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This presentation is Part 3 of Abstracting for the Beginner. We will 

describe how to complete a cancer abstract when you have limited 

information. 
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ABSTRACT Plus
 

� Sections 
�  Demographic information 

�  Cancer identification 

�  Hospital-specific information 

�  Stage and prognostic factors 

�  First course of treatment 

�  Follow-up information 

�  Overrides 

�  State-requested items 

�  Confidential information 
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ABSTRACT Plus is an abstracting tool used by abstractors and other individuals 

or groups who work with cancer data to summarize the medical record into an 

electronic report of cancer diagnosis and treatment. This free software was 

developed at CDC's Division of Cancer Prevention and Control in support of 

CDC's National Program of Cancer Registries (NPCR). All data items in national 

standard data sets, including text, are supported. 

This is a quick preview of the ABSTRACT Plus software sections. Each section 

contains specific information about the patient and the tumor or cancer being 

reported. Examples used in this session are based on the NPCR required fields 

in the generic version of ABSTRACT Plus. It is important to note that each state 

central cancer registry (CCR) may require fields and/or sections in addition to 

what is being reviewed during this presentation of ABSTRACT Plus. 
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ABSTRACT Plus—Patient ID and Demographics 

The first part of an abstract contains the demographic information on the 

patient. The patient’s first and last name and any prefixes or suffixes that will 

help identify the patient should be included, such as Jr., Sr., or Fr. (Father). Also 

included are the patient’s address at diagnosis, including street address (not a 

P.O. box), city, state, ZIP code, and county; Social Security number; race; and 

Spanish origin. Additional patient demographics are place of birth, date of birth, 

age (which is calculated), sex, and usual occupation and industry. The codes for 

each field are defined in the ABSTRACT Plus help screens as well as in the 

FORDS manual. 
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ABSTRACT Plus—Cancer ID and Stage 

The second part of the abstract is cancer identification. The information 

recorded here includes the date of diagnosis, the primary site (ICD-O-3), the 

laterality of the tumor, the histology and behavior code (ICD-0-3), and the grade 

of the tumor. Diagnostic confirmation can also be recorded in this screen 

together with the type of reporting source. Again, the ABSTRACT Plus help 

screens or the FORDS manual can be used for appropriate codes and 

definitions. 
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ABSTRACT Plus—Hospital Specific 

The hospital identification information includes the reporting facility identification 

number, medical record number, date of first contact, class of case, sequence 

number of this primary, and primary payer at diagnosis. With the exception of 

the facility identification number, each of these fields is specific to the patient 

and tumor being reported. 
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ABSTRACT Plus—First Course of Treatment 

This section reports first course of treatment information. It includes any 

treatment planned and/or given to the patient at the time of initial diagnosis. 

Treatment information should be noted in codes for each field and documented 

in text for support when available. This information is sometimes noted within 

text in the operative narrative or in the history and physical. For example, when 

the physician states that the patient received hormonal treatment prior to 

surgery or radiation to the prostate, it is recorded in the appropriate treatment 

field and in the text field. 
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ABSTRACT Plus—Follow-up/Recurrence/Death 

The follow-up/recurrence/death section is where you record the latest 

information you have on the patient. Important elements are date of last contact, 

vital status, cancer status, and death information. For example, if the patient 

returns to your radiation therapy center for follow-up three months after his or 

her treatment, record the most recent date here, along with the tumor status 

information. If in that timespan the tumor has recurred, it would also be noted 

here. Remember to include the date of recurrence as well as the type. 

If the patient dies during or after treatment, the death information, including date 

and place of death, plus cause of death if available, is also captured in this 

section. 
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ABSTRACT Plus—Overrides/Conversion/System 

This section captures any overrides. Overrides are flags indicating that a 

discrepancy in the data has been checked out and verified. For instance, you 

may have a site and histology code combination that is questionable based on 

the site/histology compatibility edit. Review your pathology to verify that both 

site and histology are indeed correct, and code that you reviewed the 

information on this screen in the override site-type field. 

There may be additional data fields and sections in other reporting facility 

cancer registry systems that are specific to state reporting. This information is 

used by the central cancer registry (CCR) to determine specifics about the 

cancer diagnosis being reported. For example, a CCR may require collection of 

information about the patient’s smoking history or previous history of cancer. 

