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Reflection (1)

Mrs. A. was invited to my static unit as part of the breast screening programme. When instructions were given to wipe off any talc or deodorant, Mrs. A queried this. I explained to her that occasionally the chemicals in talcs or deodorants can appear on the films as micro-artifacts which may mimic micro- calcifications, as discussed by Peart (2005).

Lee et al (2003) and Peart (2005) both stress the importance of the Mammographer as a link between the woman and the radiologist in the screening programme. I was therefore very careful to record accurate details on the screening form concerning history of breast disease. Mrs. A. had no past breast problems or present worries and did not take hormone replacement therapy.

I performed basic projections, R-CC, L-CC, R-MLO, L-MLO as described by Lee et al (2003, pp. 31-46) and used 48 degree angle for the oblique views because the lady had narrow shoulders with small breasts. Unfortunately in the R-MLO view, the pectoral muscle was not up to the posterior nipple line. Advice was given to repeat the projection using 55 degree angle as Mrs. A was tall and slim. I explained to Mrs. A. the need to have a film repeated because of a technical inadequacy according to NHSBSP, Guidelines (2005) and she agreed. I was happy with the repeated film.  

I note that if this woman had been screened on the mobile van with no processing facilities, she would have been technically recalled. NHSBSP, Guidelines (2005) dictate that repeats should be less than 3% and this is an important fact I must reflect on.
Word count –253

Reflection (2)

Following her first screening mammogram, Mrs. B, aged 53 years, was recalled for the assessment of two clusters of indeterminate micro-calcification in the upper outer quadrant of her right breast. Magnified paddle views of R-CC and R-Lateral were requested by the radiologist for further evaluation. Cardinosa (2007) notes that ‘paddle views spread out the tissues and bring the lesion nearer the film for improved image quality and lesion resolution’.

Firstly I explained to Mrs. B the need for further magnified views using a small compression paddle. Clusters of micro-calcification were situated approximately 6cm from the right nipple in R-MLO view and 5cm behind and 3cm above the right nipple in R-CC view. A larger square compression paddle was selected in order to visualize the two clusters of calcification on one film.

Both views were centered accurately, but the magnified lateral view was blurred and the exposure was high, 30Kv and 278 mAs. Instructions were given to repeat the film asking the woman to “stop breathing” while the exposure was being made. The repeated film was not blurred.

Lee et al (2003), describes blurring of films sometimes occurring due to the use of fine focus, the exposure time being considerably extended. I also note that just ‘breathing in and holding the breath’ is not good practice in this procedure as it could cause breast movement and alteration of my careful measurements, (ibid). 

This experience will help me to improve my technique to remove blur in paddle magnified views, especially in women with dense breasts.      

Word count – 247

Reflection (3)
Mrs. C, aged 58 years was invited to the static unit for her third breast screening mammogram. On meeting her I discretely observed that she had prominent lower ribs and left lower ribs were more protruding than the right. I viewed her previous mammogram films and noted that an additional CC - view had been taken on the left side.

In her lecture on introduction to breast screening, Borrelli (2009), taught that “posterior nipple line should be no more than 1cm shorter on CC than MLO”. This explained the reason for performing the additional L- CC view in the previous mammogram.

According to Lee et al (2003), it is difficult to achieve a good cranio-caudal view in women with prominent lower ribs. Bearing this in mind, I performed both CC views elevating the lateral side of the film holder, 10 degrees for the left side and 7 degrees for the right side. I used an angle of 40 degrees for the oblique views, also described in Lee et al (2003). I tried hard to position the film holder between the infra mammary angle and the prominent portion of the lower left ribs for both views. In addition I asked Mrs. C. to step away from the film holder and lean forward as described by Peart (2005). 

Images were acceptable and diagnostic. Mrs. C found, this positioning was less uncomfortable than on her previous visit and thanked me. On reflection, this experience has helped me to use a good technique for women with prominent lower ribs without exposing unnecessarily.  

Word count -250
Reflection (4)

Mrs. Y, 58 years had severe learning disabilities with physical and mental impairment. She was invited to the static unit for screening mammogram as stated in NHSBSP/CSP (2006). She was a wheelchair user with two carers. Her previous mammograms were not completed, CC views only being obtained.

Her carers identified Mrs. Y as the correct woman for the mammogram and I documented it. I spent some time talking with her but I was not able to obtain her verbal consent for the mammogram. Picture leaflets were not available at that time. I decided to check her behavioural consent because NHSBSP/CSP (2006, p.5) states that ‘no one can consent to, or refuse treatment on behalf of another adult who lacks capacity to consent. This includes the person’s family and their doctor’.

