First Course of Treatment
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DATE OF FIRST COURSE OF TREATMENT Item Length: 8
NAACCR Item #1270

Description
Records the date on which treatment (surgery, radiation, systemic, or other therapy) of the patient began at any
facility.

Rationale

It is important to be able to measure the delay between diagnosis and the onset of treatment. A secondary use for
this date is as a starting point for survival statistics (rather than using the diagnosis date). This date cannot be
calculated from the respective first course treatment dates if no treatment was given. Therefore, providing
information about those instances in which a physician decides not to treat a patient or a patient’s family or
guardian declines treatment is important.

Instructions for Coding

* Record the earliest of the following dates: Date of First Surgical Procedure (NAACCR Item #1200), Date
Radiation Started NAACCR Item #1210), Date Systemic Therapy Started NAACCR Item #3230), or Date
Other Treatment Started (NAACCR Item #1250).

* In cases of nontreatment, in which a physician decides not to treat a patient or a patient’s family or guardian
declines all treatment, the date of first course of treatment is the date this decision was made.

Code Definition

MMDDCCYY The date of first course of treatment is the month, day, and year (MMDDCCYY) of the beginning of
treatment (surgery, radiation, systemic, or other therapy) at any facility. The first two digits are the
month, the third and fourth digits are the day, and the last four digits are the year.

00000000 Diagnosed at autopsy.

99999999 When it is unknown whether any treatment was administered to the patient, the date is unknown, or
the case was identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02 February 02 9999  Year unknown
03 March 03

04 April

05 May

06 June 30

07 July 31

08 August 99 Day unknown

09 September

10 October

11 November
12 December
99 Month unknown
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Examples:

Code Reason

02142004 If a patient has an incisional, core, or fine needle biopsy on February 12, 2004 and subsequently undergoes
an excisional biopsy or radical surgical procedure on February 14, 2004, then record the date of the
excisional biopsy or radical surgery (February 14, 2004) as the date of first course of treatment. Note: If a
biopsy is not stated to be excisional, but no residual cancer was found at a later resection, assume the
biopsy was excisional.

Do not record the date of incisional, core, or fine needle biopsies as the date of first course of treatment.

08112003 If a patient has an excisional biopsy on August 11,2003 followed by a radical surgical procedure on
September 18, 2003, then record the date of the excisional biopsy (August 11, 2003) as the date of first
course of treatment.

12072010 If a patient has a surgical excision on December 7, 2010 and subsequently undergoes a radical surgical
procedure on December 19, 2010, then record the date of the first surgical excision (December 7, 2010) as
the date of first course of treatment.

04212005 If a patient begins receiving preoperative radiation therapy on April 21, 2005 and subsequent surgical
therapy on June 2, 2005, then record the date of the preoperative radiation therapy (April 21, 2005) as the
date of first course of treatment.

01992003 If a patient is diagnosed with cancer at your facility and receives radiation therapy in January 2003 at
another facility before returning for surgery on February 2, 2003 at your facility, then record the date of the
radiation therapy (January 2003) as the date of first course of treatment. Since the exact day of treatment is
unknown or unavailable, use code 99.

09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For
example, September 2005.

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 If information is limited to the description “Winter.” Try to determine if this means the beginning or the

or end of the year. Code January or December as indicated.

01992004
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DATE OF FIRST SURGICAL PROCEDURE Item Length: 8
NAACCR Item #1200

Description
Records the earliest date on which any first course surgical procedure was performed. Formerly called “Date of
Cancer-Directed Surgery.”

Rationale
This item can be used to sequence multiple treatment modalities and to evaluate the time intervals between
treatments.

Instructions for Coding

* Record the date of the first surgical procedure of the types coded as Surgical Procedure of Primary Site
(NAACCR Item #1290), Scope of Regional Lymph Node Surgery (NAACCR Item #1292) or Surgical
Procedure/Other Site (NAACCR Item #1294) performed at this or any facility.

* The date in this item may be the same as that in Date of Most Definitive Surgical Resection of the Primary
Site NAACCR Item #3170), if the patient received only one surgical procedure and it was a resection of the
primary site.

» If surgery is the first or only treatment administered to the patient, then the date of surgery should be the
same as the date entered into the item Date of First Course Treatment NAACCR Item #1270).

Code Definition

MMDDCCYY The date of first surgical procedure is the month, day, and year (MMDDCCY Y) of the procedure at
this or any facility. The first two digits are the month, the third and fourth digits are the day, and the
last four digits are the year.

00000000 When no surgical procedure was performed. Diagnosed at autopsy.

99999999 When it is unknown whether a surgical procedure was performed, the date is unknown, or the case
was identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02 February 02 9999  Year unknown
03 March 03

04 April

05 May

06 June 30

07 July 31

08 August 99 Day unknown

09 September

10 October

11 November
12 December
99 Month unknown
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Examples:
Code Definition
09992005 If the exact date of the beginning of treatment is not available, then record an approximate date.
For example, September 2005.
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 01992004

If information is limited to the description “Winter.” Try to determine if this means the
beginning or the end of the year. Code January or December as indicated.
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DATE OF MOST DEFINITIVE SURGICAL RESECTION Item Length: 8

OF THE PRIMARY SITE NAACCR Item #3170
(Revised 09/08)

Description

Records the date of the most definitive surgical procedure of the primary site performed as part of the first course
of treatment.

Rationale

This item is used to measure the lag time between diagnosis and the most definitive surgery of the primary site. It
is also used in conjunction with Date of Surgical Discharge (NAACCR Item #3180) to calculate the duration of
hospitalization following the most definitive primary site surgical procedure. This can then be used to evaluate
treatment efficacy.

Instructions for Coding

* Record the date on which the surgery described by Surgical Procedure of Primary Site NAACCR Item
#1290) was performed at this or any facility.

*  Code 00000000 if Surgical Procedure of Primary Site (NAACCR Item #1290) is 00 or 98.

*  Code 99999999 if Surgical Procedure of Primary Site NAACCR Item #1290) is 99.

* The date in this item may be the same as that in Date of First Surgical Procedure (NAACCR Item #1200), if
the patient received only one surgical procedure and it was a resection of the primary site.

Code Definition

MMDDCCYY The date of the most definitive surgical procedure is the month, day, and year that procedure was
performed at this or any facility. The first two digits are the month, the third and fourth digits are the
day, and the last four digits are the year.

00000000 When no surgical procedure of the primary site was performed. Diagnosed at autopsy.

99999999 When it is unknown if any surgical procedure of the primary site was performed, the date is
unknown, or the case was identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02  February 02 9999  Year unknown
03  March 03

04  April

05 May

06  June 30

07  July 31

08  August 99  Day unknown

09  September

10 October

11 November
12 December
99 Month unknown
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Examples:
Code Reason
12152003 December 15,2003.
09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For
example, September 2005.
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
01992004

If information is limited to the description “Winter.” Try to determine if this means the beginning or
the end of the year. Code January or December as indicated.
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SURGICAL PROCEDURE OF PRIMARY SITE Item Length: 2
Allowable Values: 00, 10-80, 90, 98, 99
L/R Justified, Zero-filled
NAACCR Item #1290
Revised 06/05

Description
Records the surgical procedure(s) performed to the primary site.

Rationale
This data item can be used to compare the efficacy of treatment options.

Instructions for Coding

*  Site-specific codes for this data item are found in Appendix B.

o If registry software allows only one procedure to be collected, document the most invasive surgical procedure
for the primary site.

o Ifregistry software allows multiple procedures to be recorded, this item refers to the most invasive surgical
procedure of the primary site.

*  For codes 00 through 79, the response positions are hierarchical. Last-listed responses take precedence over
responses written above. Code 98 takes precedence over code 00. Use codes 80 and 90 only if more precise
information about the surgery is not available.

* Biopsies that remove all of the tumor and/or leave only microscopic margins are to be coded in this item.

e Surgery to remove regional tissue or organs is coded in this item only if the tissue/organs are removed in
continuity with the primary site, except where noted in Appendix B.

» Ifa previous surgical procedure to remove a portion of the primary site is followed by surgery to remove the
remainder of the primary site, then code the total or final results.

e If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care (NAACCR Item #3270).

e There may be times when the first course of treatment information is incomplete. Therefore, it is important to
continue follow-up efforts to be certain the complete treatment information is collected.

Code Label Definition

00 None No surgical procedure of primary site. Diagnosed at autopsy.

10-19 Site-specific codes; Tumor destruction, no pathologic specimen produced. Refer to Appendix B for the
tumor destruction correct site-specific code for the procedure.

20-80 Site-specific codes; Refer to Appendix B for the correct site-specific code for the procedure.
resection

90 Surgery, NOS A surgical procedure to the primary site was done, but no information on the type

of surgical procedure is provided.

98 Site-specific codes; Special code. Refer to Appendix B for the correct site-specific code for the
special procedure.
99 Unknown Patient record does not state whether a surgical procedure of the primary site was

performed and no information is available. Death certificate only.
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SURGICAL PROCEDURE OF PRIMARY SITE Item Length: 2

AT THIS FACILITY Allowable Values: 00, 10-80, 90, 98, 99
L/R Justified, Zero-filled
NAACCR Item #670
Revised 09/04

Description

Records the surgical procedure(s) performed to the primary site at this facility.

Rationale
This data item can be used to compare the efficacy of treatment options.

Instructions for Coding

» Site-specific codes for this data item are found in Appendix B.

» Ifregistry software allows only one procedure to be collected, document the most invasive surgical procedure
for the primary site.

» Ifregistry software allows multiple procedures to be collected, this item refers to the most invasive surgical
procedure for the primary site.

»  For codes 00 through 79, the response positions are hierarchical. Last-listed responses take precedence over
responses written above. Code 98 takes precedence over code 00. Use codes 80 and 90 only if more precise
information about the surgery is not available.

» Biopsies that remove all of the tumor and/or leave only microscopic margins are to be coded in this item.

» Surgery to remove regional tissue or organs is coded in this item only if the tissue/organs are removed in
continuity with the primary site.

» Ifa previous surgical procedure to remove a portion of the primary site is followed by surgery to remove the
remainder of the primary site, then code the total or final results.

» If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care at This Facility NAACCR Item #3280).

Code Label Definition

00 None No surgical procedure of primary site. Diagnosed at autopsy.

10-19 Site-specific codes; Tumor destruction, no pathologic specimen produced. Refer to Appendix B for the
tumor destruction correct site-specific code for the procedure.

20-80 Site-specific codes; Refer to Appendix B for the correct site-specific code for the procedure.
resection

90 Surgery, NOS A surgical procedure to primary site was done, but no information on the type of

surgical procedure is provided.

98 Site-specific codes; Special code. Refer to Appendix B for the correct site-specific code for the
special procedure.
99 Unknown Patient record does not state whether a surgical procedure of the primary site was

performed and no information is available. Death certificate only.
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SURGICAL MARGINS OF THE PRIMARY SITE Item Length: 1

Allowable Values: 0-3, 7-9
NAACCR Item #1320
Revised 08/02

Description
Records the final status of the surgical margins after resection of the primary tumor.

Rationale

This data item serves as a quality measure for pathology reports and is used for staging, and may be a prognostic
factor in recurrence.

Instructions for Coding
Record the margin status as it appears in the pathology report.

Codes 0-3 are hierarchical; if two codes describe the margin status, use the numerically higher code.

If no surgery of the primary site was performed, code 8.

For lymphomas (M-9590-9596, 9650-9719, 9727-9729) with a lymph node primary site (C77.0—C77.9),

code 9.

For an unknown or ill-defined primary site (C76.0—C76.8, C80.9) or for hematopoietic, reticuloendothelial,
immunoproliferative, or myeloproliferative disease (C42.0, C42.1, C42.3, C42.4, or M-9750, 9760-9764,
9800-9820, 9826, 9831-9920, 9931-9964, 9980-9989), code 9.

Code Label Definition

0 No residual tumor All margins are grossly and microscopically negative.

1 Residual tumor, NOS Involvement is indicated, but not otherwise specified.

2 Microscopic residual tumor Cannot be seen by the naked eye.

3 Macroscopic residual tumor Gross tumor of the primary site which is visible to the naked eye.

7 Margins not evaluable Cannot be assessed (indeterminate).

8 No primary site surgery No surgical procedure of the primary site. Diagnosed at autopsy.

9 Unknown or not applicable It is unknown whether a surgical procedure to the primary site
was performed; death certificate-only; for lymphomas with a
lymph node primary site; an unknown or ill-defined primary; or
for hematopoietic, reticuloendothelial, immunoproliferative, or
myeloproliferative disease.

Example:
Code Reason
3 (C18-Colon) The pathology report from a colon resection describes the proximal margin as grossly involved

with tumor (code 3) and the distal margin as microscopically involved (code 2). Code macroscopic

involvement (code 3).
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SCOPE OF REGIONAL LYMPH NODE SURGERY Item Length: 1
Allowable Values: 0-7, 9
NAACCR Item #1292
Revised 01/04, 09/08

Description
Identifies the removal, biopsy, or aspiration of regional lymph node(s) at the time of surgery of the primary site
or during a separate surgical event.

Rationale
This data item can be used to compare and evaluate the extent of surgical treatment.

Instructions for Coding

* The scope of regional lymph node surgery is collected for each surgical event even if surgery of the primary
site was not performed.

* Record surgical procedures which aspirate, biopsy, or remove regional lymph nodes in an effort to diagnose
or stage disease in this data item. Record the date of this surgical procedure in data item Date of First Course
of Treatment (NAACCR Item #1270) and/or Date of First Surgical Procedure (NAACCR Item #1200) as
appropriate.

e Codes 0-7 are hierarchical. If only one procedure can be recorded, code the procedure that is numerically
higher.

