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PREFACE TO THE FOURTEENTH  EDITION  
 

 

NAACCR continues with our strong commitment to all members in North America to maintain 

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 combined for 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 many concerns of central cancer registries that could not implement annual changes in 

a timely manner, guidelines were developed for major changes to be implemented in a 3-year cycle. This 

Fourteenth Edition of NAACCR Standards for Cancer Registries Volume II: Data Standards and Data 

Dictionary is the first version of major changes since these guidelines were developed. As in the past, there 

will be challenges in the implementation of the new and revised standards in this volume. The record layout 

in this version of Volume II was expanded from a character length of 6,694 to 22,824 to accommodate the 

many new data items, changes to existing data items and expansion of text fields. 

 

The Interoperability Ad Hoc Committee and its work groups recommended several new data items and 

changes to existing data items to begin the process of bringing standard registry items into a form more 

consistent with widely-accepted data transmission formats. These recommendations were approved and are 

included in Volume II Version 12. For example, the format for date fields has changed from 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 items came from the work and coordinated efforts 

between the taskforces that developed the AJCC Cancer Staging Manual, 7
th
 Edition and the Collaborative 

Staging Version 2. 

 

Please note that black vertical lines in the outside margins highlight revisions from the previous 

version. 
 

In particular I would like to thank Jan Snodgrass, Chair of the Volume II Subcommittee and co-Chair of the 

Uniform Data Standards Committee (UDSC) and Nancy Schlag, co-Chair of the UDSC, for their leadership, 

dedication and hard work on Standards Volume II. A special thank you goes to Monica Thornton and Lilia 

OôConnor for their commitment and diligent efforts in bringing this document to completion. 

 

Lori A. Havener, CTR 

Program Manager of Standards 

NAACCR, Inc.
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CHAPTER I :  

 

PROBLEM STATEMENT , GOALS, AND SCOPE OF THIS DOCUMENT  
 

  

THE PROBLEM  
 

In the late 1980s, increased efforts to pool data collected by different cancer registries drew attention to 

problems resulting from insufficient data standardization. This lack of standardization had a substantial cost 

and limited more widespread use of valuable data. Three groups especially felt the impact: state registries 

receiving data from hospital registries, the NAACCR Data Evaluation and Publication committee, and the 

Commission on Cancerôs (CoC) National Cancer Data Base (NCDB). 

 

The lack of standardization took many forms. Data 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 information. Blanks, dashes, and defined codes were all used to indicate ñunknownò data. Other 

substantial discrepancies were less easy to detect and correct. Hospitals and software providers faced 

conflicting standards and requirements when they were reporting to a central registry and maintaining a 

database consistent with CoC standards. 

 

THE SOLUTION  

 

Many of NAACCRôs sponsoring organizations, including the National Cancer Institute (NCI), the Centers for 

Disease Control and Prevention (CDC), and CoC, recognized that increasing standardization is an essential 

step in decreasing the costs associated with data collection, making more efficient use of increasingly limited 

human resources needed for data collection, management, and analysis, and obtaining more 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 Committee (originally called the Data Exchange Standards Committee) 

spearheaded by NCDB, and the task fell to the newly formed Committee on a Unified Database which later 

morphed into NAACCRôs Uniform Data Standards Committee. Later, the CDC entered into an agreement 

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

population-based cancer registries. These efforts were complementary. Continued support from the NCI, the 

CoC, and the CDC has enabled continued development and maintenance of standards. The results of these 

efforts are the following standards documents published to date: 

 

  



Standards for Cancer Registries, Volume II: Data Standards and Data Dictionary, Fourteenth Edition 

 

2  Version 12 ï Chapter I: Problem Scope and Goals of this Document   
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Descriptions, Record Layout Version 11.3. Springfield, Ill.: North American Association of Central Cancer 

Registries, June 2008. 

 

Havener LA (ed). Standards for Cancer Registries Volume I: Data Exchange Standards and Record 

Descriptions, Record Layout Version 11.2. Springfield, Ill.: North American Association of Central Cancer 

Registries, June 2007. 

 

Havener LA (ed). Standards for Cancer Registries Volume I: Data Exchange Standards and Record 

Descriptions, Record Layout Version 11.1. Springfield, Ill.: North American Association of Central Cancer 

Registries, June 2006. 

 

Havener LA, Abe T, Bushhouse S, Gordon B, Hamlyn E, Hill KB, Hurlbut AA, Menck HR (eds). Standards 

for Cancer Registries Volume I: Data Exchange Standards and Record Descriptions, Record Layout Version 

11. Springfield, Ill.: North American Association of Central Cancer Registries, November 2004. 

 

Havener L, Abe T, Bushhouse S, Gordon B, Hill K, Hurlbut A, Seiffert J (eds). Standards for Cancer 

Registries Volume I: Data Exchange Standards and Record Descriptions, Record Layout Version 10.1. 

Springfield, Ill.: North American Association of Central Cancer Registries, November 2003. 

 

Abe T and Seiffert J (eds). Standards for Cancer Registries, Volume I, Data Exchange Standards and Record 

Description. Record Layout Version 9. Springfield, Ill.: North American Association of Central Cancer 

Registries, September 7, 2000.  

 

North American Association of Central Cancer Registries. Standards for Cancer Registries, Volume I, Data 

Exchange Standards and Record Description. Version 7. Sacramento, Cal.: North American Association of 

Central Cancer Registries, January 1, 1999. 

 

North American Association of Central Cancer Registries. Standards for Cancer Registries, Volume I, Data 

Exchange Standards and Record Description. Version 6. Sacramento, Cal.: North American Association of 

Central Cancer Registries, March 20, 1998. 

 

Gordon B and Seiffert J (eds). Standards for Cancer Registries, Volume I, Data Exchange Standards and 

Record Description. Version 5.1. Sacramento, Cal.: North American Association of Central Cancer 

Registries, 1997. 

 

Gordon B (ed). Standards for Cancer Registries, Volume I, Data Exchange Standards and Record 

Description. Version 3.0. Sacramento, Cal.: American Association of Central Cancer Registries, February 

1994. 

 

NAACCR Standards Volume II: 

Havener LA, Thornton ML (eds). Standards for Cancer Registries Volume II: Data Standards and Data 

Dictionary, Thirteenth Edition. Record Layout Version 11.3. Springfield, Ill.: North American Association of 

Central Cancer Registries, April 2008. 

 

Havener LA, Hofferkamp J (eds). Standards for Cancer Registries Volume II: Data Standards and Data 

Dictionary, Twelfth Edition. Record Layout Version 11.2. Springfield, Ill.: North American Association of 

Central Cancer Registries, April 2007. 
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Seiffert J (ed). Standards for Cancer Registries Volume II: Data Standards and Data Dictionary, Changed 

Data Dictionary Entries Only. Sacramento, Cal.: North American Association of Central Cancer Registries; 

April 13, 1998. 
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NAACCR Standards Volume III:  

Hofferkamp J (ed). Standards for Cancer Registries Volume III: Standards for Completeness, Quality, 

Analysis, Management, Security and Confidentiality of Data. Springfield, Ill.: North American Association of 

Central Cancer Registries, August 2008. 

 

Havener LA (ed). Standards for Cancer Registries Volume III: Standards for Completeness, Quality, 

Analysis, and Management of Data. Springfield, Ill.: North American Association of Central Cancer 

Registries, October 2004. 

 

North American Association of Central Cancer Registries. Standards for Completeness, Quality, Analysis, 

and Management of Data. Springfield, Ill.: North American Association of Central Cancer Registries, 

September 2000. 

 

Seiffert J (ed). Standards for Cancer Registries Volume III: Standards for Completeness, Quality, Analysis, 

and Management of Data. Sacramento, Cal.: American Association of Central Cancer Registries, February 

14, 1994. 

 

NAACCR Standards Volume IV: 

Seiffert J, Capron S, and Tebbel J, (eds). Standards for Cancer Registries Volume IV: Standard Data Edits. 

Sacramento, Cal.: North American Association of Central Cancer Registries; April 4, 1996. 

 

NAACCR Standards Volume V: 

Havener LA (ed). Standards for Cancer Registries Volume V: Pathology Laboratory Electronic Reporting, 

Version 2.1. Springfield, Ill.: North American Association of Central Cancer Registries, Inc., September 

2007. (Revised January 2008 and May 2008.) 

 

 

GOAL OF THIS DOCUMENT  

 

The goal of this volume is to define the NAACCR data standards for cancer registration for use by central 

registries, hospital-based registries, and other groups in North America to abstract cancer diagnosed on or 

after January 1, 2010.  

 

Objectives of the standardization effort, and of this document, are to: 

 

× Provide a comprehensive reference to ensure uniform data collection 

 

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

 

× Facilitate the collection of comparable data among groups 

 

× Provide a resource document to help registries that are establishing or revising their databases 

 

 

This document will be used by new and existing facility-based and central cancer registries to ensure that their 

program and standard definitions and codes are consistent with those 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 standard-setting groups, such as CoC, 

CDC, NAACCR, NCI and the Canadian Council of Cancer Registries (CCCR) also will benefit. 
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This Data Dictionary describes all current data items. Those that are new or have been modified since the 

preceding Data Dictionary are listed in Chapter VII. Sidebars in Chapter X also indicate changes. 

 

The present volume uses the same structure and philosophy as NAACCRôs data exchange standards. Where a 

standard exists for an item or type of data, the standard is incorporated by reference. Where a variety of 

standards are in use, alternate coding schemes accommodate them, but the different coding schemes are 

recorded separately, or another data field is used to indicate which coding standard was used. 

 

 

SCOPE OF THIS DOCUMENT: WHAT STANDARDS ARE INCLUDED?  

 

The present document is limited to standards regarding data, rather than procedures. More specifically, it 

focuses on a subset of possible data standards that NAACCR considers important to establish. These include: 

 

× Reportability  

Reportability defines the rules for inclusion of specific types of tumors in the registry (see Chapter III). 

 

× Data Items or Elements To Be Included 

Some data items are required or recommended by particular standard setters while others are optional or are 

retained because they were abstracted in the past. Chapter VIII specifies the required status for each. 

 

Example: ñSexò is listed as a required standard data element in Chapter VIII by all standards setters 

represented. 

 

× Standardized Item Numbers and Item Names 

For ease and consistency of reference, all items are assigned both numbers and names (e.g., the item ñSexò is 

assigned the item number 220). The item number is intended to be permanent and will not change in future 

NAACCR standards publications. Assignment of permanent numbers was necessary because standard-setting 

organizations have changed item names over time or have applied similar names to items with different 

definitions. Item numbers allow the required precision of reference. When data items are deleted, the item 

numbers are retired and will never be reused for a different data item. Some data item numbers were 

intentionally left blank to allow the insertion of related items in the future. Ranges of available data item 

numbers have been assigned to different uses, as follows: 
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Range Use 

00001 - 04999 Data items in new case layouts, record types I, C, A, or M. 

05000 - 06999 Data items in Analysis/Research record only. (These data items are not within the 

purview of NAACCR, and NAACCR will not use the data item numbers in this 

range.) 

