
2019 ABSTRACTING GUIDE
References

AJCC Staging Manual, Collaborative Staging-prior to 2018, ICD-O, SEER Coding Manuals, Hematopoietic Database, SEER RX, Multiple Primaries Manual, MCSP Manual, STORE manual, SEER Website, NAACCR Website. 

Abstractors will use the following and are not limited to the AJCC Staging Manual, Collaborative Stage, ICD-O, SEER Coding Manuals, Hematopoietic Database, SEER RX, Multiple Primaries Manual, MCSP Manual, STORE manual and any other assigned manual to complete abstracting. 
Case Eligibility: 
· A patient’s first diagnosis of cancer was made here at any of our facilities. 
· Any part of a patient’s first course of treatment was performed here at the facility. 

· If a patient is diagnosed at a staff physician’s office, and a pathology report is received by the registry, and the patient never comes to any of our facilities for treatment, the case is accessioned as a class of case 43 in order to report to the state of Michigan.

· A patient diagnosed and receiving first course of treatment elsewhere may be accessioned into the registry.   Any patient diagnosed in another state should be accessioned for reporting.  If there is any question whether or not to accession a patient, they should be accessioned.  These patients are not required to be followed.

· If it is determined that the case will not be accessioned in any registry database, delete the patient and then add to the deleted cases file on the Q drive and make sure to include all data for the patient and why they were deleted.  
· Case-finding methods include but are not limited to the Radiation log, Infusion Center Log, Pathology reports, Gamma Knife Log, Master Patient Index.

· If it is determined that the case will be accessioned, complete each page of the abstract as follows.
· To begin abstracting, run an Accession Register-Suspense by each month.  You can sort it by the last name or medical record number.  

· 2018 update: Required to be reported: CIS-cervix, intraepithelial grade 3, CIN3, PIN3, VIN3, VAIN3, VIN3, and AIN3 & LIN3.  SIN3 are not required by the CoC.  

· 2018 update: GIST tumors and thymomas must be abstracted as malignant-behavior code 3. 

Ambiguous terms that we can use that would qualify for as a diagnosis
· Presumed 

· Probable

· Suspected or suspect

· Suspicious for or suspicious

· Apparently or apparent

· Appears

· Comparable with

· Compatible with

· Consistent with

· Favors

· Malignant appearing 

· Most likely 

· Neoplasm 

· Tumor 

· Typical of 
Ambiguous terms that we cannot use to determine if it’s a cancer:

· Rule out

· Worrisome

· Suggests

· Questionable

· Potentially malignant

· Possible

· Equivocal

· Cannot be ruled out 

PATIENT DEMOGRAPHIC PAGE ITEMS
ACCESSION NUMBER
· A patient will only have 1 accession number per database and they are a 9 digit number. The accession number is assigned (by year) when the patient presents for diagnosis and or treatment at any of our facilities. 
· If a patient comes back for a secondary cancer in a different year, they will still keep the same accession number and a new one will not be assigned. 
· An accession number is the year the patient presented to each of the facilities and the sequential order they were diagnosed for example: 201400001.  
· If you have to assign an accession number you put the year in the field and click the arrow button down in Metriq and it will automatically assign the next one in sequential order.  
· When a patient is deleted from any facility database please DO NOT ever assign a previously used accession number as the patient will only have 1 accession number in their lifetime for each facility in our health system.   
PATIENT LAST AND FIRST NAME
· Last Name: Do not leave this blank, if unk CODE UNKNOWN. Here are some examples on how to code the last name: Code Mc Donald as Mc Donald; Code O’Hare as O’Hare; Code Smith-Brown as Smith-Brown.  
· First Name: If unknown, leave blank, spaces, hyphens and apostrophes are allowed. 
· Middle Initial: Code if applicable, if UNK leave blank.
· Add the correct Prefix: MS or MR.  If the first name is not known, do not fill in this field.  
· If the middle initial is unknown, do not fill in this field 
MEDICAL RECORD NUMBER
· Add or verify the medical record number:  Use the MRN from EPIC and now each patient has 1 MRN.  
· Update any older MRN in Metriq to the new ones from EPIC.    
SOCIAL SECURITY NUMBER
· Add or verify the social security number: If the SS# ends in B or D, code all 9’s in this field as this would be a spouse’s SS#. 
· You can find the SS# on most Medicare Cards. 

· Make sure to watch to be sure the spouse’s SS# is not listed in error.  
· If reason SS# not provided is known, include that in the notepad remarks.  
ADDRESS AT DIAGNOSIS
· This should be fully spelled and only approved abbreviations should be used.  Please see the STORE manual for the list. If the address is UNK, type UNKOWN in the field. It is important to add the address when you are putting a patient into suspense so the address at diagnosis can be collected.  
· The patient may move from the time of diagnosis and before the patient is abstracted and we need to make sure the address at diagnosis is collected and added to Metriq.  
· If a patient has more than one primary tumor, the address at diagnosis may be different and this must be verified.  
· This field should not be updated if the patients had a change of address.  
· Supplemental Address: Enter an apartment number, nursing home name etc. in this field. If there is not one, please leave blank. 
COUNTY AT DIAGNOSIS
· Enter the county at diagnosis on the demographic page in Metriq.  If you do not know the Michigan County, please use the following:  https://www.michigan.gov/som/0,4669,7-192-29701_31713_31714-97070--,00.html.  For out of state counties, look on the state website for similar reference or Google search for the county name.  
· If the county is unknown please CODE 999 and if a city is known but the County is not code 998. 
CITY OR TOWN AT DIAGNOSIS
· Enter the city or town where the patient lived at the time of diagnosis into Metriq. 
· If the town is unk please CODE UNKNOWN. 

STATE AT DIAGNOSIS
· Enter the STATE in where the patient lived at the time of diagnosis into Metriq. 
· If the patient is a foreign resident, please use the STORE manual to determine the correct code. 

POSTAL CODE AT DIAGNOSIS
· Enter the postal code and if you don’t know all 9 digits leave the last 4 blank. 
COUNTRY AT DIAGNOSIS
· Enter USA or CAN or Other 
PHONE NUMBER AT DIAGNOSIS
· Enter the patient’s phone number at the time of diagnosis into Metriq. 
· Enter the number without dashes.  
· If unk code: 9999999999. If the patient does not have a telephone number listed code: 0000000000.
MEDICARE BENEFICIARY ID

· Add the Medicare ID number 

· This is NOT the SS# 

· It is called the MBI and this number replaces the SS# 

· Total numbers this ID will have up to 11 characters 
· All patients should be getting a new Medicare card. Do not use the ID number if it’s a Medicare/Advantage plan. This is the number off of the new Medicare card only.  

ADDRESS CURRENT
· Only update if the patient has moved after diagnosis. This is used for the purpose of follow up.   
· Any of the above date elements that you cannot locate in the EMR, you need to note in the notepad on the Text remarks section that it was not available.
PATIENT STATUS PAGE ITEMS 
DATE OF BIRTH
· Add and verify the patient’s date of birth.  
· Date of Birth Flag: Leave blank if all or some of the DOB is filled in.

· Use code 12 when a DOB is unknown.  
· Age at Diagnosis: This will automatically default when you enter the DOB.
BIRTHPLACE
· If the patient was born outside the US you will need to use the STORE manual to determine the correct code.   
· This is available when the report for the new patient’s with a treatment plan is run that will be on the case finding lists.  Please make sure when you are doing this case finding list you look for this field and document it. Birthplace Country: Enter USA, CAN or ZZU for Unknown.   
· This is also now showing up in EPIC on the history page.
DATE OF LAST CONTACT
· This is the date the patient had last contact for treatment or follow up with a facility in our health system. Once you put a date in there, it will trigger a follow up for one year later.   
· Follow up is assigned on a monthly basis. Death Match: This is run monthly and if a patient is marked deceased through Death Match this field will default to a Y.  
· Cause of Death: State: This is a REQUIRED data item if we can locate the cause of death. 
· Vital Status: If a patient has passed away the vital status need to be changed to deceased.  
AUTOPSY
· This will be filled in when you have a death certificate that notes if this was performed.  
· The vital status and ICD Revision number, place of death and death certificate State file number can also be filled in when a death certificate is available. 
SEX
· Add or verify patient sex.  Use the STORE manual to determine which code to use. 
SPANISH/HISPANIC ORIGIN
· Code the appropriate code and code with “0” for patients not documented to be Spanish/Hispanic.  
PATIENT RACE 1
· It is acceptable to identify race through photographs found in other medical records. 
· Code the main Race in #1 and #2 if known.   

