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Fellow Registrars,
Fall is quickly approaching!  This month we have a Show-Me-Tip on Vulvar cancers created by Babette.  In September we recognize and raise awareness about Non-Hodgkin’s Lymphoma, Ovarian, Uterine and Prostate Cancer.  The attached one-pagers focus on cancer statistics in Missouri between 2018 and 2022. These were created by Vishwa Bhayani.  Twelve one-pagers have been created in total that will be published on the MCR website.






         

DUE DATES
To be on track, large hospitals (>500 cases/yr.) typically would be expected to have abstracted January 2024 diagnosis cases by August 15, 2024. Smaller facilities (<300 cases /yr.) were expected to report the 4th Quarter of 2023 by July 15, 2024.	
EDUCATION 
MCR Helpline
Reach us at 1-800-392-2829 during regular office hours or leave a message; a member of our QA team will return your call within one business day. 

FlccSC-New Course Available!
Earn 3 CE’s NAACCR Webinar – CNS 2024 presented August 2024

Older NAACCR webinars will be ‘retired’ from “flossie” due to outdated information. The CE-eligible webinars from the 2021-2022 series can still be viewed in “flossie”. However, they will be removed September 2024 as they are only made available by NAACCR for 2 years. This is your last chance to earn CEs from the 2021-2022 webinars for FREE. 

MCR holds all MCR & NAACCR recordings for 2 years before ‘retiring’ them due to outdated information.

NAACCR Webinars:
NAACCR Webinar: Coding Pitfalls2024
September 5, 2024, Coding Pitfalls 2024 8-11 a.m. This webinar will review problematic coding issues identified through quality control of registry data. To attend the live broadcast in Columbia, Mo, sign up here:
https://www.signupgenius.com/go/30E0E4BA9A823A6FB6-50685717-naaccr

NAACCR Abstracting Tips: Attached are the NAACCR OVARY Abstracting Tips 2023 and Beyond. These tips have also been posted on FLccSC in the Ovary 2024 course presented in May 2024.


Visitor Parking at Parking Structure 7 (PS7) for NAACCR Webinars
Only those with a valid PS7 visitor permission pass will be allowed to park there. A daily visitor permit is $7 for parking in lots and $9 for parking garages. Violators are subject to ticketing and towing. You can purchase a visitor pass online at https://missouri.nupark.com/v2/Portal/Login

Show-Me-Tips
September 2024 Show-Me-Tip is “Vulvar Cancer and HPV”. This show-me-tip will review the new histology codes for HPV positive/negative squamous cell carcinoma of the vulva and how the Human Papilloma Virus (HPV) increases the risk of developing this cancer. It will also cover the new p16 SSDI for vulvar cancers effective for cases diagnosed in 2024+. 

YouTube
Coming in September 2024! YouTube video on Vulvar Cancer and HPV
New video on YouTube by Jeff Steffens, BS, ODS-C. This video will review the new histology codes for HPV positive/negative squamous cell carcinoma of the vulva and how the Human Papilloma Virus (HPV) increases the risk of developing this cancer. Includes information not covered in the show-me-tip.

MOODS Study Guide
Exciting news! The Missouri Cancer Registry and Research Center is pleased to announce the Missouri Oncology Data Specialist (MOODS) Study Guide has been updated and available to order! The cost of the study guide is $50. To purchase the MOODS Study Guide, point your smartphone camera at the QR code or CTRL click on the Marketplace link. Add to Cart to place your order.
https://secure.touchnet.net/C20067_ustores/web/product_detail.jsp?PRODUCTID=4863&SINGLESTORE=true
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Description automatically generated]MOODS Study Guide quizzes are now available on-line via Canvas.  The quizzes can be taken multiple times.  If you previously purchased the MOODS Study Guide and would like to take advantage of this new feature, please email us at umhshmimcr@health.missouri.edu
to get started.   




SEER Educate – August 16th News
2024 SEER Advanced Topics for Registry Professionals Workshop: September 24-26, 2024
Deadline to register for this workshop is September 9th.  It is a hard deadline. It's better to sign up and not be able to attend than to miss the registration deadline. Sign up at the NCRA website.
The 2024 SEER Advanced Topics for Registry Professionals Workshop is open to ALL cancer registrars and will be held virtually on Tuesday – Thursday, September 24-26, 2024, 11:00 AM-4:00 PM CDT. The workshop will expand registrars’ knowledge of several important topics: in-depth coding for mixed histologies, neoadjuvant treatment for breast, esophageal, and rectal cases, and more. There will be presentations from subject matter experts including surgeons, pathologists, and oncologists. 
For more information about the SEER*Educate cases, go to https://educate.fredhutch.org/, sign in or sign up (its free), select the Training tab, and click on SEER Educational Workshop. In-depth coding and abstracting training during the SEER Workshop will be based on coding of the assigned cases. You are welcome to complete the SEER*Educate cases even if you cannot attend the workshop. CE’s are pending.
Note: The workshop is complimentary, but registration is required. 

2024 SEER Workshop Cases Available
· There are 4 sets of coding exercises for the 2024 SEER Workshop. Click on Training, SEER Educational Workshop to display the menu.
· Please complete the exercises by the start of the workshop.
· The free meeting will be virtual, September 24th-26th.
Log in or sign up at SEER*Educate today by visiting https://educate.fredhutch.org/  and Learn by Doing!
Help Desk will be CLOSED or Limited (in addition to weekends)
· Aug 31- Sep 2nd (Labor Day weekend)

NAACCR ODS (CTR) Prep and Review Fall 2024
The NAACCR ODS (CTR) Exam Preparation and Review Webinar Series offers online interactive instruction with live instructors. The course includes eight 2-hour sessions carefully prepared to reflect the changes to the 2024 ODS exam (formerly CTR Exam). A subscription is $235 per participant. Only one person may participate per subscription. The series includes 8 weekly "live" lectures presented by experience instructors. Q&A sessions, study materials, weekly online quizzes, and a timed practice test during our last session.  If a participant is unable to attend one of the live sessions, they may view the recording at their convenience. The last day of the course is the Tuesday before the start of the exam.  
Dates of the webinars are August 27, 2024 – October 15, 2024 Check the NAACCR website for additional information at https://education.naaccr.org/ctr


