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Outline 
❑Case

❑Triple test 

❑Population based screening 

❑High risk screening 

❑ Use of MRI 



Case - symptomatic 
59F presented to your office with a few months history of left breast pain 

History 

❑ sharp intermittent pain 

near the upper part of L breast and in L axilla 

❑ no breast lumps 

❑ no nipple changes/ discharges

❑ no skin changes

Risk assessment 

❑ no FHx of breast /ovarian cancers

❑ post menopausal, not on HRT 

❑ 2 children – breast fed for 9 & 12 months

❑ routine screening with BS (due soon) – no 
previous recall/bx 

❑ no previous breast surgery

❑ non smoker 



Examination 
❑ Inspection 

❑ Palpation 



Examples (not related to the case)



Triple Test 
❑ Clinical – history and examination 

❑ Imaging - mammogram and ultrasound 

❑ Biopsy – FNA or core or open 



Bilateral mammogram 



Bilateral breast ultrasound 



us guided biopsy
❑ FNA 

❑ only get cytology 

C1 – non diagnostic

C2 – benign

C3 – atypical / indeterminate

C4 – suspicious 

C5 – malignant 

❑ useful in axillary LN, particularly if cancer 
proven 

❑ however, if working up for lymphoma, best not 
to use FNA (not enough to do flow cytometry) 

❑ core 

❑ histological diagnosis 

❑ invasive vs in-situ

❑ differentiate between subtype

❑ can do ER/PR/HER2 







Population-based breast screening 
❑ Asymptomatic patients 

❑ Breast Screen Australia 

▪ Women aged 50-74 (invite from age 40)

▪ Bilateral Mammogram (2D) every 2 years 

▪ If recall -> assessment clinic (Erina)

▪ Bilateral Tomosynthesis +/- Spot or Magnification view 

▪ Target ultrasound only!



Mirocalcifications
❑ “indeterminate microcalcifications”

❑ “ for referral to breast surgeon to discuss 
about stereotactic biopsy”

❑ unless classic “tea cupping”, most others will 
be deemed indeterminate. 

❑ if associated with a stellate lesion or with 
obvious pleomorphism, then will be deemed 
“suspicious microcalcifications”

❑ at present, only machine (other than Breast 
Screen Erina) that can do VAB is at PRP NG



Stereotactic Vacuum Assisted Biopsy 
(VAB)  

❑ after VAB, needs to have specimen 
mammogram to confirm the cals are in the 
specimen

❑ clips are placed at the time to ensure the 
area can be identified at the time of surgery 





High risk screening
❑ High risk patients

▪ known gene mutation carrier

▪ Suspected gene mutation but personally not tested, ie women with first-degree relatives who are 
known mutation carriers

▪ those with a family history suggesting inherited mutations (3 or more first and second degree relative)

❑ Annual screening – bilateral mammogram, breast ultrasound and MRI
▪ If known gene carrier, start breast MRI and breast ultrasound from age 25-30 or 5 years younger than 

the index patient’s age. Add on mammogram from age 35

▪ Revert back to just bilateral mammogram and breast ultrasound after age 60

❑ Hereditary Breast Cancer Clinic 





Breast MRI 
❑ MRI is a highly sensitive test for detecting breast cancer. 

❑ The sensitivity of MRI for invasive and in-situ cancers are 94-99% and 50- 80%

❑ Reported sensitivity on MRI of 81% for multifocal, multicentric cancer compared with that of 
mammography alone (48%) and with a combination of mammography and sonography (63%) 
(Hlawatsch et al)

Sardanelli et al





MRI – 1) High Risk screening 
❑ Gene mutation carrier

❑Not use for routine screening of women with average/ population risk
▪ FALSE POSITIVE – pre-test probability too low 

▪ Difficult to arrange MR guided biopsy (lesion may not be seen on fusion/ target ultrasound)

▪ Unnecessary anxiety 



MRI – 2) Pre-operative assessment
❑ For lobular cancer, high grade DCIS, dense breasts

▪ Mammographic sensitivity for detecting invasive lobular carcinoma range from 34% to 81%, which is 
inversely related to mammographic density. Conversely, the reported sensitivity of MRI for invasive 
lobular carcinoma is 93% to 96%

▪ The sensitivity of MRI was 92% for DCIS compared with only 56% by mammography. Of interest, MRI 
sensitivity was particularly strong in women with high-grade DCIS. (Kuhl et al.)



MRI –pre op assessment



MRI – pre-op assessment 





MRI – neoadjuvant chemotherapy
❑Pre- and Post- neoadjuvant chemotherapy 

▪ Breast MRI is helpful in demonstrating the true tumour size initially, as well as identifying residual 
tumour following the completion of neoadjuvant therapy. 

▪ Although, MRI is limited by both over- and underestimation of residual disease, it correlates more 
accurately with pathologic specimens, in the range of 71% to 90%, vs. clinical exam (19% to 60% 
accuracy), ultrasound (35% to 75% accuracy) and mammography (26% to 70% accuracy).



MRI – Occult primary 
❑ Occult primary – malignant axillary lymph node

▪ Patients presenting with metastatic axillary adenocarcinoma with no evidence of breast cancer 
on physical exam or mammography represent <1% of all breast carcinoma cases



MRI – Implant assessment
❑Breast implant assessment

▪ MRI is the imaging modality of choice for detecting silicone implant rupture. 

▪ More superior to mammography and ultrasound with the sensitivity of MRI reported to range from 
78% to 100% and specificity ranging from 63% to 91%



*Since Nov 2022, MRI rebate is now to 60

*

*
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