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Abstract
Background: The best outcomes for cancer are directly related to early detection. Accounting
for factors, including breast density, is highly important for decreasing mortality. Purpose: The
purpose of the pilot project is to discern if there is an appropriate breast cancer screening for
patients with dense breasts that can be utilized in primary care. Methods: A literature search
performed to determine options for a screening tool. Once saturation was met the literature was
used to choose one tool to be implemented into clinical practice. The Tyrer Cuzick was
determined to fit the criteria of breast density as a screening factor. The tool was utilized by a
Nurse Practitioner in a rural primary care practice. Results: The Tyrer Cuzick screening tool is
effective in guiding clinical practice for women with dense breasts and in guiding adjunct
imaging care. There were not enough patients who met inclusion criteria during the time frame to
meet standards for clinical significance. Recommendations and Conclusion: The Tyrer Cuzick
is a valuable tool for screening for lifetime breast cancer risk and can assist in guidance of
necessity in adjunct screening and genetic testing recommendations. It would be beneficial if the
screening could be streamlined for time management purposes. For replication, a larger sample
size as well as a longer time frame would be beneficial for evaluating usefulness in clinical

practice.
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Background and Significance

In 2018, more than 250,000 women were newly diagnosed with breast cancer (Breast
Cancer Statistics, 2021). Breast cancer is the leading cancer to be diagnosed and the second
deadliest cancer in patients assigned female at birth. It is commonplace in the primary care
setting to diagnose or extend the news to a patient that there is cause for concern for breast
cancer. While screenings are much more common now, leading to earlier detection and higher
survival rates, there are still major care gaps that need to be filled to decrease mortality related to
breast cancer. Women have greater access to mammography and are more frequently screened in
modern medicine than in any previous decade (CDC, 2021). While screening is more
commonplace, current data supports women need further imaging with special significance
placed on women with dense breasts, a clinical history of breast cancer, or a diagnosis pertaining
to the breast tissue before age 50 (Monticciolo et al., 2018).

One of the factors that tend to cause abnormal or inconclusive screenings for breast
cancer are dense breasts. Dense breasts are classified as an abundance of connective and
glandular tissue to the ratio of fat in the breasts. The connective and glandular tissue create a
matrix of more compact breast tissue that appears darker and more difficult to differentiate on a
mammogram as opposed to non-dense breasts (National Institute of Health [NIH], n.d.). Over
half of women who complete mammography are considered to have dense breasts and are
determined to have dense breasts based on their Breast Imaging Reporting and Data System (BI-
RADS) category. There are four different categories that breast tissue may be classified as; A, B,
C, and D. Type A breasts are primarily fatty breast tissue and type B have patches of dense
breast tissue. Type C have a high percentage of glandular and connective breast tissue and type

D have extremely dense breast tissue. Women who have higher amounts of glandular tissue are



DENSE BREAST SCREENINGS 6

classified to have dense breasts and at increased risk for mammography being unable to
appropriately detect cancerous regions. This is a significant concern considering women with
dense breasts are statistically more likely to develop breast cancer. While the facts are
recognized, research is currently ongoing about supplemental imaging for women with
categorized dense breast tissue, and appropriate treatment (Mann, et al., 2022).

There are two main modalities that can be used adjunctly with mammography in women
with dense breasts. The American Society of Breast Surgeons (2019) have guidelines that
recommend whole breast ultrasounds and contrast enhanced breast magnetic resonance imaging
(MRI). While the increased risks pertaining to dense breast tissue is acknowledged, there are no
established guidelines on who should get supplemental imaging or receive genetic counseling
referral. Supplemental imaging, if appropriately used has the potential to detect previously
missed breast cancer and lead to early treatment. Earlier detection and treatment are key
components to decreased mortality as well as financial and emotional burdens to families and
healthcare systems.

