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g.”  

TREATMENT INFORMATION 
 
FIRST COURSE OF TREATMENT  
  
Cancer-directed therapy or definitive treatment is limited to procedures that normally affect, control, 
change, remove, or destroy cancer tissue of the primary or metastatic site, and administered to the 
patient before disease progression or recurrence. The first course of treatment can be defined as 
cancer-directed treatment that begins within four months of initial diagnosis. This could be over a 
year for some cancer sites (see examples below). Any and all types of first course treatment 
administered at the reporting facility or elsewhere must be coded in the appropriate treatment field 
and documented in the Treatment Documentation field. First course ends when the treatment plan is 
completed, or there is disease progression, recurrence or treatment failure.  
 
Examples: 
 
a. The planned first course treatment for a breast primary could include surgery, 

chemotherapy, radiation and hormone therapy. 
 
b. First course for childhood leukemia typically spans two years from induction, and 

consolidation, to maintenance. 
 
c. In the absence of documentation of a treatment plan, disease progression or recurrence, 

or treatment failure in the medical record, first course ends one year after the date of 
diagnosis. Any treatment given after one year is second course of therapy in the absence 
of a documented treatment plan

 
d. “Watchful waiting” is considered first course treatment and the appropriate treatment 

data fields should be coded to 00, not done. Document “Watchful waitin
 
e. When the patient refuses treatment the appropriate treatment fields should be coded to 

patient refused. If the patient changes his/her mind and decides to have the prescribed 
treatment: 

 
i. Code and document the treatment as first course of therapy if it has been less than one year 

since the cancer was diagnosed and there has been no documented disease progression. 
 
ii. If time lapsed has been more than a year or there is documented disease progression, all 

therapy thereafter should be considered second course of therapy. 
 
f. Code and document all treatment that was started. 

 
Example: 

   
The patient completed only the first dose of a planned 30 day chemotherapy regimen. 
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state cases. 

r the tonsil. 

se.  

g. If a patient has multiple primaries and the treatment given for one primary also affects/treats the 
other primary, code the treatment for both primaries. 

 
Example:  

 
The patient had prostate and bladder cancer. The bladder cancer was treated with a 
TURB. The prostate was treated with radiation to the prostate and pelvis. The pelvic 
radiation includes the regional nodes for the bladder. Code and document the radiation 
as treatment for both the bladder and the pro
 

h. If a patient has multiple primaries and the treatment given affects only one of the primaries, code 
the treatment(s) only on the site that is affected. 

 
Example:  

 
The patient has colon and tonsil primaries. The colon cancer is treated with a 
hemicolectomy and the tonsil primary is treated with radiation to the tonsil and the 
regional nodes. Do not code the radiation to the tonsil and regional nodes for the colon 
primary. Do not code the hemicolectomy fo
 

i. If a patient is diagnosed with an unknown primary, code and document the treatment given as 
first course even if the correct primary is identified later. 

 
Example:  

 
A patient is diagnosed with metastatic carcinoma, unknown primary site. After a full 
course of chemotherapy, the primary site is identified as prostate. Hormonal treatment is 
started. Code and document the chemotherapy as first course treatment. The hormone 
therapy is considered second course and not coded. 

 
 
ALL MALIGNANCIES EXCEPT LEUKEMIA  
 
The first course of treatment includes all treatment planned and administered by the physician(s) from 
the initial diagnosis of cancer. Treatment can include multiple methods and may last a year or more. 
Any treatment delivered after the first course is considered subsequent treatment.  
  
Note: Should there be a change of therapy due to apparent failure of the originally delivered 
treatment or because of the progression of the disease, the later therapy is not considered 
first cour

  
EXCEPTION: The first course of treatment for leukemia includes all therapies planned and 
delivered by the physician(s) during the first diagnosis of leukemia. Record all treatment that 

red. Code chemotherapy as administe



















Texas Cancer Registry   Cancer Reporting Handbook 
 
 
 

 
 
June 2006                                                                                                                                                             Page 121 

 

 

Coding Instructions 
 
1. If surgical procedure of primary site (NAACCR Item #1290) is coded, then record the reason 

based on documentation in the patient record. 
 
2.  Code 1 if the treatment plan offered multiple options and the patient selected treatment that did 

not include surgery of the primary site, or if the option of “no treatment” was accepted by the 
patient. 

 
3. Code 1 if surgical procedure of primary site (NAACCR Item #1290) is coded 98.  
 
4. Code 7 if the patient refused recommended surgical treatment, made a blanket refusal of all 

recommended treatment, or refused all treatment before any was recommended.  
 
