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What do you advise
women in their 40s
regarding screening
mammography?

[ | Wait until age 50 to
begin screening
unless the patient is
at increased risk.

[ Begin having annual
mammograms at
age 40.

[J Begin having bien-
nial mammograms
at age 50.

[] Have a baseline
mammogram and
evaluate risk factors
Jfor breast cancer
before determining
when further screen-
ing is needed.

[] Other

Go to jfponline.com

and take our instant poll
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The mammography controversy:
When should you screen?

ACOG’s new guidelines call for more frequent breast
cancer screening. The USPSTF recommends less.

What's best for your patients?

reast cancer is the second most com-
B mon cause of cancer death in US

women,? and screening mammog-
raphy has been shown to decrease mortal-
ity.** But the age at which to start screening,
the intervals between mammograms, and the
extent of the benefits (and harmful effects) of
mammography are still hotly debated.

The clash between those who favor
greater use of mammography and those who
prefer less frequent and delayed screening
heated up in July, when the American College
of Obstetricians and Gynecologists (ACOG)
released its new breast cancer screening
guidelines.” ACOG now recommends annual
mammography starting at age 40; its previ-
ous guidelines called for mammograms every
1 to 2 years for women in their 40s and annual
screening beginning at age 50.°

The US Preventive Services Task Force
(USPSTF) issued updated breast cancer
screening guidelines in November 2009
(TABLE 1).¢ The new guidelines oppose routine
screening for women ages 40 to 49 and recom-
mend biennial, rather than annual, mammo-
graphy for women ages 50 through 74. The
decision to initiate screening before age 50
should be an individual one, based on the
patient’s values as well as her individual risk
factors, the USPSTF maintains. The Task Force,
which previously recommended mammog-
raphy every 1 to 2 years for all women ages 40
and older, does not recommend breast self-
examination and finds insufficient evidence to
assess the benefits of clinical breast exams.”

1 Both organizations have prominent
medical groups in their camp: The Ameri-
can Cancer Society, National Comprehensive
Cancer Network, American College of Sur-
geons, and American College of Radiology,
among others, echo ACOG’s call for annual
screening starting at age 40, while the Ameri-
can Academy of Family Physicians, American
College of Physicians, National Breast Cancer
Coalition, and World Health Organization
(WHO) support the USPSTF’s position.®°

Where does this leave you and your fe-
male patients? A look at the rationale behind
these divergent recommendations and the
latest evidence of the benefits and risks as-
sociated with screening mammography will
help you cut through the controversy.

Same facts, different conclusions
The recommendations of the USPSTF are
based on a systematic review of randomized
clinical trials and data from the Cancer In-
tervention and Surveillance Modeling Net-
work (CISNET) that allowed the researchers
to assess various screening parameters.®®!!
ACOG, too, based its guidelines on an evi-
dence review,"” including the same data
used by the USPSTE. Each organization in-
terpreted the findings differently, however,
particularly with regard to the benefits and
potential harms associated with screening
mammography.

The USPSTF points out that screen-
ing leads to the greatest absolute reduc-
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A 2011 Cochrane
review found that
mammography
screening resulted in
an estimated 15%
decrease in breast
cancer deaths—and
a 30% increase in
overdiagnosis and
overtreatment.
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tion in breast cancer mortality in women
older than 50. For women ages 39 to 49, the
USPSTF analysis revealed, it would take 1904
mammograms to prevent one breast cancer
death. For women ages 50 to 59, the number
of mammograms needed to prevent a single
breast cancer death is 1339; and for women
in their 60s, the number needed to screen is
just377.2

The USPSTF notes that false-positive re-
sults can lead to additional medical visits and
unnecessary treatment, as well as potential
psychological harm.”®

1 ACOG focused more on cancer growth.
Although women in their 40s have a lower
probability of breast cancer (1 in 69) than
their older counterparts (1 in 42 for women in
their 50s and 1 in 29 for women in their 60s)
(TABLE 2),>%812 tumors tend to grow faster in
the younger women. That fact played a key
role in shaping ACOG’s new guidelines. The
average “sojourn time” (the interval between
the time a breast tumor can be detected by
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mammogram and the time at which it has
grown enough to become symptomatic) is
2 to 2.4 years for women in their 40s, com-
pared with 4 to 4.1 years for women ages 70 to
74, ACOG estimates. Annual mammograms
starting at age 40 provide a better chance
of finding and treating breast cancer in an
early stage.>'?

