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Abstract

Objective—Develop new performance evaluation standards for the clinical breast examination
(CBE).

Summary Background Data—There are several, technical aspects of a proper CBE. Our
recent work discovered a significant, linear relationship between palpation force and CBE
accuracy. This article investigates the relationship between other technical aspects of the CBE and
accuracy.

Methods—This performance assessment study involved data collection from physicians (n =
553) attending 3 different clinical meetings between 2013 and 2014: American Society of Breast
Surgeons, American Academy of Family Physicians, and American College of Obstetricians and
Gynecologists. Four, previously validated, sensor-enabled breast models were used for clinical
skills assessment. Models A and B had solitary, superficial, 2 cm and 1 cm soft masses,
respectively. Models C and D had solitary, deep, 2 cm hard and moderately firm masses,
respectively. Finger movements (search technique) from 1137 CBE video recordings were
independently classified by 2 observers. Final classifications were compared with CBE accuracy.

Results—Accuracy rates were model A = 99.6%, model B = 89.7%, model C = 75%, and model
D = 60%. Final classification categories for search technique included rubbing movement, vertical
movement, piano fingers, and other. Interrater reliability was (k = 0.79). Rubbing movementwas 4
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times more likely to yield an accurate assessment (odds ratio 3.81, £< 0.001) compared with
vertical movementand piano fingers. Piano fingers had the highest failure rate (36.5%).
Regression analysis of search pattern, search technique, palpation force, examination time, and 6
demographic variables, revealed that search technique independently and significantly affected
CBE accuracy (P< 0.001).

Conclusions—Our results support measurement and classification of CBE techniques and
provide the foundation for a new paradigm in teaching and assessing hands-on clinical skills. The
newly described piano fingers palpation technique was noted to have unusually high failure rates.
Medical educators should be aware of the potential differences in effectiveness for various CBE
techniques.

Keywords

clinical breast examination; clinical competence; educational measurement; palpation;
performance standards; sensor technology; simulation

The utility of the clinical breast examination (CBE) has been questioned for several years.
Published guidelines from the United States Preventive Task Forcel2 cite insufficient
evidence to support use of CBE. Moreover, the American Cancer Society3 does not support
routine CBE as a screening method for women with average risk. These recommendations
are based on multiple studies comparing CBE accuracy to other screening modalities and
evaluating CBE influence on breast cancer mortality. Although these studies provide
evidence-based data regarding the correlation between CBE screening and clinical
outcomes, they do not take into account the wide variation in CBE techniques and different
levels of expertise in performing the CBE.

In our recent study using a sensor-enabled breast simulator with 553 physicians, we showed
that palpation force has a significant and linear relationship with CBE accuracy.* This study
defined a specific range of palpation forces that increase the likelihood of an accurate CBE.
Forces below 10 N correlated significantly with inaccurate examinations and forces above
17 N did not provide incremental performance benefits. The study showed that about 15% of
practicing physicians are at high risk for missing a deep mass due to insufficient palpation
force. This suggests that assessing the usefulness of the CBE should take into account the
technique used and the competency of the health care provider performing the examination.

Performance metrics and feedback on physical examination skills have traditionally been
based on expert ratings and group consensus derived from direct observation. More recently,
medical simulation technology has introduced broader options and techniques for clinical
performance assessment.>~ It is noted that other highly skilled professions have a long
history of using a wide variety of performance measurement approaches. For example, video
review has been an important tool in assessing expert performance in sports such as football,
golf, and gymnastics®-11 In addition to video, other technologies such as sensors and motion
tracking have enabled the development of more precise and detailed performance
metrics12-14
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Current recommendations for performing the CBE include (a) use of a “vertical strip” search
pattern, (b) use of the pads of the middle 3 fingers in a circular motion, (c) use of increasing
levels of pressure, and (d) use of an examination time of 3 minutes per breast.1>-17
Adherence to these recommendations has been reported to result in increased accuracy.
However, “increasing levels of pressure” is subjective and poorly assessed by observation.
Even with accurate measurement of pressure on simulation models, objective feedback
about pressure levels alone may not provide sufficient detail to result in an optimal and
effective breast examination. More work is needed to translate these findings into
meaningful performance metrics for training and remediation.

