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	1. 
	Are there anticipated revisions to the v21 implementation guidelines (like for previous years)?
	Not at this time

	2. 
	XML *does* impact registrars - because it means changes to their registry software.
	Great point. Software upgrades are disruptive. Once the software upgrade occurs, registrars should not notice a difference between the current flat file and .xml.

	3. 
	Knowing how important accurate and sufficient text is, are there any plans to expand the allowable character length for Text fields/sections?
	Not at this time. It is important to be concise. 

	4. 
	Regarding Birth Surname, 
I can think of situations this could be confusing.  A child could be born one name, but then that name changes upon an adoption.  So which name are you attempting to collect?  
	That information should be included in the coding instructions. I’ll contact the standard setter and let them know this should be addressed.

	5. 
	Will there be a new ICO-3 book?
	At this point we just have an ICD O 3.2 excel spreadsheet. There is a plan for a .pdf that will be similar to the current ICD O 3 manual (purple book). However, I do not think there are plans for a hard copy of the manual.

	6. 
	Would you recommend documenting text in the database or in a separate word document then transferring to the database?
	There are advantages to documenting text in an MS Word document and then copy and paste into database. I think it is something you have to decide what works best for you.

	7. 
	For texting subsequent courses of tx (for example on a Class of Case 32 abstract), labeling in addition to dates is very helpful so central registry can verify only 1st course is coded as 1st course (ex. 2nd course XX/XX/XXXX Facility/Dr: XYZ tx for LN recurrence)
	Great tip!

	8. 
	PO Box Addresses - Do you have a suggestion as to resources to find physical addresses?
	DMV, Voter records (but this is mainly accessible at central registry level)
Lexis Nexus—has a cost
Google—careful because dates not necessarily clear


	9. 
	Pt w/ race recorded as white on face sheet and in Doc notes, however, was mentioned in H&P her mother was Japanese, father's race does not give. How would you code her race?
	Race 1 White Race 2 Japanese 


	10. 
	I would disagree to the race tip as immigrants from countries such as Central Amer., South America, Puerto Rico do not consider themselves Caucasian or white.
	They could be indigenous but unless stated, white Hispanic. Yes—one can disagree. But the reality we work with is that the Office of Budget and Management define these codes—and we need to ensure our data collection aligns with the population (census) data collection as much as possible. So this tip is not only to reduce the “unknown” race but also to match as appropriately as possible the denominator and to ensure all cases are counted in our states (for instance, often cases with “unknown/other” in race are removed from analysis).  


	11. 
	I am wondering how to code vape/e-cig use?
	Alcohol and Tobacco data items (including e vape) are not NAACCR standardized fields. That means the codes and coding instructions were created by a central registry and are unique to that central registry. I would document in text.  Some States are documenting e-cigarettes and vaporizers use in the Tobacco Use NOS field, but please refer to your State Manual if Tobacco use is collected.

	12. 
	Is the address at DX changed for each primary?
	Yes. Address at Dx is based on where the patient lived at the time of Dx.

	13. 
	Question about SEER Appendix D- with instructions to code 01 unless stated to be Native American Indian. I've had this scenario before- does Native American (Indian) also include Native South or Central American Indian cultures? It seems strange for example that someone who is Argentinian could be described as Native American (Indian).
	We don’t have any other designation for indigenous population, but this is still appropriate for the example described. Recall, Argentina is South American—folks outside of US are all also Americans (North, South or Central Americans). So that designation is still appropriate. 


	14. 
	Hi Jim - is it best to enter text in ALL CAPS? If so, does this effect staging where lower case is used (-y, -p)?
	Unless told to do otherwise, I would suggest using mixed.

	15. 
	Shouldn't date of first contact for our facility be 1/6/20?
	Example #1 For analytic cases, the Date of First Contact is the date the patient qualifies as an analytic case Class of Case 00-22.  [On 01/06/2020 the lymph node biopsy is done as part of the diagnostic workup, it is not actually treatment because it does not modify, control, remove or destroy proliferating cancer cells. So technically on that date the class of case would be a 30, but when the patient began treatment at my facility on 02/07/2020 that’s the date the patient became analytic, so that’s the date of first contact. So even though we code this lymph node biopsy as the date of first course treatment, and date of first surgical procedure, it’s not actually considered treatment.]


	16. 
	Why wouldn't the 01/03/2020 lymph node bx be coded?
	Sorry none of the examples had a 01-03-2020 lymph node biopsy, not sure what this question was referring too?

