North American Association of
Central Cancer Registries

Standards for Cancer Registries
Volume Il

Data Standards and Data Dictionary

Fourteenth Edition
Record Layout Version12

Edited By
Monica Thornton
Lilia O6Connor

February 200
(Revised August 200

Sponsoring Organizations
Canadian Association of Provincial Cancer Agencies
Canadian Partnership Against Cancer
Centers for Disease Control & Prevention
College of AmericarPathologists
National Cancer Institute
National Cancer Registrars Association
Public Health Agency of Canada

Sponsors With Distinction
American Cancer Society
American College of Surgeons
American Joint Committee on Cancer






Edited By
Monica Thornton
North American Association of Central Cancer Registries, Inc.

Lilia O6Connor
California Cancer Registry

Comments and suggestions on this and other NAACCR standards documents are welcome. Please send your
comments to the Editor or any member of the NAACCR Board of Directors

The other volumes in the series, Standards for Cancer Registries, are:

X Volume |, Data Exchange Standardand Record Description

Intended for programmers and selected users of central cancer registry data, this Volume provides the record
layouts and specifications for a number of standard NAACCR record formats, including: the standard record
layouts for data exchange among centaaioer registries; an update/correction record layout; and an analysis
record layout that provides standard recodes for grouping selected variables such as race and primary site, as
well as algorithms for converting data from one version ofriternationd Classification of Diseasdsr

Oncologyto another.

X Volume lll, Standards for Completeness, Quality, Analysis, Managem8&eturityand Confidentiality
of Data

Intended for central registries, this provides detailed standards for many aspects of the operation of a
populationbased cancer registry.

x Volume IV, Standard Data Edits
This standard document currgni only made available electronically as program code and a database. It
documents standard computerized edits for data corresponding to the data standards Volume II.

X Volume V, Pathology Laboratory Electronic Reporting
Recommends message or format séadsl for electronic transmission of reports (pathology, cytology and
hematology) from pathology laboratories to central cancer registries.

Copies of all standards documents can be viewed or
http://www.naaccr.org-or additional copies, write to the NAACCR Executive Office at: 2121 W. White Oaks
Drive, Suite B, Springfield, IL, 62704412

Suggested citation

Thornt on M, (ed§ 8tandands forrCancer Registries Volumelhata Standards and Data
Dictionary, Record LayouVersion12, 14" ed Springfield, Ill. North American Association of Central Cancer
RegistriesFebruary2009 rev. August 2009

Acknowledgment
We are very grateful to the NAACCR Volume Il subcommittee of the Uniform Data Standards Corfonittee
their dedication and many hours to prepare this document.

This project has been funded in paith Federal funds from the National Cancer Institdiational Institutes

of Health Department of Health & Human Services under Cordtdot HHSN2612004441.C and ADB No.
NO02-PG-44401. Production and distribution of this Volumereprovided in part by Cooperative Agreement
Number U75/CCU523346 from the Centers for Disease Control and Prevdistiomntents are solely the
responsibity of the authors and do not necessarily represent the official views of CDC. The NAACCR Board
of Directorsadopted these standard$Hebruary2000.


http://www.naaccr.org./




Standards foCancer Registries, Volume IData Standards and Data DictionaryourteenthEdition

TABLE OF CONTENTS

NAACCR Board of Directors 20082000...............c.eeeeeeeemesresresressssesssssssssssssssssssessesssssssssssssassassassanes vii
Uniform Data Standards Committee 2008000.............ccererreurermerseresressessssssressessesssssssessessssssessessesssseans viii
Volume Il Subcommittee 20082000............cceeurerermeresresressessssesressesssssressessesssssssessessssssessessssssessessesssssses ix
Standard Setting OrganiZatioNs................ccceeeereeseeeesssesseeseessessessesssssssessessessssssessesssssssessesssssssessessssassesseses X
Preface to the Fourteenth EdItioN................coceceeeceeecseecssscsssecsessessss s sssessssssssssssssssssssssssssssssssesssses xi
Chapter I:  Problem Statement, Goals, and Scope of This DOCUMENL.........cccvererressrsessssessssessssessssesenes 1
Chapter II: Historical Background and Status of North American Standards.............ccceeveveeveeeeseesees 9
Chapter Ill: Standards for Tumor Inclusion and Reportability ..............ccoeeeeeeremereurerressessessessssssnenens 19
Chapter IV: Recommended Data Edits and Software Coordination of Standards.........ccocceeeieeeeeens 25
Chapter Vi UNreSOIVE ISSUES..........cceeuremerseresressessesssressessssssessessessssssessesssssssessessssssessessssssessessssssssns 29
Chapter VI: REEIENCES..........ccuecueeeeeereeteeeeee e sesssessee s ss s sss st s ss s st s s s ses s st ansassesans 35
Chapter VII: Record Layout Table (Column # OFder).............ceemermeresremessesssressesssssssessessessssessessessssesns 41
Chapter VIII: Required Status Table (Item # Order)...............coceeeeereeresnesereeseessesssesseessesssessessessssssesans 57
Chapter IX: Data Descriptor Table (Item # Order)............ccoererermerssresremessssssresesssssssessessessssessessesssesns 77
Chapter X: Data DICHONAIY.........cccerereeresresressssssressessesssressessessssssessesssssssessesssssssessessssssessessssssssesssssssns 95
Appendix A: FIPS Codes for Counties and Equivalent ENtitieg,..............ccoceeveeeesneeessesesesesssssseesnens 435
Appendix B: EDITS Tables for Selected Data ItEMS..............cccorermereererresmenssresresesssssssessesssssssessesessssens 451
Appendix C: Abbreviations and ACronyms USE(]............cccceeuremenmereeresressenssresmesesssssssessessssssessessesssens 463
Appendix D: AItEINALE NAMES..............ccoreemreereereeeeee s seesessses e ssessesses e sssesses s sssssses s nsassessssesassesseeas 465
Appendix E: Grouped Data IBMS..............c.ocueeueeemeeeresreeessseeeessessessesssesssessesssssssssssssssssssessssssassessenes 475
Appendix F: Tables and Data DiCtionary REVISIONS.............ccrermeresresresmessssssressesssssssessessesssssssessessssssnes ar7
Appendix G: Recommended Abbreviations for ADSIraCOrs..............ccnereeremessenssressessessssessessesssseses 491
Appendix H: HL7 Flavors of NUIl TADIE..............ceeueeueeeeeeeee st seessessses s e sssses s ssssssessssssassessenas 517
Index, 519

Version 12 Table of Contents v






Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraumgteenthEdition

NAACCR BOARD OF DIRECTORS
2008-2009

President:

SusanT. Gershman, PhD, CTR
Massachusetts Cancer Registry
Department of Public Health
Telephone(617) 6245646
Email: susan.gershman@state.ma.us

2007-2009

President Elect:

Glenn Copeland, MB 20082009
Michigan Cancer Surveillance Program

Vital Records and Health Data Development
Section

Telephone (517) 3358678

Email: copelandg@michigan.gov

Maria J. Schymura, PhD 20082009 Maureen Macintyre, BSN, MHSA 20062010
New YorkState Cancer Registry Cancer Care Nova Scotia
Telephone (518) 4742255 Surveillance and Epiemiology Unit
Email: mjs@@health.state.ny.us Telephone(902) 4736084

Email: maureen.macintyre@ccns.nshealth.ca
Treasurer:
Karen Knight, MS 20082009 Howard J. Martin, PhD 20072009
North Carolina Central Cancer Registry Virginia Cancer Registry
Telephone (919) 7154556 Virginia Department of Health
Email: karen.knight@ncmail.net Teleplone (804) 8647865

Email: jim.martin@vdhvirginia.gov
Executive Director:
Betsy A. KohlerMPH, CTR Frances E. Ross, CTR 20052009
NAACCR, Inc. Kentucky Cancer Registry
Telephone (217) 6980800 ext 2 Telephone(859) 2190773
Email: bkohlei@naaccr.org Email: fer@kcr.uky.edu
Representative, Xiaocheng Wu, MD, MPH, CTR 2008-2010
Sponsoring Member Organization: Louisiana Tumor Registry
Lori Swain, BA, MS 20082010 LSUHSC School of Public Health
NationalCancer Registrars Association Telephone(504) 5685763
Telephone(703) 2996640 ext*313 Email: xwu@Isuhsc.edu
Email: Iswain@ncrausa.org
Members at Large:
Susan BolickAldrich, MSPH, CTR 20052009
South Carolina Central Cancer Registry
Public Health Statistics & Information Services
South Carolina Department of Health
& Environmental Control
Telephone(803)898-3626
Email: bolicks@dhec.sc.gov
Version 12 NAACCR Board of Directors 2068009 vii


mailto:karen.knight@ncmail.net
mailto:lswain@ncra-usa.org
http://www.naaccr.org/copelandg@michigan.gov
mailto:jim.martin@vdh.virginia.gov
mailto:xwu@lsuhsc.edu

Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraugteenthEdition

UNIFORM DATA STANDAR DS COMMITTEE

Nancy Schlag, BS, CTR, C&Chair*
California Cancer Registry
Telephone(916) 7790310

Email: nschlag@ccr.ca.gov

Jan Snodgrass, CTR, Ce&Chair*
lllinois State Cancer Registry
Telephone(217) 7857132

Email: jan.snodgrass@illinois.gov

Lori Havener, CTR

NAACCR, Inc.
Telephong217)6980800 ext. 3
Email: lIhavener@naaccr.org

Monica Thornton

NAACCR, Inc.
Telephong217)6980800 ext. 1
Email: mthornton@naaccr.org

Sally Bushhouse, DVM, PhD*

Minnesota Cancer Surveillance Syste

Minnesota Department of Health
Telephone(651) 2015374

Email: sally.bushhouse@state.mn.us

Susan Capron*
Telephone(773) 2786207
Email: scapron@mindspring.com

Glenn Copeland

Michigan Cancer Surveillance Progra

Telephone(517) 3358678
Email: copelandg@michigan.gov

Barry Gordon, PhD*
C/NET Solutions
Telephone(510) 5460778
Email: barryg@askcnet.org

Maria Halama, MD, CTR*

New Jersey State Cancer Registry
Telephone(609) 5883500

Email: maria.halam@doh.state.nj.us

Megsys Casuso Herna, CTR*
Florida Cancer Data System
University of Miami School of
Medicine

Telephone(305) 2432625

Email: MHerna@med.miami.edu

2008-200

Amy Kahn, MS, CTR*

New York StateCancer Registry
Telephone(518) 4742255

Email: arkO2@health.state.ny.us

Mauri ce Levesqué

New Brunswick Provincial Cancer
Registry

Telephone(506) 6486871

Email: maurice.levesque@gnb.ca

Gary Levin, BA, CTR

Florida Cancer Data System
Telephone(305) 2434600
Email: glevin@med.miami.edu

Mary Lewis, CTR*

Centers for Disease Control and
Prevention

Telephong770) 4884827

Email: bkf5@cdc.gov

Lynn Martin *

ONCO, Inc.

Telephone(862) 3546271
Email: LMartin@oncolog.com

Marilynn Norinsky*

IMPAC Medical Systems
Telephone (908) 2844945
Email: mnorinsky@impac.com

David O6Bri en,
Alaska Cancer Registry
Telephone(907) 2698047
Email: david.obrien@alaska.gov

Lilia O6Connor
California Cancer Registry
Cancer Surveillanc8ection
California Dept of Health Services
Telephone(916) 7790355

Email: loconnor@ccr.ca.gov

Steven Peace

Westat, Inc.

Telephone(301) 2122159
Email: stevepeace@westat.com

Joan Phillips, CTR

Centers for Diseaggontrol and
PreventiorDivision of Cancer
Prevention and Control
Cancer Surveillance Branch
Telephone(770) 4884739
Email: ggqg8@cdc.gov

Elizabeth Prestosa*
Massachusetts Candeegistry
Massachusetts Dept of Public Heal
Telephone(617) 6245600

Email:
elizabeth.prestosa@state.ma.us

Lynn Ries, MS*

Cancer Statistics Branch
SEERProgram

Division of Cancer Control and
Population Sciences

National Cancer Institat
National Institutes of Health
Telephone(301) 4025259
Email: Ir44c@nih.gov

Cathy Rimmer, CTR*

NCRA Liason

Forsyth Medical Center
Telephone(336) 7188462
Email: ccrimmer@novanthealth

Andrew Stewart, MA*
American College of Surgeons
Commission on Cancer
Telephone(312) 2025285
Email: astewart@facs.org

Castine Verrill, MS

Centers for Disease Control and
Prevention

Telephong770) 4883095

Email: hhe2@cdc.gov

*VVoting Member

viii

Version 127 Uniform Data Standards Committ&908-20


mailto:david.obrien@alaska.gov

Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraumgteenthEdition

VOLUME Il SUBCOMMITT EE
2008-2009

Jan Snodgrass, CTR, Chair
lllinois State Cancer Registry
Telephone(217) 7857132

Email: jan.snodgrass@illinois.gov

Lori Havener, CTR

NAACCR, Inc

Telephone(217) 6980800 ext 3
Email: Ihavener@naaccr.org

Monica Thornton

NAACCR, Inc
Telephone(217) 6980800 extl
Email: mthorntor@naaccr.org

Patricia Andrews, MPH, CTR
Louisiana Tumor Registry
Telephone(504) 5685795
Email: pandre@Isuhsc.edu

Sally Bushhouse, DVM, PhD
Minnesota Cancer Surveillance System
Minnesota Department of Health
Telephone(651) 2015374

Email: sally.bushhouse@state.mn.us

Jean Ewing MSW, MSHyg.

Centers foDisease Control and Prevention
Telephondg770) 4881062

Email: jfe7@cdc.gov

Amy Kahn, MS, CTR

New York State Cancer Registry
Telephone(518) 4742255

Email: ark02@health.state.ny.us

David OO6B,GISE n, PhD
Alaska Cancer Registry
Telephone(907) 2698047

Email: david.obrien@alaska.gov

Lilia O6Connor
California Cancer Registry
CancerSurveillance Section
California Dept of Health Services
Telephone(916) 7790355

Email: loconnor@ccr.ca.gov

Jerri Linn Phillips, MA, CTR
American College of Surgeons
National Cancer Data Base
Telephone(312) 2025514
Email: jphillips@facs.org

Andre Richards

IMPAC Medical Systems, Inc.
Telephone(678) 5288071
Email: arichards@impac.com

Lynn Ries, MS
SEERProgram
NationalCancer Institute
National Institutes of Health
Telephone(301) 4025259
Email: Ir44c@nih.gov

Nancy Schlag, BS, CTR
California Cancer Registry
Telephone(916) 7790310
Email: nschlag@ccr.ca.gov

Deb Smith

Missouri Cancer Registry
Telephone(573) 8844419

Email: dssmith@health.missouri.edu

Andrew Stewart, MA
American College of Surgeons
Telephone(312) 2025285
Email: astewart@facs.org

Sue Vest, CTR

Missouri Cancer Registry
Missouri Department of Health
Telephone(573) 8849655

Email: vests@health.missouri.edu

Version 21 Volume Il Subcommittee 2028


mailto:david.obrien@alaska.gov

Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraugteenthEdition

STANDARD SETTING ORG ANIZATIONS

American College of SurgeongACoS)
633 N. Saint Clair Street

Chicago, IL 6061143211
Telephone(312) 2025000

Fax: (312) 205001

Email: CoC@facs.org

Website: www.facs.org

American Joint Committee on Cancer(AJCC)
633 N. Saint Clair Street

Chicago, IL 60618211

Telephone(312) 2025290

Email: ajca@facs.org

Website: cancerstaging.org

Centers for Disease Controbnd Prevention
(CDC)

National Program of Cancer Registr{®PCR)
Division of Cancer Prevention and Control
National Center for Chronic Disease
Prevention andealth Promotion

4770 Buford Hwy, NE

MS K53

Atlanta, GA 303443717

Telephone(770) 4884783

Fax: (770) 4831759

Website: www.cdc.gov/cancer/npcr

Canadian Council of Cancer Registries
(CCCR)

c/o Statistics Canada

Canadian Cancer Registry

Health Statistics Section

Health Statistics Division

Main Building, Room 2200, Section F
120 Parkdale Avenue

Ottawa, ON K1A 0T6
Telephone(613) 9511630

Fax: (613) 9510792

Website: www.statcan.ca

Commission on Cance(CoC)
633 N. Saint Clair Street
Chicago, IL 606143211
Telephone(312) 2025085
Email: CoC@facs.org
Website:www.facs.org

National Cancer Institute SEER Program
Cancer Surveillance Research Program
Division of Cancer Control and Population
Sciences

6116 Executive Blvd- MSC 8316

Suite 504

Bethesda, MD 20898316
Telephone(301) 4968510

Fax: (301) 4960949

Email: cancer.gov_staff@mail.nih.gov
Website: www.seer.cancer.gov

National Cancer Registrars Association
(NCRA)

1340 Braddock Place #203

Alexandria, VA 22314

Telephone(703) 2996640

Fax: (703) 2995620

Email: info@ncrausa.org

Website: www.ncraisa.org

North American Association of

Central Cancer Registries, Inc. (NAACCR)
2121 West White Oaks Driy&uite B
Springfield, IL 627047412
Telephone(217) 6980800

Fax: (217) 698188

Email: info@naaccr.org

Website: www.naaccr.org

Version 12" Standard Setting Organizations



Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraumgteenthEdition

PREFACE TO THE FOURTEENTH EDITION

NAACCR continues with our strong commitment to all members in North AmeTrig@intain

standardization of cancer registry data. Standardization of cancer registry data is a core component of cancer
registration and surveillance and provides the foundation for developing comparable data among registries
that can then be combiné&at the compilation of national or regional rates. Standardization also allows data
from different registries to be used for comparison of variations in cancer rates among different populations
and across geographic boundaries.

