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Breast cancer screening

US Preventative task force

International Agency on Research for Cancer

American College of Radiology

American College of Physicians

Screening 40-49 with average risk

* US Preventative Task Force “The decision to start screening with mammography in
women prior to age 50 years should be an individual one. Women who place a higher
value on the potential benefit than the potential harms may choose to begin screening
once every two years between the ages of 40 and 49 years”

* American Cancer Society “Women aged 40 to 44 years should have the choice to start
breast cancer screening once a year with mammography if they wish to do so. The risks of
screening as well as the potential benefits should be considered. Women aged 45 to 49
years should be screened with mammography annually”

* American College Radiology “Screening with mammography is recommended once a
year”
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Screening Women age 50-74 with average risk

* US Preventative Task Force “Screening with mammography once every two years is
recommended”
* American Cancer Society “Women aged 50 to 54 years should be screened with

mammography annually. For women aged 55 years and older, screening with
mammography is recommended once every two years or once a year”

* American College of Radiology “Screening with mammography is recommended once a
year”

Women age 75 years and older

* US Preventative Task Force “Current evidence is insufficient to assess the balance of
benefits and harms of screening mammography in women aged 75 years or older”

* American Cancer Society “Women should continue screening with mammography as long
as their overall health is good and they have a life expectancy of 10 years or more”

* American College of Radiology “The age to stop screening with mammography should be
based on each woman’s health status rather than an age-based determination”

©OAllinaHealthSystems



11/8/2022

Dense Breast Tissue

* US Preventative Task Force “Current evidence is insufficient to assess the balance of benefits
and harms of adjunctive screening for breast cancer using breast ultrasonography, magnetic
resonance imaging (MRI), digital breast tomosynthesis (DBT), or other methods in women
identified to have dense breasts on an otherwise negative screening mammogram”

* American Cancer Society “The balance of benefits and harms of adjunctive screening for breast
cancer using breast ultrasonography, magnetic resonance imaging (MRI), digital breast
tomosynthesis (DBT), or other methods in women identified to have dense breasts on an
otherwise negative screening mammogram. Evidence is insufficient to recommend for or
against yearly MRI screening”

* American College of Radiology “In addition to mammography, contrast-enhanced breast MRl is
also recommended. After weighing benefits and risks, ultrasound can be considered for those
who cannot undergo MRI”

High Risk Screening

Different screening guidelines may be suggested for women who have risk factors such as:
-BRCA or other genetic mutation
-History of mantle or chest radiation therapy especially before age of 30

-Lifetime breast cancer risk of 20% or greater based on their family history.
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BI-RADS score

Category 0 Inconclusive. Physician needs to obtain prior imaging or additional imaging
Category 1 Normal
Category 2 Abnormality seen but benign. Cyst, implant, changes related to prior surgery
Category 3 Probably benign. Chance of cancer <2%. General recommendation for shorter interval follow-up.
Category 4 Biopsy required.
4a) 2-10% risk of cancer
4b) 10-50% risk of cancer
4c) 50-95% risk of cancer
Category 5 >95% change of being cancer. Biopsy needed.

Category 6 Known biopsy proven cancer

Call back

* Diagnostic imaging. Diagnostic mammogram and ultrasound.
* Biopsy. Ultrasound guided versus stereotactic guided
* Additional imaging. CESM or breast MRI
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Understanding the pathology report

* Benign: Adenosis. Fibrocystic change. Fat necrosis. Usual ductal
hyperplasia.

* Benign but need to correlate with mammogram and consider
additional excision. Radial scar, papilloma, atypical ductal
hyperplasia, atypical lobular hyperplasia, lobular carcinoma in situ.

* DCIS (Ductal carcinoma in situ) R Intraductal in-sity Corcinoma. 2

* Invasive ductal/lobular/mammary carcinoma ?f
i

13

Understanding the path
report for invasive cancer

* Ductal or Lobular

* Size

* Nottingham grade

* Dermal or lympho-vascular invasion
* Margin

e Tumor markers ER/PR/Her2

* Nodal status
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* Grade is not stage.

Nottingham grade
* Tubule formation (1-3)
* Nuclear pleomorphism (1-3)
* Mitotic activity (1-3)
* Nottingham grade 1 (3-5 points), grade 2 (6-7 points), grade 3 (8-9 points)

* Estrogen receptor
* Percentage of cells staining
* Intensity of staining

* Progesterone receptor
TU MOor * Percentage of cells staining
* Intensity of staining

markers

* Her2 (Always changing)

* |HC (0, 14, 2+, 3+) antibody test to detect protein
expression

* FISH (positive/negative) DNA probe to detect gene
amplification
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* Estrogen/Progesterone receptor positive/Her2 negative

* Estrogen/Progesterone receptor positive/Her2 positive

Types Of (triple positive)
breast cancer i

Estrogen/Progesterone receptor negative/Her2 positive

* Estrogen/Progesterone receptor negative/Her2 negative
(triple negative)

ER/PR positive breast cancers
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ER positive breast cancers

Tamoxifen/Fulvestrant- block estrogen by binding to the estrogen receptor

Aromatase inhibitors- blocks the conversion of other hormones into estrogen by the
aromatase enzyme

CDK 4/6 inhibitors- Palbociclib, Ribociclib, Abemaciclib
Alpelisib- for PIK3CA mutated breast cancers

Everolimus- mTOR inhibitor
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Her2 positive breast cancer

Target/
>| 1

MAb

le Selectivity

Drug

* Highly Potent

= Amenable to modifications
that allow linker attachment

* Stable
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Her2 positive breast cancers

* Trastuzumab

* Pertuzumab

* Herceptin/pertuzumab combined injection
* TDM-1

* Trastuzumab-deruxtecan or T-DXD

* Lapatanib (oral EGFR/Her2 inhibitor)

* Neratinib (oral EGFR/Her2 inhibitor)

* Tucatinib (small molecule inhibitor Her2)- CNS penetration
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Triple negative breast cancers

PARP inhibitors
IV chemotherapy Immunotherapy (BRCA positive
breast cancers)

Sacituzumab-
Capecitabine goveticen- target
trop 2 protein

22

©OAllinaHealthSystems 11



11/8/2022

Thank you

Questions?

23

©OAllinaHealthSystems 12



