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INTRODUCTION

Most breast abnormalities identified on ultrasound (US) 
are three-dimensional (3D) masses and are distinguished by 
their shape, margin, orientation, echo pattern, and posterior 
features [1]. However, some discrete findings observed in 
practice do not meet these criteria for masses, thus leading 
to the US concept of “nonmass lesions” [2-4]. The features 
and outcomes of screening and diagnostic US have been 
investigated in multiple studies by Asian researchers [5-11]. 
Currently, nonmass lesions are not part of the American 
College of Radiology (ACR) Breast Imaging Reporting and 
Data System (BI-RADS) (5th edition). However, in Japan, US 
findings of breast lesions have been divided into mass and 
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nonmass since the 1980s; guidelines including the definition, 
classifications, and differential diagnoses of masses and 
nonmass abnormalities have been published and updated by 
the Japan Society of Ultrasonics in Medicine and the Japan 
Association of Breast and Thyroid Sonology (JABTS) [12-15]. 
Although nonmass abnormalities in the JABTS guidelines 
are different and more comprehensive than those mentioned 
in recent studies [2,4], it is necessary to understand these 
features to further discuss the nonmass concept.

 In this review, we explain the normal structure of the 
mammary glands based on US images and summarize 
the nonmass components in the BI-RADS lexicon. We 
also introduce the JABTS classifications of nonmass 
abnormalities with corresponding histological findings and 
diseases, and the key points for differentiating between 
benign and malignant diseases. Finally, we discuss the 
issues and research directions related to the inclusion of 
nonmass lesions in the next BI-RADS lexicon.

Normal Structure of the Mammary Gland

The smallest unit of the mammary gland is the terminal 
duct lobular unit (TDLU), comprising a lobule and a terminal 
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in the fibroglandular tissue, termed “glandular tissue 
content”, varies considerably among individuals [20-22]. 
Thus, heterogeneous background breast tissue should not be 
interpreted as a nonmass lesion.

Nonmass Components in ACR BI-RADS US 

Although the term, “nonmass”, is not used in the current 
BI-RADS for the US lexicon, the components of nonmass 
abnormalities are included. Ductal changes and architectural 
distortions are listed among the associated features. 
Moreover, calcifications are a separate major category after 
masses; the descriptors for calcifications are as follows: 
1) in a mass, 2) outside of a mass, or 3) intraductal. 
Cysts and clustered microcysts are included in special case 
categories. Notably, the definition of a mass in the BI-RADS 
US lexicon omitted the convexity criterion to allow for the 
inclusion of lesions with diffuse growth patterns, such as 
invasive lobular carcinoma or ductal carcinoma in situ (DCIS).

The 6th edition of BI-RADS is currently under review 
and may include the term, “nonmass lesions”, as a new 
category in the revised lexicon. Nonmass lesions are defined 
as discrete areas that can be differentiated from normal 
tissues, lack the margins of a mass, and cannot be assigned 
a specific shape [23]. Several features and descriptors of 
masses and the proposed nonmass lesions are summarized 
in Table 1, and discussed in another review article and in an 
accompanying editorial [24,25].

duct. The TDLUs come together and largely open into the 
major subareolar ducts, which then converge to form and 
open into the nipple. TDLUs are the primary structures 
from which breast cancers and their precursors arise; age-
related lobular involution is associated with the risk of 
breast cancer [16,17]. The anatomy of the ducts and TDLUs 
has been shown to be extremely detailed in US, particularly 
with recent improvements in US technology.

By radially scanning the probe around the nipple, the 
normal mammary ducts leading to the periphery can be 
recognized as thick linear to tubular hypoechoic structures 
in the relatively hyperechoic surrounding tissue. When the 
US probe is applied orthogonally to the radial direction, 
neatly aligned patchy or mottled hypoechoic structures are 
observed. Occasionally, two parallel hyperechoic lines are 
detected within the structure owing to the US reflections 
from the mammary duct wall (Fig. 1A). The hypoechoic 
area surrounding the ducts histologically corresponds to 
a stroma of densely packed fibrous connective tissue (Fig. 
1B). In contrast, the surrounding uniform hyperechoic 
area corresponds to the stroma of loose fibrous connective 
tissues [18]. The dense stroma of collagen fibers is thought 
to remain relatively intact with advancing age, whereas 
the loose stroma changes with age and body mass index, 
which is characterized by adipose tissues replacing fibrous 
connective tissues. When the loose stroma and entire breast 
are replaced by fat, the US echogenicity of the entire breast 
is equal to that of the subcutaneous fat. 

