
SEER PROGRAM CODING and STAGING MANUAL  2021

Just a few of the changes- Please see SPCM for the complete list of summaries of changes.

Reportability Changes (as of, 1/1/2021)

MELANOMA

Early or evolving melanoma, in-situ and invasive

GISTS

All GISTS tumors are reportable and classified as 8936/3 in ICD-0-3.2.

THYMOMAS

Nearly all Thymomas are reportable. The exceptions are:

● Microscopic thymoma or thymoma, benign (8580/0)
● Micronodular thymoma with lymphoid stroma (8580/1)
● Ectopic hamartomatous thymoma (8587/0)

INTRACRANIAL or CNS Neoplasms -revised section header and text; changed wording from brain

to intracranial. (see manual).

Report benign and borderline primary intracranial and central nervous system (CNS) tumors

with a behavior code of/0 or /1 in ICD-0-3 (effective with cases diagnosed 1/1/2004 to

12/31/2020) or ICD-0-3.2 (effective with cases diagnosed 1/1/2021 and later.

“Neoplasm” and “tumor” are reportable terms for intracranial and CNS because they are listed

in ICD-0-3.2 with behavior codes of /0 and /1.

“Mass” and “lesion” are not reportable terms for intracranial and CNS because they are not

listed in ICD-0-3.2 with behavior codes of /0 or /1.

AMBIGUOUS TERMINOLOGY (as a reminder: DO NOT accession a case based ONLY on a

suspicious cytology. Accession cases with cytology diagnoses that are positive for malignant

cells”)
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Cytology section revisions:

Added text to first paragraph: accession the case when a reportable diagnosis is confirmed later.

The date of diagnosis is the date of the later confirmation.

Added the last paragraph:

Urine cytology positive for malignancy is reportable. Code the primary site to, C689 in the

absence of any other information.

PRIMARY SITE

Code the site in which the primary tumor originated, even if it extends onto/into an adjacent

subsite.

Primary site should always be coded to reflect the site of origin according to the medical

opinion on the case. Look for information where the neoplasm originated.

Always code the primary site based on where the tumor arose /site of origin.

Site of origin may be indicated by terms such as “tumor arose from”, “tumor originated in”, or

similar statements.

Site of origin is not necessarily the site of a biopsy.

Tumors may involve many sites. The primary site code should reflect the site where the tumor

arose rather than all sites of involvement.

Gastrointestional Stromal Tumors (GIST): code the primary site to the location where the GIST

originated.

SUMMARY STAGE 2018

Summary Stage 2018 stores directly assigned Summary Stage 2018. This data item is effective

for cases diagnosed 1/1/2018 forward. Refer to SEER*RSA for additional information.

LYMPHOVASCULAR INVASION -introductory note revised.

NOTE: SEER requires Lymphovascular Invasion (LVI) for penis and testis cases only.
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SCOPE OF REGIONAL LYMPH NODE SURGERY – assume the lymph node that is aspirated is part

of the lymph node chain surgically removed and do not include it in the count when location is

unknown.

SURGERY CODES

BREAST note revised: CODE 30

SEER NOTE: Use code 30 for “Goldilocks Mastectomy”. It is essentially a skin-sparing

mastectomy with breast reconstruction. The choice between code 30 and codes in 40-49 range

depends on the extent of the breast removal. Review the operative report carefully and assign

the code that best reflects the extent of the breast removal.

COLON notes added.

SEER NOTE: do not code a colostomy, with no colon tissue removed, as surgery. If colostomy is

the only procedure performed, assign surgery code “00”.

SEER NOTE: Code circumferential resection margin (CRM) only when assigning surgery codes

30-80. CRM is not applicable for other surgery codes for this site.

SEER NOTE: Rectum and Rectosigmoid -Code circumferential resection margin (CRM) only when

assigning surgery codes 27, 30-80. CRM is not applicable for other surgery codes for these sites.

SKIN- note revised. Following codes 20-25.

SEER NOTE: For Photodynamic therapy (PDT): assign code 11 if there is no pathology specimen.

Assign code 21 if there is a pathology specimen. Codes 20-27 include shave and wedge

resection.