This study used video classification to explore the relationship between CBE search
technique and accuracy. We hypothesized that independent of palpation force, specific CBE
hand and finger movements used while searching for breast masses will have significant
effects on CBE accuracy. As part of the research protocol, practicing physicians performed
simulated CBE’s under conditions that mimic an office visit for a symptomatic patient.

METHODS

Study Design

This was a single observation, performance assessment study.18 The University of Wisconsin
Institutional Review Board approved the study.

Participants

A convenience sample of physicians (n = 553) was recruited at each of 3 annual clinical
meetings: the American Society of Breast Surgeons, Chicago, IL, 2013 (n = 136); the
American Academy of Family Physicians, San-Diego, CA, 2013 (h = 236); and the
American College of Obstetricians and Gynecologists, Chicago, IL, 2014 (n = 181). The
target population was physicians who perform the CBE in routine practice. Nonphysician
health care providers, residents, and medical students were excluded.

Sensor-enabled Breast Models

The breast examination models are part of a wide range of simulators previously developed
and evaluated for research and assessment purposes.19-24 Standardized molding techniques
allow for fabrication of different clinical presentations and standardization of components.
All models consist of a multilayered custom breast mold integrated with a sensor mapping
system that provides coverage of the entire base. The sensor mapping system includes a 25 x
25 cm ultrathin, tactile pressure sensor with 1936 individual sensing elements uniformly
distributed in a 44 x 44 grid (Tekscan, Boston, MA). Data sampling rate was 90Hz.28 Time
to perform a complete CBE (CBE time), area covered (percentage), and average force (N)
were calculated.

Four clinical presentations were used* (Fig. 1):

1 Model A: dense left breast with a soft, well-circumscribed 2 cm x 2 cm spherical
mass, superficially located in the upper outer quadrant.
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2. Model B: same as model A except that the mass was half a sphere (2 cm x 1 cm).

3. Model C: dense right breast with a 2-cm, irregular border, hard mass located near
the chest wall in the lower outer quadrant.

4, Model D: same as model C except the 2-cm mass was molded from a softer
silicone derivative instead of hard clay.

Data were collected at designated exhibit booths containing 2 or 4 sensor-enabled breast
models. Recruitment involved asking exhibit hall visitors, “Do you perform the clinical
breast examination in your practice?” Interested participants were given background
information on the study and then completed a 1-time demographic survey. Participants were
informed that the simulated patient believes she felt a mass on self-examination. However,
now that she is in clinic, she is currently unable to demonstrate or locate the lesion. At each
station, the participant reviewed a clinical scenario, performed a CBE, and documented their
findings on a clinical assessment form. Progression through the stations was randomized.
Participants’ CBE performance was video recorded simultaneously with sensor data
recordings. The goal of this study was to capture CBE technique while clinicians were
purposefully seeking a mass.

Measurements

Four types of measurement data were collected:

1 Demographic Surveys: Gender, years of practice, clinical specialty, number of
CBEs performed per week (0-5, 6-10, 11-20, >20), experience with teaching
CBEs (Y/N) and experience using breast models (Y/N).

2. Clinical Documentation Form: participants indicated whether they found a breast
lesion by circling “mass” or “no mass.” Participants also marked the location of
their findings on a diagram of the breast. Accuracy required both items to be
completed correctly, that is, circled “mass” and marked the correct location of
the mass on the diagram within a 3-cm radius.

