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oo Q&A

* Please submit all questions concerning webinar content through
the Q&A panel.

* Reminder:

— If you have participants watching this webinar at your site, please
collect their names and emails.

— We will be distributing a Q&A document in about one week. This
document will fully answer questions asked during the webinar and
will contain any corrections that we may discover after the webinar.
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eee Fabulous Prizes

BACK TO
SCHOOL

“Bonl 1ONES BHOTOSRAPHY

eee Agenda

* Coding Pitfalls in the Context of Text Documentation
e Purpose and Use of Text Documentation
* NCRA Informational Abstracts Series

e Other Documentation Resources

* Coding Pitfalls and Text ’ @
— Lung
— Colon
— Melanoma

— Brain and CNS
* Text Pointers for Changing Registry Standards
e Coding Pitfalls and Text — Quiz
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eee Coding Pitfalls in Context of Text Documentation

* Text Documentation as a Requirement for Abstracting
* We All Make Abstracting and Coding Mistakes

e Our Abstracts are Not Just a Bunch of Codes

* Explains the Continuum of Cancer Care

* Helps Identify Missing Information D.LK.W.

* Helps Improve Abstract Quality v’ Data

* Improves Overall Data Quality v Information
* Not Everything Gets Coded v’ Knowledge

e Text is a Valuable Resource Y Wisdom

e Codes are Just Numbers...

NACCR
eee Coding Pitfalls in Context of Text Documentation
Figure 1: Data Quality Dimensions
15 all necessary Az all data values within the
dala present? value domains specified
by Ihe busimess?
D..LK.W.
D|Psdala mllact Lha
- e ¥ Data
Is.th. data m ny .
e v’ Information
v Knowledge
v Wisdom
ks data consistent
A the rdations betwesn behwazien sysheires? Do
entities anid athribites duplicati records est?
wansishent? Within tables
and between?
http://www.realisedatasystems.com/3-reasons-why-data-quality-should-be-your-top-priority-this-year/ NAA@
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eee Purpose and Use of Text Documentation

* Purpose: Describe the patient’s continuum of cancer care
from presentation symptoms to diagnosis, from workup to
staging, from treatment to progression and any care post-
treatment until the end of life whether due to cancer or not.

* Explain/Confirm/Validate/Supplement Codes
* Who Uses Text and How Do They Use It?

— New Registrar Learning to Abstract

— Hospital Registrar and Physicians

— Central Registry and Data Quality

— Clinical Research and Other Data Users
— Epidemiologist and Use of Text

— Feedback to Individual

— Feedback for Training

ees Purpose and Use of Text Documentation

* Your Text Should Tell a Story...

* Overall: helps reinforce critical data items and helps identify where
abstractors and coders have problems or do not understand certain
new (and older) concepts, instructions, etc.

* New Registrar: Used as a check on your learning progress
* Hospital Registrar: When you are no longer there & physician QC
* Registry Manager: Quality Control of Contractors and FTE Staff

* Central Registry: Quality Control, Setting Override Fields, Visual Editing,
Data Quality Audits and New Abstractor Review

* Data User & Researchers: Clinical Summary in English for quick view of
cases in language they understand and Use in Patient Contact Studies

VAR
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*  When Information is Missing or Incomplete in the Medical Record — document info is not there

eee Purpose and Use of Text Documentation

* Text documentation should always include the following components:

Date(s) — include date(s) references — this allows the reviewer to determine event chronology
Date(s) — note when date(s) are estimated [i.e. Date of DX 3/15/2014 (est.)]

Location — include facility/physician/other location where the event occurred
(test/study/treatment/other)

Description —include description of the event (test/study/treatment/other) — include
positive/negative results

Details — include as much detail as possible — document treatment plan even if treatment is
initiated as planned

Include “relevant-to-this-person/cancer” information only
DO EDIT your text documentation

DO NOT REPEAT INFORMATION from section to section
DO USE NAACCR Standard Abbreviations

DO NOT USE non-standard or stylistic shorthand

NUCR
eee Pop Quiz 1
* Text Documentation accounts for what
percent of a typical analytic case abstract?
— A. 0%-24%
— B. 24%-49%
— C.50%
— D. 50%-75%
— E. 75%-100%
* Should I include a date for each tumor
marker test or diagnostic image (CT, PET,
MRI or chest x-ray) or surgical procedure
performed that is pertinent to my case?
VAR
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« Informational Abstract: Ovarian . -
« Informational Abstract: Pancreas -
« Informational Abstract: Prostate

« Informational Abstract: Renal/Pelvis/Ureter

To test your knowledge of the Informational
Abstracts and earn CE credit, go to Other CE
Opportunities.

eee NCRA Informational Abstracts Series G
Registry
. . Education
* http://www.cancerregistryeducation.org/rr -
Informational Abstracts Video Presentation Materials
« Informational Abstract: Adult Primary: « PowerPoint Slides
Benign Brain » Where to Find Information to Abstraet ~
« Informational Abstract: Adult Primary: Various Data Items PDF
Malignant Brain » Medical Record - Breast AN
« Informational Abstract: Bladder = Medical Record - Colon ‘o\“ “a\ \
« Informational Abstract: Breast ac’(,s v ) \“%
« Informational Abstract: Cervical _— a\)S“ e‘((\\“ ae
« Informational Abstract: Colon e(:\‘\c o 63" . (\C\“/ ,
« Informational Abstract: Endometrial ’/’.\‘e—SV W \N“e R “‘.0 \
« Informational Abstract: Kidney “ege S ‘0\\0 “‘a\.\/o
« Informational Abstract: Lung . e\.o C\)«\e
+ Informational Abstract: Melanoma 0\)‘-\\“ X 00 ua
xet =

Informational Abstracts:
A Guide to Quality Abstracting
Premseted by

NCRA Education Committes
Carcle Eberle, BS, CTR
Loutse Schuman, MA, CTR

o Vo < e

eee NCRA Informational Abstracts Series

e Text Documentation is Not Just for Cancer Information

Demographic — including sex of patient and race/ethnicity
Exposures to Toxic Chemicals and Lifestyle Information
Characteristics of Neoplasm — Cancer Information
Diagnostic Workup Sections —including dates
Staging Documentation (including SSF/SSDI) a'&\°“
Treatment Detail — including dates /
No Field to Code New Information eS
Non-Standard Information )
Unique Characteristics
Other

NAACCR
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eee NCRA Informational Abstracts Series

* THIS INFORMATION IS NOT JUST FOR THE NEW ABSTRACTOR

v Follow the outline.

v/ Strive to complete all the sections.

v Be concise by using phrases, not sentences.

v" Use text relevant to the disease process and the specific cancer site.
v Use NAACCR Standard Abbreviations — don’t just make things up.

v When the abstract is completed, review thoroughly to ensure accuracy.

NAACCR

NCRA Informational Abstracts Series - Sections

* Physical Exam and History - today and leading up to diagnosis

* Physical Exam and History — chronology of care for non-analytic

* Primary Site — small field for what you coded as primary site All Sections

* Histology — small field for what you coded as histology nl i

* Diagnostic Procedures — beyond imaging, labs and pathology

Section 1 Section3

* X-Rays/Scopes/Scans — Any Imaging

* Labs —Includes Site-Specific Data Items - SSFs x“ g nl é
* Pathology — dates, final diagnosis, comments and addenda

* Treatment — each treatment type has own section for text

NAACCR
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eee NCRA Informational Abstracts Series - Sections

G an INFORMATIONAL ABSTRACT
Reg]st[‘ars A Guide to Determining What Teaxt to Include
Association

ion needed (o provide a concise analysis of the patient’s disease from diagnosis (o

treatment.

To assist registrars in preparing abstracts, NCRAs I-Zdum!im: Committee has created a series
of informational abstracts, Thes

ctermining what text to include, The outli
ey s includes eight sections: [

pecific smtu ce designe rE o maximize
.l:w"HLhmr_'. X-RaysScopes/Scans; Labs;
wstic Procedures, Pathology; Primary . Alist of relevant
resourees is located at the end of each informational abstract. The sonrees of information
noted in the various sections below are not inelusive, but they are the most common. You may
need to do additional research to complete the abstract

When using the informational abstract, follow the outline and strive to complete all the
sections. Be concise by using phrases, not sentences. Make sure to use text relevant to the
disease process and the specific cancer site and to use NAACCH Standard Abbreviations.
When the abstract is completed, review thoroughly to ensure accuracy.

PHYSICAL EXAM/HISTORY

AJNdIN

NAACCR

T

eee NCRA Informational Abstracts Series - Sections

PHYSICAL EXAM/HISTORY
Incli

. Demmaphlcs- Age, sex, race, ethnicity oF
the patient.

tef Complaint (CC): Brief Stafi

Example: 6p-year-old African-American male
R h blood in the urine and a lump
in the"abdomen. The patient smoked 1 pack
about why the patient sought medical of cigarettes/day x 35 years and stopped
are. Sometimes there are no sym 10 years ago. He drinks alcohol soc_ia[ly. Hi§5
(see 1o ===n include family hx is negative. Physical examination is

hematuria, a hngenng pain in the side, negative,

and anemia. afe: Often a kidney tumor is noted o

a workup for another problem. It is not

uncommon for a clinical diagnosis to be
ade as much as 2-3 months prior to a

loss-of:a

istory: Past history or family
history of any cancer; tobacco type,
frequency, amount; alcohol: frequency,
amount; workplace exposure; relevag

surgnmental factors.

Genetics: Birth defects or other related
genetic conditions.

Past Treatment: If apphcab!e‘
chemo therapy.

here to find info: H&P consultati
nursing notes, physician progress note
discharge summary, admission notes,
radiologic examinations.

NAACCR

T
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eee NCRA Informational Abstracts Series - Sections

X-RAYS/SCOPES/SCANS

In e

» Imaging tests: Date, name, and brie
summary of test results,

- Intravenous Pyelogram {IVP):
Computed Tomography (CT) Scan:
Abdomen/pelvis: may have been done
prior to admission to the hospital.

- Magnetic Resonance Imaging (MRI):
Abdomen, pelvis
Ultrasound: Abdemen; may have been
done prior to admission to the hospital.
Chest x-ray
Bone scan

- MRI of the brain

- Positron Emission Tomography (PET)
Computed Tomography (CT): If clinically
indicated, this is to rule out metastatic
disease,

INCLUDE:

v’ Date of Test
v' Name of Test
v" Pos Results &
v Neg Results

name, and brief summary of test results.

» Comprehensive Metabolic Panel (CMP):
Date, name, and brief summary of test
results.

lote: The clinical diagnosis of renal cell
carcinoma (RCC) is often made incidentally
Peastena pathologic diagnosis.

ion (PTA): CT

bd p/pelvis — 6 cm lesion in upper
pole R kidney highly suspicious for renal cell
carcinoma. (On rare occasions, RCC may be
described as hypernephroma. (However, this

is an obsolete term, which is seldom used
today.) Renal US solid lesion in upper pole
R kidney. No lymphadenopathy (LAD). CXR -
negative,

* Urinalysis: Date, name, and brief summary
of test results.

» Liver Function Tests (LFTs): Date, name,

and_brisk Tyt
lote: There are no specific tumor markers
kidney cancer.

NAACCR

ese Pop Quiz 2

for biopsy and diagnostic workup of

multiple gene tests on the biopsy

EGFR, ROS1, KRAS, ALK plus a few
others. There are no SSFs for these

case. Do linclude these tests in my
abstract? How do | record them?

