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PREFACE TO THE SEER PROGRAM CODING AND STAGING MANUAL 2007

The Surveillance, Epidemiology and End Results (SEER) Program Coding and Staging Manual 2007
is effective for cases diagnosed January 1, 2007 and forward. Previous editions of this manual are
available on the SEER website, CD, or may be ordered through the SEER website. This is a major
rewrite of the manual. The SEER Program Coding and Staging Manual 2007 includes all errata and
revisions that apply to cases diagnosed January 1, 2007 and forward. The 2007 changes and additions
include:
2007 multiple primary rules
2007 histology coding rules
New data items
NPI Registry ID
Casefinding Source
Primary Payer at Diagnosis
Multiplicity Counter
Date of Multiple Tumors
Type of Multiple Tumors Reported as One Primary
Ambiguous Terminology
Date of Conclusive Terminology
Systemic Treatment Sequence with Surgery

All of the changes incorporated into the manual were approved by the Uniform Data Standards
Committee of the North American Association of Central Cancer Registries.

This manual includes data item descriptions, codes, and coding instructions for cases diagnosed January
1, 2007 and forward. Data items not required by SEER are noted as such.

Data items that are not required for 2007 diagnoses but were collected in years prior to 2007 still must be
transmitted to SEER. These data items should be blank for 2007 and forward diagnoses. Descriptions of
historic data items, allowable codes, and coding rules are not in this manual but can be found in historic
manuals.

SEER regions may submit technical questions to SEER using the web-based SINQ system at
http://seer.cancer.gov/seerinquiry/. The general questions and answers from the SINQ system will be
incorporated into the next edition of the SEER manual.

This manual may be downloaded in electronic format from the SEER website http://seer.cancer.gov/.

Send suggestions or revisions to:

Carol Hahn Johnson, BS, CTR

Manager, Quality Improvement

Surveillance, Epidemiology and End Results Program
Cancer Statistics Branch, Surveillance Research Program,
Division of Cancer Control and Population Sciences
National Cancer Institute

6116 Executive Blvd

Suite 504

Bethesda, MD 20892-8316

Fax:  (301) 496-9949
Email: johnsoca@mail.nih.gov
SEER website: http://seer.cancer.gov
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INTRODUCTION
SEER PROGRAM

Two programs, the End Results Group and the Third National Cancer Survey, were predecessors of the
Surveillance, Epidemiology, and End Results (SEER) Program. SEER publishes the SEER Program
Coding and Staging Manual 2007 to provide instructions and descriptions that are detailed enough to
promote consistent abstracting and coding.

SEER CODING AND STAGING MANUAL CONTENTS

The SEER Program Coding and Staging Manual 2007 explains the format and the definitions of the data
items required by SEER.
For all cases diagnosed on or after January 1, 2007, the instructions and codes in this
manual take precedence over all previous instructions and codes.
Documentation and codes for historical data items can be found in earlier versions of the SEER Program
Code Manual. Earlier versions are available on CD and on the SEER website.

This coding manual does not prevent SEER contract registries or other registries that follow SEER rules
from collecting additional data items useful for those regions.

REPORTABILITY
DATES OF DIAGNOSIS/RESIDENCY

SEER registries are required to collect data on persons who are diagnosed with cancer who, at the time of
diagnosis, are residents of the geographic area covered by the SEER registry. Cases diagnosed on or after
January 1, 1973 are reportable to SEER. Registries that joined the SEER Program after 1973 have
different reporting start dates specified in their contracts.

REPORTABLE DIAGNOSES
1. In Situ and Malignant/Invasive Histologies

a. All histologies with a behavior code of /2 or /3 in the International Classification of
Diseases for Oncology, Third Edition (ICD-O-3).

b. Exceptions: Malignant and invasive histologies not required by SEER

i.  Skin primary (C440-C449) with any of the following histologies:
Malignant neoplasm (8000-8005)
Epithelial carcinoma (8010-8046)
Papillary and squamous cell carcinoma (8050-8084)
Basal cell carcinoma (8090-8110)

Note: If the registry collects basal or squamous cell carcinoma of skin sites
C440-C449, sequence them in the 60 range and do not report them to SEER.

ii. Carcinoma in situ of cervix (/2) or cervical intraepithelial neoplasia (CIN III) of the
cervix (C530-C539) (Collection stopped effective with cases diagnosed 1/1/1996 and
later except as required in individual contracts.)

iii. Prostatic intraepithelial neoplasia (PIN III) of the prostate (C619) (Collection
stopped effective with cases diagnosed 1/1/2001 and later)

Introduction and General Instructions 1
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2. Benign/Non-Malignant Histologies

a. Pilocytic/Juvenile astrocytomas are reportable; code the histology and behavior code
9421/3.

b. Benign and borderline primary intracranial and CNS tumors with a behavior code of /0
or /1 in ICD-O-3 are collected for the following sites, effective with cases diagnosed
1/1/2004 and later. See the table below for required sites.

Required Sites for Benign and Borderline Primary Intracranial and Central Nervous System
Tumors

General Term Specific Sites ICD-0O-3
Topography
Code
Meninges Cerebral meninges C700
Spinal meninges C701
Meninges, NOS C709
Brain Cerebrum C710
Frontal lobe C711
Temporal lobe C712
Parietal lobe C713
Occipital lobe C714
Ventricle, NOS C715
Cerebellum, NOS C716
Brain stem C717
Overlapping lesion of brain C718
Brain, NOS C719
Spinal cord, cranial nerves, and other parts of | Spinal cord C720
the central nervous system Cauda equine C721
Olfactory nerve C722
Optic nerve C723
Acoustic nerve C724
Cranial nerve, NOS C725
Overlapping lesion of brain and C728
central nervous system
Nervous system, NOS C729
Pituitary, craniopharyngeal duct and pineal Pituitary gland C751
gland Craniopharyngeal duct C752
Pineal gland C753

Note: Benign and borderline tumors of the cranial bones (C410) are not reportable.

