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TEXAS CANCER REGISTRY

PREFACE

It is estimated that 95,310 Texans will be newly diagnosed with cancer in 2007 and another 34,170
will die of the disease. The data submitted by cancer reporters and maintained by the Texas Cancer
Registry (TCR) are a vital part of these efforts to reduce the burden of cancer in Texas.

With original authorization from the /979 Texas Cancer Control Act and, most recently, the Texas
Cancer Incidence Reporting Act, (Chapter 82, Health and Safety Code, amended September, 2001)
(Appendix B), the TCR collects information on each patient seeking diagnosis and/or treatment for
cancer at health care facilities and clinical laboratories, as well as physician and other outpatient
offices (in certain circumstances), within the State of Texas. Chapter 91 of the Texas Administrative
Code (amended July 2006) outlines the rules necessary to implement this act (dppendix B). The laws
and rules may be accessed at the following web site: www.dshs.state.tx.us/tcr/lawrules.shtm#law.

The TCR is a population-based statewide cancer incidence reporting system that collects, analyzes,
and disseminates information on all new cases of cancer. A statewide cancer registry is the foundation
for cancer prevention and control. This central repository of information is a valuable and essential
tool for identifying populations at high risk for cancer, monitoring of cancer incidence trends and
mortality, facilitating studies related to cancer prevention, evaluating cancer control initiatives,
planning health care delivery systems, and developing educational awareness programs. It is
dependent on complete, timely and accurate reporting.

The Texas Cancer Registry Cancer Reporting Handbook, 2006 Edition, revised April 2007, serves as
the instruction manual providing rules and guidelines to assure the consistent collection and coding of
relevant cancer case information. The contents of this manual are based on the guidelines and
standards for cancer reporting established by the National Program of Cancer Registries (NPCR),
Centers for Disease Control and Prevention (CDC); North American Association of Central Cancer
Registries (NAACCR); Surveillance, Epidemiology, and End Results Program (SEER) of the
National Cancer Institute (NCI); and the American College of Surgeons (ACoS).

The Handbook has been revised to include reporting requirements for 2007 cases in additional to
those applicable for 2006 cases. Also, feedback from hospital registrars and others has resulted in
further modifications and clarifications to this document.

This manual can be downloaded from the TCR’s web site: www.dshs.state.tx.us/tcr/.
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ACRONYMS

ACS
ACoS
AJCC
CDC
CESB
CNS
CoC
CRH
CS
FIPS
FORDS

ICD-O-3
ICD-0O-2
I&R
MP/H
NAACCR
NPCR
HSR

SC

SCL

SEER
SEER EOD
SINQ
SSSM2K
TCR

WHO

VSU

American Cancer Society

American College of Surgeons

American Joint Committee on Cancer

Centers for Disease Control and Prevention

Cancer Epidemiology and Surveillance Branch

Central Nervous System

Commission on Cancer

Cancer Reporting Handbook

Collaborative Stage

Federal Information Processing Standards

Standards of the Commission on Cancer Volume II: Facility Oncology Registry Data
(Manual of the ACoS)

International Classification of Diseases for Oncology, 3" Edition
International Classification of Diseases for Oncology, 2™ Edition

Inquiry and Response System, web site: www.web.facs.org/coc

Multiple Primary and Histology Coding Rules

North American Association of Central Cancer Registries

National Program of Cancer Registries, CDC

Health Service Region

SANDCRAB - Statewide Algorithm and Database for Cancer Registration and
Abatement, the TCR’s database system

SANDCRAB LITE-cancer reporting software program provided by TCR for use by
facilities

Surveillance, Epidemiology, and End Results Program, NCI

SEER Extent of Disease

SEER Inquiry System, web site: www.seer.cancer.gov/seerinquiry

SEER Summary Staging Manual — 2000: Codes and Coding Instructions

Texas Cancer Registry

World Health Organization

Vital Statistics Unit
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OVERVIEW OF REPORTING CHANGES

NAACCR RECORD LAYOUT VERSION(S)

The TCR requires all reporting to be submitted in version 11 or later versions.

2004 -2006 11.0 Accepted
2007 and forward 11.1 Required

Note: Version 11 may be used to submit data for years prior to 2006. Version 11 submissions
must follow version 11 guidelines and codes regardless of date of diagnosis.

DATA FIELD CHANGES
Effective with 2006 and 2007 Cases:
Due to new national cancer reporting standards, changes will be implemented for cases diagnosed on

or after January 1, 2006. There also are some additions for 2007 cases as shown below. The
following table lists new data items to be reported and also some that the TCR will no longer require.

Tumor Record Number

Primary Payer at Diagnosis 630 N

(effective 1/1/2007) ‘

Date of Initial RX—SEER 1260 v
RX Summ—Reg LN Examined 1296 v
Reason for No Surgery 1340 v

RX Summ—Surg/Rad Seq 1380 v

RX Summ—Systemic Sur Seq * 1639 v

Name- Alias (effective 1/1/2007) 2280 \

Address at DX—Supplemental 2335 \V
Physician—Managing 2460 v
Physician—Follow Up | 2470 v

Text for Chemo 2640 \

Text for Hormone 2650 N

Text for BRM 2660 v

Text for Other 2670 v

L ]
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Note: Facilities will no longer be responsible for reporting Tumor Record Number. Date of
Initial RX-SEER and RX Summ-Reg LN Examined will be populated by coded treatment data

items.

Effective with 2004 Cases and Forward:

As a reminder, effective with cases diagnosed on or after Jainuary 1, 2004 selected
collaborative stage fields are required.

CS Tumor Size 2800

CS Extension : 2810
CS Lymph Nodes ' 2830
Regional Lymph Nodes Positive 820

Regional Lymph Nodes Examined . 830

CS Mets at DX 2850
CS Site Specific Factor 1 For pleura (C384) primaries only 2880
CS Site Specific Factor 3 For prostate (C619) primaries only 2900

Note: Only 8 of the 15 Collaborative Stage Fields are required for 2004 and later cases. These
are the fields necessary to derive SEER Summary Stage.

CODING CANCER CASES

For cancer coding, all cases must use the correct ICD-O version according to the year in which the
cancer case was diagnosed, or if the diagnosis year is unknown, the year in which the case was
accessioned. Otherwise, the cancer case will fail required edits and not be accepted by the TCR.

The International Classification of Diseases for Oncology, 3" Edition (ICD-0-3) must be used to
code the primary cancer site (topography) and the cell type (morphology, behavior, and grade) of
tumor information for all cases diagnosed/admitted on January 1, 2001 and forward.

For all cases diagnosed on January 1, 1992-December 31, 2000, the International Classification of
Diseases for Oncology, 2™ Edition (ICD-0-2) must be used.

STAGING CANCER CASES

For staging cancer cases, all cases must be staged and corresponding stage data fields completed
according to the correct staging guidelines for the year in which the cancer was diagnosed. If the
diagnosis year is unknown, the correct guidelines for the year in which the case is accessioned must
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b
be used. Otherwise, the cancer case will fail required edits and not be accepted by the TCR.

The Collaborative Staging Manual and Coding Instructions, Version 01.03.00 must be used for cases
diagnosed January 1, 2004 and forward. The SEER Summary Stage 2000 will be derived from the CS

data elements.

The SEER Summary Staging Manual 2000 (SSSM2K) must be used for cases diagnosed from January
1, 2001 through December 31, 2003. Every site has a staging scheme. The SSSM2K has detailed
information regarding adjacent sites, and includes site-specific notes, coding guidelines, and anatomic
drawings. For cases diagnosed prior to 2001, refer to the SEER April 1977 Summary Staging Guide.

Note: Both Collaborative and Summary Stage schemas use all information (both clinical and
pathological assessments) available through completion of surgery(ies) in the first course of
treatment or within four months of diagnosis in the absence of disease progression, whichever is

longer.

TCR CODING AND STAGING REQUIREMENT SUMMARY

Internatzonalﬁ Classzf catzon of Dzseases Jor Oncology, 3™ Edition (ICD-0-3) 2001) —)frward |

International Classification of Diseases for Oncology, 2™ Edition (ICD-0-2) | 1995 —2000*
Collaborative Staging Manual and Coding Instructions, Version 01.03.00 2004 — forward
SEER Summary Staging Manual 2000 (SSSMK2) 2001 — 2003
SEER April 1977 Summary Staging Guide 1995 — 2000*

*The TCR no longer requires reporting of non-analytic cases diagnosed prior to 1995.

ACOS FACILITY INSTRUCTION MANUAL AND DATE IMPLEMENTATION

ROADS » 1996 — 2002
FORDS 2003
Collaborative Staging (CS) 2004
Central Nervous System (CNS) 2004
Multiple Primary and Histology Coding Rules (MP/H) | 2007

Note: Per SEER, the new coding and staging instructions/guidelines replace the old for
respective time periods.

“
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COMPLIANCE

To assure timely and complete cancer case reporting in Texas, the TCR monitors compliance with the
Texas Cancer Incidence Reporting Act. The TCR health service regions routinely monitor facility
submissions of case reports. If submissions are not received fully and in a timely manner according to
our current law and rules, the facility registrar/reporter will be contacted regarding the delinquent
reporting status. Further action, which may include cost recovery procedures, will be instituted if
submissions continue to be delinquent. These actions are necessary to meet the state and national
requirements for timely cancer data.

To be compliant with the law, all records for 2006 cases and forward must be submitted within 6
months of initial diagnosis, or admission with active disease, or treatment for cancer at your
facility. Cancer reporting rules effective April 24, 2003, require quarterly submissions from health
care facilities with an annual caseload of 400 or less, and monthly submissions for health care
facilities with an annual caseload greater than 400. Monthly reporting is recommended for all

reporters.

Case Submission Requirements:

| CASELOA UB
Equal to or <400 | Quarterly
>400 Monthly

Facilities with a Cancer Caseload df 100 or Léss:

To facilitate complete, accurate, and timely cancer reporting in healthcare facilities with a cancer
caseload of 100 or less, the TCR offers funding for contracted services by Certified Tumor Registrars
to perform casefinding and data collection.

Note: Any questions regarding a facility’s compliance should be directed to the facility’s health
service region. Refer to page 12 for the appropriate regional contact information.

e e e S e L e o
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REPORTING TOOLS

ELECTRONIC REPORTING

Effective January 1, 2007, manual (paper) cancer reporting forms and modem submissions will no
longer be allowed. All cancer reports must be submitted electronically either via an FTP data
submission process (File Transfer Protocol, used to transfer files over the Internet), or by sending an
encrypted, password protected data file saved on a diskette or CD.

Note: Also, effective January 1, 2007, all data submissions must clear TCR required edits at the time
of submission. For SCL users, current edits are automatically maintained. For information on
incorporating and/or using TCR edits in facility-specific or vendor sofiware, contact the Central TCR
Office in Austin at 1-800-252-8059 or (512) 458-7523.

CRESS

The TCR has developed the Cancer Registry Electronic Submission System (CRESS), to support
web-based FTP submissions of data files. The CRESS website is a secured site and cannot be
accessed by anyone without a valid user id and password. With this system, all data submissions will
become encrypted, password protected and sent to the DSHS secured server. The encryption is done
within the CRESS system and is accomplished without any additional effort from the user.

If you are using SCL, follow the instructions inthe SCL User’s Guide or if you are using commercial
or your own facility software, please follow the instructions provided at: www.dshs.state.tx.us/tcr/.

For more information about the CRESS application, please refer to Appendix N at:
www.dshs.state.tx.us/tcr/reporting. shtm#reportHB, contact the CRESS helpdesk at 1-800-252-8059,

or at CRESS@Exch.dshs.state.tx.us.

Note: Facilities with an annual caseload greater than 400 must submit via CRESS using TCR or
other acceptable software.

Note: All CRESS submissions must include a completed Transmittal Form. SCL users will no longer
be required to fax transmittal forms. CRESS users must immediately fax transmittal forms after
transmissions to (512) 458-7681.

MAILING DISKETTES AND CDS FOR DATA SUBMISSION

We strongly recommend facilities to submit their data via the Internet (CRESS or SCL-FTP).
This process better assures the security of confidential patient case information during
submission to our office. When confidential patient data are submitted on diskette or CD
through the mail, they can be lost and/or more readily accessed by unauthorized personnel.
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If data files are sent in the mail, they should be sent so that the mailer is tracked, the file
should be zipped, encrypted, and password protected, and the password should never be sent
with the diskette/CD. Please either call the TCR Central Office at 1-800-252-8059 or (512)
458-7523 to provide your password or include it on a faxed copy of the transmittal form (not

in the diskette/CD mailer).

Note: A Texas Cancer Registry Transmittal Form (TCR #2), regardless of the reporting
Sformat used, must accompany all submissions. Please refer to www.dshs.state. tx.us/tcr for

instructions on completing this form.

REPORTING SOFTWARE

SANDCRAB Lite (SCL):

SCL, a cancer abstract reporting software developed for reporters, is available from the TCR free of
charge. SCL meets TCR reporting requirements, but does not meet all requirements for an ACoS
approved cancer program. Cases are entered directly into the computer and submitted to the TCR via
an FTP process, thus eliminating the need for paper abstract forms.

The SCL system requirements, registration, software, and User’s Manual are available at:
www.dshs.state.tx.us/tcr/reporting.shtm#SCL. SCL can be downloaded from the TCR website at
www.dshs.state.tx.us/tcr/FormSL.shtm by selecting “Register to Download SCL.” If you have
questions, need assistance with the installation of SCL, or require a CD of the software, contact the
Central TCR Office in Austin at 1-800-252-8059 or (512) 458-7523.

