
Original Article

Simplifying Breast Imaging Reporting and
Data System classification of mammograms
with pure suspicious calcifications

Gisela LG Menezes1, Gonneke AO Winter-Warnars2,
Eva L Koekenbier1, Emma J Groen3, Helena M Verkooijen1 and
Ruud M Pijnappel1

Abstract

Objectives: To investigate the risk of malignancy following stereotactic breast biopsy of calcifications classified as Breast

Imaging Reporting and Data System (BI-RADS) 3, 4, and 5.

Methods: The study included women with pure calcifications (not associated with masses or architectural distortions) who

underwent stereotactic breast biopsy at the Dutch Cancer Institute between January 2011 and October 2013. Suspicious

calcifications (Breast Imaging Reporting and Data System 3, 4, or 5) detected on mammography were biopsied. All lesions were

assessed by breast radiologists and classified according to the BI-RADS lexicon.

Results: Overall, 473 patients underwent 497 stereotactic breast biopsies. Sixty-six percent (326/497) of calcifications were

classified B4, 30% (148/497) B3, and 4% (23/497) B5. Of the 226 (45%) malignant lesions, there were 182 pure ductal carcinoma

in situ, 22 mixed ductal carcinoma in situ and invasive carcinomas (ductal or lobular), 21 pure invasive carcinomas, and one

angiosarcoma. Malignancy was found in 32% (95% confidence interval [CI] 0.24 to 0.39) of B3, 49% (95% CI 0.43 to 0.54) of B4,

and 83% (95% CI 0.61 to 0.95) of B5 calcifications.

Conclusions: Considering the high predictive value for malignancy in B3 calcifications, we propose that these lesions should be

classified as suspicious (B4), especially in a screening setting.
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Introduction

Breast cancer is the most common malignant disease and
cause of death among women (522,000 deaths in 2012).1

Despite increasing incidence,1 survival has improved in
the last two decades,1,2 with rates of up to 80% reported
in Western Europe, North America, Japan, and Australia,
due to a combination of more effective treatments, better
supportive care, and earlier detection.3

Mammography is currently the best imaging tool for
early detection of breast cancer in women with average
lifetime risk of developing this disease. The effectiveness
of mammographic screening in reducing breast cancer
mortality has been proven in many randomized trials.4–6

Before mammographic screening, ductal carcinoma in situ
(DCIS) represented only 2.1% of all treated breast carcin-
omas.7 Now, 20% of breast cancers are diagnosed in the
pre-invasive stage.8,9

The American College of Radiology developed the
Breast Imaging Reporting and Data System (BI-RADS)

to standardize the terminology, assessment, and manage-
ment of mammographic findings.10 The BI-RADS lexicon
also includes descriptors of calcifications, which are clas-
sified according to their likelihood of malignancy
(Table 1).10 Between 41% and 47% of non-palpable
breast malignancies present as pure calcifications in
screening mammography,11 and full-field digital
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mammography has considerably improved the visualiza-
tions and characterization of calcifications.12,13 The tran-
sition of screen-film mammography to the digital format
began two decades ago, and digital mammography
showed to be comparable or even better than screen-film
mammography in detecting breast carcinomas.12,13

The increased detectability of calcifications observed in
digital technique makes it essential that these lesions can be
reliably classified as either benign or malignant, to avoid
unnecessary biopsies and unnecessary treatment. However,
it has been difficult for radiologists to properly differentiate
between benign and malignant calcifications, especially
those classified as B3.14–18 Even the use of additional mag-
netic resonance imaging tools (e.g. 3T imaging, kinetic
analysis, diffusion-weighted imaging) has not resulted in
higher sensitivity in classifying suspicious breast calcifica-
tions.19,20 Image-detected calcifications must have an
appropriate risk stratification, to prevent both malignancy
detection failure and unnecessary treatment delay. Such
accurate classification is unlikely to be achieved in day-
to-day clinical practice, as it depends on many aspects,
including the observer interpretation.18,21–24

The study aims to investigate the risk of malignancy
following 497 stereotactic biopsies of pure calcifications
(not associated with masses or architectural distortions)
classified as BI-RADS 3, 4, and 5 at the Dutch Cancer
Institute.

