Michigan Cancer Surveillance Program

July 2005 Update
Michigan Cancer Surveillance Program 2005 Educational Conference ~

We would like to take the time and thank the 85 participants that were able to attend our conference on Friday, June 24th.  Once again, we went over collaborative staging and discussed the upcoming 2005 changes.  It seems as time goes on, we are becoming more comfortable with our new staging schemes.

We also discussed the new 2006 Determining Multiple Primary rules.  Whew!  Is it going to be easier?  Patrick Nicolin did a great job with his presentation and the evaluations want him to speak again in the future.  We will be hosting another conference this time next year that will focus all day on multiple primaries.  So be sure to watch for our brochure.  

NOTE:  Collaborative staging has been in effect since 2004 cases.  The MCSP has not made it mandatory for Non-ACoS facilities to collect collaborative stage, thus far.  For the new multiple primary rules, these will apply to everyone. 

Michigan Cancer Registrars Association Annual Educational Conference ~
The MICRA conference will be held October 13 and 14 in Sault Ste. Marie, Michigan at the Ramada Plaza Hotel Ojibway.  The speakers include a medical oncologist, nutritionist, pathologist, HIPAA officer, state registrar, Canadian central registrar, gynecologist, general surgeon and Valerie Vesich from the college.  The registration forms will be mailed out by mid August, so be sure to watch for one in the mail. If you do not receive a brochure, be sure to give your field representative a call.

Survival Statistics

We are now able to produce survival statistics on Michigan residents.  Georgia Spivak, Statistician, has developed rates using the SEER Stat software.  She is able to generate 5 and 10 years survival rates for our leading sites:  lung, prostate, colorectal and breast.  The results include race, gender and SEER summary stage.  These will be posted on the state Web site soon.  The Update will be sure to include a note when these statistics are posted and available.  In the meantime, if you are interested in survival rates, please contact Georgia at 517.335.8702 or at spivakg@michigan.gov
2004 Recipients of the CoC Outstanding Achievement Award

The MCSP would like to congratulate the following programs on their exceptional performance.  

Bixby Medical Center, Adrian, MI
McLaren Regional Medical Center, Flint, MI
Palliative Treatment ~

If palliative treatment is received as first course of treatment, then record this information in the appropriate treatment fields AND in the palliative treatment fields.

If palliative treatment is received for a recurrence, then record the treatment in the follow-up fields for subsequent treatment.
MICRA Library ~

The Michigan Cancer Registrar’s Association has a library in which individuals are allowed to check out items for 30 days.  If you are interested in the any of the following items, please contact Chris Russell at 517.265.0291 or e-mail chris.russell@promedica.org
NCRA CD's 

Nashville – 2002

Pittsburgh – 2003

Portland – 2004

New Orleans - 2005

Florida and California CTR Exam Study Guides

Videotapes

Confidentially Speaking, 1992, Oregon Health Information Management Association

Keeping It Confidential, 1998, Oregon Health Information Management Association

Surgery Code Revisions Teleconference, 1998

Staging Of Cancer Of The Urinary Tract & AJCC 5th Edition TNM Changes, 11/21/1997

A Comparison Of Cancer Staging Systems, 4/26/1999, Live Teleconference

Challenges To Data Confidentiality; From Rumor To Court Order, 9/17/1998

Collaborative Staging Changes ~
On April 25, 2005, the AJCC issued a special announcement to cancer registrars, programmers, vendors and central and state registries regarding the release of the new CS Version  01.02.00.  Version 01.02.00 was released as a result of inquiries and issues identified by the cancer registry user community since the August 2004 release of Version 01.01.00.  

ALL cases diagnosed in 2005 must be coded according to the new release.  DO NOT use the new pages for coding CS input until you have installed the program updates; continue using your current software until that time.  Make a note of the date when you began CS coding using the new program.

CoC is requiring registries for CoC approved programs to review and recode certain cases diagnosed in 2005 and recommends review and recoding of cases diagnosed before that.  DO NOT make any code changes until your software has performed the automated conversions.