3. Video Data: Videos were reviewed and coded by a single, blinded rater. A 30%
random sample was reviewed and classified by a second blinded rater to assess
interrater agreement. Search pattern was defined by the direction of exploration
and was classified as (a) circular, (b) radial, (c) linear, or (d) other based on the
first 30 seconds of the video recording. A linear search pattern was defined as
examination of the breast by proceeding in vertical or horizontal strips across the
chest wall.1>-17 A circular search pattern was defined as examination of the
breast in concentric circles.1>17 A radial search pattern was defined as
examination of the breast as wedges of tissue in a radial fashion.15-17

Unlike search pattern, search technigue is not a commonly described component
of the CBE. Using nomenclature and categories from the object recognition
literature, we defined search technigue as the finger movements used by the
examiner.2® These finger movements are independent of the direction of
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exploration (search pattern). Search technigue was classified as (a) rubbing
movement, (b) vertical movement, (c) piano fingers, or (d) other. Rubbing
movement was defined as repetitive movements in a circular motion or pushing
the fingers back and forth or right to left in a repetitive motion. Vertical
movement was defined as pushing the fingertips or pads into and out of the
breast tissue in a repetitive motion. Piano fingers were defined as the use of
individual fingers, in series, to “march” across the breast tissue in a repetitive
fashion. Search patternand search technigue were coded separately.

4 Sensor Data: MATLAB (R2013b, The MathWorks, Inc., Natick, MA) was used
to extract the following sensor data variables: (a) CBE time and (b) average force
applied during the examination. CBE time was defined as the time during which
the force was above 1 N. Average force was calculated based on the force
captured during CBE time.

Data Analysis

RESULTS

Interrater reliability for the video classification of search patternand search technigue was
assessed using a Cohen’s Kappa (x). Consistency in participant search patternand search
technique across each model was assessed using a Cronbach’s Alpha (a)). We used a
generalized estimation equation to assess the relationship of CBE search pattern and
technique with accuracy. Because the breast model was a repeated measure, we evaluated
the 4 CBE variables (search pattern, search technique, palpation force, and examination
time) and 6 demographic variables (gender, years in practice, specialty, exams per week,
teaching experience, and experience using simulated models) by participant cluster. Data
were stored in a REDCap database.?8 Parametric statistics were performed using IBM SPSS
statistics version 22 (IBM Corp., Armonk, NY). A Pvalue less than 0.05 was considered
statistically significant.

Demographics and Inclusion Criteria

When evaluating participation rates, we found that 99% of participants (217/219) completed
2 of 2 models and 89% (199/224) completed 4 of 4 models. Five hundred fifty-three
participants volunteered to participate in the study. Nonphysicians, residents, and students
were excluded (n = 95 participants) as well as physicians not in the fields of surgery, family
practice, and obstetrics and gynecology (OB/GYN) (n = 15 participants), leaving a total of
443 participants who performed a total 1296 CBEs. CBEs that were missing video or sensor
data (n = 69 CBESs) or had incomplete clinical documentation (n = 76 CBESs) were excluded.
In addition, examinations that were classified as “other” for search pattern (n = 14 CBES)
were excluded due to low sample size. There were no examinations in the “other” category
for search technique. After all exclusions, 1137 CBEs were included in the final analysis of
443 participants. Analysis of demographic data for the 443 participants showed that 58.7%
were female; mean years in practice was 15.6 and specialty breakdown included Family
Practitioners (N = 196), Surgeons (N = 123) and Obstetrics/Gynecology (N = 124).27:29
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CBE Accuracy by Clinical Presentation of Each Breast Model

For model A (2 cm x 2 cm superficial spherical mass), accuracy was 99.6% (N = 283/284).
For model B (2 cm x 1 cm superficial spherical mass), accuracy was 89.7% (N = 243/271).
For model C (2 cm hard clay mass on chest wall), accuracy was 75.2% (N = 236/314). For
model D (2 cm silicon mass near chest wall), accuracy was 60.4% (N = 162/268).

Video Analysis of CBE Skills

Video classification for search pattern and search technique revealed interrater reliabilities of
(k =0.88) and (k = 0.79), respectively. Analysis of search pattern revealed the majority of
participants used a circular search pattern when performing the CBE (64%). Others used
either radial (19%) or linear (17%), Video #1 http://links.lww.com/SLA/B120. Participants
showed moderate-to-high consistency in their search patterns across all models (a = 0.79).
Analysis of search technique revealed the majority of participants used a vertical movement
technique (51%). Rubbing movement (31%) was the second most common, followed by
piano fingers (18%), Video #2 http://links.lww.com/SLA/B121. Participants showed high
consistency in their search techniques across all models (a = 0.92). Table 1 shows the
distribution of participants’ search technigue by clinical specialty and Table 2 shows the
distribution of participants’ search pattern by clinical specialty. All specialties used each of
the aforementioned search techniques and search patterns.