	17. 
	Regarding AJCC clinical N suffix: does this get coded even if the FNA was negative?
	Yes!  Per CAnswer Forum Post The (f) suffix just indicates the procedure performed, not that the results are based on the procedure. Other data items such as nodes examined/positive will show what the pathologist found. http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/principles-of-ca-staging-and-general-info-chapters-1-4/principles-of-cancer-staging-chapter-1/106400-f-suffix-when-ln-fna-negative-but-still-thought-to-be-involved-staged-as-involved

	18. 
	Can you use 0's or it has to be blank for date of regional ln surgery?
	Depends on the software that you are using, please consult your software company, some require you enter 00-00-0000, some you can leave it BLANK.

	19. 
	SO, we cannot use the CT or MRI which states there is cancer as the date of diagnosis?
	That is correct. Date of dx is the first time a reportable dx is made. If that is CT or MRI, the date of the CT or MRI would be the date of dx.

	20. 
	I don't know if I missed this or not, but I live in MN.  If a patient is a snowbird and living FL at DX, do I use their address in FL at DX or do I use their MN address even if they were not in MN at the time of DX?
	If they are truly a “Snowbird” they are unlikely to be resident of FL. BUT if they live in Florida from start of season (Nov) to end of season (May) they are obviously residents of FL. But I think if they are described as snowbird, they generally don't stay more than 1/2 year. One thing to think about is where their DR LIC is -- hospitals can check ID along with insurance. Central registry can check voter rolls. if they have ID and/or vote in a state, they are residents of that state.

	21. 
	On example #2 of Lymph node biopsies the class of case was 30.  Would all those fields need to be coded?
	Yes

	22. 
	Should you add that the core bx of Rt Axillary LN was positive (+)?
	Example 4, It doesn’t matter if it was positive or negative regional lymph nodes get coded in Scope of Regional Lymph Node Surgery field whether positive or negative.
p.s. I did end up adding that information 

	23. 
	In example 3, how would you code surgical diagnostic & staging procedure? will it be BX of other site?
	I’ve adjusted the handout but 01-03-2020 Code 02 (RUL Biopsy)  and if your software allows you to code multiple entries you can code the core biopsy of the distant lymph node as 01-06-2020 code  of 01, but in the export only the 01-03-2020 biopsy 02 code will be exported)

	24. 
	Shouldn't Scope of Regional Ln Surgery be 4 or more nodes removed instead of code 1?
	Example 4 the Scope of Regional Lymph Node surgery should be coded to a 5 (4 or more nodes removed) since the mastectomy removed 10 nodes.

	25. 
	Which systemic sequence do you choose when both 4 and 7 apply?
	I can’t think of an example when that would happen.  I would need an exact example.

	26. 
	I thought abstracting of non-analytics was state specific?  some states require abstracting of non-analytics but others do not?
	Reportability is not based on Class of Case :) Some non-analytic cases are still reportable.

	27. 
	We are a hospital-based registry...does that rule apply to us on abstracting non-analytics?
	You may not base whether you pick up a case on class of case. Reportability is not based on Class of Case :) Some non-analytic cases are still reportable.  

	28. 
	Date of first contact in STORE manual states first contact with patient for diagnosis or treatment.  pt initially dx at osh, but our facility also did a diagnostic bx before we started treatment.  shouldn't the day we did bx constitute date of first contact 1/6?
	There’s a caveat…. For analytic cases, the Date of First Contact is the date the patient qualifies as an analytic case Class of Case 00-22.  If you were abstracting concurrently and patient dx elsewhere & they came to you for another diagnostic bx on that date the class of case is 30 because you are participating in the workup, but the date they started treatment with you the case becomes analytic and the rules states that date the patient becomes analytic that’s the date of first contact.  So, rule of thumb, if you diagnose the case Class 00, 10, 13,14 Date of Diagnosis & Date of First Contact will be the same date.  If Class of Case 20-22 it will be the date they began treatment or the decision not to treat at your facility.

	29. 
	What if a pt dx at your fac but med release shows pt went to XYZ but no info on what tx was. is that a Class 00?
	Yes, if you know where they went, see this CAnswer Forum post.  http://cancerbulletin.facs.org/forums/forum/fords-national-cancer-data-base/fords/cancer-identification/class-of-case/77685-class-of-case-00-referred-elsewhere-unknown-if-went

	30. 
	On case Example 3: Needle BX of Distant LN would you still code as DX/STG procedure if the Distant LN is removed/excised?
	Great Question, but the node wasn't removed, it was just a little needle biopsy of the node, so it's coded as a 01 in diagnostic & staging procedure. (I also updated the example to include that it was a core biopsy, not just a cytology.)

	31. 
	Can you clarify why regional nodes examined are 10 and regional lymph nodes positive are 95 in Example 4? Is this because the 10 nodes dissected were negative? Was the core bx done at 3/13/2018 positive?
	Yes, I updated slides the core biopsy done 03-13-2018 was positive, and the 10 nodes dissected later were negative.

