Q&A Session for v26 Updates
January 14, 2026
	#
	Question
	Answer

	1. 
	Need to ask, has the SSDI for Neoadjuvant Treatment Response been updated?  Currently, it only is either Complete or Partial - but Med Onc often uses adjectives such as Great, Good, Excellent, but never "complete"
	The terminology is still complete, partial, progressive, stable, none. At this time “Great, Good, Excellent” are not included.

	2. 
	I have a question about Prostate core bx.  The rule I read was if patient has a Targeted prostate core biopsy count as one no matter how many cores are taken.  If you have a physician statement stating I took 3 cores targeted biopsies, do you still only count as one core bx?
	Yes. Only code 1 core positive/1 core examined, regardless of how many cores are actually taken from the targeted/ROI location. Example: Standard/systematic core biopsy done, 2/16 cores positive, targeted biopsy done, 6/8 cores positive. The total cores positive would be 2 + 1 (from the targeted biopsy), and total cores examined would be 16 + 1 (from the targeted biopsy). If there are multiple targeted or region of interest's biopsies done, count each one as 1/1 cores positive/examined. Example: Standard/systematic core biopsy done, 3/8 cores positive. Two targeted biopsies done, one 5/11 cores positive and the other 7/10 cores positive. The total cores positive would be 3 + 2 (for the two targeted biopsies) and total cores examined would be 8 + 2 (for the two targeted biopsies) 

	3. 
	Can you share the link to Jim’s introductory webinar on the STR? Asking for a friend!
	Look for the v25 updates. Towards the bottom of the v25 section there is a box titled Basic Review of How to Use The Solid Tumor Rules https://education.naaccr.org/updates-implementation 

	4. 
	How can I get sign up for future educational event to make sure I get notifications my email is Bernadette.still@Omegahms.com
	If you create a myNAACCR account, you will get the NAACCR Listserv where a lot of this information is posted.  I would also sign up to get the NAACCR Narrative because the information can be found there as well.

	5. 
	Are there any ICD-O changes?
	There are new terms and a couple of changes to behavior. No new codes. Attached is where you will find https://www.naaccr.org/icdo3/

	6. 
	Just to confirm, until our software vendor has provided us with the v26 record layout, we should still be using EOD v25, correct?  The SEER website now defaults to EOD v26.  What would be wonderful is if we could "normalize" all fields, so we are using ONE set of manuals for the current year.  That is my opinion only, but I have been working in this field like many of you since the 1990s.  Thank you for considering the normalization of the manuals.

For clarification, when I am referring to "normalization for the current year", I am referring to abstracting all cases first being seen at your facility in the CURRENT Year using the CURRENT rules irrespective of the diagnosis date.  Reasoning: Doctors are treating patients in real time - the old rules (that were in place when the patient was initially diagnosed) from a treatment perspective are no longer relevant.  Thank you!
	You should be using the most current version. 

I agree that “normalization of the current” year should be our goal. 

	7. 
	What does DLL mean after AJCC?
	It’s a file that contains codes and data that multiple programs can use. Your software vendor will add the DLL to your software so you can access the most current AJCC content.

	8. 
	If we are given a RCB score in the synoptic report but it for some reason doesn’t have 3 decimals after the “.”. What should we code?
	Example included in the SSDI manual

	9. 
	If we are given a RCB score in the synoptic report but it for some reason doesn’t have 3 decimals after the “.” what should we code?
	Example: CAP synoptic reports states Residual Cancer Burden score is 3. Code 3.000

	10. 
	How are the cores of Transperineal template-guided saturation biopsy coded?
	You need to provide the details from the pathology report. 