You can learn more about state-specific data fields by contacting your liaison 

person from the CCR. 
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ABSTRACT Plus 

Let’s get started abstracting into the computer. Here is an example of the log on 

screen to access ABSTRACT Plus software. This log on information is specific 

to the reporter and should not be shared with anyone. 
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How to Complete an Abstract1
 

�  Abstracting a cancer diagnosis from 
� Pathology report only 

� Radiation oncology record 

� Surgical center or outpatient medical record 

� Inpatient medical record 
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These are some sources that may contain a reportable cancer diagnosis. In the 

next several slides, we will use the ABSTRACT Plus software to create a 

“pathology report only” abstract of a rectal cancer, just as if we were in a 

pathology laboratory and want to report the case to the central cancer registry 

(CCR). Unfortunately, this is usually the record or document with the least 

amount of information available to the reporter, but reporting even “pathology 

report only” information is very important to assuring the completeness of data 

for the CCR. 

Again, our examples are from the ABSTRACT Plus software. The screens or 

order of the data fields may differ in other cancer registry software, but the 

information collected and the coding systems used to complete an abstract are 

standardized. 
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How to Complete an Abstract2
 

� Resource materials and Web sites 
� NPCR for Registry Plus Online Help 

� www.cdc.gov/cancer/npcr/tools/registryplus/rpoh.htm 

� Facility Oncology Registry Data Standards 
(FORDS) 

� Collaborative Staging Manual, current version 
� www.cancerstaging.org or www.ncra-usa.org 

� Multiple primary and histology coding rules 
� www.seer.cancer.gov/tools/mphrules/ 

� SEER database on new drugs and regimens 
� www.seer.cancer.gov/seerrx for SEER Rx 

� International Classification of Diseases for 
Oncology, Third Edition (ICD-O-3) 
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Here are the resources you will need to complete an abstract, in addition to your 

state central cancer registry’s data reporting manual. The materials can be 

downloaded or ordered from the Web sites provided. This software includes 

Registry Plus Online Help, which incorporates all these reference materials with 

the exception of SEER*Rx. Registry Plus Online Help is also available free from 

NPCR’s Web site as a stand-alone product that can be used with any software. 

Now it is time to complete an abstract. 
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How to Complete an Abstract3 

Pathology Department 

Patient: Jane Doe Surgical No.: S-3364-2004 

MR No.: 0001234 Proc. Date: 1/15/2004 

Age/Sex : 80 F Received: 1/15/2004 

Date of Birth: 1/1/1922 

Clinical History: Rectal bleeding; possible metastatic rectal cancer 

Gross Examination Specimen-labeled rectal biopsy. The specimen 

consists of tissue weighing 9 gm and measuring 1 cm � 1.2 cm. 

Microscopic Examination The specimen consists of sections of 

rectum in which there is a moderately to poorly differentiated gland-

forming neoplasm. Extent of invasion cannot be determined. 

Final Diagnosis—Rectal biopsy showing moderately differentiated to poorly 

differentiated adenocarcinoma. Depth of invasion cannot be determined. 
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Here is a pathology report of a cancer diagnosis. This is the only information 

you may have available for this patient. Even so, there is plenty of information to 

record on the abstract to report to the state central cancer registry. 

Let’s begin to work this information into the abstract. 
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How to Complete an Abstract4 

� Rectal Carcinoma 
� Demographic information on pathology report is 

limited 

� Name: Jane Doe

 Medical Record#: 0001234

 Sex: Female

 Date of Birth: 01/01/1922
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There is very little information available on the pathology report to complete all 

of the fields in the demographic information section of ABSTRACT Plus. 

However, we should enter whatever is available into the abstract. If no 

information is available, leave the field blank. Do not enter NA (for not 

applicable), dashes, or other marks in the field. The computer may enter a 

default value as you move past a data field. 
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Abstract of Rectal Cancer—Demographics 

The information included here is specific to the facility and what it collects. Complete 
demographic information is not always available to the reporter. In the pathology-only case we 
are reviewing, the information is minimal. More information may be available about the patient if 
you work in a treatment facility. 

Some of the information may be provided within the text of the medical record. For instance, if 
there is a history and physical report or a physician’s admitting note, the physician might state 
that the patient is a Hispanic female or an African-American male. You can code the sex and race 
accordingly. The doctor or nurse may note that the patient was born in Puerto Rico and moved to 
your state in the last two years. The birthplace can then be coded to Puerto Rico. Occasionally, a 
patient’s social history will state their occupation within the history and physical. For instance, it 
might say “patient is a retired accountant.” The point is, you will find information pertaining to the 
demographic data items throughout the medical record, not just on the admissions or face sheet. 
It is important to use whatever information is available. In this case, the patient’s last name is 
Doe, first name Jane. The Social Security number is unknown, so it is coded 999-99-9999. The 
patient’s address at diagnosis is also unknown. Online help or the FORDS manual can be 
referred to for the appropriate codes for these fields. From the information on the pathology 
report, the patient’s date of birth can be coded, the sex is female, and the occupation is unknown. 