	32. 
	If a patient is diagnosed at a small rural facility by radiology that doesn't have the capacity to treat cancer and has no intention to ever treat cancer patients, do they have code 10? it is not an outmigration.
	Again, great question... If they diagnosed and you know where it was referred the Class of Case would be 00, but if they did not know where they went for treatment it would be a 10. per page 18 of the STORE If there is no information about whether or where the patient was treated, the Class of Case is 10.

	33. 
	If a patient is diagnosed in staff MD office 1/2/20 and path was read elsewhere and shows up for Surgery 1/25/20 at my facility. What would date of 1st contact be? Date of diagnosis 1/2/20, Date of 1st contact 1/25/20? CoC 12
	The date they became analytic for your facility is 01-25-2020.  See page 19 of the STORE the Date of First Contact is the date the patient reported to the facility for the treatment

	34. 
	If pt. has path report Jan 1, there is no diagnostic wording and a week later the physician states this is most certainly CA, what is date of DX?  Date of path report of physician’s statement?
	If the physician said that based on the information from the path report alone then the date of the path report.  If he said it based on the path report & other workup, then the date he said it.

	35. 
	Could you please clarify when you would use a date of admission for date of first contact?  I was under the impression that even if they are already admitted, it does not become analytic until they are actually diagnosed or treated.
	For analytic cases, the Date of First Contact is the date
the patient qualifies as an analytic case Class of Case 00-22. If the patient was admitted for non-cancer-related reasons, the Date of First Contact is the date reportable terminology was used to describe the disease during the hospitalization.  Date of admission really doesn’t have bearing on Date of First Contact field.

	36. 
	What is Date of First Contact if tx is planned but patient dies before tx can be done? Does it matter if they are inpatient or outpatient?  Also, what would the Class of Case be in these scenarios?
	For analytic cases, the Date of First Contact is the date
the patient qualifies as analytic Class of Case 00-22.  If it’s non-analytic, it’s the date they first appeared at that facility for whatever made the case reportable as a non-analytic case.  If a treatment plan is made but the treatment was not done, then the treatment plan would be considered a consult.

	37. 
	Why was the continuation of 1st course tx surveillance a 32 and not 21 in the example given?
	· Slide 37 & 38 CAnswer Forum Post: Your facility did not diagnose and or recommend the first course of treatment. The patient was diagnosed and the first course treatment (surveillance) was done elsewhere. The patient is only continuing the treatment started elsewhere at your facility.  The case is non-analytic for your facility. http://cancerbulletin.facs.org/forums/forum/fords-national-cancer-data-base/store/case-eligibility-patient-identification-cancer-identification-stage-of-disease-at-diagnosis-tumor-size-and-mets/98666-class-of-case-prostate-active-surveillance


	38. 
	What if a Pt was Dx elsewhere, came for came for consult, tx was recommended at the consult facility but pt went elsewhere for tx, what CoC this would be?
	30 Initial diagnosis and all first course treatment elsewhere AND reporting facility participated in
diagnostic workup (for example, consult only, treatment plan only, staging workup after initial diagnosis elsewhere)

	39. 
	There are multiple questions in the forum regarding pt dx'd elsewhere and they come to your facility to continue the treatment plan, that we are to code as analytic 21. For example, tamoxifen, synthroid, etc. Why would surveillance be different for this?
	I have noticed that they changed their tune in recent posts.  Which only makes sense to me.  Analytic cases, CoC holds your facility you are responsible for diagnosis & treatment decisions per RQRS/CP3R etc.….  If a case was diagnosed elsewhere & you had no say on how they were first diagnosed and treated, why should you be held responsible for those decisions made by other facilities.  The example that comes to mind, is a patient was diagnosed with Thyroid Cancer in 1990 in FL and is still on Synthroid in 2020.  Since then she has moved to TN and of course she can’t remember exact dates, histology, stage of the original diagnosis from 1990.  Why   would I enter this patient in my database with inaccurate & missing information when all I’m doing is prescribing Synthroid?  I’m just continuing what was already started elsewhere.

	40. 
	What does the "Preferred" column mean in the ICD-O table? It says False in this example?
	The annotated spreadsheet was developed for use in software. It’s a supplemental resource for registrars. The terms marked as TRUE are the preferred terms. Look at page 70 of the ICD O 3 (morphology-numeric section).  The first histology is 8041. You’ll see that the term Small Cell Carcinoma, NOS is bolded.  In the annotated histology spreadsheet, this term would be marked as true. However, there are three other terms associated with this same code (see page 70). These terms are not bolded. In the annotated list, they would be marked as false. 

	41. 
	Question: in 2018 Acinar adenocarcinoma of prostate became a new term.  Why then in Rule H10 if you have a dx of acinar adenocarcinoma, you code to adenocarcinoma nos?
	If you look at the table with 2018 ICD O 3 updates, you’ll see that acinar adenocarcinoma is a new term for histology code 8551 and 8550. In the comment section for each of these histologies it states acinar adenocarcinoma of the prostate should still be coded 8140. This is consistent with the solid tumor/mph rules.