· The rest should be coded 88.  
SPOUSES NAME
· If available code and if unavailable code UNKNOWN.   
Occupation and industry: Text if available. Fill in with “Unknown.” Do not use N/A or Retired. Those are not acceptable.  
PRIMARY PAGE ITEMS
PRIMARY SITE
· Verify what was entered when the patient was put into suspense for accuracy and confirm the primary site of cancer.  
· The site may change or may be coded to more specificity with the proper use of the 4th digit.  
· Check all imaging studies and physicians notes to determine if a more specific primary site is available

· It must be documented in notepad & primary site. 
· Use the ICD-O Coding manual for any questions regarding the primary site. 
SEQUENCE NUMBER
· “00” is used for a patient’s only diagnosis of cancer.  If a patient is diagnosed with a second cancer, the first cancer is then sequenced “01”.  
· “60” is used for a patient diagnosed with a first benign brain/CNS tumor.  
· “61” is used with a second diagnosis of a brain/CNS tumor (new primary).  
· Refer to the STORE manual for more sequencing information. This must be documented in notepad-remarks.  If a patient has a history of cancer and they are presenting to our facility for a secondary cancer, the sequence will be a 2/2 malignant cancers. 
DATE OF INITIAL DIAGNOSIS

· Add the date of diagnosis 

TEXT PRIMARY SITE
· Text the primary site of cancer and this text should match what code is above in the primary site field in Metriq.  
· Include laterality if possible in this text box. 
HISTOLOGY/BEHAVIOR 
· Take from the pathology report from a biopsy/FNA/excisions/surgical resection.  
· On occasion, morphology may be determined with radiographic studies, but use radiographic morphology only if the case is not histologically or cytologically confirmed.  
· Enter the morphology code from ICDO3 into the ICDO3 field.  Leave the ICDO2 field blank.  
· Document the pathology findings in Notepad, Histology/Behavior. Use the ICD-O manual for any questions on coding Histology. 
· 0: Benign: Benign

· 1: Borderline: Uncertain whether benign or malignant, Borderline malignancy, Low malignant potential, Uncertain Malignant Potential.

· 2: In situ/ and or Carcinoma In Situ: Adenocarcinoma in a adenomatous polyp with no invasion of stalk, Clark Level 1 for melanoma, Comedo-carcinoma, non-infiltrating, Confined to epithelium, intraductal, intraepidermal, lobular neoplasia, lobular non-infiltrating, no stroma involvement, papillary (please see chart on page 50 of the MSCP for the rest of the words that classify as in situ)

· 3: Invasive: Invasive or micro-invasive
CLINICAL GRADE
· Please make sure to check the site below for grading for each cancer site as they have changed. There are notes now in Metriq but the site below can also assist you in assigning the grading. 
· Use this website to help determine the grade: https://apps.naaccr.org/ssdi/list/
PATHOLOGICAL GRADE
· Please make sure to check the site below for grading for each cancer site as they have changed. There are notes now in Metriq but the site below can also assist you in assigning the grading. 

· Use this website to help determine the grade: https://apps.naaccr.org/ssdi/list/
POST THERAPY GRADE
· Leave blank if no Post therapy grade.  Please make sure to check the site below for grading for each cancer site as they have changed. There are notes now in Metriq but the site below can also assist you in assigning the grading. 

· Use this website to help determine the grade: https://apps.naaccr.org/ssdi/list/
SCHEMA DISCRIMNATOR 1 and 2

Please check 1 and 2 to make sure you fill them in if required 
GRADE/DIFFERENTITAION

· This is our old field for adding the grade; it now has to be blank 
SSDI Schema: If this is blank in your abstract you must check the histology to make sure it’s the correct one. You can do this by using the AJCC 8th edition staging information in Help—in Metriq. For each chapter it will list the histology codes that are in place now. If you get an XX that means your histology code is incorrect and must be changed. 
GRADE PATH VALUE AND SYSTEM
· Only fill this out when it is noted in a pathology report. 
· Use the SEER grading website to determine if a site uses these systems.  

TEXT-HISTOLOGY/BEHAVIOR 
· Enter the final histology form the pathology report/clinical if applicable and the grade. 
· There should be no “red” characters for text in this field.  
· Any text that starts to become red will not be submitted as they are not submitted and no one else can see that text but us.  
LATERALITY
· Refer to the manuals for a list of sites that must have laterality coded. This must be document in Notepad, Primary Site if applicable. 
DIAGNOSITC CONFIRMATION
· Code what testing was used to confirm the malignancy. 
· This must be documented in the notepad, in the appropriate Text field, ex: X-ray/Scans, Lab Tests, Pathology.  
· Please make sure to verify the priority order of codes in the STORE manual when coding this. 
TYPE OF REPORTING SOURCE
· Code the source at which the case was found to be reportable.  
· (Example: hospital, lab, pathology report, radiation logs etc)  
CLASS OF CASE
· Refer to STORE manual and the MSCP Manual for each class of case and how to determine for each abstract.  
· Watch this carefully because a lot of our reports are run from the Class of Case. STORE Manual: Class of case has 2 divisions and they are analytical cases and non-analytical and here are the groups: Analytical cases are: Codes 00-22 & Non-Analytical cases are: 30-49, 99

DATE OF FIRST CONTACT
· This is the date the patient was either diagnosed and or presented for treatment at any facility in health system.  
· Date of first contact flag: Use 12 when the date is unknown. Leave blank if the date of first contact is filled out. 

YEAR FIRST SEEN THIS PRIMARY
· This will automatically default when you enter the date of first contact.  
DATE OF 1st POSITIVE BIOPSY 
· This may not always be the actual biopsy date. 
· Use the STORE manual/MCSP and the ambiguous terminology to determine if a physician statement or radiology report states a diagnosis before the tissue biopsy. 
AGE AT DIAGNOSIS
· Once the date of birth is entered, the will automatically populate.  

DATE PATIENT WAS AN INPT: ADMISSION, DISCHARGE & IN PATIENT STATUS

· This should be the date or date after the patient was diagnosed. 
· Please do not use any dates before the patient was diagnosed. 
· You will need to add the admitted and discharge date. Make sure that when a patient has surgery at one of our facilities that the correct surgical discharge date is entered as well.  
INPATIENT STATUS

· Code whether the patient was an IP or not 

INPATIENT/OUTPATIENT STATUS

· Code whether the patient was an OP only, IP/OP etc. 

TYPE OF ADMISSION

· Code the type of admission 

PRIMARY AND SECONDARY PAYER AT DIAGNOSIS
· Determine what kind of insurance the patient has. Try not to use Code 10, NOS unless you don’t know what kind of insurance it is. 
· Record the payer at time of diagnosis.  This should include primary and secondary insurance if applicable.  
· This list provided from the Billing department on how we should record each group of insurances. 
· Code 01: Not Insured

· Code 02: Not Insured, Self-Pay

· Code 10: Insurance, please try not to use this one if you can find a better selection. 

· Code 20: Private Insurance; Managed Care, HMO, PPO: Aetna;  Aetna Medicare Advantage;  American Community Mutual;  American Medical Security;  APS Healthcare; Associated Builders and Contractors;  ASR; Assurant (Formerly Fortis); Blue Care Network;  Blue Care Network - Medicare Advantage;  Blue Choice;  Blue Cross Blue Shield of Michigan;  Blue Cross FEP – Federal Employees Program;  Blue Preferred PPO;  CCN Network;  CIGNA;  Cofinity PPOM;  Community Blue PPO;  ConnectCare; CoventryCares of Michigan;  DirectCare America/Chandler Group;  Federated Insurance;  First Health; Golden Rule;  HCAP;  Health Advantage;  Health Alliance Plan (HAP); Health Plan of Michigan;  HealthPlus of Michigan Medicare Advantage HMO & PPO;  Humana;  Humana Medicare Advantage PPO;  Interplan Health Group (IHG);  John Alden;  Liberty Union M E T – MidAmerica;  Magellan;  McLaren Medicaid HMO; MultiPlan/PHCS;  PHP;  Principal;  Priority Health;  Priority Health Medicare Advantage HMO and PPO; Trustmark;  United Health Care (Hospital Contract Only);  US Health and Life

· Code 21: I do not believe we have any Fee for Service Insurances 

· Code 31: Medicaid: Code if you do not know the name of the Medicaid 

· Code 35: Medicaid Admin through Managed Care Plan: Meridian Health Plan; Molina (Medicaid HMO)

· Code 60: Medicare without Supplement 

· Code 61: Medicare with Supplement 

· Code 62: Medicare-Admin through Managed Care Plan: If a patient has Medicare and one of the above Plans in Code 20 please use this code. If you know they have Medicare with a Supplement that you do not know please code to Code 61. 

· Code 63: Medicare with private supplement:  Code if the Medicare supplement is stated to be private. 