SUMMARY OF CHANGES COVERED IN THE 2021 ICD-0-3 UPDATE: can be found by accessing this

link:   (https://www.naaccr.org/icd03)

ICD-0

The 2021 ICD-0-3 Update Guidelines includes comprehensive tables listing all changes to

ICD-0-3 including new terminology and reportability changes effective for cases diagnosed

1/1/2021 forward. Included in these guidelines are instructions for using the tables together

with ICD-0-3.2. Issues not covered in the 2021 update include reportability of histology codes

with terms that include “high grade neoplasia”, “high grade dysplasia” or “severe dysplasia” in

the digestive system sites.
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TABLE 1: BEHAVIOR CODE CHANGES-non-reportable to reportable -16 terms and codes that

have changed behavior from non-reportable to reportable beginning with cases diagnosed on

or after 1/1/2021.

TABLE 2: BEHAVIOR CODES CHANGES -reportable to non-reportable-nine terms and codes that

have changed behavior from reportable to non-reportable beginning with cases diagnosed on

or after 1/1/2021.

TABLE 3: DELETED CODES- histology terms moved to other ICD-0 codes- ten terms and codes

that have been deleted from one ICD-0 code and moved to another code effective with cases

diagnosed on or after 1/1/2021.

TABLE 4: CHANGES IN REPORTABLE TERMINOLOGY- this table lists revised preferred terminology

for 13 neoplasms in ICD-0-3.2. These neoplasms no longer require “malignant” to be included in

the diagnostic term to report the case as malignant (/3).

TABLE 5: NEW TERMS and ICD-0 CODES 12 new terms and ICD-0 codes effective for cases

diagnosed on or after 1/1/2021.

From IARC
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2021 / Hematopoietic Database Changes

Several changes in histologies have been incorporated for 2021 based on the “WHO

Classification of Tumors of Hematopoietic and Lymphoid Tissues, Revised 4th edition, Volume 2,

2017”.

These histologies are part of the ICD-0-3.2 update and are effective for cases diagnosed 2021

and later.
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SEER / SINQ Q & A

Q-20200066

Reportability--Skin:  Effective 2021, a cutaneous leiomyosarcoma is a related term for smooth muscle tumor,
NOS (8897/1) in ICD-O-3.2. Currently, we have been capturing these as a C44_ (leiomyosarcoma, 8890/3) but the
2019 SEER inquiry states that atypical intradermal smooth muscle neoplasm (AISMN) was previously termed
cutaneous leiomyosarcoma. This is not documented on the 2018 ICD-O-3 updates. Should this 2019 case be
considered 8897/1 or 8890/3?

A-Cutaneous leiomyosarcoma is reportable for 2019. Code histology to leiomyosarcoma 8890/3.
As of cases diagnosed 1/1/2021, it is no longer reportable based on assignment to 8897/1 in ICD-O-3.2.

_________________________________________________________________________

Q-20200063

Solid Tumor Rules (2021)/Laterality--Melanoma:  Will the table called Site for Which Laterality Code Must Be
Recorded be updated in the 2021 SEER Program Coding and Staging Manual as C444 is not included?  The 2021
Cutaneous Melanoma Solid Tumor Rules say that C444 requires laterality; it says (new) beside it on the new Solid
Tumor Rules for 2021

A-The laterality table in the 2021 SEER manual will not be updated. Please follow the 2021 Cutaneous Melanoma
Solid Tumor Rules and assign a laterality for C444.

________________________________________________________________________

6



Q-20200051

Primary site/Unknown and ill-defined site--Melanoma:  What is the primary site for a case of metastatic
melanoma with an unknown primary site?

A-Code primary site C449. C449 is the default primary site code for melanoma of unknown primary site. C760
should not be assigned for this case. Updates will be made to SEER*RSA to remove the melanoma histology
codes from the Cervical Lymph Nodes and Unknown Primary Tumors of the Head and Neck schema.

_________________________________________________________________________

Q-20200058

Surgery of Primary Site/Surgery Codes, NOS--Pancreas:  What exactly is an extended pancreatoduodenectomy?
Must the entire pancreas be resected to use code 70? What minimal requirements must be met to use code 70?
How should a Whipple with cholecystectomy, partial omentectomy, common hepatic excision, portal vein
resection, and lymphadenectomy be coded?

A-According to our research, a pancreaticoduodenectomy (PD) includes an en bloc resection of the pancreatic
head, the common bile duct, the gallbladder, the duodenum, the upper jejunum, the distal portion of the
stomach and the adjacent lymph nodes. The extended PD procedure includes extended lymphadenectomy,
extended organ resection, and extended vascular resection and reconstruction.

