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PREFACE

The first guidelines for breast screening assessment were published in 
2001. In the three years since then there have been a number of changes 
in practice that warrant inclusion in updated guidelines. Most units have 
now moved from fine needle aspiration (FNA) for cytology to automated 
core biopsy as the method of first choice for non-operative diagnosis. The 
guidelines also include recommendations on the indications and use of 
vacuum assisted mammotomy (VAM), reflecting the increasing use of 
this method of biopsy in many screening assessment units.
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1. INTRODUCTION

The 1986 report to the Chief Medical Officers of England, Wales, Scot-
land and Northern Ireland on breast cancer screening (the Forrest Report) 
recognised the importance of high quality, comprehensive assessment of 
screen-detected abnormalities to achieving the aim of reducing mortality 
from breast cancer.1 When breast screening was introduced in the NHS 
in 1987, the recommendation was that assessment should be carried out 
by multidisciplinary teams (MDTs).1,2 Since then, guidance has been 
published on the appropriate organisation to support such assessment, and 
a number of standards have been included in the various breast screening 
quality assurance guidelines to ensure that this assessment is carried out 
satisfactorily.2–8 This guidance sets out the minimum standards required 
for satisfactory breast screening assessment.

The aim of assessment is to obtain a definitive diagnosis of all potential 
screen-detected abnormalities in a timely way. Women with no significant 
breast problems should be reassured as quickly as possible, and women 
with cancer should be diagnosed without delay. This is best achieved 
by the ‘triple approach’ using, where indicated, imaging (usually mam-
mography and ultrasound), clinical examination and needle sampling 
for cytology or histology.

1.1 Background

1.2 Aim of assessment
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2. THE ASSESSMENT PROCESS

Assessment of potential screen-detected abnormalities is best carried out 
at clinics that are dedicated for this purpose, as the majority of women 
attending are asymptomatic and have different clinical needs from those 
who present through their general practitioner (GP) with symptoms.1

Depending on the age of the women screened and the screening round, 
about 5% of women screened are recalled for assessment.9 The minimum 
NHS Breast Screening Programme (NHSBSP) standard is that no more 
than 10% of women screened for the first time or 7% of women who 
have been screened before should be recalled for assessment.10 Younger 
women and those who are attending for their first screen are more likely 
to be recalled. About 1% of women who are screened will undergo needle 
biopsy to confirm either a benign process or a clinical/radiological sus-
picion of malignancy.11 Figure 1 shows the assessment process in further 
detail, including the possible start and end points.

The director of screening is responsible for ensuring that failsafe mecha-
nisms are in place to ensure that a decision to recall for assessment is 
actioned. If a woman who is recalled fails to attend, there should be 
protocols for issuing a second recall appointment and, should the woman 
fail to attend for a second time, protocols for contacting the woman and 
her primary care team to agree on appropriate further management.

The standard is that women should be offered an appointment date that 
is within three weeks of their screening attendance.10 There must be 
sufficient assessment clinics per week to ensure that assessment takes 
place well within this standard for all women screened. The number of 
assessment clinics required will vary according to the size of the popula-
tion being screened and to the facilities and staff available to carry out 
the assessment.

Most women participating in the breast screening programme have no 
breast symptoms or signs. The expectations and needs of ‘well women’ 
who are recalled for assessment of a screen-detected abnormality are 
significantly different from those of women referred to breast clinics 
with breast problems.12 Recall for assessment is associated with signifi-
cant anxiety, particularly as the majority of women have no previous 
indication that they have a breast problem.12,13 For this reason, the time 
between receipt of the appointment for the assessment clinic and actual 
attendance should be as short as is practically possible. This takes into 
account that the vast majority of women who are recalled for assessment 
have no significant breast problems and can be returned to routine screen-
ing. Recall by letter is the recommended method and should include the 
basic minimum information, including a contact telephone number for 
women who require further information. For this reason weekends should 
be avoided for the likely receipt of letters of invitation to assessment.14 
The primary care team should be kept informed about the assessment 
process.15

2.1 Introduction

2.2 Organisation of 
assessment clinics

2.3 Method and timing of 
recall



Figure 1 Assessment process.
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Telephoning women to invite them to attend for assessment may cause 
unnecessary increased anxiety. If this method of recall is used in excep-
tional circumstances, it must be done only by suitably trained individuals 
following appropriate written local guidelines.

