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	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES



	
	
	Organizational Identifiers
	
	

	
	VAMC

CONTROL

QIC

BEGDTE

REVDTE
	Facility ID

Control Number

Abstractor ID

Abstraction Begin Date

Abstraction End Date
	Auto-fill

Auto-fill

Auto-fill

Auto-fill

Auto-fill
	

	
	
	Patient Identifiers
	
	

	
	SSN

PTNAMEF

PTNAMEL

BIRTHDT

SEX

MARISTAT

RACE
	Patient SSN

First Name

Last Name

Birth Date

Sex

Marital Status

Race
Path_Stg_Group
PathT_PathN_PathM (display as T_N_M_)
	Auto-fill: no change

Auto-fill: no change

Auto-fill: no change

Auto-fill: no change

Auto-fill: can change

Auto-fill: no change
Auto-fill: no change
Auto-fill:  no change
Auto-fill:  no change
	

	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES


	
	
	Validation
	
	

	1
	nsclc07
	During the timeframe from 10/01/2006 through 12/31/2007, does the record document a new diagnosis of non-small cell lung cancer (NSCLC)?  
(NSCLC includes adenocarcinoma, large cell carcinoma, and squamous cell carcinoma)
1. Yes
2.  No


	1,2
*If 2, go to sclc07, else go to nsclconf
Warning if 2

	The intent is to include cases with a new diagnosis of non-small cell lung cancer (NSCLC) documented during the timeframe from 10/01/06 to 12/31/07.  
· The diagnosis of non-small cell lung cancer must be documented in the medical record by a physician/APN/PA.  
· Non-small cell lung cancer diagnosis documented on a problem list must be validated by physician/APN/PA documentation in the medical record.  

· Non-small cell lung cancer may also be noted as squamous cell carcinoma of the lung, adenocarcinoma of the lung, and large cell lung carcinoma.
· Pathologic confirmation of “lung cancer” without the mention of a specific histology should be coded as NSCLC

· Other types of cancers such as sarcoma, thymoma, mesothelioma or lymphoma are not NSCLC. Consult your regional manager if you have a question as to whether a case should be included as NSCLC. 
If the only mention of non-small cell lung cancer is ‘recurrent’ lung cancer, answer “2.”  
Documentation of a second “new primary” NSCLC is not considered a new diagnosis of NSCLC.
Suggested data sources:  Pathology reports, pulmonology notes, hematology/oncology notes

	2
	nsclconf
	During the timeframe from 10/01/2006 to 12/31/2007, was the initial diagnosis of non-small cell lung cancer confirmed by pathology?

1.  Yes

2.  No


	1,*2
*If 2, go to sclc07, else go to nsclptdt

	Initial diagnosis of non-small cell lung cancer (NSCLC) = the first pathology report that confirmed the diagnosis of NSCLC.  The intent of the question is to capture the earliest cytology or pathology report that confirmed the diagnosis of NSCLC.  
Pathologic evaluation is performed to classify the lung cancer, determine the extent of invasion, and if surgery is performed, to establish the cancer involvement status of the surgical margins.  Pathologic evaluation may occur preoperatively, intraoperatively, and/or postoperatively.  
Preoperative evaluations include examination of one of the following specimens: bronchial brushings, bronchial washings, fine-needle aspiration (FNA) biopsy, core needle biopsy, endobronchial biopsy, and transbronchial biopsy. 

Intraoperative evaluation include examination of lobectomy or pneumonectomy specimens to determine the surgical resection margin status, diagnose incidental nodules discovered at the time of surgery, or evaluate the regional lymph nodes. 
Postoperative evaluation provides the pathology characteristics necessary for the classification of tumor type, staging, and prognostic factors. 
Suggested Data Sources:  Cytology reports, pathology reports, pulmonology notes, hematology-oncology notes

	3
	nsclptdt
	Enter the date the first procedure was performed that confirmed the initial pathologic diagnosis of non-small cell lung cancer.  
	mm/dd/yyyy

> = 10/01/2006 and < = 12/31/2007


	If the patient had more than one procedure performed for pathologic evaluation, enter the date of the procedure that resulted in the first positive cytology or pathology report.   

If the pathologic evaluation was performed within the VHA, the exact date should be documented and entered accurately.  

If the pathologic evaluation was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  
Suggested Data Sources:  Cytology reports, pathology reports, operative notes, pulmonology notes, hematology-oncology notes

	4
	nsclwher
	Where was the initial diagnosis of non-small cell lung cancer confirmed by pathology?  

1.  Confirmed at this VAMC 
2.  Confirmed at another VAMC

3.  Confirmed by non-VHA healthcare provider/facility
	1,2,3
If 2, go to nsconfva
If 1 or 3, auto-fill nsconfva as zzz, and go to prextcan

	Initial diagnosis of NSCLC = the first cytology or pathology report that confirmed the diagnosis of non-small cell lung cancer.  

Pathologic evaluation is performed to classify the lung cancer, determine the extent of invasion, and to establish the cancer involvement status of the surgical margins.  Pathologic evaluation may occur preoperatively, intraoperatively, and/or postoperatively.
 

	5
	nsconfva
	Enter the facility number of the VAMC that confirmed the initial diagnosis of NCSLC by pathology.

(Drop down box of VAMC facility numbers and names)
	__ __ __
Will be auto-filled as zzz if nsclwher = 1 or 3

*Go to prextcan
	

	
	
	Small Cell Lung Cancer
	
	

	6
	sclc07
	During the timeframe from 10/01/2006 through 12/31/2007, does the record document a new diagnosis of small cell lung cancer (SCLC)?  

1.  Yes

2.  No


	1,*2
Warning if 2

*If 2, the case is excluded
	The intent is to include cases with a new diagnosis of small cell lung cancer (SCLC) documented during the timeframe from 10/01/06 to 12/31/07.   The diagnosis of small cell lung cancer must be documented in the medical record by a physician/APN/PA.  Small cell lung cancer diagnosis documented on a problem list must be validated by physician/APN/PA documentation in the medical record
Small cell lung cancer includes oat cell lung cancer and combined small cell lung cancer. 
Make sure that “SCLC” is not referring to squamous cell lung cancer which is non-small cell lung cancer (NSCLC).
If the only mention of SCLC is ‘recurrent’ lung cancer, answer “2.”  

Suggested data sources:  Cytology reports, pathology reports, pulmonology notes, hematology/oncology notes

Exclusion statement:

The record did not document a new diagnosis of non-small cell lung cancer or small cell lung cancer during the timeframe from 10/01/06 through 12/31/07. 

	7
	sclconf
	During the timeframe from 10/01/2006 to 12/31/2007, was the initial diagnosis of small cell lung cancer confirmed by pathology?

1.  Yes

2.  No


	1,*2

*If 2, the case is excluded


	Initial diagnosis of small cell lung cancer (SCLC) = the first pathology report that confirmed the diagnosis of SCLC.  The intent of the question is to capture the earliest cytology or pathology report that confirmed the diagnosis of SCLC.  

Pathologic evaluation is performed to classify the lung cancer, determine the extent of invasion, and if surgery is performed, to establish the cancer involvement status of the surgical margins.  Pathologic evaluation may occur preoperatively, intraoperatively, and/or postoperatively.  

Preoperative evaluations include examination of one of the following specimens: bronchial brushings, bronchial washings, fine-needle aspiration (FNA) biopsy, core needle biopsy, endobronchial biopsy, and transbronchial biopsy. 

Intraoperative evaluation include examination of lobectomy or pneumonectomy specimens to determine the surgical resection margin status, diagnose incidental nodules discovered at the time of surgery, or evaluate the regional lymph nodes. 

Postoperative evaluation provides the pathology characteristics necessary for the classification of tumor type, staging, and prognostic factors. 

Suggested Data Sources:  Cytology reports, pathology reports, pulmonology notes, hematology-oncology notes
Exclusion statement:

The record did not document a diagnosis of non-small cell lung cancer or small cell lung cancer confirmed by pathology during the timeframe from 10/01/06 through 12/31/07.

	8
	sclcptdt
	Enter the date the first procedure was performed that confirmed the initial pathologic diagnosis of small cell lung cancer.  
	mm/dd/yyyy

> = 10/01/2006 and < = 12/31/2007


	If the patient had more than one procedure performed for pathologic evaluation, enter the date of the procedure that resulted in the first positive cytology or pathology report.   

If the pathologic evaluation was performed within the VHA, the exact date should be documented and entered accurately.  

If the pathologic evaluation was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  
Suggested Data Sources:  Cytology reports, pathology reports, operative notes,  pulmonology notes, hematology-oncology notes

	9
	sclcwher
	Where was the initial diagnosis of small cell lung cancer confirmed by pathology?  

1.  Confirmed at this VAMC 

2.  Confirmed at another VAMC

3.  Confirmed by non-VHA healthcare provider/facility
	1,2,3

If 1 or 3, auto-fill sclconva as zzz, and go to sclcstg

	Initial diagnosis of SCLC = the first cytology or pathology report that confirmed the diagnosis of small cell lung cancer.  

Pathologic evaluation is performed to classify the lung cancer, determine the extent of invasion, and to establish the cancer involvement status of the surgical margins.  Pathologic evaluation may occur preoperatively, intraoperatively, and/or postoperatively.

 

	10
	sclconva
	Enter the facility number of the VAMC that confirmed the initial diagnosis of SCLC by pathology.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if sclcwher = 1 or 3
	

	11
	sclcstg
	What stage of small cell lung cancer was documented in the record?

1.  Limited stage

2.  Extensive stage (metastatic SCLC)
99. Stage of SCLC was not documented or unable to determine
	1,2,99
	There are two stages of SCLC:  

· Limited stage SCLC is defined as disease confined to the ipsilateral hemithorax.
· Extensive stage SCLC is defined as disease beyond the ipsilateral hemithorax
Documentation of metastatic SCLC would be considered extensive stage SCLC.
The source for this staging system is the American Joint Committee on Cancer (AJCC).  

	12
	prextcan
	At the time of the pathologic confirmation of the lung cancer diagnosis, did the record document a pre-existing or concurrent diagnosis of metastatic cancer (other than lung cancer).
	1,2

*If 1, the case is excluded 
	The intent of the question is to determine if the patient already had a diagnosis of metastatic cancer at the time the lung cancer was confirmed by pathology.  The metastatic cancer must be associated with a cancer other than lung cancer (e.g. colon cancer with mets).
Exclusion Statement:  Documentation of pre-existing or a concurrent diagnosis of metastatic cancer other than lung cancer at the time of pathologic confirmation of the lung cancer excludes the case from review. 

	
	
	Administrative Data
	
	

	13
	ptdeath
	Does the record document the patient died?
	1,2

If 2, go to lifexpec
	If there is documentation that the patient died anytime up to and including the date of review, answer “1.”  

	14
	deathdt
	Enter the date of death.
	mm/dd/yyyy

If nsclconf = 1,  >= nsclptdt and <= revdte

If sclconf = 1, >= sclcptdt and < = revdte

	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

	15
	plcdeath
	Does the record document the place (location) of death?

1.  Home

2.  VA hospice

3.  VA hospital

4.  VA nursing home

5.  Non-VA hospice

6.  Non-VA hospital

7.  Non-VA nursing home

8.  Other

99. Unable to determine
	1,2,3,4,5,6,7,8,99

If 2 or 5, auto-fill refhospc as 1 AND

if (ptdeath – nsclptdt <= 30 days) OR (ptdeath – sclcptdt <= 30 days), go to hospcedt, else if 2 or 5, go to lifexpec

If <> 2 or 5 AND (ptdeath – nsclptdt <= 30 days) OR (ptdeath – sclcptdt <= 30 days), go to refhospc, else if <> 2 or 5, go to lifexpec

	The intent of the question is to determine the location where the patient died.  If the patient died at home, answer “1” regardless of whether the patient was receiving hospice care in the home.
If the patient died in a VA or non-VA hospice facility, answer “2” or “5” as appropriate.
Suggested data sources:  Death note, home health note, progress note, social worker note


	
	
	Hospice/Palliative Care
	
	

	16
	lifexpec
	Prior to the pathologic confirmation of the lung cancer diagnosis, is there documentation on the problem list that the patient’s life expectancy is less than 6 months?   

	*1,2

*If 1, the case is excluded from the Lung Cancer Quality Measures (go to end)

	Patient’s life expectancy of less than six months must be documented on the problem list or in the computer field “health factors,” without exception, prior to the pathologic confirmation of the lung cancer diagnosis.  
Exclusion Statement: Documentation on the problem list/health factors that the patient’s life expectancy was less than 6 months prior to the pathologic confirmation of the lung cancer diagnosis excludes the case from the Lung Cancer Quality Measures.  

	17
	refhospc

	Prior to or after the pathologic confirmation of the lung cancer diagnosis, was the patient referred for hospice care?

1.  Yes

2.  No

98. Patient/caregiver refused hospice referral
	1,2,98

Will be auto-filled as 1 is plcdeath = 2 or 5

If 2 or 98, go to refpalcar
	Hospice:  A Medicare or VA funded community-based service delivered at home, in a nursing home, or at a hospice facility at end of life



	18
	hospcedt
	Enter the date of the referral to hospice care.  
	mm/dd/yyyy
If  ptdeath = 1 <= 9 months prior to or  = deathdt and <= revdte

If ptdeath = 2 and nsclconf = 1,  <= 6 months prior to or  = nsclptdt and <= revdte

If ptdeath = 2 and sclconf = 1, < = 6 months prior to or = sclcptdt and < = revdte 

	Enter the date the referral was placed even if the patient was not seen by hospice. 

	19
	admhosdt
	Enter the date the patient was admitted to hospice care.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
If  ptdeath = 1, >= hospcedt and < =  deathdt
If ptdeath = 2, > = hospcedt and < = revdte

	If the patient was seen by hospice, but was not enrolled (admitted) to hospice, enter 99/99/9999.

	20
	refpalcar
	After the pathologic confirmation of the lung cancer diagnosis, was the patient referred to the Palliative Care Service?
1.  Yes

2.  No

98. Patient/caregiver refused palliative care referral
	1,2,98
If 1, go to palcardt

If 2 and ptdeath = 1 and refhospc = 2,  go to ynohospce

If 2 and ptdeath = 1 and refhospc = 1 and (ptdeath – hospcedt < 7 days), go to ynohospce;

else if 2 and ptdeath = 1 and refhospc = 1 and (ptdeath – hospcedt >= 7 days), go to comfort as applicable
If 2 and ptdeath = 2, go to comfort as applicable

If 98, go to comfort as applicable
	Palliative care:  A service that provides supportive care to veterans with advanced and end of life care needs.  Palliative care is a specialized consultation often initiated in the inpatient setting but in some VA facilities is also provided as an outpatient service.  
Palliative care is NOT the same as comfort care.
Palliative treatment (e.g. palliative chemotherapy) is NOT the same as a palliative care referral.
Accept a referral to the palliative care or VIP (Veterans Integrated Palliative Program) or a referral to palliative care service outside the VA. Accept referrals to inpatient palliative care consult service or outpatient palliative care clinic. Exclude:  Referral to community hospice, including nursing home based hospice services at a non-VA community nursing home.
Suggested Data Source:  Consult tab

	21
	palcardt
	Enter the date of the referral to the Palliative Care Service. 
	mm/dd/yyyy

If nsclconf = 1,  >= nsclptdt and <= revdte

If sclconf = 1, >= sclcptdt and < = revdte

	Enter the date the referral was placed even if the patient was not seen by palliative care.
If there is more than one referral to palliative care after the pathologic confirmation of the lung cancer diagnosis, enter the date of the first palliative care referral.

	22
	admpaldt
	Enter the date the patient was seen by the Palliative Care Service.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
Go to comfort as applicable
If  ptdeath = 1, >= palcardt and < =  deathdt

If ptdeath = 2, > = palcardt and < = revdte

	If the patient was seen by palliative care more than once (e.g. multiple hospitalizations), enter the date of the first enrollment to palliative care services

If the patient was not seen by palliative care, enter 99/99/9999.

Suggested Data Source:  Consult tab

	23
	ynohospce
	Did the physician/APN/PA document a reason why the patient was not referred to hospice or palliative care at least 7 days prior to the patient’s death?
	1,2
	In order to answer “1”, there must by physician/APN/PA documentation of a reason why the patient was not referred to hospice or palliative care at least 7 days prior to the patient’s death.  
Documentation of continued treatment without notation that hospice or palliative care referral is not appropriate or not indicated at this time (or similar wording) is not acceptable.

	If deathdt - (nsclptdt or sclcptdt) < 30 days OR admhosdt < (nsclptdt or sclcptdt) OR admhosdt – (nsclptdt or sclcptdt) 

< 30 days, the case is excluded from the Lung Cancer Quality Measures (go to end).  


	24
	comfort
	Does the record document comfort measures only during the 30 days after the pathologic confirmation of the lung cancer diagnosis?  

1.  Yes

2.  No
	1,2

*If 1, the case is excluded from the Lung Cancer  Quality Measures 
If 2, auto-fill comfdt as 99/99/9999, and go to clntrial

	Only accept terms identified in the list of inclusions.  No other terminology will be accepted. 
ONLY ACCEPTABLE SOURCES:  Hospital discharge summary, nursing home note, physician/APN/PA home health notes  

Consider comfort measures only documentation in the discharge summary as documentation on the last day of the hospitalization, regardless of when the summary is dictated.  

Physician/APN/PA documentation of comfort measures only mentioned in the following context is acceptable:  comfort measures only recommendation, order for consultation/evaluation by hospice/palliative care, patient/family request for comfort measures only, referral to hospice/palliative care service.

