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General Principles

Montana Central Tumor Registry — 2018



Necessary Resources for 2018 Reporting
AJCC 8™ Edition

https://cancerstaging.org/#s/default.aspx

NAACCR version 18 layout

https://www.naaccr.org/data-standards-data-dictionary/

New Histologic Terms

https://www.naaccr.org/implementation-guidelines/#ICDO3

https://seer.cancer.gov/icd-o0-3/

SEER Summary Stage 2018

https://seer.cancer.gov/tools/ssm/

Site-Specific Data Indicators

https://apps.naaccr.org/ssdi/list/

Solid Tumor Rules (the 2007 Multiple Primary and Histology rules should be used for sites covered in Cutaneous melanoma
and Other modules)

https://seer.cancer.gov/tools/solidtumor/

Hematopoietic Database

https://seer.cancer.gov/seertools/hemelymph/

Grade Manual

https://apps.naaccr.org/ssdi/list/

Radiation codes

https://www.naaccr.org/data-standards-data-dictionary/

SEER*Rx

https://seer.cancer.gov/seertools/seerrx/

CoC STORE Manual

https://www.facs.org/quality-programs/cancer/ncdb/registrymanuals/cocmanuals

SEER Registrar Staging Assistant (Cancer Schema List helpful for coding Site, Histology, Tumor Size, LN’s, EOD, S52018, Grade)
https://staging.seer.cancer.gov/eod_public/list/1.4/
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PREFACE

Construction of this manual is developed with use from the STORE (STandards for Oncology Registry Entry 2018), SEER
Program Coding and Staging Manual 2018, CDC-NPCR (Centers for Disease Control — National Program of Cancer
Registries) Required Status Table 2018, and NAACCR (North American Association of Central Cancer Registries) version
18 Data Dictionary. Implementation of this manual will be required with cancer cases diagnosed on or after January 1,
2018. There are many revisions for reporting 2018 cancer cases:

e Implementation of AJCC TNM version 8 staging

e Transition from Multiple Primary and Histology Coding rules to Solid Tumor Coding Rules
e Transition from Summary Stage 2000 to Summary Stage 2018

e Transition from CS Site Specific Factors to Site-Specific Data Indicators (SSDI)

e Addition of new histologic terms

e  Revision of site-specific Grade coding rules

e Revision of Radiation codes

Required fields are either required by the Montana Central Tumor Registry law (Duty to Report Tumors 50-15-703),
Administrative Rules of Montana (37.8.1801 — 37.8.1808), Public Law 102-515 (Cancer Registries Amendment Act), or
NPCR Required Status Table under cooperative agreement with the Centers for Disease Control and Prevention, National
Program of Cancer Registries (cooperative agreement number DP17-1701).

CHANGES FROM 2016 MCTR REPORTING MANUAL TO THE 2018 MCTR REPORTING MANUAL

See Appendix C for list of changes and page numbers

Modified Fields:
e Consolidated Secondary Diagnosis 2-10 into one page
e Confidentiality section rewritten and referenced MCTR Data Release Policy
e List of website resources for 2018 reporting
e  Multiple Primaries section rewritten and referenced SEER Solid Tumor Rules and Hematopoietic Database

Removed Fields:
e Collaborative Staging sections and related fields
e Comorbidities and Complications sections (use Secondary Diagnoses 1-10 for ICD-10-CM codes)
e  Grade section and reference to the Grade Manual
e AJCC 7t edition TNM Clinical and Pathological sections to accommodate AJCC 8™ edition
e  SEER Summary Stage 2000 to accommodate SEER Summary Stage 2018
e (S Site Specific Factors to accommodate Site-Specific Data Indicators (SSDIs)
e Radiation fields to accommodate revised radiation fields

New Fields:
e AIJCCTNMClinT,N, M
e AJCCTNMPathT,N, M
e AJCCTNM Post Therapy T, N, M

e AJCCTNM Clin Stage Group
e AJCCTNM Path Stage Group OR AJCC TNM Post Therapy Stage Group

e AJCCTNM Clin T Suffix

e AJCCTNM Path T Suffix

e AJCCTNM Post Therapy T Suffix
e AJCCTNM Clin N Suffix

e AJCCTNM Path N Suffix

e AJCCTNM Post Therapy N Suffix

e Summary Stage 2018
e Clinical, Pathological, and Post Therapy Grade

e Site-Specific Data Items
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Date of Regional Lymph Node Dissection and Flag

Date of Sentinel Lymph Node Biopsy and Flag (breast and melanoma)
Sentinel Lymph Nodes Examined (breast and melanoma)

Sentinel Lymph Nodes Positive (breast and melanoma)

Radiation Primary Treatment Volume (Phase |, Il, Ill) — converted from Radiation Treatment Volume
Radiation to Draining Lymph Nodes (Phase |, II, Ill) — converted from Radiation Treatment Volume
Radiation Treatment Modality (Phase |, Il, lll) — converted from Regional Treatment Modality

Radiation External Beam Planning Technique (Phase |, Il, Ill) — converted from Regional Treatment Modality
Dose per Fraction (Phase I, II, III)

Number of Fractions (Phase |, Il, 1ll) — 1-1 map from Regional Dose: cGy

Total Dose (Phase |, II, 11I)

Number of Phases of Radiation Treatment to this Volume

Radiation Discontinued Early

Total Dose

Date of Last Cancer (tumor) Status and Flag

Three new overrides to accommodate new staging variables
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REQUIRED STATUS DEFINITIONS
Required — Field required by the Montana Administrative Rules 37.8.1801 — 37.8.1808 or Public Law 102-515.

Required by CoC — Field required to be collected by ACoS-CoC-approved facilities and transmitted to the MCTR.
Recommended for all other reporting facilities.

Recommended - Field recommended to be collected, when available.
Optional - Field is not required but may be useful to the registry.
PURPOSE

Central cancer registries collect, store, analyze, and interpret cancer data on people who are diagnosed and/or treated
for cancer in population-based areas. The primary objective of the MCTR is to analyze the incidence, mortality, survival,
and the changing frequency of cancer in Montana residents. Analysis is possible with complete, timely and quality data
reporting.

CASEFINDING

Casefinding is the method of locating all eligible cancer cases and retrieving the required information on all patients
diagnosed with or treated for cancer who are to be included in the MCTR, inpatient or outpatient regardless of the type
of service. Casefinding will identify both new cases and cases already entered. Active casefinding (involves the registrar
retrieving all source documents) is recommended for identifying reportable cases. Reportable cases could easily be
missed with passive casefinding as non-registry staff are not familiar with reporting criteria and terminology. For
example, non-registry staff could miss the collection of cases with terms that may not sound cancerous (such as linitis
plastica or Waldenstrom’s macroglobulinemia).

A procedure for obtaining complete and relevant data on all cancer patients with a reportable tumor should be
established. The following casefinding sources may identify possible cancer cases:

e Pathology reports (histology, cytology, autopsy, bone marrow, hematology, pathologic addenda and consultations)
o Pathology-only cases must be reported even if the patient was not seen in your facility
e Medical Record Disease Indices (all services: inpatient, outpatient, clinics, inpatient hospice, etc.)
o History and Physical
o Consultation Notes
o Progress Notes
o Discharge Summary
e Daily admissions and discharges
e Notes from physician’s offices
e Diagnostic Imaging reports (X-ray, MRI, CT, PET, mammogram)
e  Surgery schedule
e Medical oncology logs
e Radiation oncology logs
e Infusion or Treatment Center
e Qutpatient Departments (including cancer specialty clinics, chemotherapy clinics, infusion centers, day surgery, etc.)