· Code 64: Medicare with Medicaid 

· Code 65: Tricare Prime; Tricare (Champus)

· Code 66: Military

· Code 67: Veterans Affairs

· Code 68: Indian/Public Health Services

· Code 99: Unknown, please do not use unless you have to 
TEXT PAYMENT SOURCE

· Text out what the Primary and Secondary insurance is.  
· Example: Medicare with BC, Medicaid, Medicare with Medicaid, etc. 

MARTIAL STATUS AT DIAGNOSIS
· Use the manuals to determine the correct code for this status.  
· This can be found on the history page in EPIC.  
TOBACCO HISTORY
· This also must be noted in the text remarks on the notepad.  
· Code the appropriate code to the patient’s use of tobacco.
TYPE TOBACCO USED

· Please code the type used 

AMOUNT TOBACCO USED 

· Code the amount used 
YEARS TOBACCO USAGE
· If this is available in the EMR please fill this in with the years the patient has smoked. 

ALCOHOL HISTORY
· This also must be noted in the text remarks on the notepad.  
· Code the appropriate code to the patient’s use of alcohol. 
FAMILY HISTORY OF CANCER
· This also must be noted in the text remarks on the notepad.  
· Code the appropriate code to the patient’s family history of cancer.  
· If you know the ages of the family members for their diagnoses of cancer please include that in your text as well. 
PATIENT HISTORY CANCER/PRE-MALIGNANCY
· Enter the information if the patient has had a prior history of cancer. 
· If you have the age for that cancer, please text that as well in the notepad. 
RELATIONSHIP HISTORY OF CANCER
· Enter the family hx of cancer of how it relates to the patient. 

CORMORBID/SECONDARY DIAGNOSIS CODES 
· #1 must be “00000” if the patient has no comorbid conditions and leave the rest blank) Enter the ICD 9. 
ICD REVISION SECONDARY DIAGNOSIS
· Secondary Diagnosis: This is where ICD 10 codes should be entered. #1 must be “00000” if the patient has no comorbid conditions and leave the rest blank) 
· If you have questions on the ICD10 codes if they will not clear, you click in the field and then click F1 and it will bring the menu up and it shows which ones need to be coded and which ones do not need to be coded.  Review this list whenever an ICD10 code will not clear. 

· ICD Revision Comorbid: This will be 10.  
COLLABORATIVE STAGE PAGE ITEMS
I have moved all required items to the top of the abstract so it’s easier to find them. I have grayed out all CS items as those are not required anymore. 

2018 Seer Summary Stage: (Referenced from the NAACCR Website) 

· 0= In situ  

· 1= Localized 

· 2= Regional, direct extension only 

· 3= Regional, regional lymph nodes only 

· 4= Regional, direct extension and regional lymph nodes 

· 7= Distant 

· 8= Benign, borderline 

· 9= Unknown if extension or metastasis (unstaged, unknown, or unspecified)

SSDI (Below are some of the top sites for quick reference.  All sites have them but these we will use most frequently)
· Enter each field as appropriate for site being abstracted.  
· Refer to STORE manual for each item. 
· Each item that is listed in the STORE manual has been added to the text notepad below for each site so they can be collected.   
APPENDIX SSDI:

· CEA PRE-TREATMENT 

· CEA LAB VALUE 

BRAIN SSDI:

· CHROMOSOME 1P 

· CHROMOSOME 19Q

· BRAIN MOLECULAR MARKERS

· MGMT

BREAST SSDI:

BREAST COLLABORATIVE STAGE PAGE
· SUMMARY STAGE 2018

· SEER SSF1 HPV STATUS

· DATE OF SENTINEL LYMPH NODE BX 

· SENTINEL LYMPH NODES POSITIVIE 

· SENTINEL LYMPH NODES EXAM

· DATE OF REG LYMPH NODE DISSECTION 

BREAST SSDI 
· ESTROGEN RECEPTOR PERCENT POSITIVE OR RANGE 

· ESTROGEN RECEPTOR SUMMARY (NEG FOR POSITIVE)

· ESTROGEN RECEPTOR TOTAL ALLRED SCORE 

· PROGESTERONE RECEPTOR PERCENT POSITIVE OR RANGE

· PROGESTERONE RECEPTOR SUMMARY (NEG OR POSITIVE) 

· PROGESTERONE RECEPTOR TOAL ALLRED SCORE 

· HER 2 IHC SUMMARY (1+, 2+; POS./NEG ETC)

· HER 2 ISH DUAL PROBE COPY NUMBER 

· HER 2 ISH SINGLE PROBE COPY NUMBER 

· HER 2 OVERALL SUMMARY 

· MULTIGENE SIGNATURE METHOD (MAMMPRINT, ENDOPREDICT ETC) 

· MULTIGENE SIGNATURE RESULT (SCORE/LOW/HIGH RISK)

· ONCOTYPE DX RECURRENCE SCORE DCIS 
· ONCOTYPE DX RECURRENCE SCORE INVASIVE

· ONCOTYPE DX RISK LEVE INVASIVE

· KI67

· LYMPH NODE AXILLARY POSITIVE I-III

· RESPONSE TO NEOADJUVANT TREATMENT 

CERVIX SSDI
· FIGO STAGE

· LN ASSESSMENT METHOD FEMORAL

· LN ASSESSMENT PARA-AORTIC

· LN ASSESSMENT METHOD PELVIC

· LN DISTANT ASSESSMENT METHOD 

· LN DISTANT, MEDIASTINAL, SCALENE

· LN STS, FEM-INGL, PARA-AORTIC 

COLON AND RECTUM SSDI
· CEA PRE TREATMENT INTERPRETATION

· CEA PRE TREATMEN LAB VALUE

· CIRCUMFIRENTIAL RESECTION MARGIN

· KRAS

· MSI

· PNI

· TUMOR DEPOSITS

ESOPHAGUS SSDI
· ESPOHAGUS AND EGJ TUMOR EXT

FALLOPIAN TUBE SSDI
· CA 124 PRE TREATMENT INTERPRETATION

· FIGO STAGE 

· RESIDUAL TUMOR VOLUME POST CYTO

GIST SSDI
· KIT GENE IMMUNOHISTO

HEME/RETIC SSDI
· JAK2

KIDNEY SSDI
· ISPILATERAL ADRENAL GLAND INVOLVEMENT

· INVASION BEYOND CAPSULE

· MAJOR VEIN INVOLVEMENT

· SARCOMATOID FEATURES

LUNG SSDI

· SEPARATE TUMOR NODULES

· VISCERAL AND PARIETAL PLEURAL INVASION

LYMPHOMA (CLL/SLL) SSDI

· ADENOPATHY

· ANEMIA

· B SYMPTOMS

· HIV STATUS

· LYMPHOCYTOSIS

· NCCN IPI

· ORGANOMEGALY

· THROMBOCYTOPENIA

MELANOMA SKIN SSDI
· BRESLOW TUMOR THICKNESS

· ULCERATION

· MITOTIC RATE 

· LDH PRETREATMENT LAB VALUE

· LDH PRETREATMENT LEVEL
· LDH UPPER LIMITS OF NORMAL 

OVARY SSDI

· CA 125 PRE TREATMENT INTERPRETATION

· FIGO STAGE 

· RESIDUAL TUMOR VOLUME 

PROSTATE SSDI 

· GLEASON PATTERNS CLINICAL

· GLEASON PATTERNS PATHOLOGICAL 

· GLEASON SCORE CLINICAL

· CLEASON SCORE PATHOLOGICAL 

· GLEASON TERTIARY PATTERN

· NUMBER OF CORE EXAMINED

· NUMBER OF CORES POSITIVE

· PSA

PATH REPORT PAGE ITEMS

· PATH REPORT FACILTY ID 1

· PATH REPORT NUMBER 

· PATH REPORT DATE 1 

· PATH REPORT TYPE 1 

· Fill in for each positive path/cyto 
GENERAL REMINDERS 
· Items below referenced from the NAACCR Website

· Medicare Beneficiary Identifier:  Code the new Medicare ID as provided in the EMR. 
· The text for each section is required as the State using that for QA/Other reviews.  
· We must document in the notepad each item coded and the text must be high quality. 
· The State should be able to abstract the entire case with all elements by what is texted in the notepad. Please make sure that your text matches what you have coded in the abstract.  
AJCC/OTHER STAGING PAGE 
· Tumor Size Clinical Tumor Size

· Tumor Size Pathological Size 

· Tumor Size Summary Size
TNM EDITION NUMBER

· Make sure for 2018 and forward this is 08 for the 8th Edition 
AJCC PATHOLOGICAL PROGNOSTIC STAGE
· Referenced from the AJCC: 

· AJCC Path T with prefix: 

· AJCC Path N with prefix: 

· AJCC Path M with prefix: 