	11. 
	Slide 13, would this apply for DRE, also?
	DRE was not part of this presentation. That is a staging issue. 

	12. 
	Is v9 new salivary glands staging schema used for major glands only? Or both major & minor?
	Only Major Salivary Glands, C079 Parotid gland, C080 Submandibular gland, C081 Sublingual gland, C088 Overlapping lesion of major salivary glands, C089 Major salivary gland, NOS, 

	13. 
	PSA SSDI: it now says within 3 months of dx bx or diagnosis. Does this now mean before or after, 3 months in either direction? Old rules used to tell us to take PSA before a biopsy because it could be "artificially" elevated by the biopsy itself.
	Per the SSDI Manual: Note 3: PSA criteria Diagnostic biopsy done Record the last PSA lab value done prior to AND within 3 months of the diagnostic biopsy No diagnostic biopsy done (or unknown if diagnostic biopsy done) Record the last PSA lab value done within 3 months of the date of diagnosis or additional confirmatory testing when no diagnostic biopsy is done, or unknown if diagnostic biopsy done 

	14. 
	Pi-Rads cannot be used as the date of diagnosis per our rules unless they changed that? 2026 STORE Manual states cannot diagnose based on PI Rads page 12.
	SEER allows Pi-RADS 4 and 5 to be used for diagnosis since 2017. CoC does not.

	15. 
	Date of diagnosis is the date of the positive biopsy or definitive statement from physician for prostate cases that have a PI-Rads 4-5 on imaging for COC programs correct.
	Correct

	16. 
	I thought PIRADS was dx for seer but bx was for Coc.
	SEER allows Pi-RADS 4 and 5 to be used for diagnosis since 2017. CoC does not.

	17. 
	If psa is done, pt is sent of MRI with Pirad 5 and then goes on to have prostate bx and bx is over 3 mths since PSA, I can't use the PSA?  This example is not in the manual but happens often.
	Please post in the CAnswer forum.

	18. 
	Is there any talk about recording Signatera results?  They have many labs tests that indicate ctc post treatment
	I am not aware of any proposals to collect Singatera or any other ctDNA test results. It’s my understanding that these types of test use blood samples to detect small amounts of circulating tumor (ct) DNA. The results can help detect recurrence and to assess treatment effectiveness. They are typically not done to diagnose or screen for cancer.  

	19. 
	What happens when the dr says he bx's the ROI, but the path report doesn't mention each individual bx site, it just has a total positive/total taken.   Do we use the number pos/taken?  
	Please provide the details from the pathology report. 

	20. 
	What does ROI stand for in prostate cancer?
	Region of interest

	21. 
	Does counting PI-rads only count for SEER states? Or does it not matter?
	SEER allows Pi-RADS 4 and 5 to be used for diagnosis since 2017. CoC does not.

	22. 
	If it was an MRI fusion US-g prostate bx, it is a targeted bx or bxs done on region of interest
	You will need to review the biopsy report to determine.	Comment by Jim Hofferkamp: For coding purposes, aren’t targeted bx and bx of ROI the same thing?

	23. 
	For prostate: If they have two target bx's, will that be counted as two?
	Yes. If 2 targeted biopsies are performed, record 2 cores examined.	Comment by Jim Hofferkamp: Are they asking if bx’s of 2 “targets” are being done or are they asking if 1 target area was biopsied twice?  If that latter wouldn’t it be counted as 1?

	24. 
	I have posted a question to CAnswer forum asking explicitly if regions of interest described as fragments should be counted as one or unable to be quantified. I was instructed that the fragments rule was explicit and those are not to be counted for the SSDI. Please clarify.
	Please provide the link to that question.

	25. 
	Can you use rcb index for breast? We are seeing this in out path nos. 
	It's the RCB Burden or Class. No index.

	26. 
	How do we count cores if bx was done on index lesion, and multiple cores removed?
	Please provide the details from the pathology report. 

	27. 
	Can we get some examples of how to decide targeted biopsy cores for prostate?
	There are many in the CAnswer Forum in the Male Genital Schemas section. 

	28. 
	Do you think they will get rid of DRE or rectal exams in the near future, since PI-RADS is getting more popular?
	You need to ask AJCC.

	29. 
	If there's two different ROI areas biopsied. Would you code 1 core positive/1 core examined for each area?
	Correct. Record 2 cores examined and 2 cores positive for this situation.

	30. 
	Many times, the single core removed by provider gets broken into mult fragments during removal. Why don't we count regions positive vs regions tested when it comes to the standard 12 core biopsy? For instance, 1 of 12 regions pos. This would solve the ambiguity of not being able to use fragments.
	You need to direct your question to AJCC. The rules are from them.