If any of the inclusions are documented, select option “1,” unless otherwise specified.

Disregard documentation of comfort measures only when clearly described as negative (e.g. “No comfort care,” “Not appropriate for hospice care,” “Declines palliative care”).  

If DNR-CC is documented, enter “2” unless there is documented clarification that CC stands for “comfort care.”  Do not use documentation that is dated prior to arrival or documentation which refers to the pre-arrival time period (e.g., comfort measures only order in previous hospitalization record, “Pt. on hospice at home” in H&P).   EXCEPTION: State-authorized portable orders (SAPOs). SAPOs are specialized forms, Out-of-Hospital DNR (OOH DNR) or Do Not Attempt Resuscitation (DNAR) orders, or identifiers authorized by state law, that translate a patient’s preferences about specific-end-of-life treatment decisions into portable medical orders.  Examples:  DNR-Comfort Care form, MOLST (Medical Orders for Life-Sustaining Treatment), POLST (Physician Orders for Life-Sustaining Treatment) 

Inclusion (Only acceptable terms)

Exclusion

Brain death

Hospice

DNR-Comfort Care Arrest

Comfort care

Hospice care

DNR-CCA

Comfort measures

Organ harvest

DNRCC-A

Comfort measures only (CMO)

Palliative care

DNRCC-Arrest

Comfort only

Palliative measures

DNRCCA

End of life care

Terminal care



	
	
	
	
	Exclusion Statement:  Clinician documentation of “comfort measures only” during the 30 days following the pathologic confirmation of the lung cancer diagnosis excludes the case from the Lung Cancer Quality Measures.  

	25
	comfdt
	Enter the date of the first documentation of comfort measures only.
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

comfort = 2
If nsclconf = 1,  <= 30 days after nsclptdt or = nsclptdt

If sclconf = 1, < = 30 days after sclcptdt or = sclcptdt

	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.


	
	
	Clinical Trial
	
	

	26
	clntrial
	During the 6 months after the pathologic diagnosis of lung cancer, does the record document the patient was enrolled in a clinical trial in which patients with lung cancer were being studied?  
	1,2

If 2, auto-fill clncondt as 99/99/9999 and go to  
prexcray 

	In order to answer “Yes”, one of the following must be documented:

1) There must be documentation on the signed consent form that the patient was enrolled in a clinical trial in which patients with lung cancer were being studied anytime during the timeframe from initial lung cancer diagnosis up to 6 months after the diagnosis, OR

2) There must be explicit physician/APN/PA documentation that the patient was enrolled in a clinical trial in which patients with lung cancer were being studied during the 6 months after the pathologic confirmation of the lung cancer diagnosis.

Clinical trials for lung cancer may include study of lung cancer treatment such as chemotherapy, radiation therapy, and surgery.

If the clinical trial was done at the VA there should be a “clinical alert” in CPRS.  

In the following situations, select "No":

1) There is a signed patient consent form for an observational study only. Observational studies are non-experimental and involve no intervention (e.g., registries). 

2) It is not clear whether the study described in the signed patient consent form is experimental or observational.

3) It is not clear which study population the clinical trial is enrolling. Assumptions should not be made if the study population is not specified.

	27
	clncondt
	Enter the date of the earliest documentation that noted the patient was enrolled in a clinical trial for lung cancer.  
	mm/dd/yyyy

*If clntrial = 1, the case is excluded from the Lung Cancer Quality Measures
Will be auto-filled as 99/99/9999 if 

clntrial = 2

If nsclconf = 1,  <= 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	Either the date the patient signed the consent form for the clinical trial or the date that the physician/APN/PA documented that the patient was enrolled in a clinical trial in which patients with lung cancer were being studied is acceptable.   

Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

Exclusion Statement:  Enrollment of the patient in a clinical trial relevant to lung cancer during the timeframe from initial diagnosis of lung cancer up to 6 months after diagnosis excludes the case from the Lung Cancer Quality Measures.    

	
	
	Pre-Diagnosis:  Imaging 
	
	

	28
	precxray
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did the patient have a chest x-ray at any VAMC? 


	1,*2

*If 2, go to prect, else go to abncxr
	Only acceptable source:  Chest x-ray report

For the purposes of this study, fee-based tests are considered to be performed outside the VHA.


	29
	abncxr
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did any chest x-ray report document suspicion of lung cancer?  


	1,2

If 2, go to prect
	Suspicion of lung cancer = Chest x-ray report that notes a finding of lung nodule(s), lung mass, or other finding suspicious for lung cancer.  If the finding is noted as being suspicious for lung cancer or malignancy, select “1.”  
Examples include, but are not limited to:  

“Mass needs biopsy.”

“Lung nodule – recommend biopsy.”
Exclude documentation of a finding attributed to another condition such as “calcified nodule related to past tuberculosis.”

Only acceptable source:  Chest x-ray reports



	30
	wherxray
	Where was the earliest chest x-ray that documented suspicion of lung cancer performed?

1.  At this VAMC

2.  At another VAMC


	1,2

If 1, auto-fill cxrothva as zzz, and go to abncxrdt
	

	31
	cxrothva
	Enter the facility number of the other VAMC that performed the earliest chest x-ray that documented suspicion of lung cancer.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if wherxray = 1 
	

	32
	abncxrdt
	Enter the date of the earliest chest x-ray within three years prior to the initial diagnosis of lung cancer that documented suspicion of lung cancer.
	mm/dd/yyyy

If nsclconf = 1, <= 3 years prior to or = nsclptdt

If sclconf = 1, < = 3 years prior to or = sclcptdt  


	Enter the exact date.  The use of 01 to indicate missing month and day is not acceptable.



	33
	cxdocsiz
	Did the earliest chest x-ray report that documented suspicion of lung cancer note the size of the lung nodule or mass?

1.  Yes
2.  No

99. Unable to determine
	1,2,99
If 2 or 99, auto-fill xraysize as 95, and go to prect
	The size of the lung nodule or mass is usually reported in millimeters (mm), but may be reported as centimeters (cm) or inches.  The size may also be documented in qualitative terms (e.g. small nodule, huge mass).  

The earliest abnormal chest x-ray report refers to the 

chest x-ray report date that was entered ABNCXRDT.

Only acceptable source:  Chest x-ray reports 

	34
	xraysize
	Enter the size of the lung nodule or mass documented in the earliest chest x-ray report that documented suspicion of lung cancer.

1.  < 10 mm

2.  10 to 30 mm

3.  > 30 mm
4.  Nodule or mass described qualitatively
95. Not applicable
	1,2,3,4,95

Will be auto-filled as 95 if cxdocsiz = 2
	If there is more than one lung nodule reported, enter the largest size documented.  If there is more than one dimension noted (e.g. 1.9 x 1.5 cm), enter the largest dimension (e.g. convert 1.9 cm to 19 mm and select 2). 
The size of the lung nodule or mass is usually reported in millimeters (mm), but may be reported as centimeters (cm) or inches.  
If the size of the lung nodule or mass is documented qualitatively (e.g. small nodule, large mass), but not numerically, enter “4.”  For example, “Huge mass in right upper lobe.”
1 centimeter (cm) = 10 millimeters (mm)

1 inch  = 2.54 centimeters
millimeters

centimeters

10 mm

1 cm

30 mm

3 cm



	35
	prect
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did the patient have a CT scan of the chest (thorax) at any VAMC? 


	1,*2

*If 2, go to petscan

	Only acceptable source:  CT scan report

For the purposes of this study, fee-based tests are considered to be performed outside the VHA.


	36
	abnct
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did any chest CT scan document suspicion of lung cancer? 
	1,*2

*If 2, go to petscan 
	Suspicion of lung cancer = CT scan of the chest report that notes a finding of lung nodule(s), lung mass, or other finding suspicious for lung cancer.  If the finding is noted as being suspicious for lung cancer or malignancy, select “1.”  
Examples include, but are not limited to:  

“Mass needs biopsy.”

“Lung nodule – recommend biopsy.”
Exclude documentation of a finding attributed to another condition such as “calcified nodule related to past tuberculosis.”

Only acceptable source:  CT scan report



	37
	wherect
	Where was the earliest chest CT scan that documented suspicion of lung cancer performed?

1.  At this VAMC

2.  At another VAMC
	1,2

If 1, auto-fill ctothva as zzz, and go to abnctdt
	

	38
	ctothva
	Enter the facility number of the other VAMC that performed the earliest chest CT scan that documented suspicion of lung cancer.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if wherct = 1 
	

	39
	abnctdt
	Enter the date of the earliest CT scan of the chest performed at a VAMC that documented suspicion of lung cancer within three years prior to the pathological confirmation of the lung cancer diagnosis.
	mm/dd/yyyy

If nsclconf = 1, <= 3 years prior to or = nsclptdt

If sclconf = 1, < = 3 years prior to or = sclcptdt  


	Enter the exact date.  The use of 01 to indicate missing month and day is not acceptable.



	40
	ctdocsiz
	Did the earliest chest CT report that documented suspicion of lung cancer note the size of the lung nodule or mass?
	1,2

If 2, auto-fill ctsize 

as 95 and go to petscan
	The size of the lung nodule or mass is usually reported in millimeters (mm), but may be reported in centimeters (cm) or inches.  The size may also be documented in qualitative terms (e.g. small nodule, large mass).  

The earliest abnormal chest CT report refers to the chest CT report date entered in ABNCTDT.  

	41
	ctsize
	Enter the size of the lung nodule or mass documented in the earliest CT scan report that documented suspicion of lung cancer.

1.  < 10 mm

2.  10 to 30 mm

3.  > 30 mm
4.  Nodule or mass described qualitatively
95. Not applicable
	1,2,3,4,95

Will be auto-filled as 95 if ctdocsiz =2
	If there is more than one lung nodule reported, enter the largest size documented.  If there is more than one dimension noted (e.g. 1.9 x 1.5 cm), enter the largest dimension (e.g. convert 1.9 cm to 19 mm and select 2). 
The size of the lung nodule or mass is usually reported in millimeters (mm), but may be reported as centimeters (cm) or inches.  
If the size of lung nodule or mass is documented qualitatively (e.g., small nodule, large mass), but not numerically, enter “4.”  For example, “Huge mass in right upper lobe.”
1 centimeter (cm) = 10 millimeters (mm)

1 inch = 2.54 centimeters
millimeters

centimeters

10 mm

1 cm

30 mm

3 cm



	42
	petscan
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did the patient have a PET scan at any VAMC? 


	1,2

If 1, go to abnpet

If 2 and nsclconf = 1, go to clintnm, else if 2, go to lcmets
	Only acceptable source:  PET (positron emission tomography) scan report
For the purposes of this study, fee-based tests are considered to be performed outside the VHA.


	43
	abnpet
	Within three years prior to the pathological confirmation of the lung cancer diagnosis, did any PET scan document suspicion of lung cancer? 
	1,2

If 1, go to wherpet

If 2 and nsclconf = 1, go to clintnm, else if 2, go to lcmets

	Suspicion of lung cancer = PET scan report that notes a finding of lung nodule(s), lung mass, or other finding suspicious for lung cancer.  If the finding is noted as being suspicious for lung cancer or malignancy, select “1.”  

Exclude documentation of a finding attributed to another condition such as “calcified nodule related to past tuberculosis.”

Only acceptable source:  PET scan report



	44
	wherpet
	Where was the earliest PET scan that documented suspicion of lung cancer performed?

1.  At this VAMC

2.  At another VAMC
	1,2

If 1, auto-fill petothva as zzz, and go to abnpetdt
	

	45
	petothva
	Enter the facility number of the other VAMC that performed the earliest PET scan that documented suspicion of lung cancer.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if wherpet = 1 
	

	46
	abnpetdt
	Enter the date of the earliest PET scan that documented suspicion of lung cancer within three years prior to the pathological confirmation of the lung cancer diagnosis. 
	mm/dd/yyyy

If nsclconf = 1, <= 3 years prior to or = nsclptdt

If sclconf = 1, < = 3 years prior to or = sclcptdt  


	Enter the exact date.  The use of 01 to indicate missing month and day is not acceptable.



	If nsclconf = 1, go to clintnm, else go to lcmets


	 
	
	Clinical Staging
	
	

	47
	clintnm

	Prior to initiation of any treatment for lung cancer, what clinical TNM stage of lung cancer was documented in the record?
1. TIS – carcinoma in situ (Stage 0)
2. T1, N0, M0 

3. T2, N0, M0 

4. T1, N1, M0 

5. T2, N1, M0 

6. T3, N0, M0 

7. T1, N2, M0 

8. T2, N2, M0 

9. T3, N1, M0 

10. T3, N2, M0 

11. T4, N0, M0 

12. T4, N1, M0 

13. T4, N2, M0 

14. T1, N3, M0 

15. T2, N3, M0 

16. T3, N3, M0 

17. T4, N3, M0 

18. Any T, any N, M1 (Stage IV)

99.  None of the above or unable to determine
	1,2,3,4,5,6,7,8,9,10,

11,12,13,14,15,16,

17,18, 99

If 18, auto-fill clinsum as 95, lcmets 

as 95, and go to cranmets

If <> 99, auto-fill clinsum as 95, castage as 95, stagedt as 99/99/9999, and go to lcmets, else go to clinsum
	Treatment for lung cancer may include surgery, chemotherapy, radiation therapy, or physician/APN/PA documentation of the decision not to treat the lung cancer.  

Clinical Staging determines how much cancer there is based on the physical examination, imaging tests, and biopsies of affected areas.  Clinical staging occurs prior to surgery.

The TNM categories describe:

T (tumor) = describes the extent of the primary tumor

N (nodes) = describes the absence or presence of spread of the cancer to regional lymph nodes

M (metastasis) = describes the presence or absence of metastasis

Select the option that matches the TNM stage documented in the record prior to initiation of any treatment for lung cancer.

Guidelines for documentation of clinical TNM stage:

· Option #1 may be documented as Stage 0, TIS, or carcinoma in situ

· In order to select option 2 through 17, there must be documentation of T (tumor) and N (node) category (documentation of M category is not required for option 2 through 17).  
· If more than one TNM stage is documented prior to initiation of treatment for lung cancer, select the TNM stage documented most immediately prior to initiation of treatment.

· Option #18 may be documented as Stage IV, M1, distant disease, advanced disease, or metastasis
The source for this staging system is the American Joint Committee on Cancer (AJCC).  



	48
	clinsum
	Prior to initiation of any treatment for lung cancer, what clinical summary stage of lung cancer was documented in the record?
1. Stage I

2. Stage IA 
3. Stage IB

4. Stage II

5. Stage IIA

6. Stage IIB

7. Stage III

8. Stage IIIA

9. Stage IIIB

95.  Not applicable

99.  None of the above or unable to determine 
	1,2,3,4,5,6,7,8,9,

95,99

Will be auto-filled as 95 if clintnm <> 99
If <> 99, auto-fill castage as 95 and stagedt as 99/99/9999 and go to lcmets


	Select the option that matches the summary stage documented in the record prior to initiation of any treatment for lung cancer.
Treatment for lung cancer may include surgery, chemotherapy, radiation therapy, or physician/APN/PA documentation of the decision not to treat the lung cancer.  

Guidelines for documentation of clinical summary stage:

· Documentation of more specific summary stage (e.g. IIA) takes priority over documentation of a less specific stage (e.g. Stage II).

The source for this staging system is the American Joint Committee on Cancer (AJCC).  



	49
	castage
	During the 6 months after the lung cancer diagnosis, what stage of lung cancer was documented in the record?

1. Stage I

2. Stage IA or (T1, N0, M0)

3. Stage IB or (T2, N0, M0)

4. Stage II

5. Stage IIA  or (T1, N1, M0)
6. Stage IIB or (includes any of the below)

T2, N1, M0 
T3, N0, M0

7. Stage III

8.   Stage IIIA or (includes any of the below) 

T1, N2, M0  
T2, N2, M0  
T3, N1, M0  
T3, N2, M0

9.   Stage IIIB or (includes any of the below)

T4, N0, M0 
T4, N1, M0 
T4, N2, M0 
T1, N3, M0 
T2, N3, M0 
T3, N3, M0 
T4, N3, M0
10.  Stage IV (Any T, any N, M1)

95.  Not applicable

99.  None of the above or unable to determine
	1,2,3,4,5,6,7,8,
9,10,95,99
Will be auto-filled as 95, if clintnm <> 99 or clinsum <> 99

If 99, auto-fill stagedt as 99/99/9999 and go to lcmets


	Select the option that matches the stage documented in the record during the 6 months after the lung cancer diagnosis.  Either summary stage (e.g. Stage IIA) or TNM stage (T1, N1, M0) is acceptable.  
If more than one stage is documented, enter the latest stage documented during the 6 months after the lung cancer diagnosis.  
For example, 1 month after diagnosis of lung cancer, lung cancer stage is documented as Stage II.  Two months later, chemotherapy treatment is started and the lung cancer stage is documented as Stage III.  Select option 7 for Stage III.

Treatment for lung cancer may include surgery, chemotherapy, radiation therapy, or physician/APN/PA documentation of the decision not to treat the lung cancer.  

Guidelines for documentation of lung cancer stage:

· Documentation of more specific summary stage (e.g. IIA) takes priority over documentation of a less specific stage (e.g. Stage II).

· Option #10 may be documented as Stage IV, M1, distant disease, advanced disease, or metastasis
The TNM categories describe:

T (tumor) = describes the extent of the primary tumor

N (nodes) = describes the absence or presence of spread of the cancer to regional lymph nodes

M (metastasis) = describes the presence or absence of metastasis

The source for this staging system is the American Joint Committee on Cancer (AJCC).  