2 Introduction and General Instructions



SEER Program Coding and Staging Manual 2007

CASES DIAGNOSED CLINICALLY ARE REPORTABLE

In the absence of a histologic or cytologic confirmation of a reportable cancer, accession a case based on
the clinical diagnosis (when a recognized medical practitioner says the patient has a cancer or
carcinoma). A clinical diagnosis may be recorded in the final diagnosis on the face sheet or other parts of
the medical record.

Note: A pathology report normally takes precedence over a clinical diagnosis. If the patient has a negative
biopsy, the case would not be reported.

Exception I: 1f the physician treats a patient for cancer in spite of the negative biopsy, accession the case.

Exception 2: 1f enough time has passed that it is reasonable to assume that the physician has seen the
negative pathology, but the clinician continues to call this a reportable disease, accession the case. A
reasonable amount of time would be equal to or greater than 6 months.

AMBIGUOUS TERMINOLOGY

Ambiguous terminology may originate from any source document, such as pathology report, radiology
report, or from a clinical report. The terms listed below are reportable.

Ambiguous terms that are reportable (used to determine reportability)
Apparent(ly)
Appears (effective with cases diagnosed 1/1/1998 and later)
Comparable with (effective with cases diagnosed 1/1/1998 and later)
Compatible with (effective with cases diagnosed 1/1/1998 and later)
Consistent with
Favor(s)
Malignant appearing (effective with cases diagnosed 1/1/1998 and later)
Most likely
Presumed
Probable
Suspect(ed)
Suspicious (for)
Typical (of)

HOW TO USE AMBIGUOUS TERMINOLOGY FOR CASE ASCERTAINMENT
1. In Situ and Invasive (Behavior codes /2 and /3)
a. Ifany of the reportable ambiguous terms precede a word that is synonymeous with an in situ
or invasive tumor (e.g.: cancer, carcinoma, malignant neoplasm, etc.), the case is reportable.

Accession the case.

Example: The pathology report says: Prostate biopsy with markedly abnormal cells that are
typical of adenocarcinoma.” Accession the case.

Negative Example: The final diagnosis on the outpatient report reads: Rule out leukemia. Do
not accession the case.
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b. Discrepancies: If one section of the medical record(s) uses a reportable term such as
“apparently” and another section of the medical record(s) uses a term that is not on the
reportable list, accept the reportable term and accession the case.

Exception: Do not accession a case based only on suspicious cytology. The case is
accessioned if proven by positive cytology or other diagnostic methods including a
physician’s clinical diagnosis. See the data item Diagnostic Confirmation for methods of
diagnosis.

Note: If the word or an equivalent term does not appear on reportable list or is not a form
of a word on the reportable list, the term is not diagnostic of cancer. Do not accession the
case. Forms of the word are such as: “Favored” rather than Favor(s); “appeared to be” rather
than appears. Do not substitute synonyms such as “supposed” for presumed or “equal” for
comparable.

c. Use these terms when screening diagnoses on pathology reports, operative reports, scans,
mammograms, and other diagnostic testing other than tumor markers.

Note: 1f the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or
physician’s statement, do not accession the case.

Example: Mammogram shows calcifications suspicious for intraductal carcinoma. The
biopsy of the area surrounding the calcifications is negative for malignancy. Do not accession
the case.

Benign and borderline primary intracranial and CNS tumors

a. Use the “Ambiguous Terms that are Reportable” list to identify benign and borderline
primary intracranial and CNS tumors that are reportable.

b. If any of the reportable ambiguous terms precede either the word “tumor” or the word
“neoplasm,” the case is reportable. Accession the case.

Example: The mass on the CT scan is consistent with pituitary tumor. Accession the case.

c. Discrepancies: If one section of the medical record(s) uses a reportable term such as
“apparently” and another section of the medical record(s) uses a term that is not on the
reportable list, accept the reportable term and accession the case.

Exception: Do not accession a case based only on suspicious cytology. The case is
accessioned if proven by positive cytology or other diagnostic methods including a
physician’s clinical diagnosis. See the data item Diagnostic Confirmation for methods of
diagnosis.

Note: If the word or an equivalent term does not appear on the reportable list or is not a
form of a word on the reportable list, the term is not diagnostic of cancer. Do not accession
the case. Forms of the word are such as: “Favored” rather than Favor(s); “appeared to be”
rather than appears. Do not substitute synonyms such as “supposed” for presumed or “equal”
for comparable.

d. Use these terms when screening diagnoses on pathology reports, scans, ultrasounds, and
other diagnostic testing other than tumor markers.

Introduction and General Instructions



SEER Program Coding and Staging Manual 2007

Note: 1f the ambiguous diagnosis is proven to be not reportable by biopsy, cytology, or
physician’s statement, do not accession the case.

CHANGING INFORMATION ON THE ABSTRACT

There are circumstances under which the information originally collected on the abstract should be
changed or modified.

1. To correct coding or abstracting errors whenever identified (for example, during quality control
activities).

2. When clarifications or rule changes retroactively affect data item codes.

Example: SEER adds codes to a data item and asks the registries to review a set of cases and
update using the new codes.

3. When better information is available later.

Example 1: Consults from specialty labs, pathology report addendums or comments or other
information have been added to the chart. Reports done during the diagnostic workup and placed
on the chart after the registrar abstracted the information may contain valuable information.
Whenever these later reports give better information about the histology, grade of tumor, primary
site, etc., change the codes to reflect the better information.

Example 2: The primary site was recorded as unknown at the time of diagnosis. At a later date,
the physician determines that the cancer is primary to the testis. Change the primary site from
unknown to testis.

4. When in retrospect, the date of diagnosis is confirmed to be earlier than the original date
abstracted.

Example: Patient has surgery for a benign argentaffin carcinoid (8240/1) of the sigmoid colon in
May 2006. In January 2007 the patient is admitted with widespread metastasis consistent with
malignant argentaffin carcinoid. The registrar accessions the malignant argentaffin carcinoid as a
2007 diagnosis. Two months later, the pathologist reviews the slides from the May 2006 surgery.
The review concludes that the carcinoid diagnosed in 2006 was malignant. Change the date of
diagnosis to May 2006 and histology to 8241 and the behavior code to malignant (/3).

