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Objectives

 Know and understand the many variables concerning accurate reporting 

of SSDIs including timing, rounding, and applicable sources.

 Know and understand the role of General Rules, and why they are so 
important.

 Know and understand the impact of inaccurate coding to your 

organization and/or cancer program.





Timing

The SSDIs are to be collected during initial 
diagnosis, work up and first course of 
treatment

Some have specific 
instructions as to when 
the SSDIS are collected

CEA prior to polypectomy

PSA prior to needle biopsy

Active surveillance is first course of 
treatment



Consult Reports

 If a report is sent out for a consult and 

the results are different than the original 

report, record the results from the 

consult



Understanding 

Specific 

Statements

“Cannot be determined by pathologist” 
primarily used when a tissue specimen is 
not adequate for testing.

“Not identified” means the pathologist 
has looked for it and it is not present. 

This is not the same thing as looking for it in the medical record 
and not finding it (you would document this as “not 
documented in medical record” or “NR”). 

“Unknown” indicates the 
test/evaluation/assessment was not done 
or unknown if done.



Source 

Documents

Source documents are suggested for some data items 
as the most likely source of information.

If no source document is suggested, use any 
information provided in the medical record.

If a pathology report is suggested, that document 
includes

Addendum or revisions

Gross and microscopic description

Synoptic reports

CAP protocol, or cancer checklist information 
provided by the pathologist



Rules for 

Recording 

Lab Values

•0-4 round down (example: PSA 7.14, record value as 7.1)

•5-9 round up (example: ER 96.6%, record value as 097)

SSDIs follow general rounding rules

•Greater than and less than values (ER >95%, record 096; 
PR <89%, record 088)

Whole percentages

•Greater than or less than values (Ki67 >20%, value is 
reported as XX.X, record as 20.1)

Percentages with decimals

•Values reported in 10 step ranges (example: 50-60%)

•Multiple tests for a single tumor

•Multiple tumors with different values

Special circumstances



Schema 

Discriminators



Occult Head 
and Neck Lymph 
Nodes
(Occult tumors/when a primary 
tumor is not evident)



Schema Discriminator 1: 
Esophagus/GEJunction/Stomach



• Codes in mm

• For colon primaries, primary surgery code 

must be coded 30-80 (if surgery code 00-29, code 

XX.7)

• For rectal primaries, primary surgery code 

must be 27, or 30-80 (if surgery code 00-26 or 28, 

code XX.7)

• Rounding rules apply (if CRM is 2.78mm, code 2.8)

• If value is reported in cm, multiple by 10 
(example: CRM 0.2cm, 0.2 x 10 – 2.0mm)

• Involved margins code to 0.0

• Margins described as <0.1mm code to 0.0

• XX.2 is only used when path report states 

the margin cannot be assessed

• Exact measurement always the priority

• Use XX.9 for in situ, when checked N/A, or 

not mentioned on path report





New for 2023

Anus p16



Liver

A lab value expressed in micrograms per liter 

(ug/L) is equivalent to the same value expressed 

in ng/ml. 

Use the same lab test to record the value and 

interpretation.

Highest value prior to treatment.

Physician statement can be used.







Pleural Invasion for Lung Cancers





Melanoma

LDH: Predictor of treatment response, progression-free survival and overall survival for 

patients with Stage IV melanoma of the skin.

LDH Upper Limits of Normal: Simply means the highest number in the normal range as 

displayed on the lab report (example: LDH 182 (71-207 U/L), record 207)

Clinical Margin Width (effective 2023+): 

Do not use path report to code this item

Use distance from lesion or prior excision scar to peripheral margin of specimen

Do not use the deep margin

Do not add margins together

If multiple wide excisions are performed, code clinical margin width from 

procedure with the largest margin

Coded in centimeters (cm)

Priority order: Operative note, physician statement in medical record







• Test is performed on tumor tissue

• LN or mets can be used only

when there is no evidence of a 

primary tumor

• Invasive component always takes 

priority over in situ result

• Multiple tests for single tumor, use 

highest (pos vs neg)

• Multiple tumors, use result from 

largest tumor

• Result prior to treatment preferred 
(can use post treatment result if none were 
performed prior)

ER/PR positive patients with negative nodes may have an Oncotype Dx test performed, in which case the ER/PR will be reperformed.
Do not record those ER/PR results in this field. Use the initial information from the breast tissue. 