I proceeded to start the mammogram. Mrs. Y co-operated with her carers to undress. Still seated in her wheelchair, I started to position the breast for the R-CC view. She did not respond to even simple requests. She had no ability to maintain the breast position required at all, became unduly distressed and started to cry. I understood this to be her expression of withdrawing consent for her mammogram and documented it.

I stopped the examination according to the statements of professional conduct(2004). I explained to the carers the next best action to take is ‘Breast Awareness’ (NHSBSP/CSP, 2006, p.19) with GP support if any symptoms occur. Discussion of this matter with my manager resulted in this woman being removed permanently from the screening programme,(ibid), as this was her third uncompleted mammogram.
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Reflection (5)
Mrs. E had been diagnosed with Ductal Carcinoma in Situ (DCIS) at the age of 52 years and required a right mastectomy. I met her in the symptomatic clinic for her third follow-up post surgery mammogram. Invitation for yearly mammography was in line with NHSBSP (2009) guidelines under the rapid re-referral mechanism for breast cancer patients to check for recurrence. On entering the room Mrs. E was tearful. She confined in me that she was reminded of her first mammogram which had resulted in a problem being found.  

The left MLO showed a small dense area likely to be overlapping tissues which  were not seen on the left CC. The radiologist needed to check this further. I was asked to perform extra views of left extended CC and paddle MLO. I explained to Mrs. E the reason for these special views and need to compress firmly. I performed extra views as described by Lee et al(2003) and used small rounded paddle for the MLO, applying good compression for which Mrs. E was able to tolerate well. Shrestha & Poulos(2001) research shows that women can cope better with compression if a good explanation is given before it is applied.   

Resultant films showed no dense area on either views which proved that the concerning area was normal tissues. These special views resulted in Mrs. Y being reassured by the radiologist that she did not have recurrence. This experience helped me to understand the importance of applying spot compression for the paddle views.   
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Reflection (6) 
Mrs. X, a 50 year old mother had been in the habit of performing regular self examination of her breasts. One day she felt a small lump in the upper part of her left breast. She was sufficiently concerned to visit her General Practitioner(GP) as an advice given in the leaflet,NHSBSP, ‘Be Breast Aware’(2006). 

The GP could feel the lump and referred her to the symptomatic clinic according to NHSBSP(2005). Her mammogram showed a small dense area with several small spots of calcification in her upper outer quadrant. Ultra sound scan was highly suggestive of a small breast cancer. Knowing the benefits and drawbacks of core biopsy compared with FNAC are shown in   NHSBSP(2001), the radiologist arranged to have a stereo-tactic core biopsy for her on the same day. I assisted the radiologist in this procedure. Sterile procedures were used, 5 samples taken and imaged to ensure a representative sample was obtained. (Synergy,2010)

Multi-disciplinary team decided it as a Ductal Carcinoma in Situ (DCIS) according to the pathology report and recommended a wide local excision with blue dye lymph node sampling. Lymph nodes were normal and the segment of the breast containing the cancer was removed at the operation. A course of radiotherapy would need to follow the surgery to safeguard against recurrence as stated in EJSO(2009).  Later, pathology studies did confirm the presence of Grade 3 DCIS with normal lymph nodes.

Mrs. X made a good recovery from her operation and meeting this woman has made me reflect on the importance of being breast aware.

. 

Word count  - 252
Reflection (7)

Miss. D, aged 50 years was referred to the surgical out-patient clinic. She had learning disabilities, depression and autism. Her carers had noticed a hard lump in her left breast situated above the areola with tethering of skin. Triple tests were requested by the breast surgeon, according to NHSBSP(2009).

Miss. D. came to the static unit with her carer, walking a cuddling soft toy. I was reminded   with the scenario with Mrs. Y in Reflection-4, so discussed with a colleague the best course of action. We worked together to take films firstly of the left breast. The carer advised Miss. D. would prefer to sit, but she would not stay in position for the mammogram or tolerate compression. This situation is described in NHSBSP(2006) as ‘withdrawn consent’. Later she cooperated to lie down for an ultrasound scan and fine needle aspiration. 

Reports from these tests resulted in the need for mastectomy. MDM discussion ensured regarding the matter of ‘informed consent’ for surgery due to lack of capacity to give consent herself.

As stated in NHSBSP(2006), Mrs. D was referred to the consultant psychiatrist o f the learning disability team. Visual aids were used to help her understand the need for surgery, but unable to acknowledge that she had a breast problem. She had no capacity to consent for surgery. The consultant psychiatrist was able to give consent on her behalf according to the mental capacity Act.(2005).  