Purpose

The purpose of the pilot project is to discern if there is an appropriate breast cancer
screening for patients with dense breasts that can be utilized in primary care and determine the
ease of use when implemented in practice. While there are many different screening tools
available for use, finding one that can be included in primary care and that takes breast density
into account is of the utmost importance. Medical care that is grounded in evidenced based
methodology is a foundational tool for nursing and advanced practice providers, and this lack of

guidance when caring for patients with a diagnosis of dense breasts is a critical gap. Taking steps
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to determine options for patients with this diagnosis and promote early detection of potentially
missed breast cancer is a necessity (Djulbegovic,& Guyatt, 2017).
Review of Current Evidence

A quarter million new breast cancer cases are diagnosed yearly. A brief overview of the
financial aspect for patients and the healthcare system showed that, on average, within 24 months
of diagnosis of breast cancer, patients had amassed medical costs between $71,000 and $182,000
depending upon stage of cancer and treatment modality (Blumen, Fitch, Polkus., 2016).
Crippling debt to patients, financial strain on healthcare systems and difficulty affording
treatments are just some of the financial struggles related to a formal breast cancer diagnosis.
The mental and physical strain that depletes the immune system leaving patients open for
opportunistic infections in combination with the complications related to cancer, further increase
costs on both patient and healthcare systems.

When searching for supporting literature terms such as “dense breasts”, “breast screening
tools”, and “guidelines for breast cancer screening” were used. When using search filters, it was
easy to reach saturation regarding themes around when to screen for breast cancer. There are
multiple reputable resources regarding diagnostic screenings and how this should be presented to
patients with risks and benefits. There was also search saturation in reference to breast density
and classification of dense breasts and options for adjunct imaging. When it came to legislation,
it became more difficult as not all states have similar laws and insurance suggestions. Inclusion
criteria was based on data within the past five years, mention of dense breast inclusion, and
recommendations regarding either screening or imaging, 30 articles were found to meet

inclusion, but less than half seemed to have good quality data collection or sample sizes of
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statistical significance. None of the articles or literature reviewed had specifications for women
being seen in a primary care setting.

This pilot project is to discern if there is an appropriate breast cancer screening for
patients with dense breasts that can be utilized in primary care. Dense breast tissue makes for a
difficult diagnosis with traditional mammography and is less specific for diagnostic cancer
readings for patients with dense breasts (Mann., et al, 2022). Dense breasts can be genetic,
caused by lifestyle factors, and are heavily correlated with body type. Over half of women are
diagnosed with dense breast tissue during screening mammography, and there are multiple types
of screening and risk assessment tools that can be utilized to determine if there is a need for
supplemental imaging or genetic referral.

This pilot project will assist a primary care practice that currently has no routine policy or
procedure in place to determine if patients with dense breasts should get supplemental breast
imaging such as MRI or Ultrasound. This pilot project was also to determine the timeliness and
usability in a primary care office during a normal clinical day and how this can guide patient
centered care.

Legal and ethical implications for this project are that patients are more aware of their
body and have increased knowledge of a previously undiscussed or unknown component of
breast tissue. A law that was passed in 2019 that patients must be informed of their BI-RADs
classification from radiology, which leads to discussions between providers and patients
regarding supplemental imaging. This attempt at providing further patient education for patients
is both ethical and necessary for patient centered care and shared decision making. In the study
produced by Woof et al., (2021) there were many social and ethical implications discussed when

talking to patients and utilizing the words “low risk” as this can give false implications that there
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is no cause for concern or be socially misconstrued to make patients feel that routine screenings
were not necessary. The recommendations for further imaging can also yield false negative
results and cause patient distress for women with dense breast as is recommended adjunct
imaging (Quinlan & Bardo., 2019). One study from Connecticut yielded an improved detection
of breast cancer with the adjunct imaging over a retrospective review of ten years, following the
implementation of dense breast legislation (Butler & Hooley, 2020). With the possibilities of
understating or overstating the necessity of both routine and potential diagnostic screenings,
there is a legal necessity for providers to carefully provide options with clear risk and benefits for
the best course of shared decision making (Quinlan & Bardo, 2019).