In an effort to address mgieoncerns of central cancer registries that could not implement annual changes in
a timely manner, guidelines were developed for major changes to be implementegkiaracle. This
Fourteenth Edition of NAACCR Standards for Cancer Registries Volurbata Standards and Data

Dictionary is the first version of major changes since these guidelines were devélspedhe past, there

will be challenges in the implementation of the new and revised standards in this vidh@mecord layout

in this verson of Volume Il was expanded from a character length of 6,694 822f) accommodate the

many new data items, changes to existing data itemexaahsiorof text fields.

The Interoperability Ad Hoc Committee and its work groups recommended severdhtzeilems and

changes to existing data itemasbegin the process of bringing standard registry items into a form more
consistent with widehaccepted data transmission formdisese recommendations were approved and are
included in Volume Il Version 12=or example, the format for date fields has charfiged MMDDCCYY to
YYYYMMDD and new date field flags have been added to handle the unknown values and codes that have
meanings other than dates.

Some of the new data items and changes to existing data iame from the work and coordinated efforts
between the taskforcéisat developethe AJCC Cancer Staging Manyal™" Edition and theCollaborative
StagingVersion 2

Please note thablack vertical lines in the outside margins highlight revisions from the previous
version.

In particular | would like to thank Jan Snodgrass, Chair of the Volume Il Subcommittee-@hadicof the

Uniform Data Standards Committ@dDSC) and Nancy Schlag, €@hair of the UDSC, for their leadership,
dedication and hard work on Standards Volume II. A special thank you goes to Monica Thornton and Lilia
O6Connor for their commit me rdocumem thb cothpldtiongent ef f ort

Lori A. Havener, CTR
Program Manager of Standards
NAACCR, Inc.

Version 121 Preface to the Fourteenth Edition Xi
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CHAPTER I:

PROBLEM STATEMENT , GOALS, AND SCOPE OF THISDOCUMENT

THE PROBLEM

In the late 1980s, increased efforts to pool data colldntetifferent cancer registriegew attention to
problemsresulting frominsufficient data standardizationhis lack of standardization had a substantial cos
and limited more widespread use of valuable data. Tdnmgs especiallfelt theimpact: state registries
receiving data from hospita¢gistries the NAACCR Data Evaluation and Publication committee, had t
CommissiononCancgrs ( CoC) Nati on@CDBLCancer Data Base

The lack of standardization took many forisita items used by different registries or software systems

—

varied in their definition and codes, even when they had the same name and were intended to represent the

same informationBlanks, dashes, and defined codese all used to indicafe u n k n o ta.@ther d a
substantial discrepancies were less easy to detect and correct. Hagpitsdtware providefaced
conflicting standardsind requirement&hen they were reporting to a central registry and maintaining a
database consistent with CoC standards.

THE SOLUTION

Many of NAACCRSs sponsoring organizations, including the National Cancer Ingtiti@#, the Centers for

Disease Control and Preventi@@DC), and CoCrecognized that increasing standardization is an essential

step in decreasing the costs associated with data collgtizdmg more efficient use of increasingly limited
human resources needed for data collection, management, and aaatysistainingnore useful data that
can be compared across registries and geographic areas.

Preparation of a statement of consensus on data standards for cancer registries was proposed by the
NAACCR Data Exchange Committéeriginally called the Data Exchange Standa@tsnmittee)
spearheaded by NCDB, and the task fell to the newly formed Committee on a Unified Database which
mor phed into NAACCROs Uni flaternthelBG enter&dtinto raragreetnsnt

later
Comm

with NAACCR, and one of the projects under that agreement was the preparation of broader standards for

populationbased cancer registries. These efforts were complementary. Continued suppthiefidCl, the
CoC, and the CDC has enabled continued development and maintenance of standards. The results of
efforts are the following standards documents published to date:

Version 12 Chapter I: Problem Scope and Goals of this Document 1
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NAACCR Standards Volume I:

Havener |A (ed).Standards for CanceRegistries Volume |: Data Exchange Standawdd Record
DescriptionsRecord LayouVersion 11.3Springfield, Ill. North American Association of Central Cancer
Registries, June 2008.

Havener |A (ed). Standards for CancdRegistries Volume |: Data Exchange Standawd Record
DescriptionsRecord LayouVersion 11.2Springdfield, Ill. North American Association of Central Cancer
Registries, June 2007.

Havener |A (ed). Standards for CanceRegistries Volume |: Data Exchange Standawd Record
Descriptons,Record LayouVersion 11.1Springdfield, Ill. North American Association of Central Cancer
Registries, June 2006.

Havener |A, Abe T, Bushhouse S, Gord8nHamlyn E, Hill KB, Hurlbut AA, Menck HR (eds) Standards
for Cancer Registries Volume |: Data Exchar8tandardsand Record DescriptianRecord LayouVersion
11. Springfield, Ill: North American Association of Central Cancer Registfi&s/ember 2004.

Havener L, Abe T, Bushhouse S, Gordon B, Hill K, Hurlbut A, Seifféed$) Standards for Cancer
Registries Volume |: Data Exchan@§andardsand Record DescriptiaRecord LayouVersion 10.1.
Springfield, Ill. North American Association of Central Can&&ygistriesNovember2003.

Abe T and Seiffert Jeds) Standards for Cancer Registries, Volume |, Data Exchange StanalagdRecord
Description Record LayouVersion 9.Springfield, Ill: North American Association of Central Cancer
Registries September 7, 2000.

North American Associain of Central Cancer Registriestandards for Cancer Registries, Volume |, Data
Exchange Standardsnd Record DescriptiorVersion 7 Sacramento, CalNorth American Association of
Central Cancer Registriezanuary 1, 1999.

North American Association of Central Cancer Regist¢andards for Cancer Registries, Volume |, Data
Exchange Standardmd Record DescriptiorVersion 6 Sacramento, CalNorth American Association of
Central Cancer Registridglarch 20, 1998.

Gordon B and Seiffert (gds) Standards for Cancer Registries, Volungdta Exchange Standardsd
Record DescriptionVersion 5.1Sacramento, CalNorth American Association of Central Cancer
Registries1997.

Gordon B(ed) Standards for Cancer Registries, Volume |, Data Exchange StanaladdRecord
Description Version 3.0Sacramento, CalAmerican Association of Central Cancer Retgsf February
1994

NAACCR Standards Volume Il

Havener IA, Thornton M. (eds) Standards for Cancer Registries Volume II: Data Standards and Data
Dictionary, Thirteenth EditionRecord Layou¥ersion 11.3Springfield, lll. North American Association of
Central Cancer Registrigapril 2008.

HavenerLA, Hofferkamp Jeds) Standards for Cancer Registries Volume II: Data Standards and Data
Dictionary, Twelfth Edition.Record Layou¥ersion 11.2Springfield, Ill. North American Association of
Central Cancer Registrigapril 2007.
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HavenerLA, Hultstrom D(eds) Standards for Cancer Registries Volume II: Data Standards and Data
Dictionary, Eleventh EditionRecord LayouWersion 11.1Springfield, Ill. North American Association of
Central Cancer Registrig&pril 2006.

HavenerLA, Hultstrom D(eds) Standards for Cancer Registries Volume II: Data Standards and Data
Dictionary, Tenth EditionRecord LayouWersion 11.Springfield, Ill. North Ameri@an Association of
Central Cancer Registrie®@ctober 2004.

HavenerLA, Hultstrom D(eds) Standards for Cancer Registries Volume |I: Data Standards and Data
Dictionary, Ninth Edition.RecordLayoutVersion 10.2Springfield, Ill: North American Association of
Central Cancer Registridglarch 2004.

Hultstrom D, HavenekA (eds) Standards for Cancer Registries Volume II: Data Standards and Data
Dictionary, Eighth Edition.Record Layou¥ersion 10.1Springfield, Ill. North American Association of
Central Cancer Registridglarch 2003.

Hultstrom D(ed). Standards for Cancer Registries Volume |I: Data Standards and Data Dictidhewvgnth
Edition. Record LayouV¥ersion 10.Springfield, Ill. North American Association of Central Cancer
RegistriesMarch 2002.

Hultstrom D(ed). Standards for Cancer Registries Volume |I: Data Standards and Data Dictidpiati,
Edition. Record LayouVersion 9.1 Springfield, lll.. North American Association of Central Gam
RegistriesMarch 4, 2001.

Johnson CHed). Standards for Cancer Registries Volume II: Data Standards and Data Dictidrittty,
Edition. Version 9Sacramento, CalNorth AmericarAssociation of Central Cancer Registribtay 15,
2000.

Johnson CHed). Standards for Cancer Registries Volume IlI: Data Standards and Data Dictidfauyth
Edition. Version 8SacramentoCal. North American Association of Central Cancer Registiidgrch 30,
1999.

Seiffert J(ed). Standards for Cancer Registries Volume II: Data Standards and Data DicticGaanged
Data Dctionary Entries OnlySacramento, CalNorth American Assaociation of Central Cancer Registries
April 13, 1998.

Seiffert J(ed). Standards for Cancer Registries Volume Il: Data Standardslxata Dictionary,Third
Edition. Version 6Sacramento, CalNorth American Association of Central Cancer Registiiégrch 20,
1998.

Seiffert J(ed). Standards for Cancer Registries Voluthédata Standards and Data Dictionanpecond
Edition. Version 5.1Sacramento, CalNorth American Association of Central Cancer Registiiésrch 14,
1997.

Menck HR and Seiffert (edg. Standards for Cancer Registries, Volume II: Data Standards and Data
Dictionary. Version 3.0Sacramento, CalAmerican Association of Central Cancer Registresbruary 14,
1994.
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NAACCR Standards Volume IlI:

Hofferkamp Jed) Standards for Cancer Registries Volume IlI: Standards for Completeness, Quality,
Analysis, Management, Security and Confidentiality of D&paingfield, Ill. North American Association of
Central Cancer Registrigdugust2008.

Havener IA (ed) Standards for Cancer Registries Volume Ill: Standards for Completeness, Quality,
Analysis, and Management of Da&pringfield, lll.. North American Association of Central Cancer
Registries October 2004.

North American Association of Central Cancer Regist¢andards for Completeness, Quality, Analysis,
and Management of Dat&pringfield, Ill. North American Association @entral Cancer Registries
September 2000.

Seiffert J(ed). Standards for Cancer Registries Volume lll: Standards for Completeness, Quality, Analysis,
and Management of Dat&acramento, CalAmerican Association of Central Cancer Registiiebruary
14, 1994.

NAACCR Standards Volume IV:
Seiffert J, Capron S, and Tebbe(ells) Standards for Cancer Registries Volume IV: Standard Data.Edits
Sacramento, CalNorth American Association of Central Cancer Registrgsil 4, 1996.

NAACCR Standards Volume V:

Havener |A (ed). Standards for Cancer Registries Volume V: Pathology Laboratory Electronic Reporting
Version 2.1Springfield, lll. North American Association of Central Cancer Registties, September

2007. (Revised January 2008 and May 2008.)

GOAL OF THIS DOCUMENT
The goal of thizyolumeis to define the NAACCR data standards for cancer registration for use by central
registries, hospitabased registries, and other groups in North Amed@bstract cancer diagnosed on or

afterJanuary 1, 200.

Objectives of the standardization effaxhd of this document, are to:

X Provide a comprehensive reference to ensure uniform data collection

X Reduce the need for redundant coding and data recording between agencies

X Facilitate the collection of comparable data among groups

X Provide a resourcgocument to help registries that are establishing or revising their databases

This document will be used by new and existing fachi&ged and central cancer registries to ensure that the
program and standad#finitions and codesreconsistent wittthose used by regional and national databases.
Other potential users include registry software providers and those using registry data, especially if they are
combining data from multiple sources or exchanging data. National stasetéind) groups, sucts&oC,

CDC, NAACCR, NCI andhe Canadian Council of Cancer Registrié€CR) also will benefit.
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This Data Dictionary describes all current data items. Those that are new or have been modified since
preceding Data Dictionary are listed in Chapter 8ltlebars in Chapter X also indicate changes

The preserwolumeu s es t he same structure and phil osoph
standard exists for an item or type of data, the standard is incorporated by reference. Where a variety
standards are in use, alternate coding schex®snmodate thenbut the differentoding schemeare

b the

of

recorded separatelgr another data field is used to indicate which coding standard was used.

SCOPE OF THIS DOCUMENT: WHAT STANDARDS ARE INCLUDED?

Thepresent document is limited to standards regarding gsteer than procedures. More specifically, it
focuses on a subset of possible data standards that NAACCR considers important to establish. These

x  Reportability
Reportabilitydefinesthe rules foiinclusion of specific types aimorsin the registry (see Chapter Il1).

x  Data Items or Elements To Be Included
Some a@ta itemsarerequired or recommenddyy particular standard setters while othare optional or are
retained because they were abstracted in the@laapter Vllispecifies the required status for each.

Ex amp | éislist@dassaxequiredstandard data element in Chapter bl all standards setters
represented.

x  Standardized Item Numbers and Item Names

For ease and consistency of reference, all oift
assigned the item number 220). The item number is intended to be permanent and will not change in
NAACCR standards publications. Assignment of permanent numbers was necessary becausestang3
organizations have changed item names orex or have applied similar names to items with different
definitions. Item numbers allow the required precision of reference. When datarenieseted the item
numbers are retireahdwill never be reused for a different data itedome datéem numiers were
intentionally left blanko allowtheinsertion of related items in the future. Ranges of available data item

> include:

sms
future
rd

numbers have been assigned to different uses, as follows:
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Range Use
00001- 04999 | Data items in new case layouts, record typesA,©r M.
05000- 06999 | Data items in Analysis/Research record ofilyiesedata items are not within the
purview of NAACCR, and NAACCR will not use the data item numbers in th
range.)
07000- 08999 | Pathology Laboratory record.
09000- 09099 | Dataitems in Update/Correction record only.
09100- 09499 | Future use.
09500- 09999 | Data items for Local use.
10000- 10499 | System variables for Local use.
20000- 20999 | Data items for International use. (These data items are not within the purview
NAACCR, and NAACCR will not use the data item numbers in this range.)

99000- 99999 | Data items for Patient Care Evaluation studies. These may be assigbeG dry
others. A large range is allotted because many new items may be assigned e
for individual studies.

Refer to NAACCR Standards Volumefor additional information on record layouts.

Where possible, the NAACCR item name is the same as that used by the standard setter. However, the
following constraints are placed on the names:

1 Length

Data item names are limited to 25 characters because that is the maximum length for item names in

the EDITS software system (see Chapter IV). Standardized abbreviations, punctuation, and spacing

are used when necessary t(eir.eed ,A ltshte, owofirtdr efiafti mesnttdo
on). Other limitations will be imposed as needed. Thus, item nastidse identical in this data

standards volume and the NAACCR Metabilestandard edits

1 Consistency
Consistencywaagoali n for matting names and in wv&iing spedi
to distinguish among item names built on the same stem name.

Exampl e: fASeqgHositab eaNdmbh&8equ-Eanttad Bumbéhe names o
differently defined sequence numbers.

1 Interrelated Items, Fields, and Subfields
To make the relationship among items more apparent, a constant term was consistently added to the
stem of the name.

Example:Names f tr eat ment fields related to radiation
of item names they will appear together:

Rad-No of Treatment Vol

Rad-Elapsed RX Days

x Record Layout/Data Exchange

Record layout/data exchange identifies the position of the data item in a standard flat file data exchange
record. These positions are indicated in ChapterS&&Volume I in this series fomore extensive
information on the data exchange amniden NAACCR standard layouts.

Exampl e: i 8Ser c ha®2mcethe BAACGRMData Exchange Record Layout Versibn
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x Codes

Codes identify allowable values, their meanings, and data entry formats for data items. Chapters I1X ard X

specifyeitherthe standard codes for each data iterthe source for the codes

Example foro:the item fASex
Codes

1 Male

2 Female

3 Other (Hermaphrodite)

4 Transsexual

9 Not stated

When it is necessary to collect more specific information than that represented by the standard codes
effort should be made to ensure that the more specific egtlesccurately collapse into thpe-existing
codes. This approach permits diversity without compromising-retgistry comparability or metanalyses.

x Coding Rules

Coding rules are thguidelinesand interpretations for deciding the correct code for a given tandare
defined in the documentation of other stanesetling organizations. For each data item, Chapters VIII an
l'ist a ASource of St afrordthissdurcé shauld Be conbuéed tbrocodingrale t

standards.

, every

d X
ati

Hypothetical Example: A coding rule might state what code to assign for sex when the medical record

states the patient is female and the deathificate states male.
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CHAPTER II:

HISTORICAL BACKGROUND AND STATUS OF NORTH
AMERICAN STANDARDS

STANDARD-SETTING ORGANIZATIONS AND OTHER STANDARDS DOCUMENTS

Several organizations have played a major role in the developmentcef cagistry standards. They are
listed in alphabetical order.

American Cancer Society

ACS historically has supported the development of standardized cancer classification systems, publishing the
first code manual for thmorphology of neoplasms in 1951. ACS has long supported the stesdting)

programs of ACoS, including the Fundamental Tumor Registry Operations Education Program, the Registry
Operations and Data Standaraisd the American Joint Committee on Car(¢efCC).