This unusual situation has shown how disabled women can have the same rights of access to breast surgery as other women, (NHSBSP, 2006).
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Reflection (8)

Mrs. P, aged 52, was invited to the mobile unit for her first mammogram according to the NHSCSP(2009). I explained the procedure and the possibility of recall. This is a good practice for women new to breast screening to reduce getting unnecessary worry, as suggested by Cancer BACUP(2004). Mrs. P was concerned about radiation dose as her breasts were large and dense. I reassured her, it is a very low amount of radiation, (ibid).

I performed both cranio-caudal views, but had to expose two films for each breast such as medial-CC and lateral-CC because of unavailability of 24x30 format in our mobile unit. Exposures were very high, approximately 31Kv and 429mAs. When positioning for the right MLO, centering over the upper part of the breast the exposure terminated at 31Kv and 1mAs. Peart(2005) states this can happen if a back-up timer is activated due to the lack of energy of photons needed to penetrate the dense breast.

I arranged for Mrs. P to attend the static unit to complete the examination there. Analogue units here are upgraded models and have a higher output.  By going through the necessary technical information, I understood that it could have been performed in the mobile unit by using manual technique increasing Kv, but not mAs as stated in Peart(2005). 

Talking to my mentor later, I reflect that I could have used a higher Kv on the Semi-Auto mode, also asking the woman to stop breathing to reduce blur to complete the mammogram in the mobile unit on same day.      

Word count- 251
Reflection (9)

I met Mrs.T with large breasts on the mobile unit for her third mammogram. I noticed that 18x24 films would not be sufficient to include the whole breast for each view. Use of 24x30 format is not currently available in our mobile unit or the hospital. Mrs. T was worried about the size of her breasts.

I performed 4 films for each cranio-caudal views i.e. Medially rotated-CC, Laterally rotated-CC, Middle-CC and Nipple area-CC and 4 more films for medio-lateral oblique views of superior, inferior, posterior and anterior breast,  described by Lee et al(2005, p.82-85). I was concerned that Mrs. T’s first mammogram took 12 films and subsequent mammograms took 16 films each. For this visit she will have received 4 times more radiation dose than the standard 4 view mammogram with 16 breast compressions. 

I had no provision to refer this woman to the digital unit in the hospital. We have one digital machine which is only used for assessment clinic, symptomatic clinic and special procedures. Our trust does not have PACS with enough capacity to use digital imaging for screening mammograms at present. This examination took about 20 minutes to finish and resulted in the delay of other women as all appointments are given at 5 minutes interval.

This is a good experience for me to reflect on the importance of converting all analogue mammography machines in mobile units to digital speciality. I understand this would reduce the radiation dose and technical recalls for women.   

Peart(2005, p.188-189) has argued about the advantages and disadvantages of digital mammography.

Word count -254

Reflection (10)

Mrs. Z, aged 54 years had pain in the lower quadrant of her left breast for about one week. She was able to feel a lump. She did not go for medical advice because she had an invitation for a second round mammogram the following week at our static unit according to the NHSCSP(2009).

When going through routine mammography questioning, I gathered this information regarding her left breast, documented it and highlighted it.  By looking for changes in both breasts, I found a palpable lump in her left breast with dimpling skin. She had no risk factors such as any family history of breast cancer or was not on hormone replacement therapy as described in CancerStats(2009).

She was very nervous because she was aware that she had something wrong with her left breast and my effective communication helped her to relax. She co-operated to perform a good mammogram according to PGMI stated in Log book(2009) and also NHSBSP, No.63(2006).

There was a speculated mass seen on left lower inner quadrant of her mammogram. I took great care not to alarm or lie to her by saying that there was nothing wrong or nothing to worry about, to avoid misconceptions of the results of her mammogram. She wanted to have results soon. I explained the routine procedure of issuing results and reassured her about the possibility of re-call according to the NHSBSP(2005).

This incident concerns me as there is no protocol to issue results rapidly or recall rapidly for such women in our breast screening programme.

Word count – 250
Reflection (11) - Mentoring
‘Mentoring is to support and encourage people to manage their own learning in order to that they may maximize their potential, develop their skills, improve their performance and become the person they want to be’,(Parsole & Way, 2000). 