Insurance, costs, and potential legal ramifications should be considered regarding further
imaging. Providers must balance adding another potential cost to the patient unnecessarily versus
the risk of missing a hidden cancer if further imaging is not completed. All these factors play
heavily into the decision of whether extra screening and diagnostic imaging should be performed
and having set guidelines, or a standardized approach will make some of these moving pieces
easier for both patient and provider to work through as a care team to decide about further
imaging.

Gaps in Literature

Overall, the women participating in the studies represented were predominantly white
women or black women with little supporting data for other ethnic considerations. Asian women
were particularly identified as having an increased risk of dense breasts, yet many of the models
were expressly tested on black and white women (Pal et al., 2021). There are many reasons for
lack of representation in research, including cultural divide, language barriers, and mistrust in

westernized medicine.
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The information between states proved to be ambiguous and inconsistent in the
legislature. Some states had very stringent guidelines and others it depended upon the individual
insurance (n.d., 2021). North Carolina was found to be one of the ambiguous states for madating
what adjunct imaging must be covered under insurance (n.d, 2021). Without the assurance that
insurance will cover adjunct imaging, it makes it difficult for states to provide proper data on the
women with dense breasts who appropriately receive adjunct imaging and therefore creates
knowledge gaps on the effectiveness and true necessity of adjunct imaging.

Other literature gaps include lack of evidence based adjunct screening guidelines for
dense breasts.. There are many articles referencing different screening tools for breast cancer,
and some of these do consider dense breast, but none of them have a standardized direction for
the imaging to follow the dense breast diagnosis (Kurian et al., 2021). This lack of guidelines
creates a gray area of uncertainty for radiologists and providers. There is even a difference on a
state-by-state basis of who receives the results of the dense breast finding, be it patient directly or
provider (Grayson et al., 2020). Inconsistencies in legislation, provider direction, and insurance
coverage create many difficult discussions and decisions between patient and provider for next
steps following a dense breast diagnosis.

A wide variety of articles and studies surrounding dense breast tissue were obtained with
many articles utilizing different screening tools to describe appropriate supplemental imaging
guidance. There are many facets that surround the finding of dense breast tissue besides the need
for further imaging, however, and multiple articles were studies evaluating the attitudes of
patients, radiologists, and providers regarding understanding and delivery of the news of a

patient’s breast density. The studies provided a better understanding for what concerns patients
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had and the barriers providers were encountering in delivering information appropriately, as well
as defining a plan of care to move forward.
Screening Tools

To understand the process moving forward, multiple screening tools that were geared
towards diagnostic imaging were reviewed and assessed for current data and effectiveness to
create a patient centered plan of care. Different models were prevalent throughout the studies
including the Tyrer-Cuzick, BCSB, BOADICEA, and GAIL model. Each model had benefits and
pitfalls as far as catering to specific demographics and ambiguity regarding adjunct screenings
(Omranlssa et al., 2020). The further narrowing of which screenings to utilize came from a
culmination of these studies and were also deciding factors in what types of further imaging may
be necessary for patients as well as what discussions need to be had with patients.

The tools assessed for potential utilization for this pilot project include the Gail Model,
Tyrer Cruzick model, and the BCBS Risk Calculator. These screening tools and models have
research behind them and have been tested to be effective. Validation results published show that
the inclusion of breast density, with other risk factors, increases the number of women accurately
identified at higher risk of breast cancer. When compared to other widely used breast cancer-
prediction models, the Tyrer Cuzick model has shown to have the best calibration and
discrimination and was found to be the most comprehensive. Tyrer Cuzick is specifically
designed to estimate the lifetime risk score of a female and was the only screening tool to take
breast density categorization into consideration. Tyrer Cuzick was shown to be more sensitive to
minority populations and specific in determination of additional imaging recommendations

(Brentnall & Cuzick, 2020).
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The need for dense breasts to be further examined cannot be understated. Early detection
of potential cancer can happen with further imaging and early understanding of classes of dense
breast tissue. Providers can reduce mortality from breast cancer if they have an evidenced based
plan of action that is in line with patient values and needs. The difficulty in primary care comes
with determining which screening tool gives the best direction in plan of care and how it is
implemented into practice. Primary care has an abundant amount of work with limited time per
patient. Having a screening tool that is efficient and easily utilized can make the difference
between early intervention versus delayed diagnosis.