Code 70 could be assigned without the entire pancreas being resected

A Whipple procedure removes the head of the pancreas, duodenum, stomach and gallbladder and part the
common bile duct. The portal vein resection is probably part of the common bile duct excision. If the
omentectomy was performed for treatment of this primary, record it in "Surgical Procedure of Other Site."
Record the lymphadenectomy in the lymph node data items.

_______________________________________________________________________________________

Q-20200055

COVID-19 Abstraction Guidelines

Solid Tumor Rules (2018)/Multiple primaries--Melanoma:  Should a case with treatment delayed due to COVID-19
be abstracted as one or two primaries? It is uncertain if the invasive tumor would be a new tumor, or deeper
extension/disease progression from the original tumor.  See Discussion.

DISCUSSION:

11/18/2019 Left 1st Digit/Thumb Biopsy: Atypical Melanocytic Proliferation consistent with Early Acral
Lentiginous Melanoma in situ. Margins Positive. (Not a reportable diagnosis for 2019.)
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12/5/2019 Left 1st Digit Shave Biopsies: Malignant Melanoma in situ. Margins Positive.

1/15/2020 Started Aldara (treatment plan: use for ~3 months then Mohs/excision, but due to COVID could not get
resection until 7/2020).

7/29/2020 Left Thumb Excision: Residual Melanoma in situ. Margins Positive. Treatment Plan: re-excision.

8/6/2020 Left Thumb Re-Excision: Atypical Lentiginous Melanocytic Proliferation at the 12-2 margin may
represent the advancing edge of melanoma in situ. (8/19/2020 Plan to treat the 12-2 margin as positive with in
situ: plan for re-excision).

8/20/2020 Left Thumb Re-Excision & Left Nail Plate Excision: Malignant Acral Lentiginous Melanoma with
extensive melanoma in situ. Breslow 1.3mm. Margins Positive. Nail plate & bed epithelium with hemorrhage and
a mild increase in melanocyte density likely represent melanoma in situ.

9/4/2020 Left thumb partial amputation & Left axillary Sentinel Lymph Node Excision: Residual Malignant
Melanoma in situ. 0/3 sentinel nodes positive.

A-Abstract a single primary using the Solid Tumor Rules for melanoma. Report this melanoma as invasive (/3) as
documented in the information from 8/20/2020. The treatment delay does not influence the number of primaries
to be reported. Registries in SEER regions: Report the COVID-related information as directed in the COVID-19
Abstraction Guidelines, https://seer.cancer.gov/tools/covid-19/

_______________________________________________________________________________________

Q-20210025

Primary site--Ovary:  What information takes precedence for coding the primary site in cases with high grade
serous carcinoma that are clinically called ovarian but on pathology, the pathologist calls the primary
site fallopian tube, and the gynecology oncology/managing physician continues to call the cases ovarian.  Both
the ovary and tube are involved.

A-When the choice is between ovary, fallopian tube, or primary peritoneal, any indication of fallopian tube
involvement indicates the primary tumor is a tubal primary. Fallopian tube primary carcinomas can be
confirmed by reviewing the fallopian tube sections as described on the pathology report to document the
presence of either serous tubal intraepithelial carcinoma (STIC) and/or tubal mucosal invasive serous carcinoma.
If there is no information about the fallopian tubes, refer to the histology and look at the treatment plans for the
patient. If all else fails, you may have to assign C579 as a last resort. Use text fields to document the details.

For additional information, see the CAP GYN protocol, Table 1: Criteria for assignment of primary site in
tubo-ovarian serous carcinomas.

________________________________________________________________________________________
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Q-20200087

Solid Tumor Rules (2018)/Histology--Thyroid: What is the correct histology code for a micropapillary thyroid
carcinoma for cases diagnosed 1/1/2021 and later? See Discussion.

Discussion

The 2021 ICD-O-3.2 Update includes papillary microcarcinoma (8341/3) as the preferred term for thyroid
primaries (C739). However, there are multiple SINQ entries instructing registrars not to use code 8341/3 for
diagnoses of micropapillary carcinoma of the thyroid (including SINQ 20071076, 20081127, 20110027, 20150023,
and 20180008).

SINQ 20150023 specifically indicates: Per the WHO Tumors of Endocrine Organs, for thyroid primaries/cancer
only, the term micropapillary does not refer to a specific histologic type. It means that the papillary portion of
the tumor is minimal or occult (1 cm or less in diameter) and was found incidentally. WHO does not recognize the
code 8341 and classifies papillary microcarcinoma of the thyroid as a variant of papillary thyroid carcinoma and

codes histology to 8260. If the primary is thyroid and the pathology states papillary microcarcinoma or
micropapillary carcinoma, code 8260 is correct.