	42. 
	Date of first contact:  If the patient already has a cancer diagnosis admitted to your hospital for inpt chemo, but did not start chemo until two days later, would you use the admission date or date chemo started?
	If it’s an analytic case it would be the date they started chemo at your facility.  If it’s a non-analytic case, it would be the date they were admitted with that diagnosis.

	43. 
	Is there an un updated Registry Plus manual?
	I am not aware of NPCR plans for an updated manual at this time.

	44. 
	Did you mean the 2018 Solid Tumor Rules instead of 2007 for the pancreas example or is this a pre-2018 case?
	Pancreas falls in the Other chapter which wasn't updated in 2018.  The 2007 rules still apply to the Other chapter.

	45. 
	Will the new ICD O 3.2 replace these tables and the purple book? Or will we use it in addition to the tables and purple book?
	ICD O 3.2 will only apply to 2021 cases forward. We still have to use the other sources for previously dx'd cases.

	46. 
	Would it be correct to also check with the ICD-0 SEER SITE/HISTOLOGY VALIDATION LIST to confirm a histo for a specific type?
	You might be able to use the site/histology to identify a combination that is impossible. I'm not sure how helpful it would be.  It is not part of the standard process for coming up with the correct histology.

	47. 
	For slide 46, would you choose the urothelial CA in-situ also because it states noninvasive?
	Yes 8120/2

	48. 
	Regarding the Urothelial Carcinoma example: I understand that the configuration of papillary is not taken into account for the histo code. However, when the path diagnosis is stated as "papillary urothelial carcinoma", is this interpreted as the papillary is the configuration? Or, do you code the histo to papillary urothelial carcinoma (8130)?
	If the final dx stated papillary urothelial, I would code 8130. I wouldn't even look at the configuration.

	49. 
	Is there a reason they do not want us to enter the correct size? 
	LOL  I know it’s hard, but the experts have come up with a bunch of rules for how they want Tumor Size Summary coded.  We just must try & follow those rules, so we are all consistent.

	50. 
	RE LVI codes - can you please explain the description for code 2? It states Lymphatic and small vessel invasion only (L).  I do not see pathology reports stating "lymphatic" AND "small vessel invasion". If the pathology report states "small vessel invasion present" does this qualify for code 2?
	I hate to give a blanket answer.  The only time I see LVI broken down by Small & Large is Colon, it’s part of the CAP checklist.  I’d consult your pathology department to confirm.

	51. 
	Are these round-up rules for breast only?
	Breast has rounding rules that are different from all the other sites rounding rules.

	52. 
	Wouldn’t the largest sz be 9cm?
	Slide 60 (I use to code the largest size too, but that’s not exactly right.)  There’s a hierarchy & scans trump physical exam, so the largest size noted on scans was 081 the size on the PET.

	53. 
	Could you please clarify the surgery codes for melanoma? In a recent NAACR webinar One speaker had mentioned that certain code followed be resection could be considered biopsy. That seems a bit confusing because example a punch biopsy is a surgical code, so how can it be considered biopsy regardless that it has the word biopsy?
	My best suggestion is to put a question into the CAnswer Forum & be consistent with your coding.

	54. 
	Question regarding Breast Scenario: 1.4 mm infiltrating ductal carcinoma. You answered 002 but Store shows to round down as 001?
	Check again, there’s a caveat with Breast.  STORE Manual Tumor Size Summary page 174 For breast cancer, please follow the AJCC 8th Edition, Breast Chapter.    So you must go to the AJCC 8th Edition Breast Chapter and follow those rules AJCC 8th Edition, Breast, Chapter 48 The general rules for rounding to the nearest millimeter do not apply for tumors between 1.0 and 1.5mm, so as to not classify these cancers as microinvasive (T1mi) carcinomas (defined as invasive tumor foci 1.0 mm or small). Tumors >1mm and <2mm should be reported rounding to 2mm.


	55. 
	Can you tell us again how you tell the difference between code 22 + 27 for TURBT bladder cancer?
	If they use Electrocautery to fulgurate the tumor, then it’s a 22.  (If they use electrocautery to stop the bleeding you would not use that code.)

	56. 
	If a tumor size is documented 2-3 cm - & given in a range, is this the same as "between" tumor sizes.  Or is this interpreted just as a range and we would capture the higher size of 3 cm?
	If tumor size is reported to be between two sizes, record tumor size as the midpoint between the two: i.e., add the two sizes together and then divide by two (“between 2
and 3 cm” is coded as 025).

	57. 
	What other reports if any do you suggest for administration review in order to help get the registry information more widely known in non-registry areas?
	Oh my, too many to mention!!  My admin loved so many of our reports, referral to/referral from by site & physician.  Survival stats, diagnosis by stage, mastectomy rates by physician, Stage by insurance, Stage by zip code… the list is endless.