Methods

All women who underwent stereotactic breast biopsy pro-
cedures at the Dutch Cancer Institute between January
2011 and October 2013 were included in the study. Only
suspicious calcifications detected on mammography were
biopsied. According to the Dutch Cancer Institute policy,
calcifications are considered suspicious when classified as
B3, B4, or B5. This policy differs from the original BI-
RADS lexicon guidelines in which only calcifications clas-
sified as B4 or B5 are considered suspicious and should
receive a biopsy; calcifications classified as B3 are con-
sidered probably benign and should undergo a short-
term follow-up with patients returning after 6 months
for additional imaging analysis. If the lesion remains
stable, a second 6-month follow-up is indicated. After

that, a third 12-month follow-up is made and, assuming
stability, the patient may return to the biannual screening
program. However, since 2010 the Dutch National Breast
screening program recommends that calcifications that
originally would be classified as B3 should be immediately
reclassified as B4 and undergo further investigation. This
procedure was adopted because, in the Netherlands, mam-
mographic screening only happens once every 2 years and
it is, therefore, not possible to follow-up these B3 patients
once every 6 months. Consequently, in the screening set-
ting, all B3 calcifications are immediately considered sus-
picious and reclassified as B4, and are referred for further
investigation in the clinical setting. During the investiga-
tion in the clinical setting, the medical assistant may
decide to follow-up these lesions, and ask for additional
imaging investigation (such as ultrasound) or a direct
biopsy of the lesion. At the Dutch Cancer Institute
(clinical assessment setting and not screening), the policy
is to consider all B3 calcifications as suspicious and submit
these lesions to biopsy (no follow-up policy is applied in
these cases).

Patients with calcifications associated with masses or
architectural distortion were excluded from this study;
only pure calcifications were included. Patients with calci-
fications not identified in stereotactic biopsy were also
excluded (these patients underwent different diagnostic
procedures for further investigation). All stereotactic
biopsies were performed by a breast radiologist using a
9-gauge vacuum-assisted device under local anesthesia.
On average, four to eight samples were obtained for
each biopsy.

Digital mammographic examinations were performed
with a LORAD Selenia (Hologic, Bedford, MA, USA)
full-field digital mammography unit. Standard craniocau-
dal and mediolateral oblique mammograms as well as
magnification views were obtained for all patients.

All lesions were assessed in routine care by dedicated
breast radiologists and classified according to the BI-
RADS lexicon,10 which proposes that calcifications
should be classified according to their probability of
malignancy (Table 1). According to the BI-RADS,
round and punctate calcifications when in isolated clusters
are classified as B3, with a positive predictive value (PPV)
between 0 and 2%. Punctate calcifications with segmental

Table 1. BI-RADS classification system.a

Category Definition Probability of malignancy

B1 Normal mammography—back to screening program 0%

B2 Benign findings—back to screening program 0%

B3 Probably benign—6-month interval follow-up 42%

B4 Suspicious abnormality—tissue diagnosis B4a: >2% to 410%

B4b:10% to 450%

B4c: 50% to <95%

B5 Highly suggestive of malignancy—tissue diagnosis 595%

BI-RADS: Breast Imaging Reporting and Data System.
aExcluding lesions that need additional imaging investigation (B0) and those with known biopsy proven malignancy (B6).
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and linear distribution are classified as B4a (PPV approxi-
mately between 2% and 10%), coarse heterogeneous and
amorphous as B4b (PPV between 10% and 50%), fine
pleomorphic as B4c (PPV approximately between 50%
and 95%), and fine linear or linear branching as B5
(PPV above 95%). In our study, all calcifications were
classified according to these BI-RADS guidelines. The
mammographic lesions were assessed by 11 breast
radiologists.

