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Abstract

Screening procedures that detect breast cancer in its early siages are
an important element of preventarive health care for all women. When
official guidelines and recommendations for screening are modified,
their changes impact health care at both the population and lmfmkai
‘patient levels. Recm]y the United States Preventive Service Task
Force (USPSTF) has developed new recommendations regarding
when to slant mammogram screening for breast cancer in women of
average risk for the deve :nt of breast cancer. This article discuss-
es the rationale behind the updated USPSTF recommendations and
also preaam the current American Cancer Society (ACS) guidelines.

Introduction

Breast cancer is the second most common type of cancer among women in
the U.S.' Screening procedures that detect breast cancer in its early stages
are an important element of prevertative health care for women. Official
guidelines and recommendations for screening have been developed to
assist women and health care providers in optimizing these procedures. As
these guidelines ara modified, their changes impact health care at both the
population and individual patient levels. Recently, the United States Praven-
five Service Task Foree (USPSTF) has daveloped new recommendations
regarding when to start mammogram screening for breast cancer as well as
new recomnmendations ragarding clinical and self breast exams (Table 1).2
These new recommendations not only have sparked debate, but also have
left many women and health care professionals confused.

The American Cancer Society (ACS) has chosen to adhere to their
current recommendations (1able 1).2 The difference in recommendations
has prompted various reactions from other advocacy and professional or-
ganization as well as health care professionals, not to mention increased
patient concerns over the nisks and benefits of screening. Adding to this
unease are the financial implications due to possible modifications in
insurance coverage and costs,

USPSTF guidelines

The USPSTF is an independent panel of primary care physicians that
assesses the net effectiveness of preventative services by reviewing the
penefits and harms of services. The controversy began when the group
Updated its breast-screening mammogram guidelines for the general popu-
lation (i.2., women of average nisk for the development of breast cancer)

in November 2009.3 Praviously, the 2002 recornmandations statad that
women 40 years and older should be screened for breast cancer via mam-
mogram every ona 1o two years. The new 2009 guidelines recommend that
women 40 o 48 years old of average rigk should not have regular mam-
mograms unless determined on an individual basis with their health care
provider following a discussion on the benefits and harms of the scraening.
These guidelines state that regular mammograms should begin when a
woman of average nsk is 50 years old and occur biennially up until the age
of 74. The USPSTF claims the net benefit of screening women in both the
40-49 age group and the 50-59 age group is small. However, the USPSTF
recognizes increasing age as the greatest risk factor for breast cancer and,
therefore, recommends beginning screening at 50 years old to accommo-
date for greater nsk. The USPSTF's recommendations are based on the
results of several clinical trials that axamine the efficacy as well as benefits
and harms of screening in differentage groups.2
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The efficacy of mammograms was exarmined in & standard randomzed,
controlled trial of 160,921 women who were 39-41 years old at the beginning
of the study.4 The women in the intervention greup were offered mammo-
grams yearly untl they reached 48 years ofd, and the control group received
no mammograms during the same penod. No sttistical significance was
shown batwaen the groups for reducing mortality. The fofal reduction of breast
cancer mortality was 0.4 per 1,000 wornen assigned o the intervention group.

Six models were evaluated o estimate the relative benefits and hamms
of mammogram screaning strategies, which varned by interval (annual and
biennial) as well as by starting and stopping ages.5 Mortality was reduced
by 8 percentand 7 percent through extending the age of mammograms to
79 years old forannual and biennial screenings, respectively. There was a
smaller increase in mortality reduction of 3 percent when screening began at
age 40. The 40-49 age group had almost a doubling of false positives when
screening annually versus those receiving biennial screenings. Overdiag-
nosis was shown 10 rise with age but was lowered with biennial screening.
Resuits found that biennial screening achieves 81 percent of the benafits
attained by annual screening. The increases infalse positives and overdiag-
nosis rates, combined with the lower cancer nsk for those 40-49 years old,
did not support screening in this age group, according to USPSTF, These
findings suggest a greater benefit by increasing the starting age 1 50 years
oid and the stopping age o 74 years oid.

Table 1: ACS and USPSTF Screening Guidelines® women nof at increased
risk tor breast cancer

ACS USPSTF
Breastseli- | Regularly forwomen | Recommend against teaching BSE
exam (BSE) | starting in their 20s
Clinical breast | Periodically (aboutevery | Insufficient evidence for CBE beyond
exam (CBE) | three years)forwomen [ screening mammography in women
intheir 20s ard 30s 40 years or older
Periodically (every
year) for women 40
and over
Mammograms | Yearly startingatage | Recommend biennial screening mam-
40 and continuing for | mography for women 50-74
aslongasawoman | Benmalscreening before 50 should be
5 In good health, individual and take patient context into
accourt, including the patient's values
regarding spectic benefits and harms

ACS guidelines
Despite the USPSTF's change in recommendations, the ACS stands by iis
curmrent recommendations. In 1997, the ACS held a workshop to assess data
regarding braast cancer screening and re-evaluated the existing ACS guide-
lines for early detection of breast cancer. The ACS determined that sufficient
data suggested potantially positive implications for yearly mammograms in
women ages 40-49, Therefore, the 1997 revised recommendations included
annual mammograms for women beginning atage 40