	50
	stagedt
	Enter the date of the latest lung cancer stage documented in the record during the 6 months following lung cancer diagnosis.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if clintnm <> 99, or clinsum <> 99, or castage = 99
If nsclconf = 1,  <= 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	Enter the exact date.  The use of 01 to indicate missing month and day is not acceptable.



	51
	lcmets
	During the 3 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the presence of distant metastasis? 

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if clintnm = 18
	Metastasis is the spread of cancer from one part of the body to another.  

Documentation of any of the following is acceptable:
metastasis, metastases, M1, distant disease, or advanced disease. 
Metastases to lymph nodes in the chest or mediastinum are NOT considered distant metastases.
Distant metastases are usually identified by imaging studies.  The best place to try to determine if a patient was thought to have metastases is to look in Imaging in the Reports tab of CPRS.  In addition, a quick review of Hematology-Oncology clinical notes if available should be sufficient to determine if the patient had metastases. 

· If the patient was initially staged and treated for an earlier stage of cancer but then subsequently found to have progressed and developed metastases, select “1.” 

· If the record states that there are no metastases, or metastases are never confirmed, or there are no data regarding metastases then select “2.” 

	52
	cranmets
	During the timeframe from the pathologic confirmation of the lung cancer diagnosis up to and including the review date, does an imaging report document cranial (brain) metastasis? 
	1,2

If 2, auto-fill crnmetdt as 99/99/9999, and go to decnotx
	In order to answer “1,” evidence of cranial (brain) metastasis must be documented in the impression/findings of an imaging report (CT, MRI, PET).  

ONLY ACCEPTABLE SOURCES:  Imaging reports (CT, MRI, PET)

	53
	crnmetdt
	Enter the initial date that cranial metastasis was documented in an imaging report.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

cranmets = 2

If nsclconf = 1,  >= nsclptdt and 

<= revdte

If sclconf = 1, >= sclcptdt and 

< = revdte
If lcmets = 2, must be > 3 months after nsclptdt or sclcptdt AND <= revdte 


	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

	54
	decnotx


	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a decision not to treat?
	1,2

If 2, auto-fill notxdt as 99/99/9999 and go to perfstat1
	Decision not to treat = the record clearly documents that the patient, patient’s family, or legal representative wishes comfort measures only, and/or there is agreement that the patient’s condition and/or co-morbid conditions preclude further treatment.

Include: physician documentation that care is limited to comfort only at family’s request or due to patient’s age or chronic illness; supportive care only

Exclude:  Documentation of DNR or living will without documentation that the patient’s condition and/or co-morbid conditions preclude further treatment.

	55
	notxdt
	Enter the date the physician/APN/PA documented the decision not to treat.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

decnotx = 2

If nsclconf = 1, <= 6 months after nsclptdt or = nsclptdt
If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.


	56
	perfstat1
perfdt1

perfstat2

perfdt2

perfstat3

perfdt3

perfstat99
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the patient had poor performance status?

Indicate all that apply and for each item checked enter the earliest date the item was documented in the record.
Poor performance status

mm/dd/yyyy

If nsclconf = 1,  >= nsclptdt and <= 6 months after nsclptdt

If sclconf = 1, >= sclcptdt and < = 6 months after sclcptdt

 FORMCHECKBOX 
1.  ECOG score > 2

mm/dd/yyyy

 FORMCHECKBOX 
2.  Karnofsky score of < 60%

mm/dd/yyyy

 FORMCHECKBOX 
3.  Poor performance status documented by physician/APN/PA

mm/dd/yyyy

 FORMCHECKBOX 
99. None of the above


	1,2,3,99
*If 1,2,3, or 99 AND (if pathm = 1, OR pat_stg_group = 4, OR sclcstg = 1, 2, or 99, OR clintnm = 18, OR castage = 10, OR lcmets = 1), go to palchemo, else go to aftdxpet  


	ECOG (Eastern Cooperative Oncology Group) - This 0-4 scale is used by researchers in cancer clinical trials and by clinicians to assess how a patient's disease is progressing, assess how the disease affects the daily living abilities of the patient.  The ECOG has been shown to be an important predictor of prognosis and is often used as a factor in treatment decisions.  

KPS (Karnofsky Performance Scale) – The 0-100 scale allows patients to be classified according to their functional impairment.  Like the ECOG scale, the KPS is used by researchers in cancer clinical trials and by clinicians to assess how a patient's disease is progressing, assess how the disease affects the daily living abilities of the patient.  The lower the Karnofsky score, the worse the survival for most serious illnesses.

In order to answer “3,” there must be documentation of poor performance status by the physician/APN/PA.

Suggested data sources:  History and Physical, pulmonology notes, consultation notes


	57
	aftdxpet
	During the 9 months after the pathologic confirmation of the lung cancer diagnosis, did the patient have a PET scan?  


	1,2

If 2, auto-fill petwher as 95, othvapet as zzz, aftpetdt as 99/99/9999, and go to thorsurg
	PET (positron emission tomography) scan 

Pathologic confirmation of the lung cancer diagnosis = the first pathology report that confirmed the diagnosis of lung cancer.  
Suggested data sources:  Imaging reports, consultation notes, pulmonology notes, hematology/oncology notes



	58
	petwher
	Where was the earliest PET scan performed during the 9 months after the pathologic confirmation of the lung cancer diagnosis?
1.  At this VAMC

2.  At another VAMC

3.  Non-VHA facility

95. Not applicable
	1,2,3,95
Will be auto-filled as 95 if aftdxpet = 2

If 1 or 3, auto-fill othvapet as zzz, and go to aftpetdt
	For the purposes of this study, fee-based tests are considered to be performed outside the VHA.

	59
	othvapet
	Enter the facility number of the other VAMC that performed the earliest PET scan during the 9 months after the pathologic confirmation of the lung cancer diagnosis.  

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if aftdxpet = 2 or  petwher = 1 or 3 
	

	60
	aftpetdt
	Enter the date of the earliest PET scan performed during the 9 months after the pathologic confirmation of the lung cancer diagnosis.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

aftdxpet = 2

If nsclconf = 1, < = 9 months after or  = nsclptdt

If sclconf = 1, < = 9 months after or = sclcptdt  


	If the earliest PET scan was performed in the VHA, the exact date should be documented and entered accurately.  

If the earliest PET scan was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

	
	
	Thoracic Surgery Consult
	
	

	61
	thorsurg
	During the 9 months after the pathologic confirmation of the lung cancer diagnosis, was the patient seen by a thoracic (chest) surgeon?

3.  Seen by thoracic surgeon at this VAMC

4.  Seen by thoracic surgeon at another VAMC

5.  Seen by non-VHA thoracic surgeon

6.  Patient was not seen by a thoracic surgeon

99. Unable to determine
	3,4,5,6,99

If 6 or 99, auto-fill thosurgdt as 99/99/9999 and go to othrsurg

If 3,4, or 5, auto-fill othrsurg as 95 and othsurdt as 99/99/9999 
	Pathologic confirmation of the lung cancer diagnosis = the first pathology report that confirmed the diagnosis of lung cancer.  

	62
	thosurgdt
	Enter the date the patient was first seen by a thoracic surgeon.
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

thorsurg = 6 or 99

If thorsurg = 3, 4, or 5, go to medoncon
If nsclconf = 1,  <= 9 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 9 months after sclcptdt or = scldptdt

	If the thoracic surgery consult was completed within the VHA, the exact date should be documented and entered accurately.  

If the thoracic surgery consult was completed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

	63
	othrsurg
	During the 9 months after the pathologic confirmation of the lung cancer diagnosis, was the patient seen by a surgeon related to the lung cancer diagnosis? 
1.  Yes

2.  No

95. Not applicable
	1,2,95
Will be auto-filled as 95 if thorsurg = 3,4,5
If 2, auto-fill othrsurdt as 99/99/9999, and go to medoncon
	The intent of the question is to determine if the patient was seen by a surgeon (other than thoracic) or surgery services related to the lung cancer diagnosis.

	64
	othsurdt
	Enter the date the patient was seen by a surgeon related to the lung cancer diagnosis.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if thorsurg = 3,4,5 or othrsurg = 2
If nsclconf = 1,  <= 9 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 9 months after sclcptdt or = scldptdt

	If the thoracic surgery consult was completed within the VHA, the exact date should be documented and entered accurately.  

If the thoracic surgery consult was completed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  


	
	
	Oncology Consult
	
	

	65
	medoncon
	During the 9 months after the pathologic confirmation of the lung cancer diagnosis, was the patient seen by medical oncology?

3.  Seen by medical oncology at this VAMC

4.  Seen by medical oncology at another VAMC

5.  Seen by non-VHA medical oncology
6.  Patient was not seen by medical oncology
99. Unable to determine
	3,4,5,6,99

If 6 or 99, auto-fill oncondt as 99/99/9999 and go to lungsurg


	Pathologic confirmation of the lung cancer diagnosis = the first pathology report that confirmed the diagnosis of lung cancer.  
Medical oncology may be referred to as oncology, hematology/oncology, or hematology.



	66
	oncondt
	Enter the date the patient was first seen by medical oncology.
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if medoncon = 6 or 99
If nsclconf = 1,  <= 9 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 9 months after sclcptdt or = scldptdt

	If the medical oncology consult was completed within the VHA, the exact date should be documented and entered accurately.  

If the medical oncology consult was completed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

	
	
	Lung Resection Surgery
	
	

	67
	lungsurg


	On the date of or during the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document lung resection surgery was performed?

3.  Lung resection surgery performed at this VAMC

4.  Lung resection surgery performed at another VAMC

5.  Lung resection surgery performed at non-VHA hospital

6.  Lung resection surgery was not performed 
99. Unable to determine 
	3,4,5,6,99

If 3 or 5, auto-fill lungpxva as zzz

If <> 6 or 99, auto-fill refusepx as 95 and ynosurg as 95

If 6 or 99, auto-fill lungpxdt as 99/99/9999, lungpxva as zzz, wedgepx as 95, poorpulm as 95, and go to refusepx
Warning if 3,4, or 5 and thorsurg = 6 

or 99 or othrsurg = 2

	Lung resection surgery includes wedge or segmental resection, lobectomy, bilobectomy, sleeve lobectomy, pneumonectomy, video-assisted thoracic surgery (VATS).
Lobectomy is removal of an entire lobe of the lung.

Bilobectomy is removal of two lobes of the lung.

Sleeve lobectomy is a surgical procedure that removes a cancerous lobe of the lung along with part of the bronchus (air passage) that attaches to it. 

Pneumonectomy is removal of an entire lung.
For the purposes of this study, fee-based procedures are considered to be performed outside the VHA.
Suggested data sources: Operative report/notes, hematology/oncology notes, pulmonology notes



	68
	lungpxdt
	Enter the date the lung resection surgery was performed.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

lungsurg = 6 or 99

If nsclconf = 1 <= 6 months after nsclptdt or = nsclptdt
If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	If the lung resection surgery was performed in the VHA, the exact date should be documented and entered accurately.  

If the lung resection surgery was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

	69
	lungpxva
	Enter the facility number of the VAMC that performed the lung resection surgery.
(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if lungsurg = 3, 5, 6 or 99
	

	70
	wedgepx
	Does the record document a wedge or segmental resection of the lung was performed?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if lungsurg = 6 or 99 
If 2, auto-fill poorpulm

as 95, and go to medieval
	Wedge resection surgery removes a triangle-shaped slice of tissue. 
Segmental resection refers to removing a section of a lobe of the lung.  Also called segmentectomy. 
A wedge resection can be performed by minimally-invasive video-assisted thoracoscopic surgery (VATS) or a thoracotomy (open chest surgery).
NOTE:  A lobectomy is removal of a lobe of the lung and is NOT a wedge or segmental resection.
Suggested data sources: Operative report/notes, hematology/oncology notes, pulmonary notes


	71
	poorpulm
	Within 3 months prior to wedge or segmental lung resection surgery, did the physician/APN/PA document poor pulmonary function?
1.  Yes

2.  No

95. Not applicable
99.  Unable to determine
	1,2,95,99
Will be auto-filled as 95 if lungsurg = 6 or 99 or wedgepx = 2

*If 1, 2,or 99, go to medieval
	Physician/APN/PA documentation of any of the following during 3 months prior to lung resection surgery is acceptable as documentation of poor pulmonary function:

Marked pulmonary insufficiency

COPD or emphysema with dyspnea at rest despite treatment

End stage COPD

Use of chronic supplemental O2

CO2 retention (pCO2 > 50 torr)

Baseline pO2 < 50 torr

FEV1 (< 50%)

Suggested data sources:  pulmonologist notes, arterial blood gas reports, pulmonary function tests

	72
	refusepx
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient refused lung resection surgery?

1.  Yes

2.  No

95. Not applicable
	*1,2,95
Will be auto-filled as 95 if lungsurg <> 6 or 99 

*If 1, auto-fill ynosurg as 95, and go to mediscop
	Lung resection surgery includes wedge or segmental resection, lobectomy, bilobectomy, sleeve lobectomy, pneumonectomy, or video-assisted thoracic surgery (VATS).
In order to answer “1,” there must be physician/APN/PA documentation during the 6 months after the pathologic confirmation of the lung cancer diagnosis that the patient refused lung resection surgery or that the patient refused ALL treatment for lung cancer.  


	73
	ynosurg
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a reason why lung resection surgery was not appropriate?

1.  Yes

2.  No 

95. Not applicable
	1,2,95
Will be auto-filled as 95 if lungsurg <> 6 or 99 or refusepx = 1
*If 1 or 2, go to mediscop

	In order to answer “1,” the physician/APN/PA must clearly document that lung resection surgery was not appropriate for this patient during the 6 months after the pathologic confirmation of the lung cancer diagnosis.
Examples of acceptable reasons documented by a physician/APN/PA why lung resection surgery was not appropriate:  
“Lung resection surgery not appropriate.”

“Patient’s lung cancer is unresectable.”

“Tumor unresectable.”

“Patient has advanced lung cancer.”

“Patient is poor surgical candidate due to co-morbid conditions.”
 “Advanced COPD and poor pulmonary function.  Surgery not recommended.”  


	
	
	Mediastinal Evaluation
	
	

	74
	medieval


	Does the record document mediastinal evaluation was performed at the time of the lung resection surgery?

1.  Yes

2.  No

99. Unable to determine from medical record documentation
	1,2,99

*If 2 or 99, go to nomedevl, else go to wichside

Warning if 99 and lungsurg <> 5 

	Mediastinal evaluation = Documentation of systematic lymph node sampling or dissection in operative or pathology report

At the time of lung resection surgery = Mediastinal evaluation procedure was performed as part of the same surgical procedure as the lung resection. 

If the lung resection surgery was performed outside the VHA and it cannot be determined that a mediastinal evaluation was performed at the time of surgery, enter “99.”

Suggested data sources: operative report, surgical pathology report, hematology/oncology notes, pulmonary notes



	75
	wichside
	What was the location of the primary lung tumor?

3.  Right side

4.  Left side

5.  Both 3 and 4

	3,4,5
If 4, go to orsubaor, else if 3 or 5, go to orhighrt

	The primary lung tumor is usually confined to one side of the chest.  Only answer “5” if the documentation clearly states that the primary tumor was found to be on both sides.  
Suggested data sources: operative report, surgical pathology report

	76
	orhighrt
	Does the pathology or operative report document biopsy of the high paratracheal nodes, right (station 2R)?

1.  Yes

2.  No 

99. Unable to determine
	1,2,99

If 1 or 99, auto-fill norbx2rt as 95, and go to orlowrt
	In order to answer “1,” the pathology and/or operative report must document that the high paratracheal nodes on the right side (station 2R) were biopsied.  

Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as high paratracheal right or 2R, enter “99.”

	77
	norbx2rt
	Does the pathology or operative report document the high paratracheal nodes, right (station 2R) were inaccessible?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if orhighrt = 1 or 99
	If the operative report or pathology report documents the high paratracheal nodes right (station 2R) were inaccessible or not found, enter “1.”

	78
	orlowrt
	Does the pathology or operative report document biopsy of the low paratracheal nodes, right (station 4R)?

1.  Yes

2.  No

99. Unable to determine
	1,2,99

If 1 or 99, auto-fill norbx4rt as 95, and if wichside = 4 or 5, go to orsubaor, else if 1 or 99 and wichside = 3, go to orsubcar
	In order to answer “1,” the pathology and/or operative report must document that the low paratracheal nodes on the right side (station 4R) were biopsied. 

Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as low paratracheal right or 4R, enter “99.”

	79
	norbx4rt
	Does the pathology or operative report document the low paratracheal nodes, right (station 4R) were inaccessible?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if orlowrt = 1 or 99
	If the operative report or pathology report documents the low paratracheal nodes right (station 4R) were inaccessible or not found, enter “1.”

	80
	orsubaor
	Does the pathology or operative report document biopsy of the subaortic nodes (station 5)?

1.  Yes

2.  No

99. Unable to determine
	1,2, 99

If 1 or 99, auto-fill norbx5 as 95, and go to orparaor
	In order to answer “1,” the pathology and/or operative report must document that the anterior subaortic nodes (station 5) were biopsied. 

Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as subaortic nodes or station 5, enter “99.”

	81
	norbx5
	Does the pathology or operative report document the subaortic nodes (station 5) were inaccessible?
	1,2,95

Will be auto-filled as 95 if orsubaor = 1 or 99
	If the operative report or pathology report documents the subaortic nodes (station 5) were inaccessible or not found, enter “1.”

