
 
 

 

- Official Statement - 
 

Consensus Guideline on Diagnostic and Screening 
Magnetic Resonance Imaging of the Breast 

Purpose 
 

To outline the recommended practice of diagnostic and screening magnetic resonance 
imaging (MRI) of the breast. 

Associated ASBrS Guidelines or Quality Measures 
 

1. This document replaces the previous ASBrS Statements of “Position Statement on the 
Use of Magnetic Resonance Imaging in Breast Surgical Oncology” (July 27, 2010) and 
“The Use of Magnetic Resonance Imaging in Breast Oncology” (May 6, 2007). 

2. The ASBrS Choosing Wisely® Campaign endorses the statement “Don’t routinely 
order breast MRI in new breast cancer patients.” There are no other ASBrS Guidelines 
or Quality Measures on breast MRI. 

Methods 
 

A comprehensive, but not a systematic review of the literature, was performed, inclusive of 
recent randomized controlled trials and meta-analyses evaluating the efficacy of screening 
and diagnostic breast MRI. The ASBrS Research Committee developed a consensus document 
which was reviewed and approved by the ASBrS Board of Directors. 

Summary of Data Reviewed 
 

Diagnostic MRI in the Breast Cancer Patient 

MRI of the breast has been used for breast cancer detection since its approval by the FDA 
more than 25 years ago. MRI of the breast has higher sensitivity than mammography for 
cancer detection (> 90%) but variable specificity (range 30-90%).1-6 MRI may aid diagnostic 
evaluation of the breast and surgical decision-making in selected patient populations as 
indicated below.7-10 False-positive findings on breast MRI are common. Therefore, histologic 
confirmation of suspicious indeterminate MRI findings is necessary if the identification of 
new cancer(s) would change patient treatment from breast conserving to ipsilateral, 
contralateral, or bilateral mastectomy.2,11,12 Multiple studies confirm an association between 
receipt of breast MRI in patients with cancer and increased ipsilateral and contralateral 
mastectomy rates, including contralateral prophylactic mastectomy, as well as increased time 
to treatment.13-19 



2 
 

MRI has been shown to increase identification of ipsilateral and contralateral malignancies. 
In 2008, a meta-analysis by Houssami et al reported on 2610 patients with breast cancer who 
underwent MRI.3 Additional disease was identified in 16% of patients (range 6% to 34%). The 
impact of these MRI findings was a change from wide-local excision to mastectomy in 8.1% 
of women (95% CI 5.9–11.3) and a larger local excision in 11.3% of women (95% CI 6.8–18.3). 
In 2012, a systematic review of the literature by Lehman reported 617 (13.7%) of 4500 women 
undergoing MRI with known breast cancer had additional ipsilateral breast cancer detected, 
and 151 (3.6%) of 4147 women had additional contralateral cancers detected by MRI.20 These 
MRI- detected findings impacted surgical decision-making. A separate meta-analysis by 
Brennan et al addressed the rate of MRI-detected contralateral breast cancer detection in 
women with presumed unilateral disease.4 They reported on 22 studies including 3253 
patients. MRI found a synchronous contralateral cancer in 4.1% of patients; 35% were DCIS, 
and 65% were invasive cancers. 

The receipt of MRI in patients with breast cancer is an independent risk factor for the patient 
receiving mastectomy, even when adjusted for stage and tumor characteristics. In 2013, a 
meta- analysis by Houssami et al reviewed the outcomes after MRI in 3112 breast cancer 
patients captured from 7 comparative cohort studies and prospective randomized trials.19 A 
significant increase in both the initial and overall mastectomy rates was seen in the MRI 
group (16.4% and 25.5%, respectively) compared with the no-MRI group (8.1% and 18.2%, 
respectively), with a consistent increase in mastectomy rates after adjusting for age (initial 
mastectomy adjusted OR 3.06, 95% CI 2.03–4.62, p<.001; overall mastectomy adjusted OR 
1.51, 95% CI 1.21–1.89, p<.001). 