The number of diagnostic assessment visits required to achieve a defini-
tive outcome should be kept to a minimum. The minimum standard is 
that 95% of women should require no more than three separate visits for 
diagnostic assessment (including visits to receive results). The number 
of assessment visits required will depend on the structure of the assess-
ment process, but normally women should not undergo more than two 
needle biopsy procedures carried out on separate occasions in an attempt 
to achieve a non-operative diagnosis.

The core assessment team comprises:

• a consultant radiologist (or equivalent)
• a clinician (radiologist, surgeon, breast clinician)
• a clinical nurse specialist in breast care
• a radiographer
• administrative staff.

The assessment clinic must be led by a consultant radiologist or clinician, 
who should be present in the clinic and review the care of each case that 
is assessed. The clinician and clinical nurse specialist should be available 
when required and need not necessarily attend the whole clinic.

The introduction of advanced practitioners in breast screening is currently 
under development, and it is expected that they will also be part of the 
core assessment team. It is expected that the professionals involved in 
screening assessment comply with their individual professional training, 
continuing medical education and development requirements. Advanced 
practitioners are expected to comply with the relevant occupational stand-
ards and work to the guidance on skill mix.16 Those involved in formal 
screen reading should attend screening assessment on a regular basis.

Additional team members may be included according to local practice. 
Some screening units that use cytology for diagnosis have a medical 
laboratory scientist or pathologist in attendance to assess the cellularity 
of aspirates.

The service should ensure that all women who are recalled for assessment 
receive information, advice and support appropriate to their needs from 
a clinical nurse specialist in breast care.

Equipment for assessment includes:

• mammography equipment that is capable of magnification 
mammography, special views and spot digital stereotactic x-ray 
guided biopsy, and the facility to undertake specimen radiography 
during a core biopsy procedure (minimum requirements)

2.4 Number of assessment 
visits

2.5 Personnel for the 
assessment clinic

2.6 Equipment for 
assessment
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• ultrasound equipment with a minimum operating frequency of 
10 MHz17

• appropriate materials and devices for core biopsy and fine needle 
aspiration (FNA).

Indications for assessment are:

• significant mammographic abnormality
• significant breast symptoms identified at screening
• significant breast signs identified at screening
• review of short-term recall.

Mechanisms must be in place to identify and record significant signs and 
symptoms of breast problems in women who are attending for screening 
and this information must be made available at the time of screen read-
ing.5,18 Radiographers should be trained to recognise significant breast 
signs and symptoms and there should be a written protocol for clinical 
recall. Recall for assessment of signs and symptoms may be appropriate, 
even when the screening mammograms appear normal and each unit 
should have a clear written protocol for recall in these circumstances. 
Radiographic practitioners may instigate recall for assessment according 
to local protocols, but the ultimate responsibility for recall for the assess-
ment of signs and symptoms rests with the authorised mammography 
film reader(s).

Family history of breast cancer is not an indication for assessment in 
women of screeening age. Women suspected to be at increased risk of 
breast cancer should be managed by a specialist service through which 
appropriate counselling and genetic expertise is available. The NHSBSP 
must not be used for screening high risk women under the age of 50 years, 
or for those women over 50 at more frequent intervals, unless specific 
additional funding and resources are provided. The National Institute for 
Clinical Excellence (NICE) guidelines on screening women at increased 
risk of breast cancer should be followed.19

Screen-detected mammographic abnormalities should be clearly docu-
mented in a way that the reason for recall for assessment is clearly iden-
tifiable to those carrying out the subsequent assessment.