* The patient was admitted to my facility
suspected lung cancer. Pathology ran
material to further classify the cancer

and identify the best treatment for the -
patient. The tests that they ran were;

tests — but they sound important to the

* Lung Cancer Panel
+  Somatic mutation testing
—  KRAS [NRAS/HRAS)
EGFR
BRAF
PIK3CA
ERBE2
MET
TP53
AKTI
MAP2KI
EGFRvill (RT-PCR assay)
Translocation
= ALK [EML4-ALK, but other partners up to 20)
- ROS(upto 7 partners)
= KIFSB/RET
- CCOCE/RET (aka RET/PTC1)
Amplification
- EGFR
+ MET
= MAPKI (p42/ERKZ)
= FGFRI
* FGFR2

NACCR
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ese Pop Quiz 2

* Lung Cancer Panel
Somatic mutation testin
—  KRAS [NRAS/HRAS)
= EGFR
BRAF
PIK3CA
ERBB2
MET
TP53
AKTI
MAPIKI
-  EGFRwIl [RT-PCR assay)
Translocation
- ALK [EML4-ALK, but other partners up to 20)
=  ROS [upto 7 partners)
—  KIFSB/RET
—  CCDCE/RET (aka RET/PTC1)
Amplification
- EGFR
+ MET
+ MAPKI (p42/ERK2)
+ FGFR1
+ FGFR2

e Currently, Genomic Testing in Lung
Cancers includes mutation testing
for several genetic abnormalities
for which targeted therapies have
been identified. We do not have a
designated field or fields to record
these tests. Not in the SSFs or in
any other site-specific data item.
However, it is important to capture
tests and results [positive (+) or
negative (neg)] in the LAB Section
of your abstract. Include date the
tests were run, name of the genes
tested, and the results + or neg. NAAEC—}?

eee NCRA Informational Abstracts Series - Sections

test results.

2 Natlonal Cancer

/
< DIAGNOSTIC PROCEDURES
T Thctrtes-

+ Biopsy: Date, name, and brief summary of

< PATHOLOGY >
nc A

INCLUDE:
v Date of Date of test and brief summary of findings of
all pathological studies. List in chronological

Proced ure order - first to most recent.

v Name Of # Size of the primary tumor
Procedure * Depth of invasion

v » Extension outside the kidney, especially
Pos Results & into the renal artery or vein, the adrenal

v Neg Results gland and/or other adjacent structures.

v And DETAILS . "* Status of lymph nodes removed, if any.

ote: Because RCC is often diagnosed
clinically by radiologic examination, a biopsy
is not often performed.

Right kidney TS (tumor size) 5
R=teifior limited to the parenchyma of the

kidney with no extension outside the kidney.
Adrenal gland not included in the specimen.
Margins negative. No lymphvascular invasion
(V) or perineural invasion (PNI). O+/6 LN.

« 1330 Place, Sulte 520 - Alexandrla, VA 22314

703-299-6640 = Info@ncra-usa.org * www.ncra-usa.org » www.CancerReglstryEducation.org
Copyright® 2016 by the National Cancar Registrars Association.All rights reserved

NAACCR
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PRIMARY SITE

e
= -The primary site where the cancer started.

i

= The specific cell type and the Fuhrman

Include:
Histo | ogy grade of the tumor, if given.

Exampla: C i renal coll

Fuhrman Grade Il. This is anather term

for the most common type of renal cell
carcinoma, which is clear cell carcinoma,
code B310/32. Fuhrman grade should also
be coded in S5F (Site Specific Factor) 6. In

|

Include:

= Surgery: Type, date, and any relevant
statement to describe Important detalls.
The type of surgery usually depends on the
size of the primary twmor and the location
of the tumer in the kidney.

= Partlal Nephrectomy: For smaller tumors

eee NCRA Informational Abstracts Series - Sections

Example: Kidney Right C&4.2

this case, 55F 6 should be coded as 020.

Note: Renal cell carcinoma is an umbrella
term that covers several variations. The
umbrella histology is coded as 8312/3.
Usually there will be a more specific type
noted in the pathology report, such as

renal cell (B317/3).

= Radial Nephrectomy: For larger tumaors.
A radial nephrectomy removes the kidney
and may include the ipsilateral adrenal
gland, a portion of the vena cava, Gerola's
fascla, perinephric fat or partial/total
ureter.

Right total nept

= Total Nephrectomy: For larger tumars.
A total nephrectomy removes the kKidney
{with or without regional lymph nodes).

RADIATION AND CHEMOTHERAPY:

For renal cell carcinoma Stages | through Il
there is usually no adjuvant chemotherapy
ar radiation therapy. Those modalities are
generally reserved for Stage |V disease or
relapsed cancer.

NAACCR

eee Other Documentation — Tips & Resources

* Your Software’s Auto-Text Description is NOT Valid Text Documentation
* Copy/Paste - How Much Text Do | Need to Enter?
* Copy/Paste — How Do | Know What is Most Important?

unknown meaning — or could have multiple meanings even for this cancer
*  Your Text MUST include enough information to support codes
* Registry Software — Local* Text Fields versus Registry-Exported Text Fields
*Note Pad Fields Usually Do Not Transfer to the Central Registry
*  When Setting Override Fields — Text MUST support any Override

* Copy/Paste — Please EDIT Your Text — is it complete, accurate, run-on, necessary
* Please Be Careful With Abbreviations — your abbreviation could have a different or

* Treatment Given MUST be supported by Text — Treatment Targets Especially
* Validate that Treatment Given is Consistent with Treatment Guidelines (NCCN)

NAACCR
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eee Other Documentation — Tips & Resources

* CDC NPCR Program Standards and Requirements

* NCI SEER Program Standards and Requirements

* NAACCR Volume II: Data Standards and Data Dictionary

*  Your State Cancer Registry Program Standards and Requirements

*  NAACCR Volume lll: Standards for Completeness, Quality, Analysis, Management, Security and
Confidentiality of Data — Standards for Text Data Items & Standards for Data Edits

* NAACCR Standard Abbreviations — PLEASE USE THE CURRENT LIST

* SEER Training Modules — Abbreviations, Symbols & Acronyms

* NPCR Education/Training Series (NETS) — Module 4 — The Value of Accurate Text in Cancer Registry
* California Cancer Registry — Text Documentation Guidelines

* Texas Cancer Registry — Cancer Reporting Handbook — Documentation of Cancer Diagnosis, Extent
of Disease, and Treatment

*  MRA Thought of the DAY — Cancer Registry Section
*  FCDS Text and Documentation Requirements: A Key Component to Providing High Quality Data
* Florida Cancer Data System Text Coding Requirements — FCDS DAM — Appendix L

VAR

oo Quiz 1 - Introduction

VAR
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eee Coding Pitfalls and Text - Lung

National

Alsociation

INFORMATIONAL ABSTRACT
REGISITALS A twide to Determining What Tert fo Inclde

thereduer,
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PHYSICAL EXAM/HISTORY
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PHYSICAL EXAM/HISTORY

Include:
« Demographlcs: Age, sex, race, ethniclty of
the patient.
» Chlef Complalnt (CC): Write a brief
statement about why the patlent sought
medical care. Often It 1s 3 persistent
coUgh, which may be productive,
hemoptysls, chest pain, or 2 combination
of symptoms. It may be 3 routing chest
%ray that shows an abnormality.
Physical Examination (PE): Date of the
axam and dgocumentstion of Information
partinent to the IUNg cancer, such as
aiminished breath sounds of palpable
ymphadenopatny. If no significant prysical
nndings, It Is acceptable to say PE neg.
« History:
Parsonal history of 2ny cancer
Familly histary of any cancer
Tobacco: type, frequency, amount
Alcohol: frequency, amount
Workplace exposures and,/ or relevant
environmental factors, such as asbestos
of radon and exposurs to secondhand
Smoke.

- List significant, relevant co-morbidities,
particularly those that Impact treatment
declslons.

« Genatlcs: LIst appropriate conditions
as found In the patiant’s record or othar
Information. If not applicable, state that.

» Past Treatment: If applicabie, Inciuds
previous chemotherapy or radiation therapy.

Where to Find the Information: HEF

consultations, ER physiclan notes, nursing

notes, physician progress notes, dischargs
summary, sdmission notes.

Note on Negative Findings: Include any
relevant negative findings, such as negative
chast Xqay.

Example: TO-yearoid Chinese male who
presents with hemoptysis x 1 mo. 4-1.14
2 cm firm palpable LN In the L SC reglon.
Lungs are clear to ALP

NAACCR

T

eee Coding Pitfalls and Text - Lung

National

Alsociation

INFORMATIONAL ABSTRACT
REGISITALS A twide to Determining What Tert fo Inclde

[
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PHYSICAL EXAM/HISTORY
tnclude:

= DOmORTApRRCE: Ag9, 308, 1308, NIy o
e paner.
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ymphaenop
ONES, 115 SCOPLI0N 10 53 FE OE.

Hstery

Parkionial hissry of any cancer

Famay nusony of any cancer
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X-RAYS/SCOPES/SCANS

Include:

= Xsays and scans pertinant to the
diagnosls of cancer and metastases, I
any.

= Each exam dated and 1stad In
chronologlcal order, If possible.

- Most commonly thesa will Include a chest
x4y and a CT of the chast.

- Other studles may be dong to rule out
metastases and may Include a bone scan,
an MR of the brain, a CT of the abdomen
and palvs, a PET/CT.

LABS

Include:

» Thera are no pertinent lab tests for lung
cancer. There may be lab tests which
Indicate mats, such as elevated LDH.

DIAGNOSTIC PROCEDURES
Include:

+ Endobronghlal ultrasound (EBUS) to
look Tfor adenoapthy. IT negative, it might
lead to a medlastinoscopy to determine
resectabllity.

Example: 21514 CXR 2 ¢m mass In LUL.

21814 CT chest 2.5 am mass In LUL

extending to pleural surface. L hilar LAD.

1.5 em mass In L SC reglon which may

e nogal met. 3-1-14 B/S (Done scan) —

neg. MR brain nag. 3-15-14 PET/CT 3 em

hypermetabolic mass In LUL. FDG-avid mass

In L SC raglon and FDG-avid L hillar LNs.

FIndings conceming for prmary lung mallg

WItN nodal mets.

. such as
Tor l8sions. ¢
mediastinscopy will ba done to determine
the possibllity of resection of the primary.

