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Q:  Does this NCRA abstracts series cost?

A:  The NCRA Informational Abstract Series is FREE.  You do not have to be an NCRA Member to obtain PDF Copies of one or all of the Site-Specific Informational Abstracts.  The abstracts can be found under on NCRA’s Center for Cancer Registry Education Site - http://www.cancerregistryeducation.org/rr  
_____________________________________________________________________________________

Q:  If there were no labs or xrays that are cancer directed...what phrase is preferred to indicate this in each field?

A:  When no cancer-related labs or imaging is performed; please indicate in your abstract text that no lab tests were done or no imaging was done rather than leave these sections blank.
_____________________________________________________________________________________

Q:  Just a note- It is mentioned that we need to add dates in pathology text, but in Information Abstract example there is no date noted.  

A:  We will pass this along to NCRA as a suggestion to include these dates per text instruction.  The intent was to minimize dates in the informational abstracts to give them a longer shelf life.  It was not meant to reduce the importance of including dates for all critical text to provide chronology to the abstract.
_____________________________________________________________________________________

Q: Adding labs to back up SSF - example need to add ER/PR information and their results in the text, correct?

A:  Correct, even labs should have dates associated with them and key labs such as ER/PR and HER2 for breast should be supported by text to include the date, test, value and interpretation.  ALL SSF or SSDI labs should be supported by text in the lab section as appropriate.
_____________________________________________________________________________________

Q: Where is the appropriate place to document the biopsy (date/BX site, location of biopsy)? I normally list this in the operative procedure field, with the date/BX site/pathology information only in the pathology field. Is this appropriate? 

A:  Surgical Procedures, whether diagnostic or therapeutic should all be documented in the RX Text-Surgery Field where all procedures should be listed chronologically.  Surgical Findings from the Operative Report should be documented in the Text-DX Proc-Op Field where findings from surgical procedures (excluding scope procedures) should be documented.  ALL Surgical Pathology should be documented in the Text-DX Proc-Path Field in chronologic order and including dates and path accession numbers for reference.
_____________________________________________________________________________________

Q: Is the Staging Text field used to justify JUST TNM or are SSF and Summary Stage reasons included. We have seen some text that only show TNM and no explanation or justification of stage. Other times, we see brief summary of each factor. ie, 3.5cm, Fuhrman

A:  NO.  The Text-Staging Field should include a summary of all cancer staging including AJCC TNM, SEER Summary Stage, and the pertinent SSF/SSDI that are used in deriving the correct final stage values.
_____________________________________________________________________________________

Q: Our facilities use the 5 W's for all text fields - which are When, Where, Who, What and Why or Why Not as applicable if the standard work-up and or procedure was not done

A:  An Excellent reference and easy to remember.  The 5W’s.
_____________________________________________________________________________________

Q:  For coding subsite of the lung modifying terms in the CT for example that describe the tumor as "perihilar" or "infrahilar" will tell you if the tumor is in the Upper Lobe or in the Lower lobe of the lung.  

A:  On further investigation we would not recommend use of these two terms to determine upper lobe or lower lobe as primary site for lung cancers.  “Perihilar” actually means the region around the hilum and is not necessarily always associated with upper lobe neoplasm.  Most perihilar masses are upper lobe tumors but not all.  Same goes for the term “infrahilar” which means region below the hilum.  This could still be upper lobe neoplasm.  Please use caution when trying to identify primary site of tumor with these terms.
_____________________________________________________________________________________

Q: Believe it or not, no one told me about this list before.  Would you send me the link so I can find it?  I want to share with my students.

A: Sure!
http://datadictionary.naaccr.org/?c=17 
_____________________________________________________________________________________

Q: Would you please ask for the lung diagram reference that Steve mentioned to go with the slide on presentation page 16 to be included in the Q&A document?