· Path Prognostic Stage Group:

· Path T Suffix: (add m if synchronous tumors)

· Path N Suffix:  (Sn=sentinel node, f=FNA or blank)

· Staged using the 8th Edition
· Pathologically staged by (FORD’S/STORE): 

· Pathological Stage Descriptor (FORD’S/STORE): 

AJCC CLINICAL STAGE 
· Referenced from the AJCC: 

· AJCC Clinical T with prefix: 

· AJCC Clinical N with prefix: 

· AJCC Clinical M with prefix: 

· Clinical Stage Group:

· Clinical T Suffix: (add m if synchronous tumors)

· Clinical N Suffix:  (Sn=sentinel node, f=FNA or blank) 

· Clinical Stage: 

· Staged using the 8th Edition
· Clinically staged by (FORD’S/STORE): 

· Clinical Stage Descriptor (FORD’S/STORE): 

DISTANT METS EXTENSION IF APPLICABLE

· 0=CARCINOMATOSIS

· 8=SYSTEMIC

· A=OTHER

· B=BONE MARROW

· C=BONE MARROW AND OTHER 

EOD-EXTENSION OF DISEASE FOR PRIMARY TUMOR 

· Follow the notes given to code the extension (very similar to CS extension)

EOD-EXTENSION OF DISEASE REGIONAL NODES

· Follow the notes given to code the extension (very similar to CS lymph nodes)

EOD-EXTENSION OF DISEASE METS 

· Follow the notes given to code the extension (very similar to CS Mets at DX)

AJCC POST THERAPY STAGE 
· Referenced from the AJCC: 

· T:

· N:

· M:

· Post therapy Stage Group:

· Post therapy T Suffix:

· Post therapy N Suffix: 

· Post Therapy Staged by (FORD’S): 

· Post Therapy Stage Descriptor (FORD’S):

TEXT FINAL DIAGNOSIS 
· Text the final diagnosis here from the final surgical pathology report.  

Example of the text for the staging to please follow
CLINICAL STAGE:  CT1, CN0, CM0 STAGE 1B PER DR BOB SMITH

PATHOLOGICAL STAGE: PT2, PN0, CM0, STAGE 1B PER DR BOB SMITH

CLINICAL TUMOR SIZE: 10MM; PATHOLOGICAL TUMOR SIZE: 12MM; SUMMARY TUMOR SIZE: 12MM
SEER SUMMARY STAGE: 1B, LOCALIZED 

(Please make sure to add who staged each one) 

FIRST COURSE TREATMENT PAGE ITEMS 
Document First Course Treatment: Add all diagnostic procedures and treatments that the patient received for this cancer.  See the STORE manual and the MCSP for specific instructions. 

Reminder: If the treatment being coded as Palliative as stated by the physician or noted in the EMR you must code the Palliative care code and also text it in the notepad for documentation.  
D=Diagnostic BX

· COURSE

· RX START DATE

· TREATMENT THIS FACILITY 

· RX PHYSICIAN 1

· RX PHYSICIAN 2 

· RX FIN

· RX CODE 

· TEXT-TREATMENT 

S=Surgery

· COURSE

· RX STATE DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT

· SURGICAL MARGINS

· SCOPE REG LN SURGERY

· SURGERY OTHER SITE

C=Chemo

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT

I-Immunotherapy

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT
H=Hormones

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT

O=Other

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT

HTE: Hematologic/Transplant and Endocrine Procedures

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY 

· RX IN/OUT PT

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· FX FIN

· RX CODE

· TEXT-TREATMENT

Radiation-1st page

· COURSE

· RX START DATE 

· TREATMENT THIS FACILITY

· RX PHYSICIAN 1

· RX PHYSICIAN 2

· RX FIN

· TEXT-TREATMENT 

Radiation-2nd page (after you open the plus sign)

LOCATION OF RADIATION TREATMENT
DATE RT STARTED

DATE RT ENDED

PHASE 1

· PHASE 1 RADIATION PRIMARY TREATMENT

· PHASE 1 RADIATION TO DRAINING NODES

· PHASE 1 RADIATION TREATMENT MODALITY

· PHASE 1 RADIATION EXTERNAL BEAM TECH

· PHASE 1 DOSE PER FRACTION

· PHASE 1 NUMBER OF FACTIONS 

· PHASE 1 TOTAL DOSE

PHASE 2 IF APPLICABLE 

· PHASE 2 RADIATION PRIMARY TREATMENT

· PHASE 2 RADIATION TO DRAINING NODES

· PHASE 2 RADIATION TREATMENT MODALITY

· PHASE 2 RADIATION EXTERNAL BEAM TECH

· PHASE 2 DOSE PER FRACTION

· PHASE 2 NUMBER OF FACTIONS 

· PHASE 2 TOTAL DOSE

PHASE 3 IF APPLICABLE 

· PHASE 3 RADIATION PRIMARY TREATMENT

· PHASE 3 RADIATION TO DRAINING NODES

· PHASE 3 RADIATION TREATMENT MODALITY

· PHASE 3 RADIATION EXTERNAL BEAM TECH

· PHASE 3 DOSE PER FRACTION

· PHASE 3 NUMBER OF FACTIONS 

· PHASE 3 TOTAL DOSE

P=Palliative Care

N=No First Course treatment 

GENERAL PAGE ITEMS 
· Fill in each Physician field as appropriate, Follow-up Source, Next Follow-up, and Following Registry.  

· Physician NPI: Each physician that deals with the patients care should be entered on the General page and the physician NPI needs to be filled in. If the NPI is unknown you can code all 9’s. We should really not be using the unknown code and looking for the NPI number.  You can look them up here:  https://npiregistry.cms.hhs.gov/.  If not found, contact your medical staff office. 
· Facility NPI: Each facility has an NPI that also needs to be entered when the facility is added to a database.  
· Remove any notes in Comments field that are no longer applicable. 
· Referred to: Please add where any patient is referred to another facility for treatment and it must be filled in and not left blank.  
· Referred from: This needs to be filled in when a patient is diagnosed elsewhere and comes to one of our facilities for treatment.   If not referred to or referred from another facility leave the defaulted zeros.

· Case-finding Source: This item records where the case was first identified. Use Code 20 for pathology report suspense; Use Code 23 for Radiation/ARIA patient logs; Use Code 25 for Infusion Center patients; Use Code 27 if they are in suspense and were presented at Cancer Conference; Use Code 80 for Death records; Use Code 10 for Gamma Knife Logs
· Comments: R NOTE: If more information is needed to complete the abstract, make a note in the Comments field:  R: mo/yr type of information needed.  Note:  These abstracts should be changed to a complete status.  Enter information as soon as possible.  Remove the note from Comments when the abstract is completed.

R NOTES-REMINDER NOTES
· These will be entered on the General page in the comments sections when treatment is pending.   These will be checked monthly and once the treatment has been entered the R note needs to be deleted.

· If a patient had treatment at another facility it is allowed to use any information they can give you to complete the case.  

NOTEPAD

General Instructions Notepad

· Applies to all Cancer Sites: 

· Record all positive and negative findings in this section

· If there is not enough space in a text field, use other text fields in the notepad page. 

· Indicate continuation to appropriate field, ex: continue x-ray to lab with “x-ray cont”.

· Fill in all text fields and do not leave any blank.  

· Note date and the report where documented any patient refusals of treatments or tests.

· Use only approved abbreviations.  (New list has not been released yet) 

Physical Exam Notepad

· Applies to all Cancer Sites:  

· Date of exam/H&P (Use the closest to the date of diagnosis) (Consult date with Med Onc, Surgeon or Rad Onc)

· Age at diagnosis (Demo page in EPIC)

· Sex (Demo page in EPIC)

· Marital Status (Demo page in EPIC)

· Race/Ethnicity (Demo page in EPIC)

· Height (Synopsis page in EPIC) (Last recent height) example 5’7 

· Weight (Synopsis page in EPIC) (Last weight in pounds) 300lbs

· BMI (Synopsis page in EPIC) (Last recent 32.2) 

· Family HX of Cancer and what type of cancer (History page in EPIC) 

· History of Tobacco Use (how many years and how many PPD, pack years or years smoked) (History page in EPIC) 

· History of Alcohol Use (how many years) (History page in EPIC)

· Personal HX of previous Cancers (History page in EPIC)

· Weight loss: (how much weight loss and over how long) (in pounds and over 6 months example)
· Performance status (ECOG) Score 0-5 
· Depression Diagnosis (record if this diagnosis has been coded in EMR) (ICD codes page)

· Primary Site of Cancer (Physician notes clinically)

· Histology (if DX prior to this admission)

· Tumor Location and size clinically state by physician (Physicians note) (Can used mamm/us info)

