Understanding the Web Plus Upload Edit Report
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Deciphering the Web Plus upload report may take a bit of effort, but with a little patience and some tips to help understand what the message is saying, you should find the reports valuable.   The information in the report can be a wonderful learning tool for both the novice and the seasoned cancer registrar. 

The edit report has two main parts: 

The summary 

The first area includes the name of the file, the facility number (FIN) and the number of abstracts submitted.  

Report From Bundle: C:\Documents and Settings
Internal File Name: F000999.bun
Bundle Received From Hospital: 0009999999
Total Abstracts in the Bundle: 111


The second area shows which edit set is applied to the file (selected by MCR), as well as the number of errors and the number of abstracts with errors.  


Edit Set Name: MCR-Incoming Abstracts
Total Errors in the Bundle: 13
Total Abstracts with Errors in the Bundle: 10 (9.00900900900901%)
Date Report Created: 1/012008

The formula for determining the percentage of errors is:  “Total Abstracts with Errors in the bundle” divided by “Total Abstracts in the Bundle. “  In the above example, then 10/111=0.09009009009 or 9%. 

Here’s another example:

Report From Bundle: C:\Program Files\
Internal File Name: F000.bun
Bundle Received From Hospital: 0009999999
Total Abstracts in the Bundle: 11

Edit Set Name: MCR-Incoming Abstracts
Total Errors in the Bundle: 8
Total Abstracts with Errors in the Bundle: 3 (27.2727272727273%)
Date Report Created: 1/01/2008


In this example, the percentage of errors is 27%. 

(Note:  For now the error threshold is still set to 100%, but will be lowered to 75% in February.  The threshold will eventually be lowered to 10% after the edits are tested and given to the vendors.) 

The edits

This area contains a list of records, each with patient identifiers, along with:

· A message that explains the fields in conflict (reason for the edit),

· the name of the actual edit, along with the source of the edit (ex. SEER,  COC or MCR),

· the field(s) involved and

· the value(s) (if any used).

By learning how to read these messages and the accompanying items, you can interpret the edit, so that it may be corrected in your database or to communicate with your software vendor.  Many edits will become evident simply by reviewing the message and the values.  For those needing an explanation, a quick resource for deciphering the edits is Registry Plus Online Help.* (it contains the NAACCR data dictionary, along with FORDS, SEER Program Coding and Staging Manual 2004, Collaborative stage manuals, etc.)

Here are a few actual edits from hospital files.  In each case, we’ve attempted to determine the problem with the information solely from the edit report.  You will have the benefit of reading the complete abstract.

Example one:

1. Edit Failure: 1
Message: Conflict among Class of Case, Accession Number--Hosp,Sequence Number--Hospital, Date of 1st Contact, Date of Last Contact 
Edit: Accession Number, Class of Case, Seq Number (COC) 
Field(s): Class of Case , Accession Number--Hosp , Sequence Number--Hospital , Date of 1st Contact , Date of Last Contact , Over-ride Acsn/Class/Seq , Date of Diagnosis 
Value(s): 1, 200202036, 01, 06132007, 06182007, , 06132007

Read the message, then review the fields and corresponding values, so:

· Class of case = 1

· Accession number – hosp = 200202036

· Sequence number – hospital = 01

· Date of 1st contact = 6-13-2007

· Date of last contact = 6-18-2007

· Over-ride Acsn/Class/Seq (See FORDS, NAACCR Volume II or SEER Program Code Manual for an explanation of Over-ride flags)

· Date of diagnosis – 6-13-2007

It appears from the accession number (2002) that this is a second primary; however, the sequence number is “01,” rather than “02.”  

Example Two:

1. Edit Failure: 1
Message: Cod & Icd_code conflict 
Edit: ICD Revision Number, Cause of Death (SEER IF37) 
Field(s): Cause of Death , ICD Revision Number 
Value(s): 0649, 1

Read the message, and then review the fields and corresponding values, so:

· Cause of Death – 0649

· ICD Revision Number = 1

The ICD revision Number says the death code is an ICD-10; however, 0649 it not an ICD-10 code.  It should be C649.  Notify your vendor if you are unable to enter ICD-10 codes.

Example three:

1. Edit Failure: 1
Message: Conflict among Vital Status, Date of Last Contact, and ICD Revision Number 
Edit: ICD Revision, Vital Stat, Date Last Contact (NPCR) 
Field(s): Vital Status , Date of Last Contact , ICD Revision Number 
Value(s): 0, 04242007, 9

Read the message, and then review the fields and corresponding values, so:

· Vital status = 0

· Date of last contact = 04242007

· ICD Revision Numbers = 9

The code says the patient is deceased and the death information coded in ICD-9.  ICD-10 codes are used for patients who died after 1999. (See SEER, Section VII: Follow Up Information.)
Examples four and five (same case):

1. Edit Failure: 1
Message: Behavior & Dx_conf conflict - ICDO3 
Edit: Diagnostic Confirmation, Behavior ICDO3(SEER IF31) 
Field(s): Over-ride Histology , Diagnostic Confirmation , Behavior Code ICD-O-3 
Value(s): , 9, 2 

Read the message, and then review the fields and corresponding values, so:

· Diagnostic confirmation – 9

· Behavior code = 2

This is a rectal cancer (C20.9).  The diagnostic confirmation code says it is “unknown whether or not microscopically confirmed,” yet the behavior code says “in situ.”   

2. Edit Failure: 2
Message: RX Summ--Surg Prim Site and Diagnostic Confirmation conflict 
Edit: RX Summ--Surg Prim Site, Diag Conf (SEER IF76) 
Field(s): RX Summ--Surg Prim Site , Diagnostic Confirmation , Over-ride Surg/DxConf 
Value(s): 22, 9, 

Read the message, and then review the fields and corresponding values, so:

· Rx Summ – Surg Prim Site = 22

· Diagnostic Confrmation – 9

This is the same rectal case.  The patient had surgery (FORDS: 22 = electrocautery. “Specimen sent to pathology from surgical events 20–28.”), yet the diagnostic confirmation code says it is “unknown whether or not microscopically confirmed.”  So, by reviewing the text, the registrar should be able to determine which code(s) should be corrected; the behavior (if pathology was reviewed) and/or the surgery (if there was no specimen sent to pathology).
* Go to: http://www.cdc.gov/cancer/npcr/tools/registryplus/rpoh.htm .Select technical information and installation to download to your desktop.

