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OCISS Newsletter
Ohio Cancer Incidence Surveillance System

OCISS Updates

Cancer Reporting Timelines

The past few months have been challenging and will likely continue to be so for some time. OCISS has not 
formally relaxed reporting requirements but we realize that some in the reporting community were furloughed 
and others had work redirected to COVID-19 activities. Please do your best to complete reporting of 2019 data 
in the coming months. We will be starting the close-out process late summer as we try to be 90% complete by 
November. Note that we can receive 2020 reports at this time. 

COVID-19 and OCISS
All OCISS staff are working remotely, but we are 100% functional. The main phone number for OCISS is (614) 752-
2689. The main OCISS email is OCISS@odh.ohio.gov. You can also contact staff directly by phone or email. If you 
experience any issues with communication, please contact Jeremy Laws at Jeremy.Laws@odh.ohio.gov or (614) 
644-9101.

Death Clearance

OCISS has started death certificate follow-back for diagnosis year 2018. We anticipate sending out follow-back 
information to hospitals (via Web Plus) in July. Letters will be sent to non-hospital reporters by the end of 
August.

Cancer Stats and Facts 
A reminder that ODH’s Cancer Program – of which OCISS is a part – has been developing and posting a cancer 
fact sheet each month since the beginning of the year. The purpose is to make cancer information and data 
available in an easy-to-read format to increase awareness, to promote cancer prevention, and to provide 
information on early detection. Cancer Stats & Facts are posted to the ODH website and are easily accessible on 
the website banner but can also be found on the OCISS portion of the website here. This is a public resource so 
please feel free to use and to share! 

OCISS Data Evaluation, 1996-2017 
OCISS submitted 24-month data for cancers diagnosed from 1996 through 2017 to both the Centers for Disease 
Control and Prevention (CDC) and the North American Association of Central Cancer Registries (NAACCR) in 
late 2019. We have since received notification from CDC that OCISS data met CDC’s National Program of Cancer 
Registries (NPCR) National Data Completeness and Quality Standard and, as a result, OCISS is recognized as a 
CDC NPCR Registry of Distinction! We also met NAACCR criteria for Gold Certification! The CDC and NAACCR 
evaluations assess data quality metrics for completeness, quality, and timeliness. Thank you for all the work you 
do to report timely, complete, and accurate data to OCISS to allow us to accomplish these goals and achieve 
these recognitions.
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Save the Date!
OCRA Annual Meeting
Sept. 11, 2020
Virtual
More information:  
https://ohio-ocra.org/annual-education-meeting/

NCRA Annual Conference 
Sept. 20 to 23, 2020
Virtual
More information:  
http://www.ncra-usa.org/Conference/2020-Annual-Conference

Date of First Contact is important for studying the timeliness of 
abstracting and reporting. 

The timing and results of Sentinel Lymph Node biopsy procedures are 
used in quality of care measures.

• Sentinel lymph nodes examined must be from a sentinel lymph 
node procedure. If non-sentinel nodes are removed during a 
sentinel lymph nodes procedure, they are still counted.  

• Sentinel lymph nodes positive can include positive non-sentinel 
lymph nodes if they are removed during the sentinel lymph node 
procedure.  

• Sentinel lymph nodes positive is required for breast and cutaneous 
melanoma cases only. Please see the STORE Manual (page 163-164) 
for how to code this data item when a lymph node dissection is 
performed at the same time as a sentinel lymph node biopsy. 

NAACCR Webinar Summaries 
NAACCR hosts monthly webinars which provide three continuing education credits. OCISS makes these available on the Web Plus homepage. Please 
contact us if you would like access (Kaitlin.Kruger@odh.ohio.gov). The following are abstracting highlights and tips from the last few months of 
NAACCR webinars.

OCISS Updates continued

Version 21 and XML 

Beginning with version 21, the cancer surveillance community will be 
switching to XML data/file exchange. The NAACCR Fixed Width/Flat 
file format will be retired at the end of 2020. In the coming months, 
OCISS will be working to create a state-specific XML data dictionary, 
which will be used for formatting XML files. Please be aware that this 
change will primarily impact our hospitals with their own software. It 
may be prudent to start having conversations with your vendors about 
creating and testing XML files. For more information, visit NAACCR’s 
v21 reference page and XML Data Exchange Standard page.

Regional Lymph Nodes
• Recording the regional lymph nodes examined serves as a quality 

measure of the pathologic and surgical evaluations and treatment 
of the patient. 

• Recording the regional lymph nodes positive is necessary for 
pathologic staging and it serves as a quality measure for pathology 
reports and the extent of the surgical evaluation.