= Information about a possible palpable
Iymph node that may have bean blopslied
first bafore blopsying a suspectad primary
site.

to lock

4-1-14 Bronchoscopy. Carina
normal. No endobronchial leslons. 4-2-14
CTgulded b L 5C LN

NAACCR

T
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and the chest wall.

cytology examinations

— When pleural effusion described as “minima
involvement — still code as malignant pleural effusion for consistency in staging cases

eee Coding Pitfalls and Text - Lung

* Atelectasis/Pneumothorax = Complete or Partially Collapsed Lung
* Pneumonitis - inflammation of the walls of the alveoli in the lungs, often caused by virus.
*  Obstructive Pneumonitis — pneumonitis resulting in bronchial obstruction
* Consolidation - a region of lung tissue filled with liquid or blood or pus instead of air

* Pleural Effusion/Hemothorax - a buildup of extra fluid in the space between the lungs

— Most pleural effusions are hemorrhagic or bloody which indicates malignant pleural effusion

I” I”

or “smal

* Primary Tumor Extension to either Pleura is not the same as pleural effusion
*  Whatis a Pleural-Based Mass — is this a lung primary or a pleura primary?

it may not be ‘treated’ as with

— Any pleural effusion in lung cancer is deemed “malignant” and must be proven “negative” x 2-3

NAACCR

oooo
=

ooo

eee Coding Pitfalls and Text - Lung

PRIMARY TUMOR (T)
Primary tumor cannot be assessed
No evidence of primary fumor
Tis Carcinoma in silu
Tumor<3 cm In greatest dimension, surrounded by lung or visceral pleura,
without bronchoscopic evidence of invasion more proximal than the lobar
bronchus (i.e., not in the main bronchus)*
Tumor<2 cm In greatest dimension
Tumor > 2 ¢m but <3 em in greatest dimension
Tumor > 3 cm but <7 em or tumor with any of the following featu
with these features are classified T2a if< 5 cm)
Invol\ree main bronchus, =2 cm he

Tumer > 5 ¢m but <T cmin greatest dlmenslan

Tumor > 7 ¢m or one that directly invades any of the following: parietal pleural
(PL3) chest wall (Incluulng supenorsulcus tumors] diaphragm, phren|
nerve, mediastinal o wmorin the main

bronchus [<2 cm dlstal tu 1h9 mmna hut wrthnut Involvement of the caring;

ar assaclateﬂ atelectasis or obstructive pneumonitis of the entire lung or

arate fumor nodule(s) in the same lobe

Tumarof any size that invades any of the following: mediastinum, heart, great
vessels, trachea, recurrent laryngeal nerve, esophagus, veriebral body,
carina, separate tumor nodule(s) in a different ipsilateral lobe

* The uncommon superficial spreading tumer of any size with its invasive component
limited to the bronchial wall, which may extend proximally to the main bronchus, s
also classified as Tia.

NAACCR
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eee Coding Pitfalls and Text - Lung

*  When to Use Imaging Date as Date of Diagnosis
*  When to Use Biopsy Date as Date of Diagnosis
* Coding and Documenting Lung Subsite — hilum or upper lobe

* What Qualifies as Multiple Tumor Nodules — same lobe, different lobe, contralateral
lung — are any of these “bilateral” lung cancer

* Primary Hilar Extension versus Hilar Node Involvement
* Primary Mediastinal Extension versus Mediastinal Node Involvement
* Critical but Absent Site-Specific Data Items

— New Standard Genetic Tests for Targeted Therapies 3 Predicive Prognsto

Markers

* ALK Rearrangement — EML4-ALK, KIF5B-ALK, TFG-ALK, KLC1- ALK
¢ EGFR Mutations — Exon 18, 19, 20 and/or 21 Mutation

* ROS1 Rearrangement

* RET, KRAS, BRAF, MET and ERBB2 Mutations

eee Pop Quiz 3

* A Pet CT showed a 2cm tumor in the
peripheral portion of the right upper

lobe lung. No metastasis was identified. ClinicalT
— A biopsy of the tumor confirmed Clinical N
adenocarcinoma. Clinical M
* The patient had a right upper Clinical Stage
lobectomy that showed T

adenocarcinoma measuring 2cm’s with _
extension into, but not through the Pathologic N
visceral pleura. 12 lymph nodes were  Pathologic M

negative for metastasis. Pathologic Stage

)

AR

Coding Pitfalls 2017 15
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eee Coding Pitfalls and Text - Lung

PATHOLOGY

Include:

= RESUITS Of blopsias and surglcal resection,
It any. List In chronelogical order. EGFR
and ALK-/KRAS tests. IT the Is

Exampie: 4-1-14 Bronch wasnings and
brushings. Atyplcal cells suspleious Tor

adenecarcinoma.

PRIMARY SITE
Includa:
= Primary site, Including latsrality.

HISTOLOGY

Include:

= Histology of the primary site. Including the
morphology. the behavior, and the grade
of the primary site. If thera Is No NIStology
rom the primary site, do not code the
grade of a metastatic site.

TREATMENT

Include:

= List all treatment glven In chronologlcal
order.

= Date of surgical procedure, I surgery Is
done.

= Surgical approach, such as endoscople.
open. robotic. IT a surglcal resection,
1St the Metnod of entarng, such as
thoracotomy or videc-assisted thorascopic
surgery (VATS) and the findings. Include
he location of the TUMGT, attachment
or Invaslon of the pleura, the status of
the Iymph Nodes. DocUMEent what was
removed. such as the entire lobe and
which lymph nodes, I any.

cell (SCC). 4-2-14
CTgulded bx L SC LN —met MD SCC o/w
primary Iung orgin. 4-4-14 cTguided bx LUL
FD SCC.

Exampie: Lung Left Upper Lobe C34.1.

Exampie: Squamous Cell Carcinoma PD
8070/33.

= Significant indings as dictated by the
surgeon. IT the surgeon does not glve any
slgnmeant NNAINgs. It IS acceptable to say
“no Signimcant INaINgs.”

= Is the patlent enrolled In any clinical trials?
IT 80, INClude the name, tral numbars, and
any other avallable detalls. Including the
daate of anrolimeant.

Example: 4-15/5-30-14 5040 oGy to L lung

and reglonal lymph nodes and L SC reglon wy

& MV IMRT (28 T4/46 days). If the radiation

dIScharge SUMMary doas not INcIuds the

number of treatment days. go to www.

Umeandaate.comy date;/ duration/ntml. 6-2-14

with

NAACCR

T

* New Terminology & Codes for “bronco-alveolar”
* N1, N2 and N3 are ALL “regional lymph nodes”

eee Coding Pitfalls and Text - Lung

IASLC Lymph Node Map

N1 Nodes

= Collar bone

Supraclavicular _
nodes "y
o

Fad

_ Trachea (main breathing
~ Tube)

Carina (branchpoint
_—oftrachea into
g mainstem bronchi)

\ Subcarinal node

\ N3 Nodes (purple arrow)
Other sida from tumor in
mediastinum +
suprackavicular nodes

¢ Are there hilar or mediastinal nodes — do not treat as same

~—

* Code FNA of Regional Lymph Node in Scope of LN Surgery

* Regional Lymph Nodes Examined/Regional Lymph Nodes Positive

UPERIOR MEDIASTINAL NODES

Lipper zone
[ 20 wsper maratsacheal irighn

[ 2t Upper Paratracheal e

Wl 5 prevascetar

B ¢ vevescacheal

0 oo Parractens wighn
AL awes Faralracheal de)

ACRTIC NODES
AP zone
[ sebaceric
[ Para-aortic (ascondlieg sorta or phrenic
NFERIOR MEDIASTINAL NODES
Subcarinal cone
7 Sebarinal
Lower zone
1 8 Paraescpbageal thelonn carie)
17 s petmanary bgameet
N1 NODES
Hilar/tnteehalre pooe
10 Hilar
[ 11 sntestabar
- Poripheral zone
12 bkar
10 13 semental
1] 14 sabmegmental

NAACCR
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eee Coding Pitfalls and Text - Lung

» Grade for Lung Cancer — Not the Same as Breast/Prostate
* Palliative Treatment can be part of 1st COURSE TREATMENT

New Targeted Therapies for Lung Cancer

Lung Adenocarcinoma

EGFR exons 18-21 Mutation Response to EGFR inhibitors
EGFR p.T790M and some Resistance to EGFR inhibitars
exon 20 insertion
mutations
KRAS codons 12, 13,61 Mutation Exclusion of EGFR mutation
BRAF pVBOOE Mutation Possible response to BRAF inhibitor
ALK Rearrangement Response to TKI
RET Rearrangement Response to TKI
ROST Rearrangement Response to TKI
MET Amplification Resistance to EGFR inhibitors
College of American Pathologists - Clinical Solid Tumor Molecular Oncology: Selected Tests by Tumor Type NAA@

eee Coding Pitfalls and Text - Lung

PRIMARY TuMOR (T)

O ™ Primary tumor cannot be assessed

a m No evidence of primary tumor

a T Tis Carcinoma In sl

amn Tumor =3 cm in greatest dimension, surrounded by lung or visceral pleura,

without bronchoscopic evidence of invasion more proximal than the lobar
bronchus (.., net in the main bronchus)*
Q Ta Tumor <2 cm in greatest dimension
2T Tumor > 2 cm but <3 cm in greatest dimension
@ Tumer > 3 cm but <7 ¢m or tumor with any of the following featu
with these features are classified T2a if<5 cm]
Involves main bronchus, =2

REGIONAL LYMPH NoDES (N)
Regional lymph nodes cannot be assessed

astasls in Ipsilateral peribronchial and/or ipsilateral hilar lymph nodes a
\ntrapulmonary nodes, including invalvement by direct extension
Metastasis in ipsilateral mediastinal and/or subcarinal lymph noda(s)
stasls In contralateral mediastinal, contralateral hilar, ipsilateral or
scalens, or supraciavicular lymph noda(s

Q Ta ate 0
T2b Tumor > 5 cm but <7 cm in greatest d\mens\on
Tumor > 7 cm or one that directly invades any of the following: parietal pleural
(PL3) chest wall (\nc\ud\ng superiorsulcus tumors] dlaphragm phren|
nerve, mediastingl |
. DISTANT METASTASIS (M)
bronchus (< 2 cm dlstal 0 tns camna but wnnout Invmremsm of theTaning;
or assoclated alelectasis or obstructive pneumonitis of the entire lung or 9 i (no paihologic M0; use ciical M to complete stage group)
Separate
a mn e following: mediastinum, heart, great

vessels, trachea, recurrent laryngeal nerve, esophagus, vertebral body,
carina, separate tumor nodule(s) in a different ipsilateral lobe

* The uncommon supe ficial spreading tumer of any size with its invasive component
limited to the bronchial wall, which may extend proximally to the main bronchus, i
also classified as Tla.

W
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eee Pop Quiz 4

e A Pet CT showed a 4 cm tumor in the right
upper lobe and associated pleural effusion.

Also noted was right sided mediastinal

lymphadenopathy.

— Thoracentesis was positive for
malignancy.

— A mediastinoscopy and biopsy of a 4R
lymph node was positive for metastatic
small cell carcinoma.

A CT of the head showed brain metastasis.

The patient was treated with radiation and
chemotherapy

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage
R

ess Pop Quiz 4...8" edition

A Pet CT showed a 4 cm tumor in the right

upper lobe and associated pleural effusion.

Also noted was right sided mediastinal
lymphadenopathy.
— Thoracentesis was positive for
malignancy.
— A mediastinoscopy and biopsy of a 4R

lymph node was positive for metastatic
small cell carcinoma.

A CT of the head showed brain metastasis.

The patient was treated with radiation and
chemotherapy

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage
R
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Q&A - Lung Cancer Coding Pitfalls

Right Lung

Bronchi

NAACCR
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eee Coding Pitfalls and Text - Colon

PHYSICAL EXAM/HISTORY

Include:

+ Demographles: Age, sex, race, ethnlclty of
the patient.

» Chief Complaint [CC): Write a brief
statemeant about why the patlent sought
medical care.

+ Physical Examination (PE:) Date of the
exam and documentation of Information
pertinent to tha colon cancer.

s H H

- Parsonal history of any cancer

- HMPCC Or Lynch Syndrome In patient or
ramily members).

- Family history of any cancer

- Tobacco: type, frequancy, amount

- Alconol: frequency, amount

- List significant. relevant co-morbidities,
particularly those that Impact treatment
aecislons.

Geneties: List appropriate conditions
as found In the patient's racord or otner
Information. If not applicabla, state that.

Past Treatment: IT applicabie, Include
previous chemotherapy of radiation therapy.
Where to Find the Information: H&F
consultations, ER physician notes, nursing
notes, physiclan progress notes, dischargs
summary, admlsslon notes.