	58. 
	For the surgery text field, coding of margins pos/neg.  If you have an invasive cancer that has an in situ component, and margins are neg for invasive but positive for in situ, do you code margins as positive or negative?
	For the text field I would describe exactly what you are seeing on the path report. For the data item surgical margins, you would code the margin status as positive.

	59. 
	In regard to the read between the lines slide and answer, there are a ton of inconsistencies whether to code 30, or 40-49.  Please help us navigate these better.  Often the answers given by NCDB personnel in the CAforum does not lead us in the right direction.  It's extremely confusing especially when there are tissue expanders and the allograft or alloderm involved.
	Surgery code should be 43 reconstruction nos. per seer sinq 20170034 use 43 code when mastectomy with tissue expander. subcutaneous mastectomy is 30 but when presenting example with tissue expander it should be 43.

	60. 
	Are endometrial carcinoma and endometrioid carcinoma the same-interchangeable?
	No

	61. 
	I have seen colon cases where op note states "left colectomy" or "right colectomy" but path synoptic report states "hemicolectomy". CAP protocol doesn't have "partial colectomy" on the list. Details of the op notes seems to be describing a partial colectomy, but I'm not sure. How to code the surgery code?
	Refer to SEER Appendix C https://seer.cancer.gov/manuals/2018/appendixc.html

40 Subtotal colectomy/hemicolectomy (total right or left colon and a portion of transverse colon) 41 Plus resection of contiguous organ; example: small bowel, bladder [SEER Note: Code 40 includes extended (but less than total) right or left colectomy. Note that the removal of a short portion of the distal ileum is not “removal of a contiguous organ.”]

	62. 
	If a patient goes on hospice how do you code that as treatment?
	Maybe palliative care in certain situations only. If the patient is referred for hospice as a “treatment” option for a cancer then you can code in palliative care, but just a blanket referral to hospice, no.

	63. 
	If you have a nipple sparing mastectomy but they also remove the uninvolved contralateral breast, do you still use 30 or do you need to use the higher code 42-75?
	30

	64. 
	When coding surgery codes, are we to prioritize OP over Path report? Conflicts between the two are noticed mostly on breast cases. Which document has priority when coding surgery?
	Operative report

	65. 
	I've seen a number of different COVID-19 tests performed w/other names, like SAR, etc.  Would we be safe typing out all of those tests given in our lab text?
	I’m not sure, it’s only helpful to the standard setters if we all use the same text format so they can build an algorithm to pull it out later, but I also think it’s important to document the information as we get it without interpretation.  I’d put in a question for further clarification.

	66. 
	Is there a code to indicate that diagnosis was delayed because a diagnostic procedure is delayed due to COVID?
	Not yet, but please document in your text.

	67. 
	Do you know if the CoC SARSCOV2 test is for viral tests or both viral and antibody tests?
	I don’t know. I assume that information will be included in the updated STORE manual.

	68. 
	Can you just clarify if patient was diagnosed at our facility, went elsewhere for surgery and came back to see Oncology and no further treatment was recommended what the class of case would be?  Will it make a difference if the Oncologist follows them and the recommendation is made for continued surveillance (when surgery removed all cancer)?
	That would depend on your relationship with the oncologist office. If they were a staff physician when making the decision not to treat, then it would be class of case 13. If not a staff physician, then it would class of case 00.

	69. 
	NCDB states the new COVID data items will apply to cases diagnosed starting 1/1/2020, does that mean we will have to go back and update those cases once we have the new data items in our software?
	I’m sure that info will be made available when the new STORE manual is posted.  That should be in Nov.  In the meantime, I would be sure to document any Covid related info in the text fields!

	70. 
	For the final scenario, will there be edits that can’t be over-ridden due to systemic therapy BUT coding pTNM instead of yTNM?
	There should not be.

	71. 
	So we should still be coding the hormone on the start date even if it's not considered neoadjuvant?  Our software is generating an edit when we do this and not coding the yp stage items.
	You should code the date the patient started hormone treatment. If it is creating an edit when you don’t fill in yp fields, then the edit is bad.  If you run into this contact your central registry and ask them to let me know.

	72. 
	For the breast ca/neoadjuvant AJCC staging, wouldn't it cause an edit if you were to enter the staging in the path fields and not the yp fields? If so, how would you fix them?
	I am not aware of an edit that would be triggered in this situation. If one is triggered, there is probably a problem with the edit.

	73. 
	What would be the first date of treatment on the last example where Hormonal tx was initiated due to COVID 19? Would it still be 4/15/20 or 6/17/20 (date of surgery)?
	04-15-2020

	74. 
	In regard to hormonal therapy due to COVID - if we use code 4 for systemic surgery seq we get an error code on tumor summary size.
	That is a bad edit. The edit should go away after the next update. Until then you should probably hold the case until we convert to v21.