5. Code 9 if the treatment plan offered multiple choices, but it is unknown which treatment, if any 

was provided. 
 
Note: This table is also available in the Quick Reference, Standard Table Section. 
 
CODE DEFINITION 
0 Surgery of the primary site was performed 
1 Surgery of the primary site was not performed because it was not part of the planned first 

course. 
2 Surgery of the primary site was not recommended/performed because it was 

contraindicated due to patient risk factors (comorbid conditions, advanced age, etc.) 
5 Surgery of the primary site was not performed because the patient died prior to planned or 

recommended surgery. 
6 Surgery of the primary site was not performed; it was recommended by the patient’s 

physician, but was not performed as part of the first course of therapy. No reason was noted 
in the patient record. 

7 Surgery of the primary site was not performed: it was recommended by the patient’s 
physician, but this treatment was refused by the patient, the patient’s family member, or the 
patient’s guardian. The refusal was noted in the patient’s record 

8 Surgery of the primary site was recommended, but it is unknown if it was performed. 
Further follow-up is recommended. 

9 It is unknown whether surgery of the primary site was recommended or performed. 
Diagnosed at autopsy or death certificate only. 

Explanation 
This data item provides information related to quality of care. 
 
Note: Reason for no surgery of primary site field is collected for cases diagnosed January 1, 2006 
or later. 
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performed. 

b. A patient is referred to another facility for recommended surgical resection of a non-
small cell lung carcinoma. There is no further information from the facility to which the 
patient was referred. The reason for no surgery of primary site is 8, recommended but 
unknown if 

 
 
RX SUMM– SURG OTH REG/DIST RX CODE   (NAACCR ITEM #1294) (FORDS pg. 142; 
SEER pg. 181) 

 
Description  
Indicates the surgical removal of other regional site(s), distant site(s), or distant lymph node(s) 
beyond the primary site. Code the surgical procedure of other sites the patient received, at any 
facility, as part of the first course of treatment.  
  
Explanation 
Documents the extent of surgical treatment and is useful in evaluating the extent of metastatic 
disease. 
 
 
Coding Instructions  
 
The codes are hierarchical. Record the highest numbered code that describes the surgical resection 
of distant lymph nodes or regional/distant tissues or organs the patient received as part of the first 
course of treatment at any facility.  
 
Note: This table is also available in the Quick Reference, Standard Tables Section. 
 
CODE  DESCRIPTION  DEFINITION  

0  None  No surgical procedure of non-primary site was 
performed. Diagnosed at autopsy.  

1  Non-primary surgical procedure 
performed  

Non-primary surgical procedure to other site(s), 
unknown if whether the site(s) is regional or distant.  

2  Non-primary surgical procedure to 
other regional sites  

Resection of regional site that is not included in 
combination surgery codes of the primary site.  

3  Non-primary surgical procedure to 
distant lymph node(s)  

Resection of distant lymph node(s).  

Examples: 
 
a.  A patient with primary tumor of the liver is not recommended for surgery due to 

advanced cirrhosis. The reason for no primary site surgery is 2, not recommended due to 
comorbid conditions. 
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CODE  DESCRIPTION  DEFINITION  

Examples:  
 
a. The incidental removal of the appendix during a surgical procedure to remove a primary 

malignancy in the right colon is coded to 0.  
 

 

 

 

 

b. Surgical biopsy of metastatic lesion from liver with an unknown primary is coded to 1.  

c. Surgical ablation of solitary liver metastasis with a hepatic flexure primary is coded to 2.  

d. Excision of distant metastatic lymph nodes with a rectosigmoid primary is coded to 3.  

e. Removal of a solitary brain metastasis with a lung primary is coded to 4.  

f. Excision of a solitary liver metastasis and hilar lymph node with a recto-sigmoid primary 
is coded to 5.  

 
g. For unknown primaries treated with a lymph node dissection, code Surgical Procedure of 

Other Site to 1 [Non-primary surgical procedure to other site(s) or node(s), NOS; 
unknown if regional or distant]. 

 
 
DATE RADIATION STARTED   (NAACCR ITEM #1210) (FORDS pg. 148) 
  
Description  
The date the radiation therapy began at any facility as part of the first course of treatment.  
 
Explanation  
Identifies the date radiation therapy was initially started.  
 
 

Coding Instructions  
 
1. Record the month, day, century, and year MMDDCCYY of the first cancer-directed radiation 

therapy.  