· Clinical Assessment/Palpable lymph nodes assessment by physician (Physicians note) 

· NEW 2018: Extranodal Extension Clinical Non Head and Neck (Physician notes) (Can abbreviate ENE: NA example) 
· Positive and negative physical findings (Physician notes) 

· Treatment plan:  When given by physician and where patient is being referred to if applicable (Physicians notes) 

Site Specific Items for Physical Exam that must be documented in this part of the notepad
· Colon and rectal cases only: Personal familial GI Cancers (History page in EPIC)

· Colon and rectal and Small Intestine cases only: Presence of Crohn’s Disease (ICD page in EPIC)

· Organomegaly present 

· Lymphoma cases only: B Symptoms (ICD page and physicians notes)

· Lymphoma cases only: HIV results if available (History tab or physicians notes in EPIC)

· Retinoblastoma case only: Heritable trait (clinical) 

· Lymphoma cases only: HIV results (History tab or physicians notes in EPIC)

· Merkel Cell Carcinoma cases only: Profound Immune Suppression (by physicians note) 

Imaging/X-ray Notepad

· Applies to all Cancer Sites
· Dates and types of x-rays and imaging and all positive findings

· Facility imaging done at (must type out facilities full name) (Example: Imaging done at MidMichigan Health)

· Histology (if given)*If all imaging done at 1 facility you only have to type the name out once*

· Primary Site

· Tumor location site/subsite 

· Tumor Size (Largest)

· Lymph Nodes (positive or negative nodes) 

· Pet Scans, CT, Mammograms, US, etc. positive findings first then negative

· Distant Disease or mets 

Scopes Notepad 

· Applies to all Cancer Sites
· Dates and studies done

· Facility administering scope (Type out full name for facility) 

· Physician performing scope (First and last name) 

· Primary Site

· Histology if given by physician

· Tumor Size

· Tumor location

· Lymph Nodes identified as positive from the scope by the physician 

· Positive or negative findings, record positive first then the negative 

Labs Notepad

LABS: Applies to Breast Cases  

· (Referenced from the NAACCR Website)

· BREAST: ER: Result (positive/negative) with percentage (Example ER 99% positive) 

· BREAST: PR: Result (positive/negative) with percentage (Example PR 99% negative)

· BREAST: KI67 (percentage) (Example: KI67: 5%) 

· BREAST: ER Total Allred Score (0-8)

· BREAST: ER Total Allred Score (0-8)

· BREAST: HER2:CEP17 Ratio (from the surgical pathology report) 

· BREAST: HER2 IHC Summary (Positive, negative, equivocal and score) (Example HER2 1+ positive) 

· BREAST: HER2 ISH Overall Summary (Positive, negative, equivocal) (If not repeated on the Surgery then use from the biopsy)

· BREAST: HER2 ISH Single Probe Copy Number (result) 

· BREAST: HER2 ISH Dual Probe Copy (result)  
· BREAST: HER2 ISH Dual Probe Ratio (result) 

· BREAST: HER2 FISH Lab Value: Our testing here is now DUAL ISH 
· We do not do just FISH anymore at our facilities 

· BREAST: We do not do CISH at our facilities

· BREAST: HER2 Copy number if available or unknown and or not performed (result) 

· BREAST: Oncotype DX Risk Level-DCIS and Invasive (Low, intermediate, High, NA) 

· BREAST: Oncotype Dx Recurrence Score-DCIS (actual score) 

· BREAST: Oncotype Dx Recurrence Score-Invasive (actual score)

· BREAST: Multigene Method (example Mammaprint etc) 

· BREAST: Multigene Results (result from above)  

· BREAST: Genetic Testing results and what facility the genetic testing was done at  

LABS: Applies to Colorectal Cases  

· (Referenced from the NAACCR Website)

· COLORECTAL: Dates and types of tests 

· COLORECTAL: Carcinoembryonic Antigen (CEA) Pre Treatment Result (negative or positive) 

· COLORECTAL: Carcinoembryonic Antigen (CEA) Pre Treatment Value

· COLORECTAL: KRAS result if done 

· COLORECTAL: BRAF result if done

· COLORECTAL: NRAS result if done
· COLORECTAL: MSI testing including results for the following:  MLH1, MSH2, and MSH6 AND PMS2 with results 

· COLORECTAL: Mitotic Count if done 

· COLORECTAL: KIT Gene results if done

LABS: Applies to Prostate Cases     

· (Referenced from the NAACCR Website)

· PROSTATE: Clinical Gleason Pattern from BX (example 4+5=9)

· PROSTATE: Pathological Gleason Pattern from Prostatectomy 

· PROSTATE: Clinical Gleason Score from Needle Core BX or TURPT 

· PROSTAE: Pathological Gleason Score from Prostatectomy 

· PROSTATE: Clinical Tertiary Pattern

· PSA Lab Result (Add elevated if applicable)

· PROTATE: Please add date PSA is also done 

LABS: Applies to Lung Cases   

· (Referenced from the NAACCR Website)

· LUNG: EGFR results (send out and will be found on pathology report)

· LUNG: ALK result (will be found on pathology report) 

· LUNG: 2018 New for Lung CEA Level-Squamous cell/Adenocarcinoma (Referenced from the NAACCR Website) if applicable
· LUNG: CEA Lab Value if applicable (normal or elevated)
· Mesothelioma: WBC, platelets and Hemoglobin

LABS: Applies to Testis Cases   

· (Referenced from the NAACCR Website)

· TESTIS: AFP Post Orchiectomy Value Result 

· TESTIS: AFP Post Orchiectomy Range (with or within normal limits) 

· TESTIS: AFP Pre Orchiectomy Value Result

· TESTIS: AFP Pre Orchiectomy Range 

· TESTIS: AFP Pre Treatment Interpretation (positive, negative etc)

· TESTIS: AFP Pre Treatment Value

· TESTIS: HCG Post Orchiectomy Lab Value Result

· TESTIS: HCG Post Orchiectomy Range 

· TESTIS: HCG Pre Orchiectomy Lab Value Results 

· TESTIS: HCG Pre Orchiectomy Range 

· TESTIS: LDH Pre Orchiectomy Lab Value Results 

· TESTIS: LDH Post Orchiectomy Range 

· TESTIS: S Category Clinical Marker study level (combined AFP and HCG levels)

· TESTIS: S Category Pathological level

LABS: Applies to Liver Cases     

· (Referenced from the NAACCR Website) 

· LIVER: Bilirubin Pre Treatment Total Lab Result

· LIVER: Bilirubin Pre Treatment Unit of Measure Result 

· LIVER: Creatinine Pre Treatment Lab Result 

· LIVER: Creatinine Pre Treatment Unit of Measure Result 

· LIVER: International Normalized Prothrombin Time results 

· LIVER: Hepatitis Serology

LABS: Applies to Brain Cases     

· (Referenced from the NAACCR Website) 

· BRAIN: Brain Molecular Markers results (mutant or wild type)

· BRAIN: Chromosome 1p Loss of Heterozygosity LOH results 

· BRAIN: WHO: World Health Organization Grade Classification

· BRAIN: Methylation of O6-Methylguanine-Methyltransferase (MGMT)

· BRAIN: Chromosome 1p: Loss of Heterozygosity (LOH)

· BRAIN: Chromosome 19q: Loss of Heterozygosity (LOH)

LABS: Applies to Ovary Cases   

· (Referenced from the NAACCR Website) 

· OVARY: CA 125 Pre Treatment Result 

LABS: Applies to Uveal Melanoma Cases   

· (Referenced from the NAACCR Website) 

· MELANOMA: Chromosome 3 Status results 

· MELANOMA: Chromosome 8q Status results 

LABS: Applies to Plasma Cell Myeloma Cases    

· (Referenced from the NAACCR Website) 

· PLASMA CELL: High Risk Cytogenetics results from FISH testing 

· PLASMA CELL: LDH Pre Treatment Level 

· PLASMA CELL: Serum Albumin Level

· PLASMA CELL: Serum Beta 2 Microglobin Pre Treatment level result 

LABS: Applies to GIST Cases    

· (Referenced from the NAACCR Website) 

· GIST: KIT Gene results 

LABS: Applies to Melanoma Skin Cases     

· (Referenced from the NAACCR Website) 

· MELANOMA SKIN: LDH Pre Treatment lab value results 

· MELANOMA SKIN: LDH Pre Treatment Level 

· MELANOMA SKIN: LDH Upper limits of normal results 

LABS: Applies to Small Intestine and Appendix Cases     

· (Referenced from the NAACCR Website) 

· APPENDIX: CEA Level and result 

LABS: Applies to Neuroendocrine Tumor Cases     

· (Referenced from the NAACCR Website) 