American College of Surgeons

Since the 1950s, ACoS has taken a leading role in establishing standards for-baspdancer programs

and the cancer registriesatrare a part of such prograritéirough its Approvals Program, CoC implements

its requirements for case management, registry operation and case inclusion, and data set specifications as
published in:

x  Cancer Progam Standard20042” which presents standards for the full range of cancer program
activities, including the registry.

x  Facility Oncology Registry Data Standar(lORDS): Revised for 20 which specifies standards for
cases to be included in the registry, data items to be collected, and the codes and coding rules for those
items.

CoC requires approved cancer programs to use the codes and coding instructisimsdpinp CoC.

Through NCDB, CoC provides data quality feedbacigproved cancer prograpsoftware providers, and
the general cancer registry community. Hospitals in the Approvals Program are required to submit no
confidential registry data to NCDBnd CoC monitors the quality of data submissions in accordance wit
existing published standards for approved programs.

FORDS the Cancer Program Standaraisd the NCDB Call for Data announcements, instructions, and
technical specifications are available to download at no chatdpatwww.facs.orgCoC maintains an
interactive Inquiry and Response Database to answetigng about all canceelated requirements at the
same site.

American Joint Committee on Cancer
AJCC formulates and publishes systems of classification of tumors by their anatomic site and histology
through us of the Tumor, Node, Metastasis (TNM) staging system. The TNM staging system is the U.S.
standard used by the medical profession to select the most effective treatments and determine prognpsis to
facilitate the management of cancer care. AJCC is deditatbed ideal that all cancer cases should be
staged, and it publishes tBancer Staging Manuglnow in itsSeventtEdition as well as th€ollaborative
Stage Data Collection Systéfmow in its Second Edition.
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Canadian Council of Cancer Registries

The Canadian Council of Cancer Regist{@ECR) is the standard setting organization in Canada, originally
established in 1978 hisis a committee comprised of representatives (the direcibesch of the provincial
and territorial cancer registries (PTCRs), Statistics Ca(fati@) and other key stakeholdéesg., Canadian
Cancer Society (CCS), Publitealth Agency of CanadgeHAC]).

The objectives of the CCCR include:

x  To provide direction for data collection and use

x  To provide leadership and support for standard setting and gualitgge ment

x  To facilitate liaison and communication with partners to facilitate access to data for surveillance and
research

x  To promote the use and dissemination of Cancer Control information

x  To provide leadership and support to the provinces and territoriedreddtee National Cancer Registry
System.

Canadian data are housed in the Canadian Cancer R€Gi€R) that is maintained by Statistics Canada
The CCR evolved from the eveaotiented (1969National Cancer Incidence Reporting System (NCIRS) and
begins with patienbriented cases diagnosed in 199ata are collected and reported by the PTCRs through
annual calls for datd’he CCR includes mechanisms for updating and clearing death records and
identification of duplicates reported across PTCRs.

The CCCR is consistent with standards and practices outlingdds®y and NAACCR.

Sponsors and partners include:

x  Canadian Association of Provincial Cancer Agencies (CAPCA)

x  Statistics CanadésTC)

x  National Cancer Institutef Canada (NCIC)/Canadian Cancer Society (CCS)

x  Public Health Agency of Canada (PHAC)

Data partners are:

x  Provincial Cancer organizatiorRrovincial/TerritorialMinistries of Health

x  Vital Statistics departments (provincial, territorial and federal)

National Cancer Registrars Association

An organization of cancer data professionals foundé¢deablational Tumor Registrars Association in 1974,
the National Cancer Registrars AssociafiNi€RA) has been instrumental in the training and certification of
cancer registrardNCRA has produced a variety eflucational materials, including guidelines for a college

curriculum in cancer registry management, a planning manual for registry staffing, training materials for
staging of cancer, and a publication on using cancer data to promote the servicesrufetheegstry Their
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publications also include @llegelevel cancer registry methods textbo@afcer Registry Management:
Principles and Practice2™ Edition, 2004

Since 1983, NCRA has promoted the certification of cancer registrars throughansemi examination.

More than 4,000 Certified Tumor RegissdCTRs)havesuccessfully completed the exam, which evaluates
technical knowledge of methods of cancer data collection, management, and quality contrblass wel
International Classification of Diseasés Oncology(ICD-0O) topography and morphology coding and

AJCC, Collaborative Stagirand Surveillance, Epidemiology and End Req(8&ER) Program staging

systems. To maintain their credentials, CTRs are required to complete 20 hours of continuing eccgtion e

2 years, which can be obtained by participating in conferences and teleconferences that NCRA has
precertified, and by obt ai nidJownalafRpgssyManagementc or e on

Membership in NCRA is open to anyone interested nteadata collection. For further information, contact
NCRA on the Web atittp://www.ncrausa.org.

National Coordinating Council for Cancer Surveillance

Founded in 1995, the National Coordinating Council for Cancer Surveil(;ai@eCS) meetsemiannually

to coordinate surveillance activities within the United States through communicationllabdredion among

major national cancer organizations, ensuring that the needs of cancer patients and the communities in which
they live are fully served; that scarce resources are maximally used; and that the burden of cancer in the
United States is adegtely measured and ultimately reduced. NCCCS includes representatives from the
Armed Forces Institute of Patholgg¥CoS, ACS, AJCC, CD@IPCR, CDGNCHS, NCISEER, NCH

Applied Research Program, NCRA, and NAACCRirt@nt priorities for NCCCS include building

coordination among cancer incidence surveillance and other cancer surveillance systems; electronic medical
records and redlme reporting; improving source information to measure disparity (race, ethnicity,
sodoeconomic status); nemospital reporting; and defining a decision process for incidence surveillance
expansion, both in the addition of data elements and modification of surveillance systems.

National Program of Cancer Registries

CDC has worked to improve registry data nationwide since 1992, when Congress authorized the
establishment of the National Program of Cancer RegigidiBER) through the Cancer Registrie

Amendment Ac{Public Law 102515).>3 CDC provides funds to&states, 3 territories, and the District of
Columbia to assist in planning or enhancing cancer registries, developing model legislation and regulations
for programs to increase the viability of registry operations, setting standards for data, proviiimg fiva

registry personnel, and helping establish computerized reporting and data processing systems.

CDC has contributed substantially to the development of data standards through its financial support of
NAACCR, as well as by funding and developinglEB, a software system that facilitates the coordination of

data standards (see Chapter IV). In administering NPCR, CDC requires participating central registries to
collect data items that conform t ctoMAalCRERS st and
Plus™, a suite of publicly accessible free software programs made available by CDC to facilitate the
implementation of NPCR.

To maximize the benefits of stdbased cancer registries, CDC uses the Nl@Rcer Surveillance System
(CSS) for recwing, assessing, enhancing, aggregating, and disseminating data fromfiRieR registries.
This system of cancer surveillance provides valuable feedback to improve the quality and usefulness of
registry data and monitor the impact of cancer preveratid control programs. In 20QBe CDC published

the first edition of the United States Cancer Statistics (USCS) in collaboration with NCI and with
contributions from NAACCR. This report contained 1999 incidence data from 37 states and metropolitan
areas. 12007 the sixth edition of this joint publication was released. Téidlition contained 2@Dincidence

data from 9 states40NPCR., 4 NPCR/SEER and5 SEERfunded registries), 6 SEER metropolitan areas

Version 12 Chapterll: Historical Background and Status of North American Standards 11


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

Standards for Cancer Registries, Volume IlI: Data Standards and Data DictidraugteenthEdition

and the District of Columbia (NPCR total, the cancer registries whose data are included in this report
cover 8% of the U.S. population. For additional information on NPCR, visit the CDC/NPCR website at:
http://www.cdc.gov/cancer/npcr/

North American Association of Central Cancer Registries

The American Association of Central Cancer Regis(dg8CCR) was established in 1987, and with the

addition in 1995 of Canadian registries as members, the name was changed to the North American
Association of Central Cancer Registr{BBAACCR). Members are populatieimased cancer registries in the
United States and Canada, national cancer and vital statistics organizations in both countries, and other
organizations and individuals interested in cancer registration and surveillance. NAACQiRfesaipnal
organization that develops and promotes uniform data standards for cancer registration; provides education
and training; certifies populatielmased registries for higipuality data; evaluates, aggregates, and publishes
data from central canceegistries; and promotes the use of cancer surveillance data and systems for cancer
control and epidemiologic research, public health programs, and patient care to reduce the burden of cancer in
North America. NAACCR welcomes membership from cancer réggsand other organizations or

individuals that are interested in the collection, analysis, and publication of data on cancer incidence.

Surveillance Epidemiology and End Results Program

NCl 6s SEER Program has col | e cessandcanset prenettonm athd conra@d d at a
for more tharBOyears. Established by a Federal mandlatee National Cancer Act of 1931the SEER

Program is a sequel to two earlier NCI programs: the End Results Group7d)0&6d the Third National

Cancer Survey (B9-71).

Seven populatioibased registries have provided data continuously since the SEER Program began in 1973:
the States of Connecticut, lowa, New Mexico, Utah, and Hawaii; and the Metropolitan Areas of Detroit and
San Francisc®akland. In 19745, theregions of Seattl®uget Sound and Metropolitan Atlanta were added.
These areas, plus the rural Georgia region added in 1978, cover about 9.5 percent of the U.S. population. In
1992, the SEER Program added two additional regions in Califotrda Angelesand San Josklontereyd
bringing coverage of the U.S. population to 14 percent. In order to increase coverage of the American
Indian/Alaska Native populations, SEER has included data from the Alaska Native Tumor Registry since
1984. These regions were setatfor their epidemiologically significant population subgroups and, in fact,
oversample minority populations in the United States. In 2001, four states weré adetlgdcky, Louisiana,

New Jersey, and the remainder of Califodnr@sulting in coverage of abit 26 percent of the U.S.

population.

The purpose of the SEER Program, as stated in the National Cancer Act legislation, is to collect, analyze, and
disseminate data useful in the prevention, diagnosis, and treatment of cancer. The goals of theferagram a

x  Monitor annual cancer incidence trends to identify patterns of cancer occurring in population subgroups

x  Provide continuing information on changes over time in the extent of disease (EOD) at diagnosis, trends
in therapy, and associated changesaitigpt survival

x  Promote studies to identify factors that can be studied and applied toeachieer prevention and
control

These goals illustrate that the aim of the SEER Program is providing cancer surveillance over time. As a
result, changes istandards are carefully considered for their impact both on future data and compatibility
with previous data.
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Participating registries are required to submit data in a standard format using standardized definitions and
codes (currently th8EER Program Gting and Staging Manual 20§&nd theCollaborative Staging

Manual and Coding Instructiori§ However, the individual SEER registries have not used identical data
collection methods or identical data management methodsheyndiffer in the extent to which they impose
data requirements on the reporting facilities in their areas.

Standardized edits, developed by SEER and shared with participating registries, are applied to data
submissions, and the results are returnedeg#rticipating registries.

SEER Program publications relating to data standatt{s //www.seer.cancer.gpinclude:

x A series of eight selhstructional manuals for cancer registfac®vering abstracting, cau,
terminology, anatomy, treatment, statistics, and other aspects of cancer registry operations. Book 8 in the
series is a comprehensive list of drugs used in treating cancer and, before January of 2005, was the
standard reference for drligtatment codtig rules. For cancer diagnoses beginning in January of 2005,
book 8 was replaced by SEER*RX, an interactive antineoplastic drug database that is updated on a regular
basis fittp://www.seer.cancer.gowfls/seerr)y. Additional instructional resources are available on the
SEER websiteh(tp://seer.cancer.gov/registrars/

x SEER Extent of Disead®98: Codes and Codirlgstructions Third Edition® This document includes
site-specific codes and coding guidelines to describe spread of tumor in anatomic terms. EOD is a 10
digit code that includes 3 digits for size of tumor, 2 digitstéionor extension, 1 digit for lymph node
involvement, 2 digits for the number of regional lymph nodes examined, and 2 digits for the number of
positive regional lymph nodes. SEER always has collected EOD information and collapses this
information into diferent staging schemes.

x TheSEER Program Coding and Staging 2007 Marithis manual includes comprehensive codes and
coding guidelines for the data elements required by SEER.

x Comparative Staging Guide for CanééFhis guide illustrates the relationships among EOD codes, the
summary staging system, and the Third Edition of the TNM Staging System. A revision updating the
comparative staging to the Fifth Edition of the TNM Staging System is in development.

x  Summary Staging Guide for the Cancer Surveillance, Epidemiology and End Resptiging
Program™ Originally published in April 1977, and most recently reprinted in July 1986, this is the
standard for lod&zed-regionaldistant staging for tumors diagnosed between 1977 and 2000.

x SEER Summary Staging Manual 200Bublished in 2001, is the standard for summary stage for cases
diagnosed January 1, 2001, and after.

There is no charge for single copies of SEER Program publications. To place an order or to obtain further
information, go to the SEER Program Websitéhtip://seer.cancer.gquiblications.

World Health Organization
The World Health OrganizatiogfWHO), an agency of the United Nations, is responsible for publishing and
maintaining the international standard for diagnosis coding systems. Selected publications include:

x International Classification of Diseas@€D-9, the Ninth Revision), as modified by the Health Care
Financing Administratiof?
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x International Statistical Classification of Diseases and Related Health Proifl€msl0, the 10th
Revision}*

x International Classification of Diseasésr Oncology® *’
These publications are worglandard diagnosis coding systems.

ICD-9 was adapted for use in the United States as the Clinical Modification e IQCD-9-CM),** and is

the current standard for coding medical record diagnoses in healtmation management departments in
U.S. health care facilities. IGD0™ was implemented for coding causes of death on death certificates in the
United States effective January 1, 1999.

The Second Edition of ICID became thetandard for coding cancer diagnoses in the United States in 1992.
An extensive revision of the morphology codes, especially the Lymphoma and Leukemia Section, was field
tested for the 1999 and 2000 diagnosis years, and the Third Edition @'{Gizas implemented for 2001
diagnoses.

WHO publications are sold through the following two agencies in the United States:

Q Corporation

49 Sheridan Avenue
Albany, NY 12210
(518) 4369686

College of American Pathologists
325 Waukegan Road

Northfield, IL 60076

(800) 3234040
http://www.cap.org/index.cfm

In the United States, the contact for further information on-@@® the Expert on Nomenclature and Coding
at SEER littp://seer.cancer.gpv

HISTORICAL BACKGROUND OF STANDARDS COORDINATION

Because the various stand@eetting organizations use their data for different purposes, some data elements
had different meanings, depending on the organization usirdatheA long history of cooperation has been
evident among organizations interested in cancer data to resolve the discrepancies between organizations in
their interpretation of data elements.

The earliest standard setters were CoC and SEER. The EndsR&sulp, predecessor of SEER, published

coding rules and guidelines as early as the 1950s; CoC published its first data collection manual, the

Supplement on the Tumor Registryconjunction with itsCancer ProgranManual 1981 At that time,

hospitatlb ased cancer registries often used CoCbs recomm
registries used those of the SEER Program. The two systems were not always in agreemesulA€aC

and SEER began working together in the early 1980s to make the codes and definitions in their manuals
consistent.

CoC and SEER attempted to define one common set of data item definitions, field lengths, and codes for use
by both SEER registrieand hospitabased registries. By 1988, the collaboration resulted in the publication
of b o t bata@og@isitien Manuaand theSEER Program Code Manyatlith data items and codes in
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substantial agreement. Having more congruent data sets allowed for easier data sharing and data comparisons
especially with the advent of personal computers that were sufficiently powerful to analyze large amounts of
cancer data. This achievement helpedsetedents for cooperation in data management, and maintaining
congruence whenever possible has continued to be a top priority for these two groups.

During the same period, the California Cancer Registry was developing a statewide automated system that
allowedfacilities to report electronically to the state registry system. One region in California was a SEER
registry at that time, and a large number of hospitals maintaineeh@m@©ved programs. To facilitate
implementation of standards within its pragr, the California Cancer Registry requested that SEER and CoC
establish a formal committee to pursue data standardization and requested membership on this committee.

The function of that committee was tr arnmeefBSCred t o
when it was established in 1987. Membership was expanded to include all of the major stettithgrd
organizations and representation from registry software vendors and central registries. This €dramitte
made enormous progress toward standardization. A major success occurred when all of the participating
groups agreed to implement the Second Edition of@@C&multaneously for tumors diagnosed in 1992 and
later. In 1993, NAACCR convened a multidisciplinary conference to address the issue of collecting data on
preinvasive cervical neoplasia, resulting in specific recommendations for member registries to cease
collection of cervical carcinoma situ. UDSC provides a national forum to discuss data issues and reach
consensus on data standards. Given the extensive effort required to maintain uniform standards, in 2000, a
subsidiary of UDSC, the Volume Il Work Grouwas formed to focus on the annual updates, revisions, and
additions to compendiums of national standards.

CDC added another strong voice for standardization. CDC requires that the regisBisgairgl the District

of Columbia, and U.S. Territoridganded by NPCR use standard data items and codes. CDC is a sponsoring
member of NAACCR, and has participated in committee activities of NAACCR. Through its contractor, CDC
provides quality control activities for participants in NPCR and has facilitagesktiing of standards and
encouraged their adoption. The EDITS project described in Chapter IV is an example of the innovative
approach CDC has supported.

At the time of this revision to Volume Il, the major organizations agree in principle that tteestdadards
will be consistent wherever possible. There are, however, areas where agreement has not been reached. Thes
are discussed in detail in Chapter V.

Despite the progress made toward standardization and thamearsal agreement that standaation is

desirable, much remains to be done. Implementation of existing standards is not uniform, and implementation
of changes in standards is not always synchronized. SEER and CoC will continue to publish separate coding
manuals on different update schules. Standardized data edits must be updated, maintained, and used by all
registries.