	75. 
	I have a question in regard to giving hormone therapy (that's not considered neoadjuvant tx) while waiting for surgery. If we code the hormone therapy prior to surgery, our software edits because considers it as neoadjuvant tx and it wants us to fill in post-therapy grade and post therapy staging. Do you have any suggestions on how we can handle these cases and still pass the edits in our software? We have been putting it in our text but not coding it in order to pass the edits in our software. FYI, we use Metriq.
	We really can’t help with that one. You’ll have to discuss with your vendor.

	76. 
	Could you provide an example of when a non-analytic is reportable?
	Non-analytics are, by definition, not required to be submitted to NCDB. If your state registry or cancer committee requires cases that are not reportable to NCDB, you may assign them a non-analytic class of case.  An example of a non-analytic class of case that might be reportable to your state registry:

Patient diagnosed elsewhere with lung cancer on CT, comes to your facility for biopsy of RUL lung lesion, which is positive for cancer, goes elsewhere for treatment.  Case is not reportable to NCDB because you did not diagnose or treat the patient.  If your state registry required these cases, you would assign a Class of Case 30.

	77. 
	Your discussion about excision of a distant lymph node - even if they removed/excised the entire distant lymph node wouldn't it still be coded as a surgical/diagnostic procedure if it was not "treating" the malignancy i.e. still just diagnosing?
	I changed my example to  be a  histologic core bx of a distant lymph node and yes it could be coded as a Surgical Diagnostic &  Staging procedure 01, if it was   just a cytology of a distant lymph node I don’t believe you would code it at all, but just note it in the text.

	78. 
	To code Class of Case 00 - is it required that you can confirm the pt actually received treatment elsewhere, or do you just need to confirm the pt was referred somewhere else for treatment?
	Yes, if you know where they went, see this CAnswer Forum post.  http://cancerbulletin.facs.org/forums/forum/fords-national-cancer-data-base/fords/cancer-identification/class-of-case/77685-class-of-case-00-referred-elsewhere-unknown-if-went 

	79. 
	You had mentioned that xml plus will change exports. Can you comment a little more what is changing as in we have the most recent Web Plus? Do we need to change something at our end for exports? if yes and is there a recommended deadline to achieve that?
	As a registrar you should not have to change anything. It should all be handled in the software.

	80. 
	AJCC clinical N suffix: even if FNA of regional LN is negative, does this still get coded? Per AJCC manual, (in breast chapter) I read their instructions as you only code this data item if the FNA is positive.
	Per CAnswer Forum Post The (f) suffix just indicates the procedure performed, not that the results are based on the procedure. Other data items such as nodes examined/positive will show what the pathologist found. http://cancerbulletin.facs.org/forums/forum/ajcc-tnm-staging-8th-edition/principles-of-ca-staging-and-general-info-chapters-1-4/principles-of-cancer-staging-chapter-1/106400-f-suffix-when-ln-fna-negative-but-still-thought-to-be-involved-staged-as-involved

	81. 
	Can you send the shortcuts/editing tricks in word?
	Highlight the text, click the clear all formatting button to remove those hidden characters.  Click the Aa button to change the case
[image: ]


	82. 
	Can you please repeat how to type in Word and take out all the weird characters before you cut and paste?
	Highlight the text, click the clear all formatting button.[image: ]

	83. 
	Question regarding Breast Scenario: 1.4 mm infiltrating ductal carcinoma. You answered 002 but Store shows to round down as 001?
	Check again, there’s a caveat with Breast.  STORE Manual Tumor Size Summary page 174 For breast cancer, please follow the AJCC 8th Edition, Breast Chapter.    So you must go to the AJCC 8th Edition Breast Chapter and  follow those rules AJCC 8th Edition, Breast, Chapter 48 The general rules for rounding to the nearest millimeter do not apply for tumors between 1.0 and 1.5mm, so as to not classify these cancers as microinvasive (T1mi) carcinomas (defined as invasive tumor foci 1.0 mm or small). Tumors >1mm and <2mm should be reported rounding to 2mm.


	84. 
	Sometimes our patients self-declare their race as "other." I recently asked our state central registry (TCR) about how we should code Race 1 for these patients. The TCR referred me to SEER inquiry, where there is a post that states, "self-reported information is the highest priority for coding race. That is because the race information for the U.S. population comes from census data and that information is self-reported. For national cancer statistics, in order for the numerator (cancer cases) and the denominator (population) to be comparable, use self-reported race information whenever available. We will add this clarification to the SEER manual."
	I think this is a little misleading. The census also does edits (esp. on Hispanics). “Other” is not useful. We have to remember that there are distinct generational dynamics around race as well--the older pop (high cancer risk) are less likely to self-report anything other than a single race. So, we have to balance generational self-report differences -- putting them in the "other" category may be more useful in a few decades. But for now, “other” goes unrecorded in stats. I think the SEER post is helpful when a race is self-reported. I don’t know that it would apply when a race is not described. 

