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Breast Grade Table 12

G1: Low combine histologic grade (favorable); SBR score 3-5;
Nottingham/SBR Grade 1

G2: Intermediate combined histologic grade (mod favorable); SBR score 6-7; 2
Nottingham/SBR Grade 2

Preferred Grade for
Invasive breast
cancer

G3: High combined histologic grade (unfavorable); SBR score 8-9; 3
Nottingham/SBR grade 3
Nuclear grade | (low) L
Nuclear grade Il (Intermediate) M IR IR

g In Situ breast cancer
Nuclear grade Il (high) H
Well Diff A ;

. Generic Grade Table
Moderately Diff B When preferred grade not
Poorly Diff (o given; may result in
unknown stage

Undifferentiated; Anaplastic D
Unknown; Grade not assessed 9

In Situ Tumors

* Preferred grade is based on 3-grade Nuclear system

* Documentation may be 1/3, 2/3, or 3/3 - thisis NOT
Nottingham Grade

* AssignlL,M,orH
* If pathologist documents G1, G2, or G3 for anin situ tumor

they are documenting the nuclear component of the
Nottingham score

Grade Table 12  Assign L, M, or H
Notes 6 & 7 * Invasive Tumors

* Preferred grade is Nottingham Grade/Score

* If grade is stated as Grade 1, 2, or 3 then code appropriately;
assume Nottingham grade is used

* Ifterms used in Generic Grade Table (A-D) are the only
information available, code as appropriate

* Do NOT use L, M, or H for invasive tumors
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Generic -

°
Grade Table °
— P iy * Only use the generic grade table when the
e:l:nptlun rade ssigne rade e .
Differentiated, NOS | A appropriate grade table for a cancer uses
Well differentiated | A the categories A-D
Only stated as ‘Grade I’ | A
Fairly well differentiated Il B * Preferred grade SyStem was not
Intermediate differentiation I B used/documented, and site grade table
Low grade -1l B includes A-D
Mid differentiated Il B
Moderately differentiated I B Exam P le:
Moderately well differentiated 1] B
Pafﬁa::v diffﬁ:f:“afed ; I B Moderate well differentiated ductal
partially well differentiate -1 B .
Relatively or generally well differentiated I B carcinoma Of the breast
Only stated as ‘Grade I’ I B COd e B

» Allinvasive breast cancers should be assigned a histologic
grade
* Nottingham combined (Nottingham mod SBR grading
system)is preferred

* Morphologic Features:
* Tubule formation
* Nuclear pleomorphism
* Mitotic count

* Eachscored a 1-3to get an overall score

* Do NOT calculate unless all three components are available

BreaSt Grade * Should come from the primary tumor

* Grade from nodal tissue may be used ONLY when there was
NEVER any evidence of primary tumor (TO; EOD Primary
Tumor 800)

* Gradeis coded using G1, G2, or G3
* Nottingham is difficult to perform on nodal tissue
* Some terminology my include differentiation terms:
*  Well differentiated: G1
* Moderately differentiated: G2
* Poorly/undifferentiated: G3

* Multiple tumors abstracted as a single primary, code the
highest grade

Table 12




3/30/2026

* Grade Clinical
* From Date of Diagnosis until treatment begins

G rade Ti me . Irgiastir%ém?( grade from the primary tumor prior to any

Frames * Grade Pathological
* From Date of Diagnosis until the start of Adjuvant
treatment
* May include grade from clinical workup (Note 9)
* Behavior
* Clinical & Path tumor behavior same AND clinical grade is
higher
Can » Clinical behavior is invasive, and Path behavior is in situ
NOT be * Surgical Resection
4 blank * Primary tumor resection performed and

* No grade documented OR
* Noresidual disease
* No Surgical Resection

/ * Primary tumor resection not performed, but positive
microscopic confirmation of distant metastasis during clinical
time frame
ARy * Code 9 (unknown) when:
~ * Clinical case onl
N Y

* Neoadjuvant therapy given
* Grade checked “not applicable” on CAP

Clinical & Path Grade Coding Timeframe

Grade Pathological: Diagnosis through 15t course

surgery without neoadjuvant Tx

Autopsy

Clinical

This Photo by Unknown Author is licensed under CC BY-SA

Grade Clinical: Diagnosis — First course ?Swjeuéam
biopsy, FNA, imaging, etc. surgery Py



https://commons.wikimedia.org/wiki/File:Patient_Operation_Cartoon.svg
https://creativecommons.org/licenses/by-sa/3.0/

