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Executive summary
This document is a refresh of the third edition of NHS Breast Screening Programme
(NHSBSP) guidance for assessment in breast screening, produced in 2010.
An expert group has made changes to the guidance following consultation with national
groups and organisations. See appendix 1 for a list of expert group members.
The refresh includes:







guidance on leadership and documentation of assessment
the use of markers (clips)
localisation of breast lesions
investigation of B3 lesions
assessment and staging of the axilla
datasets for transfer of women to symptomatic services for treatment
(we will issue further guidance on B3 lesions at a later date)
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Revision changes and rationale
Description of change from
existing guidance
Requirement for all
assessments to have a
‘responsible assessor’

Page
no.
7

Changing method of recall from
letter to make it more generic

8

Option to undertake second
opinion

9

Tomosynthesis
Vacuum Assisted Core Biopsy

11
11

Markers (Clips)

12/13

B3

13

Axilla
Microcalcification

14
16

Documenting outcome of
assessment

18

Documenting assessment on
NBSS

21

Giving results

19

Data transfer

22

Rationale
To ensure that responsibility for decisionmaking and recording findings can be
attributed to a single qualified practitioner for
both governance and monitoring purposes.
Change required because increasing number
of units employ double reading at
assessment and responsibilities are not
clearly defined.
To recognise that other methods of
communication other than letters are
frequently used within trusts.
To give units and screening directors
conditions where they might consider having
a second opinion at assessment.
Use of new technology referenced.
Use of new technology referenced.
New technology documenting change in
practice to improve confidence in
concordance between mammography and
US and reduce unnecessary procedures and
second operations.
Reflection of increasing evidence around
these lesions – awaiting further guidance.
No change - updated references.
Updated in light of new technology and
references.
New – strengthening governance and
documentation in the light of recent incidents.
To ensure accurate recording of assessment
process. This is to support women getting
correct result, improved MDM discussion and
audit process.
Reflecting current practice which is patientcentred for benign results.
To ensure sufficient information for the
management of the patient.
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Introduction
The aim of assessment is to obtain a definitive and timely diagnosis of all potential
abnormalities detected during screening. This is best achieved by using ‘triple
assessment’, comprising imaging (usually mammography and ultrasound), clinical
examination and image guided needle biopsy for histological examination if indicated.
Cytology should no longer be used alone to obtain a non-operative diagnosis of breast
cancer.

The assessment process
Screening is a two-part process. Some women will be sent a normal screening result after
initial reading. Others will be recalled to assessment either to confirm the presence of
breast cancer (or a high risk lesion) or to be reassured that they have a normal result and
can be discharged back to screening. Figure 1 shows the assessment process in further
detail including the possible start and end points.

The director of screening of the breast screening unit is responsible for verifying that failsafe
mechanisms are in place to ensure that decisions to recall for assessment are actioned.1 If a
recalled woman fails to attend there should be processes in place for issuing a second recall
appointment. If she fails to attend a second a time, there should be processes for contacting
the woman and her primary care team to agree on appropriate further management.
A new role, ‘responsible assessor‘(RA) is the person taking clinical responsibility for the
assessment of individual cases. The purpose of designating an RA is to accurately monitor
assessment performance. This is to support governance, training and improve quality; as
well as providing clear leadership during clinics. RAs should therefore ensure that data entry
accurately represents their clinical activity.
The director of screening is responsible for ensuring that the assessment process is
appropriately carried out by all RAs. This should be confirmed by audits of individual RA
assessment performance, including:
 number of assessments performed
 quality of data entry
 adherence to unit and national protocols
Clinical performance will be supported by national audits.


All figures appear at the end of the document.
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These audits should be regularly repeated at not less than yearly intervals and the results
disseminated to ensure learning. This should be in a supportive environment with a view to
improving quality wherever possible. If difficulties are encountered that cannot be dealt with
in the unit, the assistance of the screening QA service and a professional clinical advisor
should be sought. These audits will be reviewed at QA visits. RAs have responsibility for
complete and accurate data entry on NBSS for all assessment episodes.