· NEUROENDOCRINE: CGA: Serum Chromogranin A Lab Value Results 

· NEUROENDOCRINE: Urinary 5-Hydroxyindoleacetic Acid (5-HIAA) Lab Value

· NEUROENDOCRINE: Urinary 5-HIAA Lab Value

· NEUROENDOCRINE: KI67
NEUROENDOCRINE: Mitotic Count

LABS: Applies to Heme Tumor Cases   

· (Referenced from the NAACCR Website) 

· HEME: JAK2

LABS: Applies to Head and Neck & Vulva & Cervix Cases   

· (Referenced from the NAACCR Website) 

· HEAD/NECK/CERVIX: HPV/P16

· HEAD/NECK/CERVIX: HPV/P18 

· HEAD/NECK/CERVIX: HPV Other 

· Oral Cavity-WPOI 5 (Worst patterns of invasion positive or negative) 

LABS: Applies to Stomach Cases   

· (Referenced from the NAACCR Website) 

· STOMACH: CA 19-9

· STOMACH: CEA

LABS: Applies to Bile Duct Cases     

· (Referenced from the NAACCR Website) 

· BILE DUCT: CA 19-9

Operative & Surgery Fields Notepad

· Applies to all Cancer Sites 

· Date procedure done 

· Type of procedure done (BX or Surgery)

· Pathology Report number (Example: S18-9999)

· Facility procedure/surgery done at (Type out full name of facility required by State) 

· Physician Performing BX or surgical staging procedure (First and last name) 

· Findings during procedure from the OP note/Pathology report 

Pathology Notepad

· ICD-O-3 Histologic Type:  (Must check for new codes/behaviors on site)
· Primary Tumor Size (Largest) 

· NEW 2018 EOD Primary Tumor: (Referenced from the NAACCR Website) 000= In situ, intraepithelial, noninvasive; 800= No evidence of primary tumor; 999= Unknown; primary tumor not stated

· Grade (make sure new grading items are coded in the Behavior section) 
· Tumor Site/Subsite if applicable 

· Tumor Extension from pathology report

· Margins status (all that apply-Proximal, Distal or Radial, other)

· Residual tumor status 

· Treatment effect if applicable 

· Number of Regional Nodes positive (which levels (head, neck and lung) if applicable) 

· Number Regional Nodes examined (which locations if available) 

· Positive Lymph Node laterality and location (left or right) 
· 2018: Date of Regional Node Dissection (date of surgery) 

· Number of Para-Aortic nodes examined if applicable (Take from pathology report on nodal sites) 

· Number of positive Para-Aortic nodes if applicable (Take from pathology report on nodal sites) 

· Number of pelvic nodes examined if applicable 

· Number of positive pelvic nodes if applicable 

· NEW 2018 from path report: largest Positive Lymph Node Size if applicable

· NEW 2018 Positive Extranodal Extension from pathology report all cases if applicable  
· Mets at diagnosis: yes or no (if applicable) 
· Mets at diagnosis to the bone: yes or no (if applicable) 
· Mets at diagnosis to the brain: yes or no (if applicable) 
· Mets at diagnosis to distant nodes: yes or no (if applicable) 
· Mets at diagnosis to the liver: yes or no (if applicable) 

· Mets at diagnosis to the lung: yes or no (if applicable) 

· NEW 2018 EOD Mets (Referenced from the NAACCR Website)

· LVI-Lympvascular Invasion

· PNI-Perineural Invasion

· Tumor Deposits if applicable 

· Tumor Focality 

· NEW 2018 if peritoneal cytology done result

· Pathologist first and last name

· Note if neo adjuvant treatment given (watch neo adj descriptors)

· Response to neo adjuvant treatment if applicable 

· Record any additional slide review for 2nd opinion from an outside source

Pathology: Site Specific Items that must be documented in this part of the Notepad

· Bladder cases only: WHO/ISUP Grade 

· Bladder cases only: Concurrent/Associated Non- Invasive Papillary CA (TA) With (TIS)

· Bladder cases only: Concurrent/Associated Non -Invasive Papillary CA (TA) and/or (TIS) with invasive cancers 

· Bladder cases only: Size of largest Tumor Deposit from cystectomy

· Breast cases only: Immunohistochemistry IHC of Regional Nodes 
· Breast cases only: MOL Molecular Studies of Regional Lymph Nodes 

· Breast cases only: Nottingham Grade: Grade 1-Low, Grade 2-Intermediate, Grade 3-High 

· 2018: Breast and Melanoma cases only: Date of Sentinel Lymph node biopsy

· 2018: Breast and Melanoma cases only: Total Number of Sentinel Lymph node examined

· 2018: Breast and Melanoma cases only: Total Number of Sentinel Lymph nodes positive 

· Breast cases only: Macroscopic and Microscopic Extent of tumor (applies to breast invasive) 

· Breast DCIS cases only: Necrosis (applies to DCIS pts)

· Melanoma (skin) cases only: Breslow Tumor Thickness & Mitotic Rate & Ulceration

· Uveal Melanoma cases only: Extra Vascular Matrix patterns; measured Basal Diameter; Measured thickness; Micro-Vascular Density; Mitotic Count 

· Prostate cases only: From Biopsy: Number of Cores Examined

· Prostate cases only: From Biopsy: Number of Cores positive 

· Prostate cases only: Extraprostatic Extension (EPE) (pathology report) 


· Prostate cases only: Urinary Bladder Neck Invasion


· Prostate cases only: Seminal Vesicle Invasion


· Prostate case only: Pathological extension from path report 

· Colorectal cases only: Macroscopic perforation 

· Colorectal cases only: Tumor Deposits

· Colorectal cases only: Tumor Regression Score (AJCC) Score 0-3

· Colorectal cases only: Circumferential margin status 

· CLL/SLL cases only: Adenopathy and how many nodes it is in

· Sarcoma cases only: Bone Invasion (from imaging)

· Esophagus/EGJ cases only: Tumor epicenter (location upper, middle, lower etc)

· Liver cases only: Fibrosis Score 

· Gyn/Ovary cases only: FIGO Stage and Residual Tumor Volume post Cryo-Reduction 

· Gyn/Ovary cases only: Gestational Trophoblastic Prognostic Score Index (rare) 

· Gyn cases only: Lymph node assessment Femoral, Inguinal and Para-Aortic 

· Gyn cases only: Lymph node assessment of the pelvis and scalene nodes (how done)

· Gyn case only: Lymph node distant assessment (how done) 

· Kidney cases only: Invasion beyond the capsule & Fuhrman nuclear grade, Extranodal extension; Vein involvement

· Kidney cases only: Adrenal gland involvement ipsilateral and sarcomatoid features; Rhabdoid features; Tumor Necrosis

· Kidney cases only: Invasion into the Perinephric fat or sinus tissue; venous involvement

· Kidney cases only: Major vein involvement results 

· Renal Pelvis case only: WHO/ISUP grade, renal parenchymal invasion

· Head and Neck cases only: Lymph node levels (which ones involved or not)

· Merkel Cell Carcinoma only: Lymph node ITC Isolated Tumor Cells 

· Lymphoma cases only: IPI International Prognostic Index 

· Mycosis Fungoides cases and Sezary Syndrome only: Peripheral blood involvement 

· Cholangiocarcinoma cases only: Tumor Growth pattern 
· Bile duct cases only: Fibrosis score, Tumor Growth pattern and Sclerosing Cholangitis 
· Pleura cases only: Pleural effusion, percent of necrosis post neo-adj chemo, histologic sub-type 

· Vulva cases only: FIGO Stage and pelvic nodes assessment and how nodes were assessed 
PRIMARY SITE NOTEPAD
· Applies to all Cancer Sites: 

· Primary Site

· Sub-site if applicable 

· Laterality or reason laterality is unknown (Follow Ford’s list)

Histology/Behavior Notepad

· Applies to all Cancer Sites: 

· Histologic type ICD O and behavior (Must verify if there is a new code) 

· Clinical Grade: (For this grade you must assign the highest grade assigned during the clinical work up) (Referenced from the NAACCR Website) 
· Pathological Grade: (For this grade you must assign the highest grade from the primary tumor) Note: if the clinical grade is higher that the grade determined by the pathological time frame, use that grade that was given at the clinical time frame) (Referenced from the NAACCR Website) 

· Post therapy Grade: Leave blank when no neo-adj treatment, clinical or pathological grade only.  (For this grade you must assign the highest grade resected from the primary tumor after neo-adj treatment) (Referenced from the NAACCRR Website) 

· Differentiation if applicable 

· Example: Adenoca of the Transverse colon, invasive, Clinical Grade 2, Pathological Grade 2, Post Therapy: NA

Radiation Therapy Notepad

· Applies to all Cancer Sites: 

· Phase 1 for our Radiation patients is the initial treatment and Phase 2 is the first boost.  If the patient has a 2nd boost that would be Phase 3 and so on and so on. 