Complete information and CS Version 01.02.00 documentation is posted on the CS Web page of the AJCC website at http://www.cancerstaging.org/cstage/index.html
Comorbidities and Complications ~
According to the FORDS manual, the comorbidities and complications from the patients record must be recorded.  Comorbidities are preexisting conditions that were present at the time the patient was diagnosed with their cancer.  ie: COPD, diabetes and hypertension.   Comorbid conditions are identified by ICD-9-CM codes 001 - 139.8 and 240 - 999.9.  These preexisting medical conditions and/or complications may affect treatment decisions and influence patient survival outcomes.  Information on comorbidities is used to adjust outcome statistics when evaluating patient survival and other outcomes.

Complications are conditions that occur during the hospital stay, while the patient is being treated for their cancer.  ie: postoperative UTI or pneumonia.  Complications are identified by the ICD-9-CM >E= codes which classify environmental events, circumstances, and conditions as the cause of injury, poisoning, and other adverse effects.  Only >E= codes which describe adverse affects occurring during medical care are collected.  Complications are identified by ICD-9-CM codes E870 - E879.9 and E930 - E949.9.    For further information regarding the collection of comorbidities and complications refer to pages 69 - 75 in the FORDS manual.

Consult the patient record for the discharge abstract or facesheet.  Secondary diagnoses are found on the discharge abstract.  Information from the billing department at your facility may be consulted when a discharge abstract is not available.

Do NOT code or record a comorbidity or complication that has not been coded and recorded on the hospital facesheet or discharge abstract. 

Who Are They? ~
There are always new registrar=s coming aboard with lots of questions.  At times it can be very confusing as to who all these organizations are and how they are related.  As a result, we have taken time to explain each organization and how they may play a role in your facility.

Michigan Department of Community Health (MDCH) - Governed by legislation, they are responsible for collecting and managing a state wide population-based cancer registry.  All hospitals and laboratories are responsible for reporting to the department any patient diagnosed with cancer or treated for cancer in Michigan.  The registry is called the Michigan Cancer Surveillance Program.  The data received are combined and the best information is used for statistical summaries.  In addition, the data are sent to the North American Association of Central Cancer Registries (NAACCR) where it is reviewed for certification purposes and to the National Program of Cancer Registries (NPCR) for further review.  

North American Association of Central Cancer Registries (NAACCR) - A professional organization that develops and promotes uniform data standards for cancer registration; provides education and training; certifies population-based registries; aggregates and publishes data from central cancer registries; and promotes the use of cancer surveillance data and systems for cancer control and epidemiologic research, public health programs, and patient care to reduce the burden of cancer in North America.  The standards for central cancer registries are referred to as Data Standards and Data Dictionaries, which are distinguished by record layout versions.  The Michigan Cancer Surveillance Program is certified by NAACCR and submits their data annually.  These data are compiled and available from NAACCR in the form of a statistical report called Cancer in North America.  Source: www.naaccr.org
The Centers for Disease Control and Prevention (CDC) - One of the major components of the U.S. Department of Health and Human Services working towards preventing and increasing early detection of cancer.  CDC is dedicated to the prevention and control of breast, cervical, colorectal, skin and prostate cancers.  The data received are analyzed to identify and monitor cancer trends and used to develop educational materials.  CDC=s goal is for all states to establish central cancer registries that provide high-quality population-based data on cancer and cancer care.  Source: www.cdc.gov/aboutcdc.html

National Program of Cancer Registries (NPCR) - In 1992, CDC was authorized by Congress to implement the Cancer Registries Amendment Act, Public Law 102-515.  The NPCR was established to make grants available to States to enhance statewide population-based cancer registries that will meet minimum standards of completeness, timeliness, and quality to establish statewide cancer registries where none exist.  The NPCR collects incidence data on 100% of the population in the States it covers.  A total of 49 States have received funding from NPCR and participate with the collection of cancer data.  Those States that receive funding are expected to implement the standards for data quality and data format as described by NAACCR and endorsed by CDC.  NPCR also requires each funded State to collect race and ethnicity data according to the format described by NAACCR.  The Michigan Cancer Surveillance Program submits their data annually to NPCR.  The NPCR releases data received from the states in an annual publication called United States Cancer Statistics.  Source: www.cdc.gov/cancer/npcr/register.htm
Surveillance, Epidemiology, and End Results (SEER) - An extension of the National Cancer Institute, SEER is the most authoritative source of information on cancer incidence and survival in the United States.  Today, there are a total of 14 (nine states and six metropolitan areas) population-based cancer registries and three supplemental registries covering approximately 14 percent of the U.S. population.  The metropolitan areas submit their data to the NPCR state registries.  Currently, the Detroit Metropolitan Cancer Surveillance System (formerly the Karmonos Cancer Institute) covering Macomb, Oakland and Wayne counties, is the only SEER Registry in Michigan.  Source: www.seer.cancer.gov/aboutSEER.html