Organisation of assessment clinics
There should be enough capacity to ensure assessment takes place in a timely fashion
and meets national standards as set out in the programme service specification at:
https://www.england.nhs.uk/commissioning/pub-hlth-res/
Prior to assessment, the RA is responsible for confirming the area of interest to be
assessed, to ensure that assessment investigations are clear, appropriate and
comprehensive. This may be done by holding a pre-assessment briefing.

Method and timing of recall
Most women who take part in the breast screening programme have no breast symptoms.
The expectations and needs of these ‘well women’ recalled for assessment of a screendetected abnormality are very different from those of women referred to symptomatic breast
clinics.2 Recall for assessment is associated with significant anxiety, particularly as most
women have had no previous indication of a breast problem.3 For this reason, invitation to
recall should be made in a timely and sensitive fashion, taking into account that most women
recalled for assessment will not have breast cancer.
Recall by letter is currently the recommended method. Any written communication
(electronic or otherwise) should convey the basic minimum information, including a
contact telephone number for women seeking more detail. Invitations to
assessment should be timed to arrive when the breast service team can be
contacted with the minimum of delay4 and avoid receiving invitation letters on
Fridays or at the weekend. The primary care team should be kept informed about
the outcome of the assessment process.5
Phoning women to invite them for assessment may increase their anxiety. If it is
unavoidable, the telephone call must be made only by suitably trained individuals
and must comply with written local guidelines.

Number of assessment visits
The number of diagnostic assessment visits needed to achieve a definitive primary
diagnosis should be as low as possible. Appointments and facilities should be
8
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arranged so that stereotactic biopsy is routinely available on the same day as
assessment.
No more than two visits for needle biopsy procedures should normally be needed to
achieve an initial non-operative diagnosis. This does not include further visits
where women have additional workup following a cancer diagnosis to aid surgical
planning (such as upgrade to invasive cancer).

Personnel for the assessment clinic
Individuals with the appropriate skills in radiography, radiology, breast care nursing and
clinical examination should be present as core members of the assessment team. Other
support staff will also be required.
Professionals involved in screening assessment are expected to fulfil the
requirements for individual professional training and for their continuing professional
development (CPD). They should carry out assessments and procedures regularly,
so they can maintain their skills and competence.
Those involved in formal screen reading should also participate regularly in
screening assessment.
The service should ensure all women who are recalled for assessment receive
information, advice and support appropriate to their needs. A clinical nurse
specialist in breast care should be available in the clinic to provide this.6

Responsible assessor
The RA must be an accredited breast radiologist, consultant radiographer or breast
clinician. They must have the required range of qualifications, abilities, experience and
current CPD to decide the outcome of assessments. An assessment can only be
considered complete when the RA is satisfied that all appropriate investigations have
been adequately performed, whether undertaken by themselves or others. The RA
should request any additional investigation they believe necessary. Each individual
case requires sign off in this way. There may be more than one RA working in a single
clinic.

Second opinion
There have been a number of incidents in assessment. These often involve singlehanded clinicians who have worked unsupported, or occur where new or locum
colleagues would have benefitted from the support of more experienced colleagues.
Screening directors should consider second opinion to mitigate some of these
risks. It is recognised that for smaller units, and particularly units lacking sufficient
9
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resources, this may present severe challenges to implement. In such
circumstances reciprocal arrangements between adjacent units could be
considered.
Before final sign-off, and at a stage when a second opinion may still influence final
outcome, a second assessor may review the case. This should ideally be during
the assessment clinic so that the patient can be given a definitive outcome
immediately. This is particularly important in cases when a biopsy has not been
taken. Some services already routinely employ a second opinion during
assessment for some cases. Others arrange review of assessments after clinics.
The RA makes the final decision regarding assessment cases, but should work
collaboratively with colleagues during clinics to improve consistency, quality and outcomes.

