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SUMMARY OF CHANGES 

 6 Standard NAACCR Data Items Added as “Core” FCDS  

 6 Florida State-Specific Data Items Added as “Core” FCDS 

 1 New Marital Status Code Added to existing code set 

 1 New Treatment Code Added to Breast Surgery to Primary Site 

 7 Standard NAACCR Data Items Added as “As Available” FCDS 

 Check with your software vendor as to status of Florida for 2011 
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SUMMARY OF CHANGES 

 Collaborative Stage (CS) data converted to CSv02.03.02 

 New Site Specific Factor (SSF) requirements 

 Changed Site Specific Factor (SSF) requirements 

 Changed SSF25 (Discriminator) requirements 

 Check FCDS Website under What’s New !!! 

 http://fcds.med.miami.edu 

 New 2011 FCDS DAM (record layout, definitions, SSFs) 

 New 2011 FCDS Implementation Guide 

 New FCDS EDITS Metafile v12.1 
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SOFTWARE – VENDOR OPTIONS 

 ASK YOUR VENDOR 

 

 FINISH 2010 CASES BEFORE CONVERTING 

 

 8/31/2011 is FINAL DATE FCDS WILL ACCEPT 
v12.0 and CSv02.02 coded cases 

 

 ALL CASES MUST BE in v12.1 and CSv02.03.02 
beginning on 9/1/2011 – FULL FCDS v12.1 !! 
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2011 FCDS DAM 
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2011 FCDS DAM – RECORD LAYOUT TABLE 
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2011 FCDS DAM – REQ’D SSF BY SCHEMA 
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FCDS EDITS METAFILE, V12.1 

 FCDS/NAACCR EDITs Metafile - Updated 

metafiles will be posted here when there are 

corrections/changes, so check this page for 

new versions:  

 12.1, posted 7/7/2011 12:45pm,  

12.1 Metafile changes  
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HTTP://WWW.FCDS.MED.MIAMI.EDU 
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  FCDS DAM 

 

 

  FCDS EDITS 

What’s New 

      FCDS 

IMPLEMENTATION 

GUIDE 



FCDS IMPLEMENTATION GUIDE AVAILABLE 
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NEW DATA ITEMS – ALL CASES 
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NEW DATA ITEMS – ALL CASES 
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NEW CODES FOR EXISTING DATA ITEMS 
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“AS AVAILABLE” DATA ITEMS FOR TRANSMIT 
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“AS AVAILABLE” DATA ITEMS FOR TRANSMIT 
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New Data Items for 2011 



REASON FOR NO RADIATION 

 Reason for No Radiation identifies why radiation 

therapy was not provided to the patient and 

distinguishes a physician’s not recommending this 

therapy due to contraindicating conditions from a 

patient’s refusal of a recommended treatment plan. 
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REASON FOR NO RADIATION 
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Code Definition 

0 Radiation therapy was administered. 

1 Radiation therapy was not administered because it was not part of the planned first course 

treatment. 

2 Radiation therapy was not recommended/administered because it was contraindicated due 

to other patient risk factors (comorbid conditions, advanced age, progression of tumor prior 

to planned radiation etc.). 

5 Radiation therapy was not administered because the patient died prior to planned or 

recommended therapy. 

6 Radiation therapy was not administered; it was recommended by the patient’s physician, but 

was not administered as part of first course treatment. No reason was noted in patient 

record. 

7 Radiation therapy was not administered; it was recommended by the patient’s physician, but 

this treatment was refused by the patient, the patient’s family member, or the patient’s 

guardian. The refusal was noted in patient record. 

8 Radiation therapy was recommended, but it is unknown whether it was administered. 

9 It is unknown if radiation therapy was recommended or administered. Death certificate and 

autopsy cases only. 