In general, knowing the source of standards ensures you are using the 
correct instructions and codes, as well as being able to report and follow 
up on inconsistences. 

Coding Bootcamp (March 2020 Webinar)

Please note that this webinar may not be suitable for new or beginner reporters as the webinar contains advanced material. Also, please keep in 
mind that certain data elements covered in the presentation are not reportable to OCISS. For example, the webinar includes instructions for coding 
circumferential resection margin, which OCISS does not collect. Here are some quick pointers from the webinar:

https://ohio-ocra.org/annual-education-meeting/
mailto:Kaitlin.Kruger@odh.ohio.gov
https://www.naaccr.org/v21referencepage/
https://www.naaccr.org/xml-data-exchange-standard/
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Melanoma (April 2020 Webinar)
Did you know? Although not all skin cancers are reportable, skin cancer accounts for approximately 50% of cancers in the world. Skin cancer is the most 
common cancer in the United States (See Cancer STATS & FACTs for Ohio, May 2020, available here.)

Biopsy and Surgery 

• If the results of a punch or shave biopsy indicate an invasive form 
of melanoma, and a follow-up wide excision is shown to have 
clear margins with no residual sign of invasion, then the invasive 
component takes precedence. Be sure to code behavior as 3 
(Invasive). 

• A shave or punch biopsy that removes the entire tumor, leaving clear 
or microscopic margins, is considered diagnostic AND therapeutic. 
Be sure to code surgery 27 (Excisional biopsy) in this situation.  

• The peripheral margins are going to be larger for tumors that have 
deep Breslow tumor thickness. This is to ensure that if any satellite 
lesions are below the surface of the skin, they are removed during 
wide excision. Keep in mind that positive satellite lesions are 
equivalent to regional lymph node involvement. 

• Slow-MOHS, also 
known as staged 
excision, is a form of 
MOHS surgery. Early 
melanoma (lentigo 
maligna type) is an 
indication for using 
the Slow-MOHS 
technique because it tends to stay closer to the surface of the skin.  

• As with most any procedure, there are advantages and 
disadvantages to the Slow-MOHS procedure.

 o Advantages – 100% margin control; uses permanent sections; 
 IHC staining; minimizes wound defect.

 o Disadvantages – 24 to 48 hours required for pathology which 
  may delay closure; requires experienced dermatopath & lab 
  techs to interpret; labor intensive.

Site-Specific Data Items (SSDIs)

• Remember, Breslow tumor thickness is recorded to the nearest 10th 
of a millimeter, not to the nearest 100th of a meter. For example, 
record 0.3 NOT 0.03. 
 

• If Clark’s level is reported as IV on a biopsy, and a follow-up wide 
excision reports the Clark’s level as II, the more extensive of the two 
should be documented. 

• Breslow tumor thickness and Clark’s level may not always 
correspond. This doesn’t necessarily mean that the data is 
incorrect. Skin is thicker or thinner on certain areas of the body. 
Skin thickness can also vary from patient to patient.  

• Serum lactate dehydrogenase (LDH) level is a recognized 
prognostic factor for malignant melanoma. When documenting 
LDH values: 

o The LDH Pretreatment Lab Value can be obtained before 
or after primary site surgery, with or without lymph node 
dissection. The highest value must be obtained BEFORE any 
systemic treatment, radiation therapy, or metastatic site 
surgery (per V1.7 SSDI manual update).

o The LDH Pretreatment Lab Value, LDH Upper Limits of Normal 
and LDH Pretreatment Level data should all be obtained from 
the same lab test.

STEP 1 STEP 2 STEP 3

STEP 4 STEP 5 STEP 6

MOHS Surgery

Primary Site, Histology, and Behavior  
• Meningioma should always be coded to the meninges, depending 

on the location of the tumor: cranial (C700), spinal (C701), or NOS 
(C709). 

• The primary site codes for malignant and non-malignant CNS 
tumors are the same. The exception is that malignant CNS tumors 
have one added site: peripheral nerves (C47_). 

• Code histology for juvenile pilocytic astrocytoma as 9421/3.  

• Behavior determines which set of CNS rules should be used: 
malignant or non-malignant.  

 o For the priority order for determining behavior, see the  
 “Directory of Sections and Tables” of CNS Solid Tumor 
 Manual (both malignant and non-malignant). 

Solid Tumor Rules 

• Please see the Solid Tumor Manual for more information.  
• There are two sets of Solid Tumor Rules for CNS: malignant and 

non-malignant.  
• There have been changes from the 2007 Multiple Primary and 

Histology Rules (MP/H).  
• Glioblastoma multiforme (GBM) occurring after glial or astrocytic 

tumor is a new primary. 