4  Non-primary surgical procedure to 
distant sites  

Resection of distant site.  

5  Combination of codes  Any combination of surgical procedures 2, 3, or 4.  

9  Unknown  It is unknown whether any surgical procedure of a 
non-primary site was performed. Death certificate only. 
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4. If two or more types of radiation therapy are delivered i.e., beam and isotopes; beam and 
implants, enter the date for the first type of radiation therapy.  

 
5. Record all zeros 00000000 when no radiation therapy is delivered or the cancer was diagnosed at 

autopsy.  
 
6. Record all nines 99999999 when it is unknown whether any radiation therapy was delivered or 

the case was identified by death certificate only.  
 
7. Record the year if month and day are not known 99992006. 
  
 
RADIATION– REGIONAL TREATMENT MODALITY    (NAACCR ITEM #1570) (FORDS 
pgs. 155–157) 
  
Description  
Records the dominant modality of radiation therapy used to deliver the most clinically significant 
dose to the primary volume of interest during first course of treatment.  
  
Explanation  
Radiation treatment is frequently delivered in two or more phases which can be summarized as 
“regional” and “boost” treatments. To evaluate patterns of radiation oncology care, it is necessary to 
know which radiation resources were employed in the delivery of therapy. For outcomes analysis, the 
modalities used for each of these phases can be very important.  
 
 
Coding Instructions  
 
1. Radiation treatment modality will typically be found in the radiation oncologist’s summary letter 

for the first course of treatment. Segregation of treatment components into regional and boost, and 
determination of the respective treatment modality may require assistance from the radiation 
oncologist to ensure consistent coding.  

 
2. In the event multiple radiation therapy modalities were employed in the treatment of the patient, 

record only the dominant modality (the greatest dose of radiation). It may be necessary to consult 
with the radiation oncologist to determine the dominant modality. 

 
3. Note that in some circumstances the boost treatment may precede the regional treatment of the 

patient. Record only the dominant modality.  
 
4. For purposes of this data item, photons and x-rays are equivalent. 

2. If the exact date of cancer-directed radiation therapy is not available, record an approximate date. 
 
3. Punctuation marks (slashes, dashes, etc.) are not allowed in any date field.  
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t 

3. Code prednisone as hormone therapy when it is administered in a combination chemotherapy 
regimen, such as MOPP (mechlorethamine, vincristine, procarbazine, prednisone), or COPP 
(cyclophosphamide, vincristine, procarbazine, prednisone).  

 
4. Some types of cancers are slowed or suppressed by hormones. These cancers are treated by 

administering hormones and should be coded in this data field.  

Example:  
 
Endometrial cancer may be treated with progesterone. Even if the progesterone is given for 
menopausal symptoms, it has an effect on the growth or recurrence of endometrial cancer and 
should be coded. 
 
5. Code to 00 if hormone therapy was not delivered to the patient and it is known that it is not 

usually administered for this type and stage of cancer, or if the physician discussed multiple 
options and the patient selected treatment that did not include hormone therapy.  

 
6. Code to 01 for thyroid replacement therapy, which inhibits the thyroid stimulating hormone 

(TSH). TSH is a product of the pituitary gland that stimulates tumor growth.  
 
7. Code to 82, 85, 86, or 87 if it is known that hormone therapy is usually delivered for this type and 

stage of cancer, but it was not delivered.  
 
8. Code to 87 if the patient refused recommended hormone therapy, made a blanket refusal of all 

recommended treatment, or refused all treatment before any was recommended.  

Examples:  
 
a. A patient diagnosed with metastatic prostate cancer is administered flutamide (an anti-

estrogen agent) as part of the first course of therapy. Code to 01 and document the 
information in the Treatment Documentation data field.  

 
b. A patient with metastatic prostate cancer declines the administration of Megace (a 

progestational agent) as part of the first course of therapy and the refusal is documented 
in the medical record. Code to 87 and document the information in the Treatmen
Documentation data field.  

87  Horm
CODE DEFINITION

one therapy was not administered. It was recommended by the patient’s physician, but 
this treatment was refused by the patient, a patient’s family member, or the patient’s 
guardian. The refusal was noted in patient record.  

88  Hormone therapy was recommended, but it is unknown if it was administered.  
99  It is unknown whether a hormonal agent(s) was recommended or administered because it is 

not stated in patient record. Death certificate only.  
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.  

 

9. Do not code as hormone replacement therapy when it is given because it is necessary to maintain 
normal metabolism and body function.  