	31. 
	Do for prostate we Must have a biopsy now?
	No.

	32. 
	If the MD is stating/still using PSA >3mos before bx, are we still able to use that?
	Please provide the details of the case.

	33. 
	What about "conglomerant" on imaging for head and neck cases...would that be ene pos?
	Would need to see the imaging report to determine. 

	34. 
	For clinical ENE code 0, does the physicians PE have to state negative/no ENE or is having a PE and no mention of ENE enough to code as 0?
	Per the coding guidelines: Code 0 when lymph nodes are determined to be clinically positive and there is no clinical evidence of ENE based on physical examination.

	35. 
	Clin ENE code 2: is only lymph node involvement needed to be confirmed on bx, or does the biopsy need to confirm ENE is present?
	Per the coding guidelines: Code 2 when there is definitive (unquestionable) evidence of ENE as determined by physical examination and/or imaging and nodal involvement is microscopically confirmed by biopsy

	36. 
	For H&N SSDI are these changes effective for 2026+ or 2018+ like Prostate?
	As stated on the webinar, the SSDIs in Version 3.3 are applicable for 2018 forward. 

	37. 
	If only lymph node size is stated, would you use that if tumor deposit size is not stated?
	Is this clinical or pathological?

	38. 
	I had a prostate MRI bx case yesterday that the dr stated he did 10 cores in each area of interest (3 areas).  Would you record 30 cores removed?
	Record 03 for cores examined. If all cores in a region are negative then nodes pos for that region is 00. If even a single core in the region is positive, then count that region as 01. If cores were positive in each of the regions examined then, nodes pos would be 03.

	39. 
	SSDI manual v3.3 clinical ENE Coding Guidelines code 1 states definitive (unquestionable) evidence of ENE as determined by PE. However, the code description in the table for code 1 states ENE present/identified based on PE and/or imaging. Should the coding guideline for code include this information about imaging? Or is code 1 just for physical exam?
	Per the definition of code 1: Regional lymph node(s) involved, ENE present/identified during diagnostic workup, based on physical exam and/or imaging

	40. 
	Clin ENE code 2: is only lymph node involvement needed to be confirmed on bx, or is ENE needed to be confirmed on the biopsy?
	Per the definition of code 2: Regional lymph node(s) involved, ENE present/identified during diagnostic workup, based on microscopic confirmation: a biopsy confirming ENE is needed (the microscopic confirmation)

	41. 
	Can the new ENE rule be applied to cases diagnosed in 2025, or is it strictly limited to diagnoses from 2026+?
	As stated on the webinar, Version 3.3 of the SSDI is applicable for cases diagnosed 2018+

	42. 
	SSDI: Can Jennifer Ruhl please repeat in the Q&A what she said about counting prostate cores from a region of interest if they're fragmented?
	Region of interest is counted as 1/1, no exceptions. No matter how many cores were taken from a region of interest, the Cores Ex would be 01. If there is any tissue positive from the cores taken from this region, then Cores Pos will be 01. It doesn’t matter if there is fragmentation as long as we now the fragment came from the region of interest. 

	43. 
	Do you use the highest value between the cps and tps for pd-l1 if you have both values?
	Per the SSDI manual: Note 5: Combined Proportion Score (CPS) Do not record the CPS score (0.0-100.0) in this data item. If you have a CPS score WITH an interpretation, record the interpretation. Example: Squamous cell carcinoma: NEGATIVE for PD-L1 Expression, CPS score <1. Record as XXX.2 for negative If you have a CPS score WITHOUT an interpretation, record unknown (XXX.9). Example: Squamous cell carcinoma: PD-L1, CPS score <1. Record as XXX.9 for unknown (interpretation not provided) 

	44. 
	I see this in a few CAnswer posts... Where did this come from?  Should we use it? Reference Range for PDL1 expression in Non-Small Cell Lung Cancer (NSCLC) TPS less than 1%: Negative TPS between 1 – 49%: Low Positive TPS greater than 50%: High Positive https://cancerbulletin.facs.org/forums/node/169744 https://cancerbulletin.facs.org/forums/node/169241 
	That was done when the data item was first posted; however, it needs to be removed. Things keep changing with PD-L1. 

	45. 
	Would PD-L1 results be recorded according to physician interpretation?
	Per the SSDI: Note 1: Physician statement PD-L1 can be used to code this data item when no other information is available.