MCR NEWS
[bookmark: _Hlk139003456]
MOODS EDUCATIONAL CONFERENCE
Missouri Cancer Registry is hosting a MOODS Educational Conference (Missouri ODS) at Boone Hospital Center on Friday, October 4, 2024. We will be offering 6 CE hours with this free one-day educational opportunity. Presenters include physicians from Boone Health, University of Missouri, MCR staff and the well-known ODS Educator Louanne Currence. If you are interested in attending, please email us at umhshmimcr@health.missouri.edu or email me directly at lahf5p@health.missouri.edu. A preliminary agenda is included.  Free box lunches will be provided. If you need a vegetarian lunch, please include that in your email response.

ABSTRACTING TIP – IMAGING REPORTING AND DATA SYSTEM (RADS)
Imaging Reporting and Data System (RADS) was created to standardize the reporting and data collection of imaging data.  

CAnswer Forum Update 3/3/23 - STORE ruling Update effective 2/28/23:
Due to the ongoing discussion with standard setters, CoC will follow the original rules for collecting Date of Diagnosis for RADs (STORE 2022 and prior):

The version of STORE 2023 - Posted on 04/11/2024 - page 47 states the following:
PI RADS, BI RADS, and LI RADS alone are not reportable for CoC. PI RADS, BI RADS, and LI RADS confirmed with biopsy or physician statement are reportable to CoC and the date of diagnosis is the date of the positive biopsy or physician statement.

Registry Manuals and Coding Guidelines | ACS (facs.org)

CLASS OF CASE 34 AND 36 ARE NOW REPORTABLE
Class of Case 34 AND 36 which was previously non-reportable have been changed to reportable for Missouri.  They will now read as follows:
34 Reportable	Cases reportable to MCR but not COC (for example, breast LCIS, AIN III, VIN III, VAIN III AND initial diagnosis AND part or all of first course treatment by reporting facility
       36                  Reportable	Type of case not required by MCR to be accessioned (for example, breast LCIS, AIN III, VIN III, VAIN III)               			AND initial diagnosis elsewhere AND all or part of first course treatment by reporting facility

We hope these changes alleviated some of the reporting issues for CoC facilities. Please make sure your software is set to submit these cases.  This is effective with 2024 cases.

[bookmark: _Hlk172203981]IN KIND LETTERS
In Kind letters were due last month.  If you haven’t returned your statement, please do so as soon as possible.  We are asking for a statement of the actual cost required for your facility to report data to MCR for the period June 30, 2023, to June 29, 2024.  Your response provides us with an idea of the amount of support your facility provides the Central Registry.  Barrs@health.missouri.edu

DEATH CLEARANCE
Death Clearance (DC) follow back for the reporting year 2022 is underway! Please be on the lookout for a separate notification email regarding the official start of the death clearance follow back process. The DC process will essentially be the same as last year. If you are new to the process or would like a refresher, please refer to the instructions and You Tube video that can be accessed from this page of our website under ‘DC Follow-Back Requests’. https://cancerregistry.missouri.edu/reporting/cancer-reporting-hospital/

We truly appreciate your contributions to make this project successful; the information you provide is an essential part for MCR in meeting our annual goals!

NEWS FROM THE STANDARD SETTERS
Cancer Path Chart
Cancer Path Chart has been updated for 2025. CPC*Search is an interactive webtool on the SEER website that allows cancer registrars and other users to search the validity standards by tumor site, histology, and behavior terms and associated codes. Seach results include the validity status of tumor histology and behavior by site and organ system which indicates if specific tumor site-morphology combinations are biologically valid, impossible, or unlikely. Use this link to check questionable code combinations. https://seer.cancer.gov/cancerpathchart/products.html

U.S. Cancer Statistics
“The Centers for Disease Control and Prevention is pleased to announce the latest annual release of the U.S. Cancer Statistics, the official federal cancer statistics, providing cancer information on the U.S. population. The data release is a culmination of a tremendous amount of effort by cancer registrars, reporting facilities, central cancer registry staff, and CDC NPCR and NCI SEER staff and contractors.”

NCRA Abstracts Due Wednesday September 4th
Share your knowledge and expertise with the cancer registry community at NCRA’s 2025 Annual Educational Conference on May 3-6, 2025, at the Renaissance Orlando at SeaWorld® in Orlando, Florida. Oral and poster abstracts can be submitted through the 2025 NCRA Online Abstract Collection Site at www.ncra-usa.org/2025Abstracts.

REGISTRY TO RESEARCH
2007 to 2020 Saw Continuous Decrease in Cervical Cancer in Younger Women https://jamanetwork.com/journals/jamaoncology/fullarticle/2821599

Incidence of Many Cancers Increasing Among Younger Generations (NAACCR &  US Cancer Statistics) https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(24)00156-7/fulltext

Common Genetic Risk Seen for Primary Ovarian Insufficiency, Cancer https://academic.oup.com/jcem/advance-article/doi/10.1210/clinem/dgae480/7712978?login=true

Study Examines Trends in Esophageal Cancer Disparities Over Time (CDC) https://onlinelibrary.wiley.com/doi/10.1111/jgh.16689

Differences in Cancer Rates Among Adults Born Between 1920 and 1990 in the US https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(24)00156-7/fulltext