By scanning the probe with an understanding of normal 
structures, the presence of nonmass lesions can be identified 
[19]. However, the proportion of iso- or hypoechoic areas 

Fig. 1. Normal structure of the mammary gland. A: Radial US scan shows normal lobules (arrowhead) and ducts extending from the nipple 
to the periphery as hypoechoic tubular structures. Two parallel hyperechoic lines (arrow) within the structure are due to US reflections 
from the mammary duct wall. B: Histopathology (hematoxylin and eosin stain) obtained from a different patient shows normal mammary 
ducts (arrow), lobules (arrowheads), and fibrous and adipose stroma. US = ultrasound
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Nonmass Abnormalities in the JABTS 
Guidelines

In the JABTS guidelines, a mass is defined as a space-
occupying lesion or lump formed by components that differ 
from the surrounding tissue, whereas nonmass abnormalities 
refer to lesions that are difficult to discern as a mass on 
US images [14]. The term, “abnormality,” was chosen to 
emphasize a finding with pathological significance, particularly 
with a texture that differed from the normal surrounding 
tissue. The US findings of nonmass abnormalities are 
classified into five subtypes: 1) abnormalities of the ducts, 
2) hypoechoic areas in the mammary glands, 3) architectural 
distortion, 4) multiple small cysts, and 5) echogenic foci 
without a hypoechoic area (Table 2). While some cases 
presented findings of only one subtype, many exhibited a 
mixture of five subtypes. Although nonmass abnormalities 
may co-exist with masses, the abovementioned findings were 
often depicted as isolated findings without mass formation. 
Therefore, it remains clinically essential to understand these 
nonmass abnormalities.

Various benign and malignant diseases can present as 
nonmass abnormalities. These findings are most useful in 
detecting DCIS; they are reflected in the anatomic structures 
of the ducts and lobules. In a multicenter study of 705 DCIS 
lesions, 277 (39%) were masses whereas 428 (61%) were 
nonmass abnormalities [26]. Some invasive carcinomas can 
also be appropriately recognized as nonmass abnormalities 
rather than masses. The following sections defines each 
nonmass abnormality subtype, describes the differential 
diagnoses, and discusses important considerations in 
clinical and screening situations. The goal of each section 

is to guide the detection of clinically significant cancers 
without increasing false-positive results.

Abnormalities of the Ducts 
In lactating breasts, multiple dilated mammary ducts 

with milk are visible on US. However, bilateral or unilateral 
ductal dilatations with smooth walls and absent internal 
echogenicity can be observed below the nipple or areola 
in normal non-lactating breasts. Fluid secretions in the 
ducts sometimes appear as internal echoes; however, 
checking for floating can help differentiate whether they 
are fluid or solid. Therefore, dilated ducts observed only 
in certain areas beyond the nipple, ducts with irregular 
widening and narrowing, ducts with solid echoes, and 
ducts with thickened walls should be recognized as ductal 
abnormalities and distinguished from ducts without any 
pathological significance.

Diseases recognized as ductal abnormalities include, 
intraductal papillomas, epithelial hyperplasia, ductal ectasia, 
DCIS, and invasive ductal carcinoma with predominant 
intraductal component [27,28]. Suspicious findings for 
cancer include the presence of a unilateral segmental 
distribution, irregularity of ductal caliber, continuous 
or multiple lesions, a gradual angle between intraductal 
proliferative lesions and the duct wall, and calcifications in 
the solid component (Fig. 2A) [29]. In benign diseases such 
as intraductal papillomas, the solid component in the dilated 
duct forms a steep angle with the duct wall and has high 
homogeneous echoes (Fig. 2B). The interpretation guidelines 
for ductal abnormalities are shown in Figure 3.