Conceptual Framework

This project is based on the Pender's Health Promotion Model (2020), which theorizes
that health and education are essential aspects of an individual’s wellbeing. Providing patients
with information to further better their care as a preventative health measure and encourage
autonomous decision making with provider information and support are critical in discussion of
breast cancer screenings. According to the Pender's Health Promotion Model, patients have
individualized life experiences that shapes reactions and choices moving forward. The holistic
approach to life choices is especially pertinent to patients when faced with the informed risk of
developing breast cancer, having hidden breast cancer, and seeking further imaging based on risk
assumption (Pender’s Health Promotion Model, 2020).

Patients should have shared decision making during any form of medical care, but the
importance of providing a thorough risk-benefit analysis with patients is often underemphasized.
Having a known follow up plan and having a plan of action in the event of certain results are the
direct purpose of screenings and further imaging. The Pender model explains that health

promotion is intended to encourage patient's wellbeing and overall vision of wellness. We
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provide health promotion to not only prevent disease, but to identify problems early enough to
intervene and give patients the best chance at living a quality of life that is both sustainable and
supportive of life goals (Pender’s Health Promotion Model, 2021).

Methods

A rural primary care office in North Carolina was the site utilized for the pilot study with
the providers giving feedback regarding ease of use. The population consisted of patients born
female at birth within the practice who had been determined to have dense breasts on a previous
screening mammogram. While many radiologists had voiced they preferred women to receive a
letter directly telling the patients of their dense breasts diagnoses, there is still a widespread
amount of opinions regarding how patients should be notified of breast density category
(Grayson, et al., 2020).

This project is considered a quality improvement pilot study, as the framework utilized
involves a noted medical issue without clear guidelines and utilization of known information to
create an evidenced based plan of care. A plan of care was developed based on the identification
of dense breasts and the risk shown with the screening tools. Following the discussion with the
patient and the next steps determined with shared decision making and informative materials
provided, the nurse practitioner involved in the pilot study provided an evaluation. These are
clear concepts of the Plan-Do-Study-Act model that is a basis for a quality improvement project.

No budget was necessary for this project and no compensation was provided to patients
or providers. The timeframe for this project consisted of 12 weeks, in which time 10 visits
which fit the criteria for inclusion were met. Some of the most important resources utilized for
this project are the expertise and office time of the primary care office. A Nurse Practitioner

student was also a valuable resource in implementing screening.
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The plan for implementation involved meeting with the provider and the support staff to
give a brief overview of the screening tool that was determined to be the highest in both
sensitivity and specificity. The office already had in place the use of other screening tools that
had been laminated and patients used a dry erase marker to answer the questions provided, and a
score recorded for the patient charts. The provider would then discuss the score with the patient.
The Tyrer Cuzick model was the chosen model for this project. Staff were educated on how to
provide the questionnaire for the screening and the providers instructed what information the
patient should be given and what shared decision making should be had with the patient.

The intervention being made is the implementation of a screening tool and the evidenced
based information to guide care for adjunct imaging. The outcomes were both qualitative and
quantitative as the number of additional imagining and genetic referrals were measured as well
as the comfort and opinions of the providers on how the project was implemented and ease of
use in the office. The qualitative data collected from staff provided valuable feedback on gaps,
future suggestions for changes, and ease of use. Quantitative data obtained for the number of
patients referred to genetic counseling and/or the breast center as well as the lifetime risk score

determined from the Tyrer Cuzick screening.

