
Coding Pitfalls 2018 Q&A
Thursday, September 6, 2018

Q: Can you please specifically which manual to find the data items.
A: 
Solid Tumor Rules: https://seer.cancer.gov/registrars/ 
SSDI and Grade https://apps.naaccr.org/ssdi/list/ 
Tumor Size: STORE, SEER
Regional LNs Examined/Positive: STORE, SEER
Sentinel LNs Examined/Positive: STORE 
T, N, M, Prognostic Stage Group, and suffix items: AJCC 8th Edition Cancer Staging Manual

Q: For the breast case, the "rule" for 8255 in Table 2 indicates "Any 2 invasive carcinoma NST subtypes/variants abstracted as a single primary.  Tubular is not a subtypes/variant so why are we using this code?
A:
Sorry. 8255 was a typo in the slides for the morning presentation. The correct code is 8523/3 per Rule H15, which was the rule cited on the slide. NST is 8500/3 and Tubular is 8211/3. Tubular is not a subtype/variant of NST, and we do not know whether the NST or the Tubular is the major component, so we have to use Rule H15: Code a combination code when there are two histologies (two components) within a single tumor and the majority histology is unknown/not documented. 

Q: In continuation to the above, should we  be using 8523/3 instead because of the "rule" in Table 2 that states Invasive duct carcinoma/carcinoma NST AND Any invasive histology in TABLE 3 which would be the tubular 8211/3?
A: 
Sorry. 8255 was a typo in the slides for the morning presentation. The correct code is 8523/3 per Rule H15, which was the rule cited on the slide. NST is 8500/3 and Tubular is 8211/3. Tubular is not a subtype/variant of NST, and we do not know whether the NST or the Tubular is the major component, so we have to use Rule H15: Code a combination code when there are two histologies (two components) within a single tumor and the majority histology is unknown/not documented. 


Q: Currently, you have to enter a stage group 99 or you get an edit. Will the new edits allow for blank stage group?
A:
AJCC requires an entry in the stage group field for Clinical Stage group, and EITHER Pathological or Post therapy stage group. Please refer to page 3 in the preface in the STORE manual. 
[image: ]

Q: Would not the HER2 be negative - by ISH testing?
A: 
The HER2 IHC result was 2+, which is equivocal.

Q: There is information in CA Forum indicating registrars can calculate the Allred score...is this in fact true?
A:
Yes. That is correct. There are instructions on how to calculate the Allred score in the SSDI manual (page 166 of v1.2). You must have both the Percentage of positive cells and the Intensity Score to calculate the Allred Score. The registrar should not calculate the intensity score unless both components are available (proportion score and intensity)
 
_________________________________________________________________________________
Q: Is HER-2 always done by FISH or CISH?
A:
No. Her2 is NOT always done by FISH or CISH. _________________________________________________________________________________
Q: when they state pericolonic tissues, NOS what would SEER Summary Stage be Localized or Regional?
A:
Please refer this question to Ask a SEER Registrar. We can answer questions about this presentation, but they need to be consulted about questions outside the scope of our presentation.
Q: I thought the post therapy grade should be blank. 
A: 
Since they did surgery of the primary site after neoadjuvant therapy, we would include post therapy grade (even when the grade is unknown). 