Remember to record information in the text fields to support your choice of codes on the abstract. 
For example, enter “white, non-Hispanic female” in the physical exam text box on the lower right 
of the screen. These words support your findings that the patient is coded 01/white, 00/non-
Hispanic, and 02/female. Also report any information relative to the patient’s physical signs, 
symptoms, and how the tumor was diagnosed on the physical examination screen. For our 
example case, the information about rectal bleeding that was noted on the “Clinical History” line 
of the pathology report is important for a diagnosis of a rectal carcinoma. 

As you gain experience abstracting, you will not find it necessary to read the entire record word 
for word looking for information, such as multiple race codes or occupation. You will identify a 
pattern in the documentation that you regularly review. 
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Abstract of Rectal Cancer—Cancer ID, Stage 

When entering information in the text fields, it is important to be concise and use standard 

abbreviations when possible. You do not need to type the full pathology report or even full 

sentences. Just enter the pertinent information about the cell type and how far the tumor 

has spread. The NAACCR Vol. II Data Standards and Data Dictionary has a list of 

abbreviations in the appendices. 

The information included in this section is specific to the cancer diagnosis. Record the 

date of diagnosis, which is the date found on the pathology report. In this case, it is 

1/15/2004. The primary site is rectum. Look up the code for rectum in your ICD-O manual 

or the “PSite” pick list by pressing F4 in ABSTRACT Plus. The laterality is 0, not paired 

site. Those code choices are on the screen when you put your cursor on the Laterality 

field. The histology is 8140, adenocarcinoma, NOS and behavior code of /3, invasive. 

These codes are in ICD-O or the ABSTRACT Plus F4 pick list for “HistType ICDO3”. The 

grade is 3, poorly differentiated. The diagnostic confirmation is code 1, positive histology, 

and the type of reporting source is code 1. The information is coded according to the 

FORDS and the ICD-O-3 manuals, both of which are in the Online Help. 

In a medical record with more information, it is important as with the physical examination 

text, to record all of the information you have about imaging, such as X-rays and scans. 

Remember to include the date and type of imaging done along with the “impression” or 

diagnosis made by the radiologist. For our pathology-only case, you can record “none.” Do 

not leave the text field blank, as the quality control editor at the central registry may think 

you just passed over it. 
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Abstract of Rectal Cancer—Hospital ID 

The hospital-specific information contains information about the facility reporting 

the case, such as the medical record number or account number. These are 

means of identifying the patient without using a name. Our example pathology 

report offers a MR# that can be recorded here. The facility identification number 

is noted here. Each facility has its own unique number recognized by the state or 

central cancer registry. The primary payer would be coded here, but in our case, 

it is unknown. The sequence number for this case is 00. This is the first time this 

patient has had a tumor reported, to our knowledge. Date of first contact is 

1/15/2004, the date of the pathology report. Class of case is 0, tumor diagnosed 

at reporting facility, but all of first-course treatment performed elsewhere. Again, 

the online help or the FORDS manual can be used to find the appropriate codes 

and rules for these fields. 

In the lower right of the abstract is the text for scopes. You can record here any 

information on endoscopy procedures performed. For example, this patient may 

have entered a surgical center for colonoscopy that resulted in this pathology 

report. That information would be entered as text under scopes. Again, for our 

pathology-only case, you can enter “none.” Do not leave the text field blank. 

You must also enter lab tests performed that pertain to the patient’s cancer 

diagnosis. For instance, for a patient with prostate cancer, a PSA value would be 

recorded in text, under laboratory tests. 
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Abstract of Rectal Cancer—Treatment 

All treatment given to the patient at the time of the cancer diagnosis should be 

recorded if the information is available. Dates of treatment and types of 

treatment should be recorded if known. In this case, the treatment information is 

not available. In a surgical center, the surgery information would be recorded. In 

a radiation oncology center, the dates of treatment, treatment modality used, 

dose given, site treated, and so forth can all be coded and the text entered to 

support the codes. 

Use the Online Help or FORDS manual to find the proper codes for any 

treatment provided. Each treatment modality has its own section with specific 

codes based on type of treatment and primary site. 