SCL System Requirements:

e A 300 MHz Intel-based personal computer

e 64 MB or more RAM for Windows 98

e 128 MB or more of RAM for Windows 2000, Windows NT, Windows ME, Windows XP, and
Windows Vista

e CD-ROM Drive or CD-RW (optional)

e 1.44 MB 3 '%2” floppy drive (optional)

e  Approximately 185 MB (185,000,000 bytes) or more Free Hard Disk Space is needed to install
the SCL program. Additional disk space will be needed as records are added to the database.

e Internet and/or network connectivity (recommended for software/table updates)

COMMERCIAL VENDOR OR FACILITY SOFTWARE

All commercial or facility software must fully comply with TCR reporting requirements, including
the correct NAACCR format standards and TCR edits. If you have questions, or need assistance in
determining if your software meets TCR standards, contact the Central TCR Office in Austin at

1-800-252-8059 or (512) 458-7523.
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FORMAT STANDARDS
Note to SCL Users: Reporters submitting data using SCL should disregard this paragraph.

The layout and coding scheme for reporting with commercial vendor or facility software should
follow the “NAACCR Data Exchange Record Layout.” Please refer to the NAACCR Standard for
Cancer Registries, Volume I, for a description of the layout. All columns not requiring data must be

blank.

Facilities with an ACoS approved program must utilize the FORDS manual as well as the TCR’s
Cancer Reporting Handbook to ensure reporting compliance with both entities, as the data sets for the
TCR and ACoS are different. Refer to Appendix H for a comparison of data sets for the ACoS,
NAACCR, SEER, and TCR requirements.

Note: Submissions in an incorrect format, with missing or incomplete data, and/or errors
will be rejected. Effective January 1, 2007, rejected reports must be resubmitted within 30
days. If cases are rejected, they will not count towards your compliance.

NAACCR Version Submission Format:

2004 - 2006 11.0 Accepted
2007 and forward 11.1 Required

" Note: When using commercial registry software, follow the coding instructions specific to
that software. Do not mix codes from one software with another. Any alteration or deviation
Jrom the codes specified in the software instructions will create errors in reporting.

TIMELINESS OF DATA SUBMISSION

Timeliness of case reporting is important, however, data quality and completeness must be assured as
well. Researchers, epidemiologists, health planners, clinicians, and laypersons benefit from speedy
access to the most current information. Due to reporting requirements of CDC and TCR, all reports of
cases shall be submitted to the TCR within six months of initial diagnosis or admission at their
facility with active disease and/or treatment of cancer. This information is referenced in Section
91.5(a) (When to Report) of the Texas Cancer Incidence Reporting Rules. Refer to Appendix B at
www.dshs.state.tx.us/tcr/lawrules.shtm#law for more information regarding when to report.
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Submission Schedule:

ADMISSION | SUBI
January

February August
March September
April October
May November
June December
July January
August February
September March
October April
November May
December June

Cancer Reporting Handbook

Representatives from your regional office are available to provide training on appropriate reporting
procedures.

Note: If cases are abstracted at the time patients are discharged from your facility, all or
part of the first course of treatment may be missed. A procedure should be implemented to
check patient readmissions for additional first course of treatment information before
submitting to the TCR.

DATA SUBMISSION PROCEDURES FOR OTHER NON-FACILITY REPORTERS

Independent Clinical Laboratories are required to submit reports at least bi-annually. Electronic
submission is required.

Health care practitioners are required to furnish data or provide record access to the TCR if the
same data or records are not reported by a health care facility or clinical laboratory. Health care
practitioners initially diagnosing a patient with cancer and performing in-house pathological tests for
that patient should report on a quarterly basis and include cases diagnosed within six (6) months.
Otherwise, health care practitioners should submit data within four (4) months of the TCR’s request
for specific patient information.

Note: The reporting by health care practitioners is being implemented in Dphases as resources allow.

R R T e

April 2007 Page 11



Texas Cancer Registry Cancer Reporting Handbook

REGIONAL CONTACTS
HEALTH SERVICE REGIONS HEALTH SERVICE REGIONS HEALTH SERVICE REGION
L9 %6 A
Cindy DeAnda, CTR Judy Spong, MS, CTR Velma Garza, CTR
Regional Program Technician Regional Program Specialist Registry Operations Supervisor
Department of State Health Services Department of State Health Services Department of State Health Services
Cancer Epidemiology & Cancer Epidemiology & Surveillance Cancer Epidemiology &
Surveillance Branch-1899 Branch-1906 Surveillance Branch-1928
Health Service Region 1 Health Service Region 6 1100 W. 49th Street
1109 Kemper 5425 Polk Street, Suite J Austin, Texas 78756
Lubbock, Texas 79403 Houston, Texas 77023-1497 (512) 458-7523 or
(806) 767-0323 (713) 767-3180 1-800-252-8059
Fax (806) 767-0420 Fax (713) 767-3193 Fax (512) 458-7681
cindy.deanda@dshs.state.tx.us judy.spong@dshs.state.tx.us velma.garza@dshs.state.tx.us
HEALTH SERVICE REGIONS HEALTH SERVICE REGIONS HEALTH SERVICE REGION
2,3 810 ' 1
Dora Rodriguez-Flores, CTR Nelda M. Gonzalez, CTR Miriam Robles, RHIT, CTR
Regional Program Specialist Regional Program Specialist Regional Program Specialist
Department of State Health Services Department of State Health Services TCR South Texas
Cancer Epidemiology & Cancer Epidemiology & Surveillance Texas A&M SRPH
Surveillance Branch-1869 Branch-5716 Health Service Region 11
Health Service Regions 2/3 Health Service Region 8 2101 S. McColl
1301 South Bowen Rd., 7430 Louis Pasteur Drive McAllen, Texas 78503
Suite 200 San Antonio, Texas 78229 (956) 668-6304
Arlington, Texas 76013 (210) 949-2165 Fax (956) 668-6310
(817) 264-4590 : Fax (210) 949-2058 Mjrobles@srph.tamhsc.edu
Fax (817) 264-4597 nelda.gonzalez@dshs.state.tx.us
Dora.rodriguez@dshs.state.tx.us
HEALTH SERVICE REGION REGISTRY OPERATIONS
4 SUPERVISORS

Elaine Woods, CTR
ot P HSRs 1/9, 2/3/4 and 5/6

egional Registry Coordinator
TCR East Texas (817)204-4590
The University of Texas Health elame.woods@dshs.state.tx.us
Center at Tyler .
Health Service Region 4 Velma Garza, CTR
11937 US Hwy 271 HSRs 7, and 8/10/11
Tyler, Texas 75705 (312) 498:7523 or
y 9

1-800-252-8059
(903) 877-7935
Fax (903) 877-5953 velma.garza@dshs.state.tx.us
teresa.ball@uthct.edu
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STANDARDS FOR CONFIDENTIALITY, DISCLOSURE OF DATA,
AND QUALITY ASSURANCE

CONFIDENTIALITY

Data obtained under the Texas Cancer Incidence Reporting Act are for the confidential use of the
Texas Department of State Health Services, including persons, public or private entities that are
necessary to carry out the public health interests of the Act. The data are privileged and may not be
divulged or made public in a manner that discloses the individual identity of any patient. All reporting
entities that comply with the Act are immune from liability for furnishing the required information.

DISCLOSURE OF DATA

All data reported to the TCR are available for use in aggregate form for analysis by registry staff,
cancer researchers, and the public. Reports of the incidence of cancer for the state can be generated.
Public access to aggregate data is available through published reports, or through the TCR, if in
accordance with its data release policies and procedures.

The TCR may exchange patient-specific data with the reporting facility, any other cancer-control
agency, or clinical facility, pathology laboratories, physician’s offices for the purpose of obtaining
information necessary to complete the abstract or follow-up information, provided that these agencies
and facilities comply with the TCR's confidentiality policies. However, no facility-specific patient
information can be released unless authorized under law. The TCR can contact the facility where the
patient was seen and obtain consent to release information other than that authorized by law.

To achieve complete case ascertainment, the TCR may exchange patient-specific data with other state
cancer registries if reciprocal data sharing agreements and confidentiality provisions are implemented.

The TCR may grant researchers access to confidential information concerning individual cancer
patients, provided that those researchers comply with the provisions and confidentiality policies
mandated by the Texas Department of State Health Services Institutional Review Board.

QUALITY ASSURANCE

The TCR implements an extensive series of quality assurance procedures that are based on the SEER
Program, CDC recommendations and NAACCR standards. These procedures, which consist of both
internal and external processes, ensure the reliability, completeness, consistency and comparability of

TCR data. :
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INTERNAL PROCESS
Submission Review:

All abstracts are reviewed for possible duplicate records and multiple primaries. As cases are uploaded
into the system, they are intensely scrutinized for identification of:

e Possible duplicate submission of existing records.
e Unacceptable codes for any field or inter-field inconsistencies.
¢ Invalid or unusual site/sex, age/site, age/morphology or site/morphology combinations.

The TCR’s data upload system currently checks all submitted records for errors. Records returned to
the facility for correction do not count towards compliance. All records with errors will be rejected for
correction of the specified errors and subsequent re-submission. The error-free records retained will
be counted towards reporting compliance.

Note: Facilities must run their data through the appropriate NAACCR and TCR edits and
make necessary corrections before submitting a file to the TCR.

EXTERNAL PROCESS
Facility Training:

TCR staff provides continuing education and training for cancer registrars and medical records
personnel on standards and procedures for reporting. Requests for training and technical assistance
should be directed to the appropriate TCR Regional Office.

Casefinding Data Quality Audits:

TCR staff or a TCR representative review casefinding sources such as disease indices, pathology
reports (including cytology and autopsy reports), outpatient records, radiation therapy logs, and
appropriate oncology logs for missing cases. Periodically, facilities are randomly selected for a
casefinding audit. A casefinding audit is a systematic method of reviewing the facility’s casefinding
procedures and identifying all reportable cases in order to assess completeness and timeliness. The
audit is a tool to improve a facility’s casefinding process and is not a punitive measure. Sometimes
chart review may be performed on records identified from the audit to determine case reportability.
Casefinding procedures are located in the Casefinding Section beginning on page 16. Results from a
specific facility’s data quality audit are not shared with other entities without the facility’s approval.

Reabstracting Data Quality Audits:

TCR staff, or a TCR representative, performs complete re-abstracting of a sample of reported cases
without reference to the original abstract. If discrepancies are identified, they are used to assess the
quality of the facility’s cancer case reporting and training needs.

L
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DEATH CLEARANCE

TCR staff performs additional checks of reporting completeness through the death clearance process.
Each year the TCR electronically matches existing incidence cases in the cancer master file against
the Vital Statistics Unit (VSU) death certificate records for that year. If a match is found, the date of
death is updated for that record in the TCR’s database and the underlying cause of death added. For
non-matches, queries to facilities are made for patients who have a diagnosis of cancer on the death
certificate and expired at a reporting facility but were not reported to the TCR. Facilities are required
to submit abstracts for all missed cases. In some instances, there may not be evidence of active cancer.
If there is no documented evidence of a reportable diagnosis on a queried case, please notify the Vital
Statistics Specialist at the TCR central office, or your TCR regional office.
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L ]
CASE FINDING FOR COMPLETENESS OF REPORTING

The Texas Cancer Incidence Reporting Act (Chapter 82, Health and Safety Code) requires every
health care facility, clinical laboratory, and health care practitioner center to submit cancer

information for each reportable diagnosis.

Casefinding is a system for identifying all eligible cases. Facility sources used to identify cases are
disease indices, pathology and laboratory reports, patient logs, and similar resources. Refer to the
Caseﬁnding sources list on page 18. Every inpatient and/or outpatient admission with active disease
and/or receiving cancer-directed therapy must be reported to the TCR regardless of the patient’s state

or country of residence.

Note: Facilities that submit at least 95% of their cancer reports to the TCR are considered to be
compliant.

REPORTABLE CANCER CASES
Cases of cancer to be reported to the TCR include:

1. All neoplasms with a behavior code of /2 §1n situ) or /3 (malignant) in the International
Classification of Diseases for Oncology 3™ Edition (ICD-0O-3), with some exceptions (see page
22).

Note: Non-analytic cases diagnosed prior to 1995 are no longer required to be reported.

2. All primary tumors with a behavior code of /0 (benign), /1 (borderline), or /3 (malignant)
occurring in any of the following sites:

a. Brain (C710-C719), meninges (C700-C709), spinal cord (720), cauda equina (C721), cranial
nerve or nerves (C722-C725), or any other part of the central nervous system (C728-C729)

b. Pituitary gland (C751), pineal gland (C753), or craniopharyngeal duct (C752)
Note: A non-malignant reportable CNS diagnosis can include the term neoplasm or tumor.

Note: All tumors and neoplasms of the brain and CNS must have the morphology term and code
listed in ICD-O-3. If the morphology term and code are not in the ICD-O-3, then it is not

reportable.
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Required Sites for Benign and Borderline Primary Intracranial and Central Nervous System
Tumors:

Meninges Cerebral meninges C700
Spinal meninges C701
Meninges, NOS C709
Brain Cerebrum C710
Frontal lobe - | CT711
Temporal lobe C712
Parietal lobe C713
Occipital lobe C714
Ventricle, NOS C715
Cerebellum, NOS C716
Brain stem C717
Overlapping lesion of brain C718
Brain, NOS C719
Spinal cord, cranial nerves, and other | Spinal cord : C720
parts of the central nervous system Cauda equina C721
Olfactory nerve C722
Optic nerve C723
Acoustic nerve C724
Cranial nerve, NOS C725
Overlapping lesion of brain and | C728
central nervous system
Nervous system, NOS C729
Pituitary, craniopharyngeal duct and | Pituitary gland C751
pineal gland Craniopharyngeal duct C752
Pineal gland C753

Note: Benign and borderline tumors of the cranial bones (C410) are not reportable.

CASES DIAGNOSED CLINICALLY ARE REPORTABLE

In the absence of a histologic or cytologic confirmation of a reportable diagnosis, accession the case
based on the clinical diagnosis (when a recognized medical practitioner says the patient has a cancer
or carcinoma). A clinical diagnosis may be recorded in the final diagnosis on the face sheet or in other

parts of the medical record.

