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	#
	Question
	Answer

	1. 
	Can you show us on the NAACCR website how to find the free educational webinars?
	Sure! All webinars are on the NAACCR Education and Training site https://education.naaccr.org/ . In the middle of the page you’ll find an Updates box. Click on it for the updates webinars. Many of those (not todays) are eligible for free CE’s. All other free NAACCR webinars are listed under the NAACCR Talks and Epi Hours tab. These are free, but not eligible for CE’s. 

	2. 
	Can you explain why the timing for PSA Lab Value was changed?
	It was felt that too many PSA’s were not being used due to the current rules for timing. The changes allow for more PSA’s to be recorded.

	3. 
	SSDI, Lung STAS, note 4 says codes 0, 1, 7 may not be assigned if they are note included in CAP or synoptic path report.  Code 7 is not listed as a valid code for this SSDI.  Does note 4 need to be revised or should code 7 be added as a valid code?
	This was fixed. Will show up in the 2027 changes.

	4. 
	If both imaging and physical examination are available but they disagree, which source should drive the cENE code?
	Probably the imaging. 

	5. 
	Where is a positive DISTANT LN bx or FNA coded for head and neck when it is done separately from a surgery?
	I may be missing something, but bases on what you have provided, it would go in Surgery Other. 

	6. 
	What if the psa is not done within the 3 month time frame?
	Please review the updated notes. If you still have questions, please post in the SSDI Canswer Forum

	7. 
	HPV positive is listed in the notes on the website. HPV-neg is also give.  What are the differences between HPV-neg and HPV-independent? Why the change in language?
	This change came from AJCC. HPV-negative and HPV-independent are the same thing. 

	8. 
	What prompted the move from numeric values to positive/negative/unknown in 2027, and what advantages do you expect this change to provide for data quality or analysis?
	Take a look at the CAP protocol for Lung Biomarkers I think there are 7-8 different methods for testing PD-L1. Some use TPS and others do not. However, they all have Pos/neg scores. Since we don’t have the option of collecting the type of test being used, we felt our best option was to just collect the interpretation of the test rather than the results. 

	9. 
	So it doesn't matter how many cores were removed from the target zone? It will always just be counted as one?
	Nope, always recorded as 1/1. Please review Note 4 in the cores examined and positive SSDIs.

	10. 
	Regarding the new alignment - If we are currently abstracting end-of-year 2025 cases, we should be using 2026.1 Solid Tumor Rules for these - correct (rather than 2026 Solid Tumor Rules) - In other words, unlike other manuals, this is NOT based on the diagnosis year.  Can you confirm? 
	That is correct, you should use the latest version of the Solid Tumor Rules for all diagnosis years for which the STR is applicable (2023+ for Other Sites, 2021+ for Melanoma, 2019+ for everything else).
Example: If you are abstracting a 2023 Breast case in 2026, use the STR 2026.1 Update. 

	11. 
	Our facility is currently abstracting 2025 DY - can the guidelines for PD-L1 (negative code to XXX.2; positive code to XXX.4) be applied to those cases now?
	You can use the guidelines now or wait. Year of diagnosis does not matter.

	12. 
	How to code cases where the pathology report uses qualitative terms like 'predominantly,' 'focal,' or 'minor component' but doesn't provide percentages?
	Is this referring to lung adenocarcinoma patterns? If so, when predominantly is used, code it. Example, “adenocarcinoma, acinar predominant”. Code 8551.
For “Focal” and “minor component”: it’s hard to give guidance for this without knowing exactly what you’re referring to. Please submit a question to AASR.

	13. 
	How are Central Registries expected to handle the histologies that were removed as subtypes in the histology tables in many of the site groups in terms of counting tumors? What do we do with old data where we counted the tumor once?
	Registries are not expected to review old cases. If you encounter an issue due to a histology being removed from the table, please contact AASR.

	14. 
	Lung 8255. STR 26.1 says this code should be used as a last resort, and Cancer PathCHART has determined that 8255 is an “unlikely” histology for lung. If 8255 is the correct code per the histology rules, override inter-field edit 25. Is that still true?
	Yes, that is still true.

	15. 
	Will the STR manual go back to being a quick link from Registry Operations or will it remain only as a download file?
	For now, it will continue to be a downloadable .pdf file, but we are planning for some additional, user friendly options in the near future. 