These sources should be checked thoroughly and periodically to ensure that all cancer patients receiving inpatient or
outpatient services from the hospital are included in the registry.

REFERENCE DATE

The reference date is the start date after which all eligible cases must be included in the tumor registry. The Montana
Legislature established Montana’s reference date as January 1, 1979.
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REPORTABLE LIST

According to the Administrative Rules of Montana (37.8.1801), the following tumors are to be submitted for reporting.
Reportable cancer cases should be submitted to the MCTR within six months after the patient’s date of first contact. The
list is based on those cases which are categorized as malignant, in-situ, or benign (for types listed below) by the
International Classification of Diseases for Oncology. The MCTR requires non-analytic and pathology-only cases to be

reported.
Type Description
Reportable Diagnoses 1. All malignant neoplasms (including in-situ) (behavior code 2 or 3)

2. BCC and SCC of the labia, vagina, vulva, clitoris, penis, scrotum, prepuce, and anus
3. Cervix (CIN Ill), prostate (PIN 111), vulva (VIN IlI), vagina (VAIN 1l1), anus (AIN 111}, and (LIN
1) larynx
4. All benign tumors of the brain (behavior code 0 or 1) INCLUDES: meninges, brain, spinal
cord, cranial nerves, and other parts of the CNS, pituitary gland, craniopharyngeal duct,
and pineal gland
NOTE: Juvenile astrocytoma, listed as 9421/1 in ICD-O-3, is required and should be
recorded as 9421/3
5. All carcinoid tumors (malignant, benign, and NOS)
NOTE: Carcinoid tumors of the appendix must be coded to 8240/3 and must be
reported with a behavior code 3
6. Gastro-intestinal stromal tumors (GIST) and thymomas are frequently non-malignant.
However, they must be abstracted and assigned a behavior code of 3 if they are noted to
have multiple foci, metastasis, or positive lymph nodes
7. LCIS (lobular carcinoma in situ of breast
Ambiguous Apparent(ly) Most likely
Terminology Appears Presumed
Considered Diagnostic Comparable with Probable
of Cancer Compatible with Suspect(ed)
Consistent with Suspicious (for)
Favor Typical (of)
Malignant appearing Neoplasm or Tumor for C70.0-C72.9, C75.1-C75.3

Exception: If a cytology is identified only with an ambiguous term, do not interpret it as a
diagnosis of cancer. Abstract the case only if a positive biopsy or a physician’s clinical
impression of cancer supports the cytology findings.

Do not substitute synonyms such as “supposed” for “presumed”, “equal” for
“comparable” or “likely” for “most likely”.

Examples of reportable ambiguous terms:

e Chest x-ray states consistent with carcinoma of the right upper lobe of the lung. The

patient refused further work-up or treatment. Consistent with carcinoma is indicative of
cancer.

e CT of brain suspicious for neoplasm. Neoplasm is reportable for C70.0-C72.9, C75.1-C75.3.
e The pathology report states suspicious for malignancy. Suspicious for malignancy is

indicative of cancer.
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Type

Description

Exceptions (not
reportable)

1. Basal Cell Carcinoma (BCC) or Squamous Cell Carcinoma (SCC) of skin (C44._) with
histologies 8000-8005, 8010-8046, 8050-8084, 8090-8110

2. Patients with a history of malignancy who are clinically free of disease when seen at your
facility

3. Patients diagnosed with a probable carcinoma and subsequently ruled out (see list of
Ambiguous Terms)
Example: A patient was diagnosed with probable lung carcinoma in June 1995 and a
biopsy performed in July 1995 revealed no evidence of cancer.

4. Patients who receive transient care to avoid interrupting a course of therapy started
elsewhere
Example: A patient who lives in Idaho is visiting and receives scheduled
chemotherapy started in Idaho.

5. Out-of-state patients with a history of or evidence of cancer who are not receiving cancer
treatment or are seen for an unrelated medical condition

6. Genetic findings in the absence of pathologic or clinical evidence of reportable disease
are indicative of risk only and do not constitute a diagnosis

Ambiguous
Terminology NOT
Considered Diagnostic
of Cancer

Cannot be ruled out Questionable
Equivocal Rule out
Possible Worrisome
Potentially malignant Suggests

Examples of non-reportable ambiguous terms:

e Chest x-ray states consistent with neoplasm of left upper lobe of lung. The patient refused
further work-up or treatment. Consistent with neoplasm is not indicative of cancer. While
“consistent with” can indicate involvement, “neoplasm” without specification of
malignancy is not diagnostic except for non-malignant primary intracranial and central
nervous system tumors.

e Mammogram notes possible carcinoma of the breast. “Possible” is not a diagnostic term
for cancer.

e Mammogram notes suspicious density. While “suspicious” can indicate a problem,
“density” is not indicative of cancer.
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Ambiguous Terminology Lists:

When abstracting, registrars are to use the Ambiguous Terms at Diagnosis list with respect to case reportability, and the
Ambiguous Terms Describing Tumor Spread list with respect to tumor spread for staging purposes.

The first and foremost resource for the registrar for questionable cases is the physician who diagnosed and/or staged the
tumor. The ideal way to approach abstracting situations when the medical record is not clear is to follow up with the
physician. If the physician is not available, the medical record, and any other pertinent reports (e.g., pathology, etc.)
should be read closely for the required information. The purpose of the Ambiguous Terminology lists is so that in the
case where wording in the patient record is ambiguous with respect to re portability or tumor spread and no further
information is available from any resource, registrars will make consistent decisions. When there is a clear statement of
malignancy or tumor spread (i.e., the registrar can determine malignancy or tumor spread from the resources available),
they should not refer to the Ambiguous Terminology lists. Registrars should only rely on these lists when the situation is
not clear and the case cannot be discussed with the appropriate physician/pathologist.

The CoC recognizes that not every registrar has access to the physician who diagnosed and/or staged the tumor, as a
result, the Ambiguous Terminology list delineated above must be used in Coe-accredited programs as "references of last
resort."

Ambiguous Terms that Constitute a Diagnosis: apparent(ly), appears, comparable with, compatible with, consistent with,
favors, malignant appearing, most likely, presumed, probable, suspect(ed), suspicious (for), typical of, tumor (for C70.0-
C72.9, C75.1-C75.3), neoplasm (for C70.0-C72.9, C75.1-C75.3).

Ambiguous Terms that DO NOT constitute a diagnosis without additional information: cannot be ruled out, equivocal,
possible, potentially malignant, questionable, rule out, suggests, worrisome.

Ambiguous Terms that Describe Tumor Spread: adherent, apparent, compatible with, consistent with, encroaching upon,
fixation, fixed, induration, into, onto, out onto, probable, suspect, suspicious, to.

