CODING TIPS, TRICKS, and TRAPS:  QUIZ
1. Quality control is a significant part of your job as registry supervisor.  A monthly quality review indicates that a registrar has entered a non-reportable case into the database. It is not a reportable-by-agreement case.  You need to delete the case.  What do you do with the accession number?
a. Reuse the accession number from the deleted case for the next eligible case entered into the database.
b. Cross the case information out of the accession register and do not reuse the accession number.
c. Keep the case in the database, but enter a “2” in the “Suspense case” item to indicate that the case will not be sent to the ACR.
2. Patient is diagnosed at your facility with prostate cancer.  His record states that he is from North Dakota and lives in Sun City from November until March.  The only address in the record is the local (Arizona) one.  What do you enter for “Address at Diagnosis?”
a. The local address
b. “Unknown.” 

3. A patient’s race is listed on the face sheet as “Hispanic” and the patient is also described as being Hispanic in the H&P.  There is no additional information on race or ethnicity in the record.  What codes would you use for the “Race” fields?
a. Race 1 (01- White); Race 2-5 (88- No further race documented) 
b. Race 1-5 (99- Unknown)
c. Race 1 (98- Other); Race 2-5 (88-No further race documented)

4. Chest x-ray and chest CT done at your facility revealed a left upper lobe mass, suspicious for primary carcinoma of the lung.  He then underwent a bronchoscopy at your facility.  Pathology showed squamous cell carcinoma.  The patient does not return to the hospital.  When you contact the pulmonologist who performed the bronchoscopy, his office manager says that the patient did not return for a follow-up appointment.  What would the class of case be?

a. Class 0

b. Class 3

c. Class 1

5. Patient is admitted on 2/26/08 for increasing weakness and fatigue.  Blood work indicated anemia.  Stool guaiac is positive.  Workup includes a colonoscopy done on 3/1/08.  The colonoscopy shows a mass near the cecum, consistent with carcinoma.  Two days later, on 3/3/08, she underwent a right hemicolectomy.  Pathology showed moderately-differentiated adenocarcinoma.  The date of first contact would be:

a. 2/26/08
b. 3/1/08
c.   3/3/08
6. Patient had a biopsy of a cervical mass, and pathology showed non-Hodgkin’s lymphoma.  CT scans of the chest, abdomen, and pelvis showed extensive lymphadenopathy in the mediastinal, para-aortic and inguinal regions.  There is no indication in the record about which lymph node chain the disease originated in.  What is the best primary site code?
a. C77.0

b. C80.9
c. C77.9
d. C77.8

7. A 77 year-old female is admitted to your hospital after sustaining a fall at home.  A CT of the head reveals a meningioma in the right frontal lobe region.  What site code would you use?
a. C70.0
b. C71.1
8. A liver biopsy done on 4/17/07 reveals poorly-differentiated non-small cell carcinoma.  No additional workup is done at your facility.  What is the best primary site code?
a. C34.9
b. C80.9
9. How would tumor grade be coded for the case described in question #7?

a. 3- Poorly differentiated
b. 9- Unknown
10. A breast core biopsy obtained on 6/16/08 showed intraductal carcinoma with involvement of the lateral margin.  On 7/2/08, patient underwent a lumpectomy that showed no residual cancer.  How would the two procedures be coded?  Assume that your software allows you to code more than one procedure.
a. Code “02” (Biopsy of primary site) in “Surgical Diagnostic and Staging Procedure” for the 6/16/08 procedure; Code “22” (Lumpectomy/excisional biopsy) in “Surgery” for the 7/2/08 procedure

b. Code “22” (Lumpectomy/excisional biopsy) in “Surgery” for the 6/16/08 procedure.  Code “22” (Lumpectomy/excisional biopsy) for the 7/2/08 procedure.
11. A bronchoscopy was done at your facility for a patient with a known right upper lobe mass.  Pathology showed adenocarcinoma.  The patient did not return to your hospital for treatment, and you do not know where or how the patient was treated.  How would you code the “Surgery of Primary Site,” “Rx Hosp--Radiation,” and “Chemotherapy” fields and their associated dates?
a. Code 0’s, since there is no treatment information documented in the record.
b. Code 9’s, because you do not know what treatments the patient underwent.
12. Patient was admitted to your hospital for a hemicolectomy after an invasive carcinoma was diagnosed on colonoscopy.  Pathology report from the hemicolectomy showed the tumor to invade through the muscularis propria into the pericolic fat.  Four of sixteen examined lymph nodes were positive for carcinoma.  After surgery, the patient was seen by a medical oncologist, who stated in his consult that the patient will be seen in his office two weeks after discharge to discuss chemotherapy options.  How would you code the “Chemotherapy,” “Rx Date—Chemo,”and “Rx Date—Systemic” items?
a. Code “88” (Recommended, unknown if administered) for “Chemotherapy” and code 9’s for the treatment date fields.  Update these items when you obtain definitive treatment information from the oncologist.
b. Code “99” (Unknown) for “Chemotherapy” and also code 9’s in the associated date fields.

c. Code 0’s for the “Chemotherapy” and date fields.  Follow up with the medical oncologist and update the treatment-related codes as necessary.

13. Patient underwent excision of a malignant melanoma of the left upper arm in a dermatologist’s office.  He was then seen in your hospital’s surgical outpatient department for a sentinel lymph node biopsy.  The sentinel node was negative.  Is this case reportable to the ACR by your facility?
a. Yes.  Even though the sentinel node was negative, the sentinel node biopsy is considered to be cancer-directed surgery.
b. No.  The sentinel node biopsy showed no evidence of cancer, and a node biopsy in and of itself is not cancer-directed treatment.
14. Patient presented with an enlarged inguinal lymph node.  Biopsy of the node showed metastatic adenocarcinoma consistent with prostate origin.  Patient was later started on Lupron.  How would you code “Systemic/Surgery Sequence?”
a. “0” (No systemic therapy and/or surgical procedures).  Even though the patient did receive hormonal therapy, no cancer-directed surgery was performed.

b. 3 (Systemic therapy after surgery).  Even though there was no surgical procedure of the primary site, a regional lymph node biopsy is considered to be cancer-directed surgery.    

15. An EGD done on 10/21/07 reveals a lesion in the mid-esophagus.  A biopsy is obtained and the pathology indicates moderately-differentiated squamous cell carcinoma.  Workup revealed the disease to be confined to the esophagus, but the patient had severe COPD that precluded resection.  Patient began a course of external beam radiation on 11/12/07.  What would be the correct code for “Radiation/Surgery Sequence?”

a. 3 (Radiation therapy after surgery)

b. 9 (Radiation/surgery sequence unknown)

c. 0 (No radiation therapy and/or surgical procedures)

16. The pathology report indicates that all margins are negative.  However, the operative report describes residual disease.  How would you code “Surgical Margins of the Primary Site?”
a. 0 (No residual tumor- All margins grossly and microscopically negative)

b. 3 (Macroscopic residual tumor)
c. 7 (Margins not evaluable)

d. 9 (Margin status unknown)

17. Biopsy of a neck mass shows undifferentiated carcinoma; possible sites include lung, ovary, endometrium, or breast.  Additional workup is not able to reveal a primary site of origin.  How would you code grade?
a. 9 (Unknown)

b. 4 (Undifferentiated/anaplastic)

18. Patient undergoes a transurethral resection of the bladder (TURB) as part of first course of treatment for papillary transitional cell carcinoma.  The tumor is removed in pieces.  What would be the most appropriate code for “Surgical Margins of the Primary Site?”
a. 7 (Margins not evaluable)

b. 9 (Margin status unknown)
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