Note: A pathology report normally takes precedence over a clinical diagnosis. If the patient
has a biopsy that disproves the clinical diagnosis the case is not reportable.

June 2006 Page 17



Texas Cancer Registry Cancer Reporting Handbook

EXCEPTION: If the physician treats a patient for cancer in spite of the negative biopsy,
accession the case.

EXCEPTION: If enough time has passed that it is reasonable to assume that the physician
has seen the negative pathology report, and the clinician continues to call this a reportable
disease, accession the case. A reasonable amount of time would be 6 months or more.

CASEFINDING METHODS
There are two types of casefinding methods—active and passive:

1. Active casefinding: The personnel responsible for reporting obtain and review all sources for
eligible cases.

2. Passive casefinding: The pérsonnel responsible for reporting rely on others to notify the reporter
of possible eligible cases.

Active casefinding is more comprehensive and precise. Passive casefinding has a greater potential
for missed cases. A combination of active and passive casefinding is a more effective method and
ensures fewer missed cases. Casefinding procedures should be evaluated from time to time and
amended as facility procedures or services change.

CASEFINDING SOURCES
1. Medical records department 3. Surgery department
a. Disease indices 4. Outpatient departments
b. Admission and discharge reports 5. Medical and diagnostic imaging
2. Pathology department 6. Radiation oncology
a. Histology reports 7. Medical oncology
b. Cytology reports - 8. Emergency Room reports

c. Hematology reports
d. Autopsy reports

CASEFINDING PROCESS

Cooperation and a good working relationship between reporting personnel and other departments are
essential for accurate case ascertainment. The reporter is responsible for identifying all casefinding
sources under their facility licensure and arranging access to these sources, for example, rural health
clinics, surgery centers across town or off campus.

A disease index including both inpatient and outpatient admissions should be obtained after
medical records are completed and coded (monthly or quarterly). The index should be sorted
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alphabetically by last name and should include the following: last name, first name, medical
record number, admission/discharge date, date of birth, social security number, all primary
and secondary ICD-9 diagnosis codes and admission type. Attachment A (page 31) is an example
of a disease index that can be modified for individual facilities.

The following list includes some helpful hints for the casefinding process:

e Review the disease index for reportable cancer codes to insure the facility has reported all of its
reportable cases to the TCR.

e Request a TCR Facility Data Report from the regional office. A Facility Data Report is a complete
listing of cases submitted by the facility.

e Compare the patients with reportable codes on the disease index to the TCR Facility Data Report.

e Review any patient charts with reportable codes that are missing from the TCR Facility Data
Report for reportability.
Prepare an abstract for each reportable case missing from the TCR Facility Data Report

e Ifa previously reported patient is found to have a subsequent primary, assign the new primary the
patient’s original registry number. Change the sequence number to reflect the new primary and
abstract the pertinent cancer information.

Note: If a facility uses an automated casefinding method (for example: the hospital’s
mainframe extracts possible reportable cases and places these into cancer registry software
suspense file), a manual disease index should be run at the end of the reporting year. Insure
that the ICD-9-CM codes used are the most current for the reporting year. This disease index
is then checked against the cancer registry database to insure that all cases were either
reported or clearly documented as non-reportable and why. After reviewing, the disease
index and non-reportable list along with the casefinding check-list (Attachment C, page 33)
should be sent to the facility’s health service region.

The following lists are intended to assist the cancer data reporter in identifying the reportable
neoplasms.

REPORTABLE NEOPLASMS

e Malignant neoplasms (exclusions noted below)

o Benign and borderline neoplasms of central nervous system

e Pituitary adenomas diagnosed as of 2003

e Carcinoma in-situ (exclusions noted below)

e Carcinoid, NOS (excluding Appendix, unless stated to be malignant)

e Pilocytic/juvenile astrocytoma is reportable and should be coded to 9421/3 per ICD-O-3 errata
e Squamous intraepithelial neoplasia grade III (8077/2) of vulva [VIN], vagina [VAIN], and anus

[AIN] beginning with 2001 cases

Note: All tumors and neoplasms of the brain and other CNS sites must have a morphology

f T T SR
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term and code in ICD-O-3. If there is no morphology term and code, it is not reportable.
Tumors and neoplasms diagnosed prior to 2001 must have a morphology term and code in

ICD-O-2 to be reportable.

Notes:

1. Malignant neoplasms of the skin of genital sites are reportable. These sites include: vagina
(C529), clitoris (C512), vulva (C519), prepuce (C600), penis (C609), and scrotum (C632).

2. Reportable skin tumors such as adnexal carcinomas (carcinomas of the sweat gland,
ceruminous gland, and hair follicle), adenocarcinomas, lymphomas, melanomas, sarcomas,
and Merkel cell tumor must be reported regardless of site. Any carcinoma arising in a
hemorrhoid is reportable since hemorrhoids arise in mucosa, not in skin.

NON-REPORTABLE NEOPLASMS

Basal cell carcinoma (8090-8110) of the skin (C44.0-C44.9) except genital sites

Basal and squamous cell carcinoma (8070—-8110) of skin of anus (C44.5)

Epithelial carcinomas (8010-8045) of the skin (C44.0-C44.9)

Papillary and squamous cell carcinomas (8050-8084) of the skin (C44.0-C44.9) except genital
sites

Malignant neoplasms, NOS (8000—-8004) of the skin (C44.0-C44.9)

In situ neoplasms of cervix regardless of histology (behavior of /2; C53.9)

Intraepithelial neoplasms of the cervix (8077/2; C53.9)) or prostate (8148/2; C61.9)

Borderline cystadenomas (8442, 8451, 8462, 8472, 8473) of the ovaries (C56.9) with behavior
code 1 are not collected as of January 01, 2001

e Cyst of brain or CNS tumor diagnosed January 01, 2004 or later and does not have an ICD-O 3
morphology code listed in ICD-O-3

Example:

On 04/12/2004, a patient was diagnosed with cholesteatoma in the cerebral meninges. This is
not a reportable CNS case.

COMPREHENSIVE REPORTABLE LISTS

The following are intended to aid appropriate staff (e.g. Information Services, Data Management) in
creating the disease index with the required reportable neoplasms and other ICD-9-CM codes.
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The reporter should review all admissions (inpatient and outpatient) with the following diagnosis
codes for reportability:

ICD-9-CMCODE __ [DIAGNOSIS

CODE RANGES PREFERRED ICD-0-3 TERMINOLOGY

140.0-208.9 Malignant neoplasms

225.0-225.9 Benign and borderline neoplasms of central nervous system

230.0-234.9 Carcinoma in-situ

235.0-238.9 Neoplasms of uncertain behavior

239.0-239.9 Neoplasms of unspecified behavior

INDIVIDUAL CODES | PREFERRED ICD-0-3 TERMINOLOGY

042. AIDS (review records for AIDS-related malignancies)

203.1 Plasma cell leukemia (9733/3)

205.1 Chronic neutrophilic leukemia (9963/3)

227.3 Benign neoplasm of pituitary (body, fossa, gland, lobe)

227.3 Benign neoplasm of craniopharyngeal (duct, pouch)

227.4 Benign neoplasm of pineal (body, gland)

238.4 Polycythemia vera (9950/3)

238.6 Solitary plasmacytoma (9731/3)

238.6 ' Extramedullary plasmacytoma (9734/3)

238.79 Chronic myeloproliferative disease (9960/3)

238.76 Myelosclerosis with myeloid metaplasia (9961/3)

238.71 i Essential thrombocythemia (9962/3)

238.72 Refractory cytopenia with multilineage dysplasia (9985/3)

238.73 Myelodysplastic syndrome with Sg-syndrome (9986/3)

238.7 Therapy-related myelodysplastic syndrome (9987/3)

238.75 Myelodysplastic syndrome, unspecified (9989/3)

238.72 Refractory anemia (9980/3)

238.72 Refractory anemia with ringed sideroblasts (9982/3)

238.73 Refractory anemia with excess blasts (9983/3)

238.73 Refractory anemia with excess blasts in transformation (9984/3)

273.2 Gamma heavy chain disease; Franklin’s disease

273.3 Waldenstrom’s macroglobulinemia

273.9 Unspecified disorder of plasma protein metabolism (screen for potential
’ 273.3 miscodes)

288.3 Hypereosinophilic syndrome (9964/3)

289.8 Acute myelofibrosis (9931/3)

[ e e S T S T e
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Admissions with the following procedure codes must be screened for reportable neoplasms:

V073 Other prophylactlc chemotherapy (screen carefully for miscoded
‘ malignancies)

V07.4 (previously V07.8)* | Other specified prophylactic measure

V10.0-V10.9 Personal histo.ry ot: malignancy (review these for recurrences,

subsequent primaries, subsequent treatment and diagnosis date)

V58.0 Admission for radiotherapy

V58.11 (previously V58.1)* | Admission for chemotherapy

V66.1 Convalescence following radiotherapy

V66.2 Convalescence following chemotherapy

V67.1 Radiation therapy follow-up

V67.2 Chemotherapy follow-up

V71.1 Observation for suspected malignant neoplasm

V76.0-V76.9 Special screening for malignant neoplasm

* Revised October 1, 2005

The following are exclusions and do not need to be reported to the TCR:

8000-8004 Neoplasms, malignant, NOS of the skin

8010/2 Carcinoma in-situ of cervix beginning with 1996 cases

8010-8045 Epithelial carcinomas of the skin

8050-8084 . Papillary and squamous cell carcinomas of the skin except genital sites
Squamous Intraepithelial Neoplasia, grade III of cervix beginning with

8077/2
1996 cases; CIN

8090-8110 Basal cell carcinomas of the skin except genital sites

8148/2 Prostatic Intraepithelial Neoplasia

For cases diagnosed January 01, 2001 and forward, the following tables are terms that changed
behavior codes from borderline to malignant, and malignant to borderline in the ICD-O-3.

B e B S R R e S e S i O e S 1 i e
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These terms/codes are reportable starting with 01/01/2001and forward diagnoses:

89311 Endometrial stromal sarcoma, low grade (C541) 89313
89311 Endolymphatic stromal myosis (C541) 89313
89311 Endometrial stromatosis (C541) 89313
89311 Stromal endometriosis (C541) 89313
89311 Stromal myosis, NOS (C541) 89313
93931 Papillary ependymoma (C71_) 93933
95381 Papillary meningioma 95383
99501 Polycythemia vera ‘ | 99503
99501 Polycythemia rubra vera 99503
99601 Chronic myeloproliferative disease, NOS 99603
99601 Chronic myeloproliferative disorder 99603
99611 Myelosclerosis with myeloid metaplasia 99613
99611 Megakaryocytic myelosclerosis 99613
99611 Myelofibrosis with myeloid metaplasia 99613
99621 Idiopathic thrombocythemia 99623
99621 | Essential thrombocythemia 99623
99621 Essential hemorrhagic thrombocythemia 99623
99621 Idiopathic hemorrhagic thrombocythemia : 99623
99801 Refractory anemia, NOS 99803
99801 'Refractory anemia without sideroblasts 99803
99821 Refractory anemia with sideroblasts 99823
99821 Refractory anemia with ringed sideroblasts 99823
99831 Refractory anemia with excess blasts 99833
99841 Refractory anemia with excess blasts in transformation 99843
99891 Myelodysplastic syndrome, NOS ' 99893
99891 Preleukemia 99893
99891 Preleukemia syndrome 99893
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These terms/codes are no longer reportable starting with diagnosis date 01/01/2001 and forward
diagnoses: '

84423 | Serous cystadenoma, borderline malignancy (C569) 84421
84423 Serous tumor, NOS, of low malignant potential (C569) 84421
84513 Papillary cystadenoma, borderline malignancy (C569) 84511
84623 Serous papillary cystic tumor of borderline malignancy (C569) 84621
84623 Papillary serous cystadenoma, borderline malignancy (C569) 84621
84623 Papillary serous tumor of low malignant potential (C569) 84621
84623 Atypical proliferative papillary serous tumor (C569) 84621
84723 Mucinous cystic tumor borderline malignancy (C569) 84721
84723 Mucinous cystadenoma, borderline malignancy (C569) 84721
84723 Pseudomucinous cystadenoma, borderline malignancy (C569) 84721
84723 Mucinous tumor, NOS, of low malignant potential (C569) 84721
84733 Papillary mucinous cystadenoma, borderline malignancy (C569) 84731
84733 Papillary pseudomucinous cystadenoma, borderline malignancy (C569) 84731
84733 Papillary mucinous tumor of low malignant potential (C569) 84731
OTHER METHODS

Other methods for identifying reportable cancer cases can be developed to assure complete case
reporting. Since the patient’s medical record is the primary source of information, arrangements
should be made so the appropriate charts can be routed to the personnel responsible for reporting.
These charts could be stamped and placed on a shelf marked for Tumor Registry review.

The pathology department reports must be routinely checked. The best procedure is to have a copy of
ALL pathology reports routed to the personnel responsible for reporting. All pathology reports (both
positive and negative) must be reviewed by the reporter to ensure all eligible cases are identified. The
reporter should request that all cytology, hematology, bone marrow biopsies, and autopsies be
included. Both computerized and manual methods of reviewing pathology reports must include a way
to track reports to ensure that every report has been included in the review. Facilities that send all
pathology specimens to outside labs should keep a log of all specimens, to include date sent out, date
received, and the diagnosis. The reporter should be given a copy of all reports.

For facilities with radiation oncology departments, a procedure must be established to identify
patients receiving radiation therapy. This should include all inpatient and outpatient treatments.
Different options, such as providing copies of the treatment summary, a treatment card, or even a
daily appointment book may be available to identify these cases.

Many cancer patients are seen in the outpatient department, hematology clinic, laboratory, emergency
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room, nuclear medicine, and diagnostic radiology and oncology departments.-A method to identify
reportable cases from these departments must also be established.