* For primaries of the meninges, brain, spinal cord, cranial nerves, and other parts of the central nervous
system (C70.0-C70.9, C71.0-C71.9, C72.0-C72.9, C75.1-C75.3), code 9.

e For lymphomas (M-9590-9596, 9650-9719, 9727-9729) with a lymph node primary site (C77.0—C77.9),
code 9.

e For an unknown or ill-defined primary site (C76.0—C76.8, C80.9) or for hematopoietic, reticuloendothelial,
immunoproliferative, or myeloproliferative disease (C42.0, C42.1, C42.3, C42.4 or M-9750, 9760-9764,
9800-9820, 9826, 9831-9920, 9931-9964, 9980-9989), code 9.

* Do not code distant lymph nodes removed during surgery to the primary site for this data item. Distant nodes
are coded in the data field Surgical Procedure/Other Site (NAACCR Item #1294).

* Refer to the current AJCC Cancer Staging Manual for site-specific identification of regional lymph nodes.

e If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care (NAACCR Item #3270).

Code | Label Definition
0 None No regional lymph node surgery. No lymph nodes found in the pathologic
specimen. Diagnosed at autopsy.
1 Biopsy or aspiration of regional Biopsy or aspiration of regional lymph node(s) regardless of the extent of
lymph node, NOS involvement of disease.
2 Sentinel lymph node biopsy Biopsy of the first lymph node or nodes that drain a defined area of tissue

within the body. Sentinel node(s) are identified by the injection of a dye
or radio label at the site of the primary tumor.

3 Number of regional nodes removed Sampling or dissection of regional lymph node(s) and the number of
unknown or not stated; regional nodes removed is unknown or not stated. The procedure is not specified
lymph nodes removed, NOS as sentinel node biopsy.

4 1-3 regional lymph nodes removed Sampling or dissection of regional lymph node(s) with fewer than four

lymph nodes found in the specimen. The procedure is not specified as
sentinel node biopsy.
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Code Label Definition
5 4 or more regional lymph nodes Sampling or dissection of regional lymph nodes with at least four
removed lymph nodes found in the specimen. The procedure is not specified
as sentinel node biopsy.
6 Sentinel node biopsy and code 3, 4, Code 2 was performed in a single surgical event with code 3, 4, or 5.
or 5 at same time, or timing not stated | Or, code 2 and 3, 4, or 5 were performed, but timing was not stated
in patient record.

7 Sentinel node biopsy and code 3, 4, Code 2 was followed in a subsequent surgical event by procedures

or 5 at different times coded as 3, 4, or 5.

9 Unknown or not applicable It is unknown whether regional lymph node surgery was performed;
death certificate-only; for lymphomas with a lymph node primary
site; an unknown or ill-defined primary; or for hematopoietic,
reticuloendothelial, immunoproliferative, or myeloproliferative
disease.

Examples:

Code Reason

0 There was an attempt at regional lymph node dissection or sentinel lymph node dissection, but no lymph nodes

were found in the pathological specimen.

1 (C14.0-Pharynx) Aspiration of regional lymph node to confirm histology of widely metastatic disease.

2 (C44.5-SKkin of Back) Patient has melanoma of the back. A sentinel lymph node dissection was done with the

removal of one lymph node. This node was negative for disease.

3 (C61.9-Prostate) Bilateral pelvic lymph node dissection for prostate cancer.

6 (C50.3-Breast) Sentinel lymph node biopsy of right axilla, followed by right axillary lymph node dissection

during the same surgical event.

9 (C34.9-Lung) Patient was admitted for radiation therapy following surgery for lung cancer. There is no

documentation on the extent of surgery in patient record.

Note: One important use of registry data is the tracking of treatment patterns over time. In order to compare
contemporary treatment with previously published treatment based on former codes, or to data unmodified from
pre-1998 definitions, the ability to differentiate surgeries in which four or more regional lymph nodes are
removed is desirable. However, it is very important to note that the distinction between codes 4 and 5 is made to
permit comparison of current surgical procedures with procedures coded in the past when the removal of fewer
than 4 lymph nodes was not reflected in surgery codes. It is not intended to reflect clinical significance when
applied to a particular surgical procedure. It is important to avoid inferring, by data presentation or other
methods, that one category is preferable to another within the intent of these items.
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SCOPE OF REGIONAL LYMPH NODE SURGERY Item Length: 1
AT THIS FACILITY Allowable Values: 0-7, 9
NAACCR Item #672

Revised 01/04, 09/08

Description
Identifies the removal, biopsy, or aspiration of regional lymph node(s) at the time of surgery of the primary site
or during a separate surgical event at this facility.

Rationale
This item can be used to compare and evaluate the extent of surgical treatment.

Instructions for Coding

* The scope of regional lymph node surgery is collected for each surgical event even if surgery of the primary
site was not performed.

» Ifasurgical procedure which aspirates, biopsies, or removes regional lymph nodes to diagnose or stage this
cancer, record the scope of regional lymph nodes surgery in this data item. Record the date of this surgical
procedure in data item Date of First Course of Treatment (NAACCR Item #1270) and/or Date of First
Surgical Procedure (NAACCR Item #1200) as appropriate.

e Codes 0-7 are hierarchical. If only one procedure can be recorded, code the procedure that is numerically
higher.

* For primaries of the meninges, brain, spinal cord, cranial nerves, and other parts of the central nervous
system (C70.0-C70.9, C71.0-C71.9, C72.0-C72.9, C75.1-C75.3), code 9.

e For lymphomas (M-9590-9596, 9650-9719, 9727-9729) with a lymph node primary site (C77.0—C77.9),
code 9.

e For all unknown or ill-defined primary sites (C76.0-76.8, C80.9) or for hematopoietic, reticuloendothelial,
immunoproliferative, or myeloproliferative disease (C42.0, C42.1, C42.3, C42.4 or M-9750, 9760-9764,
9800-9820, 9826, 9831-9920, 9931-9964, 9980-9989), code 9.

* Do not code distant lymph nodes removed during surgery to the primary site for this data item. They are
coded in the data field Surgical Procedure/Other Site (NAACCR Item #1294).

* Refer to the current AJCC Cancer Staging Manual for site-specific identification of regional lymph nodes.

e If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care at This Facility NAACCR Item #3280).

Code Label Definition
0 None No regional lymph node surgery. No lymph nodes found in the
pathologic specimen. Diagnosed at autopsy.
1 Biopsy or aspiration of regional Biopsy or aspiration of regional lymph node(s) regardless of the
lymph node, NOS extent of involvement of disease.
2 Sentinel lymph node biopsy Biopsy of the first lymph node or nodes that drain a defined area of

tissue within the body. Sentinel node(s) are identified by the injection
of a dye or radio label at the site of the primary tumor.

3 Number of regional nodes removed Sampling or dissection of regional lymph node(s) and the number of
unknown or not stated; regional nodes removed is unknown or not stated. The procedure is not
lymph nodes removed, NOS specified as sentinel node biopsy.

4 1-3 regional lymph nodes removed Sampling or dissection of regional lymph node(s) with fewer than

four lymph nodes found in the specimen. The procedure is not
specified as sentinel node biopsy.
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or 5 at same time, or timing not stated

Code Label Definition
5 4 or more regional lymph nodes Sampling or dissection of regional lymph nodes with at least four
removed lymph nodes found in the specimen. The procedure is not specified as
sentinel node biopsy.
6 Sentinel node biopsy and code 3, 4, Code 2 was performed in a single surgical event with code 3, 4, or 5.

Or, code 2 and 3, 4, or 5 were performed, but timing was not stated in
patient record.

7 Sentinel node biopsy and code 3, 4,
or 5 at different times

Code 2 was followed in a subsequent surgical event by procedures
coded as 3, 4, or 5.

9 Unknown or not applicable

It is unknown whether regional lymph node surgery was performed;
death certificate-only; for lymphomas with a lymph node primary
site; an unknown or ill-defined primary; or for hematopoietic,
reticuloendothelial, immunoproliferative, or myeloproliferative
disease.

Note: One important use of registry data is the tracking of treatment patterns over time. In order to compare
contemporary treatment with previously published treatment based on former codes, or to data unmodified from
pre-1998 definitions, the ability to differentiate surgeries in which four or more regional lymph nodes are
removed is desirable. However, it is very important to note that the distinction between codes 4 and 5 is made to
permit comparison of current surgical procedures with procedures coded in the past when the removal of fewer
than 4 lymph nodes was not reflected in surgery codes. It is not intended to reflect clinical significance when
applied to a particular surgical procedure. It is important fo avoid inferring, by data presentation or other
methods, that one category is preferable to another within the intent of these items.
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SURGICAL PROCEDURE/OTHER SITE

Item Length: 1
Allowable Values: 0-5, 9
NAACCR Item #1294
Revised 01/04, 09/08

Description
Records the surgical removal of distant [ymph nodes or other tissue(s)/organ(s) beyond the primary site.

Rationale

The removal of nonprimary tissue documents the extent of surgical treatment and is useful in evaluating the
extent of metastatic involvement.

Instructions for Coding
e Assign the highest numbered code that describes the surgical resection of distant lymph node(s) and/or
regional/distant tissue or organs.

* Incidental removal of tissue or organs is not a “Surgical Procedure/Other Site.”

e Code 1 if any surgery is performed to treat tumors of unknown or ill-defined primary sites (C76.0-76.8,
C80.9) or for hematopoietic, reticuloendothelial, immunoproliferative, or myeloproliferative disease (C42.0,
C42.1,C42.3, C42.4 or M-9750, 9760-9764, 9800-9820, 9826, 9831-9920, 9931-9964, 9980-9989).

e If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care (NAACCR Item #3270).

Code Label Definition
0 None No surgical procedure of nonprimary site was performed. Diagnosed at
autopsy.

1 Nonprimary surgical procedure Nonprimary surgical resection to other site(s), unknown if whether the
performed site(s) is regional or distant.

2 Nonprimary surgical procedure to Resection of regional site.
other regional sites

3 Nonprimary surgical procedure to Resection of distant lymph node(s).
distant lymph node(s)

4 Nonprimary surgical procedure to Resection of distant site.
distant site

5 Combination of codes Any combination of surgical procedures 2, 3, or 4.

9 Unknown It is unknown whether any surgical procedure of a nonprimary site was

performed. Death certificate only.
Examples:
Code Reason
0 (C18.1—Colon) The incidental removal of the appendix during a surgical procedure to remove a primary
malignancy in the right colon.

1 Surgical removal of metastatic lesion from liver; unknown primary.

2 (C18.3—Colon) Surgical ablation of solitary liver metastasis, hepatic flexure primary.

4 (C34.9—Lung) Removal of solitary brain metastasis.

5 (C21.0—Anus) Excision of solitary liver metastasis and one large hilar lymph node.
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SURGICAL PROCEDURE/OTHER SITE

Item Length: 1

AT THIS FACILITY Allowable Values: 0-5, 9
NAACCR Item #674
Revised 01/04
Description
Records the surgical removal of distant lymph nodes or other tissue(s)/organ(s) beyond the primary site at this
facility.
Rationale

The removal of nonprimary tissue documents the extent of surgical treatment and is useful in evaluating the
extent of metastatic involvement.

Instructions for Coding
*  Assign the highest numbered code that describes the surgical resection of distant lymph node(s) and/or
regional/distant tissue or organs.

* Incidental removal of tissue or organs is not a “Surgical Procedure/Other Site.”

* Code 1 if any surgery is performed to treat tumors of unknown or ill-defined primary sites (C76.0-76.8,
C80.9) or for hematopoietic, reticuloendothelial, immunoproliferative, or myeloproliferative disease (C42.0,
C42.1,C42.3, C42.4 or M-9750, 9760-9764, 9800-9820, 9826, 9831-9920, 9931-9964, 9980-9989).

» If the procedure coded in this item was provided to prolong a patient’s life by controlling symptoms, to
alleviate pain, or to make the patient more comfortable, then also record this surgery in the item Palliative
Care at This Facility NAACCR Item #3280).

Code Label Definition
0 None No nonprimary surgical site resection was performed. Diagnosed at
autopsy.
1 Nonprimary surgical procedure Nonprimary surgical resection to other site(s), unknown if whether the
performed site(s) is regional or distant.
2 Nonprimary surgical procedure to Resection of regional site.
other regional sites
3 Nonprimary surgical procedure to Resection of distant lymph node(s).
distant lymph node(s)
4 Nonprimary surgical procedure to Resection of distant site.
distant site
5 Combination of codes Any combination of surgical procedures 2, 3, or 4.
9 Unknown It is unknown whether any surgical procedure of a nonprimary site was

performed. Death certificate only.
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DATE OF SURGICAL DISCHARGE Item Length: 8
NAACCR Item #3180

Description

Records the date the patient was discharged following primary site surgery. The date corresponds to the event
recorded in Surgical Procedure of Primary Site NAACCR Item #1290), and Date of Most Definitive Surgical
Resection NAACCR Item #3170).

Rationale

Length of stay is an important quality of care and financial measure among hospital administrations, those who
fund public and private health care, and public health users. This date, in conjunction with the data item Date of
Most Definitive Surgical Resection (NAACCR Item #3170), will allow for the calculation of a patient’s length of
hospitalization associated with primary site surgery.

Instructions for Coding

* Record the date the patient was discharged from the hospital following the event recorded in Surgical
Procedure of Primary Site NAACCR Item #1290).

» If the patient died following the event recorded in Surgical Procedure of Primary Site (NAACCR Item
#1290), but before being discharged from the treating facility, then the Date of Surgical Discharge is the
same as the date recorded in the data item Date of Last Contact or Death (NAACCR Item #1750).

» If the patient received out-patient surgery, then the date of surgical discharge is the same as the date recorded
in the data item Date of Most Definitive Surgical Resection of the Primary Site (NAACCR Item #3170).

Code Definition

MMDDCCYY The date of surgical discharge is the month, day, and year that the patient was discharged from the
hospital following surgical treatment. The first two digits are the month, the third and fourth digits
are the day, and the last four digits are the year.