All screening units must have externally verified protocols and procedures 
in place to ensure that all women about whom a decision has been made 
to recall for assessment are indeed recalled for assessment and that their 
attendance is recorded.20

2.7 Indications for 
assessment

2.8 Correct results 
protocol
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3. ASSESSMENT PROCEDURES

For each assessment clinic, there should be a consultant radiologist or 
appropriately trained breast clinician who is responsible for the clini-
cal and imaging processes. Requirement for formal written consent for 
assessment procedures should be determined by local risk management 
policies.

Assessment should follow the principles of the triple approach. Each 
assessment unit should have written protocols for triple assessment, 
which are agreed by all of the members of the local breast assessment 
team. These protocols should clearly define the methods of assessment 
and the diagnostic and referral pathways that apply for all possible 
assessment outcomes. An example of a screening assessment protocol 
is given on the NHS Cancer Screening Programmes web site (www.
cancerscreening.nhs.uk).

A mammographic abnormality is the reason for recall for the majority 
of women. Unless there is likely to be an obvious clinical abnormality, 
further imaging is carried out to assess the nature of the lesion. This 
should include the minimum imaging required to confirm or exclude 
any abnormality, including further mammography (repeat routine views, 
magnification or special views) and ultrasound when indicated. The need 
for further imaging is dictated by the nature of the abnormality being 
assessed and not all women will require further imaging. The imaging 
carried out should be directed by the consultant radiologist (or other 
doctor in charge of imaging) and should include at least the minimum 
required to establish the presence or absence of any abnormality.21 Details 
of possible abnormalities are discussed in Chapter 4.

For the purposes of the Ionising Radiation (Medical Exposure) Regula-
tions 2000 (IRMER), the referrer is the practitioner who is authorised to 
read the screening mammograms and to recall women for assessment, 
the practitioner is the lead clinician present and is responsible for the 
assessment clinic, and the operator is the state registered radiographer 
who is responsible for supervising mammography that is performed 
during the assessment process.22

Clinical examination of women who are recalled for assessment should 
be carried out by a clinician who is recognised by the breast team to have 
the necessary clinical skills.

Clinical examination is required in all women who have a mammographic 
or ultrasound abnormality confirmed by further imaging and in all women 
who are recalled because of clinical signs or symptoms (Figure 2). Clini-
cal examination is not mandatory in women whose further imaging is 
entirely normal.

Significant breast abnormalities should be assessed by needle core biopsy 
or FNA.3,23 Current evidence suggests that 14-gauge (14G) core biopsy, 
properly carried out, provides better sensitivity and specificity than FNA 

3.1 Assessment protocols

3.2 Further imaging

3.3 Clinical examination

3.4 Needle biopsy  
(FNA/core biopsy)



Figure 2 Clinical examination.
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for microcalcifications, asymmetry and architectural distortion.24–28 Core 
biopsy also facilitates definitive diagnosis of benign lesions.

Vacuum assisted core biopsy (VACB) is now available in many screening 
centres and can be used with either standard upright or prone stereotactic 
apparatus. Published evidence shows that the use of VACB is associated 
with higher rates of calcium retrieval and lower rates of underdiagnosis 
of both ductal carcinoma in situ (DCIS) and invasive tumour.29,30 When 
available, VACB may be considered the sampling method of choice:

• for microcalcifications (see section 4.4)
• following B1/B3/B4 result on 14G core biopsy
• for diagnostic excision of papillary lesions and radial scars/complex 

sclerosing lesions previously diagnosed at core biopsy.

FNA may be preferred in some centres for sampling mass lesions and 
obvious carcinoma, but only when a satisfactory standard of excellence 
of both sampling and cytology interpretation has been achieved.30–32

Although some screening units provide immediate reporting of FNA 
during assessment for geographical reasons, it is not essential.23 Radiol-
ogists who are involved in assessment should ensure that they have the 
necessary skills required to carry out core biopsy and FNA under stere-
otactic and ultrasound control.5

There should be written local protocols clearly defining the indications for 
FNA cytology, automated core biopsy and other needle biopsy techniques. 

