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Screening Mammography in
Dealing With Abnormal
Mammographic Findings

Dr. Samer Al-Ghazawi, King Hussein Medical Center, Amman - Jordan.

Objective: The aim was to assess if screening mammogram affects the surgeon’s strategy in dealing with abnormal
mammographic findings in breast neoplasia. Method:Of 416 patients referred to a single surgeon over 8 years period
.88 were referred for abnormal mammographic findings. The mammoaograms were obtained in 6 radiology offices.
The patients range in age 25-82 years,with a mean age of 49 years. Results:Of the 88 patients referred for abnormal
mammographic finding , 12(13%) were found to have distinct masses on physical examination corresponding to the

mammographic abnormality. Conclusion: Screening mammography is e valuable tool in the detecting of breast cancer
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at an early stage. Mammographic follow-up is an alternative to biopsy, however many surgeons are reluctant to

follow such a recommendation.

Dr.SAMER AL-GHAZAWI

Patients and Methods

Of 416 patients referred to a single sur-
geon over a 6 years period, 88 were
referred solely for an abnormal mam-
mographic finding. The mammograms
were obtained in a total of 6 radiology
offices, reflecting the wide geographic
area served by our particular medical
center. At least twice as many radiolo-
gists were involved in reading the films.
Rather than biopsy all patients initially,
the patient and the mammogram were
reevaluated. The patients ranged in age
from 25 to 82 years, with a mean age of
49 years. Forty-three women were pre-
menopausal and 45 were postmc-
nopausal. Fourteen had a family history
of breast cancer, 9 were taking exoge-
nous estrogens, and 6 had a history of
previous breast cancer. Ten patients had
prior breast biopsies. A careful history
was obtained and physical examination
performed. The mammograrns were

then reviewed with a -single consulting
radiologist using the following strict cri-
teria: greater than 5 microcalcifications
within 1 cm, microcalcifications in an
irradiated breast regardless of number,
circumscribed and dense masses with
indistinct  margins, masses  that
increased in size, masses that returned
after cyst aspiration, and architectural
distortion compared with the contralat-
eral breast. After this evaluation,
patients were placed in the following
groups: Group 1, immediate localization
and biopsy based on suspicious mam-
mographic findings; Group 2, biopsy
based on an obvious mass; Group 3,
repeat mammographic evaluationin 4 to
6 months; and Group 4, routine follow-
up according to American Cancer Soci-
ety guidelines because the mammo-
graphic finding was considered normal
when reviewed.
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Results

Of the 88 patients referred solely for an
abnormal mammographic finding, 12
(13 percent) were found to have distinct
masses on physical examination corre-
sponding to the mammographic abnor-
mality .

All 12 patients underwent biopsy with
the discovery of two invasive ductal ade-
nocarcinomas, one of which had metas-
tasized to the axillary lymph nodes.
After review of the mammograms, 32
patients (37 percent) underwent biopsy
for mammographic findings thought to
represent a risk for malignancy. Six of
the patients (18 percent) were found to
have cancers, none of which had metas-
tasized to the axillary nodes as deter-
mined by mastectomy and axillary dis-
section. The pathologic findings in the
patients with malignancy are listed in
Table 1. Thirty-four patients were
advised to return to the clinic in 4 to 6
months for reevaluation, as the mam-
mograms being reviewed were believed
to have a low probability of representing
a malignancy. All of these patients
returned and had repeat mammograms.
Two patients were thought to have either
persistent or new changes warranting
biopsy. Biopsy was benign in both cases.
Ten patients were assigned to routine
follow-up as their mammograms were
thought to reveal nothing abnormal on
review. During the follow-up period of
from 3 to 48 months, no nonbiopsied
patient had development of a malig-
nancy nor did yearly mammographic
follow-up meet the criteria for biopsy.
The evaluation of these 88 patients is
summarized in Figure 1. All patients
with malignancy diagnosed by biopsy
had clusters of microcalcification in the
biopsy specimen. The presence of a dis-
crete mass correlated less frequently, as
did dysplasia, asymmetry, and architec-
tural changes. By reevaluating each
patient and the mammogram using spe-
cific criteria, 42 patients (48 percent)
were spared biopsy, and on follow-up,
neither mammographic nor physical
evidence of malignancy was found.
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N Involved Nodes

Palpable lesions
Invasive ductal adenocarcinoma

Nonpalpable lesions
Noninvasive tubular carcinoma
Noninvasive. ductal adenocarcinoma
Invasive ductal adenocarcinoma

Noninvasive lobular carcinoma
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Table 1 - Histologic Diagnosis of Malignant Lesions Present on Mammography

Comments

Unquestionably, screening mammaogra-
phy plays an important role in prevent-
ing death from breast cancer. Tabar et al
[2], in Sweden, reported a 25 percent
reduction in stage Il or higher advanced
lesions in a group of women screened by
mammaography when compared with a

In the event that
the mammographic
finding is not
worrisome enough
to warrant biopsy
but is still abnormal,
a4 to 6 month
waiting period
followed by a repeat
mammogram is
unlikely to
compromise the
patient’s chance
of survival in the
event a cancer is
discovered.

control group of women not screened.
They found an overall decrease in the
mortality rate from breast cancer of 31
percent in the women screened com-
pared with those who did not have

mammography. According to a recent
review by Tinnemans and Wobbes [3],
the incidence of malignancy in nonpal-
pable breast masses detected by mam-
mography alone has ranged in different
series from 15.4 to 46.7 percent .The
majority of the cancers discovered in the
present series were noninvasive. The
American Cancer Society National Can-
cer Institute Breast Cancer Detection
Demonstration Project found 6,000
cancers in 280,000 women. In the
patients whose lesions were detected by
mammogram alone, 75 percent had
uninvolved axillary nodes at operation .
Based on calculations from the Demon-
stration Project data, it has been esti-
mated that a mammogram will detect a
cancer 2 years before it becomes palpa-
ble. With 115,000 cases of breast cancer
discovered each year in the United
States, thousands of lives can be poten-
tially saved by earlier detection.