Table 1. Definitions and features of masses and proposed nonmass lesions in ACR BI-RADS ultrasound 

Classifications Definition* Major features Associated features
Masses Three-dimensional and occupying space; 

should be seen in 2 different planes
Shape, margin, orientation, echo 

pattern, and posterior features  
Calcifications, architectural 

distortion, duct changes, skin 
changes, edema, vascularity, and 
elasticity

Nonmass lesions Discrete finding distinctly different from 
normal tissue; lacks the margination of a 
mass and cannot be assigned a specific 
shape; often subtle and may be visualized 
primarily in 1 plane only 

Distribution and echo pattern Calcifications, architectural 
distortion, duct changes, posterior 
features, vascularity, and elasticity

*Definitions and features of masses are based on the 5th edition of BI-RADS [1], and those of nonmass lesions are based on 
presentations at the Society of Breast Imaging symposium in May 2023 [23]. In the BI-RADS lexicon, calcifications are not in “associated 
features” category and are a separate major category after mass. Modified from Choi et al. J Breast Imaging 2023 [24].
ACR = American College of Radiology, BI-RADS = Breast Imaging Reporting and Data System
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Table 2. Definition and differential diagnosis of five subtypes of nonmass abnormalities in the JABTS guidelines

Classifications Definition
Differential diagnosis

Benign Malignant

Abnormalities of the 
ducts

The properties of the ducts such as 
caliber, wall thickness, or regularity are 
different from those of normal ducts

Intraductal papillomas, 
epithelial hyperplasia, 
duct ectasia

DCIS, invasive ductal carcinoma with a 
predominant intraductal component, 
invasive ductal carcinoma

Hypoechoic area in the 
mammary gland*

A hypoechoic area with properties 
that differ from those of the 
surrounding mammary gland or 
contralateral mammary gland that is 
difficult to discern as a mass

Epithelial hyperplasia, 
fibrosis, radial scar, 
complex sclerosing lesions, 
sclerosing adenosis, 
mastitis

DCIS, invasive ductal carcinoma with 
a predominant ductal component, 
invasive ductal carcinoma, invasive 
lobular carcinoma, inflammatory 
carcinoma

Architectural distortion Findings of mammary gland structure-
concentrated tightening/distortion 
at one spot or in a localized area 
in the mammary gland

Sclerosing adenosis, 
complex sclerosing lesions, 
postsurgical scar, fat 
necrosis, granulomatous 
mastitis, fibrosis

DCIS, invasive ductal carcinoma, 
invasive lobular carcinoma

Multiple small cysts A finding in which multiple lesions 
recognized as small cysts several 
millimeters in size are observed in 
the mammary gland

Fibrocystic change, 
mucocele-like lesions

DCIS†

Echogenic foci without 
a hypoechoic area

Solitary finding of spotty echogenic 
foci without ductal abnormalities, 
hypoechoic areas, or distortion

Fibrocystic change, 
epithelial hyperplasia

DCIS, invasive ductal carcinoma with a 
predominant intraductal component

Definitions in English are according to Ito et al. J Med Ultrason 2023;50:331-339 [15].
*In the JABTS guidelines, the echogenicity of the hypoechoic area is defined relative to the surrounding mammary tissue. However, both Breast 
Imaging Reporting and Data System and JABTS define the echogenicity of mass findings relative to the subcutaneous fat, †This is only possible 
when small cysts are present in a localized area.
JABTS = Japanese Association of Breast and Thyroid Sonology, DCIS = ductal carcinoma in situ

Fig. 2. Abnormalities of the ducts. A: High-grade ductal carcinoma in situ. US (left) shows a dilated duct with irregular calipers (arrows). 
Mammary ducts in other directions are normal. Histopathology (right, hematoxylin and eosin stain) shows cancer cells proliferating with 
solid and comedo patterns. B: Intraductal papilloma. US (left) shows two solid components (arrows) in the dilated ducts with steep rise 
and relatively high homogeneous echoes. Histopathology (right, hematoxylin and eosin stain) from core needle biopsy shows a papilloma 
with typical frond-like epithelium surrounding a fibrovascular core. US = ultrasound

A

B



138

Tsunoda et al.

https://doi.org/10.3348/kjr.2023.0769 kjronline.org

mass, the internal echoes are defined relative to the fatty 
tissue, whereas the term, “hypoechoic,” here refers to the 
echogenicity relative to the surrounding mammary or fibro-
glandular tissue. The terms, “patchy” or “mottled,” are used 
to describe areas consisting of relatively small, speckled, low 
echoes, whereas the term, “geographic” is used when such 
areas have fused together; the term, “indistinct,” is used 
to describe areas that have indistinguishable boundaries 
(Fig. 4). Because this type of abnormality is determined 
by a deviation from the normal mammary structure, the 
JABTS terminology and diagnostic criteria committee has 
concluded that it is clinically more appropriate to compare 
echogenicity with the easily comparable internal echoes of 
mammary tissue rather than with distant fatty tissue, where 
comparison of echo levels is often ambiguous. 