In Canada, cancer registries at the provincial and territorial level joined together with Statistics €anada
national agency, to form ti@anadian Council of Cancer Registrighis process started in 1986 and led to

the development of common national standards for the Canadian Cancer Registnywere implemeed

with a reference date of January 1, 1992. A Data Quality Committéeh reports to the Council, is

responsible for making recommendations to set national standards, and will review and monitor data quality
and resolve gy inconsistencies in procedures, coding, or other activities affecting data comparability.

NAACCR hopes that documenting existing standards, recommending standards where they do not yet exist,
and publishing the results in a concise and authoritative ¥all enable registries and software providers to
move forward in achieving comparable data that can be more widely used.
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Schedule of Revisions to NAACCR Standards Documents

In 2000, the NAACCR Board of Directoestablished a Standards Implementation Task Force to review the
current timeline for changes to data standards and to recommend guidelines for a new timelmgdhat

meet the needs of the standagedting organizations, central cancer registries, vena@md reporting

facilities. The Standards Implementation Task Force developed guidelimagjtorchanges to be

implemented on a-gear cycle, with all standard setters adhering to the sayear3cyclelmplementation of

the process began January 2008h the next implementation date for major changes occurring on January 1,
2006, and then 2009. However, due to the AJCC TNM 7th Edition scheduled for January 2010
implementation the schedule for major changes was postponed one year i.e., from 2009 Th@@urrent

3-year cycle for major changes is schedutethke effect with cases diagnoskthuary 1, 2010, then 2013,

2016, 2019, etc. These changes require the publication of a new Version of the NAACCR Volume Il Data
Dictionary and Data Standardsg., from Version 11.3 to Version 12jJinor changes will be published in an
update of the current Version of the NAACCR Volume Il Data Dictionary and Data Standards (e.g., Version
12.1 [Exception:An updated Version will not be published the year a nensin is published, minor

changes will be included in the new Version]). The intent is to allow the ability to fix errors and clarify codes
or add new codes should they be necessary during the interval between the scheduled major revisions and
updates. SetheStandards Implementation Guideliff&&®r definitions of major and minor changes and
additional information.

The Cancer Registration Steering Committee (CRSC) was established in 2005 to provide regular
communication among leaders of NAACCR and its sponsoring member organizations to facilitate
coordination and promote consensus in the development and implementation of major data items, standards,
and procedures related to cancer registration.

All NAACCR members are encouraged to present suggestions or comments on proposed changes to the
standards to the Uniform Data Standards Commutitesimultaneous notification to CRSC. The NAACCR
website http://www.naaccr.orgprovides the name of the Committee Chair and forms for proposing additions
or revisions.
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Table 1. Record Layout Table With References
Reference ManualsAccommodated NAACCR Metafile Version

NAACCR

Version 12

Version 11.3

Version 11.2

Version 11.1

Version 11

Version 10.2

Version 10.1

Version 10

Version 9.1

Release Date Effective Date*

0212009

4/1/2008

4/1/2007

4/1/2006

10/1/2004

3/1/2004

3/1/2003

3/20/2002

3/21/2001

1/1/2010

1/1/2009

1/1/2008

1/1/2007

1/1/2006

1/1/2005

1/1/2004

1/1/2003

1/1/2002

CoC FORDSRevised for 200 Metafile Version 12
SEER Program Coding and StagiManual
WHO ICD-0-3, 2000

SEER Summary Staging Manuz000
AJCC Staging Manual SeventhEdition,
2010

Collaborative Stage Data CollectioBystem,
Version 02.00.00

CoCFORDSRevised for 2007 Metafile Version 11.3
SEER Program Coding and Staging

Manual 2007,Revision 1

WHO ICD-0-3, 2000

SEER Summary Staging Manuz000

AJCCStaging ManualSixth Edition, 2002

Collaborative StagingMlanual and Coding

Instructions, Version 01.04.00

Same as Version 11.1 Metafile Version 11.2

CoC FORDSRevised for 2007 Metafile Version 11.1
SEER Program Coding and Staging

Manual 2007

WHO ICD-0-3, 2000

SEER Summary Staging Manuz000

AJCC Staging Manuagixth Edition, 2002

Collaborative StagingMlanual and Coding

Instructions, Version 01.03.00

CoCFORDS Revised for2004 Metafile Version 11
SEER Program Code Manual

WHO ICD-0-3, 2000

SEER Summary Staging Manuz000

AJCC Staging Manua§ixth Edition, 2002

Collaborative Staginglanual and Coding

Instructions, Version 01.02.00

Same as Version 10.1 Metafile Version 10
CoC FORDS: Revised for 2004 Metafile Version 10
SEER Program Coding and Staging

Manual 2004

WHO ICD-0-3, 2000

SEER Summary Staging Manuz000
AJCC Staging Manua§ixth Edition, 2002
Collaborative Staginglanual and Coding
Instructions, Version 1.0
(implementation 01/01/2004)

CoC FORDS(2003) Metafile Version 10
SEER Program Code Manual

WHO ICD-0-3, 2000

SEER Summary Staging Manuz000

AJCC Staging Manua§ixth Edition, 2002

Same as Version 9 Metafile Version 9
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Version 9 5/15/2000 1/1/2001 CoCROADS 1996, Rev. 1998 Metafile Version 9
SEER ProgranCode Manual1998
WHO ICD-0-3, 2000
SEER Summary Staging ManuaR000
AJCC Staging Manuakifth Edition, 1997
SEER Extent of Diseaséanual, 1998

Version 8 3/30/1999 1/1/2000 Same as Versions 6 and 7 Metafile Version 8
Version 7 4/13/1998 1/1/1999 Same as Version 6 Metafile Version 7
Version 6 1/23/1998 1/1/1998 CoC/ROADS 1996, Rev. 1998 Metafile Version 6
Revised WHO ICD-0-2, 1990
3/20/1998 SEER Summary Staging Guid8y77

AJCC Staging Manual Fifth Edition, 1997
SEER Extent of Diseas®anual, 1998

Version 5.1 3/12/1997 1/1/1997 Same as Version 5 Metafile Versions

Version 5 4/10/1996 1/1/1996 CoC/ROADS 1996 Metafile Version 5
SEER Program Code Manudl992
WHO ICD-0-2, 1990
SEER Summary Staging Guid8y77
AJCC Staging Manuakourth Edition 1992
SEER Extent of Diseasanual, 1992

Version 4 2/14/1994 1/1/1994 CoC/ACoSData Acquisition Manuall1994 Metafile Version 4
SEER Program Code Manudl992
WHO ICD-0-2, 1990
SEER Summary Staging Guid®77
AJCC Staging Manuakourth Edition 1992
SEER Extent of Diseaséanual, 1992

Bolded text indicateshanges from previous version.
* Either the date of diagnosis or year first seen for this cancer may have been used by somesstitaidaf@efer to the Datg
Dictionary or to the standasktter reference manuals for clarification of date requirements.

18 Version 12 Chapter I: Historical Background and Status of North American Standards



Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

CHAPTER IlI:

STANDARDS FOR TUMOR I NCLUSION AND REPORTARBILITY

Due to continued efforts by standaseltting organizations, facilithased registries and populatibased
central registries now follow nearly identical standards for determnejmgrtabletumors that are to be
included in the registry; however, souiéferencesn reportabilityremain. CoC stipulates the tumors that
must be included in approved facility registries, while most populitésed registries, at a minimum, follow
the standards set by SEER or NPCRe Cancer Program Standartithe CoCFORDSmanual SEER
Program Codenanuals’® NPCR Program Announceméhand theCanadian Cancer Regist§ystem

Guide should be consulted for more details.

Standards for tumor reportabilire defined by the following criteria:

Reference Date

The reference date is the effective date cancer registration starts in a specisleg@pulation or in a
specific facility. It is not the date the registry is organized or the date work begimsrg diagnosed on or
after the reference date must be included. The reference date typically begins on January 1 of a calendar year,
but sometimes it is another dalteis important to be aware that the reference date of the regional, state pr
provincialregistry may precede the referemzgeset bycancer registryrospitals or other individual
facilities. If the regional, state or provincial registry is established by law, reporting entities will be requjred to
submit their cases in accordance withléhve regardless of their facility reference date.

Residency

For a populatiofbased registry, it is essential to include all tumors occurring in thigkgtopulation, and

rules must be in place for determining the members of that papuldhe goal is to use the same rules for

the patients' demographic data at the time of diagnosis as those used by the Census Bureau in enumerating the
population. For example, a populatibased registry must have rules for determining residency of@art

residents, institutionalized persons, homeless persons, military personnel, and $fodéhS. registries see

the SEER Program Code Manddbr specific instructions and for Canadian registries see appendix T of the
Canadian Cancer Regist§ystem Guiddor specific instructions.

NAACCR recommends that populatityased registries include in their databaseatureports of non
residents from facilities in their catchment areas to:

x Share tumor information that other wi-basedmgisiry go ur
x Facilitate death clearance and other record linkages
x  Allow preparation of cmplete and accurate reports to individual facilities

Hospitalbased registries are less concerned with residency of the patient than the reason for admission, and
hospital registries might not collect data for certain categories of patients tobantred registry must

include, such as patients admitted to a hospice unit or transient patients who receive interim care to avoid
interrupting a course of therapy. Also, CoC does not require complete abstracting of tumors that are
inonanal y tcilite dherefare, fortthe eentrialaegistry, clear rules that are well documented, widely
distributed, and accepted are essential to prevent missed case reports (source records).
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In utero Diagnosis

Diagnoses made in utero are reportable if the pregrrasayts in a livebirth. When a reportable diagnosis is
confirmed prior to birth and disease is not evident at birth due to regression, accession the case based on the
pre-birth diagnosiseven if the disease is not evident at birth due to regresstoeatment

Reportable List

CoC, NPCR, SEER and CCCR have achieved greater consensus on reportable tumors in thggaast few
(see Table 2). For all tumors diagnosed from January 1, 1992, through December 31, 2000, all three U.S.
standard setters (CoCPR, and SEER) required the inclusion of all neoplasms imtemational
Classification oDiseasegor Oncology Second EditioH (ICD-O-2) with a behavior code of 2 or Bi(situor
malignant), with the exception of squamous cell and basal cell carcinoma of the skin and cdrcsituoé
thecervix uteri since 1996. (See the CARCINONM SITUOF THE CERVIX, CIN, AND THE

BETHESDA SYSTEM Section later in this Chaptdie CCCR adopted the IGD-2" in 1992.

For all tumors diagnosed on or after January 1, 2001, all four organizations thquirelusion of all

neoplasms in thinternational Classification of Diseasésr Oncology Third Editiort® (ICD-O-3) with a

behavior code of 2 or 3n(situor malignant), with the exception of squamous cell and basal cell carcinoma of
the skin, prostatic intraepithelial neoplasia (PIN) I, carcingmsitu (CIS) of the cervix, and cervical
intraepithelial neoplasia (CIN) Ill. Code M9421 (juvenile astrocytoma, pilocytic astrocytoma, or piloid
astrocytoma), with a behavior code of 1 (borderline) in-IGB3, is reportable as M9421/3. Prior to 2003,

CoC comidered basal and squamous skin cancers that were AJCC stage group Il or higher at diagnosis as
reportable. Prior to 2004 CCCR considered CIS of the cervix and CIN Ill as reportable, prior to 2005 PIN Il
was considered as reportable.

In addition, the thee U.S. organizations require the inclusion of all-r@dignant primary intracranial and
central nervous system (CNS) tumors diagnosed on or after January 1, 2004. Specificatigligroant

primary intracranial and CNS tumors of any morphology in4G3'® having a behavior code of 0 or 1
(benign/ borderline) occurring in the following sites: brain, meninges, spinal cord, cranial nerves and other
parts of the CNS, pituitary gland, pineal gland, and craniopharyngeal duct are reportabédbiase).The

CCCR requires inclusion of all nanalignant primary intracranial and central nervous system (CNS) tumors
diagnosed on or after January 1, 199@ecifically, noamalignant primary intracranial and CNS turmof

any morphology in ICBD-3'® having a behavior code of 0 or 1 (benign or borderline) occurring in the
following sites: brain, meninges, spinal cord, cranial nerves and other parts of the CNS are ré¢pegable
Canadian Cancer Regist§ystem Guid

In Situ/Invasive

It is important to distinguish between the morphologic conditidn sftuas it is represented in IGD-2 or
ICD-0-3 behavior codes and Tis as it is defined for the purpose of prognostic stagingJCthé&ancer
Staging ManualSome morphologic and disease descriptive terms that are invasive-D-RIQD-0O-3 or
localized in theSEER Summary Staging GUSEERSummary Staging Manua000are Tis in theAJCC
Cancer Staging ManuaSome examples are:

x Pagetds disease of the ni ppO2and(G-3)With3gundedying i nv as
tumoris classifed as Tis in AJCGeventhEdition

x For colon/rectum, Ainvasion of the | amina propria
muscularis mucosae into the submucosa is classified as Tis according t&AJEEHEdition but
localized inSEER Summary Stage 2000
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Some tumors classified as invasive in the behavior code can be classified as Tis or Stage 0 when coded
according to AJCGeventhEdition or when Collaborative StagifGS) codes are converted to AJCC
SeventhEdition. These differences should be considered when data are being compared.

Multiple Primary Rules

SEER rules have been ttHe factostandard for determining the number of primary cancers in thedy.S

both central and hospithbsed registries. See the SEFRgram Coding and Staging Manuifer details.
CCCR rules were the Canadian standard foCiweadian Cancer Registigtabase between 1992 and 2006.
See theCanadian Cancer Registry System Goifde details.For cases diagnosed on or after January 1,,2007
the CCCR has adopted tBEER Multiple Primary and Histology Coding Rufddntil all registries in

Canada adopt the same setuwés to determine miiple primariesthe Canadian Cancer Regispyblishes
datanationally using the IARC rules.

SEER convened a mulligency task force (with representation from Canada) to review and revise the
multiple primary and histology (MP/H)ding rules in a manner that promotes consistent, standardized
determination of multiple primaries and coding of histologies at the data collectionTlegekvised MP/H

rules were implemented January 20@@ditional information is available on the SEERbsite’

Neither the pr&007 rules nor the 2007 MP/H rules are identical to the international standard recommended
by the International Agency for Research on CafiédRC) and the International Assiation of Cancer

Registies (IACR).** The IARC rules have the effect of defining fewer cases than do tH20pie

SEER/CCCR or the 2007 MP/H rulés computer algorithm is available through IACR/IAR®ich

identifies which U.S. cases would not be reportable under IACR/IARC multiple primary rules.

A rule requiring that an invasive tumor diagnosed more than two months afitesiartumor of the same

site be reported as a subsequent primary was rediey UDSC and adopted on April 26, 1994, effective
with tumors diagnosed in 1995 and latEnis rule remains in effect and is incorporated into the 2007 MP/H
rules as follows.

An invasive tumor following aim situtumor more than 60 days after diagscsie multiple primaries.

Note 1:The purpose of this rule is to ensure that the case is counted as an incident (invasive) case when
incidence data are analyzed.

Note 2:Abstract as multiple primaries even if the medical record/physician states it is recurrence or
progression of diseade.

This important rule affects how the tumor will be counted in published statistics. With the exception of
bladder,in situtumors are at usually included in published incidence rates. Without the reporting of these
invasive cancers, for example, rates of invasive breast cancer would be underreported. CoC, with its emphasis
on clinical data, did not adopt this exception to the genemluniil the 2007 MP/H rules were implemented.

In the Canadian Cancer Registigtabase 1992006, if there was ain situfollowed by an invasive cancer at
the same site and histology, only the invasive primary was rdtdime date of diagnosis was linked to the
invasive primaryThe Canadian Cancer Registmyultiple primary rules did not allow dan situand invasive
primary to be retained for the same site and histology.
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CARCINOMA IN SITU OF THE CERVIX, CIN, AND THE BETHESDA SYSTEM

The termvagree cervical n arosppulofahe ceeviv and eorididonssviewed asc ar c i n
equivalent to it or on a continuum with it. Diagnostic terminology foripvasive cervical neoplasia has

changed significantly over time, from the fdigred system of dysplasia and carcindmaitu, to the three

tiered system of CIN, to the tw@ered Bethesda Systemvith high- and lowgrade squamous intraepithelial

lesions (SIL).In the past, cancer registries generally considered carciimosita of the cervix reportable, but

they differed in which of these other terms they considered synonymous with cardmsitoia@and hence

reportable. Consequently, data were not comparable over time or across registries.

NAACCR convened a multidisciplinary working group in April 1993 to reviewpttablem and make
recommendations for its member s hi-hasedrégseiesdiscenonoeme nd at
routine collection of data on pievasive cervical neoplasia unless there is strong local need and interest and
sufficient resourceare available to collect all [highrade squamous intraepithelial lesions] and its equivalent

t e r ANAAGCR and NPCR adopted this recommendation at that time. SEER and CoC adopted it effective

for cases diagnosed January 1, 1986vard. CCCR adoptedt effective for cases diagnosed January 1,

2004.

Ambiguous Terminology

I n most circumstances, the diagnosis of cancer, as
synonymous with reportable cancer. However, in those situations where theggrhigsnot certain of the

diagnosis, the associated terminology in the medical record reflects that uncertainty and is ambiguous. CoC,
NPCR, SEER and CCCR are in agreement in regard to the list of terms considered as diagnostic of cancer and
a list of tems not considered as cancer. These terms are shown in Table 2.
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Table 2. NAACCR Layout Version 12: Comparison of Reportable CancersCoC, SEER, NPCRand CCCR.