The reduction in breast cancer deaths
associated with annual screening is about
the same for both groups, according to
ACOG—16% for women in their 40s, and
15% for women 50 and older.’> The 5-year
survival rate for women whose breast tu-
mors are discovered before they're pal-
pable and before the cancer has spread
is 98%."

ACOG also interpreted the potential
harms associated with screening differently.
The organization acknowledges that false-
positive findings are a continuing concern,
but has determined that the benefits of an-
nual screening outweigh the risks.'?

CONTINUED
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TABLE 1

Breast cancer screening: Divergent views>®

Organization Age (years) BSE CBE Mammography

ACOG >40 Encourages breast Annually Annually
self-awareness

USPSTF 40-49 Recommends against Insufficient evidence (I) | Not routinely

teaching (D)
50-74

recommended (C)

Every 2y (B)

USPSTF grades

A: Recommended (high certainty of substantial benefit)

B: Recommended (moderate or high certainty of moderate benefit or moderate certainty of substantial benefit)

C: Not routinely recommended (at least moderate certainty that benefit is small)

D: Not recommended (moderate or high certainty of no benefit or that harms outweigh benefits)

I: Evidence is insufficient to assess benefits and harms

ACOG, American College of Obstetricians and Gynecologists; BSE, breast self-examination; CBE, clinical breast examination; USPSTF, United States Preventive

Services Task Force.

Source: USPSTF. Grade definitions. May 2008. Available at: http://www.uspreventiveservicestaskforce.org/uspstf/grades.htm. Accessed August 19, 2011.
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Recent studies hit the headlines,
but fail to lend clarity
Norwegian cohort study. One study examin-
ing the effect of mammography on breast can-
cer mortality in a large cohort of Norwegian
women found that patients ages 50 to 69 who
were screened biennially had a 10% reduc-
tion in breast cancer death."* However, fur-
ther analysis suggested that screening in and
of itself accounted for only about one-third
of the reduction—an absolute risk reduc-
tion of 2.4 deaths per 100,000 person-years.
(The rest was attributed to other factors, such
as advances in breast cancer awareness and
treatment.!*) The study was published in the
New England Journal of Medicine along with
an editorial suggesting that it might be time to
consider the rather small effects of screening
mammography.'®

1 Swedish cohort study. A study involv-
ing a large cohort of Swedish women found
that mammography screening was associ-
ated with a 29% reduction in breast cancer
mortality for women between the ages of
40 and 49.'" Notably, however, the differ-
ence in relative risk (RR) for women who
were invited to be screened (0.74; 95% con-
fidence interval [CI], 0.66-0.83) vs those who

underwent regular screening (0.71; 95% CI,
0.62-0.80) was small.

1 CISNET modeling study. In a study in
the American Journal of Roentgenology, re-
searchers used the same data and CISNET
modeling as the USPSTE but compared lives
saved with biennial screening mammography
starting at age 50 vs annual screening starting
at 40. The researchers reported that for wom-
en ages 40 to 84 years, approximately 12 lives
per 1000 women screened annually would be
saved; for women between the ages of 50 to
74 years screened biennially, 7 lives per 1000
people screened would be saved. That trans-
lates into 71% more lives saved with annual,
rather than biennial, screening—a reduction
of approximately 23%.""

There was a downside, however: The re-
searchers estimated that, on average, women
who initiated annual mammography at age
40 would receive a false-positive result every
10 years, and be recalled for imaging every
12 years. Other potential (albeit rare) harms
identified by the researchers: one false-
positive biopsy (every 149 years), one missed
case of breast cancer (every 1000 years), and
one fatal radiation-induced breast cancer
(every 76,000-79,000 years). "
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TABLE 2

Breast cancer

and mammography:

How age affects outcomes

Breast cancer

Age range (y) Probability (%)*?
40-49 1in 69 (1.4)
50-59 1in 42 (2.4)
60-69 1in 29 (3.5)
Sojourn time*>12
40-49 2-24y
>70 4-41y
NNS to prevent
1 breast cancer death®
40-49 1904
50-59 1339
60-69 377

NNS, number needed to screen.

*Interval between the time a breast tumor is detectable by
mammography and it becomes symptomatic.