RESOURCES AND ITEMS OF INTEREST
Rheumatoid Arthritis Tied to Higher Risk for Lung Cancer https://acrjournals.onlinelibrary.wiley.com/doi/10.1002/art.42961
Preoperative IV Iron Treatment Better for Iron Deficiency Anemia https://journals.lww.com/anesthesia-analgesia/fulltext/9900/a_propensity_matched_cohort_study_of_intravenous.871.aspx
Estimated U.S. Annual Cost of Initial Cancer Screening $43 Billion in 2021 https://www.acpjournals.org/doi/10.7326/M24-0375


Warm regards,
	Lucinda Ham, RHIA, ODS-C
Operations/QA Manager, Missouri Cancer Registry
	


Department of Public Health
1095 Hospital Drive | Columbia MO 65211
O: 573-882-7775 | C: 573-220-2438
F: 573-884-9655 | E: lahf5p@health.missouri.edu
W:  https://cancerregistry.missouri.edu/

	“The only impossible journey is the one you never begin” – Tony Robbins
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Missouri Cancer Registry and Research Center is supported in part by a cooperative agreement between the Centers for Disease Control and Prevention (CDC) and the Missouri Department of Health and Senior Services (DHSS) (DP2202-22-02) and a Surveillance Contract between DHSS and the University of Missouri.
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Vulvar Cancer

Vulvar Cancer Vulvar cancer is a rare cancer that starts in the tissyes. of the vuIva.. Itis a type of ca.mcer
that occurs on the outer surface of the female genitalia. The vulva is the area of skin that
surrounds the urethra and vagina, including the clitoris and labia. Having vulvar intraepithelial neoplasia (VIN) or
HPV (human papillomavirus) infection can increase the risk of vulvar cancer. An area of VIN may look different from
normal vulvar skin. It is often thicker and lighter than the normal skin around it. However, an area of VIN can also
appear red, pink, or darker than the surrounding skin.

https://www.mayoclinic.org/diseases-conditions/vulvar-cancer/symptoms-causes/syc-20368051 https://www.cancer.org/cancer/types/vulvar-cancer/detection-diagnosis-staging/signs-symptoms.html

Invasive squamous cell cancer of the vulva A'mostall women with invasive vulvar

cancers will have symptom:s.

These can include:

e Anarea on the vulva that looks different from normal — it could be lighter or darker than the normal skin
around it, or look red or pink.

e A bump or lump, which can be red, pink, or white and can have a wart-like or raw surface or feel rough or thick

e Thickening of the skin of the vulva

e ltching

e Pain or burning

e Bleeding or discharge not related to the normal menstrual period

e Anopen sore (especially if it lasts for a month or more)

Vulvar Cancer Genital Warts

Verrucous carcinoma, a subtype of invasive squamous cell vulvar
cancer, looks like cauliflower-like growths similar to genital warts.

Vulvar melanoma

VUIVar melanoma can haVe many Of the same Symptoms https://commons.wikimedia.org/ https://commons.wikimedia.org/

wiki/ wiki/File:A_manual_of gyn%C3%

as other vulvar cancers, such as: File:The Principles and practice Aécolo-

of gynecology - gy and pelvic surgery, for stude

® A Iump for_students and practitioners nts_and practitioners (1916)

° |tching (1904)_(14581300578).ipg (14581183677).jpg
e Pain

e Bleeding or discharge

Most vulvar melanomas are black or dark brown, but they can be white, pink, red, or other colors. They can be
found throughout the vulva, but most are in the area around the clitoris or on the labia majora or minora.

Vulvar melanomas can sometimes start in a mole, so a change in a mole that has been present for years can also
indicate melanoma. The ABCDE rule can be used to help tell a normal mole from one that could be melanoma.

Asymmetry: One-half of the mole does not match the other.

Border irregularity: The edges of the mole are ragged or notched.

Color: The color over the mole is not the same. There may be differing shades of tan, brown, or black and some
times patches of red, blue, or white.

Diameter: The mole is wider than 6 mm (about 1/4 inch).

Evolving: The mole is changing in size, shape, or color. The most important sign of melanoma is a change in size,
shape, or color of a mole. Still, not all melanomas fit the ABCDE rule.

This project was supported in part by a cooperative agreement between the Centers for Disease Control and Prevention (CDC) and the Missouri Department of
Health and Senior Services (DHSS) (NU58DP007130-03) and a Surveillance Contract between DHSS and the University of Missouri. 1
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HPV (human papi"omavirus) HPV is a group of more.than 200 related viruses, some of wh!ch
are spread through vaginal, anal, or oral sex. Sexually transmitted

HPV types fall into two groups: low risk and high risk.

e High-risk HPVs can cause several types of cancer. There are 12 high-risk HPV types: HPV 16, 18, 31, 33, 35, 39,
45,51, 52, 56, 58, and 59. Two of these, HPV 16 and HPV 18, are responsible for most HPV-related cancers.

e Low-risk HPV types rarely cause cancer, although a few low-risk HPV types can cause warts on or around the
genitals, anus, mouth, or throat.

HPV infection is common: Nearly all sexually active people, regardless of their sex, gender identity, or sexual
orientation, are infected with HPV within months to a few years of becoming sexually active. Around half of these
infections are with a high-risk HPV type.

High-risk HPV infections that persist can cause cancer: Sometimes HPV infections are not successfully controlled
by your immune system. When a high-risk HPV infection persists for many years, it can lead to cell changes that, if
untreated, may get worse over time and become precancerous and then cancerous.

HPV can cause six types of cancer: These include anal cancer, cervical cancer, oropharyngeal cancer, penile
cancer, vaginal cancer, and vulvar cancer.

HPV vaccination can prevent cancer: HPV vaccines can prevent infection with disease-causing HPV types,
preventing many HPV-related cancers and cases of genital warts.

(HPV) Human papillomavirus

Long-lasting infections with high-risk HPVs can cause cancer in parts of the
body where HPV infects cells. HPV infects the thin, flat cells (squamous cells)
that line the inner surfaces of these organs. Most HPV-related cancers are
called squamous cell carcinomas. Some cervical cancers come from HPV
infection of glandular cells in the cervix and are called adenocarcinomas.