00000000 When no surgical treatment of the primary site was performed. Diagnosed at autopsy.

99999999 When it is unknown whether surgical treatment was performed, the date is unknown, or the case was
identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02  February 02 9999  Year unknown
03  March 03

04  April

05 May

06  June 30

07  July 31

08  August 99  Day unknown

09  September

10 October

11 November
12 December
99 Month unknown
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Examples:
Code Reason
00000000 A patient is not a surgical candidate, but received inpatient radiation therapy.
07022003 A patient undergoes surgery of the primary site on June 29, 2003, and is discharged from the hospital on
July 2, 2003.
09992003 If the exact date on which the patient was discharged is not available, then record an approximate date.
For example, September 2003.
09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For
example, September 2005.
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
01992004

If information is limited to the description “Winter.” Try to determine if this means the beginning or the
end of the year. Code January or December as indicated.
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READMISSION TO THE SAME HOSPITAL Item Length: 1

WITHIN 30 DAYS OF SURGICAL DISCHARGE Allowable Values: 0-3, 9
NAACCR Item #3190
Revised 06/05

Description

Records a readmission to the same hospital, for the same illness, within 30 days of discharge following
hospitalization for surgical resection of the primary site.

Rationale

This data item provides information related to the quality of care. A patient may have a readmission related to the
primary diagnosis on discharge if the length of stay was too short, and then he/she needed to return due to
problems or complications. A patient may also need to be readmitted if discharge planning and/or follow-up
instructions were ineffective. It is important to distinguish a planned from an unplanned readmission, since a
planned readmission is not an indicator of quality of care problems.

Instructions for Coding

»  Consult patient record or information from the billing department to determine if a readmission to the same
hospital occurred within 30 days of the date recorded in the item Date of Surgical Discharge (NAACCR Item
#3180).

*  Only record a readmission related to the treatment of this cancer.

» Review the treatment plan to determine whether the readmission was planned.

» If there was an unplanned admission following surgical discharge, check for an ICD-9-CM “E” code and
record it, space allowing, as an additional Comorbidities and Complications NAACCR Item # 3110, 3120,
3130, 3140, 3150, 3160).

* There may be times when the first course of treatment information is incomplete. Therefore, it is important to
continue follow-up efforts to be certain the complete treatment information is collected.

Code Definition

0 No surgical procedure of the primary site was performed, or the patient was not readmitted to the same hospital
within 30 days of discharge.

1 A patient was surgically treated and was readmitted to the same hospital within 30 days of being discharged.
This readmission was unplanned.

2 A patient was surgically treated and was then readmitted to the same hospital within 30 days of being discharged.
This readmission was planned (chemotherapy port insertion, revision of colostomy, etc.)

3 A patient was surgically treated and, within 30 days of being discharged, the patient had both a planned and an
unplanned readmission to the same hospital.

9 It is unknown whether surgery of the primary site was recommended or performed. It is unknown whether the
patient was readmitted to the same hospital within 30 days of discharge. Death certificate only.

Examples:
Code Reason
0 A patient does not return to the hospital following a local excision for a Stage I breast cancer.
0 A patient was surgically treated and, upon discharge from acute hospital care, was admitted/transferred to an

extended care ward of the hospital.

1 A patient is readmitted to the hospital three weeks (21 days) following a colon resection due to unexpected
perirectal bleeding.

2 Following surgical resection the patient returns to the hospital for the insertion of a chemotherapy port.
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REASON FOR NO SURGERY Item Length: 1

OF PRIMARY SITE Allowable Values: 0-2, 5-9
NAACCR Item #1340
Revised 01/04

Description

Records the reason that no surgery was performed on the primary site.

Rationale
This data item provides information related to the quality of care and describes why primary site surgery was not
performed.

Instructions for Coding

o If Surgical Procedure of Primary Site NAACCR Item #1290) is coded 00, then record the reason based on
documentation in the patient record.

e Code 1 if the treatment plan offered multiple options and the patient selected treatment that did not include
surgery of the primary site, or if the option of “no treatment” was accepted by the patient.

e Code 1if Surgical Procedure of Primary Site (NAACCR Item #1290) is coded 98.

e Code 7 if the patient refused recommended surgical treatment, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

* Cases coded 8 should be followed and updated to a more definitive code as appropriate.

e Code 9 if the treatment plan offered multiple choices, but it is unknown which treatment, if any was
provided.

Code Definition

0 Surgery of the primary site was performed.

1 Surgery of the primary site was not performed because it was not part of the planned first course treatment.
2 Surgery of the primary site was not recommended/performed because it was contraindicated due to patient

risk factors (comorbid conditions, advanced age, etc.)

5 Surgery of the primary site was not performed because the patient died prior to planned or recommended
surgery.
6 Surgery of the primary site was not performed; it was recommended by the patient’s physician, but was not

performed as part of the first course of therapy. No reason was noted in patient record.

7 Surgery of the primary site was not performed; it was recommended by the patient’s physician, but this
treatment was refused by the patient, the patient’s family member, or the patient’s guardian. The refusal was
noted in patient record.

8 Surgery of the primary site was recommended, but it is unknown if it was performed. Further follow-up is
recommended.
9 It is unknown whether surgery of the primary site was recommended or performed. Diagnosed at autopsy or

death certificate only.

Examples:
Code Reason
2 A patient with a primary tumor of the liver is not recommended for surgery due to advanced cirrhosis.
8 A patient is referred to another facility for recommended surgical resection of a gastric carcinoma, but further
information from the facility to which the patient was referred is not available.
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DATE RADIATION STARTED Item Length: 8
NAACCR Item #1210
Revised 06/05
Description

Records the date on which radiation therapy began at any facility that is part of the first course of treatment.

Rationale

It is important to be able to sequence the use of multiple treatment modalities and to evaluate the time intervals
between the treatments. For some diseases, the sequence of radiation and surgical therapy is important when
determining the analytic utility of pathologic stage information.

Instructions for Coding

» Ifradiation therapy is the first or only treatment administered to the patient, then the date radiation started
should be the same as the date entered into the item Date of First Course of Treatment (NAACCR Item
#1270).

* The date when treatment started will typically be found in the radiation oncologist’s summary letter for the
first course of treatment.

* Code 88888888 if radiation therapy was planned, but not started at the time of the most recent follow-up. The
date should be revised at the next follow-up.

* There may be times when the first course of treatment information is incomplete. Therefore, it is important to
continue follow-up efforts to be certain the complete treatment information is collected.

Code Description

MMDDCCYY The month, day, and year (MM DDCCY Y) that the first course of radiation therapy began at any
facility. The first two digits are the month, the third and fourth digits are the day, and the last four
digits are the year.

00000000 No radiation therapy administered. Diagnosed at autopsy.

88888888 When radiation therapy is planned as part of the first course of therapy, but had not been started at
the time of the most recent follow-up. The date should be revised at the next follow-up.

99999999 When it is unknown whether any radiation therapy was administered, the date is unknown, or the
case was identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02  February 02 8888

03  March 03 9999  Year unknown
04  April

05 May

06  June 30

07  July 31

08  August 88

09  September 99  Day unknown

10 October

11 November

12 December

88

99 Month unknown
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Examples:

Code Reason

12152003 A patient has external beam radiation on December 15,2003.

10122003 A patient with a primary tumor of the brain undergoes stereotactic radiosurgery using a Gamma Knife on
October 12, 2003.

06022003 A patient enters the facility for interstitial radiation boost for prostate cancer that is performed on August 6,
2003. Just prior to this, the patient had external beam therapy to the lower pelvis that was started on June 2,
2003 at another facility. Record the first date of radiation, regardless of the location of treatment.

09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For

example, September 2005.

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 If information is limited to the description “Winter.” Try to determine if this means the beginning or the
or end of the year. Code January or December as indicated.

01992004
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LOCATION OF RADIATION TREATMENT Item Length: 1
Allowable Values: 0-4, 8, 9
NAACCR Item #1550
Revised 01/04

Description

Identifies the location of the facility where radiation therapy was administered during the first course of
treatment.

Rationale
This data item provides information useful to understanding the referral patterns for radiation therapy services
and for assessing the quality and outcome of radiation therapy by delivery site.

Instructions for Coding

If the radiation treatment was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the radiation administered in the items Palliative Care
(NAACKCR Item #3270) and/or Palliative Care at This Facility (NAACCR Item #3280), as appropriate.

Code Label Definition
0 No radiation treatment No radiation therapy was administered to the patient. Diagnosed at autopsy.
1 All radiation treatment at All radiation therapy was administered at the reporting facility.

this facility

2 Regional treatment at this Regional treatment was administered at the reporting facility; a boost dose was
facility, boost elsewhere administered elsewhere.

3 Boost radiation at this Regional treatment was administered elsewhere; a boost dose was administered
facility, regional elsewhere at the reporting facility.

4 All radiation treatment All radiation therapy was administered elsewhere.
elsewhere

8 Other Radiation therapy was administered, but the pattern does not fit the above

categories.
9 Unknown Radiation therapy was administered, but the location of the treatment facility is

unknown or not stated in patient record; it is unknown whether radiation therapy

was administered. Death certificate only.

Examples:
Code Reason
2 A patient received radiation therapy to the entire head and neck region at the reporting facility and is then

referred to another facility for a high-dose-rate (HDR) intracavitary boost.

3 A patient was diagnosed with breast cancer at another facility and received surgery and regional radiation
therapy at that facility before being referred to the reporting facility for boost dose therapy.

8 Regional treatment was initiated at another facility and midway through treatment the patient was transferred to
the reporting facility to complete the treatment regime.

9 Patient is known to have received radiation therapy, but records do not define the facility or facility(s) where the
treatment was administered.
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RADIATION TREATMENT VOLUME

Item Length: 2

Allowable Values: 00-41, 50, 60, 98, 99
NAACCR Item #1540

Revised 01/04

Description

Identifies the volume or anatomic target of the most clinically significant regional radiation therapy delivered to
the patient during the first course of treatment.

Rationale

This data item provides information describing the anatomical structures targeted by the regional radiation
therapy and can be used to determine whether the site of the primary disease was treated with radiation or if other
regional or distant sites were targeted. This information is useful in evaluating the patterns of care within a
facility (local analysis of physician practices) and on a regional or national basis.

Instructions for Coding
Radiation treatment volume will typically be found in the radiation oncologist’s summary letter for the first
course of treatment. Determination of the exact treatment volume may require assistance from the radiation
oncologist for consistent coding.

Code Label Definition

00 No radiation treatment Radiation therapy was not administered to the patient. Diagnosed at autopsy.

01 Eye/orbit The radiation therapy target volume is limited to the eye and/or orbit.

02 Pituitary The target volume is restricted to the pituitary gland and all adjacent volumes
are irradiated incidentally.

03 Brain (NOS) Treatment is directed at tumors lying within the substance of the brain, or its
meninges.

04 Brain (limited) The treatment volume encompasses less than the total brain, or less than all of
the meninges.

05 Head and neck (NOS) The treatment volume is directed at a primary tumor of the oropharyngeal
complex, usually encompassing regional lymph nodes.

06 Head and neck (limited) Limited volume treatment of a head and neck primary with the exception of
glottis (code 7), sinuses (code 8), or parotid (code 9).

07 Glottis Treatment is limited to a volume in the immediate neighborhood of the vocal
cords.

08 Sinuses The primary target is one or both of the maxillary sinuses or the ethmoidal
frontal sinuses. In some cases, the adjacent lymph node regions my be
irradiated.

09 Parotid The primary target is one of the parotid glands. There may be secondary
regional lymph node irradiation as well.

10 Chest/lung (NOS) Radiation therapy is directed to some combination of hilar, mediastinal, and/or
supraclavicular lymph nodes, and/or peripheral lung structures.

11 Lung (limited) Radiation therapy is directed at one region of the lung without nodal irradiation.

12 Esophagus The primary target is some portion of the esophagus. Regional lymph nodes

may or may not be included in the treatment. Include tumors of the
gastroesophageal junction.




152

SECTION TWO: CODING INSTRUCTIONS / First Course of Treatment

Code Label Definition

13 Stomach The primary malignancy is in the stomach. Radiation is directed to the stomach
and possibly adjacent lymph nodes.

14 Liver The primary target is all or a portion of the liver, for either primary or
metastatic disease.

15 Pancreas The primary tumor is in the pancreas. The treatment field encompasses the
pancreas and possibly adjacent lymph node regions.

16 Kidney The target is primary or metastatic disease in the kidney or the kidney bed after
resection of a primary kidney tumor. Adjacent lymph node regions may be
included in the field.

17 Abdomen (NOS) Include all treatment of abdominal contents that do not fit codes 12—16.

18 Breast The primary target is the intact breast and no attempt has been made to irradiate
the regional lymph nodes. Intact breast includes breast tissue that either was not
surgically treated or received a lumpectomy or partial mastectomy
(C50.0-C50.9, Surgical Procedure of Primary Site NAACCR Item #1290]
codes 0-24).

19 Breast/lymph nodes A deliberate attempt has been made to include regional lymph nodes in the
treatment of an intact breast. See definition of intact breast above.

20 Chest wall Treatment encompasses the chest wall (following mastectomy).

21 Chest wall/lymph nodes Treatment encompasses the chest wall (following mastectomy) plus fields
directed at regional lymph nodes.

22 Mantle, Mini-mantle Treatment consists of a large radiation field designed to encompass all of the
regional lymph nodes above the diaphragm, including cervical, supraclavicular,
axillary, mediastinal, and hilar nodes (mantle), or most of them (mini-mantle).
This code is used exclusively for patients with Hodgkin’s or non-Hodgkin’s
lymphoma.

23 Lower extended field The target zone includes lymph nodes below the diaphragm along the paraaortic
chain. It may include extension to one side of the pelvis.

This code includes the “hockey stick” field utilized to treat seminomas.

24 Spine The primary target relates to the bones of the spine, including the sacrum.
Spinal cord malignancies should be coded 40 (Spinal cord).

25 Skull Treatment is directed at the bones of the skull. Any brain irradiation is a
secondary consequence.

26 Ribs Treatment is directed toward metastatic disease in one or more ribs. Fields may
be tangential or direct.

27 Hip The target includes the proximal femur for metastatic disease. In may cases
there may be acetabular disease as well.