Factors Associated With Accuracy

Given the high accuracy rates for models A and B, in-depth analyses of factors related to
accuracy were only performed using models C and D. These results showed that the
following factors had significant effects on accuracy: (A) search technique (rubbing
movement—OR = 3.06, P=0.002; vertical movement—OR = 1.30, P=0.409; piano fingers
—OR = 1.00); (B) specialty (surgery)—OR = 7.24, P< 0.001; family practice—OR = 1.63, P
< 0.065; OB/GYN—OR = 1.00); and (C) force (OR = 1.15, P< 0.001). Piano fingers had
the highest failure rate for models C and D (46.5%-46/99) combined.

To further assess the validity of our results we repeated our analyses on model C only, as the
surgeons did not examine model D. The results once again confirmed that search technique,
specialty, and force are significant predictors of accuracy (Table 3). In addition, it is noted
that rubbing movement was almost 4 times more likely to yield an accurate assessment (OR
3.81, P<0.001) compared with vertical movement and piano fingers. When assessing the
relationship between search technique, force, and accuracy, we noted that piano fingers have
both lower accuracy and a lower force distribution (Fig. 2).

DISCUSSION

Prior assessments of CBE utility were based on the assumption of physician competency.
Our findings show that specific techniques that may have been handed down by tradition and
taught as part of the routine clinical training afford different levels of accuracy. Although the
United States Preventive Task Force has repeatedly declared insufficient evidence regarding
usefulness of the CBE for screening,? we believe that future evaluations should consider
CBE technique as an independent variable that impacts CBE accuracy. More importantly,
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the use of the CBE is not limited to screening. It is the first step in evaluating symptomatic
breast patients?8 and has shown to improve accuracy in preoperative assessment of breast
cancer.2? Finally, the CBE is an important part of routine breast cancer follow-up after
primary treatment.30 Although the CBE will still be widely used by physicians, a decrease in
the use of CBE for screening will also reduce medical students’ opportunity to master this
skill. Sensor-enabled simulators and objective tools classifying search technique can help fill
in this gap.

Our goal was to find new ways to provide health care professionals improved feedback on
clinical skills. To achieve this goal, we explored the potential value added by incorporating
video classification of CBE hand movements into a sensor-based model for clinical
performance testing.*31 Newly proposed nomenclature helped to define 3 search techniques
for the CBE: rubbing movement, vertical movement, and piano fingers. Analysis revealed
that the search technique used significantly and independently affected CBE accuracy (P <
0.001). Moreover, practitioners who use the piano fingers search technique were noted to
have unusually high rates of missed lesions (46.5%). These findings have clinical relevance
for patients and physicians. Both groups should be informed regarding the potential for
suboptimal and inaccurate outcomes when using specific CBE techniques. The newly
defined search techniques (rubbing movement, vertical movement, and piano fingers) are
easily discernable via direct observation or video (Video #2 http://links.lww.com/SLA/
B121).

In addition to reporting, a newly defined component of the CBE (search technigue), this
study also revealed persistent variations in CBE search pattern.19-32-34 Despite widely
accepted recommendations for the linear search pattern,1>-17 the most commonly used
search pattern in our study was the circular pattern. Moreover, our results did not show a
significant relationship between search pattern and accuracy, thus challenging these
recommendations.

The use of sensor technology and video classification to characterize and model CBE skills
represents a paradigm shift in our ability to evaluate CBE skills. Our results support the
development and implementation of competency standards for CBE skills. Evaluating
competency in hands-on skills may improve training and help bridge the gap between
current CBE teaching methods and effective, evidence-based performance.2”34-36 This work
also has implications for other clinical skills assessments and sheds light on potential
directions for other research using sensors to characterize clinical examination and
procedural skills.19:21