PHASE 1

· PHASE 1 RADIATION PRIMARY TREATMENT

· PHASE 1 RADIATION TO DRAINING NODES

· PHASE 1 RADIATION TREATMENT MODALITY

· PHASE 1 RADIATION EXTERNAL BEAM TECH

· PHASE 1 DOSE PER FRACTION

· PHASE 1 NUMBER OF FACTIONS 

· PHASE 1 TOTAL DOSE

· TOTAL NUMBER OF PHASES  (Coded on First Course page) 

· RADIATION TREATMENT DISCONTINUATION REASON IF APPLICABLE (Code on First Course Page) 

· TOTAL DOSE (Code on First Course Page) 

· All treatment below referenced from the NAACRR Website and the STORE manual 
EXAMPLE for how to please text the radiation on the notepad
· FACILITY: MIDMICHIGAN HEALTH; PHYSICIAN: DR DON SMITH; SITE: LEFT BREAST; TOTAL PHASES: 2  
· PHASE 1: 6/8/2019-7/18/201, 18X/6X-EXTERNAL BEAM, 99 DAYS, 99 FX AT 200 CGY, DOSE 5040 

· PHASE 2: 7/19/2019-8/18/2019, 12E-EXTERNAL BEAM-BOOST, 6 DAYS, 66 FX AT 100 CGY, DOSE 100

· TOTAL DAYS: 106; TOTAL FX: 100; TOTAL DOSE: 6040; DRAINING NODES: NONE  

Other Radiation Notepad

· Applies to all Cancer Sites
· Any radiation treatment information that will not fit in “Radiation Therapy” field (Same as above)

BMT TEXT (BONE MARROW TRANSPLANT) (Note in Other Treatment on Notepad)

· Applies to all Cancer Sites
· Date the treatment was given 
· Facility the treatment was done at (Full name of facility typed out)
· Physician performing treatment (First and last name)
· What procedures, Bone marrow transplant, stem cell transplant 
· Other treatment information, if UNK use UNK
Chemotherapy Notepad

· Applies to all Cancer Sites 

· Date treatment started and ended (if available)

· Facility administering chemo (Full name of facility typed out) 

· Physician ordering chemo (First and last name) 

· Names of drugs given or Protocol: Make sure to check all drugs with the SEER RX Database to make sure they are chemotherapy and not immunotherapy. Some have changed so each chemo drug needs to be looked up. 

· Reason for no chemo if applicable

Hormone Therapy Notepad

· Applies to all Cancer Sites 

· Date treatment started

· Facility administering the hormones (Full name of facility typed out)

· Physician ordering the hormones (First and last name) 

· Type of endocrine surgery or radiation: 3D conformal for example

· Name of hormone or anti-hormone given

· Other treatment information, if cycle is incomplete please note why 

· Reason for no hormone if applicable

Immunotherapy Notepad

· Applies to all Cancer Sites
· Date treatment started

· Facility administering immunotherapy

· Physician ordering immunotherapy 

· Type of immunotherapy administered

· Other treatment information, if cycle is incomplete please note why

· Reason for no immunotherapy if applicable

Other Treatment Notepad

· Applies to all Cancer Sites
· Information regarding any other treatment that is not defined above, including palliative care experimental treatments and clinical trials

· Date treatment started and ended (if available)

· Facility administering other treatment 

· Physician ordering treatment

· Type of treatment: for example: blinded clinical trial, hyperthermia 

· Clinical Trial number and name if applicable

TEXT REMARKS NOTEPAD 

· Applies to all Cancer Sites: 

· New 2018-Date of Last Tumor Status: Date of the last tumor status/cancer status for the patient.  Last date of known cancer similar to the Evidence of Disease. So the last time the case was reviewed and the evidence of disease reviewed. Use the follow up date. 

· Birthplace: Will be found on the new treatment plans case finding lists (Unsure of where it’s in EPIC yet) 

· Insurance at time of diagnosis: (SnapShot Face sheet or the Patient station)  

· In patient status: Add dates admit date and discharged date 

· New 2018 FIELD: SEER Cause of Death: if applicable (Referenced from the NAACCR Website) (Text Remarks) Check media scan tab if the patient passes away here they will list it. If no reason available please put NA. 

· In-Patient status: If the patient was an inpt please add the admission and discharge date. If not, please put NA

Place of Diagnosis
· Applies to all Cancer Sites
· Full Name typed out of facility or physician office diagnosing the cancer 

Usual Occupation
· Applies to all Cancer Sites
· Name of occupation, it is not acceptable to use N/A if unknown.  
Industry
· Applies to all Cancer Sites
· Same as above 

Confidential Remarks

· Any issues regarding patient care that should not be submitted to the State of Michigan or NCDB.
CASE STATUS PAGE
· Verify that the Address at Diagnosis is correct.

· State Facility Code: Each facility has this code and it must be entered on each abstract. 

· Abstracted by: Enter the correct Abstracted By initials. Please make sure that you are changing this when you complete the case as the person who put it into Suspense may not be the one completing the case. 
· Add date abstracted 

· Date of last cancer (tumor status): Add the date abstracted 

· Enter the patient Cancer Status after treatment.

· Enter Cause of Death if applicable.

· Enter Date of Recurrence and Recurrence Type if applicable.
VALIDATING A CASE
· Due to the new version update we will have 2 edits sets until we get the State Metafile.

· Please use these when validating cases:

· 2017 and prior cases (will have version 16 metafiles for Elekta and the State)

· 2018 cases EXTENDED (will have version 18 extended edits only and once we get the State metafile we will go back and re-run those)

· The case status will change to “C” when all Edits have cleared.  CIN /VIN and other reportable cases should have the R status. Read in Fords on which cases are only reportable to the state and not the NCDB.  Please also review the MCSP manual for the required cases to be reported to the State of Michigan.   Please also review the SEER website for a list of reportable cases. 

· DO NOT ever use the follow up edits to validate a case. Things will be missed and when we do our yearly submission there could be errors and we have to submit the NCDB without any errors. ALWAYS use the extended edits.
CODING REFERENCES 
The following references will be used for specific data items:

· Accession number and sequence number: STORE/MSCP
· Patient demographics: STORE/MSCP
· Primary payer at diagnosis: STORE/MSCP
· Comorbidities and Complications: FORDS, ICD-9-CM, ICD-10/MSCP

· Class of case: STORE/MSCP
· Date of initial diagnosis: STORE, Cancer Reporting Manual-MI Cancer Surveillance Program

· Primary site: STORE, ICD-O Third Edition/MSCP
· Laterality: STORE/MSCP
· Histology: STORE, ICD-O Third Edition/MSCP
· Behavior Code: STORE, ICD-O Third Edition/MSCP
· Grade/Differentiation: STORE, ICD-O Third Edition, Cancer Reporting/MSCP
· Diagnostic confirmation: STORE, Cancer Reporting Manual-MI Cancer Surveillance Program
· AJCC Staging: STORE, 8th Edition Cancer Staging Manual

· SEER summary stage:  STORE, SEER Summary Staging Manual, Cancer Reporting Manual- MI Cancer Surveillance Program

· Collaborative stage: STORE/MSCP (Cases prior to 2018)
· SSDI Manual-New 2018 

· First course of treatment: STORE/MSCP
· Outcomes: STORE/MSCP
· Manual-MI Cancer Surveillance Program
The following resources are also available:

· SEER Program Manuals.  Available online 

· Human Anatomy and Physiology
· Taber’s Cyclopedic Medical Dictionary
· Metriq, Cancer Registry Data Management System
Help is also available at the following organizations:

American Cancer Society

NCICFUL

P.O. Box 102454

Atlanta, GA 30368-2454

1-800-227-2345

Publications: 1-800-227-5552

http://www.cancer.org
American College of Surgeons

633 N. Saint Clair

Chicago, Illinois 60611

1-312-202-5000

Publications: 1-312-202-5478

http://www.facs.org
CA?nswer Forum: ACOS web site

Michigan Department of Community Health

Division for Vital Records and Health Statistics

P.O. Box 30691

Lansing, MI 48909

Publications: 1-517-355-9169

http://www.mdch.state.mi.us

Questions: Contact Jetty Alverson, CTR 517-335-8855

alversonj@michigan.gov

National Cancer Institute

P.O. Box 24128

Baltimore, MD 21227

1-301-435-3838

http://www.nci.nih.gov
National Cancer Registrars Association

1340 Braddock Place

Suite 203

Alexandria, Virginia 22314

Phone: 703-299-6640

Fax: 703-299-6620

http://www.ncra-usa.org
SEER Program

National Cancer Institute

Executive Plaza North 343J MSC 7352

1-101-496-8510

Publications: 1-8---332-8615

http://www-seer.ims.nci.nih.gov
World Health Organization

Publications Center

49 Sheridan Avenue

Albany, NY 12210

1-518-436-9686


http://www.who.int
RQRS: Rapid Quality Reporting System
PROCEDURE: 

From initial enrollment and throughout the three year accreditation period, the program participates in RQRS, submits all eligible cases for all valid performance measures, and adheres to RQRS terms and conditions.