	46. 
	If both TPS and CPS, which do you want?
	Per the SSDI manual: Note 5: Combined Proportion Score (CPS) Do not record the CPS score (0.0-100.0) in this data item. If you have a CPS score WITH an interpretation, record the interpretation. Example: Squamous cell carcinoma: NEGATIVE for PD-L1 Expression, CPS score <1. Record as XXX.2 for negative If you have a CPS score WITHOUT an interpretation, record unknown (XXX.9). Example: Squamous cell carcinoma: PD-L1, CPS score <1. Record as XXX.9 for unknown (interpretation not provided) 

	47. 
	PDL1 Range of 50-60% what do you record? Do you follow the general instruction rule that would lead to 50.1?
	Code to 50.1

	48. 
	PIRADS 4 & 5 are reportable for prostate but if during targeted bxs and the PIRADS 4 & 5 were negative, do we have to code the dx date for the MRI w/the PIRADS 4 & 5?
	If you have a negative biopsy, then the case is not reportable.

	49. 
	3 1/2-month PSA before bx code 9 right?
	Review the instructions. It's not as clear cut as you have asked.

	50. 
	Can we still use “elevated” PSA if only have physician statement?  Do you need date of psa?
	You need to have a date.

	51. 
	Signatara results are the new next gen testing on cancer to try and determine BRAF and other genetic miscoding.
	Thank you, Kimberly. Since BRAF is not collected for prostate cancers, then we will not be collecting these results; however, these can be recorded in your abstract text. 

	52. 
	PSA doesn't have to be within 3 months PRIOR to biopsy?
	Yes, that is what we said. Please review the notes in the SSDI manual.

	53. 
	I think I might have missed this but if a patient has a PSA done which is high. The physician recommends biopsy but first an MRI which gives the ambiguous term for diagnosis, but the biopsy was not done until more than 3 months after the initial PSA but within 3 months of date of diagnosis. Do we use the PSA that initiated further dx workup?
	Please post in the CAnswer Forum, along with the dates. 

	54. 
	What if ROI core is negative? 
	Record it as 0/1.

	55. 
	If we have been coding the Prostate SSDI regarding cores pos/cores examined, do we need to go back and change all of those?
	No.

	56. 
	Would you mind repeating the answer/question regarding PSA time frame b/4 bx?
	Please review the instructions in the SSDI manual.

	57. 
	Are there any updates if the prostate ca was found via HoLEP. Then the patient is advised to do Watchful Waiting. Are we to code it as treatment completed or AS?
	This webinar did not cover HoLEP, or treatment. Please post your question to the CAnswer Forum. 

	58. 
	When can registrars use the 5th edition terminology for coding histology.
	It's already being used except for two 5th edition books that have not been released. See the ICD-O-3 updates given since 2021 when ICD-O-3.2 was released. You can find all this information on the NAACCR website.

	59. 
	If a HoLEP is done how does this affect the documentation of the cores examined and positive? Usually, it is done in fragments
	If the pathology report has information on cores examined and positive, then you record them.

	60. 
	Can you repeat what we have access to if we don’t have access to the blue WHO books?
	Everything you need is in the hematopoietic manual and database. You do not need the Blue Books. https://seer.cancer.gov/tools/heme/

	61. 
	For heme, if you achieve remission before the maintenance meds then, are they omitted?
	No, go ahead and code them. 

	62. 
	For heme neoplasms, if they change chemo drugs, is it still considered first course if the patient has not achieved remission?
	First course treatment includes all treatment given to achieve remission. Changing chemo drugs does not affect this rule. 

	63. 
	Would we wait to submit the case until maintenance chemo is completed?
	You need to ask your central registry on how to deal with these types of cases. 

	64. 
	'Yes, two different ROI areas biopsied you would code 1 Core Pos/ 1 core examined for EACH area. If both areas are pos it would be 2 cores pos/ 2 cores examined. Hope that helps.
	Agree

	65. 
	Is remission considered dse free?
	For cancer status, yes.

	66. 
	If patient achieves complete remission and they continue to maintenance therapy, do we report end of maintenance as end of therapy or the date of complete remission was achieved?
	Please post to the CAnswer Forum. We did not cover dates in this webinar.