DETERMINING MULTIPLE PRIMARIES: SOLID MALIGNANT TUMORS

Note: See separate section for hematopoietic primaries and see Appendix C for benign and borderline
primary intracranial and central nervous system tumors (CNS)

EQUIVALENT OR EQUAL TERMS

Multicentric, multifocal
Tumor, mass, lesion, neoplasm
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Definitions

Note: Use these terms and definitions for all reportable cases except lymphoma and leukemia primaries
(M9590-9989).

Bilateral: Relating to the right and left sides of the body or of a body structure; bilaterality is not an
indication of single or multiple primaries.

Clinical Diagnosis: A diagnosis that is not microscopically confirmed. It may be based on
information from diagnostic imaging or the clinician’s expertise.

Contiguous tumor: A single tumor that involves, invades, or bridges adjacent or connecting sites or
subsites.

Focal: An adjective meaning limited to one specific area. A focal cancer is limited to one specific
area or organ. The area may be microscopic or macroscopic.

Foci: Plural of focus.
Focus: A term used by pathologists to describe a group of cells that can be seen only by a
microscope. The cells are noticeably different from the surrounding tissue either by their appearance,

chemical stain, or other testing.

Laterality: Indication of which side of a paired organ/site a tumor is located. (See Paired
organ/site)

Most representative specimen: The pathologic specimen from the surgical procedure that removed
the most tumor tissue.

Multicentric, multifocal, and polycentric are often used as synonyms. The tumor has multiciple
centers. The foci of tumors are not contiguous.

Multiple primaries: More than one reportable case.

Overlapping tumor: The involved sites are adjacent (next to each other) and the tumor is
contiguous.

Paired organ/site: There are two sides, one on the left side of the body and one on the right side of
the body. (See Laterality)

Recurrence: This term has two meanings:

1. The reappearance of disease that was thought to be cured or inactive (in remission).
Recurrent cancer starts from cancer cells that were not removed or destroyed by the original
therapy.

2. A new occurrence of cancer arising from cells that have nothing to do with the earlier (first)
cancer. A new or another occurrence, incidence, episode, or report of the same disease
(cancer) in a general sense — a new occurrence of cancer.

Single primary: One reportable case.

Unilateral: Relating to one side of the body or one side of a body structure.
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DETERMINING MULTIPLE PRIMARIES FOR SOLID MALIGNANT TUMORS

Note: See the appropriate sections of this manual for instructions pertaining to hematopoietic primaries
(lymphoma, immunoproliferative diseases, and leukemia) of any site and reportable benign or borderline
intracranial or CNS tumors. The following rules do not apply to hematopoietic primaries (lymphoma,
immunoproliferative diseases, and leukemia) of any site or to the reportable benign or borderline
intracranial or CNS tumors.

A. General Information

L.

Use these rules to determine the number of reportable primaries. Do not use these rules to
determine case reportablility, stage, behavior, or grade.

The 2007 multiple primary and histology coding rules replace all previous multiple primary and
histology coding rules.

The rules are effective for cases diagnosed January 1, 2007 and after. Do not use these rules to
abstract cases diagnosed prior to January 1, 2007.

Read this section, the histology instructions, and the site-specific Equivalent Terms and
Definitions before using the multiple primary rules.

The multiple primary and histology coding rules are available in three formats: flowchart, text,
and matrix. The rules are identical, only the formats differ. Use the rules in the format that is
easiest for you to follow.

Notes and examples are included with some of the rules to highlight key points or to add clarity
to the rules.

Do not use a physician’s statement to decide whether the patient has a recurrence of a previous
cancer or a new primary. Use the multiple primary rules as written unless a pathologist
compares the present tumor to the “original” tumor and states that this tumor is a recurrence of
cancer from the previous primary.

B. How to Use the Multiple Primary Rules

1.

Use the Multiple Primary rules to make a decision on the number of primary malignancies
to be abstracted for reportable solid malignant tumors.

Use the site-specific rules for the following primary sites:
Brain, malignant (intracranial and CNS)

Breast

Colon

Head and neck

Kidney

Lung

Malignant melanoma of the skin

Renal pelvis, ureter, bladder, and other urinary

Use the Other Sites rules for solid malignant tumors that occur in primary sites not covered by
the site-specific rules.
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4. Each module (Unknown if Single or Multiple Tumors, Single Tumor, Multiple Tumors) is an
independent, complete set of coding rules. To determine which set of primary site rules to use:

a. When there is no tumor in the primary site, only metastatic lesions are present:

L Use the primary site documented by a physician and use the multiple primary and
histology coding rules for that primary site.

II.  Ifno primary site is documented, code the primary site as unknown and use the general
multiple primary and histology coding rules. Use the “Unknown if Single or Multiple
Tumors” module to determine multiple primaries and the “Single Tumor” module for
coding histology.

b. To choose the appropriate module (Unknown if Single or Multiple Tumors, Single Tumor,
Multiple Tumors)

L Use the multiple primary and histology coding rules for the primary site
II.  Determine the number of tumors
i. Do not count metastatic lesions
ii. When the tumor is only described as multicentric or multifocal, and the number of
tumors is not stated, use the “Unknown if Single or Multiple Tumors” module
iii. When there is a tumor or tumors with separate microscopic foci, ignore the separate
microscopic foci and use the “Single Tumor” or “Multiple Tumor” modules as
appropriate
iv. When the patient has a single tumor, use the “Single Tumor” module.
v. If there are multiple tumors, use the “Multiple Tumor” module.
III.  See the Equivalent Terms and Definitions for Head and Neck for guidance in coding
the primary site
IV. Use the primary site documented by the physician on the medical record

If a single primary, prepare one abstract.
If there are multiple primaries, prepare two or more abstracts.