Histopathological findings as described in the original
reports were considered the standard of reference.
Calcifications associated with DCIS and (or) invasive
cancer were considered malignant. Lobular carcinoma in
situ, classical type, was considered benign, once this would
not have any treatment implications. The remaining cal-
cifications that showed no signs of malignancy in histo-
pathological analysis were also considered benign.

This retrospective study was approved by the
Institutional Review Board of the Dutch Cancer
Institute. Neither informed consent nor patient approval
was required for the review of medical records (protocol
no. 6713).

Results

Between January 2011 and October 2013, 496 women
underwent 520 stereotactic breast biopsy procedures for
calcifications classified as BI-RADS 3, 4, or 5. We
excluded six patients with calcifications not identified in
the stereotactic biopsy specimens, and 17 patients with
calcifications associated with masses or architectural dis-
tortion. This research included 497 pure calcifications
from 473 patients. In 24 patients, two or more foci of
calcifications were found on mammography; 13 patients
presented with bilateral lesions, and 11 with two or more
ipsilateral lesions. The mean age of included patients was
55 (range 32–74).

There were 227 patients (48%) referred directly from the
Dutch National Breast screening program due to calcifica-
tions found on mammography. Table 2 shows the origin of
all 473 patients included in the study. In 18 cases (4%), it
was not possible to determine if patients were referred from
other centers or directly from the screening program. In 85
patients (18%), calcifications were downgraded to B3
during clinical assessment, and these patients spontan-
eously attended the Dutch Cancer Institute for a second
opinion. In this group, after re-evaluation, 24 calcifications
remained as B3, from which seven (29%; 95% CI 0.14 to
0.49) proved to be malignant. There were 61 calcifications
reclassified as B4, from which 28 (46%; 95% CI 0.33 to
0.58) were malignant.

Of all 497 lesions (calcifications), 271 were benign and
226 were malignant. The malignant lesions consisted of
182 cases of pure DCIS, 22 cases of mixed DCIS and
invasive carcinoma (ductal or lobular), 21 cases of pure
invasive carcinomas (ductal or lobular), and one angiosar-
coma. The histopathological results for each BI-RADS
classification are summarized in Table 3.

Of the breast lesions in patients referred directly from
the Dutch National Breast screening program, 45% (108/
241; 95% CI 0.38 to 0.51) were malignant; 51% (130/256;
95% CI 0.44 to 0.57) of the breast lesions from the
remaining group showed malignancy. The incidence of

Table 3. Histopathological results of suspicious calcifications con-

form BI-RADS classification (n¼ 497).

BI-RADS 3 Results

DCIS 39 (26.4%)

DCIS with an invasive component 1 (0.8%)

Invasive ductal carcinoma 6 (4.0%)

Angiosarcoma 1 (0.8%)

LCIS 96 (65.0%)

Other benign lesions 5 (3.0%)

Total 148

BI-RADS 4 Results

DCIS 135 (41.4%)

DCIS with an invasive component 13 (3.9%)

Invasive ductal carcinoma 7 (2.2%)

Invasive lobular carcinoma 5 (1.5%)

LCIS 7 (2.2%)

Other benign lesions 159 (48.8%)

Total 326

BI-RADS 5 Results

DCIS 16 (70.0%)

Invasive ductal carcinoma 3 (13.0%)

LCIS 0 (0.0%)

Other benign lesions 4 (17.0%)

Total 23

BI-RADS: Breast Imaging Reporting and Data System; DCIS: ductal carcin-

oma in situ; LCIS: Lobular carcinoma in situ.

Table 2. Patients referred to the Dutch Cancer Institute due to

calcifications found in mammography (n¼ 473).

Patients’ source Results

Referred directly from the Dutch

National Breast screening program

227 (48.0%)

Follow-up due to previous breast

cancer history or high risk of

developing breast cancer

110 (23.0%)

Spontaneously went to Dutch Cancer

Institute (after screening) to ask for a

second opinion

85 (18.0%)

Referred from other hospitals for a

third opinion about abnormal breast

imaging findings in screening.