Duct dilatation (beyond areola)

Negative or Benign

Negative or Benign

Probably benign

Bilateral/Multiple

Floating echoes

    Distribution of solid parts
        Solitary: Probably benign
        Continuous/multiple: Suspicious
    Shapes of solid parts
        Sharply protrude: Probably benign
        Broad based/irregular: Suspicious
    Accompanied by multiple echogenic foci:
        Suspicious or Malignant

Solid parts

Internal echoes 
absent

Internal echoes 
present

Focal/Segmental

Fig. 3. Assessment of abnormalities of the ducts suggested by 
the Japan Association of Breast and Thyroid Sonology guidelines. 
Modified from Ban et al. J Med Ultrason 2020;47:107-115 [29]. 

Fig. 4. Three patterns of hypoechoic areas in the mammary gland. A-C: Schematics depict typical patchy or mottled (A), geographic 
(B), and indistinct (C) patterns of hypoechoic areas. D-F: Ultrasound images from three different women show patchy or mottled (D), 
geographic (E), and indistinct (F) patterns, respectively. 

Hypoechoic Areas in the Mammary Glands
A hypoechoic area has different properties as compared 

with the surrounding or contralateral mammary gland but 
does not meet the criteria for a mass. In the case of a 

Bilateral/Multiple Segmental Focal

  Accompanied by
     multiple echogenic foci:
     Suspicious or Malignant

  Accompanied by
     multiple echogenic foci:
     Suspicious

Negative or Benign Probably benign, 
  Suspicious or Malignant 

Probably benign or 
  Suspicious

Hypoechoic area
in the mammary gland

Fig. 5. Assessment of hypoechoic areas in the mammary gland 
suggested by the Japan Association of Breast and Thyroid 
Sonology guidelines.

A

D
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The presence of hypoechoic areas in the mammary 
glands is the most important finding for understanding 
breast-related diseases. However, distinguishing 
pathological findings that deviate from normal 
physiologic patterns or fibrocystic changes is difficult. 
The key point of differentiation is the distribution of the 
hypoechoic areas. Multiple similar findings in the bilateral 
breasts suggest normal or benign lesions, whereas focal or 
segmental distribution suggests suspicious or malignant 

lesions (Fig. 5). Therefore, if a hypoechoic area is found, 
it should be compared with the normal ipsilateral or 
contralateral side for evaluation.

Diseases that can be depicted as hypoechoic areas in 
the mammary glands include benign pathologies such 
as epithelial hyperplasia, fibrosis, radial scar, sclerosing 
adenosis, and mastitis. Malignant diseases include DCIS 
(Fig. 6A), invasive ductal carcinoma with predominant 
intraductal component, invasive ductal carcinoma, invasive 

Fig. 6. Hypoechoic areas in the mammary gland. A: Intermediate-grade DCIS. US (left) shows partly patchy and partly geographic 
hypoechoic areas (arrows) with segmental distribution. Histopathology (right, hematoxylin and eosin stain) shows papillary-cribriform-
solid growth patterns of DCIS. B: Invasive lobular carcinoma. US (left) shows a geographic hypoechoic area (arrows) with segmental 
distribution. The interface between adipose and glandular tissues appears to be partially interrupted. Histopathology (right, hematoxylin 
and eosin stain) shows small non-cohesive cells invading the stroma. C: Microinvasive carcinoma. US (left) shows an indistinct 
hypoechoic area (arrows) with segmental distribution. Numerous echogenic foci suggesting calcifications are present within the 
hypoechoic area. On histopathology (right, hematoxylin and eosin stain), most of the areas are non-invasive, comedo, solid, cribriform, 
papillary proliferation; however, focal areas of tumor invasion (arrow) are present. DCIS = ductal carcinoma in situ, US = ultrasound
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lobular carcinoma (Fig. 6B), and inflammatory carcinoma 
[30-32]. The presence of calcifications raises concerns 
regarding the possibility of malignancy [33-35]. It is 
difficult to distinguish whether a lesion is localized within 
the ducts (in situ) or has an invasive component (Fig. 6C). 
In some cases, a preoperative diagnosis of DCIS may change 
to invasive ductal carcinoma after surgery. Invasion should 
be considered particularly when lesions are extensive.