Ambiguous Terms that DO NOT Constitute tumor involvement or spread: approaching, equivocal, possible, questionable,
suggests, very close to.
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Reportable ICD-10-CM Codes

ICD-10-CM Code Description

C00._-C43._,C4A._, Malignant neoplasms

C45._-C96._ Includes: BCC and SCC of the labia (C51.0-C51.1), vagina (C52.9), vulva (C51.9), clitoris
(C51.2), penis (€60.1-C60.9), scrotum (C63.2), prepuce (C60.0), and anus (C21.0)

C49.A- Gastrointestinal Stromal Tumors

C7A._ Malignant carcinoid tumors

C84.A_ Cutaneous T-cell lymphoma

C84.7_ Other mature T/NK-cell lymphoma

C91.A_ Mature B-cell leukemia Burkitt-type

C91.Z_ Other lymphoid leukemia

C92.A_ Acute myeloid leukemia with multi-lineage dysplasia

C92.Z_ Other myeloid leukemia

C93.Z_ Other monocytic leukemia

C96.2_ Malignant mast cell neoplasms

C96.A_ Histiocytic sarcoma

C96.Z_ Other specified malignant neoplasm of lymphoid, hematopoietic, and related tissue

D00._ - D09._ In situ neoplasms
Note: Carcinoma in-situ of the cervix (CIS), intraepithelial neoplasia grade Ill (8077/2)
of the cervix (CIN Ill), prostate (PIN IIl), vulva (VIN 1l1), vagina (VAIN Il1), anus (AIN IIl),
and (LIN I11) larynx are reportable

D18.02 Hemangioma of intracranial structures and any site

D3Aa._ Carcinoid tumors (any behavior) and neuroendocrine tumor (malignant only)

D32._ Benign neoplasms of meninges (cerebral, spinal and unspecified)

D33._ Benign neoplasm of brain and other parts of central nervous system

D35.2-D35.4 Benign neoplasm of pituitary gland, craniopharyngeal duct and pineal body

D42. ,D43._ Neoplasm of uncertain or unknown behavior or meninges, brain, CNS

D44.3 - D44.5 Neoplasm of uncertain or unknown behavior of pituitary gland, craniopharyngeal
duct and pineal gland

D45 Polycythemia vera (9950/3)
Note: Excludes familial polycythemia (C75.0), secondary polycythemia (D75.1)

D46._ Myelodysplastic syndromes (9980, 9982/ 9983, 9985, 9986, 9989, 9991, 9992)

D47._ Myeloproliferative diseases (9931, 9740, 9741, 9742, 9960, 9961, 9962, 9963, 9965,
9966, 9967, 9970, 9971, 9975, 9987)

D47.21 Post-transplant lymphoproliferative disorder (PTLD)

D47.3 Essential (hemorrhagic) thrombocythemia (9962/3)
Includes: essential thrombocytosis, idiopathic hemorrhagic thrombocythemia

D49.6, D49.7 Neoplasms of unspecified behavior of brain, endocrine glands and other CNS

191.0 Malignant Pleural Effusion

R18.0 Malignant ascites

R85.614 Cytologic evidence of malignancy on smear of anus

R87.614 Cytologic evidence of malignancy on smear of cervix

R87.624 Cytologic evidence of malignancy on smear of vagina

Z51.0 Encounter for antineoplastic radiation therapy

Z51.1 Encounter for antineoplastic chemotherapy and immunotherapy
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QUALITY CONTROL

Accuracy and consistency are essential in tumor registry reporting. A computerized tumor registry should conduct
minimal data quality checks. This includes visual review of abstracts and computerized edit checks on each abstract prior
to submission to the MCTR. The MCTR will perform quality assurance tasks upon receipt of abstracts from each
reporting institution. Review procedures may include visual review of abstracts, review of accession register and
abstracts, and periodic re-abstracting of cases. The reporting facility will be required to resolve incomplete, incorrect, or
inconsistent data upon MCTR query.

FOLLOW-UP

Annual follow-up of patients is an important cancer registry function. The MCTR conducts yearly lifetime follow-up on all
reported cases. Follow-up is based on the date of last contact and is delinquent (lost) if no contact has been made within
15 months after the date of last follow-up information. Cases that are lost-to-follow-up (delinquent) should remain in
the follow-up process until follow-up information is obtained.

Follow-up data must include the date(s) and type(s) of treatment for cancer, the site(s) of distant metastasis, date and
type of recurrence, subsequent treatment for progressive disease or recurrence, the site and histology of any
subsequent primary, the date of last contact, the patient’s current physician, and the status of the patient and the
cancer.

CONFIDENTIALITY

All data concerning cancer patients is held in strict confidence by the MCTR. Confidentiality is of paramount importance;
the privacy of patients, physicians, and hospitals is strictly maintained. As it is elsewhere, confidentiality is an issue of
increasing concern to cancer registries. The MCTR’s Data Release Policy can be found on the website
https://dphhs.mt.gov/publichealth/Cancer/TumorRegistry.

PROCEDURE MANUAL

Tumor registries should maintain a complete, up-to-date procedure manual that documents each phase of its operations.
A procedure manual is a valuable and necessary tool used to organize and maintain an effective, efficient program.

When adhered to, this manual will ensure a smooth operation with consistent and accurate abstracting, systematic and
continuous follow-up, and complete and timely reporting.

The procedure manual should contain:

e The objectives of the cancer registry

e Job descriptions and specifications of registry positions

e (Case eligibility criteria

e  The reportable list

e Procedures for casefinding, maintaining and using a suspense file, and accessioning

e Adescription of the registry filing system

e Documentation of data collection methods, including principles of abstracting, detailed definitions for each data
item, references used for coding systems, if applicable, and staging systems used

e  Follow-up procedures

e Documentation of quality control procedures

e Adescription of reporting mechanisms

e  Policy statements about confidentiality and release of information
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UNIQUE PATIENT IDENTIFIERS

Accession Number and Sequence Number uniquely identify the patient and the tumor. Each cancer patient in a registry is

assigned a unique accession number, and each primary diagnosed for that patient is assigned a sequence number. The
accession number never changes.

e Accession numbers are never reassigned, even if a patient is removed from the registry.

e The sequence number is the sequence of all tumors over a lifetime of a patient and is counted throughout the
patient’s lifetime.

e  Only tumors that would have been reportable at the time of diagnosis or by agreement with a central registry or the
program’s cancer committee are required to be counted when assigning sequence numbers. A registry may contain
a single abstract for a patient with a sequence number of 02, because the first tumor had been either diagnosed and
treated elsewhere or diagnosed and/or treated before the facility’s reference date. Because of differences in
requirements, however, it is still possible for two registries with dissimilar eligibility requirements (for example, a

facility registry and a state central registry) to assign different sequence numbers to the same tumor, even though
the sequence number codes and instructions applied are the same.

NATIONAL PROVIDER IDENTIFIER
The National Provider Identifier (NPI) is a unique identification number for health care providers that was implemented
in 2007 and 2008 by the Centers for Medicare and Medicaid Services (CMS) as part of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). For billing purposes, large practices and large group providers were required to

use NPI codes by May 2007; small health plans were required to use NPI codes by May 2008. Individual item descriptions
in this manual should be reviewed for specific coding instructions.

MULTIPLE PRIMARIES

The 2018 SEER Solid Tumor Rules and SEER Hematopoietic and Lymphoid Neoplasm Database should be used to
determine the number of primaries to be reported and for coding detailed histology and primary sites.

PAIRED ORGANS

A list of paired organ sites can be found earlier in this section with the coding instructions for Laterality. Refer to the
SEER Solid Tumor Rules to determine whether involvement of paired sites should be coded as one or two primaries.
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CODING DATES

Beginning in 2010, the way dates are transmitted between facility registries and central registries or the National Cancer
DataBase (NCDB) was changed to improve the interoperability or communication of cancer registry data with other
electronic record systems. Registry software may display dates in the traditional manner or in the interoperable format.

