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BI-RADS Category

ASSESSMENT CATEGORY® FOLLOW-UP
Diagnostic workup
BI-RADS category 0 including comparison to -
Mhaing cvamat ‘ * [prior mammograms and ~ ASSESSMENT eategory

imaging evaluation) diagnostic mammogram and/

ultrascund as indicated

BI-RADS category 1 » Screening (See BSCR-1)

(MNegative)

BI-RADS category 2
{Benign finding)

= Screening (See BSCR-1)

Stable or -
Imaging (ultrasound or resolving Screening (See BSCR-1)
Mammaographic dlﬁgnnshghmammgram}
andior BI-RADS category 3 for 24 moP%d to assess
ultrasound {Probably benign finding} for changes _
evaluation If return visit uncertain or
strong patient preference I d Core
may include biops ncrease
BI-RADS category 4 Y Pey suspicion g?ﬂdlﬂ }—' Follow-up After
{Suspicious abnormality) _— . 1opsy Core Needle Biopsy
After complete imaging evaluation (See BSCR-13)
BI-RADS category 5 —|tissue sampling by image-guided -
{(Highly suggestive of core needle biopsy
malignancy)

El O%moueg? 'f%vc Mon%%nﬁﬁjéwgﬁldelmes for Breast Cancer
mallgnanu:y:l




SCREENING OR SYMPTOM CATEGORY?2 SCREENING/FOLLOW-UPb

* i il
Age 225 but <40 y w |* Clinical Eﬂm:l-l..lrrl:erln every 1-3 y
* Breast awareness

A::nge * Annual clinical encounter™ 2k

d * Annual screening” mammogram®™" (category 1)
* Tomosynthesis is recommended, if available®"®

* Breast awareness'

Age 240 y -

= Residual lifetime risk =20% as defined
by models that are largely dependent

) —= | on family history®™!

Asymptomatic * Thoracic radiation therapy (RT) between

ages 10 and 30 y

—* [ncreased Risk Screening Follow-up (See BSCR-Z)

* 5-year risk of invasive breast cancer
21.7% in individuals =35 yj (per Gail

e en Increased A.l'_lfpl-EI:-L ductal hyperplasia [ADH] and

including risk iz * A5l el __» Increased Ri i

o det - 220% residual lifetime risk In Risk Screening Follow-up (3ee BICE)
Refer to thie HCCH * Lobular neoplasia (lobular carcinoma in

Guidelines for situ [LCIS)atypical lobular hyperplasia

Breast Cancer Risk [ALH]) and =20% residual lifetime risk

Reduction for a

detailed qualitative . .

and quantitative ’ FHIF.EE 5;5[9&511\: uﬂr;jr known Increased Risk Screening Follow-up (See NCCH
risk assessment. genefic predisposition — | Guidelines for Genetic/Familial High-Risk

k Refer to a genetic counselor or other
health professional with expertise
and expenence in cancer genetics

|A55955ment: Breast, Owarian, and Pancreatic)

Symptomatic * Presenting Signs/Symptoms (See BSCR-4)
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Increased Risk:

Residual lifetime risk 220% as defined
by models that are largely dependent |——™
on family history®n!

» Clinical encounter9K every 6—12 mo
¢ To begin when identified as being at increased risk, but not prior to age 21 y
¢ Consider referral to a genetic counselor or other health professional with expertise and experience in
cancer genetics, if not already done
b Consider referngtu a breast specialist as appropriate
» Annual screening” mammogram.®™ Tomosynthesis is recommended, if available®
k To begin 10 years prior to when the youngest family member was diagnosed with breast cancer, not
prior to age 30 y or begin at age 40 y (whichever comes first)
* Annual breast MRIP
k To begin 10 years prior to when the youngest family member was diagnosed with breast cancer, not
prior to age 25 y9 or begin at age 40 y (whichever comes first)
¢ Consider contrast-enhanced ma'runﬂgnphyn or whole breast ultrasound® for those who qualify for
but cannot undergoe MRI
+ Consider risk reduction strategies (See NCCN Guidelines for Breast Cancer Risk Reduction)
» Breast awareness'
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Thoracic BT

between ages 10
and 30 y

» Annual clinical encounter® 3k
Current age <253y —* |  Beginning 8 y ﬂ:IIE-I' RT
+ Breast awareness