Further guidance is given in the Guidelines for Non-operative Diagnostic 
Procedures and Reporting in Breast Cancer Screening.3 Specifically, it 
is emphasised that a B3 or C3 result does not automatically indicate the 
need for either repeat needle biopsy or surgical open biopsy. B3 and C3 
results should be reviewed at the MDT meeting, and management of 
each case should be agreed by the team.
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4. ASSESSMENT OF MAMMOGRAPHIC 
ABNORMALITIES

The diagnosis and management of all women who are undergoing needle 
biopsy procedures at a breast screening assessment clinic should be 
discussed at a prospective MDT meeting.

Ultrasound is the imaging method of choice for establishing the nature 
of a breast mass (Figure 3). Further mammography, including focal 
paddle compression and craniocaudal views, may be required to confirm 
the presence, morphology and site of the mass. All solitary and/or new 
masses recalled for assessment, confirmed as solid on ultrasound and 
which do not have the typical features of a hamartoma, fibroadenoma, 
lipoma or lymph node should undergo needle core biopsy (or FNA), 
usually performed under ultrasound guidance. Cysts that do not have the 
typical features of a cyst require further evaluation, including aspiration 
and cytology of the aspirate if appropriate. If a mass is confirmed on 
mammography but is not visible on ultrasound, it should be managed 
according to its mammographic features and not necessarily assumed 
to be insignificant; stereotactic core biopsy should be performed if the 
mammographic features are not definitely benign. If a B1, B3 or B4 result 
is reported at initial core biopsy of a solid lesion then repeat core biopsy 
or vacuum assisted mammotomy (VAM) should be considered.

Possible architectural distortion found on screening mammography 
initially requires imaging work up, which should include both standard 
mammography views and localised compression/magnification views and 
ultrasound to establish whether there is a persistent localised abnormal-
ity. The initial assessment may also include a clinical consultation and 
examination to establish the presence of relevant clinical findings such 
as a mass or scarring from previous surgery (Figure 4a and b).

In total, 20–50% of cases of architectural distortion are due to malig-
nancy.29,33 Data from several published series now show that image guided 
core biopsy is accurate in distinguishing cases due to malignancy from 
benign causes, for example radial scar, if targeting is accurate and suf-
ficient material is obtained.33–36 A recent series has shown that the most 
accurate results are obtained by taking more than 12 11G samples using 
a vacuum assisted core biopsy device.35 Recommendations for the man-
agement of architectural distortion depend on the local availability of 
VAM. If VACB is not available, it is recommended that conventional core 
biopsy is performed as the initial diagnostic procedure on all distortions 
that are not due to surgical scarring.27 If this shows malignant change then 
therapeutic surgery should be performed (a minimum of three cores are 
targeted to sample different areas of the imaging abnormality).

For all other diagnoses, diagnostic surgical open biopsy should be per-
formed. If VACB is available, it is recommended that initial diagnosis is 
carried out using conventional automated core biopsy. Again, a malignant 
result should be managed by therapeutic surgery. However, if the result 

4.1 Masses

4.2 Architectural 
distortion
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is benign or shows radial scar with no evidence of epithelial atypia, a 
choice of either open surgical excision or excision with VAM may be 
offered. VAM can be performed under ultrasound or stereotactic x-ray 
guidance and a minimum of 12 11G cores should be obtained. The VAM 
findings should be discussed at an MDT meeting. When VAM histol-
ogy again shows either benign changes or radial scar with no evidence 
of epithelial atypia then further excision is not required. In all cases, 
management should be discussed prospectively by the MDT. If there is 
a doubt regarding the concordance of the imaging/histology findings, 
diagnostic surgical excision should be recommended.