	67. 
	Does the treatment now count as first course of treatment on lymphoma cases if there is progression or treatment has changed? I know previously that rule only applied to heme cases, not lymphomas
	As stated in the webinar, first course of treatment includes all treatment done to achieve remission. Changing treatment does not change this. Progression is an issue that there is no consensus, but for Heme, if remission has not been achieved, then it's still first course of treatment. 

	68. 
	For this- SEER allows Pi-RADS 4 and 5 to be used for diagnosis since 2017. CoC does not.
	That is correct.

	69. 
	What year of dx, do the new heme rules apply?
	Heme rules are applicable 2010+

	70. 
	Ambiguous term in scans we should not use for date of dx?
	The ambiguous terminology used for determining reportability can be applied to imaging reports. The ambiguous terminology list used for assigning histology can also be applied to imaging. 

	71. 
	What about concerning for as reportable ambiguous term? For case finding?
	Please review the guidelines in the appropriate manual. 

	72. 
	Tried to find SEER Hematopoietic training and it appears it has been removed?
	https://training.seer.cancer.gov/ 

	73. 
	so don't code the more specific leukemia when BCR/ABL1 positive unless pathologist or MD states the more specific leukemia?
	That is correct.

	74. 
	You stated not to use the following ambiguous terms for reportability, but terms are included in the SEER manual
	The SEER manual includes a list of terms that can be used for determining reportability. The list of ambiguous terms we covered today are included in the Solid Tumor Manual and can only be used 

	75. 
	Per STORE, maintenance maintaining drugs are to be recorded as FCOT
	

	76. 
	A lot of docs in these heme cases are only just giving the generic AML...they don't assign or even look at the appropriate histology to assign. It's frustrating.
	We know we have no control whatsoever over that. 

	77. 
	Does the term Suspicious still apply to reportability for imaging?
	Please review the guidelines regarding ambiguous terminology in the STORE or SEER manual. 

	78. 
	My interpretation of the Histology and Ambiguous Terminology slide is that These terms are no longer definitive for imaging, just for histology, is that correct?
	As stated clearly during the presentation, these are for histology ONLY.

	79. 
	Even if the new drug is a different subcategory?
	Still first course of treatment

	80. 
	But progression/mets would start second course, correct?
	As stated on the webinar, there is no clear guidance on progression 

	81. 
	Is there a statement included in the manual requiring a managing physician to state "complete remission" to conclude 1st course?
	Please post your question in the Cancer Forum.

	82. 
	For heme cases, the bmbx path report often will sometimes not have a diagnosis using definitive or ambiguous terms, but will use a lot of descriptions listing differentials and recommend clinical correlation.  The hem onc will later make a definitive diagnosis. Is the diagnostic confirmation/date of diagnosis based on the bone marrow biopsy or the MD impression?
	Date of diagnosis is the bone marrow biopsy. The physician is making their decision based on the bone marrow biopsy. 

	83. 
	I have always been under the impression if there was a change in tx it was second course tx?
	That is not the case. There have been recent changes in the STORE manual. Any further questions should be directed to the CAnswer Forum.

	84. 
	Doesn't the TX course change if the category of drug has changed?
	As stated on the webinar, for Heme neoplasms, if remission has not been achieved, it is still first course of treatment. 

	85. 
	Re: FCOT for heme, what if different subtype? Per Store, a change in subcategory is considered subsequent. Does that not apply for Heme?
	Different subtype does not make a difference. Any treatment done to achieve remission is first course of treatment for Heme neoplasm

	86. 
	What do we do with those lymphomas and leukemias that are generally considered to never go into remission? And those cases for which observation is the FCoT but treatment is started years later due to "progression"?
	First course of treatment never ends. There is still a great deal of discussion on progression. 

	87. 
	PT was staged IIIB for breast. Treatment started and PT had PET CT and found to have osseous mets and physician changed stage to IV. Can I document it as Stage IV?
	Please post your question in the Canswer Forum. 

	88. 
	in case with bone marrow involvement greater than 50% where the pathology report describe it as neoplasm without stating myeloma, could i consider this case reportable according to the barrow percentage ?
	Please post to Ask a SEER Registrar and provide all the pathology details. 