Note on Negative Findings: Include any
relevant negative fndings, such as a
negative CEA test.

Example: 64-yearold white male with ¢/o
(complaint of) Intermittent eplscaes of bright
rad blood per rectum over the last threa
maonths. Patient also noted change In callber
of stool. Unintentlonal welght loss of 10Ibs.
over last two montns. No personal or family
nistory of HMPCC or Lynch syndrome.

NAACCR
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eee Coding Pitfalls and Text - Colon

X-RAYS/SCOPES/SCANS

Include:

= Date(s) of Procedure(s)

« Type(s) of Procadura(s): A description
of what was found during examination,
Including segment of the colon, evidence
of perforation, blopsy taken. Includa the
name of the facility/ provider parforming
these tests, especially IT outside of your
faclitty.

= Studies Common to Work-Up

- Ultrasound {U,/S): helpful In detarmining
solld from cystlc structuras.

- Computerized Tomography (CT)
Abdomen,’ Pelvis: usaful In determining
extent of disease, If lymph nodes are
Involved or there Is distant spread.

- Magnetic Resonance Imaging (MRI):
produces Images that may ldentify extent
of disease not sean on CT or U/S.

- Posliron Emisslon Tomography (PET):
IdentiMes *hot” areas of uptake throughout
the body and are useful In assassing
reglonal and distant mats.

LABS

Include:

= Dates and Tests: Relevant lab tests and
dates. For example, pre-operative CEA,
KRAS, DMA Mismatch Repalr. Include lak
valug and lab value range of normal.

Example: 5/18/14: CT A/F (River
Radiology). Wall thickening Involving the
short segment of the sigmold colon.
Approximately 5.0cm mass Involving the
slgmaold colon. Mo evidenoe of parcolle
lymph nodes noted. No evidence of hepatle
leslons.

Malke sure to Include the dates and fndings
of all endoscoples (Scopas).

« colonoscopy: Andings may Include polyps
(Denign or susplclous); masses and,/or
obstruction.

« Sigmoldoscopy: Similar to a colonoscopy,
but Is able to examine only the rectum ana
lower part of the colon.

5/20/14: ( Slgmold
stricture at 30cm. Nearly clreumrerantial
mass Involving the posteror port of the
sigmold colon. Benign appearing polyp noted
In the cacum. No other significant indings
noted. Blopsy taken of mass at stricture.
Blopsy taken of cecal polyp.

= References: Include referance: CS v02.05
(effactive 1/1/14 CS Manual Part 1,
Section 2.

Example: 5/17/14: CEA 6.18 (range 0-4.0).

NAACCR
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DIAGNOSTIC PROCEDURES

Include:

= List procadure, Including the date and
location (If outside your facility).

PATHOLOGY

Include:

= Size of tumar, histology, Nistologic grade,
location of turmor, depth of Invasion

- Anglolymphatic Invaslon (presant/not
prasent)

- Parinaural Invaslon {prasant/not prasant)

- Lymph Noda Status (number positive,/
number taker)

- Margin Status (distal, proximal and ragial)

- Other Findings

- Pathologlc Stage

PRIMARY SITE

Include:
= |dentify the segmant of colon Involved by
the tumor

HISTOLOGY

Include:
» Histology, diferentiation, grade

Example: Blopsy performed during
CcOIONOSCOpY procedure. Blopsy taken of
mass at stricture. Blopsy taken of cecal
polyp.

Example: 4 X3 X 1cm poorly differantiated
Invasive adenccarcinoma of the sigmold,
carcinoma Invades through musculans
propria to sarosal surface (T4), AG {+),

PNI (+); 1/33 pericollc LNs; 3 TDS {tumor
depostts) In paricollc oft tissue Idantied
[NLe): 0/20 perlenteric LNs; Total: 1/53
LINs. Distal margin (); proximal margins (4;
radial I'I'Iﬂl'g"'l H—?,‘. terminal lleum: lleal serosa
& adlpose tissue positive; lleocecal valve (4;
appendix (4; pT4b, pNic, M1.

Exampie: C:1L8.7 Sigmold colon.

[
adenocarzinoma, GR 2.
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eee Coding Pitfalls and Text - Colon

TREATMENT

Include:

» Operative Procedures: Date(s) of the
procadure (s); type of procadure(s);
approach; and colon segment Involved.

= Findings by Surgeon: Surgical approach;
findings by surgeon at time of surgery,
perforation, lymph nede status, reglonal
argan Involviement, and dennitive treatment
vg. palliation.

Example: 5/22,/14 Laparoseople Sigmold

colectomy (partlal resection). Mass adnerant

to pelvic pertonaum.

s Definitive Treatment: Detallad Information
on current antineoplastlc drugs and drug
regimens (see Resources for link to
SEER RX Antineoplastic Drugs Databasa).
Include dates, agents used. Indlcate IT
adjuvant or necadjuvant.

Example: 7/1,/14: FOLFOX & administerad
by Dr. Smith, Medlcal Oncology Assoclatas

« Radiation Treatment: Start and
stop dates; locatlon of treatmant, i
administerad by another Taclllty; treatmeant
modality; reglonal and boost dosages,
where appllicable; number of fractlons;
number of days of treatment. Was the
treatment pre-cparative or post-op? If not
administerad, dpeument the reason why.

Note: The use of radiation 13 limited In colon
caneer since It has a relatively small Impact
on the diseass process.

Example: 2/4/14 — 3/ 287 14 50000GY to

palvis Tor Xx ractions over Xx days utiliang

3D approach.

» Clinlcal Trals: Is the patient enrolled In
anmy clinical trlals? If so, Include the name,
trial numbers, and any other avallable
detalls, Including the date of enrolimant.

NAACCR
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Q&A - Colon Cancer Coding Pitfalls

Average distribution of colon cancer

colon 15%
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ese Pop Quiz 5

* Could you explain the difference between Segmental Resection
(30) vs Hemicolectomy (40)?

* What do we do if they remove more than a single segment but
less than a full hemicolectomy?

NAACCR

Definitions of common colorectal resections are as follows: "

DEFINITIONS OF COMMON COLORECTAL RESECTIONS

The extent of colorectal resection depends on the location of the tumor, any underlying condition
(eg, inflammatory bowel disease, hereditary syndrome), and the vascular supply to the colorectum.

Athiough C lleocecectomy

Athiough D Ascending enlectomy

Athrough F  Right hemicolectomy

Athtough G Extended right hemicolectomy

E thiough H Transverse colectomy

G through | Left hemicolectomy

F through |  Extended left hemicolectomy

J through K Sigmoid colectomy

AthioughJ Subtotal colectomy

Athrough K Total colectomy

K thiough L Low anterior resection with sphincter preservation
K through L  Abdominoperineal resection without sphincter preservation

Adapted and reprinted with permission from Bullard KM and Rothenserger DA (2003). Colon, Rectum, and Anus. In Brunicardi C (Ed.) 44
Sehwartz's Principles of Surgery, 8t Edition, page 1085, McGraw Hill: New York, MY,
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eee Colon Coding Pitfalls

* Partial Colectomy, Segmental Resection (30)

* Subtotal Colectomy/hemicolectomy (40)
— Total right or left colon and a portion of transverse colon

* Total Colectomy (50)

— Removal of colon from cecum to the Rectosigmoid junction
may include a portion of the rectum

VAR

eee Colon Coding Pitfalls

¢  Operative Report
*  OPERATION PERFORMED: Right hemicolectomy.

*  DESCRIPTION OF OPERATION: After appropriate preparation, signed informed consent, the patient was brought to the
operating room, prepped and draped in the supine position. Under satisfactory endotracheal anesthesia, Foley
catheter and NG tube were inserted. A midline incision was utilized, carried down to the subcutaneous tissue. The
linea alba was split with a scalpel. The abdomen was entered in the usual fashion obtaining hemostasis in the
subcutaneous tissues. Exploration revealed a normal liver and gallbladder. The colon was mobilized with a retractor
along the right side, along the right colic gutter, using the ACE Harmonic scalpel. We divided the hepatocolic ligament
and entered into the lesser sac and took the dissection down to the mid transverse colon, entering the lesser sac. At
this juncture, the ileum was also freed up by dissecting and freeing up its attachments to the lateral wall. The terminal
ileum was brought up into the wound and a little otomy was made in the mesentery of the transverse colon and the
GIA was fired across it dividing the transverse colon. Next, using the ACE Harmonic scalpel, we took down the
mesentery and its vessels. Larger vessels were clamped with Kelly clamps and tied with silk suture material. We took
this all the way up to the terminal ileum and then divided the terminal ileum with a GIA. With the specimen off the
table, we opened it up on the back table and found several scattered flat polyps, none of which appeared to be
ominous. A standard anastomosis was then made between the terminal ileum and the transverse colon in a side-to-
side fashion using the GIA and TA60. Lembert sutures of 3-0 silk were placed in the dependent portion of the
anastomosis and the crotch of the anastomosis and then the mesentery was closed with running locking suture of 3-0
Vicryl. Right colic gutter was copiously irrigated with saline solution. Omentum was brought back down over the
anastomosis. Small bowel was placed back in its normal anatomical position. The area was checked for hemostasis
and irrigated with saline solution. Two layers of Seprafilm were placed in the abdomen over the omentum. The
abdomen was closed with running suture of #1 PDS from above and below. The skin was closed with stainless steel
staples. Dry sterile dressing was placed on the wound. The patient tolerated the procedure well and left the operating
room in good condition.

VAR
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eee Colon Coding Pitfalls

COLLEGE of AMERICAN
PATHOLOGISTS

Protocol for the Examination of Specimens From Patients With
Primary Carcinoma of the Colon and Rectum

wersion: Colon Rectum 4.0.0.0 Protocol Posting Date: June 2017
Includes pTRNM requirements from the 8% Edition, AJCC Staging Manual

COLON AND RECTUM: Excisional Biopsy (Polypectomy)

Note: This case summary is recommended for reporting biopsy specimens, but is not required for COLON AND RECTUM: Rasection, Inchuding Transanal Disk Exclaian of Rectal Hecplaams

accreditation purposes. Mote: This case summary is recommended for reporting transanal disc excision specimens, but is not
required for accroditation purpases.