• Some of the changes from the 2007 MP/H Rules include: major 
restructuring, new entities defined by histology and molecular 
feature, and “not recommended” (aka obsolete) terms removed 
from histology tables. For more details please see page 3 of the 
“Non-malignant CNS Solid Tumor Rules 2018.”

Central Nervous System (May 2020 Webinar)

https://odh.ohio.gov/wps/portal/gov/odh/know-our-programs/comprehensive-cancer-control-program/cancer-stats-an-facts-for-ohio/skin-cancer-melanoma-cancer-stats-and-facts-for-ohio
https://seer.cancer.gov/tools/solidtumor/Malignant_CNS_STM.pdf
https://seer.cancer.gov/tools/solidtumor/Non_Malignant_CNS_STM.pdf
https://seer.cancer.gov/tools/solidtumor/STM_2018.pdf
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OCISS Staff Coding Tips
• Do not code dilation and curettage (D&C) as surgery of primary site 

for invasive cancers. D&C should be coded as an incisional biopsy, 
diagnostic staging procedure for invasive cancer. (STORE Manual, 
page 471.) 

• Code histology to 8570/3 when the endometrial cancer is described 
as “adenocarcinoma with areas of squamous differentiation.” (SEER 
SINQ Question). 

• Please note the new histology codes for Serous Carcinoma (8441) 
starting in diagnosis year 2018 (for primary sites: C54._, C55.9). 

o Use histology code 8460/3 for Low Grade Serous Carcinoma 
(for primary sites: C48._, C56.9, C57.0, C57.1-C57.3). 

o Use histology code 8461/3 for High Grade Serous Carcinoma 
(for primary sites: C48._, C56.9, C57.0, C57.1-C57.3). 

o Use code 8461/3, high grade serous carcinoma, if pathology 
report states “high grade carcinoma of mullerian origin.”  

o Papillary serous adenocarcinoma has its own histology code 
8460/3 for C56.9. Do not use rule H16 in the “Other” chapter: 
assign 8460/3 instead of the mixed code (8323/3).  

o The information in the 4th edition of the WHO “Classification 
of Tumors of Female Reproductive Organs” has not yet been 
incorporated into the “Solid Tumor Rules, Other Sites” chapter. 
Click here for a list of ICD-O updates.

OCISS FAQs—Reporting Requirements
Q:  How do I code the Social Security Number (SSN) if I only have the 

last four digits? 
A:  Use leading 1’s and the last four digits. For example, 111115555.  
Q:  How do I code the SSN if the SSN is unknown? 
A:  If the patient does not have a social security number, or if the 

number is not available, use all 9s (999999999). See the STORE 
Manual, page 52, for more information.   

Q:  How do I report a patient with a hyphenated last name?
A:  Record the last name as “Smith-Jones.”

Q:  When do we use the “other” race code?
A:  Use code 98 (Other) when there is no race code for a specific 

race. You can use the Other code if the person indicates they 
are multi-racial but does not specify which races. See the SEER 
Program Coding and Staging Manual, pages 61 to 65, for further 
instructions. 

Q:  What do the little question marks mean next to the fields in 
Web Plus?

A:  These indicate the “Source of Standard” to be used for recording 
the information. There is a description of the field, the rationale for 
incorporating the information into the abstract, the corresponding 
codes for the field, and how the field is used in statistical analysis. 

Non-Hospital Coding Tips
What do I need to include in the text fields?
For our hospital reporters, please note this section is intended for our non-hospital reporters, who work with limited information. Hospital registrars 
please follow text guidelines and examples described in NCRA’s informational abstracts, available here. 

• Physical Exam – age, sex, race, ethnicity, why the patient sought care, and cancer history. Please double check the patient demographic 
information in text matches what is coded on the abstract. 

 For example: “PATIENT IS A (AGE) YO WHITE/BLACK, MALE/FEMALE WHO PRESENTED WITH AN ABNORMAL APPEARING LESION ON THE RIGHT 
FOREARM.”

 

Q:  How do I code behavior if the lesion is malignant melanoma but 
the margins are melanoma in situ? 

A:  Code behavior to 3 if any malignant invasion is present. Invasive 
cancer ALWAYS takes precedence over in situ. See the STORE 
Manual, page 137, for more information.  

Q:  How do I code histology if the histology identified from a biopsy 
is different from the histology identified from a wide excision? 

A:  For our non-hospital reporters, please use the histology from the 
most representative specimen for which you have information (the 
pathology from the majority of the tumor). Hospital reporters 
should follow the instructions in the Solid Tumor Manual when 
coding histology.  