	89. 
	I know it is supposed to be more than 10%.
	?????

	90. 
	I love that flow chart, Denise.  Is it included in the STR document?
	

	91. 
	FYI for Solid Tumor Rules. I noticed that the links for MP and Histology.
	??????

	92. 
	I'm looking for clarification on the ambiguous terminology in the STRs. prior to 2026, terms like apparently, suspect, and malignant appearing were listed, but these don't appear in the 2026 strs. Instead, the 2026 STRs list likely, cannot rule out, and suggestive of. For example, suggestive of isn't a reportable ambiguous term, but it can still be used when coding histology. could you confirm whether this change was intentional and if this understanding is correct?
	

	93. 
	Are these "flowcharts" in the solid tumor rules? Flowcharts are so helpful!!
	

	94. 
	Sorry, I accidentally hit return. The links for MPR and Histology rules don’t work for Colon and there are no links for Lung.
	

	95. 
	Are the new ambiguous terminology definitive terms ONLY for SUBTYPES and VARIANTS or for ALL histologies?
	

	96. 
	Denise, what if the term used is Probably instead Probable?  Would you accept Probably, also, what if it says most likely representing malignancy, do we just ignore the word "representing"?
	

	97. 
	Re: Ambiguous terms: if, for example, LVI is stated to be “suspicious for” - the Ambiguous terms list would not apply for this, and we would code Yes +LVI here?
	

	98. 
	For Grace Liu: “I'm looking for clarification on the ambiguous terminology in the STRs.  Prior to 2026, terms like apparently, suspect, and malignant appearing were listed, but these don't appear in the 2026 STRs.  Instead, the 2026 STRs list likely, cannot rule out, and suggestive of.  For example, suggestive of isn't a reportable ambiguous term, but it can still be used when coding histology.  Could you please confirm whether this change was intentional and if this understanding is correct?"
	

	99. 
	I was wondering more along the lines of whether TTSB prostate biopsies were treated like a targeted/ROI biopsies where no matter how many cores are taken (often 30-80 cores) each is coded to one.
	Please post your question, along with the pathology details, in the Canswer Forum. 

	100. 
	Is there ANY chance we can get ALL the ambiguous terms list in ONE place?  You could include the list which data element(s) it applies to, and the manual it is found in.
	

	101. 
	If the mets is the same histology as the original primary but they have been cancer free over five years or whatever the time rule is, would you abstract the new mets as a new primary even if they never find anything in the orginal primary site? Ex. Bone mets from mammary primary after Bilateral mastectomy and NED for 5 years
	

	102. 
	Will there be fees for CEs for the entire SEER workshop?
	You need to reach out to SEER

	103. 
	HOW About "Until Proven Otherwise" ambigious or definitive term.
	

	104. 
	I think an organizational chart type format for "what manual do I use" would be phenomenal.
	Yes. That would be great and not that hard to compile.

	105. 
	Will the Breast multiple primary rule about coding a single primary when there is both ductal and lobular (previously rule M10) be coming back or from now on will ductal and lobular be considered multiple primaries? 
	As far as I know, the rule about separate tumors, one ductal and another lobular will continue to be separate primaries.

	106. 
	Regarding STR and coding the histology diagnosed prior to neoadjuvant tx, I had examined the Exception wording for each module and found some differences.  Breast is the only module that includes 'core bx' in the list of initial dx methods.  Malig CNS and Peripher Nerves and Non-Malig CNS contain a unique statement about initial dx 'based on imaging'.  I found the Exception wording for the rest [colon, H/N, kidney, lung, urinary, melanoma and Other sites] to be the same.  **Question is, was the inclusion of 'core bx' an intentional difference for breast? **
	Yes, the inclusion of the bx was intentional for breast. The core bx was included for breast because percentages of the NOS and subtype/variant or 2 different histologies cannot be determined based on a bx specimen.