14 (3.0%)

Referred from the general practitioner 19 (4.0%)

Unknown 18 (4.0%)

Total 473
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malignancy in BI-RADS groups 3, 4, or 5 did not vary
significantly according to the type of referral.

Of the 497 calcifications, 30% (148) were classified as
B3, 66 % (326) as B4, and 4% (23) as B5. Malignancy was
found in 32% (47/148; 95% CI 0.24 to 0.39) of B3, 49%
(160/326; 95% CI 0.43 to 0.54) of B4, and 83% (19/23; CI
0.61 to 0.95) of B5 calcifications. Invasive cancer was
found in 17% (8/47) of B3, 16% (25/160) of B4, and in
16% (3/19) of B5 calcifications. Figure 1 shows examples
of calcifications classified as B3 that revealed malignancy
after histopathological analysis.

Discussion

In this study, we divided our sample into two groups:
patients from the Dutch National Breast screening pro-
gram, and patients with calcifications detected in a clinical
setting (outside the screening program). The PPV for
malignancy in B3 lesions was similar in both groups.

For B4 lesions, the PPV was as expected. According to
the BI-RADS lexicon, a B4 abnormality can vary from
>2% to an almost 95% likelihood of malignancy,10 and
B5 calcifications have a probability of malignancy higher
than 95%. The PPV among our patients with B5 lesions
was high (83%), but still slightly lower than the expected
95% rate.10 This inconsistency may be due to the small
number of patients included in this category.

Calcifications classified as B3 present a real challenge in
clinical practice. The BI-RADS lexicon reports that the
probability of malignancy of a B3 lesion is less than 2%
and a follow-up mammography after 6 months is
advised.10 However, we found a remarkably high PPV
of malignancy among B3 calcifications. Similar results to
ours have been previously described in everyday clinical
practice.14–17,25 In an evaluation of needle core biopsy
results of patients from the German mammography
screening with breast lesions classified as B3, Hoffmann
et al.15 found a PPV of 24% for B3 calcifications and
recommended that all B3 lesions should undergo biopsy

investigation. Other studies showed high incidence of
malignancy among B3 calcifications. Kraal et al.16 corre-
lated the results of 236 stereotactic biopsies of pure breast
calcifications with the initial BI-RADS classification and
found a PPV of 16% in lesions originally classified as B3.
Craft et al.14 observed the outcome of 235 women attend-
ing a breast screening program who were recalled for
assessment of calcifications, and examined the incidence
of breast carcinoma detected during the following 5 years.
Among B3 calcifications, an incidence of 12.7% of malig-
nancy was observed. Kettritz et al.17 performed 78 stereo-
tactic vacuum-assisted breast biopsies of calcifications
classified as B3, and found that 19% of these lesions
were malignant.

Mammographic screening is recommended in The
Netherlands once every 2 years, and in the United
Kingdom once every 3 years. Since its first edition, the
BI-RADS recommends that if a B3 lesion is found on
mammography, patients should return after 6 months
for additional imaging analysis. If the lesion remains
stable, a second 6-month follow-up is indicated. After
that, a third 12-month follow-up is made and, assuming
stability, the patient may return to the biannual screen-
ing program. In clinical practice, the follow-up of B3
lesions depends on the preference of the assistant phys-
ician, the availability of biopsy procedures, and the
patient’s wishes.26 This policy is difficult to put into
practice, especially in countries with large population
screening programs. In the context of public health
care, the financial and planning costs might be an obs-
tacle to implement such a short-term follow-up. In the
Netherlands, approximately 1 million women join the
breast screening program every year, and in Australia
and England 1.5 million27 and 2 million,28 respectively.
Between 1% and 15% of all patients attending breast
cancer screening programs worldwide are recalled for
further assessment,29–32 and pure calcifications classified
as B3 account for approximately 8% of all patient
recalls.15,27,33–36

Figure 1. Regional punctate calcifications classified as BI-RADS 3. The final histopathological analysis showed a DCIS grade 3 (a) and a DCIS

grade 2 (b).