The accuracy of MRI to determine tumor size has been compared to conventional imaging in 
the neoadjuvant setting. The level of agreement between MRI and pathologic tumor size is 
better than clinical examination and mammography but similar to ultrasound by meta-
analysis.21 

The comparative effectiveness of breast MRI between patients who had a preoperative MRI 
and those patients who did not for the outcomes of re-excision rates, ipsilateral breast tumor 
recurrence (IBTR) and overall survival (OS) were reported in the Houssami meta-analysis 
(2013) above, and in two randomized trials.12,18,19 There is no convincing evidence that MRI 
reduces re- excision lumpectomy rates, local recurrence, or overall survival in patients with 
invasive breast cancer or ductal carcinoma in situ.22,23 

The decision to use breast MRI as an adjunct to clinical examination, mammography, and 
ultrasound in newly diagnosed breast cancer patients should be made by the physician and 
patient after joint consideration of the benefits as well as the consequences of MRI, such as 
frequent false-positive findings of the breast, increased ipsilateral and contralateral 
mastectomy rates and increased time to treatment.2,4,7,11,17,24,25 The performance of MRI is 
associated with increased costs of care and may be associated with increased patient 
anxiety.7,12,26 Well-informed patients may have less distress when false-positive findings 
necessitate additional biopsies. 
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Screening MRI in the High Risk Patient 

In studies comparing the effectiveness of breast MRI to mammography for screening of high-
risk women for breast cancer - including patients with BRCA mutations - MRI increased the 
cancer detection rate. In a 2015 pooled analysis of women at high risk for breast cancer, Phi 
et al reported that MRI and mammography increased screening sensitivity of cancer 
compared to mammography alone (94% vs 38%; p < .001).27 In a 2011 study limited to 1,275 
BRCA-positive women undergoing screening, Warner et al compared the stage of breast 
cancer at diagnosis stratified by those screened with MRI and those who had conventional 
screening alone.28 On multivariate analysis, the adjusted hazard ratio (HR) for the 
development of higher-stage (II to IV) breast cancer in the MRI cohort was 0.30 (95% CI 0.12–
0.72) compared to screening that did not include MRI. 

King et al reported outcomes of 776 women with LCIS, with (n = 455) and without MRI 
screening (n = 321) after their diagnosis.29 After a median follow-up period of 58 months, 
they were not able to demonstrate any statistical differences in the groups for cancer 
detection, nodal status, or tumor size. The women who underwent screening with MRI 
required more biopsies. In women with dense breasts identified on screening mammography, 
the U.S. Preventive Services Task Force’s systematic review on supplemental MRI screening 
for cancer detection reported the following: sensitivity 75%-100%, specificity 78%-94%, PPV 
3% to 33%, and recall rates 12-24%.30 Use of MRI detected 3.5 to 28.6 additional cancer cases 
per 1000 examinations (34% to 86% invasive). They concluded the benefits were “unclear.” 

Breast MRI Performance 

Diagnostic breast MRI is not recommended until after clinical breast examination and 
conventional breast imaging are performed and interpreted unless being performed as part 
of a standard screening program. 

Breast MRI requires a high field system (minimum 1.5 Tesla magnet), a dedicated breast 
surface coil (breast images taken in a body scanner are inadequate) and intravenous 
gadolinium (or other approved Breast MRI) contrast. “Open” MRI equipment, designed for 
claustrophobic patients, is not recommended. Breast MRI should be performed by a dedicated 
imaging team, including radiologists proficient in diagnostic mammography, ultrasound 
(US), MRI and MRI image- guided biopsy techniques. 

Policies for pre-MRI identification of “claustrophobic” and “gadolinium risk” patients should 
be established. Breast MRI with gadolinium contrast should not be ordered in patients 
receiving renal dialysis for kidney failure and should be used only with caution and with 
adequate informed consent in patients with a GFR <30 mL/min/1.73m2 due to the risk of 
nephrogenic systemic fibrosis. Administration of gadolinium contrast is discouraged during 
pregnancy, as safety of use has not been established. If contrast cannot be used, then breast 
MRI is not recommended in the screening or diagnostic setting. 

Percutaneous MRI-guided biopsy capability is essential for centers performing breast MRI 
even though some MRI lesions confirmed on second look US are amenable to US-guided core 



4 
 

biopsy. For indeterminate suspicious lesions of the breast identified on MRI that are not 
amenable to US or MRI guided biopsy, MRI- guided wire localization can be considered.31 

Radiologic-pathologic correlation is essential for MRI detected indeterminate suspicious 
lesions diagnosed as histologically benign after minimally invasive breast biopsy (MIBB). The 
decision to schedule MRI follow-up must be individualized, taking into account the patient’s 
clinical examination, mammography and ultrasound results, level of suspicion, and patient 
desire. If there is imaging-pathology discordance, then repeat MIBB or surgical excision 
should be considered. 

