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Summary: 1068 patients were examined using a unified diagnostic protocol. 618 patients 
at high risk· were screened out, and underwent _ further. instrumental and surgical investigation. 
17 cases of breast cancer were detected, while the remaining patients were addressed to an appro­
priate, highly reliable and repeatable follow-up for breast care. 

The social and sanitary implications of 
benign (mastodynia, fibrocystic mastopa­
thy, cysts, fibroadenoma), and malignant 
breast disease necessitate the formulation 
of a schematic, simple, and possibly com­
plete investigative protocol. The diagnos­
tic procedure we propose (tab. 1) uni­
如s several trends present in the litera­
ture (1-,, 6· 13· 17), and our own past expe-
rience. The current policy responds to 
two requests: to follow diagnostic pro­
cedures that are efficacious (sensitivity 
and specificity), economic, practical, and 
repeatable; to unify methods which ra­
pidly screen out suspect cases, and thus 
reduce the number of candidates for sue­
cessive examination, and consequently, the 
costs involved. 

Mass screening entails a first battery 
of examinations: history-taking objective 
examination, thermography and diaphano­
scop.y ( 1

)．History-taking singles out cases
at risk (about 30% of the female popu­
lation), and the symptomatic patients. 
Objective examination has a fundamental 
importance (3). Thermography (distance 
or contact) studies the metabolic-functio­
nal aspect of breast tissue. We pref er 
contact th�rmograp�y. be,cause this te�?��­
que costs less, and it is faster to use ( 5-10). 

Diaphanoscopy (transillumination techni­
que) is completely aspecific because it 
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does not o什er pathognomonic pictures, 
but it is highly sensitive and reveals 97% 
of tumors over 1 cm in diameter (4 · 6). 

This first contact with the patient, be 
she asymptomatic or symptomatic, enables 
a first separation between presumably 
healthy women, who can be followed-up 
periodically, and patients who require 
further investigation. In women under 
40 years of age, our protocol suggests 
mammography as a target examination for 
patients who present doubtful or suspect 
findings on the first battery of examina­
tions. In patients over 40 instead, in view 
of the higher incidence of breast hetero­
plastic forms in this age group, at least 
one mammogram is advised along with 
the first group of exams (

6 · 8· 11
). If mam­

mogr?phy findings are suspect, ultrasound 
examination is advised for a better defi­
nition of the picture (

13
). In the presence 

of both solid and cystic nodular forma­
tions, fine needle aspiration biopsy is re­
commended (15-17) with cytological exami­
nation of the material obtained; in the 
case of cystic formations, pneumocystogra­
phy is indicated for the known diagnostic 
implications. In the presence of solid 
lumps, we consider it wise to perform 
b

i 

iopsy in the out-p1tient clinic. 
The successive diagnostic step is reset­

ved for diagnostic surgery; for example, 
in cases of cysts that contain blood, or 
do not collapse following needle aspira­
tion, or that form again within a short 
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