NAACCR Text Fields

These are the text fields that are a part of the NAACCR abstract layout* which is the format required for electronic data reporting to MCR. 
· Text--DX Proc-PE



· Text—DX Proc—X-ray/Scan


· Text-DX Proc—Scopes



· Text—Dx Proc—Lab Tests


· Text—DX Proc—Op



· Text—DX Proc—Path



· Text—Primary Site Title


· Text—Histology Title


  
· Text—Staging




· RX Text—Surgery



· RX Text—Radiation (Beam)


· RX Text—Radiation Other


· RX Text—Chemo




· RX Text—Hormone



· RX Text—BRM




· RX Text—Other




· Text—Remarks



 
· Text—Place of Diagnosis

  
General Instructions

The main purpose of free text in the abstract is to justify coded values and to document supplemental information not transmitted within coded values.  

· Enter relevant information only
· Include only information that the registry is authorized to collect.  (Think HIPAA)
· If information is unavailable, state so in the text.

· Be careful to ensure that the text agrees with the values entered into the following fields:

· RX Date Surgery

· RX Summ-Surg Prim Site

· RX Summ-Scope Reg LN Sur

· RX Summ-Surg Oth Reg/Dis

· Date of 1st Crs RX_CoC

· Reason for No Surgery

· RX Summ-Surgical Margins

· RX Summ-Palliative Proc

· There is no need to repeat text from one field to the next.  The main point is to include all of the information that forms the big picture, not to endlessly repeat minute details.  See the Sample Text Entries at the end of this document.

Instructions for completing NAACCR text fields

Text—DX Proc-PE

Enter findings from the physical exam which are pertinent to the primary being reported.  Key findings to record include:
· The size and location of any obvious lesions or palpable masses
· The size and location of any palpable lymphadenopathy or the absence of palpable lymph nodes

· For lymphomas, the presence of any ‘B’ symptoms
· For prostate, DRE results which support the CS Clinical Extension code
· For melanomas, the diameter of the primary lesion;  If no primary skin lesion is found, state this.

· Stating the race and sex is very helpful

· Example 1:  DRE – ca not suspected; no LAD
· Example 2:  1 cm mass UOQ rt breast; no axillary LAD

· Example 3:  bilat cervical nodes; axillary nodes on left; no groin LAD

· Example 4: [for unknown primary] WNL

Text-DX Proc—X-ray / Scan

State the results of imaging studies used to diagnose and/or stage the primary.  Just listing the tests without describing the findings is not at all useful.  Key findings to record include:
· Name of the exam, including the body parts being imaged and the date the test was done

· Size and/or location of any positive findings that support the values coded for primary site, collaborative stage, surgery to primary or other sites

· When no positive findings are found, state so

· Example 1:  3/20/08 brain MRI – 2 cm probable meningioma R temporal lobe

· Example 2:  1/20/08 CT:  3 cm RUL lesion; pleural effusion; mediastinal LAD; multi liver mets
· Example 3:  2/1/08 CT – multi liver mets; PET showed uptake in liver only; no primary found

· Example 4:  2/15 mamm – lg irregular mass outer left breast; bone scan neg
Text –DX Procs—Scopes
State any findings (including negative findings) that support values coded for primary site, collaborative stage, surgery to primary or other sites.  Key elements to record include:
· Name of exam and date it was done
· Location and nature of tumor involvement
· Note whether a biopsy was taken during the procedure and what the results showed
· Example 1:  4/9/07 colonoscopy showed obstructing lesion in proximal sigmoid. Bx pos.
· Example 2:  5/11/07 endo showed ulcerating mass in upper esophagus. bx pos.
Text—DX Proc—Lab Tests 
Record only findings relevant to confirming the diagnosis or collaborative stage.  For sites where lab tests don’t have particular bearing on diagnosis or stage, enter n/a.  Types of cases where lab results are pertinent are listed below.

· Colon/rectum  (CEA)
· Liver  (AFP)

· Skin melanoma  (LDH)

· Mycosis fungoides (Peripheral Blood Involvement)

· Breast  (ERA/PRA)

· Ovary  (CA-125)

· Prostate  (PSA)

· Testis  (AFP/ hCG/LDH)

· Hematopoietic  (When no bone marrow exam is done) - (Heme profile/peripheral blood smear)

Text—DX Proc--Op

This field is used to record details about the operative procedure(s) involving a case and may include the following: 
· Information from the operative report describing extent of disease and/or the extent of the surgery.  Describe any findings that reflect date of diagnosis, the coded values for collaborative stage and treatment codes. 
· Example 1:  2/15/08 at colon resection, wedge excision of liver met was performed.

· Example 2:  1/27/08 omental mass and tumor studding debulked with 3 cm residual disease on diaphragm.
· Sequence of surgical events that explains unusual circumstances

· Example:  2/10/07 core needle bx; MRM planned but was delayed due to acute pancreatitis.  MRM done 4/28/07.
Text—DX Proc—Path
Describe the pathology findings from all procedures that serve to confirm the diagnosis date, histology, collaborative stage, surgery primary site, surgery other site and scope of regional lymph node surgery.  When available, the following should be included:
· Date path specimen was collected

· Type of specimen i.e., biopsy or resection

· Histologic type stated in the final diagnosis from the pathology report

· Tumor size and extent

· Number of regional lymph nodes examined and number of positive nodes

· Status of non-primary tissue submitted, i.e., involved/not involved

· Status of final surgical margins

· Any comments by the pathologist that clarifies the final diagnosis

· Example 1:  3/19/07 RUL lobectomy – 3.2 cm MD sq cell ca; pleura not involved;  1/6 mediastinal nodes pos. margins free

· Example 2:  2/15 left lobectomy - .7 cm follicular ca ext thru thyroid capsule; 2/26 completion thyroidectomy - .5 cm rt lobe papillary ca; no node exam; margins free.