Patient-Centered Policies 

Protocols to optimize patient-centered care should be considered. These include, but are not 
limited to providing the patient with assistance in MRI scheduling, billing pre-authorization, 
transparency of anticipated out-of-pocket charges, retrieval of breast imaging studies 
performed elsewhere, and identification of patients too obese for MRI. Patients should be 
informed that a contrast agent, such as gadolinium, may be used during the MRI scan to best 
identify areas of concern. Recent information has shown that when an individual receives 
gadolinium repeatedly it may collect in the brain. The importance of this information and 
how it impacts a patient’s health is not known.32 Gadolinium given during pregnancy could 
cause a still birth or the baby could have skin diseases later in their childhood. Women who 
are pregnant or could be pregnant should have a pregnancy test prior to a Breast MRI with 
Gadolinium. 

Recommendations 
 

1. The ASBrS does not recommend routine diagnostic MRI in newly diagnosed breast cancer 
patients except as part of a scientific study. 

2. The ASBrS supports the use of MRI in the following situations: 

a. To search for occult breast cancer in patients with Paget’s disease of the nipple or 
in patients with axillary node metastasis when clinical examination and 
conventional breast imaging fail to detect a primary breast cancer. MRI identifies 
an ipsilateral cancer focus in 60-70% of patients who present with axillary nodal 
metastases and no cancer identified on clinical examination, mammography, or 
ultrasound.33-36 

b. For determining the extent of cancer or presence of multi-focal or multi-centric 
tumor or the presence of contralateral cancer, in patients with a proven breast 
cancer and associated clinical or conventional indeterminate imaging findings 
suspicious for malignancy. This may include patients with invasive lobular 
carcinoma or extremely dense breast tissue (limiting mammographic sensitivity), 
or when there are significant discrepancies in the estimated tumor size as 
measured on clinical exam, mammogram, and ultrasound. The American College 
of Radiology Appropriateness Criteria and a recent meta-analysis by Houssami et 
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al conclude there are no proven criteria for any patient sub-population that 
benefits the most from routine MRI based on specific patient, tumor, or 
mammographic characteristics.37-39 

c. To aid the assessment for eligibility and response to neoadjuvant endocrine 
therapy or chemotherapy before, during, or after treatment. MRI can help identify 
those patients who are candidates for breast conservation, and assist in 
determining the extent of resection40,41. After neoadjuvant chemotherapy (NAC), 
MRI has a sensitivity of 92% to detect residual disease and a specificity of 60% for 
pathologic complete response (pCR), based on a meta-analysis of 44 studies 
including 2050 patients reported by Marinovich et al in 2013.42 Compared to 
mammography, MRI was better in assessing response to NAC, but a negative MRI 
did not always exclude residual microscopic disease. In two updated meta-
analyses (2016 and 2017) assessing pCR, Gu et al and Sheikhbahaei et al reported 
pooled sensitivities and specificities of 64%/88% and 92%/55% respectively. MRI is 
not mandatory in patients undergoing neoadjuvant systemic therapy.43,44 

d. For the further evaluation of suspicious clinical or imaging findings that remain 
indeterminate after complete mammographic and sonographic evaluations. If 
lesions meet the criteria for biopsy by clinical examination or conventional 
imaging, then it may be preferable to perform minimally invasive needle biopsy, 
targeted by mammogram or US, rather than obtain an MRI. 

e. For evaluation of suspected breast implant rupture, especially in patients with 
silicone implants, if the MRI findings will aid the decision-making for implant 
removal or aid the diagnostic evaluation of indeterminate clinical or conventional 
imaging findings in patients with implants. The MRI protocol for detection of 
silicone leak is different from the protocol for detection of breast cancer. Thus, it 
is important to clearly define the purpose of the breast MRI if the concern is a 
silicone leak. 