	85. 
	On LVI, so on any in situ case, we are to code 0 if LVI is not mentioned at all?
	Yes, per STORE Use code 0 when the pathology report indicates that there is no Lymphovascular invasion. This includes cases of purely in situ carcinoma, which biologically have no access to lymphatic or vascular channels below the basement membrane.

	86. 
	If the cytology was suspicious for adenocarcinoma, and later confirmed by a core bx. Is the date of diagnosis from the cytology or Core bx?
	Page 16 STORE EXCEPTION: If cytology is identified only with an ambiguous term, do not interpret it as a diagnosis
of cancer. Abstract the case only if a positive biopsy or a physician’s clinical impression of Serous surface papillary carcinoma (C56.9) supports the cytology findings.  Date of diagnosis would be the date of the core biopsy unless the physician specifically indicated the cytology confirmed CA.

	87. 
	When you said that xml plus will change, we do exports. Is this related to creating a data dictionary or are you speaking to something else central registries need to do?
	All I meant was the hospital software will export an .xml file instead of a flat file. Other than a change in the extension and maybe the size of the file, hospital registrars probably won’t even notice the change.

	88. 
	Are there certain surgery terms that imply LND done?  I see lots of colectomies where the op note doesn't specifically state LND but there's always plenty of LN on the path report.
	Yes, a lymph node dissection is done in those scenarios.

	89. 
	Text field for path report/radiology report what would you leave out of text for enough information?
	Anything that isn’t needed to validate a coded field. Priority should always be to justify what you have coded.

	90. 
	How is that different than bridge hormone Tx which isn’t coded? For instance, bridge hormone given for cardiac clearance?
	I’m not familiar with “bridge hormones”.  Is the hormone tx given similar to what is given as treatment for breast cancer?

	91. 
	Please confirm or refute that all other gyne sites but endometrium is to be coded to 8461.
	8461/3 Serous surface papillary carcinoma (C56.9) is typically found in the ovary. Are you seeing papillary serous carcinomas of the endometrium? If yes, then I would send the case to Ask a SEER Registrar for clarification.

	92. 
	Re COVID impact on treatment...is delayed treatment still considered first course treatment or does it exceed the existing timing windows?
	Instructions on how to code the COVID data items will be included in the updated STORE manual.

	93. 
	Should license/ ID really be used to collect address? Info may not be accurate if patient has moved several times and not reflect on the ID. I know my own does not reflect my current address. 
	Your license must show your legal residential address. A post office box will not be accepted as a residential mailing address. Please use your best judgement.

	94. 
	I have seen a lot of registrars coding APT or STE numbers as supplemental address information. But per STORE this should be included as part of the primary street address.
	YES!!  I forgot to mention that, but great tip.

	95. 
	What if that is the only address documented because the patient lives in a country or rural area that does not have streets or avenues? For instance, my father lives in the country on a dirt road and his legal address is R.D. #1 P.O. Box 15. I live in a state where this is a common type of address listed.
	If that is the case, then you may enter that info in the address. However, it may not get included in analysis.

	96. 
	The bx of the lymph node was an FNA.  I thought we did not list FNA bx in surgical/dx procedure?
	FNA of a REGIONAL lymph node is coded in Scope of Regional Lymph Node Surgery.

	97. 
	The core bx would still be coded for 3/13/18, but the cumulative scope of regional ln surgery would be a 5 because of the ALND.
	Correct! I updated the slides.

	98. 
	Scope of regional LN surgery: code on slides sent out is 1 and slides during presentation show code 5. code 1 is the correct answer, right?
	Slides have been corrected.

	99. 
	Example 4 question, why not code 00 for regional lns + because a dissection was done?
	The Core  bx was positive, that core biopsy is coded as 95.

	100. 
	Wouldn't you get a software edit if you code COC 30 with a LN FNA at your facility since that FNA date is the date 1st course TX?
	You should not.

	101. 
	Class of case pt has bx with you goes back to ordering physician and decides to not have treatment--all decision was made elsewhere We have been instructed to code that as 14 is this incorrect?
	I would probably code as a 00.

	102. 
	What about cases where the pt is seen by OS Urologist, comes to your facility for TURBT, found to have LG TCC non-invasive and we don't know what happened to them? Class 10? What if NCCN has no indication for add ‘l tx besides TURBT? Would this be a 14 for your facility?
	I would consider the TURB treatment when assigning class of case. I know it is not enough to qualify for pathologic staging, but that doesn’t mean it isn’t treatment.