	16. 
	What was this about the gist? All Gist are considered malignant?
	That is correct. We had this confirmed by multiple sources. Even a “benign” GIST has potential to metastasize. Therefore, all GISTs are reportable as a /3.  I (Jim) have to admit, that is not how I understood the change that went into effect in 2021, but that was the standard setter’s intent. 

	17. 
	If the PDL-1 TPS is documented as <1% negative, we've been coding it as 0.9. When the data is converted will this be converted to positive? Should we be coding these as negative or use the XXX.2?
	You can either code them as 0.9 or XXX.2

	18. 
	When the lung histology is 40% acinar, 40% papillary micropapillary and 20% solid what will be the histology?
	Code 8255/3. See Lung H7 Note 2 and H8, as well as Table 2. 

	19. 
	For the stomach example, if both intestinal and tubular types are documented, what specific wording determines whether a combination code or a single histology code should be assigned?
	I’m not sure what you mean by specific wording. If on the Stomach CAP protocol, there is a subtype checked under the section “Adenocarcinoma Classification (based on WHO)” and another subtype is checked under “Lauren Classification of Adenocarcinoma”, then select the WHO histology. If there are two adenocarcinoma subtypes checked that do NOT fall into the situation described above, then code 8255 adenocarcinoma, mixed subtypes.
Examples:
-Papillary adenocarcinoma (WHO) and intestinal type adenocarcinoma (Lauren) are both checked. Code papillary adenocarcinoma because it is the WHO histology.
- Tubular adenocarcinoma (WHO) and Micropapillary adenocarcinoma (not under WHO or Lauren) are both checked. Code 8255.

See the CAP Stomach protocol for an example. Look at histologic type to see the histologies based on WHO and those based on Lauren classification of adenocarcinomas. 

	20. 
	All GIST’s are coded /3 even if stated benign?
	That is correct for cases diagnosed 2021 and later.

	21. 
	Which 2–3 pathology phrases pose the highest risk for incorrect histology coding under the 2026.1 rules?
	I’m not sure!

	22. 
	If pt returns with mets, isn’t a recurrence?
	Assuming the patient didn’t have it at dx and had disease free period, yes. 

Recurrence can be the same disease returning to the same organ or tissue as the original, same disease developing in regional LN met, or the same disease developing in distant mets, or all of the above.

	23. 
	If gist is incorrectly coded as a /2, would that create an edit?
	Yes. GIST cannot be /2. It is biologically impossible. 

	24. 
	Does cancer PathCHART have all possible histology combinations?
	No, but I’m guessing that there are not many that are biologically possible missing!

	25. 
	Is a .csv file going to be made available which lists the histology code AND all the English text synonyms for each histology code.  That would be extremely helpful.
	I don’t know if there will be a .csv file, but I know the Cancer PathCHART team is working on a database that will replace the annotated histology list. It will include all of the English text synonyms.  

	26. 
	My question was to the presenter that said if breast cancer initially 8500/2, 3 yrs later mets to lns-if I understood correctly she said change the histology code from 3 years ago, which I would imagine would pull up several edits in various data fields. Consideration may be worth giving to this because it could affect CoC quality measures and pts may look under treated as the updated case is submitted... just thoughts
	SEER has a long standing coding instruction to change the behavior but keep the dx date in the scenario we discussed. You are correct, that it does trigger edits and requires quite a bit of updating of the record. I’m guessing it could also impact CoC quality measures. 

	27. 
	PathCart is just for solid tumors, correct?  We still need to use the Heme Database for hematopoietic diseases.  If so, is there a .csv file that lists each histology with all the English text synonyms.  I know I can use the online database.  I would also like a copy of the .csv file.  Would that be possible?  
	Always use the Heme database for Heme cases. It has all the terms, even the new terms from ICD-O-4. 

	28. 
	Jim - you just pulled up 9533/0 in spinal Meninges in your spreadsheet for the CPC Search. I have a case that I was just looking at before this Webinar started and we can't get it to clear edits.
	Please contact me with the edits that are causing you problems and the scenario!

	29. 
	Are there plans to add more real-world pathology report examples or case studies to CPC*Search to help explain why certain morphologies are preferred or considered unlikely?
	Definitely worth looking in to!
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