MCR MINI-UPDATE   AUGUST 2010

Fellow Registrars,

Information just keeps flowing in to our offices!  Here are several items of interest that you may find useful as well as some updates from MCR.  Sorry for the long list but we want to help you stay well informed!  As always, let me know if you have questions.

I & R Changes

Even if you are not a Commission on Cancer approved facility, you may have used their Inquiry & Response tool to look for answers to sticky questions.  They recently reported that the I&R system will undergo a major overhaul this fall.  The current system will become a read-only archive of past questions and answers.  A new I&R System, with a new name, using a virtual bulletin board technology will be activated for live use in an open forum format.   It will be interesting to see how that will function.  Stay tuned!

FORDS 2010 Tips 

We recently heard a training presentation from CoC staff and took away these points that we wanted to pass on:

Class of Case – Because Class of Case fields are now so much more specific, please keep the following possibility in mind.  If you add first course of treatment to your abstract at several sittings (such as with concurrent abstracting) before submitting it, check to be sure circumstances have not necessitated a change in class of case.  Example: if a breast patient gets dx, surgery and radiation therapy at your facility, but you later add hormone therapy data and find a decision was made to get hormones elsewhere, then the original anticipated class of case 14 (all tx at your facility) may change to 13 when it becomes clear that only part of the first course of therapy was given at your facility.  

Diagnostic Confirmation – As you learned during our May MoSTRA/MCR training sessions, FORDS 2010 has a new code to be used with Hematopoietic and Lymphoid Neoplasms:

	3
	Positive histology PLUS

• Positive immunophenotyping

AND/OR

• Positive genetic studies
	Histology is positive for cancer, and there are also positive

immunophenotyping and/or genetic test results. For example, bone

marrow examination is positive for acute myeloid leukemia.

(9861/3) Genetic testing shows AML with inv(16)(p13.1q22) (9871/3).


However, this did not get into the Hematopoietic Manual (p. 9) explanation of diagnostic confirmation.  That manual will be updated to incorporate code 3.

  
From the National Program of Cancer Registries Newsletter

Occasionally some of the national standard setters meet to address issues of common interest.  What follows is a report from NPCR on joint decisions that were made recently on several topics.   Additional information may be forthcoming from CoC or SEER to their constituents.   MCR wanted to keep you in the loop with the report that we received:

The SEER, CoC and NPCR Ad Hoc Committee has addressed several issues that had been presented to the group for resolution:

When to Report Carcinoids of the Appendix

Although carcinoid tumors of the appendix are usually not reported unless they are “Reportable By Agreement”, the Committee agreed that there is an exception if a pathologist has identified metastatic lesions/nodes directly related to the carcinoid of the appendix. This would result in a change of behavior code to /3 and the case must be abstracted and reported.

Coding Cisplatin

Cisplatin used for radiosensitization should not be coded to chemotherapy IF it is documented that it is to be used for radiosensitization only.  [MCR note: a discussion with your radiation and or medical oncologists might clarify your need to have this documented in the medical record or educate you on the doses they consider to be therapeutic vs. only for radiosensitization.]

Second Primary Identified Post Neoadjuvant Therapy

A case was presented with a patient treated with neoadjuvant therapy for rectal cancer. During AP resection a second primary was discovered in the descending colon. The neoadjuvant chemotherapy should be recorded for both primaries and reflected when completing the collaborative staging elements.   [MCR note: Use caution about generalizing this specific scenario too broadly.  If you have any doubt about a similar case of your own, it is probably best to consult the medical oncologist regarding the potential effect of treatment on two different primaries.]

Coding Nipple Sparing Mastectomies

Nipple sparing mastectomies (also called subcutaneous mastectomy) with lymph node dissections should be recorded as 50 - modified radical mastectomy – the sparing of the nipple is for cosmetic purposes only.  [MCR note: It appears that a nipple sparing mastectomy without LN dissection would be coded 30 - subcutaneous mastectomy.]

GIST Behavior Drives Reporting

GIST tumors are to be reported based on the pathologist’s assigned behavior just as with all sites. AJCC provides staging for all GIST tumors – but CoC, SEER and NPCR require only reporting malignant GIST.  [MCR note:  It might be good to talk to your pathologist to be sure you understand when they consider a GIST to be malignant, as the terminology pathologists use to describe GIST has become more complex.] 

Coding Unknown Primary Site in Head and Neck Cancers

Cases identified as head and neck primary without being able to identify the actual site of origin should be coded to C14.8 rather than C76.0 based on a note in the ICD-O3 section C14 – “Other and Ill-defined sites in lip, oral cavity and pharynx”. These are the only sites that have this type of direction with a unique H & N primary site code. [MCR note: We asked for clarification on this.  They are calling attention to the use of C14.8 in the specific situation of overlapping primary lesions in the lip, oral cavity and pharynx with no clear origin.  We are still to use C76.0 in the more common situation where positive head and neck nodes are identified but no primary can be found.]