* Clinical encounter™®k every 6—12 mo
¢ Begin 8 y after T
= Annual screeringb mammogram.=™ Tomosynthesis is recommended, if available®
# Begin 8 y after RT but not prior to age 30 y
* Annual breast MRIP
Current age 225y —= | , Begin 8 y after RT but not prior to age 25 y
b Consider contrast-enhanced lmm-ﬂﬂﬁph’jlh or whole breast ultrasound? for these who qualify for but
cannot undergo MR
» Consider risk rEdl.Imtinn strategies (See NCCN Guidelines for Breast Cancer Risk Reduction)

+ Breast awareness
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S-year risk of invasive breast cancer
21.7% in individuals =35 y (per Gail
Model)!

 —

» Clinical encounter™®¥ every 6—12 mo
k To begin when identified as being at increased risk by Gail Model
* Annual screeringb mammagram.®™ Tomoesynthesis is recommended, if available®
# To begin when identified as being at increased nsk by Gail Model
= Consider risk reduction strategies (See NCCHN Guidelines for Breast Cancer Risk Reduction)

* Breast awareness!
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» Clinical encounter™®¥ every 6—12 mo
# To begin at diagnosis of ADH or lobular neoplasia (LCIS/ALH)
» Annual screening” mammogram.>™ Tomeosynthesis is recommended, if available®
. b T in at diagnosis of ADH or lobular neoplasia (LCIS/S but not prior to 30
ADH' or Lobular neoplasia . Eurrstfigr annu.:ghreait M * (LEIsiALH) g =
(LCISIALH) and 220% residua ™ | » To begin at diagnosis of ADH or lobular neoplasia (LCISIALH) but not prior to age 25 y
lifetime risk # Consider contrast-enhanced mammograp or whole breast ultrasound? for those who qualify for
but cannot undergo MRI

» Consider risk reduction strategies (See NCCHN Guidelines for Breast Cancer Risk Reduction)

* Breast awareness)!
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Diagnostic Pathway
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PRESENTING SIGNS/SYMPTOMS DIAGHOSTIC EVALUATION

Palnabl Age =30 y » (See BSCR-5)
alpable
— symptom'
Age <3y = (See BSCHG)
Mipple discharge,
— no palpable *= (See BSCR-T)
symptom
Skin changes:
* Peau d'orange
Symptomatic during = : Iﬁﬁ?:cmatinn » [See BSCR-8)
clinical encounter® « Scaling, eczema
1
« Skin ulcers
Pain Evaluation
—- = :_
Breast pain (See BSCR-S)
— Axillary mass(es) » (See BSCR-11)
: Consultation with
Erﬁ:;tc:mﬂﬂm?;ﬁd multidisciplinary For diagnostic workup
Eﬁlammmt T team with experience of BIA-ALCL, See
—— with implant-related " |MCCN Guidelines for
ulceration) =1 y : -
. ! problems including T-Cell Lymphomas
post-implantation BIA-AL CL
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Symptomatic Mass
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PRESENTING DIAGNOSTIC
SIGNS/SYMPTOMS EVALUATION
Diagnostic
Age =30y >  mammogram® —*
+ ultrasound®
Palpable
symptom If clinically ____ Ultrasound ____

suspicious |:I-I'E-fEI1'E-d':

Age <30
If low clinical Symptom persists
suspicion:
Observe for 1-2
mienstrual cycles
Symptom resclves
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IMAGING FINDINGS
(Highest Imaging Category
by Mammaogram andior Ultrasound)

« BI-RADS category 1 (negative)
« BI-RADS category 2 (benign)
» BI-RADS category 3 (probably benign)

« BI-RADS category 4 (suspicious)
or
« BI-RADS category 5 (highly suggestive)

FOLLOW-UP

}—» See BSCR-6

Core needle

biopsyY
(See BSCR-13)

Screening




E::tm 4 523 If palpable symptom correlates with

Scresning

[negative, benign) imaging findings

Stable or

* (See BSCR-1)

If low clinical suspicion:
Physical examination + imaging

decrease in size

» SCTEENINg
[See BSCR-1)

|[ul‘trasuund or diagnostic

mammogram) for 24 miote.dd tg Siani - P
gnificant increase in size

BLRADS _ assess for changes or clinical suspicion

Category

(probably benign)