MRI Screening of patients at high risk for breast cancer 

1. The ASBrS recommends annual MRI screening in the following patients, compliant with 
NCCN Guidelines45-49: 

a. Women age 25 or greater with a BRCA gene mutation (Hereditary breast and 
ovarian cancer syndrome; BRCA1 and BRCA2) and their untested first-degree 
relatives, unless the patient has limited life expectancy from age and comorbid 
conditions. 

b. Women with other germline mutations known to predispose to a high risk of 
breast cancer: Li-Fraumeni (begin age 20-29), Cowden’s disease (PTEN 
Hamartoma Tumor Syndrome-PT53) (begin age 30-35 or 5-10 years before earliest 
breast cancer in family), ATM (begin age 40), CDH1 (begin age 30), CHEK2 (begin 
age 40), NF1 (begin age 30), PALB2 (begin age 30), and STK11, unless the patient 
has limited life expectancy from age and comorbid conditions. This 
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recommendation is compliant with the NCCN Guidelines for consideration of 
screening MRI. 

c. Women with a history of chest irradiation, especially if they received mediastinal 
radiation for Hodgkins disease between the ages of 10-30. 

d. Women with a 20%-25% or greater estimated lifetime risk of breast cancer 
primarily based on mathematical models that are mostly based on family history 
such as the Claus, BRCAPRO, BOADICEA, and Tyrer-Cuzick models. 

2. Screening MRI should be used in addition, not as an alternative, to screening 
mammography when indicated. The comparative effectiveness of scheduling annual 
screening MRI and mammography as synchronous versus 6-month metachronous 
examinations has not been determined. 

3. Screening MRI is not recommended in patients with a genetic “variant of unknown 
significance” (VUS) without other indications for high risk screening. 

4. Routine annual MRI is not indicated for screening of women with a prior history of breast 
cancer unless they have a known genetic or other significant risk factor placing them at 
high-risk for a new breast cancer as described above. 

MRI Appropriateness in Special Populations 

1. Implants: The ASBrS does not recommend routine MRI screening in asymptomatic 
patients with silicone or saline implants. The U.S. Food and Drug Administration (2006) 
recommended that all silicone breast implant recipients undergo serial MRI screening to 
detect implant rupture. However, a systematic review and meta-analysis by Song et al. 
identified methodologic biases in prior studies that assessed MRI accuracy in this setting, 
resulting in overestimation of MRI benefit.50 Therefore, the FDA recommendations 
should be interpreted with caution regarding routine screening of patients with silicone 
implants. 

2. Nipple Discharge: The NCCN specifies diagnostic MRI as an option to consider in patients 
with spontaneous unilateral nipple discharge who have normal conventional imaging 
studies and no palpable mass. However, the sensitivity and specificity of MRI to detect 
or exclude cancer in the setting of nipple discharge is not well described. We do not 
recommend its routine use. There is no consensus in the literature on specific sub- 
populations in which this care pathway is more effective or preferable to care without 
MRI.51 

3. High-risk lesions: NCCN Guidelines do not include a recommendation for breast MRI after 
a minimally invasive needle biopsy of the breast identifies LCIS, ADH or other lesions 
commonly referred to as “high risk.” There is no consensus in the literature on the 
specific sub-populations in which this care pathway is more effective or preferable to 
care without MRI.52 The ASBrS recommends physician discretion regarding the use of 
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MRI in patients with high risk lesions based on the patient’s history and existing 
conventional imaging. 

4. Breast pain: NCCN Guidelines and the ASBrS do not recommend breast MRI for 
evaluation of breast pain. 

5. Inflammatory skin changes: NCCN Guidelines consider breast MRI as an option for 
patients presenting with suspicious skin changes consistent with inflammatory breast 
cancer, if conventional imaging and skin biopsies are first performed and are negative 
for malignancy. 

- References - 

1. Sardanelli F, Podo F, Santoro F, et al. Multicenter 
surveillance of women at high genetic breast cancer 
risk using mammography, ultrasonography, and 
contrast-enhanced magnetic resonance imaging 
(the high breast cancer risk italian 1 study): final 
results. Invest Radiol. 2011;46(2):94-105. 

2. Plana MN, Carreira C, Muriel A, et al. Magnetic 
resonance imaging in the preoperative assessment 
of patients with primary breast cancer: systematic 
review of diagnostic accuracy and meta-analysis. 
Eur Radiol. 2012;22(1):26-38. 