Many facilities now have a designated oncology/hematology unit where patients receive
chemotherapy treatments as an inpatient. In some cases, patients receive chemotherapy in an
ambulatory setting, a freestanding facility, or a physician’s office. The registrar/reporter must
establish a policy and procedure for identifying patients who receive chemotherapy in these settings if
affiliated with their facility.

A reportable case should be abstracted after review of the patient’s complete record, not just from the
unit record for the admission in question. If reportable cases are identified at the time of discharge, the
complete medical record may not be available at the time the case is abstracted. A suspense file
should be compiled of all cases identified as eligible or potentially eligible for abstracting. The
suspense file can be something as simple as a manila folder to hold the various casefinding source
documents (monthly disease index, pathology reports and outpatient log sheets and so forth) in
alphabetical order and/or by date of diagnosis to assess timeliness of the abstracting process.

Personnel responsible for reporting should review the table of terms that indicate a diagnosis of
cancer on page 21. Upon review of the disease index, cases may be identified as TCR non-reportable
cases. Examples of these would be basal and squamous cell carcinoma of the skin (173.0-9), and CIN
of the cervix (233.1). A list of these cases should be kept each year because the TCR needs to review
the disease index and the non-reportable list when it conducts casefinding audits after facilities should
have completed reporting for a given year (see page 14). The non-reportable list will answer any
questions TCR staff may have regarding the non-reporting of these cases. The list should include
patient name, date of birth, social security number, medical record number, admission date,
casefinding source, and the reason the case was not reportable.

Attachment B (page 32) is a sample form that can be used as a history file of the non-reportable cases.
Non-reportable cases can also be documented on the disease index. Place the notation “NR” next to
the patient information and include a justification if the case is determined not reportable. Another
method would be to develop an electronic spreadsheet that can be sorted alphabetically, such as Excel
or Word. An alphabetical index card file can also be used. If cases are abstracted and reported using
SCL v.10, a non-reportable log may be kept. Please refer to the SCL User’s Guide for instructions.

Examples:

a. The ICD-9-CM billing code indicates current disease. Reason for admission was
radiology and laboratory testing. Radiology and laboratory findings do not indicate active
disease. This case is not reportable, unless the physician states the patient has active,
metastatic, or recurrent disease.

b. The discharge summary and face sheet states history of cancer and there is no other
information within the chart to indicate active or stable disease. This case is not
reportable.
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c. A patient is admitted for evaluation of congestive heart failure. The patient had a
mastectomy for breast cancer 8 years ago and there is no evidence of recurrent or
metastatic disease. This case is not reportable.

d. A patient comes in for lab work. Face sheet states lung cancer. No other information or
documentation indicating active disease is available. This case is not reportable.

e. A patient was diagnosed with adenocarcinoma of the stomach in 1985 with no evidence
of recurrent or metastatic disease. In 2006, the patient was admitted and diagnosed with
small cell carcinoma of the lung. The 2006 case is reportable.

f.  Discharge summary diagnosis states cancer and the ICD-9-CM billing code indicates
current disease. All laboratory findings are negative for active disease, but one radiology
report indicates active disease compatible with malignancy. This case is reportable.

g. A patient is admitted to your facility with an acute cerebrovascular accident. The H&P
states the patient was diagnosed with metastatic lung cancer four months prior to
admission. He was treated with palliative care and referred to the Hospice program. All
indications are that this patient still has active cancer. This case is reportable.

h. A patient was diagnosed with cervical cancer in 2000 and has had no recurrence. She is
now admitted and diagnosed with a second primary in the lung. The lung case is
reportable.

i. A patient comes to your facility for port-a-cath insertion to allow for chemotherapy fora .
malignancy. This documentation indicates the patient has active disease. This case is

reportable.

j.  Patient with a recent excisional biopsy for melanoma of skin of arm is admitted to your
facility for a wide excision. The pathology report shows no residual melanoma. This
case is reportable because the wide excision is considered treatment for the melanoma.

Note: Refer to Appendix O to determine reportability for cases diagnosed on or after
1/1/2007.

Note: In most cases, the patient’s record clearly presents the diagnosis by use of specific
terms which are synonymous with cancer. However, there will be times when a physician is

not certain or the documented language is not definitive.

April 2007 , Page 26



Texas Cancer Registry Cancer Reporting Handbook

Rules concerning the usage of ambiguous terminology (vague or mconcluswe diagnostic language)
for cases diagnosed prior to 2007 are as follows:

. ~ AMBIGUOUS TERMS GUIDELINE .
DO INDICATE A DIAGNOSIS DO NOT INDICATE A DIAGNOSIS

OF CANCER OF CANCER

Adherent Report these cases only if cancer-directed therapy

is planned or given

Apparently Approaching

Appears to Cannot be ruled out

Comparable with Equivocal

Compatible with May be

Consistent with Possible

Favor(s) Potentially malignant

Malignant appearing Questionable

Neoplasm (CNS Only) Rule out

Most likely Suggests

Presumed Very close to

Probable Worrisome

Suspect(ed)

Suspicious (for)

Tumor (CNS Only)

Typical (of/for)

Note: The above terms are not all-inclusive. The entire medical record should be reviewed
before basing reportability on one of these terms. If an ambiguous term that is not included in
the above list is given contact the state health region for clarification. Do not use the above
table for cases diagnosed on or after 1/1/2007, refer to Appendix O.

EXCEPTION: If cytology is reported as “suspicious for neoplasm” do not interpret this as a
diagnosis of cancer. Report the case only if a positive biopsy or a physician’s clinical
impression of cancer supports the cytology findings or if cancer directed therapy is

administered,

Note: When phrases such as strgngly suspicious or highly questionable are used, disregard
the modifying term and refer to the guidelines above regarding the primary term. A patient
stated to have “known” cancer should be reported to the TCR.

Note: If one section of the medical record(s) uses a reportable term such as “apparently”
and another section of the medical record(s) uses a non-reportable term such as “cannot be
ruled out,” accept the reportable term and accession the case.

Note: Cases in which the disease is no longer active should only be reported if the patient is
still receiving cancer-directed therapy, i.e., leukemia in remission receiving chemotherapy.
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Example:

A patient diagnosed 6 months ago with acute myelocytic leukemia is now in remission and on
a maintenance dose of chemotherapy. The patient was admitted for evaluation of neutropenia
following the last course of chemotherapy. If this is the first admission to your facility, this
patient should be reported because cancer-directed treatment (chemotherapy) is being

administered.

Note: Abstract cases with a reportable diagnosis using the medical record from the first admission
(inpatient or outpatient) to your facility. Use information from subsequent admissions to supplement
documentation and to include all first course treatment information.

Note: Do not submit a report for each admission; submit one per primary tumor.

Examples:

a. A patient is diagnosed with prostate cancer and has several admissions for treatment of the
prostate cancer. Only one report that includes all first course treatment is to be submitted.

b. Your facility reported a patient diagnosed with breast cancer in 2002. She is now admitted in
2006 with metastatic bone cancer. Do not submit a new report for the metastatic bone cancer.

ADDITIONAL GUIDELINES FOR CASE REPORTING

e There are many instances when it is unclear whether cancer cases seen in a clinic are reportable
through an associated facility. The cases should be included in the facility’s caseload when:

The clinic is owned by the facility _

The facility is legally responsible for the medical charts in the clinic

The facility receives revenue from the medical charts at the clinic

The clinical charts are filed in the same location as the facility charts, or

The facility pays the physicians to work in the clinic

o0 o

e Cases diagnosed and/or treated for cancer prior to admission should be reported if there is
evidence of active disease, whether or not diagnostic or therapeutic procedures were performed.
Stable disease indicates active disease.

e Cases diagnosed at autopsy are reportable.
e Patients with active cancer coming into a facility for “consultation only” should be reported.

- o Patients with a history of cancer, with no evidence of active disease, should not be reported
unless they are still receiving cancer-directed therapy.

Note: Remember, physicians may refer to patients diagnosed with cancer prior to coming to a
facility as having a “history of” cancer. These cases should be reviewed closely to determine
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if the patient has active disease and/or is receiving cancer-directed treatment. If you have
any questions regarding the eligibility of a case, call the TCR health service region.

Examples:

a. A patient comes to Facility A for a bone scan. The face sheet has been coded to prostate
cancer. The bone scan is negative and there is no other information to indicate that this
patient has active disease or is receiving cancer directed treatment. This case is not

reportable for Facility A.

b. A patient comes to the emergency room. He tells the attending physician that he had
cancer years ago. There is no other information documented to indicate that he has active
disease or is on cancer-directed therapy. This case is not reportable.

c. A patient comes into the emergency room for a broken wrist. The history/physical states
that the patient is currently undergoing chemotherapy for lung cancer, but the facility does
not render any treatment for the cancer diagnosis; the patient is only being treated for the
broken wrist. This case is reportable.

d. A patient is admitted to Facility A with a breast lump. The history/physical states that the
patient was diagnosed elsewhere with breast cancer five years ago and treated with a
lumpectomy. There is now recurrence of the disease and the patient was referred to
Facility A for a mastectomy. This case is reportable by Facility A due to active disease.

e. A patient comes to your facility for lab work. The face sheet states “cancer”. The only
other information available is the lab results. This case would not be reportable. A
physician must state the patient has active disease, recurrence, or metastatic disease to

make this case reportable.
Note: Every effort should be made to identify multiple primary tumors. See Appendices D-E.

To prevent reporting the same patient with the same primary twice, compare the patient name and
primary cancer site from the registry database (accession list or SCL facility data report) to the TCR
facility data report. The TCR facility data report lists all the patients a facility has reported to TCR for

multiple years.

Complete cancer reporting is an important element in a cancer registry quality assurance program.
The TCR performs casefinding audits on a regular basis to determine the completeness of case
ascertainment and timeliness of reporting at facilities across the state. These audits are a part of
TCR’s data quality procedures and are necessary both to assure complete and accurate cancer
information and to meet the state’s federal funding obligations. The results of a casefinding audit are
reported back to the facility. The percentage of missed reportable cases identified from a
casefinding audit should not exceed 5%.
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HELPFUL HINTS TO CONDUCT CASEFINDING:

All possible sources of cancer cases in a facility should be reviewed to achieve complete and
accurate casefinding.

Review pathology reports monthly.

Review disease index monthly.

Review radiation oncology logs weekly.

Have coders route medical charts to the registrar/reporter on all identified cancer patients.
Review outpatient and emergency room visits for reportability. Arrangements can be made to
have these routed to the registrar/reporter, or the registrar/reporter can physically review them in
the department.

Maintain a list of non-reportable cases or document non-reportable cases on the disease index.
When reporting by the facility is complete for a given year, check the Yes column on the “A/l
Forms Submitted For the Year” section on the transmittal form.

Send the disease index (see Aftachment A), casefinding checklist (see Attachment C), non-
reportable list (see Atfachment B) to the TCR state health region when reporting is complete
for a given year. Mail these items by certified mail in double envelopes marked
“confidential”.

Contact your state health region for an assessment of your casefinding procedures. This will
better prepare you for an audit.
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ATTACHMENT B
Non-Reportable List
Facility Name: Facility ID# _ Reviewedby:  Telephone:
Patient Name Med Rec# | Admit Date | Date of Birth | SS# ' Casefinding N/R

Source Code

***KEEP A COPY FOR YOUR RECORDS

N/R CODES:

01 — Benign

02 — Non-Reportable Skin Cancer (Site=C44.*, Morph=8000-8110)
03 — NED (History of Cancer but No Evidence of Treatment Currently and No Evidence of Cancer Currently)
04 — Cancer Not Proven

05 — Duplicate Case (This Cancer has already been reported to TCR)
06 — In situ Cancer of Cervix, CINIII

07 — No Cancer Mentioned in Record

08 — Diagnosed prior to 1995

09 — Lab only diagnosis

10 — Other (Include Explanation)
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ATTACHMENT C

A checklist that can be used to document all sources utilized to achieve complete casefinding. Upon
completion of abstracting for each year, the casefinding checklist should be completed and mailed to
your regional TCR office. ***Keep a copy for your records.

Facility Name : Facility ID#: Expected # Cases: Year:

Casefinding Source } Available Reviewed l Comments |
Y/NorNA |Y/NorNA | )

Accession kegister T

Ambulatory Setting

Day Surgery

Diagnostic Radiology & Oncology

Emergency Room

Free-standing facility
Hematology Clinic

Hospice

Medical Records Disease Index

Nuclear Medicine
Outpatient Department
Pathology Department

Autopsy Reports

Bone Marrow Biopsies
Cytology
Hematology
Histology
Physici_r:t.n—’? Office
Radiation Oncology Dept.

Daily Appointment Book
Treatment Card

Treatment Summary

Reviewed by: Date

Mailed to Texas Cancer Registry on: Telephone
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DEMOGRAPHICS AND PATIENT INFORMATION

Note to SCL Users: The selection pop-up boxes in SCL are in an easy pull down menu format.
Underlined fields contain pop-up boxes. If data must be entered in a field before an abstract can be
added to the database, the selection pop-up box will automatically be displayed when tabbing -
through the field. To activate the selection pop-up box, right click using your mouse in the
appropriate box. SCL users are ensuring the highest level of quality edit checks by activating the
various selection pop-up boxes. For specific detailed instructions for SCL refer to the User’s Guide.

DATE OF FIRST CONTACT (NAACCR ITEM #580) (FORDS pg. 87)

Description
The date the patient was first admitted to your facility (outpatient or inpatient) with a diagnosis of

active cancer or on cancer therapy.

Explanation
This data item allows the facility to document the first contact with the patient. It can be used to

measure the time between admission and when the case is abstracted and the length of time between
the first contact and treatment.

Coding Instructions

1. Punctuation marks (slashes, dashes, etc.) are not allowed in any date field.

Example:
Record the admit date of January 22, 2006 as 01222006.