The recommandations of the ACS that were published in 1997 were
detzrmined from eight randomized, controlied trials of mammogram screen-
ing. According 1o the ACS, a miela-analysis of all eight studes published by
the National Institute of Health in 1897 demenstrated an 18 percent mortality
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reduction within the 40-49 age group. Two studies conducted in Sweden, the
Gothenburg trial and the Malmo trial, also revealed a statistically significant
reduction in mortality among women in the 40-49 age group.? The Gothen-
burg trial was a randomized, controlied trial that included 51,611 women,
with 21,650 randomized to receive mammograms at 18-month intervals. The
39-49 age group showed a 31-44 percent reduction in mortality aftera 14-
year follow-up.” According to the ACS, the Malmo trial showed a 36 percent
raduction in mortality after 12 years of follow-up.® A guideline review was
conducted with a panel of experts from the AGCS in 2003 to review lierature
published since the guidelines were established. A meta-analysis conducted
in 2002 revealed a 24 percent decrease in mortality of those invited to
screening in each mal, many of which included the 40-49 age group. As a
result, the 2003 guidelines remained unchanged in regards to the starting
age and the frequency of annual mammography ®

Patient concerns

One of the greatest concems for the patient is the availability of mam-
mograms for women under 50. The guidelines do not say that women
under 50 should not receive mammograms; they state that wormen under
50 should not aufomatically receive rmamrmograms without first speaking
with their physician to weigh their parsonal risks and benefits. Itis also
Important for women to realize thatthe new guidelines pertain only to
wormen without any nisk factors for breast cancer and, therefare, do not
include patients with any increased rigk for the disease. Another concermn
to health care providers with the new USPSTF guidalines is whether the
costof mammograms was factorad into the studies and that recommenda-
tions were based primarily on fiscal considerations. However, the USPSTF
denied that finances were considered and indicated that only the nsks and
benefits of receiving mammograms at certain ages from an epidemiolog-
cal parspactive ware usad to make their new recommendations.?

Benefits and harms of screening
The benefits and risks of breast cancer screening are at the forafront of
the debate. Benefits of mammograms include mortality and morbidity
reduction as well as patient reassurance,’

Risks of breast cancer screening include radiation-induced cancer,
false-positive results, overdiagnosis, false reassurance, and pain or
discomfort during the procedure. Although high-dose radiation exposure,
such as radiation treatment or diagnostic radiography, significantly
increases the nisk for breast cancer,' the amount of radiation a woman
receives during 8 mammogram usually occurs at much lower doses,?

In addition, a false-positive result remains a key risk of screening,

which may result in unnecessary additional procedures and costs. A
systematic review for the American College of Physicians included 117
randomized, controlled trials involving women age 40-49% and found the
probability of obtaining a false-positive was 2-4 parcent for each mam-
mogram.'® Also, a meta-analysis of six models conducted to estimate the
benefits and harms of breast cancer screening found that annual screen-
ing resulted in almost twice the number of false-positive test results

than biennially screening, which caused twice the number of women to
undergo unnecassary biopsies.® These false-positive results could lead
‘o anxiety, depression, and increased screenings and health care visits,
both related and unrelated o the test result.”

Overdiagnosis is another nsk of screening, which can cause unnec-
essary early treatment of a cancer that may have never been clinically
detected due to its slow-growing nature.’ The Advisory Committee on
Breast Cancer Screening in England estimated that one in eight women
would not have had their breast cancer diagnosed had they not had a
mammogram.'' Overdiagnosis could be reduced by biennial screen-
ing 2and there is an increased risk of overdiagnosis with increasing
age.® Conversaly, beginning screening at an earlier age may enable
the patient to avoid less aggressive therapies and allow the patient o
receive more breast-conserving surgery, such as lumpectomy instead of
a mastectomy, thus reducing the morbidity rate.'®
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False reassurance and pain and/or discomfort during the procedure are
other minor nsks of mammograms, False reassurance is the concern that
a negative tast result would deter women from seeking medical advice if
a breast abnormality was observed or found with a self-breast exam. Few
women claimed that pain was & deterrent for routine mammograms, and if
a lump were found, a Dutch survey of 516 women found 89 percent of the
women would still seek medical advice."

Financial implications

Thera are financial implications with the new task force recommendations re-
garding whether or not third-party payers will continue fo cover annual mam-
mograms for women under 50 years old. Currently, the U.S. government will
continue fo recommend annual mammograms and cover the payment of any
mammogram that is recommended by a health care provider. ™ Of yet, many
prvate third-party payers have not changed their policies and have indicated
that they will continue to evaluate the recommendations before making any
changes fo their coverage on mammograms. While many private third-party
payers look to the USPSTF when making their coverage plans, recommen-
dations of other agsociations, such as the ACS and the American College of
Obstetrics and Gynecology (ACOG), also are considerad.

Discussion

The differences in the USPSTF and ACS recommendations show that
further research needs to be conducted regarcing rammogram screen-
ing In wornen age 40-50. Altheugh harms of screening may be more
common with younger age groups, health care professionals should
consider the benefits of beginning screening atan earlier age and
understand that mammograms have been primarly responsibie for a
number of breast cancers being identified and treatad sarlier. it is aiways
important for women to discuss these concerns and controversias with
thair primary health care provider before making any decisions regarding
mammograms on their own. Although the media intensified the focus on
the changes of the new recommendations, the decision about when to
obtain a mammogram should be based on individual risk factors,
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