28 Pelvic bones The target includes structures of the bones of the pelvis other than the hip or
sacrum.

29 Pelvis (NOS) Irradiation is directed at soft tissues within the pelvic region and codes 34-36
do not apply.

30 Skin The primary malignancy originates in the skin and the skin is the primary target.

So-called skin metastases are usually subcutaneous and should be coded 31
(Soft tissue).
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Code Label Definition

31 Soft tissue All treatment of primary or metastatic soft tissue malignancies not fitting other
categories.

32 Hemibody A single treatment volume encompassing either all structures above the
diaphragm, or all structures below the diaphragm.

This is almost always administered for palliation of widespread bone metastasis
in patients with prostate or breast cancer.

33 Whole body Entire body included in a single treatment.

34 Bladder and pelvis The primary malignancy originated in the bladder, all or most of the pelvis is
treated as part of the plan, typically with a boost to the bladder.

35 Prostate and pelvis The primary malignancy originated in the prostate, all or most of the pelvis is
treated as part of the plan, typically with a boost to the prostate.

36 Uterus and cervix Treatment is confined to the uterus and cervix or vaginal cuff, usually by
intracavitary or interstitial technique.

If entire pelvis is included in a portion of the treatment, then code 29 (Pelvis,
NOS).

37 Shoulder Treatment is directed to the proximal humerus, scapula, clavicle, or other
components of the shoulder complex.

This is usually administered for control of symptoms for metastases.

38 Extremity bone, NOS Bones of the arms or legs.

This excludes the proximal femur, code 27 (Hip).
This excludes the proximal humerus, code 37 (Shoulder).

39 Inverted Y Treatment has been given to a field that encompasses the paraaortic and
bilateral inguinal or inguinofemoral lymph nodes in a single port.

40 Spinal cord Treatment is directed at the spinal cord or its meninges.

41 Prostate Treatment is directed at the prostate with or without the seminal vesicles,
without regional lymph node treatment.

50 Thyroid Treatment is directed at the thyroid gland.

60 Lymph node region, The target is a group of lymph nodes not listed above. Examples include

NOS isolated treatment of a cervical, supraclavicular, or inguinofemoral region.

98 Other Radiation therapy administered, treatment volume other than those previously
categorized.

99 Unknown Radiation therapy administered, treatment volume unknown or not stated in
patient record; it is unknown whether radiation therapy was administered. Death
certificate only.

Examples:

Code Reason

01 Lymphoma of the orbit treated with 4 cm x 4 cm portals.

02 Pituitary adenomas receiving small opposed field or rotational treatment.

03

The entire brain is treated for metastatic disease.
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Code Reason
04 Limited field irradiation of an oligodendroglioma or glioblastoma.
05 Carcinoma of the left tonsil treated with opposed lateral fields to the neck and an anterior

supraclavicular field.

06 Interstitial implant utilized to treat a small carcinoma of the lateral tongue.

07 Small lateral fields utilized to treat a T1 or T2 glottic tumor.

11 Small portal treatment is delivered to the right bronchial/hilar region to stop hemoptysis.

17 Irradiation for hypersplenism due to lymphoma.

19 Tangential fields deliberately arranged in a manner that will encompass internal mammary lymph nodes

in a patient with a medial primary; breast tangential fields plus supraclavicular and/or axillary field in a
patient with five positive lymph nodes.

20 Following mastectomy, a patient has prophylactic chest wall irradiation to prevent local recurrence; a
thoracotomy scar is irradiated because of known contamination with tumor.

24 An inverted “T” field is utilized to treat painful metastases in the lumbar vertebrae and sacrum in a
patient with prostate cancer.

25 Patient with myeloma receives total skull irradiation for numerous “punched out” lesions that are
causing discomfort.

33 Patient with chronic lymphocytic leukemia receives five treatments of 10 cGy each to reduce
adenopathy or lymphocyte count.

36 Patient receives intracavitary therapy alone for a high-grade Stage IA carcinoma of the endometrium.
38 The distal forearm is treated for a metastatic lesion involving the radius.

39 Stage IA Hodgkin’s disease presenting in an inguinal lymph node.

40 A portion of the spinal cord is treated for a primary ependymoma.

60 Ovarian carcinoma presenting with left supraclavicular lymphadenopathy as the only documented site

of metastatic disease. The supraclavicular region is treated to prevent neurologic complications.

98 Anterior neck is treated for a primary thyroid lymphoma.




SECTION TWO: CODING INSTRUCTIONS / First Course of Treatment

155

REGIONAL TREATMENT MODALITY

Item Length: 2

Allowable Values: 00, 20-32, 40-43,
50-55, 60-62, 98, 99

NAACCR Item #1570

Revised 09/06, 09/08

Description

Records the dominant modality of radiation therapy used to deliver the most clinically significant regional dose
to the primary volume of interest during the first course of treatment.

Rationale

Radiation treatment is frequently delivered in two or more phases which can be summarized as “regional” and
“boost” treatments. To evaluate patterns of radiation oncology care, it is necessary to know which radiation
resources were employed in the delivery of therapy. For outcomes analysis, the modalities used for each of these
phases can be very important.

Instructions for Coding

* Radiation treatment modality will typically be found in the radiation oncologist’s summary letter for the first
course of treatment. Segregation of treatment components into regional and boost and determination of the
respective treatment modality may require assistance from the radiation oncologist to ensure consistent

coding.

e In the event multiple radiation therapy modalities were employed in the treatment of the patient, record only
the dominant modality.

* Note that in some circumstances the boost treatment may precede the regional treatment.

*  For purposes of this data item, photons and x-rays are equivalent.

e  Code IMRT or conformal 3D whenever either is explicitly mentioned.

e Code radioembolization as brachytherapy.

Code Label Definition

00 No radiation treatment Radiation therapy was not administered to the patient. Diagnosed at autopsy.

20 External beam, NOS The treatment is known to be by external beam, but there is insufficient
information to determine the specific modality.

21 Orthovoltage External beam therapy administered using equipment with a maximum energy
of less than one (1) million volts (MV). Orthovoltage energies are typically
expressed in units of kilovolts (kV).

22 Cobalt-60, Cesium-137 External beam therapy using a machine containing either a Cobalt- 60 or
Cesium-137 source.

Intracavitary use of these sources is coded either 50 or 51.

23 Photons (2-5 MV) External beam therapy using a photon producing machine with a beam energy
in the range of 2-5 MV.

24 Photons (6-10 MV) External beam therapy using a photon producing machine with a beam energy
in the range of 6—10 MV.

25 Photons (11-19 MV) External beam therapy using a photon producing machine with a beam energy
in the range of 11-19 MV.

26 Photons (>19 MV) External beam therapy using a photon producing machine with a beam energy
of more than 19 MV.

27 Photons (mixed energies) External beam therapy using more than one energy over the course of
treatment.

28 Electrons Treatment delivered by electron beam.
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Code Label Definition

29 Photons and electrons Treatment delivered using a combination of photon and electron beams.

mixed

30 Neutrons, with or without Treatment delivered using neutron beam.

photons/electrons

31 IMRT Intensity modulated radiation therapy, an external beam technique that should
be clearly stated in patient record.

32 Conformal or 3-D therapy An external beam technique using multiple, fixed portals shaped to conform to
a defined target volume. Should be clearly described as conformal or 3-D
therapy in patient record.

40 Protons Treatment delivered using proton therapy.

41 Stereotactic radiosurgery, Treatment delivered using stereotactic radiosurgery, type not specified in

NOS patient record.
42 Linac radiosurgery Treatment categorized as using stereotactic technique delivered with a linear
accelerator.
43 Gamma Knife Treatment categorized as using stereotactic technique delivered using a
Gamma Knife machine.
50 Brachytherapy, NOS Brachytherapy, interstitial implants, molds, seeds, needles, radioembolization,
or intracavitary applicators of radioactive materials not otherwise specified.
51 Brachytherapy, Intracavitary (no direct insertion into tissues) radio-isotope treatment using
Intracavitary, LDR low dose rate applicators and isotopes (Cesium-137, Fletcher applicator).

52 Brachytherapy, Intracavitary (no direct insertion into tissues) radioisotope treatment using
Intracavitary, HDR high dose rate after-loading applicators and isotopes.

53 Brachytherapy, Interstitial, Interstitial (direct insertion into tissues) radioisotope treatment using low dose
LDR rate sources.

54 Brachytherapy, Interstitial, Interstitial (direct insertion into tissues) radioisotope treatment using high
HDR dose rate sources.

55 Radium Infrequently used for low dose rate (LDR) interstitial and intracavitary
therapy.

60 Radioisotopes, NOS Iodine-131, Phosphorus-32, etc.

61 Strontium-89 Treatment primarily by intravenous routes for bone metastases.

62 Strontium-90

80* Combination modality, Combination of external beam radiation and either radioactive implants or

specified* radioisotopes*

85%* Combination modality, Combination of radiation treatment modalities not specified in code 80.*

NOS*

98 Other, NOS Other radiation, NOS; Radiation therapy administered, but the treatment
modality is not specified or is unknown.

99 Unknown It is unknown whether radiation therapy was administered.
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Examples:

Code Reason

20 A patient with prostate carcinoma receives pelvic irradiation at the reporting facility, and is then referred to
a major medical center for experimental proton therapy boost.

24 A patient treated with breast conserving surgery has an interstitial boost at the time of the excisional
biopsy. The implant uses Ir-192 and is left in place for three days. This is followed by 6 MV photon
treatment of the entire breast. In this case, the “boost” precedes the regional treatment.

25 In an experimental program, a patient with as Stage III carcinoma of the prostate receives 4,500 cGy to the
pelvis using 15 MV photons, and then the prostate receives a 600 cGy boost with neutrons.

25 Patient receives 15 MV external pelvic treatment to 4,500 cGy for cervical carcinoma, and then receives
two Fletcher intracavitary implants.

29 A patient with carcinoma of the parotid receives daily treatments of which 60% are delivered by 15 MV
photons and 40% of the dose is delivered by 16 MV electrons.

99 A patient with a head and neck cancer was referred from another facility for an HDR brachytherapy boost.
Detailed treatment records from the other facility are not available.

*Note: For cases diagnosed prior to January 1, 2003, the codes reported in this data item describe any radiation
administered to the patient as part or all of the first course of therapy. Codes 80 and 85 describe specific
converted descriptions of radiation therapy coded according to Vol. II, ROADS, and DAM rules and should not
be used to record regional radiation for cases diagnosed on or later than January 1, 2003.



158 SECTION TWO: CODING INSTRUCTIONS / First Course of Treatment

REGIONAL DOSE: ¢Gy Item Length: 5
Right Justified, Zero-filled
NAACCR Item #1510
Revised 01/04
Description

Records the dominant or most clinically significant total dose of regional radiation therapy delivered to the
patient during the first course of treatment. The unit of measure is centiGray (cGy).

Rationale
To evaluate patterns of radiation oncology care, it is necessary to capture information describing the prescribed
regional radiation dose. Outcomes are strongly related to the dose delivered.

Instructions for Coding

*  The International Council for Radiation Protection (ICRP) recommends recording doses at the axis point
where applicable (opposed fields, four field box, wedged pair, and so on). For maximum consistency in this
data item, the ICRP recommendations should be followed whenever possible. Where there is no clear axis
point, record the dose as indicated in the summary chart. Determining the exact dose may be highly
subjective and require assistance from the radiation oncologist for consistent coding.

» Regional dose will typically be found in the radiation oncologist’s summary letter for the first course of
treatment. Determination of the total dose of regional radiation therapy may require assistance from the
radiation oncologist for consistent coding.

e Do not include the boost dose, if one was administered.

* Code 88888 when brachytherapy or radioisotopes—codes 50—62 for Regional Treatment Modality
(NAACKCR Item #1570)—were administered to the patient.

» Note that dose is still occasionally specified in “rads.” One rad is equivalent to one centiGray (cGy).

Code Definition

(fill spaces) Record the actual regional dose delivered.

00000 Radiation therapy was not administered. Diagnosed at autopsy.
88888 Not applicable, brachytherapy or radioisotopes administered to the patient.
99999 Regional radiation therapy was administered, but the dose is unknown; it is unknown whether radiation

therapy was administered. Death certificate only.

Examples:

Code Reason

05000 A patient with Stage III prostate carcinoma received pelvic irradiation to 5,000 cGy followed by a prostate
boost to 7,000 cGy. Record the regional dose as 5,000 cGy.

06000 A patient with a left supraclavicular metastasis from a gastric carcinoma received 6,000 cGy to the left
supraclavicular region. The dose is calculated at a prescribed depth of 3 cm. A secondary calculation shows
a D, dose of 6,450 cGy. Record the regional dose reflecting the prescribed dose of 6,000 cGy.

05500 A patient with a Stage II breast carcinoma is treated with the breast intact. Tangent fields are utilized to
bring the dose of the breast to 5,500 cGy. The supraclavicular lymph nodes are treated 4,500 cGy,
calculated to a depth of 3 cm, and an interstitial boost in the primary tumor bed is delivered to a small
volume in the breast. Record the primary target of the breast as 5,500cGy.
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BOOST TREATMENT MODALITY Item Length: 2
Allowable Values: 00, 20-32, 40-43,
50-55, 60-62, 98, 99
NAACCR Item #3200
Revised 01/04, 09/08

Description

Records the dominant modality of radiation therapy used to deliver the most clinically significant boost dose to
the primary volume of interest during the first course of treatment. This is accomplished with external beam
fields of reduced size (relative to the regional treatment fields), implants, stereotactic radiosurgery, conformal
therapy, or IMRT. External beam boosts may consist of two or more successive phases with progressively
smaller fields generally coded as a single entity.

Rationale

Radiation treatment is frequently delivered in two or more phases which can be summarized as “regional” and
“boost” treatments. To evaluate patterns of radiation oncology care, it is necessary to know which radiation
resources were employed in the delivery of therapy. For outcomes analysis, the modalities used for each of these
phases can be very important.