BI-RADS: Breast Imaging Reporting and Data System; DCIS: ductal carcinoma in situ.

Menezes et al. 85



In light of these figures, the Dutch National Breast
screening program has abandoned the use of B3 for cal-
cifications; instead, B3 lesions are directly classified as B4
and all of them should undergo further investiga-
tion.28,37,38 The most recent edition of the BI-RADS sug-
gests avoiding the use of the B3 category in large
population screening programs.10

In the context of private medicine, a short-term follow-
up for B3 lesions could be affordable. Nevertheless, pre-
vious studies have documented a low compliance to the
recommended follow-up.39,40 Helvie et al.40 found compli-
ance rates for low-suspicion lesions of 60% at 2 years and
only 47% at 3 years.40 In a clinical trial studying B3
lesions, Baum et al.39 found that only 71% of the partici-
pants returned within the first 10 months for follow-up.

Moreover, the interobserver variability among breast
radiologists has to be considered, as morphology and dis-
tribution of calcifications are the most important features
to define the final BI-RADS classification. Lazarus et al.22

found excellent agreement among breast radiologists
when assessing the presence of calcifications on mammog-
raphy (k¼ 0.94), but agreement concerning morphology
and distribution was only fair (k¼ 0.32). Gulsun et al.23

found k¼ 0.31 for morphology and k¼ 0.29 for distribu-
tion. Nascimento et al.21 had similar results in a group of
115 patients (k¼ 0.36 for morphology and k¼ 0.24 for
distribution). Pijnappel et al.18 found a moderate
(k¼ 0.59) agreement regarding B3 lesions in the Dutch
National Breast screening program. In a second study,
the same authors observed a moderate agreement among
radiologists, and concluded that a consistent and repro-
ducible classification of calcifications using the BI-RADS
lexicon is hardly possible, especially when considering cal-
cifications classified as BI-RADS 3 or 4.18 This study also
revealed that, if the BI-RADS guidelines were followed
for all B3 calcifications, diagnosis in 18% of malignancies
would have been delayed, which could result in a worse
prognosis for these patients.18 In our study, 32% of the
malignancies in B3 lesions would have been missed using
the BI-RADS guidelines.

The short-term follow-up is also no guarantee of not
missing a malignancy, as many malignant calcifications
might take more than 2 years to present visible modifica-
tions.41–43 Lesions characterized by central necrosis tend
to grow rapidly and the calcifications will also change
accordingly. On the other hand, low-grade lesions lacking
central necrosis change slowly, and the calcifications will
reflect this process, presenting subtle or even no modifica-
tions.41 Lev-Toaff et al.43 showed that malignant calcifi-
cations may remain stable for up to 63 months, and so
malignant calcifications might go unnoticed in a time
frame of 2 years of follow-up.41,42,44

One of the limitations of this study is the retrospective
design, which can incur selection biases. Notwithstanding
this limitation, our findings are consistent with several
previous studies,14–17,25 in the majority of which the
involved radiologists were not performing as per usual
practice. They were aware of their participation in the