Select a single response unless otherwise indicated. Saloct a single response unless otherwise indicated.
Procedure

Tumor Site (Note A) R ——
___ Transverss colectomy

__ Cecum " Laft hemicolactomy

__ lleocecal valve — Sigmaidactomy

___Right (ascending) colon
__ Hepatic flexure
__Transverse colon

Low anberior resection

" Total abdominal colectomy

— Abdomincperingal resecton
—_ Transanal disk excision (local excision)
Endoscopic mucosal resection

h " Other (specify
___ Splenic flexure _ u;mw
___ Left (descending) colon Tumer Sita (seloct all that apply) (Note A)
___Sigmoid colon __ Cecum
B . —_ lheooscal valve
J— Reclosngmold region __ Right (ascending) colon
Rectum " Hepatic flexure
— ey Transvrss colon
__ Other (SQEC"V)- —_ Spienic flexure
Nat specrﬂed — Lo (gescending) colon
— " Sigmuoid colon
__ Reciosigmoid region
__ Rectum

=S, NAACCR

eee Colon Coding Pitfalls

¢  Operative Report

*  DESCRIPTION OF OPERATION: After appropriate preparation, signed informed consent, the patient was brought to the
operating room, prepped and draped in the supine position. Under satisfactory endotracheal anesthesia, Foley
catheter and NG tube were inserted. A midline incision was utilized, carried down to the subcutaneous tissue. The
linea alba was split with a scalpel. The abdomen was entered in the usual fashion obtaining hemostasis in the
subcutaneous tissues. Exploration revealed a normal liver and gallbladder. The colon was mobilized with a retractor
along the right side, along the right colic gutter, using the ACE Harmonic scalpel. We divided the hepatocolic ligament
and entered into the lesser sac and took the dissection down to the mid transverse colon, entering the lesser sac. At
this juncture, the ileum was also freed up by dissecting and freeing up its attachments to the lateral wall. The terminal
ileum was brought up into the wound and a little otomy was made in the mesentery of the transverse colon and the
GIA was fired across it dividing the transverse colon. Next, using the ACE Harmonic scalpel, we took down the
mesentery and its vessels. Larger vessels were clamped with Kelly clamps and tied with silk suture material. We took
this all the way up to the terminal ileum and then divided the terminal ileum with a GIA. With the specimen off the
table, we opened it up on the back table and found several scattered flat polyps, none of which appeared to be
ominous. A standard anastomosis was then made between the terminal ileum and the transverse colon in a side-to-
side fashion using the GIA and TA60. Lembert sutures of 3-0 silk were placed in the dependent portion of the
anastomosis and the crotch of the anastomosis and then the mesentery was closed with running locking suture of 3-0
Vicryl. Right colic gutter was copiously irrigated with saline solution. Omentum was brought back down over the
anastomosis. Small bowel was placed back in its normal anatomical position. The area was checked for hemostasis
and irrigated with saline solution. Two layers of Seprafilm were placed in the abdomen over the omentum. The
abdomen was closed with running suture of #1 PDS from above and below. The skin was closed with stainless steel
staples. Dry sterile dressing was placed on the wound. The patient tolerated the procedure well and left the operating
room in good condition.

NAACCR
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oo Pop Quiz 6

* Could please discuss/explain a case in which a polypectomy was
done and then a resection with no residual. All we know is the
cancer was confined to the polyp. What would be the TNM and
stage group for a case such as this?

VAR

eee Answer/Guidelines

* Sessile polyp
— Colonoscopy with a biopsy is usually diagnostic, incomplete resection, cTX
— Surgical resection is treatment, pT
* Pedunculated polyp
— Colonoscopy snare polypectomy is treatment, pT
— No diagnosis prior to snare, therefore no clinical stage assigned
* General guideline for polyp removal during colonoscopy
— Incomplete resection — cTNM
— Complete resection of polyp, treatment — pTNM
— Not dependent on margins, but on purpose/intent of resection

http://cancerbulletin.facs.org/forums/node/69606

NAACCR
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ese Pop Quiz 7

remove the polyp.

* A patient present for routine colonoscopy
and is found to have a pedunculated polyp
in the sigmoid colon. A hot snare is used to

» Pathology from the polypectomy shows an
invasive adenocarcinoma extending into,
but not beyond the submucosa.

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage o

remove the polyp.

eee Pop Quiz 7 (part 2)

* A patient present for routine colonoscopy
and is found to have a pedunculated polyp
in the sigmoid colon. A hot snare is used to

* Pathology from the polypectomy shows an
invasive adenocarcinoma extending into,
but not beyond the submucosa.

* The patient returns for a sigmoidectomy.

* Pathology did not reveal any residual tumor.
22 lymph nodes negative for metastasis.

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage
R
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Pop Quiz 8

Patient presented with rectal bleeding.

Rectal endoscopic US showed large pedunculated polyp in rectosigmoid junction
4cm in size. The mass appears to arise from mucosal layer with no signs of deeper
invasion. No abnormal perirectal, iliac or pericolonic lymph nodes were seen.

Biopsy showed tubulovillous adenoma polyp with severe dysplasia (carcinoma in
situ).

PET showed a lung nodule, colon mass, no other mets.

Biopsy of lung mass showed metastatic adenocarcinoma of enteric primary origin.

Managing Oncologist states stage IV, treated with neoadjuvant chemo with planned
surgery of colon and lung nodule (surgery results are not available to me yet).

Note from pathologist: It's likely the biopsy of the polyp was a superficial biopsy
and it just didn't hit the area in the polyp where the invasive carcinoma is lurking.

VAR

Pop Quiz 8 (cont)

Biopsy of rectal mass showed tubulovillous Data Item
adenoma polyp with severe dysplasia

(carcinoma in situ). Clinical T
Lymph nodes clinically negative Clinical N
Biopsy of lung mass showed metastatic Clinical M

adenocarcinoma of enteric primary origin

A CT of the head showed brain metastasis.

Clinical Stage

The patient was treated with radiation and  PathologicT
chemotherapy Pathologic N

Pathologic M

Pathologic Stage
R
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ess Pop Quiz 8...8" edition

(carcinoma in situ). Clinical T
* Lymph nodes clinically negative Clinical N
* Biopsy of lung mass showed metastatic Clinical M

adenocarcinoma of enteric primary origin
* ACT of the head showed brain metastasis.

* The patient was treated with radiation and Pathologic T
chemotherapy Pathologic N

* Biopsy of rectal mass showed tubulovillous
adenoma polyp with severe dysplasia
Clinical Stage

Pathologic M
Pathologic Stage

)

JV@_@!,_;,R

eee Coding Pitfalls and Text - Melanoma

Cn}l?t[t%nﬁ INFORMATIONAL ABSTRAGT
Ht?\-e!ﬂ&&.!;? A Guide to Determining What Tart to Include PHYSICAL EXAM/HISTORY
Include:
" b Jl.ll':u

« Demographlcs: Age, sex, race, ethnicity of
the patlent.

« Chief Compiaint (GC): Write 3 brief

statement about why patient sought

medical care.

Physlcal Examination {PE): Date of the

exam and documentation of Information

pertinent to the melanoma cancer, such

as examination of moles and what they

Iooked like, Noting color, size, and shaps.

on mevded b peovade &

PHYSICAL EXAM/HISTORY

Inctade; » History:
. 4c 409, 5N, 1306, SINIITY O PR TRRBUMSN: T GORSON, PGS . .

T — il - Personal history of any cancer
= Ehbal Complaint [C€): Wit 3 bried ey - Family history of any cances

- Tobacco: type, frequancy, amount

- Alcohol: frequency, amount

- EXPOSUM2S: workplace exposures and,/ or
relevant emvironmental factors.

- Ust slgnificant. relevant co-morbidities,
particutarly those that Impact treatment
gecislons.

Genetics: LIst appropriata conditions

as found In the patiant's record of other
Information. If not applicable, state that.

YINONVTIN

18 8 arcener 0 1S oulLe
et of T day QUG Hha summel months.

« Past Treatment: If applicable, Include
prevlous chemotharapy or radlation
therapy.

Whara to Find the Information: H&R
consultations, EF physiclan notes, nursing
notas, physiclan progress notes, dischargs
summary, somission notes.

MNote on Negative Findings: Include any
relevant negative findings, such as overall
skin axam showed no lesions, except as
motad In the chlel complaint.

Example: 55-y2ar-old whits famale noticed
2 male on her right am that was changing
color, gatting larger, Itching, and bieeding.
This had been going on for the East manth.
She does not nave any history of cancer in
the family or herself. She does not smoke
and rarely drinks alcohollc beverages. She
does work outside with 3 great deal of sun
exposure. She Is a gardener and Is outside
maost of the day during the summer months.

NAACCR
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eee Coding Pitfalls and Text - Melanoma

\ntmnal
Ruﬂbllccdl;ﬁ

INFORMATIONAL ABSTRACT
A Guide o Determining What Toat to Include

b o i o ol gty i, B i b e 0 bk scvarmely et
i careoet reerarch; thersfor, the sbetrct must b comghets, containing all the

concine madysis of

of ik b e &

rrsmres i ocated el of

ffctoncy el inchaben sight moctaor Physical Exenistory, X-flaye’
Thsgoi oo Pablogy, Pinary S oty s Tt
e

sy o] b e bl prerch b o

st B e |y i plees.
A e

sustvn i ther varvasm e u-»l—t-.. m\:dl:uiw [P T p——
e e abmiract

When wsing the miomasional sbsurct, follow st oucbin and strive 1o complese all the
Y
—————"

FHYSICAL EXAM,/HISTORY
Inchade;
. g, A, TG, STy OF
™ panenm
« Chief Complaint [SC) Wit 3 bried
FLIDTONT J00UL WY IR SO
s can,
» Phiyskcal Examisation (PE): Cate of
ST G0 COCIMERLINON O INEATATON

VWONHHW

e
= mﬂ ouce, 5279, B0 $AG09.

Fatery
Parsanal history of any cancor

el prasew thorasghly

= Past Treatment: ¥ ppecsne, Meucs
PrEViCS ERGmInarsgy of fanEton
ey
e b P S o
£ pryseian notss, rursing
fiey mmu.v g Pots. schans
STy, dmisLn il

Motn on Megativa Findings: s oy

o, gETng e, R
s P oot garg o0 B W st e,
S ot 101 P iy Nistony oF Ganced
0 Py O BOT. S 00 A Skl

Comemitics has rrvssed s sevies

X-RAYS/SCOPES/SCANS

Include:

Ust names of all %fays, Scopes, and scans.

Include the dates and results.

» Imaging Reports: Chest xray, MRI, CT
scan, PET scan (detect dlsease andy/or
metastatic spread).

LABS

Include:

Ust names of all tasts, dates, and results.

« Lactate dehydrogenasa (LDH): A blood
test used to detact IT the melanoma nas
spread to distant sites. A higher level than

normal level may Indicata the cancar |
harder to treat.

DIAGNOSTIC PROCEDURES

Include:

Ust names of all diagnostics procadures,

dates, and summary of findings.

 Blopsy only: shave, punch, Incislonal, ine
needle, asplration, sentinel lymph node
blopsy.

= Scopes: Endoscoples, bronchoscoples
(may be used to detecty confiim metastatic
spread).

Example: 1/22/14 Chest xray showad an

area susplclous Tor spread of diseasa In a

patient with known malanoma of the rignt

am.

= Blood cell counts and blood chemistry
done In advanced melanoma to determine
how well the bone marrow, llver, and
Kldneys are working during treatment.

» Testing for targsted treatments.
Example: 1/21/14 LDH was negative.

Note: Thasa procedures are usad to

Iaentity the cancer, not treat It. If the blopsy
Is exclslonal of removes the cancer, the
Inforrmation 15 placed In the Trestmeant
sectlon. Also, If exclslonal lymph node
blopsy Is dona note In the Treatment section,
siNce cancer was removad from the ymph
nodes.

Example: 1/7,/14 Incisional blopsy of right
amm mole.

NAACCR

T

\ntmnal
Ruﬂgﬁ"dm A

Association

INFORMATIONAL ABSTRACT
wide to Determining What Toat to Include

2t e bt 1l gty ot B el st o b sl e

10 86 canet prmrmrch thevelore, d.»—« 4 st b complets, containing ll the
v concine analy

[—

k! | N Pl hoan rrvmsed & mevien

of ik b e e s M 5

when

eBichency wad Inchudes eght sectione: Plyvical Exsmmiietcey: % SowBoepenSicase: Labe
T Fovoobures Faeolog: Frimacy e, Reeciogr; and Trosmons. A e of ivvnns
o evd o The

varvam mtam lrkom ame m\:dl:uiw [P T p——

VWONHHW

sy rreesd b o seebsnmal prrarch o e

e e abmiract

When using the miomational sheract, follow w.uwmum‘. o complese all the

st B e |y i plees.
s prrcrs and the e canes

e
'NAMPCR Sareord Abbeeviacionn

PHYSICAL EXAM/HISTORY

Inclede:

-~ DamagEIpmIce: 135, s, 158, SNy O
e patent

= Chlet Complaint (€1 Wit 3 brist
SN 3004 WY R, SOUE
e a4,

-+ Physical Examisation {PE}: D2t of o
G13M G BoCLMEPLIBP, Of NSt
Portinent & the st v, weh
1 G of Mo ard whal Uy
1eR20 B FOUG £, B9, NG SRACS.

sty

Persanal hisiory of any cancor

Farmay nistory of any Cances

Tooacen: 1R, Iquency, Bmount

kool Ruguency. aemeait

DB WOMGEICH GRS 3040

oA sewnTOntal Tacton.