Instructions for Coding

* Radiation boost treatment modalities will typically be found in the radiation oncologist’s summary letter for
the first course of treatment. Segregation of treatment components into regional and boost and determination
of the respective treatment modality may require assistance from the radiation oncologist to ensure consistent
coding.

e In the event that multiple radiation therapy boost modalities were employed during the treatment of the
patient, record only the dominant modality.

* Note that in some circumstances, the boost treatment may precede the regional treatment.

* For purposes of this field, photons and x-rays are equivalent.

e Code radioembolization as brachytherapy.

Code Label Definition
00 No boost treatment A boost dose was not administered to the patient. Diagnosed at autopsy.
20 External beam, NOS The treatment is known to be by external beam, but there is insufficient information

to determine the specific modality.

21 Orthovoltage External beam therapy administered using equipment with a maximum energy of
less than one (1) million volts (MV). Orthovoltage energies are typically expressed
in units of kilovolts (kV).

22 Cobalt-60, Cesium-137 | External beam therapy using a machine containing either a Cobalt-60 or Cesium-
137 source.
Intracavitary use of these sources is coded either 50 or 51.

23 Photons (2-5 MV) External beam therapy using a photon producing machine with a beam energy in
the range of 2-5 MV.

24 Photons (6-10 MV) External beam therapy using a photon producing machine with a beam energy in
the range of 6—10 MV.

25 Photons (11-19 MV) External beam therapy using a photon producing machine with a beam energy in
the range of 11-19 MV.

26 Photons (>19 MV) External beam therapy using a photon producing machine with a beam energy of
more than 19 MV.

27 Photons (mixed External beam therapy using more than one energy over the course of treatment.
energies)
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Code Label Definition
28 Electrons Treatment delivered by electron beam.
29 Photons and electrons Treatment delivered using a combination of photon and electron beams.
mixed
30 Neutrons, with or Treatment delivered using neutron beam.
without
photons/electrons
31 IMRT Intensity modulated radiation therapy, an external beam technique that should be
clearly stated in patient record.
32 Conformal or 3-D An external beam technique using multiple, fixed portals shaped to conform to a
therapy defined target volume. Should be clearly described as conformal or 3-D therapy in
patient record.
40 Protons Treatment delivered using proton therapy.
41 Stereotactic Treatment delivered using stereotactic radiosurgery, type not specified in patient
radiosurgery, NOS record.
42 Linac radiosurgery Treatment categorized as using stereotactic technique delivered with a linear
accelerator.
43 Gamma Knife Treatment categorized as using stereotactic technique delivered using a Gamma
Knife machine.
50 Brachytherapy, NOS Brachytherapy, interstitial implants, molds, seeds, needles, radioembolization, or
intracavitary applicators of radioactive materials not otherwise specified.
51 Brachytherapy, Intracavitary (no direct insertion into tissues) radio-isotope treatment using low
Intracavitary, LDR dose rate applicators and isotopes (Cesium-137, Fletcher applicator).
52 Brachytherapy, Intracavitary (no direct insertion into tissues) radioisotope treatment using high
Intracavitary, HDR dose rate after-loading applicators and isotopes.
53 Brachytherapy, Interstitial (direct insertion into tissues) radioisotope treatment using low dose rate
Interstitial, LDR sources.
54 Brachytherapy, Interstitial (direct insertion into tissues) radioisotope treatment using high dose rate
Interstitial, HDR sources.
55 Radium Infrequently used for low dose rate (LDR) interstitial and intracavitary therapy.
60 Radioisotopes, NOS Todine-131, Phosphorus-32, etc.
61 Strontium-89 Treatment primarily by intravenous routes for bone metastases.
62 Strontium-90
98 Other, NOS Radiation therapy administered, but the treatment modality is not specified or is
unknown.
99 Unknown It is unknown whether radiation therapy was administered. Death certificate only.
Examples:
Code Reason
29 A patient with carcinoma of the tonsil receives 4,500 cGy to the head and neck region with 6 MV photons. The

primary site and involved regional lymph nodes are then boosted, ie, taken to a maximum dose of 7,400 cGy,
using a sequence of beam arrangements involving 6 MV photons, 15 MV photons, and 12 MV electrons.
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Code Reason

30 In an experimental program, a patient with Stage III carcinoma of the prostate receives 4,500 cGy to the pelvis
using 15 MV photons, and then the prostate receives a 600 cGy boost with neutrons.

40 A patient with prostate carcinoma receives pelvic irradiation at the reporting facility and is referred to a major
medical center for experimental proton therapy boost.

51 A patient receives external pelvic treatment to 4,500 cGy for cervical carcinoma, then receives two Fletcher
intracavitary implants as boost treatment.

55 A patient treated with breast conserving surgery has an interstitial boost at the time of the excisional biopsy.
The implant uses Ir-192 and is left in place for three days.

99 A patient with a head and neck cancer is referred to another institution for an HDR brachytherapy boost.
Detailed treatment records from the other institution are not available.
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BOOST DOSE: c¢Gy Item Length: 5
Right Justified, Zero-filled
NAACCR Item #3210
Revised 06/05
Description

Records the additional dose delivered to that part of the treatment volume encompassed by the boost fields or
devices. The unit of measure is centiGray (cGy).

Rationale
To evaluate patterns of radiation oncology care, it is necessary to capture information describing the prescribed
boost radiation dose. Outcomes are strongly related to the dose delivered.

Instructions for Coding

*  The International Council for Radiation Protection (ICRP) recommends recording doses at the axis point
where applicable (opposed fields, four field box, wedged pair, and so on). For maximum consistency in this
data item, the ICRP recommendations should be followed whenever possible. Where there is no clear axis
point, record the dose as indicated in the summary chart. Consult the radiation oncologist for the exact dose,
if necessary.

» Radiation boost treatment dose will typically be found in the radiation oncologist’s summary letter for the
first course of treatment. Determination of the additional boost dose of radiation therapy may require
assistance from the radiation oncologist for consistent coding.

* Do not include the regional dose. In general, the boost dose will be calculated as the difference between the
maximum prescribed dose and the regional dose. Many patients will not have a boost.

* Code 88888 when brachytherapy or radioisotopes—codes 50—62 for Boost Treatment Modality NAACCR
Item #3200)—were administered to the patient.

» Note that dose is still occasionally specified in “rads.” One rad is equivalent to one centiGray (cGy).

* There may be times when the first course of treatment information is incomplete. Therefore, it is important to
continue follow-up efforts to be certain the complete treatment information is collected.

Code Definition

(fill spaces) Record the actual boost dose delivered.

00000 Boost dose therapy was not administered. Diagnosed at autopsy.

88888 Not applicable, brachytherapy or radioisotopes administered to the patient.

99999 Boost radiation therapy was administered, but the dose is unknown. Death certificate only.
Examples:

Code Reason

02000 A patient with Stage III prostate carcinoma receives pelvic irradiation to 5,000 cGy followed by a

conformal prostate boost to 7,000 cGy. Record the prescribed (and delivered) boost dose, 2,000 cGy
(7,000 cGy minus 5,000 cGy).

00000 A patient with a left supraclavicular metastasis from a gastric carcinoma receives 6,000 cGy to the left
supraclavicular region. The dose is calculated at a prescribed depth of 3 cm. A secondary calculation
shows a D, dose (dose at depth of maximum dose) of 6,450 cGy. Do not confuse D, doses with boost
doses. In this case, there is no planned boost. Record the boost dose as 00000 cGy.

88888 A patient with a Stage II breast carcinoma is treated with the breast intact. Tangent fields are utilized to
bring the central axis dose in the breast to 5,040 cGy. The supraclavicular lymph nodes are treated 4,500
cQGy, calculated to a depth of 3 cm, and an interstitial boost in the primary tumor bed is delivered to a small
volume in the breast. Record the boost dose as 88888. Note that standards for describing an interstitial or
intracavitary treatment with a single number are somewhat variable.
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NUMBER OF TREATMENTS TO THIS VOLUME Item Length: 2
Allowable Values: 00-99
Right Justified, Zero-filled
NAACCR Item #1520
Revised 09/04

Description
Records the total number of treatment sessions (fractions) administered during the first course of treatment.

Rationale
This data item is used to evaluate patterns of radiation therapy and the treatment schedules.

Instructions for Coding

*  The number of treatments or fractions will typically be found in the radiation oncologist’s summary letter for
the first course of treatment. Determination of the exact number of treatments or fractions delivered to the
patient may require assistance from the radiation oncologist for consistent coding.

» Although a treatment session may include several treatment portals delivered within a relatively confined
period of time—usually a few minutes—it is still considered one session.

*  The total number of treatment sessions (fractions) is the sum of the number of fractions of regional treatment
and the number of fractions of boost treatment.

*  Count brachytherapy or implants as a single treatment or fraction.

Code Label Definition
00 None Radiation therapy was not administered to the patient. Diagnosed at autopsy.
01-98 Number of Total number of treatment sessions administered to the patient.
treatments
99 Unknown Radiation therapy was administered, but the number of treatments is unknown. Or, it is
unknown whether radiation therapy was administered. Death certificate only.

Examples:
Code Reason
25 A patient with breast carcinoma had treatment sessions in which treatment was delivered to the chest wall and

separately to the ipsilateral supraclavicular region for a total of three treatment portals. Twenty-five treatment
sessions were given. Record 25 treatments.

35 A patient with Stage IIIB bronchogenic carcinoma received 25 treatments to the left hilum and mediastinum,
given in 25 daily treatments over five weeks. A left hilar boost was then given in 10 additional treatments.
Record 35 treatments.

50 A patient with advanced head and neck cancer was treated using “hyperfractionation.” Three fields were
delivered in each session, two sessions were given each day, six hours apart, with each session delivering a total
dose of 150 cGy. Treatment was given for a total of 25 days. Record 50 treatments.
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RADIATION/SURGERY SEQUENCE

Item Length: 1

Allowable Values: 0, 2-6, 9
NAACCR Item #1380
Revised 01/04

Description
Records the sequencing of radiation and surgical procedures given as part of the first course of treatment.

Rationale

The sequence of radiation and surgical procedures given as part of the first course of treatment cannot always be
determined using the date on which each modality was started or performed. This data item can be used to more
precisely evaluate the timing of delivery of treatment to the patient.

Instructions for Coding

»  Surgical procedures include Surgical Procedure of Primary Site NAACCR Item #1290); Scope of Regional
Lymph Node Surgery (NAACCR Item #1292); Surgical Procedure/Other Site (NAACCR Item #1294). If all
of these procedures are coded 0, then this item should be coded 0.

« If the patient received both radiation therapy and any one or a combination of the following surgical
procedures: Surgical Procedure of Primary Site, Regional Lymph Node Surgery, or Surgical
Procedure/Other Site, then code this item 2-9, as appropriate.

Code Label Definition

0 No radiation therapy No radiation therapy given; and/or no surgery of the primary site; no scope of
and/or surgical regional lymph node surgery; no surgery to other regional site(s), distant site(s), or
procedures distant lymph node(s); or no reconstructive surgery. Diagnosed at autopsy.

2 Radiation therapy before | Radiation therapy given before surgery to primary site; scope of regional lymph
surgery node surgery, surgery to other regional site(s), distant site(s), or distant lymph

node(s).

3 Radiation therapy after Radiation therapy given after surgery to primary site; scope of regional lymph node
surgery surgery, surgery to other regional site(s), distant site(s), or distant lymph node(s).

4 Radiation therapy both Radiation therapy given before and after any surgery to primary site; scope of
before and after surgery regional lymph node surgery, surgery to other regional site(s), distant site(s), or

distant lymph node(s).

5 Intraoperative radiation Intraoperative therapy given during surgery to primary site; scope of regional
therapy lymph node surgery, surgery to other regional site(s), distant site(s), or distant

lymph node(s).

6 Intraoperative radiation Intraoperative radiation therapy given during surgery to primary site; scope of
therapy with other regional lymph node surgery, surgery to other regional site(s), distant site(s), or
therapy administered distant lymph node(s) with other radiation therapy administered before or after
before or after surgery surgery to primary site; scope of regional lymph node surgery, surgery to other

regional site(s), distant site(s), or distant lymph node(s).

9 Sequence unknown Administration of radiation therapy and surgery to primary site, scope of regional
lymph node surgery, surgery to other regional site(s), distant site(s), or distant
lymph node(s) were performed and the sequence of the treatment is not stated in the
patient record. It is unknown is radiation therapy was administered and/or it is
unknown if surgery to primary site; scope of regional lymph node surgery, surgery
to other regional site(s), distant site(s), or distant lymph node(s) were performed.
Death certificate only.
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Examples:
Code Reason
0 Due to other medical conditions surgery was not performed. The patient received palliative radiation therapy to

alleviate pain.

2 A large lung lesion received radiation therapy prior to resection.

3 A patient received a wedge resection of a right breast mass with axillary lymph node dissection followed by
radiation to right breast.

4 Preoperative radiation therapy was given to a large, bulky vulvar lesion and was followed by a lymph node
dissection. This was then followed by radiation therapy to treat positive lymph nodes.

5 A cone biopsy of the cervix was followed by intracavitary implant for I1IB cervical carcinoma.

6 Stage IV vaginal carcinoma was treated with 5,000 cGy to the pelvis followed by a lymph node dissection and
2,500 cGy of intracavitary brachytherapy.

9 An unknown primary of the head and neck was treated with surgery and radiation prior to admission, but the

sequence is unknown. The patient enters for chemotherapy.
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DATE RADIATION ENDED Item Length: 8
NAACCR Item #3220
Revised 06/05
Description

The date on which the patient completes or receives the last radiation treatment at any facility.

Rationale

The length of time over which radiation therapy is administered to a patient is a factor in tumor control and
treatment morbidity. It is useful to evaluate the quality of care and the success of patient support programs
designed to maintain continuity of treatment.

Instructions for Coding

* The date when treatment ended will typically be found in the radiation oncologist’s summary letter for the
first course of treatment.

*  There may be times when the first course of treatment information is incomplete. Therefore, it is important to
continue follow-up efforts to be certain the complete treatment information is collected.