	82
	orparaor
	Does the pathology or operative report document biopsy of the para-aortic nodes (station 6)?

1.  Yes

2.  No

99. Unable to determine
	1,2, 99

If 1 or 99, auto-fill norbx6 as 95 and go to orsubcar
	In order to answer “1,” the pathology and/or operative report must document that the para-aortic nodes (station 6) were biopsied. 

Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as para-aortic nodes or station 6, enter “99.”

	83
	norbx6
	Does the pathology or operative report document the para-aortic nodes (station 6) were inaccessible?
	1,2,95

Will be auto-filled as 95 if orparaor = 1 or 99
	If the operative report or pathology report documents the para-aortic nodes (station 6) were inaccessible or not found, enter “1.”

	84
	orsubcar
	Does the pathology or operative report document biopsy of the anterior subcarinal nodes (station 7)?

1.  Yes

2.  No

99. Unable to determine
	1,2, 99

If 1 or 99, auto-fill norbx7 as 95, and go to orparaeso

	In order to answer “1,” the pathology and/or operative report must document that the anterior subcarinal nodes (station 7) were biopsied. 

Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as anterior subcarinal nodes or station 7, enter “99.”

	85
	norbx7
	Does the pathology or operative report document the anterior subcarinal nodes (station 7) were inaccessible?
1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if orsubcar = 1 or 99


	If the operative report or pathology report documents the anterior subcarinal nodes (station 7) were inaccessible or not found, enter “1.”

	86
	orparaeso
	Does the pathology or operative report document biopsy of the paraesophageal nodes (station 8)?

1.  Yes

2.  No

99. Unable to determine
	1,2, 99

If 1 or 99, auto-fill norbx8 as 95 and go to orpulmlig 
	In order to answer “1,” the pathology and/or operative report must document that the paraesophageal nodes (station 8) were biopsied. 

Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as paraesophageal nodes or station 8, enter “99.”

	87
	norbx8
	Does the pathology or operative report document the paraesophageal nodes (station 8) were inaccessible?
1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if orparaeso = 1 or 99


	If the operative report or pathology report documents the paraesophageal nodes (station 8) were inaccessible or not found, enter “1.”

	88
	orpulmlig
	Does the pathology or operative report document biopsy of the pulmonary ligament nodes (station 9)?

1.  Yes

2.  No

99. Unable to determine
	1,2, 99

If 2, go to norbx9
If 1 AND wichside = 3 and (orhighrt, orlowrt, orsubcar, and orparaeso = 1, ) OR (norbx2rt norbx4rt, norbx7, and norbx8 = 1), auto-fill norbx9 as 95 and go to pathtnm; else if 1 or 99 and wichside = 3, go to nomedevl

If 1 AND wichside = 4 and (orsubaor,   orparaor, orsubcar, and orparaeso = 1) OR (norbx5, norbx6, norbx7, and norbx8 = 1), auto-fill norbx9 as 95, and go to pathtnm, else if 1 or 99 and wichside = 4, go to nomedevl

If 1 or 99 AND wichside = 5 AND (orhighrt, orlowrt, , orsubaor, orparaor, orsubcar, and orparaeso = 1, ) OR (norbx2rt,  norbx4rt,norbx5, norbx6,  norbx7, and norbx8 = 1), auto-fill norbx9 as 95, and go to pathtnm else if 1 or 99, go to nomedevl
	In order to answer “1,” the pathology and/or operative report must document that the pulmonary ligament nodes (station 9) were biopsied. 

Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as pulmonary ligament nodes or station 9, enter “99.”

	89
	norbx9
	Does the pathology or operative report document the pulmonary ligament nodes (station 9) were inaccessible?
	1,2,95

Will be auto-filled as 95 if orpulmlig = 1 or 99

If 2, go to nomedevl

If 1 AND wichside = 3 and (orhighrt, orlowrt, orsubcar, and orparaeso = 1, ) OR (norbx2rt norbx4rt, norbx7, and norbx8 = 1), go to pathtnm; else if 1 and wichside = 3, go to nomedevl

If 1 AND wichside = 4 and (orsubaor,   orparaor, orsubcar, and orparaeso = 1) OR (norbx5, norbx6, norbx7, and norbx8 = 1), go to pathtnm, else if 1 and wichside = 4, go to nomedevl

If 1 AND wichside = 5 AND (orhighrt, orlowrt,  orsubaor, orparaor, orsubcar, and orparaeso = 1, ) OR (norbx2rt,  norbx4rt, norbx5, norbx6,  norbx7, and norbx8 = 1, go to pathtnm. else if 1 and wichside = 5, go to nomedevl
	If the operative report or pathology report documents the pulmonary ligament nodes (station 9) were inaccessible or not found, enter “1.”


	90
	nomedevl
	Did the physician/APN/PA document any of the following reasons for not performing mediastinal evaluation at the time of lung resection surgery?

1.  Complications during procedure precluded mediastinal evaluation

2.  Mediastinum was not accessible

3.  Both 1 and 2

99. None of the above
	1,2,3,99
If 1, 2, or 3 and medieval = 2 or 99, auto-fill whynoevl  as 95, and go to mediscop
If 1, 2, or 3 and medieval = 1, go to pathtnm
If 99, go to whynoevl

	Suggested data source: operative report/note


	91
	whynoevl
	Did the physician/APN/PA document a reason why  mediastinal evaluation at the time of lung resection surgery was not performed?  
	1,2,95
Will be auto-filled as 95 nomedevl = 1, 2, or 3
If 1 or 2, and medieval = 2 or 99, go to mediscop, else if 1or 2 and medieval = 1, go to pathtnm

	Suggested data source: operative report/notes


	
	
	Mediastinal Staging
	
	

	92
	mediscop


	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, was a mediastinoscopy or cervical mediastinoscopy performed?   


	1,2

If 1, auto-fill othmedbx as 95 and medbxdt as 99/99/9999

If 2, auto-fill medscopdt as 99/99/9999 and go to othmedbx
	Mediastinoscopy is a procedure in which a lighted instrument (mediastinoscope) is inserted through the neck to examine the structures in the top of the chest cavity.  

Suggested data sources: procedure reports, operative reports, pathology report, cytology report


	93
	medscopdt
	Enter the date the mediastinoscopy was performed.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 
mediscop = 2
If mediscop = 1, go to bxhighrt
If nsclconf = 1,  <= 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	If the mediastinoscopy was performed in the VHA, the exact date should be documented and entered accurately.  

If the mediastinoscopy was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

	94
	othmedbx
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, was another procedure performed to biopsy mediastinal lymph nodes?

1.  Yes

2.  No

95. Not applicable
	1,2,95
If 2, auto-fill medbxdt as 99/99/9999 and go to refusinv
	A biopsy is the removal of a small piece of tissue for laboratory examination.

A needle (percutaneous) biopsy removes tissue using a hollow tube called a syringe. A needle is passed through the syringe into the area being examined. The surgeon uses the needle to remove the tissue sample. Needle biopsies are often done using x-rays or ultrasound to guide the surgeon to the appropriate area.

Mediastinotomy is a procedure in which an incision is made into the mediastinum in order to evaluate and/or biopsy the mediastinal lymph nodes.   

Suggested data sources: procedure reports, operative reports, pathology report



	95
	medbxdt
	Enter the date the other procedure to biopsy mediastinal lymph nodes was performed.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if mediscop = 1 or othmedbx = 2
 If othmedbx = 1, go to refusinv
If nsclconf = 1,  <= 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	If the other procedure to biopsy mediastinal lymph nodes was performed in the VHA, the exact date should be documented and entered accurately.  

If the other procedure to biopsy mediastinal lymph nodes copy was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  


	
	
	Invasive Mediastinal Staging
	
	

	96
	bxhighrt
	Does the pathology or operative report document biopsy of the high paratracheal nodes, right (station 2R)?
1.  Yes

2.  No 

99. Unable to determine
	1,2,99

	In order to answer “1,” the pathology and/or operative report must document that the high paratracheal nodes on the right side (station 2R) were biopsied.  
Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as high paratracheal right or 2R, enter “99.”

	97
	bxhighlt
	Does the pathology or operative report document biopsy of the high paratracheal nodes, left (station 2L)?
1.  Yes

2.  No

99. Unable to determine
	1,2,99
If 1 AND bxhighrt = 1, auto-fill bxhighnos as 95, nobx2 as 95, and go to bxlowrt, else if 1, 2 or 99, go to bxhighnos
	In order to answer “1,” the pathology and/or operative report must document that the high paratracheal nodes on the left side (station 2L) were biopsied. 
Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as high paratracheal left or 2L, enter “99.”

	98
	bxhighnos
	Does the pathology or operative report document biopsy of the high paratracheal nodes, NOS (station 2)?

1.  Yes

2.  No
95. Not applicable

99. Unable to determine


	1,2,95,99

Will be auto-filled as 95 if bxhighrt = 1 AND bxhighlt=1
If 1, auto-fill nobx2 as 95 and go to bxlowrt, else if 2 or 99, go to nobx2 
	In order to answer “1,” the pathology and/or operative report must document that the high paratracheal nodes (station 2) were biopsied without specifying right or left. 

Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as high paratracheal, station 2, or level 2 enter “99.”

	99
	nobx2
	Does the pathology or operative report document the high paratracheal nodes (station 2) were inaccessible?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if bxhighrt and bxhighlt=1, or bxhighnos = 1
	If the operative report or pathology report documents that either the high paratracheal nodes (station 2) were inaccessible or not found, enter “1.”

	100
	bxlowrt
	Does the pathology or operative report document biopsy of the low paratracheal nodes, right (station 4R)?
1.  Yes

2.  No

99. Unable to determine
	1,2,99

	In order to answer “1,” the pathology and/or operative report must document that the low paratracheal nodes on the right side (station 4R) were biopsied. 
Lymph node stations may be referred to as levels.

 If the lymph nodes are not identified as low paratracheal right or 4R, enter “99.”

	101
	bxlowlt
	Does the pathology or operative report document biopsy of the low paratracheal nodes, left (station 4L)?
1. Yes

2.  No

99. Unable to determine
	1,2,99
If 1 AND bxlowrt = 1, auto-fill bxlownos as 95, nobx4 as 95, and go to bxantsub, else if 1, 2 or 99 AND bxlowrt = 2 or 99, go to bxlownos
	In order to answer “1,” the pathology and/or operative report must document that the low paratracheal nodes on the left side (station 4L) were biopsied.  
Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as low paratracheal left or 4L, enter “99.”

	102
	bxlownos
	Does the pathology or operative report document biopsy of the low paratracheal nodes, NOS (station 4)?

1. Yes

2.  No
95. Not applicable

99. Unable to determine


	1,2,95, 99

Will be auto-filled as 95 if bxlowrt  AND bxlowlt=1
If 1, auto-fill nobx4 as 95 and go to bxantsub, else if 2 or 99, go to nobx4
	In order to answer “1,” the pathology and/or operative report must document that the low paratracheal nodes (station 4) were biopsied without specifying right or left.  

Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as low paratracheal, station 4, or level 4, enter “99.”

	103
	nobx4
	Does the pathology or operative report document the low paratracheal nodes (station 4) were inaccessible?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if bxlowrt = 1,  bxlowlt=1, or bxlownos = 1
	If the operative report or pathology report documents that either the low paratracheal nodes (station 4) were inaccessible or not found, enter “1.”

	104
	bxantsub
	Does the pathology or operative report document biopsy of the anterior subcarinal nodes (station 7)?
1.  Yes

2.  No

99. Unable to determine
	1,2, 99
If 1 AND[(bxhighrt, bxhighlt, or bxhighnos = 1) AND (bxlowrt, bxlowlt, or bxlownos = 1)] OR (nobx2 and nobx4,  = 1), auto-fill nobx7sub as 95 and go to pathtnm, else if 1 or 99, auto-fill nobx7sub as 95 and go to nomedibx
	In order to answer “1,” the pathology and/or operative report must document that the anterior subcarinal nodes (station 7) were biopsied. 

Lymph node stations may be referred to as levels.

If the lymph nodes are not identified as anterior subcarinal nodes or station 7, enter “99.”

	105
	nobx7sub
	Does the pathology or operative report document the anterior subcarinal nodes (station 7) were inaccessible?
	1,2,95

Will be auto-filled as 95 if bxantsub = 1 or 99
	If the operative report or pathology report documents the anterior subcarinal nodes (station 7) were inaccessible or not found, enter “1.”

	If nobx2, nobx4, or nobx7sub = 2, go to nomedibx; else go to pathtnm

	106
	nomedibx
	Did the physician/APN/PA document a reason for not biopsying ALL lymph node stations during the mediastinoscopy?  

1.  Complications during the procedure precluded biopsy(s)

97. Other documented reason why lymph node biopsies were not appropriate

98. Prior patient refusal

99. None of the above reasons documented
	1, 97,98,99

*If 1, 97, 98, or 99, go to pathtnm
	Examples of other documented reason include, but are not limited to:  “obvious involvement of lymph nodes,” “confirmed by frozen section to be malignant.”

	
	
	Reason for No Invasive Staging
	
	

	107
	refusinv
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient refused invasive mediastinal staging?
	1,2

If 1, and lungsurg = 3,4, or 5, go to pathtnm
If 1 and lungsurg = 6 or 99, go to palchemo

	In order to answer “1,” the physician/APN/PA must clearly document the patient refused invasive mediastinal staging during the 6 months after the pathologic confirmation of the lung cancer diagnosis.    


	108
	invtumor
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did any CT scan of the chest (thorax) document any of the following findings:

1.  Direct tumor invasion of mediastinum, heart, great vessels, trachea, esophagus, vertebral body or carina

2.  Bulky or extensive involvement of mediastinal nodes

3.  Both 1 and 2

99. None of the above


	1,2,3,99
If 1, 2, or 3, and lungsurg = 3,4, or 5, go to pathtnm
If 1, 2, or 3, and lungsurg = 6 or 99, go to palchemo

	Only acceptable source:  CT report
If there is documentation that the tumor “invades mediastinum,” answer “1” or “3” as appropriate.

Bulky or extensive involvement of mediastinal nodes may be described as “bulky mediastinal nodes.”

	109
	nosurcan
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient was not a surgical candidate?


	1,2

If 1 and lungsurg = 3,4, or 5, go to pathtnm
If 1 and lungsurg = 6 or 99, go to palchemo

	In order to answer “1,” the physician/APN/PA must clearly document the patient was not a surgical candidate or was not a candidate for invasive staging during the 6 months after the pathologic confirmation of the lung cancer diagnosis.    
Examples include, but are not limited to:

“Surgery not appropriate.”

“Patient’s lung cancer is unresectable.”

“Patient has advanced lung cancer.”

“Patient is poor surgical candidate due to co-morbid conditions.”

 “Advanced COPD and poor pulmonary function.  Surgery not recommended.”  

	110
	noinvstg
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document any reason why invasive mediastinal staging was not performed?  
	1,2

If 1 or 2 AND lungsurg = 3,4, or 5, go to pathtnm
If 1 or 2 AND lungsurg = 6 or 99, go to palchemo

	In order to answer “1,” the physician/APN/PA must clearly document a reason why invasive mediastinal staging was not performed AND the reason must be documented during the 6 months after the pathologic confirmation of the lung cancer diagnosis.  


	
	
	Pathologic Staging
	
	

	111
	pathtnm


	Following lung resection surgery or invasive mediastinal staging, what pathologic TNM stage of lung cancer was documented in the record?

1. TIS – carcinoma in situ (Stage 0)

2. T1, N0, M0 

3. T2, N0, M0 

4. T1, N1, M0 

5. T2, N1, M0 

6. T3, N0, M0 

7. T1, N2, M0 

8. T2, N2, M0 

9. T3, N1, M0 

10. T3, N2, M0 

11. T4, N0, M0 

12. T4, N1, M0 

13. T4, N2, M0 

14. T1, N3, M0 

15. T2, N3, M0 

16. T3, N3, M0 

17. T4, N3, M0 

18. Any T, any N, M1 (Stage IV)

99.  None of the above or unable to determine
	1,2,3,4,5,6,7,8,9,10,

11,12,13,14,15,16,

17,18, 99

If <> 99, auto-fill pathsum as 95, and if lungsurg = 3,4, or 5, go to postchem, else if <> 99 and lungsurg = 6 or 99 palchemo
If 99, go to pathsum

Warning if <> 18 and clintnm = 18


	Pathologic staging occurs after lung resection surgery or invasive mediastinal staging.  The record may not identify the stage as “pathologic.”  If there is documentation of TNM stage after lung resection surgery or invasive mediastinal staging, assume the stage is pathologic.
Select the option that matches the TNM stage documented in the record following lung resection surgery or invasive mediastinal staging.
The TNM categories describe:

T (tumor) = describes the extent of the primary tumor

N (nodes) = describes the absence or presence of spread of the cancer to regional lymph nodes

M (metastasis) = describes the presence or absence of metastasis

Guidelines for documentation of pathologic TNM stage:

· Option #1 may be documented as Stage 0, TIS, or carcinoma in situ

· In order to select option 2 through 17, there must be documentation of T (tumor) and N (node) category (documentation of M category is not required for option 2 through 17).  

· If more than one TNM stage is documented after lung resection surgery or invasive mediastinal staging, select the TNM stage documented most immediately after surgery/invasive staging.  

· Option #18 may be documented as Stage IV, M1, distant disease, advanced disease, or metastasis

The source for this staging system is the American Joint Committee on Cancer (AJCC).  