12011 Cochrane review. In an up-
date of a 2006 meta-analysis, Cochrane
reviewers estimated that screening mam-
mography results in a 15% decrease in breast
cancer deaths (an absolute risk reduction
of 0.05%).'® But screening also led to a 30%
increase in overdiagnosis and overtreatment
(an increase in absolute risk of 0.5%). That
finding, which prompted the reviewers to
conclude that it is not clear whether screen-
ing mammography does more good than
harm, means that over the course of 10 years,
for every 2000 women screened, 10 healthy
women can expect to undergo unnecessary
diagnostic procedures and receive unneces-
sary treatment.'®

1 European trend analysis. A retrospec-
tive trend analysis published in the British
Medical Journal in July 2011 is the latest as-
sessment of the benefits of screening mam-
mography.” The researchers used WHO data
to evaluate breast cancer mortality in several
European countries, comparing nations with
similar demographics and access to care but

N JFPONLINE.COM

different levels of breast cancer screening.
Their findings? From 1989 to 2006, reductions
in breast cancer mortality were about the
same in countries with similarities in levels of
health care and demographics, regardless of
mammography screening."

How best to meet

your patient’s needs

Where does this leave you? Supporters of
the USPSTF’s recommendations have argued
that they offer an evidence-based approach
to mammography screening for women at
average risk, and will help decrease exces-
sive screening and the overdiagnosis, over-
treatment, and psychological stress that often
result. Critics maintain that trying to fit all
women into a single model of breast cancer
screening continues to be a problem—one
that neither the USPSTF or ACOG has ade-
quately addressed. The risks of breast cancer
among various minority groups, for example,
have not been taken into account.

Poll finds that patients and providers
don’t see eye to eye

In February 2010, Annals of Internal Medicine
conducted a Web-based survey relating to the
USPSTF’s new screening guidelines. Of the
651 respondents, more than half (54%) were
physicians, 9% were nonphysician health
care providers, and 37% were potential pa-
tients. The findings suggest that health care
providers and those they treat do not always
see eye-to-eye when it comes to breast cancer
screening.*

Two-thirds of the health care profession-
als surveyed said they would stop offering rou-
tine mammograms to women ages 40 to 49,
in accordance with the USPSTF’s recommen-
dation, and 62% would advise women ages
50 to 74 to have biennial, rather than annual,
mammograms. In addition, 54% of clinicians
indicated that they would stop recommending
routine screening mammography to women
who are 75 or older—a group for whom the
USPSTF has stated that evidence is insufficient
to assess the benefits and harms of screening.
In contrast, 71% of the women said they were
unlikely to forego routine mammography in
their 40s—and less than 20% said they would
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The USPSTF
gave a D rating
to breast self-
examination,
an indication
that there is
moderate or
high certainty
that BSE has
no benefit or
that the harms
outweigh the
benefits.
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FIGURE

A digital mammogram
showing normal but dense
breast tissue

wait until age 50 to begin screening or opt for
biennial, rather than annual, screenings.” Al-
though the women’s views may be similar to
those held by many of your female patients,
the American Cancer Society estimates that
about half of US women who are eligible for
screening do not get mammograms.*!

What is your patient’s level of risk?
Individual risk assessment, as stated earlier,
is a key factor in determining whether to
initiate screening for women younger than
50. It's important to keep in mind, however,
that only half of all breast cancers occur in
women with well-established risk factors, in-
cluding family history, a variety of reproduc-
tive risk factors, a high body mass index, and
exposure to exogenous estrogen. Fully 50% of
women who develop breast cancer are not at
elevated risk.”
Newmodelstoaidintheshared decision-
making process and risk assessment are be-
ing developed. One example is a Web-based
interactive tool developed by researchers at

the University of Sydney to give women in
their 40s the information they need to make
an informed decision about whether to
start screening before age 50 (http://www.
mammogram.med.usyd.edu.au/).?? This de-
cision tool answers 2 key questions for wom-
en who are not at elevated risk for breast
cancer:

Q: How many 40-year-old women who start
having screening mammograms every
2 years will die from breast cancer in the
next 10 years?

A Out of 1000 40-year-old women who start
having screening mammograms every
2 years for the next 10 years, 2 women
will die of breast cancer.

Q: How many 40-year-old women who do
not have screening mammograms will die
from breast cancer in the next 10 years?

A Out of 1000 40-year-old women who do
not have screening mammograms every
2 years for the next 10 years, 2.5 women
will die of breast cancer.?>?