S ERCIN, TR CO-MOMIN.
Fartutrly o tut st Sutsant
e,

= Past Treatment: ¥ ppecsne, Meucs
PrEViCS ERGmInarsgy of fanEton
ey
e b P S o
, £ prysician notss, mursing
fiey Bfyuckan progress motes. dscrage
. amisakn notes.

Motn on Megativa Findings: s oy
v rogatv BOngS. Buch an VS

Tros e oo igoir on B U st e,
S B0 N Pavd any Hashony of Gance
i Pty Of DT, S 050 Aok S
1) R TS BCONOAK, DAY, 570
s work cutakns w3 g el of s
g, St 1 3 gardener ane IS Lk
oA 6f B0 G QUG I ST Snths.

PATHOLOGY

Include:

BrieT summary of all patnologle

studias/raports. Include datas and lst

chronologloally from earllast to latest.

= Cancer Cell Type

» Grade

= Siza of the tumar {not the speaimen siza).

= Extant (gxtanslon) of primary tumor.
(Usually found In the microscople
dascription on the pathology report.)

= Lymph node Involvament or lack of It.
(Number of lymph nodes examined and

e

PRIMARY SITE

Include:

« Slte where cancer started. For skin, state
part of body where cancer Is occurring as
well as the laterallty of the site.

HISTOLOGY

Includea;
« Canger call ype

= Evidence or Indieation of further spread of
cancer.

+ Braslow measurement (thickness or depth
towhich the cancer has grown).

» Ulceration notad.

» Mitotic court/rata (maasurameant of how
quickly the cancer calls have diided or
grown).

» Margins (are they clear of cancar; size of
margin.

Example: 1/3/14 supericial spreading

rmminmmnn Aenaln bl mans 4

Exampla: Right foraarm skin.

Example: Supermclal spreading Melanoma,

NAACCR
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Association

INFORMATIONAL ABSTRACT
A Guide to Determining What Tart to Include

it b comglete, containng all the
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PHYSICAL EXAM/HISTORY
Inchede;

g8, 4, es, Sty oF

ma pane

= Ehbal Complaint [C€): Wit 3 bried
SN 00U WY (RN SOUET
Mo £203.

» Physical Examination {PE): Cate of
AT G BGPTSR, O INTGTn

IR B8, POUNE £ORY, SII9, B0 SAGS.

Fatery
Parsanal history of any cancor

= PR TRRSMAN: T REDATION, FOUD
PrEViCS ERGmInarsgy of fanEton
ey

WINHG 10 918 T ISR ML

consartations, LI IYSEIEN RoRS, PUFSIng

s, piVCkn progress e dachrge

admission ntes.
Motn on Megativa Findings: s oy

Exampha: 5% pase-ok il temaks noBosd
3 G O e g BT Nt was CRANgNg
o, JOTING LGN, MEATY, GPW] ST

s P oot garg o0 B W st e,
Shi Godd oA Bavd ay Niskory 8F Canced I
0 Py O BOT. S 00 A Skl

Al s b evarabely st

eee Coding Pitfalls and Text - Melanoma

TREATMENT

Includa:

= Surgery: Name of procedurs, date, and
any pertinent INAINES noted by SUrgeon.
Possiblitlas Include excislonal Dlopsy,
electrocautary, Tulguration, cryosurgery,
polypactony, laser exclislon, MOHS Surgery,
wide exclslon, re-exclslon, I lymph nodas
Involved, note lymph node dissaction,
reglonal lymphadenectonmy.

chemotherapy: Dates of beginning and
ending of treatment, names of drugs, route
of adminlstration, and note response, It
glven. If any drugs were changed, note new
drugs, why drugs were changed, and when
he new arug started.

Radlatlon: Note beginning and ending
dates of treatment, type of radlation, to
what part of the body It was given, and
reaction, IT given. Note any boost doses,
the dosage, where It was given, and when
It was startad.

= Immanotherapy: Drugs used to halp boost
the Immune systam. Note drugs given, the
date they wera startad and finishad, routs
of aaministration, and response, If ghvan.

» Targeted Therapy: Dates, names, and
routa of administration, and response to
tham If ghven.

= Clnical TAals: Is patlent enrolled In any
clinleal tnals? If o, Include the namea, trial
numbers, and any other avallable detalls,
Including the date of anroliment.

» Other: Dates and names of other
treatment that does not it In the above
categorles.

Example: Surgery: 3/17/14 MOHS

procadurs —mola right am; Immunotharapy:

First dose of Ipllimumab was startad on

3/25/14 glven IV; last dosa glven /24714,

raspondad well to tha treatment.

NAACCR

s

Q&A — Melanoma Coding Pitfalls

“Border.

Color,

Is varied from one area to another; has shades of tan,
brown, or black; is sometimes white, red, or biue.

*

‘ Asvmmetry.

One half is unlike the other half.

An irregular, scalloped, or poorly defined border.

Diamete r:
Melanomas are usually greater than 6mm
{the size of a pencil eraser) when diagnosed,
but they can be smaller.

E volving.
Amole or skin lesion that looks different
from the rest or is changing in size,
shape, or color.

T
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oo Pop Quiz 9

* Are the CoC rules different than SEER for coding biopsies of a
melanoma?

* No. Rules from CoC, SEER, and NPCR are all consistent.
— If biopsy is done and it removes all visible tumor, it is a surgical
procedure.

— If a biopsy does not remove all visible tumor (only a sample),
code it as a diagnostic staging procedure.

VAR

eee Pop Quiz 9 (cont)Shave Biopsy

* Would a shave biopsy for melanoma insitu with positive margins
be coded as a surgical procedure or diagnostic staging
procedure?

— If the pathology report from the shave biopsy indicates
macroscopic involvement, code it in Surgical Diagnostic and
Staging Procedure, 02.

— If the pathology report shows clean margins or the presence
of microscopic involvement - code it as an excisional biopsy 27

http://cancerbulletin.facs.org/forums/forum/fords-national-cancer-data-base/fords/first-
course-of-treatment/surgery/8595-how-is-shave-bx-to-be-coded NAACCR
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ese Pop Quiz 10

* For T1 tumors: If we have information only about ulceration but
no information about mitosis can we assign a T1 and no
subcategory?

VAR

ese Pop Quiz 10 Answer

* To assign Tla you would need info on both ulceration AND mitotic
rate.

— An elevated mitotic rate could push this into the T1b category.

 If ulceration is present a T1lb can be assigned without information
concerning mitosis.

— If mitosis is <1/mm2, T1b is assigned due to the ulceration.
— If mitosis is 21/mm2, T1b is assigned due to the ulceration.
* The higher mitosis rate does not push this into the T2 category.

* |If no information on ulceration, a subcategory for T1 cannot be
assigned.

NAACCR
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ess Pop Quiz 10 Answer...8!" edition

* Mitotic rate has been removed as a staging factor for T1 tumors.
— Still an important prognostic factor

— T1a and T1b definitions have been modified slightly, but are
still dependent on ulceration status.

NUCR
ese Pop Quiz 11
* Could you explain the difference between Micrometastasis (N1a)
and Macrometastasis (N1b) when it comes to lymph nodes?
NUCR

Coding Pitfalls 2017 33
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eee Pop Quiz 11 Answer

* Micrometastasis and macrometastasis only influence the pN.

* Micrometastasis indicates that clinically there was no indication
of lymph node metastasis (cNO). However, when a lymph node
was surgically removed, metastasis was identified.

— This could be identified in a sentinel lymph node biopsy.
— A sentinel lymph node biopsy is always part of the pN.

* Macrometastasis indicates that clinically lymph node metastasis
was identified and was verified pathologically in at least one
lymph node.

VAR

ess Pop Quiz 10 Answer...8!" edition

* In 8t edition
— Micrometastasis is defined as clinically occult a

— Macrometastasis is defined as clinically detected lymph node
metastasis

NAACCR
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«Pop Quiz 11

* A patient presents for annual screening and is
found to have a suspicious mole. The mole is
excised and found to be malignant melanoma

* The patient returned two weeks later for a
sentinel lymph node biopsy and wide excision.

* Pathology

— Wide excision: Negative for residual
melanoma
— Sentinel node biopsy:

* 4 lymph nodes removed. Micrometastasis
measuring less than 0.1mm in a single lymph
node. 3 lymph nodes negative for metastasis.

(cT1b). No palpable lymph nodes were present.

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage

Page 335 and 336
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C‘\]atil.i{llial INFORMATIONAL ABSTRACT
REFISITArS A Guide to Determining Whar Tt to Inclide
Association PHYSICAL EXAM/HISTORY
Include:

w > = Demographlcs: Age, sex, race, ethnlcity of = Past Treatment: Include past treatment It
m U the patlent. applicable.
2cC = Chief Complalnt (CC): Brief statement Example: 48-year-old white female presented
—— about why the patient sougnt mealcal care.  to her ophthalmaologist with & neadache and
o =] » History: Personal or family histary of any decreased visual aculty. H/A nonspecific
> cancer and the family member involved In natura and unresponsive to analgasics.

¢ List the smoking and alcohol history of Patlent reported gradual visual changes over
o the patlent_type, raguency, and amount.  UIme attributed to age. Patient's visual fleld

mmm PHYSICAL EXAM/HISTORY Mote exposure to any cancercausing testing demaonstrated ciassic bitemiporal
= g I'":-':;r.-p. I, CREMICals, WOrkplace exposure, andy/or feld loss (bitemporal hemianopla)
> JreraR—— relevant emvironmental factors. List chronic  CONSIStant WIth {c/w) optic nerve chiasmal
P - I vt healtn problems, Irltations, or Infactions. compresskon. PMH significant for diabetes
z = Mke SUTE to NOte PrEvIous chemotherapy and ny_pertens-lon. FH: non-contributory. Toxic

< or radiation therapy. Other relevant nabits: obacco, EOH, streat drugs - all

Information as deemed appropriata. nagative. No WoTkplace exposuras noted.
» Genetles: Include birth defects or othar Where to Find Information: H2R

consultations, nursing notes, admission
notes, physician progress notes, discharge
summary.

NAACCR
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X-RAYS/SCOPES/SCANS

Include:

= Imaging Tests: Date, name, and a brar
sSUmmMmary of test results. MR Is the
praferrad Imaging modallty Tor pltultary
adenomas.

LABS

Include:

» LISt @ach test, date, and results. Include
pitultary function tasts and andocnng
studles for hormone hyposacration or
hypersactetion.

Note: The pltultary gland produces
hormones that can be characterized as
sacretory or non-secratory (functloning or
norHunctioning) based on the presence
or absance of those Normonas. MNon-
socretory tUmors usually presant with
Wision 108s. Fatlents with secretory tumors
usually present after evaluation by an
endocrinologlst for symptoms related to

Mote: Pltultary adenomas are classiad
Dasad on slze as aelther a microadanoma
{=10mmj or a macroadenoma (>10mm). The
optic chiasm lles diractly above the plurtary.
Example: 10,/20/2015: MREBrain: 4x4mm
sella/suprasellar NoMogenaous mass in
keaping With a pitultary microadenama.

normonal Imbalancas (welght changes, mood
changes, fatlgue, loss of libldo, efc).