Q: Just to clarify. Let's say we see low, intermediate, or high grade, we cannot use code 1-3 but only A-D?
A: That is correct for invasive tumor tumors. Low, intermediate and high may be used only for in situ tumors.
_________________________________________________________________________________
Q: …but only A-D or a 9 right?
A: If you don’t have a Nottingham grade for an invasive breast cancer, you are allowed to use Codes A-D, or 9, all of which end up with a case that cannot be stage grouped (except when you have M1 disease).
_________________________________________________________________________________
Q: Clinical TNM would be blank if cancer was incidental finding (ex. prostate ca during cysto-prostatectomy for bladder ca)?
A: T, N, and M would be blank, stage group would be 99.
_________________________________________________________________________________
Q: The instructions in the STORE manual instruct the use of suffix for N IF these procedures identify mets.  Does this mean that if the LN bx and/or SLND are negative you do NOT use them?
A:
The instructions in the STORE manual do not stipulate these suffices should be used ONLY b when mets are identified in the LN bx (all sites) or SLN bx (breast and cutaneous melanoma). We use the suffices appropriately according to the rules set forth in the AJCC manual.
_________________________________________________________________________________
Q: If after post therapy there is only DCIS left & no invasive ca, would you code the nuclear grade in the post therapy section?
A:
Yes. All of the post-therapy fields are for information pertaining to what is present AFTER the neoadjuvant treatment has ended.
_________________________________________________________________________________
Q: If the pathologist states on surgical specimen that the code was NG 2 based on the BX specimen, can this be coded?
A: Yes. If the tumor was removed but no grade was given from the resected specimen, the grade from the biopsy specimen can be used to assign pathological grade. If the primary tumor was not removed, then pathological grade has to be 9.
_________________________________________________________________________________
Q: Wasn't the Her2 neu negative which would change the stage
A: We changed it after we posted the slides. You should see the corrected version with the latest presentation handout.
_________________________________________________________________________________
Q: The Cancer Case Studies Workbook is now available at 50% discount. Do you know if the Answers are updated or current?
A:
According the NCRA website, the answers have been updated. 
_________________________________________________________________________________
Q: Where are the rules for Regional Nodes Examined & Regional Nodes Positive? 
A: They are in STORE and the SEER manual.
_________________________________________________________________________________
Q: For prognostic factor timing, can we use the biomarkers from the surgical resection 'if biopsy information is not available'?
A:
YES! You can take the ER, PR, and HER2 results from the surgical resection specimen to use in the clinical staging of breast cancers when the biomarkers were not performed prior to resection. Here is a link to a CAnswer Forum post which backs this up. NOTE: This does NOT apply to grade, which must be recorded according to the appropriate time frame.
 http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/breast-chapter-48/breast-chapter-48-aa/77282-prognostic-studies-time-frame
_________________________________________________________________________________
Q: What was the answer to RLN's examined on slide 42? Was the core LN BX included in the final count?
A: We assumed the lymph node that had the core biopsy was included in the sentinel nodes removed. Please see the STORE manual, pages 167 and 170.
_________________________________________________________________________________
Q: If a patient has a sentinel lymph node biopsy performed during the clinical workup and then proceeds to have a pathological procedure such as a mastectomy, and further lymph nodes are removed, do we include the SL in the total pathological count?
A: Yes. Regional nodes pos/ex would include all lymph nodes removed during first course treatment even if removed at different times.
_________________________________________________________________________________
Q: Isn't a ratio of 1.34 still neg?  Perhaps that should be changed as well to match positive status
A: Both the ratio and the copy number contribute to the HER2 result. This patient had a “negative” ratio, but an equivocal HER2copy number. We do not have the results of the recount of the signals, which would give a different ration and signal number. The only addendum stated the HER2 ISH was positive. That was based on a recount by 2 pathologists. 
_________________________________________________________________________________
Q: Can you clarify the grade...can you use "well to mod diff" as a 2 or would we use 9?
A:
Well to Moderately differentiated would be a grade of 2 for colon, because moderately differentiated is the higher of the two. We gave an example of moderately-well differentiated, which would be a grade of 9 for the colon. For a site that allows the use of the generic grade codes, moderately well differentiated would be coded to grade B.                                                                              
__________________________________________________________________________
Q: To make sure we are understanding correctly - if the grade is well - moderately we choose moderate, but if it reads moderately – well we would choose 9 for unknown.  Is this correct?
A: Correct. Well to Moderately differentiated would be a grade of 2 for colon, because moderately differentiated is the higher of the two. We gave an example of moderately-well differentiated, which would be a grade of 9 for the colon. For a site that allows the use of the generic grade codes, moderately well differentiated would be coded to grade B.                                                                              
_________________________________________________________________________________
Q: Do you know how these changes will affect the NCDB submission?  Will we have to make changes to grade, etc. for old cases before submission?
A:
The 2018 grade rules apply ONLY to cases diagnosed 1/1/2018, and beyond. They do not apply to any cases diagnosed prior to 1/1/2018.
_________________________________________________________________________________
Q: On the colon scenario if the pt had a rt hemicolectomy could you change the primary site to reflect that rather than C18.9?
A:
Even if the patient had a previous history of a right hemicolectomy, we still can’t be sure of the primary site because we don’t know where that cut was made, and the remainder of the colon would have been attached to the distal small intestine. 
_________________________________________________________________________________
Q: Can the table on slide 95 be used for all sites?
A:
Each set of rules has a list of terms that may or may not be used to code a more specific histology. For example, in the breast rules, the terms “predominantly “and “major/ majority of” are NOT included. For breast, we use those terms specifically as instructed by the rules.
_________________________________________________________________________________
Q: If all I have is an H&P that states patient underwent colonoscopy pta positive for adenoca, no mention of scans or labs, would this be considered cT blank, cN blank and cM blank stage group 99? 
A:
In this particular scenario in which a patient underwent colonoscopy with a positive bx, you would assign cTX cN blank cM0 stage group 99. Please see this CAnswer Forum post for further clarification. http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging/general-rules-chapters-1-2/81379-do-clinical-t-and-n-always-have-to-both-be-blank-or-assigned-values
_________________________________________________________________________________
Q: Can CRM be documented as vascular pedicle margin?
A:
Please submit this question to the SSDI/Grade section of the CAnswer Forum. We can answer questions about this presentation, but need to refer questions outside the scope of our presentation to the appropriate forum/group.
Q: If we only have a CEA score from after polypectomy- Do we code CEA anywhere?
A:
You can document it in your text, but please do not code it in the SSDI. We have to record the lab value/interpretation of the highest CEA test result documented in the medical record prior to treatment or polypectomy. 
_________________________________________________________________________________
Q: I've seen on colon paths where it is stated "histological evidence of MSI is:" That is not genetic testing so MSI would be 9?
A:
Please submit this question to the SSDI/Grade section of the CAnswer Forum. We can answer questions about this presentation, but need to refer questions outside the scope of our presentation to the appropriate forum/group.
Q: What should we code if the physician or pathologist doesn't say complete response? Sometimes they use good response or excellent response.
 A:
There is code 3: Stated as response to treatment, but not noted if complete or partial. Please submit this question to the SSDI/Grade section of the CAnswer Forum. We can answer questions about this presentation, but need to refer questions outside the scope of our presentation to the appropriate forum/group.