Grade Time
Frames
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* Grade Post Therapy Clinical (yc)
* Applies to cases diagnosed 2021+
* Leave blank for earlier diagnosed cases

* Record the grade from primary tumor that has been

microscopically examined following neoadjuvant
therapy

* Includes biopsy, FNA, etc.
* Do NOT use grade from tumor resection

Leave blank if
there is no
neoadjuvant
therapy
administered

* Grade Post Therapy Path (yp)

* Record grade of primary tumor that has been resected
following neoadjuvant therapy

* Use grade from post therapy clinical (yc) workup when
(Note 9):
* Behavior
* Post therr—ig)y clinical and post therapy path behavior is the
same AND post therapy clinical grade is higher

* Post therapy clinical behavior is invasive and post therapy
path behavioris in situ

* Surgical Resection
* Primary tumor resection after neoadjuvant therapy and

* No grade from resection documented OR
* Noresidualdisease

Post-Therapy Grade Coding Timeframe

Autopsy

Clinical

Grade Clinical: Diagnosis —

biopsy, FNA, imaging, etc.

10

Neoadjuvant

3

Autopsy —
Post
Therapy
Path

Autopsy —
Post

Therapy

Clin

r‘ - rs,ﬁ)
SIS
- -

| n
This Photo by Unknown Author is licensed under CC BY-SA -

Grade Post-
therapy Clin
T

Grade Post-

therapy Path

Unknown Author is licensed
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Grade
Scenario 1

Grade
Scenario 2

5/4/25 R breast, UOQ, core biopsy:
ductal carcinoma in situ, high grade

5/24/25 R breast, UOQ, lumpectomy:
invasive duct carcinoma arising from
DCIS, 4mm, Nottingham grade 1;
DCIS high grade

What is the correct Grade Clinical?

A. H
B. 1
C. 9
D. C

What is the correct Grade Pathological?
A. H

B
C. 9
D

3/4/25 L breast, core biopsy: invasive duct
carcinoma, grade 2; L axilla needle biopsy:
metastatic carcinoma c/w breast primary

3/29/25 Med onc: patient will undergo
neoadjuvant TCHP with breast conserving
surgery following

4/2025-7/2025 TCHP

8/3/25 L breast lumpectomy, LOQ: no residual
carcinoma; 0/3 L axilla SLN

What is the correct grade pathological?

A 2

B. 9

C. Blank

What is the correct grade post therapy path?
A 2

B. 9

C. Blank

3/30/2026
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Breast SSDIs

item# _[Dataltem ___________________|DateRequired |Required by

| —

Breast Schema 00480

3882 LN Positive Axilla Level I-1I 2018+ All standard setters
3827 ER Summary 2018+ All standard setters
3826 ER Percent Positive 2018+ CoC and SEER
3915 PR Summary 2018+ All standard setters
3914 PR Percent Positive 2018+ CoC and SEER
3855 HER2 Overall Summary 2018+ All standard setters
3863 Ki-67 (MIB-1) 2018+ CoC and SEER
3904 Oncotype Dx Recur Score - Invasive 2018+ CoC and SEER
3906 Oncotype Dx Risk Level - Invasive 2018+ CoC and SEER
3903 Oncotype Dx Recur Score - In Situ 2018+ CoC and SEER
3905 Oncotype Dx Risk Level — In Situ 2018+ CoC and SEER
3894 Multigene Signature Method 2018+ CoC and SEER
3895 Multigene Signature Result 2018+ CoC and SEER
3922 Response Neoadjuvant Therapy 2018+ CoC and SEER

3/30/2026
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Old SSDIs - Breast Schema 00480

3828 ER Allred Score 2018-2022 CoC and SEER
3916 PR Allred Score 2018-2022 CoC and SEER
3854 HER2 ISH Summary 2018-2020 CoC and SEER
3852 HER2 ISH DP Ratio 2018-2020 CoC and SEER
3851 HER2 ISH DP Copy No 2018-2020 CoC and SEER
3853 HER ISH SP Copy No 2018-2020 CoC and SEER

15

LN Positive Axillary Level I-lI
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LN Positive Axillary Level I-lI

* Number of positive ipsilateral levell & Il axillary LN and intramammary LN

* Levell: low axillary and intramammary
* Levelll: interpectoral and Rotter’s nodes

* DO NOT include level lll, internal mammary, and supraclavicular LN
* Lymph nodes with ITCs are not counted as positive LN
* Only those with greater than 0.2mm mets are considered positive
* If path states LN positive with no measurement assume greater than 0.2mm