2. Enter the date (month, day, century and year) of the first admission to );our facility for a diagnosis
and/or treatment of this reportable cancer or, if previously diagnosed/treated elsewhere, the date of
the first admission to your facility with active cancer or receiving cancer treatment.

3. A date must be entered in this field. If the patient was never an inpatient, enter the date of the first
outpatient visit e.g., biopsy, x-ray, laboratory test at your facility with active cancer.

4. For autopsy-only or death certificate-only cases, use the date of death as the date of first contact.

5. For “read only” or “pathology only” cases use the date the specimen was collected. These are
cases where a specimen is sent over to be read by the pathology department and the patient is
never seen or admitted at the reporting facility. These cases are reportable if the pathology
department generates revenue for the reporting facility and is NOT a free standing entity. The
class of case should be coded to 7 and the reporting source would be 3.
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Note: Document in your Policy and Procedure Manual if you have an agreement with
any facilities sending their specimens to your pathology department as “read only,” but
they are still responsible for reporting those cases to the TCR.

Examples:

a. A patient has an outpatient mammography on February 12, 2006 at the reporting
facility. The radiologist reads it as suspicious for malignancy. The patient then has an
excisional biopsy on February 14, 2006 and a radical surgical procedure on February
16, 2006. Record the date of first contact as 02122006.

b. A patient has a biopsy in a staff physician’s office on March 17, 2006 and the
specimen is sent to the reporting facility’s pathology department on that same day. .
The pathologist reads the specimen as malignant melanoma. The patient enters the
same reporting facility on March 21, 2006 for a wide re-excision. Record the date of
first contact as 03172006.

c. A patient has a lymph node biopsy at a small hospital on May 15, 2006. The specimen
is sent to your hospital to be evaluated in your pathology department. The pathologist
reports diffuse large b-cell lymphoma. The patient never enters your hospital. Record
05152006 as date of first contact.

REGISTRY NUMBER (NAACCR ITEM #550) (FORDS pg. 33)

Description
A registry or accession number is a unique number assigned to identify each patient regardless of the

number of primary cancers.

Explanation
This data item serves as a reference number to protect the identity of the patient.

Coding Instructions

1. The first four digits identify the calendar year of the admission the patient was first seen at the
facility for a reportable diagnosis. The following five digits identify the numerical order in which
the case was entered into the registry. Each year’s accession/registry number will start with 00001.

Example:

200600001 would indicate the first 2006 case reported from a facility.
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2. SCL automatically assigns a registry number according to the year of admission. This field canbe

edited to assign the correct registry number.

Note: If your facility begins using SCL after submitting cases on the paper form, contact
the appropriate TCR regional registry for the correct registry number. This will alleviate
duplicate registry numbers being assigned to different patients. The registry number for
each individual patient remains the same regardless of the number of reportable

diagnoses for that patient from your facility.

3. Do not assign a new registry number to a patient previously reported to the TCR with a new
- primary cancer. SCL users will need to refer to the SCL User’s Guide for instructions on entering

multiple primaries.

REPORTING F ACILITY NUMBER (NAACCR ITEM #540) (FORDS pg. 208)

Description
Identifies the facility or institution reporting the case.

Explanation
This data item is used for monitoring data submissions, ensuring the accuracy of data, and for

identifying areas for special studies.

Coding Instructions
1. Enter the three-digit facility number assigned by the TCR.

2. If'you do not know your facility number, contact your Health Service Region office or the Central
Office in Austin.

REPORTING SOURCE (NAACCR ITEM #500) (SEER pgs. 31-32)

Description
This data item identifies the source documents used to abstract the case being reported. This will not

necessarily be the document that identified the case but the document that provided the best
information.

Explanation
This field provides the source of the documents used to report the case, e.g., inpatient or outpatient

charts, cases diagnosed in physician’s offices, patients diagnosed at autopsy, pathology report only or
diagnosed by death certificate only.
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Coding Instructions

1. Enter the code for the source of the facility and/or documents used to abstract the case.

DEFINITION OF REPORTING SOURCES

Facility Only (Inpatient, Outpatient, ER, or Clinic) .

Radiation Treatment Centers or Medical Oncology Centers (Facility or Private)
Laboratory Only (Facility or Private)

Physician’s Office/Private Medical Practitioner

Nursing/Convalescent Homes, Hospice

Autopsy Only

Death Certificate Only

Other hospital outpatient units/surgery centers

Note: Assign codes in priority order: 1, 2, 8, 4, 3, 5, 6, 7 if more than one source is used.

Q
o
1~
=

RN AN B WIN| -~

Examples:

a. A patient is admitted to your facility and expires before any treatment is rendered. An
autopsy is performed and cancer is found in the lung. Code the reporting source to 6
(autopsy only). The autopsy report is the only document used for your cancer information.
The patient was not known to have cancer prior to the autopsy.

b. A patient is admitted to your facility and is‘diagnosed with lung cancer. Code the

reporting source to 1 (Facility Inpatient/ Outpatient or Clinic). All documents in the
medical record are used to gather the cancer information.

MEDICAL RECORD NUMBER (NAACCR ITEM #2300) (FORDS pg. 36)

Description
The number assigned to a patient’s medical record by the reporting facility.

Explanation

This number identifies the individual patients within a reporting facility. It allows a reporting facility
to easily locate a patient’s health information. This health information is referenced when abstracting
or updating a cancer case or to help identify multiple reports and primaries on the same patient.

Coding Instructions

1. Enter the eleven digit medical record number used to identify the patient's first admission with
active cancer and/or on cancer treatment. Medical record numbers with less than 11 digits and
alpha characters are acceptable.

fo i e e L T R ]
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2. If a number is not available (outpatient clinic charts or ER visit reports), enter OP in this field. See
the list below for other optional medical record identifiers.
3. Optional medical record identifiers:

CODE | DEFINITION __ , e
RT Radiation Therapy department patlent without a medrcal record number
SU One-day surgery clinic patient without a medical record number

UNK | Medical record number unknown

CLASS OF CASE (NAACCR ITEM #610) (FORDS pgs. 5-6 or 83-84)

Description
Class of case identifies the role of the reporting facility in the patient’s diagnosis and treatment.

Explanation
This data item divides case records into analytic and non-analytic categories. Class of case has ten

categories 0-9. The class of case determines which cases should be included in the analysis of the
facility’s cancer experience. The analytical cases (classes 0, 1 and 2) are those cases that were first
diagnosed and/or treated at the facility. They are analyzed because the facility was involved in the
diagnostic and therapeutic decision-making. Non-analytical cases (classes 3—7) are usually excluded
from a facility’s routine treatment or survival statistics.

Coding Instructions

1. Analytical cases (classes 0, 1, and 2): Diagnosed at the reporting facility and/or received any of
the first course of treatment at the reporting facility. Abstracting for class of case 0 and 1 is to be
completed within six months of diagnosis. This allows for treatment information to be
documented in the patient’s medical record. Abstracting for class of case 2 is to be completed
within six months of first contact with the reporting facility.

Note: A facility network clinic or outpatient center belonging to the facility is considered
part of the facility.

2. Non-analytical cases (classes 3, 4, 5, 6, 7): Diagnosed and received all of the first course of
treatment at another facility, or cases which were diagnosed and/or received all or part of the first
course of treatment at the reporting facility prior to the registry’s reference date (reference date
applies to ACoS facilities, facilities striving for ACoS certification, or facilities that follow ACoS
standards and do not seek certification). Abstracting for non-analytical cases should be completed
within six months of first contact with reporting facility.

Note: Per TCR reporting guidelines, non-analytical cases are reportable by all facilities

o i e )
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if the case was not diagnosed prior to 1995, and there is documentation of active cancer
or if the patient received cancer directed therapy.

Note: Non-analytical cases (classes 8 and 9) are to be used solely by the central registry.

Class of Case Deﬁni(ions:

Class 0

Diagnosed )at the reportmg facility and all of first course of treatment was

performed elsewhere.

Cases include:

e Patients who choose to be treated elsewhere.

e Patients referred elsewhere for treatment due to lack of special equipment;
proximity of a patient’s residence to the treatment center; financial, social or
rehabilitative considerations, etc.

Class 1

Diagnosed at the reporting facility and had all or part of the first course of
treatment at the reporting facility or was never treated at all.

Cases include:

e Patients whose treatment plan is watchful waiting.

e Patients refused any treatment or for whom no treatment is planned.

e Patients who were untreatable due to age, advanced disease, or other medical
conditions.

e  Specific therapy was recommended but not received at the reporting facility and it
is unknown if therapy was ever administered.

e [t is unknown if therapy was recommended or administered.
Patients diagnosed but not treated at the reporting facility and all or part of the first
course of treatment was received at a staff physician’s office. “Staff physician”
refers to any physician with admitting privileges at the reporting facility.

e Patients diagnosed in a staff physician’s office and then treated at the reporting
facility.

e Patients diagnosed and treatment plan developed and documented at the reporting
facility. Therapy was delivered elsewhere in accordance with the treatment plan.

Note: ACoS facilities should include cases in which patients are diagnosed at the
reporting facility prior to the registry’s reference date and all or part of the first course
of treatment was received at the reporting facility after the registry’s reference date.
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Class 2

| Flrst diagnosed elsewhere and all or part of therst course of treatment glven at
the reporting facility.

Cases include:
e The reporting facility administered all or part of the first course of treatment.
e The reporting facility administered palliative care in lieu of, or as part of, first course

treatment.

Class 3

First diagnosed and al of the first course of treatment administered elsewhere.
Patients are seen at the reporting facility for additional therapy or management,
and have active disease and/or are on cancer treatment.

Cases include:

e No information on first course of treatment. The patient is treated or managed at the
reporting facility for an unrelated condition and has active disease and/or on cancer
treatment.

e The reporting facility developed a treatment plan or provided a “second opinion” , but
the diagnosis and treatment was provided elsewhere.

e The reporting facility is treating or managing the recurrence, progression, or
subsequent treatment of a previously diagnosed malignancy.

Note: If your facility does not deliver any of the first course of treatment. Class of case is
coded to 3. Do not code to 9.

Class 4

Patients who were first diagnosed and received their first course of therapy at the
reporting facility before the registry’s reference date. The reporting facility
manages or treats a recurrence or progression of that cancer after the registry’s
reference date.

Cases include:

e Patients for whom the reporting facility manages or treats a recurrence or progression
of disease after the reference date.

e Patients for whom it is unknown whether the reporting facility delivered the first
course of treatment prior to the reference date.

Note: This class applies to ACoS facilities and/or facilities with a cancer program and
reference date only.

Class 5

First diagnosed at autopsy. Prior to autopsy, no suspicion or diagnosis of cancer.

Class 6

Diagnosed and entire first course of treatment completed in a staff physician’s
office. Staff physician refers to any physician with admitting privileges at the reportmg
facility.
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Class 7 | Pathology reportonly Patient does notenter the reportmg famhty at anytlmefor
diagnosis or treatment.

Note: This category excludes cases diagnosed at autopsy.
Class 8 | Diagnosis established only by death certificate.

‘ Note: Used by central registries only.
Class 9 | Unknown. Sufficient detail for determining class of case is not stated in medical record.

Cases include:
e Unknown if previously diagnosed or treated.
e Previously diagnosed, date unknown.

Note: Used by central registries only.

Class of Case Examples:

0 Reportmg fac1hty admits patlent due to dizziness and falhng The patient receives clinical
workup which includes CT and MRI of the brain. The results are positive for brain
metastasis. The patient is discharged to hospital B for treatment for lung cancer with brain
metastasis.

1 Reporting facility admits patient with hemoptysis. Workup reveals adenocarcinoma. The
patient undergoes surgery followed by radiation therapy at the reporting facility.

2 Patient was diagnosed and treated at another facility for primary breast cancer. The patient
then comes to the reporting facility for radiation.

3 Patient was diagnosed and treated for primary bladder cancer prior to admission to
reporting facility. Reporting facility admits patient for cystectomy for recurrent bladder
cancer.

5 Patient admitted to reporting facility with chest pain and expires. Autopsy performed at
reporting facility identifies patient has pancreatic cancer.

7 Reporting facility pathology department receives a tissue sample for evaluation which is
positive for malignant melanoma. The patient was never seen/admitted at reporting facility.

LAST NAME (NAACCR ITEM #2230) (FORDS pg. 39)

Description
Identifies the last name of the patient.
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Explanation '
This data item is used as a patient identifier.

Coding Instructions

1. Enter the last name of the patient in CAPITAL LETTERS. Blanks, spaces, hyphens,
apostrophes, and punctuation marks are allowed. \"

Examples:
a. Record De Leon with space as DE LEON
b. Record O’Hara with apostrophe as O’HARA

c. IfJanet Smith marries Fred Jones and changes her name to Smith-Jones record SMITH-JONES
with the hyphen.

2. Do not leave blank. If the patient’s last name is not known, enter UNKNOWN in this field.

Note: Document in TEXT REMARKS - OTHER PERTINENT INFORMATION: last name
unknown

FIRST NAME (NAACCR ITEM #2240) (FORDS pg. 40)

Description
Identifies the first name of the patient.

Explanation

This data item is used to differentiate between patients with the same last name.
Coding Instructions

1. Enter the first name of the patient in CAPITAL LETTERS.

2. Do not use ﬁunctuation.

3. If the patient’s first name is unknown, enter UNKNOWN. Do not leave blank.

Note: Document in TEXT REMARKS - OTHER PERTINENT INFORMATION: first
name unknown.
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MIDDLE NAME (NAACCR ITEM #2250) (FORDS pg' .41)

Description
Identifies the middle name or middle initial of the patient.

Explanation

This data item is used to differentiate between patients with identical first and last names.

Coding Instructions
1. Enter the middle initial if the complete middle name is not provided.
2. Do not use punctuation.

3. If the patient does not have a middle name or initial, or it is unknown, leave blank.

MAIDEN NAME (NAACCR ITEM #2390)

Description
Identifies the female patients who are or have been married.