Operative report findings must to be recorded, if available. Record anything 

reported in the operative notes and/or procedures regarding normal or abnormal 

structures identified during the procedure in text. Include the date and type of 

procedure performed. If additional information is described about the tumor or 

spread of disease that may not be in the pathology report, you can note it under 

the operative findings. 
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Abstract of Rectal Cancer—Follow-up 

Follow-up screens are used to capture tumor information and vital status of the 

patient. In this case, the date of last contact is 2/1/2004. The date field can 

indicate a more recent date when the patient had another procedure or visit to 

the facility, even if that visit is unrelated to the diagnosis being reported or 

follow-up for the reported tumor. The date of last contact is the most recent date 

the patient was known to be alive. The vital status for the patient as of that date 

is code 1, alive. If the patient was deceased, you would code the screens 

accordingly. For further information about these fields, see Online Help or the 

FORDS manual. 

One of the most important documents to capture information from is the 

pathology report. It is important to include the date and all text given in the final 

diagnosis as provided by the pathologist. 

18 



19 

Abstract of Rectal Cancer—Overrides 

The overrides sections give the reporter the opportunity to justify an unusual 

circumstance. In this case, there are no overrides. Remember there may be 

times that you will have to use this section to justify age/site, site/histology, or 

other discrepancies. You will know that you need to set an override when a 

message appears as you save and edit the case. 

In the text field in the lower right, the Primary Site Title is highlighted. In this 

case, the primary site is the rectum. This information should also be provided in 

the text screen as seen here. In the pathology report under final diagnosis, the 

biopsy is of the rectum. In most circumstances, the site of the biopsy is the 

primary site of the tumor, but that is not always the case. In particular, be very 

careful with biopsies of the liver and lymph nodes as these are common 

metastatic sites for many primary cancers. 
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Abstract of Rectal Cancer—Text Fields 

In the upper screen shot, the Histology Title is highlighted. The histology for this 

case is adenocarcinoma or code 8140. The behavior is 3/malignant and the 

grade or differentiation is poor or 3. The final complete histology code is 

8140/33. 

It is extremely important to support all coding with text. Each of these sections 

provide adequate space for text. 

In the lower screen shot, Staging is highlighted. This is where text would be 

provided to support the stage or extent of disease. In our example pathology 

report, there is not enough information to provide codes for stage or extent of 

disease. The stage or extent of disease for our case is unknown. Remember to 

use your Collaborative Staging Manual when coding the extent of disease. You 

can find this manual at two Web sites, www.cancerstaging.org or www.ncra-

usa.org. Part I of the manual will assist you with the general rules for coding the 

extent of disease for the primary site. Part II of the manual will provide you with 

the specific codes based on the extent of disease for each primary site. 
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Abstract of Rectal Cancer—Treatment Text 

1 

2 

3 

4 

The treatment text fields are shown here. They correspond with the treatment 

code fields on the left side of the abstract. 

In the first screen shot, Surgery is highlighted; all surgery text can be 

documented here. Include the type of surgical procedure performed, if known. 

For example, a rectal cancer case might have a low anterior resection or 

hemicolectomy. In our example, the pathology report was from a colonoscopy, 

which is not a treatment procedure, so we entered “unknown” for the type of 

surgical treatment. 

In the second and third screen shots, specific types of radiation are highlighted, 

and all radiation text would be noted here. Remember that the text is to support 

the codes provided under the treatment section. Any additional information 

about radiation treatments given can be provided in text on this screen. 

In the fourth screen shot, chemotherapy is highlighted. Note any chemotherapy 

agents or protocols on this screen, such as adriamycin and cytoxan. 

The same type of comments should be added for Hormone, BRM, and Other
 
Treatment, if any information on these is documented in the medical record.
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Complete Abstract 

� Abstract completed 
� Save the document 

� Check for edits/errors 

� Confirm information 

� Transmit data 

� Log off the database 
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Congratulations! You have completed an abstract. 

While this is a pathology-only case and the information available is relatively 

limited, not all cancer reporting will be this limited. Include on the abstract any 

diagnostic and treatment information available to you. 

Save your work. Check for edits or errors in coding. Be sure to confirm all of the 

codes and text prior to transmitting the case to the central cancer registry. It is 

extremely important for security purposes that you log off the database when 

you are finished abstracting. Remember that all of the information in the 

abstract is highly confidential. 

This completes the third and final part of this presentation on cancer as a 

reportable disease. Thank you for your attention. 
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