Tha antarlor loba of the pltultary secratos six
(6) hormanas: thyrold stimulating hormone
(TSH), adrenocorticotropic hommane (ACTH);
Tollicle stimulating hormaone (FSH); leutizing
normane {LH), growth hormone (GH), and
prolactin (PRL), the most comman pltultary
adenoma.

Tha posterior lobe of the plitultary secretes
two (2) hormones: vasopressin and oxytocin.

Example: 10/8,/15 Prolactin 19.7 (H); range
(4-15.2).

NAACCR
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INFORMATIONAL ABSTRACT
ing What Tert to Incliude

el mocuately determn:
canphete, contairing ol the

[r—

T i eghaes n peeparingabmtracin, ML i Comstee b ermie
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DIAGNOSTIC PROCEDURES

These are progeduras that detect the CaNCer, but do not remove It

Include:

- 10l20,2015: (performed

= Blopsy: LISt date. name of pr ana
brieT description of Indings.
MOSt oTten permormed at the tme of
surglcal resection. Stersotactic CT or MRI
guIded Diopsy may be performead without
surgical resection In patlents consldersd

surglcally unresectanle or not consldered a

good surgieal canadldate.

during surgery): Blopsy of the abnormal
UssuUe SUDMITIed 1o pathology. Drpltultary
microadenoma.

o b ey bl e by o Ure akstract
Yorn i theidormaiona shac, ol he ot dne and
soction e coacies by g phr, ot malvncen

I TS Sp—p——
Wicm e coarart ...m@...{ PO R ——

PHYSICAL EXAM/HISTORY

PATHOLOGY
Include:

Date and & brief summary of indings of all pathologloal reports. particularly the three listed below.

LISt In Ghronological order (Le. st o most recant).
= Extent (extension) of the primary tumor: macr: axtent

Inclu;

. A9, 34, Fac. SRy o1
o panent

= Ehiof Complatnt (£C): B statimant
2000wy 0 RDENL SOUENL MECHCH <Y,

Fisary of any

NIVidd NODIN38
AdYNIHd .I.1I'IGV

Pt pristhenns, iitalicrs, o Infuchon.
e

10 APy, CRRRE resvanL

= GINADGE: CHadd DI S0CE Of ONer
Potatid gEAGEC CONATIONS.

+ PaSt Trestmaat: enic) B ERATONL B
appacann

L e ]

15 16F OEITGITKAOEISE W 3 TWATXTH 03

L VI BT HA PORIRERE

1 ity 2 UnvssRnIve 1o g,

Ptk rogerkid radual visual cfaangos vl

BT St 1 0. PRONLY visual S
oty mraatoc ciws i

S b (il Pomtanop)

‘Gonsistant Wih [6/ W) SPK nerva Chiaseal

COMpIASION. PV SignRcant for Otabolis

PRI, N WOTRDISKE) SpOLTe P

wr
censultabons. nuring rotes. admissen
Rt pySICian pogress notes. dlschangs
summary

Oftan found In the micrescople description
of the pathology report.

= Any evidence of further spread Often
Tound In the mMicrescoplc descrption of the
pathology report.

= Margns: note extant of IMoivemant of
surglcal margins.

PRIMARY SITE

Include:
= The primary site where the cancer started.

Example: Fltultary gland —G75.1

HISTOLOGY
Include:
= The exact call type of the cancer

- Specific lobe of the brain

- Laterallty

- cancer ¢all type

- Grade of the tumor

- SIZe of WMOr (Not Specimen size)

of Involverment not stated.

Where to Find Information: Surgleal and
alagnostic (IMagIing and bIopsy) reports.

Exampie: FItUltary adenoma (M-8272/0,/9)

NAACCR
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a
wh

PHYSICAL EXAM/HISTORY

Inclu;
. 4.

NIvidd NODIN38
AdVYNIdd 1Tnav

TREATMENT

Include:

= Surgery: The most commonly performed
SUrgery Is rans-sphenoldal resection. It
addressas tumors corfinad within the sslia
turglea and that are Adrenocorticotrople
hormone (AGTH) secreting. This Is a
dannitve surgery that removes the
TUMOR. It ramoves vislbly abnomal tissus
as seen on IMAging of Intracperativaly and
15 complatad o 3 dagres that IS consistant
with presarvation of functional neurclogle
tissue.

Example: 10/25/15: Trans-sphenoldal

resection performed using an endoscoplc

endonasal approach. Pltultary adenoma Is

noted comprassing the optic chlasm. Gross

resection Is performed with suocessul

dacompresslon of the anteror visual

pathways, leading to visual racovery.

» Radiatlon: Beginning and end dates
of treatment, type of radiation, to what
part of pody It was given, dosage and
reaction to treatmeant, If noted. Note: any
boost dosages, date, and to where It was
aaministerad.
Note: Radiation tharapy Is Most often
reserved for Incomplets resection or for
patients who continue to be hypersecretory
atter surgery.
Indications for Radiation Therapy:
= Non-functioning adenomsas:
1. non-surglcal candidate
2. FecurTence of PFOgrassion amer surgary
(8.8 cavernou:

3. surgically Ir
sinus)
» Functioning adenomas:
1. nomenally uncantrolied aTer maxmal
surgleal or medical tharapy
2. tumar growth of extenslon that cannot
be surglcally addressed.

eee Coding Pitfalls and Text — Brain & CNS — Part |

Radiation Therapy Options:

These are examples of common approaches,
but do not address varances In dosage of
duration or modallty.

» Stereotactic Radlosurgery (SRS): At least
3-5mm from optic chlasm and less than
3em In dlameter. SRS for nondunctioning
adenoma, 18Gy (180cGy), Tor functioning
adenoma, 20Gy (2000GY).

» Fractionated Radiation Therapy: May
e the anly option If 1258 an Smm
from optic nerve or greater than 3cm In
diameter, Fractionated Radiotherapy for
NORUNCHIONING B08noma, 45-50.4GY
{4500-5040cGy) at 186y (1800Gy) dally.
Slightly higher dosage for functioning
adenoma 50.4 — SAGY (5040 — 5400cGy)
also at 18Gy (180cGy) dally.

Example: 12/1/1512/31/16: 465Gy

(45000GY) to Gross Tumor Volume at 18Gy

(180¢Gy) In 26 TS over 30 days.

s Chemotherapy,/Hormone Tharapy:
Beginning and end dates of chematherapy,
names of drugs, and route of
aaministration. If avaliable, Include
response to treatment. Note It any
changes In drugs: state new drug names
and why the drug was changed and when
the new drug started.

Note: Responses may evolve slowly over

many years, so continued andocring

survelllance and medical management are
requirad.

Example: Bromocripting (Parlodel) Initially

1.25mg nightly with food, gradually

Increasing to 2.5mg BID (wice dally) as

tolergted within 1-2 woaks.

NAACCR

Transformation to Malignant is Very Rare

Coding Primary Site for Meningioma

— C70.0 — Cerebral Meninges
— C70.1 - Spinal Meninges
— C70.9 — Meninges, NOS

eee Coding Pitfalls and Text — Brain & CNS — Part |

Sphenoid Wing Meningioma arise in the arachnoid layer of the
cranial meninges covering the sphenoid wing. Called sphenoid
wing meningioma because of location — part of cranial meninges
included as undersurface of the skull and are reportable tumors.

* Why are some brain tumors classified using laterality and some
are not? What about Cranial Nerve Tumors and CNS tumors?

NAACCR
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Ccer INFORMATIONAL ABSTRACT
SIFAFS A Guide to Determining What Tt to fncliude
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PHYSICAL EXAM/HISTORY

ncluge:
* DemegrIpRCE: AgD, S5, FRCO, PRIy O EXMTPHE £ 59GK0 WIVKS M Prasensa
Fa parer 15 4 (R WP EOMEEIRTS o SELAD DI

« Chid Comptalat: Wt 3 bviod statimant
300U Wy T PETRAL SOUG MR CarY,

» Mistary: Pass history o Gy hissary
of any cancet. Inciude §0R5c0 (.
Faquincy, sna Emeune, G or Senel
fRequincy ans smeunty, tote vy
Work sApuE /o ekt
TRt IRCRRrS. LSt ary crene
TN profuems, ITRREERS, oF PEACDOM
Inckue Bislioy of offer carcers, s
humeimorapy o Faison tharpy, of
OUTHH PRPVANE IFCETGRON 33 TN
soprmpnats.

» Dememn: List any B deets or other
eiated panatc condons.

DR SHRPONBTIR, TONC FONS: 100G,

7N, SO S — 38 TN,

Whess b Find B Inkormabion: HLS
CensULIOnS. urig RCtéa. physkian
progs nolun, amevaion nclis, dhchp
sy

PHYSICAL EXAM/HISTORY

Include:

« Damographics: Age, Sex, race, etnnicity of

the patient.
« Chief Compialnt: Write 3 brief statement

about why the patlent sought medical care.

+ History: Fast history or family history
of any cancer. Include tobacco (type,
frequency, and amount) and/or alcohol
{frequency and amount). Note any
WOrkplace exposure and/or relevant
environmental factors. List any chronic
health problems, Imitations, or Infections.
Include history of other cancers, previous
chematherapy or radiation therapy, or
other ralevant Information as deemed
appropriate.

Genetics: List any birth dafects or othar
related genatic conditions.

eee Coding Pitfalls and Text — Brain & CNS — Part Il

National

R(,g

Associalion

Example: 54-yzar-old white male presentad
o the ER with compiaints of acute onset
neadaches Increasing In saverity, nausea,
VOMItING (M/V), memory 10ss, weakness,
and a change In mental status. Patient's
Spouse observed one episods of selzure-
like activity prompting this ER visit. Past
medical nistory (PMH) significamt only for
nyperchokesterolemia. Toxlc hablts: tobacco,
ELOH, street drugs - all negative.

Where to Find the Information: H&R
consultations, nursing notes, physiclan
progress notes, aomission notes, discharge
summary.
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chnran e and the spertflc cancer wae 2 wo s NAACC T Scndard Abbervisicns
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PHYSICAL EXAM/HISTORY
ncluge:
.  AGS, S9N, M0, TR O XIS 4051000 WIS MBS pRISITe
Fa parer s o 30188 oAt
= Chisd Compialak: Wit 3 ot statamont
00U WY T RN SOUENL MR S0,

* Mistary: Past history of tamily hissary

THDOFTOR SRR TONK RGRNS: 10030CD,
X, S TS — B8 TR,

Wiies 1o Find Do Information: HLE
CONSUITION. furking Roted. Cnysician
g ot mesakon nohin, ety
ey

WOk SISy 2PEL/'OF kel

Ty o Fakatn gy, Gr

0 TORYaPE POTRCR 35 GRATN
sppropnate.

« Gemeln: List any B defcts o other
340 poratc Cordmicns

1 prrep—

X-RAYS/SCOPES/SCANS

Include:

= Imaging tests: Date, name, and a briel
SUMIMary of tast results. Most commonly
used Imaging Is contrast-enhanced
Gadolinlum MRI and Computer Tomography
(CT).

Example: 10/20/2015: CT-Head w/o

contrast: Examination reveals 1.8ocm right-

slded hypodanse mass. Evidence of adama

gausing mid-ine shift to left, compression of

right lateral and thind ventricles. Recommend

Gadoliniurm MRI Tor Turther avaluation.