07000 - 08999 Pathology Laboratory record. 

09000 - 09099 Data items 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 of 

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 assigned by CoC or 

others. A large range is allotted because many new items may be assigned each year 

for individual studies.  
 

Refer to NAACCR Standards Volume I
1
 for 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: 

 

¶ 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 (i.e., the word ñfirstò always is entered ñ1st,ò ñtreatmentò is ñRX,ò and so 

on). Other limitations will be imposed as needed. Thus, item names will  be identical in this data 

standards volume and the NAACCR Metafile of standard edits. 
 

¶ Consistency 

Consistency was a goal in formatting names and in using special characters. The character ñ--ò is used 

to distinguish among item names built on the same stem name. 
 

Example: ñSequence Number--Hospitalò and ñSequence Number--Centralò are the names of two 

differently defined sequence numbers. 
 

¶ 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 of treatment fields related to radiation therapy begin with ñRad,ò so that in a list 

of item names they will appear together: 

Rad--No of Treatment Vol 

Rad--Elapsed RX Days 

 

× 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 Chapter VII. See Volume I
1
 in this series for more extensive 

information on the data exchange and other NAACCR standard layouts. 

 

  Example: ñSexò is in character position 192 in the NAACCR Data Exchange Record Layout Version 12. 
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× Codes 

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

specify either the standard codes for each data item or the source for the codes. 

 

Example for the item ñSexò: 

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, every 

effort should be made to ensure that the more specific codes will  accurately collapse into the pre-existing 

codes. This approach permits diversity without compromising inter-registry comparability or meta-analyses. 

 

× Coding Rules 
Coding rules are the guidelines and interpretations for deciding the correct code for a given tumor and are 

defined in the documentation of other standard-setting organizations. For each data item, Chapters VIII and X 

list a ñSource of Standard,ò and the documentation from this source should be consulted for coding rule 

standards. 

 

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

states the patient is female and the death certificate 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 development of cancer registry 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 the morphology of neoplasms in 1951. ACS has long supported the standard-setting 

programs of ACoS, including the Fundamental Tumor Registry Operations Education Program, the Registry 

Operations and Data Standards, and the American Joint Committee on Cancer (AJCC).  

 

American College of Surgeons 

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

and the cancer registries that are a part of such programs. Through its Approvals Program, CoC implements 

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

published in: 

 

× Cancer Program Standards 2004,
27

 which presents standards for the full range of cancer program 

activities, including the registry. 

 

× Facility Oncology Registry Data Standards (FORDS): Revised for 2007,
2
 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 instructions published by CoC. 

 

Through NCDB, CoC provides data quality feedback to approved cancer programs, software providers, and 

the general cancer registry community. Hospitals in the Approvals Program are required to submit non-

confidential registry data to NCDB, and CoC monitors the quality of data submissions in accordance with 

existing published standards for approved programs.  

 

FORDS, the Cancer Program Standards, and the NCDB Call for Data announcements, instructions, and 

technical specifications are available to download at no charge at http://www.facs.org. CoC maintains an 

interactive Inquiry and Response Database to answer questions about all cancer-related 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 use 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 prognosis to 

facilitate the management of cancer care. AJCC is dedicated to the ideal that all cancer cases should be 

staged, and it publishes the Cancer Staging Manual,
7
 now in its Seventh Edition as well as the Collaborative 

Stage Data Collection System,
13 

now in its Second Edition. 

 

http://www.facs.org/
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Canadian Council of Cancer Registries 

The Canadian Council of Cancer Registries (CCCR) is the standard setting organization in Canada, originally 

established in 1978. This is a committee comprised of representatives (the directors) of each of the provincial 

and territorial cancer registries (PTCRs), Statistics Canada (STC) and other key stakeholders (e.g., Canadian 

Cancer Society (CCS), Public Health Agency of Canada [PHAC]). 

  

The objectives of the CCCR include: 

 

× To provide direction for data collection and use 

 

× To provide leadership and support for standard setting and quality management 

 

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

research  

 

× To promote the use and dissemination of Cancer Control information 

 

× To provide leadership and support to the provinces and territories related to the National Cancer Registry 

System. 

 

Canadian data are housed in the Canadian Cancer Registry (CCR) that is maintained by Statistics Canada. 

The CCR evolved from the event-oriented (1969) National Cancer Incidence Reporting System (NCIRS) and 

begins with patient-oriented cases diagnosed in 1992. Data are collected and reported by the PTCRs through 

annual calls for data. The CCR includes mechanisms for updating and clearing death records and 

identification of duplicates reported across PTCRs.   

 

The CCCR is consistent with standards and practices outlined by IACR and NAACCR.  

 

Sponsors and partners include: 

 

× Canadian Association of Provincial Cancer Agencies (CAPCA) 

 

× Statistics Canada (STC)  

 

× National Cancer Institute of Canada (NCIC)/Canadian Cancer Society (CCS)  

 

× Public Health Agency of Canada (PHAC) 

 

Data partners are: 

 

× Provincial Cancer organizations, Provincial/Territorial Ministries of Health  

 

× Vital Statistics departments (provincial, territorial and federal) 

 

National Cancer Registrars Association 

An organization of cancer data professionals founded as the National Tumor Registrars Association in 1974, 

the National Cancer Registrars Association (NCRA) has been instrumental in the training and certification of 

cancer registrars. NCRA has produced a variety of educational 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 services of the cancer registry. Their 
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publications also include a college-level cancer registry methods textbook (Cancer Registry Management: 

Principles and Practice, 2
nd

 Edition, 2004).
37

 

 

Since 1983, NCRA has promoted the certification of cancer registrars through a semi-annual examination. 

More than 4,000 Certified Tumor Registrars (CTRs) have successfully completed the exam, which evaluates 

technical knowledge of methods of cancer data collection, management, and quality control, as well as 

International Classification of Diseases for Oncology (ICD-O) topography and morphology coding and 

AJCC, Collaborative Staging and Surveillance, Epidemiology and End Results (SEER) Program staging 

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

2 years, which can be obtained by participating in conferences and teleconferences that NCRA has 

precertified, and by obtaining a passing score on quizzes in NCRAôs Journal of Registry Management. 

 

Membership in NCRA is open to anyone interested in cancer data collection. For further information, contact 

NCRA on the Web at: http://www.ncra-usa.org. 

 

National Coordinating Council for Cancer Surveillance 

Founded in 1995, the National Coordinating Council for Cancer Surveillance (NCCCS) meets semi-annually 

to coordinate surveillance activities within the United States through communication and collaboration 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 adequately measured and ultimately reduced. NCCCS includes representatives from the 

Armed Forces Institute of Pathology, ACoS, ACS, AJCC, CDC-NPCR, CDC-NCHS, NCI-SEER, NCI-

Applied Research Program, NCRA, and NAACCR. Current priorities for NCCCS include building 

coordination among cancer incidence surveillance and other cancer surveillance systems; electronic medical 

records and real-time reporting; improving source information to measure disparity (race, ethnicity, 

socioeconomic status); non-hospital 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 Registries (NPCR) through the Cancer Registries 

Amendment Act (Public Law 102-515).
33

 CDC provides funds to 46 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, providing training for 

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 developing EDITS, 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 to NAACCRôs standards. NPCR staff also continues to maintain Registry 

Plus
TM

, a suite of publicly accessible free software programs made available by CDC to facilitate the 

implementation of NPCR. 

 

To maximize the benefits of state-based cancer registries, CDC uses the NPCR-Cancer Surveillance System 

(CSS) for receiving, assessing, enhancing, aggregating, and disseminating data from NPCR-funded registries. 

This system of cancer surveillance provides valuable feedback to improve the quality and usefulness of 

registry data and monitor the impact of cancer prevention and control programs. In 2002 the 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. In 2007 the sixth edition of this joint publication was released. This edition contained 2004 incidence 

data from 49 states (40 NPCR-, 4 NPCR/SEER-, and 5 SEER-funded registries), 6 SEER metropolitan areas 

http://www.ncra-usa.org./
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and the District of Columbia (NPCR). In total, the cancer registries whose data are included in this report 

cover 98% 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 Registries (AACCR) 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 Registries (NAACCR). Members are population-based 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. NAACCR is a professional 

organization that develops and promotes uniform data standards for cancer registration; provides education 

and training; certifies population-based registries for high-quality data; evaluates, aggregates, and publishes 

data from central cancer registries; 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 registries and other organizations or 

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

 

Surveillance Epidemiology and End Results Program 

NCIôs SEER Program has collected standardized data to measure progress in cancer prevention and control 

for more than 30 years. Established by a Federal mandateðthe National Cancer Act of 1971ðthe SEER 

Program is a sequel to two earlier NCI programs: the End Results Group (1956-72) and the Third National 

Cancer Survey (1969-71). 

 

Seven population-based registries have provided data continuously since the SEER Program began in 1973: 

the States of Connecticut, Iowa, New Mexico, Utah, and Hawaii; and the Metropolitan Areas of Detroit and 

San Francisco-Oakland. In 1974-75, the regions of Seattle-Puget 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 CaliforniaðLos Angeles and San Jose-Montereyð

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 selected for their epidemiologically significant population subgroups and, in fact, 

oversample minority populations in the United States. In 2001, four states were addedðKentucky, Louisiana, 

New Jersey, and the remainder of Californiaðresulting in coverage of about 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 the Program are to: 

 

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

 

× Provide continuing information on changes over time in the extent of disease (EOD) at diagnosis, trends 

in therapy, and associated changes in patient survival 
 

× Promote studies to identify factors that can be studied and applied to achieve cancer prevention and 

control 

 

These goals illustrate that the aim of the SEER Program is providing cancer surveillance over time. As a 

result, changes in standards are carefully considered for their impact both on future data and compatibility 

with previous data. 

 

http://www.cdc.gov/cancer/npcr/
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Participating registries are required to submit data in a standard format using standardized definitions and 

codes (currently the SEER Program Coding and Staging Manual 2007,
3
 and the Collaborative Staging 

Manual and Coding Instructions.
13

 However, the individual SEER registries have not used identical data 

collection methods or identical data management methods, and they differ 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 returned to the participating registries. 

 

SEER Program publications relating to data standards (http://www.seer.cancer.gov) include: 

 

× A series of eight self-instructional manuals for cancer registrars
35

 covering abstracting, coding, 

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 drug-treatment coding 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 (http://www.seer.cancer.gov/tools/seerrx/). Additional instructional resources are available on the 

SEER website (http://seer.cancer.gov/registrars/). 

 

× SEER Extent of Disease-1998: Codes and Coding Instructions, Third Edition.
8
 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 digits for tumor 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 different staging schemes. 

 

× The SEER Program Coding and Staging 2007 Manual.
3
 This manual includes comprehensive codes and 

coding guidelines for the data elements required by SEER. 

 

× Comparative Staging Guide for Cancer.
6
 This 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. 

 

× Summary Staging Guide for the Cancer Surveillance, Epidemiology and End Results Reporting 

Program.
11

 Originally published in April 1977, and most recently reprinted in July 1986, this is the 

standard for localized-regional-distant staging for tumors diagnosed between 1977 and 2000. 