	112
	pathsum
	Following lung resection surgery or invasive mediastinal staging, what pathologic summary stage of lung cancer was documented in the record?

1. Stage I

2. Stage IA

3. Stage IB

4. Stage II

5. Stage IIA

6. Stage IIB

7. Stage III

8. Stage IIIA

9. Stage IIIB

95.  Not applicable

99.  None of the above or unable to determine 
	1,2,3,4,5,6,7,8,9,

95,99

Will be auto-filled as 95, if pathtnm <> 99 
If lungsurg = 3,4, or 5, go to postchem, else if lungsurg = 6 or 99 palchemo

	Select the option that matches the pathologic summary stage documented in the record after lung resection surgery or invasive mediastinal staging

Guidelines for documentation of pathologic  summary stage:

· Documentation of more specific summary stage (e.g. IIA) takes priority over documentation of a less specific stage (e.g. Stage II).

The source for this staging system is the American Joint Committee on Cancer (AJCC).  



	
	
	Post-operative Chemotherapy
	
	

	113
	postchem


	During the 3 months after the lung resection surgery, does the record document the patient received adjuvant chemotherapy?

3.  Chemotherapy received at this VAMC

4.  Chemotherapy received at another VAMC

5.  Chemotherapy received at non-VHA facility

6.  Patient did not receive chemotherapy within 3 months days following lung resection surgery

99. Unable to determine


	3,4,5,6,99

If 3 or 5, auto-fill cheothva as zzz, and go to chemdt1

If 6 or 99, go to refchemo, else go to chemdt1
Warning if 3, 4, or 5 and medoncon = 
6 or 99

	Adjuvant therapy refers to additional treatment, usually given after surgery where all detectable disease has been removed, but where there remains a statistical risk of relapse due to occult disease.
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.
Suggested data sources:  Chemotherapy RN notes, Hematology-Oncology notes, Pharmacist notes

	114
	cheothva
	Enter the facility number of the VAMC that administered the first chemotherapy treatment.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if postchem = 3 or 5


	

	115
	chemdt1
	Enter the date the first chemotherapy agent was administered.
	mm/dd/yyyy

Abstractor can enter 99/99/9999

Go to platbase

> lungpxdt and < = 3 months after lungpxdt


	If the chemotherapy was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

If the month and year are not documented, enter default 99/99/9999.

	116
	refchemo


	During the 3 months after lung resection surgery, did the physician/APN/PA document the patient refused adjuvant chemotherapy?
	1,2

*If 1, go to postrad
	In order to answer “1,” there must be physician/APN/PA documentation during the 3 months after lung resection surgery that the patient refused adjuvant chemotherapy or that the patient refused ALL treatment for lung cancer.  



	117
	ptdelay


	During the 3 months after lung resection surgery, did the physician/APN/PA document the patient requested to delay initiation of adjuvant chemotherapy?
	1,2

*If 1, go to postrad
	In order to answer “1,” there must be physician/APN/PA documentation during the 3 months after lung resection surgery that the patient requested to delay initiation of adjuvant chemotherapy.  



	118
	ynochem


	During the 3 months after lung resection surgery, did the physician/APN/PA document a reason why adjuvant chemotherapy was not appropriate?

1.  Yes

2.  No 
	1,2

*If 1 or 2, go to postrad


	In order to answer “1,” the physician/APN/PA must clearly document a reason why adjuvant chemotherapy was not appropriate for this patient AND the reason must be documented during the 3 months after the lung resection surgery.  

 

	
	
	Post-op Platinum-based Chemotherapy
	
	

	119
	platbase


	During the 3 months after the lung resection surgery, does the record document the patient received one of the following platinum chemotherapy agents?

1.  Cisplatin 

2.  Carboplatin 

99. None of the above 
	1,2,99

If 1 or 2, auto-fill ynoplat as 95

If 99, auto-fill platdt as 99/99/9999, and go to othrchem
	Platinum chemotherapy agents include cisplatin (Platinol, Platinol-AQ) and carboplatin (Paraplatin).

Suggested data sources:  Medication lists, physician notes

	120
	platdt


	Enter the date the first platinum chemotherapy agent was administered.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

platbase = 99

Abstractor can enter 99/99/9999

>= chemdt1 and < = 3 months after lungpxdt


	If the chemotherapy was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999. 

	121
	othrchemyn
othrchem
	During the 3 months after the lung resection surgery, does the record document administration of another chemotherapy or targeted therapy agent? 
1.  Yes

2.  No

If yes, abstractor will select agent(s) from drop down list of chemotherapy drugs.
	1,2
If 2 and platbase = 99, go to ynoplat, else if 2, go to postrad
	Data Source:  Notes tab

· Chemotherapy RN notes

· Hematology-Oncology notes

· Pharmacist notes

Refer to list of chemotherapy and targeted therapy agents.
Targeted therapies include new monoclonal antibody and tyrosine kinase cancer therapies such as bevacizumab (Avastin) or cetuximab (Erbitux).

Note – chemotherapy and targeted therapy is often IV but may also be given orally.

	122
	othchemdt
	Enter the date the first chemotherapy/targeted therapy agent was administered.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
If platbase = 99, go to ynoplat, else if platbase = 1 or 2, go to postrad
>= chemdt1 and < = 3 months after lungpxdt


	If the chemotherapy was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999

	123
	ynoplat


	Did the physician/APN/PA document a reason that platinum-based doublet chemotherapy was not appropriate?

1.  Yes

2.  No

95. Not applicable
98. Patient refused platinum-based doublet chemotherapy

	1,2,95,98
Will be auto-filled as 95 if platbase = 1 or 2


	In order to answer “1,” the physician/APN/PA must clearly document a reason why platinum-based doublet chemotherapy was not appropriate for this patient AND the reason must be documented during the 3 months after lung resection surgery.    
Examples include, but are not limited to:

“Prolonged hospitalization – hold off on chemo.”

“Developed post-op complications – no chemo for now.”

If there is documentation the patient refused platinum-based doublet chemotherapy, select “98.”  Refusal may be documented by a nurse or physician/APN/PA. 


	
	
	Post-operative Radiation Therapy
	
	

	124
	postrad


	During the 3 months after lung resection surgery, does the record document the patient received adjuvant radiation therapy to the chest (thorax)?
3.  Radiation therapy received at this VAMC

4.  Radiation therapy received at another VAMC

5.  Radiation therapy received at non-VHA facility

6.  Patient did not receive radiation therapy

99. Unable to determine
	3,4,5,6,99

If 3 or 5, auto-fill radothva as zzz, and go to radtxdt, else if 4 go to radothva

If 6 or 99 AND platbase = 1 or 2, go to ht3anta

If 6 or 99 and platbase =99and cranmets = 1, go to crnradtx; else if 6 or 99 AND (pat_stg_group = 1, 1A, 1B, 2A, or 2B, OR patht + pathn = 10, 20, 11, 21, or 30, OR clintnm =  2, 3, 4, 5, or 6, OR clinsum =1,2,3,4,5, or 6, OR castage = 1,2,3,4,5, or 6, OR pathtnm = 2,3,4,5, or 6, OR pathsum = 1,2,3,4,5, or 6), go to ACE-27, else go to end

	Adjuvant therapy refers to additional treatment, usually given after surgery where all detectable disease has been removed, but where there remains a statistical risk of relapse due to occult disease.  The intent of this question is to determine if the patient received radiation therapy to the chest (thorax) during the 3 months after lung resection surgery.
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.


	125
	radothva
	Enter the facility number of the VAMC that administered the first radiation treatment.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if postrad = 3 or 5


	

	126
	radtxdt


	Enter the date the first radiation therapy was administered.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
>= lungpxdt and < = 3 months after lungpxdt


	If the radiation therapy was given within the VHA, the exact date should be documented and entered accurately.  

If the radiation therapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999.

	If pat_stg_group = 1, 1A, 1B, 2A, or 2B, OR patht + pathn = 10, 20, 11, 21, or 30, OR clintnm = 2,3,4,5, or 6, OR clinsum = 1,2,3,4,5, or 6, OR castage = 1, 2, 3, 4, 5, or 6, OR pathtnm = 2,3,4,5,or 6, OR pathsum = 1,2,3,4,5, or 6, go to posmargn 

If pat_stg_group <> 1, 1A, 1B, 2A, or 2B, AND patht + pathn <> 10, 20, 11, 21, or 30, AND clintnm <> 2,3,4,5, or 6, AND clinsum <> 1,2,3,4,5, or 6, AND castage <> 1, 2, 3, 4, 5, or 6, AND pathtnm <> 2,3,4,5,or 6, AND PATHSUM <> 1,2,3,4,5, or 6, AND cranmets = 1, go to crnradtx; else if cranmets = 2, go to end 

	127
	posmargn


	During the 3 months after lung resection surgery and prior to initiation of adjuvant radiation therapy, did the physician/APN/PA document the pathology results included “positive margins?”

1.  Yes

2.  No
	1,2

*If 1 and cranmets = 1, go to crnradtx, else go to ACE-27
	In order to answer “1,” there must be physician/APN/PA documentation during the 3 months after lung resection surgery and prior to the initiation of adjuvant radiation therapy that “positive margins” were noted.  

Positive margins = pathology report indicates that there are areas of resected tumor that are not surrounded by normal lung tissue

Suggested data sources:  Radiation oncology notes, tumor board notes, oncology notes, consultation notes

	128
	recprerx


	During the 3 months after lung resection surgery and prior to initiation of adjuvant radiation therapy, did the physician/APN/PA document recurrence of lung cancer?


	1,2

*If 1 and cranmets = 1, go to crnradtx, else go to ACE-27

	In order to answer “1,” there must be physician/APN/PA documentation of a recurrence of the lung cancer during the 3 months after lung resection surgery and prior to the initiation of adjuvant radiation therapy. 



	129
	ygivrad


	During the 3 months after lung resection surgery and prior to initiation of adjuvant radiation therapy, did the physician/APN/PA document a reason why adjuvant radiation therapy was appropriate?  


	1,2

*If cranmets = 1, go to crnradtx, else go

 to ACE-27
	Examples of other physician/APN/PA documented reasons why adjuvant radiation therapy was provided include, but are not limited to:  “close” positive margins (within 1 mm), extracapsular lymph node extension, multiple positive hilar nodes, incomplete mediastinal evaluation 




	 
	
	Chemotherapy
	
	

	130
	palchemo


	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the patient received chemotherapy/targeted therapy?

3.  Chemotherapy received at this VAMC

4.  Chemotherapy received at another VAMC

5.  Chemotherapy received at non-VHA facility

6.  Patient did not receive chemotherapy within 6 months after pathologic confirmation of lung cancer diagnosis
99. Unable to determine


	3,4,5,*6,*99

If <> 6 or 99, auto-fill refchemo2 as 95, and nochemo as 95

If 3 or 5, auto-fill palcheva as zzz, and go to platchem, else if 4, go to palcheva 

*If 6 or 99, go to refchemo2
Warning if 3, 4, or 5 and medoncon

 = 6 or 99


	Chemotherapy is the use of drugs to treat cancer when there is suspected or confirmed spread of malignant cells or when the risk of systemic recurrence is high.
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.
Suggested data sources:  Chemotherapy RN notes, Hematology-Oncology notes, Pharmacist notes
Targeted therapies include new monoclonal antibody and tyrosine kinase cancer therapies such as bevacizumab (Avastin) or cetuximab (Erbitux).

Note – chemotherapy and targeted therapy is often IV but may also be given orally.

	131
	refchemo2
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient refused chemotherapy/targeted therapy?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if palchemo = 3,4,5

*If 1, go to palradtx
	In order to answer “1,” there must be physician/APN/PA documentation during the 6 months after the pathologic confirmation of the lung cancer diagnosis that the patient refused chemotherapy or that the patient refused ALL treatment for lung cancer.  
If there is physician/APN/PA documentation that chemotherapy was offered to the patient during the 6 months after the pathologic confirmation of the lung cancer diagnosis and that the patient “wanted to think about it” (or other similar terms), answer “1.”

	132
	nochemo
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a reason why chemotherapy/targeted therapy was not appropriate?

1.  Yes

2.  No 

95.Not applicable
	1,2,95

Will be auto-filled as 95 if palchemo = 3,4,5

 *If 1, go to palradtx

*If 2, go to ptreqdel

	In order to answer “1,” the physician/APN/PA must clearly document a reason why chemotherapy was not appropriate for this patient AND the reason must be documented during the 6 months after pathologic confirmation of the lung cancer diagnosis.

 Examples include, but are not limited to:

“Prolonged hospitalization – hold off on chemo.”

“Condition deteriorating – no chemo for now.”


	133
	palcheva
	Enter the facility number of the VAMC that administered the first chemotherapy treatment.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if 

palchemo = 3 or 5


	

	134
	platchem

	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the patient received one of the following platinum chemotherapy agents?

1.  Cisplatin 

2.  Carboplatin

99. None of the above or unable to determine


	1,2,99

If 99 and sclconf = 1, go to sclcdoub, else if 99, go to altchem


	Platinum chemotherapy agents include cisplatin and carboplatin
Data Sources:  Chemotherapy RN notes, Hematology-Oncology notes, Pharmacist notes

	135
	fstpladt

	Enter the date the first platinum chemotherapy agent was administered.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
If sclconf = 1, go to sclcdoub, else go to altchem
If nsclconf = 1 < = 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt 


	If the first platinum chemotherapy agent was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

If the month and year are not documented, enter default 99/99/9999.

	136
	sclcdoub

	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the patient received one of the following chemotherapy agents?

1.  Etoposide

2.  Irinotecan

99. None of the above or unable to determine


	1,2,99

If 99, go to altchem 
	Doublet chemotherapy = administration of a platinum agent in combination with another chemotherapy agent.



	137
	scdoubdt
	Enter the date the first dose of etoposide (or irinotecan) was administered.
	mm/dd/yyyy
If  platchem = 99, go to yno2plat 

If palchemo = 3 or 4 and platchem <> 99, go to ht3anta
If palchemo = 5 and platchem <> 99, go to palradtx
Abstractor can enter 99/99/9999
< = 6 months after sclcptdt or = sclcptdt 

	If the chemotherapy was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

If the month and year are not documented, enter default 99/99/9999.

	
	
	Other Chemotherapy Agents
	
	

	138
	altchemyn
altchem
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document administration of another chemotherapy/targeted therapy agent? 

1.  Yes

2.  No

If yes, abstractor will select agent(s) from drop down list of chemotherapy drugs.
	1,2
If  2 and platchem = 99, go to yno2plat 

If 2 and palchemo = 3 or 4 and platchem <> 99, go to ht3anta

If 2 and palchemo = 5 and platchem <> 99, go to palradtx

	Data Source:  Notes tab

· Chemotherapy RN notes

· Hematology-Oncology notes

· Pharmacist notes
Refer to list of chemotherapy and targeted therapy agents.

Targeted therapies include new monoclonal antibody and tyrosine kinase cancer therapies such as bevacizumab (Avastin) or cetuximab (Erbitux).

Note – chemotherapy and targeted therapy is often IV but may also be given orally
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	altchemdt
	Enter the date the first chemotherapy agent was administered.
	mm/dd/yyyy

Abstractor can enter 99/99/9999
If  platchem = 99, go to yno2plat 

If palchemo = 3 or 4 and platchem <> 99, go to ht3anta

If palchemo = 5 and platchem <> 99, go to palradtx
If nsclconf = 1, < = 6 months after nsclptdt or = nsclptdt
If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt

	If the chemotherapy was given within the VHA, the exact date should be documented and entered accurately.  

If the chemotherapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999

	140
	yno2plat


	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a reason why platinum-based doublet chemotherapy was not appropriate?

 
	1,2

	In order to answer “1,” the physician/APN/PA must clearly document a reason why platinum-based chemotherapy was not appropriate for this patient AND the reason must be documented during the 6 months after the pathologic confirmation of the lung cancer diagnosis.
For example, “Patient is not a candidate for platinum therapy.”
 

	
	
	Delay in Chemotherapy
	
	

	141
	ptreqdel
	During the 3 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient requested to delay initiation of chemotherapy?
	1,2

If 1 and palchemo = 3 or 4 and platchem <> 99,go to ht3anta; else if 1 and palchemo = 3 or 4 and platchem = 99, go to palradtx
If 1 and palchemo = 5, 6, or 99 go to palradtx

	In order to answer “1,” there must be physician/APN/PA documentation during the 3 months after the initial diagnosis of lung cancer that the patient requested to delay initiation of chemotherapy.  

	142
	sclcaltx
	During the 3 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a reason why initiation of chemotherapy treatment was delayed?   
	1,2
If 1 and palchemo = 3 or 4 and platchem <> 99, go to ht3anta; else if 1 or 2 AND palchemo = 3 or 4 AND platchem = 99, go to palradtx
If 1 or 2 and palchemo = 5, 6 or 99, go to palradtx
	In order to answer “1,” there must be physician/APN/PA documentation during the 3 months after the pathologic confirmation of the lung cancer diagnosis of a reason why initiation of chemotherapy treatment was delayed.
Examples include, but are not limited to:

“Patient receiving radiation therapy”  
“Patient hospitalized for stent placement” 
“Patient has had multiple hospitalizations”  

	
	
	Nausea/Vomiting
	
	

	143

	ht3anta


	Does the record document the patient received a 5-HT3 receptor antagonist prior to the administration of the first dose of chemotherapy?