 
10. If prednisone or other hormone is delivered for other reasons, do not code as hormone therapy.  
  
Examples:  
 
a. A patient is given Prednisone to stimulate the appetite and improve nutritional status. 

Prednisone is not coded as hormone therapy. Code to 00.  
 
b. A patient has advanced lung cancer with multiple metastases to the brain. The physician 

orders Decadron to reduce the edema in the brain and relieve the neurological symptoms. 
Decadron is not coded as hormone therapy. Code to 00.  

  
EXCEPTION: Decadron is coded as hormonal treatment only for leukemias, lymphomas, 
and multiple myelomas. It is delivered to achieve its effect on cancer tissue through change 
of the hormone balance
 
Note: Surgical removal of organs for hormone manipulation (such as Orchiectomy for prostate 
cancer) is not coded in this data item. Code these procedures in the data field Hematologic 
Transplant and Endocrine Procedures. 

 
IMMUNOTHERAPY   (NAACCR ITEM #1410) (FORDS pg. 179; SEER pg. 194–196)  
  
Description  
Immunotherapy consists of biological or chemical agents that alter the immune system or change the 
host’s response to the tumor cells.  
 
Explanation  
This data item allows for the analysis of the administration of Immunotherapy agents as part of the 
first course of therapy.  

on data field. 

c. Patient with endometrial cancer is treated with progesterone. Even if the progesterone is 
given for menopausal symptoms, it has an effect on the growth or recurrence of 
endometrial cancer. Code to 01 and document the information in the Treatment 
Documentation data field. 

 
d. A patient with follicular or papillary cancers of the thyroid is treated with thyroid 

hormone to suppress serum thyroid stimulating hormone (TSH). Code to 01 and 
document the information in the Treatment Documentati











Texas Cancer Registry   Cancer Reporting Handbook 
 
 
 

 
 
June 2006                                                                                                                                                             Page 139 

 

e. Bilateral radiation to ovaries for breast cancer, or to testicles for prostate cancer.  
 
5. Code to 00 if a transplant or endocrine procedure was not administered to the patient, and it is 

known that these procedures are not usually administered for this type and stage of cancer.  
 
6. Code 86 if the treatment plan offered multiple options which included a transplant, and the patient 

selected treatment that did include a transplant procedure.  
 
7. Code to 82, 85, 86, or 87 if it is known that a transplant or endocrine procedure is usually 

delivered for this type and stage of cancer, but it was not.  
 
8. Code to 87 if the patient refused a recommended transplant or endocrine procedure, made a blanket 

refusal of all recommended treatment, or refused all treatment before any was recommended.  
 
 
SYSTEMIC /SURGERY SEQUENCE   (NAACCR ITEM #1639) (FORDS pg. 183A) 

Note: Systemic/Surgery Sequence will be collected for patients diagnosed on or after 
January 1, 2006 
 
Definition 
Records the sequencing of systemic therapy and surgical procedures given as part of the first course 
of treatment. 
 
Explanation 
The sequence of systemic therapy and surgical procedures given as part of the first course of 
treatment cannot always be determined using the date on which each modality was started or 
performed. This item can be used to more precisely evaluate the timing of delivery of treatment to the 
patient. 
 
 
Coding Instructions 
 
1. Code the administration of systemic therapy in sequence with the first surgery performed, 

Examples:  
 

a. Bilateral orchiectomy for prostate cancer.  

b. Bilateral oophorectomy for breast cancer.  

c. Bilateral adrenalectomy for microadenoma.  

d. Bilateral hypophysectomy for pituitary cancer.  
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Note: This table is also available in the Quick Reference, Standard Tables Section. 
 
CODES  LABEL  DEFINITION  
0  No systemic therapy 

and/or surgical 
procedures 

No systemic therapy was given: and/or no surgical procedure of 
primary site; no scope of regional lymph node surgery; no 
surgery to other regional site(s), distant site(s), or distant lymph 
node(s); or no reconstructive surgery was performed. 
Diagnosed at autopsy. 

2 
 
 

Systemic therapy 
before surgery 

Systemic therapy was given before surgical procedure of 
primary site; scope of regional lymph node surgery; surgery to 
other regional site(s), distant site(s), or distant lymph node(s) 
was performed. 

3 Systemic therapy 
after surgery 

Systemic therapy was given after surgical procedure of primary 
site; scope of regional lymph node surgery; surgery to other 
regional site(s), distant site(s), or distant lymph node(s) was 
performed. 