According to the training centre Information pack (2009), I understood that it was necessary to have a clinical mentor to guide me. I took this matter to our line manager, as a result she suggested Mrs. X as my mentor because she meets the criteria for mentoring as mentioned in training centre information pack (2009).  She is a Quality Assurance radiographer/part-time mammographer in our department. In addition, she works on the mobile unit. As stated in ASME (2010), my mentor is approachable and available. I was sure she could provide good advice by making the right suggestion or asking the right question. I accepted my line manager’s offer with great pleasure as Mrs. X is qualified and well experienced in the field of mammography. The free encyclopaedia (2009) describes ‘Mentorship refers to personal developmental relationship in which a more experienced or more knowledgeable person helps a less experienced or less knowledgeable person’. 

Mrs. X gave me a short description regarding the role between mentor and mentee as discussed by Chynoweth (2009).  When I gave her copies of MODULE GUIDE (2009) and Log book (2009), she explained how I should get prepared to plan my work, what I am aiming to learn, how the learning will take place and how this will be evaluated. It was a detailed explanation. I mentioned to her honestly that my first language is not English could she please help to correct any grammatical errors in my writing. She was happy to agree and we reached a point where we could discuss things openly, honestly and confidentially. As stated in Mentor SET (2009), it was a helpful relationship based upon mutual trust and respect to share similar experiences in similar working field.

Gathering and disseminating information about the outcomes of clinical visits was necessary for my written work. We met approximately once or twice a week and she always gave me a different perspective and allowed me to reflect on my own experiences. We might discuss the essay I am writing in my module, problems I am having at my work, use of correct mammographic techniques in difficult situations or more general issues in the NHS Breast Screening programme. Most of the time I may contact her through e-mailing to discuss particular matters that have arisen and she always gives me meaningful feedback to develop my competence and build my confidence. If I have something particular to find out or need my reflection writings checked, she proved me to be an effective communicator as described by 

Gopee (2008).  

I made my first clinical visit, as advised in Module Guide (2009), to the Multi Disciplinary Meeting (MDM) with Mrs. X. This was the first MDM visit I have ever made and it was a very complicated one for me. Her explanation of how to gather information encouraged me to be enthusiastic to finish my course successfully. After the MDM, she took me to the main library of our Trust and described how to use library facilities including e-learning option and how to get relevant literature to fulfil the requirements to effectively write my evidence based reflections and essays. As discussed by Gopee (2008), this was very helpful to me for arranging informal learning opportunities such as access to necessary databases. 

I have found that having a mentor is very valuable to me. When I had my second tutorial for film assessment, some weaknesses in my practical work were pointed out to me and an action plan made. Gopee(2008) explains,’ if the student has not been achieving as expected in either knowledge, skills or attitude components, then an action plan needs to be constructed and signed, which both mentor and mentee mutually agree on’. In view of this, my mentor quickly made the necessary arrangements, discussing with my line manager ways to gain competencies that needed to be achieved by an identified date. As a result of this, the films produced for my third tutorial were recommended as ‘high standard’ and I have been passed as a ‘clinically competent’ and it made me very happy. Hence, the relationship with mentor offered me great support, challenge and insight into my experiences.  

As stated by Bayley, Chambers & Donovan(2004),the important essential qualities which I gained from my mentor are impartiality, a good listener, supportive, interested,  respectful, an effective leader, skilled in feed back, able to challenge and confidential. Being a mentee, I had two mentoring opportunities to employ some qualities gained from my mentor, by teaching how to perform quality control tests and stereo- tactic biopsy procedure in a newly installed digital mammographic unit for a senior mammographer who reported for a duty after a 12 month maternity leave and by explaining how to perform a mammogram with basic projections for a Tanzanian radiographer who came for a short visit to observe our department. These opportunities helped me to gain mentoring skills, so advancing my personal development.

Standards in the agenda for change - the knowledge and skills framework (KSF) can be used to describe the competencies of a mentor in the National Health Service,
(Bayley, Chambers & Donovan, 2004). It can also be used to improve the consistency and quality of services to the patient, (ibid). Since my mentor is working in the NHS, in the same Trust, the knowledge and skills we gained during mentoring session are appropriate in respect of the improvement of role and responsibilities.

In conclusion, mentoring sessions helped me to convert my working environment of breast care service to the learning environment, to become an effective member of the breast care team and it made me a better mammographer with increased job satisfaction. I understood that if I get an opportunity to be a mentor in future, ‘the mentor should keep their mentee on track with their personal development plan (PDP) by encouraging them to formulate goals that are SMART, (Specific, Measurable, Achievable, Relevant, and Timescaled)’, (Bayley, Chambers & Donovan, 2004). 
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