Q:  Is lobular carcinoma in situ (LCIS) reportable? Can it be staged? 
A:  Reminder: reportability and staging are separate from each other; 

you can have a case with no staging, but it must still be reported! 
LCIS of the breast is reportable to OCISS and to CoC. There is no 
TNM staging for LCIS in the AJCC 8th edition manual (AJCC Cancer 
Staging Manual, 8th Edition, page 607). However, SEER Summary 
Stage can still be assigned; since LCIS is in situ, it would be coded as 
“0.”

https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx
https://seer.cancer.gov/seerinquiry/index.php?page=view&id=20140090&type=q
https://www.naaccr.org/wp-content/uploads/2018/08/Updated-8-22-18-ICD-O-3-alpha-table.pdf
https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx
https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx
https://seer.cancer.gov/manuals/2018/SPCSM_2018_maindoc.pdf
https://seer.cancer.gov/manuals/2018/SPCSM_2018_maindoc.pdf
http://www.cancerregistryeducation.org/rr
https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx
https://www.facs.org/~/media/files/quality%20programs/cancer/ncdb/store_manual_2018.ashx
https://seer.cancer.gov/tools/solidtumor/STM_2018.pdf
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• Pathology – date(s), biopsy results, tumor grade (if applicable), behavior (invasive or in situ), results of surgery to primary site  
(tumor size, if removed – number of lymph nodes examined positive), margins of resection.

 Pathology Text
 3/1/2020 RT ARM BX: SUPERFICIAL SPREADING  

MELANOMA 0.5mm BRESLOW CLARK LEVEL 2. NO  
ULCERATION, NO REGRESSION, 0 MITOSES/mm2.  
4/1/2020: RT ARM RE-EXCISION: no residual melanoma 

• Primary Site – exact location of the primary tumor, including laterality (if applicable). 
• Histology – what type of cancer, tumor grade, behavior (invasive/in situ). 

• Radiation – start and end date of radiation treatment, location of treatment (facility), type of radiation done  
(for example, external beam), method (electrons, proton beam, IMRT, etc.), and information on radiation boost. 

 Radiation Text
 4/1/2020-5/4/2020 FACILITY ABC, EXTERNAL BEAM
 RADIATION TO PROSTATE AND PELVIC NODES TO A 
 DOSE OF 4600 cGY IN 23 FX AT 200 cGY/FX USING  

IMRT TECHNIQUE

• Chemotherapy/Hormone/Immunotherapy/Other – start and end date of treatment, location of treatment  
(facility), note if treatment is ongoing (for example, chemotherapy), and names of drugs used. 

 Chemotheraphy Text
 4/1/2020-5/4/2020 FACILITY ABC, CISPLATIN

• Staging – SEER summary stage, date(s) of procedures that provided information for assigning stage, organs involved by direct extension, size of 
tumor, status of margins, number/sites of positive lymph nodes, and site(s) of distant metastasis. 

 Staging Text
 SEER SUMMARY STAGE LOCALIZED. AJCC STAGING 
 pT1A, pNX.

• Surgery/Op – date(s) of surgery, location of treatment (facility), surgical procedure performed, brief description of surgical findings. 
 Surgery Text
  3/1/2020 FACILITY ABC RT ARM BX; 4/1/2020
  FACILITY DEF WIDE LOCAL EXCISION RIGHT ARM

Primary Site Code

Laterality

Primary Site and Laterality Text

Histology Code

Histology Text

RIGHT ARM

C446

1

8743

SUPERFICIAL SPREADING MALIGNANT MELANOMA

OCISS Registrars Staff Listing
Cancer Registrars Primary Sites Email Address
Alice Daugherty, CTR CNS, Hematopoietic Neoplasms, Sinuses Alice.Daugherty@odh.ohio.gov 
Jamie Fike Lung Jamie.Fike@odh.ohio.gov 
Rebecca Levings, RHIT Colorectal, Anus, Thyroid, Kidney Rebecca.Levings@odh.ohio.gov 

Debbie Mercer, CTR
Soft Tissues, Bone, Upper GI, Hepatobiliary, Small 
Intestine, Female Genital Organs

Deborah.Mercer@odh.ohio.gov 

Bill Ruisinger, CTR
Testis, Genitourinary System, Head and Neck,  
Peripheral Nerves

William.Ruisinger@odh.ohio.gov

Sheri Stuckey Breast Sheri.Stuckey@odh.ohio.gov 
Cyndi Worden Prostate, Penis, Pancreas, Skin Cynthia.Worden@odh.ohio.gov

OCISS General 
Contact Information
Phone: (614) 752-2689
Email: OCISS@odh.ohio.gov
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