1.  Dolasetron

2.  Granisetron

3.  Ondansetron

99. None of the above
	1,2,3,99
	If the patient received dolasetron, granisetron, or ondansetron just prior to/with the administration of chemotherapy, then select “Yes.”  
If the patient did not received dolasetron, granisetron, or ondansetron prior to/with chemotherapy then select “No or no data.”



	144
	admaprep
	Does the record document the patient received aprepitant prior to the first dose of chemotherapy?

	1,2
	Aprecipitant (Emend) is used to prevent acute and delayed nausea/vomiting associated with chemotherapy.

	145
	dexamet
	Does the record document the patient received dexamethasone or another steroid agent prior to the first dose of chemotherapy?
	1,2

	Other steroids may include, but are not limited to hydrocortisone, methylprednisolone and prednisone.  Please refer to a drug handbook for a complete listing of steroid agents.

	146
	asesemet

	After the first chemotherapy treatment, but prior to the administration of the second cycle of chemotherapy, did the physician/APN/PA or RN document assessment of the patient for antiemetic control? 
1.  Yes

2.  No

3.  No, patient did not receive second cycle of chemotherapy
	1,2,3
If 1, 2, or 3, AND

palchemo = 3, 4, 5, 6, or 99, go to palradtx; else  if cranmets = 1, go to crnradtx; else, go to ACE-27
	Physician/APN/PA or RN documentation of assessment of the patient for anti-emetic control should include documentation that the patient was questioned regarding problems with nausea/vomiting after the previous administration of chemotherapy, but prior to administration of the second cycle of chemotherapy.



	
	
	Radiation Therapy
	
	

	147
	palradtx


	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, does the record document the patient received radiation therapy to the chest (thorax)?
3.  Radiation therapy first received at this VAMC

4.  Radiation therapy first received at another VAMC

5.  Radiation therapy first received at non-VHA facility

6.  Patient did not receive radiation therapy

99. Unable to determine
	3,4,5,6,99

If 3 or 5, auto-fill palradva as zzz, and go to fstradt, else if 4, go to palradva

If 6 or 99, go to noradtx


	If the patient received radiation therapy from more than one facility during the 6 months after the pathologic confirmation of the lung cancer diagnosis, select the location where the first radiation therapy was administered.  Review the notes to determine that the radiation therapy was for treatment of the lung cancer and not for metastasis.
Radiation therapy is the internal or external use of radioactive sources to treat cancer.  As a localized treatment, effects are limited to the area being irradiated.  Internal therapy includes the placement of radioactive substances in or near the site of the cancer, known as brachytherapy. When radiation therapy is administered external to the body, direct beams of radiation are directed to the specific site and tissue depth with methods such as Cobalt, electron beam, linear accelerator, and proton beam therapy. 
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.
Suggested data sources:  Radiation therapy notes, radiation oncology notes, tumor board notes, oncology notes, consultation notes

	148
	palradva
	Enter the facility number of the VAMC that administered the first radiation treatment.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if 

palradtx = 3 or 5


	

	149
	fstradt
	Enter the date the first radiation therapy was administered.
	mm/dd/yyyy

If cranmets = 1, go to crnradtx, else go to medonc
Abstractor can enter 99/99/9999
If nsclconf = 1 < = 6 months after nsclptdt or = nsclptdt

If sclconf = 1, < = 6 months after sclcptdt or = sclcptdt 

	If the radiation therapy was given within the VHA, the exact date should be documented and entered accurately.  

If the radiation therapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999.

	150
	noradtx
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document the patient refused radiation therapy?
	1,2

*If 1 and cranmets = 1, go to crnradtx, else if 1, go to medonc
	In order to answer “1,” there must be physician/APN/PA documentation that the patient refused radiation therapy or that the patient refused ALL treatment for lung cancer during the 6 months after the pathologic confirmation of the lung cancer diagnosis.

If there is physician/APN/PA documentation that radiation therapy was offered to the patient during the 6 months after the pathologic confirmation of the lung cancer diagnosis and that the patient “wanted to think about it” (or other similar terms), answer “1.”


	151
	ynorad
	During the 6 months after the pathologic confirmation of the lung cancer diagnosis, did the physician/APN/PA document a reason why radiation therapy was not appropriate?

1.  Yes

2.  No 
	1,2

*If 1 and cranmets = 1, go to crnradtx, else if 1, go to medonc 


	In order to answer “1,” the physician/APN/PA must clearly document a reason why radiation therapy was not appropriate for this patient AND the reason must be documented during the 6 months after the pathologic confirmation of the lung cancer diagnosis.
If there is documentation during the 6 months after the pathologic confirmation of lung cancer that the patient requested to delay radiation therapy, answer “1.”
 


	
	
	Cranial Metastasis
	
	

	152
	crnradtx


	During the 3 months after the diagnosis of cranial metastasis, does the record document the patient received whole-brain external beam radiation therapy?

3.  Whole-brain radiation therapy first received at this VAMC

4.  Whole-brain radiation therapy first received at another VAMC

5.  Whole-brain radiation therapy first received at non-VHA facility

6.  Patient did not receive whole-brain radiation therapy

99. Unable to determine
	3,4,5,6,99

If 3 or 5, auto-fill crnradva as zzz, and go to crnradt1, else if 4, go to crnradva

If 6 or 99, go to steradpx
	If the patient received whole-brain radiation therapy from more than one facility during the 3 months after the diagnosis of cranial metastasis, select the location where the first whole-brain radiation therapy was administered.

External radiation therapy is external use of radioactive sources to treat cancer.  As a localized treatment, effects are limited to the area being irradiated.  When radiation therapy is administered external to the body, direct beams of radiation are directed to the specific site and tissue depth with methods such as Cobalt, electron beam, linear accelerator, and proton beam therapy.  
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.
Suggested data sources:  Radiation therapy notes, Radiation oncology notes, tumor board notes, oncology notes, consultations

	153
	crnradva
	Enter the facility number of the VAMC that administered the first radiation treatment.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if 

crnradtx = 3 or 5


	

	154
	crnradt1
	Enter the date the first whole-brain radiation therapy was administered.
	mm/dd/yyyy
Abstractor can enter 99/99/9999
< = 3 months after crnmetdt or = crnmetdt


	If the whole-brain radiation therapy was given within the VHA, the exact date should be documented and entered accurately.  

If the whole-brain radiation therapy was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  If the month and year are not documented, enter default 99/99/9999.

	155
	steradpx
	During the 3 months after the diagnosis of cranial metastasis, does the record document the patient had stereotactic radiosurgery?

3.  Stereotactic radiosurgery performed at this VAMC

4.  Stereotactic radiosurgery performed at another VAMC

5.  Stereotactic radiosurgery performed at non-VHA facility

6.  Patient did not undergo stereotactic radiosurgery 

99. Unable to determine
	3,4,5,6,99

If 3 or 5, auto-fill steradva as zzz, and go to radpxdt, else if 4, go to steradva

If 6 or 99, go to refcranrx
	If the patient had stereotactic radiosurgery at more than one facility during the 3 months after the diagnosis of cranial metastasis, select the location where the first stereotactic radiosurgery was performed.  Stereotactic radiosurgery is usually performed outside the VHA.  
Stereotactic radiosurgery (also called radiation surgery, radiosurgery) is a type of external radiation therapy that uses special equipment to position the patient and precisely give a single large dose of radiation to a tumor. It is used to treat brain tumors and other brain disorders that cannot be treated by regular surgery. 
For the purposes of this study, fee-based treatment is considered to be performed outside the VHA.
Suggested data sources:  Radiation therapy notes, Radiation oncology notes, tumor board notes, oncology notes, consultations

	156
	steradva
	Enter the facility number of the VAMC that performed the stereotactic radiosurgery.

(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if 

steradtx = 3 or 5


	

	157
	radpxdt
	Enter the date the stereotactic radiosurgery was performed.
	mm/dd/yyyy

*If steradpx = 3,4, or 5, go to crnsurg
Abstractor can enter 99/99/9999
< = 3 months after crnmetdt or = crnmetdt


	If the stereotactic radiosurgery was performed within the VHA, the exact date should be documented and entered accurately.  

If the stereotactic radiosurgery was administered outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

If the month and year are not documented, enter default 99/99/9999.

	158
	refcranrx
	On the date of or during the 3 months after the diagnosis of cranial metastasis was documented, did the physician/APN/PA document the patient refused radiation therapy or stereotactic radiosurgery?
	1,2
If 1, go to crnsurg

	In order to answer “1,” there must be physician/APN/PA documentation on the date of or during the 3 months after the diagnosis of cranial metastasis was first documented (date entered in CRNMETDT) that the patient refused radiation therapy or stereotactic radiosurgery OR that the patient refused ALL treatment for metastasis.  



	159
	prevextrx
	On the date of or during the 3 months after the diagnosis of cranial metastasis was documented, did the physician/APN/PA document the patient received previous treatment by cranial irradiation?  
	1,2
If 1, go to crnsurg

	In order to answer “1,” there must be physician/APN/PA documentation on the date of or during the 3 months after the diagnosis of cranial metastasis was first documented that the patient had received previous treatment by cranial irradiation.  



	160
	ynocrntx
	On the date of or during the 3 months after the diagnosis of cranial metastasis was documented or after the date that cranial metastasis was documented, did the physician/APN/PA document a reason why radiation therapy or stereotactic radiosurgery was not appropriate?

 
	1,2

If 1, go to crnsurg

	In order to answer “1,” the physician/APN/PA must clearly document a reason why radiation therapy or stereotactic radiosurgery was not appropriate for this patient AND the reason must be documented on the date of or during the 3 months after the diagnosis of cranial metastasis was first documented.

 

	161
	crnsurg
	During the 3 months after the diagnosis of cranial metastasis, does the record document surgical resection was performed for the cranial metastasis?  

3.  Surgical resection for cranial mets performed at this VAMC

4.  Surgical resection for cranial mets performed at another VAMC

5.  Surgical resection for cranial mets performed at non-VHA facility

6.  Surgical resection for cranial mets was not performed

99. Unable to determine
	3,4,5,6,99

If 3 or 5, auto-fill crnsurgva as zzz, and go to crnsurgdt, else if 4, go to crnsurgva

If 6 or 99, auto-fill crnsurgdt as 99/99/9999 and go to medonc as applicable
	Surgical resection for cranial metastasis is performed by craniotomy.  
For the purposes of this study, fee-based procedures are considered to be performed outside the VHA.
Suggested data sources: Operative report/notes, hematology/oncology notes, pulmonology notes



	162
	crnsurgva
	Enter the facility number of the VAMC that performed surgical resection for cranial metastasis.
(Drop down box of VAMC facility numbers and names)
	__ __ __

Will be auto-filled as zzz if 

crnsurg = 3 or 5


	

	163
	crnsurgdt
	Enter the date the surgical resection for cranial metastasis was performed.
	mm/dd/yyyy

Go to medonc as applicable
Abstractor can enter 99/99/9999
< = 3 months after crnmetdt or = crnmetdt


	If the surgical resection for cranial mets was performed within the VHA, the exact date should be documented and entered accurately.  

If the surgical resection for cranial mets was performed outside the VHA, the month and year should be documented.  If the day is unknown, 01 may be entered.  

If the month and year are not documented, enter default 99/99/9999.

	If pathm = 1, or pat_stg_group = 4, OR sclcstg = 1, 2,or 99, OR clintnm = 18, OR castage = 10, or lcmets = 1, OR pathtnm = 18, go to medonc 
If pat_stg_group = 1, 1A, 1B, 2A, or 2B, OR patht + pathn = 10, 20, 11, 21, or 30, OR clintnm 2, 3, 4, 5, or 6, OR clinsum = 1,2,3,4,5, or 6, OR castage = 1, 2, 3, 4, 5, or 6, OR pathtnm =  2, 3, 4, 5, or 6, OR pathsum = 1,2,3,4,5, or 6, go to ACE-27; else go to end

	If nsclconf = 1 and lungsurg and palchemo and palradtx = 6 or 99, computer will display timeframe (nsclptdt and nsclptdt + 60 days)

If sclconf = 1 and lungsurg and palchemo and palradtx = 6 or 99, computer will display timeframe (sclcptdt and sclcptdt + 60 days)

If (lungsurg = 3, 4, or 5) or (palchemo = 3, 4, or 5) or (palradtx = 3, 4, or 5), computer will display timeframe of earliest treatment date (earliest of valid lungpxdt, fstpladt, scdoubdt, altchemdt, or fstradt):  (lungpxdt and lungpxdt + 60 days) or (fstpladt and fstpladt + 60 days) or (scdoubdt and scdoubdt + 60 days) or (altchemdt and altchemdt + 60 days) or (fstradt and fstradt + 60 days)

	
	
	Pain Assessment
	
	

	164
	medonc

medoncdt

oncpain

noncpain

radonc

radoncdt

radpain

nradpain

pcp

pcpdt

pcpain

npcpain

thorasur

thosurdt

thorpain

nthorpain

paliacar

palcaredt

palpain

npalpain

cheminf

chemindt

chempain

nchempain

painases99

	During the timeframe from (computer display timeframe), indicate whether the patient had VA outpatient encounter(s) with any of the following providers and the date(s) of each encounter.  For each encounter date, indicate whether the patient was assessed for pain using the pain scale.  If the patient was not assessed for pain, indicate if there was physician/APN/PA documentation of a reason pain was not assessed at the encounter.

Indicate all that apply:

Type of encounter (see next page)
If 99, go to eolonc as applicable
Cont’d next page
Date(s)

Enter ALL dates

If nsclconf = 1 AND (lungsurg and palchemo and palradtx = 6 or 99),  <= 60 days after nsclptdt or = nsclptdt, OR
If sclconf = 1 AND (lungsurg and palchemo and palradtx = 6 or 99),, < = 60 days after sclcptdt or = sclcptdt; ELSE <= 60 days after or = the earliest treatment date (lungpxdt, fstpladt, scdoubdt, altchemdt, or fstradt)
Pain assessed by pain scale

1.  Yes

2.  No

If 1, auto-fill corresponding noncpain, nradpain, npcpain, nthorpain, npalpain, nchempain as 95
Physician/APN/PA documentation of a reason pain was not assessed

1.  Yes

2.  No

95. Not applicable

	If the patient did not have any outpatient encounters with the providers listed during the specified timeframe, select “99.”

Medical Oncology – use this selection if the physician or clinic for the encounter is listed as either Medical Oncology, Hematology; Hematology/Oncology; and Oncology.

Radiation Oncology- use this selection for care associated with radiation therapy whether for consultation or follow-up with a radiation oncologist and/or with staff for the purpose of simulation or rendering of radiation therapy and/or for management of effects of radiation therapy.
Primary Care- use this selection if the care rendered is by a primary care provider (PCP); Family Medicine; General Medicine
Palliative Care – use this selection if the care is being provided by a palliative care subspecialty provider or a member of the palliative care team
· if a provider who is not a member of the palliative team provides palliative care, code the specialty/clinical service of that provider
· if a medical student or resident is on a rotation on the palliative care service, they are considered a member of the palliative care team for that encounter


	
	
	1.  Medical Oncology

2.  Radiation Oncology

3.  Primary Care

4.  Thoracic Surgery

5.  Palliative Care

6.  Chemotherapy Infusion Center

99. None of the above


	Infusion Center – use this selection for care rendered in an infusion center that is an area that specializes in infusing patients with chemotherapy, other types of medications or fluids as well as blood and blood products. If it is very clear that a patient is receiving chemotherapy or another type of infusion in the infusion center, but the note is recorded otherwise (for instance, as being a Med Onc-Nurse note), then code that visit as being an Infusion Center visit.

	165
	longopi
	During any of the outpatient visits entered in the preceding question, was a long-acting opioid medication newly prescribed or changed?
	1,2

If 2, go to eolonc as applicable
	Long acting opioid medications:   morphine long acting (Morphine Sulfate Tablets SA, 

MS Contin, Morphine ER), oxycontin long acting, oxycodone long acting, fentanyl transdermal (Duragesic), methadone if prescribed for pain



	166
	opirxdt
	Enter the date the long-acting opioid medication was newly prescribed or changed.
	mm/dd/yyyy

Must = any date entered for medoncdt, 
radoncdt, pcpdt

thosurdt, palcaredt, or 
chemindt

	If there was documentation of more than one newly prescribed opioid medication or change to a long-acting opioid medication, the date of the earliest new prescription or change.   

	167
	shortopi
	On the date the long-acting opioid medication was newly prescribed or changed, was a short acting opioid medication prescribed?
	1,2
	Short acting opioid medications:  Codeine, Codeine w/ APAP, Codeine w/ASA, Hydrocodone, Hydromorphone, Levorphanol, Meperidine, Morphine (short-acting), Nalbuphine, Oxycodone (short-acting)

Oxymorphone, Pentazocine combos, Propoxyphene

If there is documentation the patient was currently prescribed a short-acting opioid at the time the long-acting opioid was prescribed, enter “1.”



	168
	aftefftx
	At the first outpatient encounter following the new prescription of a long-acting opioid (or change in a long-acting opioid medication), was the patient assessed for effectiveness of the prescribed pain treatment?

1.  Yes

2.  No

99. Patient did not have outpatient encounter following new prescription or change in a long-acting opioid medication
	1,2,99
If 1 or 99, auto-fill noasestx as 95, and go to eolonc as applicable
Cannot enter 99 if any medoncdt, 

radoncdt, pcpdt

thosurdt, palcaredt, or 

chemindt is > opirxdt

	In order to answer “1,” there must be physician/APN/PA or nurse documentation that the patient was assessed to determine if the change in opioid therapy was effectively controlling the patient’s pain.  