investigations and were therefore probably more cautious
while reviewing the mammographic images. Another
limitation is the fact that approximately half of the
patients (246) were referred to the Dutch Cancer
Institute from a variety of centers. All these patients
had calcifications that were originally classified as B4
by the Dutch National Breast screening program. In 85
cases, these calcifications were downgraded to B3 during
the clinical assessment, and these patients decided by
themselves to ask for a second opinion at the Dutch
Cancer Institute (after re-evaluation, 24 cases remained
as B3 and 61 were reclassified as B4). This difference may
be explained by the fact that the re-evaluation at the
Dutch Cancer Institute was performed only by experi-
enced breast radiologists, which does not always occur
in clinical assessment. In 143 cases, patients were referred
from other centers for a second opinion or due to pre-
vious breast cancer history (or high risk of developing
breast cancer). In 18 cases, it was not possible to deter-
mine the reason why patients were referred for further
investigation. All 246 patients were assessed at the Dutch
Cancer Institute within 6 months of the first diagnosis
during screening. Although these cases may not be rep-
resentative of calcifications found in the population, we
observed that the results in this group of 246 patients
were very similar to the 227 cases originating directly
from screening setting (and also similar to other studies
described above). One of the advantages of our research
is that the radiologists involved performed the BI-RADS
classification according to their usual daily practice.
Another advantage is the fact that almost half of the
population was referred directly from the Dutch
National Breast screening program, facilitating the gen-
eralizability of our results.

Conclusion

The most recent edition of the BI-RADS suggests
avoiding the use of the B3 category in large population
screening programs. We go beyond that: Considering
the interobserver variability, costs (and low compliance)
to short-term follow-up, and the high predictive value
for malignancy in B3 calcifications, we believe that the
use of this category for pure calcifications should not
only be avoided but eliminated in the screening setting
and in daily clinical practice. In a screening setting,
where patients are seen once every 2 years (or more
often, depending on the country), it is not possible to
perform a short-term follow-up due to costs and diffi-
cult logistics. In addition, it has been observed in clin-
ical practice that even pure B3 calcifications (round
and punctate in isolated clusters) have high rates of
malignancy (although their characteristics might not
present visual modifications during the 2-year imaging
follow-up). Abolishing the B3 category for calcifications
could improve patient care and avoid delays in both
diagnosis and treatment. Pure calcifications (not asso-
ciated with a mass or architectural distortion) that

86 Journal of Medical Screening 25(2)



originally would be classified as B3 should be directly
classified as suspicious (B4), to avoid missing a malig-
nant lesion.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect to the research,

authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, authorship, and/or

publication of this article.

References

1. Latest world cancer statistics Global cancer burden rises to 14.1 million new

cases in 2012: marked increase in breast cancers must be addressed. World

Health Organization, www.iarc.fr/en/media-centre/pr/2013/pdfs/pr223_E.pdf

(2013, accessed 10 October 2016).

2. Euhus D, Di Carlo PA and Khouri NF. Breast cancer screening. Surg Clin

North Am 2015; 95: 991–1011.

3. Coleman MP, Quaresma M, Berrino F, et al. Cancer survival in five continents:

a worldwide population-based study (CONCORD). Lancet Oncol 2008; 9:

730–56.

4. Fletcher SW and Elmore JG. Clinical practice. Mammographic screening for

breast cancer. New Engl J Med 2003; 348: 1672–1680.

5. Humphrey LL, Helfand M, Chan BK, et al. Breast cancer screening: a sum-

mary of the evidence for the U.S. Preventive Services Task Force. Ann Intern

Med 2002; 137: 347–360.

6. Tabar L, Vitak B, Chen HH, et al. Beyond randomized controlled trials: orga-

nized mammographic screening substantially reduces breast carcinoma mortal-

ity. Cancer 2001; 91: 1724–1731.

7. Rosner D, Bedwani RN, Vana J, et al. Noninvasive breast carcinoma: results

of a national survey by the American College of Surgeons. Ann Surg 1980; 192:

139–147.

8. Ernster VL, Ballard-Barbash R, Barlow WE, et al. Detection of ductal carcin-

oma in situ in women undergoing screening mammography. J Natl Canc Inst

2002; 94: 1546–1554.

9. May DS, Lee NC, Nadel MR, et al. The National Breast and Cervical Cancer

Early Detection Program: report on the first 4 years of mammography pro-

vided to medically underserved women. Am J Roentgenol 1998; 170: 97–104.

10. D’Orsi CJSE, Mendelson EB, Morris EA, et al. ACR BI-RADS� atlas, breast

imaging reporting and data system. Reston, VA: American College of

Radiology, 2013.