* Based on pathological exam/microscopic examination

* SLN biopsy/Axillary LND/LN Biopsy or FNA

* Must be equal to or less than nhumber of LN coded in Regional Nodes

Positive

17

Subclavicular

Supraclavicular  nodes (axillary
P lovel lly GpAxillay level I

Central axillary vein

s
.
ot

Abdominal nodes
(to diaphragm and liver)

18

Regional LN of
Breast

* LN Positive Axillary Level | &I
* Involved ipsilateral LN
* ONLY count levels | &I

* Intramammary (within breast)
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Neoadjuvant Therapy

Clinical nodal involvement is more extensive, include ONLY
those nodes that are positive during clinical workup (prior to
treatment)

e Can be from FNA, core biopsy or SLN procedure

Post-neoadjuvant nodal involvement is more extensive,
include ONLY those nodes positive during surgery

e Can be from FNA, core biopsy, SLN procedure, or LND

19
LN Positive Axillary Level | & Il

Allipsilateral axillary LN are negative 00

Actual number of positive LN (exact number) 01-99

100+ axillary level | & Il LN X1

Positive nodes, unknown number X5

Positive aspiration or needle core biopsy (no excision) X6

Not documented in medical record; X9

Level I-Il axillary LN not assessed,;

Unknown if assessed;

No nodes assessed microscopically

20

20

10
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ER & PR SSDIls

ER & PR Summary
ER & PR Percent Positive

ER/PR Summary

* Summary of the results from testing for ER/PR
* ER/PR positivity are favorable prognostic factors

* Use results from primary tumor testing results

* ONLY use information from nodal or metastatic tissue when there is no evidence of
primary tumor (TO; EOD PT = 800)

* In situ disease IS evidence of a primary tumor
* Do NOT use results from Oncotype or Multigene Signature Tests

* Primary tumor has both invasive and in situ components

* ER/PR done for both tumors —ignore the in situ results
* ER/PR positive on in situ component and negative on invasive — code negative
* ER/PR tested only on in situ component, invasive not tested — code unknown

22

22

11
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ER/PR Summary

* Single tumor with different results — use the highest results

* Multiple tumors abstracted as a single abstract with different results -
code from the largest tumor size
* Size can be from clinical or pathologic findings
* Don’t use specimen size to determine largest tumor size

* Neoadjuvant Therapy
* Use results prior to treatment (clinical workup)
* If no pre-treatment results, code from post-therapy findings

23

23
Description Code
ER or PR negative (0.0% or less than 1%); physician states negative 0
ER or PR positive; physician states positive 1
Test ordered, results notin chart 7
No physician statement
Not documented in medical record; 9
Can’tbe determined (indeterminate);
Not assessed or unknown if assessed;
Reported as borderline;
No tissue diagnosis of breast cancer
24
24

12
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ER/PR Percent Positive or Range

* Use the same report as the one used to code ER/PR Summary
* If ER/PR negative or percentage is less than 1% - code 000
 If ER/PR positive but percentage is unknown — code XX7
* Code actual ER/PR percentage takes priority over range codes

* When the information is only a range

* Range codes (R codes) are defined in steps of 10
* Range is less than or equal to 10, code appropriate R code based on the lower number
* Example: report documents 1-5% - code R10 (1-10%)
* Range is greater than 10, code XX9 (unknown)

25

25

ER/PR Percent Positive or Range

* What if you only have a less than or greater than percentage?
* Follow SSDI General Instructions on recording values, page 22 (SSDI Manual
v3.2)
* Record one less than stated when value is reported as “less than X”
* Record one more than stated when value is reported as “greater than X”

» This may refer to a whole number or decimal depending on the code structure of the data
item

* Examples:
* ER Percent Positive stated as <60%, code 059 (59%)
* PR Percent Positive stated as <75%, code 076 (76%)

26

26

13
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ER/PR Percent Positive or Range Codes

ER/PR Negative or less than 1%; physician statement negative 000
Actual stated percentage: 1-100% (Use actual percentage over range codes) 001-100
Stated as 1-10% R10
Stated as 11-20% R20
Stated as 21-30% R30
Stated as 31-40% R40
Stated as 41-50% R50
Stated as 51-60% R60
Stated as 61-70% R70
Stated as 71-80% R80
Stated as 81-90% R90
Stated as 91-100% R99
Test done, but results not in the chart XX7
Not documented; Not assessed or unknown if assessed; Range greater than 10 XX9

