

[image: ]Missouri Cancer Registry
October 2025
Fellow Registrars,
We had a great turnout at the MOODS Conference held on September 26th at Boone Health.  It was great to see so many of you there!  We are looking forward to seeing you again next year!


 
October is Breast Cancer Awareness month!  Be sure to get your annual screening done.  The attached one-pager provides Missouri Breast Cancer Stats from 2018-2022.  I have also included the statistical one-pager for Liver and IHBD cancers.
Due Dates
To be on track, large hospitals (>500 cases/yr.) typically are expected to have abstracted March 2025 diagnosis cases by October 15, 2025. Smaller facilities (<300 cases /yr.) were expected to report the 1st Quarter of 2025 by October 15, 2025.
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. 

NAACCR Webinars:
NAACCR Webinars are now available on the MCR website at https://cancerregistry.missouri.edu/education/educational-webinars-and-recordings/  Contact Lucinda Ham at lahf5p@health.missouri.edu for the password.  After gaining access to the webinars, click on the file folder for the month. The webinar materials are readily accessible and can be downloaded.
NAACCR Webinar: Coding Pitfalls 2025, September 2025

Upcoming NAACCR Webinar: Oral Cavity & Minor Salivary Glands 2025, October 2, 2025, 8-11 a.m. The webinar will cover the anatomy, solid tumor rules, staging and treatment of oral cavity and salivary glands. Examples, quizzes and case scenarios are included. To attend the live broadcast in Columbia, MO, sign up here: 
https://www.signupgenius.com/go/10C054CACAE28A0F8C25-59092551-oral

YouTube – Casefinding Audits: Reducing Missed Cases and Strengthening Clinical Accuray
Check out our newest YouTube on Casefinding Audits created by Deborah Carey.  This video shows how to easily find cancer cases in your disease index – provided it is in Excel format. https://www.youtube.com/channel/UCsm_Eu4-pqIdZibqeyOecUQ
[bookmark: _Hlk210035767]Show Me Tip
Deborah Carey, ODS-C, created the attached Show Me Tip on Breast Cancers.  This edition is full of great tips on how to properly code and abstract breast cancers.  Be sure to check it out! 

                                                                

Missouri Oncology Data Specialist Educational Conference – September 26th
We had a wonderful day at the MOODS Conference! Attendees learned about Cancer Statistics in Missouri, Advances in Technical & Surgical Treatment of Breast Cancer; Death Clearance; Hematopoietic Neoplasm Coding, Current Staging, Treatment & Outcome in Hematopoietic Diseases; Surgical Management of Liver & Peritoneal Metastasis from Colorectal Cancer, and a roundtable discussion on How Information is Used in the Registry and lastly.  The day ended with a rousing game of MCR Jeopardy!


Special thanks to our presenters, Jeanie Shaneberger at Boone Health, for providing the location, and the MCR team for their contributions and assistance with the conference.
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Dr. Ashley Wilbers						Dr. Cherian Verghese
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Dr. Vikas Satyananda					          	Dr. Iris Zachary
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Stacy Barr, BS, ODS-C				          	Lucinda Ham, RHIA, ODS-C
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This group of individuals were recipients of Shining Star awards for meeting the Gold Certificate criteria three years in a row.
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YouTube – Casefinding Audits: Reducing Missed Cases and Strengthening Clinical Accuray
Check out our newest YouTube on Casefinding Audits created by Deborah Carey. This video shows how to easily find cancer cases in your disease index – provided it is in Excel format. https://www.youtube.com/channel/UCsm_Eu4-pqIdZibqeyOecUQ

MCR Training and Online Courses 
The MO Oncology Data Specialist Study Guide and Fundamentals of Abstracting courses have been recently updated.  We have also added additional courses to the MCR Course Catalog. Click on the following link to enroll in any of these courses.
https://cancerregistry.missouri.edu/education/educational-webinars-and-recordings/
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Death Clearance
If you indicated that you have missed cases, please submit them as soon as possible to MCR.
[bookmark: _Hlk172203981][bookmark: _Hlk139003456]
Ready for 2025 Cases!
MCR updated its Registry Plus Suite of software programs to V25B. We are now ready to accept 2025 cases. Reach out if you run across any issues with this upgrade. The V25B metafile can be found on the NAACCR Clearinghouse for your vendors or the zip file can be downloaded from the MCR website at this link https://cancerregistry.missouri.edu/reporting/cancer-reporting-hospital/

Missouri Cancer Dashboards
Missouri Cancer Registry recently added Missouri Health Maps to its website. The maps can be found by clicking on the Missouri Cancer Dashboards button on the MCR home page task bar. 