CoC

SEER

NPCR

CCCR

1. Behavior code of 2 or 3 in
ICD-0-3.

1. Behavior code of 2 or 3 in
ICD-0O-3.

1. Behavior codef 2 or 3 in
ICD-O-3 (includes VIN IlI,

1. Behavior code of 2 or 3 in
ICD-0-3.

VAIN I, AIN 1IT).
Reportab|e 2. Nonmalignant (behavior | 2. Non-malignant (behavior 2. Benign (behavior code 0)
Diagnoses _codes 0 gnd 1) primary _codes 0 gnd 1) primary 2. Nonmallgnant_(behawor tumors of the brain and centra|
intracranial and central nervoy intracranial and central nervous| codes 0 and 1) primary nervous system (ICID-3
system tumors, including system tumors, including intracranial and central nervou Topographies C70-072.9).
juvenile astrocytoma juvenile astrocytoma system tumors, including
(M9421/3)* for primary sites ag (M9421/3)* for primary sites as | juvenile astrocytoma 3. Borderline (behavior code 1
defined in Table 3. defined in Table 3. (M9421/3)* for primary sites | malignancies (all topographieg
as defined in Tabl8. in ICD-0O-3)
1. Skin cancers (C44._) with | 1. Skin cancers (C44._) with | 1. Skin cancers (C44._) with | 1. Skin cancers (C44._) with
histology histologies 800@005, 80160 histologies 800005, 8016 histologies 805@084, 8090-
80008110 (after 1/1/2003); 8046, 80568084, 80968110. 8046, 80568084, 809¢8110. | 8110.
prior to that date, AJCC stage
Exceptions groups 24 in this group were | 2. CIS of the cervix and CIN lll| 2. CIS of the cervix and CIN | 2. CIS of the cervix and CIN
reportable. (after 1/1/96). . 11l (after 1/1/2004)
(not 2. CIS of the cervix and CIN
reportable) Il (after 1/1/96). 3. PIN Il (after1/1/2001). 3. PIN Il (after 1/1/2001). 3. PINIII (after 1/1/2005)

3. PIN Il (after 1/1/96).
4. VIN Ill (after 1/1/96).
5. VAIN Ill (after 1/1/96).
6. AIN (after 1/1/96).

Multiple
Primary Rules

2007 Multiple Primary and
Histology Coding Rules.

2007 Multiple Primary and
Histology Coding Rules.

2007Multiple Primary and
Histology Coding Rules

2007 Multiple Primary and
Histology Coding Rules

apparent(ly)
appears

comparable with
compatible with

apparent(ly)
appears

comparable with
compatible with

apparent(ly)
appears

comparable with
compatible with

apparent(ly)
appears

comparable with
compatible with

consistentvith consistent with consistent with consistent with
favors favors favors favors
malignant appearing malignant appearing malignant appearing malignant appearing
Ambiguous most likely most likely mostlikely most likely
; presumed presumed presumed presumed
Terminology probable probable probable probable
Considered as susp'e(':t(ed)(f ) susp_eqt(ed)(f ) susp_egt(ed)(]t ) susp_e(_:t(ed)(f )
: : suspicious (for suspicious (for suspicious (for suspicious (for
Dlagnostlc of typical of typical of typical of typical of
Cancer
Exception: if the cytology is | Exception: if the cytology is Exception: if the cytology is | Exception: if the cytology is
reported as f{reportuesipias ofussreported as Ayreported as 0
neither a positive biopsy nor a| neither a positive biopsy nor a | neither a positive biopsy nor a| neither a positive bigy nor a
physicianbs clphysicianbs cl|physiciands clphysiciands c
supports the cytology findgs, | supports the cytology findings, | supports the cytology findings, supports the cytology findings
do not consider as diagnosis d do not consider as diagnosis of| do not consider as diagnosis d do not consider as diagnosis d
cancer. cancer. cancer. cancer.
. cannot be ruled out cannot be ruled out cannot be ruled out cannot be ruled out
Amblguous equivocal equivocal equivocal equivocal
Terminology possible possible possible possible
potentially malignant potentially malignant potentially malignant potentially malignant
NOT questionable guestionable questionable questionable
Considered as | ruleout rule out rule out rule out
; ; suggests suggests suggests suggests
DlagnOStIC of worrisome worrisome worrisome worrisome

Cancer

* Juvenile astrocytomas should be reported as 9421/3.

Version 12 Chapterlll: Standards for Tumor Inclusion and fRetability

23



Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

Table 3. Primary SiteCodes for NorrMalignant Primary Intracranial and Central Nervous System Tumors
(non-malignant primary intracranial and central nervous system tumors with a behavior code of 0 or 1
[benign/borderline] are reportable regardless of histologic type for thestopography codes).

Topography

Codes Description

Meninges
C70.0 Cerebral Meninges
C70.1 Spinal meninges
C70.9 Meninges, NOS

Brain
C71.0 Cerebrum
C71.1 Frontal lobe
C71.2 Temporal lobe
C71.3 Parietal lobe
C71.4 Occipital lobe
C715 Ventricle, NOS
C71.6 Cerebellum, NOS
C71.7 Brain stem
C71.8 Overlapping lesion of brain
C71.9 Brain, NOS

Spinal Cord, Cranial Nerves, and Other ParthefCentral Nervous System
C72.0 Spinal cord
C72.1 Cauda equina
C72.2 Olfactory nerve
C72.3 Optic nerve
C72.4 Acoustic nerve
C72.5 Cranial nerve, NOS
C72.8 Overlapping lesion of brain and central nervous system
C72.9 Nervous system, NOS

OtherEndocrine Glands and Related Structures
C75.1 Pituitary gland
C75.2 Craniopharyngeal duct
C75.3 Pineal gland

24
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CHAPTER IV:

RECOMMENDED DATA EDI TS AND
SOFTWARE COORDINATIO N OF STANDARDS

Definitions

AiDat a0 erdeiftessr t o computer software al goranencotedset hat
of acceptable codes and subsequently provide feedback on the quality of the data. Data edits verify that only
acceptable values are used for codes and, more importantly, enforce correct relationships between the codes
recorded for relatedada items. Data edits can apply pass/fail criteria to data, so that a particular code or group
of codes is determined to be either correct or incorrect. Identified errors are corrected, and editmdoe re
ensure that the error was appropriately resb\Certain types of edits identify coding combinations that are

so rare or unlikely that they are most likely err@ases containing errors identified by these edits need to be
manually reviewed, and if documentation is found to confirm that the cesm® isr unusual and was
originally cor rreicdd yf lcaogdde dii,s esne ti afvaert 6t f & odnhndé8;) i s
flag field associated with the edBetting the overide flag will prevent the case from generating an error

when it is rerun through the ediOverride flags should not be set unless the entire case has been reviewed
and documentation is found to confirm that the case is rare or unusual, as the majority of errors identified by
such edits are in fact coding ers that end up being corrected, not endden.

Generally, there are three types of edits:

x  Singlefield editsor item edits are those that verify only one data item at a time. For example, an edit of
t he i toemvofuSedx veri fy that only valid values are

x Interfield edits or multifield edits are those edits that compare the codes recorded for one data item with
codes recorded for related data items. For example, a commofiefdexdit compres the code for
AiSéxwith the code afmar i RPmMitmdrn esSifteenal e pr ost at e

x Inter-record edits or muHiecord edits compare data recorded across more than one record, and are
commonlyapplied across tumor records for a patient that has multiple tumors. These edits compare codes
or groups of codes recorded in the same data item(s) between each of the tumor records for the patient.
For example, one intaecord edit compares the sequenaenbers of multiple tumors for the same
patient with their dates of diagnosis to ensure that the sequence numbers have been assigned in the correc
chronological order based on diagnosis date.

Challenges
There are at least six challenges to the standardization of data edits across central anbdsespitahcer
registries. These include:

x Registry systems that encode an edit from standard specifications may be written in different computer
languages, th possible differences in deltdiue to differing translations

x  Each implementation of an agreegdon standard specification may be programmed differently, despite
intent to encode a standard meaning

x  Complete edits are not always performed at the tihtai@m entry
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x  Documentation of the edit algorithms can be difficult for data analysts and collectors to obtain, and may
not be in a usefriendly format

x  Consolidated data collected from different reporting sources and via different data entry tools may
encourage the equatisvgwoft hbapptbededouaedsdokaogé edg

x  When standards change, synchronized implementation of associated revised edits is difficult, due to the
differing release schedules of cancer software providers and theidliatiikty to rapidly repond to
changes at a given time

Uniform, standardized edits must be applied to all cancer registry data in order to generate data that are
comparable across registries.

The EDITS Software

The EDITS Software Project began withiaformal discussion about promoting and supporting data
processing standards after a 1990 meeting of the NAACCR Data Evaluation and Publication Committee. A
small group of registry operators, software producers, and data consumers identified the reisgnga#|
standard setting at that time: an executable version of a standard that could be applied directly to data in a
variety of processing scenarios without reinterpretation by programmers. At that time, producers of cancer
registry software wishing tadhere to a published standard had to write their own computer code to
implement any edithecking algorithms. The solution would need to be flexible in many dimensions to
accommodate the many technical, operational, scientific, economic, and -aglaelconsiderations that

make up the cancer registry milieu.

EDITS is a set of software tools that can be used to improve data quality and standardize the way data items
are checked for validity. The EDITS tools have been developed by CDC and NPCR anttiydnoiexe

three applications: EditWriter, GenEDITS Plus, and the Application Program Interface. These tools can be
built into interactive data collection systems to achievetigd field-by-field editing during data entry. They

can also be used in batediting processes for data already collected. EDITS provides software to support
three types of data activities: defining standards for data quality, standardizing data collection processes, and
analyzing data quality. The EDITS tools were recently muded and converted to the Windows operating
environment, resulting in significantly improved function, efficiency, and-fismrdliness of the software.

EDITS can be used to apply singield and inteffield type edits routinely and interactively toncar registry
data, and is used extensively at all levels of cancer reporting: facilities, central registries, standard setters, and
cancer software vendors.

EditWriter

EditWriter is a versatile and complete development environment for defining, testing, documenting, and
distributing data standards. It also provides a means of maintaining the definition of a standard as it matures
and changes over time. Data checkinglmamas complete and as complicated as the applications require.

The output of EditWriter is: 1) the EDITS Metafile (.emf file), a database that contains all of the logic, tables,
and constant values needed to check fields of data for validity; and2ptii& Runtime Metafile (.rmf file),

the compiled file that is used to actually apply the edits to data. Both-fieidl@nd inteffield checks are

included in the NAACCR Metafile (described below). The metafiles produced by EditWriter can be copied
and sed on a variety of operating systemaditWriter is used to define data items; create record layouts;
specify editing algorithms, logic, and documentation; and generate metafiles (described below), and is used
by standard setters and central cancer meggstor generating data quality edits for cancer reporters.
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EDITS Application Program Interface (API)

The EDITS API is used to incorporate EDITS into cancer data abstracting, reporting, or processing software.
The EDITS API can be incorporated int@mgrams of many descriptions, including programs for interactive
data entry and aftehefact verification of data. Any language product for Windows should be able to use the
EDITS API. The EDITS API is distributed as a Windows Dynamic Link Library ar@ ssurce code, and is

used by most cancer software vendors.

GenEDITS PLUS

GenEDITS Plus is used to apply data quality edits to data files using the metafiles produced within
EditWriter, and to generate error reports for error resolution. GenEDITS Rhesfesstest way to apply
standard edits to data and obtain a report of data errors. GenEDITS Plus accepts NidAG&iRd files,

and produces two reports, both a detail report containing ré®egtlerror information, and a summary report
containing emr summary statistics. Because GenEDITS Plus already incorporates the EDITS API, no
programming is required.

The EDITS Language

The algorithms that check data are specified using the EDITS language, a simplified programming language
designed to validate data. The language includes a collection of powerful and specializadindtions

that often reduce the complete validation of a data item to a single program statement. When complicated data
relationships exist within a recorithe EDITS language can express a complex validation scheme, including
multiple fields, multiple table lookups, nested control statements, and functions.

The EDITS Metafiles

EDITS Metafiles contain everything needed to edit a data file, except the ddtdiléd provide portability

of edits, in that the same edits can be applied to different data formats for different purposes. EDITS Metafiles
are created and modified using EditWriter. The key components of an EDITS Metafile include: agencies, data
dictionary, record layouts, edits, edit sets, error messages, and usapltai®esThe EDITS Runtime

Metafile (.rmf file) is generated from the EDITS Metafile (.emf file) using EditWriter.

For additional information about EDITS or to download the EDITSasaftr e , see CDCobs Diwvi ¢
Prevention and Control Website http://www.cdc.gov/cancer/npcr/.

NAACCR Standard Edits and the NAACCR Metafile

NAACCR has made increassthndardization of data edits a priority, facilitated by the EDITS software,

which provides a mechanism for standardized, transportable, and updateable edits to be provided through a
Apublic | ibrary. o The goal s rimgstendards wherethegisha mi t t he
compelling need to be different, and to provide comprehensive public documentation in a current and readily
accessible form in those instances where standards must differ.

The NAACCR Metafile is a comprehensive databassaoter registry standards and consists of a collection
of tables that contain all the information needed to test data fields for validity and acceptability. The
NAACCR Metafile specifically includes the following: standaetter list; current data dictiary of standar
fields; sets of fields defining standard records; executable singiemultifield validation logic; text
descriptions of edits; loelp tablesanderror messages

NAACCR first made standard edits available in 1996. These edits correshbe d t o NAACCR6s 109
layout and data dictionary, and were documented as Volume IV in its Standard®’ Siries that time,

NAACCR has posted EDITS metafiles containing standard edits on the Internet that correspond to the annual
NAACCRrecordayout s and data dictionaries. ORMACCR xampl e,
11. 1A0 refers to the current standard edits in th
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indicates the first revision to the Version 11.1 record layout standisd €he hardcopy of Volume IV has
been discontinued in favor of electronic publication of EDITS documentation using EditWriter. The EDITS
Software, along with general instructions, and various current and previous metafiles containing the most
recent andhistorical public standards for cancer registry data, are available on the NAACCR website at
www.naaccr.org(Click onCancer DataStandardsNAACCRData Standards for Cancer Registries, and

then Standard Data Edits

NPCR Inter-record Edits Utility

Mature central cancer registries can have up 805 multiple primary datdn order to validate coded
values across multiple tumor records for a single patient;liet@rd edits must be applied to the datahe
early 198006s SE Erord Editsgpilogragmdod SEER registnis 2000, NPCR began
development of an Inteecord Edits Utiliy for use by NPCR registries; this software included similar logic,
but had rurtime differences from the SEER Intexcord Edits programn 2003, NAACCR began using the
NPCR Intefrecord Edits Utility in their annual Calls for Data.

The NPCR Interecod Edits Utility accepts NAACCRormatted files, produces two reports, both a detalil
report and a summary report, and currently cont2@exdits. NPCR Interecord Edits are applied to
consolidated tumor data, i.e., files containing one record per tumpapent. Identified interecord errors
are corrected, and the intexcord edits are raun to ensure that the error was appropriately resolved.

SEER*Edits

For many years, the SEER Progrhas maintained a library of standardized edits which it apiglidata
submissions from the participating SEER registries. Over the years as experience and expertise increased,
SEER has finduned and expanded the edits and has made these edits available to SEER and other registries.
In addition, the logic of the SEEedits has been used as the foundation for the EDITS project where SEER is
the source of standard for the item or items.

Over time, as more and more computer processing moved away from the mainframe platform, the SEER
Program reprogrammed their edits i@++ (SEER*Edits) This change has allowed the SEER edit engine to

be ported to and compiled on a variety of hardware platforms. The edit engine includes the entire SEER field,
interfield, and intesrecord edits. SEER*Edits can be used as a sitonk pakage for the SEER areas to use
before submission of data to SEER, or the edits can be incorporated individually by SEER registries for use in
their data entry programs or routine editing of data. Data files used as input into thaletendersion of
SEER*Edits must be stored in NAACCR format. The SEER*Edits package also includesgeperating

functions including the display of errors to facilitate data corrections. Various falpwurveillance, and

SEER registry requirement reports are also metls Any changes made to the SEER*Edits package also are
made to both the SEER Data Management System (SEER*DMS) and to the corresponding edits in the
NAACCR Metafile for the EDITS project and vice versa to keep them synchronized.
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CHAPTER V:

UNRESOLVED ISSUES

Over time there have bearconsistencies in coding standards required by major stagdting

organizations concerning the item sets required, the codes and coding instructions employed, and the timing
of adoption of new or revised codes that affect the use of data compileskoeeal years and from multiple
sources. These issues are described below. The standards for tumor inclusion, reportability, and multiple
primary rules are addressed separately in Chapter Il.

The Uniform Data Standards Commit{@&DSC) will continue to seek consensus on unresolved issues.

Before new standards can be agreed upon, all interested parties must be provided sufficient time to study the
proposals. Once UDSC approves new standards, there must be ateguideimplementation. All

members are encouraged to present suggestions or comments on proposed changes to the standards to UDSC
The NAACCR websitehttp://www.naaccr.orgprovides the name of the Committee Chair famachs for

proposing additions or revisions.

This chapter describes coding issues affecting each of the following types of measures:
county
ethnicity
occupation and industry
sequence numbers
staging descriptors
treatment descriptors
timing of firstcourse treatment
vital status codes

The descriptions in this chapter are intended to provide a summary of coding issues. The original manuals
should be consulted when a particular data use requires more detail. This chapter does not track changes madt
in individual codes over time. Some changes are noted in the individual item dictionary descriptions, and
further information can be obtained from historic versions of this volume and from the individual standard
setters associated with the items.