	103. 
	With different facility capturing different class of cases for the same patient, how does this all get reconciled at the central registry?
	That's a good question. Not all central registries consolidate class of case because it is unique to the reporting facility. However, some central registries do. I'm not sure what criteria they use to consolidate the case.

	104. 
	What if the MDs are staging it as a Ta, and calling it papillary?
	Follow the rules for coding histology to code histology & follow the rules for coding stage to code stage... Don't use staging rules for coding histology, you must code histology based on the path report.

	105. 
	I thought we could NOT use ambiguous terms to assign AJCC Staging?
	AJCC doesn’t really have an ambiguous terminology list, need to see the scenario. 

	106. 
	We have a 2018 path report on a male that the histology is Skin, mons pubis squamous cell carcinoma in situ.  In the purple book for mons pubis the code is C519 vulva.  Do we code the primary site to C63.8?
	I would send that question to Ask SEER Registrar. I’m not even sure it would be reportable in a male.

	107. 
	But if you have a Distant LN FNA, you still want to code it as a diagnostic and staging procedure code 1, correct?
	Correct

	108. 
	Why wouldn't we have a priority list for scans?  Often times when something shows on CT an MRI is ordered after i.e. brain.  I had a case yesterday that showed a min meningioma on CT, MRI didn't show, and they didn't discuss any further.
	I don’t know. I suspect it is difficult to determine a priority that would work in every situation.

	109. 
	So, if they do a TURBT w/fulguration it's 22 correct?
	If the fulguration is done to kill cancer cells, yes. If it is done to stop the bleeding, code 27.

	110. 
	When you are coding lung EBUS and they do a TBBX bx of lung lobe and hilar LN bx, then do you code lung bx as diagnostic procedure and then separately have to code hilar LN as a surgical non-primary procedure?
	If this is a lung primary and they biopsy the lung code that as a 02 in Surgical Diagnostic & Staging Procedure & the hilar node would be coded as a 1 in Scope of Regional Lymph Node Surgery

	111. 
	On the LVI table slide 25, why if clinical LVI is not identified and after surgery(path) is unknown, then we must code as unknown?
	I really don’t know. 

	112. 
	For your case of PCV, wouldn't you have to make sure it is Primary PCV and not secondary type which is not reportable?
	That is correct.

	113. 
	When you send out the final documentation on this Web-ex can you please specify Class of Case 00 is to be used when your facility diagnoses, does no treatment, and a decision not to treat is done elsewhere.  
	See bullet 2 on page 155 of the STORE manual
· Code 00 applies only when it is known the patient went elsewhere for treatment. If it is not known that the patient went somewhere else, code Class of Case 10.

	114. 
	Neoadj HT due to COVID: This would be different if the MD placed the patient on a clinical trial giving neoadj HT prior to surgery, right? The "clinical trial" part of this would make this pt qualify for post therapy staging per some posts from Donna Gress.
	Correct.

	115. 
	When ICD-0 3.2 is released will that make the purple book obsolete and will there be a hard copy?
	ICD O 3.2 will be used for 2021+ cases. You will still need the purple book and other resources for cases diagnosed prior to 2021.

	116. 
	Is ICD o 3.2 for use for 2020+ cases? Or do we start now?
	ICD O 3.2 is for use with 2021+ cases.
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Are there anticipated revisions to the v21 implementation 


guid
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lines (like for previous years)?


 


Not at this time
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XML *does* impact registrars 


-


 


because it means changes to their 


registry software.


 


Great point. Software upgrades are disruptive. Once the 


software upgrade occurs, registrars should not notice a 


difference between the current flat file and .xml.
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Knowing how important accurate and sufficient text is, are there 


any pla


ns to expand the allowable character length for Text 


fields/sections?


 


Not at this time. It is important to be concise. 
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Regarding Birth Surname, 


 


I can think of situations this could be confusing.  A child could be 


born one name, but then that name chang


es upon an adoption.  So 


which name are you attempting to collect?  


 


That information should be included in the coding 


instructions. I’ll contact the standard setter and let them 


know this should be addressed.
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Will there be a new ICO
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3 book?


 


At this 


point we just have an ICD O 3.2 excel spreadsheet. 


There is a plan for a .pdf that will be similar to the current 


ICD O 3 manual (purple book). However, I do not think 


there are plans for a hard copy of the manual.
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Would you recommend documenting text in


 


the database or in a 


separate word document then transferring to the database?


 


There are advantages to documenting text in an MS Word 


document and then copy and paste into database. I think 


it is something you have to decide what works best for 


you.
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For


 


texting subsequent courses of tx (for example on a Class of Case 


32 abstract), labeling in addition to dates is very helpful so central 


registry can verify only 1st course is coded as 1st course (ex. 2nd 


course XX/XX/XXXX Facility/Dr: XYZ tx for LN recurr


ence)


 


Great tip!
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