Rules are in hierarchical order within each module (Unknown if Single or Multiple Tumors, Single
Tumor, and Multiple Tumors). Use the first rule that applies and

STOP
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DETERMINING MULTIPLE PRIMARIES: HEMATOPOIETIC PRIMARIES
(Lymphoma and Leukemia)

If the physician clearly states that a hematopoietic diagnosis is a new primary, use that information.
Otherwise, use the SEER table “Definitions of Single and Subsequent Primaries for Hematologic

Malignancies” to determine multiple primaries. Go to http://seer.cancer.gov/icd-0-3/ to download the
SEER table in PDF format.
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SECTION I
BASIC RECORD IDENTIFICATION

The Basic Record Identification fields provide a unique identifier for individual records or a set of records
for each person and tumor entered into the SEER data system. The coded identifiers protect data
confidentiality.

Note: For San Francisco, Los Angeles, San Jose/Monterey and Greater California the patient identifier
identifies a unique patient across the entire State.

The combination of the SEER Participant Number, Patient ID Number, and Record Number identifies a
unique patient record or tumor.
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SEER PARTICIPANT

Item Length: 10
NAACCR Item #: 40
NAACCR Name: Registry ID

A unique code assigned to each SEER participating registry. The number identifies the registry sending
the record and what population the data are based upon.

Code Participant Area Covered Year SEER Name
Reporting Started
0000001501 | Northern 5 counties 1973 San Francisco
California Cancer Oakland SMSA
Center
0000001502 | Connecticut Entire state 1973 Connecticut
Department of
Public Health
0000001520 | Karmanos Cancer | 3 counties 1973 Metropolita
Institute/Wayne Detroit
State University
0000001521 | Research Entire state 1973 Hawaii
Corporation of
Hawaii
0000001522 | University of lowa | Entire state 1973 Iowa
0000001523 | University of New | Entire state 1973 New Mexico
Mexico
0000001525 | Fred Hutchinson 13 counties 1974 Seattle-Puget
Cancer Research Sound
Center
0000001526 | University of Utah | Entire state 1973 Utah
0000001527 | Emory University | 5 counties 1975 Metropolitan
Atlanta
0000001529 | Alaska Native Native American 1984 Alaska Native
population of Alaska
0000001531 | Northern 4 counties 1992 San Jose-Monterey
California Cancer
Center
0000001533 | University of New | Native American 1973 Arizona Indians
Mexico population of Arizona
0000001535 | University of 1 county 1992 Los Angeles
Southern
California
0000001537 | Emory University | 10 Counties 1978 Rural Georgia
0000001541 | Public Health California except Los | 2000 Greater California
Institute, Angeles, San
California Francisco-Oakland,
and San-
Jose/Monterey
0000001542 | University of Entire state 2000 Kentucky
Kentucky Research
Foundation

Basic Record Identification
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Code Participant Area Covered Year SEER Name
Reporting Started

0000001543 | Louisiana State Entire state 2000 Louisiana
University HSC

0000001544 | New Jersey Entire state 2000 New Jersey
Department of
Health and Senior
Services

0000001551 | Cherokee Nation — | Native American 1997 Cherokee Nation
Oklahoma population
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PATIENT ID NUMBER

Item Length: 8
NAACCR Item #: 20
NAACCR Name: Patient ID Number
The participating SEER registry generates a unique number and assigns that number to one patient.
The SEER registry will assign this same number to all of the patient’s subsequent tumors (records).
Enter preceding zeros if the number is less than 8 digits.

Example: Patient # 7034 would be entered as 00007034.

Note: For the state of California, the patient ID number is assigned for the entire state, not for the
individual registries within the state.
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RECORD TYPE

Item Length: 1
NAACCR Item #: 10
NAACCR Name: RECORD TYPE

This is a computer generated or manually entered field that identifies the type of record that is being
transmitted. A file should have records of only one type.

Codes

I

C

16

Incidence-only record type (nonconfidential coded data)

Length = 1946

Confidential record type (incidence record plus confidential data)

Length = 2644

Full case Abstract record type (incidence and confidential data plus text summaries; used for
reporting to central registries)

Length = 6694

Correction/Update record type (short format record used to submit corrections to data already
submitted)

Length = 850

Analysis/Research record type (incidence record plus appended error flags and recoded values)
Length = 2215

Record Modified since previous submission to central registry (identical in format to the “A”
record type)

Length = 6694

Pathology Laboratory
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SEER RECORD NUMBER

Item Length: 2
NAACCR Item #: 2190
NAACCR Name: SEER Record Number

The Record Number is a unique sequential number. The highest number for each patient identifies the

number of records that have been submitted to SEER for that particular patient. This data item is helpful
in record linkage.

The record number is generated by the computer system for each SEER submission. The record numbers
are sequential starting with the number O1. The highest number assigned represents the total number of
records submitted to SEER for that particular patient.

Codes

01  One or first of more than one record for person
02  Second record for the person

nn  Last of nn records for person
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SEER CODING SYSTEM -- ORIGINAL

Item Length: 1
NAACCR Item #: 2130
NAACCR Name: SEER Coding Sys--Original

SEER Coding System -- Original records the SEER coding system best describing the way the majority
of SEER items in the record were originally coded.

Codes

0 No SEER coding

1 Pre-1988 SEER Coding Manuals

2 May 1988 SEER Coding Manual

3 January 1989 SEER Coding Manual
4 January 1992 SEER Coding Manual
5 January 1998 SEER Coding Manual
6 January 2003 SEER Coding Manual
7 January 2004 SEER Coding Manual
8 January 2007 SEER Coding Manual
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SEER CODING SYSTEM -- CURRENT

Item Length: 1
NAACCR Item #: 2120
NAACCR Name: SEER Coding Sys--Current

SEER Coding System -- Current records the SEER coding system best describing the majority of SEER
items as they are in the record (after conversion).