 

× SEER Summary Staging Manual 2000.
12

 Published 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 Website at: http://seer.cancer.gov/publications. 

 

World Health Organization 

The World Health Organization (WHO), an agency of the United Nations, is responsible for publishing and 

maintaining the international standard for diagnosis coding systems. Selected publications include: 

 

× International Classification of Diseases (ICD-9, the Ninth Revision), as modified by the Health Care  

      Financing Administration
15

 

 

http://www.seer.cancer.gov/
http://www.seer.cancer.gov/tools/seerrx/
http://seer.cancer.gov/registrars/
http://seer.cancer.gov/Publications.


Standards for Cancer Registries, Volume II: Data Standards and Data Dictionary, Fourteenth Edition 

 

14  Version 12 ï Chapter II: Historical Background and Status of North American Standards   

 

× International Statistical Classification of Diseases and Related Health Problems (ICD-10, the 10th 

Revision)
14

 

 

× International Classification of Diseases for Oncology
16, 17

 

 

These publications are world-standard diagnosis coding systems. 

 

ICD-9 was adapted for use in the United States as the Clinical Modification of ICD-9 (ICD-9-CM),
15

 and is 

the current standard for coding medical record diagnoses in health information management departments in 

U.S. health care facilities. ICD-10
14

 was implemented for coding causes of death on death certificates in the 

United States effective January 1, 1999.  

 

The Second Edition of ICD-O became the standard 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 of ICD-O
16

 was 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) 436-9686 

 

College of American Pathologists 

325 Waukegan Road 

Northfield, IL  60076 

(800) 323-4040 

http://www.cap.org/index.cfm 

 

In the United States, the contact for further information on ICD-O is the Expert on Nomenclature and Coding 

at SEER (http://seer.cancer.gov). 
 

HISTORICAL BACKGROUND OF STANDARDS COORDINATION  

 

Because the various standard-setting organizations use their data for different purposes, some data elements 

had different meanings, depending on the organization using the data. A 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 End Results Group, 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 Registry, in conjunction with its Cancer Program Manual 1981. At that time, 

hospital-based cancer registries often used CoCôs recommended codes and coding rules, and SEER central 

registries used those of the SEER Program. The two systems were not always in agreement. As a result, CoC 

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 registries and hospital-based registries. By 1988, the collaboration resulted in the publication 

of both CoCôs Data Acquisition Manual and the SEER Program Code Manual, with data items and codes in 

http://www.cap.org/index.cfm
http://seer.cancer.gov/
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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 helped set precedents 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 

allowed facilities 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 maintained CoC-approved programs. To facilitate 

implementation of standards within its program, 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 transferred to NAACCRôs Uniform Data Standards Committee (UDSC) 

when it was established in 1987. Membership was expanded to include all of the major standard-setting 

organizations and representation from registry software vendors and central registries. This Committee has 

made enormous progress toward standardization. A major success occurred when all of the participating 

groups agreed to implement the Second Edition of ICD-O simultaneously 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 in 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 II Work Group, was 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 registries in 46 states, the District 

of Columbia, and U.S. Territories funded 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 facilitated the setting 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 II, the major organizations agree in principle that their data standards 

will be consistent wherever possible. There are, however, areas where agreement has not been reached. These 

are discussed in detail in Chapter V.  

 

Despite the progress made toward standardization and the near-universal agreement that standardization 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 schedules. 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 Canada, a 

national agency, to form the Canadian Council of Cancer Registries. This process started in 1986 and led to 

the development of common national standards for the Canadian Cancer Registry, which were implemented 

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

responsible for making recommendations to set national standards, and will review and monitor data quality 

and resolve any 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 form will 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 Directors established a Standards Implementation Task Force to review the 

current timeline for changes to data standards and to recommend guidelines for a new timeline that would 

meet the needs of the standard-setting organizations, central cancer registries, vendors, and reporting 

facilities. The Standards Implementation Task Force developed guidelines for major  changes to be 

implemented on a 3-year cycle, with all standard setters adhering to the same 3-year cycle. Implementation of 

the process began January 2003, with 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 to 2010. The current 

3-year cycle for major changes is scheduled to take effect with cases diagnosed January 1, 2010, then 2013, 

2016, 2019, etc. These changes require the publication of a new Version of the NAACCR Volume II Data 

Dictionary and Data Standards (e.g., from Version 11.3 to Version 12). Minor changes will be published in an 

update of the current Version of the NAACCR Volume II Data Dictionary and Data Standards (e.g., Version 

12.1 [Exception: An updated Version will not be published the year a new Version 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. See the Standards Implementation Guidelines
38

 for 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 Committee with simultaneous notification to CRSC. The NAACCR 

website, http://www.naaccr.org, provides the name of the Committee Chair and forms for proposing additions 

or revisions. 

  

http://www.naaccr.org/
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Table 1. Record Layout Table With References. 
NAACCR Release Date Effective Date* Reference Manuals Accommodated NAACCR Metafile Version 

     

Version 12 02/2009 1/1/2010 CoC FORDS Revised for 2010 Metafile Version 12 

   SEER Program Coding and Staging Manual   

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   
AJCC Staging Manual, Seventh Edition, 

2010  

   
Collaborative Stage Data Collection System, 

Version 02.00.00  

     

Version 11.3 4/1/2008 1/1/2009 CoC FORDS Revised for 2007 Metafile Version 11.3 

   SEER Program Coding and Staging   

   Manual 2007, Revision 1  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Sixth Edition, 2002  

   Collaborative Staging Manual and Coding   

   Instructions, Version 01.04.00  

     

Version 11.2 4/1/2007 1/1/2008 Same as Version 11.1 Metafile Version 11.2 

     

Version 11.1 4/1/2006 1/1/2007 CoC FORDS Revised for 2007 Metafile Version 11.1 

   SEER Program Coding and Staging    

   Manual 2007  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Sixth Edition, 2002  

   Collaborative Staging Manual and Coding   

   Instructions, Version 01.03.00  

     

Version 11 10/1/2004 1/1/2006 CoC FORDS: Revised for 2004 Metafile Version 11 

   SEER Program Code Manual  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Sixth Edition, 2002  

   Collaborative Staging Manual and Coding   

   Instructions, Version 01.02.00  

     

Version 10.2 3/1/2004 1/1/2005 Same as Version 10.1  Metafile Version 10 

     

Version 10.1 3/1/2003 1/1/2004 CoC FORDS: Revised for 2004 Metafile Version 10 

   SEER Program Coding and Staging   

   Manual 2004  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Sixth Edition, 2002  

   Collaborative Staging Manual and Coding  

   Instructions, Version 1.0   

   (implementation 01/01/2004)  

     

Version 10 3/20/2002 1/1/2003 CoC FORDS (2003) Metafile Version 10 

   SEER Program Code Manual  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Sixth Edition, 2002  

     

Version 9.1 3/21/2001 1/1/2002 Same as Version 9 Metafile Version 9 
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Version 9 5/15/2000 1/1/2001 CoC/ROADS, 1996, Rev. 1998 Metafile Version 9 

   SEER Program Code Manual, 1998  

   WHO ICD-O-3, 2000  

   SEER Summary Staging Manual, 2000  

   AJCC Staging Manual, Fifth Edition, 1997  

   SEER Extent of Disease Manual, 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-O-2, 1990  

 3/20/1998  SEER Summary Staging Guide, 1977  

   AJCC Staging Manual, Fifth Edition, 1997  

   SEER Extent of Disease Manual, 1998  

     

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

     

Version 5 4/10/1996 1/1/1996 CoC/ROADS, 1996 Metafile Version 5 

   SEER Program Code Manual, 1992  

   WHO ICD-O-2, 1990  

   SEER Summary Staging Guide, 1977  

   AJCC Staging Manual, Fourth Edition, 1992  

   SEER Extent of Disease Manual, 1992  

     

Version 4 2/14/1994 1/1/1994 CoC/ACoS Data Acquisition Manual, 1994 Metafile Version 4 

   SEER Program Code Manual, 1992  

   WHO ICD-O-2, 1990  

   SEER Summary Staging Guide, 1977  

   AJCC Staging Manual, Fourth Edition, 1992  

   SEER Extent of Disease Manual, 1992  

     

 

 

 

 

 

 

 
Bolded text indicates changes from previous version. 

* Either the date of diagnosis or year first seen for this cancer may have been used by some standard-setters. Refer to the Data 

Dictionary or to the standard-setter reference manuals for clarification of date requirements. 
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CHAPTER III:  

 

STANDARDS FOR TUMOR I NCLUSION AND REPORTA BILITY  
 

 

Due to continued efforts by standard-setting organizations, facility-based registries and population-based 

central registries now follow nearly identical standards for determining reportable tumors that are to be 

included in the registry; however, some differences in reportability remain. CoC stipulates the tumors that 

must be included in approved facility registries, while most population-based registries, at a minimum, follow 

the standards set by SEER or NPCR. The Cancer Program Standards,
27

 the CoC FORDS manual,
2
 SEER 

Program Code manuals,
3,8

 NPCR Program Announcement
36

 and the Canadian Cancer Registry System 

Guide
5
 should be consulted for more details. 

 

Standards for tumor reportability are defined by the following criteria: 

 

Reference Date 

The reference date is the effective date cancer registration starts in a specified at-risk population or in a 

specific facility. It is not the date the registry is organized or the date work begins. Tumors 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 date. It is important to be aware that the reference date of the regional, state or 

provincial registry may precede the reference date set by cancer registry hospitals or other individual 

facilities. If the regional, state or provincial registry is established by law, reporting entities will be required to 

submit their cases in accordance with the law regardless of their facility reference date. 

 

Residency 

For a population-based registry, it is essential to include all tumors occurring in the at-risk population, and 

rules must be in place for determining the members of that population. The 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 population-based registry must have rules for determining residency of part-year 

residents, institutionalized persons, homeless persons, military personnel, and students. For U.S. registries see 

the SEER Program Code Manual
3
 for specific instructions and for Canadian registries see appendix T of the 

Canadian Cancer Registry System Guide
5
 for specific instructions. 

 

NAACCR recommends that population-based registries include in their database tumor reports of non-

residents from facilities in their catchment areas to: 

 

× Share tumor information that otherwise may go unreported with the residentôs population-based registry 

 

× Facilitate death clearance and other record linkages 

 

× Allow preparation of complete and accurate reports to individual facilities 

 

Hospital-based 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 that the central 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 

ñnonanalyticò for the facility. Therefore, for the central registry, 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 pregnancy results in a live birth. 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 diagnosis, even if the disease is not evident at birth due to regression or treatment. 