· Example 3:  4/1/07 rt cervical node excision – follicular b-cell lymphoma;  4/10 bone marrow pos.

· Example 4:  6/23 sigmoid w/3.5 cm mucinous adenoca exts into pericolonic fat; 2/10 nodes pos.  liver bx neg.
· Example 5:  7/2 per pathologist, tumor is identical to that seen in the original resection specimen.

Text—Primary Site Title
State the site and specify the subsite and/or laterality if applicable

· Example 1:  RUL

· Example 2:  L breast UOQ

Text--Histology Title
State the specific morphology as coded in the histology field.
· Example 1:  adenoca, nos
· Example 2:  mixed LCIS and DCIS

Text—Staging
State the findings that are the basis for each value coded in the collaborative stage fields.  In this field, it is only necessary to address the criteria met for the code used rather than to list all findings, e.g., if a lung primary has both supraclavicular (N3) and hilar (N1) nodes involved, mention only the N3 nodes in the text.
· Example 1:  2.3 cm, confined to breast tissue; 0/3 SLN involved

· Example 2:   Malig pleural effusion, mediastinal LN pos, liver mets
· Example 3:  No info on primary tumor; nodes clinically neg; no dist mets
RX Text—Surgery
State the surgery date and the specific name of the procedure(s) reflected in the coded values in the surgery fields.   It is also helpful to include the name of the facility where the procedure was done.
· Example 1:  [Lung - Code 33]  5/22 - RLL lobectomy w/medias LN dissec @ St John’s
· Example 2:  [Ovary - Code 57]  1/22/07 TAH-BSO w/omentectomy @ Mayo Clinic
· Example 3:  [Bladder – Code 22]  8/8/07 TURB w/fulguration @ Skaggs
RX Text—Radiation (Beam) and RX Text—Radiation Other
State the treatment dates, modality, dose, volumes (sites) treated and place RT was given.  If treatment was planned but it is unknown whether it was given, state this in the text.  If no RT was given, state the reason.
· Example 1:  [Prostate]  6/12/07 Pd-103 seed implant @ St John’s

· Example 2:  4/2 – 4/12  3000 cGy to brain mets @ St John’s

· Example 3:  RT not recommended

RX Text—Chemo
RX Text—Hormone
RX Text—BMR

RX Text—Other
State the treatment date, agents given and place treatment was given. 
· Example 1:  CHOP x 4 plus Rituxan started 5/6/07; Rx @ Skaggs

· Example 2:  Pt decline recommended Arimidex

RX Text—Remarks
This field can be used to describe information coded but not described elsewhere in the text, for example as smoking and alcohol use, personal cancer history and family cancer history.  Coding problems, unavailable information, unusual circumstances regarding treatment timing and the like can be discussed here.  This field can also be used for overflow text from other fields.
· Example 1:  Pt seen in ER 5/1/07 and CT chest dx’d multiple bilat lung nodules, probable malignancy.  Pt expired in ER; no other info available.

· Example 2:  Pt Hx of mantle RT for Hodgkin’s; 20 yrs tob use, quit 1988

· Example 3:  Outside path says sigmoid, outside op note states descending colon so site was coded C18.8.
Text—Place of Diagnosis
Type in the place where the initial diagnosis was made, if known.  
Sample Text Entries
Text—DX Proc-PE:  
83 yo white male w/2 week hx R supraclavicular node
Text—DX Proc—X-ray/Scan:
5/7/07 CT chest – 5 cm malignant appearing R hilar mass; 3 cm subcarinal nodes; liver, adrenals WNL
Text—DX Proc—Scopes:

5/9/07 bronch: mass originating in RUL bronchus extending into R MSB
Text—DX Proc—Lab Tests:
n/a
Text—DX Proc—Op:  
5/9/07 local excision of supraclavicular node only; patient not otherwise a surgical candidate
Text—DX Proc Path:  endobronch bx – PD sq cell ca; LN exc pos for mets sq cell

Text—Primary Site Title:  
R hilum
Text—Histology Title:
PD sq cell ca

Text—Staging:
hilar tumor exts into MSB; pos N3 node; no distant mets

RX Text—Surgery:
supraclavicular node excision only

RX Text—Radiation (Beam):
6300 total cGy to thorax;  5/27/07 – 7/4/07 at St. John’s
RX Text—Radiation Other:
none

RX Text—Chemo:
refused

RX Text—Hormone:
none

RX Text—BRM:
none

RX Text—Other:
none

RX Text—Remarks:  
smoker x 60 yrs;  pt has had CLL since 2003 – no Rx.

Text—Place of Diagnosis:
St John’s
*Source:

North American Association of Central Cancer Registries Standards for Cancer Registries Volume II Data Standards and Data Dictionary; Twelfth Edition; Record Layout Version 11.2