3. Houssami N, Ciatto S, Macaskill P, et al. Accuracy and 
surgical impact of magnetic resonance imaging in 
breast cancer staging: systematic review and meta-
analysis in detection of multifocal and multicentric 
cancer. J Clin Oncol. 2008;26(19):3248-3258. 

4. Brennan ME, Houssami N, Lord S, et al. Magnetic 
resonance imaging screening of the contralateral 
breast in women with newly diagnosed breast 
cancer: systematic review and meta-analysis of 
incremental cancer detection and impact on surgical 
management. J Clin Oncol. 2009;27(33):5640-5649. 

5. Morrow M, Waters J, Morris E. MRI for breast cancer 
screening, diagnosis, and treatment. Lancet. 
2011;378(9805):1804-1811. 

6. Saslow D, Boetes C, Burke W, et al. American Cancer 
Society guidelines for breast screening with MRI as 
an adjunct to mammography. CA Cancer J Clin. 
2007;57(2):75- 89. 

7. Parsyan A, Alqahtani A, Mesurolle B, Meterissian S. 
Impact of preoperative breast MRI on surgical 
decision making and clinical outcomes: a systematic 
review. World J Surg. 2013;37(9):2134-2139. 

8. Sung JS, Li J, Da Costa G, et al. Preoperative breast MRI 
for early-stage breast cancer: effect on surgical and 
long-term outcomes. AJR Am J Roentgenol. 
2014;202(6):1376- 1382. 

9. Mann RM, Hoogeveen YL, Blickman JG, Boetes C. MRI 
compared to conventional diagnostic work-up in the 
detection and evaluation of invasive lobular 
carcinoma of the breast: a review of existing 
literature. Breast Cancer Res Treat. 2008;107(1):1-
14. 

10. Hwang N, Schiller DE, Crystal P, Maki E, McCready 
DR. Magnetic resonance imaging in the planning of 
initial lumpectomy for invasive breast carcinoma: 
its effect on ipsilateral breast tumor recurrence after 
breast-conservation therapy. Ann Surg Oncol. 
2009;16(11):3000-3009. 

11. Knuttel FM, Menezes GL, van den Bosch MA, Gilhuijs 
KG, Peters NH. Current clinical indications for 
magnetic resonance imaging of the breast. J Surg 
Oncol. 2014;110(1):26- 31. 

12. Turnbull L, Brown S, Harvey I, et al. Comparative 
effectiveness of MRI in breast cancer (COMICE) 
trial: a randomised controlled trial. Lancet. 
2010;375(9714):563-571. 

13. Erdahl L, Boughey J, Hoskin T, Degnim A, Hieken T. 
Contralateral Prophylactic Mastectomy: Factors 
Predictive of Occult Malignancy or High-Risk 
Lesion and the Impact of MRI and Genetic Testing. 
Ann Surg Oncol. 2016;23(1):72-77. 

14. Hawley ST, Jagsi R, Morrow M, et al. Social and Clinical 
Determinants of Contralateral Prophylactic 
Mastectomy. JAMA Surg. 2014;149(6):582-589. 

15. King TA, Sakr R, Patil S, et al. Clinical management 
factors contribute to the decision for contralateral 
prophylactic mastectomy. J Clin Oncol. 
2011;29(16):2158-2164. 

16. Stucky CC, Gray RJ, Wasif N, Dueck AC, Pockaj BA. 
Increase in contralateral prophylactic mastectomy: 
echoes of a bygone era? Surgical trends for 
unilateral breast cancer. Ann Surg Oncol. 2010;17 
Suppl 3:330-337. 

17. Landercasper J, Linebarger JH, Ellis RL, et al. A quality 
review of the timeliness of breast cancer diagnosis 
and treatment in an integrated breast center. J Am 
Coll Surg. 2010;210(4):449-455. 

18. Peters NH, van Esser S, van den Bosch MA, et al. 
Preoperative MRI and surgical management in 
patients with nonpalpable breast cancer: the 
MONET - randomised controlled trial. Eur J Cancer. 
2011;47(6):879-886. 

19. Houssami N, Turner R, Morrow M. Preoperative 
magnetic resonance imaging in breast cancer: meta-
analysis of surgical outcomes. Ann Surg. 
2013;257(2):249-255. 