 

Reportable List 

CoC, NPCR, SEER and CCCR have achieved greater consensus on reportable tumors in the past few years 

(see Table 2). For all tumors diagnosed from January 1, 1992, through December 31, 2000, all three U.S. 

standard setters (CoC, NPCR, and SEER) required the inclusion of all neoplasms in the International 

Classification of Diseases for Oncology, Second Edition
17

 (ICD-O-2) with a behavior code of 2 or 3 (in situ or 

malignant), with the exception of squamous cell and basal cell carcinoma of the skin and carcinoma in situ of 

the cervix uteri since 1996. (See the CARCINOMA IN SITU OF THE CERVIX, CIN, AND THE 

BETHESDA SYSTEM Section later in this Chapter). The CCCR adopted the ICD-O-2
17

 in 1992. 

  

For all tumors diagnosed on or after January 1, 2001, all four organizations require the inclusion of all 

neoplasms in the International Classification of Diseases for Oncology, Third Edition
16

 (ICD-O-3) with a 

behavior code of 2 or 3 (in situ or malignant), with the exception of squamous cell and basal cell carcinoma of 

the skin, prostatic intraepithelial neoplasia (PIN) III, carcinoma in situ (CIS) of the cervix, and cervical 

intraepithelial neoplasia (CIN) III. Code M9421 (juvenile astrocytoma, pilocytic astrocytoma, or piloid 

astrocytoma), with a behavior code of 1 (borderline) in ICD-O-3, is reportable as M9421/3. Prior to 2003, 

CoC considered basal and squamous skin cancers that were AJCC stage group II or higher at diagnosis as 

reportable. Prior to 2004 CCCR considered CIS of the cervix and CIN III as reportable, prior to 2005 PIN III 

was considered as reportable.  

 

In addition, the three U.S. organizations require the inclusion of all non-malignant primary intracranial and 

central nervous system (CNS) tumors diagnosed on or after January 1, 2004. Specifically, non-malignant 

primary intracranial and CNS tumors of any morphology in ICD-O-3
16

 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 reportable (see Table 3). The 

CCCR requires inclusion of all non-malignant primary intracranial and central nervous system (CNS) tumors 

diagnosed on or after January 1, 1992. Specifically, non-malignant primary intracranial and CNS tumors of 

any morphology in ICD-O-3
16

 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 reportable (see 

Canadian Cancer Registry System Guide
5
). 

 

In Situ/Invasive 

It is important to distinguish between the morphologic condition of in situ as it is represented in ICD-O-2 or 

ICD-O-3 behavior codes and Tis as it is defined for the purpose of prognostic staging in the AJCC Cancer 

Staging Manual. Some morphologic and disease descriptive terms that are invasive in ICD-O-2/ICD-O-3 or 

localized in the SEER Summary Staging Guide/SEER Summary Staging Manual 2000 are Tis in the AJCC 

Cancer Staging Manual. Some examples are: 

 

× Pagetôs disease of the nipple (8540/3) (an ñinvasiveò code in ICD-O-2 and ICD-O-3) with no underlying 

tumor is classified as Tis in AJCC Seventh Edition 

 

× For colon/rectum, ñinvasion of the lamina propriaò (intramucosal) with no extension through the 
muscularis mucosae into the submucosa is classified as Tis according to AJCC Seventh Edition but 

localized in SEER 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 AJCC Seventh Edition or when Collaborative Staging (CS) codes are converted to AJCC 

Seventh Edition. These differences should be considered when data are being compared. 

 

Multiple Primary Rules  

SEER rules have been the de facto standard for determining the number of primary cancers in the U.S. for 

both central and hospital-based registries. See the SEER Program Coding and Staging Manuals
3
 for details. 

CCCR rules were the Canadian standard for the Canadian Cancer Registry database between 1992 and 2006. 

See the Canadian Cancer Registry System Guide
5 
for details. For cases diagnosed on or after January 1, 2007, 

the CCCR has adopted the SEER Multiple Primary and Histology Coding Rules.
 4
 Until all registries in 

Canada adopt the same set of rules to determine multiple primaries, the Canadian Cancer Registry publishes 

data nationally using the IARC rules.  

 

SEER convened a multi-agency task force (with representation from Canada) to review and revise the 

multiple primary and histology (MP/H) coding rules in a manner that promotes consistent, standardized 

determination of multiple primaries and coding of histologies at the data collection level. The revised MP/H 

rules were implemented January 2007. Additional information is available on the SEER website.
4
 

 

Neither the pre-2007 rules nor the 2007 MP/H rules are identical to the international standard recommended 

by the International Agency for Research on Cancer (IARC) and the International Association of Cancer 

Registries (IACR).
34

 The IARC rules have the effect of defining fewer cases than do the pre-2007 

SEER/CCCR or the 2007 MP/H rules. A computer algorithm is available through IACR/IARC which 

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 after an in situ tumor of the same 

site be reported as a subsequent primary was reviewed by UDSC and adopted on April 26, 1994, effective 

with tumors diagnosed in 1995 and later. This rule remains in effect and is incorporated into the 2007 MP/H 

rules as follows. 

 

An invasive tumor following an in situ tumor more than 60 days after diagnosis are 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 disease.
4
 

 

This important rule affects how the tumor will be counted in published statistics. With the exception of 

bladder, in situ tumors are not 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 general rule until the 2007 MP/H rules were implemented. 

 

In the Canadian Cancer Registry database 1992-2006, if there was an in situ followed by an invasive cancer at 

the same site and histology, only the invasive primary was retained, the date of diagnosis was linked to the 

invasive primary. The Canadian Cancer Registry multiple primary rules did not allow an in situ and 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 term ñpre-invasive cervical neoplasiaò refers to carcinoma in situ of the cervix and conditions viewed as 

equivalent to it or on a continuum with it. Diagnostic terminology for pre-invasive cervical neoplasia has 

changed significantly over time, from the four-tiered system of dysplasia and carcinoma in situ, to the three-

tiered system of CIN, to the two-tiered Bethesda System, with high- and low-grade squamous intraepithelial 

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

they differed in which of these other terms they considered synonymous with carcinoma in situ and hence 

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

 

NAACCR convened a multidisciplinary working group in April 1993 to review the problem and make 

recommendations for its membership. The recommendation was that ñpopulation-based registries discontinue 

routine collection of data on pre-invasive cervical neoplasia unless there is strong local need and interest and 

sufficient resources are available to collect all [high-grade squamous intraepithelial lesions] and its equivalent 

terms.ò
30

 NAACCR and NPCR adopted this recommendation at that time. SEER and CoC adopted it effective 

for cases diagnosed January 1, 1996, forward. CCCR adopted it effective for cases diagnosed January 1, 

2004. 

 

Ambiguous Terminology 

In most circumstances, the diagnosis of cancer, as recorded in the patientôs medical record, clearly is 

synonymous with reportable cancer. However, in those situations where the physician is not 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 terms not considered as cancer. These terms are shown in Table 2. 

 

  



Standards for Cancer Registries, Volume II:  Data Standards and Data Dictionary, Fourteenth Edition 

Version 12 ï Chapter II I: Standards for Tumor Inclusion and Reportability 23   

 

Table 2. NAACCR Layout Version 12: Comparison of Reportable Cancers: CoC, SEER, NPCR and CCCR. 

 

 CoC SEER NPCR CCCR 

Reportable 

Diagnoses 

 

 

1.  Behavior code of 2 or 3 in 

ICD-O-3.  

 
2.  Non-malignant (behavior 

codes 0 and 1) primary 

intracranial and central nervous 
system tumors, including 

juvenile astrocytoma 

(M9421/3)* for primary sites as 
defined in Table 3.  

 

1.  Behavior code of 2 or 3 in  

ICD-O-3. 

 
2.  Non-malignant (behavior 

codes 0 and 1) primary 

intracranial and central nervous 
system tumors, including 

juvenile astrocytoma 

(M9421/3)* for primary sites as 
defined in Table 3. 

 

1.  Behavior code of 2 or 3 in  

ICD-O-3 (includes VIN III, 

VAIN III, AIN III).  
 

2.  Non-malignant (behavior 

codes 0 and 1) primary 
intracranial and central nervous 

system tumors, including 

juvenile astrocytoma 
(M9421/3)* for primary sites 

as defined in Table 3.  

1. Behavior code of 2 or 3 in 

ICD-O-3.   

 
2. Benign (behavior code 0) 

tumors of the brain and central 

nervous system (ICD-O-3 
Topographies C70.0-C72.9).  

 

3. Borderline (behavior code 1) 
malignancies (all topographies 

in ICD-O-3)  

Exceptions 

(not 

reportable) 

1.  Skin cancers (C44._) with 
histology  

8000-8110 (after 1/1/2003); 

prior to that date, AJCC stage 
groups 2-4 in this group were 

reportable. 

2.  CIS of the cervix and CIN 
III (after 1/1/96). 

3.  PIN III (after 1/1/96). 

4.  VIN III (after 1/1/96). 
5.  VAIN III (after 1/1/96). 

6.  AIN (after 1/1/96). 

1.  Skin cancers (C44._) with 
histologies 8000-8005, 8010-

8046, 8050-8084, 8090-8110. 

 
2.  CIS of the cervix and CIN III 

(after 1/1/96). 

 
3.  PIN III (after 1/1/2001). 

1.  Skin cancers (C44._) with 
histologies 8000-8005, 8010-

8046, 8050-8084, 8090-8110. 

 
2.  CIS of the cervix and CIN 

III.  

 
3.  PIN III (after 1/1/2001). 

1.  Skin cancers (C44._) with 
histologies 8050-8084, 8090_-

8110. 

 
2. CIS of the cervix and CIN 

III (after 1/1/2004) 

 
3. PIN III  (after 1/1/2005) 

 

 

Multiple 

Primary Rules 

2007 Multiple Primary and 
Histology Coding Rules. 

2007 Multiple Primary and 
Histology Coding Rules. 

2007 Multiple Primary and 
Histology Coding Rules 

2007 Multiple Primary and 
Histology Coding Rules 

Ambiguous 

Terminology 

Considered as 

Diagnostic of 

Cancer 

apparent(ly) 
appears 

comparable with 

compatible with 
consistent with 

favors 

malignant appearing 
most likely 

presumed 

probable 
suspect(ed) 

suspicious (for) 
typical of 

  

Exception: if the cytology is 
reported as ñsuspiciousò and 

neither a positive biopsy nor a 

physicianôs clinical impression 
supports the cytology findings, 

do not consider as diagnosis of 

cancer. 

apparent(ly) 
appears 

comparable with 

compatible with 
consistent with 

favors 

malignant appearing 
most likely 

presumed 

probable 
suspect(ed) 

suspicious (for) 
typical of 

  

Exception: if the cytology is 
reported as ñsuspiciousò and 

neither a positive biopsy nor a 

physicianôs clinical impression 
supports the cytology findings, 

do not consider as diagnosis of 

cancer. 

apparent(ly) 
appears 

comparable with 

compatible with 
consistent with 

favors 

malignant appearing 
most likely 

presumed 

probable 
suspect(ed) 

suspicious (for) 
typical of 

  

Exception: if the cytology is 
reported as ñsuspiciousò and 

neither a positive biopsy nor a 

physicianôs clinical impression 
supports the cytology findings, 

do not consider as diagnosis of 

cancer. 

apparent(ly) 
appears 

comparable with 

compatible with 
consistent with 

favors 

malignant appearing 
most likely 

presumed 

probable 
suspect(ed) 

suspicious (for) 
typical of 

  

Exception: if the cytology is 
reported as ñsuspiciousò and 

neither a positive biopsy nor a 

physicianôs clinical impression 
supports the cytology findings, 

do not consider as diagnosis of 

cancer. 