Does this clarification apply to cases diagnosed 2021 and later? If WHO feels the term micropapillary still does
not refer to a specific histologic type for the thyroid, why is 8341/3 listed as a preferred term for this
morphology/site combination? For cases 2021 and later, should a diagnosis of Incidental papillary thyroid
microcarcinoma (3 mm) in left lower pole, be coded as 8341/3 per the ICD-O-3.2, or as 8260/3 per clarification in
multiple SINQ entries?

This question was prompted from preparing SEER*Educate coding exercises. We will use the answer as a
reference in the rationales.

A-Continue to code micropapillary thyroid carcinoma to 8260/3 until instructed otherwise. This coding
instruction is based on input from expert endocrine pathologists. This issue will be revisited based on the 4th Ed
WHO Endocrine Tumors and updated if needed.

______________________________________________________________________________________

Q-20200023

Solid Tumor Rules (2018) Histolology-Endometrium: Is the histology for a serous carcinoma, high grade
endometrial primary 8441/3 (serous carcinoma) or 8461/3(high grade serous carcinoma)? See Discussion.

A-Code histology for this endometrial primary to serous carcinoma 8441/3. Capture “high grade” in the grade
field as instructed in the grade coding manual. “High grade serous carcinoma” 8461/3 has specific clinical and
histopathologic features found in ovarian tumors.
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Corpus Uteri Histology – SINQ Q &A 20180071

Malignant Mixed Mullerian Tumor

Per SINQ Q & A: according to the WHO Classification of Tumors of Female Reproductive Organs,

4th edition, MMMT (8950/3) is now a synonym for carcinosarcoma (8980/3) even though it has a

separate ICD-) code.  The ICD-0 for MMMT is no longer in the WHO book.  Per the subject

matter experts, when both terms are used in the diagnosis (carcinosarcoma/MMMT), code the

histology to 8980/3. If the ONLY term used is MMMT, assign 8950/3.

THYROID – Change in Reportability

As of January 1, 2021- Non-invasive follicular thyroid neoplasm with papillary-like nuclear
features (NIFTP) C739 is no longer reportable for cases diagnosed 1/1/2021 forward.

Code 8349/1 for Non-invasive follicular thyroid neoplasm with papillary-like nuclear features
(NIFTP). Term was previously coded to 8343/2.

PROSTATE – GLEASON GRADE and GLEASON SCORE

CONFUSED ABOUT GLEASON SCORE?

Gleason grade (or Pattern): a number from 1 to 5 based on how mutated the cells

look under the microscope

Gleason Score: grading at least two areas of the tumor and adding the numbers

together, so score of

2 (1+1) to a maximum of 10 (5+5)

Grade Group: putting the Gleason grade and score into one of five groups:
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Connecticut Historical Stage - PROSTATE

The Connecticut Historical Stage covers all cases diagnosed from 1935 forward. The only single

stable staging system applicable to over 85 years.

Stage is recorded in the LOCAL/REGIONAL/DISTANT field

Three stages for Prostate:
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LOCALIZED: limited to prostate; may include extension through capsule to periprostatic tissue.

No extension to adjacent organs. No evidence of metastasis.

REGIONAL: limited to prostate with perineural invasions and/or lymph node metastasis.

DISTANT: extension to adjacent organs, including seminal vesicle involvement, and/or

distant lymph nodes or other organs

UNKNOWN, no documentation, no information, death certificate only (DCO).

____________________________________________________________________________________

QC Section….just a few reminders

Accessible lymph nodes vs. Inaccessible lymph nodes:

Insitu tumors (behavior /2:) Code 000 for lymph node involvement.
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ACINAR Adenocarcinoma -Prostate

Code 8140 (adenocarcinoma, NOS) for prostate primaries when the diagnosis is Acinar
Adenocarcinoma.

LUNG – Mainstem Bronchus

Code to C340 “ONLY” when specifically stated in the operative report and/or documented by a

physician. Code to the lobe in which the bronchial tumor is located when stated as

“bronchus”.

2021 SSDI’S UPDATES
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_____________________________________________________________________________

As of, 1/1/2021 “COC” and “SEER” are no longer requiring these data items:

HER2 IHC, HER2 ISH, and HER ISH and HIC Status
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_____________________________________________________________________________

*Attachment from the Spring 2021 Edition of the TRAC Newsletter
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