The Missouri Health maps display 2018-2022 data. This information may be helpful to you and your facility to see cancer incidence in your area. The map of Missouri is divided into zones based on population.
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Cancer InFocus Maps
Cancer In Focus Maps provide a variety of information at the county level. Under Other Dashboards, select CIF Hot Spots to see which counties are potential cancer hotspots in Missouri. These are interactive maps produced in collaboration between the National Cancer Institute and Centers for Disease Control and Prevention. The graphs provide a geographic profile of cancer burden in Missouri and reveal sociodemographic disparities in cancer incidence, mortality, risk factors for cancer, and cancer screening, across different population subgroups.
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MCR is required by NPCR to submit 90% of 2024 data during the Call for Data this November.  We have made great strides in the past month toward reaching 90% goal for 2024 cases.  




Radiation Exposure Compensation Act (RECA)
The Radiation Exposure Compensation Act (RECA), 42 U.S.C. § 2210 note, is a federal law that provides partial restitution to individuals who developed certain serious illnesses following exposure to radiation from the U.S. nuclear weapons program, or their survivors. This became effective for Missouri on July 4, 2025.  New claims may be filed through December 31, 2027.  Please see this link for guidelines on requesting information from Missouri Cancer Registry https://cancerregistry.missouri.edu/reca/

NEWS FROM THE STANDARD SETTERS
SEER Educate News 
September 2025 News – SEER Registration Workshop
Register now at NCRA to secure your online seat for the virtual meeting. On the NCRA homepage, click on Conference and then on 2025 SEER Workshop. Registration deadline is November 21, 2025, or until meeting capacity is reached.

The virtual meeting will be held December 8, 10, and 12, 2025, from 12:00 to 5:00 pm ET each day.

If you encounter an issue with the meeting registration, contact Nancy Allen at nallen@ncra-usa.org.
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)
· November 11 (Veterans Day)
· November 27-29 (Thanksgiving)
· December 24-26 (Christmas) - January 1 (New Years Day)

NAACCR
The NAACCR Data Standards, Data Dictionary v26, and 2026 Implementation Guidelines are now available on the NAACCR website. https://www.naaccr.org/



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


Department of Public Health
1095 Hospital Drive | Columbia MO 65211
[bookmark: _Hlk191384503]O: 573-882-7775 | C: 573-220-2438
F: 573-884-9655 | E: lahf5p@health.missouri.edu
W:  https://cancerregistry.missouri.edu/
	“Alone we can do so little, together we can do so much” – Helen Keller
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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) (DP2202-22-04) and a Surveillance Contract between DHSS and the University of Missouri.
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Female Breast Cancer.pdf


Missouri Female Breast Cancers
2018-2022 stats and facts


Black


Female Breast Cancer Survivors


 Incidence rate in Missouri with 
Female Breast cancer per 100 


thousand is 


 5-year relative survival rate is


Screening**


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
**Prevalence from BRFSS


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).


Missouri Cancer Registry 
and Research Center


Stage*% Distribution


55.5%


20.7%


5.6%


1.3%


16.9%


Localized Regional Distant Unknown* In situ


Death rate in Missouri with 
Female Breast cancer per 100 


thousand is 


Incidence rate by Race Death rate by Race


Black


White White


Total cases found


132


137.2


28.7


19.3


 Incidence rate among 
female


26792 66385


75.00%


136.60


89.80%


19.8


136.6



https://cancerregistry.missouri.edu/
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Liver and IHBD cancer.pdf


Missouri Liver & Intrahepatic Bile Duct Cancers
2018-2022 stats and facts


5,823


Black


Liver & Intrahepatic bile duct 
Cancer Survivors


 5-year relative survival rate is


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 the United States,  United States Cancer Statistics Data Visualization 2018-2022


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).


