
SSDI
Site Specific Data Items



What is a SSDI?

In 2018, Collaborative Stage (CS) Site-Specific Factors (SSFs) was 
discontinued, and Site-Specific Data Items (SSDIs) was introduced

• SSDIs are now used for collection of site-specific information

https://www.naaccr.org/wp-content/uploads/2021/09/SSDI-Manual_v-2.1-2022.pdf?v=1655428937



A “SSDI’” is a site-specific data item and is based on:
• Primary site
• AJCC Chapter
• Summary Stage Chapter 
• EOD schema

• Each Site-Specific Data Item (SSDI) applies only to selected schemas
• SSDI fields should be blank for schemas where they do not apply
• Unless otherwise noted, all SSDIs start collection in 2018. For those that have a 

collection start date later than 2018, a note has been added to instruct registrars 
when it should be collected



Timing for collection of SSDIs

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

Some SSDIs have specific instructions as to when the SSDIs are collected 
Examples: CEA is to be collected prior to polypectomy

PSA is to be collected prior to needle core biopsy

Note: Active surveillance is first course of treatment



Consult Reports
If a report is sent out for consult and the results are different than the 
original report, record the results from the consult



General Definitions and Format of SSDI 
Codes

Not applicable Code: 
This code is to be used ONLY when the data item is relevant for the case 
and the
standard setter does not require the data item

If a standard setter requires the data item, Not applicable (8) cannot be 
coded

Not applicable codes ALWAYS end in an 8
Note: “Not applicable” is not available for schema discriminators or data 
items which are required for staging



Source Documents
Source documents are suggested for some data items as the most likely sources 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

• Addenda or revisions to the report
• Gross or microscopic description
• Synoptic reports
• CAP protocol, or cancer checklist information provided by the pathologist

It is important to review each data item carefully to determine what information is to be used when coding a 
data item
• For some data items, the information may be based on 

• Imaging 
• Clinical exam
• Pathological findings from a surgical resection



Rounding Rules

• SSDIs follow the standard definitions for rounding

• These general rules can be followed for most SSDIs where lab values or 
percentages are recorded

• All SSDIs that have lab values, percentages or measurements are set up 
to record in the 10ths (one digit after the decimal point)

• If a lab value, percentage or measurement is recorded in 100ths (two 
digits after the decimal point), then the last digit must be rounded



Rules for Recording Laboratory Values

Laboratory values refer to any tests that are based on blood, urine, ascites, or spinal 
fluid. Most of these are based on blood for Recording Laboratory Values

Do not apply these rules to SSDIs that are based on tissue; use Rules for Recording 
Tests Based on Solid Tissue

Follow the below guidelines for recording laboratory values:
• All laboratory values must be done no earlier than approximately three months before 

diagnosis
• Only record test results obtained before any cancer-directed treatment is given 

(neoadjuvant therapy or surgical), unless instructions for a specific laboratory test 
state otherwise

• Record the highest laboratory value if multiple laboratory tests results are available, 
unless instructions for a specific laboratory test state otherwise



Priority Source Order

• If the only test or tests performed do not meet these criteria, code "test not 
done" or "unknown if test performed."

• Some data items ask for a laboratory value, others ask for the 
“interpretation” of the laboratory test (normal, elevated, and so forth)

• When the data item asks for the interpretation of a laboratory test, code 
the clinician’s/pathologist’s interpretation, if available, as first priority

• This would include statements of “abnormal”, “elevated”, “normal”, 
“equivocal”, “present”, “absent”, and so forth

• In addition, the physician's statement of a T, N, or M value or stage group 
for the case could be an implied interpretation of a lab value used to 
determine the TNM classification



• In the absence of a physician’s interpretation of the test, if the reference 
range for the lab is listed on the test report, the registrar may use that 
information to assign the appropriate code

• When there is no clinician/pathologist interpretation of the lab test and no 
description of the reference range in the medical record the registrar 
should code unknown. Do not code the lab value interpretation based on 
background information provided in this manual for the data item

• There will be some cases where an interpretation may be inferred from 
the background information in this manual because the lab result is 
extremely abnormal. In such cases, common sense would dictate that the 
case should be coded as elevated rather than unknown



Histologic Examination

• Histologic examination is the assessment of a tissue specimen.

• Aspiration of fluid (cells) is a cytologic examination. 

• Some data items require analysis of tissue, whereas others can be 
performed on any specimen (tissue or fluid). 

• Pathological examination can refer to either histological or cytological
examination.

• Pathological examination is also referred to as “microscopic confirmation”



Schema Discriminators

• Schema discriminators are used when primary site and/or histology are 
not sufficient to identify the correct AJCC staging algorithm

• Sometimes more than one schema discriminator may be needed to define 
the correct schema. 

• Three SSDIs (Data Item #’s 3926, 3927 and 3928) are available to collect 
the information needed to define schema, if needed

• Schema discriminators do not have a “not applicable” code.
• If the schema discriminator is needed for some sites or histologies within the 

schema but not for all, it should be left blank where it is not necessary



Schema Discriminator 1 Schema Discriminator 2

Schema Discriminator 3



SSDIs Required for Stage

In addition to T, N, M or EOD fields (primary tumor, regional nodes, and 
mets), there are SSDIs that are needed to either assign an AJCC 8th edition 
stage or derive the EOD Derived Stage Group

• Required for stage data items do not have a “not applicable” code. 

• These data items must be coded for all applicable cases. 

• If the information is not available, code the appropriate “unknown” value.

For further information on these data items, see the individual data items



SSDIs Required for Stage SSDIs used for EOD Derived 
Stage Group

SSDI Manual
Pages 34-35



Schema ID

The derived values in this data item link Site-Specific Data Items (including 
grade data items) with the appropriate site/histology grouping and account 
for every combination of primary site and histology

The values for this data item are derived based on primary site, histology, 
and schema discriminator fields (when required) 

The derived values link Site-Specific Data Items with the appropriate 
site/histology grouping



Manual Run Down

• The manual contains each SSDI and coding instructions

• The manual is divided by schema 

• Remember that the general coding rules applies to all SSDIs unless specific coding rules state 
otherwise

• This information is also found on the SEER*RSA database

• The manual is available on the SEER and NAACCR websites

• Having a PDF of the manual on your computer for internet and database downtimes as a back up
• If you do download PDF, always remember to replace with any updated versions



SEER*RSA
Registrar Staging Assistant



SEER*RSA
https://seer.cancer.gov/tools/staging/rsa.html



Add a Slide Title - 3























QUESTION?


	SSDI
	What is a SSDI?
	Slide Number 3
	Timing for collection of SSDIs
	Slide Number 5
	General Definitions and Format of SSDI Codes
	Source Documents
	Rounding Rules
	Rules for Recording Laboratory Values
	Priority Source Order
	Slide Number 11
	Histologic Examination
	Schema Discriminators
	Slide Number 14
	SSDIs Required for Stage
	Slide Number 16
	Schema ID
	Manual Run Down
	SEER*RSA
	SEER*RSA�https://seer.cancer.gov/tools/staging/rsa.html
	Add a Slide Title - 3
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Question?