County-Current [1840] and County at DX [90]

NAACCR has adopted the Federal Information Processing Stan@R®) codes for county as the standard

in this volume (see Appendix A for codes). However, standards for codes used vary somewhat by standard
setter. For cancers diagnosed prior to 2002, the use of FIPS codes was not universally adopted. For this
reasonpsers of data should determine which codes were used for coding Countyre&PXrticular file,

since no field indicating ACounty at DX Coding Sy

x  The SEER Program requires the use of FIP®&sdor counties in therited States, plus the speaialde
999 (unknown).

x  CoC requires the use of FIPS county codes as their standard, plus the special codes 998 and 999.
However, theFORDSmanual also provides for use of geocodes for countriessalence outside the
United States and Canada to be used in this field.
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x  NPCR requires the use of FIPS codes for counties in the United States, plus the special code 999, starting
with cancers diagnosed on or after January 1, 2002.

Spanish/HispanicOrigin (Hispanic Ethnicity) [190-210]

Al t hough agreement on standard c¢ o {d1800has beenrdgathed, dat a i
substantial variation persists among registrigsow Hispanic ethnicity or Spanish/Hispanic Origin is

determined. Procedures for determining ethnicity include:

x Recording ethnicity from information found in the medical record.

x  Recording ethnicity based on a combination of patient demographic inforrfaiomay include last
name, maiden name, birthplace, or a statement of ethnicity in the record.

x  Recording ethnicity based on a manual or computer matching of a documented surname, either last name
or maiden name, against one or more listings of Spanistames. Common Spanish surname listings
include: the 1980 and 1990 Census Bureau lists, the University of New Mexico GUESS list, and regional
listings of Spanish surnames common to a particular geographic region (for example, the Florida list).

x  Recordng the ethnicity based on the application of a computer algorithm to available data items that may
include last name, maiden name, birthplace, race, or sex to assign ethnicity.

Populatiorbased registries should attempt to categorize their cases using a method that best approximates the
method used by the Census Bureau to determine ethnicity in the population denominators. A standard best
method has not been determined.

Attempts have been made to evaluate and improve numerator data based on various methodologic approaches
to determining Spanish/Hispanic OrigiHAACCR sponsored a symposium in Atlanta, GA, in January 1996

to discuss methodologicsges faced when attempting to measure cancer among Hispanics. A report was
prepared and is available on the NAACCR webgite(//www.naaccr.orgunder the heading

AEpi demi ol ogi ¢ Report s. forméddronlré&entatises of MANGCR tocadidregssr o u p
issues of definition and to produce comparable data for Hispanic ethnicities across the Unitetihgtates.

group, operating under the auspices of the NAACCR Data Evaluation and Publications Cqoraditteéhe

creation of the NAACCR Hispanic Identification AlgorithilkHIA), an algorithm that uses a combination of
NAACCR variables to directly or indirectly assign ethnicity.

Registries continue to use different methods to code Hispanic ethnicity. Users of the data must be able to
determine how Hispanic ethnicity codimas assigned in a particular file. Based on historical and current
discussions, NAACCR includes the field Spanish/Hispanic Ofikfio] for direct recording of ethnicity from
the medical record, as well as fields for ComegpuEthnicity[200], Computed Ethnicity Sour¢210], and

NHIA Derived Hispanic Origin [191].

Occupation and Industry [270-330]

Most populatiorbased registrielsave found the collection of usual occupation and industry data to be
difficult and of limited utility, and for many years no consensus on data items and codes for occupation and
industry had been achieved. In 1992, the Cancer Registries Amendmeeatjéiotd central registries funded

by NPCR to collect occupation or industry data to the extent available in the medicaftecord.

Data on usual occupation and industry are unavailable in an unknown, but significpatfipn of medical

records. Even when available, the quality of the data in the medical record is generally untested and often
l'imited to |l ess useful i nformation such as #Aretired
text format on dath certificates and, in some states, on the associated state mortality data files. Some state
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mortality data files also contain the associated occupation and industry codes in addition to the text data.

Much work remains to be done to improve the avditstand capture of this potentially important
information.

NAACCR will continue to discuss the quality and completeness of occupation and industry data and will

reconsider the inclusion of occupation and industry in its recommended data sets.

Sequence Nmber [380 and 560]

As discussed in Chapter Ill, SEER, NPCR, and CoC have different standards for determining tumors that are

reportable and are to be included in the registry. In addition to collecting these required tumors, some
registries also collectna assigh sequence numbers to other tumors such as cervix cariirsitmar PIN
Il

Two sequence number data items, one assigned by the reporting facility, Sequence-Nosjhital[560],

and one assigned by the central registry, Sequence Nu@éetral[380], are now in use. The time period of

both Sequence Number data items is a personos

lif

Number--Central [380], central registries historically assigned the numbers from the reference date of the

registry. When reportability of a particular tumor changes over time, both the type and the timing of tu
may affect the assignment of sequence numliserit is possible for two patients having similar cancer
histories to be characterized by different sets of sequence numbers.

Numerous operational issues, such as storage of multiple fepktyific sequence numbers, appropriate
linkage rules, and &slback of data to hospitals, have arisen because of policy differences from state to
When attempting to use the Sequence NurmBentralto identify individuals who have had only one
lifetime cancer, it is importartb realize the definitions used to make that determination vary and that
sequencing may be handled differently in different systems.

CANCER STAGING
AJCC TNM Stage, SEER EOD, SEER Historic StageSEER Summary Stage (1977 an?l000), and
Collaborative Staging[759-1070, 10961170, 280683050]

mors

state.

Historically, four major staging schemes have been widely used in cancer registries in the United States. The

schemes, AJCC TNM, SEER Extent of Dise&®eER Historic Stageand SEER Summary Stage, differ in

complexity, purpose, structure, rules, and definitions. AJCC TNM staging provides forward flexibility and

clinical utility. SEER EOD provides longitlinal stability for epidemiological studies. And, SEER Historic
and Summary Stage provide population surveillance staging capability.

In January 2004, the Collaborative StagBygtem was introduced to reduce duplicationffofreand provide
a common staging schema for registry use and from which the other major staging categories could Q
electronically derived. All standard setters in the United States required the use of the Collaborative S
System version 1 for casdmgnosed January 1, 2003ecember 31, 2009, but not every standard setter
required every data element. CS version 2 is based on A)&ditibn and was renamed the Collaborative

e
taging

Stage (CS) Data Collection System. CS version 2 is effective for cases diagnosed January 1, 2010, and later.

The historic schemes were designed for different purposes at different times, and are not easily comp
There have been several editions of l3€C TNM Cancer Staging Manyaind conversion between
versions is often not psible.Minor differences exist between the SEER Summary Staging guides of 19
and 2000SEER published th€omparative Staging Guide for Cantar 1993 as an attempt to present
comprehensive, sigpecific canparisons of the AJCC TNM, SEER EOD, and SEER Summary Staging
schemes as an aid in data collection and interpretation. This guide covered the major cancer sites of

ared.

77

colon and

nY

rectum, lung and bronchus, breast, female genital, prostate gland, and uriddey.bda&cording to the guide:
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Changes over time in methods of cancer screening, diagnosis, stagingaament have affected the
distribution of stage of disease.

Changes over time in the classification schemes themselves can edengéita analysis and obsctire
meaning of time trends. Various other staging schemes also are in use. Several auxspggialties
have developed staging systems applying to a limited number of cancer sites.

For these reasons, comparing cancer tggikata by stage over time or across registries, or using pooled data
collected by different registries applying different staging schema, is problématic

For a discussion of staging issues that affect rules for case inclusion and reportability jgeelCha
especially hS8itdinvpssvddagndphiAdMuiiti pol e Pri mary Rul es

A summary of the major staging schemes is provided below.

X

The American Joint CommitteeonCanced s TNM System (AJCC TNM)

The AJCC Cancer Staging Manuptesent&n anatomically oriented, sigpecific staging system that
consists of separate categories for the tumor, nodes, and metastases. The TNM categories then are
grouped by stage, from 0 to IV.

SEER Extent of Diseas€SEER EOD)

This sitespecific 10digit coding schenfavas required for SEER registries until December 31, 2003.

Other state and central registries also used it. EOD was designed to allow collapse of the codes into the
stage groupings of several different staging systems, including AJCC stage group.

SEER Summary Stage

Beginning for cases diagnosed 2004+, the SEER Summary Stage is contained in derived variables from
the CS algorithm: Derived SS19}3010] and Derived SS20(8020] for SEER Summary Stage7I®

and SEER Summary Stage 20@8spectivelyThis sitespecific singledigit coding scheme was required

for NPCR registries until December 31, 2003, and it was also used by some SEERseistiddition,

CoC required the coding of SEER Summary Stage when a corresponding AJCC TNM site code scheme
was not available until Collaborative Stage was implemented. There are two related data items: SEER
Summary Stage 1977 [760] and SEER SummaryeSt@g0 [759]. Cancers diagnosed on or after January
1, 2001, were assigned a summary stage according 8EBR Summary Staging Manual, 26and

the code should be reported in the SEER Summary Stage 2000 [759] data item. Cancers diagnosed before
Januay 1, 2001, were assigned a summary stage accordBignonary Stage Guide, Cancer

Surveillance Epidemiology and End Results Reporting, SEER Program, Aprit'E8%¥the code was
reported in the SEER Summary Stage 1977 [760] data item (see NAACCR Gasdelin

Implementation of SEER Summary Stage 2000).

SEER Historic Stage

When SEER stage data are published, the stage categories used are those used by an earlier program, the
End Results Group. The Historic Stage variablede®sn defined consistently over time to facilitate trend
analyses, and the categories are not identical to those in the SEER Summary Stage.

32
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x  Collaborative Stage
The Collaborative Stage (CS) data set is a combination of data items (most of which hawealgdi
been collected as a part of regular cancer surveillance activities) that include tumor size, extension, lymph
node status, metastatic status, evaluation fields describing the hierarchy of the data collected, and relevant
site-specific informationThis unified data set was specifically designed for cancer reporting and includes
an algorithm which derives three different staging systems from the data collected and resolves subtle
staging rule differences. The systems for which staging currentlgecderived includ&JCC TNM &
Edition, AJCC TNM ¥ Edition, SEER Summary Stage 19aAdSEER Summary Stage 200t all
standard setters require all CS elements to be collected.

Tumor Size Rules [780]

Over the years, some of the rules for describing tumor size changed several times, and discrepancies existed
between the CoC and SEER data. With the implementation of the Collaborative Stage coding system in 2004,
all the differencesbetwen t he two groupsd guidelines for tumor

The sites for which the tumor size guidelines differed are listed below. Users of registry data must be aware of
possible discrepancies in the meaning of the information recorded irattable before the diagnosis years
indicated in parenthesis.

Melanomas (2002)

Microscopic foci (2003)

Most lesions smaller than 2 millimeters (2004)

Breast and Lung lesions smaller than 3 millimeters (2004)

Mycosis fungoides, Sezary diseadsephomas, Kaposi sarcoma (2004)

TREATMENT

Historically, NPCR has recommended collecting the date and type of first course of definitive treatment when
available?® For the 19961997 diagnosis years, NP@&nded registries were required to collect and process
available treatment information using either the (1995 or 1996) SEER Program treatment data set or the (1995
or 1996) CoC treatment data set.

For 19982000, NFEZR had a similar recommendation. NP@Rded registries adopted either the SEER 1998
or the CoC 1998 treatment data set, and -@Gerené enco
[1460] to indicate how treatmewias coded for a specific record.

Beginning with 2003 diagnoses, the CBORDS redefined some treatment fields and added others. Some

new and redefined data fields along with dates of treatment are required by NPCR. For the 2003 and forward
diagnosis yea, NPCR will require the collection of first course of treatment data items when available and
will require the submission of the NPCR required surgery data items. NPCR will use the same codes as CoC
FORDS but will not collect all the data fields. Seetist of data items (Chapter VIII) that NPCR registries
collect.

SEER will use the same codes as the EQRDSbut may not collect all of the fields. For example, SEER
areas will not collect Radlreatment VolumeSee the §t of data items (Chapter VIII) that SEER areas
collect and that SEER requires the SEER registries to transmit t&SHER areas will use the fields Rad
Regional RX Modalityf1570] and RagdBoost Rx Modality (3200) fron€oC hospitals to complete RX
Summ-Radiation[1360].
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RX Summ--Rad to CNS[1370]

This item is maintained in the transmission file for use with historic data. CoC discontinued collection of the
item for cases diagnosed on or after January 1, 1996, and SEER discontinued collecting it for tumors
diagnosed beginning in 1998. Both organizations instructed coders to record radiation to the central nervous
system following those dates as radiation. SEERn®tae codes for earlier cases and also converts the data
into an appropriate radiation field. The item is no longer supported in any form by CoC.

Time Period for First Course of Treatment [1260, 1270, 1500]

SEER and CoC have historically defined first course treatment differently. The differences affect

representation of the date first course treatment begins and the instructions for determining what constitutes

first course treatment. The NAACCR record lalyoantains a data item, First Course Calc Meti&d0], to

record which organizationds definition was foll owed

The NAACCR record layout provides two data items that indicate the date of the start of the first course of
treatment: Date of 1st CRS RXoC [1270] as defined by CoC, and Date of Initial-FSEER[1260] as

defined by SEER. The difference between these two definitions is that CoC defines the date the physician
decides not to tredhe patient as the date of initial treatment, while SEER considers such a decision to be no
treatment and the date is recorded as zeros.

The SEER and CoC definitions of treatment to be inc
congruent,diffe i ng now pri mhacky reacobhmhmendafabhs that appl
recorded, no standard facility practice applies, no protocol applies, no physician is able to provide assistance,

and no record of treatment failure or recurreoicdisease is available. In that extreme instance, CoC

recommends a-month cutoff for the beginning of firgtourse treatment, and SEER appliesy&dar cutoff

for completion of first course of therapy.

Users of historical treatment data should be atvaheat t he definitions of Afirst
time and have been disjointed in the past. The applicable coding manuals and stettit@ drganizations
should be consulted for specifics.

Users of treatment data also should be aware thatriegidiffer in the amount of treatment data collected in
terms of the types of treatment included, taspital treatment locations surveyed, items covered (see the
previous section), and the use of all codes provided for each item. Thus, treatmerd liletly @0 be
inconsistent among registries and to have varying levels of completeness, especially for treatment given in
physicians® o-hobpitatsetingsor ot her non

Vital Status [1760]

Both SEER and CoC use code 1 in thieddfto indicate that the patient is alive. However, these programs use
codes 4 and 0, respectively, to indicate that the patient is dead. Both programs hatendimg historical
reasons to retain their coding. No agreement has been reached oratftsnalat

Canadian Data

The NAACCR data standards adopted thus far do not adequately deal with data from places outside the
United States. Changes have been made to accommodate postal codes, standard abbreviations for
provinces/territories, and othields in the Canadian data set. A Canadian Council of Cancer Registries
(CCCR) column has been added to the Required Status Table and future versions of this document will
review and increasingly incorporat@sdards established for Canadian cancer registries.

34 Version12i ChapterV: Unresolved Issues



Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

CHAPTER VI:

REFERENCES

Code Manuals and Record Layouts

1. Havener LA (ed)Standards for CanceRegistries, Volume I: Data Exchange Standamd Record
Descriptiors. Version 11.3Springfield, Ill.: North American Association of Central Cancer Registries
June 2008. (Electronic version only; availabl@tb://www.naaccr.org

2. Commission on CancefORDSFacility Oncology Registripata StandardsRevised for 2010
Chicago: American College of SwgnsCommission on Cancer; 200Electronic versioravailable at
www.facs.org/cancer/coc/fordsmanual.hjmi

Earlier versiongavailable electronically dittp://www.facs.org/cancer/coc/fordsmanualolder.jtml
Commission orCancer FORDS Oncology Registry Data Standards, Revised for 20b&cago:
American College of Surgeon20(.

Commission on CanceFORDS Oncology Registry Bta Standards, Revised for 20@hicago:
American College of Surgeon20(.

Commission on CanceFORDS Oncology Registry Data Standard®evised for 2004Chicago:
American College oSurgeons20Q.

Commission on CanceFORDS Oncology Registry Data Standardshicago: American College of
Surgeons2002.

3. Johnson CH, Adamo Mefls).The SEER Program Coding and Staging Manual 28&thesda, Md.:
National Institutes of HealtiNational Cancer Institutdanuary 2007. NIH Pub. No. ®581.

Earlier Versions:
Johnson CH (ed)lhe SEER Program Coding and Staging Manual 28@dhesda, M.: National
Cancer InstituteJanuary 2004. NIH Pub. No. ®581.

Fritz A, Ries L (eds)The SEER Program Code Maruahird Edition Bethesda, MD: National
Cancer InstituteJanuary 1998 (updated January 2003). NIH Pub. NG.998.

4. Multiple Primary and Histology Coding Rulésailable at
http://seer.cancer.gov/tools/mphrules/download.lfacdessed MarcB0, 2008).

5. Canadian Cancer RegistRedesign TeanCanadian Cancer Registry Syst&uide-2007 Edition.
January 2008. Available attp://dsppsd.pwgsc.gc.ca/collection_2008/statcari?@8-X/82-225
XIE200701010508.pdiQuestions should lairected to one of the following: Manager of the Canadian
Cancer Registry, Health Statistics Division, Statistics Canattawa, Tel: (613) 951775 or
Operations Manager, Operations and Integration Division, Statistics C&téalaa, Tel: (613) 951
7282.