Missouri Cancer Registry 
and Research Center


Stage*% Distribution
42.7%


24.0%
22.7%


10.6%


Localized Regional Distant Unknown*


Death rate in Missouri with Liver  & Intrahepatic
duct cancer per 100 thousand is 


Incidence rate by Race Death rate by Race


Black


White White


Total cases found


12


8


9.8


Incidence rate in Missouri with Liver & 
Intrahepatic bile duct cancer per 100 thousand 


is 


6.4


 Incidence rate by Gender


3558 1740


17.20%


8.50


6.8


4.8 12.7


 Missouri ranked 9th in the death 
rate of Liver & Intrahepatic bile 


duct cancer in the US**



https://cancerregistry.missouri.edu/
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Breast Cancer 
 


 


 


 


 


 


 


 


 
 


 


https://seer.cancer.gov/manuals/2025/AppendixC/Coding_Guidelines_Breast_2025.pdf  


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


BREAST PRIMARY SITE CODING  
 


The breast primary site clock is used to accurately assign the topographic location of a breast tumor.  The “clock” analogy 
refers to how the breast is divided into segments like the face of a clock.  In this system, the nipple is considered the center 
of the clock, and tumor locations are assigned based on their position relative to this central point.  


For example, a tumor located at the upper outer quadrant of the right breast at the 10 o’clock position is recorded differently 
than one located at the same 10 o’clock position on the left breast, due to the mirror-image orientation.  


For the right breast, 12 o’clock is at the top, 3 o’clock is lateral (outer side), and 9 o’clock is medial (inner side).  


For the left breast, the orientation is flipped—3 o’clock is medial and 9 o’clock is lateral. This distinction is crucial in deter-
mining the correct laterality and topography code. 
 


SEER’s Coding Manual Appendix C provides specific ICD-O-3 topography codes for breast subsites (C50.0–C50.9), such as: 
 


• C50.1: Central portion of the breast (includes the nipple) 


• C50.8: Overlapping lesion of breast (used when the tumor spans more than one subsite) 


• C50.9: Breast, NOS (used only when no subsite is mentioned) 


 


Laterality must be coded for all subsites.  Breast primary with positive nodes and no breast mass found: Code laterality to 
the side with the positive nodes.  


When to use Breast NOS C509 


• Non-contiguous multiple tumors in differ-
ent quadrants/subsites of same breast   


• Unknown/unable to identify in which quad-
rant/subsite the tumor is located  


(Example: Outpatient biopsy with no quad-
rant identified. Patient lost to follow-up.)   


• Inflammatory carcinoma; diffuse tumor 


Registrars are instructed to use the most specific subsite mentioned in the medical record. When multiple clock-
face positions are provided or when imaging/pathology notes indicate tumor spread across quadrants, SEER rec-
ommends using code C50.8 (overlapping lesion).  


Importantly, if the medical record only lists a clock time but no quadrant, coders are expected to translate that 
clock time into the appropriate quadrant using the breast clock guidelines. 


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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 INVASIVE & IN SITU BREAST CANCER  
Invasive and in situ cancers differ in how deeply the cancer cells have penetrated the tissues where they originated. 


These differences are crucial for diagnosis, staging, treatment, and prognosis—especially in breast cancer. 


IN SITU 
In situ cancer refers to a non-invasive condition where 
abnormal cells are confined to the layer of cells where 
they first developed. In breast cancer, the most com-
mon form of in situ disease is ductal carcinoma in situ 
(DCIS), where abnormal cells are located inside the 
milk ducts but have not spread beyond the duct walls. 
Less commonly, lobular carcinoma in situ (LCIS) occurs 
in the milk-producing lobules. Because in situ cancers 
haven’t invaded surrounding tissue, they are generally 
stage 0 and considered highly treatable with a very 
low risk of metastasis, though some may progress if 
left untreated. 


 


 


 


 


 


 


 


 


 


INVASIVE 
Invasive cancer (also called infiltrating cancer) occurs 
when abnormal cells break through the basement 
membrane of the ducts or lobules and invade nearby 
breast tissue. This allows the cancer to potentially 
spread to nearby lymph nodes and distant organs.  
The most common invasive breast cancer type is inva-
sive ductal carcinoma (IDC), followed by invasive lobu-
lar carcinoma (ILC). Invasive cancers are assigned a 
stage I–IV depending on tumor size, lymph node in-
volvement, and presence of metastases. They often 
require more aggressive treatment, including surgery, 
radiation, chemotherapy, and/or hormonal therapy. 
 