Equipment for assessment
The equipment for breast assessment includes:
 digital mammography equipment which should be capable of:
• magnification mammography
• special views
• small field digital stereotactic x-ray guided biopsy7
• undertaking specimen radiography during a core biopsy procedure8,9,10
 approved tomosynthesis (may be used where available)
 ultrasound equipment
 consumables and devices necessary for core biopsy and vacuum biopsy,
including biopsy site markers
All equipment should meet standards within national guidance.7

Indications for assessment following screening
Assessment is indicated in the following circumstances:





significant mammographic abnormality
significant breast symptoms or signs identified at screening
review of short term recall
significant MRI abnormality in women at high risk11,12

Mechanisms must be in place to identify and record significant signs and symptoms
of breast problems in women attending for screening. This information must be
made available at the time of screen reading.13,14
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Significant symptoms and signs noted by the patient or the radiographer at screening
should be documented and recalled (figure 2). These include:





a lump
distortion of the breast
suspicious nipple or skin change including fixed nipple inversion
a bloody discharge

Radiographers and assistant practitioners should be trained to recognise signs at the
time of screening.15 Recall for assessment of signs and symptoms may be appropriate
even if the screening mammograms appear normal. Radiographers may instigate
recall for assessment where local protocols dictate, but ultimate responsibility for this
rests with the authorised mammography readers.
Screen detected mammographic and MRI abnormalities should be clearly
documented, so as to make the feature and the location in the breast for the recall
clearly identifiable to those undertaking the assessment.

Right results protocol
All screening units must have a quality management system to ensure the right
result is sent to the right woman.16

Assessment procedures
Assessment protocols
Each assessment clinic should have at least one RA and should follow the triple assessment
model:





appropriate further imaging with mammography
ultrasound
clinical examination
needle sampling when indicated

Each assessment unit should have written protocols for triple assessment based
on this document, but take local circumstances into account, for example the
availability of vacuum-assisted core biopsy (VACB) and tomosynthesis.17,18,19,20
Protocols should be agreed by all members of the local breast assessment team.
The protocols should clearly define the assessment methods to be used and the
11
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diagnostic and referral pathways appropriate to each possible assessment
outcome. These should include responsible assessor identification, second opinion,
recording of outcomes and arrangements for multidisciplinary discussion.

Further imaging
Most women are recalled as a result of a mammographic abnormality. Unless this
abnormality is considered to be immediately identifiable, further imaging is carried
out to assess the nature of the lesion. This assessment should include the
minimum imaging required to confirm or exclude an abnormality, including further
mammography (repeat routine views, magnification or special views in at least two
planes/tomosynthesis) and/or ultrasound where indicated. Depending on the
nature of the breast abnormality, some women will not need further imaging.
Where they do, it should be directed by the RA for the case. Ultrasound should be
used in most assessment cases, even if the recalled abnormality appears to have
resolved on further views and in all cases where the original abnormality involved a
soft tissue density.
The correlation between mammography and ultrasound is important to ensure any
abnormalities seen relate to the same lesion on both modalities. Lesion size, shape
and position should be considered and in cases where correlation is challenging,
difficult or uncertain, then the placing of a marker (clip) under ultrasound and
subsequently repeating the mammogram may be helpful.
If a cancer is suspected, ultrasound should be extended to cover at least the
affected quadrant. For dense breasts, consider the whole breast as well as the
ipsilateral axilla.
Extended breast ultrasound reduces the risk of a second unexpected lesion being
identified at localisation, or inadvertently missing the index lesion, in particular when
MRI staging has not been performed.
There is evidence from small studies on staging21,22,23 and screening trials that a
small number of additional foci are found but at a risk of additional benign
biopsies.23,24,25,26 To date, as with preoperative MRI staging, there is no evidence for
improved patient outcomes.26,27