Further mammography, ultrasound and clinical examination should be 
performed for all asymmetric densities that are considered significant 
enough to warrant recall (Figure 5). For significant asymmetry found 
on imaging or clinical examination, core biopsy is preferred because 
of its increased sensitivity compared with FNA for DCIS and invasive 
lobular carcinoma.37–39

It is often difficult to distinguish between benign and malignant micro-
calcifications from their mammographic appearances alone (Figure 6). 
Craniocaudal and lateral magnification views are helpful in the further 
characterisation of microcalcifications and assessing the probability of 
malignancy. Magnification views are also helpful for defining the extent 
of DCIS if conservation surgery is being considered. Microcalcifications 
with definitely benign features do not require needle biopsy. If there is 
considered to be any risk of malignancy, image guided core biopsy with 
specimen radiography should be performed.40,41 Representative micro-
calcification must be demonstrated in the core specimens on specimen 
radiography. It is recommended that as a minimum at least three flecks 
are obtained or calcification is seen in at least two cores. However, to 
achieve a high absolute sensitivity for malignancy, five flecks of repre-
sentative calcification or calcium seen in three separate cores are required. 
This requirement is lessened in those lesions with fewer than 10 flecks 
of calcification.40 If it is not, then the procedure should be repeated or 
localisation surgical biopsy performed.

Identification of microcalcification on histology alone is not a reliable 
indicator of adequate sampling (histological microcalcification is a 
common incidental finding and can be present when there is no calci-
fication visible on mammography).40 Surgical biopsy is not required 
when histology shows a definitively benign cause for calcifications in 
core specimens confirmed by specimen radiography to contain calcifica-
tions that are clearly representative of those considered suspicious on 
mammography. Surgical open biopsy is normally required to exclude 
malignant change in the adjacent tissue when core biopsy demonstrates 
atypical epithelial proliferation.30,40,41

The specificity and absolute sensitivity for sampling microcalcifications 
is significantly higher with the use of larger bore biopsy devices, such 
as VAM. These devices may be considered when there is diagnostic 
uncertainty.29,42

4.3 Asymmetric density

4.4 Microcalcifications
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When available, large core vacuum biopsy should be considered as prefer-
able for sampling microcalcifications in the following circumstances:*

• very small clusters of microcalcification that is likely to be difficult 
to sample (< 5mm)

• failed conventional core biopsy
• B3 or B4 result after conventional core biopsy
• indeterminate microcalcification when it is likely that large tissue 

volumes will be required for accurate histological assessment
• microcalcifications at a site that is likely to be difficult to sample 

using conventional automated core biopsy.

*Recommended by the UK Mammotome Users Group, 17 October 2002.

In certain circumstances, it may not be possible or prudent to adhere to 
the expected assessment practices because of specific clinical reasons, 
for example patient infirmity. These cases should be reviewed by the 
MDT and the reasons documented.

Magnetic resonance imaging should be considered for the further assess-
ment of difficult cases for which conventional triple assessment is incon-
clusive and for the occasional case when needle biopsy is not possible.

4.5 Exceptional 
circumstances
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5. OUTCOMES OF ASSESSMENT

The outcome of assessment should be decided according to agreed 
multidisciplinary written protocols (see the NHS Cancer Screening Pro-
grammes web site). A provisional opinion as to the nature of the problem 
and how it can be managed may be discussed with the woman at the 
time of assessment. Women who have undergone needle biopsy should 
have their results discussed in a multidisciplinary clinical meeting and 
management should be agreed prospectively in advance of any treatment, 
and preferably before the patient receives her result. A multidisciplinary 
forum to discuss the results of screening assessment should occur at least 
weekly. Provisional and final results of assessment, even when the result 
is normality, should be given to the patient by a clinical practitioner.

There are two routine outcomes of assessment:

• return to the routine screening programme
• refer for treatment.

A short-term recall is defined as a further invitation to assessment. Short-
term recall for screening at less than the routine screening interval (also 
known as ‘early recall’) is not recommended.5 All assessment processes 
should normally be completed within two months of the first assessment 
attendance and the episode closed. Short-term recall is a new screening 
episode and not a delayed screening assessment follow-up. Women 
placed on short-term recall should be invited to the assessment clinic, 
where they can be given their result immediately, and not to a routine 
mammography screening appointment.