Instructions for Submitting to RQRS:

· Run RQRS File: 

· Metriq helped set up ours in the Query Wizard.

· You must make sure you check the box for “Create Key File.” If you do not do this, new cases and information that is put into Metriq will not cross over in the report. This is on the Process Options page at the bottom right. 

· Save under new folder: RQRS Submissions

· We do not change this file name:  It will automatically save the day you are submitting it.

· Click Export in Metriq

· Export Type: ACOS NCDB-RQRS
· Advanced Options: QW File 

· For Complete Cases

· File: Search for the file you just ran saved under the current date.

· Click Export: It will ask if you want re-write the file and click “Yes”

· Wait for the file to run and the close.
Log into facs.org

· Scroll to the bottom and click “Submit RQRS” 

· You will upload the file you saved for the date.

· We upload and send to RQRS every other week.

· The turnaround time is about a week.

· We are abstracting and completing all Breast and Colon cases as soon as we get the surgical path report. 

· If the patient is having neo-adjuvant treatment, we make the case Incomplete and put a note into that patient. 

· Once the data is uploaded, you have to look through the “ALERT lists and CASE lists. They are sorted by year and you have to click each year to view the patients.

· The ones in “RED” are the ones that should be taken care of ASAP.

· The data must be updated in the Abstract and the next time you upload and send the data.

· We wait until the color changes to the “RED” because the other colors, the patients are not ready for treatment, and we don’t want to waste time looking them up each week.

· Next to each patient is a “NOTEPAD” you can click the plus sign and add a note so you can keep track of where you are.

· The main page when you log into has the Dashboard. These numbers will be very low for the first 6 months. We are just starting to see some progress.  

· If you do have questions you can e-mail them and they are pretty quick to respond. 

· Once the data is submitted to RQRS, you will receive a confirmation that they did get your submission.

· If there are problems they will contact you with an e-mail and ask you to re-submit the file.

FOLLOW UP
· Follow up on all Patient and Recent patients will be done monthly for each facility. 

ABSTRACTING ACCURACY POLICY AND PROCEDURE
· A variety of quality control procedures have been developed to assess the quality of registry, both physician and tumor registry based. This policy/procedure develops the checks and balance system in accuracy of reporting, both for quality and completeness, through the Tumor Registry. The Quality Control of Registry Abstracting/Tumor Registry will be included in the annual Job Performance Review (JPR) to determine if each full time tumor registrar is below, meets or exceeds the standards set forth in this policy. Casual tumor registrars shall be assigned mostly to suspense and follow up therefore will not fall under the standards in this policy/procedure.

Accuracy Standard

· The accuracy standard for full-time tumor registrars: Average <90% accuracy on abstracts is not meeting (1) the standard; Average of 90% accuracy on abstracts is meeting (3) the standard & All abstracts reviewed throughout the year show >90% accuracy is exceeding (4) the standard.

Action Plan

· Should the registrar average less than 90% during the first quarter review an improvement plan will be put into place focusing on areas of weakness.   If there is improvement to the 90% the remaining quarters the registrar will be rated = (2) partially meeting the standard.  If the registrar receives a rating of 1 on the annual performance review an action plan will be put into place and improvement must be noted each quarter to reach the accuracy standard.  Each subsequent quarter that the accuracy standard is not met will result in disciplinary action.  
EXAMPLE NOTEPAD TEXT FOR 2018 CASES (REQUIRED FOR OUR STATE)
Text physical exam: 12/2018: 99 YO WHITE MALE, 5’9, 999 LBS, BMI: 20; ECOG SCORE: 1; HX SMOKING 22 YEARS QUIT IN 9999, NO HX DRUG USE, NO CURRENT USE OF ALCOHOL; PT HAD A SCREENING MAMM DONE THAT SHOWED A BREAST MASS, NEG FOR BREAST PAIN AND NO NIPPLE DISCHARGE, MOTHER HX RENAL CANCER AGE 666, FATHER HX LYMPHOMA AGE 999, SISTER HX CERVICAL CA AGE 555, PT HAS NO PREV HX OF CANCER, NEG FOR WT LOSS, POSITIVE FOR DEPRESSION, PRIMARY SITE: BREAST, INFIL DUCTAL, CLINICAL NODAL STATUS: NEG, THE PLAN IS FOR THE PT TO HAVE SURGERY, RADIATION AND CHEMO. 

Imaging/X-ray: ALL IMAGING DONE AT GREEN HOSPITAL: 8/8/8888: MAMM: SCREENING MAMM SHOWS RUQ BREAST MASS 99MM SIZE; 8/8/888 US: AXILLA NEG, NO POSITIVE NODES; MRI: 8/8/888 NEG MRI AND NEG FOR DISTANT METS. (If you add text imaging to another text box to extend make sure to note see below)

Scopes: 8/8/8888: GREEN HOSPITAL, DR ANDREW RED: (IF APPLICABLE ADD NOTES FROM OP NOTE) 

Labs: Example Breast: ER: 99% POS, PR 99% POS, HER 2 2+NEG, KI67: 99%, ALLRED SCORE: 9 (LIST ALL labs/testing THAT WERE DONE) & ONCOTYPE SCORE: 99, HIGH RECURRENCE RATE; PT NOT ELIGIBLE FOR GENETIC TESTING. 

Pathology Biopsy: 8/8/8888: GREEN HOSPITAL: TU18-8888, DR ANDREW RED, RT BREAST BX: BREAST, SITE: 10 O’CLOCK, INFIL DUCTAL CA, GRADE: 2, PATHOLOGIST: DR THOMAS BLUE   

Pathology: Surgery: 8/8/888 GREEN HOSPITAL TU18-8888, DR ANDREW RED, RT BREAST LUMPECTOMY WITH SLN BX, INFIL DUCTAL ADENOCARCINOMA, GRADE 2, SITE: 99 O’CLOCK, NEG MARGINS, NOTTINGHAM SCORE: 9, DCIS NEG,TX EFFECT NA, TUMOR SIZE: 344MM, 0/99 SLN NEG, NEG FOR EXTRANODAL EXT, LVI NEG, PATHOLOGIST: DR THOMAS BLUE  

Histology: INFIL DUCTAL ADENOCARCINOMA; CLINICAL GRADE: 0; PATHOLOGICAL GRADE: 0; (IF APPLICABLE POST TX GRADE) 

Staging: CLINICAL STAGE: CT9 CN0 CM0 GRADE 2, ER/PR POS, HER 2 NEG, STAGE 1A PER ANDREW RED 

PATHOLOGICAL STAGE: PT9 PN0 CM0 GRADE 3, ER/PR NEG, HER 2 NEG STAGE 3B PER SAMANTHA PURPLE  

CLINICAL TUMOR SIZE: 98MM; PATHOLOGICAL TUMOR SIZE: 100MM; SUMMARY TUMOR SIZE: 100MM

SEER SUMMARY STAGE: 3B, REGIONAL TO NODES  

Radiation: 
FACILITY: MIDMICHIGAN HEALTH; PHYSICIAN: DR DON SMITH; SITE: LEFT BREAST; TOTAL PHASES: 2  

PHASE 1: 6/8/2019-7/18/2019 18X/6X-EXTERNAL BEAM, 99 DAYS, 99 FX AT 200 CGY, DOSE 5040 

PHASE 2: 7/19/2019-8/18/2019, 12E-EXTERNAL BEAM-BOOST, 6 DAYS, 66 FX AT 100 CGY , DOSE 100

TOTAL DAYS: 106; TOTAL FX: 100; TOTAL DOSE: 6040; DRAINING NODES: NONE  

Chemo: 8/8/888 GREEN HOSPITAL, DR BRAD ORANGE, ABX CHEMO 

HT: 8/8/8888 GREEN HOSPTIAL, DR BRAD ORANGE, ARMIDEX 

Immuno: NONE RECOMMENDED

We format all other treatment sections same as above 

Text Remarks: 

INPT STATUS: PT WAS NOT AN IP 

INSURANCE AT DX: Insurance name 

DATE OF LAST TUMOR STATUS: 9/9/999

Birthplace: Canada; DATE/REASON OF DEATH 

If known clinical trial eligible or enrolled we add here 
To add to another a new line in the text box for Metriq you click shift then enter
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