There are concerns over screening mam-
mography. Mann et al have reported a
57.9 percent incidence of involved axil-
lary nodes in 19 women whose biopsy
of a palpable breast mass was delayed on
the basis of a normal mammographic
finding.

Based on our experience, we make the
following recommendations: (1) Repeat
the history and physical examination. In
13 percent of our patients, there was
apalpable mass in the area of the mam-
mographic abnormality that did not
require mammographic localization. (2)
Become knowledgeable in terms of
mammaographic abnormalities and what
they represent. Being able to ask intelli-
gent questions of the radiologist
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88 Patiants Raferred Sclaly
For Abnormal Mammogram

All Patients Re-Examined and
Mammograms Reviewed

12 Patients With 32 Biopsied Immediately 34 Patients with 10 Patients
Palpable Lesions  For Suspicious Lesions Repeat Mammo- Routine
gram 4-8 Months Follow-up
Biopsy 6 Cancers (18%) 2 Biopsied
2 Cancers 0 Cancers
ror ADnarmal Mammogram
Ail Patients Re-Examined and
Mammoegrams Reviewed
12 Patients With 32 Biopsied Immediately 34 Patients with 10 Patients
Palpable Lesions  For Suspicious Lesions Repeat Mammo- Routing

gram 4-6 Months Follow-up
Biopsy 6 Cancers (18%) 2 Biopsied
2 Cancers 0 Cancers
All Patients Re-Examined and
Mammograms Reviewed
12 Patients With 32 Biopsied Immediately 34 Patients with 10 Patients
Palpable Lesions For Suspicious Lesions Repeat Mammo- Routine
gram 4-8 Months Follow-up
Biopsy B Cancers (18%) 2 Biopsied
2 Cancers 0 Cancers

Figure 1 - Evaluation of BS patients during a foll

strengthens your ability to make a deci-
sion. (3) Establish a good working rela-
tionship with one radiologist who you
trust, especially a person who is not
overly concerned with covering himself.

Have all studies referred to you reviewed
by your consultant for a second opinion.
By comparing a single consistent inter-
pretation with your operative findings,
you can get a feel for the accuracy of the
mammaographic findings, (4) Establish
with your radiologic consultant a set of
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ow-up of 3 to 48 months.

specific criteria for what constitutes a
suspicious mammographic  finding.
This eliminates the vague “cannot
exclude” statements. Much more desir-
able language is “this lesion represents a
1 in 20 probability of being malignant.”
Determining probabilities is very help-
ful for the surgeon in decision making
and provides valuable information for
the patient in terms of dealing with the
anxieties of the situation. (5) In the
event that the mammographic finding is
not worrisome enough to warrant

biopsy but is still abnormal, a 4 to 6
month waiting period followed by a
repeat mammogram is unlikely to com-
promise the patient’s chance of survival
in the event a cancer is discovered.
Mammography will, in many cases,
allow surgeons the satisfaction of curing
their patients of a vicious disease. How-
ever, it will also lead to many perplexing
decisions. A consistent, systematic
approach to the interpretation of mam-
mograms and their effective use in clin-
ical decision making will benefit both
the patient and the physiciaion .

Summary

Screening mammography is a valuable
tool in the detection of breast cancer at
an early stage. Large numbers of patients
are being referred to surgeons for biop-
sies on the basis of mammographic
abnormalities alone. As mammograms
are complex studies and the findings
often subtle, variation in terms of inter-

By becoming educated
in regard to mammo-
graphic abnormalities,
establishing specific
criteria with a
consistent radiologist,
and following patients
carefully who are not
biopsied, the surgeon
can deal effectively
with screening
mammography.

pretation and recommendations for
biopsy can leave the surgeon in a diffi-
cult position. We have reported a sys-
tematic method for evaluating patients
and  mammograms.  Eighty-eight
patients were referred to a single sur-
geon solely for an abnormal mammo-
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graphic finding. Physical examination
was repeated and the mammogram
reviewed with a single consulting radi-
ologist using specific criteria to define a
mammaographic abnormality. Through
this evaluation, biopsy was avoided in
42 of 88 patients, with follow-up mam-
mograms and physical examinations
finding no suspicion of malignancy. By
becoming educated in regard to mam-
mographic abnormalities, establishing
specific criteria with a consistent radiol-
ogist, and following patients carefully
who are not biopsied, the surgeon can
deal effectively with screening mam-
mography. There are two effective ways
of reducing the death rate of cancer of
the breast, One is by screening asymp-
tomatic women and the other way is by
aggressive diagnosis of symptomatic
women who have a lump. The breast
cancer mortality rate has not changed in
50 years; however, mammography can
bring about a significant improvement

with detection at an early date. Malig-
nancy cannot be excluded in an x-ray
report catches the attention of both the
physician and the patient. In half of
these cases, the chance of malignancy is
estimated to be less than 1 in 20. Mam-
mographic follow-up is an alternative to
biopsy; however, many surgeons are
reluctant to follow such a recommenda-
tion.
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