Michigan Cancer Surveillance Program

October 2005 Update
Michigan Cancer Registrars Association 2005 Annual Educational Conference ~
The MICRA conference is scheduled for October 13 and 14 in Sault Ste. Marie, Michigan and will be held at the Ramada Ojibway Conference Center.  If you are interested in attending the conference, the registration form can be accessed at www.michcra.com.  The due date for registration has passed, but if you are interested in attending contact Sheila Tolfree at 989.776.8109 or Michelle Hulbert at 517.335.9058.  Hope to see you there!

Obituaries ~

There is a great website called www.legacy.com that can be very helpful when determining whether or not a patient from your registry has expired.  The website houses approximately one years worth of obituaries from all the newspapers published in the United States.  Check it out the next time you are abstracting a case!

Class of Case ~

All facilities approved by the American College of Surgeons are required to collect class of case for all reportable conditions.  It is always a good idea to periodically review these definitions, as they have been modified over the years. 

	Class of Case Definitions

	Class 0
	Diagnosis at the accessioning facility and all of the first course of treatment was performed elsewhere or the decision not treat was made at another facility.

( Patients diagnosed at the accessioning facility who choose to be treated elsewhere.

( Patients diagnosed at the accessioning facility who are referred elsewhere for treatment.

	Class 1
	Diagnosis at the accessioning facility, and all or part of the first course of treatment was performed at the accessioning facility.

( Patients diagnosed at the accessioning facility whose treatment plan is either not to treat or watchful waiting.

( Patients diagnosed at the accessioning facility who refuse treatment.

( Patients diagnosed at the accessioning facility who are not treatable or who were given palliative care only due to age, advanced disease, or other medical conditions.

(  Patients diagnosed at the accessioning facility for whom it is unknown whether treatment was recommended or administered.

( Patients diagnosed at the accessioning facility for whom treatment was recommended, but it was unknown whether it was administered.

( Patients diagnosed at a staff physician’s office who receive their first course of treatment at the accessioning facility.  “Staff physician” refers to any medical staff with admitting privileges at the accessioning facility.

( Patients diagnosed at the accessioning facility who received all or part of their course of treatment in a staff physician’s office.

	Class 2
	( Diagnosis elsewhere, and all or part of the first course of treatment was performed at the accessioning facility.

( Diagnosed elsewhere and provided palliative care in lieu of first course treatment, or as part of the first course of treatment, at the accessioning facility.


Class of Case 0 Requirements Taking Effect in 2006 ~
Members of the Commission on Cancer (CoC) recently voted to change two requirements regarding Class of Case 0 cancer patients at CoC approved facilities beginning with cases diagnosed in 2006.  

The modified rules will be published in an updated CoC Standard document this fall.  Briefly, the following changes will be made for cases diagnosed in 2006 or later:

(  Physicians in CoC approved facilities will no longer be required to AJCC stage disease in Class of Case 0 patients.

This means that surveyors will not review Class of Case 0 records when they check that the appropriate physician has staged or reviewed the staging for at least 90% of analytic patients.

(  Registrars in CoC approved facilities will no longer be required to provide lifetime follow-up for Class of Case 0 patients.

This means that the formula used by CoC facilities to determine follow-up rates will exclude Class of Case 0 patients from the numerator and denominator.

The primary impact for registry software providers is that it will be necessary to discontinue creating followup letters automatically for Class of Case 0 beginning with 2006 diagnoses, if your system does not now.

Class of Case 0 patients (patients diagnosed by the facility who receive all of their first course of treatment elsewhere) will continue to be analytic in the sense that CoC approved facilities must abstract those cases, and they must submit data for those cases in accordance with the NCDB Calls for Data.  There will be no changes in data definitions or standard edits for Class of Case 0 patients.  CoC advises against developing non-standard edits in response to these changed in Class of Case 0 requirements.  For further information and the full article visit www.facs.org/cancer/ncdb/class0.pdf
Free Text Documentation ~ 

When recording text from the history and physical, pathology or radiographic workup, remember to record EXACTLY what is on the report.  Do not interpret the x-ray or pathology report.  For example, when the CT states “suspicious for a malignancy” it is better to record “suspicious for a malignancy” rather than “positive for cancer.”  Recording the exact statement will assist in conducting quality assurance review.  If an abstractor has misinterpreted the findings from the report, it will be caught once the free text is reviewed.

We’re Moving ~
On November tenth, the staff at the Michigan Cancer Surveillance Program will be moving from their current location (3423 N. MLK, Lansing) to a new building in downtown Lansing, near the State Capital.  All of the phone number will remain the same, but there will a change for the mailing address.  Effective November 14, 2005 please MAIL ALL correspondences to:  Michigan Cancer Surveillance Program, Capital View Building, P.O. Box 30691, 201 Townsend Street, 2nd Floor, Lansing, MI  48909.  We thank you in advance for your patience when we are packing, moving and unpacking.     

Refresher in Histology Coding Rules ~
1.  Low grade neuroendocrine carcinoma = carcinoid

2.  Code the histology documented by the physician when there is no tumor specimen or the pathology report is not available.

3.  Priority for using documents to code the histology:


a.  From reports or notes in the medical record that document or reference pathologic or 


cytologic findings.


b.  From mention of type of cancer in the medical record.



c.  From CT or MRI scans.

4.  Code the histology to cancer/malignant neoplasm (8000) or carcinoma (8010) as stated by the physician when nothing more specific is documented.

5.  Code the histology from a metastatic site when there is no specimen from the primary site.

Assigning Histology to Colon Cases

1.  Code 8140 (adenocarcinoma, NOS) when pathology describes intestinal type adenocarcinoma or adenocarcinoma, intestinal type


NOTE:  Intestinal type adenocarcinoma usually occurs in the stomach. 