Ambiguous 

Terminology 

NOT 

Considered as 

Diagnostic of 

Cancer 

cannot be ruled out 

equivocal 

possible 

potentially malignant  

questionable 

rule out 
suggests 

worrisome  

cannot be ruled out 

equivocal 

possible 

potentially malignant  

questionable 

rule out 
suggests 

worrisome 

cannot be ruled out 

equivocal 

possible 

potentially malignant  

questionable 

rule out 
suggests 

worrisome 

cannot be ruled out 

equivocal 

possible 

potentially malignant  

questionable 

rule out 
suggests 

worrisome  

*  Juvenile astrocytomas should be reported as 9421/3. 
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Table 3.  Primary Site Codes for Non-Malignant 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 these topography codes). 

 

Topography 

Codes Description 

 

C70.0 

C70.1 

C70.9 

 

Meninges  

    Cerebral Meninges  

    Spinal meninges  

    Meninges, NOS   

 

C71.0 

C71.1 

C71.2 

C71.3 

C71.4 

C71.5 

C71.6 

C71.7 

C71.8 

C71.9 

 

Brain  

    Cerebrum  

    Frontal lobe 

    Temporal lobe 

    Parietal lobe 

    Occipital lobe 

    Ventricle, NOS 

    Cerebellum, NOS 

    Brain stem 

    Overlapping lesion of brain 

    Brain, NOS 

 

C72.0 

C72.1 

C72.2 

C72.3 

C72.4 

C72.5 

C72.8 

C72.9 

 

Spinal Cord, Cranial Nerves, and Other Parts of the Central Nervous System 

    Spinal cord 

    Cauda equina 

    Olfactory nerve 

    Optic nerve 

    Acoustic nerve 

    Cranial nerve, NOS 

    Overlapping lesion of brain and central nervous system 

    Nervous system, NOS 

 

C75.1 

C75.2 

C75.3 

 

Other Endocrine Glands and Related Structures 

    Pituitary gland 

    Craniopharyngeal duct 

    Pineal gland 
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CHAPTER IV : 

 

RECOMMENDED DATA EDI TS AND 

SOFTWARE COORDINATIO N OF STANDARDS 
 

 

Definitions 

ñData editsò refer to computer software algorithms that check the content of data fields against an encoded set 

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 related data 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 edits are re-run to 

ensure that the error was appropriately resolved. Certain types of edits identify coding combinations that are 

so rare or unlikely that they are most likely errors. Cases containing errors identified by these edits need to be 

manually reviewed, and if documentation is found to confirm that the case is rare or unusual and was 

originally correctly coded, an ñover-ride flagò is set for the edit; i.e., a ó1ô (2 or 3) is entered into the over-ride 

flag field associated with the edit. Setting the over-ride flag will prevent the case from generating an error 

when it is re-run through the edit. Over-ride 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 errors that end up being corrected, not over-ridden. 

  

Generally, there are three types of edits:  

 

× Single-field edits or item edits are those that verify only one data item at a time. For example, an edit of 

the item ñSexò would verify that only valid values are used in the field. 

 

× Inter-field edits or multi-field edits are those edits that compare the codes recorded for one data item with 

codes recorded for related data items. For example, a common inter-field edit compares the code for 

ñSexò with the code for ñPrimary Siteò and identifies female prostate cancer as an error. 

 

× Inter-record edits or multi-record edits compare data recorded across more than one record, and are 

commonly applied 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 inter-record edit compares the sequence numbers of multiple tumors for the same 

patient with their dates of diagnosis to ensure that the sequence numbers have been assigned in the correct 

chronological order based on diagnosis date. 

 

Challenges 

There are at least six challenges to the standardization of data edits across central and hospital-based cancer 

registries. These include:  

 

× Registry systems that encode an edit from standard specifications may be written in different computer 

languages, with possible differences in detail due to differing translations 

 

× Each implementation of an agreed-upon standard specification may be programmed differently, despite 

intent to encode a standard meaning 

 

× Complete edits are not always performed at the time of data entry 
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× Documentation of the edit algorithms can be difficult for data analysts and collectors to obtain, and may 

not be in a user-friendly format 

 

× Consolidated data collected from different reporting sources and via different data entry tools may 

encourage the equating of ñapplesò and ñorangesò without the usersô knowledge 

 

× When standards change, synchronized implementation of associated revised edits is difficult, due to the 

differing release schedules of cancer software providers and their limited ability to rapidly respond 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 with an informal 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 missing element of 

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 to adhere to a published standard had to write their own computer code to 

implement any edit-checking algorithms. The solution would need to be flexible in many dimensions to 

accommodate the many technical, operational, scientific, economic, and agency-related considerations 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 and currently include 

three applications: EditWriter, GenEDITS Plus, and the Application Program Interface. These tools can be 

built into interactive data collection systems to achieve real-time field-by-field editing during data entry. They 

can also be used in batch-editing 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 modernized and converted to the Windows operating 

environment, resulting in significantly improved function, efficiency, and user-friendliness of the software. 

 

EDITS can be used to apply single-field and inter-field type edits routinely and interactively to cancer 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 checking can be as 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; and 2) the EDITS Runtime Metafile (.rmf file), 

the compiled file that is used to actually apply the edits to data. Both single-field and inter-field checks are 

included in the NAACCR Metafile (described below). The metafiles produced by EditWriter can be copied 

and used on a variety of operating systems. EditWriter 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 registries for 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 into programs of many descriptions, including programs for interactive 

data entry and after-the-fact 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 and as C source 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 Plus is the fastest way to apply 

standard edits to data and obtain a report of data errors. GenEDITS Plus accepts NAACCR-formatted files, 

and produces two reports, both a detail report containing record-level error information, and a summary report 

containing error 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 specialized built-in functions 

that often reduce the complete validation of a data item to a single program statement. When complicated data 

relationships exist within a record, the 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 data. Metafiles 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 user look-up tables. The EDITS Runtime 

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

 

For additional information about EDITS or to download the EDITS software, see CDCôs Division of Cancer 

Prevention and Control Website at: http://www.cdc.gov/cancer/npcr/.  

 

NAACCR Standard Edits and the NAACCR Metafile 

NAACCR has made increased standardization 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 

ñpublic library.ò The goals are to help limit the proliferation of differing standards when there is no 

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 database of cancer 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: standard-setter list; current data dictionary of standard 

fields; sets of fields defining standard records; executable single- and multi-field validation logic; text 

descriptions of edits; look-up tables; and error messages.  

 

NAACCR first made standard edits available in 1996. These edits corresponded to NAACCRôs 1995 record 

layout and data dictionary, and were documented as Volume IV in its Standards series.
28

 Since that time, 

NAACCR has posted EDITS metafiles containing standard edits on the Internet that correspond to the annual 

NAACCR record layouts and data dictionaries. For example, ñRevised Version 11 MetafileðNAACCR 

11.1Aò refers to the current standard edits in the NAACCR Version 11.1 record layout. The ñAò notation  
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indicates the first revision to the Version 11.1 record layout standard edits. The 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 and historical public standards for cancer registry data, are available on the NAACCR website at 

www.naaccr.org. (Click on Cancer Data Standards, NAACCR Data Standards for Cancer Registries, and 

then Standard Data Edits). 
 

NPCR Inter-record Edits Utility  

Mature central cancer registries can have up to 15-20% multiple primary data. In order to validate coded 

values across multiple tumor records for a single patient, inter-record edits must be applied to the data. In the 

early 1980ôs SEER developed an Inter-record Edits program for SEER registries. In 2000, NPCR began 

development of an Inter-record Edits Utility for use by NPCR registries; this software included similar logic, 

but had run-time differences from the SEER Inter-record Edits program. In 2003, NAACCR began using the 

NPCR Inter-record Edits Utility in their annual Calls for Data. 

 

The NPCR Inter-record Edits Utility accepts NAACCR-formatted files, produces two reports, both a detail 

report and a summary report, and currently contains 22 edits. NPCR Inter-record Edits are applied to 

consolidated tumor data, i.e., files containing one record per tumor per patient. Identified inter-record errors 

are corrected, and the inter-record edits are re-run to ensure that the error was appropriately resolved. 

 

SEER*Edits 

For many years, the SEER Program has maintained a library of standardized edits which it applies to data 

submissions from the participating SEER registries. Over the years as experience and expertise increased, 

SEER has fine-tuned and expanded the edits and has made these edits available to SEER and other registries. 

In addition, the logic of the SEER edits 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 re-programmed their edits in C++ (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, 

inter-field, and inter-record edits. SEER*Edits can be used as a stand-alone package 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 the stand-alone version of 

SEER*Edits must be stored in NAACCR format. The SEER*Edits package also includes report-generating 

functions including the display of errors to facilitate data corrections. Various follow-up, surveillance, and 

SEER registry requirement reports are also included. 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 been inconsistencies in coding standards required by major standard-setting 

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 compiled over several 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 III. 

 

The Uniform Data Standards Committee (UDSC) 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 adequate time for implementation. All 

members are encouraged to present suggestions or comments on proposed changes to the standards to UDSC. 

The NAACCR website, http://www.naaccr.org, provides the name of the Committee Chair and forms 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 first course 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 made 

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 Standards (FIPS) 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 

reason, users of data should determine which codes were used for coding County at DX in a particular file, 

since no field indicating ñCounty at DX Coding Systemò is included in the NAACCR layout. 

 

× The SEER Program requires the use of FIPS codes for counties in the United States, plus the special code 

999 (unknown).  

 

× CoC requires the use of FIPS county codes as their standard, plus the special codes 998 and 999. 

However, the FORDS manual also provides for use of geocodes for countries of residence outside the 

United States and Canada to be used in this field. 
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× 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/Hispanic Or igin (Hispanic Ethnicity) [190-210] 

Although agreement on standard codes for the data item ñSpanish/Hispanic Origin [190]ò has been reached, 

substantial variation persists among registries in how Hispanic ethnicity or Spanish/Hispanic Origin is 

determined. Procedures for determining ethnicity include: 

 

× Recording ethnicity from information found in the medical record. 

 

× Recording ethnicity based on a combination of patient demographic information that may include last  

name, maiden name, birthplace, or a statement of ethnicity in the record. 

 

× 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 Spanish surnames. 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).  

 

× Recording 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.  

 

Population-based 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 Origin. NAACCR sponsored a symposium in Atlanta, GA, in January 1996 

to discuss methodologic issues faced when attempting to measure cancer among Hispanics. A report was 

prepared and is available on the NAACCR website (http://www.naaccr.org) under the heading 

ñEpidemiologic Reports.ò In 1999, a research group was formed from representatives of NAACCR to address 

issues of definition and to produce comparable data for Hispanic ethnicities across the United States. The 

group, operating under the auspices of the NAACCR Data Evaluation and Publications Committee, led to the 

creation of the NAACCR Hispanic Identification Algorithm (NHIA), 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 coding was assigned in a particular file. Based on historical and current 

discussions, NAACCR includes the field Spanish/Hispanic Origin [190] for direct recording of ethnicity from 

the medical record, as well as fields for Computed Ethnicity [200], Computed Ethnicity Source [210], and 

NHIA Derived Hispanic Origin [191]. 
 