4 Systemic therapy 
both before and after 
surgery 

Systemic therapy was given before and after any surgical 
procedure of primary site; scope of regional lymph node 
surgery; surgery to other regional site(s), distant site(s), or 
distant lymph node(s) was performed. 

5 Intraoperative 
systemic therapy 

Intraoperative systemic therapy was given during surgical 
procedure of primary site; scope of regional lymph node 
surgery; surgery to other regional site(s), distant site(s), or 
distant lymph node(s). 

6 Intraoperative 
systemic therapy with 
other therapy 
administered before 
or after surgery 

Intraoperative systemic therapy was given during surgical 
procedure of primary site; scope of regional lymph node 
surgery; surgery to other regional site(s), distant site(s), or 
distant lymph node(s) with other systemic therapy administered 
before or after surgical procedure of primary site; scope of 
regional lymph node surgery; surgery to other regional site(s), 
distant site(s), or distant lymph node(s) was performed. 

 
2. If none of the following surgical procedures was performed: Surgical procedure of primary site 

(NAACCR Item #1290), scope of regional lymph node surgery (NAACCR Item #1292), surgical 
procedure/other site (NAACCR Item #1294), then this item should be coded 0.  

 
3. If the patient received both systemic therapy and any one or a combination of the following 

surgical procedures: Surgical procedure of primary site (NAACCR Item #1290), scope of 
regional lymph node surgery (NAACCR Item #1292), surgical procedure/other site (NAACCR 
Item #1294), then code this item 2–9, as appropriate.  

described in the item date of first surgical procedure (NAACCR Item #1200). 
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 data field. 
 

 

 

tion data field. 

 

 

data field.

ATE OTHER TREATMENT STARTED

a. Due to other medical conditions surgery was not performed. The patient received 
palliative radiation therapy to alleviate pain. Record code 0 and document the 
information in the treatment documentation

b. Patient with prostate cancer received hormone therapy prior to a radical prostatectomy. 
Record code 2 and document the information in the treatment documentation data field. 

c. Patient underwent a colon resection followed by a 5-FU based chemotherapy regimen. 
Record code 3 and document the information in the treatment documentation data field. 

d. Patient with breast cancer receives pre-operative chemotherapy followed by post-
operative Tamoxifen. Record code 4 and document the information in the treatment 
documenta

 
e. Patient with intracranial primary undergoes surgery at which time a glial wafer is 

implanted into the resected cavity. Record code 5 and document the information in the 
treatment documentation data field. 

f. Patient with metastatic colon cancer receives intraoperative chemotherapy to the liver 
followed by 5FU. Record code 6 and document the information in the treatment 
documentation data field. 

g. An unknown primary of the head and neck was treated with surgery and chemotherapy 
prior to admission, but the sequence is unknown. The patient enters for radiation 
therapy. Record code 9 and document the information in the treatment documentation 

 
 

D    (NAACCR ITEM #1250) (FORDS pg. 184)  

e date other treatment began as first course of therapy.  

  
Definition  
Th

 
CODES  LABEL  DEFINITION  
9 Sequence unknown Administration of systemic therapy and surgical procedure of 

primary site; scope of regional lymph node surgery; surgery to 
other regional site(s), distant site(s), or distant lymph node(s) 
were performed and the sequence of the treatment is not stated 
in the patient record. It is unknown if systemic therapy was 
administered and/or it is unknown if surgical procedure of 
primary site; scope of regional lymph node surgery; surgery to 
other regional site(s), distant site(s), or distant lymph node(s) 
were performed. Death certificate only. 

 
Examples: 
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3.  zeros 00000000 when no other treatment was delivered or the cancer was diagnosed at 
autopsy.  

4. 999 when it is unknown if other treatment was delivered or it is a death 
certificate only case.  

. If month and day are unknown record the year 99992006. 

THER TREATMENT

Record all

 
Record all nines 99999

 
5
 
 
O    (NAACCR ITEM #1420) (FORDS pg. 186; SEER pg. 200–201)  

ify or control the cancer cells, but is not defined as surgery, 
adiation, or systemic therapy fields.  

sed to evaluate treatment practices and for special studies. 

oding Instructions  

1.  of “other treatment” the patient received as part of the first course of treatment at 
any facility.  

2. 
r 

 and Coding Hematopoietic 
Diseases (May 22, 2001), available from www.seer.cancer.gov./

  
Definition  
“Other treatment” is designed to mod
r
 
Explanation 
U
 
  
C
 

Code the type

 
This data field is used to record other treatment (transfusions, phlebotomy, and supportive care) 
for Hematopoietic diseases that became reportable in 2001. For additional direction on othe
treatment for these diseases refer to Clarifications for Abstracting

 

 Do not code ancillary drugs in this field. There is no coding scheme for ancillary drugs.  

 
h 

 
3.
  