Architectural Distortion
Architectural distortion pertains to a lesion that distorts 

breast tissue without mass formation. This reflects 
convergent changes in the tissue, which can be attributed 
to both benign and malignant findings. Surgery and trauma 
are common causes of architectural distortion; history 
taking is important for diagnosis [36]. Fibrosis and scarring 
caused by preoperative chemotherapy can also cause 
distortion [37].

In benign cases, distortion occurs in sclerosing adenosis, 
radial scar/complex sclerosing lesions, fat necrosis, 

granulomatous mastitis, and fibrosis (Fig. 7A) [38-40]. 
In malignant cases, DCIS, invasive ductal carcinoma, 
and invasive lobular carcinoma can present as distortion 
[30,41,42]. When DCIS develops from a background of 
sclerosing adenosis, it could be mistaken for invasive 
cancer on imaging or pathological examination (Fig. 7B) 
[43]. It is difficult to establish the extent of cancer when 
the pathology of DCIS involves sclerosing adenosis. DCIS 
associated with sclerosing adenosis is often bilateral 
[44,45]. Moreover, sclerosing adenosis is known to be a 
risk factor for breast cancer. Thus, careful follow-up may be 
required [46].

Multiple Small Cysts
Breast cysts are circumscribed anechoic masses with 

accentuated posterior echoes and imperceptible walls. 
However, multiple small cysts, which are several millimeters 
in size, may easily be understood when considering them as 
a single entity rather than when recognizing each cyst as a 
mass. If no cysts are found in other parts of the breast while 

Fig. 7. Architectural distortion. A: Complex sclerosing lesions. US (left) shows a hypoechoic area with intense retraction. Histopathology 
(right, hematoxylin and eosin stain) of vacuum-assisted biopsy shows complex sclerosing lesions, including sclerosing adenosis, ductal 
hyperplasia, and cysts. After more than 10 years of follow-up, the lesions are found to be gradually decreasing in size. B: Intermediate-
grade DCIS with sclerosing adenosis. On US (left), strong convergence is detected toward one point. The anterior interface between 
adipose and glandular tissues appears to be interrupted by distortion. On histopathology (right, hematoxylin and eosin stain), solid-type 
DCIS cells are seen from a background of sclerosing adenosis. US = ultrasound, DCIS = ductal carcinoma in situ
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a cluster of small cysts is observed in a localized area, the 
term, “clustered microcysts,” can be used.

Multiple small cysts are classified into two groups based 
on their distribution: 1) the presence of multiple scattered 
cysts in the bilateral breasts, which are typically benign, 
due to fibrocystic changes, 2) the presence of multiple small 
cysts with focal or segmental distributions and clustered 
microcysts. Most of these lesions are benign (Fig. 8A), 
including apocrine metaplasia, epithelial hyperplasia, or 
mucocele-like lesions; however, low-grade DCIS (Fig. 8B) 
is also considerable if the lesions are accompanied by 
surrounding hypoechoic areas or calcifications [47-49]. Thus, 
a core needle biopsy may be required if clustered microcysts 
are associated with solid components, thick walls, or other 
suspicious features. However, on screening US, multiple 
small cysts alone do not require further examination because 
the frequency of malignancy is extremely low when multiple 
small cysts are the only findings, which are often indolent 
and seldom malignant [50,51].

Echogenic Foci without a Hypoechoic Area
Microcalcifications on mammography can sometimes be 

recognized on US as echogenic foci without definite ductal 
abnormalities or hypoechoic areas. However, advancements 
in US equipment have made these findings more common for 
both benign and malignant diseases. 

When suspicious calcifications are detected on 
mammographic screening, careful scanning of the 
corresponding areas can distinguish echogenic foci which 
cannot be identified on routine examinations (Fig. 9) 
[52,53]. These are helpful in determining the target for 
needle biopsy. However, echogenic foci can also be caused 
by normal breast tissue or artifacts. The detection of 
calcifications without any other associated findings can 
lead to increased false-positive results and over-diagnosis. 
Thus, echogenic foci alone are not included in the recall 
criteria for US screening [14,50].