 
 
 
 
 
 
 
 
 


https://seer.cancer.gov/tools/solidtumor/ 
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CODING GRADE FOR IN SITU CANCER 


GRADE ID (12) BREAST, Clinical Instructions, Note 6 In situ tumors:   


• The preferred grading system for in situ tumors is based on a 3 grade Nu-
clear system, and is defined as Low (L) (Nuclear Grade 1), Intermediate 
(M) (Nuclear Grade 2), or High (H) (Nuclear Grade 3)  


• Documentation for these grades may be 1/3, 2/3, 3/3. This notation is 
documenting the nuclear grade, not the Nottingham grade.   


• If a pathologist uses a Nottingham grade (i.e., G2) for an in-situ cancer, 
they are documenting the nuclear component of the Nottingham score. 


You would still assign L, M, or H as appropriate for the in-situ tumor  


• Do not use grades 1, 2, 3 for in situ tumors  


https://www.naaccr.org/wp-content/uploads/2024/10/Grade-Coding-Instructions-and-Tables-v3.2_printed.pdf?
v=1736344473 


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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 DUCTAL CARCINOMA / LOBULAR CARCINOMA 


Ductal and lobular breast cancers are the two most common histologic types of breast cancer, distinguished by 
where they begin in the breast and how they tend to grow and spread.  


DUCTAL CARCINOMA 
Ductal carcinomas begin in the milk ducts, the tubes 
that carry milk from the lobules (milk-producing 
glands) to the nipple.  


The most common form is: 
 


Invasive Ductal Carcinoma (IDC) ICD-O-3 code 8500/3 


Cancer cells have broken through the duct wall 
and invaded surrounding breast tissue. 


IDC can spread to lymph nodes and beyond if un-
treated. 
 


Ductal Carcinoma in Situ (DCIS) ICD-O-3 code 8500/2 


A non-invasive cancer where abnormal cells re-
main confined within the ducts. 


Considered stage 0 and highly treatable. 


LOBULAR CARCINOMA 
Lobular carcinomas start in the lobules, which are the 
glands that produce milk.  


The most common type is: 
 


Invasive Lobular Carcinoma (ILC) ICD-O-3 code 8520/3 


Cells tend to grow in a single-file pattern, making 
the tumor harder to detect on imaging or physical 
exams. 


ILC is also more likely to be bilateral (found in both 
breasts) or multifocal. 
 


Lobular Carcinoma in Situ (LCIS) ICD-O-3 code 8520/2 


Not a true cancer but a marker of increased risk 
for developing invasive cancer in either breast. 


Often found incidentally during biopsies. 


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


TERMINOLOGY 


Synchronous Example 


Existing or occurring at the same time.  Tumors that are diag-
nosed at or about the same time (equivalent terms: simulta-
neous, concurrent, existing at the same time.) 


Example 


Patient diagnosed with two cancers at the same 


time.  PET scan revealed two separate non-


contiguous tumors in the right breast.      


Metachronous 


At a later point in time, occurring or starting at different 
times.  Means there are tumors that are presenting/
diagnosed at a different times.   


Initial tumor diagnosed and removed; patient re-
turns years later presenting with a new tumor. 


De Novo Example 


From the beginning, new disease. The presence of metasta-
sis at presentation.   


Patient presented with a de novo metastatic 
breast cancer. (Indicates the patient does not have 
a previous history of breast cancer and the cancer 
is not metastasis is not form a previous primary.)   


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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CODING HISTOLOGY  


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


Use these guidelines for one or more invasive histology within a single tumor and are in priority order: 


Two histologies within a single tumor will be either:  
• A NOS and a subtype/variant OR 
• Different histologies (different rows in Table 3 OR different subtypes in Table 3 Column 3 OR a combina-


tion code from Table 2 and a code from Table 3)  


A. Code the subtype/variant (specific 
histology) ONLY when documented to 
be greater than 90% of the tumor.  
Note: When a histology is listed as 
“minimal”, “focus/foci/focal”, 
“microscopic”, you can assume the oth-
er histological portion comprises greater 
than 90% of the tumor.  


1. NOS and a subtype/variant 


EXAMPLE: Patient underwent an excisional biopsy with a patho-
logic diagnosis of invasive cribriform carcinoma 8201/3. There was 
microscopic involvement of one margin. The patient chose to have 
a total mastectomy. Pathology from the total mastectomy showed 
minimal residual invasive carcinoma NST 8500/3. Because the in-
vasive carcinoma NST was minimal, the subtype/variant invasive 
cribriform carcinoma 8201/3 is assumed to be greater than 90% of 
the tumor.  