27

27

HER2 Overall Summary

14
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HER2 Overall Summary

* HER2 = Human Epidermal Growth factor Receptor 2
* May also be referred to as ERBB2 or ERBB2 gene
* Approximately 15-20% of breast carcinoma overexpresses this gene
* HER2+ worse prognosis in both node positive/negative patients
* Specific treatments for HER2+
* Herceptin
* Results must be from primary breast tissue

* If there is no evidence of primary tumor, then use information from nodal or
metastatic tissue
* In situ findings IS evidence of a primary tumor

* Do NOT use results from Oncotype or Multigene Signature tests

29

29

HER2 Overall Summary

* Single tumor with different results — use the highest results
* Multiple biopsies and/or surgical resection

* Multiple tumors abstracted as a single abstract with different results -
code from the largest tumor size
* Size can be from clinical or pathologic findings
* Don’t use specimen size to determine largest tumor size

* Neoadjuvant Therapy
* Use results prior to treatment (clinical workup)
* If no pre-treatment results, code from post-therapy findings

30

30

15
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HER2 Overall Summary

* In Situ Tumors (behavior /2)
* HER2 testing is not routinely done — often coded 9
* If HER2 results are available from in situ disease, code as stated

* Invasive and In Situ Tumors

* If both tumors are tested for HER2, then code based on the invasive portion
* In Situ component is HER2+ and invasive is HER2 negative - code 0 (negative)
* HER2 only tested on in situ component and not invasive — code 9 (unknown)

31

31
HER2 Overall Summary Codes
HER2 negative; equivocal; physician stated negative 0
HER2 positive; physician stated positive 1
Test ordered, no results in chart 7
Unknown if assessed or not assessed; 9
Not documented in record;
Borderline;
Clinical diagnosis only (no microscopic exam)
32
32

16
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* Ki-67 (MIB-1) is a marker of cell proliferation

* High Ki-67 is an adverse prognostic factor

* NCCN guidelines recommend that path reports include
* Tumor differentiation
* Mitotic rate
* Ki-67

* Data collection variable in AJCC

* May also be referred to as “Proliferative Index”

* Provided as a percentage
* Example: Ki-67 14%, code 14.0

34

34

17
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* In Situ and Invasive Components
* IfKi-67 is performed on both, code results from invasive portion

* IfKi-67 is performed only on the in situ component, and not on invasive- code
unknown

* Code results from primary breast tissue

* ONLY use nodal or metastatic tissue findings when there is no evidence of primary
tumor

* Finding of in situ IS evidence of primary tumor

* Neoadjuvant Therapy
* Code based on clinical workup if available (pre-treatment)
* If only information on post-therapy findings, code this information

35

35

* What if you only have a less than or greater than percentage?
* Follow SSDI General Instructions on recording values, page 22 (SSDI Manual v3.2)
* Record one less than stated when value is reported as “less than X”
* Record one more than stated when value is reported as “greater than X”

* This may refer to a whole number or decimal depending on the code structure of the data item
* Example: Ki-67 reported as >20%, code 20.1

* What if you only have a range for Ki-67?

* Follow SSDI General Instructions on recording ranges, page 30 (SSDI Manual v3.2)
* Code the next highest number based on the lower value
* Depending on the data item it may be a whole number or decimal
* Example:Ki-67 reported as 5-10%, code 5.1

36

36

18
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Ki-67 Coding Structure

Actual percentage: 0-100%; enter percent positive 0.0-100.0
Test done, actual percentage not state XXX.7
Not documented; XXX.9

Ki-67 (MIB-1) not assessed or unknown if assessed

37

37

Oncotype Dx

Oncotype Dx Recurrence Score/Risk Level — Invasive
Oncotype Dx Recurrence Score/Risk Level - DCIS

19
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Oncotype DX Recurrence Score

* Oncotype DX Recurrence Score - Invasive is a numeric score of a genomic test to
predict the
* Likelihood of distant recurrence
* Likelihood of the benefits of chemotherapy for early-stage breast cancer
* Required for prognostic staging for T1-2, NO, M0, ER+, HER2 neg cancers
» Score of less than 11 indicates a pertinent cut off value for staging purposes

* Oncotype DX Recurrence Score - DCIS is genomic test that estimates the likelihood
of local recurrence for a patient w/ DCIS

* Oncotype DX provides a quantitative score based on a continuous scale from 0-100
* Higher score reflecting higher risk of disease recurrence/chemo benefit