Study limitations relate to the use of simulated models and data collection conditions.
Regarding the use of simulation, our findings show a high consistency in participant search
pattern and technique during the CBE, suggesting transferability in technique from live
patients to simulated models. However, there may be variations in the amount of force used
in real versus simulated patients. Our ability to fabricate a range of difficulties in clinical
presentation and achieve measurable changes in accuracy provides additional evidence for
the validity of our models.1%:37 Study condition limitations involve the use of a convenience
sample of physicians at national meetings. Our target population was surgeons, family
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practitioners and OB/GYN physicians who perform CBEs. However, our goal was to focus
on the potential value added by using video for assessing CBE technique. As such, our
group of practicing physicians with variations in gender, specialty, years in practice, and
examinations per week provides a heterogeneous sample to assess the utility of video
classification in characterizing unsuccessful CBE techniques. In assessing additional threats
to validity, we note that our clinical scenario was scripted in such a way that participants
were biased toward positive detection. This may have led some participants to conduct
extensive explorations, potentially inflating the detection rate accuracy. However, those who
failed to identify the lesions under these circumstances provide highly useful data regarding
unsuccessful techniques.

We have discovered and defined a CBE search technique (piano fingers technique) that is
associated with an unusually high rate of missed lesions. In our prior work, using sensors,
we also showed the importance of palpation force in CBE accuracy.* These combined results
may facilitate diagnostic accuracy by increasing physical examination competency through
enhanced feedback.3! As advancements in medical and engineering technology continue to
move forward, the medical profession must strive to adopt new approaches and strategies to
improve patient care. Computer-based modeling and assessment of CBE technique, and
other hands-on clinical skills, can allow for better training, more effective feedback and
remediation, and improved performance.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

The authors acknowledge the following persons for their contribution to this work: Stephen G. Clyman, Lawrence
Salud, John Salud, Grace Jones, David Azari, Kristjan Burmeister, Shannon DiMarco, Mara Snyder, Mary Ellen
Hagenauer, Donna Hankins, Jonathan D’ Angelo, and Michael Nabozny.

The study was supported by National Institutes of Health (grant no. RO1IEB011524).

REFERENCES

1. Nelson HD, Tyne K, Naik A, et al. Screening for breast cancer: an update for the US Preventive
Services Task Force. Ann Intern Med. 2009; 151:727-737. [PubMed: 19920273]

2. Nelson HD, Fu R, Cantor A, et al. Effectiveness of breast cancer screening: systematic review and
meta-analysis to update the 2009 US Preventive Services Task Force Recommendation. Ann Intern
Med. 2016; 164:244-255. [PubMed: 26756588]

3. Oeffinger KC, Fontham EH, Etzioni R, et al. Breast cancer screening for women at average risk:
2015 guideline update from the American Cancer Society. JAMA. 2015; 314:1599-1614. [PubMed:
26501536]

4. Laufer S, Cohen ER, Kwan C, et al. Sensor technology in assessments of clinical skill. N Engl J
Med. 2015; 372:784-786.

5. Issenberg SB, McGaghie WC, Hart IR, et al. Simulation technology for health care professional
skills training and assessment. JAMA. 1999; 282:861-866. [PubMed: 10478693]

6. Murray DJ, Boulet JR, Avidan M, et al. Performance of residents and anesthesiologists in a
simulation-based skill assessment. Anesthesiology. 2007; 107:705-713. [PubMed: 18073544]

Ann Surg. Author manuscript; available in PMC 2018 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Laufer et al.

Page 9

7. Reznick RK, MacRae H. Teaching surgical skills: changes in the wind. N Engl J Med. 2006;
355:2664-2669. [PubMed: 17182991]

8. Guadagnoli M, Holcomb W, Davis M. The efficacy of video feedback for learning the golf swing. J
Sports Sci. 2002; 20:615-622. [PubMed: 12190281]

9. Puhl J. Use of video replay in judging gymnastics vaults. Perceptual Motor Skills. 1980; 51:51-54.

10. Leskosek B, Cuk I, Karacsony |, et al. Reliability and validity of judging in men’s artistic
gymnastics at the 2009 university games. Sci Gymnast J. 2010; 2:25-34.