Version 12 ChapterVI: References 35


http://www.naaccr.org/
http://www.facs.org/cancer/coc/fordsmanual.html
http://www.facs.org/cancer/coc/fordsmanualolder.html
http://seer.cancer.gov/tools/mphrules/download.html
http://dsp-psd.pwgsc.gc.ca/collection_2008/statcan/82-225-X/82-225-XIE200701010508.pdf
http://dsp-psd.pwgsc.gc.ca/collection_2008/statcan/82-225-X/82-225-XIE200701010508.pdf

Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

Stage and Extent of Disease Manuals

6.

11.

12.

13.

Seiffert, JE (ed). SEERrogram Comparative Staging Guide for Canddajor Cancer Sitesyersion
1.1.Bethesda, Md.: National Cancer Institulene 1993. NIH Pub. No. $540.

Greene FL, et al. (edsAJCC Cancer Staging Manuy&ixth Edition New York: Springer Verlag; 2002.
(Editions 1, 2, 3, and 4, were published by Lippin€&diven under thtle Manual for Staging of
Cancer and Edition 5 was published by Lippine&aven under the titlef AJCC Cancer Staging
Manual)

Surveillance, Epidemiology, and End Results Prog&aiaERExtent of Diseasel998: Codes and
Coding Instructions Third Edition. Bethesda, M: National Cancer Institutdanuary 1998. NIH Pub.
No. 982313.

Earlier Versions:

9. Shambaugh EM, Ries LG, and Young Hxtent of DiseaseNew 4Digit Schemes: Codes and
Coding InstructionsNational Cancer InstitutdMarch 31, 1984.

10. CanceBurveillance, Epidemiology, and End Results Prog@EEREXtent of DiseaseCodes and
Coding InstructionsBethesda, M.: National Cancer Instituté\pril 1977.

Shambaugh EM, Weiss MA (ed§Summary Staging Guide: Cancer Surveillance, Epidemiology, and
End Results Reporting SEER Prograsational Institutes of HealthApril 1977. NIH Pub. No 8&313.

Young JL, Roffers SD, Ries LAG, Fritz AG, Hurlbut AA (dSEER Summary Staging Manual 2000
Bethesda, Md.: National Cancer Institt2901. NIH Pub. No. 04969.

Collaborative Stagin@ask Force of the American Joint Committee on Car@elfaborative Stag
Data Collection Systenversion @.00.00. Chicago, lll.:American Joint Committee on Cancer and
Bethesda, Md.U.S. Department of Health and Human Services. NIH publication numist 361

Earlier Versions:

StagingTask Force of the American Joint Committee on Cart@eltaborative Staging Manual and
Coding Instructionsyersion 01.04.00. Chicago, lll.: American Joint Committee on Cancer and
Bethesd, Md.: U.S. Department of Health and Human Services. NIH publication numis«i964
(Incorporates updates through Oct 31, 2007.) Availaki¢t@i/cancerstaging.org/cstage/manuals.html

Collabaative Stage Task Force of the American Joint Committee on C&wl&borative Staging
Manual and Coding Instruction¥ersion 01.03.00Chicago, Ill.:American Joint Committee on
Cancer andethesda, Md.U.S. Department of Health and Human Servi@894.Incorporates
updates through September 8, 2006.

Collaborative Stagin@ask Force of the American Joint Committee an€xr Collaborative Staging
Manual and Coding Instruction¥ersion01.00.00 Incorporating minor page corrections through
July 15, 2005 (Version 01.02.00§IH Publication Number 05496.

CollaborativeStagingTask Force of the American Joint Committee on Car@eltaborative Staging
Manualand Coding Instructions,arsion 1.0 Chicago, Ill.:American Joint Committee on Cancer
andBethesda, Md.U.S. Department of Health and Human Services, 2004.Mibl No.04-5496.

36

Version 12" ChapterVI: References


http://cancerstaging.org/cstage/manuals.html

Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

Disease Classifications

14. World Health OrganizatiarilCD-10: InternationalStatistical Classification of Diseases and Related
Health Problems10th RevisionSecond EditionVolume 1 (of 3). Geneva: World Health Organization;
2004.(Originally published in992)

15. Health Care Financing Administratiol€D-9-CM: The International Classification of Diseases
Clinical Modification Ninth RevisionFourth Edition. Washigton, DC.: U.S. Public Health Service;
1991.

16. Fritz A, Percy C, Jack A, Shanmugaratnam K, Sobin L, Parkiwiielaln S(ed9. International
Classification of Diseasdsr Oncolog, Third Edition Geneva: World Health Organizatio2000.

Earlier Versions:

17. Percy C, VanHolten V, and Muir (&ds) International Classification of Diseaséx Oncolog,
Second EditionGeneva: World Health Organizatiatf90.

18. World Health Organizatiarinternational Classification of Diseaséx Oncology First Edition
Geneva: World Health Organization; 1976.

19. Percy G VanHolten V(eds) International Classification of Diseaséa Oncology Field Trial
Edition. GenevaWorld Health Organizatigriviarch 1988.

Percy G VanHolten V(eds).International Classification of Diseaséx Oncology Morpholog, Field
Trial Edition. GenevaWorld Health Organizatigrl988.

Percy G VanHolten V(eds) International Classification of Diseaséx Oncology Morphology Field
Trial Edition. GenevaWorld Health Organizatigrnl987.

20. World Health OrganizatiarManual of the International Statistical Classification of Diseases,
Injuries, and Causes of DdatNinth Revision. Geneva: World Health Organization; 1977.

Occupation and Industry Classification and Coding

21. Centerdor Disease Control and Preventiddecommendations for Occupation and Industry Data Items
(NPCR program document). Atlanta: Centers for BsgeControl and Prevention; July 20, 1995. (Note:
This material is a memo to the Chair, NAACCR Uniform Data Standards Compidgiteel July 20,

1995, including a report of a June 18, 1995 meeting.)

22. Instructional Manual Part 19: Industry and Occupation Coding for Death Certifica&39.
Hyattsville, Md.: National Center for Health StatistiéSctober, 1999.

23. United State®epartment of Commerce Bureau of the Cen$880 Census of Population and Housing,
Alphabetical Index of Industries and Occupatiofashington, OC.: U.S. Government Printing Office;
199.

24. Guidelines for Reporting Occupation and Industry on Death Certificetgattsville, Md.: National
Center for Health StatisticMarch 1988. PHS Pub. No.-84849.

Version 12 ChapterVI: References 37



Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

25. U.S. Census Bureau, Housing and Household Economic Statistics Division. Censuslj2itdifetical
Indexes of Indstries and Occupationswvailable at:
http://www.census.gov/hhes/www/ioindex/overview.ht(atcessedugust 30 20(B).

26. U.S. Office of Management and Budgstandard Occupationdllassification (SOC) System Manual:
2000 Lanham, Mi.: Bernan Press; and Springfielda:\Wational Technical Information Service; 2000.

Other References

27. Cancer Program StandardRevised EditionChicago: American College of Surgeddsmmission on
Cancer 2008

28. North American Association of Central Cancer Registi&andard Data Editin: Seiffert JE, Capron
S, and Tebbell (edg. Standards for Cancer Registries. Volume®dcramento, &: North American
Association of Central Caer RegistriesApril 4, 1996.Updated metafiles corresponding to changes in
data standards are issued periodically. These are available from the NAACCR Website at:
http://www.naaccr.orgaccessed 0/21/2008.

29. Centers for Disease Control and Preventirmgram Announcement No. 426: 1994 National Program
of Cancer Registrie@NPCR).(NPCR program documenitlanta: Centers for Disease Control and
Prevention; March 1994.

30. [North] American Association of Central Cancer Registri®srking Group on Prénvasive Cervical
Neoplasia and PopulatieBased CanaeRegistries Final Subcommittee Repo/pril 1993, Rockville,
Md.: Adopted by the [NJAACCR Executive Board May 1993 and amended November 1993.)

31. Surveillance, Epidemiology, and End Results Program. SEER Edit DocumenieitiesdaMd.:
National Institutes of HealtiNational Cancer Institutélay 1993.

33. Cancer Registries Amendment APub. No. 10515, 106 Stat 3372 (October 24, 1992).

34. International Agency for Research on Candorld HealthOrganization International Association of
Cancer Registrieguropean Network of Cancer Registries. International Rules for Multiple Primary
Cancers (ICBO Third Edition), IARC, Lyon, 2004 http://www.iacr.com.fr/MPrules_july2004.pdf

Jensen OM, Parkin DM, MacLennan R, Muir CS, and SkeefdRl&) Cancer Registration: Principles
and MethodsLyon: International Agency for Research on Cantée1. IARC Scientific Pub. No. 95.

35. Shambaugh E, editén-chief. SEER Progranselfinstructional Manual for Cancer Registrars
Bethesda, Md.National Institutes of HealtliNational Cancer InstitutéVarious years.)

Book OneObijectives and Functions ofGancerRegisties, Hospital and Central (Populatien
Based).Third Edition; 1999.

Book Two: Cancer Characteristics and Selection of CaBaisd Edition; 1992.

Book Three: Tumor Registrar Vocabulary: Themposition of Medical TermSecond Edition;
1993.

Book Four: Human Anatomy as Related to Tumor FormaSeceond Edition; 1993.

38 Version 12" ChapterVI: References


http://www.census.gov/hhes/www/ioindex/overview.html.
http://www.naaccr.org/
http://www.iacr.com.fr/MPrules_july2004.pdf

Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

Book Five: Abstracting a Medical Record: Patient Identification, History, and ExaminaSexsnd
Edition; 1993.

Book Six Classification for Extent of Diseas&977.
Book Seven: Statistics and Epidemiology for Tumor Registta6s!.
Book Eight: Antineoplastic Drug$hird Edition; 1993.

36. Centers for Disease Control and Preventrmgram Announcement No. 00027: National Program of

Cancer Registrie§NPCR program documenttlanta: Centers for Disease Control and Prevention;
January 2000.

37. Hutchison C, Menck H, Burch M, Gottschall{&ls) Cancer Registry Management: Principles and
Practice.Second Edition. Dubuque, lowa: Kendall Hunt; 208de also: Menck HR, Deapén Phillips
JL, Tucker TD.Central Cancer Registries: Desigh, Management and 8seond Edition. Dubuque,
lowa: Kendall/Hunt Publishing Company: 2007.

38. See the Cancer Data Standards section of the NAACCR welgitenaaccr.org

Version 12 ChapterVI: References 39


http://www.naaccr.org/




Standards for Cancer Registries, Volume |l: Data Standards and Data DictidraugteenthEdition

CHAPTER VII:

RECORD LAYOUT TABLE (COLUMN # ORDER)

The following table presents Versid2 of the NAACCR record layout.fe table has column number,

length, item number, item name, section, and note fields. Differences from VerSarel tnarked
fRevisedo or ANewo in the fiNoteo column of the ta
F. Please Bdbeitbhms &ARetnot reflected in this tab
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Column # Length Item # Item Name Section Note
1-1 1 10 Record Type Record ID
2-2 1 30 Registry Type Record ID Revised
33 1 35 FIN Coding System Record ID Revised
4-16 13 37 Reserved0 Record ID
17-19 3 50 NAACCR Record Version Record ID Revised
20-29 10 45 NPI--Registry ID Record ID Revised
30-39 10 40 Registry ID Record ID Revised
40-41 2 60 Tumor Record Number Record ID Revised
42-49 8 20 Patient ID Number Record ID Revised
50-57 8 21 Patient System IEHosp Record ID Revised
5894 37 370 |Reserved 01 Record ID
95-144 50 70 Addr at DX--City Demographic Revised
145146 2 80 Addr at DX--State Demographic Revised
147-155 9 100 |Addr at DX--Postal Code Demographic Revised
156-158 3 90 County at DX Demographic Revised
159164 6 110 |Census Tract970/80/90 Demographic Revised
165165 1 368 |CensusBlockGroup 70/80/90 Demographic Revised
166166 1 120 |Census Cod Sys 1970/80/90 Demographic Revised
167-167 1 364 |Census Tr Cert 1970/80/90 Demographic Revised
168173 6 130 |Census Trac2000 Demographic Revised
174174 1 362 |Census Block Group 2000 Demographic Revised
175175 1 365 |Census Tr Certainty 2000 Demographic Revised
176176 1 150 [|Marital Status at DX Demographic Revised
177178 2 160 |Racel Demographic Revised
179180 2 161 |Race2 Demographic Revised
181-182 2 162 |Race3 Demographic Revised
183184 2 163 |Race4 Demographic Revised
185186 2 164 |Raceb Demographic Revised
187-187 1 170 |RaceCoding Sys-Current Demographic Revised
188188 1 180 |RaceCoding Sys-Original Demographic Revised
189189 1 190 |[Spanish/Hispanic Origin Demographic Revised
190190 1 200 |Computed Ethnicity Demographic Revised
191191 1 210 |Computed Ethnicitysource Demographic Revised
192192 1 220 |Sex Demographic Revised
193195 3 230 |Age at Diagnosis Demographic Revised
196203 8 240 |Date of Birth Demographic Revised
204205 2 241  |Date of BirthFlag Demographic New
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Column # Length Item # Item Name Section Note
206-208 3 250 |Birthplace Demographic Revised
209211 3 270 |Occupation CodeCensus Demographic Revised
212-214 3 280 |Industry CodeCensus Demographic Revised
215215 1 290 |Occupation Source Demographic Revised
216216 1 300 |Industry Source Demographic Revised
217316 100 310 |Text-Usual Occupation Demographic Revised
317-416 100 320 |Text-Usual Industry Demographic Revised
417-417 1 330 |Occup/Ind Coding System Demographic Revised
418418 1 191 |[NHIA Derived Hisp Origin Demographic Revised
419420 2 193 |Race-NAPIIA (derived API) Demographic Revised
421421 1 192  |IHS Link Demographic Revised
422-423 2 366 |GIS Coordinate Quality Demographic Revised
424425 2 3300 |RuralUrban Continuum 1993 Demographic Revised
426427 2 3310 |RuralUrban Continuum 2003 Demographic Revised
428527 100 530 |Reserved 02 Demographic
528529 2 380 |Sequence NumbetCentral Cancer Identification Revised
530537 8 390 |Date of Diagnosis Cancer Identification Revised
538539 2 391 |Date of Diagnosi§lag Cancer Identification New
540543 4 400 |Primary Site Cancer Identification Revised
544544 1 410 |Laterality Cancer Identification Revised
545549 5 419 |Morph--Type&Behav ICDO-2 Cancer Identification Revised
545548 4 420 |Histology (9200) ICD-O-2 Cancerldentification Revised
549549 1 430 |Behavior (9200) ICD-O-2 Cancer Identification Revised
550554 5 521 |Morph--Type&Behav ICDO-3 Cancer Identification Revised
550553 4 522  |Histologic Type ICDO-3 Cancer Identification Revised
554554 1 523 |Behavior Code ICBO-3 Cancer Identification Revised
555555 1 440 |Grade Cancer Identification Revised
556-556 1 441  |GradePath Value Cancer Identification New
557557 1 449 |GradePath System Cancer Identification New
558558 1 450 |Site Coding SysCurrent Cancer Identification Revised
559559 1 460 |Site Coding SysOriginal Cancer Identification Revised
560560 1 470 |Morph Coding SysCurrent Cancer Identification Revised
561-561 1 480 |Morph Coding SysOriginl Cancer Identification Revised
562562 1 490 |Diagnostic Confirmation Cancer Identification Revised
563563 1 500 |Type of Reportingsource Cancer Identification Revised
564565 2 501 |Casefinding Source Cancer Identification Revised
566-566 1 442  |Ambiguous Terminology DX Cancerldentification Revised
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Column # Length Item # Item Name Section Note
567574 8 443  |Date of Conclusive DX Cancer Ildentification Revised
575576 2 448 |Date Conclusive DX Flag Cancer Identification New
577578 2 444  |Mult Tum Rpt a€One Prim Cancer Identification Revised
579586 8 445  |Date of Multiple Tumors Cancer Identification Revised
587-588 2 439 |Date of Mult Tumors Flag Canceidentification New
589590 2 446  |Multiplicity Counter Cancer Identification Revised
591-690 100 680 |Reserved 03 Cancer Ildentification
691-700 10 545  |NPI--Reporting Facility HospitatSpecific Revised
701710 10 540 |Reporting Facility HospitatSpecific Revised
711720 10 3105 |NPI--Archive FIN Hospitat Specific Revised
721730 10 3100 |Archive FIN Hospitat Specific Revised
731739 9 550 |Accession NumberHosp Hospitat Specific Revised
740741 2 560 |Sequence NumbeHospital HospitatSpecific Revised
742744 3 570 |Abstracted By HospitatSpecific Revised
745752 8 580 |Date of 1st Contact HospitatSpecific Revised
753754 2 581 |Date of 1st Contadtlag Hospitat Specific New
755762 8 590 |Date of Inpatient Adm Hospitat Specific Revised
763764 2 591 |Date of Inpt Adm Flag HospitatSpecific New
765772 8 600 |Date of Inpatient Disch HospitatSpecific Revised
773774 2 601 |Date of Inpt Disch Flag Hospitat Specific New
775775 1 605 |Inpatient Status Hospitat Specific New
776777 2 610 |Class of Case Hospitat Specific Revised
778779 2 630 |Primary Payer at DX Hospitat Specific Revised
780780 1 665 |RX Hosp-ASA Class HospitatSpecific New
781781 1 668 |RX Hosp-Surg App 2010 Hospitat Specific New
782783 2 670 |RX Hosp-Surg Prim Site Hospitat Specific Revised
784784 1 672 |RX Hosp-Scope Reg LN Sur Hospitat Specific Revised
785785 1 674 |RX Hosp-Surg Oth Reg/Dis Hospitat Specific Revised
786787 2 676 |RX Hosp-Reg LN Removed Hospitat Specific Revised
788788 1 678 RX Hosp-Surg Timing Hospitat Specific New
789789 1 690 |RX Hosp-Radiation Hospitat Specific Revised
790791 2 700 |RX Hosp-Chemo Hospitat Specific Revised
792793 2 710 |RX Hosp-Hormone Hospitat Specific Revised
794795 2 720 |RX Hosp-BRM HospitatSpecific Revised
796796 1 730 |RX Hosp-Other HospitatSpecific Revised
797798 2 740 |RX Hosp-DX/Stg Proc Hospitat Specific Revised
799799 1 3280 |RX Hosp-Palliative Proc Hospitat Specific Revised
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Column # Length Item # Item Name Section Note
800-801 2 746  |RX Hosp-Surg Site 982 HospitatSpecific Revised
802-802 1 747 |RX Hosp-Scope Reg 982 HospitatSpecific Revised
803803 1 748 |RX Hosp-Surg Oth 9802 HospitatSpecific Revised
804903 100 750 |Reserved 04 Hospitat Specific
904904 1 759 |SEER Summary Stage 2000 Stage/Prognostic Factors Revised
905905 1 760 |SEER Summary Stage 1977 Stage/Prognostic Factors Revised
906917 12 779 |Extent of Diseas&0-Dig Stage/Prognostic Factors Revised
906-908 3 780 |EOD--Tumor Size Stage/Prognostic Factors Revised
909910 2 790 |EOD--Extension Stage/PrognostiEactors Revised
911912 2 800 |EOD--ExtensionProst Path Stage/Prognostic Factors Revised
913913 1 810 |EOD--Lymph Node Involv Stage/Prognostic Factors Revised
914915 2 820 |Regional Nodes Positive Stage/Prognostic Factors Revised
916917 2 830 |Regional Nodes Examined Stage/Prognostic Factors Revised
918930 13 840 |EOD--Old 13 Digit Stage/Prognostic Factors Revised
931-932 2 850 |EOD--Old 2 Digit Stage/Prognostic Factors Revised
933936 4 860 |EOD--OId 4 Digit Stage/Prognostic Factors Revised
937937 1 870 |Coding System for EOD Stage/Prognostic Factors Revised
938939 2 1060 |TNM Edition Number Stage/Prognostic Factors Revised
940943 4 880 |TNMPathT Stage/Prognostic Factors Revised
944947 4 890 |TNM Path N Stage/Prognostic Factors Revised
948951 4 900 |TNM Path M Stage/Prognostic Factors Revised
952-955 4 910 |TNM Path Stage Group Stage/PrognostiEactors Revised
956-956 1 920 |TNM Path Descriptor Stage/Prognostic Factors Revised
957957 1 930 |TNM Path Staged By Stage/Prognostic Factors Revised
958961 4 940 |TNMCIinT Stage/Prognostic Factors Revised
962-965 4 950 |TNMCIlinN Stage/Prognostic Factors Revised
966-969 4 960 |TNMClin M Stage/Prognostic Factors Revised
970973 4 970 |TNM Clin Stage Group Stage/Prognostic Factors Revised
974974 1 980 |TNM Clin Descriptor Stage/Prognostic Factors Revised
975975 1 990 |TNM Clin Staged By Stage/Prognostic Factors Revised
976977 2 1120 |Pediatric Stage Stage/Prognostic Factors Revised
978979 2 1130 |Pediatric Staging System Stage/Prognostic Factors Revised
980-980 1 1140 |Pediatric StageBy Stage/Prognostic Factors Revised
981-981 1 1150 |Tumor Marker 1 Stage/Prognostic Factors Revised
982-982 1 1160 |Tumor Marker 2 Stage/Prognostic Factors Revised
983983 1 1170 |Tumor Marker 3 Stage/Prognostic Factors Revised
984-984 1 1182 |Lymph-vascular Invasion Stage/Prognostic Factors New
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Column # Length Item # Item Name Section Note
985987 3 2800 |CS Tumor Size Stage/Prognostic Factors Revised
988990 3 2810 |CS Extension Stage/Prognostic Factors Revised
991991 1 2820 |CS Tumor Size#xt Eval Stage/Prognostic Factors Revised
992-994 3 2830 |CS Lymph Nodes Stage/Prognostic Factors Revised
995995 1 2840 |CS Lymph Nodeg&val Stage/Prognostic Factors Revised
996-997 2 2850 |[CS Mets at DX Stage/PrognostiEactors Revised
998998 1 2860 |CS Mets Eval Stage/Prognostic Factors Revised
999999 1 2851 |CS Mets at DxBone Stage/Prognostic Factors New