39

39

Oncotype DX Recurrence Score

* ONLY record the results from Oncotype DX testing

* If some other testis used — code XX9
* This includes linear regression models and Magee score

* Code from primary breast tissue testing

* When there is NO evidence of primary tumor, you can use information on testing of
nodal or metastatic tissue

* Multiple tests — code the highest value

40

40

20
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Oncotype DX Recurrence Score

Invasive Tumor DCIS
000-100 Enter actual recurrence score between 000-100 Enter actual recurrence score
0-100 between 0-100
XX4 Stated less than 11 | XX6 Not applicable - invasive case |
XX5 Stated as equal to or greater than 11 XX7 Test ordered, results not in chart
XX6 Not applicable — case is in situ | XX9 Not documented in chart/record;
XX7  Test ordered, results not in chart » LCIS tumors;
Not assessed or unknown if assessed;
XX9 Not documented in record/chart; Clinical diagnosis only, no

Not assessed or unknown if assessed;
Clinical diagnosis only, no microscopic
exam of tissue

microscopic tissue examined

41

41

Oncotype DX Risk Level

* This data item is from the same report use to code Oncotype DX
Recurrence Score
* Risk Levels - Invasive:
* Low -recurrence score less than 18
* Intermediate —recurrence score between 18 and 30
* High —recurrence score greater than or equal to 31

* Risk Levels - DCIS:

* Low —recurrence score less than 39
* Intermediate —recurrence score between 39-54
* High -recurrence score greater than or equal to 55

42

42

21
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Oncotype DX Recurrence Score

Invasive Tumor

DCIS

Low risk (score 0-17)
Intermediate (score 18-30)

High (score greater than or equal 31)

Low (score 0-38)
Intermediate (score 39-54)

High (score greater than or equal 55)

Not applicable — case is in situ

Not applicable — invasive case |

Test ordered, results not in chart

© N oMM = O

Not documented in record/chart;

Not assessed or unknown if assessed;
Clinical diagnosis only, no microscopic
exam of tissue

43

Test ordered, results not in chart

© N oMM = O

Not documented in record/chart;

s | CIS tumors;

Not assessed or unknown if assessed

43

Multigene Test

Multigene Signature Method
Multigene Signature Result

22
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Multigene Signature Testing

* Normally done on node-negative cases to predict risk of recurrence or
response to chemotherapy

* May help node-positive cases with small tumors plan treatment and predict recurrence
* Do NOT code Oncotype DX Testing results in this area

* Multigene Signature Method
* MammaPrint
* PAM 50 (Prosigna)
* Breast Cancer Index
* EndoPredict

* Don’tinclude other tests, such as those that evaluate hereditary mutations
(myRisk, BRCA, etc.)

* Only record tests that are based on gene assays

45

45

Multigene Signature Testing

* Multigene Signature Results:

* Use score from type of test coded in Multigene Signature Method
* Depending on test the range of values and scoring may be different
* Code the actual score when provided
» If the only information is low, intermediate, or high risk code as appropriate

46

46

23
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Multigene Signature

Method

Results

3/30/2026

MammaPrint

PAMS50 (Prosigna)

Breast Cancer Index

EndoPrint

Test performed, type unknown
Multiple tests (any codes 1-4)
Test ordered, results not in chart

Not documented; Not assessed or
unknown if assessed;

© N O g b WODN

Enter actual recurrence score
Score 100

Low risk

Moderate (intermediate) risk
High risk

Test ordered, results not in chart

Not documented; not assessed or
unknown if assessed

Response to

00-99

X1
X2
X3
X4
X7
X9

Neoadjuvant Therapy

47

24
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Response to Neoadjuvant Therapy

* Distinctly different from these neoadjuvant therapy data items:
* Neoadjuvant Therapy
* Neoadjuvant Therapy - clinical
* Neoadjuvant Therapy — treatment effect

* Managing physician’s statement of response to neoadjuvant therapy —
clinical findings
* Do NOT infer or interpret a response based on the medical record
* Registrars should NOT use the definitions for these to code this field:
* Complete Response
» Partial Response
* No Response
* A statement from the managing physician must be used to code this data item

49

49
Response to Neoadjuvant Therapy
Description _______________[Note | Code|
Neoadjuvant therapy not given; Includes cases behavior /2 0
Non-invasive (in situ) tumor
Stated as complete response (CR) Managing physician states “total” or “complete” 1
Residual Cancer Burden (RCB) = 0;
RCB class of pCR
Stated as partial response (PR) 2
Stated as response to treatment Not stated as complete or partial 3
States as no response (NR) 4
Not documented in the medical record/chart; No statement by the clinician; 9
Not assessed or unknown if assessed; Response not documented in the chart;
Unknown if neoadjuvant therapy given Only post-therapy surgical pathology report
available
50
50