Code Definition

MMDDCCYY The month, day, and year MM DDCCYY ) radiation therapy ended at any facility. The first two
digits are the month, the third and fourth digits are the day, and the last four digits are the year.

00000000 When no radiation was administered. Diagnosed at autopsy.

88888888 When radiation was administered and was still ongoing at the time of most recent follow-up. The

date should be revised at the next follow-up.

99999999 When it is unknown whether any radiation therapy was administered, the date is unknown, or the
case was identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02 February 02 8888

03 March 03 9999 Year unknown
04 April

05 May

06 June 30

07 July 31

08 August 88

09 September 99 Day unknown

10 October

11 November

12 December

88

99 Month unknown
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Examples:
Code Reason
01042005 A patient starts regional radiation treatment on December 15, 2004 and treatment continues
until January 4, 2005.
04042006 A patient with a primary tumor of the brain undergoes stereotactic radiosurgery using a
Gamma Knife on April 4,2006.
09992005 If the exact date of the beginning of treatment is not available, then record an approximate
date. For example, September 2005.
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 01992004

If information is limited to the description “Winter.” Try to determine if this means the
beginning or the end of the year. Code January or December as indicated.
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REASON FOR NO RADIATION Item Length: 1
Allowable Values: 0-2, 5-9
NAACCR Item #1430
Revised 09/04

Description

Records the reason that no regional radiation therapy was administered to the patient.

Rationale

When evaluating the quality of care, it is useful to know the reason that various methods of therapy were not
used, and whether the failure to provide a given type of therapy was due to the physician’s failure to recommend
that treatment, or due to the refusal of the patient, a family member, or the patient’s guardian.

Instructions for Coding

o If Regional Treatment Modality (NAACCR Item #1570) is coded 00, then record the reason based on
documentation in patient record.

* Code 1 if the treatment plan offered multiple options and the patient selected treatment that did not include
radiation therapy.

* Code 7 if the patient refused recommended radiation therapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

* Cases coded 8 should be followed and updated to a more definitive code as appropriate.

* Code 9 if the treatment plan offered multiple options, but it is unknown which treatment, if any, was
provided.

Code Definition

0 Radiation therapy was administered.

1 Radiation therapy was not administered because it was not part of the planned first course treatment.

2 Radiation therapy was not recommended/administered because it was contraindicated due to other patient

risk factors (comorbid conditions, advanced age, etc.).

5 Radiation therapy was not administered because the patient died prior to planned or recommended therapy.

6 Radiation therapy was not administered; it was recommended by the patient’s physician, but was not
administered as part of first course treatment. No reason was noted in patient record.

7 Radiation therapy was not administered; it was recommended by the patient’s physician, but this treatment
was refused by the patient, the patient’s family member, or the patient’s guardian. The refusal was noted in
patient record.

8 Radiation therapy was recommended, but it is unknown whether it was administered.
9 It is unknown if radiation therapy was recommended or administered. Death certificate and autopsy cases
only.
Example:
Code Reason
1 A patient with Stage I prostate cancer is offered either surgery or brachytherapy to treat his disease. The
patient elects to be surgically treated.
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DATE SYSTEMIC THERAPY STARTED Item Length: 8
NAACCR Item #3230

Description

Records the date of initiation for systemic therapy that is part of the first course of treatment. Systemic therapy
includes the administration of chemotherapy agents, hormonal agents, biological response modifiers, bone
marrow transplants, stem cell harvests, and surgical and/or radiation endocrine therapy.

Rationale
Collecting dates for each treatment modality allows the sequencing of multiple treatments and aids in the
evaluation of time intervals—from diagnosis to treatment and from treatment to recurrence.

Instructions for Coding

* Record the first or earliest date on which systemic therapy was administered. Systemic therapy includes
Chemotherapy (NAACCR Item #1390), Hormone Therapy (NAACCR Item #1400), Immunotherapy
(NAACCR Item #1410), and Hematologic Transplant and Endocrine Procedures (NAACCR Item #3250).

*  Code 88888888 if systemic therapy was planned, but not started at the time of the most recent follow-up. The
date should be revised at the next follow-up.

Code Definition

MMDDCCYY The date systemic therapy started is the month, day, and year that systemic therapy was first
administered. The first two digits are the month, the third and fourth digits are the day, and the last
four digits are the year. If the exact date on which systemic therapy was started is not available, then
record an approximate date.

00000000 When no systemic therapy was administered. Diagnosed at autopsy.

88888888 When systemic therapy is planned as part of the first course of therapy, but had not been started at
the time of the most recent follow-up. The date should be revised at the next follow-up.

99999999 When it is unknown if any systemic therapy was administered, the date is unknown, or the case was
identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02 February 02 8888

03 March 03 9999  Year unknown
04 April

05 May

06 June 30

07 July 31

08 August 88

09 September 99 Day unknown

10 October

11 November

12 December

88

99 Month unknown
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Examples:

Code Reason

12152003 A patient with breast cancer begins her regimen of chemotherapy on December 15, 2003, and is
subsequently given tamoxifen on January 20, 2004.

06022003 A patient with Stage IV prostate cancer has an orchiectomy on June 2, 2003. The patient is then
started on a regime of hormonal agents on June 9, 2003.

09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For
example, September 2005.

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
01992004

If information is limited to the description “Winter.” Try to determine if this means the beginning or
the end of the year. Code January or December as indicated.
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CHEMOTHERAPY Item Length: 2

Allowable Values: 00-03, 82, 85-88, 99
NAACCR Item #1390
Revised 06/05, 09/08

Description

Records the type of chemotherapy administered as first course treatment at this and all other facilities. If
chemotherapy was not administered, then this item records the reason it was not administered to the patient.
Chemotherapy consists of a group of anticancer drugs that inhibit the reproduction of cancer cells by interfering
with DNA synthesis and mitosis.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of chemotherapeutic agents as part of the first course of therapy. In addition,
when evaluating the quality of care, it is useful to know the reason if chemotherapy was not administered.

Instructions for Coding

Code 00 if chemotherapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
chemotherapy.

If it is known that chemotherapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.
Code 87 if the patient refused recommended chemotherapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

Code 88 if chemotherapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

Code 99 if it is not known whether chemotherapy is usually administered for this type and stage of cancer
and there is no mention in the patient record whether it was recommended or administered.

Code chemoembolization as 01, 02, or 03 depending on the number of chemotherapeutic agents involved.
If the managing physician changes one of the agents in a combination regimen, and the replacement agent
belongs to a different group (chemotherapeutic agents are grouped as alkylating agents, antimetabolites,
natural products, or other miscellaneous) than the original agent, the new regimen represents the start of
subsequent therapy, and only the original agent or regimen is recorded as first course therapy.

Refer to the SEER*Rx Interactive Drug Database (http.//seer.cancer.gov/) for a list of chemotherapeutic
agents.

If chemotherapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the chemotherapy administered in the item Palliative
Care (NAACCR Item #3270).

Code Definition

00 None, chemotherapy was not part of the planned first course of therapy. Diagnosed at autopsy.

01 Chemotherapy administered as first course therapy, but the type and number of agents is not documented in
patient record.

02 Single-agent chemotherapy administered as first course therapy.

03 Multiagent chemotherapy administered as first course therapy.

82 Chemotherapy was not recommended/administered because it was contraindicated due to patient risk factors (ie,
comorbid conditions, advanced age).

85 Chemotherapy was not administered because the patient died prior to planned or recommended therapy.
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Code Definition

86 Chemotherapy was not administered. It was recommended by the patient’s physician, but was not administered
as part of the first course of therapy. No reason was stated in patient record.

87 Chemotherapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Chemotherapy was recommended, but it is unknown if it was administered.

99 It is unknown whether a chemotherapeutic agent(s) was recommended or administered because it is not stated in
patient record. Death certificate only.

Examples:

Code Reason

01 A patient with primary liver cancer is known to have received chemotherapy, however, the name(s) of agent(s)

administered is not stated in patient record.

02 A patient with Stage III colon cancer is treated with a combination of fluorouracil and levamisole. Code the

administration of fluorouracil as single agent chemotherapy, and levamisole as an immunotherapeutic agent.

02 A patient with non-Hodgkin’s lymphoma is treated with fludarabine.

03 A patient with early stage breast cancer receives chemotherapy. The patient chart indicates that a regimen

containing doxorubicin is to be administered.

86 After surgical resection of an ovarian mass the following physician recommends chemotherapy. The patient

record states that chemotherapy was not subsequently administered to the patient, but the reason why
chemotherapy was not administered is not given.
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CHEMOTHERAPY AT THIS FACILITY Item Length: 2
Allowable Values: 00-03, 82, 85-88, 99
NAACCR Item #700
Revised 06/05, 09/08

Description

Records the type of chemotherapy administered as first course treatment at this facility. If chemotherapy was not
administered, then this item records the reason it was not administered to the patient. Chemotherapy consists of a
group of anticancer drugs that inhibit the reproduction of cancer cells by interfering with DNA synthesis and
mitosis.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of chemotherapeutic agents as part of the first course of therapy. In addition,
when evaluating the quality of care, it is useful to know the reason if chemotherapy was not administered.

Instructions for Coding

* Record only chemotherapy received at this facility. Do not record agents administered at other facilities.

* Code 00 if chemotherapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

* Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
chemotherapy.

» Ifit is known that chemotherapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.

» Code 87 if the patient refused recommended chemotherapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

* Code 88 if chemotherapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

* Code 99 if it is not known whether chemotherapy is usually administered for this type and stage of cancer,
and there is no mention in the patient record whether it was recommended or administered.

*  Code chemoembolization as 01, 02, or 03 depending on the number of chemotherapeutic agents involved.

» If the managing physician changes one of the agents in a combination regimen, and the replacement agent
belongs to a different group (chemotherapeutic agents are grouped as alkylating agents, antimetabolites,
natural products, or other miscellaneous) than the original agent, the new regimen represents the start of
subsequent therapy, and only the original agent or regimen is recorded as first course therapy.

» Refer to the SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) for a list of chemotherapeutic
agents.

» If chemotherapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the chemotherapy administered in the item Palliative
Care At This Facility (NAACCR Item #3280).

Code Definition

00 None, chemotherapy was not part of the planned first course of therapy. Diagnosed at autopsy.

01 Chemotherapy administered as first course therapy; but the type and number of agents is not documented in
patient record.

02 Single-agent chemotherapy administered as first course therapy.
03 Multiagent chemotherapy administered as first course therapy
82 Chemotherapy was not recommended/administered because it was contraindicated due to patient risk factors (ie,

comorbid conditions, advanced age).

85 Chemotherapy was not administered because the patient died prior to planned or recommended therapy.
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Code Definition

86 Chemotherapy was not administered. It was recommended by the patient’s physician, but was not administered
as part of the first course of therapy. No reason was stated in patient record.

87 Chemotherapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Chemotherapy was recommended, but it is unknown if it was administered.

99 It is unknown whether a chemotherapeutic agent(s) was recommended or administered because it is not stated in

patient record. Death certificate only.
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HORMONE THERAPY Item Length: 2
(HORMONE/STEROID THERAPY) Allowable Values: 00, 01, 82,
85-88, 99
NAACCR Item #1400

Revised 06/05, 09/08

Description

Records the type of hormone therapy administered as first course treatment at this and all other facilities. If
hormone therapy was not administered, then this item records the reason it was not administered to the patient.
Hormone therapy consists of a group of drugs that may affect the long-term control of a cancer’s growth. It is not
usually used as a curative measure.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of hormonal agents as part of the first course of therapy. In addition, when
evaluating the quality of care, it is useful to know the reason if hormone therapy was not administered.

Instructions for Coding

* Record prednisone as hormonal therapy when administered in combination with chemotherapy, such as
MOPP (mechlorethamine, vincristine, procarbazine, prednisone) or COPP (cyclophosphamide, vincristine,
procarbazine, prednisone).

* Do not code prednisone as hormone therapy when it is administered for reasons other than chemotherapeutic
treatment.

*  Tumor involvement or treatment may destroy hormone-producing tissue. Hormone replacement therapy will
be given if the hormone is necessary to maintain normal metabolism and body function. Do not code
hormone replacement therapy as part of first course therapy.

*  Code 00 if hormone therapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

* Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
hormone therapy.

* Code 01 for thyroid replacement therapy which inhibits TSH (thyroid-stimulating hormone). TSH is a
product of the pituitary gland that can stimulate tumor growth.

» Ifitis known that hormone therapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.

» Code 87 if the patient refused recommended hormone therapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

* Code 88 if hormone therapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

* Code 99 if it is not known whether hormone therapy is usually administered for this type and stage of cancer,
and there is no mention in the patient record whether it was recommended or administered.

* Refer to the SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) for a list of hormonal agents.

» If hormone therapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the hormone therapy administered in the item Palliative
Care (NAACCR Item #3270).

Code Definition

00 None, hormone therapy was not part of the planned first course of therapy. Diagnosed at autopsy.
01 Hormone therapy administered as first course therapy.
82 Hormone therapy was not recommended/administered because it was contraindicated due to patient risk factors

(ie, comorbid conditions, advanced age).

85 Hormone therapy was not administered because the patient died prior to planned or recommended therapy.
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Code Definition

86 Hormone therapy was not administered. It was recommended by the patient’s physician, but was not
administered as part of the first course of therapy. No reason was stated in patient record.

87 Hormone therapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Hormone therapy was recommended, but it is unknown if it was administered.

99 It is unknown whether a hormonal agent(s) was recommended or administered because it is not stated in patient
record. Death certificate only.

Examples:

Code Reason

00 A patient has advanced lung cancer with multiple metastases to the brain. The physician orders Decadron to
reduce the edema in the brain and relieve the neurological symptoms. Decadron is not coded as hormonal
therapy.

00 A patient with breast cancer may be treated with aminoglutethimide (Cytadren, Elipten), which suppresses the
production of glucocorticoids and mineralocorticoids. This patient must take glucocorticoid (hydrocortisone)

and may also need a mineralocorticoid (Florinef) as a replacement therapy.