Traditional dates are displayed in MMDDCCYY form, with 99 representing unknown day or month portions, and

99999999 representing a completely unknown date. In the traditional form, some dates also permit 88888888 or
00000000 for special meaning. Interoperable dates are displayed in CCYYMMDD form, with the unknown portions of the
date filled with blank spaces. If the date is entirely blank, an associated date flag is used to explain the missing date. The
following table illustrates the relationship among these items where each lower case ‘b’ represents a blank space. Flags

are not used for software-generated dates.

begun

(example: 88888888)

(example: bbbbbbbb)

Description Traditional Date Interoperable Date Date
Date entered in Date entered in CCYYMMDD Flag
MMDDCCYY sequence; sequence, leaving unknown portions
unknown portions blank (spaces);omit the date if the
represented by 99 or 9999 date is completely unknown

Full date known MMDDYYCC CCYYMMDD bb
(example: 02182010) (example: 20100218)

Month and year known MM99CCYY CCYYMMbb bb
(example: 02992010) (example: 201002bb)

Year only known 9999CCYY CCYYbbbb bb
(example: 99992010) (example: 2010bbbb)

Unknown if any surgery 99999999 bbbbbbbb 10

performed (example: 99999999) (example: bbbbbbbb)

No surgery performed, not | 00000000 bbbbbbbb 11

applicable (example: 00000000) (example: bbbbbbbb

Date is unknown, surgery 99999999 bbbbbbbb 12

performed (example: 99999999) (example: bbbbbbbb

Surgery is planned, not yet | 88888888 bbbbbbbb 15

ESTIMATING DATES

Estimating the Month:

e Code “Spring” to April

e Code “Summer” or “middle of the year” to July
e Code “Fall” or “Autumn” to October

e  For “Winter of”, try to determine if the physician means the first of the year or the end of the year and code January

or December as appropriate.
e Code “early in the year” to January
e Code “late in the year” to December
e Code the month of admission when there is no basis for estimation

Estimating the Year:

e Code “a couple years” to two years earlier
e Code “afew years” to three years earlier

e Use whatever information is available to calculate the year

e Code the year of admission when there is no basis for estimation
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REVISING THE ORIGINAL DIAGNOSIS

Data are gathered from multiple sources using the most recent and complete information available. Over time, the
patient’s records may contain new information such as tests, scans, and consults. Change the primary site, laterality,
histology, grade, and stage as the information becomes more complete. If the primary site is changed, it may also be
necessary to revise site-specific staging and treatment codes. There is no time limit for making revisions that give better
information about the original diagnosis or stage. However, if staging information is updated, it is important to adhere
to the timing requirements for the respective staging system. Most cases that require revision are unknown primaries.

Examples:

1)

2)

The institution clinically diagnoses a patient with carcinomatosis. The registry enters the case as an unknown
primary (C80.9), carcinoma, NOS (8010/3), stage of disease unknown. Nine months later, a paracentesis shows
serous cystadenocarcinoma. The physician says that the patient has an ovarian primary. Change the primary site to
ovary (C56.9), histology to serous cystadenocarcinoma (8441/3), and diagnostic confirmation to positive cytologic
study, no positive histology (code 2). If enough information is available that meets the AJCC timing requirements for
staging, change the stage from not applicable (88) to the appropriate staging basis, TNM elements, and stage group,
or to unknown. Update the Collaborative Stage input items and rerun the derivation program. If first course surgery
was performed, the surgery codes should be reviewed.

A physician may decide that a previously clinically diagnosed malignancy is a benign lesion. The patient is referred
from a nursing home to the facility. The chest x-ray shows a cavitary lesion in the right lung. The family requests
that the patient undergo no additional workup or treatment. Discharge diagnosis is “probable carcinoma of right
lung”. The registrar abstracts a lung primary (C34.9). Two years later a chest x-ray shows an unchanged lesion. The
physician documents “lung cancer ruled out”. Delete the case from the registry. Adjust the sequence number(s) of
any other primaries the patient may have. Do not reuse the accession number.
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OUTCOMES

20

The outcomes data items describe the known clinical and vital status of the patient. Follow-up information is obtained at
least annually for all living patients included in a cancer registry’s database. Recorded follow-up data should reflect the
most recent information available to the registry that originates from reported patient hospitalizations, known patient
readmissions, contact with the patient’s physician, and/or direct contact with the patient.

Individual data item descriptions should be consulted for specific coding instructions. The paragraphs below describe the
range of follow-up information that should be obtained.

Follow-up items that are required to be in the facility’s database:

There may be times when first course treatment information is incomplete. Therefore, it is important to continue
follow-up efforts to be certain the necessary treatment information is collected. This includes:

e Complete first course of treatment information when Surgery of Primary Site is delayed six months or more
following the Date of First Contact.

e Readmission to the Same Hospital Within 30 Days of Surgical Discharge following the most definitive surgery.

e Radiation, chemotherapy, hormone therapy, immunotherapy, hematologic transplant and endocrine
procedures, or other treatment that had been indicated as being planned as part of first course of treatment,
but not been started or completed as of the most recent follow-up date. Use “reason for no” treatment codes
of 88 or 8 as ticklers to identify incomplete treatment information.

e When all planned first course treatment has been recorded, first course treatment items no longer need to be
followed.

e  Follow-up for disease recurrence should be conducted until (a) evidence of disease recurrence is reported, or (b)
the patient dies. If the Type of First Recurrence is coded 70 (never cancer free), when the patient was last seen,
but treatment was still underway, then check at follow-up to see whether the patient subsequently became
cancer-free. Occasionally, if first course treatment ends due to disease progression, it may be second course or
subsequent treatment that results in a cancer-free status. If the Type of First Recurrence is coded 00 (became
cancer-free and has had no recurrence), then continue to follow for recurrence and record the type and date
when it occurs.

Once the first recurrence has been recorded, do not update recurrence items further.

While the patient is alive, be sure that contact information is kept current. Contact information includes:

Current Street Address Current Zip Code
Current City Telephone
Current State Date of Last Contact

Follow-up for Vital Status and Cancer Status should be conducted annually for all cases in the cancer registry.

Once the patient’s death has been recorded, no further follow-up is performed.
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CASE ADMINISTRATION

Correct and timely management of case records in a registry data set are necessary to describe the nature of the data in
the cancer record and to facilitate meaningful analysis of data, and it is necessary to understand each item’s respective
purpose to ensure their accuracy and how to use them in analysis.

Administrative Tracking

The following administrative tracking items are required to be in the facility’s database:

Abstracted By and Hospital Number identify the individual and facility responsible for compiling the record.

The items, Abstracted By and Facility Number, should be autocoded by the registry software.

Abstracted By
Facility Number

In a registry with more than one abstractor or serving more than one facility, it will ordinarily be necessary
to enter Abstracted By or Facility Number only when it changes.

EDITS Overrides

The following override items are required to be in the facility’s database:

A series of override items designed to work with the EDITS package have been added with the publication of FORDS.
Some of the edits identify rare, but possible, code combinations. For these edits, an override flag can be set if, upon
review, the unusual combination is verified as being correct. Once set, the error message will not be repeated on

Override Acsn/Class/Seq
Override Age/Site/Morph
Override CoC - Site/Type
Override Site/Type
Override Histology
Override Leuk/Lymphoma
Override Site/Behavior
Override Site/Lat/Morph
Override HospSeq/DxConf
Override HospSeq/Site
Override Site/TNM-StgGrp
Override Surg/DxConf
Override Seq/DxConf
Override Site/Lat/Seq
Override Report Source
Override lll-defined Site

subsequent EDITS passes.

When no error message is generated by an edit that uses an override item, no action by the registrar is

needed.

If an error message is generated, the problem can often be resolved by checking the accuracy of the entry
for each item that contributes to the edit and correcting any problems identified. If correction of data entry
errors resolves the problem, no override entry is needed. If the codes reflect the information in the patient
record, check for physician notes indicating the unusual combination of circumstances (for example, a colon
adenocarcinoma in a child) has been confirmed.