2.  Code 8210, 8261 or 8263 (adenocarcinoma arising in polyp) when:

a.  Surgical procedure is a polypectomy, the surgical gross describes a polyp and the final diagnosis is adenocarcinoma, OR

b.  Final diagnosis is adenocarcinoma and there is reference to a residual or pre-existing polyp, OR

c.  A polyp is removed (polypectomy or excisional biopsy) and a colon resection shows no residual polyp, OR


d.  Mucinous/colloid or signet ring cell adenocarcinoma is found in a polyp.

3.  Code 8140 (adenocarcinoma, NOS) when pathology report mentions mucinous/colloid or signet ring cell adenocarcinoma and


a.  The most representative specimen is adenocarcinoma, NOS, OR

b.  Microscopic description documents mucinous/colloid or signet ring cell is less than 50% of the tumor, OR


c.  Mucin production is present but the percentage is not documented.

4.  Code 8480 (mucinous/colloid) or 8490 (signet ring cell ) when:


a.  The most representative specimen is mucinous/colloid or signet ring carcinoma, OR

b.  Microscopic description documents mucinous/colloid or signet ring cell is 50% or more of the tumor.

5.  Code the more specific histologic term when diagnosis is a non-specific or NOS term with a single specific type of subtype.

NOTE:  The specific histology may be identified as a type, subtype, predominantly, with features of, major or with ____ differentiation.

6.  Code 8244 (composite carcinoid) when there is a combination of adenocarcinoma and carcinoid tumor.

7.  Code 8245 (adenocarcinoid) when the pathology specifically states adenocarcinoid or tubular-carcinoid.

NOTE:  Adenocarcinoid (tubular-carcinoid) is a specific histology usually found in the appendix.

8.  Code 8255 (adenocarcinoma with mixed subtypes) when there is a combination of mucinous/colloid and signet ring cell adenocarcinoma.

9.  Code familial polyposis/adenocarcinoma in adenomatous polyposis (8220) when:


a.  There are >100 polyps identified in the resected specimen, OR


b.  The number of polyps is not given but the diagnosis is familial polyposis, OR

c.  Clinical history says familial polyposis; final diagnosis on the pathology report from resection is adenocarcinoma in adenomatous polyps.

10.  Code adenocarcinoma in multiple adenomatous polyps (8221) when:


a.  There are < or = to 100 polyps identified in the resected specimen, OR

b.  The number of polyps is not given and the diagnosis is not state to be familial polyposis.

11.  Code the histology of the most invasive tumor when: 


a.  There is a frank adenocarcinoma and a carcinoma in a polyp.


b.  There are in situ and invasive tumors.


c.  There are multiple invasive tumors.

12.  Code 8263 (adenocarcinoma in a tubulovillous adenoma) when BOTH adenocarcinoma in a polyp AND adenocarcinoma in a tubulovillous adenoma are present at diagnosis in the same segment.
AJCC Staging 7th Edition ~

The 7th Edition of the Cancer Staging Manual is scheduled for publication in 2008 with implementation for cases diagnosed and treated beginning in 2009.  AJCC site-specific task forces are beginning to gear up for development of the next edition.  Decades of basic research in cancer outcome are leading to discovery of non-anatomic characteristics of cancers known to effect cancer prognosis and response to treatment.  These advances make it necessary for the custodians of the TNM to reassess the value of TNM anatomic staging, evaluate the potential to expand its scope, and define the best ways to use non-anatomic factors to supplement the information provided by anatomic extent of disease.

For this purpose the AJCC will sponsor an ongoing process for evaluating prognostic factors, predictive markers, and prognostic schemas.  The first step will be to convene a meeting in early 2006 to:


(  Assess the competing objectives for staging in clinical care and population surveillance,


(  Identify options for cancer staging based on anatomic and non-anatomic factors,


(  Set a framework for assessing non-anatomic factors in general use,


(  Assess potentially applicable factors in key cancer types,


(  Define the utility of prognostic schemes for defining individual prognosis, and


(  Determine the potential for incorporating predictive factors into staging data collection.

Participants will include members of the AJC and UICC, and leaders from outside these organizations in statistical methodologies, relevant scientific disciplines, and specific disease sites.  

Source:  AJCC Update, May 2005

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

October 17-21, 2005, Atlanta , GA.  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
NPCR Educational and Training Series: How to Collect High Quality Cancer Surveillance Data
October 24-27, 2005, Memphis, TN.  Focusing on gray areas in cancer data abstracting relevant for data collectors in both incidence and population-based cancer registries.  For more information, visit www.naaccr.org
NAACCR Cancer Surveillance Institute I & II:  Principles and Public Health Applications

January 24-27, 2006, Tampa, FL.  Preparing professionals in translating cancer surveillance data into useful information, interpreting data from surveillance systems and determining when the data just doesn’t look right.  For more information, visit www.naaccr.org
NCDB Annual Call for Data  ~

The CoC is committed to assisting hospital registries with maintaining the highest level of data quality possible.  The current Call For Data continues to utilize the Web-based data submission process.  This allows facilities to easily submit data and receive feedback on data quality based on national standardized data edit reports.  To complete the Call for Data, your reports must be in FORDS form (NAACCR v. 10.2).  Cases may be submitted on or after October 3, 2005.  The deadline for initial submission of the current Call for Data for submissions years 1989, 1994, 1999 and 2004 is November 18, 2005.

Source:  www.facs.org/cancer/ncdb/registrars.html
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
Glenn Copeland, MBA


517.335.8677

copelandg@michigan.gov
Carole Eberle, BS, RHIA, 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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