Clinical examination
The clinical examination of women recalled for assessment should be carried out
before biopsy for anyone who was recalled for a clinical reason, by an individual
who has the necessary clinical skills.
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Needle biopsy of breast
Significant breast abnormalities should be assessed by core biopsy or vacuumassisted core biopsy (VACB). 28,29,30,31 Wide bore needle biopsy provides information
on invasive status, tumour subtype, histological grade and receptor status. It also
aids the definitive diagnosis of benign lesions32 and reduces repeat operations.33,34 If
a service has access to high quality cytology with immediate reporting, then fine
needle aspiration cytology (FNAC) may be used in addition to core biopsy, but not
instead of it. In exceptional cases FNAC may be used alone if core biopsy is not
possible.
Ultrasound is the technique of choice for guided needle sampling. A permanent record
of images showing the biopsy needle in the target lesion should be made. VACB should
be used for re-biopsy and in the investigation of B3 lesions.
Marker (clip) insertion is advised to confirm the correct area has been sampled for
example when changes are difficult to perceive, or if there is any doubt that the
lesion seen on ultrasound corresponds to the mammographic changes. Marker (clip)
placing is particularly important to facilitate treatment planning/surgical localisation
when there are multiple lesions or when there is any risk that the area of concern
could be removed or rendered difficult to see by the biopsy.
A marker (clip), with mammographic documentation of its position, is the safest
way to facilitate communication within and between teams and to ensure the
correct lesion is removed at surgery or to facilitate follow-up.
All needle biopsies carried out as part of screening assessment should be
reviewed at the multi-disciplinary meeting (MDM). Management of each case
should be agreed and documented.35

Investigation of B3 lesions
Lesions categorised as B3 (of uncertain malignant potential) may be associated
with co-existing adjacent malignancy (upgrade), see appendix 2 and some are also
associated with a longer term increased risk of developing cancer.36
Appendix 2 provides guidance on the standardisation of clinical management,
without resort to first line diagnostic surgical excision. B3 lesions may present as a
range of radiological abnormalities and it is essential that management decisions
are made at an MDM. Review of current literature on upgrade rates for each type of
B3 lesion shows that all types warrant further histological examination (unless fully
excised already), whether a lesion is seemingly coincidental or interpreted as the
cause of radiological abnormality.
13
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When deciding whether to undertake vacuum-assisted excision (VAE) or diagnostic
surgery, the multi-disciplinary team (MDT) should specifically consider how
representative the sampling is and the degree of pathology concern. This should
take into account the summation of the 14g core or VACB and any further
vacuum-assisted excision procedure.
Observational studies show that some of these lesions of uncertain malignant
potential are also associated with a risk of developing breast cancer that is three to
five times greater than that of the general population. The bulk of the evidence
suggests that this group has a relative risk (RR) of greater than four. The risk is not
restricted to the breast where the biopsy or excision of the benign condition
occurred, and surveillance programmes must not focus on one breast only.
The elevated level of risk for these women is not significantly altered by a family
history of breast cancer, but there is evidence that the woman’s age at diagnosis
of a premalignant lesion, the type of lesion, and the time that has elapsed since her
biopsy do modify the level of risk. However, these data are partly conflicting and
have not, at present, been shown to affect the risk estimates to an extent that would
affect decisions about surveillance.36
In light of this, the NHSBSP is not in a position to provide advice on, or
commission, follow up surveillance. It is noted that many units are providing annual
mammography for five years through their symptomatic service.
Services should make every effort to register these women in the Sloane Project
phase two atypia audit.37

Needle biopsy of the axilla
All patients with a non-operative diagnosis of invasive breast cancer should have
ipsilateral axillary ultrasound performed, preferably at the time of initial
assessment.38,39,40,41 If this was not performed initially, it should be done as soon
as possible following core biopsy diagnosis of the breast cancer. The number and
morphology of any abnormal nodes should be documented.
If an abnormal node(s) is identified, the most suspicious one should be sampled by
either FNA or core biopsy.41 It cannot be assumed that an ultrasonically abnormal
node is malignant. The evidence around what cortical thickness can be considered
to be abnormal is not clear39 so the criteria and procedure for sampling should be
agreed locally and subject to audit. FNAC and core biopsy of axillary nodes are
recognised techniques and staff involved in assessment should have the necessary
skills to carry these out under ultrasound guidance. If the breasts are normal and
other nodal pathology is suspected, then local protocols should be followed to
obtain a tissue diagnosis.
14
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Occasionally the sentinel node is situated in a very low position, well into the breast,
and there are reported cases of these unusually-placed nodes being missed at
surgery. In these circumstances care should be taken in documenting the position of
the node and consideration given to pre-operative marking following MDM
discussion.