Enter the override code according to the instructions in the data item. If no comment regarding the
unusual circumstances can be found in the record, it may be necessary to check with the managing
physician or pathologist to determine whether it is appropriate to override the edit.
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Patient Information
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Reporting Hospital

Alternate Name

NAACCR Item # Length

Revision Date

Required Status

Hospital (Reporting Facility)

540 3

04/07,01/12,01/13

Required

Description

Identifies the facility reporting the case.

Rationale

Each facility’s identification number is unique. The number is essential to monitor data submissions, ensuring the accuracy of
data, and for identifying areas for special studies.

Coding Instructions

e Reporting Hospital is automatically coded by the software provider.

Montana Reporting Facilities

Number NPINumber ACoS Number Facility Name

Hosp

403 1568629764 6810010 Community Hospital of Anaconda
411 1316965346 6810013 Fallon Medical Complex

458 1730129305 6810005 Big Sandy Medical Center

412 1265478291 6810020 Billings Clinic

413 1083655997 6810030 St. Vincent Healthcare

407 1720079619 6810040 Bozeman Health

400 1528037215 6810055 St. James Healthcare

414 1497754782 6810085 Liberty Medical Center

415 1083602205 6810095 Teton Medical Center

409 1054388387 6810100 Stillwater Billings Clinic

416 1467445049 6810110 Pondera Medical Center

417 1598874232 6810123 Roosevelt Medical Center

418 1831143080 6810125 Northern Rockies Medical Center
419 1275560617 6810129 Deer Lodge Medical Center

420 1326042078 6810135 Barrett Hospital and Healthcare
421 1760531404 6810150 Dahl Memorial Healthcare

405 1740223882 6810155 Madison Valley Medical Center
422 1023066081 6810160 Rosebud Healthcare Center

423 1356332266 6810170 Missouri River Medical Center
424 1689685323 6810190 Frances Mahon Deaconess Hospital
425 1376552893 6810220 Glendive Medical Center

427 1881650737 6810245 Benefis/Sletten Cancer Institute
480 1801897780 10000701 Great Falls Clinic

429 1659475846 6810260 Marcus Daly Memorial Hospital
430 1891713533 6810272 Big Horn County Memorial Hospital
431 1073687406 6810285 Wheatland Memorial Healthcare
432 1427059070 6810290 Northern Montana Healthcare
434 1710152277 6810330 St. Peter’s Health

477 1417945627 6810360 Kalispell Regional Healthcare
438 1790798387 6810380 Central Montana Medical Center
439 1952312050 6810390 Cabinet Peaks Medical Center
408 1245222306 6810395 Livingston Healthcare

440 1255476388 6810405 Phillips County Hospital

441 1548292220 6810410 Holy Rosary Healthcare

443 1396711396 6810415 Community Medical Center

445 1023032588 6810225 St. Patrick Hospital

402 1922073907 6810440 Granite County Medical Center
471 1265547939 6810445 Clark Fork Valley Hospital

446 1467452102 6810450 Sheridan Memorial Hospital
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City

Anaconda
Baker
Big Sandy
Billings
Billings
Bozeman
Butte
Chester
Choteau
Columbus
Conrad
Culbertson
Cut Bank
Deer Lodge
Dillon
Ekalaka
Ennis
Forsyth
Fort Benton
Glasgow
Glendive
Great Falls
Great Falls
Hamilton
Hardin
Harlowton
Havre
Helena
Kalispell
Lewistown
Libby
Livingston
Malta
Miles City
Missoula
Missoula
Philipsburg
Plains
Plentywood
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Providence St. Joseph Medical Center
Northeast Montana Health Services
Beartooth Billings Clinic

St. Luke Community Healthcare
Roundup Memorial Healthcare
Daniels Memorial Healthcare Center

Mineral Community Hospital
Broadwater Health Center

Mountainview Medical Center
Northeast Montana Health Services

Blackfeet Indian Health Services

Fort Belknap IHS Hospital

Number NPI Number ACoS Number  Facility Name

447 1821184888 6810460

448 1396766903 6810465

410 1336119338 6810477

467 1336213446 6810481

449 1386751196 6810485

451 1346224391 6810505

468 1497742415 6819070 Marias Medical Center
469 1083710651 6819075 Ruby Valley Hospital
452 1285719161 6810510 Sidney Health Center
470 1093809196 6819080

404 1447245857 6810530

454 1396710851 6810550 North Valley Hospital
457 1811102270 6819100

455 1821016536 6810560

VAMC

463 1457546384 6810180 Montana VAMC

IHS

478 1861409955 6810050

462 1235302142 6810120 Crow IHS Hospital
464 1942367842 6810280

474 1972694602 9999999

Fort Peck IHS Poplar Health Services
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City
Polson
Poplar
Red Lodge
Ronan
Roundup
Scobey
Shelby
Sheridan
Sidney
Superior
Townsend
Whitefish

White Sulphur Springs

Wolf Point
Fort Harrison

Browning
Crow Agency
Harlem
Poplar



Abstracted By

Alternate Name

NAACCR Item #

Length

Revision Date

Required Status

570

Required

Description

Records the initials or assigned code of the individual abstracting the case.

Rationale

This item can be used for quality control and management in multi-staffed registries.

Coding Instructions

e Code the initials of the abstractor. Most software vendors automatically code this field when the user logs into the

software.

e Do not record the initials of a data-entry person unless that person is also the abstractor.

Code

Definition

(fill spaces)

Initials or code of abstractor

Montana Central Tumor Registry — 2018
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Type of Reporting Source

Alternate Name NAACCR Item # Length Revision Date Required Status
500 1 09/06 Required

Description

Codes the source documents used to abstract the majority of information on the tumor being reported. This may not be the
source of original case finding (for example, if a case is identified through a pathology laboratory report review and all source
documents used to abstract the case are from the physician’s office, code this item 4).

Rationale

The code in this field can be used to explain why information may be incomplete on a tumor. For example, death certificate
only cases have unknown values for many data items, so one may want to exclude them from some analyses. The field also is
used to monitor the success of non-hospital case reporting and follow-back mechanisms. All population-based registries
should have some death certificate-only cases where no hospital admission was involved, but too high a percentage can
imply both shortcomings in case-finding and that follow-back to uncover missed hospital reports was not complete.

Coding Instructions

e Code in the following priority order: 1, 2, 8, 4, 3, 5, 6, 7. The source facilities included in the previous code 1 are split
between codes 1, 2, and 8.

e Field should not be left blank.

Code Report Source Priority

1 Hospital (inpatient or outpatient) 1
Clinic (free standing)
Managed health plans with comprehensive, unified medical records

2 Radiation Treatment Centers 2
Medical Oncology Centers (hospital-affiliated or independent)

3 Laboratory (hospital-affiliated or private) 5
Pathology reporting only

4 Physician’s Office 4
Private medical practitioner

5 Nursing 6
Convalescent home
Hospice

6 Autopsy only 7

7 Death certificate only (for MCTR use only) 8

8 Other hospital outpatient units 3
Surgery centers

This data item is intended to indicate the completeness of information available to the abstractor. Reports from health plans
(e.g., Kaiser, Veterans Administration, military facilities) in which all diagnostic and treatment information is maintained
centrally and is available to the abstractor are expected to be at least as complete as reports for hospital inpatients, which is
why these sources are grouped with inpatients and given the code with the highest priority.

Sources with code “2” usually have complete information on the cancer diagnosis, staging, and treatment.

Code 6, Autopsy only, means that the cancer was not diagnosed even as a clinical diagnosis while the patient was alive.
Autopsy findings take precedence over death certificate information (i.e., Code 6 takes precedence over code 7). However, a
clinical diagnosis of cancer at any of the sources coded 1 through 5 has priority over confirmation at autopsy.