A:  The simple diagram is from “An Introduction to Lung Cancer” by Dr Weiss @ http://cancergrace.org.  Please remember that it is simplistic and used to “focus only on the breakpoints that change decision making”. The IASLC Lymph Node Map is from the International Association for the Study of Lung Cancer.  This diagram can be found in the AJCC Cancer Staging Manual and on the IASLC website.
_____________________________________________________________________________________

Q: Pop quiz 7, per abstracting rules for 2016 Dx cases and later we are not supposed to use blanks in TNM but are supposed to code X's instead. Please clarify. 

A:  I don’t think that is correct. See the AJCC training module on chapter 1
https://cancerstaging.org/CSE/Registrar/Pages/Presentations.aspx .
_____________________________________________________________________________________

Q:  If there was residual tumor found on Pop Quiz 7 Part 2, would there be any clinical TNM?

A:  No.  This is from screening colonoscopy where cancer was not suspected prior to colonoscopy.
_____________________________________________________________________________________

Q: pTis in the clinical T may not be appropriate since BX of the lung mass showed metastatic adenoca which is part of the clinical workup. should it be cT blank?

A: AJCC has said they do want the pTis to be documented even though there is mets. They said they want to analyze these cases to see if they should be adjusting the stage grouping to accommodate this situation.
_____________________________________________________________________________________

Q:  Addendum: this rule is for clinical TNM only, path TNM would allow blanks. Moreover, our software gives edits for blank TNM fields.

A: That is odd. It is appropriate to use blanks in the cT, cN, cM, and cStage in certain situations
____________________________________________________________________________

Q:  Are you saying now that we should consider severe dysplasia as in-situ? 

A: If your pathologist or tumor board wants you to collect these cases as carcinoma in situ, then you should do so. Otherwise, they are not reportable. 
_____________________________________________________________________________________

Q: Can you show us the answers for quiz 8 8th ed? 

A:  Clinical:  cTis cN0 pM1b Stage Group 4 – Pathological: cTis cN0 pM1b Stage Group 4
_____________________________________________________________________________________

Q: Please repeat staging table answers for Pop Quiz 8 for 8th edition (slides page 28) 

A:  See above
_____________________________________________________________________________________

Q:  We tried entering the pTis cN0 pM1b into our software and had edits…it won't allow anything but cM0 with the in situ? 

A: We have taken this to the Edits WG. A correction will be released in the next edits  update. 
_____________________________________________________________________________________

Q: For the melanoma Pop Quiz 9, how do you know whether or not the positive margins are gross or microscopic? What wording are you looking for and where in the path report? 

A: The path report from the biopsy should describe margins. 
_____________________________________________________________________________________

Q: In the Q & A, could you include the slides for the staging pop quizzes with the answers?

A: Yes
_____________________________________________________________________________________

Q: Per Donna Gress, ulceration must be pathologically confirmed. It can’t be identified visually. 

A:  We are clarifying this with AJCC.  
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/education-developed-by-partner-organizations/naaccr-webinars/60565 
_____________________________________________________________________________________

Q:  CNS Primary -Op rpt states total/gross total resection but postop MRI done a few days after resection notes definitive residual tumor.  Do we use surg code for GTR based on op vs code subtotal resection?

A:  Base the surgical resection type on the intent of the surgery.  Most will be a gross total resection with intent to remove as much of tumor as possible knowing that some residual will remain.  Some neoplasms are more amenable to total resection than others just based on how they grow and invade the brain.
_____________________________________________________________________________________

Q:  In the surgery codes for brain primaries there is a SEER note saying to code a 20 for a stereotactic brain biopsy. Is this correct? 

A: Yes. SEER would you like you to code these as a surgery using code 20.
_____________________________________________________________________________________

Q: Regarding sphenoid wing meningiomas, is SEER Sinq 20160068  still applicable in that intraosseous sphenoid wing meningiomas are NOT reportable?  

A:  Do not let the terminology confuse you.  Sphenoid wing meningioma is reportable neoplasm.
_____________________________________________________________________________________

Q: pTis in the clinical T may not be appropriate since BX of the lung mass showed metastatic adenoca which is part of the clinical workup. should it be cT blank?