Explanation

This data item is useful for matching multiple records for the same patient.

Coding Instructions

1. Enter the maiden name of female patients who are or have been married if the information is
available. Blanks, spaces, hyphens, apostrophes, and punctuation marks ARE allowed. ‘

2. If the patient does not have a maiden name, or it is unknown, leave blank.

ALIAS NAME (NAACCR Item #2280)

Note: Name--Alias will be collected for patients diagnosed on or after January 1, 2007

Definition
Records an alternate name or “AKA” (also known as) used by the patient, if known. Note that maiden

name is entered in Name-Maiden [2390].

i T e e e
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Explanation
A patient may use a different name or nickname. These different names are aliases. This item is useful

for matching multiple records on the same patient.

Coding Instructions

1. Leave blank if not applicable.

2. Record the last name followed by a blank space and then the first name.
3. Mixed case, embedded spaces, hyphens and apostrophes are allowed.

4. No other special characters are allowed.

Examples:

a. Ralph Williams uses the name Bud Williams. Record William Bud in the NAME-ALIAS
field.

b. Janice Smith uses the name Janice Brown. Record Brown Janice in the NAME-ALIAS field.

c. Samuel Clemens uses the name Mark Twain. Record Twain Mark in the NAME-ALIAS
field.
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STREET ADDRESS (NAACCR ITEM #2330) (FORDS pg. 42)

Description
Identifies the patient’s address (number and street) at the time of diagnosis.

Explanation
Allows for the analysis of cancer clusters, environmental studies, or health services research and is useful

for epidemiology purposes. A patient’s physical address takes precedence over a post office box. If a
patient has multiple primary tumors the address may be different if diagnosed at different times. Do not

update this field if the patient moves after diagnosis.
Note: ACoS facilities are required to provide information for this field regardless of class of

case.

Coding Instructions

1. Enter the number and street of the patient’s residence at the time the cancer is diagnosed in 25
characters or less.

2. Only use the post office box or the rural mailing address when the physical address is not
available. Post office box addresses do not provide accurate geographical information for
analyzing cancer incidence. Every effort should be made to obtain complete valid address

information. '
3. Punctuation marks are limited to periods, slashes, hyphens and pound signs in this field.

4. If the address contains more than 25 characters, omit the least important elements, such as the
apartment or space number.

5. Do not omit elements needed to locate the address in a census tract, such as house number, street,
direction or quadrant, and street type.

6. Abbreviate as needed using standard address abbreviations listed in the U.S. Postal Service
National Zip Code and Post Office Directory published by the U.S. Postal Service (USPS). These
include but are not limited to:

ABBREV. | DEFINITION | DEFINITION | .

APT Apartment FL Floor

AVE Avenue N North SE Southeast
BLDG Building NE Northeast SQ Square
BLVD Boulevard NW Northwest ST Street
CIR Circle PLZ Plaza STE Suite

CT Court PK Park SW Southwest
DEPT Department PKWY Parkway UNIT Unit

DR Drive RD Road \'Y% West

E East | RM Room
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Example:

Patient’s street address is 1232 Southwest Independence Apartment 400.
Record: 1232 SW Independence Apt 400

Patients with an Unknown Address:

7. If the patient’s address is not available in the medical record, record NO ADDRESS or
UNKNOWN. Do not leave blank. These cases should be rare and every effort should be made to
obtain a valid address. The address data fields for these cases should be recorded as the city
Unknown, the state as ZZ, the zip code should be 99999 and the FIPS as 999. Do not record the

reporting facility’s city, state, zip and FIPS.

8. Be aware that an excessive amount of unknown addresses will result in additional efforts by TCR
staff to obtain a valid address which may include contacting the reporting facility or
managing/following physician.

Note: Document in TEXT REMARKS - OTHER PERTINENT INFORMATION:
Patient address is unknown.

9. Do not update this data item for the first primary if the patient’s address changes with subsequent
admissions or subsequent primaries.

10. For helpful complete address information log onto www.zip4.usps.com/zip4/welcome.jsp.

Persons with More than One Residence:

These include snowbirds that live in the south for the winter months, sunbirds that live in the north
during the summer months, people with vacation residences that they occupy for a portion of the year.

11. Code the residence where the patient spends the majority of time (usual residence).

12. If the usual residence is not known or the information is not available, code the residence the
patient specifies at the time of diagnosis.

Persons with No Usual Residence:
Homeless people and transients are examples of persons with no usual residence.

13. Code the patient’s residence at the time of diagnosis such as the shelter or the hospital where
diagnosis was confirmed.

Note: Under pertinent information document that patient is homeless. An unknown address is
not the same as homeless.
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Temporary Residents:

14. Code the place of usual residence rather than the temporary address for:

Migrant workers
Persons temporarily residing with family during cancer treatment

Military personnel on temporary duty assignment
Boarding school students below the college level (code the parent’s residence)

15. Code the residence where the student is living while attending college.
16. Code the address of the institution for Persons in Institutions.

~ Persons who are incarcerated
Persons who are physically handicapped, mentally retarded, or mentally ill who are residents of

homes, schools, hospitals, or wards.
Residents of nursing and rest homes
Long-term residents of other hospitals such as Veteran’s Administration (VA) hospitals

Persons in the Armed Forces and on Maritime Ships (Merchant Marine):

17. Armed Forces—For military personnel and their family members, code the address of the
military installation or surrounding community as stated by the patient.

18. Personnel Assigned to Navy, Coast Guard, and Maritime Ships—The US Census Bureau has
detailed rules for determining residency for personnel assigned to these ships. The rules refer to
the ship’s deployment, port of departure, destination, and its homeport. Refer to US Census
Bureau Publications for detailed rules at www.census.gov.

ADDRESS AT DX—SUPPLEMENTAL (NAACCR ITEM #2335) (FORDS pg. 43)

Description
Provides the ability to store additional address information such as the name of a place or facility (a

nursing home or name of an apartment complex).

Explanation
A registry may receive the name of a facility instead of a proper street address containing the street

number, name, direction, or other elements necessary to locate an address on a street file for the purpose
of geocoding.

June 2006 Page 46



Texas Cancer Registry Cancer Reporting Handbook
p .~ -]
Coding Instructions

1. Do not use this data item to record the number and street address of the patient.
2. Do not update this data item if the patient’s address changes.

3. Ifthis address space is not needed, leave blank.

CITY (NAACCR ITEM #70) (FORDS pg. 44)

Description
Identifies the name of the city or town in which the patient resides at the time of diagnosis. Do not update

this field if the patient moves after being diagnosed.

Explanation
Allows for the analysis of cancer clusters, environmental studies, or health services research and is useful

for epidemiology purposes.

Coding Instructions
1. Enter the city of residence at the time the cancer is diagnosed.

2. Do not use punctuation, special characters, or numbers. The use of capital letters is preferred by
the USPS; it also guarantees consistent results in queries and reporting.

3. If the patient has multiple primaries, the address may be different for subsequent primaries.

Note: Every effort should be made to record the patient’s address from resources available
in your facility. If the patient’s address is not available do not leave blank. The address data
fields for these cases should be recorded Unknown in the street address, Unknown in the
city, ZZ in the state, 99999 in the zip code and 999 in the FIPS data field. Do not record the
reporting facility’s city, state, zip and FIPS for unknown addresses.

STATE (NAACCR ITEM #80) (FORDS pgs. 45-46)

Description
Identifies the patient’s state of residence at the time of diagnosis/admission. This field should not be

updated if the patient moves after being diagnosed.

Explanation
It allows for analysis of geographic and environmental studies and inclusion in state and national

cancer publications/studies.
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Coding Instructions

1. Record the appropriate two-letter abbreviation for state of residence at the time of diagnosis.

2. Ifthe patient is a resident of Mexico or Canada, record the appropriate two-letter abbreviation
for the country of residence at time of diagnosis/admission. If the province or territory of Canada
is known, record the abbreviation. See next page for a list of Canadian Provinces/Territories.

3. If'the patient is a foreign resident, other than Mexico or Canada, record either XX or YY
depending on the circumstance. Refer to the table below for specific instructions.

4. If the patient has multiple primaries, the state of residence may be different for subsequent cases.

Note: Every effort should be made to record the patient’s address from resources available
in your facility. If the patient’s address is not available do not leave blank. The address data
fields for these cases should be recorded as Unknown in the street address, Unknown in the
city, ZZ in the state, 99999 in the zip code and 999 in the FIPS data field. Do not record the
reporting facility’s city, state, zip and FIPS for unknown addresses.

If the state in which the patient resides at the time of diagnosis and treatment is Texas,
then use the USPS code for the state of Texas.

UsS Resident of United States, NOS (state/commonwealth/territory/possession unknown)
Resident of Canada, NOS; Use the specific abbreviation of Canadian
Provinces/Territories if this information is provided.

MX Resident of Mexico. '

Resident of a country other than the U.S. (including its territories, commonwealths, or -
possessions) or Mexico and Canada, and the country is known.

Resident of a country other than the U.S. (including its territories, commonwealths, or
possessions) or Mexico and Canada, and the country is unknown.

77 Residence unknown.

CD

XX

YY

Examples:

a. A patient’s country of residence is documented as France; record XX in the state field.

b. Documentation in the patient’s medical record states the patient is a resident of a foreign
country and no other address documentation provided; record YY in the state field.

c. The patient’s medical record states the patient lives in the United States or in a territory,
commonwealth, or possession of the United States and no other address documentation is
provided; record US in the state field.
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d. Ifevery valid attempt has been made to obtain the address and it is still unknown, record ZZ

in the state field.

Canadian Provinces/Territories:

British Columbia BC Ontario ON
Manitoba MB Prince Edward Island PE
New Brunswick NB Quebec QC
Newfoundland and NF Saskatchewan SK
Labrador

Northwest Territories NT Yukon YT
Nova Scotia NS

State and Territory Abbreviations:

NorthDakota

ND i

June 2006

Alabama AL | Kentucky KY
Alaska AK | Louisiana LA | Ohio OH
Arizona AZ | Maine ME | Oklahoma OK
Arkansas AR | Maryland MD | Oregon OR
California CA | Massachusetts | MA | Pennsylvania | PA
Colorado CO | Michigan MI | RhodeIsland | RI
Connecticut CT | Minnesota MN | South Carolina | SC
Delaware DE | Mississippi MS | South Dakota | SD
District of Columbia | DC | Missouri MO | Tennessee N
Florida FL | Montana MT | Texas X
Georgia GA | Nebraska NE | Utah UT
Hawaii HI | Nevada NV | Vermont VT
Idaho ID | New Hampshire | NH | Virginia VA
| Illinois IL | New Jersey NJ | Washington WA
Indiana IN | New Mexico NM | West Virginia | WV
Iowa IA | New York NY | Wisconsin WI
Kansas KS | North Carolina | NC | Wyoming wY
OTHER U.S. TERRITORIES
American Samoa AS
Guam GU
Puerto Rico PR
Virgin Islands VI
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ZIP CODE (NAACCR ITEM #100) (FORDS pg. 47)

Description
Identifies the postal code of the patient’s address at the time of diagnosis/admission. If the patient has

multiple tumors, the postal code may be different for each tumor.

Explanation
It allows for the analysis of cancer clusters, geographic or environmental studies and health services

research.

Coding Instructions

1. Enter the patient's zip code at time of diagnosis/admission. Enter the hine—digit extended zip code
if known. If recording the full nine-digit zip code, no dash should be placed between the first five
and the last four digits. The five-digit zip code is allowed if this is all the information available.

2. Ifthe zip code is not available, refer to the National th Code Directory or to the USPS Web site,
www.usps.gov. This website is useful in obtaining missing address information in order to record
a complete address.

3.  If the patient is a resident of a foreign country at the time of diagnosis, record 88888 for the zip
code.

Note: Every effort should be made to record the patient’s address from resources available in
your facility. If the patient’s address is not available do not leave blank. The address data
fields for these cases should be recorded as Unknown in the street address, Unknown in the
city, ZZ in the state, 99999 in the zip code and 999 in the FIPS data field. Do not record the
reporting facility’s city, state, zip and FIPS for unknown addresses.

145 The patlent s mne-dlglt U S extended postal code. Do not record dashes.

88888 Permanent address in a country other than Canada, United States, or U.S. possessions.

99999 Resident of the United States (including its possessions, etc.) or Canada and the postal
code cannot be verified using the National Zip Code Directory of the USPS Web site
at www.zip4.usps.com/zip4/welcome.jsp.

99999 After every effort is made to obtain a valid address the information remains unknown.

M6G2S8 | The patient’s valid six character Canadian postal code left justified followed by three
blanks.

June 2006 Page 50




Texas Cancer Registry ' Cancer Reporting Handbook
R N N R S SN S S
Examples:

a. A patient’s country of residence is documented as France; record 88888 in the zip code
field.

b. A patient’s address is in Canada and the zip code cannot be verified; record 99999 in the
zip code field.

c. A patient’s address is not documented in the medical record and remains unknown after
researching all your facilities’ resources; record 99999 in the zip code field.

FIPS COUNTY CODE AT DIAGNOSIS (NAACCR ITEM #90) (FORDS pg. 48)

Description
Identifies the county of the patient’s residence at the time of diagnosis. If the patient has multiple

tumors, the county codes may be different for each tumor.

Explanation
This data item may be used for epidemiological purposes (e.g., to measure the cancer burden in a

particular geographical area).
Coding Instructions
1. Enter the appropriate three-digit code for the county of residence. Use codes issued by the Federal

Information Processing Standards (FIPS) publication, Counties and Equivalent Entities of the
United States, Its Possessions, and Associated areas. This publication is available at:

www.epa.gov/enviro/html/codes/state.html.
2. Refer to Appendix C for the list of Texas FIPS county codes.

3. If the patient has multiple tumors, the FIPS county codes may be different for each tumor.

4. Enter the three-digit code 998 if the patient lives out of state, but the address is unknown.

5. For faciliﬁies using SCL, the FIPS code will automatically display when the city and zip is entered.
6. Do not update this data item if the patient’s county of residence changes after diagnosis.

