
Breast Cancer Screening: 
What’s New for 2011? 

Marc F. Inciardi, M.D.
Assistant Professor of Radiology
Breast Imaging Section



Disclosures

• Principle investigator for U-Systems, Somo-Vu 
Clinical Study

• Expert faculty for physician training for U-
Systems, Automated Breast Ultrasound (ABUS)Systems, Automated Breast Ultrasound (ABUS)



Screening Circa 1990

• Baseline mammogram at age 35
• Annual mammograms begin age 40
• Annual clinical breast exam
• Monthly self breast exams• Monthly self breast exams





Had mammograms

No mammograms





American Cancer Society

• Yearly mammograms are recommended starting at 
age 40 and continuing for as long as a woman is in 
good health

• Clinical breast exam (CBE) about every 3 years for • Clinical breast exam (CBE) about every 3 years for 
women in their 20s and 30s and every year for women 
40 and over

• Women should know how their breasts normally look 
and feel and report any breast change promptly to 
their health care provider. Breast self-exam (BSE) is 
an option for women starting in their 20s.



United States Preventative Services 
Task Force Recommendations 

• Against screening women 40-49 yrs
• Biennial screening 50-74 yrs
• Insufficient evidence for screening after age 74• Insufficient evidence for screening after age 74
• Insufficient evidence for clinical breast exam
• Against teaching self breast exam to women



USPSTF-members

• Dr. Grossman, pediatrician, employed by Group 
Health Cooperative (insurance company)

• Dr. Isham, HMO director• Dr. Isham, HMO director
• Breast surgeons, breast oncologist, breast radiation 

therapist, or breast radiologist=0



USPSTF-aka, � Task Force�

• Used data from numerous RCTs, some not very good
• Canadian study-

– Used only MLO views (not current standard of 
care)

– Physicist assigned to the study quit due to poor – Physicist assigned to the study quit due to poor 
quality that was not addressed

– Patients with palpable findings allowed into study
– Found no benefit in screening



Randomized Controlled Studies

• RCTs tend to underestimate value of screening 
benefit, due to women being assigned to undergo 
screening, and not doing so, but included in the 
screening group-dilutes the benefit seenscreening group-dilutes the benefit seen



Swedish Two-County Trial-
Randomized/Controlled-29 year F/U

Invited to screening mammography Not invited to screening mammography

Mortality difference-30%
For the populations



Swedish Two-County Trial-
Randomized/Controlled-29 year F/U

Had mammogram No mammogram

No mammogram Had mammogram

Invited to screening mammography Not invited to screening mammography

Mortality difference-50%
For the individual patient



USPSTF wants to screen by 
risk

• Stated that women in 40s should only be screening if 
high risk

• 75-90% of women who develop breast cancer are of 
average risk, and therefore vast majority of women average risk, and therefore vast majority of women 
who develop breast cancer would not be screened 
under these guidelines



Risk Models

• Gail (most well known/used) 
– 7 questions
– Personal (age of menarche, prior bx, 1st deg

female relatives)
– http://www.cancer.gov/bcrisktool– http://www.cancer.gov/bcrisktool

• Claus/BRCA Pro/BOADICEA
• Tyrer-Cuzick



Average Risk:
screening guidelines

• Annual mammographic screening age 40, as long as 
the patient is healthy

• Clinical breast exam q/3 years age 20-40, then yearly
• Breast self exam optional• Breast self exam optional



High Risk Patients:
screening guidelines

• Mammography yearly by age 25-30
• MRI yearly by age 25-30.
• Can perform together, or alternate q/6 months• Can perform together, or alternate q/6 months



High Risk Definition

• BRCA 1/2 gene mutation
• 1st deg relative with mutation by pt untested
• Lifetime risk of >20%
• Had radiation therapy to chest ages 10-30 yrs
• Syndromes (LiFraumeni, Cowden, herditary diffuse 

gastric cancer, or 1st deg relatives with same)
• (Breast density)



Breast Density

• What is it?
• Why should I care?
• How do I know my breast density?• How do I know my breast density?



Breast Density: what is it
(American College of Radiology terminology)

• Less than 50% dense

– (1) Fatty (0-24% fibroglandular)

– (2) Fibroglandular (25-49% fibroglandular)

• More than 50% dense:

– (3) Heterogenously dense (50-74% fibroglandular)

– (4) Very dense (75-100% fibroglandular)



Fatty breast Dense breast



Relative Risk for Breast Cancer

High Risk

• BRCA 1/2
• History of breast cancer
• Prior biopsy showing 

Low Risk
• Any family history of breast 

cancer
• Obesity
• Alcohol use• Prior biopsy showing 

lobular carcinoma in-situ
• Breast density

• Alcohol use
• Hormone use
• Nulliparity
• Early age menses
• Late menopause
• Prior breast biopsy
• History of atypia on biopsy



Breast Density: why should I care?

• Increased risk of breast cancer 4-6 times
• Harder to detect breast cancer in dense breasts
• Mammograms miss up to 50% of breast cancer in • Mammograms miss up to 50% of breast cancer in 

very dense breasts



Fatty breast Dense breast

Increased risk of breast cancer 4-6x





Harris Poll: April 28, 2010

• Women asked if they knew their � breast density�
• 95% did not!
• Also asked it they knew that breast density increased • Also asked it they knew that breast density increased 

their risk for breast cancer
• 90% did not!



Breast Ultrasound

Breast ultrasound detects breast cancer missed by 
mammograms in dense breasts

ACRIN 6666 Study

2809 women; dense breasts and high risk

55% increase in cancer detection55% increase in cancer detection

92% were invasive, mean size of 10mm

89% node negative

Hand held ultrasound by experienced PHYSICIANSPHYSICIANS

Without a symptom, screening ultrasound not covered by 
insurance



Issues limiting adoption

• All scans were performed by highly trained breast 
radiologists
– Not enough breast radiologists to perform exams
– Reimbursement not meant for physician time
– Results not applicable for exams performed by – Results not applicable for exams performed by 

ultrasound technologists
• Screening breast ultrasound not currently reimbursed 

(no CPT code)



Somo-Vu Clinical Study

• University of Kansas-part of multisite study

• Automated breast ultrasound-ABUS

• Performed by trained personnel; eg, motivated office 
staff, not necessarily US technologistsstaff, not necessarily US technologists

• 1 minute/scan; 3/breast for a total of 6 scans=6 min.

• Volumetric acquisition of data, reconstructed in 3 
planes and sent to physician workstation for review





Courtesy Laszlo Tabar



University of Kansas experience

12 Cancers both modalities: 8.2/1000
• Mammography total: 5.5/1000
• ABUS added: 2.8/1000 (50%)• ABUS added: 2.8/1000 (50%)

11 of 12 CA Stage 1 or less (92%)



Summary

• Screening mammography saves lives; not 
enough of the population participates

• Screening guidelines will be increasing • Screening guidelines will be increasing 
tailored to risk as we go forward

• Beginning of recognition of breast density 
as a significant risk factor



Summary

• Currently, screening breast ultrasound not 
covered by insurance nor universally 
recommended for breast cancer screening

• Times are changing-”areyoudense.org”• Times are changing-”areyoudense.org”
– CT legislation (and other states)

• Screening ultrasound may play a large 
role in the future for breast screening



Thank you!
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