SSDIs, including molecular 
markers by histology

 Pediatric CNS cases are reportable and NAACCR 
PDCS requirements

 Apply the STR ambiguous-term rules exactly as 
written

 Practice with SEER Educate; keep the 2026 
FCDS DAM, STORE, and SEER manuals at hand
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THANK 
YOU
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Barbara Dearmon Neyland, BS, ODS-C
Quality Control Coordinator
Florida Cancer Data System

Department of Public Health Sciences
University of Miami Miller School of Medicine
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 Genetic and Rare Diseases Information Center 
https://rarediseases.info.nih.gov/diseases/6902/li-fraumeni-syndrome

 National Brain Tumor Society https://braintumor.org/

 American Cancer Society https://www.cancer.org

 SEER Educate https://educate.fredhutch.org/

 Central Brain Tumor Registry of the United States https://cbtrus.org/reports/

 Parker, S. (1952). The Human Body Book, An illustrated guide to its structure, function 
and disorders

 American Brain Tumor Association www.abta.org
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