A: The scenario we discussed is based on a CAnswer forum post. 
http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/digestive-system-chapters-10-24/64184 
_____________________________________________________________________________________

Q: who was the physician explaining lung stage on youtube?

A: https://www.youtube.com/watch?v=JLUpJ5u9-RQ 
_____________________________________________________________________________________



Q:  Why do we abstract cases that come in with heart attack or broken foot— but have cancer that we do not treat when we know nothing about the cancer? 

A:  One of the primary goals of every central cancer registry is to capture every case of cancer diagnosed and/or treated in the registry catchment area.  This requires extensive review of many patient records with active neoplasm that may be seen at any facility for any reason.  The cancer could be directly related to the broken foot or even the heart attack if chemo has weakened the heart muscles.  While you may not have a lot of information in your medical record; this is part of capturing continuum of care for each patient and each cancer – a primary goal of the central cancer registry mandate for each state.
_____________________________________________________________________________________

Q: Can you forward URLs for CAP site and 2015 WHO standards? 

A: 
CAP http://www.cap.org/web/oracle/webcenter/portalapp/pagehierarchy/cancer_protocol_templates.jspx 

WHO 
http://www.who.int/classifications/icd/en/ 

_____________________________________________________________________________________

Q:  I am confused why 2a was coded instead of just 2. On the path the size the tumor was still 2 cm?

A: The clinically and pathologically the tumor size was 2.0 cm. However, when they did the resection they found that the tumor invaded the visceral pleura. That make the tumor a pT2a.
_____________________________________________________________________________________

Q: Most software won't let us have Tis with mets.  So how do we handle? 

A: This edit will be corrected in the next release.
_____________________________________________________________________________________

Q:  If a regional lymph node FNA+ prior BX or to any surg. Then no LND. How do we code? 

A:  You code the FNA of regional lymph node in Scope of Regional Lymph Node Surgery as well as Regional Nodes Examined (95) and Regional Nodes Positive (95). 
_____________________________________________________________________________________

Q: Where should supporting information for SSF's be documented?

A:  Most SSF/SSDI information is from labs – but not all.  Some SSF/SSDI comes from imaging.  Some comes from pathology.  Please document the SSFs in the most appropriate general text field.  You may want to repeat some of the findings in the Staging Text if the information is used to derive stage group.
_____________________________________________________________________________________



[bookmark: _GoBack]Q: Our software has 1,000 character limits for text fields. There are times when text may exceed 1,000 characters despite best efforts to condense. I continue the text in another 
field. Is this acceptable? What is the recommendation?

A:  First of all, please remember to edit your text.  1000 characters is a lot for some registrars and never enough for others.  You can always use other text fields for overflow.  However, be mindful that not all of the vendor-provided text fields will transfer to your central registry.  Some text fields such as Note Pad are for local use at your registry only and do not get forwarded to the central registry. 
_____________________________________________________________________________________

Q: Distinguish extra=axial and intra=axial, pertaining to brain 

A:  Intra-axial denotes brain parenchyma.  Extra-axial is outside the brain.  A third term that is often used to describe general location is intraventricular which denotes tumor within the ventricular system.
_____________________________________________________________________________________

Q: Where should supporting info for SSF's be documented? 

A: Most SSF/SSDI information is from labs – but not all.  Some SSF/SSDI comes from imaging.  Some comes from pathology.  Please document the SSFs in the most appropriate general text field.  You may want to repeat some of the findings in the Staging Text if the information is used to derive stage group.
_____________________________________________________________________________________

Q:  Even when using abbreviations and being concise, some text fields (most commonly for me Phy exam text, Imaging text, and Path text) exceed the allowed 1,000 characters? 

A: First of all, please remember to edit your text.  1000 characters is a lot for some registrars and never enough for others.  You can always use other text fields for overflow.  However, be mindful that not all of the vendor-provided text fields will transfer to your central registry.  Some text fields such as Note Pad are for local use at your registry only and do not get forwarded to the central registry.
_____________________________________________________________________________________