25



52

3/30/2026

Case Scenarios

Case Scenario 1

1/13/25 L breast stereotactic biopsy: atypical ductal hyperplasia w/
micropapillary features

2/27/25 L breast, total mastectomy: DCIS, 57mm, high grade; L SLN
0/1, micromets identified (2mm)

Breast: ER + (10%) HER2 2+ FISH neg, Ki-67 5%
SLN: ER +; HER2 negative

52

26
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Case Scenario 1

Grade Clinical

Grade Pathological

Grade Post Therapy Clinical

Grade Post Therapy Pathological

Positive Axillary LN Level | & I

ER Summary

ER Percent Positive

PR Summary

PR Percent Positive

HER2 Overall Summary

K-67

Oncotype DX Recurrence Score - Invasive
Oncotype DX Risk Level - Invasive
Oncotype DX Recurrence Score — DCIS
Oncotype DX Risk Level - DCIS

Multigene Signature Method

Multigene Signature Results

Response Neoadjuvant Therapy 53

Case Scenario 2

5/24/25 R breast, needle core biopsy: High grade DCIS, focal area
suspicious for microinvasion; ER+ and PR+

* Comment: small focus of atypical cells that is suspicious for
microinvasion, definitive diagnosis of microinvasion cannot be made on
this specimen

6/1/25 Surgeon: Patient with cT1mi NO MO R breast cancer, patient
prefer bilateral mastectomy

8/18/25 Bilateral mastectomy: R breast - DCIS, 25mm, high grade;
microinvasive ductal carcinoma, 1mm; L breast negative for
malignancy

* R breast: Invasive - ER+ (20%); PR+ (15%); Ki-67 10%

54

27
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Case Scenario 2

Grade Clinical

Grade Pathological

Grade Post Therapy Clinical

Grade Post Therapy Pathological
Positive Axillary LN Level | & I

ER Summary

ER Percent Positive

PR Summary

PR Percent Positive

HER2 Overall Summary

K-67

Oncotype DX Recurrence Score - Invasive
Oncotype DX Risk Level - Invasive
Oncotype DX Recurrence Score — DCIS
Oncotype DX Risk Level - DCIS
Multigene Signature Method

Multigene Signature Results

Response Neoadjuvant Therapy 55

55

Case Scenario 3

4/15/25 Bilateral screen mammo: abnormal calcifications in R breast, UOQ; L
breast neg

4/23/25 Diagnostic mammo and US R breast: 1cm hypoechoic nodule, 1:30
position, with scatter calcifications; no abn LN; recommend biopsy

5/2/25 R breast, 1:30, core needle biopsy: invasive duct carcinoma, grade 1;
DCIS, intermediate grade

5/20/25 R breast, lumpectomy: invasive duct carcinoma, grade 2, 1.2cm; DCIS,
minimal; 0/3 R axillary SLN
+ ER+ (70-75%); PR+ (>60%); HER2 neg; Ki-67 14%

6/2/25 Med Onc - patient w/ node negative ER+ R breast cancer, Oncotype DX
score 18, chemo not recommended; Will send to Rad Onc for possible adjuvant
RT; Plan HRT following RT if administered

56

56

28
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Case Scenario 3

Grade Clinical

Grade Pathological

Grade Post Therapy Clinical

Grade Post Therapy Pathological
Positive Axillary LN Level | & I

ER Summary

ER Percent Positive

PR Summary

PR Percent Positive

HER2 Overall Summary

K-67

Oncotype DX Recurrence Score - Invasive
Oncotype DX Risk Level - Invasive
Oncotype DX Recurrence Score — DCIS
Oncotype DX Risk Level - DCIS
Multigene Signature Method

Multigene Signature Results

Response Neoadjuvant Therapy 57

SEER*Educate Homework

* Complete Breast SEER*Ed Cases:
* Training — Coding CEs

» DX 2021-2025 EOD, SS, Grade, SSDI
Mashup (CE Closes 12/31/26)

* Breast cases 1-10

HOMEWORK
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Questions?

Contact Information:
Melissa Riddle, ODS-C
Training & Education
lowa Cancer Registry

melissa-riddle@uiowa.edu
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