Design
Translational Framework
This project is a quality improvement project that follows the Plan-Do-Study-Act model
(PDSA). The ‘plan’ is to improve upon a process within the primary care practice involving the
screening, management, and shared decision making for women with dense breasts regarding

imaging and genetic counseling. Implementation was achieved by reviewing the current relevant
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research and establishing what is the most appropriate screening tool for implementation in
practice. The ‘do’ follows mammography and a diagnosis of dense breasts, the Tyrer Cuzick
screening will be implemented in the primary care office to assist in guidance of patient care.
The number of women impacted within this healthcare setting was assessed to see how feasible it
is to incorporate the screening into a busy clinical practice setting. Feedback was the ‘study’
portion from provider and staff and was instrumental in understanding the effectiveness and ease
of use for the practice. As EPIC is the charting system in use for the practice, there was
supporting evidence that the Tyrer Cuzick screening could be incorporated for charting ease. The
‘act’ followed the project completion and determined whether incorporation into practice was
feasible.

Project implementation:

After discussing implementation, the provider was given a log to track necessary health
information including patient age, breast density category, race, Tyrer Cuzick score, and what
adjunct imaging the patient was ordered. There were many obstacles to implementation,
including lack of staff required to perform the screening. An NP student in the office assisted in
the implementation of the screening tool on predetermined patients who fit the inclusion criteria.
There had also recently been provider turnover in the office, therefore there were no other
providers able to attempt implementation which limited the number of screenings performed.

The Tyrer Cuzick screening tool takes into consideration breast density, family history,
personal history, and is more sensitive than other tools when calculating lifetime risk scores on
breast cancer. Multiple articles mention the Tyrer Cuzick screening as an overall well utilized
screening and as being sensitive across racial groups and age groups due to the high volume of

information obtained from the screening, as well as being one of the only current screening tools
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that takes breast density into account (Kurian, et al., 2021; Pal, et al., 2021; Omranlsa, et al.,
2020).
Results

As this is a quality improvement project that aims to determine the timeliness and
feasibility of the utilization of Tyrer Cuzick screening in a primary care setting, the data analysis
is an overview of biological females that met criteria for breast density on mammogram and
whether the stakeholder felt it was feasible in a clinical practice day.

Ten biologic born females met the inclusion criteria for this project. While this number
does not create statistically significant data for the purposes of the general population, it is useful
in the context of a pilot project in continuing with adjustments as part of the PDSA model. The
overall feedback from the provider was that it was a “useful tool” for primary care with “good
information gathering” properties. The provider reported it really “changed her thinking” in the
way that they looked at breast density and the quality of screening tools utilized, and she was
even tempted to screen all her biologic female patients using the Tyrer Cuzick as she felt it was
comprehensive enough to be utilized on patients even without having class C/D breast density.
Qualitative Data

The qualitative data was feedback given from the provider about the Tyrer Cuzack
screening tools use in practice. It was reported to be a thorough assessment tool that gave good
information about lifetime breast cancer risk. The screening was also deemed to be time
consuming and with the current state of healthcare, difficult to implement without proper staffing
and the electronic access for the electronic medical record. As it was one provider providing the
qualitative feedback, no analysis was necessary just synthesis in relation to the screening tool in

practice.
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The provider reported that the tool was “useful” in opening narrative between biological
born females regarding lifetime breast cancer risks. She reported that it seemed to be a “valuable
tool” in giving a numerical reference for patients to keep in mind and be vigilant in their care.
While shared decision making was always utilized to determine if further imaging was necessary
for care, it also provided a good segue into teaching patients what dense breasts are, as well as
getting genetic screening for high-risk patients. The provider reported that “being proactive,
instead of reactive is always the goal of primary care providers.”