Codes

0  No SEER coding

1 Pre-1988 SEER Coding Manuals

2 May 1988 SEER Coding Manual

3 January 1989 SEER Coding Manual
4 January 1992 SEER Coding Manual
5 January 1998 SEER Coding Manual
6  January 2003 SEER Coding Manual
7  January 2004 SEER Coding Manual
8  January 2007 SEER Coding Manual
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SECTION II
INFORMATION SOURCE

Information Source
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TYPE OF REPORTING SOURCE

Item Length: 1
NAACCR Item #: 500
NAACCR Name: Type of Reporting Source

The Type of Reporting Source identifies the source documents that provided the best information when
abstracting the case. This is not necessarily the original document that identified the case; rather, it is the
source that provided the best information.

Codes

1

[\

03N N b~ W

Hospital inpatient; Managed health plans with comprehensive, unified medical records (new code
definition effective with diagnosis on or after 1/1/2006)

Radiation Treatment Centers or Medical Oncology Centers (hospital-affiliated or independent)
(effective with diagnosis on or after 1/1/2006)

Laboratory Only (hospital-affiliated or independent)

Physician’s Office/Private Medical Practitioner (LMD)

Nursing/Convalescent Home/Hospice

Autopsy Only

Death Certificate Only

Other hospital outpatient units/surgery centers (effective with diagnosis on or after 1/1/2006)

Definitions

Managed health plan:
e Any facility where all of the diagnostic and treatment information is maintained in one unit
record.
e The abstractor is able to use the unit record when abstracting the case.

Examples of such facilities: HMOs or other health plan such as Kaiser, Veterans
Administration, and military facilities

Physician office: A physician office performs examinations and tests. Some physican offices may
perform limited surgical procedures.

Note: The category “physician’s office” also includes facilities called surgery centers when those
facilities cannot perform surgical procedures under general anesthesia.

Serial record: The office or facility stores information separately for each patient encounter (has a
separate record for each encounter).

Surgery center:
e Surgery centers are equipped and staffed to perform surgical procedures under general
anesthesia.
e The patient does not stay overnight.

Note: If the facility cannot perform surgical procedures under general anesthesia, code as
physician’s office.

Unit record: The office or facility stores information for all of a patient’s encounters in one record
with one record number.
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Code Definitions
Code | Label Source Documents Priority
1 Hospital inpatient; e Hospital inpatient 1

Managed

health plans with e Offices/facilities with unit record

comprehensive, unified e HMO physician office or group

medical records e HMO affiliated free-standing laboratory,

surgery, radiation or oncology clinic

Includes outpatient services of HMOs and large
multi-specialty physician group practices with unit
records.

2 Radiation Treatment e Facilities with serial record (not a unit record) 2

Centers or Medical e Radiation treatment centers
Oncology Centers e Medical oncology centers (hospital
(hospital-affiliated or affiliated or independent)
independent) There were no source documents from code 1.
3 Laboratory Only e Laboratory with serial record (not a unit record) 5
(hospital-affiliated or
independent)
There were no source documents from codes 1,2, 8,
or 4.
4 | Physician’s e Physician’s office that is NOT an HMO or large 4
Office/Private Medical multi-specialty physician group practice.
Practitioner (LMD ) There were no source documents from codes
1,2 or 8.
5 Nursing/Convalescent e Nursing or convalescent home or a hospice. 6
Home/Hospice There were no source documents from codes
1,2,8, 4, or3.

6 Autopsy Only e Autopsy 7
The cancer was first diagnosed on autopsy.

There are no source documents from codes 1,
2,8,4,3,0r5.

7 | Death Certificate Only | e Death certificate 8
Death certificate is the only source of information;
follow-back activities did not
identify source documents from codes 1, 2, 8, 4, 3,

5 or 6. If another source document is
subsequently identified, the Type of Reporting
Source code must be changed to the
appropriate code in the range of 1, 2, 8, 4, 3 or
6.
8 Other hospital outpatient | e Other hospital outpatient units/surgery centers. 3
units/surgery centers Includes, but not limited to, outpatient surgery and
nuclear medicine services.
There are no source documents from codes 1
or 2.

24
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Priority Order for Assigning Type of Reporting Source

When multiple source documents are used to abstract a case, use the following priority order to assign a
code for Type of Reporting Source: Codes: 1,2, 8,4, 3,5,6, 7.

Note: Beginning with cases diagnosed 1/1/2006, the definitions for this field have been expanded. Codes
2 and 8 were added to identify outpatient sources that were previously grouped under code 1. Laboratory
reports now have priority over nursing home reports. The source facilities included in the previous code 1
(hospital inpatient and outpatient) are split between codes 1, 2, and 8.

It is recommended that no changes be made to the field for cases already existing in the central cancer

registry database diagnosed prior to January 1, 2006. Conversion of the old codes would be problematic
and would require extensive and time-consuming review of original source documentation.
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CASEFINDING SOURCE

Item Length: 2
NAACCR Item #: 501
NAACCR Name: Casefinding Source

Casefinding Source identifies the source that first identified the reportable tumor.

The first source may differ at the hospital level and the central registry level. For example, a case may be
identified at the hospital level by pathology department review (code 20). The hospital reports the case to
the central registry. The central registry will code the Casefinding Source as Reporting Hospital, NOS
(10) if this is the first source of identification of the reportable tumor.