Cervical cancer: Virtually all cervical cancer is caused by HPV
Vaginal cancer: Most vaginal cancer (75%) is caused by HPV
Vulvar cancer: Most vulvar cancer (69%) is caused by HPV
Anal cancer: Over 90% of anal cancer is caused by HPV

https://commons.wikimedia.org/wiki/File:Human_Papillomavirus (HPV).ipg

Infection with high-risk HPV: Infection with high-risk HPV does not cause symptoms. However, depending on the
site of infection, the precancers and cancers caused by a high-risk HPV infection that persists for many years may
cause symptoms such as lumps, bleeding, and pain.

Normal cells may become cancer cells. Before cancer cells form in tissues of the body, the cells go through
abnormal changes called hyperplasia and dysplasia. Hyperplasia and dysplasia may or may not become cancer.

Once high-risk HPV infects cervical cells, it interferes with the ways in which these cells replicate, divide, and
communicate with one another, causing infected cells to multiply in an uncontrolled manner. These infected cells
are usually recognized and controlled by the immune system. However, sometimes the infected cells remain and
continue to grow, eventually forming an area of precancerous cells that, if not treated, can become cancer.
Although research has focused on how high-risk HPV causes cancer in the cervix, HPV-caused cancers at other
sites are likely to arise through similar mechanisms.

Research has found that it can take 5 to 10 years for HPV-infected cervical cells to develop into precancers and
about 20 years to develop into cancer.

https://www.cancer.gov/about-cancer/causes-prevention/risk/infectious-agents/hpv-and-cancer#:~:text=High%2Drisk%20HPVs%20can%20cause,for%20most%20HPV%2Drelated%20cancers

This project was supported in part by a cooperative agreement between the Centers for Disease Control and Prevention (CDC) and the Missouri Department of
Health and Senior Services (DHSS) (NU58DP007130-03) and a Surveillance Contract between DHSS and the University of Missouri.
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https://www.cancer.gov/types/anal

https://www.cancer.gov/types/penile

https://www.cancer.gov/types/penile

https://www.cancer.gov/types/vaginal

https://www.cancer.gov/types/penile

https://www.cancer.gov/types/vaginal

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000505904&version=Patient&language=en
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https://www.cancer.gov/types/cervical

https://www.cancer.gov/types/vaginal

https://www.cancer.gov/types/vulvar

https://www.cancer.gov/types/anal

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000753083&version=Patient&language=en

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000046356&version=Patient&language=English

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000045333&version=Patient&language=English

https://www.cancer.gov/about-cancer/causes-prevention/risk/infectious-agents/hpv-and-cancer#:~:text=High%2Drisk%20HPVs%20can%20cause,for%20most%20HPV%2Drelated%20cancers.
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ICD-0-3.2 Update &frective January 1, 2022 Updated 9/21/2021 | Version 9 Cervix Cases

ICD-O  Term Remarks The 2021+ cervix histology codes
sl and p16 SSDI was not available to
update/complete until the software
8085/3 | Squamous cell carcinoma, | New term for uterine cervix (2021+) release in 2022.
HPV-associated vagina, and vulva beginning 1/1/2022 8483 and 8484 adenocarcinoma
8086/3 | Squamous cell carcinoma, | New term for uterine cervix (2021+) (HPV positive/negative) for any site
HPV-independent vagina, and vulva beginning 1/1/2022 || (including cervix) will trigger an edit

for cases diagnosed prior to 2022.

https://cancerbulletin.facs.org/forums/node/118647#post134971

Solid Tumor Rules - Other Sites (Vulva Histologies) (2024 update)

Vulva Coding Note: p16 is a valid test to determine HPV status and can be used to code HPV associated and HPV

independent hiStOlOgies https://seer.cancer.gov/tools/solidtumor,
Specific and NOS Terms and Code Synonyms Subtypes/Vaients
Squamous cell carcinoma, NOS 8070 Squamous cell carcinoma, HPV-associated 8085

Squamous cell carcinoma, HPV-independent 8086

Site-Specific Data Item (SSDI): Vulva primary added to p16 (V9:2024+)

Description: The p16 biomarker is overexpressed (produced) in response to HPV. It is therefore a surrogate
marker for HPV disease.

Rationale: Patients with HPV have a different survival or outcome, so it is important to be able to distinguish this
by documenting the p16 results. Testing is performed by immune histochemistry (IHC) which is inexpensive and
has near universal availability. It has an easily standardized interpretation. HPV testing is usually performed
through DNA testing which is more expensive and less widely available. HPV testing also has technically more
variability with the interpretation.

Definition: p16 is a tumor suppressor protein also known as cyclin-dependent kinase inhibitor 2A.

Coding Instructions and Codes:

Note 1: This SSDI is effective for diagnosis years 2024+ Code | Description

e For cases diagnosed 2018-2023, leave this SSDI blank 0

Note 2: Code 0 for p16 expression of weak intensity or limited distribution.

Note 3: Data item must be based on testing results for p16 overexpression
e Testing for HPV by DNA, mRNA, antibody, or other methods

p16 Negative; Nonreactive

1 p16 Positive; Diffuse,
Strong reactivity

should not be coded in this data item 8 Not applicable; Information
e Do not confuse p16 with HPV, which is a specific strain of virus. not collected for this case
A statement of a patient being HPV positive or negative is not 9 Not tested for p16; Unknown

enough to code this data item.
blank | N/A - Diagnosis year is prior

https://apps.naaccr.org/ssdi/list/ to 2024

This project was supported in part by a cooperative agreement between the Centers for Disease Control and Prevention (CDC) and the Missouri Department of
Health and Senior Services (DHSS) (NU58DP007130-03) and a Surveillance Contract between DHSS and the University of Missouri. 3
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FIGO Stage: Vulva (2018+)