8 
 

 
 

20. Lehman CD. Clinical indications: what is the evidence? 
Eur J Radiol. 2012;81 Suppl 1:S82-84. 

21. Marinovich ML, Macaskill P, Irwig L, et al. Meta-
analysis of agreement between MRI and pathologic 
breast tumour size after neoadjuvant chemotherapy. 
Br J Cancer. 2013;109(6):1528-1536. 

22. M P, C O, A E, et al. Perioperative breast MRI is not 
associated with lower locoregional recurrence rates 
in DCIS patients treated with or without radiation. 
Ann Surg Oncol. 2014;21(5):1552-1560. 

23. Fancellu A, Turner RM, Dixon JM, Pinna A, Cottu P, 
Houssami N. Meta-analysis of the effect of 
preoperative breast MRI on the surgical 
management of ductal carcinoma in situ. Br J Surg. 
2015;102(8):883-893. 

24. Gonzalez V, Sandelin K, Karlsson A, et al. Preoperative 
MRI of the breast (POMB) influences primary 
treatment in breast cancer: a prospective, 
randomized, multicenter study. World J Surg. 
2014;38(7):1685-1693. 

25. Bleicher RJ, Ciocca RM, Egleston BL, et al. Association 
of routine pretreatment magnetic resonance 
imaging with time to surgery, mastectomy rate, and 
margin status. J Am Coll Surg. 2009;209(2):180-187; 
quiz 294-185. 

26. Landercasper J, Bailey L, Berry TS, et al. Measures of 
Appropriateness and Value for Breast Surgeons and 
Their Patients: The American Society of Breast 
Surgeons Choosing Wisely (®) Initiative. Ann Surg 
Oncol. 2016;23(10):3112-3118. 

27. Phi XA, Houssami N, Obdeijn IM, et al. Magnetic 
resonance imaging improves breast screening 
sensitivity in BRCA mutation carriers age ≥ 50 
years: evidence from an individual patient data 
meta-analysis. J Clin Oncol. 2015;33(4):349-356. 

28. Warner E, Hill K, Causer P, et al. Prospective study of 
breast cancer incidence in women with a BRCA1 or 
BRCA2 mutation under surveillance with and 
without magnetic resonance imaging. J Clin Oncol. 
2011;29(13):1664-1669. 

29. King TA, Muhsen S, Patil S, et al. Is there a role for 
routine screening MRI in women with LCIS? Breast 
Cancer Res Treat. 2013;142(2):445-453. 

30. Melnikow J, Fenton JJ, Whitlock EP, et al. Supplemental 
Screening for Breast Cancer in Women With Dense 
Breasts: A Systematic Review for the U.S. 
Preventive Services Task Force. Ann Intern Med. 
2016;164(4):268-278. 

31. Chevrier MC, David J, Khoury ME, Lalonde L, Labelle 
M, Trop I. Breast Biopsies Under Magnetic 
Resonance Imaging Guidance: Challenges of an 
Essential but Imperfect Technique. Curr Probl 
Diagn Radiol. 2016;45(3):193-204. 

32. Olchowy C, Cebulski K, Łasecki M, et al. The presence 
of the gadolinium-based contrast agent depositions 
in the brain and symptoms of gadolinium 
neurotoxicity - A systematic review. PLoS One. 
2017;12(2):e0171704. 

33. de Bresser J, de Vos B, van der Ent F, Hulsewé K. Breast 
MRI in clinically and mammographically occult 
breast cancer presenting with an axillary 

metastasis: a systematic review. Eur J Surg Oncol. 
2010;36(2):114-119. 

34. Ko EY, Han BK, Shin JH, Kang SS. Breast MRI for 
evaluating patients with metastatic axillary lymph 
node and initially negative mammography and 
sonography. Korean J Radiol. 2007;8(5):382-389. 

35. Olson JA, Morris EA, Van Zee KJ, Linehan DC, Borgen 
PI. Magnetic resonance imaging facilitates breast 
conservation for occult breast cancer. Ann Surg 
Oncol. 2000;7(6):411- 415. 