American College of Surgeons, Commission on Cancer (ACoS, CoC) - The CoC was established in 1922 to reduce the morbidity and mortality caused by cancer through prevention, monitoring and reporting of care, standard setting and education.  They are predominately known for setting standards for cancer programs and evaluating and accrediting programs according to those standards.  CoC provides clinical oversight and expertise for Commission standard-setting activities and dissemination of patient care guidelines.  They oversee and coordinate national site-specific studies of pattern of care and outcomes of patient management through the annual collection, analysis and circulation of the data.  In addition, they provide leadership for physicians, cancer registrars and cancer program managers.  Within the CoC, activities are also coordinated through the Approvals Program, Cancer Liaison Program, and the National Cancer Data Base (NCDB).  Source: www.facs.org/cancer/index.html
National Cancer Data Base (NCDB) - Nationwide oncology outcomes database of over 1,500 hospitals in 50 states.  The NCDB issues a call for data annually in which the hospitals are required to participate in order to fulfill their accreditation requirements.  The data collected is fixed and standardized according to the CoC Approvals Program.  In addition, the NCDB issues two Patient Care Evaluations (PCE=s) that allows for the collection of specific data items addressing important cancer problems.  The NCDB publishes a number of reports based upon the information collected annually.  In addition, those hospitals that participate receive a report containing national data and a customized report on their own data.  


Approvals Program - Establishes the standards for hospitals, treatment centers and other facilities to follow in order to be accredited by the ACoS.  The approval program ensures that each approved program provides all patients with a full range of diagnostic, treatment, and supportive services either on-site at the facility or by referral.

Cancer Liaison Program - Developed to act as a network of physicians who would serve as agents of change for clinical cancer activities at the local level.  The physicians are responsible for providing direction to establish, maintain and support cancer programs consistent with the criteria set by the Approvals Program.  They also facilitate hospital participation in the NCDB and use of its data.

Who Uses the Data Sent to the MCSP?  ~
In 1984, Act 82 of 1984, was passed the State Legislature mandating the Department of Community Health to establish an incidence based cancer registry for the State of Michigan.  Reporting of diagnosed cancers statewide became effective for those cases diagnosed on or after January 1, 1985.  A state-wide population based cancer registry is the only means whereby state wide incidence data for cancer incidence by type and by area of residence can be developed.  Timely information on cancer cases is employed as a basis for cancer surveillance, as a tool for initial evaluation of cancer incidence within regions of particular interest, and as a source of baseline incidence data.  The registry is of value in examining the frequency of cancer by demographic characteristics such as age, race and sex and is of significant value to researchers in epidemiological case control studies.  The data is also helpful in the areas of planning and evaluating health care programs and educational efforts on cancer prevention and control.   

Requests are often received for cancer cluster investigations, which are directed to the epidemiologist in charge of these investigations, Dr. Robert Wahl.  Data are also used for planning and monitoring purposes for the Breast and Cervical Cancer Screening Program.  The American Cancer Society submits regular data requests.  Our website (www.mdch.state.mi.us) contains county level statistics for leading causes of cancer by year, stage, age, gender and race, and is frequently used by the public and  local health departments.  For further information on Michigan cancer statistics, contact Georgia Spivak at 517.335.8702, or e-mail her at spivakg@michigan.gov.

Inquiry and Response System ~

Reference #15009

Q: If a pancreatic cancer pt had a Whipple procedure followed by a radiation therapy with 5FU as a radiosensitizer and received Gemcitabine, is the chemotherapy treatment coded as 02 or 03?

A: Chemotherapy trx would be coded 02.  Do not code radiosensitizers and radioprotectants as cancer directed therapy.  Drugs typically classified as chemotherapy agents would be ‘ancillary drugs’ for the purpose of coding cancer directed therapy because the drugs are given at a much lower dosage than that typically given to treat cancer patients.