11. Gajdos C, Tartter PI, Bleiweiss IJ, et al. Mammographic appearance of non-

palpable breast cancer reflects pathologic characteristics. Ann Surgery 2002;

235: 246–251.

12. Venta LA, Hendrick RE, Adler YT, et al. Rates and causes of disagreement in

interpretation of full-field digital mammography and film-screen mammog-

raphy in a diagnostic setting. Am J Roentgenol 2001; 176: 1241–1248.

13. Kim HS, Han BK, Choo KS, et al. Screen-film mammography and soft-copy

full-field digital mammography: comparison in the patients with microcalcifi-

cations. Korean J Radiol 2005; 6: 214–220.

14. Craft M, Bicknell AM, Hazan GJ, et al. Microcalcifications detected as an

abnormality on screening mammography: outcomes and followup over a

five-year period. Int J Breast Cancer 2013; 2013: 458540.

15. Hoffmann O, Stamatis GA, Bittner A-K, et al. B3-lesions of the breast and

cancer risk – an analysis of mammography screening patients. Mol Clin Oncol

2016; 4: 705–708.

16. KJ Kraal, JJ Hensen, Sikkenk A, Becking W, Niezen AA, Vroegindeweij D.

Evaluation of stereotactic biopsies of breast microcalcifications and correlation

with initial BI-RADS classification, http://posterng.netkey.at/esr/viewing/index.

php?module¼viewing_poster&pi¼112291 (2012, accessed 20 March 2017).

17. Kettritz U, Morack G and Decker T. Stereotactic vacuum-assisted breast

biopsies in 500 women with microcalcifications: radiological and pathological

correlations. Eur J Radiol 2005; 55: 270–276.

18. Pijnappel RM, Peeters PH, Hendriks JH, et al. Reproducibility of mammo-

graphic classifications for non-palpable suspect lesions with microcalcifica-

tions. Br J Radiol 2004; 77: 312–314.

19. Bazzocchi M, Zuiani C, Panizza P, et al. Contrast-enhanced breast MRI in

patients with suspicious microcalcifications on mammography: results of a

multicenter trial. Am J Roentgenol 2006; 186: 1723–1732.

20. Greenwood HI, Heller SL, Kim S, et al. Ductal carcinoma in situ of the

breasts: review of MR imaging features. Radiographics 2013; 33: 1569–1588.

21. Nascimento JH, Silva V and Maciel AC. Accuracy of mammographic findings

in breast cancer: correlation between BI-RADS classification and histological

findings. Radiol Bras 2010; 43: 91–96.

22. Lazarus E, Mainiero MB, Schepps B, et al. BI-RADS lexicon for US and

mammography: interobserver variability and positive predictive value.

Radiology 2006; 239: 385–391.

23. Gulsun M, Demirkazik FB and Ariyurek M. Evaluation of breast microcalci-

fications according to Breast Imaging Reporting and Data System criteria and

Le Gal’s classification. Eur J Radiol 2003; 47: 227–231.

24. Berg WA, Campassi C, Langenberg P, et al. Breast Imaging Reporting and

Data System: inter- and intraobserver variability in feature analysis and final

assessment. Am J Roentgenol 2000; 174: 1769–1777.

25. Hayes BD, O’Doherty A and Quinn CM. Correlation of needle core biopsy

with excision histology in screen-detected B3 lesions: the Merrion breast

screening unit experience. J Clin Pathol 2009; 62: 1136–1140.

26. Dorrius MD, Pijnappel RM, Sijens PE, et al. The negative predictive value of

breast magnetic resonance imaging in noncalcified BIRADS 3 lesions. Eur J

Radiol 2012; 81: 209–213.

27. Craft M, Bicknell AM, Hazan GJ, et al. Microcalcifications detected as an

abnormality on screening mammography: outcomes and followup over a

five-year period. Int J Breast Cancer 2013; 2013: 458540.