To our knowledge, there is no such
patient-focused decision aid intended for use
in the United States. There are assessment
tools recommended for use by health care
professionals, however. The interactive Breast
Cancer Risk Assessment Tool, also known
as the Gail Model (http://www.cancer.gov/
bcrisktool), provides a population-based,
rather than an individualized, estimate of a
woman'’s risk of developing invasive breast
cancer in the next 5 years, as well as her life-
time risk. It incorporates current age, age at
menarche, age at parity, number of first-de-
gree maternal relatives with breast cancer,
number of breast biopsies, and history of
atypical hyperplasia. However, the Gail Mod-
el has a C-statistic (a measure of how well a
clinical prediction tool correctly ranks patient
risk) of just 0.5 to 0.6, which is slightly better
than chance. The addition of breast density
as a risk criterion in an attempt to boost the
tool’'s predictive value resulted in minimal
improvement. **

1A novel approach. In the absence
of ideal screening methodology or risk as-
sessment tools, the authors of a recent cost-
effectiveness analysis suggest a novel ap-
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The American
Cancer Society
estimates that
about half of
US women who
are eligible for
screening do
not get
mammograms.
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Andrew M. Kaunitz, MD Jane L. Murray, MD Cheryl Iglesia, MD, FACOG

How are your colleagues putting
the recommendations into practice?

Faced with 2 very different recommendations for breast cancer screening from
2 very reputable organizations, JFP asked these physicians how they handle the mam-
mography controversy, and what they recommend that primary care physicians do.

Andrew M. Kaunitz, MD, a professor of obstetrics and gynecology at the University of Florida
College of Medicine and a member of the editorial board of OBG Management, says he con-
tinues to recommend mammography to all women ages 50 and older, regardless of risk. He
has stopped “nagging” women to get screened, however, and—in the absence of elevated
risk—has become more flexible about the frequency of mammograms and the age at which to
initiate screening.

Dr. Kaunitz encourages women in their 40s to be screened if they have a history of breast
cancer, a high body mass index, or other risk factors. If a woman in her 40s is not at elevated
risk but is more comfortable being screened, he says, “I'll order a mammogram for her, too. I'm
certainly not going to stand in the way.”

Most women in their 50s prefer annual mammography, Dr. Kaunitz has found, although some
appreciate his flexibility. “We recently moved to an office with imaging facilities and | often tell
women they can wait until their next visit to be screened—which may be 3 months, 6 months,
9 months, or more.” Others are “aghast” if their physician does not recommend an annual
mammogram.

Jane L. Murray, MD, founder of the Sastun Center of Integrative Health Care in Overland Park,
Kan, and a member of the editorial board of The Journal of Family Practice, maintains a similar
approach.

“| tell patients that the latest guidelines from an unbiased group [USPSTF] state that low-risk
women—women who have no family history of breast cancer and are not taking hormones—
can begin screening at age 50 and have mammograms every other year,” Dr. Murray says. “I
recommend imaging if there is any suspicion at all.”

About two-thirds of her patients are happy to hear that an annual mammogram is no longer
necessary. Some patients insist on annual screening—"'My best friend got breast cancer,’ they
often say.”

Dr. Murray's approach to screening for patients at low risk for breast cancer is to explain that
mammograms aren’t perfect and can miss some tumors and overdiagnose others. “Nonetheless,
they're the best we've got,” she tells patients, adding, “lI recommend screening, but you decide
for yourself. “If | thought mammography was a perfect test, I'd be a lot more adamant,” she says.

Cheryl Iglesia, MD, FACOG, is director, section of female pelvic medicine and reconstructive
surgery at Washington (DC) Hospital Center, and a member of the board of OBG Management.
Dr. Iglesia was chair of ACOG’s gynecologic practice committee and helped to develop the orga-
nization’s new guidelines, and has a different view.

" After reviewing all the data, | think that the most important thing that came out of it is that
in women ages 40 through 49, breast cancers are more aggressive than they are in older, post-
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menopausal women.” Thus, she recommends routine screening for women in this age group.
"A practice that delays screening until age 50,” she observes, “may be missing the boat.”

Dr. Iglesia also recommends that women in their 40s receive annual mammograms—a prac-
tice that's in line with the recommendations of the American Cancer Society and one that she
herself adheres to. The interval between when a cancer is detectable on mammography and the
time it becomes symptomatic—known as the “sojourn time"”—is about 2 years for women ages
40 through 49, she explains, and more frequent screening would be more likely to catch breast
cancer in the preclinical phase. “That's what a screening test is supposed to do.”

proach: They recommend that all women
have a screening mammogram at the age of
40. The primary purpose is to assess breast
density.* That assessment should be key in
making decisions about future screenings, as
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Some
researchers
recommend that
all women
undergo

an initial
mammography
screening at age
40 to assess for
breast density,

a major risk
factor for

breast cancer.

531