10061000 1 2852 |CS Mets at D»Brain Stage/Prognostic Factors New

1001-1001 1 2853 |CS Mets at DxLiver Stage/Prognostic Factors New

10021002 1 2854 |CS Mets at DxLung Stage/Prognostic Factors New

10031005 3 2880 |CSSite-Specific Factor 1 Stage/Prognostic Factors Revised

10061008 3 2890 |CS SiteSpecific Factor 2 Stage/Prognostic Factors Revised

10091011 3 2900 |CS SiteSpecific Factor 3 Stage/Prognostic Factors Revised

10121014 3 2910 |CS SiteSpecific Factor 4 Stage/Prognostic Factors Revised

10151017 3 2920 |CS SiteSpecific Factor 5 Stage/Prognostic Factors Revised

10181020 3 2930 |CS SiteSpecific Factor 6 Stage/Prognostic Factors Revised

1021-1023 3 2861 |CS SiteSpecific Factor 7 Stage/Prognostic Factors New

10241026 3 2862 |CS SiteSpecific Factor 8 Stage/Prognostic Factors New

10271029 3 2863 |CS SiteSpecific Factor 9 Stage/Prognostic Factors New

10301032 3 2864 |CS SiteSpecificFactor10 Stage/Prognostic Factors New

10331035 3 2865 |CS SiteSpecific Factorll Stage/Prognostic Factors New

10361038 3 2866 |CS SiteSpecific Factorl2 Stage/Prognostic Factors New

10391041 3 2867 |CS SiteSpecific Factorl3 Stage/Prognostic Factors New

10421044 3 2868 |CS SiteSpecific Factorl4 Stage/Prognostic Factors New

10451047 3 2869 |CS SiteSpecific Factorl5 Stage/Prognostic Factors New

10481050 3 2870 |CS SiteSpecific Factorl6 Stage/Prognostic Factors New

1051-1053 3 2871 |CSSite-Specific Factorl? Stage/Prognostic Factors New

10541056 3 2872 |CS SiteSpecific Factorl8 Stage/Prognostic Factors New

10571059 3 2873 |CS SiteSpecific Factorl9 Stage/Prognostic Factors New

10601062 3 2874 |CS SiteSpecific Factor20 Stage/Prognostic Factors New

10631065 3 2875 |CS SiteSpecific Factor21 Stage/Prognostic Factors New

10661068 3 2876 |CS SiteSpecific Factor22 Stage/Prognostic Factors New

10691071 3 2877 |CS SiteSpecific Factor23 Stage/Prognostic Factors New

10721074 3 2878 |CS SiteSpecific Factor24 Stage/Prognostic Factors New

10751077 3 2879 |CS SiteSpecific Factor25 Stage/Prognostic Factors New

10781080 3 2730 |CS PreRx Tumor Size Stage/Prognostic Factors New
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Column # Length Item # Item Name Section Note
1081-1083 3 2735 |CS PreRx Extension Stage/Prognostic Factors New
10841084 1 2740 |CS PreRx Tum Sz/Ext Eval Stage/Prognostic Factors New
10851087 3 2750 |CS PreRx Lymph Nodes Stage/Prognostic Factors New
10881088 1 2755 |CS PreRx Reg Nodes Eval Stage/Prognostic Factors New
10891090 2 2760 |CS PreRx Mets at DX Stage/Prognostic Factors New
1091:1091 1 2765 |CS PreRx Mets Eval Stage/Prognostic Factors New
10921094 3 2770 |CS PostRx Tumor Size Stage/Prognostic Factors New
10951097 3 2775 |CS PostRx Extension Stage/Prognostic Factors New
10981100 3 2780 |CS PostRx Lymph Nodes Stage/Prognostic Factors New
1101:1102 2 2785 |CS PostRx Mets at DX Stage/Prognostic Factors New
11031104 2 2940 |Derived AJCGC6 T Stage/Prognostic Factors Revised
11051105 1 2950 |Derived AJCC6 T Descript Stage/Prognostic Factors Revised
11061107 2 2960 |Derived AJCG6 N Stage/Prognostic Factors Revised
11081108 1 2970 |Derived AJCG6 N Descript Stage/Prognostic Factors Revised
11091110 2 2980 |Derived AJCG6 M Stage/Prognostic Factors Revised
11121111 1 2990 |Derived AJCCG6 M Descript Stage/Prognostic Factors Revised
11121113 2 3000 |Derived AJCCS6 Stage Grp Stage/Prognostic Factors Revised
11141116 3 3400 |Derived AJCC7 T Stage/Prognostic Factors New
11171117 1 3402 |Derived AJCG7 T Descript Stage/Prognostic Factors New
11181120 3 3410 |Derived AJCG7 N Stage/Prognostic Factors New
11211121 1 3412 |Derived AJCG7 N Descript Stage/Prognostic Factors New
11221124 3 3420 |Derived AJCC7 M Stage/Prognostic Factors New
11251125 1 3422 |Derived AJCC7 M Descript Stage/Prognostic Factors New
11261128 3 3430 |Derived AJCC7 Stage Grp Stage/Prognostic Factors New
11291131 3 3440 |Derived PreRx7 T Stage/Prognostic Factors New
11321132 1 3442 |Derived PreRx7 T Descrip Stage/Prognostic Factors New
11331135 3 3450 |Derived PreRx7 N Stage/Prognostic Factors New
11361136 1 3452 |Derived PreRx7 N Descrip Stage/Prognostic Factors New
11371139 3 3460 |Derived PreRx7 M Stage/Prognostic Factors New
11401140 1 3462 |Derived PreRx7 M Descrip Stage/Prognostic Factors New
1142-1143 3 3470 |Derived PreRx7 Stage Grp Stage/Prognostic Factors New
11441146 3 3480 |Derived PostR¥? T Stage/Prognostic Factors New
11471149 3 3482 |Derived PostR¥7 N Stage/Prognostic Factors New
11501151 2 3490 |Derived PostRx? M Stage/Prognostic Factors New
11521154 3 3492 |Derived PostR¥7 Stge Grp Stage/Prognostic Factors New
11551155 1 3010 |Derived SS1977 Stage/Prognostic Factors Revised
11561156 1 3020 |Derived SS2000 Stage/Prognostic Factors Revised
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Column # Length Item # Item Name Section Note
11571157 1 3600 |Derived N@adjuv Rx Flag Stage/Prognostic Factors New
11581158 1 3030 |Derived AJCG-Flag Stage/Prognostic Factors Revised
11591159 1 3040 |Derived SS197-¢Flag Stage/Prognostic Factors Revised
11601160 1 3050 |Derived SS2000Flag Stage/Prognostic Factors Revised
11611166 6 2937 |CS Version Input Current Stage/Prognostic Factors New
1167#1172 6 2935 |CS Versionnput Original Stage/Prognostic Factors Revised
11731178 6 2936 |CS Version Derived Stage/Prognostic Factors Revised
11791179 1 3700 |SEER SiteSpecific Fact 1 Stage/Prognostic Factors New
11801180 1 3702 |SEER SiteSpecific Fact 2 Stage/Prognostic Factors New
1181-1181 1 3704 |SEER SiteSpecific Fact 3 Stage/Prognostic Factors New
11821182 1 3706 |SEER SiteSpecific Fact 4 Stage/Prognostic Factors New
11831183 1 3708 |SEER SiteSpecific Fact 5 Stage/Prognostic Factors New
11841184 1 3710 |SEER SiteSpecific Fact 6 Stage/Prognostic Factors New
11851185 1 3165 |ICD Revision Comorbid Stage/Prognostic Factors Revised
11861190 5 3110 |Comorbid/Complication 1 Stage/Prognostic Factors Revised
11911195 5 3120 [Comorbid/Complication 2 Stage/Prognostic Factors Revised
11961200 5 3130 [Comorbid/Complication 3 Stage/Prognostic Factors Revised
1201:1205 5 3140 [Comorbid/Complication 4 Stage/Prognostic Factors Revised
12061210 5 3150 |Comorbid/Complication 5 Stage/Prognostic Factors Revised
12111215 5 3160 [Comorbid/Complication 6 Stage/Prognostic Factors Revised
12161220 5 3161 |Comorbid/Complication 7 Stage/Prognostic Factors Revised
12211225 5 3162 |Comorbid/Complication 8 Stage/Prognostic Factors Revised
12261230 5 3163 |Comorbid/Complication 9 Stage/Prognostic Factors Revised
1231:1235 5 3164 |Comorbid/Complication 10 Stage/Prognostic Factors Revised
12361435 200 1180 |Reserved 05 Stage/Prognostic Factors
14361443 8 1260 |Date of Initial R%-SEER Treatmentlst Course Revised
14441445 2 1261 |Date of Initial RX Flag Treatmentlst Course New
14461453 8 1270 |Date of 1st Crs RXCoC Treatmentlst Course Revised
14541455 2 1271 |Date of 1st Crs Rx Flag Treatmentlst Course New
14561463 8 1200 |RX Date-Surgery Treatmentlst Course Revised
14641465 2 1201 |RX Date-SurgeryFlag Treatmentlst Course New
14661473 8 3170 |RX Date-Most Defin Surg Treatmentlst Course Revised
14741475 2 3171 |RX Date Mst Defn Srg Flag Treatmentlst Course New
14761483 8 3180 |RX Date-Surgical Disch Treatmentlst Course Revised
14841485 2 3181 |RX Date Surg Disch Flag Treatmentlst Course New
14861493 8 1210 |RX Date-Radiation TreatmentlstCourse Revised
14941495 2 1211 |RX Date-RadiationFlag Treatmentlst Course New
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Column # Length Item # Item Name Section Note
14961503 8 3220 |RX Date-RadiationEnded Treatmentlst Course Revised
15041505 2 3221 |RX Date Rad Ended Flag Treatmentlst Course New
15061513 8 3230 |RX Date-Systemic Treatmentlst Course Revised
15141515 2 3231 |RX Date Systemic Flag Treatmentlst Course New
15161523 8 1220 |RX Date-Chemo Treatmentlst Course Revised
15241525 2 1221 |RX Date-ChemoFlag Treatmentlst Course New
15261533 8 1230 |RX Date-Hormone TreatmentlstCourse Revised
15341535 2 1231 |RX Date-HormoneFlag Treatmentlst Course New
15361543 8 1240 |RX Date-BRM Treatmentlst Course Revised
15441545 2 1241 |RX Date-BRM Flag Treatmentlst Course New
15461553 8 1250 |RX Date-Other Treatmentlst Course Revised
15541555 2 1251 |RX Date-OtherFlag Treatmentlst Course New
15561563 8 1280 |RX Date-DX/StgProc Treatmentlst Course Revised
15641565 2 1281 |RX Date-Dx/Stg Proc Flag Treatmentlst Course New
15661566 1 1285 |RX Summ-Treatment Status Treatmentlst Course New
15671568 2 1290 |RX Summ-Surg Prim Site Treatmentlst Course Revised
15691569 1 1292 |RX Summ-Scope Reg LN Sur Treatmentlst Course Revised
15701570 1 1294 |RX Summ-Surg Oth Reg/Dis Treatmentlst Course Revised
15711572 2 1296 |RX Summ-Reg LN Examined Treatmentlst Course Revised
15731573 1 1310 |RX Summ-Surgical Approch TreatmentlstCourse Revised
15741574 1 1320 |RX Summ-Surgical Margins Treatmentlst Course Revised
15751575 1 1330 |RX Summ-Reconstruct 1st Treatmentlst Course Revised
15761576 1 1340 |Reason for No Surgery Treatmentlst Course Revised
15771578 2 1350 |RX Summ-DX/Stg Proc Treatmentlst Course Revised
15791579 1 3270 |RX Summ-Palliative Proc Treatmentlst Course Revised
15801580 1 1360 |RX Summ-Radiation Treatmentlst Course Revised
15811581 1 1370 |RX Summ-Rad to CNS Treatmentlst Course Revised
15821582 1 1380 |RX Summ-Surg/Rad Seq Treatmentlst Course Revised
15831584 2 3250 [RX Summ-Transplnt/Endocr Treatmentlst Course Revised
15851586 2 1390 |RX Summ-Chemo Treatmentlst Course Revised
15871588 2 1400 |RX Summ-Hormone Treatmentlst Course Revised
15891590 2 1410 |RX Summ-BRM Treatmentlst Course Revised
15911591 1 1420 |RX Summ-Other Treatmentlst Course Revised
15921592 1 1430 |Reason for No Radiation Treatmentlst Course Revised
15931594 2 1460 |RX Coding SystemCurrent Treatmentlst Course Revised
15951595 1 1500 |First Course Calc Method Treatmentlst Course Revised
15961600 5 1510 |Rad-Regional DoseCGY Treatmentlst Course Revised
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