B. Code the NOS/NST when the subtype/variant is documented to be less than or equal to 90% of the tumor 
OR the percentage of subtype/variant is unknown/not documented.  


2. Different histologies 


A. Code the histology which comprises 
the majority of tumor.  
 


Note 1: This instruction does 
not apply to:  
Invasive carcinoma NST/ductal 
and lobular carcinoma (use the 
combination code 8522/3) 
Mucinous carcinoma and a 
different histology (see Histolo-
gy Rules)  
Metaplastic carcinoma, NOS 
and subtypes/variants and inva-
sive carcinoma, NST (see Histol-
ogy Rules)  


Note 2:  The following terms do 
not describe the majority of 
tumor.   
Architecture                 Pattern(s)  
Component                   Subtype  
Differentiation*           Type  
Features (of)*              Variant  
Foci; focus, focal  
*Unless there is an exact ICD-O 
term that includes 
“differentiation” or “features”  


B. Code a combination code using Table 
2 in the Equivalent Terms and Definitions 
when the majority is unknown/not docu-
mented.  


Do not code apocrine carcinoma when the diagnosis specifies ap-
ocrine differentiation or features. Apocrine differentiation is fre-
quently present in:  
Carcinoma NST/duct carcinoma  ο Subtypes/variants of carcinoma 
NST/duct carcinoma  
Lobular carcinoma NOS  ο Pleomorphic lobular carcinoma in situ   


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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CODING HISTOLOGY  


 


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


A. 
The only diagnosis available is one histology term described by ambiguous 
terminology  
• CoC and SEER require reporting of cases diagnosed only by ambiguous 


terminology  
• Case is accessioned (added to your database) based on ambiguous ter-


minology and no other histology information is available/documented 


3. Ambiguous Terminology 


EXAMPLE: Outpatient biopsy 
says probably apocrine carci-
noma. The case is accessioned 
(entered into the database) as 
required by both SEER and 
COC. No further information is 
available. Code the histology 
apocrine carcinoma. The case 
meets the criteria in #3A. 


B. 
There is a NOS histology and a more spe-
cific (subtype/variant) described by am-
biguous terminology 
 
• Specific histology is clinically con-


firmed by a physician (attending, 
surgeon, oncologist, etc.) OR  


 
• Patient is receiving treatment based 


on the specific histology described 
by ambiguous term  


If the specific histology does not meet the criteria in #3B, then code the NOS histology.  


EXAMPLE:  
Example 1: The pathology diagnosis is carcinoma NST consistent 
with pleomorphic carcinoma. The oncology consult says the pa-
tient has pleomorphic carcinoma of the right breast. This is clinical 
confirmation of the diagnosis.  Code pleomorphic carcinoma. The 
case meets the criteria in bullet 1.  


EXAMPLE:  
Example 2: The pathology diagnosis is sarcoma consistent with 
liposarcoma. The treatment plan says the patient will receive the 
following treatment for liposarcoma of the breast. Treatment plan 
confirms liposarcoma. Code liposarcoma. The case meets the cri-
teria in bullet 2.   


Code the specific histology described by ambiguous terminology (list fol-
lows) ONLY when A or B is true:  


List of Ambiguous Terminology 


 


 
Apparently  


Appears  
Comparable with  
Compatible with  
Consistent with  


Favor(s)  
Malignant appearing 


Most likely  
Presumed  
Probable  


Suspect(ed)  
Suspicious (for)  


Typical (of)  


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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SOLID TUMOR RULES 


 


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


Rule M5 


Abstract multiple primaries when the patient has 
a subsequent tumor after being clinically disease-
free for greater than five years after the original 


diagnosis or last recurrence.   


 


Note 1: The rules are hierarchical. This rule only ap-
plies when there is a subsequent tumor in the same 
breast. In other words, a primary in the contralateral 
breast does not start the “clock” over.   


Note 2: Clinically disease-free means that there was 
no evidence of recurrence on follow-up.   


• Mammograms are NED  


•  Scans are NED  


Note 3: When there is a recurrence less than or equal 
to five years of diagnosis, the “clock” starts over. The 
time interval is calculated from the date of last recur-
rence. In other words, the patient must have been 
disease-free for greater than five years from the date 
of the last recurrence.  