Note 1: There must be a statement about FIGO stage from the managing physician in order to code this data item
e Do not code FIGO stage based on the pathology report
e Do not code FIGO stage based onlyon T, N, M
e If "FIGO" is not included with a stated stage, then do not assume it is a FIGO stage
Note 2: FIGO stage is not the same thing as FIGO grade. Only code FIGO stage in this field, do not code FIGO grade
e Code FIGO grade in the grade fields
Note 3: If there is more than one FIGO stage provided from the clinical and pathological work up, code the most
extensive FIGO stage.
Note 4: The FIGO stage definitions do not include Stage 0 (Tis). Code 97 for any non-invasive neoplasm
(behavior /2) https://apps.naaccr.org/ssdi/list/

HPV V : . Most of the time, the body can find and clear out HPV. But if the virus stays in the body
daCCine.: L . . .

for a long time, it can cause cancer. Getting vaccinated against HPV helps prevent cancer.

The HPV vaccine protects against genital warts and most cases of cervical cancer. It protects against cancer of the

vagina, vulva, penis or anus caused by HPV. The HPV vaccine also protects against mouth, throat, head and neck

cancers caused by HPV.

The vaccine gives the body a safe way to build immune system awareness of some HPV strains. This means the
body has an easier time clearing out those strains of the virus if a person catches them later.

The Gardasil 9 vaccine is approved by the U.S. Food and Drug Administration (FDA). It can be given to people
age 9 and older. This vaccine can be given at the same time as other vaccines.

https://www.mayoclinic.org/diseases-conditions/hpv-infection/in-depth/hpv-vaccine/art-20047292

Lymph Node Status: Pelvic - Vulva (2018+)

Question: should LN Status: Pelvic SSDI be coded as 0 or 9 when the patient has a localized vulvar carcinoma
treated with partial vulvectomy with a negative inguinal lymph node dissection, but NO imaging of the pelvis was
performed?

Answer: For vulva, pelvic lymph nodes are distant (see Note 2). An inguinal lymph node dissection would not
be enough to determine if the pelvic lymph nodes are involved or not.

COde pe|VIC |ymph nOdes tO 9 fOI’ unknOWI’l https://cancerbulletin.facs.org/forums/node/137063#post137113

Vulvar vs Perineal vs Perianal lesions

Clitoris —j & Labia majora AJCC TNM Staging Manual 8th edition. Vulva Chapter Fig. 50.1

Labia minora

Urethra
Vulva and perineum lesions, from top to bottom:
Vagina . . . . .
\%% Hymen The lesion at the top is vulvar, the middle two lesions are perineal,
9 and the lesion at the bottom is considered perianal.
@
Anus ! https://commons.wikimedia.org/wiki/File:Haultain_and Ferguson -_external female genital organs.svg

This project was supported in part by a cooperative agreement between the Centers for Disease Control and Prevention (CDC) and the Missouri Department of
Health and Senior Services (DHSS) (NU58DP007130-03) and a Surveillance Contract between DHSS and the University of Missouri.



https://commons.wikimedia.org/wiki/File:Haultain_and_Ferguson_-_external_female_genital_organs.svg

https://www.mayoclinic.org/diseases-conditions/hpv-infection/in-depth/hpv-vaccine/art-20047292

https://cancerbulletin.facs.org/forums/node/137063#post137113

https://apps.naaccr.org/ssdi/list/
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OVARY Abstracting Tips 2023 and Beyond

THIS IS ONLY A GUIDE/TIPS – BE SURE TO USE YOUR MANUALS



Number of Primaries:



	For 2023+ cases, use the Other Sites rules for cases diagnosed 1/1/2023 forward.

	(https://seer.cancer.gov/tools/solidtumor/)



Follow the rules in order, but here are two that apply to Ovary:



1) Rule M9: Bilateral epithelial tumors (8000-8799) of the ovary within 60 days are a single primary. Tumors must be the same histology or be an NOS and subtype/variant.



2) Rule M10: Tumors on both sides (right & left) of a site listed in Table 1 are multiple primaries.



3) Rule M17 Abstract multiple primaries when separate/non-contiguous tumors are two or more different subtypes/variants in Column 3, Table 3-21 in the Equivalent Terms and Definitions. Note: The tumors may be subtypes/variants of the same or different NOS histologies: • Same NOS: Micropapillary carcinoma of stomach 8265/3 and mucinous adenocarcinoma of stomach 8480/3 are both subtypes of adenocarcinoma, NOS of stomach but are distinctly different histologies. Abstract multiple primaries. • Different NOS: Myxofibrosarcoma 8811/3 is a subtype/variant of fibrosarcoma, NOS 8810/3; myxoid liposarcoma 8852/3 is a subtype liposarcoma, NOS 8850/3. They are distinctly different histologies. Abstract multiple primaries.



For a bilateral fallopian tube primary diagnosed 2007 or later, abstract as two primaries using Rule M10. (The pathologist may stage it as T1b or T1c because AJCC staging says a T1 tumor is limited to one or both tubes. SS2018 code 1 also includes tumor limited to one or both tubes.)



Date of Diagnosis:



May be the date of imaging (possibly due to mets), physician statement of ovarian cancer, date of biopsy (would most likely be a site other than the primary), or date of surgery.



Primary Site:



If it’s not clear where the tumor originated, use the following criteria to distinguish ovarian primaries from peritoneal primaries.

· The primary site is probably ovarian when it’s described as a bulky mass or omental caking, unless:

· Ovaries have been previously removed.

· Ovaries are not involved.

· Ovaries have no surface implants/area of involvement > 5 mm.

· The primary site is probably peritoneum when it’s described as seeding, studding, or salting.



Tubo-ovarian Serous Carcinomas (per SINQ 20210025: https://seer.cancer.gov/seer-inquiry/inquiry-detail/20210025/):

Primary site when there is conflicting information.