Occupation and Industry [270-330]  

Most population-based registries have 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 Amendment Act required central registries funded 

by NPCR to collect occupation or industry data to the extent available in the medical record.
33

 

 

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

records. Even when available, the quality of the data in the medical record is generally untested and often 

limited to less useful information such as ñretired.ò Concurrently, this information generally is available in 

text format on death 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 availability and 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 Number [380 and 560] 

As discussed in Chapter III, 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 collect and assign sequence numbers to other tumors such as cervix carcinoma in situ or PIN 

III.   

 

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

and one assigned by the central registry, Sequence Number--Central [380], are now in use. The time period of 

both Sequence Number data items is a personôs lifetime, although with earlier definitions of Sequence 

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 tumors 

may affect the assignment of sequence numbers, so it 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 facility-specific sequence numbers, appropriate 

linkage rules, and feedback of data to hospitals, have arisen because of policy differences from state to state. 

When attempting to use the Sequence Number--Central to identify individuals who have had only one 

lifetime cancer, it is important to 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 Stage, SEER Summary Stage (1977 and 2000), and 

Collaborative Staging [759-1070, 1090-1170, 2800-3050] 

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

schemes, AJCC TNM, SEER Extent of Disease, SEER Historic Stage, and SEER Summary Stage, differ in 

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

clinical utility. SEER EOD provides longitudinal stability for epidemiological studies. And, SEER Historic 

and Summary Stage provide population surveillance staging capability. 

 

In January 2004, the Collaborative Staging System was introduced to reduce duplication of effort and provide 

a common staging schema for registry use and from which the other major staging categories could be 

electronically derived. All standard setters in the United States required the use of the Collaborative Staging 

System version 1 for cases diagnosed January 1, 2004- December 31, 2009, but not every standard setter 

required every data element. CS version 2 is based on AJCC 7
th
 edition and was renamed the Collaborative 

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 compared. 

There have been several editions of the AJCC TNM Cancer Staging Manual, and conversion between 

versions is often not possible. Minor differences exist between the SEER Summary Staging guides of 1977 

and 2000. SEER published the Comparative Staging Guide for Cancer
6
 in 1993 as an attempt to present 

comprehensive, site-specific comparisons 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 colon and 

rectum, lung and bronchus, breast, female genital, prostate gland, and urinary bladder. According to the guide: 
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× Changes over time in methods of cancer screening, diagnosis, staging, and treatment have affected the 

distribution of stage of disease. 

 

× Changes over time in the classification schemes themselves can complicate data analysis and obscure the 

meaning of time trends. Various other staging schemes also are in use. Several oncology subspecialties 

have developed staging systems applying to a limited number of cancer sites. 

 

For these reasons, comparing cancer registry data by stage over time or across registries, or using pooled data 

collected by different registries applying different staging schema, is problematic.
6
 

 

For a discussion of staging issues that affect rules for case inclusion and reportability, see Chapter III, 

especially the paragraphs ñIn Situ/Invasiveò and ñMultiple Primary Rules.ò 

 

A summary of the major staging schemes is provided below. 

 

× The American Joint Committee on Cancer ós TNM System (AJCC TNM) 

The AJCC Cancer Staging Manual presents an anatomically oriented, site-specific 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 Disease (SEER EOD) 

This site-specific 10-digit coding scheme
8
 was 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 SS1977 [3010] and Derived SS2000 [3020] for SEER Summary Stage 1977 

and SEER Summary Stage 2000, respectively. This site-specific single-digit coding scheme was required 

for NPCR registries until December 31, 2003, and it was also used by some SEER registries. In addition, 

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 Summary Stage 2000 [759]. Cancers diagnosed on or after January 

1, 2001, were assigned a summary stage according to the SEER Summary Staging Manual, 2000,
12

 and 

the code should be reported in the SEER Summary Stage 2000 [759] data item. Cancers diagnosed before 

January 1, 2001, were assigned a summary stage according to Summary Stage Guide, Cancer 

Surveillance Epidemiology and End Results Reporting, SEER Program, April 1977,
11

 and the code was 

reported in the SEER Summary Stage 1977 [760] data item (see NAACCR Guidelines for 

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 variable has been defined consistently over time to facilitate trend 

analyses, and the categories are not identical to those in the SEER Summary Stage. 
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× Collaborative Stage 

The Collaborative Stage (CS) data set is a combination of data items (most of which have traditionally 

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 information. This 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 currently can be derived include AJCC TNM 6
th
 

Edition, AJCC TNM 7
th
 Edition, SEER Summary Stage 1977, and SEER Summary Stage 2000. Not 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 differences between the two groupsô guidelines for tumor size have now been resolved. 

 

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 in this variable 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 disease, lymphomas, Kaposi sarcoma (2004) 

 

TREATMENT  
Historically, NPCR has recommended collecting the date and type of first course of definitive treatment when 

available.
29

 For the 1996-1997 diagnosis years, NPCR-funded 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 1998-2000, NPCR had a similar recommendation. NPCR-funded registries adopted either the SEER 1998 

or the CoC 1998 treatment data set, and were encouraged to use the data item ñRX Coding System--Currentò 

[1460] to indicate how treatment was coded for a specific record. 

 

Beginning with 2003 diagnoses, the CoC FORDS
2
 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 years, 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. See the list of data items (Chapter VIII) that NPCR registries 

collect. 

 

SEER will use the same codes as the CoC FORDS but may not collect all of the fields. For example, SEER 

areas will not collect Rad--Treatment Volume. See the list of data items (Chapter VIII) that SEER areas 

collect and that SEER requires the SEER registries to transmit to NCI. SEER areas will use the fields Rad--

Regional RX Modality [1570] and Rad--Boost Rx Modality (3200) from CoC 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. SEER retains the 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 layout contains a data item, First Course Calc Method [1500], to 

record which organizationôs definition was followed. 

 

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 RX--CoC [1270] as defined by CoC, and Date of Initial RX--SEER [1260] as 

defined by SEER. The difference between these two definitions is that CoC defines the date the physician 

decides not to treat the 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 included as ñfirst courseò have become increasingly 

congruent, differing now primarily in their ñfall-backò recommendations that apply when no treatment plan is 

recorded, no standard facility practice applies, no protocol applies, no physician is able to provide assistance, 

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

recommends a 4-month cutoff for the beginning of first-course treatment, and SEER applies a 1-year cutoff 

for completion of first course of therapy. 

 

Users of historical treatment data should be aware that the definitions of ñfirst courseò have changed over 

time and have been disjointed in the past. The applicable coding manuals and standard-setting organizations 

should be consulted for specifics. 

 

Users of treatment data also should be aware that registries differ in the amount of treatment data collected in 

terms of the types of treatment included, non-hospital treatment locations surveyed, items covered (see the 

previous section), and the use of all codes provided for each item. Thus, treatment data are likely to be 

inconsistent among registries and to have varying levels of completeness, especially for treatment given in 

physiciansô offices or other non-hospital settings. 

 

Vital Status [1760] 

Both SEER and CoC use code 1 in this field to indicate that the patient is alive. However, these programs use 

codes 4 and 0, respectively, to indicate that the patient is dead. Both programs have long-standing historical 

reasons to retain their coding. No agreement has been reached on this data item.  

 

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 other fields 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 incorporate standards established for Canadian cancer registries.  
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7282. 

 

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
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CHAPTER VII:  

 

RECORD LAYOUT TABLE (COLUMN # ORDER) 
 

 

The following table presents Version 12 of the NAACCR record layout. The table has column number, 

length, item number, item name, section, and note fields. Differences from Version 11.3 are marked 

ñRevisedò or ñNewò in the ñNoteò column of the table. Revised and new items are summarized in Appendix 

F. Please note that ñRetiredò items are not reflected in this table. 
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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 

 3-3  1 35 FIN Coding System Record ID Revised 

 4-16  13 37 Reserved 00 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 ID-Hosp Record ID Revised 

 58-94  37 370 Reserved 01 Record ID  

 95-144  50 70 Addr at DX--City Demographic Revised 

 145-146  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 

 159-164  6 110 Census Tract 1970/80/90 Demographic Revised 

 165-165  1 368 CensusBlockGroup 70/80/90 Demographic Revised 

 166-166  1 120 Census Cod Sys 1970/80/90 Demographic Revised 

 167-167  1 364 Census Tr Cert 1970/80/90 Demographic Revised 

 168-173  6 130 Census Tract 2000 Demographic Revised 

 174-174  1 362 Census Block Group 2000 Demographic Revised 

 175-175  1 365 Census Tr Certainty 2000 Demographic Revised 

 176-176  1 150 Marital Status at DX Demographic Revised 

 177-178  2 160 Race 1 Demographic Revised 

 179-180  2 161 Race 2 Demographic Revised 

 181-182  2 162 Race 3 Demographic Revised 

 183-184  2 163 Race 4 Demographic Revised 

 185-186  2 164 Race 5 Demographic Revised 

 187-187  1 170 Race Coding Sys--Current Demographic Revised 

 188-188  1 180 Race Coding Sys--Original Demographic Revised 

 189-189  1 190 Spanish/Hispanic Origin Demographic Revised 

 190-190  1 200 Computed Ethnicity Demographic Revised 

 191-191  1 210 Computed Ethnicity Source Demographic Revised 

 192-192  1 220 Sex Demographic Revised 

 193-195  3 230 Age at Diagnosis Demographic Revised 

 196-203  8 240 Date of Birth Demographic Revised 

 204-205  2 241 Date of Birth Flag Demographic New 
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 206-208  3 250 Birthplace Demographic Revised 