Date of Diagnosis Not Based on a Suspicious Cytology

“Suspicious” cytology is not used as a confirmed diagnosis nor is the date of that cytology used as the date of diagnosis. Date of diagnosis would be the date of a positive biopsy or a physician statement of malignancy. [MCR note: See FORDS p. 4]
Severe Dysplasia vs. In-Situ

Severe dysplasia has been equated to in-situ cancers in many of the new staging forms. SEER, CoC and NPCR recommend that reporting registrars approach each of their pathologists to determine if they feel that severe dysplasia is equal to in-situ and if so, for which sites. The pathologist response should be documented and incorporated into the registrars’ policy/procedure manual. The documentation should be reviewed annually and when new pathologists join the staff.  Text should include the pathologist has indicated this is an In-Situ lesion.  [MCR note:  Cases in which severe dysplasia has been equated with in-situ by a pathologist, become reportable to MCR (except for CIS of the cervix) and should be sent to MCR with the histology code reflecting in-situ.]
Error in TNM 7th Edition

An area registrar brought to our attention an apparent typo on p.97 in the mucosal melanoma section.  The ID-O-3 histology codes listed in the right hand column should read 8720-8790, not 8020-8090.

Personalize your CSv2 Manual
The CSv2 coding Instructions have a feature which allows you to highlight text and add sticky notes to the manual you saved on your computer.   If like me, you did not become adept with this feature in CSv1, you can find tips for getting started at:  http://www.cancerstaging.org/cstage/manuals/pdfinstructions.pdf
Cyber Cancer Registry News
The Cyber Cancer Registry casefinding module has been updated to 2010 standards.   You may find it to be a good training tool or refresher on best casefinding practices.  There are practice exercises to give you experience and a quiz to check your skills with a dated certificate of completion.   The certificate might be used as a demonstration of skills for new hires or contractors.  Register and log on at: https://apps.nccd.cdc.gov/dcpcccr/default/Login.aspx
We have learned that an abstracting module is now being developed for release in April 2011.  Its design should allow you to access practice cases to complete text and an abstract from a given case medical record.  Edits will be run so that errors can be resolved.  Multiple Primary considerations are being incorporated.  At any time one can then take a timed quiz.  The module will have separate arms tailored to hospital vs. non-hospital (physician specialty clinic, etc.) reporters as well as NPCR vs. CoC data elements.     If you are interested in submitting de-identified cases to help make this module successful, here is the link that describes how to scrub and submit a record: 
http://www.ncra-usa.org/i4a/pages/Index.cfm?pageID=3370
NAACCR version 12B Implementation

Commercial software vendors should have MCR required fields and edit metafiles in hand.  Some will incorporate the edits in their next update; others will make them available for their hospitals to upload now.   Contact your vendor for specifics.   ***If you use a vendor who has not received our documentation, please let us know who to contact and we will be happy to add them to our list***

As you transition to NAACCR version 12 and the new Collaborative Stage fields at your hospital, please let me know your experiences so that I can help make others aware of issues to anticipate.   I will send out emails to all as needed between monthly updates.

 

Upgrades to the software that MCR uses are proceeding on schedule.  We will let you know when everything is in place to allow us to accept your v12 cases.  Please continue to hold your 2010 diagnosis cases until then.

MCR Manual
We are in the final stages of editing our manual to incorporate all the national changes and expect to have it formatted and posted to our website shortly.   We will let you know by email as soon as it is available.

Reminder:  MCR Change of Information (COI) Forms are Paperless

Remember that a Change of Information (COI) form is available on the MCR website in your choice of PDF or Word formats at:  http://mcr.umh.edu/mcr-cancer-reporting-hospital.html.  You should complete it electronically and submit it to us via WebPlus using the non-NAACCR upload option. This is the same process you already use for uploading transmittal forms.    Many hospitals are already submitting these electronically and we continue to urge all to “go paperless”!

Text Tip

When the MCR QA unit consolidates cases, a helpful abstract from you will include Age, Gender, Race, Alcohol and Tobacco History recorded in Text under PE or Remarks.  See the MCR website for other existing text guidelines:   http://mcr.umh.edu/mcr-absresources.html
MoSTRA Website

Congratulations to MoSTRA on the launch of their website!   Check it out at: http://mostra-ctr.org/index.asp
Try not to let the 2010 changes get you too hot under the collar.  It is enough of a challenge to try to stay cool in this Missouri August heat!   Hopefully when it is time for my September update, things will have cooled down on both fronts.    And we’ll look forward to seeing you at the Lake of the Ozarks for the annual MoSTRA meeting! 
Nancy H. Rold, CTR

Supervisor

Quality Assurance, Education and Audit Unit

Missouri Cancer Registry