00 A patient with advanced disease is given prednisone to stimulate the appetite and improve nutritional status.
Prednisone is not coded as hormone therapy.

01 A patient with metastatic prostate cancer is administered flutamide (an antiestrogen).

87 A patient with metastatic prostate cancer declines the administration of Megace (a progestational agent) and the
refusal is noted in the patient record.
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HORMONE THERAPY AT THIS FACILITY Item Length: 2
(HORMONE/STEROID THERAPY) Allowable Values: 00, 01, 82,
85-88, 99
NAACCR Item #710

Revised 06/05, 09/08

Description

Records the type of hormone therapy administered as first course treatment at this facility. If hormone therapy
was not administered, then this item records the reason it was not administered to the patient. Hormone therapy
consists of a group of drugs that may affect the long-term control of a cancer’s growth. It is not usually used as a
curative measure.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of hormonal agents as part of the first course of therapy. In addition, when
evaluating the quality of care, it is useful to know the reason if hormone therapy was not administered.

Instructions for Coding

e Record only hormone therapy received at this facility. Do not record procedures done at other facilities.

* Record prednisone as hormonal therapy when administered in combination with chemotherapy, such as
MOPP (mechlorethamine, vincristine, procarbazine, prednisone) or COPP (cyclophosphamide, vincristine,
procarbazine, prednisone).

* Do not code prednisone as hormone therapy when it is administered for reasons other than chemotherapeutic
treatment.

e Tumor involvement or treatment may destroy hormone-producing tissue. Hormone replacement therapy will
be given if the hormone is necessary to maintain normal metabolism and body function. Do not code
hormone replacement therapy as part of first course therapy.

*  Code 00 if hormone therapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

e Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
hormone therapy.

e Code 01 for thyroid replacement therapy which inhibits TSH (thyroid-stimulating hormone). TSH is a
product of the pituitary gland that can stimulate tumor growth.

e Ifitis known that hormone therapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.

e Code 87 if the patient refused recommended hormone therapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

* Code 88 if hormone therapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

e Code 99 if it is not known whether hormone therapy is usually administered for this type and stage of cancer,
and there is no mention in the patient record whether it was recommended or administered.

e Refer to the SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) for a list of hormonal agents.

e If hormone therapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the hormone therapy administered in the item Palliative
Care at This Facility NAACCR Item #3280).

Code Definition

00 None, hormone therapy was not part of the planned first course of therapy. Diagnosed at autopsy.
01 Hormone therapy administered as first course therapy.
82 Hormone therapy was not recommended/administered because it was contraindicated due to patient risk factors

(ie, comorbid conditions, advanced age).

85 Hormone therapy was not administered because the patient died prior to planned or recommended therapy.
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Code Definition

86 Hormone therapy was not administered. It was recommended by the patient’s physician, but was not
administered as part of the first course of therapy. No reason was stated in patient record.

87 Hormone therapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Hormone therapy was recommended, but it is unknown if it was administered.

99 It is unknown whether a hormonal agent(s) was recommended or administered because it is not stated in patient

record. Death certificate only.
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IMMUNOTHERAPY Item Length: 2
Allowable Values: 00, 01, 82, 85-88, 99
NAACCR Item #1410
Revised 06/05, 09/08

Description

Records the type of immunotherapy administered as first course treatment at this and all other facilities. If
immunotherapy was not administered, then this item records the reason it was not administered to the patient.
Immunotherapy consists of biological or chemical agents that alter the immune system or change the host’s
response to tumor cells.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of immunotherapeutic agents as part of the first course of therapy. In addition,
when evaluating the quality of care, it is useful to know the reason if immunotherapy was not administered.

Instructions for Coding

e  Code 00 if immunotherapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

e Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
immunotherapy.

e Ifitis known that immunotherapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.

e Code 87 if the patient refused recommended immunotherapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

e Code 88 if immunotherapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

e Code 99 if it is not known whether immunotherapy is usually administered for this type and stage of cancer,
and there is no mention in the patient record whether it was recommended or administered.

e Refer to the SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) for a list of immunotherapeutic
agents.

e If immunotherapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the immunotherapy administered in the item Palliative
Care (NAACCR Item #3270).

Code Definition

00 None, immunotherapy was not part of the planned first course of therapy. Diagnosed at autopsy.
01 Immunotherapy administered as first course therapy.
82 Immunotherapy was not recommended/administered because it was contraindicated due to patient risk factors

(ie, comorbid conditions, advanced age).

85 Immunotherapy was not administered because the patient died prior to planned or recommended therapy.

86 Immunotherapy was not administered. It was recommended by the patient’s physician, but was not administered
as part of the first course of therapy. No reason was stated in patient record.

87 Immunotherapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Immunotherapy was recommended, but it is unknown if it was administered.

99 It is unknown whether an immunotherapeutic agent(s) was recommended or administered because it is not stated

in patient record. Death certificate only.
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Examples:

Code Reason

01 A patient with malignant melanoma is treated with interferon.

85 Before recommended immunotherapy could be administered, the patient died from cancer.
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IMMUNOTHERAPY AT THIS FACILITY Item Length: 2
Allowable Values: 00, 01, 82,

85-88, 99

NAACCR Item #720
Revised 06/05, 09/08

Description

Records the type of immunotherapy administered as first course treatment at this facility. If immunotherapy was
not administered, then this item records the reason it was not administered to the patient. Immunotherapy consists
of biological or chemical agents that alter the immune system or change the host’s response to tumor cells.

Rationale

Systemic therapy may involve the administration of one or a combination of agents. This data item allows for the
evaluation of the administration of immunotherapeutic agents as part of the first course of therapy.

In addition, when evaluating the quality of care, it is useful to know the reason if immunotherapy was not
administered.

Instructions for Coding

* Record only immunotherapy received at this facility. Do not record agents administered at other facilities.

e Code 00 if immunotherapy was not administered to the patient, and it is known that it is not usually
administered for this type and stage of cancer.

e Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
immunotherapy.

e Ifitis known that immunotherapy is usually administered for this type and stage of cancer, but was not
administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not administered.

e Code 87 if the patient refused recommended immunotherapy, made a blanket refusal of all recommended
treatment, or refused all treatment before any was recommended.

e Code 88 if immunotherapy was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

e Code 99 if it is not known whether immunotherapy is usually administered for this type and stage of cancer,
and there is no mention in the patient record whether it was recommended or administered.

e Refer to the SEER*Rx Interactive Drug Database (http://seer.cancer.gov/) for a list of immunotherapeutic
agents.

e If immunotherapy was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the immunotherapy administered in the item Palliative
Care at This Facility NAACCR Item #3280).

Code Definition

00 None, immunotherapy was not part of the planned first course of therapy. Diagnosed at autopsy.
01 Immunotherapy administered as first course therapy.
82 Immunotherapy was not recommended/administered because it was contraindicated due to patient risk factors

(ie, comorbid conditions, advanced age).

85 Immunotherapy was not administered because the patient died prior to planned or recommended therapy.

86 Immunotherapy was not administered. It was recommended by the patient’s physician, but was not administered
as part of the first course of therapy. No reason was stated in patient record.

87 Immunotherapy was not administered. It was recommended by the patient’s physician, but this treatment was
refused by the patient, a patient’s family member, or the patient’s guardian. The refusal was noted in patient
record.

88 Immunotherapy was recommended, but it is unknown if it was administered.

99 It is unknown whether an immunotherapeutic agent(s) was recommended or administered because it is not stated

in patient record. Death certificate only.
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HEMATOLOGIC TRANSPLANT Item Length: 2
AND ENDOCRINE PROCEDURES Allowable Values: 00, 10-12, 20, 30,
40, 82, 85-88, 99
NAACCR Item #3250
Revised 06/05
Description

Identifies systemic therapeutic procedures administered as part of the first course of treatment at this and all
other facilities. If none of these procedures were administered, then this item records the reason they were not
performed. These include bone marrow transplants, stem cell harvests, surgical and/or radiation endocrine
therapy.

Rationale

This data item allows the evaluation of patterns of treatment which involve the alteration of the immune system
or change the patient’s response to tumor cells but does not involve the administration of antineoplastic agents. In
addition, when evaluating the quality of care, it is useful to know the reason if these procedures were not
performed.

Instructions for Coding

*  Bone marrow transplants should be coded as either autologous (bone marrow originally taken from the
patient) or allogeneic (bone marrow donated by a person other than the patient). For cases in which the bone
marrow transplant was syngeneic (transplanted marrow from an identical twin), the item is coded as
allogeneic.

* Stem cell harvests involve the collection of immature blood cells from the patient and the reintroduction by
transfusion of the harvested cells following chemotherapy or radiation therapy.

* Endocrine irradiation and/or endocrine surgery are procedures which suppress the naturally occurring
hormonal activity of the patient and thus alter or effect the long-term control of the cancer’s growth. These
procedures must be bilateral to qualify as endocrine surgery or endocrine radiation. If only one gland is intact
at the start of treatment, surgery and/or radiation to that remaining gland qualifies as endocrine surgery or
endocrine radiation.

e Code 00 if a transplant or endocrine procedure was not administered to the patient, and it is known that these
procedures are not usually administered for this type and stage of cancer.

e Code 00 if the treatment plan offered multiple options, and the patient selected treatment that did not include
a transplant or endocrine procedure.

o Ifitis known that a transplant or endocrine procedure is usually administered for this type and stage of
cancer, but was not administered to the patient, use code 82, 85, 86, or 87 to record the reason why it was not
administered.

*  Code 87 if the patient refused a recommended transplant or endocrine procedure, made a blanket refusal of
all recommended treatment, or refused all treatment before any was recommended.

e Code 88 if hematologic transplant or endocrine procedure was planned, but not started at the time of the most
recent follow-up. The date should be revised at the next follow-up.

e Code 99 if it is not known whether a transplant or endocrine procedure is usually administered for this type
and stage of cancer, and there is no mention in the patient record whether it was recommended or
administered.

e If the hematologic transplant or endocrine procedure coded in this item was provided to prolong a patient’s
life by controlling symptoms, to alleviate pain, or to make the patient more comfortable, then also record the
hematologic transplant or endocrine procedure provided in the items Palliative Care (NAACCR Item #3270)
and/or Palliative Care at This Facility (NAACCR Item #3280), as appropriate.
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Code Definition

00 No transplant procedure or endocrine therapy was administered as part of first course therapy.
Diagnosed at autopsy.

10 A bone marrow transplant procedure was administered, but the type was not specified.

11 Bone marrow transplant—autologous.

12 Bone marrow transplant—allogeneic.

20 Stem cell harvest and infusion.

30 Endocrine surgery and/or endocrine radiation therapy.

40 Combination of endocrine surgery and/or radiation with a transplant procedure. (Combination of codes 30 and
10, 11, 12, or 20.)

82 Hematologic transplant and/or endocrine surgery/radiation was not recommended/administered because it was
contraindicated due to patient risk factors (ie, comorbid conditions, advanced age).

85 Hematologic transplant and/or endocrine surgery/radiation was not administered because the patient died prior
to planned or recommended therapy.

86 Hematologic transplant and/or endocrine surgery/radiation was not administered. It was recommended by the
patient’s physician, but was not administered as part of the first course of therapy. No reason was stated in
patient record.

87 Hematologic transplant and/or endocrine surgery/radiation was not administered. It was recommended by the
patient’s physician, but this treatment was refused by the patient, a patient’s family member, or the patient’s
guardian. The refusal was noted in patient record.

88 Hematologic transplant and/or endocrine surgery/radiation was recommended, but it is unknown if it was
administered.

99 It is unknown whether hematologic transplant and/or endocrine surgery/radiation was recommended or
administered because it is not stated in patient record. Death certificate only.
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SYSTEMIC/SURGERY SEQUENCE

Item Length: 1

Allowable Values: 0, 2-6, 9
NAACCR Item #1639
Added 06/05

Description
Records the sequencing of systemic therapy and surgical procedures given as part of the first course of treatment.

Rationale

The sequence of systemic therapy and surgical procedures given as part of the first course of treatment cannot
always be determined using the date on which each modality was started or performed. This data item can be
used to more precisely evaluate the timing of delivery of treatment to the patient.

Instructions for Coding
Systemic/Surgery Sequence is to be used for patients diagnosed on or after January 1, 2006.

Code the administration of systemic therapy in sequence with the first surgery performed, described in the
item Date of First Surgical Procedure (NAACCR Item #1200).

If none of the following surgical procedures was performed: Surgical Procedure of Primary Site NAACCR
Item #1290), Scope of Regional Lymph Node Surgery (NAACCR Item #1292), Surgical Procedure/Other
Site (NAACCR Item #1294), then this item should be coded 0.

If the patient received both systemic therapy and any one or a combination of the following surgical
procedures: Surgical Procedure of Primary Site NAACCR Item #1290), Scope of Regional Lymph Node
Surgery (NAACCR Item #1292), or Surgical Procedure/Other Site (NAACCR Item #1294), then code this
item 29, as appropriate.

L]

L]

Code Label Definition
0 No systemic therapy No systemic therapy was given; and/or no surgical procedure of primary site;
and/or surgical procedures no scope of regional lymph node surgery; no surgery to other regional site(s),
distant site(s), or distant lymph node(s); or no reconstructive surgery was
performed. Diagnosed at autopsy.
) Systemic therapy before Systemic therapy was given before surgical procedure of primary site; scope
surgery of regional lymph node surgery; surgery to other regional site(s), distant
site(s), or distant lymph node(s) was performed.
3 Systemic therapy after Systemic therapy was given after surgical procedure of primary site; scope of
surgery regional lymph node surgery; surgery to other regional site(s), distant site(s),
or distant lymph node(s) was performed.
4 Systemic therapy both before | Systemic therapy was given before and after any surgical procedure of
and after surgery primary site; scope of regional lymph node surgery; surgery to other regional
site(s), distant site(s), or distant lymph node(s) was performed.
5 Intraoperative systemic Intraoperative systemic therapy was given during surgical procedure of
therapy primary site; scope of regional lymph node surgery; surgery to other regional
site(s), distant site(s), or distant lymph node(s).
6 Intraoperative systemic

therapy with other therapy
administered before or after
surgery

Intraoperative systemic therapy was given during surgical procedure of
primary site; scope of regional lymph node surgery; surgery to other regional
site(s), distant site(s), or distant lymph node(s) with other systemic therapy
administered before or after surgical procedure of primary site; scope of
regional lymph node surgery; surgery to other regional site(s), distant site(s),
or distant lymph node(s) was performed.
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Code Label Definition

9 Sequence unknown Administration of systemic therapy and surgical procedure of primary site;
scope of regional lymph node surgery; surgery to other regional site(s), distant
site(s), or distant lymph node(s) were performed and the sequence of the
treatment is not stated in the patientrecord. It is unknown if systemic therapy
was administered and/or it is unknown if surgical procedure of primary site;
scope of regional lymph node surgery; surgery to other regional site(s), distant
site(s), or distant lymph node(s) were performed. Death certificate only.