Quantitative Data

Quantitative data collected was in reference to the number of patients screened and the
demographics of said patients. A sample size of ten (n=10) was obtained as the provider in the
primary care office works only one day a week at this specific practice. Part of the project was to
determine lifetime risk scores of the patients who met the inclusion criteria. Twenty percent of
the biological women screened with known class C or D breast density had greater than 20%
lifetime risk score, which shows a positive correlation between the breast density and lifetime
breast cancer risk. Eighty percent of those screened during this pilot were Caucasian with 10%
African American and 10% Hispanic. While this is a rural health primary care setting and does
not make the findings generalizable for global patient care, it does give a guiding direction for
care for this specific population.

Demographics

The average age of those in the project was 53.1 years old, eight being non-Hispanic
white, one being black, and one being Hispanic. This project occurred at a rural primary care
setting in North Carolina.

Figure 1
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Racial Demographics
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Timeliness

While the screening was a wealth of information for the practice, it did prove to be time
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consuming. At this time with the current challenges of the office, there would not have been the

resources available to appropriately do this screening, due to its length, without the aid of an
office NP student. Primary care has an average of 15 to 30 minutes to accomplish a visit, and

since the screening takes up roughly ten minutes, it did hinder the timeliness of patient visits.
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Discussion
Evaluation of Outcomes

Of the ten patients screened with the Tyrer Cuzick following a diagnosis of class C and D
breast density, over fifty percent of the sample scored greater than 10% lifetime risk for breast
cancer. Two patients were referred to genetic counseling and three were suggested for adjunct
imaging, including either breast MRI or Ultrasound.

The provider felt the screening was instrumental in creating and open dialogue with her
patients regarding the necessity for further evaluation of dense breast tissue. They felt like it
created a purposeful reason to address breast density and the potential for missed breast cancer,
as well as empower her patients to feel more informed regarding their bodies. She did have many
concerns regarding the screening and how feasible it is to keep the screenings going within the
practice, as well as ways it can be streamlined to better promote patient care.

Further input from the provider was that following the ordering of an MRI, there was
push back from an insurance standpoint for patients who were supposed to have an MRI per their
risk score. Some of the ICD billing codes utilized to attempt to gain insurance approval are listed
in the Table 1 with the verbiage and meaning. These are pertinent for further investigation that
may occur with subsequent projects in achieving approval of MRI following mammography.
Table 1

ICD 10 Codes with Meanings

ICD Code Meaning

793.80 Abnormal Mammogram

R92.2 Inconclusive Mammogram
Dense Breasts
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Z12.39 Encounter for other screening for malignant

neoplasm of breast

780.3 Family history of malignant neoplasm of

breast

The Plan-Do-Study-Act (PDSA) model was the translational framework for this project.
The planning portion was done with the providers and investigators creating a plan of action and
determining which screening tool should be utilized in clinical practice. The “do” was
accomplished with the assistance of a Nurse Practitioner (NP) student within the office as the
staffing challenges would have otherwise made this project even more difficult to implement.

Study was done by way of obtaining both quantitative data of the women served within
the office that met the inclusion criteria for the project and qualitative data from the provider
related to the ability to use in practice. Approval for adjunct imaging, coding metrics, and
sustainability were all evaluated within the primary care office setting. The act portion of this
will come with further projects and determining a standardized approach to present to primary
care offices. This project will need replication and adjustment.

The conceptual framework, Pender’s Health Promotion model, stood true in the aspect
that the provider explained risk and benefits to patients and provided detailed reasoning for
screenings. Adjunct imaging was a shared decision-making effort between provider and patient,
while keeping with the ideal of health promotion and disease prevention or early detection.
Continuing to promote individualized care was supported as the Tyrer Cuzick specifically uses
patient factors in determining a lifetime risk score.

Barriers identified
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Staffing is an ongoing barrier that healthcare continues to face. The office utilized for this
pilot project was going through transition with little support staff, two of the providers leaving,
and the process of obtaining new staff, leaving only two providers in office. In the setting of the
COVID-19 pandemic, there is limited staff availability and office constraints that continue to be
problematic for healthcare.

