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La gestione del secondo livello & strettamente connessa al primo....




RISPETTO DEI CRITERI DI CORRETTEZZA DELL’ESECUZIONE DEL TEST




IL NON RISPETTO DEI PARAMETRI DI QUALITA’ POSSONO MASCHERARE UNA LESIONE




COMUNICARE CON LA PAZIENTE E
VALORIZZARE CHE SI VEDE A LIVELLO
ISPETTIVO
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QUALITA’ DELLA LETTURA DELLO
SCREENING

e Valutazione dei precedenti e simmetrie




QUALITA’ DELLA LETTURA DELLO
SCREENING

Valutazione del prolungamento ascellare

Valutazione dell’area dietro il capezzolo

Valutazione del “cono ghiandolare”

Valutazione delle zone piu “pericolose”
tessuto adiposo retro ghiandolare e
retromammario

Infine identificazione e studio della
anomalia rilevata




RISPETTO DEI PARAMETRI DI PERFORMANCES

Sensitivity (%)

Evidence-based Target Recall Rates for Screening
Mammography

Michael ]. Schell, Bonnie C. Yankaskas, Rachel Ballard-Barbash, Bahjat F. Qaqish, William E. Barlow,
Robert D. Rosenberg, Rebecca Smith-Bindman
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Il gruppo di studio comprendeva 1.872.687
mammografie di screening successive e
171.104 prime mammografie di screening dal
1996 al 2001

Man mano che il tasso di richiamo aumenta,
aumenta anche il valore di AW/ACD* . Ad
esempio, aumentare il tasso di richiamo
dall'l,1% al 2,5% richiederebbe circa 29 ulteriori
approfondimenti per trovare un tumore in piu,
rispetto ai 51 necessari per aumentare i tassi di
richiamo dal 2,5% al 4,3%.

*(AW/ACD) =number of additional work-ups per additional cancer detected cioe
quanti richiami in piu per aggiungere un cancro diagnostico



La risposta di un secondo livello deve essere binaria : c’é qualcosa meritevole di approfondimento
invasivo versus non c’é nulla ...... e si rientra nello screening



SPOT MIRATI

Compressione mirata
su una focalita
sospetta

Migliore valutazione
della semeiotica

Punto di riferimento
per la localizzazione e
recupero in ecografia




TOMOSINTESI

Aiuta a togliere I'effetto
mascheramento dovuto alla
sovrapposizione di strutture

Enfatizza il sospetto legato
alla “distorsione”




INGRANDIMENTO IN LL

Aiuta a distinguere le
calcificazioni benigne
dalle maligne ed
indeterminate

Si associa ad una LL
per poter gia
programmare un
approfondimento
invasivo (profondita per
poter eseguire 'esame ;
scelta dell’ accesso)




LATERO-LATERALE

Permette di
localizzare meglio
la lesione per poi
cercarle in

ecografia
“Triangolazione”

Le lesioni mediali, visibili
in MLO sul piano
equatoriale si portano
superiormente in LL
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Se ’'anomalia viene confermata si procede con la tipizzazione istologica mediante la guida di
Imaging che 1. vede meglio la lesione 2. costo/beneficio




‘ BIOPSIA SOTTO GUIDA
ECOGRAFICA CON AGHI TRU-

Carcinoma Duttale Infiltrante

| Ulrasounc-Cuided Breast Boosies

Basi and New Tecniques
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11- 9 G E SISTEMA VABB

D R R
BIOPSIA SOTTO GUIDA ECOGRAFICA CON AGHI GRANDI

La parte liquida permette
la visualizzazione della
parte solida

« Afine procedura viene

posizionata clip

e —

Table 2. Target Characteristics That Might Affect Selection of the Biopsy Device

Type of Target

SLD

VABB

Small (<1 cm) masses

Complex solid and cystic masses

Suspected intraductal masses

Subdermal masses

Masses on an implant capsule

Yes, but there is the possibility of loss of
target conspicuity with each ensuing
biopsy pass

Yes, but target conspicuity may decrease
when the cystic portion is removed after
initial passes

Yes, but since these m
small, they also fall under the small-
mass category

Yes, and may be facilitated by
hydrodissection

Yes, and the open-trough technique may
be preferred

Yes, particularly when entirely removing
the mass during biopsy is desired

Yes, and may be preferred to include as
much of the solid components of the
mass

Yes, and may be preferred as removal or
near-complete removal occasionally
obviates the need for surgery (eg,
papilloma)

Yes, and may be facilitated by
hydrodissection or the tandem-needle
technique

Higher risk of implant rupture even with
aggressive hydrodissection

-



BIOPSIA SOTTO
GUIDA TOMO CON
AGHI VABB

& 4 Device : Corretta

. : ‘ localizzazione

’“.] .. 3 della lesione
Targets

# Eviva 9gx13cm, 20mm

Qd 1:X03 Y339 2210 . Seguire la |
procedura: ogni

passaggio va
documentato










Vi (ci) viene richiesta expertise bioptica con Imaging con mezzo di contrasto
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y Screening in women with extremely dense b
Recommendations of the
European Society of Breast Imaging

*EUSOBI now recommends that women should be appropriately informed about their
individual breast density — and on the diagnostic and prognostic implications of having
dense breasts — by all (European) organizations that offer breast screening, in order to
help them make well-balanced choices.

*EUSOBI now recommends that supplemental screening is recommended in women
with extremely dense breasts.

*EUSOBI now recommends that such supplemental screening should be done preferably
with MRI, because for the time being, level | evidence is available only for MRI
screening. EUSOBI recommends such supplemental MRI screening to be offered to
women with extremely dense breasts, from age 50 to 70, and at least every 4 years,
preferably every 2 to 3 years. MRI can be used as a stand-alone screening technique
(without mammography).

*EUSOBI recommends that, where MRI screening is unavailable for reasons explained
below, ultrasound in combination with mammography may be used as an alternative. In
these cases, however, EUSOBI recommends informing women adequately about the
different performance levels of different non-mammographic screening methods.

*EUSOBI acknowledges the fact that before a population-wide use of non-
mammographic screening methods (screening ultrasound and screening breast MRI) is
put to practice in women with extremely dense breasts, the necessary quality assurance
systems and benchmarks must be established for these non-mammographic screening
methods similar to those that are in place for mammographic screening. This will take
some time to prepare and to implement; in view of the degree of underdiagnosis
associated with pure mammographic screening in women with extremely dense breasts,
EUSOBI recommends national societies to act on this now, and with high priority. The
EUSOBI guidelines on breast MRI or on screening ultrasound could serve as suitable
templates.

*EUSOBI! underscores that, even in the absence of national programs that offer MRI
screening as part of national healthcare, women should be informed about this
recommendation in an unbiased and objective way according to the principle of “shared
decision making”.

EUSOBI wishes to underscore that "shared decision making™ will likely result in more individualized
screening approaches. This may interfere with current measures of effectiveness of screening programs
that consider overall participation rates as an important indicator of quality. Of course, demonstrating a
reduction of mortality on a population wide level requires high participation rates — but this should not
lead to discouraging tools that may not yet be broadly available or acceptable, but can effectively avoid
premature death from breast cancer in individual women
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BIOPSIA SOTTO
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BIOPSIA CEM GUIDATA

Rapidita

Diagnosi
otipo non speciale, gradk
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