28. Hunt RJ, Steel JR, Porter GJ, et al. Lesions of uncertain malignant potential

(B3) on core biopsy in the NHS Breast Screening Programme: is the screening

round relevant? Ann R Coll Surg Engl 2012; 94: 108–111.

29. Elmore JG, Nakano CY, Koepsell TD, et al. International variation in screen-

ing mammography interpretations in community-based programs. J Natl Canc

Inst 2003; 95: 1384–1393.

30. Schell MJ, Yankaskas BC, Ballard-Barbash R, et al. Evidence-based target

recall rates for screening mammography. Radiology 2007; 243: 681–689.

31. Smith-Bindman R, Ballard-Barbash R, Miglioretti DL, et al. Comparing the

performance of mammography screening in the USA and the UK. J Med

Screen 2005; 12: 50–54.

32. Yankaskas BC, Cleveland RJ, Schell MJ, et al. Association of recall rates with

sensitivity and positive predictive values of screening mammography. Am J

Roentgenol 2001; 177: 543–549.

33. Benveniste APA, Ferreira AHPG and Aguillar VLN. Double reading in mam-

mographic screening. Radiol Bras 2006; 39: 85–89.

34. Domingo L, Romero A, Belvis F, et al. Differences in radiological patterns,

tumour characteristics and diagnostic precision between digital mammography

and screen-film mammography in four breast cancer screening programmes in

Spain. Eur Radiol 2011; 21: 2020–2028.

35. Lipasti S, Anttila A and Pamilo M. Mammographic findings of women

recalled for diagnostic work-up in digital versus screen-film mammography

in a population-based screening program. Acta Radiol 2010; 51: 491–497.

36. Venkatesan A, Chu P, Kerlikowske K, et al. Positive predictive value of spe-

cific mammographic findings according to reader and patient variables.

Radiology 2009; 250: 648–657.

37. Verbeek AL, Broeders MJ, Otto SJ, et al. [Effects of the population screening

into breast cancer]. Ned Tijdschr Geneeskd 2013; 157: A5218.

38. Dutch nation-wide Breast Cancer Guidelines IKNL, Version 2.0, pp. 43–52,

www.oncoline.nl/ (2012, accessed 29 May 2017).

39. Baum JK, Hanna LG, Acharyya S, et al. Use of BI-RADS 3-probably benign

category in the American College of Radiology Imaging Network Digital

Mammographic Imaging Screening Trial. Radiology 2011; 260: 61–67.

40. Helvie MA, Pennes DR, Rebner M, et al. Mammographic follow-up of low-

suspicion lesions: compliance rate and diagnostic yield. Radiology 1991; 178:

155–158.

41. Cardenosa G. Calcifications associated with malignancy. In: Wilkins LWA, ed.

Breast imaging the core curriculum. Philadelphia, PA: Lippincott Williams &

Wilkins, 2004.

42. Matsunaga T, Nakamura Y, Mimuro M, et al. Chronological changes of

microcalcifications of breast carcinoma. Breast Cancer 1998; 5: 269–277.

43. Lev-Toaff AS, Feig SA, Saitas VL, et al. Stability of malignant breast micro-

calcifications. Radiology 1994; 192: 153–156.

44. Kuhl CK, Schrading S, Bieling HB, et al. MRI for diagnosis of pure ductal

carcinoma in situ: a prospective observational study. Lancet 2007; 370:

485–492.

Menezes et al. 87

www.iarc.fr/en/media-centre/pr/2013/pdfs/pr223_E.pdf
http://posterng.netkey.at/esr/viewing/index.php?module=viewing_poster&pi112291
http://posterng.netkey.at/esr/viewing/index.php?module=viewing_poster&pi112291
http://posterng.netkey.at/esr/viewing/index.php?module=viewing_poster&pi112291
http://posterng.netkey.at/esr/viewing/index.php?module=viewing_poster&pi112291
www.oncoline.nl/