 209-211  3 270 Occupation Code--Census Demographic Revised 

 212-214  3 280 Industry Code--Census Demographic Revised 

 215-215  1 290 Occupation Source Demographic Revised 

 216-216  1 300 Industry Source Demographic Revised 

 217-316  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 

 418-418  1 191 NHIA Derived Hisp Origin Demographic Revised 

 419-420  2 193 Race--NAPIIA (derived API) Demographic Revised 

 421-421  1 192 IHS Link Demographic Revised 

 422-423  2 366 GIS Coordinate Quality Demographic Revised 

 424-425  2 3300 RuralUrban Continuum 1993 Demographic Revised 

 426-427  2 3310 RuralUrban Continuum 2003 Demographic Revised 

 428-527  100 530 Reserved 02 Demographic  

 528-529  2 380 Sequence Number--Central Cancer Identification Revised 

 530-537  8 390 Date of Diagnosis Cancer Identification Revised 

 538-539  2 391 Date of Diagnosis Flag Cancer Identification New 

 540-543  4 400 Primary Site Cancer Identification Revised 

 544-544  1 410 Laterality Cancer Identification Revised 

 545-549  5 419 Morph--Type&Behav ICD-O-2 Cancer Identification Revised 

 545-548  4 420 Histology (92-00) ICD-O-2 Cancer Identification Revised 

 549-549  1 430 Behavior (92-00) ICD-O-2 Cancer Identification Revised 

 550-554  5 521 Morph--Type&Behav ICD-O-3 Cancer Identification Revised 

 550-553  4 522 Histologic Type ICD-O-3 Cancer Identification Revised 

 554-554  1 523 Behavior Code ICD-O-3 Cancer Identification Revised 

 555-555  1 440 Grade Cancer Identification Revised 

 556-556  1 441 Grade Path Value Cancer Identification New 

 557-557  1 449 Grade Path System Cancer Identification New 

 558-558  1 450 Site Coding Sys--Current Cancer Identification Revised 

 559-559  1 460 Site Coding Sys--Original Cancer Identification Revised 

 560-560  1 470 Morph Coding Sys--Current Cancer Identification Revised 

 561-561  1 480 Morph Coding Sys--Originl Cancer Identification Revised 

 562-562  1 490 Diagnostic Confirmation Cancer Identification Revised 

 563-563  1 500 Type of Reporting Source Cancer Identification Revised 

 564-565  2 501 Casefinding Source Cancer Identification Revised 

 566-566  1 442 Ambiguous Terminology DX Cancer Identification Revised 



Standards for Cancer Registries, Volume II:  Data Standards and Data Dictionary, Fourteenth Edition 

 

44  Version 12 ï Chapter VII:  Record Layout Table (Column # Order)   

 

Column # Length Item # Item Name Section Note 

 567-574  8 443 Date of Conclusive DX Cancer Identification Revised 

 575-576  2 448 Date Conclusive DX Flag Cancer Identification New 

 577-578  2 444 Mult Tum Rpt as One Prim Cancer Identification Revised 

 579-586  8 445 Date of Multiple Tumors Cancer Identification Revised 

 587-588  2 439 Date of Mult Tumors Flag Cancer Identification New 

 589-590  2 446 Multiplicity Counter Cancer Identification Revised 

 591-690  100 680 Reserved 03 Cancer Identification  

 691-700  10 545 NPI--Reporting Facility Hospital-Specific Revised 

 701-710  10 540 Reporting Facility Hospital-Specific Revised 

 711-720  10 3105 NPI--Archive FIN Hospital-Specific Revised 

 721-730  10 3100 Archive FIN Hospital-Specific Revised 

 731-739  9 550 Accession Number--Hosp Hospital-Specific Revised 

 740-741  2 560 Sequence Number--Hospital Hospital-Specific Revised 

 742-744  3 570 Abstracted By Hospital-Specific Revised 

 745-752  8 580 Date of 1st Contact Hospital-Specific Revised 

 753-754  2 581 Date of 1st Contact Flag Hospital-Specific New 

 755-762  8 590 Date of Inpatient Adm Hospital-Specific Revised 

 763-764  2 591 Date of Inpt Adm Flag Hospital-Specific New 

 765-772  8 600 Date of Inpatient Disch Hospital-Specific Revised 

 773-774  2 601 Date of Inpt Disch Flag Hospital-Specific New 

 775-775  1 605 Inpatient Status Hospital-Specific New 

 776-777  2 610 Class of Case Hospital-Specific Revised 

 778-779  2 630 Primary Payer at DX Hospital-Specific Revised 

  780-780 1 665 RX Hosp--ASA Class Hospital-Specific New 

 781-781  1 668 RX Hosp--Surg App 2010 Hospital-Specific New 

 782-783  2 670 RX Hosp--Surg Prim Site Hospital-Specific Revised 

 784-784  1 672 RX Hosp--Scope Reg LN Sur Hospital-Specific Revised 

 785-785  1 674 RX Hosp--Surg Oth Reg/Dis Hospital-Specific Revised 

 786-787  2 676 RX Hosp--Reg LN Removed Hospital-Specific Revised 

  788-788 1 678 RX Hosp--Surg Timing Hospital-Specific New 

 789-789  1 690 RX Hosp--Radiation Hospital-Specific Revised 

 790-791  2 700 RX Hosp--Chemo Hospital-Specific Revised 

 792-793  2 710 RX Hosp--Hormone Hospital-Specific Revised 

 794-795  2 720 RX Hosp--BRM Hospital-Specific Revised 

 796-796  1 730 RX Hosp--Other Hospital-Specific Revised 

 797-798  2 740 RX Hosp--DX/Stg Proc Hospital-Specific Revised 

 799-799  1 3280 RX Hosp--Palliative Proc Hospital-Specific Revised 
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 800-801  2 746 RX Hosp--Surg Site 98-02 Hospital-Specific Revised 

 802-802  1 747 RX Hosp--Scope Reg 98-02 Hospital-Specific Revised 

 803-803  1 748 RX Hosp--Surg Oth 98-02 Hospital-Specific Revised 

 804-903  100 750 Reserved 04 Hospital-Specific  

 904-904  1 759 SEER Summary Stage 2000 Stage/Prognostic Factors Revised 

 905-905  1 760 SEER Summary Stage 1977 Stage/Prognostic Factors Revised 

 906-917  12 779 Extent of Disease 10-Dig Stage/Prognostic Factors Revised 

 906-908  3 780 EOD--Tumor Size Stage/Prognostic Factors Revised 

 909-910  2 790 EOD--Extension Stage/Prognostic Factors Revised 

 911-912  2 800 EOD--Extension Prost Path Stage/Prognostic Factors Revised 

 913-913  1 810 EOD--Lymph Node Involv Stage/Prognostic Factors Revised 

 914-915  2 820 Regional Nodes Positive Stage/Prognostic Factors Revised 

 916-917  2 830 Regional Nodes Examined Stage/Prognostic Factors Revised 

 918-930  13 840 EOD--Old 13 Digit Stage/Prognostic Factors Revised 

 931-932  2 850 EOD--Old 2 Digit Stage/Prognostic Factors Revised 

 933-936  4 860 EOD--Old 4 Digit Stage/Prognostic Factors Revised 

 937-937  1 870 Coding System for EOD Stage/Prognostic Factors Revised 

 938-939  2 1060 TNM Edition Number Stage/Prognostic Factors Revised 

 940-943  4 880 TNM Path T Stage/Prognostic Factors Revised 

 944-947  4 890 TNM Path N Stage/Prognostic Factors Revised 

 948-951  4 900 TNM Path M Stage/Prognostic Factors Revised 

 952-955  4 910 TNM Path Stage Group Stage/Prognostic Factors Revised 

 956-956  1 920 TNM Path Descriptor Stage/Prognostic Factors Revised 

 957-957  1 930 TNM Path Staged By Stage/Prognostic Factors Revised 

 958-961  4 940 TNM Clin T Stage/Prognostic Factors Revised 

 962-965  4 950 TNM Clin N Stage/Prognostic Factors Revised 

 966-969  4 960 TNM Clin M Stage/Prognostic Factors Revised 

 970-973  4 970 TNM Clin Stage Group Stage/Prognostic Factors Revised 

 974-974  1 980 TNM Clin Descriptor Stage/Prognostic Factors Revised 

 975-975  1 990 TNM Clin Staged By Stage/Prognostic Factors Revised 

 976-977  2 1120 Pediatric Stage Stage/Prognostic Factors Revised 

 978-979  2 1130 Pediatric Staging System Stage/Prognostic Factors Revised 

 980-980  1 1140 Pediatric Staged By 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 

 983-983  1 1170 Tumor Marker 3 Stage/Prognostic Factors Revised 

 984-984  1 1182 Lymph-vascular Invasion Stage/Prognostic Factors New 
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 985-987  3 2800 CS Tumor Size Stage/Prognostic Factors Revised 

 988-990  3 2810 CS Extension Stage/Prognostic Factors Revised 

 991-991  1 2820 CS Tumor Size/Ext Eval Stage/Prognostic Factors Revised 

 992-994  3 2830 CS Lymph Nodes Stage/Prognostic Factors Revised 

 995-995  1 2840 CS Lymph Nodes Eval Stage/Prognostic Factors Revised 

 996-997  2 2850 CS Mets at DX Stage/Prognostic Factors Revised 

 998-998  1 2860 CS Mets Eval Stage/Prognostic Factors Revised 

 999-999  1 2851 CS Mets at Dx-Bone Stage/Prognostic Factors New 

 1000-1000  1 2852 CS Mets at Dx-Brain Stage/Prognostic Factors New 

 1001-1001  1 2853 CS Mets at Dx-Liver Stage/Prognostic Factors New 

 1002-1002  1 2854 CS Mets at Dx-Lung Stage/Prognostic Factors New 

 1003-1005  3 2880 CS Site-Specific Factor 1 Stage/Prognostic Factors Revised 

 1006-1008  3 2890 CS Site-Specific Factor 2 Stage/Prognostic Factors Revised 

 1009-1011  3 2900 CS Site-Specific Factor 3 Stage/Prognostic Factors Revised 

 1012-1014  3 2910 CS Site-Specific Factor 4 Stage/Prognostic Factors Revised 

 1015-1017  3 2920 CS Site-Specific Factor 5 Stage/Prognostic Factors Revised 

 1018-1020  3 2930 CS Site-Specific Factor 6 Stage/Prognostic Factors Revised 

 1021-1023  3 2861 CS Site-Specific Factor 7 Stage/Prognostic Factors New 

 1024-1026  3 2862 CS Site-Specific Factor 8 Stage/Prognostic Factors New 

 1027-1029  3 2863 CS Site-Specific Factor 9 Stage/Prognostic Factors New 

 1030-1032  3 2864 CS Site-Specific Factor10 Stage/Prognostic Factors New 

 1033-1035  3 2865 CS Site-Specific Factor11 Stage/Prognostic Factors New 

 1036-1038  3 2866 CS Site-Specific Factor12 Stage/Prognostic Factors New 

 1039-1041  3 2867 CS Site-Specific Factor13 Stage/Prognostic Factors New 

 1042-1044  3 2868 CS Site-Specific Factor14 Stage/Prognostic Factors New 

 1045-1047  3 2869 CS Site-Specific Factor15 Stage/Prognostic Factors New 

 1048-1050  3 2870 CS Site-Specific Factor16 Stage/Prognostic Factors New 

 1051-1053  3 2871 CS Site-Specific Factor17 Stage/Prognostic Factors New 

 1054-1056  3 2872 CS Site-Specific Factor18 Stage/Prognostic Factors New 

 1057-1059  3 2873 CS Site-Specific Factor19 Stage/Prognostic Factors New 

 1060-1062  3 2874 CS Site-Specific Factor20 Stage/Prognostic Factors New 

 1063-1065  3 2875 CS Site-Specific Factor21 Stage/Prognostic Factors New 

 1066-1068  3 2876 CS Site-Specific Factor22 Stage/Prognostic Factors New 

 1069-1071  3 2877 CS Site-Specific Factor23 Stage/Prognostic Factors New 

 1072-1074  3 2878 CS Site-Specific Factor24 Stage/Prognostic Factors New 

 1075-1077  3 2879 CS Site-Specific Factor25 Stage/Prognostic Factors New 

 1078-1080  3 2730 CS PreRx Tumor Size Stage/Prognostic Factors New 
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 1081-1083  3 2735 CS PreRx Extension Stage/Prognostic Factors New 