Additional Findings: Vascularity and Elasticity
The evaluation of nonmass abnormalities is based on 

B-mode images; however, color Doppler and elastography 
may also aid in evaluation. Information on vascularity is 
important because early-stage breast cancers, including 
DCIS, are often hypervascular. In the hypoechoic areas of 

Fig. 8. Multiple small cysts. A: Ductal epithelial hyperplasia. US (left) shows several small cysts in a localized area. Histopathology (right, 
hematoxylin and eosin stain) from core needle biopsy shows multiple cysts and epithelial hyperplasia. B: Low-grade DCIS. US (left) shows 
clustered small cysts; a small solid portion (arrow) is suspected. Histopathology (right, hematoxylin and eosin stain) from core needle 
biopsy shows a flat, low papillary, and cribriform type of DCIS. US = ultrasound, DCIS = ductal carcinoma in situ

A

B



142

Tsunoda et al.

https://doi.org/10.3348/kjr.2023.0769 kjronline.org

mammary glands, increased blood flow is more likely to 
indicate malignancy [6]. It has also been reported that 
micro-invasive carcinoma is more hypervascular than DCIS, 
thus rendering it useful for differentiating the presence of 
micro-invasion [54]. Furthermore, it has been reported that 
high vascularity is useful for improving specificity during 
screening [55].

Information on elasticity by either strain or shear-
wave elastography can be used to characterize benign and 
malignant lesions in nonmass hypoechoic or distorted areas 
[56]. In strain elastography, elasticity is scored from 1 (soft) 
to 5 (hard) by light compression, where scores of 4 and 5 
indicate malignancy [57]. However, some DCIS cases are soft 
and similar to the surrounding tissue. Thus, as compared to 
masses, the criteria for use with nonmass abnormalities are 
not established [58,59].

Issues and Research Directions Related to 
Inclusion in BI-RADS

For the nonmass concept of breast US to be included in 
the next BI-RADS (6th edition) and be widely accepted in 
clinical practice, the following issues need to be addressed. 
First, terminology needs to be standardized. Clear definitions 
for nonmass lesions should be established such that the 
same lesions are less likely to be classified as either mass or 
nonmass. In addition, the terms, “nonmass abnormalities” 
and “nonmass lesions”, must also be distinguished; 
“nonmass abnormalities” should be used when referring 
to all five subtypes included in the JABTS guidelines, 
whereas “nonmass lesions” should be used when referring 
to nonmass hypoechoic areas in the mammary glands. 
Therefore, the definitions and usage of these terms require 
further discussion. Second, there is a need for standardizing 

the feature descriptors and assessments of nonmass lesions. 
Multiple groups have reported on nonmass lesions over the 
past 20 years; however, they have included different lesions 
and analyzed varying characteristics [5-11]. Therefore, a 
standardized interpretation algorithm based on several 
key features, such as lesion distribution and the presence 
of associated calcifications or vascularity, can aid in the 
management of nonmass lesions [24]. Finally, the outcomes 
of nonmass lesions on US, including cancer detection rates 
and positive predictive values, should be reported in both 
the screening and diagnostic settings. However, increased 
attention to nonmass lesions might promote more false-
positive results on screening US, thus making it a current 
concern. In screening US, nonmass lesions requiring needle 
biopsy are uncommon [5,6] and should be distinguished 
from heterogeneous breast tissues or normal variants. The 
likelihood of malignancy increases when the US lesions are 
correlated with findings on other imaging modalities or 
clinical presentations.

CONCLUSION

In the JABTS guidelines, US findings of breast lesions 
are divided into mass and nonmass. Nonmass abnormalities 
have five subtypes, including abnormalities of the ducts, 
hypoechoic areas in the mammary glands, and architectural 
distortion. Nonmass abnormalities are an important concept 
in breast US imaging and must be correctly understood 
based on the knowledge of normal mammary structures. This 
leads to a more accurate understanding of breast cancer 
development and progression as well as its corresponding 
US findings, which is important when performing US 
examinations and establishing a diagnosis. The BI-
RADS 5th edition are not sufficient for nonmass findings; 

Fig. 9. Echogenic foci without a hypoechoic area. A: Targeted ultrasound for the evaluation of clustered calcifications detected on 
screening mammography shows echogenic foci (arrow) without an associated hypoechoic area or mass in the corresponding location. 
B: Histopathology (hematoxylin and eosin stain) shows a low-grade, flat and low papillary-type of ductal carcinoma in situ.
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therefore, a new lexicon corresponding to the type of lesion 
described as “hypoechoic areas in the mammary glands”, 
in the JABTS guidelines may be added under the name 
of “nonmass lesions” in the next revision to address this 
issue. For the nonmass concept of breast US to be widely 
accepted in clinical practice, standardized terminologies, an 
interpretation algorithm, and outcome-based evidence are 
required for both screening and diagnostic US.
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