Sources coded with “8” would include, but would not be limited to, outpatient surgery and nuclear medicine services. A
physician’s office that calls itself a surgery center should be coded as a physician’s office. Surgery centers are equipped and
staffed to perform surgical procedures under general anesthesia. If a physician’s office calls itself a surgery center, but
cannot perform surgical procedures under general anesthesia, code as a physician’s office.
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Suspense Case

Alternate Name NAACCR Item # Length Revision Date Required Status
1 Optional

Description
Identifies a case that has not been completely abstracted.
Rationale

Registrars may desire to use the “suspense” code (1) when first abstracting a record with incomplete information and after
completion then changing the record back to a non-suspense record (0). The “suspense” record is like flagging a record that
has been started but not completed. Cases that are flagged suspense (1) are not submitted to the MCTR until the flag is
changed to a 0.

Coding Instructions

Code Description
(leave blank) Not a suspense record (default code)
1 Suspense record
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Accession Number

Alternate Name NAACCR Item # Length Revision Date Required Status
550 9 01/04, 01/10 Required

Description

Provides a unique identifier for the patient consisting of the year in which the patient was first seen at the reporting facility
and the consecutive order in which the patient was abstracted.

Rationale
This data item protects the identity of the patient and allows cases to be identified on a local, state, and national level.
Coding Instructions

e Assign a unique accession number to each patient. The accession number identifies the patient even if multiple
primaries exist. Use the same accession number for all subsequent primaries.

e When a patient is deleted from the database, do not reuse the accession number for another patient.

e The first four numbers specify the year (of first contact with cancer) and the last five numbers are the numeric order in
which the patient was entered into the registry database.

e Numeric gaps are allowed in accession numbers.
e A patient’s accession number is never reassigned.

e If a patient is first accessioned into the registry, then the registry later changes its reference date and the patient is
subsequently accessioned into the registry with a new primary, use the original accession number associated with the
patient and code the data item Sequence Number appropriately.

Code Definition

(fill spaces) Nine-digit number used to identify the year in which the patient was first seen at the
reporting facility for the diagnosis and/or treatment of cancer

Examples:

Code Reason

200300033 Patient enters the hospital in 2003 and is diagnosed with breast cancer. The patient is
the 33" patient accessioned in 2003.

200300033 A patient with the accession number 200300033 for a breast primary returns to the
hospital with a subsequent colon primary in 2004. The accession number will remain
the same. Sequence Number will reflect this primary.

200300010 Patient is diagnosed in November 2002, at another facility enters the reporting facility
in January 2003, and is the tenth case accessioned in 2003.

200300012 Patient is diagnosed in staff physician office in December 2002 enters the reporting
facility in January 2003 and is the 12t case accessioned in 2003.

199100067 Patient enters the hospital in 1991 and is diagnosed with prostate cancer. The registry
later sets a new reference date of January 1, 1997. The same patient presents with a
diagnosis of lymphoma in 2005. Sequence Number will distinguish this primary.

200300001 First patient diagnosed/treated and entered into the registry database for 2003.

200300999 999 patient diagnosed/treated and entered into the registry database for 2003.

200401504 1504 patient diagnosed/treated and entered into the registry database for 2004.
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Sequence Number

Alternate Name NAACCR Item # Length Revision Date Required Status

560 2 | 04/07,01/10,01/12,01/13 Required

Description

Indicates the sequence of reportable malignant and non-malignant neoplasms over the lifetime of the patient. Use the
Remarks Text field to document information about prior tumors that support sequence number.

Rationale

This data item is used to distinguish among cases having the same accession numbers, to select patients with only one
malignant primary tumor for certain follow-up studies, and to analyze factors involved in the development of multiple
tumors.

Coding Instructions

Codes 00-59 and 99 indicate neoplasms of malignant (in situ or invasive) (behavior code 2 or 3).

Codes 60-88 indicate neoplasms of non-malignant behavior (behavior code 0 or 1) and malignant neoplasms that the
MCTR has defined as reportable that the CoC does not require (carcinoma in-situ of the cervix (CIS), intraepithelial
neoplasia grade Il (8077/2) of the cervix (CIN Ill), prostate (PIN IIl), vulva (VIN Il1), vagina (VAIN IIl), larynx (LIN 1), and
anus (AIN 111).

Code 00 only if the patient has a single malignant primary. If the patient develops a subsequent invasive or in-situ
primary tumor, change the code for the first tumor from 00 to 01, and number the subsequent tumors sequentially.

Code 60 only if the patient has a single non-malignant primary or reportable neoplasm that the MCTR has defined as
reportable that the CoC does not require (see list above). If the patient develops a subsequent non-malignant primary,
change the code for the first tumor from 60 to 61, and assign codes to subsequent non-malignant primaries sequentially.

If two or more invasive or in-situ neoplasms are diagnosed at the same time, assign the lowest sequence number to the

diagnosis with the worst prognosis. If no difference in prognosis is evident, the decision is arbitrary.

e Iftwo or more non-malignant neoplasms are diagnosed at the same time, assign the lowest sequence number to the
diagnosis with the worst prognosis. If no difference in prognosis is evident, the decision is arbitrary.

e Any tumor in the patient’s past which is reportable or reportable-by-agreement at the time the current tumor is

diagnosed must be taken into account when sequencing subsequently accessioned tumors. However, do not reassign

sequence numbers if one of those tumors becomes non-reportable later.

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

Malignant or In-situ

Code Definition

00 One malignant or in-situ primary only in the patient’s lifetime

01 First of two or more independent malignant or in-situ primaries
02 Second of two or more independent malignant or in-situ primaries

(Actual sequence of this malignant or in-situ primary)

59 Fifty-ninth of 59 or more independent malignant or in-situ primaries
99 Unknown number of malignant or in-situ primaries
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Required by MCTR (see pages 12-15)

(CIS) carcinoma in-situ of the cervix

(CIN 1) cervix
(PIN 1) prostate
(VIN 111) vulva
(VAIN 111) vagina
(AIN I11) anus
(LIN 1) larynx

Benign tumors of brain and CNS
Uncertain carcinoid

Code | Definition

60 Only one non-malignant primary or in-situ case required by MCTR listed above

61 First of two or more independent non-malignant primaries or in-situ case required by MCTR listed above

62 Second of two or more independent non-malignant primaries or in-situ case required by MCTR listed above

(Consecutive number of non-malignant primaries) or in-situ case required by MCTR listed above

87 Twenty-seventh of twenty-seven independent non-malignant primaries or in-situ case required by MCTR

listed above

88 Unspecified number of neoplasms in this category

Examples:

Code Reason

00 A patient with no history of previous cancer is diagnosed with in-situ breast carcinoma June 13, 2003.

01 The sequence number is changed when the patient with an in-situ breast carcinoma diagnosed on June
13, 2003, is diagnosed with a subsequent melanoma on August 30, 2003.

02 Sequence number assigned to the melanoma diagnosed on August 30, 2003, following a breast cancer
in-situ diagnosed on June 13, 2003.

04 A nursing home patient is admitted to a hospital for first course surgery for a colon adenocarcinoma.
The patient has a prior history of three malignant cancers of the type the registry is required to
accession, though the patient was not seen for these cancers at the hospital. No sequence numbers
01, 02, or 03 are accessioned for this patient.

60 The sequence number assigned to a benign brain tumor diagnosed on November 1, 2005, following a
breast carcinoma diagnosed on June 13, 2003, and a melanoma diagnosed on August 30, 2003.