· When the choice is between ovary, fallopian tube, or primary peritoneal, any indication of fallopian tube involvement indicates the primary tumor is a tubal primary.

· If there is no information about the fallopian tubes, refer to the histology and look at the treatment plans for the patient.

· If all else fails, you may have to assign C579 as a last resort.

· For additional info, see the CAP GYN protocol, Table 1: https://documents.cap.org/protocols/Ovary_FT_Perit_1.3.0.2.REL_CAPCP.pdf



Histology:



	For 2023+ cases, use the Other Sites rules for cases diagnosed 1/1/2023 forward.

	(https://seer.cancer.gov/tools/solidtumor/)



New terms (not new codes) for 2018+:

		8461/3 High-grade serous carcinoma

		8460/3 Low-grade serous carcinoma



For papillary serous carcinoma:

· For cases diagnosed prior to 1/1/2021: Since this term has a corresponding ICD-O code (8460/3), use that code, regardless of whether it’s high or low grade. Code the grade in the grade fields.

· For cases diagnosed 1/1/2021 forward, use 8441/3. Code the grade in the grade fields.



Code the histology diagnosed prior to neoadjuvant treatment. Code the most specific pathology from either resection or biopsy. (See the Histology Section of the Other Sites rules for more info.)



Tumor Size Summary:



May be on the path report, but if there was neoadjuvant treatment, you should look in imaging instead.



Lymph Vascular Invasion:



Cases 2021+: No longer “Not Applicable.” Should now be coded like other sites.



Number of Positive Regional Nodes: 



	They may or may not take out regional nodes during surgery.



Number of Regional Nodes Examined:



	They may or may not take out regional nodes during surgery.



Date Regional LN Dissection: 



	They may or may not take out regional nodes during surgery.



************************************************************************************************************



Staging:



Grade:



	Ovary uses Grade Table 15.

	Immature teratomas and serous carcinomas: use L & H.

	All other histologies: use 1, 2, & 3.

	Borderline tumors: use B.

If you have a teratoma or serous carcinoma but don’t have a statement of low or high, or if you have one of the other histologies but don’t have a nuclear grade, use code 9.

	

If you ONLY have grade info from a peritoneal or omental biopsy, you can use that to code grade even though it’s not the primary site and even if it’s not contiguous extension. This is an exception they have made for ovarian/fallopian tube/primary peritoneal carcinomas ONLY.

(See CAnswer Forum: https://cancerbulletin.facs.org/forums/node/92926)



Stage:



Ovary, Fallopian Tube, and Primary Peritoneal Carcinoma are now covered in the same chapter in the AJCC manual (Ch. 55).



Clinical Stage:



It’s common to not be able to stage an ovarian cancer clinically. If you don’t have a definitive statement that it’s an ovarian cancer or at least a physician statement showing that he/she believes it’s ovarian cancer, clinical stage is T(blank) N(blank) M(blank), Stage Group 99. However, if there is a statement that it’s ovarian cancer, or the physician believes it to be ovarian cancer, then do assign a clinical stage.



They will rarely biopsy ovarian tumors because they could rupture the capsule, causing the malignancy to spread. However, they may biopsy an omental mass, for instance.



From AJCC ONLINE MANUAL

Clinical stage classification is based on patient history, physical examination, and any imaging done before initiation of treatment. Imaging study information may be used for clinical staging, but clinical stage may be assigned based on whatever information is available. No specific imaging is required to assign a clinical stage for any cancer site. When performed within this framework, biopsy information on regional lymph nodes and/or other sites of metastatic disease may be included in the clinical classification. The TNM is denoted by use of a lowercase c prefix: cT, cN, and cM0, cM1, or pM1. The M category use of cM or pM is based on method of assessment.

See General Staging Rules Table and Stage Classifications Table in Supplemental Information for additional guidance, including the time frame/staging window for determining clinical stage.





Clinical/Pathological Stage:



Pay attention to whether an organ’s parenchyma is involved or just the surface of the organ. Ovarian tumors can easily float around in the peritoneal fluid and attach to the surfaces of organs and/or peritoneum (implants). This does not necessarily mean that organ is “involved.” Example:

	Tumor on capsule of liver or spleen = T3c

	Liver or splenic parenchymal mets = M1b



T category:

Discontinuous tumors in pelvic & abdominal cavities are included in the T classification.



T1 = Confined to ovaries OR fallopian tubes

T2 = Confined to pelvis

T3 = Outside pelvis (abdomen)



Clarification on T1, if STIC is not involved:

T1 is limited to ovary, OR T1 is limited to fallopian tube. It cannot be both.

So, an ovarian primary with involvement of a fallopian tube would be at least a T2.

(See CAnswer Forum: https://cancerbulletin.facs.org/forums/node/104356)



If the capsule is ruptured, pay attention to whether it happened prior to surgery, during surgery, or after it was out of the patient.

Ruptured before surgery = T1c2

Ruptured during surgery = T1c1

Ruptured after it’s out of the patient does not affect staging.



The following are in the PELVIS:

Adnexae		Mesosalpinx (Mesovarium)	Rectum

Bladder		Ovaries			Sigmoid colon

Bladder serosa	Parametrium			Sigmoid mesentery

Cul-de-sac		Pelvic peritoneum		Ureter (pelvic portion)

Fallopian tubes	Pelvic wall			Uterus

Ligament(s) (broad, ovarian, round, suspensory)	Uterine serosa



The following are in the ABDOMEN:

Abdominal mesentery		Kidneys			Retroperitoneal LNs

Abdominal peritoneum	Liver (peritoneal surface)	Spleen (peritoneal 

Diaphragm			Omentum				   surface)

Gallbladder			Pancreas			Stomach

Infracolic omentum		Pericolic gutter		Ureter (outside 										pelvis)

Intestines (large or small, except C187, C199, C209)



Carcinomatosis, in the case of ovarian cancer, may refer to peritoneal implants, especially when the implants are numerous. So, this would be included in the T category, not the M category.