 1084-1084  1 2740 CS PreRx Tum Sz/Ext Eval Stage/Prognostic Factors New 

 1085-1087  3 2750 CS PreRx Lymph Nodes Stage/Prognostic Factors New 

 1088-1088  1 2755 CS PreRx Reg Nodes Eval Stage/Prognostic Factors New 

 1089-1090  2 2760 CS PreRx Mets at DX Stage/Prognostic Factors New 

 1091-1091  1 2765 CS PreRx Mets Eval Stage/Prognostic Factors New 

 1092-1094  3 2770 CS PostRx Tumor Size Stage/Prognostic Factors New 

 1095-1097  3 2775 CS PostRx Extension Stage/Prognostic Factors New 

 1098-1100  3 2780 CS PostRx Lymph Nodes Stage/Prognostic Factors New 

 1101-1102  2 2785 CS PostRx Mets at DX Stage/Prognostic Factors New 

 1103-1104  2 2940 Derived AJCC-6 T Stage/Prognostic Factors Revised 

 1105-1105  1 2950 Derived AJCC-6 T Descript Stage/Prognostic Factors Revised 

 1106-1107  2 2960 Derived AJCC-6 N Stage/Prognostic Factors Revised 

 1108-1108  1 2970 Derived AJCC-6 N Descript Stage/Prognostic Factors Revised 

 1109-1110  2 2980 Derived AJCC-6 M Stage/Prognostic Factors Revised 

 1111-1111  1 2990 Derived AJCC-6 M Descript Stage/Prognostic Factors Revised 

 1112-1113  2 3000 Derived AJCC-6 Stage Grp Stage/Prognostic Factors Revised 

 1114-1116  3 3400 Derived AJCC-7 T Stage/Prognostic Factors New 

 1117-1117  1 3402 Derived AJCC-7 T Descript Stage/Prognostic Factors New 

 1118-1120  3 3410 Derived AJCC-7 N Stage/Prognostic Factors New 

 1121-1121  1 3412 Derived AJCC-7 N Descript Stage/Prognostic Factors New 

 1122-1124  3 3420 Derived AJCC-7 M Stage/Prognostic Factors New 

 1125-1125  1 3422 Derived AJCC-7 M Descript Stage/Prognostic Factors New 

 1126-1128  3 3430 Derived AJCC-7 Stage Grp Stage/Prognostic Factors New 

 1129-1131  3 3440 Derived PreRx-7 T Stage/Prognostic Factors New 

 1132-1132  1 3442 Derived PreRx-7 T Descrip Stage/Prognostic Factors New 

 1133-1135  3 3450 Derived PreRx-7 N Stage/Prognostic Factors New 

 1136-1136  1 3452 Derived PreRx-7 N Descrip Stage/Prognostic Factors New 

 1137-1139  3 3460 Derived PreRx-7 M Stage/Prognostic Factors New 

 1140-1140  1 3462 Derived PreRx-7 M Descrip Stage/Prognostic Factors New 

 1141-1143  3 3470 Derived PreRx-7 Stage Grp Stage/Prognostic Factors New 

 1144-1146  3 3480 Derived PostRx-7 T Stage/Prognostic Factors New 

 1147-1149  3 3482 Derived PostRx-7 N Stage/Prognostic Factors New 

 1150-1151  2 3490 Derived PostRx-7 M Stage/Prognostic Factors New 

 1152-1154  3 3492 Derived PostRx-7 Stge Grp Stage/Prognostic Factors New 

 1155-1155  1 3010 Derived SS1977 Stage/Prognostic Factors Revised 

 1156-1156  1 3020 Derived SS2000 Stage/Prognostic Factors Revised 
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 1157-1157  1 3600 Derived Neoadjuv Rx Flag Stage/Prognostic Factors New 

 1158-1158  1 3030 Derived AJCC--Flag Stage/Prognostic Factors Revised 

 1159-1159  1 3040 Derived SS1977--Flag Stage/Prognostic Factors Revised 

 1160-1160  1 3050 Derived SS2000--Flag Stage/Prognostic Factors Revised 

 1161-1166  6 2937 CS Version Input Current Stage/Prognostic Factors New 

 1167-1172  6 2935 CS Version Input Original Stage/Prognostic Factors Revised 

 1173-1178  6 2936 CS Version Derived Stage/Prognostic Factors Revised 

 1179-1179  1 3700 SEER Site-Specific Fact 1 Stage/Prognostic Factors New 

 1180-1180  1 3702 SEER Site-Specific Fact 2 Stage/Prognostic Factors New 

 1181-1181  1 3704 SEER Site-Specific Fact 3 Stage/Prognostic Factors New 

 1182-1182  1 3706 SEER Site-Specific Fact 4 Stage/Prognostic Factors New 

 1183-1183  1 3708 SEER Site-Specific Fact 5 Stage/Prognostic Factors New 

 1184-1184  1 3710 SEER Site-Specific Fact 6 Stage/Prognostic Factors New 

 1185-1185  1 3165 ICD Revision Comorbid Stage/Prognostic Factors Revised 

 1186-1190  5 3110 Comorbid/Complication 1 Stage/Prognostic Factors Revised 

 1191-1195  5 3120 Comorbid/Complication 2 Stage/Prognostic Factors Revised 

 1196-1200  5 3130 Comorbid/Complication 3 Stage/Prognostic Factors Revised 

 1201-1205  5 3140 Comorbid/Complication 4 Stage/Prognostic Factors Revised 

 1206-1210  5 3150 Comorbid/Complication 5 Stage/Prognostic Factors Revised 

 1211-1215  5 3160 Comorbid/Complication 6 Stage/Prognostic Factors Revised 

 1216-1220  5 3161 Comorbid/Complication 7 Stage/Prognostic Factors Revised 

 1221-1225  5 3162 Comorbid/Complication 8 Stage/Prognostic Factors Revised 

 1226-1230  5 3163 Comorbid/Complication 9 Stage/Prognostic Factors Revised 

 1231-1235  5 3164 Comorbid/Complication 10 Stage/Prognostic Factors Revised 

 1236-1435  200 1180 Reserved 05 Stage/Prognostic Factors  

 1436-1443  8 1260 Date of Initial RX--SEER Treatment-1st Course Revised 

 1444-1445  2 1261 Date of Initial RX Flag Treatment-1st Course New 

 1446-1453  8 1270 Date of 1st Crs RX--CoC Treatment-1st Course Revised 

 1454-1455  2 1271 Date of 1st Crs Rx Flag Treatment-1st Course New 

 1456-1463  8 1200 RX Date--Surgery Treatment-1st Course Revised 

 1464-1465  2 1201 RX Date--Surgery Flag Treatment-1st Course New 

 1466-1473  8 3170 RX Date--Most Defin Surg Treatment-1st Course Revised 

 1474-1475  2 3171 RX Date Mst Defn Srg Flag Treatment-1st Course New 

 1476-1483  8 3180 RX Date--Surgical Disch Treatment-1st Course Revised 

 1484-1485  2 3181 RX Date Surg Disch Flag Treatment-1st Course New 

 1486-1493  8 1210 RX Date--Radiation Treatment-1st Course Revised 

 1494-1495  2 1211 RX Date--Radiation Flag Treatment-1st Course New 
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 1496-1503  8 3220 RX Date--Radiation Ended Treatment-1st Course Revised 

 1504-1505  2 3221 RX Date Rad Ended Flag Treatment-1st Course New 

 1506-1513  8 3230 RX Date--Systemic Treatment-1st Course Revised 

 1514-1515  2 3231 RX Date Systemic Flag Treatment-1st Course New 

 1516-1523  8 1220 RX Date--Chemo Treatment-1st Course Revised 

 1524-1525  2 1221 RX Date--Chemo Flag Treatment-1st Course New 

 1526-1533  8 1230 RX Date--Hormone Treatment-1st Course Revised 

 1534-1535  2 1231 RX Date--Hormone Flag Treatment-1st Course New 

 1536-1543  8 1240 RX Date--BRM Treatment-1st Course Revised 

 1544-1545  2 1241 RX Date--BRM Flag Treatment-1st Course New 

 1546-1553  8 1250 RX Date--Other Treatment-1st Course Revised 

 1554-1555  2 1251 RX Date--Other Flag Treatment-1st Course New 

 1556-1563  8 1280 RX Date--DX/Stg Proc Treatment-1st Course Revised 

 1564-1565  2 1281 RX Date--Dx/Stg Proc Flag Treatment-1st Course New 

 1566-1566  1 1285 RX Summ--Treatment Status Treatment-1st Course New 

 1567-1568  2 1290 RX Summ--Surg Prim Site Treatment-1st Course Revised 

 1569-1569  1 1292 RX Summ--Scope Reg LN Sur Treatment-1st Course Revised 

 1570-1570  1 1294 RX Summ--Surg Oth Reg/Dis Treatment-1st Course Revised 

 1571-1572  2 1296 RX Summ--Reg LN Examined Treatment-1st Course Revised 

 1573-1573  1 1310 RX Summ--Surgical Approch Treatment-1st Course Revised 

 1574-1574  1 1320 RX Summ--Surgical Margins Treatment-1st Course Revised 

 1575-1575  1 1330 RX Summ--Reconstruct 1st Treatment-1st Course Revised 

 1576-1576  1 1340 Reason for No Surgery Treatment-1st Course Revised 

 1577-1578  2 1350 RX Summ--DX/Stg Proc Treatment-1st Course Revised 

 1579-1579  1 3270 RX Summ--Palliative Proc Treatment-1st Course Revised 

 1580-1580  1 1360 RX Summ--Radiation Treatment-1st Course Revised 

 1581-1581  1 1370 RX Summ--Rad to CNS Treatment-1st Course Revised 

 1582-1582  1 1380 RX Summ--Surg/Rad Seq Treatment-1st Course Revised 

 1583-1584  2 3250 RX Summ--Transplnt/Endocr Treatment-1st Course Revised 

 1585-1586  2 1390 RX Summ--Chemo Treatment-1st Course Revised 

 1587-1588  2 1400 RX Summ--Hormone Treatment-1st Course Revised 

 1589-1590  2 1410 RX Summ--BRM Treatment-1st Course Revised 

 1591-1591  1 1420 RX Summ--Other Treatment-1st Course Revised 

 1592-1592  1 1430 Reason for No Radiation Treatment-1st Course Revised 

 1593-1594  2 1460 RX Coding System--Current Treatment-1st Course Revised 

 1595-1595  1 1500 First Course Calc Method Treatment-1st Course Revised 

 1596-1600  5 1510 Rad--Regional Dose: CGY Treatment-1st Course Revised 














































































































































































































































































































































































































































































































































































































































































































































































































































































































































