If clinically suspicious
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* |Core negdle hiﬂmyﬁ
(See BSCR-13)

or
Aspiration33

*|(See BSCR-15)




Symptomatic Nipple Discharge
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PRESENTING
SIGNS/SYMPTOMS

MNipple
discha

no palpable
5ym|:rturn'

DIAGNOSTIC EVALUATION AND FOLLOW-UP

Age <40y —*

* Observation

FOLLOW-UP
AFTER IMAGING

* Educate to stop compression of the breast and report any spontaneous discharge

“HM-EWHTMEDLE
or + Screening mammagram if not done in the past year M hi Sluati
multi-duct Age 240 y — |+ Educate to stop compression of the breast — s e b Evatatan
and report any spontaneous discharge
up physical resolves (See BSCR-1)
examination Core needle
t diagnostic bicpsy if imaging
mammagram £ o abnomality [See
ultrasound for Suspicious BSCR-13)
1-2y progression
+ Refer to BI-RADS Surgical excision
ultrasound FI:‘_A specialist See NCCH
f| £ diagnostic Ili 1“_3%” « Consider Surgical | Malignant —* |, idelines for
| I mammogram | | MRI BI-RADS f;ﬂ;uu;ﬂﬂﬂ" Breast Cancer
Persistent and |I In'l category 4-3 excision"™ Screening
reproducible on || | Benign ™ 500 BSCR-1)
examination, |
spontaneous, |I '.I ] Consider Furgi-::al
unilateral, singhe|| \ Benign — |consultation for
duct, and clear || | o Duct excision™
blood | .II BI-RADS Core needle biopsy;
o | A‘HE E:H]--_..r 1| cate | SUrgical excision
y| diagnostic d_ﬁzﬂﬂr]" if not amenable to e NCCN
Dr. W&?&! Consultant Breast and General Surgery | zore neadle hl-upf..jr Mﬂiﬂl’lﬂl’l‘t o | Guidelines for
Ereast Cancer



PRESENTING SIGHNS/SYMPTOMS

Skin
changes

Skin Changes

Suspicion for possible
inflammatony breast
cancer "M includes but
is nat limited to:

* Peau dorange (pitted
or dimpled appearance
of skin]

= Skin thickening

* Edemia

* Erythema

Suspicion for possible
Paget disease or
other manifestations
of breast cancer™:

* Mipple excoriaticon

= Scaling

= Skin ulceration

El-RADS
category 1-3%
(negative,

or
probably

benign
findings)

El-RADS

| |category 4-5
J' (suspicious or
highly
suggestive of

Dr. Mahmoud Al-Balas; Consultant Breast and Generm%ﬁnm )

benign, .

DIAGNOSTIC EVALUATION AND FOLLOW-UP
Ahrmnnal Core needle biopsy
» Consider Elm?al u-r —& (preferred) £ biopsy of skin or
referral to | MRl imaging nipple®
breast | findings _
specialist Appropriate
* Consider BenignPP— Clinical
breast MRI)i Nomal Biopsy Management T
*Reassess || linical or of skin
clinizal i ing or nipphe®
SUSPICIOn 1 gndings See NCCN
Malignant —= Breast Cancer
* Consider surgical referral
* Consider biopsy of skin or
ignPP—=| nipple (see pathway above)
« Consider MR
Core needle
—= | biopsy
(preferred)

See NCCN Guideli

Malignant for Breast Cancer




Breast Pain

Palpable symptoms —= See BSCR-5

Persistent Complete Hipnple
ar severe }—» history and - disiTharg& = See BSCR-T
breast pain™ physical
Skin "
changes » Sce BSCR-§
Cyclic, diffuse,
non-focal pain = Reassurance=®
{larger than + Treatment if needed/desired
55
Mo physical quadrant)
findings Ultrasound +
23y mammogram®
F-DFEIl —={Sce BSCR-10)
pain
<30 y — Ultrasound
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Axillary Mass

PRESENTATION

Axillary /
mass{es)
expected to
represent
adenopathy™¥

\

L | )
Unilateral

RECOMMENDATIONS FOR WORKUP/DIAGNOSTIC EVALUATION OF AXILLARY MASS

EVALUATION
Systemic __ .,
dizsease¥¥
. Climical
B“atﬂal_hevall.lﬂtim“
Diagnostic
syrsten'uc mammogram?Z-333.bbb
disease + ultrasound™=

Diagnostic
» | Mammogram=yy.aaa
+ ultrasound™

¥ This may include a referral to a breast specialist, supplemental imaging, and tissue sampling.