Q: Will post therapy stage always be coded 88 for Breast site only?
A:
[bookmark: _GoBack]If the patient had neoadjuvant therapy followed by surgery of the primary site for breast cancer, the post therapy stage group will be 88. If the patient did not receive neoadjuvant therapy, the post therapy stage group will be blank.
_________________________________________________________________________________
Q: What level are sub pectoral nodes considered for breast cases?
A:
Please submit this question to the CAnswer Forum (AJCC 8th edition or SSDI), depending on the context. We can answer questions about this presentation, but need to refer questions outside the scope of our presentation to the appropriate forum/group.


Q: Is it acceptable for TS Summary to take the physician's physical exam size of a palpable breast mass such as 2.5 cm and staged as cT2 when the imaging showed 1.8 cm then onto to neoadj tx?
A:
The TS Summary instructions are on page 175 of the STORE manual. We record the largest size prior to neoadjuvant treatment.
_________________________________________________________________________________
Q: for Ki67>4% how would we document?
A: There are no specific coding instructions for situations like this. Please submit this question to the SSSI/Grade section on the CAnswer Forum. We can answer questions about this presentation, but need to refer questions outside the scope of our presentation to the appropriate forum/group.
Comments

C: Jennifer Ruhl has confirmed on CAnswer forum that registrars can calculate Allred score when components are available.
_________________________________________________________________________________
C: My colleagues want to share- this webinar is very educational & well done (3 hrs. flew by).  Jim & Denise work very well together. Thank you so much! 
_________________________________________________________________________________
C: It may be helpful to remind registrars that the SSDI manual has a table useful for calculating Allred score if it is not documented BUT the components are available from the path report (% pos cells & staining intensity). 
_________________________________________________________________________________
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