Examples:

Code Reason

0 Due to other medical conditions surgery was not performed. The patient received palliative radiation therapy to
alleviate pain.

2 Patient with prostate cancer received hormone therapy prior to a radical prostatectomy.

3 Patient underwent a colon resection followed by a 5-FU based chemotherapy regimen.

4 Patient with breast cancer receives pre-operative chemotherapy followed by post-operative Tamoxifen.

5 Patient with a intracranial primary undergoes surgery at which time a glial wafer is implanted into the resected
cavity.

6 Patient with metastatic colon cancer receives intraoperative chemotherapy to the liver.

9 An unknown primary of the head and neck was treated with surgery and chemotherapy prior to admission, but the

sequence is unknown. The patient enters for radiation therapy.
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DATE OTHER TREATMENT STARTED Item Length: 8
NAACCR Item #1250

Description
Records the date on which other treatment began at any facility.

Rationale
Collecting dates for each treatment modality allows for the sequencing of multiple treatments and aids in the
evaluation of time intervals—f{rom diagnosis to treatment and from treatment to recurrence.

Instructions for Coding

*  Other treatment is that which cannot be defined as surgery, radiation, or systemic therapy according to the
defined data items in this manual.

» If other treatment is the first or only treatment administered to the patient, then the date other treatment
started should be the same as the Date of First Course of Treatment (NAACCR Item #1270).

Code Definition

MMDDCCYY The month, day, and year other treatment began at any facility. The first two digits are the month,
the third and fourth digits are the day, and the last four digits are the year.

00000000 When no other treatment was administered. Diagnosed at autopsy.

99999999 When itis unknown if other treatment was administered, the date is unknown, or the case was

identified by death certificate only.

Month Day Year

00 00 0000

01 January 01 Use four-digit year
02  February 02 9999 Year unknown
03  March 03

04  April

05 May

06  June 30

07  July 31

08  August 99  Day unknown

09  September

10 October

11 November
12 December
99 Month unknown
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Examples:

Code Reason

03162003 A patient with metastatic disease was started on an experimental therapy on March 16, 2003.

06022005 On June 2, 2005, a patient started treatment which cannot be defined as surgery, radiation, or systemic therapy
according to the defined data items in this manual.

09992005 If the exact date of the beginning of treatment is not available, then record an approximate date. For example,
September 2005.

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
01992004

If information is limited to the description “Winter.” Try to determine if this means the beginning or the end of
the year. Code January or December as indicated.
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OTHER TREATMENT Item Length: 1
Allowable Values: 0-3, 6-9
NAACCR Item #1420

Revised 06/05, 09/08

Description
Identifies other treatment that cannot be defined as surgery, radiation, or systemic therapy according to the
defined data items in this manual.

Rationale
Information on other therapy is used to describe and evaluate the quality of care and treatment practices.

Instructions for Coding

* Treatment for reportable hematopoietic diseases can be supportive care, observation, or any treatment that
does not meet the ususal definition in which treatment “modifies, controls, removes, or destroys proliferating
cancer tissue.” Such treatments include phlebotomy, transfusions, and aspirin (see Section One), and should
be coded 1.

e Code 1 for embolization using alcohol as an embolizing agent.

e Code 1 for embolization to a site other than the liver where the embolizing agent is unknown.

e A complete description of the treatment plan should be recorded in the text field for “Other Treatment” on
the abstract.

e If other treatment was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the other treatment administered in the item Palliative
Care (NAACCR Item #3270).

* Code 8 if other treatment was planned, but not started at the time of the most recent follow-up. The date
should be revised at the next follow-up.

Code Label Definition

0 None All cancer treatment was coded in other treatment fields (surgery, radiation,
systemic therapy). Patient received no cancer treatment. Diagnosed at autopsy.

1 Other Cancer treatment that cannot be appropriately assigned to specified treatment data
items (surgery, radiation, systemic). Use this code for treatment unique to
hematopoietic diseases (see Notes below).

2 Other—Experimental This code is not defined. It may be used to record participation in institution-
based clinical trials.

3 Other—Double Blind A patient is involved in a double-blind clinical trial. Code the treatment actually
administered when the double-blind trial code is broken.

6 Other—Unproven Cancer treatments administered by nonmedical personnel.

7 Refusal Other treatment was not administered. It was recommended by the patient’s

physician, but this treatment (which would have been coded 1, 2, or 3) was
refused by the patient, a patient's family member, or the patient’s guardian. The
refusal was noted in the patient record.

8 Recommended; unknown Other treatment was recommended, but it is unknown whether it was
if administered administered.
9 Unknown It is unknown whether other treatment was recommended or administered, and

there is no information in the medical record to confirm the recommendation or
administration of other treatment. Death certificate only.
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OTHER TREATMENT AT THIS FACILITY Item Length: 1

Allowable Values: 0-3, 6-9
NAACCR Item #730

Revised 01/04, 09/08

Description
Identifies other treatment given at this facility that cannot be defined as surgery, radiation, or systemic therapy
according to the defined data items in this manual.

Rationale
Information on other therapy is used to describe and evaluate the quality of care and treatment practices.

Instructions for Coding
Treatment for reportable hematopoietic diseases can be supportive care, observation, or any treatment that

does not meet the ususal definition in which treatment “modifies, controls, removes, or destroys proliferating

cancer tissue.” Such treatments include phlebotomy, transfusions, and aspirin (see Section One), and should

be coded 1.

Code 1 for embolization using alcohol as an embolizing agent.
Code 1 for embolization to a site other than the liver where the embolizing agent is unknown.
A complete description of the treatment plan should be recorded in the text field for “Other Treatment” on

the abstract.

If other treatment was provided to prolong a patient’s life by controlling symptoms, to alleviate pain, or to
make the patient more comfortable, then also record the other treatment administered in the item Palliative
Care at This Facility (NAACCR Item #3280).

Code Label

Definition

0 None All cancer treatment was coded in other treatment fields (surgery, radiation,
systemic therapy). Patient received no cancer treatment. Diagnosed at autopsy.

1 Other Cancer treatment that cannot be appropriately assigned to specified treatment data
items (surgery, radiation, systemic). Use this code for treatment unique to
hematopoietic diseases (see Notes below).

2 Other—Experimental This code is not defined. It may be used to record participation in institution-
based clinical trials.

3 Other—Double Blind A patient is involved in a double-blind clinical trial. Code the treatment actually
administered when the double-blind trial code is broken.

6 Other—Unproven Cancer treatments administered by nonmedical personnel.

7 Refusal Other treatment was not administered. It was recommended by the patient’s
physician, but this treatment (which would have been coded 1, 2, or 3) was
refused by the patient, a patient’s family member, or the patient’s guardian. The
refusal was noted in the patient record.

8 Recommended; unknown Other treatment was recommended, but it is unknown whether it was

if administered administered.
9 Unknown It is unknown whether other treatment was recommended or administered, and

there is no information in the medical record to confirm the recommendation or
administration of other treatment. Death certificate only.
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PAIN ASSESSMENT

This data item has been removed from FORDS.
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PALLIATIVE CARE Item Length: 1
(PALLIATIVE PROCEDURE) Allowable Values: 0-7, 9
NAACCR Item #3270
Revised 01/04
Description

Identifies any care provided in an effort to palliate or alleviate symptoms. Palliative care is performed to relieve
symptoms and may include surgery, radiation therapy, systemic therapy (chemotherapy, hormone therapy, or
other systemic drugs), and/or other pain management therapy.

Rationale
This data item allows reporting facilities to track care that is considered palliative rather than diagnostic or
curative in intent.

Instructions for Coding

* Record the type of palliative care provided.

* Surgical procedures, radiation therapy, or systemic therapy provided to prolong the patient’s life by
controlling symptoms, to alleviate pain, or to make the patient comfortable should be coded palliative care
and as first course therapy if that procedure removes or modifies either primary or secondary malignant
tissue.

* Palliative care is not used to diagnose or stage the primary tumor.

Code Definition

0 No palliative care provided. Diagnosed at autopsy.

1 Surgery (which may involve a bypass procedure) to alleviate symptoms, but no attempt to diagnose, stage, or
treat the primary tumor is made.

2 Radiation therapy to alleviate symptoms, but no attempt to diagnose, stage, or treat the primary tumor is made.

3 Chemotherapy, hormone therapy, or other systemic drugs to alleviate symptoms, but no attempt to diagnose,
stage, or treat the primary tumor is made.

4 Patient received or was referred for pain management therapy with no other palliative care.

5 Any combination of codes 1, 2, and/or 3 without code 4.

6 Any combination of codes 1, 2, and/or 3 with code 4.

7 Palliative care was performed or referred, but no information on the type of procedure is available in the patient

record. Palliative care was provided that does not fit the descriptions for codes 1-6.

9 It is unknown if palliative care was performed or referred; not stated in patient record.
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Examples:
Code Reason
0 No palliative care was given.

A patient undergoes palliative surgical removal of brain metastasis. [Surgery recorded in Surgical
Procedure/Other Site (NAACCR Item #1294)]

A patient with unresectable pancreatic carcinoma (no surgical procedure of the primary site is performed)
receives bypass surgery to alleviate jaundice and pain.

A thoracentesis is performed to alleviate pressure on the primary site; no cytology was performed on the
withdrawn specimen.

A patient is diagnosed with Stage IV prostate cancer. His only symptoms are painful bony metastases in his right
hip and lower spine. XRT is given to those areas. [XRT and dose recorded in Regional Treatment Modality
(NAACCR Item #1570) and Regional Dose:cGy (NAACCR Item #1510)]

A patient with lung cancer with a primary tumor extending into the spine is treated with XRT to shrink tumor
away from spine/nerves to provide pain relief. [XRT and Dose recorded in Regional Treatment Modality
(NAACCR Item #1570) and Regional Dose: cGy (NAACCR Item #1510)]

A patient is given palliative chemotherapy for Stage IIIB lung cancer. [Chemotherapy recorded in Chemotherapy
(NAACCR Item #1390) and Chemotherapy at this Facility (NAACCR Item #700)]

A 93-year old patient is diagnosed with multiple myeloma and enters a pain management clinic to treat
symptoms. No other therapy is planned due to other medical problems.

A patient is diagnosed with widely disseminated small cell lung cancer. A palliative resection of a solitary brain
metastasis is performed followed by XRT to the lower spine for painful bony metastasis. There is no known
referral for pain management. [Surgery recorded in Surgical Procedure/Other Site (NAACCR Item #1294) and
XRT recorded in Regional Treatment Modality (NAACCR Item #1570) and Regional Dose:cGy (NAACCR
Item #1510)]

A patient diagnosed with colon cancer receives bypass surgery to alleviate symptoms and XRT to the liver for
metastasis, and then enters a pain management clinic for treatment for unremitting abdominal pain. [XRT and
dose recorded in Regional Treatment Modality (NAACCR Item #1570) and Regional Dose:cGy (NAACCR
Item #1510)]

A patient enters the facility with a clinical diagnosis of metastatic renal cell carcinoma for noninvasive palliation.

A patient enters the facility with a new diagnosis of widely disseminated Stage IV breast cancer, but the patient
record does not state whether palliative care was provided.
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PALLIATIVE CARE AT THIS FACILITY Item Length: 1
(PALLIATIVE PROCEDURE AT THIS FACILITY) Allowable Values: 0-7, 9
NAACCR Item #3280
Revised 01/04
Description

Identifies care provided at this facility in an effort to palliate or alleviate symptoms. Palliative care is performed
to relieve symptoms and may include surgery, radiation therapy, systemic therapy (chemotherapy, hormone
therapy, or other systemic drugs), and/or other pain management therapy.

Rationale

This data item allows reporting facilities to track care that is considered palliative rather than diagnostic or
curative in intent.

Instructions for Coding

* Record only the type of palliative care at this facility.

*  Surgical procedures, radiation therapy, or systemic therapy provided to prolong the patient’s life by
controlling symptoms, to alleviate pain, or to make the patient comfortable at this facility should be coded as
palliative care and as first course therapy if that procedure removes or modifies either primary or secondary
malignant tissue.

» Palliative care is not used to diagnose or stage the primary tumor.

Code Definition

0 No palliative care provided. Diagnosed at autopsy.

1 Surgery (which may involve a bypass procedure) to alleviate symptoms, but no attempt to diagnose, stage, or
treat the primary tumor is made.

2 Radiation therapy to alleviate symptoms, but no attempt to diagnose, stage, or treat the primary tumor is made.

3 Chemotherapy, hormone therapy, or other systemic drugs to alleviate symptoms, but no attempt to diagnose,
stage, or treat the primary tumor is made.

4 Patient received or was referred for pain management therapy with no other palliative care.

5 Any combination of codes 1, 2, and/or 3 without code 4.

6 Any combination of codes 1, 2, and/or 3 with code 4.

7 Palliative care was performed or referred, but no information on the type of procedure is available in the patient
record. Palliative care was provided that does not fit the descriptions for codes 1-6.

9 It is unknown if palliative care was performed or referred; not stated in patient record.
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