7. ACoS facilities following the FORDS’ guideline to code the country of residence in this data field
for non-U.S. residents, MX, CD and XX will be accepted by the TCR Edits.

Note: Every effort should be made to record the patient’s address from resources available
in your facility. If the patient’s address is not available do not leave blank. The address data
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fields for these cases should be recorded as Unknown in the street address, Unknown in the
city, ZZ in the state, 99999 in the zip code and 999 in the FIPS data field. Do not record the
reporting facility’s city, state, zip and FIPS for unknown addresses.

CODE DESCRIPTION DEFINITION
001-507 | County at diagnosis Valid Texas FIPS code
998 Outside state/country & Known town, city, state, or country of residence, but
code is unknown county code not known AND a resident outside the state of
, Texas (must meet all criteria)
999 Unknown county The county is unknown and not documented in the
patient’s medical record

SOCIAL SECURITY NUMBER (NAACCR ITEM #2320) (FORDS pg. 37)

Description
Identifies the patient by social security number.

Explanation
This item is used by the TCR in internal processes such as linking for resolution of duplicate primaries

and consolidation.

Coding Instructions

1. Every effort should be made to obtain the social security number.

2. Enter the patient’s nine-digit social security number in this field.

3. Ifthe social security number is unavailable or unknown, enter all 9's in this field.

4. A patient"s Medicare number may not be identical to the person’s social security nuinber.

5. Do not put dashes or slashes in this field.

Note: Social security numbers are used for Medicare benefits. Suffix A on a social security
number indicates the number is the patient's Medicare number. Other suffixes identify
another person's Medicare number under which the patient may be entitled to receive
benefits. Take caution to enter the patient's social security number and not the spouse's or

guardian’s number.

The following are not allowed:
o First 3 digits= 000 or 666 e Last four digits= 0000
e Fourth and fifth digits= 00 e First digit= 8 or 9 (except for 9999999999)
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Example:

A wife may be registered under her husband's Medicare account number, e.g., 584-24-4457B
or 584-24-4457D. In this case, record all 9's.

K DEFINITION ’ ’ ‘ -
123456789 | Record the patient’s social security number (SSN) without dashes
999999999 | Use when the patient does not have a social security number, or the information is
not available. Do not code with 000000000 or 888888888 if social security number

is unknown.

' DATE OF BIRTH (NAACCR ITEM #240) (FORDS pg. 57; SEER pgs. 42-43)

Description
Identifies the patient’s month, day, century and year of birth. Patients with multiple tumors must have

the same date of birth on all records.
Explanation
This item is used by the TCR to match records, and to calculate age at diagnosis.

Coding Instructions

1. Punctuation marks (slashes, dashes, etc.) are not allowed.

[\

. The patient’s date of birth must be entered. Cases cannot be processed without the date of birth.
3. Unknown birth date 99999999 will no longer be accepted by the TCR edits.

4. If month and/or day of birth are not known code 9's; the year must be entered in qull ) 99991 960 .

CODE DEFINITION , v
MMDDCCYY | The date of birth is the month, day, and year the patient was born. The first two
digits are the month, the third and fourth digits are the day, the fifth and sixth digits
are the century, and the seventh and eighth digits are the year.
Examples:

a. The patient’s date of birth is June 30, 1899, record 06301899.

b. The patient is admitted on June 15, 2006 and states he is 60 years old. The medical
record does not have a date of birth. Subtract 60 from 2006 to calculate the year of birth
as 1946 and record 99991946 as the date of birth.
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c. The medical record contains only the year of birth-1927; record 99991927 as the date of
birth. The TCR Edits will no longer accept unknown for the year of birth. Every effort
must be made to obtain this information. This information is critical for analysis.

PLACE OF BIRTH (NAACCR ITEM #250) (FORDS pg. 56; SEER pg. 41)

Description
Identifies the patient’s place of birth. A patient with multiple tumors should have the same place of

birth coded for all tumors.

Explanation
Birthplace is used to ascertain ethnicity, identify special populations at risk for certain types of

cancers, and epidemiological analyses.

Coding Instructions
1. Use the most specific code.

2. Record the patient’s place of birth (if available) using the SEER Geo-codes in Appendix G. If the
place of birth is unknown, code to 999.

Note: At the time SEER assigned Geo-codes in the 1970's, the United States owned or
controlled islands in the Pacific. Many of these islands are now independent and
controlled by countries other than the United States. The original codes are used for
these islands to preserve historic information. The names have been annotated to show
the new political designation. The alphabetic list displays the correct code.

RACE 1 (NAACCR ITEM #160) (FORDS pg. 59; SEER pgs. 45-50)

Description
Identifies the primary race of the person.

Explanation :
Racial origin captures information used in research and cancer control activities comparing stage at

diagnosis and/or treatment by race. The full coding system should be used to allow accurate national
comparisons. Race is defined by specific physical, hereditary and cultural traditions or origins, not
necessarily by birthplace, place of residence, or citizenship.
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Coding Instructions

Record the two-digit code to identify the primary race(s) of the patient in fields race 1, race 2, race 3,
race 4, and race 5. The five race fields allow for coding of multiple races consistent with the Census

2000.
1. Race 1 is the field used to compare with race data on cases diagnosed prior to January 1, 2001.

2. The race field is used in conjunction with Spanish/Hispanic Origin. Both items must be coded.
All tumors for the same patient should have the same race code.

3. Ifaperson’s race is a combination of white and any other race(s), code the appropriate other
race(s) first and code white (01) in the next race field.

4. If a person’s race is a combination of Hawaiian and any other race(s), code race 1 as 07 Hawaiian
and code the other race(s) in race 2, race 3, race 4, and race 5 as appropriate.

5. If no race is stated in the medical record or available from other sources in your facility, review
the documentation for a statement of a race category such as patient described as a “Hispanic
female.”

6. Persons of Spanish or Hispanic origin may be of any race, although persons of Mexican, Central
American, South American, Puerto Rican, or Cuban origin are usually white. Do NOT code a
patient stated to be Hispanic or Latino as 98 (Other Race) in race 1 and 88 in race 2-race 5.

7. Code 03 should be used for any person stated to be Native American or (western hemisphere)
Indian, whether from North, Central, South, or Latin America.

8. Death certificate information may be used to supplement ante mortem race information only when
race is coded unknown in the patient record or when the death certificate information is more

specific.
9. In using the patient name to determine race:
a. Do not code race from name alone, especially for females with no maiden name given.

b. A Spanish name alone may not be used to determine the race code. A statement about race or
- place of birth must be documented.

10. If the patient’s race is determined on the basis of the races of relatives, there is no priority to
coding race, other than to code the non-white first.

11. If only one race is reported for a person, race 2—race 5 must be coded to 88.

12. Ifrace 1 is coded to 99 unknown, race 2-race 5 must also be coded 99 unknown.

R R N e A R
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13. A unique race code (other than 88 or 99) can be coded only once in race 1 through race 5.

14. Document the specified race code in the TEXT REMARKS - OTHER PERTINENT
INFORMATION field. A more specific race that is not included in the list of race code such as
96 Other Asian, 97 Pacific Islander, or 98 Other Race should be documented as well.

CODE [ RACE - . « [CODE[RACE T

01 White 20 Micronesian, NOS

02 Black 21 Chamorran

03 American Indian, Aleutian, Eskimo 22 Guamanian, NOS

04 Chinese 25 Polynesian, NOS

05 Japanese 26 Tahitian

06 Filipino 27 Samoan

07 Hawaiian 28 Tongan

08 Korean 30 Melanesian, NOS

09 Asian Indian, Pakistani, Sri Lankan 31 Fiji Islander

10 Vietnamese 32 New Guinean

11 Laotian 96 Other Asian, including Asian NOS,
and Oriental NOS

12 Hmong 97 Pacific Islander, NOS

13 Kampuchean (Cambodian) 98 Other

14 Thai 99 Unknown

e The White category usually includes Mexican, Puerto Rican, Cuban, Arab, and all other
Caucasians.

e The Black category includes the designation African-American.

Examples:

RACE | EXPLANATION - ) o , - , )
CODE . . L

01 A patient was born in Mexico of Mexican parentage. A patient stated to be German-Irish.

02 A black female patient. A specific race code (other than blank or 99) must not occur

more than once. For example, do not code Black in race 1 for one parent and Black in

race 2 for the other parent.

04 A patient is of Chinese and Korean ancestry. Code the person’s primary race as
Chinese and code the other race in race 2 as appropriate. In this case, Korean to
race 2.

05 A patient has a Japanese father and a Caucasian mother. Code 05 Japanese in the race 1
field and 01 Caucasian in the race 2 field.

05 The race is recorded as Oriental or Asian and the place of birth is recorded as China,

Japan, the Philippines, or another Asian nation. Code the race based on birthplace
information as this is more specific.
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RACE | EXPLANATION ' ‘ , o

CODE

07 A patient’s race is a combination of Hawaiian and any other race(s), code race 1 to 07
Hawaiian, and race 2-race 5 as appropriate.

11 A patient is stated to be Asian-American born in Laos. Code race 1 as 11 Laotian because
it is more specific than 96 Asian, NOS.

99 A patient’s race is unknown. Race 1 code 99 and race 2-race 5 must also be 99. A patient
has a Spanish last name stated to be a native of Indiana would be coded to 99 unknown
because nothing is known about her race.

RACE 2, RACE 3, RACE 4, RACE 5 (NAACCR ITEMS #161, 162, 163, 164) (FORDS pgs. 61-
64: SEER pgs. 51-56)

Description
Identifies the patient’s additional races. Race is defined by specific physical, heredity, and cultural

traditions or origins, not necessarily by birthplace, place of residence, or citizenship.

Explanation
Racial origin captures information used in research and cancer control activities comparing stage at

diagnosis and/or treatment by race. The full coding system should be used to allow accurate national
comparisons. ‘

Coding Instructions
1.. Record the two-digit code to identify a multi-racial patient.

2. Race is analyzed with Spanish/Hispanic Origin. Both items must be recorded. All tumors for the
same patient should have the same race code.

3. All resources in the facility must be used to determine the race of the patient.

4. If more than the race I code is entered, and if any race is 99, then all race codes (race 1,2,3,4 and
5) must be 99. If more than the race I code is entered, and if any race codes (for race 2,3,4 and 5)
are 88 (no further race documented), then all subsequent race codes must also be 88.

5. Ifaperson’s race is a combination of Hawaiian and any other race(s), code race 1 as 07 Hawaiian
and code the other race(s) in race 2, race 3, race 4, and race 5 as appropriate.

6. If no race is stated in the medical record or available from other sources in your facility, review
the documentation for a statement of a race category such as patient described as a “Hispanic

female.”
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10.

11.

12.

13.

14.

15.

Persons of Spanish or Hispanic origin may be of any race, although persons of Mexican, Central
American, South American, Puerto Rican, or Cuban origin are usually white. Do NOT code a
patient stated to be Hispanic or Latino as 98 (Other Race) in race 1 and 88 in race 2-race 5.

Code 03 should be used for any person stated to be Native American or (western hemisphere)
Indian, whether from North, Central, South, or Latin America.

Death certificate information may be used to supplement ante mortem race information only when
race is coded unknown in the patient record or when the death certificate information is more

specific.
In using the patient name to determine race:
a. Do not code race from name alone, especially for females with no maiden name given.

b. A Spanish name alone may not be used to determine the race code. A statement about race or
place of birth must be documented.

If the patient’s race is determined on the basis of the races of relatives, there is no priority to
coding race, other than to code the non-white first.

If only one race is reported for a person, race 2-race 5 must be coded to 88.

If race 1 is coded to unknown 99, race 2-race 5 must also be coded unknown 99,

A unique race code (other than 88 or 99) can be coded only once in race 1 through race 5.
Document the specified race code in the TEXT REMARKS - OTHER PERTINENT

INFORMATION text field. A more specific race that is not included in the list of race code
such as 96 Other Asian, 97 Pacific Islander, or 98 Other Race should be documented as well.

01 White ' 20 Micronesian, NOS
02 Black 21 Chamorran

03 American Indian, Aleutian, Eskimo 22 Guamanian, NOS
04 Chinese 25 Polynesian, NOS
05 Japanese 26 Tahitian

06 Filipino 27 Samoan

07 Hawaiian 28 Tongan

08 Korean 30 Melanesian, NOS
09 Asian Indian, Pakistani, Sri Lankan 31 Fiji Islander

10 Vietnamese 32 New Guinean

11 Laotian 88 No further race documented
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CODE | RACE : CODE | RACE
12 Hmong 96 Other Asian, mcludmg Asian NOS,
and Oriental NOS
13 Kampuchean (Cambodian) 97 Pacific Islander, NOS
14 Thai 98 Other
99 Unknown

SPANISH/HISPANIC ORIGIN (NAACCR ITEM #190) (FORDS pg. 65: SEER

Description
Identifies persons of Spanish or Hispanic origin. If a patient has multiple tumors, all records should have

the same code.

Explanation

This is used to identify whether or not the person should be classified as Hispanic for purposes of
calculating cancer rates. Hispanic populations have different patterns of occurrence of cancer from other
populations that may be included in the 01 (White category) of race.

Coding Instructions

1. The information is coded from the medical record or is based on Spanish/Hispanic names.
2. Review all sources available to determine the correct code, including stated ethnicity as Hispanic.

3. Origin on the death certificate, birthplace and information about life history and language spoken
should be considered.

4. Coding Spanish surname or origin is not dependent on race. A person of Spanish descent may be
white, black, or any other race.