63 Carcinoma in-situ of the cervix (CIN 1ll) is diagnosed by the facility in 2003 and accessioned as sequence
60. A benign brain tumor was diagnosed and treated elsewhere in 2002; patient comes to the facility
with a second independent benign brain tumor in 2004. Unaccessioned earlier brain tumor is counted
as sequence 61, CIN lll is re-sequenced to 62, and second benign brain tumor is assigned sequence 63.
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Last Name

Alternate Name NAACCR Item # Length Revision Date Required Status
Name — Last 2230 40 01/10 Required
Description

Identifies the last name of the patient.

Rationale

This data item is used by hospitals as a patient identifier.

Coding Instructions

e Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes are allowed.

e Do not use other punctuation.

e Do not leave blank; code as unknown if the patient’s last name is unknown.

e This field may be updated, if the last name changes.

Examples:
Code Reason
Mc Donald Recorded with space as Mc Donald
O’Hara Recorded with apostrophe as O’Hara
Smith-Jones Janet Smith marries Fred Jones and changes her name to Smith-Jones
UNKNOWN Patient’s last name is unknown, use UNKNOWN
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First Name

Alternate Name NAACCR Item # Length Revision Date Required Status
Name — First 2240 40 01/10, 01/11 Required
Description

Identifies the first name of the patient.

Rationale

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

e Truncate name if more than 40 letters long. Blanks, spaces, hyphens, and apostrophes are allowed. Do not use other
punctuation.

e This field may be updated if the name changes.

Examples:
Code Reason
Michael Patient is admitted as Michael David Hogan
(leave blank) If patient’s first name is not known, do not fill in the space
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Middle Name

Alternate Name NAACCR Item # Length Revision Date Required Status
Name — Middle 2250 40 01/10, 01/11 Required
Description

Identifies the middle name or middle initial of the patient.

Rationale

This data item helps distinguish between patients with identical first and last names.
Coding Instructions

e  Truncate name if more than 40 letters long. Record the middle initial if the complete name is not provided. Blanks,
spaces, hyphens, and apostrophes are allowed. Do not use other punctuation.

e This field may be updated if the name changes.

Examples:
Code Reason
David Patient’s name is Michael David Hogan
D Patient’s name is Michael D. Hogan
(leave blank) If patient’s middle name is not known or there is none, do not fill in the space
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Maiden Name

Alternate Name NAACCR Item # Length Revision Date Required Status
Name — Maiden 2390 40 01/10, 01/12 Required
Description

Identifies the maiden name of the patient.

Rationale

Maiden name may be useful in matching multiple records for the same patient.

Coding Instructions
e  Truncate the name if more than 40 letters long. Do not use punctuation.
e Leave blank if unknown or patient was never married.

e Record only the last name of the maiden name (i.e., MILLER).
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Alias

Alternate Name NAACCR Item # Length Revision Date Required Status
Name — Alias 2280 40 01/10 Required
Description

Identifies the alias or nickname of the patient.

Rationale

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

Coding Instructions

e If the patient uses only a last name alias, record the last name alias followed by a blank space and the real first name.
e If the patient uses an alias for the first name, record the last name followed by a blank space and the alias name.

e If the patient uses an alias for the first and last name, record the last name alias followed by a blank space and the first
name alias.

e Leave the field blank if the patient has no alias.

Examples:
Code Reason
WILLIAMS BUD Patient named Ralph Williams goes by Bud Williams
TWAIN MARK Patient Samuel Clemens uses the name Mark Twain
BROWN JANICE Patient named Janice Smith uses the name Janice Brown
(leave blank) If patient’s alias is unknown, do not fill in the space
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Suffix

Alternate Name

NAACCR Item #

Length

Revision Date

Required Status

Name — Suffix

2270

Optional

Description

Identifies the title that may follow a patient’s name.

Rationale

Suffix is usually a generation identifier which helps to distinguish patients with the same name.

Coding Instructions

e Leave blank if the patient does not have a name suffix.

e If multiple suffixes are used, the generation specific suffix is to be recorded.

e Do not use punctuation.

Code Description Code Description
FR Father DR Doctor
SR Senior HON Honorable
JR Junior | First
REV Reverend Il Second
STR Sister 1] Third
BR Brother
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Date of First Contact

Alternate Name NAACCR Item # Length Revision Date Required Status
Date First Seen 580 8 | 01/04,09/06, 01/10, 01/11 Required
Description

Date of first contact with the reporting facility for diagnosis and/or treatment of this cancer.
Rationale

This data item can be used to measure the time between first contact and the date that the case was abstracted. It can also
be used to measure the length of time between the first contact and treatment for quality of care reports.

Coding Instructions

e Record the date the patient first had contact with the facility as either an inpatient or outpatient for diagnosis and/or
first course treatment of a reportable tumor. The date may be the date of an outpatient visit for a biopsy, X-ray, or
laboratory test, or the date a pathology specimen was collected at the hospital.

e  For analytic cases (Class of Case 00-22), the Date of First Contact is the date the patient became analytic. For non-
analytic cases, it is the date the patient first qualified for the Class of Case that causes the case to be abstracted.

e If thisis an autopsy-only or death certificate-only case, then use the date of death.
e [fthisis a path-only case, use the date the specimen was collected.

e When a patient is diagnosed in a staff physician’s office, the date of first contact is the date the patient was physically
first seen at the reporting facility.

e Beginningin 2010, the way dates are transmitted has changed. In order that registry data can be interoperable with
other data sources, dates are transmitted in a format widely accepted outside of the registry setting. However, this does
not necessarily mean that the way dates are entered in any particular registry software product has changed. Software
providers can provide the best information about data entry in their own systems. The traditional format for Date of
First Contact is MMDDCCYY, with 99 identifying unknown month or day, and 99999999 representing an entirely unknown
date. The interoperable form of Date of First Contact transmits in CCYYMMDD form, where blank spaces are used for
unknown trailing portions of the date. The Date of Birth Flag is used to explain why Date of First Contact is not a known
date. See Date of First Contact Flag for an illustration of the relationships among these items.

Examples:
Code Reason
02122008 A patient has an outpatient mammography that is suspicious for malignancy on

February 12, 2008, and subsequently undergoes an excisional biopsy or radical surgical
procedure on February 14, 2008

09142009 Patient undergoes a biopsy in a physician’s office on September 8, 2009. The pathology
specimen was sent to the reporting facility and was read as malignant melanoma. The
patient enters that same reporting facility on September 14, 2009 for wide re-excision.
12072010 Patient has an MRI of the brain on December 7, 2010 for symptoms including severe
headache and disorientation. The MRI findings are suspicious for astrocytoma. Surgery
on December 19 removes all gross tumor.

04992003 If information is limited to the description “Spring, 2003”.

07992003 If information is limited to the description “The middle of the year, 2003”.

10992003 If information is limited to the description “Fall, 2003”.

12992003 or If information is limited to the description “Winter”, try to determine if this means the
01992004 beginning or the end of the year.

The Date of First Contact is the date of the facility’s first inpatient or outpatient contact with the patient for diagnosis or
treatment of the cancer. For analytic cases, the Date of First Contact is the date the patient qualifies as an analytic Class of
Case 00-22. Usually, the Date of First Contact is the date of admission for diagnosis or for treatment. If the patient was
admitted for non-cancer-related reasons, the Date of First Contact is the date the cancer was first suspected during the
hospitalization. If the patient’s diagnosis or treatment is as an outpatient of the facility, the Date of First Contact is the date
the patient first appeared at the facility for that purpose.
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If the patient was initially diagnosed at the facility and went elsewhere for treatment (Class of Case 00), but then returned for
treatment that was initially expected to occur elsewhere, the Class of Case is updated to 13 or 14 but the Date of First
Contact is not changed because it still represents the date the patient became analytic. If the Class of Case changes from
non-analytic (for example, consult only, path-only, Class of Case 30) to analytic (for example, part of first course treatment
administered at the facility, Class of Case 21), the Date of First Contact is updated to the date the case became analytic (the
date the patient was admitted for treatment).