	169
	noasestx
	At the first outpatient encounter following the new prescription of or change in a long-acting opioid medication, did the physician/APN/PA document a reason why the effectiveness of pain treatment was not assessed?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if aftefftx = 1
	

	If pathm = 1, OR pat_stg_group = 4, OR sclcstg = 1, 2, or 99, OR clintnm = 18, OR castage = 10, OR lcmets = 1, OR pathtnm = 18, AND (ptdeath = 1 or admhosdt = valid date), go to eolonc; else go to scompsx

	If ptdeath = 1, computer will display (deathdt – 30 days to deathdt)

If ptdeath = 2 and admhosdt = valid date, computer will display (admhosdt – 30 days to admhosdt)


	
	
	EOL Pain Assessment
	
	

	170
	eolonc

eoloncdt

eoncpain

eoncwhy

eolronc
eolradt

eradpain

eradwhy

eolpcp

eolpcpdt

epcpain

epcpwhy

ethorsur

ethordt

ethorpain

ethorwhy

eolpal

eolpaldt

epalpain

epalwhy

eolchem

echemdt

echempain

echemwhy
eolpain99

	During the timeframe from (computer to display timeframe), indicate whether the patient had VA outpatient encounter(s) with any of the following providers and the date(s) of each encounter.  For each encounter date, indicate whether the patient was assessed for pain using the pain scale.  If the patient was not assessed for pain, indicate if there was physician/APN/PA documentation of a reason pain was not assessed at the encounter.

Indicate all that apply:

Type of encounter

If 99, go to scompsx as applicable

Date(s)

Enter ALL dates

If ptdeath = 1,  <= 30 days prior to or = deathdt 

If ptdeath = 2,  < = 30 days prior to or =admhosdt  
Pain assessed by pain scale

1.  Yes

2.  No

If 1, auto-fill corresponding eoncwhy, eradwhy, epcpwhy, ethorwhy, epalwhy, or echemwhy as 95
Physician/APN/PA documentation of a reason pain was not assessed

1.  Yes

2.  No

95. Not applicable
1.  Medical Oncology

2.  Radiation Oncology

3.  Primary Care

4.  Thoracic Surgery

5.  Palliative Care

6.  Chemotherapy Infusion Center

99. None of the above


	If the patient did not have any outpatient encounters with the providers listed during the specified timeframe, select “99.”

Medical Oncology – use this selection if the physician or clinic for the encounter is listed as either Medical Oncology, Hematology; Hematology/Oncology; and Oncology.

Radiation Oncology- use this selection for care associated with radiation therapy whether for consultation or follow-up with a radiation oncologist and/or with staff for the purpose of simulation or rendering of radiation therapy and/or for management of effects of radiation therapy.
Primary Care- use this selection if the care rendered is by a primary care provider (PCP); Family Medicine; General Medicine
Palliative Care – use this selection if the care is being provided by a palliative care subspecialty provider or a member of the palliative care team
· if a provider who is not a member of the palliative team provides palliative care, code the specialty/clinical service of that provider
· if a medical student or resident is on a rotation on the palliative care service, they are considered a member of the palliative care team for that encounter


	
	
	
	Infusion Center – use this selection for care rendered in an infusion center that is an area that specializes in infusing patients with chemotherapy, other types of medications or fluids as well as blood and blood products. If it is very clear that a patient is receiving chemotherapy or another type of infusion in the infusion center, but the note is recorded otherwise (for instance, as being a Med Onc-Nurse note), then code that visit as being an Infusion Center visit.


	171
	elongopi
	During any of the outpatient visits entered in the preceding question, was a long-acting opioid medication newly prescribed or changed?
	1,2

If 2, go to scompsx as applicable
	Long acting opioid medications:   morphine long acting (Morphine Sulfate Tablets SA, 

MS Contin, Morphine ER), oxycontin long acting, oxycodone long acting, fentanyl transdermal (Duragesic), methadone if prescribed for pain



	172
	eopirxdt
	Enter the date the long-acting opioid medication was newly prescribed or changed.
	mm/dd/yyyy

Must = any date entered for eoloncdt, 
eolradt, eolpcpdt

ethordt, eolpaldt, or echemdt

	If there was documentation of more than one newly prescribed opioid medication or change to a long-acting opioid medication, the date of the earliest new prescription or change.   

	173
	eshortopi
	On the date the long-acting opioid medication was newly prescribed or changed, was a short acting opioid medication prescribed?
	1,2
	Short acting opioid medications:  Codeine, Codeine w/ APAP, Codeine w/ASA, Hydrocodone, Hydromorphone, Levorphanol, Meperidine, Morphine (short-acting), Nalbuphine, Oxycodone (short-acting)

Oxymorphone, Pentazocine combos, Propoxyphene

If there is documentation the patient was currently prescribed a short-acting opioid at the time the long-acting opioid was prescribed, enter “1.”



	174
	aftefftx2


	At the first outpatient encounter following the new prescription or change in a long-acting opioid medication, was the patient assessed for effectiveness of the prescribed pain treatment?

1.  Yes

2.  No

99. Patient did not have outpatient encounter following new prescription or change in a long-acting opioid medication
	1,2,99
If 1 or 99, auto-fill noasestx2 as 95, and go to scompsx as applicable
Cannot enter 99 if any eoloncdt, 
eolradt, eolpcpdt

ethordt, eolpaldt, or echemdt > eopirxdt

	In order to answer “1,” there must be physician/APN/PA or nurse documentation that the patient was assessed to determine if the change in opioid therapy was effectively controlling the patient’s pain.   

	175
	noasestx2
	At the first outpatient encounter following the new prescription of or change in a long-acting opioid medication, did the physician/APN/PA document a reason why the effectiveness of pain treatment was not assessed?
	1,2,95

Will be auto-filled as 95 if aftefftx2 = 1
	

	If pathm = 1, OR pat_stg_group = 4, OR sclcstg = 1, 2, or 99, OR clintnm = 18, OR castage = 10, or lcmets = 1, OR pathtnm = 18, go to scompsx; else go to end

	
	
	Spinal Cord Compression
	
	

	176
	scompsx
	After the pathologic confirmation of the lung cancer diagnosis, does the record document the patient ever had new signs or symptoms of spinal cord compression at any VAMC?
	1,2

If 2, auto-fill sccsxdt as 99/99/9999 and go to scompdx
	Spinal cord compression may cause pain (new back pain or marked worsening of back pain), lower extremity weakness, loss of feeling, paralysis, or incontinence (inability to control urine or stool).  

ONLY ACCEPTABLE DATA SOURCES:  VHA ED notes, VHA discharge summary



	177
	sccsxdt
	Enter the date the spinal cord compression was first suspected.  
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

scompsx = 2
If nsclconf = 1,  > = nsclptdt and < = stdyend

If sclconf = 1, > = sclcptdt and < = stdyend

	If there was more than one episode when spinal cord compression was suspected, enter the date of the earliest episode.
Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

	178
	scompdx
	After the pathologic confirmation of the lung cancer diagnosis, does the record document a diagnosis of spinal cord compression at any VAMC? 
	1,*2

*If 2 and scompsx = 1, go to sccmri; else if 2 and scompsx = 2, go to end
	Pressure on the spinal cord that may be caused by a tumor, a spinal fracture, or other conditions.  Spinal cord compression may cause pain (new back pain or marked worsening of back pain), lower extremity weakness, loss of feeling, paralysis, or incontinence (inability to control urine or stool).  

ONLY ACCEPTABLE DATA SOURCES:  VHA ED notes, VHA discharge summary



	179
	sccdxdt
	Enter the date the diagnosis of spinal cord compression was documented.
	mm/dd/yyyy

If nsclconf = 1,  > = nsclptdt and < = stdyend

If sclconf = 1, > = sclcptdt and < = stdyend

	Diagnosis of spinal cord compression may be based on physical exam and or imaging studies.

	180
	sccmri
	Within 1 week after documented suspicion of spinal cord compression, was an MRI of the spine obtained?
	1,2

If 2, auto-fill sccmridt as 99/99/9999, and go to sccmyelo
	A MRI is usually performed when there is suspicion of spinal cord compression.

Enter the exact date.  The use of 01 to indicate missing month or day is not acceptable.

	181
	sccmridt
	Enter the date the MRI of the spine was obtained.


	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

sccmri = 2
If scompsx = 1, < = 1 week after or = sccsxdt and < = stdyend 
If scompsx = 2,  < = 1 week after or = sccdxdt and < = stdyend

	Enter the exact date.  The use of 01 for missing month or day is not acceptable.

	182
	sccmyelo
	Within 1 week after documented suspicion of spinal cord compression, was a myelogram of the spine obtained?
	1,2

If 2, auto-fill sccmydt as 99/99/9999 

If 2 and sccmri = 2, auto-fill scconrad as 95, and go to sccroids, else go to scconrad
	

	183
	sccmyedt
	Enter the date the myelogram of the spine was obtained.


	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

sccmyelo = 2
If scompsx = 1, < = 1 week after or = sccsxdt and < = stdyend  
If scompsx = 2,  < = 1 week after or = sccdxdt and < = stdyend

	Enter the exact date.  The use of 01 for missing month or day is not acceptable.

	184
	scconrad
	Was spinal cord compression confirmed by a radiographic examination?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if sccmri = 2 and sccmyelo = 2
	ONLY ACCEPTABLE DATA SOURCES:  Spine MRI reports, spine myelography (myelogram) reports

	185
	sccroids
	Within 1 week after the diagnosis of spinal cord compression, was the patient treated with steroids?
	1,2

If 1, auto-fill ynoroid 
as 95, and go to sccsterdt
If 2, auto-fill sccsterdt as 99/99/9999, and go to ynoroid
	Steroids = corticosteroids such as dexamethasone, hydrocortisone, methylprednisolone

	186
	sccsterdt
	Enter the date the first steroid agent was administered.  
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

sccroids = 2

If scompdx = 2 or scconrad = 2, go to end
If scompsx = 1, < = 1 week after or = sccsxdt and < = stdyend  
If scompsx = 2,  < = 1 week after or = sccdxdt and < = stdyend 

	Enter the exact date.  The use of 01 for missing month or day is not acceptable.

	187
	ynoroid
	Did the physician/APN/PA document a reason why steroids were not administered for the spinal cord compression?
	1,2,95

Will be auto-filled as 95 if sccroids = 1
If scompdx = 2 or scconrad = 2, go to end
	In order to answer “1,” the physician/APN/PA must clearly document a reason why treatment with steroids was not appropriate for this patient.   



	188
	sccradtx
	Within 1 week after the diagnosis of spinal cord compression was confirmed, did the patient receive radiation therapy? 

1.  Yes

2.  No

98. Patient refused radiation therapy
	1,2,98

If 1, auto-fill scnoradtx as 95, and go to scradtxdt
If 2 or 98, auto-fill scradtxdt as 99/99/9999, and go to scnoradtx
	Suggested data sources:  Radiation therapy notes, Radiation oncology notes, oncology notes, consultations

	189
	scradtxdt
	Enter the date the first radiation therapy for spinal cord compression was administered.
	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

sccradtx = 2 or 98
< = 1 week after or = sccdxdt and < = stdyend


	Enter the exact date.  The use of 01 for missing month or day is not acceptable.
Suggested data sources:  Radiation therapy notes, Radiation oncology notes, oncology notes, consultations

	190
	scnoradtx
	Did the physician/APN/PA document a reason why radiation therapy was not administered for the spinal cord compression?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if sccradtx = 1
	In order to answer “1,” the physician/APN/PA must clearly document a reason why radiation therapy was not appropriate for this patient for treatment of spinal cord compression.



	191
	sccsurg
	Within 1 week after the diagnosis of spinal cord compression was confirmed, did the patient undergo surgical decompression for the spinal cord compression?  

1.  Yes

2.  No

98. Patient refused surgical decompression
	1,2,98

If 1, auto-fill scnosurg as 95, and go to sccsurdt
If 2 or 98, auto-fill sccsurdt as 99/99/9999, and go to scnosurg
	

	192
	sccsurdt
	Enter the date the surgical decompression for the spinal cord compression was performed.


	mm/dd/yyyy
Will be auto-filled as 99/99/9999 if 

sccsurg = 2 or 98

*If sccsurg = 1, 
go to end

< = 1 week after or = sccdxdt and < = stdyend


	Enter the exact date.  The use of 01 for missing month or day is not acceptable.

	193
	scnosurg
	Did the physician/APN/PA document a reason why surgical decompression was not performed for the spinal cord compression?

1.  Yes 

2.  No

95. Not applicable
	1,2

Will be auto-filled as 95 if sccsurg = 1

*If 1 or 2, go to end
	In order to answer “1,” the physician/APN/PA must clearly document a reason why surgical decompression of the spinal cord compression was not appropriate for this patient.   



	
	
	ACE-27
	
	

	194
	weight
	During the 2 months prior to or 1 month after the pathologic confirmation of the lung cancer diagnosis, enter the earliest weight documented in the record.
	_____

Abstractor can enter default zzz if weight not measured within past year

If z-filled, auto-fill wtunit as 95 and wtdt as 99/99/9999
	Source:  May be taken from either the inpatient or outpatient record

Rules: Use the most recent weight recorded in the medical record within the study parameters.  If more than one weight is recorded during the most recent encounter, and the weights differ, use the lowest weight.

Enter default zzz if patient’s weight was not measured during the specified timeframe.

	195
	wtunit
	Unit of measure:

1. Pounds

2. Kilograms

95. Not applicable
	1,2,95

If weight z-filled, will be auto-filled as 95 

Warning window: when wtunit = 1 and weight < = 98 or > = 278

When wtunit = 2, and weight < = 44 or > = 126


	BMI is calculated in kilograms.  If pounds are entered, the computer will convert pounds to kilograms in making the calculation.  The resulting BMI is displayed on the computer screen.

Abstractor cannot enter 95 if valid weight was entered in WEIGHT.



	196
	wtdt
	Enter the date the earliest weight was measured during the 2 months prior to or 1 month after the pathologic confirmation of the lung cancer diagnosis.
	mm/dd/yyyy

Will be auto-filled l as 99/99/9999 if weight z -filled
If nsclconf = 1 < = 2 months prior to or = nsclptdt and <= 1 month after nsclptdt

If sclconf = 1, < = 2 months prior to or = sclcptdt and <= 1 month after sclcptdt

	Day may be entered as 01, if exact date is unknown.  At a minimum, the month and year must be entered accurately.

If WEIGHT was z-filled, the date will be auto-filled as 99/99/9999.  The abstractor cannot enter the 99/99/9999 default date if a valid weight is entered in question WEIGHT.  

	197
	height
	Enter the patient’s height.
	_____
Abstractor can enter default zz if no height available

If z-filled, auto-fill htunit as 95.
	No time period applies to this element.  If more than one height is recorded, use the most recent.  

Height must be entered wholly in inches or centimeters.  If pt. is 5 feet 8 inches, enter 68.  5ft = 60 in.  6ft = 72in.

Enter default zz if no height can be found in the record.

	198
	htunit
	Unit of measure:

1. Inches

2. Centimeters

95. Not applicable


	1,2,95

If height z-filled, will be auto-filled as 95

Warning window: when htunit = 1, and height < = 56 or > = 77

when htunit = 2, and height < = 156 or > = 191

	HTUNIT will be auto-filled as 95 if no valid height was entered.  Abstractor cannot enter 95 if valid value was entered in question HEIGHT.


	
	
	During the 2 months prior to or 1 month after the pathologic confirmation of the lung cancer diagnosis, did the record document any of the following comorbid conditions:

Indicate all conditions documented in the record.  For each condition selected, enter the degree of severity. 
	Patients with cancer often have other diseases, illnesses, or conditions in addition to their index cancer.  These other conditions are generally referred to as 
comorbidities. 
The purpose of this section is to collect data about medical history and/or diagnoses that the patient had during the 2 months prior to 1 month after the pathologic confirmation of the lung cancer diagnosis.  A modified version of the ACE-27 tool is being used is this study to capture comorbid conditions.  If the patient has an inpatient hospitalization during the specified timeframe, it is only necessary to review clinic documentation on the day of and day after admission.  
Data Source
· Any clinical documentation in the Notes tab of CPRS

· Primary source of documentation will be new consults, pre-op evaluations and H&Ps in the Notes tab of CPRS 

· Problem list in the Problems tab
Do NOT code as a comorbidity:

· Any other illness(es) referred to in the chart that are diagnosed after the registry date of diagnosis

· Any complication of the cancer or its treatment occurs (e.g., post-operative myocardial infarction). 

Rule-out Diagnoses or Conditions

If the condition is documented as a rule-out (R/O) condition, do not code presence of the condition unless the R/O diagnosis is ruled-in during the overall abstraction window for the study.  Note that in this case, a patient may have a R/O diagnosis prior to the date of cancer diagnosis and not receive the definitive diagnosis until after the date of cancer diagnosis.

Conflicting Data regarding presence of a condition

If there is conflicting information in the medical record, for example, if one provider states “Coronary Artery Disease (CAD)” and another states “no Coronary Artery Disease (CAD)”, always document the problem being present, rather than the problem being absent for the time period specified unless there is documentation that the condition was “ruled out” or the original documentation was in error.  

Conflicting Data regarding severity of condition

The ACE-27 Guidelines specify that if there is conflicting information regarding the disease severity or grades of comorbidity for a single condition, always select the least severe grade. 

Note:  This is the opposite of our general guidelines for conflicting data where we always code the greatest pathology.  