Short-term recall must not be considered to be a routine outcome of 
assessment.5,43,44 By applying the triple approach to assessment, it is 
possible to reach a definitive answer in the vast majority of patients. 
In a small number of cases, it may not be possible to reach a definitive 
decision at assessment and the MDT may consider surgical biopsy to be 
inappropriate. For these few cases, short-term follow-up is required. A 
woman should only be placed on short-term recall if there is a clear reason 
to do so and this decision has been subsequently discussed in detail and 
agreed at the multidisciplinary meeting. This option should not be used 
as an alternative to proper assessment when it may represent a failure of 
clear decision making. Short-term recall cases should be the subject of 
regular clinical audit and are included in the peer review of radiologists’ 
performance as part of quality assurance visits.5,8 The NHSBSP standard 
is that less than 0.5% of women screened should be placed on short-term 
recall.10 In practice, considerably lower short-term recall rates are being 
achieved (less than 0.25% of women screened).

All women who have a diagnosis of breast cancer should receive their 
results in the presence of a clinician and a clinical nurse specialist in breast 
care, with sufficient time allocated to provide the necessary counselling 
and support. All women assessed must receive written confirmation of 
the outcome of their assessment attendance.12,14

5.1 Multidisciplinary 
meetings

5.2 Short-term recall for 
assessment

5.3 Results after 
assessment
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Some women with a benign outcome, and most of those with a diagnosis 
of cancer requiring treatment, will seek and require support for themselves 
and their families from their primary care team. Primary care teams must 
be kept informed of the outcome of assessment in a timely way.

A written record of the assessment process and outcome should be kept 
with the film packet as well as on any computer record.

Audit is to be regarded as a fundamental part of effective screening. 
Recommendations for audit criteria are listed in the Appendix. Local 
screening programmes should expect audit of assessment to be included 
in quality assurance reviews.

5.4 Audit



NHSBSP January 2005 19

Clinical Guidelines for Breast Cancer Screening Assessment

REFERENCES

1. Breast Cancer Screening. Report to the Chief Medical Officers of England, 
Wales, Scotland and Northern Ireland. London, Department of Health, 1986.

2. Murray-Sykes K. Organising Assessment. Oxford, NHS Breast Screening 
Programme, 1989 (unnumbered publication).

3. Guidelines for Non-operative Diagnostic Procedures and Reporting in Breast 
Cancer Screening. Sheffield, NHS Cancer Screening Programmes, 2001 
(NHSBSP Publication No 50).

4. Quality Assurance Guidelines for Surgeons in Breast Cancer Screening, 3rd edn. 
Sheffield, NHS Cancer Screening Programmes, 2003 (NHSBSP Publication No 
20).

5. Quality Assurance Guidelines for Breast Screening Radiology. Sheffield, NHS 
Cancer Screening Programmes, 2004 (NHSBSP Publication No 59).

6. Quality Assurance Guidelines for Nurses in Breast Cancer Screening, 2nd edn. 
Sheffield, NHS Cancer Screening Programmes, 2002 (NHSBSP Publication No 
29).

7. Quality Assurance Guidelines for Radiographers. Sheffield, NHS Breast 
Screening Programme, 2000 (NHSBSP Publication No 30) (being revised).

8. Guidelines on Quality Assurance Visits. Sheffield, NHS Cancer Screening 
Programmes, 2000 (NHSBSP Publication No 40).

9. Changing Lives. Sheffield, NHS Cancer Screening Programmes, 2004 (NHS 
Breast Screening Annual Review 2004).

10. Consolidated Guidance on Standards for the NHS Breast Screening Programme. 
Sheffield, NHS Cancer Screening Programmes, 2005 (NHSBSP Publication No 
60) (in press).