	107. 
	We need these types of links between the standard setters. instead of having to look through so much information. it would help a lot if we could just click a hyperlink and it goes to the other standard setter for the information; they provide on the same subject
	

	108. 
	Per the STORE Manual, if pt has adverse reaction & the change one of the agents from a different group than the original agent, then it is not considered 1st course tx, its subsequent. Chemotherapy and hormone therapy agents are administered in treatment cycles, either singly or in a combination regimen of two or more drugs. If a patient has an adverse reaction, the managing physician may change one of the agents in a combination regimen. If the replacement agent belongs to the same group as the original agent, there is no change in the regimen. However, if the replacement agent is of a different group than the original agent, the new regimen represents the start of subsequent therapy, only the original agent or regimen is recorded as first course therapy. Refer to the SEER*Rx Interactive Drug Database (https://seer.cancer.gov/tools/seerrx/) for a list of systemic therapy agents. 
	

	109. 
	So, this goes against what was stated prior.  The only way this rule does not apply is for Hormone therapy.  
	That rule was changed. I can't remember if the change is in the 2026 manual or the 2025 manual. Both SEER and STORE on the same page. In the scenario you described, the drugs given in response to the adverse reaction would be considered first course treatment.

	110. 
	About removal of STR Breast Rule M10: If I understand correctly: 2 synchronous tumors in the same breast, one is IDC and the other is ILC: If I abstracted the case in 2025 (with the STR rules that included the old M10), it was only one primary (8522). But if I abstract the case in 2026 (with the STR rules 2026 without the old M10), I will have to abstract 2 primaries, 8500 and 8520?
	That’s correct.

	111. 
	Why is the (/2) and (/3) now showing up after the histology in the STR.  Did you say it was because that is the only behavior it can be?
	If you see a /2 behind a term, that means that term can only be in situ. Same for a /3. If there is not behavior, that means it that term could be either /2 or /3.

	112. 
	Is 'Probably' considered an ambiguous term?  Also, someone asked in the chat if 'raising suspicion' for a reportable diagnosis.  What are your thoughts on these? 
	“Probably” can be used for the STR histology coding and for SEER reportability because it is an equivalent word to “probable”. The CoC does not recognize “probably” as being equivalent to “probable” per the CAnswer Forum.

	113. 
	Is there a reason why the table in 2025 STR was taken out for the combo ductal and lobular carcinoma, 8523/3?
	That row is still in Table 2: Histology Combination Codes (see page 32). Duct and lobular in a single tumor is 8522. Look for this row: DCIS/duct carcinoma/carcinoma NST 8500 OR any subtype/variant of carcinoma NST (see Table 3) AND LCIS/lobular carcinoma (8520) OR pleomorphic lobular carcinoma in situ 8519/2 

	114. 
	We need a separate workshop specifically just for each of the topics! So much to know and keep track of. Are all these STR slides with presenter tips in the handouts? I couldn't keep up.
	It was a lot to keep up with! All the slides will be in the handouts.

	115. 
	Jim, I totally understand and I appreciate all the work you and the standard setters are doing.  You have helped me greatly over the years.  I am thinking in terms of how do we get rid of the backlog so we can start focusing on collecting subsequent treatment: normalizing the rules will allow registrars to abstract all cases, despite date of diagnosis.  In terms of public health surveillance, this isn't going to change the numbers.  What it WILL do is allow registrars to collect that very precious subsequent treatment.  I have been a very vocal advocate for doing this for years.  It is important because the "date of diagnosis" is just the beginning of the cancer patient's journey.  My sister started her journey three years ago.  Where she is being treated, she is in a clinical trial, so all this information is being collected for her. But not so for patients who are not fortunate to be part of a clinical trial.  I do follow coding rules, I just wish they were different!  Thank you!
	

	116. 
	sorry - 8522/3
	

	117. 
	For cancer path chart: I had a site histology combination that came back "blank", did not specify likely or impossible. When this happens is this considered a valid site/histo combination? I can’t exactly remember the specific case, but I think it was an adenoaquamous ca of the eyelid or cornea, it was an unusual case!
	

	118. 
	Will the Q&A from this session be available for download?
	

	119. 
	If the PathChart search tool returns no results, is that also to be interpreted as "impossible"?  Or does it mean that all combinations have not been vetted yet?  For instance, if you enter 8170 (hepatocellular carcinoma) and skin, there are no results, but that makes sense because that can't happen... 
	