Assessment of mammographic
abnormalities
Masses
Ultrasound is the preferred imaging method for establishing the nature of a breast
mass (figure 3). Further mammography, including focal compression views or
tomosynthesis, may be needed to confirm the presence, morphology and site of
the mass. All solitary and/or new masses recalled for assessment that are
confirmed as solid on ultrasound and that do not have the typical features of a
hamartoma, lipoma, fat necrosis or normal lymph node should undergo needle core
biopsy. This should normally be performed under ultrasound guidance.
Cysts with atypical features require further evaluation, including aspiration and core
biopsy of any residual internal or mural solid component. If a mass is confirmed on
mammography but is not visible on ultrasound, it should be managed according to
its mammographic features and not assumed to be insignificant. Unless the
mammographic features are definitively benign, stereotactic core biopsy should be
performed.
If a B1, B3 or B4 result is reported at initial core biopsy of a solid lesion then either a
second core biopsy or VACB should be considered. A further biopsy should also be
performed if B2 histology is not thought to be concordant with the imaging opinion.

Architectural distortion
Possible architectural distortion found during screening mammography requires
imaging work-up in the first instance. This should comprise standard mammography
views and localised compression/magnification views or tomosynthesis as well as
ultrasound, to establish whether there is a persistent localised abnormality. The
initial assessment should also include clinical examination to check for relevant
clinical findings such as a mass or scarring from previous surgery (figure 4). If
surgical scarring is ruled out, architectural distortion may indicate malignancy and
needle biopsy should always be performed.33,42,43
15
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Asymmetric density
Further mammography or tomosynthesis, ultrasound and clinical examination
should be performed for all asymmetric densities considered significant enough to
warrant recall (figure 5). Core biopsy should be performed on all significant
asymmetrical densities found on imaging or clinical examination which could not be
accounted for as normal glandular tissue after these tests.

Microcalcifications
It is difficult to distinguish between benign and malignant microcalcifications from
their mammographic appearance alone (figure 6). Cranio-caudal and lateral
magnification/spot compression views aid further characterisation and help in the
assessment of the probability of malignancy. There is conflicting evidence on the
value of tomosynthesis for both detection and characterisation of calcification, so
this should not be routinely used until further evidence is available.44,45 Magnification
views are also useful in defining the extent of ductal carcinoma in situ (DCIS) if
conservation surgery is being considered.
Ultrasound assessment of micro-calcification may identify focal areas of altered
echotexture, indicating possible invasive foci within DCIS.46,47,48 Microcalcifications
with definitively benign features do not require needle biopsy. If there is thought to
be any risk of malignancy, image guided core biopsy with specimen radiography
should be performed.6
Representative microcalcification must be demonstrated in the core specimens on
specimen radiography.6,7 If it is not, the procedure should be repeated. Ideally, this
repeat biopsy should be by means of VACB. Otherwise a diagnostic surgical biopsy
should be performed, unless malignancy has been diagnosed within cores that
contain no calcification. Pathology request forms should document the
presence or absence of representative calcification and the pathologist should be
able to access the specimen x-rays.
The identification of microcalcification on histology is not in itself a reliable indicator
of adequate sampling. Histological microcalcification is a common incidental
finding and may be present when there is no calcification visible on
mammography. Surgical biopsy is unnecessary when histology shows a definitively
benign cause for calcifications in core specimens and when specimen radiography
confirms the presence of calcifications clearly representative of those considered
suspicious on mammography.
A marker with a metal component may be useful to mark the site after needle
biopsy. This is especially the case for:
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small lesions which might be removed by biopsy
lesions which could be difficult to identify if subsequent excision biopsy is
required
when multiple areas have been biopsied to mark the relevant sites

Multiple foci and extensive microcalcification
Careful consideration needs to be given to cases with multiple foci of abnormality or
extensive microcalcification. It is important to ensure that adequate sampling is
undertaken to guide both the MDT and the patient in their decisions about surgery.
It is important that there is enough evidence to justify recommending mastectomy,
for example support by tissue diagnosis.