5. Refer to the list of Spanish/Hispanic surnames on the TCR website at: www.dshs.state.tx.us/tcr.

ODE | DESCRIPTION .
Non-Spamsh non-Hispanic (includes Portuguese and Brazilian)

Mexican (includes Chicano, NOS)

Puerto Rican

Cuban

South or Central American (except Brazil)

Other specified Spanish/Hispanic (includes European)

Spanish, NOS, Hispanic, NOS; Latino, NOS. There is evidence, other than surname or
maiden name that the person is Hispanic, but he/she cannot be assigned to any category of
1-5.
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CODE | DESCRIPTION ,

7 Spanish surname only. The only evidence of the person’s Hispanic origin is surname or
maiden name and there is no other information the person is not Hispanic. Ordinarily for
central registry use only. '

8 Dominican Republic (effective with diagnosis on or after 1/1/2005)

9 Unknown whether Spanish or not; not stated in patient record

Note: Use code 0 if patient has a Spanish/Hispanic name and there is reason to believe
he/she is not Hispanic e.g., patient is Filipino, patient is a woman known to be non-Hispanic
who has a Hispanic married name.

6. Use codes 1-5 if specific ethnicity is known.
7. Use code 6 when you know the patient is Hispanic but cannot classify him/her to codes 1-5.

8. Use code 7 if race in the medical record is classified as White and he/she has a Spanish/Hispanic last
name. Ordinarily used at the central registry level.

9. Use code 9 when Spanish/Hispanic origin is not documented or is unknown.

Examples:

a. Patient’s last name is Gonzales and the medical record states the patient was born in Mexico,
code to 1. :

b. Patient’s medical record states race as Hispanic, without mention of whether his/her origin
was Mexico, Puerto Rico, Cuba, etc., code to 6.

c. Patient’s medical record states patient is White/Caucasian and the last name is Gonzales;
code to 7.

Note: Persons of Spanish/Hispanic origin may be of any race, but these categories are generally
not used for Native Americans, Filipinos, or others who may have Spanish names.

SEX (NAACCR ITEM #220) (FORDS pg. 66: SEER

Description
Identifies the gender of the patient at the time of diagnosis. Patients with multiple tumors must have the

same sex coded on all records.

Explanation ; .
The code must be gender-specific to the primary site, e.g., prostate carcinoma— male; ovarian
carcinoma—female for the purposes of calculating sex-specific rates.
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Coding Instructions

1. Record the patient’s gender as indicated in the medical record.

CODE | DEFINITION

1 Male

2 Female

3 Other (Hermaphrodite)
4 Trans-sexual

9 Not Stated/Unknown

Note: Trans-sexual is defined as surgically altered gender.

TEXT REMARKS - OTHER PERTINENT INFORMATION (NAACCR ITEM #2680)

Description
Includes text area for information that is coded on the patient’s disease and adequate or appropriate

space is not provided for supporting text. Overflow or problematic coding issues can be documented
in this text field. :

Explanation
Information documenting the disease process should be entered manually from the medical record and

not be generated from coded values. Such documentation may include additional staging information,
additional treatment documentation, documentation of race and sex, history of the disease, comments
regarding lack of information in the medical record and cause of death. The name of the facility that
referred the patient to your facility or the name of the facility the patient was referred to for further
care may be documented in this data field.

PHYSICIAN MANAGING (NAACCR ITEM #2460) (FORDS pg. 76)

Description
Records the identification number of the physician responsible for the overall management of the
patient’s care during diagnoses and/or treatment for this cancer. The TCR requires the physician’s

state license number.

Explanation
The managing physician is the first contact for obtaining information on the care of this cancer. This

information may be used for outcome studies.

Coding Instructions
1. Record the state license number of the physician responsible for the overall management of the
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patient’s care during diagnosis and/or treatment for this cancer. Physician license numbers for
Texas can be found at the following web site: www.docboard.org/tx/df/txsearch.htm.

2. Cancer reporter’s using third party software must check with their vendor to ensure the
physician’s state license number transmits to the TCR.

PHYSICIAN FOLLOW UP (NAACCR ITEM #2470)

Description
Identifies the physician currently responsible for the patient’s medical care. The TCR requires the

physician’s state license number.

Explanation »
The follow-up (or “following”) physician is the first contact for obtaining information on the patient’s

status. This information may be used for outcome studies.

Coding Instructions

1. Record the state license number of the physician currently responsible for the patient’s care.
Physician license numbers for Texas can be found at the following web site:
www.docboard.org/tx/df/txsearch.htm

2. Cancer reporter’s using third party software must check with their vendor to ensure the
physician’s state license number transmits to the TCR.

FACILITY REFERRED FROM (NAACCR ITEM #2410) (FORDS pg. 85)

Description
Identifies the facility that referred the patient to the reporting facility.

Explanation
Each facility’s ID number is unique. The number assigned will be the TCR facility number. The

information is used to document and monitor referral patterns.

Coding Instructions

1. Document the name of the facility that referred the patient to your facility under TEXT
REMARKS - OTHER PERTINENT INFORMATION.

2. If the facility is unknown or the patient was not referred, also document this under TEXT
REMARKS - OTHER PERTINENT INFORMATION.
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Note: For Class of Case 0 and 1 cases, the appropriate documentation is “patient not

referred.”
CODE : DEFINITION
5102999999 Patient referred from Anywhere Facility
0000000000 Patient was not referred to the reporting facility from another facility.
0099999999 Patient was referred, but the referring facility’s ID number is unknown.
Example:

Patient referred from Daytown Hospital (this facility is not one of the choices from the
selection pop-up box), code 0099999999 and document under TEXT REMARKS - OTHER
PERTINENT INFORMATION - Patient referred from Daytown Hospital, Daytown, Texas.

Notes:

a. Referral and transfer are not the same. A patient may request a transfer to another
Jacility; for example, a facility closer to home. This would not be considered a referral.

b. For SCL, if the facility that referred the patient is not one of the choices listed in the
selection pop-up box; document the name of the facility that referred the patient under
TEXT REMARKS - OTHER PERTINENT INFORMATION.

FACILITY REFERRED TO (NAACCR ITEM #2420) (FORDS pg. 86)

Description
Identifies the facility to which the patient was referred for further care after discharge from the
reporting facility.

Explanation

Each facility’s ID number is unique. The number assigned will be the TCR facility number. The
information is used to document and monitor referral patterns.

Coding Instructions

1. Document the name of the facility that the patient was referred to for further care after discharge
from your facility under TEXT REMARKS - OTHER PERTINENT INFORMATION.

2. If the facility is unknown or the patient was not referred, also document this under TEXT
REMARKS - OTHER PERTINENT INFORMATION.
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Note: For Class of Case 3 and autopsy-only cases, the appropriate documentation is
“patient not referred.”

CODE DEFINITION o

5220999999 | Patient referred to Anywhere Facility.

0000000000 | Patient was not referred to another facility.

0099999999 | Patient was referred, but the facility’s ID number is unknown.

Note: For SCL users, if the facility where the patient was referred to is not listed in the
selection pop-up box; document the name of the facility where the patient was referred to
under TEXT REMARKS - OTHER PERTINENT INFORMATION.

Example:

Patient was referred to Daytown Hospital (this facility is not one of the choices from the
selection pop-up box), code 0099999999 and document under TEXT REMARKS -
OTHER PERTINENT INFORMATION - Patient referred to Daytown Hospital,
Daytown, Texas.

SEQUENCE NUMBER (NAACCR ITEM #560) (FORDS pgs. 34-35)

Description

Indicates the chronological sequence of all reportable neoplasms (malignant and non-malignant) over
the lifetime of the patient regardless of where the case was diagnosed. Each neoplasm is assigned a
different number. Sequence number 00 indicates patient has only one reportable neoplasm.
Reportable neoplasms not included in the facility registry are also allotted a sequence number. For
example, a registry may contain a single record for a patient with a sequence number of 02 because
the first reportable neoplasm occurred before the facilities’ reference date.

Explanation
This data item is used to distinguish among cases having the same registry numbers, to select patients

with only one primary tumor for certain follow-up studies and to analyze factors involved in the
development of multiple tumors.

Coding Instructions

1. Codes 00-35 and 99 indicate reportable cases of malignant or in situ behavior.

2. Code 00 if the patient has a single reportable primary. If the patient develops a subsequent
reportable primary, change the code for the first primary from 00 to 01, and number subsequent

primaries sequentially.

L R e e G g s
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3. Iftwo or more reportable primaries are diagnosed simultaneously, assign the lowest sequence
number to the diagnosis with the worst prognosis. If no difference in prognosis is evident, the
decision is arbitrary.

4. Codes 6088 indicate non-malignant neoplasms (benign and 'borderline) that are reportable by
agreement cases (e.g., those cases required by state registries). All benign or borderline neoplasms
diagnosed/admitted to your facility in 2004 should be sequenced according to this guideline.

Note: CDC and NAACCR edits require benign CNS tumors diagnosed in 2004 to start
with sequence number 60.

5. Code 60 if the patient has a single non-malignant primary. If the patient develops a subsequent
non-malignant primary, change the code for the first primary from 60 to 61, and number
subsequent non-malignant primaries sequentially (62, 63...).

6. Sequence numbers should be reassigned in the database if the facility learns later of an
unaccessioned tumor that would affect the sequence.

, , IG O , , ,
ONE PRIMARY MORE THAN ONE PRIMARY SEQUENCE UNKNOWN
00 One primary only 01 First of two or more primaries | 99 Unspecified
02 Second of two or more primaries
03 Third of three or more primaries

_____ ONE PRIMARY MORE THAN ONE PRIMARY SEQUENCE UNKNOWN
60 One primary only 61 First of two or more primaries 88 Unspecified

~ 62 Second of two or more primaries
63 Third of three or more primaries

7. The Sequence Number refers to the number of malignant or non-malignant primaries in the
patient’s lifetime.

Note: Squamous and/or basal cell carcinoma of the skin (except genital sites) is no longer
considered when assigning the appropriate sequence number.

Examples:
a. A person is diagnosed with one primary. Code the sequence number to 00.

b. A person was diagnosed in 2001 with lung cancer. A colon cancer is diagnosed in 2006.
Code the sequence number of the colon cancer to 02 and change the sequence number of
the lung cancer to 01.
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c. A person was diagnosed with breast cancer in April 2006 and metastasis to the lungs in
June 2006. Since the lung is a metastatic site and not a second primary, it would not be
abstracted. Code the sequence number of the breast cancer to 00.

d. A person was diagnosed with signet ring cell carcinoma of the bladder in 2004. In 2006,
this person developed a benign meningioma in the temporal area of the brain. Code the
bladder to a sequence number of 00, and code the brain to a sequence number of 60.

e. A person was diagnosed with carcinoma of the stomach in 2003, squamous cell
carcinoma of the left forearm (a non-reportable neoplasm) in 2005, and non-Hodgkin’s
lymphoma in 2006. Code the sequence number of the stomach to 01. The sequence
number of the left forearm would not be sequenced, abstracted or reported. Code the
sequence number of the lymphoma to 02.

f. A person was diagnosed with a benign meningioma in June 2005 and comes to your
facility for a MRI in 2006. Code the sequence number to 60 for the benign meningioma.

OTHER PRIMARY TUMORS (SITE, MORPHOLOGY, DATE) NAACCR ITEM
#2220)

Description
State-specific data field to capture information on other reportable tumors.

Explanation
Records tumor specific information on other reportable tumors in the patient’s lifetime.

Coding Instructions

Record the site, morphology, and date of other primaries. Do not include metastatic lesions or the
primary currently being reported in this field. Do not leave this area blank due to lack of specific
information. Record the information you have available.

Examples:

a. The patient had a history of duct cell carcinoma of the left breast in 2005 and is admitted
in 2006 for adenocarcinoma of the lung. Complete an abstract on the lung tumor, and
record duct cell carcinoma, left breast, 2005 in this area.

b. The patient has a history of prostate cancer, no date is given and no specific morphology
is given. Patient is admitted in 2006 with a malignant melanoma of left leg. Document:

history of prostate cancer, unknown date.
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PRIMARY PAYER AT DIAGNOSIS (NAACCR Item #630) (FORDS pgs. 67-68

Note: Primary Payer at Diagnosis will be collected for patients diagnosed on or after
January 1, 2007

Definition
Identifies the patient’s pnmary payer/insurance carrier at the time of initial diagnosis and/or

treatment.

Explanation

This item is used in financial analysis and as an indicator for quality and outcome analyses. Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) requires the patient admission
page to document the type of insurance or payment structure that wﬂl cover the patient while being

cared for at the hospital.

Coding Instructions

1. Record the type of insurance reported on the patient’s admission page.
2. Codes 21 and 65-68 are to be used for patients diagnosed on or after January 1, 2007.

3. If more than one payer or insurance carrier is listed on the patient’s admission page, record the
first.

4. If the patient’s payer or insurance carrier changes, do not change the initially recorded code.

Not insured
02 Not insured, self pay
10 Insurance, NOS
20 Private Insurance: Managed Care, HMO, or PPO
21 Private Insurance: Fee-for-Service
31 Medicaid
35 Medicaid-Administered through a Managed Care plan
60 Medicare without supplement, Medicare, NOS
61 Medicare with supplement, NOS
62 Medicare-Administered through a Managed Care plan
63 Medicare with private supplement
64 Medicare with Medicaid eligibility
65 TRICARE
66 Military
67 Veterans Affairs
68 Indian/Public Health Services
99 Insurance status unknown
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“

Examples:

a. An indigent patient is admitted with no insurance coverage. Code the PRIMARY PAYER AT
DIAGNOSIS as 01.

b. A patient is admitted for treatment and the patient admission page states the primary insurance
carrier is an HMO. Code the PRIMARY PAYER AT DIAGNOSIS as 20.

C. A 65-year old male patient is admitted for treatment and the patient admission page states the
patient is covered by Medicare with additional insurance coverage from a PPO. Code the
PRIMARY PAYER AT DIAGNOSIS as 62.

d. Patient comes to your facility originally diagnosed with prostate cancer in 2000. Now he has bone
metastasis. Code th<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>