36. Fayanju OM, Stoll CR, Fowler S, Colditz GA, Jeffe DB, 
Margenthaler JA. Geographic and temporal trends 
in the management of occult primary breast cancer: 
a systematic review and meta-analysis. Ann Surg 
Oncol. 2013;20(10):3308-3316. 

37. Mainiero MB, Lourenco A, Mahoney MC, et al. ACR 
Appropriateness Criteria Breast Cancer Screening. 
J Am Coll Radiol. 2013;10(1):11-14. 

38. Huynh PT, Lemeshko SV, Mahoney MC, et al. ACR 
Appropriateness Criteria® stage I breast carcinoma. 
J Am Coll Radiol. 2012;9(7):463-467. 

39. Houssami N, Turner R, Macaskill P, et al. An individual 
person data meta-analysis of preoperative magnetic 
resonance imaging and breast cancer recurrence. J 
Clin Oncol. 2014;32(5):392-401. 

40. De Los Santos JF, Cantor A, Amos KD, et al. Magnetic 
resonance imaging as a predictor of pathologic 
response in patients treated with neoadjuvant 
systemic treatment for operable breast cancer. 
Translational Breast Cancer Research Consortium 
trial 017. Cancer. 2013;119(10):1776-1783. 

41. Jochelson MS, Lampen-Sachar K, Gibbons G, et al. Do 
MRI and mammography reliably identify 
candidates for breast conservation after 
neoadjuvant chemotherapy? Ann Surg Oncol. 
2015;22(5):1490-1495. 

42. Marinovich ML, Houssami N, Macaskill P, et al. Meta-
analysis of magnetic resonance imaging in 
detecting residual breast cancer after neoadjuvant 
therapy. J Natl Cancer Inst. 2013;105(5):321-333. 

43. Gu YL, Pan SM, Ren J, Yang ZX, Jiang GQ. Role of 
Magnetic Resonance Imaging in Detection of 
Pathologic Complete Remission in Breast Cancer 
Patients Treated With Neoadjuvant Chemotherapy: 
A Meta-analysis. Clin Breast Cancer. 2017. 

44. Sheikhbahaei S, Trahan TJ, Xiao J, et al. FDG-PET/CT 
and MRI for Evaluation of Pathologic Response to 
Neoadjuvant Chemotherapy in Patients With Breast 
Cancer: A Meta-Analysis of Diagnostic Accuracy 
Studies. Oncologist. 2016;21(8):931-939. 

45. National Comprehensive Cancer Network. Guidelines 
for Breast Cancer. Version 1.2017 
http://www.NCCN.org. 

46. National Comprehensive Cancer Network. Guidelines 
for Genetic/Familial High-Risk Assessment: Breast 
and Ovarian. Version 2.2017. 2017; 
http://www.NCCN.org. 

47. National Comprehensive Cancer Network. Guidelines 
for BRCA-Related Breast and/or Ovarian Cancer 
Syndrome. Version 2.2017. 2017; 
http://www.NCCN.org. 



9 
 

 
 

48. Network NCC. Breast MRI in newly diagnosed breast 
cancer patients. NCCN Breast Cancer Treatment 
Guidelines 2014 Version 3. http://www.NCCN.org. 
Accessed October 20, 2014. 

49. National Comprehensive Cancer Network. Guidelines 
for Breast Cancer Screening and Diagnosis. Version 
1.2017. 2017; http://www.NCCN.org. 

50. Song JW, Kim HM, Bellfi LT, Chung KC. The effect of 
study design biases on the diagnostic accuracy of 
magnetic resonance imaging for detecting silicone 

breast implant ruptures: a meta-analysis. Plast 
Reconstr Surg. 2011;127(3):1029-1044. 

51. Bahl M, Baker JA, Greenup RA, Ghate SV. Evaluation 
of Pathologic Nipple Discharge: What is the Added 
Diagnostic Value of MRI? Ann Surg Oncol. 2015;22 
Suppl 3:S435- 441. 

52. Warner E, Messersmith H, Causer P, Eisen A, Shumak 
R, Plewes D. Systematic review: using magnetic 
resonance imaging to screen women at high risk for 
breast cancer. Ann Intern Med. 2008;148(9):671-
679.

This statement was developed by the Society’s Research Committee and on 
June 22, 2017, was approved by the Board of Directors.  

© 2018 The American Society of Breast Surgeons 
 