Codes

10 Reporting Hospital, NOS

20  Pathology Department Review (Surgical pathology reports, autopsies, or cytology reports)

21  Daily Discharge Review (daily screening of charts of discharged patients in the medical records
department)

22 Disease Index Review (review of disease index in the medical record department)

23 Radiation Therapy Department/Center

24 Laboratory Reports (Other than pathology reports which are coded 20)

25  Outpatient Chemotherapy

26  Diagnostic Imaging/Radiology (other than radiation therapy, code 23) includes nuclear medicine

27  Tumor Board

28  Hospital Rehabilitation Service or Clinic

29  Other Hospital Source (including clinic, NOS or outpatient department, NOS)

30  Physician-Initiated Case

40  Consultation-only or Pathology-only Report (not abstracted by reporting hospital)

50  Independent (non-hospital) Pathology-Laboratory Report

60  Nursing Home-Initiated Case

70 Coroner’s Office Records Review

75  Managed Care Organization (MCO) or Insurance Records

80  Death Certificate (case identified through death clearance)

85  Out-of-State Case Sharing

90  Other Non-Reporting Hospital Source

95  Quality Control Review (Case initially identified through quality control activities such as
casefinding audit of a regional or central registry)

99  Unknown

26
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SECTION III
DEMOGRAPHIC INFORMATION

Demographic Information
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PLACE OF RESIDENCE AT DIAGNOSIS

SEER registries collect information on place of residence at diagnosis. This information is not transmitted
to SEER. The SEER rules for determining residency at diagnosis are either identical or comparable to
rules used by the US Census Bureau, to ensure comparability of definitions of cases (numerator) and the
population at risk (denominator).

Coding Priorities/Sources

1. Code the street address of usual residence as stated by the patient. Definition: US Census Bureau
Instructions: “The place where he or she lives and sleeps most of the time or the place the person
says is his or her usual home.” The residency rules of departments of vital statistics may differ
from those of the US Census Bureau/SEER.

2. A post office box is not a reliable source to identify the residency at diagnosis. Post office box
addresses do not provide accurate geographical information for analyzing cancer incidence. Use
the post office box address only if no street address information is available after follow-back.

3. Use residency information from a death certificate only when the residency from other sources
is coded as unknown. Review each case carefully and apply the US Census Bureau/SEER rules
for determining residence. The death certificate may give the person’s previous home address
rather than the nursing home address as the place of residence; use the nursing home address as
the place of residence.

4. Do not use legal status or citizenship to code residence.

Persons with More than One Residence

1. Code the residence where the patient spends the majority of time (usual residence).

2. If the usual residence is not known or the information is not available, code the residence the
patient specifies at the time of diagnosis.

Examples: Snowbirds who live in the south for the winter months, sunbirds who live in the north during
the summer months, people with vacation residences that they occupy for a portion of the year.

Persons with No Usual Residence

Homeless people and transients are examples of persons with no usual residence. Code the patient’s
residence at the time of diagnosis such as the shelter or the hospital where diagnosis was confirmed.

Temporary Residents of SEER Area

Code the place of usual residence rather than the temporary address for:
Migrant workers
Educators temporarily assigned to a university in the SEER area
Persons temporarily residing with family during cancer treatment
Military personnel on temporary duty assignments (TDY)
Boarding school students below college level (code the parent’s residence)

Code the residence where the student is living while attending college.
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Code the address of the institution for Persons in Institutions.

US Census Bureau definition: ‘“Persons under formally authorized, supervised care or custody” are
residents of the institution.”
Persons who are incarcerated
Persons who are physically handicapped, mentally retarded, or mentally ill who are residents of
homes, schools, hospitals or wards
Residents of nursing, convalescent, and rest homes
Long-term residents of other hospitals such as Veteran’s Administration (VA) hospitals

Persons in the Armed Forces and on Maritime Ships (Merchant Marine)

30

Armed Forces
For military personnel and their family members, code the address of the military installation or
surrounding community as stated by the patient.

Personnel Assigned to Navy, Coast Guard, and Maritime Ships

The US Census Bureau has detailed rules for determining residency for personnel assigned to these
ships. The rules refer to the ship’s deployment, port of departure, destination, and its homeport. Refer
to US Census Bureau Publications for detailed rules: http://www.census.gov
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COUNTY
Item Length: 3
NAACCR Item #: 90
NAACCR Name: County at DX

Codes for county of residence for each SEER area are listed in Appendix A.

Use code 999 when it is known that a person is a resident of a particular SEER region, but the exact
county is not known.
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CENSUS TRACT 2000

Item Length: 6
NAACCR Item #: 130
NAACCR Name: Census Tract 2000

Census Tract 2000 records the census tract of a patient’s residence at the time of diagnosis. The codes are
the same codes used by the US Census Bureau for the Year 2000 census. This item is coded for cases
diagnosed January 1, 1996 and forward. This field allows a central registry to add year 2000 Census tracts
to cases diagnosed in previous years without losing the codes in the field Census Tract 1970/80/90 which
is only collected historically.

A Census tract is a small statistical subdivision of a county that, in general, has between 2,500 and 8,000
residents. Local committees and the US Census Bureau establish census tract boundaries and try to keep
the same boundaries from census to census to maintain historical comparability, though this is not always
possible. When populations increase or decrease, old tracts may be subdivided, disappear, or have their
boundaries changed. Because the census tracts do change, it is important to know which census tract
definition is used to code them.

Codes

Census tract codes 000100-999998

Special Codes

000000 Area not census tracted

999999 Area census-tracted, but census tract is not available
Blank Census Tract 2000 not coded

Coding Instructions

1. Code the Census tract of the patient’s residence at the time of diagnosis.

2. Assign code 999999 when an area does have an assigned Census tract but the Census tract is not
available.

3. Census tracts are identified by four-digit numbers ranging from 0001 to 9989 and a two-digit
suffix.

4. Right justify the first four digits and zero fill to the left. Add the suffix as the fifth and sixth
digits if it exists, otherwise use 00 so all six positions are coded.

Example 1: Code Census tract 516 and suffix 21 to 051621
Example 2: Census tract 409 and suffix does not exist should be coded 040900

5. Census tract codes should be assigned based on a computer match (geocoding software).
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CENSUS TRACT CERTAINTY 2000

Item Length: 1
NAACCR Item #: 365
NAACCR Name: Census Tr Certainty 2000

Census tract certainty records the basis on which the 2000 census tract was assigned for an individual
record. Most of the time, this information is provided by a geocoding vendor service. Central registry
staff should codes this field manually when geocoding is not available through a vendor service. This
item is coded for cases diagnosed January 1, 1996 and forward.