11. Caseldine J. Survey of Assessment Clinics in the NHS Breast Screening 
Programme. Sheffield, NHS Cancer Screening Programmes, 1998 (unnumbered 
publication).

12. Ong G, Austoker J. Recalling women for further investigation of breast 
screening: women’s experiences at the clinic and afterwards. Journal of Public 
Health Medicine, 1997, 19: 29–36.

13. Brett J, Austoker J, Ong G. Do women who undergo further investigation for 
breast screening suffer adverse psychological consequences? A multi-centre 
follow-up study comparing different breast screening result groups five months 
after their last breast screening appointment. Journal of Public Health Medicine, 
1998, 20: 396–403.

14. Ong G, Austoker J, Brouwer A. Guidelines on Improving the Quality of the 
Written Information sent to Women who are Recalled for Assessment. Sheffield, 
NHS Breast Screening Programme, 1998 (NHSBSP Publication No 38).

15. Austoker J. Breast Cancer Screening. A Practical Guide for Primary Care 
Teams. Oxford, NHS Breast Screening Programme, 1990.

16. Radiographer Skills Mix. Department of Health Learning and Personal 
Development Division, 2003 (unpublished report).

17. Further Revisions to Guidance Notes for Ultrasound Scanners used in the 
Examination of the Breast, with Protocol for Quality Testing. London, Medical 
Devices Agency, 1999 (Evaluation Report MDA/98/52).

18. Information and Advice for Health Professionals in Breast Screening. NHS 
Cancer Screening Programmes, 2002 (NHSBSP Publication No 53).

19. Familial Breast Cancer. The Classification and Care of Women at Risk of 
Familial Breast Cancer in Primary, Secondary and Tertiary Care. National 
Institute for Clinical Excellence, 2004 (Clinical Guideline 14).

20. The Right Results. Guide to the Correct Processing and Issuing of Results. NHS 
Cancer Screening Programmes, 2003 (NHSBSP Publication No 55).



Clinical Guidelines for Breast Cancer Screening Assessment

NHSBSP January 2005 20

21. Teh WL, Evans AJ, Wilson ARM. Definitive non-surgical breast diagnosis: the 
role of the radiologist (editorial). Clinical Radiology, 1998, 53: 81–84.

22. Guidance Notes for the Implementation of the Ionising Radiation (Medical 
Exposure) Regulations 2000 in the NHSBSP. Sheffield, NHS Cancer Screening 
Programmes, 2000 (unnumbered report).

23. Britton P. Fine needle aspiration or core biopsy. The Breast, 1999, 8: 1–4.
24. Britton P, McCann J. Needle biopsy in the NHS Breast Screening Programme 

1996/97: how much and how accurate? The Breast, 1999, 8: 5–11.
25. Berg WA, Hruban RH, Kumar D et al. Lessons from mammographic–

histopathologic correlation of large-core needle breast biopsy. Radiographics, 
1996, 16: 1111–1130.

26. Harcourt D, Ambler N, Rumsey N, Cawthorn SJ. Evaluation of a one-stop breast 
lump clinic: a randomized controlled trial. The Breast, 1998, 7: 314–319.

27. Litherland JC, Evans AJ, Wilson ARM et al. The impact of core-biopsy on pre-
operative diagnosis rate of screen detected breast cancers. Clinical Radiology, 
1996, 51: 562–565.

28. Philpotts LE, Shaheen NA, Jain KS et al. Uncommon high-risk lesions of 
the breast diagnosed at stereotactic core-needle biopsy: clinical importance. 
Radiology, 2000, 216: 831–837.

29. Liberman L, Sarna MP. Cost-effectiveness of stereotactic II – gauge directional 
vacuum-assisted breast biopsy. American Journal of Roentgenology, 2000, 175: 
53–58.

30. Reynolds HE. Core needle biopsy challenging benign breast conditions: a 
comprehensive literature review. American Journal of Roentgenology, 2000, 174: 
1245–1250.