Multi-disciplinary team meetings
Effective MDT meetings49,50,51,52,53 are patient centred although their format and the
composition of their attendance will vary between different screening units. It is an
important principle, however, that each patient having had a needle biopsy should
be discussed at an MDT meeting
The outcome of assessment should be decided according to agreed MDT written
protocols. A provisional opinion as to the nature of the problem and its possible
management may be discussed with the woman at the time of her assessment. Any
woman who has undergone needle biopsy should have her result discussed in an
MDT meeting and her management options agreed in the presence of the recipient
surgeon or his or her surgical representative. This should happen before the patient
receives her result and before any treatment options are discussed with her.
Clear documentation is required at assessment and at the MDT meeting of the
area(s) biopsied, and any unbiopsied area(s) that may need additional sampling
as a result of the initial pathology and MDT discussion.
An MDT meeting to discuss the results of screening assessment should occur at
least weekly. It is important that correlation between imaging, clinical findings and
pathology is checked as part of the triple assessment process. If there is
discordance between the imaging and pathology outcomes then further action
should be taken, such as a repeat biopsy, depending on the disagreement.
In exceptional circumstances, if the screening director feels that there are local
reasons why the service should not follow this model of an MDT, it is recommended
that a formal document is produced that describes:
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the deviation from this MDT model
the rationale for the deviation
any mitigating action to minimise possible reduction in quality
evidence of discussion and support from referring and receiving surgeons
any relevant audits to monitor quality

This document should be taken to the local screening programme board for
consideration and agreement. The screening QA service should be asked to
comment and advise on possible impact. Commissioner’s support should be
sought, and the programme board should be asked to provide formal sign off and a
document review date.
Clear documentation is also required at assessment and at the multidisciplinary
team meeting of the area(s) biopsied and any unbiopsied area(s) that may need
additional sampling, resultant on the initial pathology and MDT discussion.

Exceptional circumstances
In certain circumstances, clinical factors such as patient co-morbidity may make it
neither possible nor prudent to adhere to normal assessment practices. These
cases should be reviewed by the MDT and the reasons documented.
MRI should be considered for the further assessment of difficult cases where
conventional triple assessment is inconclusive and for cases where needle biopsy
is not possible. MRI should not be used as a substitute for needle biopsy of a focal
abnormality.

Outcomes of assessment
There are four possible outcomes of assessment:
1.
2.
3.
4.

Return to the routine screening programme.
Referral for treatment.
Referral for therapeutic vacuum-assisted excision or open surgical biopsy.
Short-term recall.

Documenting assessment outcome
A minimum data set is required at completion of the NHSBSP assessment process,
to inform surgical referral, localisation and treatment planning of patients. It is
18
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imperative that appropriate information is recorded for onward referral for surgery
(appendix 3).

Short-term recall
A short-term recall is defined as a further invitation to assessment. Short-term
recall must not be considered a routine outcome of assessment.13,54,55 The use of
triple assessment makes it possible to reach a definitive conclusion in the majority of
cases. For a small number of patients however, assessment may not yield a
definitive decision and the MDT may consider surgical biopsy inappropriate. In such
exceptional cases, short-term recall is required. A woman should only be placed on
short-term recall only if:
 there is clear justification
 all the options have been discussed with the woman
 the decision has been discussed in detail at the MDT meeting, agreed and
documented
This option should not be used as an alternative to definitive assessment.
All assessment processes should normally be completed within two months of the
first assessment attendance and the episode closed. Short-term recall is a new
screening episode and is reported in table D on the KC62 statutory return. It is not a
delayed screening assessment follow-up. Women placed on short-term recall
should not be recalled at a time interval of less than 12 months. They should be
invited to the assessment clinic for bilateral two-view mammography and given their
result immediately. They should not be given a routine mammography screening
appointment. Short-term recall cases should be the subject of regular clinical audit
and are included in the peer review of radiologists’ performance as part of quality
assurance visits.13,56