11. Li B, Sezan MI. Event detection and summarization in American football broadcast video. Int Soc
Optics Photon. 2002:202-213. http://proceedings.spiedigitallibrary.org/proceeding.aspx?
articleid=877996.

12. Datta V, Mackay S, Mandalia M, et al. The use of electromagnetic motion tracking analysis to
objectively measure open surgical skill in the laboratory-based model. J Am Coll Surg. 2001;
193:479-485. [PubMed: 11708503]

13. D’Angelo A-LD, Rutherford DN, Ray RD, et al. Idle time: an underdeveloped performance metric
for assessing surgical skill. Am J Surg. 2015; 209:645-651. [PubMed: 25725505]

14. D’ Angelo A-LD, Rutherford DN, Ray RD, et al. Working volume: validity evidence for a motion-
based metric of surgical efficiency. Am J Surg. 2016; 211:445-450. [PubMed: 26701699]

15. Barton, MBaHRaFSW. Does this patient have breast cancer?: The screening clinical breast
examination: should it be done? How? JAMA. 1999; 282:1270-1280. [PubMed: 10517431]

16. McDonald S, Saslow D, Alciati MH. Performance and reporting of clinical breast examination: a
review of the literature. CA Cancer J Clin. 2004; 54:345-361. [PubMed: 15537577]

17. Saslow D, Hannan J, Osuch J, et al. Clinical breast examination: practical recommendations for
optimizing performance and reporting. CA Cancer J Clin. 2004; 54:327-344. [PubMed:
15537576]

18. William, RS., Cook, TD., Campbell, DT. Experimental and Quasi-experimental Designs for
Generalized Causal Inference. Boston: Houghton, Mifflin and Company; 2002.

19. Pugh CM, Domont ZB, Salud LH, et al. A simulation-based assessment of clinical breast
examination technique: do patient and clinician factors affect clinician approach? Am J Surg.
2008; 195:874-880. [PubMed: 18514639]

20. Balkissoon R, Blossfield K, Salud L, et al. Lost in translation: unfolding medical students’
misconceptions of how to perform a clinical digital rectal examination. Am J Surg. 2009; 197:525—
532. [PubMed: 19324111]

21. Issa N, Salud L, Kwan C, et al. Validity and reliability of a sensor-enabled intubation trainer: a
focus on patient-centered data. J Surg Res. 2012; 177:27-32. [PubMed: 22537839]

22. Pugh CM, Youngblood P. Development and validation of assessment measures for a newly
developed physical examination simulator. J Am Med Inform Assoc. 2002; 9:448-460. [PubMed:
12223497]

23. Pugh CM, Obadina ET, Aidoo KA. Fear of causing harm: use of mannequin-based simulation to
decrease student anxiety prior to interacting with female teaching associates. Teach Learn Med.
2009; 21:116-120. [PubMed: 19330689]

24. Pugh CM, lannitelli KB, Rooney D, et al. Use of mannequin-based simulation to decrease student
anxiety prior to interacting with male teaching associates. Teach Learn Med. 2012; 24:122-127.
[PubMed: 22490092]

25. Klatzky RL, Lederman SJ. Stages of manual exploration in haptic object identification. Percept
Psychophys. 1992; 52:661-670. [PubMed: 1287570]

26. Harris PA, Taylor R, Thielke R, et al. Research electronic data capture (REDCap)—a metadata-
driven methodology and workflow process for providing translational research informatics
support. J Biomed Inform. 2009; 42:377-381. [PubMed: 18929686]

27. Wishart G, Warwick J, Pitsinis V, et al. Measuring performance in clinical breast examination. Br J
Surg. 2010; 97:1246-1252. [PubMed: 20602500]

28. Klein S. Evaluation of palpable breast masses. Am Fam Physician. 2005; 71:1731-1738. [PubMed:
15887452]

Ann Surg. Author manuscript; available in PMC 2018 December 01.


http://proceedings.spiedigitallibrary.org/proceeding.aspx?articleid=877996
http://proceedings.spiedigitallibrary.org/proceeding.aspx?articleid=877996

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Laufer et al.

29.

30.

31.

32.

33.

34.

35.

36.
37.