	
	
	
	Timeframes:
Recent – will be interpreted as the six month period prior to date of diagnosis

Old – will be interpreted as anytime earlier than 6 months prior to date of diagnosis


	199
	cmmi

misev
	 FORMCHECKBOX 
Myocardial Infarction

1.  Mild - Old MI by ECG only, age undetermined
2.  Moderate - MI > 6 months prior to lung cancer diagnosis
3.  Severe - MI ( 6 months prior to lung cancer diagnosis 

	1,2,3
	

	200
	cmcad

cadsev
	 FORMCHECKBOX 
Angina/Coronary Artery Disease

1.  Mild 
· ECG or stress test evidence or catheterization evidence of coronary disease without symptoms 

· Angina pectoris not requiring hospitalization

· CABG or PTCA (>6 mos. prior to lung cancer diagnosis)

· Coronary stent (>6 mos. prior to lung cancer diagnosis)
2.  Moderate 
· Chronic exertional angina

· Recent (( 6 months prior to diagnosis) Coronary Artery Bypass Graft (CABG) or Percutaneous Transluminal Coronary Angioplasty (PTCA)

· Recent (( 6 months prior to diagnosis) coronary stent
3.  Severe   
· Unstable angina

	1,2,3
	 

	201
	cmdhf

chfsev
	 FORMCHECKBOX 
Congestive Heart Failure

1.  Mild

· CHF with dyspnea which has responded to treatment

· Exertional dyspnea

· Paroxysmal Nocturnal Dyspnea (PND)
2.  Moderate
· Hospitalized for CHF >6 months prior to lung cancer diagnosis
· CHF with dyspnea which limits activities
3.  Severe

· Hospitalized for CHF within 6 months of lung cancer diagnosis
· Ejection fraction < 20%

	1,2,3
	

	202
	cmarhyt

arrhysev
	 FORMCHECKBOX 
Arrhythmias

1.  Mild

· Sick Sinus Syndrome
2.  Moderate

· Ventricular arrhythmia > 6 months of lung cancer diagnosis
· Chronic atrial fibrillation or flutter

· Pacemaker
3.  Severe

· Ventricular arrhythmia ( 6 months of lung cancer diagnosis

	1,2,3
	

	203
	cmhtn

htnsev
	 FORMCHECKBOX 
Hypertension

1.  Mild

· DBP 90-114 mm Hg while not taking antihypertensive medications

· DBP <90 mm Hg while taking antihypertensive medications

· Hypertension, not otherwise specified
2.  Moderate

· DBP 115-129 mm Hg

· DBP 90-114 mm Hg while taking antihypertensive medications

· Secondary cardiovascular symptoms: vertigo, epistaxis, headaches
3.  Severe

· DBP>130 mm Hg

· Severe malignant papilledema or other eye changes

· Encephalopathy

	1,2,3
	DBP = Diastolic blood pressure

	204
	cmvenous

veinsev
	 FORMCHECKBOX 
Venous Disease

1.  Mild
· Old DVT no longer treated with Coumadin or Heparin
2.  Moderate

· DVT controlled with Coumadin or heparin

· Old PE > 6 months of lung cancer diagnosis
3.  Severe

· Recent PE ( 6 mos. of lung cancer diagnosis
· Use of venous filter for PE’s

	1,2,3
	DVT = Deep Vein Thrombosis
PE = Pulmonary Embolism

	205
	cmpad

padsev
	 FORMCHECKBOX 
Peripheral Arterial Disease

1.  Mild

· Intermittent claudication

· Untreated thoracic or abdominal aneurysm 
(< 6 cm)

· S/p abdominal or thoracic aortic aneurysm repair
2.  Moderate

· Bypass or amputation for gangrene or arterial insufficiency > 6 months of lung cancer diagnosis
· Chronic arterial insufficiency
3.  Severe

· Bypass or amputation for gangrene or arterial insufficiency < 6 months of lung cancer diagnosis
· Untreated thoracic or abdominal aneurysm (>6 cm)

	1,2,3
	

	206
	cmresp
respsev
	 FORMCHECKBOX 
Respiratory Disease
1.  Mild

· Restrictive Lung Disease or COPD (chronic bronchitis, emphysema, or asthma) with dyspnea which has responded to treatment 

· FEV1 (66%-80%)
2.  Moderate

· Restrictive Lung Disease or COPD (chronic bronchitis, emphysema, or asthma) with dyspnea which limits activities

· FEV1 (51%-65%)
3.  Severe

· Marked pulmonary insufficiency

· Restrictive Lung Disease or COPD with dyspnea at rest despite treatment

· Chronic supplemental O2
· CO2 retention (pCO2 > 50 torr)

· Baseline pO2 < 50 torr

· FEV1 (< 50%)

	1,2,3
	

	207
	cmhep

hepsev
	 FORMCHECKBOX 
Hepatic (liver) Disease

1.  Mild

· Chronic hepatitis or cirrhosis without portal hypertension

· Acute hepatitis without cirrhosis
· Chronic liver disease manifested on biopsy or persistently elevated bilirubin (>3 mg/dl)

2.  Moderate

· Chronic hepatitis, cirrhosis, portal hypertension with moderate symptoms "compensated hepatic failure"
3.  Severe

· Portal hypertension and/or esophageal bleeding ( 6 mos. (Encephalopathy, Ascites, Jaundice with Total Bilirubin > 2)
	1,2,3
	If record states “hepatitis in past” or “exposure to hepatitis”, do not code as comorbidity.

	208
	cmgidx

gidxsev
	 FORMCHECKBOX 
Stomach/Intestinal Disease (GI disease)

1.  Mild

· Diagnosis of ulcers treated with meds

· Chronic malabsorption syndrome

· Inflammatory bowel disease (IBD) on meds or h/o with complications and/or surgery
2.  Moderate

· Ulcers requiring surgery or transfusion of < 6 units of blood

3.  Severe

· Recent ulcers ( 6 months of lung cancer diagnosis requiring ( 6 units of blood transfusion


	1,2,3
	Stomach/Intestine Notes:

1. Erosive gastritis includes NSAID gastroentrleropathy, stress-related mucosal damage and ulcers, alcohol gastropathy, phlegmonous gastritis, chronic erosive gastritis, postoperative alkaline gastritis, gastric ischemia, Menetrier’s disease, eosinophilic gastritis, granulomatous gastritis, watermelon stomach

2. Irritable bowel syndrome is not inflammatory bowel disease

Gastroesophageal reflux alone or history of ulcers, but not currently on medications, should not be coded as comorbid conditions.

	209
	cmpanc

pancsev
	 FORMCHECKBOX 
Pancreas

1.  Mild

· Chronic pancreatitis w/o complications
2.  Moderate

· Uncomplicated acute pancreatitis

· Chronic pancreatitis with minor complications (malabsorption, impaired glucose tolerance, or GI bleeding)
3.  Severe

· Acute or chronic pancreatitis with major complications (phlegmon, abscess, or pseudocyst)

	1,2,3
	

	210
	cmckd
ckdsev

	 FORMCHECKBOX 
Renal disease

1.  Mild

· Chronic Renal Insufficiency with creatinine 2-3 mg%.
2.  Moderate

· Chronic Renal Insufficiency with creatinine >3 mg%

· Chronic dialysis
3.  Severe

· Creatinine > 3 mg%  with multi-organ failure, shock, or sepsis

· Acute dialysis

	1,2,3
	Do NOT code kidney transplant as comorbidity.  Code the underlying medical condition as the comorbidity

	211
	cmdm

dmsev
	 FORMCHECKBOX 
Diabetes Mellitus

1.  Mild

· AODM (Type II DM) controlled by oral agents only
2.  Moderate

· IDDM without complications

· Poorly controlled AODM (Type II DM)
3.  Severe

· Hospitalization ( 6 months for DKA

· Diabetes causing end-organ failure

· retinopathy

· neuropathy

· nephropathy*

· coronary disease*

· peripheral arterial disease*

	1,2,3
	DKA = Diabetic Ketoacidosis
Diabetes Mellitus Notes: 

· If AOAM is controlled by diet alone, do NOT code as a comorbid condition.

· Poorly controlled AODM implies elevated glucose values despite use of oral agents; frequent medical visits for evaluation of blood glucose and modifications in therapy

*For severe diabetes, also code the comorbid conditions of nephropathy, coronary disease, and peripheral arterial disease in both the endocrine system and other organ system, i.e., Renal, Cardiovascular or Peripheral Vascular Disease
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	cmstroke

cvasev
	 FORMCHECKBOX 
Stroke

1.  Mild

· Stroke with no residual

· Past or recent TIA
2.  Moderate

· Old stroke with neurologic residual
3.  Severe

· Acute stroke with significant neurologic deficit

	1,2,3
	Stroke/CVA Notes:

1. TIA – transient ischemic attacks that are focal and abrupt in onset usually lasting for 5-20 minutes and which may last as long as 24 hours

2. RIND – reversible ischemic neurologic deficit lasts longer than 24 hours and less than 7 days

“Residual” includes loss of vision, difficulty speaking, aphasia (loss or impairment of the power to use or comprehend words), paresis, or sensory disturbance.

	213
	cmdemen

demsev
	Dementia

1.  Mild

· Mild dementia (can take care of self)
2.  Moderate

· Moderate dementia (not completely self-sufficient, needs supervising)
3.  Severe

· Severe dementia requiring full support for activities of daily living

	1,2,3
	Dementia Note: 

1. Basic Activities of Daily Living (ADL) – Eating, bathing, toileting, dressing, grooming, transferring (to/from bed/chair/bath), ambulating (or other locomotion), and communicating
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	cmparaly

parasev
	 FORMCHECKBOX 
Paralysis

1.  Mild

· Paraplegia or hemiplegia, ambulatory and providing most of self care
2.  Moderate

· Paraplegia or hemiplegia requiring wheelchair, able to do some self care
3.  Severe

· Paraplegia or hemiplegia requiring full support for activities of daily living

	1,2,3
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	cmneumus
nmsev
	Neuromuscular

1.  Mild

· MS, Parkinson’s, Myasthenia Gravis, or other chronic neuromuscular disorder, but ambulatory and providing most of self care
2.  Moderate

· MS, Parkinson’s, Myasthenia Gravis, or other chronic neuromuscular disorder, but able to do some self care
3.  Severe

· MS, Parkinson’s, Myasthenia Gravis, or other chronic neuromuscular disorder and requiring full support for activities of daily living

	1,2,3
	MS = Multiple Sclerosis
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	cmpsych

psychsev
	 FORMCHECKBOX 
Psychiatric disorder

1.  Mild

· Major depression or bipolar disorder controlled w/ medication
2.  Moderate

· Major depression or bipolar disorder uncontrolled

· Schizophrenia controlled w/ meds
3.  Severe

· Recent suicidal attempt 

· Active schizophrenia


	1,2,3
	Depression or bipolar mood disorder is indicated by any of the following diagnoses:
· Affective disorder

· Atypical depressive disorder
· Bipolar disorder 
· Brief depressive reaction

· Cyclothymic disorder

· Depressive disorder
· Dysthymia
· Manic-depressive disorder 
· Major depressive disorder or depression
· Neurotic depression
Psychosis and psychotic illness (including schizophrenia) is indicated by any of the following: 

· Psychosis

· Psychosocial/psychosomatic psychosis
· Schizoaffective disorder
· Schizo-affective psychosis
· Schizophrenia
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	cmrheum
rheumsev
	 FORMCHECKBOX 
Rheumatologic Disorders

1.  Mild

· Connective Tissue Disorder on NSAIDS or no treatment
2.  Moderate

· Connective Tissue Disorder on steroids or immunosuppressant medications
3.  Severe

· Connective Tissue Disorder with secondary end-organ failure (renal, cardiac, CNS)
	1,2,3
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	cmhiv
hivsev


	 FORMCHECKBOX 
HIV/AIDS

1.  Mild

· Asymptomatic HIV+ patient.

· HIV+ w/o h/o AIDS defining illness. CD4+ > 200/(L
2.  Moderate

· HIV+ with h/o defining illness. CD4+ < 200/(L
3.  Severe

· Fulminant AIDS w/KS, MAI, PCP (AIDS defining illness)

	1,2,3
	Aids Defining Illnesses: 

1. Viral Infections such as Cytomegalovirus (CMV), Creutzfeld-Jacob (CJ) Virus, Herpes Simplex Virus

2. Bacterial Infections such as salmonella, syphilis

3. Mycobacterial Infections such as Mycobactreium Avium-Intracellulare (MAI), Tuberculosis

4. Fungal Infections such as Candidiasis (oral, esophageal and vaginal infections), Cryptococcous neoformans (CNS disease), Histoplasma capsulatum (disseminated disease and septicemia), Coccidioides immitis (extensive pulmonary disease)

5. Pneumoncystitis Carinii Pneumonia (PCP)

6. Protozoal Infection such as Toxoplasmosis (causes CNS lesions with encephalopathy), Cryptosporidium (causes enteric infections)

7.     Neoplasms such as Non-Hodgkin’s Lymphoma    (NHL), Kaposi’s Sarcoms (KS)
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	cm2tumor

tumorsev
	 FORMCHECKBOX 
Second Solid Tumor (includes melanoma)

1.  Mild

· Any controlled solid tumor without documented metastases, but initially diagnosed and treated  ( 5 years ago
2.  Moderate

· Any controlled solid tumor without documented metastases, but initially diagnosed and treated within the last 5 years
3.  Severe

· Uncontrolled cancer

· Newly diagnosed but not yet treated

· Metastatic solid tumor

	1,2,3
Warning if 3 and prextcan = 2


	Always exclude the following from coding as a solid tumor comorbidity:

1. Basal cell skin cancer

2. Squamous cell cancer of skin

3. Any carcinoma in-situ (CIS)

4. Paget disease of bone

5. Bowen’s disease

6. Barrett’s esophagus

7. Lymphoma is coded separately

8. Non-malignant tumors e.g. insulinoma, meningioma

9.    Hematologic disorders (e.g. leukemia) are coded separately
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	cmleuk

leuksev
	 FORMCHECKBOX 
Leukemia and Myeloma

1.  Mild
· H/o leukemia or myeloma with last treatment > 1 yr prior
2.  Moderate

· 1st remission or new diagnosis <1yr
· Chronic suppressive therapy

3.  Severe

· Relapse

· Disease out of control

	1,2,3
Warning if 3 and prextcan = 2

	Leukemia, Myeloma and Hematopoietic Disorders Notes:

Leukemias include: acute lymphocytic leukemia, chronic lymphocytic leukemia, acute myeloid leukemia, chronic myeloid leukemia, etc.  

Also, included in this category and considered hematopoietic comorbidities are the myeloproliferative disorders and myelodysplastic syndromes which include

1. Polycythemia vera or polycythemia rubra vera (PV)

2. Chronic myeloproliferative disease/disorder (MPD)

3. Myelosclerosis w/ myeloid metaplasia

4. Megakaryocytic myelosclerosis

5. Myelofibrosis w/ myeloid metaplasia

6. Agnogenic myeloid metaplasia

7. Idiopathic thrombocythemia/thrombocytosis

8. Essential Thrombocythemia/thrombocytosis (ET)

9. Refractory anemia (RA), RA w/ sideroblasts, RA w/ excess blasts (RAEB), RA w/ excess blasts in transformation (RAEB-T)

10. Myelodysplastic syndrome, NOS

11.  Preleukemia or preleukemic syndrome
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	cmlymph

lymphsev
	 FORMCHECKBOX 
Lymphoma

1.  Mild

· H/o lymphoma w/ last treatment >1 yr prior
2.  Moderate

· 1st remission or new diagnosis <1yr

· Chronic suppressive therapy
3.  Severe

· Relapse

	1,2,3
Warning if 3 and prextcan = 2

	Lymphoma Notes:

Lymphoma include: Hodgkin’s Disease and Non-Hodgkin’s Lymphoma including small lymphocytic lymphoma, Burkitt’s lymphoma, diffuse large cell lymphoma, MALT lymphoma, Mantle cell lymphoma, T-cell lymphoma, Mycosis fungoides, Sezary syndrome
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	cmetoh
etohsev
	 FORMCHECKBOX 
Substance abuse Alcohol
1.  Mild

· H/o alcohol abuse but not presently drinking
2.  Moderate

· Active alcohol abuse with social, behavioral, or medical complications
3.  Severe

· Delirium tremens

	1,2,3
	Alcohol Notes: 

1. Classify an individual as a current alcohol abuser if they quit < 6 months of the date of diagnosis

2. Chart states “heavy drinker in past”, but patient continues to drink occasionally, do NOT code alcohol abuse.

Chart states “patient has history of alcohol abuse, but stopped drinking completely”, code as “1” for alcohol abuse.
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	cmsud
sudsev
	 FORMCHECKBOX 
Substance Abuse Illicit Drugs

1.  Mild

· H/o substance abuse but not presently using

2.  Moderate

· Active substance abuse with social, behavioral, or medical complications

3. Severe

· Acute Withdrawal Syndrome
	1,2,3
	Substance Abuse Notes:

1.  Classify an individual as a current substance abuser if they quit < 6 months of the date of diagnosis

2.   Chart mentions the substance but does not suggest any associated social, behavioral or medical complications, do NOT code as substance abuse.
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	cmadm
	Enter the number of hospitalizations that occurred during the year prior to the pathologic confirmation of the lung cancer diagnosis
	__ __
Whole numbers only 0 - 50

Warning if > 20


	Data Source:  Discharge Summary Tab

· Count number of discharge summaries
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