Results after assessment
All women with a diagnosis of breast cancer should receive their results in the
presence of a clinician and a clinical nurse specialist in breast care. Enough time
should be allocated to provide the necessary counselling and support.
Even for a normal result, the provisional and final results of assessment should be
given to the patient by a clinical practitioner.57,58,59 All women who have been
assessed and do not have a diagnosis of cancer should receive written
confirmation of the outcome of their assessment.2,4
Primary care teams must therefore be informed without delay of the assessment
outcome. Some women with a benign outcome and most of those with a diagnosis
19
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of cancer requiring treatment will seek support from primary care, both for
themselves and for their families.
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Appendix 2: guidance on the management
of B3 lesions
Lesion diagnosed on
14g or vacuumassisted biopsy
(VAB)

Risk of
upgrade

Atypical intraductal
epithelial proliferation
(AIDEP)

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x 7g
18-87% with 14g; cores). If larger area of
pooled value
microcalcification, consider sampling
21% after VAB
more than one area. Consider
histological diagnosis in light of all
biopsies.

Classical (not
pleomorphic) lobular
neoplasia

Pooled value
27%

Flat epithelial atypia

13-21% (in pure
form); may coexist with
AIDEP +/- LN
and risk then
higher

Recommended investigation

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x 7g
cores), even if lesion thought to be coincidental.
Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x 7g
cores). If larger area of microcalcification
consider sampling more than one area.

Radial scar with epithelial
36%
atypia

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x
7g cores).

Papillary lesion with
epithelial atypia

36%

Surgical diagnostic excision (because of
need to microscopically measure the
atypical area for diagnosis)

Mucocoele-like lesion
with epithelial atypia

21%

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x
7g cores).

Radial scar or papillary
lesion without epithelial
atypia

<10%

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x
7g cores).

Cellular fibroepithelial
lesion

37% (range 1676%) phyllodes
tumours, but
rarely (<2%)
malignant

Surgical excision

<5%

Excise/sample thoroughly with VAE, in
general equivalent to approx. 4g (12 x
7g cores).

Mucocoele-like lesion
without epithelial atypia

Miscellaneous others
such as some spindled
Depends on
cell lesions,
lesion
microglandular adenosis,
adeno-myoepithelioma

Suggested approach for
follow-up if no malignancy
on VAE – awaiting further
evidence review

Surveillance Mammography.
[The optimal frequency and
length of surveillance
mammography for these lesions
is unclear and awaits further
guidance. At present many units
are undertaking annual
mammography for 5 years.]

Return to NHSBSP.