Reference #14508

Q: #11936 and #1408:  If there is radiation to primary site and brain, is the radiation to the brain coded and brain coded as another radiation treatment entry?

A: In cases like this, where there is radiation of the primary site and a separate remote site, please just code the radiation to the primary site.

Reference #13119

Q: If a patient was seen in the outpatient radiation oncology for 1st course of treatment, is a staging form required in the rad chart?  If a patient was both an inpatient and outpatient in radiation oncology, should both records have a staging sheet?

A: Staging is to be recorded in the hospital medical record by the managing physician so that the information is available to other physicians who may need to review it for continued patient care.  Staging in the radiation therapy meets the standard, as long as it was completed by the managing radiation oncologist.  It is not necessary to have staging forms in both the radiation and hospital records.

Reference # 11210

A: If a patient had a seed implant 3/4/03 and 25 treatments of radiation from 5/15 to 6/19, is the radiation first followed by the seed implant as a boost?  Is the radiation date entered in the date field without including the seed implant date?  Are the number of treatments added together?

Q: The seed implant counts as a single treatment, which is added to the number of beam treatments given to get the total number of treatments to this volume.  This is a common scenario for treating prostate cancer.  Which of the seeds or the beam treatments is regional, and which is boost, is a choice made by the radiologist, so your best information always comes from them.  Which was first (or second) is not an adequate indicator of regional or boost.  (see FORDS pg 155-159.)  The following definition of boost treatment may be of use when you are unable to get the necessary information from the radiologist, the radiology consult report, or the radiology report itself: “A boost treatment is provided to a smaller volume within the same volume as regional radiation, in order to enhance the effect of the regional treatment.”  Jerri Linn Phillips, MA CTR, curator

Reference # 14539

Q: What is the treatment code for SIRT (selective internal radiation therapy) given as treatment for liver tumors?

A: SIRT is coded 50, brachytherapy, NOS.  SIRT is a non-surgical outpatient therapy that uses microscopic radioactive spheres, called SIR-Spheres, to deliver radiation directly to the site of the liver tumors.  This unique, targeted therapy spares healthy tissue while delivering up to 40 times more radiation to the liver tumor than would be possible using conventional radiotherapy.  SIR-spheres are delivered through a catheter placed in the femoral artery of the upper thigh and threaded through the hepatic artery (the major blood vessel of the liver) to the tumor site.  The spheres are trapped in the tumor’s small blood vessels, where they destroy the tumor from inside.

Educational Opportunities ~ 

Survey Savvy

November 14-15, 2005, Chicago, IL.  Registration deadline is October 3, 2005.  Objectives:

understanding Cancer Program Standards 2004, making the most of the web-based survey application, hints for illustrating your cancer program’s strengths during the on-site visit and much more.  For further  information visit www.facs.org/cancer/index.html
Principles and Practice of Cancer Registration and Surveillance, and Control

July 18-22, 2005, October 17-21, 2005.  A comprehensive training program for cancer registrars, statisticians and epidemiological staff with hands-on case abstracting and coding exercises, and staging.  For more information, visit www.sph.emory.edu/GCCS/training/practice/index.html
Certified Tumor Registrar’s Exam
Application Deadline:  July 31, 2005

Examination Date:  September 10-24, 2005

Testing locations can be found at www.lasergrade.com/ncr.html.  To obtain the 2005 CTR Exam Handbook for Candidates and an exam application, visit the NCRA website at www.ctrexam.org.

MCSP Staff ~ 
If you have any questions regarding cancer reporting or would like more information about in-services, please feel free to give one of us a call.  In addition, if you are unable to download any of the materials listed throughout the Update, do not hesitate to contact us; we would be more than happy to send you copies. 
Jetty Alverson, CTR


517.335.8855

alversonj@michigan.gov
Kari Borden, RHIT, CTR

313.833.0715 x2367
bordenk@michigan.gov
Glen Copeland, MBS


517.335.8677

copelandg@michigan.gov
Carole Eberle, RHIA, RHIT, CTR
313.833.0715 x2085
eberlec@michigan.gov
Michelle Hulbert, BS, RHIA, CTR
517.335.9058

hulbertmr@michigan.gov
Won Silva, MA



517.335.9397

silvaw@michigan.gov
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