Synchronous primary tumors in paired organs: When both ovaries are involved, you will not use the (m) suffix since this is covered by the T category.

(See CAnswer Forum: https://cancerbulletin.facs.org/forums/node/95224)



N category:

Regional LNs:

Intra-abdominal			Pelvic, NOS

Para-aortic, NOS			     Iliac, NOS

· Aortic				Common

· Lateral aortic			External

· Lateral lumbar			Internal (hypogastric, obturator, NOS)

· Periaortic			     Paracervical

Retroperitoneal, NOS		     Parametrial

Subdiaphragmatic	     		     Sacral, NOS

	(primary peritoneal)			Lateral (laterosacral)

Regional LN(s), NOS			Middle (promontorial) (Gerota’s LN)

· LN(s), NOS			Presacral

Uterosacral



Inguinal LNs are now considered distant, so they will not be included in the N category.



Pay attention to the size of the LNs. If you don’t have the size, you can use N1.



The (histologically confirmed) next to N1 is for pathological N only. It does not have to be histologically confirmed to assign a clinical N1.

(See CAnswer Forum: https://cancerbulletin.facs.org/forums/node/84393)



M category:

Make sure you don’t use cM1a. If you have a positive pleural effusion, it would be a pM1a in the clinical and/or pathological stage.

(See CAnswer Forum: https://cancerbulletin.facs.org/forums/node/98376)



Transmural involvement of intestine, which is tumor going from the surface all the way through the wall = M1b. It must be mucosal involvement for it to count. (Ex: tumor going through the serosa to the muscularis propria does not count.)



Stage group:

T3 (without the a, b, or c) with M0 will give you a Stage 99.



Summary Stage (https://seer.cancer.gov/tools/ssm/):



Ovary and Primary Peritoneal Carcinoma is separate from Fallopian Tube.

	

See Notes 3-6 in the manual.



Involvement of the pelvis is code 2. Involvement of the abdomen is code 7.

See above regarding what is in the pelvis vs abdomen EXCEPT:

Unlike AJCC staging, ANY liver or spleen involvement (whether capsular or parenchymal) is code 7.



Note that code 7 Distant does not exactly line up with Stage IV in AJCC.

An AJCC/FIGO stage of IIIA, IIIA2, IIIB, IIIC or III, NOS) is a code 7 in Summary Stage.



*************************************************************************************************



SSDI’s (https://apps.naaccr.org/ssdi/list/):



FIGO Stage:



With Version 3.0 of the SSDI manual (can be used for 2018+ cases): “FIGO” must be stated to be coded; if “FIGO” is not included with a stated stage, then do NOT assume it is a FIGO stage.



Version 3.1 Note 1: There must be a statement about FIGO stage from the managing physician in order to code this data item.



FIGO stage is not the same thing as FIGO grade. Only code FIGO stage in this field, do not code FIGO grade.



CA-125 Pretreatment Interpretation:



Must be prior to treatment and from blood or serum only, not fluid from chest or abdominal cavity.



Residual Tumor Volume Post Cytoreduction:



Look for a mention of cytoreduction or debulking. It’s usually done for Stage III or greater cancer. They can have quite an extensive surgery without it being a cytoreductive/ debulking surgery.



The surgery to remove as much cancer in the pelvis and/or abdomen as possible, reducing the "bulk" of the cancer, is called "debulking" or "cytoreductive" surgery. It is performed when there is widespread evidence of advanced stage of ovarian cancer with obvious spread to other organs outside the ovary, typically in the upper abdomen, intestines, the omentum (the fat pad suspended from the transverse colon like an apron), the diaphragm, or liver.



For 2023 use surgical codes A600, A610, A620 or A630



********************************************************************************************************



Text:



Pathologic:



	Text as usual, making sure to include everything needed to back up the stage.



Physical Exam:



Text as usual, making sure to include signs and symptoms pertinent to ovarian cancer, such as abdominal bloating, early satiety, unintentional weight loss, pelvic discomfort, and change in bowel habits. Also include the physician’s physical exam information.



Xray/Scan:



Text as usual, making sure to enter the results of US, MRI, CT, PET, etc., related to the primary malignancy and/or metastatic disease.



Scopes:



	There most likely won’t be any scopes for ovarian cancer.



Lab Tests:



Enter the results of the CA-125 (making sure to include whether it’s normal or elevated).



Operations:



Make sure to include the size of residual disease if there was a debulking surgery.



Remarks:



	Include information (if available) regarding cancer status.



*************************************************************************************************************



Therapy:



Surgery:



For Stage I, they may have a TAHBSO (total abdominal hysterectomy & bilateral salpingo-oophorectomy).



For Stages II – IV, they may have a debulking surgery in addition to a TAHBSO.



Notes for Code A610, Debulking WITH colon and/or small intestine resection:

· Does not have to be the whole colon; a partial colectomy counts for this.

· An appendectomy without colectomy also counts for this.



Radiation:



	Rarely used for ovarian cancer.



Chemotherapy:



Platinum-based chemotherapy is recommended for Stages II – IV, and sometimes for Stage I ovarian cancer. The preferred regimen is Carboplatin & Taxol (Paclitaxel), although other drugs such as Docetaxel, Doxil, or Cisplatin may be given.



Chemotherapy may be given prior to surgery, or it may not be given until after surgery.



They may also include a PARP inhibitor such as Olaparib (Lynparza) if the patient has a BRCA mutation, which would also be coded as chemotherapy.



For Stage III ovarian cancer, they may have Hyperthermic Intraperitoneal Chemotherapy (HIPEC), where chemotherapy (Cisplatin) is delivered directly to the abdomen during surgery. Code this just as you would code any chemotherapy, and make sure to include it when coding Systemic Surgery Sequence.



Hormone/Endocrine:



Rarely used to treat epithelial ovarian cancers. More likely to be used if the cancer comes back rather than as initial treatment. More commonly used to treat ovarian stromal tumors.