NATIONAL PROVIDER ID (NPI) - PHYSICIANS 

 Identifies the physician(s) responsible for the 
management of the patient during diagnosis and/or 
treatment for this cancer 

 Record the 10-digit NPI for each physician 

 Managing Physician 

 Follow-Up Physician 

 Primary Surgeon 

 Radiation Oncologist 

 Medical Oncologist 

 NPI should be recorded “as available” 

 Individual NPI may be left blank when not applicable 
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NATIONAL PROVIDER ID (NPI) - PHYSICIANS 

 FCDS encourages all registries and vendors to attempt to 

identify, capture, code and transmit all required and “as 

available” data items, including Physician NPI number. 

 

 CoC Facilities already collect these data 

 

 Non-CoC Facilities and Contractors MUST enter NPI or 

provide text documentation as to specific physician(s) 

providing care to each patient – TEXT REQUIREMENT. 
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NPI LOOKUP ON INTERNET 
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HTTPS://NPPES.CMS.HHS.GOV/NPPES/NPIREGISTRYSEARCH.DO?SUBACTION=RESET&SEARCHTYPE=IND 



HEIGHT AT DIAGNOSIS (INCHES) 

 Enter the patient’s height at the time of diagnosis 

 Enter the patient’s height in inches 

 Different tumors for the same patient may have different 
values 

 Height can be found in Nursing Interview Guide, Flow 
Chart, or Vital Stats section from the patient’s hospital 
medical record or physician office record. 

 See Appendix I for converting feet to inches. 

 Code “98” for 98 inches or greater. 

 Code “99” for unknown height. 
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HEIGHT AT DIAGNOSIS (INCHES) 
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WEIGHT AT DIAGNOSIS (LBS) 

 Enter the patient’s weight at the time of diagnosis 

 Enter the patient’s weight in pounds 

 Different tumors for the same patient may have 

different values 

 Patients with a weight of less than 100 pounds should 

be recorded with a leading 0 

 Code “999” for unknown weight 

 See Appendix J for converting kilograms to pounds 
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WEIGHT AT DIAGNOSIS (LBS) 
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BODY MASS INDEX (BMI) – CALCULATED  
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English Units: BMI = Weight (lb) / (Height (in) x Height (in)) x 703 



TOBACCO USE – 4 FIELDS 

 TobaccoUseCigarette -Cigarette smoking 

 

 TobaccoUseOtherSmoke - Smoking tobacco products 

other than cigarettes (e.g., pipes, cigars, kreteks) 

 

 TobaccoUseSmokeless - Smokeless tobacco products 

(e.g, chewing tobacco, snuff, etc.) 

 

 TobaccoUseNOS - Tobacco, NOS 
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TOBACCO USE CODING 
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Codes Description 

0 Never used 

1 Current user 

2 Former user, quit within one year of the date of diagnosis 

3 Former user, quit more than one year prior to the date of 

diagnosis 

4 Former user, unknown when quit 

9 Unknown/not stated/no smoking specifics provided 

•   If the medical record only indicates “No,” use code 9 (“Unknown”) 

•   If the medical record indicates “None,” use 0 (“Never Used”) 

Tobacco use should be recorded from the Nursing Interview Guide, Flow 

Chart, Vital Stats or Nursing Assessment section, or other available 

source from the patient’s hospital medical record or physician office record. 



NEW SITE SPECIFIC FACTORS REQ’D 

Schema SSF 

Appendix SSF7, SSF10 

BileDuctsIntraHepat SSF10 

Colon SSF7, SSF9, SSF10 

HemeRetic SSF1 

KaposiSarcoma SSF2, SSF3, SSF4 

MyelomaPlasmaCellDisorder SSF2, SSF3 

Rectum SSF5, SSF7, SSF9, SSF10 

Testis SSF13, SSF15, SSF16 
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2011 FCDS DAM – REQ’D SSF BY SCHEMA 
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DATES TO REMEMBER 

 8/31/2011 – Last Date for v12.0/CSv02.02 

 

 9/1/2011 – FULL FCDS CONVERSION 

 

 9/1/2011 – ALL CASES MUST BE ABSTRACTED 

NAACCRv12.1 

 FCDS 2011 Requirements 

 CSv02.03.02 
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