{ expected to repre

See BSCH-S.

2 Comblett CIFREAICLNARGN 15 G038 R e CHEEEF &l iRy and potentia non-breast
etiologies of adenopathy.
¥¥ Evidence of dinical conditions known to be associated with systemic adenopathy such as

Appropriate clinical management®d

Megativel

See HCCH Guidelines for appropriate malignancy, if malignant

benign=

Suspicious

l

Tissue
sampling ¢ —*

* |[Appropriate

clinical

If benign — [Management™

Malignant axillary
lymiph node
(breast origin)
ancl

no breast mass

Malignant axillary

lymph node and | —

breast cancer
Suspicious

Malignant axillary

lymph node (non-| —

breast origin)
Hegative/ =
benign™

Breast MRI

and

See NCCHN
—: dell [
Breast Cancer

Guidelines for
appropriate
malignancy, if
malignant

Appropriate
clinical

management?d



Gynecomastia

PRESENTATION OF SYMPTOMS IN DIAGHOSTIC EVALUATION FOLLOW-UP
INDIVIDUALS ASSIGHMED MALE AT EVALUATION
BIRTH%dd

Bilateral breast
enlargement
consistent with
gynecomastia or

_ Reassurance with
" clinical management

pseudogynecomastia
Clinical
) BI-RADS category 1-3
Presumed asymmetric _ Diagnostic mammaogram (negative/benign/ — = msﬂﬂnaagesgma nﬁt:e
gynecomastia * ultrasound probably benign)

BIRADS category 3

Palpable symptom
not explained by
gynecomastia

. Diagnostic mammgram

OR * ultrasound BI-RADS category 4 —
. category 5 (suspicous! Core needle biopsy
Bloody nipple highly suggestive of Seec BSCR-13

DdigeRgge A-Balas; Cqnsulfant Breast and General Surgery malignancy)




Breast Biopsy

_ Screening

T | )
Benign pathology or
matches imaging | ——»
fingings Physical examination and/or
. imaging at 6 or 12 mo for 1 v Sionifi
+« Indeterminate ignificant
or to assess for changeshh increase in
= Benign size or
and image suspicion Surgical
discordant v loyomion —[See BSCR-14)
or
» Atypical ductal
Core hyperplasiaf™
needle or _ ;
biopsy = Dther specific ﬂsﬁﬁmr:: -
histologies™.099 maging
or . . .
» Pleomorphic Physical examination + Counseling for risk reduction
| Cjshhh ultrasound and/or mammogram See NCCN Guidelines for
Pathology matches at 6 moll for 1 y'™o assess for Breast Cancer Risk Reduction
OR imaging findings —— |changes (See BSCR-3)
or
« LCIS or ALHT Surgical excision** = (See BSCR-14)
Malignant = 5See NCCH Guidelines for Breast Cancer
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Swrgical excision

FOLLOW-UP EVALUATION AFTER SURGICAL EXCISION

Benign'“

Atypical hyperplasia

Class=ic LCIS

Pleomorphic LCISMhh

> Screening (See BSCR-1)

Screening (See BSCR-3) and
» NCCHN Guidelines for Breast Cancer

Rizsk Reduction

Malignant

Dr. Mahmoud Al-Balas; Consultant Breast and General Surgery

= See NCCH Guidelines for Breast Cancer




Breast Cyst Aspiration

) Ultrasound + image-guided core
Mazz persists * Ineedle biopsy
(See BSCR-13)

_— Consider core needle biopsy

MNegative cytology f"ﬁ_

—
Mass resolves = Short-term clinicaliimaging follow-up
After but non-traumatic,
aspiration bloody fluid
obtained™mm
Atypical or malignant . Swurgical excision
cytology®®® (See BSCR-14)
Mass resolves and . Clinical foll . .
non-bloody cyst —*fﬂgﬂggncﬂn 7 Mass recurs —————» s W-Up T imagding
fluid obtainedn™" - (See BSCR-5)
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Questions?
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