Registrar should not calculate the Allred Score unless both components are available. 

If a range is recorded for the intensity (example: ER 80%, 2-3+ intensity), it cannot be 

calculated, and the score needs to be coded as X9. 

DISCONTINUED BEGINNING WITH CASES DIAGNOSED 1/1/23 AND LATER



How to calculate the Allred Score





• Test is performed on tumor tissue

• LN or mets can be used only when there is no 
evidence of a primary tumor

• Invasive component always takes priority over in situ 

result

• Multiple tests for single tumor, use highest (pos vs neg)

• Multiple tumors, use result from largest tumor

• Result prior to treatment preferred (can use post 
treatment result if none were performed prior)

• Not routinely done for in situ, but if performed on 
behavior /2 cases, record it



When Ki-67 is reported in a range, use lowest value and round up by .1 (example: Ki-67 
reported as 30-40%, code 30.1 ~ per CA Forum 2022)



If Scope of Regional LN Surgery is 0, this should be coded to X9.





• Statement from managing physician 

to code this data item

• Do not code FIGO stage based on 

path report

• Do not code FIGO stage based only 

on T,N,M

• FIGO stage and FIGO grade are NOT 

the same thing

• If more than one FIGO stage given, 

code most extensive

• Code 97 for any non-invasive 

neoplasm (behavior code /2)

• If “FIGO” is not included in the stated 

stage, do not assume it is the FIGO 

stage





PSA

Serum PSA or Total PSA is the value being 
recorded

Do not use free PSA or precursor PSA values

Record the last pre-diagnosis PSA prior to 
diagnostic biopsy and initiation of treatment

Use 0.1 when the result is <0.1 with no exact value

Standard rounding rules apply

Actual value takes priority over XXX.2 or XXX.3 



Gleason 

Patterns and 

Scores

Clinical patterns and scores are coded from needle 

core biopsy, TRUS biopsy, TURP and/or simple 

prostatectomy

Coded prior to neoadjuvant therapy

Code the highest or most aggressive pattern and 

score

Pathologic patterns and scores are coded from 

total/radical prostatectomy or autopsy only

Code highest most aggressive pattern and score

If neoadjuvant therapy is given, code patterns and 

scores as X9

Use X7 when no prostatectomy is done



Cores Positive / 

Examined

Information from the gross description of 

the pathology report can be used

Do not include cores from other areas 

like the seminal vesicles

Use X7 when TURP is performed



AFP: Pre and Post Orchiectomy Values

Example: Your lab reports the AFP as 10 IU/ml. 10/0.83 = 12.04ng/ml

Record the highest AFP test 
prior to orchiectomy or any 

systemic therapy

Lab value expressed in 
micrograms/liter ug/l is 
equivalent to the same 

value in ng/ml

If the lab value is expressed 
in IU/ml, you will need to 
convert you values before 
coding AFP related fields

• To calculate ng from IU/ml, divide 
the value for IU by 0.83



LDH: Pre and Post Orchiectomy Range







T1 and T2 tumors code to ‘0’ when a resection is done.



Record the code that best describes involvement of the renal 

vein and/or inferior vena cava (IVC) as described in the 

pathology report. Do not include clinical findings in this field. 

T1 and T2 tumors code to ‘0’ when a resection is done.



Do not include clinical findings in this field. 

T1 and T2 tumors code to ‘0’ when a resection is done.











THANK YOU!

Questions or if you would like a copy of this 

presentation, contact:

shelley.lindsey@providence.org

541-280-0692

mailto:shelley.lindsey@providence.org
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