Codes

1 Census tract based on complete and valid street address of residence

2 Census tract based on residence ZIP + 4

3 Census tract based on residence ZIP + 2

4 Census tract based on residence ZIP code only

5 Census tract based on ZIP code of post office box

6 Census tract/BNA based on residence city where city has only one census tract, or based on
residence ZIP code where ZIP code has only one census tract

9 Unable to assign census tract based on available information

Blank  Not applicable (e.g., census tracting not attempted); Census tract Certainty information for 2000
not coded

Coding Priority

The codes are hierarchical with the numerically lower codes having priority.

1.

2.

3.

4,

5.

Code 1 has priority over codes 2-5 and 9
Code 2 has priority over codes 3-5 and 9
Code 3 has priority over codes 4, 5, and 9
Code 4 has priority over codes 5 and 9

Code 5 has priority over code 9

Note: Codes 1-5 and 9 are usually assigned by a geocoding vendor, while code 6 is usually assigned
through a special effort by the central registry.

Coding Instructions

1. Code 1
a. Used when the census tract is assigned with certainty based on street address
b. May be assigned based on a computer match (geocoding software)
c. May be assigned based on a central registry’s manual coding system

Example 1: The registry used a complete and valid street address to assign the census tract.
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Example 2: The registry used a rural route number to assign the census tract, and has confirmed
that the rural route lies completely within a single census tract.

Example 3: The registry used an incomplete street address to assign the census tract, and has
confirmed that the entire street lies within a single census tract.

2. Codes 2-5
a. Assign when there is some uncertainty about the census tract assignment
b. May be assigned based on a computer match (geocoding software)
c. May be assigned based on a central registry manually appointed code
d. Assign code 4 when

i.  Street address is incomplete or invalid, but ZIP code is known
ii. Only rural route number is available, but ZIP code is known

e. Assign code 5 when the registry used a post office box and ZIP code to code the census tract
3. Code9

a. ZIP code is missing OR

b. The complete address of the patient is unknown or cannot be determined OR

c. There is insufficient information to assign a census code.

Note: Avoid using the post office box mailing address to code the census tract whenever possible.
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PLACE OF BIRTH

Item Length: 3
NAACCR Item #: 250
NAACCR Name: Birthplace

The numeric and alphabetic lists of birthplaces and corresponding geocodes are provided in Appendix B
of this manual.

SEER Geocodes were originally assigned during the 1970’s. Since that time, many countries and islands
have been given their independence or control has been turned over to another country. To maintain
consistency over time, SEER has maintained the original code for these countries and islands. The names
have been annotated to display the current political designation.

Special Codes

000 United States, NOS

998 Non-United States, NOS

999 Unknown

Coding Instructions

Assign the most specific code possible from Appendix B.
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DATE OF BIRTH

Item Length: 8
NAACCR Item #: 240
NAACCR Name: Birth Date

Date of Birth identifies the month, day and year of the patient’s birth. Date fields are recorded in the
month, day, century, year format (MMDDCCY'Y) with 99 for unknown day or month and 9999 for
unknown year.

Most SEER registries collect the month, day, and year of birth. The third and fourth digits (day) are
recoded to 99 when the data are transmitted to SEER.

Codes for Month
01 January
02 February
03 March

04 April

05 May

06 June

07 July

08 August

09 September
10 October
11 November
12 December

99 Unknown month
Codes for Day

01

02

03

31

99 Unknown day

Codes for Year

Code the four-digit year of birth
Record 9999 for unknown year

Special Codes

99999999 Unknown date
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Coding Instructions

1. Code the Date of Birth

2. [If'the Date of Birth is unknown, but the Age at Diagnosis and Date of Diagnosis are known:

a. Record the month as 99 (unknown) and day as 99 (unknown).

b. Calculate the year of birth by subtracting the patient’s age at diagnosis from the year of
diagnosis.

Note: A zero must precede a single-digit month and a single-digit day
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AGE AT DIAGNOSIS
Item Length: 3
NAACCR Item #: 230
NAACCR Name: Age at Diagnosis
This data item represents the age of the patient at diagnosis for this cancer.
Codes
000  Less than one year old
001  One year old, but less than two years old
002  Two years old

(Actual age in years)

101  One hundred one years old
120 One hundred twenty years old
999  Unknown age
Coding Instructions
1. Measure the patient’s age in completed years of life, i.e., age at the patient’s last birthday.

2. Generally, the registry software program calculates the Age at Diagnosis using the Date of Birth
and Date of Diagnosis.

3. Age at Diagnosis can be manually calculated using the date of birth and the date of diagnosis.
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RACE 1

Item Length: 2
NAACCR Item #: 160
NAACCR Name: Race 1

Race (and ethnicity) is defined by specific physical, hereditary and cultural traditions or origins, not
necessarily by birthplace, place of residence, or citizenship. ‘Origin’ is defined by the US Census Bureau
as the heritage, nationality group, lineage, or in some cases, the country of birth of the person or the
person’s parents or ancestors before their arrival in the United States.

All resources in the facility, including the medical record, face sheet, physician and nursing notes,
photographs, and any other sources, must be used to determine race. If a facility does not print race in the
medical record but does maintain it in electronic form, the electronic data must also be reviewed.
Recommendation: document how the race code was determined in a text field.

The data item Race 1 identifies the primary race of the patient.