Note 4: When it is unknown/not documented wheth-
er the patient had a recurrence, use date of diagnosis 
to compute the time interval.  


Note 5: The physician may state this is a recurrence, 
meaning the patient had a previous breast tumor 
and now has another breast tumor. Follow the rules; 
do not attempt to interpret the physician’s state-
ment.   


Note 6: When a breast resection was done and a sub-
sequent tumor is identified in the remaining chest 
wall, muscle, or skin AND there was no residual 
breast tissue identified in the resected specimen, this 
is a recurrence and not a new primary.   


 


Primary Left Breast Cancer Diagnosed on 1/1/24 


Treatment of Left Breast Mastectomy on 3/1/24  


Follow-up CT = No Evidence Disease on 12/1/24 


 


Initial Disease-free clock starts on 1/1/24  


 


Example:  


Answer: Each recurrence restarts the 
breast cancer timing clock. 


Primary Left Breast Cancer Diagnosed on 1/1/24 


Treatment of Left Breast Mastectomy on 3/1/24  


Follow-up CT = No Evidence Disease on 12/1/24 


 


Recurrent Left Breast Cancer Diagnosed 10/1/25  


 


 


Disease-free clock re-starts on 10/1/25 


If the patient has not had a recurrence or 
when its unknown whether the patient 


had a recurrence divert back to the date of 
diagnosis to compute the time interval.  


Question: When does the clinically 
disease free clock start?  


Example: (restarting the “clock”) 


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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Coding...Abstracting...Education…  


SOLID TUMOR RULES 


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


 


 


 


 


Abstract a single primary when there are multiple SYNCHRONOUS, separate/ non-contiguous tu-
mors of carcinoma NST/duct and lobular. 


 


The difference in the rule is they have to be synchronous (at the same time) prior to first course 
treatment.    


UPDATE TO RULE M10 for 2026 


Rule M10 
 


Abstract a single primary when there are multiple tumors of carcinoma NST/duct and lobular.  
 


• Both/all tumors may be a mixture of carcinoma NST/duct and lobular 8522 OR  


• One tumor may be duct and another tumor lobular OR  
• One tumor may be mixed duct and lobular 8522, the other tumor either duct or lobular  
 


Note 1: Tumors must be in the same breast. 
 


Note 2: Carcinoma NST/duct includes:  
• DCIS 8500/2  


• Carcinoma NST 8500/3 
• Carcinoma with osteoclastic-like stromal giant cells 8035/3 (subtype/variant of carcinoma NST)  


• Cribriform carcinoma 8201/3 


• Pleomorphic carcinoma 8022/3 
 


Note 3: Lobular carcinoma includes:  
• In situ lobular carcinoma 8520/2  


• In situ pleomorphic lobular carcinoma 8519/2  
• Invasive lobular carcinoma 8520/3  


• Invasive pleomorphic lobular carcinoma 8520/3  
 


Note 4: When a mixture of behaviors is present in carcinoma, NST and lobular carcinoma, follow 
the H rules to determine the correct histology code.  


 


Note 5: For cases initially diagnosed as in situ with subsequent invasive tumor and stated to be a 
single primary per M10, edit the original abstract as follows:  


• Do not change date of diagnosis.  


• For cases which were abstracted as in situ (/2), change the code on the original abstract to 
8522/3.  


• Report all data changes for cases which have been submitted to the central registry.  


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) (NU58DP007130-04) and a Surveillance Contract between DHSS and the 
University of Missouri.  
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image6.jpeg




image7.jpeg
©
u
o
=
<
S
w
S
w
&
@





image8.jpeg
®

BACKGROUND

* Colorectg| canceris 3rd most
* 15% present
CRLM

common in U
ith synchronoys liver metasta

* Upto 60% develop liver Metastasi

* Majority of mortality is due to met

* Mostly unresectable but metastatectomy of
Year overall survival to 50-60%





image9.png




image10.jpeg




image11.jpeg




image12.jpeg




image13.png
MOODS 2025





image14.png
ONCOLOGY DATA
JEOPARDY

See you next year

MOODS 2026
Save the Date September 25, 2026




image15.png
o=

€ @ Abstracting for Non-
Hospital and Low-Volume
Cancer Reporters

“Abstracting for Non-Hospital and Low-
Volume Cancer Reporters” course focuses on
the unique challenges and requirements of
non-hospital cancer and low-volume hospital

reporting, ensuring that data collected from...