	120. 
	About removal of STR Breast Rule M10 (part 2!): If I abstracted one tumor (8522) in 2025, but patient comes back in 2026 for TX, should I update my case and make 2 abstracts?
	

	121. 
	When do you anticipate for TR standard setters to transition from ICD-O-3 codes to ICD-10 codes?
	

	122. 
	Is transitional cell carcinoma of the kidney now an acceptable site/histo combination?  Path Chart says it is valid but the kidney STR Introduction states that it is impossible.  We had a case with path that stated TCC of the kidney, so clarification would be great!
	

	123. 
	Not sure if I misunderstood. We can now assession a case using ambiguous terms but we cannot use them for histology? Example: Likey, can we assession this now? or does it still have to say "most likely?" Sorry, not sure if I understood right
	

	124. 
	I don't understand when to use the Cancer PathChart? Why and when would I use this? Is this info also in our required manuals, or is this different rules?
	

	125. 
	Are the recommended histology codes going to be added to CPC*Search?
	

	126. 
	Do the impossible morphologies flag validation edits in cancer software?
	

	127. 
	Regarding Cancer PathChart: Can you please confirm that this is NOT a replacement for the histology rules in the Solid Tumor Rules and 2. Are all possible histologies listed in the CancerPathChart file?  I am asking because my facility is trying to automate the abstraction process.
	

	128. 
	Does the CancerPathChart replace any of our manuals?
	

	129. 
	Cancer path chart worked with Solid tumors update, right?
	

	130. 
	Can you explain the chat convo regarding the breast mets recurrence?
	

	131. 
	Just for clarification: The CPC can update previous years Valid/Impossible/Unlikely, so cases need to be recoded if their Validity Status changes?
	

	132. 
	In this webinar, it was stated that a targeted bx should be 1 core examined and 1 core positive, no matter how many cores were taken? For instance, I have a path report where the targeted lesion was positive and states "Tumor involves 6 of 6 core of tissue".  So, I would have coded that 6 cores positive and 6 cores examined. (There were actually more random biopsies, but I won't include them for this example). Is that what I am supposed to do, or should it be only 1 examined and 1 positive? 
	Please post your question in the CAnswer Forum.

	133. 
	Might be helpful if at a future time if we could have a demonstration of how to use CPC tables
	

	134. 
	Cancer path chart slide 77 you are saying that carcinosarcoma 8980 needs to be coded to 8033?? This is not in the 2026 STR will it be added?
	

	135. 
	For CPath Chart, will there be a correction for C68.8 and C68.9 (urinary system) and urothelial histologies being designated impossible?
	

	136. 
	In regard to the breast example, if breast ca is dx'd after the 5-yr timing rule and it is the same histology as the ca from >5 years before, if it is considered a recurrence....then you can never have a new breast ca primary (ifdx'd w/ mets). Example: since most breast cancers are IDC, if IDC is dx'd w/ mets 10 years after an initial IDC, then the rule is assuming it's a recurrence and not a new cancer. That does not seem correct to me. Why the timing rule then? Because if a second dx is a different histology, it's automatically a new primary. Does what I'm trying to explain make sense? 
	

	137. 
	What if you search the CPC Search and the site histology is valid but our software says impossible -what do you do?  We are seeing this with C68.9 cases.
	

	138. 
	Repeating in case this was missed: If the Path Chart search tool returns no results, is that also to be interpreted as "impossible"?  Or does it mean that all combinations have not been vetted yet?  For instance, if you enter 8170 (hepatocellular carcinoma) and skin, there are no results, but that makes sense because that can't happen... 
	

	139. 
	During Heme section she mentioned some scenarios - where can we find these? 
	

	140. 
	I have 3 edits unable to clear for 3 different facilities due to cancer path chart, and was told would not be able to pass until v26 release, so we just hold these for a long time?
	

	141. 
	Extramammary paget disease is listed with a /3 code which according to the rules means it is only valid as /3. But we have been told by SINQ that we can code to /2 if described as intraepithelia.  So should that code be listed without a behaviour?
	

	142. 
	Ah, I see. Path Chart hasn't been updated for the 2025 changes yet.  That explains the discrepancy. 
	

	143. 
	When does duct and lobular change to mult primaries?
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