Codes
01 White
02 Black

03  American Indian, Aleutian, Alaskan Native or Eskimo (includes all indigenous populations of the
western hemisphere)

04  Chinese

05  Japanese

06  Filipino

07  Hawaiian

08  Korean (Effective with 1/1/1988 dx)

09  Asian Indian, Pakistani (Effective with 1/1/1988 dx)

10 Vietnamese (Effective with 1/1/1988 dx)

11 Laotian (Effective with 1/1/1988 dx)

12 Hmong (Effective with 1/1/1988 dx)

13 Kampuchean (including Khmer and Cambodian) (Effective with 1/1/1988 dx)

14 Thai (Effective with 1/1/1994 dx)

20  Micronesian, NOS (Effective with 1/1/1991)

21 Chamorran (Effective with 1/1/1991 dx)

22 Guamanian, NOS (Effective with 1/1/1991 dx)

25  Polynesian, NOS (Effective with 1/1/1991 dx)

26  Tahitian (Effective with 1/1/1991 dx)

27  Samoan (Effective with 1/1/1991 dx)

28  Tongan (Effective with 1/1/1991 dx)

30  Melanesian, NOS (Effective with 1/1/1991 dx)

31  Fiji Islander (Effective with 1/1/1991 dx)

32 New Guinean (Effective with 1/1/1991 dx)

96  Other Asian, including Asian, NOS and Oriental, NOS (Effective with 1/1/1991 dx)

97  Pacific Islander, NOS (Effective with 1/1/1991 dx)

98  Other

99  Unknown
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SEER Participants San Francisco, San Jose-Monterey, and Los Angeles are permitted to use codes 14 and
20-97 for cases diagnosed after January 1, 1987. Greater California is permitted to use codes 14 and 20-
97 for cases diagnosed after January 1, 1988. Other SEER participants may choose to recode cases
diagnosed prior to 1991 using 14 and 20-97 if all cases in the following race codes are reviewed: 96
Other Asian; 97 Pacific Islander, NOS; 98 Other; and 99 unknown.

Coding Instructions

L.

40

Code the primary race(s) of the patient in fields Race 1, Race 2, Race 3, Race 4, and Race 5. The
five race fields allow for the coding of multiple races consistent with the Census 2000. Rules 2 -
8 further specify how to code Race 1, Race 2, Race 3, Race 4 and Race 5. See Editing Guidelines
below for further instructions.

If a person’s race is a combination of white and any other race(s), code the appropriate other
race(s) first and code white in the next race field.

If a person’s race is a combination of Hawaiian and any other race(s), code Race 1 as 07
Hawaiian and code the other races in Race 2, Race 3, Race 4, and Race 5 as appropriate.

Example: Patient is described as Japanese and Hawaiian. Code Race 1 as 07 Hawaiian, Race 2
as 05 Japanese, and Race 3 through Race 5 as 88.

If the person is not Hawaiian, code Race 1 to the first stated non-white race (02-98).

Example: Patient is stated to be Vietnamese and Black. Code Race 1 as 10 Vietnamese, Race 2
as 02 Black, and Race 3 through Race 5 as 88.

Note: in the following scenarios, only the race code referred to in the example is coded. For
cases diagnosed after January 1, 2000, all race fields must be coded.

The fields Place of Birth, Race, Marital Status, Name, Maiden Name, and Hispanic Origin are
inter-related. Use the following guidelines in priority order:

a. Code the patient’s stated race, if possible. Refer to Appendix “Race and Nationality
Descriptions from the 2000 Census and Bureau of Vital Statistics” for guidance.

Example 1: Patient is stated to be Japanese. Code as 05 Japanese.

Example 2: Patient is stated to be German-Irish. Code as 01 White.

Example 3: Patient is described as Arabian. Code as 01 White.
Exception: When the race is recorded as Oriental, Mongolian, or Asian (coded to 96
Other Asian) and the place of birth is recorded as China, Japan, the Philippines, or

another Asian nation, code the race based on birthplace information.

Example 4: The person’s race is recorded as Asian and the place of birth is recorded as
Japan. Code race as 05 Japanese because it is more specific than 96 Asian, NOS.

Example 5: The person describes himself as an Asian-American born in Laos. Code race as
11 Laotian because it is more specific than 96 Asian, NOS.
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6.

If the patient’s race is determined on the basis of the races of relatives, there is no priority to
coding race, other than to list the non-white race(s) first.

Example: The patient is described as Asian-American with Korean parents. Code race as 08
Korean because it is more specific than 96 Asian [-American].

If no race is stated in the medical record, or if the stated race cannot be coded, review the
documentation for a statement of a race category.

Example 1: Patient described as a black female. Code as 02 Black.

Example 2: Patient describes herself as multi-racial (nothing more specific) and nursing notes say
“African-American.” Code as 02 Black.

Example 3: Patient states she has a Polynesian mother and Tahitian father. Code Race 1 as 25
Polynesian, Race 2 as 26 Tahitian and Race 3 through Race 5 as 88.

If race is unknown or not stated in the medical record and birth place is recorded, in some cases
race may be inferred from the nationality. Refer to the Appendix entitled “Race and Nationality
Descriptions from the 2000 Census and Bureau of Vital Statistics” to identify nationalities from
which race codes may be inferred.

Example 1: Record states: “this native of Portugal...” Code race as 01 White per the Appendix.

Example 2: Record states: “this patient was Nigerian...” Code race as 02 Black per the
Appendix.

Exception: If the patient’s name is incongruous with the race inferred on the basis of
nationality, code Race 1 through Race 5 as 99, Unknown.

Example 1: Patient’s name is Siddhartha Rao and birthplace is listed as England. Code
Race 1 through Race 5 as 99 Unknown.

Example 2: Patient’s name is Ping Chen and birthplace is Ethiopia. Code Race 1 through
Race 5 as 99 Unknown.

9. Use of patient name in determining race:

a. Do not code race from name alone, especially for females with no maiden name given.

b. In general, a name may be an indicator of a racial group, but should not be taken as the only
indicator of race.

c. A patient name may be used to identify a more specific race code.
Example 1: Race reported as Asian, name is Hatsu Mashimoto. Code race as 05 Japanese.

Example 2: Birthplace is reported as Guatemala and name is Jose Chuicol [name is identified
as Mayan]. Code race as 03 Native American.
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10.

1.

12.

13.

14.

d. A patient name may be used to infer Spanish ethnicity or place of birth, but a Spanish name
alone (without a statement about race or place of birth) cannot be used to determine the race
code. Refer to ethnicity guidelines for further information.

Example: Alice Gomez is a native of Indiana 