Immunotherapy:



Bevacizumab (Avastin) may be administered with chemotherapy and then continued as maintenance therapy. Other drugs may be given as well.



Other Therapy:



Code any treatment that cannot be defined as surgery, radiation, or systemic therapy here.



***********************************************************************************************************



Sources (in addition to the manuals):

Ovary 2019 webinar (NAACCR 2018-2019 webinar series)

CAP Protocol: Ovary, Fallopian Tube, or Peritoneum

NCCN Guidelines: Ovarian Cancer

SEER*Educate

Ovary, Fallopian Tube, Primary Peritoneal presentation, OCRA 2022, Denise Harrison



Created: 6/10/20

Revised: 4/30/24
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Missouri Non-Hodgkin's Lymphoma ‘3

2018-2022 stats and facts HEALTH &

SENIOR SERVICES

6983 Total cases found 11781 Non-Hodgkin's Cancer Survivors
Incidence rate by Race Death rate by Race
Black 14.0 Black

Missourians diagnOsed W|th 5'year rEIaﬁve SUrViVaI rate Is 70.2%
Non-Hodgkin's cancer
Stage*% Distribution

0.19% .

Incidence rate by Gender

White 18.5 White

23.1
Total cases found Missouri ranked 18th

in the death rate of Non-Hodgkin's
lymphoma in the US**

Localized ®Regional ® Distant ® Unknown*

Death rate in Missouri with Non-Hodgkin's
cancer per 100 thousand is

5.3

[ 5] (=] [0 =1 (=) [ (= =]

Rates are per 100,000 and age-adjusted to the 2000 US Std Population (19 age groups- Census P25-1130) standard.
*Localized, Distant, Regional, and Unknown corresponds to malignant behavior

**Rate of cancer deaths in United States, United States Cancer Statistics Data Visualization 2018-2022 Missouri Cancer Registry

For more information, please visit; and Research Center
cancerregistry.missouri.edu

MCR is a collaborative partnership between the Missouri Department of Health and Senior Services (DHSS) and the University of Missouri funded by the Centers for
Disease Control and Prevention's (CDC's) National Program of Cancer Registries (NPCR).




https://mcr.umh.edu/

https://cancerregistry.missouri.edu/
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Corpus and Uteri.pdf
Missouri Corpus and Uterus, NOS Cancers ‘3

2018-2022 stats and facts HEALTH &

SENIOR SERVICES

5823 Total cases found 12448 Corpus and Uterus, NOS Cancer
Survivors
Black 27.7 slack |
White W hite
Missourians diagnosed with 5-year relative survival rateis 81.9%

Corpus and Uterus, NOS cancer

0.40%

Stage*% Distribution
71.8

Incidence rate in female

Death rate in Missouri with
Corpus and Uterus, NOS cancer
per 100 thousand is

5.1

15.5

3.3

Localized ® Regional ®Distant ® Unknown*

Rates are per 100,000 and age-adjusted to the 2000 US Std Population (19 age groups- Census P25-1130) standard.
*Localized, Distant, Regional, and Unknown corresponds to malignant behavior Missouri Cancer Registry

and Research Center

For more information, please visit:
cancerregistry.missouriedu

MCR is a collaborative partnership between the Missouri Department of Health and Senior Services (DHSS) and the University of Missouri funded by the Centers for
Disease Control and Prevention's (CDC's) National Program of Cancer Registries (NPCR).




https://cancerregistry.missouri.edu/
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Ovarian.pdf
Missouri Ovarian Cancers “j

2018-2022 stats and facts
HEALTH &

SENIOR SERVICES

1762 Total cases found 2762  Ovarian cancer Survivors
Incidence rate by Race Death rate by Race
Black 7.6 siack |
Missourians diagnosed with 5-year relative survival rate is 48.0%

Ovarian cancer

0.09%

Stage*% Distribution
46.5

Incidence rate in Female

NV
L1

24.5
21.2

Death rate in Missouri with
Ovarian cancer per 100
thousand is

5.6

Localized ® Regional ®Distant ® Unknown*

Rates are per 100,000 and age-adjusted to the 2000 US Std Population (19 age groups- Census P25-1130) standard.
*Localized, Distant, Regional, and Unknown corresponds to malignant behavior

Missouri Cancer Registry
For more information, please visit: and Research Center

cancerregistry.missouri.edu

MCR is a collaborative partnership between the Missouri Department of Health and Senior Services (DHSS) and the University of Missouri funded by the Centers for
Disease Control and Prevention's (CDC's) National Program of Cancer Registries (NPCR).



https://cancerregistry.missouri.edu/
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Missouri Prostate Cancers ‘3

2018-2022 stats and facts HEALTH &

SENIOR SERVICES

19131 Total cases found L8497 Prostate Cancer Survivors

Incidence rate by Race Death rate by Race

White

Black

White

Missourians diagnosed with S5-year relative survival rate is 97.0%
Prostate cancer

1.59%

Stage*% Distribution

70.3

Incidence in Male

32.9%

Screening**

Death rate in Missouri with
Prostate cancer per 100
thousand is

18.1

15.4

Localized ®Regional ® Distant ® Unknown*

Rates are per 100,000 and age-adjusted to the 2000 US Std Population (19 age groups- Census P25-1130) standard. . . .
*Localized, Distant, Regional, and Unknown corresponds to malignant behavior Missouri Cancer ReQIStry

**Prevalence from BRFSS and Research Center

For more information, please visit:
cancerregistry.missouri.edu

MCR is a collaborative partnership between the Missouri Department of Health and Senior Services (DHSS) and the University of Missouri funded by the Centers for
Disease Control and Prevention's (CDC's) National Program of Cancer Registries (NPCR).




https://cancerregistry.missouri.edu/




image8.png




image9.png
College of Health Sciences

University of Missouri