When a pathology specimen is collected off site and submitted to the facility to be read (and the specimen is positive for
cancer), the case is required by the MCTR to be abstracted.

e If the patient subsequently receives first course treatment at the facility, the case becomes analytic. The Date of
First Contact is the date the patient reported to the facility for the treatment; and the Class of Case is 11 or 12 if the
diagnosing physician is a staff physician at the reporting facility or 20 or 21 for any other physician. A staff physician
is one who is employed by the facility, is under contract with it, or has routine admitting privileges there.

When a staff physician performs a biopsy off site and the specimen is not submitted to the facility to be read, the case is not
required to be abstracted unless the patient receives some first course care at the facility.

e If the patient subsequently receives first course treatment at the facility, the case is analytic and must be abstracted
and followed. The Date of First Contact is the date the patient reported to the facility for the treatment and the
Class of Case is 11 or 12.

For non-analytic cases, the Date of First Contact is the date the patient’s non-analytic status begins with respect to the
cancer. For example, for a patient diagnosed and treated entirely in a staff physician’s office (Class of Case 40), the date the
physician initially diagnosed the cancer is the Date of First Contact. For autopsy only cases, the Date of First Contact is the
date of death.

If the state or regional registry requires pathology-only cases to be abstracted and reported, the Date of First Contact is the
date the specimen was collected, and the Class of Case is 43. If a patient whose tumor was originally abstracted as a Class of
Case 43 receives first course treatment subsequently as an inpatient or outpatient at the facility, update both Class of Case
and Date of First Contact to reflect the patient’s first in-person contact with the facility.
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Date of First Contact Flag

Alternate Name

NAACCR Item #

Length

Revision Date

Required Status

581

New 01/10

Required

Description

This flag explains why there is no appropriate value in the corresponding date field, Date of First Contact.

Rationale

As part of an initiative to standardize date fields, date flag fields were introduced to accommodate non-date information that
had previously been transmitted in date fields.

Coding Instructions

Leave this item blank if Date of First Contact has a full or partial date recorded.

Code 12 if the Date of First Contact cannot be determined at all.

Registrars should enter this data item directly (when appropriate) even if the traditional form of date entry is used in the

software.
Code Definition
12 A proper value is applicable but not known (for example, date of first contact is unknown)
(Blank) A valid date is provided in item Date of First Contact
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Medical Record Number

Alternate Name NAACCR Item # Length Revision Date Required Status
Chart Number 2300 11 01/11 Required
Description

Records the medical record number usually assigned by the reporting facility’s health information management (HIM)
department.

Rationale

This number identifies the patient within a reporting facility. It can be used to reference a patient record and it helps to
identify multiple reports on the same patient.

Coding Instructions

e Record the medical record number.

Examples:
Code Reason
_______ NNNN If the medical record number is fewer than 11 characters, right justify
the characters and allow leading blanks
_____ NNNNRT (Radiology) Record standard abbreviations for departments that do not use HIM
_______ NNSU (Surgery clinic) medical record numbers
________ UNK The medical record is unknown
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Social Security Number

Alternate Name

NAACCR Item # Length

Revision Date

Required Status

2320 9

Required

Description

Records the patient’s Social Security number.

Rationale

This data item can be used to identify patients with similar names.

Coding Instructions

Code the patient’s Social Security number.

A patient’s Medicare claim number may not always be identical to the person’s Social Security number.

Code Social Security numbers that end with a “B” or “D” as 999999999. The patient receives benefits under the spouse’s
number and this is the spouse’s Social Security number.

If only the last 4 or 5 digits are recorded in the patient’s medical record, record with preceding 9’s.

Code Definition

(fill spaces) Record the patient’s Social Security number (SSN) without dashes

999999999 When the patient does not have a Social Security Number or the information is not
available

999994578 Record the last four digits of the social security number with preceding 9’s
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Sex

Alternate Name NAACCR Item # Length Revision Date Required Status
Gender 220 1 01/13,01/15, 01/16 Required
Description

Identifies the sex of the patient.
Rationale

This data item is used to compare cancer rates and outcomes by site. The same sex code should appear in each medical
record for a patient with multiple tumors.

Coding Instructions

e Record the patient’s sex as indicated in the medical record.

e Assign code 3 for intersexed (persons with sex chromosome abnormalities.

e Assign code 4 for transgendered.

e Natality for transsexuals was added for use in 2015 but may be applied for earlier diagnoses.

e The definition of code 3 was updated to “Other (intersex, disorders of sexual development/DSD)” in 2016.

Code Label
1 Male
2 Female
3 Other (intersex, disorders of sexual development/DSD)
4 Transsexual, transgendered, NOS
5 Transsexual, natal male
6 Transsexual, natal female
9 Not stated in patient record, unknown
Definitions

Transsexual: Surgically altered gender

Transgendered: A person who identifies with or expresses a gender identify that differs from one which corresponds to the
person’s sex at birth.

42 Montana Central Tumor Registry — 2018



Date of Birth

Alternate Name NAACCR Item # Length Revision Date Required Status
Birthdate 240 8 01/10 Required
Description

Identifies the date of birth of the patient.

Rationale

This data item is useful for patient identification. It is also useful when analyzing tumors according to age cohort.

Coding Instructions

Record the patient’s date of birth as indicated in the patient record. For single-digit day or month, record with a lead 0
(for example, September is 09). Use the full four-digit year for year.

For in utero diagnosis and treatment, record the actual date of birth. It will follow one or both dates for those events.

If only the patient age is available, calculate the year of birth from age and the year of diagnosis and leave day and
month of birth unknown (for example, a 60-year-old patient diagnosed in 2010 is calculated to have been born in 1950).

If month is unknown, the day is coded unknown. If the year cannot be determined, the day and month are both coded
unknown.

If the date of birth cannot be determined at all, record the reason in Date of Birth Flag.

Beginning in 2010, the way dates are transmitted has changed. In order that the registry data can be interoperable with
other data sources, dates are transmitted in a format widely accepted outside of the registry setting. However, this does
not necessarily mean that the way dates are entered in any particular registry software product has changed. Software
providers can provide the best information about data entry in their own systems. The traditional format for Date of
Birth is MMDDCCYY, with 99 identifying unknown month or day, and 99999999 representing an entirely unknown date.
The interoperable form of Date of Birth transmits in CCYYMMDD form, where blank spaces are used for unknown trailing
portions of the date. The Date of Birth Flag is used to explain why Date of Birth is not a known date. See Date of Birth
Flag for an illustration of the relationships among these items.
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Date of Birth Flag

Alternate Name NAACCR Item # Length Revision Date Required Status
241 2 New 01/10 Required

Description
This flag explains why there is no appropriate value in the corresponding date field, Date of Birth.
Rationale

As part of an initiative to standardize date fields, date flag fields were introduced to accommodate non-date information that
had previously been transmitted in date fields.

Coding Instructions
e Leave this item blank if Date of Birth has a full or partial date recorded.
e Code 12 if the Date of Birth cannot be determined at all.

e  Registrars should enter this data item directly (when appropriate) even if the traditional form of date entry is used in the

software.
Code Definition
12 A proper value is applicable but not known (for example, birth date is unknown)
(Blank) A valid date is provided in item Date of Birth
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Age at Diagnosis

Alternate Name NAACCR Item # Length Revision Date Required Status
230 3 Required

Description
Records the age of the patient at his or her birthday before diagnosis.
Rationale

This data item is useful for patient identification. 