Note: “Other treatment” for Newly Reportable Hematopoietic Diseases (NRHD) can be 
supportive care, observation, or any treatment that does not meet the usual definition in
which treatment “modifies, controls, removes, or destroys proliferating cancer tissue.” Suc

r treatment is delivered that is not included in surgery, radiation therapy, and 
stemic treatment.  

oding Instructions  

. Record the month, day, century and year MMDDCCYY the other treatment was delivered.  

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

Explanation  
Records the date othe
sy
 
  
C
 
1
 
2
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1  Other  Cancer treatment that cannot be appropriately assigned to specific 
treatment data items (surgery, radiation, systemic). Use this code 
for treatment unique to hematopoietic diseases.  
*see Examples  

2  Other-Experimental  This code is not defined. It may be used to record participation in 
facility-based clinical trials.  

3  Other-Double Blind  A patient is involved in a double-blind clinical trial. Code the 
treatment actually administered when the double-blind trial code is 
broken.  

6  Other-Unproven  Cancer treatments administered by non-medical personnel.  
7  Refusal  Other treatment was not administered. It was recommended by the 

patient’s physician, but this treatment (which would have been 
coded 1, 2, or 3) was refused by the patient, a patient’s family 
member, or the patient's guardian. The refusal was noted in patient 
record.  

8  Recommended; 
unknown if 
administered  

Other treatment was recommended, but is unknown whether it was 
administered.  

9  Unknown  It is unknown whether other treatment was recommended or 
administered, and there is no information in the medical record to 
confirm the recommendation or administration of other treatment.  

 

Examples:  
 
a. A patient with polycythemia vera is treated with phlebotomies. Use code 1. Phlebotomy 

may be called blood removal, blood letting, or venisection.  
 

b. A patient with pancreatic cancer is enrolled in a double-blind clinical trial. The treatment 
agents are unknown. Use code 3. 

 
Note: Transfusions may include whole blood, RBCs, platelets, plateletpheresis, fresh frozen 
plasma (FFP), plasmapheresis, and cryoprecipitate.  
 
Note: Aspirin (also known as ASA, acetylsalicylic acid, or by a brand name) is used as a 
treatment for essential thrombocythemia. Record aspirin therapy ONLY to thin the blood for 

have always been reportable (such as leukemias 
and lymphomas) and should not be coded. 

ote: This table is also available in the Quick Reference, Standard Tables Section. 

treatments should be coded to 1 (see examples below). This information is not considered 
cancer directed therapy for diseases which 

 
N
 
CODES  TYPE  DEFINITION  
0  None  

radiation, systemic therapy). Patient received no cancer treatment.  
All cancer treatment was coded in other treatment fields (surgery, 
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TREATMENT DOCUMENTATION   (NAACCR ITEMS #2610, #2620, #2630, #2640, #2650, 
#2660, #2670)

 
Description 
Text field used for documenting tumor-specific treatment information. 
 
Explanation 
Text documentation is an essential component of a complete abstract and used extensively for quality 
assurance, consolidation of information from multiple sources, and special studies. 
 
 
Coding Instructions  
 
1. Text information to support cancer diagnosis, stage, and treatment codes MUST BE 

PROVIDED BY ALL FACILITIES. Document any and all types of first course definitive 
treatment administered, regardless of where the treatment was received, in date order in this data 
field.  

 
2. Document if the medical record indicates no treatment was given (0's entered for Type of 

Treatment) or if there is no information in the medical record that definitive treatment was given 
(9's entered for Type of Treatment).  

 
3. If it cannot be determined whether an intended therapy was actually performed, record that it was 

recommended but it is not known if the procedure was administered. For example, “radiation, 
recommended; unknown if given,” (99 entered for Type of Treatment).  

 
4. See more specific examples of required supporting documentation on page 156. 

symptomatic control of thrombocythemia. To determine whether aspirin is administered for 
pain, cardiovascular protections, or thinning of platelets in the blood, use the following 
general guideline:  

  
a. Pain control is approximately 325–1000 mg every 3–4 hours.  
 
b. Cardiovascular protection starts at about 160 mg/day.  
 
c. Aspirin treatment for essential thrombocythemia is low dose, approximately 70–100 

mg/day.  