© B uicsim

Self-paced
FREE @

¢ @ FUNDAMENTALS OF
ABSTRACTING | MU Non-
Credit

This class s for new abstractors who are not
familiar with the abstracting process. If you
are not familiar with abstracting and/or the
required fields, this is a great place to start
learning.

© B uicsim

Time limit: 90 days
$50 @

MCREDUCATION ODS
SHORTS

This collection of short videos s curated to

assist with comprehending key
responsibilities at the Missouri Cancer

Registry, along with offering abstracting tips

to prepare for the Certification Examination...

© B uicsim

Self-paced
FREE @

MO Oncology Data Specialist
Study Guide Course (Quizzes)

‘The study guide s designed to cover, in
summary form, the major content areas of the
Certification Examination for Tumor
Registrars.

© B uicsim

Time limit: 365 days @
$50




image16.png
@ Seamless Reporting to
MCR | MU Non-Credit

"Seamless Reporting to MCR: Streamlining.
Data Submission and Compliance” course
guides participants through Missouri Cancer
Registry's reporting requirements, data
submission processes, and compliance...

©BucH

Self-paced
FREE @




image17.png
Missouri Cancer Registry and Research Center
College of Health Sciences

About Us Contact Us Data v Reporting v Education v Web Plus Login Missouri Cancer Dashboards v




image18.png
MISSOURI
HEALTH MAPS

Missouri Cancer Maps is an interactive mapping tool of cancer data for 100 cancer reporting zones in Missouri. You can map cancer
incidence for the 25 most common invasive cancer sites and for all sites combined and filter by sex and race/ethnicity. to

review methodology, data sources, and more.

Cancer Incidence 6

Area Type

Zone

Location Search @

1095 Hospital Drive, Columbia, MO 65, Q,

Time Period

5-Year: 2017-2021

Cancer Site/Type

All Cancer Sites

Sex @

All Sexes

Race/Ethnicity @

All Ethnicities

Location Details

Zone: Boone 2 (A9048zg)
Counties: Boone County
Places: Ashland, Columbia, Huntsdale

@ Box Zoom

Saint Joseph

TOPEKA*

oria®

Jopli

Burlington=

& Download v & Print Page
; X

Columbia

MISSOURI
Jefferson'City

Springfield

Color By
[ Incidence V]
333.7 591.7 ©
Quincy)
Springfield= Decatury
Saint{Charles;
STYLOUIS]
Belleville=

Carbondale=

Reference Layers x-
Base Map

Poplar; Bluff} Labels
O Counties

O Zones




image19.png
Cancer InFocus Home Other Dashboards ¥ Data Sources About

Cwu STM Sociodemographics o

Missouri Presented by : Total Population
\ ACS 5-Year, 2019 - 2023 5

1,956 996,618

Select a geographic level

County

Select a category of variables

Sociodemographics

Select a variable to map

Total Population

Add geographies Add locations

Nothing selected Nothing selected v

[0 Download Map

BB Download Data




image20.png
Cancer InFocus Home Other Dashboards ¥ Data Sources About

CIF Hor Spots B - ®

Missouri

Presented by

Cancer Incidence (age-adj per 100k)
All Cancer Site

(All Races, All Sexes)

US Cancer Statistics, 2018 - 2022

Hottes

Settings & Info ~

Select a geographic level

Select a category of variables N
Cancer Incidence (age-adj per 100k)

Select Race/Ethnicity Select Sex T
All Races All Sexes E—N

Select a variable to map |
All Cancer Site L |

@O Calculate Hot Spots

Add locations [ Download Map

BB Download Data





image21.png
Case Completeness for 12 Months and 24 Months

50K

% for YR 2023 (24 Months)

40K

30K

% for YR 2024 (12 Months)

20K

10K

3

Iequisydas
JsnBiy
fin

auny

few

Iy
wiew
Aenigey
AKenuer
Joquieq
JoquIAON
1800120
Iequisydag
JsnBiy
Ain

auny

few

Iy
wiew
Aenigey
AKenuer
Joquieq
JoquIAON
1800120
Iequisydag
JsnBiy
Ain

auny

few

2025

2024

2023




image22.png
College of Health Sciences

University of Missouri




image23.jpeg