Information technology (IT) was unable to acquire the Tyrer Cuzick screening tool to be
pulled into the charting system, Epic, which created more work and time for charting results for
both the NP student assisting in doing the screening, and the provider in charting results. Though
there are multiple resources that talked about the utilization of the tool in Epic for cancer
screenings, there seemed to be no assistance on obtaining it for primary care offices at this time.
Discussions were had with the oncology outpatient department in the area who voiced they have
also requested access to the Tyrer Cuzick screening in Epic to no avail. Outpatient oncology
stated they would continue to try to gain access.

While it is not expressly an aim of this project, there were multiple follow up issues
regarding insurance and patient adjunct screening. While the patient’s Tyrer Cuzack score would
be elevated, several over 20% lifetime risk of cancer, there was still insurance coverage denial on
obtaining Breast MRI, which is the recommendation for dense breasts and a greater than 20%
lifetime risk score. This is relevant regarding replication and charting factors for patient care
moving forward. Not only should documentation be explicit in explaining the need for the MRI,
but also the lifetime risk score.

Strengths to overcome barriers
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While the number of screenings performed does not provide statistical significance for
practice, the number of women impacted in just this rural primary care office could translate well
to larger practices and be an important implementation for women’s health moving forward.

The perseverance of the provider and the determination to give the most evidenced based
care, despite critical staffing difficulties was a strength at this site. The willingness of the Nurse
Practitioner student to work with the provider and appropriately screen identified women was
also a strength.

The ease in charting the risk score that was calculated is also a strength as the NP student
was able to complete the screening in the room with the patient and write down the computed
lifetime risk score. Incorporating this into charting was simple, but may have benefitted from
having the specific criteria, such as familial history included as well. The hope moving forward
is that it will be incorporated into EPIC for better charting and ease of use.

Longevity and Dissemination

The findings and data were published onto a tri-fold poster to present to key stakeholders
and designated members of the healthcare system. Suggestions for longevity included
incorporating the Tyrer Cuzick screening into the electronic medical record, enabling patients to
fill it out prior to their visit so a score could be discussed during their visit, and more education
to radiologist on verbiage for follow-up imaging. Staff and patient education were also critical
components for longevity as there has to be an understanding of the need for change to occur
within practice setting, especially that of a busy primary care clinical day.

While the hope for further pilot projects at other sites remains, for this to be a quality
improvement measure that remains within this office there has to be the ability to utilize staff or

a tablet of some sort as it currently stands to complete the Tyrer Cuzick screening during their



DENSE BREAST SCREENINGS 23

visit. As this is a busy clinical practice, the time constraints are lofty. The other plan moving
forward would be to work with radiology to obtain necessary ‘recommendation’ wording that
would assist in insurance coverage of adjunct imaging. Interprofessional communication may be
one key to obtaining easier coverage for breast MRI for patients with a greater than 20% risk of
developing breast cancer based on Tyrer Cuzick screening.

Conclusion

Primary care providers are at the front line of health care and prominent proponents of
breast cancer screenings and early detection. Having established guidelines lead the way for
providing safe and evidenced based driven care, yet there are no established guidelines following
diagnosis of dense breasts. This pilot project can lay the groundwork for further providing a
structure in assisting patients with early detection of breast cancer. The Tyrer Cuzick screening
tool is an effective tool in determining lifetime risk score of developing breast cancer and takes
into consideration breast density. The utilization of the lifetime risk score helps determine
adjunct imaging recommendations.

Moving forward more primary care offices will become more inundated with the need to
manage care for patients with dense breasts and having a starting pathway will be essential.
Breast cancer can affect anyone, and any process that can decrease mortality should be utilized in
practice. If a 10-minute screening is the catalyst to detecting breast cancer then those 10 minutes

may be responsible for saving a life.
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