Page 10

Berg WA, Gutierrez L, NessAiver MS, et al. Diagnostic accuracy of mammography, clinical
examination, US, and MR imaging in preoperative assessment of breast cancer 1. Radiology. 2004;
233:830-849. [PubMed: 15486214]

Khatcheressian JL, Hurley P, Bantug E, et al. Breast cancer follow-up and management after
primary treatment: American Society of Clinical Oncology clinical practice guideline update. J
Clin Oncol. 2013; 31:961-965. [PubMed: 23129741]

Balogh, EP., Miller, BT., Ball, JR. Improving Diagnosis in Health Care. Washington DC: National
Academies Press; 2016.

Chalabian J, Dunnington G. Do our current assessments assure competency in clinical breast
evaluation skills? Am J Surg. 1998; 175:497-502. [PubMed: 9645781]

Fletcher SW, O’Malley MS, Bunce LA. Physicians’ abilities to detect lumps in silicone breast
models. JAMA. 1985; 253:2224-2228. [PubMed: 3974114]

Fletcher SW, O’Malley MS, Pilgrim CA, et al. How do women compare with internal medicine
residents in breast lump detection? A study with silicone models. J Gen Intern Med. 1989; 4:277—
283. [PubMed: 2788213]

Katz, VL., Dotters, D. Breast disease. In: Lentz, GM.Lobo, RA.Gershenson, DM., Katz, VL.,
editors. Comprehensive Gynecology. Philadelphia, PA: Elsevier Health Sciences; 2012. p.
301-334.

Goodson WH. Clinical breast examination. West J Med. 1996; 164:355-358. [PubMed: 8732745]
Pugh CM, Salud LH. Fear of missing a lesion: use of simulated breast models to decrease student
anxiety when learning clinical breast examinations. Am J Surg. 2007; 193:766-770. [PubMed:
17512293]

Ann Surg. Author manuscript; available in PMC 2018 December 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

Laufer et al.

Accuracy Breast Skin

Page 11

\ERS

99.6% e
(N=283/284)
A e
89.7% o
(N=243/271)
B e
75.2% -
(N=236/314)
C
60.4% P
(N=162/268)
D

FIGURE 1.

Illustration of model composition and setup of breast simulators. The mass in simulator A
was a soft, rubbery 2 x 2 cm sphere. For simulator B, the sphere was cut in half and
accuracy decreased 10%. For simulator C, the mass was an oddly shaped, hard clay mold.
For simulator D, the mass was shaped the same as the mass in simulator C, but was made
from a firm silicone material. Accuracy decreased by 14.8%.
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FIGURE 2.

Relationship between force, accuracy and search technique (rubbing movement, vertical
movement and piano fingers) for model C*.
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TABLE 1
Search Technique by Clinical Specialty

Search Techniques

Rubbing Movement  Vertical Movement Piano Fingers

Surgeons
Frequency 29.2% (56/192) 45.8% (88/192) 25.0% (48/192)
Average force, N 12.02 (0.67) 12.60 (0.71) 9.22 (0.74)
Family practitioners
Frequency 36.1% (189/524) 54.6% (286/524) 9.3% (49/524)
Average force, N 12.31 (1.04) 11.95 (0.85) 13.93 (2.09)
OB/GYN physicians
Frequency 25.9% (109/421) 49.4% (208/421)  24.7% (104/421)
Average force, N 10.27 (1.25) 13.88 (0.98) 8.24 (1.28)
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TABLE 2
Search Pattern by Clinical Specialty
Search Pattern
Circular Radial Linear

Surgeons

Frequency 47.9% (92/192)  33.3% (64/192)  18.7% (36/192)

Average force, N 12.17 (0.65) 11.02 (0.77) 11.10 (1.06)
Family practitioners

Frequency 68.3% (358/524)  17.7% (93/524)  13.9% (73/524)

Average force, N 12.11 (0.69) 13.66 (1.62) 9.28 (2.76)
OB/GYN

Frequency 66.5% (280/421) 12.6% (53/421) 20.9% (88/421)

Average force, N 11.84 (0.90) 11.11 (0.96) 10.92 (1.19)
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