Diagnostic surgical excision
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These lesions are not known to
be associated with long-term
risk of development of
carcinoma.
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Appendix 3: minimum dataset for referral
from assessment
This includes patients diagnosed with breast cancer, and certain non-breast
cancers (such as lymphoma), and certain benign conditions (such as phyllodes
tumour), that need further treatment at the end of assessment.
The transfer of information from a named clinical lead in the screening centre
should include:
 full patient details – name, address, date of birth (DOB), screening number,
NHS number
 the name of the referring centre
 the screening lead name and address
 the centre contact details including email and telephone numbers
 the patient’s GP and contact details
 the key worker name (if allocated)
 information on how imaging and all other documentation will be
forwarded, for example via IEP link, email
A proforma generated for referral to surgeon or treating centre should clearly state:
 patient details on every sheet of the referral – full name, DOB, screening
and NHS number – (preferably at the top and the bottom)
 date screened
 date of first assessment
 62-day target date for treatment
 MDT meeting discussion dates
 details of all lesions assessed and biopsy result(s) at each location –
including method of guidance, type of biopsy/gauge needle, if marker
(clip) placed, & type of localisation advised
 ultrasound of axilla
 list of any additional investigations – why performed and result eg breast
MRI, second look US
 clinical findings
 comments on patient’s general health and any other important patient
factors (for example, a frozen shoulder, which would be problematic for
radiotherapy positioning, recent MI and anticoagulated)
 high risk screening patient Y/N; if Yes, reason – eg BRCA, Mantle DXT
 details of any previous breast surgery or treatment and side/site of this (for
example previous WLE and DXT to breast)
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 any trials the patient has been offered or may be suitable, for example
LORIS
An example proforma for the clinical components may look like this:
 assessed lesions:
i.
Left upper outer ,15mm calcifications, stereo 14g core, B3 with AIDEP, 9g
stereo VAB – B5a, intermediate grade DCIS, marker (clip) placed, calcs
excised.
ii.
Left lower inner – 20 mm spiculate mass, US core B5b invasive carcinoma of
no special type, provisional grade 2, no marker (clip).
iii.
Left axilla – indeterminate node, US FNA – no malignant cells, lymphocytes
present. Accepted.
 additional investigations: none
 patient’s general health: well
 Previous breast history: right WLE, DXT to breast 10 yrs ago with 5 yr
tamoxifen
 MDT summary: Advise left mastectomy and SNB, as multiple foci. Refer for
surgical treatment. Note previous contralateral breast cancer 10 years ago (If one
lesion – specify if clinical, US skin marker, US wire or x-ray guided localisation
advised)
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Figure 1 Assessment process

Screening
(including High Risk)

NORMAL/BENIGN

Routine
screening

ABNORMAL

Recall for
assessment

Short-term
recall
*(Exceptional
outcome)

Assessment

Needle biopsy
Routine
screening

Multidisciplinary
team meeting

Refer
for treatment
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Figure 2 Assessment of clinical signs/symptoms

Clinical examination
+/- further imaging

NORMAL

Routine
screening

ABNORMAL

Needle biopsy
+/- marker (clip)
Normal or
definitively
benign result

Multidisciplinary
team meeting

Significant
abnormality

Refer
for treatment
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Repeat needle
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result is equivocal
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Figure 3 Assessment of breast masses

Mass

Ultrasound +/- further
mammographic imaging and
clinical examination

Solid
mass/complex
cyst confirmed

Cyst

NORMAL

Aspiration

Routine
screening

Residual
abnormality

No residual
abnormality

Normal or
definitively
benign result

Needle biopsy
+/- marker (clip)

Multidisciplinary
team meeting

Repeat needle
biopsy/VACB if
result is equivocal

Significant
abnormality

Refer
for treatment
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Figure 4

Architectural distortion

Architectural
distortion

Further mammographic
imaging, ultrasound, clinical
examination

NORMAL
ABNORMAL

Needle core
biopsy or VACB
+/- marker (clip)

Routine
screening

Multidisciplinary
team meeting

No epithelial
atypia

VACB excision
+/- marker

Epithelial atypia
on VACB
histology

Consider VACB or
diagnostic surgical
biopsy
B3 guidelines
Appendix 2
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Figure 5

Asymmetric density

Asymmetric density

Further mammographic
imaging, ultrasound and
clinical examination

NORMAL

Abnormal and/or
visible on
ultrasound

Routine
screening

Needle biopsy
+/- marker (clip)

Normal or
definitively
benign result

Repeat needle
biopsy/VACB or
surgical biopsy if
result is equivocal

Multidisciplinary
team meeting

Malignant

Refer
for treatment
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Figure 6

Microcalcifications

Microcalcifications

Uncertain or
suspicious

Further imaging

Definitively
benign

Clinical examination and
consider ultrasound

Routine
screening

Needle core biopsy with
specimen radiography
+/- marker (clip) insertion

Definitively
benign result
Multidisciplinary
team meeting

Repeat needle
biopsy/VACB +/- marker
(clip) or surgical biopsy if
result is equivocal
or non-diagnostic
B3 guidelines Appendix 2

Malignant

Refer
for treatment
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