31. Dennis MA, Parker S, Kaske TI et al. Incidental treatment of nipple discharge 
caused by benign intraduct papilloma through diagnostic mammotome biopsy. 
American Journal of Roentgenology, 2000, 174: 1263–1268.

32. Rosen EL, Bentley RC, Baker JA, Scott Soo M. Image-guided core needle biopsy 
of papillary lesions of the breast. American Journal of Roentgenology, 2002, 179: 
1185–1192.

33. Mayers MM, Sloane JP. Carcinoma and atypical hyperplasia in radial scars 
and complex sclerosing lesions: importance of lesion size and patient age. 
Histopathology, 1993, 23: 225–231.

34. Cawson JN, Malara F, Kavanagh A et al. Fourteen-gauge needle core biopsy of 
mammographically evident radial scars is excision necessary? Cancer, 2003, 97 
(2): 345–351.

35. Brenner RJ, Jackman RJ, Parker SH et al. Percutaneous core needle biopsy of 
radial scars of the breast: when is excision necessary? American Journal of 
Roentgenology, 2002, 179: 1179–1184.

36. Kirwan SE, Denton ERE, Nash RM et al. Multiple 14G stereotactic core biopsies 
in the diagnosis of mammographically detected stellate lesions of the breast. 
Clinical Radiology, 2000, 55: 763–766.

37. Sandler GP, McGee S, Dallimore NS et al. The role of the FNA and needle 
biopsy in the diagnosis of lobular carcinoma of the breast. British Journal of 
Surgery, 1994, 81: 1315–1317.

38. Gadzala DE, Cederbom GJ, Bolton JS et al. Appropriate management of atypical 
ductal hyperplasia diagnosed by stereotactic core needle breast biopsy. Annals of 
Surgical Oncology, 1997, 4: 283–286.

39. Moore MM, Hargett III CW, Hanks JB et al. Association of breast cancer with 
the finding of atypical ductal hyperplasia at core breast biopsy. Annals of Surgery, 
1997, 225: 726–733.

40. Bagnall MJC, Evans AJ, Wilson ARM et al. When have mammographic 
calcifications been adequately sampled at needle core biopsy? Clinical 
Radiology, 2000, 55: 548–553.



NHSBSP January 2005 21

Clinical Guidelines for Breast Cancer Screening Assessment

41. Liberman L, Evans III WP, Dershaw DD et al. Radiography of 
microcalcifications in stereotaxic mammary core biopsy specimens. Radiology, 
1994, 190(1): 223–225.

42. Teh WL, Shah BKS, Michell MJ et al. Prospective randomised study of 
stereotactic breast biopsy using 14G core biopsy and 11G vacuum-assisted 
biopsy: the UK Mammotome trial. (in press).

43. Ong GJ, Austoker J, Michell M. Early rescreen/recall in the UK National Health 
Service breast screening programme: epidemiological data. Journal of Medical 
Screening, 1998, 5: 146–155.

44. Ong GJ, Austoker J, Brett J. Breast screening: adverse psychological 
consequences one month after placing women on early recall because of a 
diagnostic uncertainty. A multicentre study. Journal of Medical Screening, 1997, 
4: 158–168.



Clinical Guidelines for Breast Cancer Screening Assessment

NHSBSP January 2005 22

APPENDIX: AUDIT OF SCREENING 
ASSESSMENT

1. Time from attendance at screening to first offered screening 
assessment appointment
• Minimum standard 90% within 3 weeks

2. Number of assessment visits required to achieve a definitive 
diagnosis
• Standard: no more than two for interventional procedures

3. Preoperative diagnosis rate for breast cancer
• Minimum standard 80%
• Target 90%

4. Benign diagnostic surgical biopsy rates
• Minimum standard

– Prevalent < 3.6 per thousand women screened
– Incident < 2.0 per thousand women screened

• Target
– Prevalent < 1.8 per thousand women screened
– Incident < 1.0 per thousand women screened

5. Attendance at multidisciplinary screening assessment review 
meetings

6. Records kept of assessment cases and outcomes.
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