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Staging Practice
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Case 1 – Case Vignette

 HISTORY:  62 year old Asian female admitted for biopsy 
of 1cm abnormality noted on mammography. No mass 
felt in the left breast, left axilla WNL.

 CT CHEST: no abnormalities noted

 MAMMOGRAPHY: 1cm abnormality in left UOQ, 
possible malignancy.  Recommend biopsy.

 PATHOLOGY Excision:  Left UOQ Breast biopsy – low 
grade DCIS (solid, cribriform and papillary subtypes) 
6mm area of involvement . ER/PR pos, HER2 not stated

 PATHOLOGY Wide Excision and SNL Biopsy:  No 
residual carcinoma.  1 sentinel lymph nodes negative for 
carcinoma 0/1.  IHC stain for Cytokeratin is negative.
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Case 1 – Answer & Rationale
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Case 2 – Case Vignette

 HISTORY:  65 year old black female admitted for biopsy 
and resection of 2cm mass noted on mammography. 
Palpable mass in UOQ right breast, right axilla WNL.

 CT CHEST: no abnormalities noted

 MAMMOGRAPHY: 2cm stellate mass in right UOQ, 
suspicious for malignancy.  Recommend biopsy.

 PATHOLOGY Excision:  Right UOQ Breast biopsy –
infiltrating duct carcinoma, 1.6cm in greatest dimension, 
Nottingham Grade 2. ER/PR neg, HER2 +

 PATHOLOGY Wide Excision and SNL Biopsy:  No 
residual carcinoma.  2 sentinel lymph nodes negative for 
carcinoma 0/2.  IHC stain for Cytokeratin is positive.
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Case 2 – Answer & Rationale
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Case 3 – Case Vignette

 HISTORY:  57 year-old Hispanic female with 2.5cm 
mass at 10:00 in right breast and prominent axillary 
node noted on screening mammography and on PE. 

 CT CHEST:  few small (<1cm) nonspecific hilar lymph 
nodes noted in chest. Exam otherwise negative.

 PROCEDURE:  Lumpectomy, right breast with core 
biopsy of sentinel axillary lymph nodes (2) – Level I

 PATHOLOGY: Moderately differentiated infiltrating 
duct carcinoma with extensive associated DCIS, high 
nuclear grade; cribriform, papillary and solid types. 
Invasive component 1.5cm in greatest linear 
dimension, Nottingham Grade 2 (3+2+1=6), core 
biopsies (3) of suspected axillary lymph node showing 
tumor present in all core fragments (3/3).
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Case 3 – Answer & Rationale
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Case 4 – Case Vignette

 HISTORY:  61 yr old white female, lifelong smoker, with multiple medical 
problems including recent suspicious result on routine screening 
mammography. PE negative.

 CT CHEST: Negative

 STEREOTACTIC NEEDLE BIOPSY UIQ LEFT BREAST:  Infiltrating duct 
carcinoma, Nottingham Grade 1. DCIS, low grade (less than 0.1cm focus)

 SIMPLE MASTECTOMY:  Infiltrating duct carcinoma, Nottingham Grade 2 
(1.3cm) arising from an encapsulated (intracystic) papillary carcinoma, 0.9 x 
0.7cm, DCIS, intermediate grade (1.0 x 0.7cm), solid type. All margins 
negative. Hormone receptor and immunohistochemical stains ordered and 
results will be reported in supplemental report.
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Case 4 – Answer & Rationale
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Case 5 – Case Vignette

 HISTORY:  57 year old obese white female with hard left subareolar
solid mass noted by patient and confirmed on imaging.  Mass measures 
3 x 4 x 2cm. PE shows no enlarged lymph nodes in left axilla but one 
prominent supraclavicular node is noted on physical examination.

 FNA Left Breast Mass:  adenocarcinoma

 Left Modified Mastectomy: Left Breast with a 5cm area of intraductal 
carcinoma (solid, cribriform and papillary subtypes) surrounding a 
3.8cm area of invasive ductal carcinoma noted.  4 of 6 Level I nodes +, 
1/8 Level II nodes +. Supraclavicular node - core bx – positive.

 ER/PR negative, HER2 negative (triple negative)
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Case 5 – Answer & Rationale
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Case 6 – Case Vignette

 HISTORY:  49 yr old white female, non-smoker, with large central 
breast mass on right and multiple suspicious large nodes in right 
axilla.  Patient complains of redness, skin thickening and edema over 
past 6-12 months, still evident.  Recommend pre-surgical treatment.

 CT CHEST: Negative 

 BONE SCAN: Abn uptake L4-L5 concerning for metastatic disease

 PLAIN FILM XRAY L-SPINE: osseous mets L4-L5

 FNA BREAST MASS:  adenocarcinoma

 RIGHT MODIFIED RADICAL MASTECTOMY: poorly differentiated 
infiltrating duct carcinoma. Tumor extends to pectoralis muscle and 
deep margin with involvement of dermal lymphatics. 10/15 axillary 
lymph nodes involved with largest node measuring 2.8cm in size.

 Biopsy L4 – metastatic adenocarcinoma c/w breast primary

 ER/PR +, HER2 –

 Patient refused pre-operative therapy – mastectomy only
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Case 6 – Answer & Rationale
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