LABS

Include:
Ust all tests and dates.

» Immunchistochamical (IHC) and molaoular
genetic studies are often parformed to
2SEISt WIth QIZgNosIs, Prognos!s, or o
pradict tharapautic responsea.

= Common ancliary molecular testing in
neurc-oncelogy Includes testing for 1p and
19q co-deletion

» Matrylguanina-DNA mathyitransterass
(MGMT) prometer methylation studies

Example: 10/22/15: MR w/Gadolinium
— Brain: Hetaroganaously nngenhancing
mass noted - reglon of Aght frontal lobe. The
mass measures 2.0cm with surrounding
sewvers vasogenic edama, midiing snitt

and compresslon of ventrcies, Mass has
Iregular bordars and evidence of central
NECrosis.

Where to Find the Information: This
Information might appear In the H&F or
s¢ans Included In the chart.

* p53 axprassion

« Copy number altarations In epldarmal
growth Tactor (EGFR) and phosphatase
and tensin homolog (FTEN) (CAP CNS
Protocol Braln/Spinal Cord background
documantation, ancllary studles).

Exampie: Fart C: Right Frontal Lobe Subtotal
Resection: Glioblastoma multiforme (GEM),
WHO Grade IV 3% of tumor necrosis; 95%
of turmor cellularty 1HC: MGMT 20%; FTEN
retalned (2+).
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 Qeneice: List sy DIt deficts o othar
slated pandtic Condmons.

DIAGNOSTIC PROCEDURES

FOI any of thess diagnostic proceauras—
procaures that astsct the cancer, but
do not remove ft—maks surs to Include
the date, name of procadurs, and brist
ABSCAROn of TNAINES.

Include:

« Blopsy: Most often performed at the time
of surglcal resaction. Rarely Stereotactic
CT or MRI gulded blopsy may be parformed
without surglcal resection In patients
considered surgically unresectabla of not
considersd a good surgcal canaldats.

PATHOLOGY

Include:

Date and a brief summary of findings of all
reports. ListIn

(l.e. Tirst to most recent).

= EXtant (extension) of the primary tumor

PATHOLOGY (continuea)

» Evidence of further spread (often Tound
In the microscople description of the
pathology report).

Margins: Note extent of Involvement of

surglcal margns.

Example: 10,/23/15 S15-2205: RT Aontal

Lobe Subtotal Resection: GBM, WHO

Grade IV; 2% of tumor necrosls; 95% of

tumnor cellulartty. Infitrating astrocytoma

PRIMARY SITE

Include:

The primary site whers the cancer started.
IT thes exact Iocation wIthin the brain 1S not
apparent, document as Braln NOS (C71.9).

HISTOLOGY

Include:
» The exact call typa of the cancar.

eee Coding Pitfalls and Text — Brain & CNS — Part Il

Example: 10,/20/2015: (parformed durng
surgery): Blopsy of the abnormal tissue
submitted to pathology. Frozen section
dlagnosis. Dx - GBM.

+ Cancer cell type

+ Grade of the tumor

» Latarality

@ Slra of turnar (not snecimean slzal

shows a small Irregularly shaped angular
and hyperchromatic nuclel assoclated with
mitotic figures, endothellal proliferation and
necrosis. IHC: MGMT 20%; PTEN retalned
(24).

Example: Brain — RIgnt Frontal Lobe (071.1)

Where to Find the Information: Usually
found In the surglcal report and,/or
diagnostic reports (IMaging or blopsy).

Example: GBM, WHO Grade IV (M-8440-3)
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PHYSICAL EXAM/HISTORY

ncluge:

. : AGS, S9N, FRCY, MRy OF SAEALI WINE S praseme
Fa paroet
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TREATMENT

Include:

= Surgery: Type, date, and any ralevant
statement to describe Important detalls.

eee Coding Pitfalls and Text — Brain & CNS — Part Il

Do Not Record Stereotactic Radlosurgery
(SRS). Gamma Knife, CyberkniTe, or Linac

- Most

Note: This Is the definitive surgery that
removes the cancer.
Subtotal Resection of tWMOF, MAss, of lesion
In the brain and refers to remeoval of Visibly
abnormal tssus as Seen on Imaging or
Intracperatively. It Is completed to a degree
that Is consistent with presarvation oT
Tunctional neurslogls tssue.
Example: 10/25/15: DI. T.E. Best — Subtotal
Resaction of Right Frontal Lobe Mass.
Operative Findings: Large cystlc mass noted
In right Trontal lobe, JUSt below the cortex In
white mattar, Just anterior to trigone of the
veriiricle. Blopsy of abnormal tssue sent to
pathology and returmed on frozen as GBM.
Al ViSIble TUMOr Was removed.
= Novocure® Optune treatment — Code to
surgery (Code 10)

- cmmulmmmr Inciude beginnIng and end
dates of chemotherapy. names of drugs.
and route or ton, Ir

as surglcal tumor destruction.

Each of these modalltles are coded In

radlation treatment nelds.

= Radiation: Beginning and ending of
treatment, type of radiation, to what part
of body It was glven, dosage and reaction
to treatment, IT noted. Record any boost
dosages, date, and to where It was
administarad.

Radlation may be used alona of In

combination with surgery and/or

options
omen Inciude extarnal baam (EBRT) using 30
conronmal or Intensiy Modulated Radiation
Therapy (IMRT) or sterectactic radlosurgery
(SRS) also desoribed as sterectactlc
ragictherapy (SRT). These are most otten
Identifled as Gamma Knife, Cybarknife, or
linear aceelerator (LINAC).

Example: 12/7,/15-1/11/16: Dr. M. Curle:
E0000GY to whole brain at 200cGy IMRT In
30T over 36days.

Note: May Includs patients who have not yet
been treated.

Mote any response to treatment.
Systemic Is the administration of a
cner drug Inte the
system so that the entire body Is amectad.
Note any new drugs. why the drug was
changed, and when the Naw drug was
startad.
Example: 10/25/15 Dr. B. Gentlle: Temodar
(termozolomide) with concurrent EBRT.
continue Temodar post-RT Tor one year.
= CHnical Trials: The name and number
of the clinical trial and the date patient
was enrolled. Includs other detalls of the
patlent’s experlence In the trial.

12/75,/2015: Patlent enrolled
In NCI 2014-00&16: Phase Il Tal of
Temozolomide with or with Vellparib In
treating patients with newly diagnosed GEM.
= Other: Any other treatment that does not
it Into one of the categorlas above.
Note: Any changes In drugs: state new drug
names and why the drug was changed and
When the new drug was started.
Example: 10/25/15 Dr. A. Miracle:
Gemeltaping

Coding Pitfalls 2017

9/7/17

39



NAACCR 2016-2017 Webinar Series

eee Pop Quiz 12 Coding Pitfalls and Text — Brain &
CNS - Part Il

* Does a neoplasm have to be microscopically confirmed to have a
WHO Grade? What do we use if ‘g rade’ is stated on imaging?

e Astrocytoma and Glioma terminology can be confusing because
these neoplasms are all of glial origin. The difference is grade.

* Progression to a higher WHO Grade can occur and most often
associated with glioma/astrocytoma neoplasms becoming higher
grade and more aggressive over time when diagnosed early in life

L3 o .o
eee  Q&A - Brain & CNS Neoplasms Coding Pitfalls
Frontal Lobe . |
. Pl'cblfam solw.ng P . Kno-.;-ng right from left
« Emotional traits v e »  Sensation
« Reasoning (judgment) * Reading
= Speaking + Body orientation
= Voluntary motor
activity A
- Occipital Lobe
4 *  Vision
* Color perception
Temporal Lobe — .
S ..--_-"‘T
*+ Understanding language Ny Cerebellum
* Behavior ) * Balance
* I:E""“_Dr\" ._ * Coordination and control
* Hearing of ' r ment
g Brain Stem L, of voluntary movement
L Fine muscle control
* Breathing
* Body temperature
» Digestion
* Alertness/slesp
+  Swallowing
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eee Miscellaneous Questions

* Benign Tumors of the spinal vertebra — reportable or not
reportable?

— Tumors of the spinal vertebra like Osteoid osteoma and
osteoblastoma would be coded to primary sites C41.2

— Since this would be a benign tumor in the bone it would be
not reportable

VAR

9/7/17

w Pop Quiz 13 Question

* Patients with kidney primaries often have a kidney removed,
but rarely are nodes removed. Are there circumstances where a
pathologic stage group can be assigned with lymph nodes being
excised?

NAACCR
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wPop Quiz 13

A 63 year old white male presents with a history of right
flank pain for the last month. An abdominal CT showed a
large complex right renal mass (10 x 8 x 7.8 cm) highly
suspect for renal cell carcinoma. The tumor extends into
the renal vein, but does not extend beyond the Gerota’s
fascia. Biopsy confirmed renal cell carcinoma. Additional
workup was negative. Patient went on to have a radical
nephrectomy

Pathology from radical nephrectomy:

— Specimen: Kidney and adrenal gland, left, radical
nephrectomy.

— Histologic Tumor Type: Sarcomatoid renal cell
carcinoma

— Histologic Tumor Grade: Fuhrman grade 4 (of 4)
— Tumor Size: 10.0X 8.3 X 8.0 CM.

— Tumor Extension: Tumor extends along the renal vein
into the inferior vena cava. Tumor does not extend
beyond the Gerota’s fascia.

— Margins: All margins negative

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage

VAR

Pop Quiz 13 (cont)

A 63 year old white male presents with a history of
right flank pain for the last month. An abdominal CT
showed a large complex right renal mass (4 x 3.5 x
3.2 cm) highly suspect for renal cell carcinoma. The
tumor extends into the renal vein, but does not
extend beyond the Gerota’s fascia. Biopsy
confirmed renal cell carcinoma. Additional workup
was negative. Patient went on to have a radical
nephrectomy

Pathology from radical nephrectomy:

— Specimen: Kidney and adrenal gland, left, radical
nephrectomy.

— Histologic Tumor Type: Sarcomatoid renal cell
carcinoma

— Histologic Tumor Grade: Fuhrman grade 4 (of 4)
— TumorSize: 4x3.5x3.2cm

— Tumor Extension: Confined to the kidney.

— Margins: All margins negative

Clinical T
Clinical N
Clinical M
Clinical Stage
Pathologic T
Pathologic N
Pathologic M

Pathologic Stage

NAACCR
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eee Text Pointers for Changing Registry Standards

* New Terminology Used to Describe Cancer Characteristics

* New and Revised Staging Clarifications

* New ICD-0-3 Codes

* Changes to Behavior of Neoplasm

* New Details for Cancer Staging

* New Site Specific Data Items

* New Molecular/Genetic Tumor Tests without Fields

* Fast-Paced Technology — Not the Same Pace as Cancer Registry

* When you feel like you are placing a square peg in a round hole —

you need to document what is in the record and ask for guidance
VR

o Coding Pitfalls and Text - Quiz

VAR

Coding Pitfalls 2017 43



NAACCR 2016-2017 Webinar Series 9/7/17

eee Questions

NAACCR

S

eee Fabulous Prizes

BACK TO
SCHOOL

0NN |ONES PHOTOGRAPHY

NAACCR

T
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eee CE Certificate Quiz Survey

* Phrase

* Link
http://www.surveygizmo.com/s3/3818168/Coding-Pitfalls-2017

NAACCR

Thank You!

Jim Hofferkamp jhofferkamp@naaccr.org
Angela Martin amartin@naaccr.org
Steve Peace SPeace@med.miami.edu
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