
152 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 23, NO. 3, 2010

Selected Summaries

Mammographic screening for breast cancer:
When and how frequent?

U.S. Preventive Services Task Force: Calonge N, Petitti DB,
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Leipzig RM, Marion LN, Melnyk B, Moyer VA, Ockene JK,
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Health and Environment, Denver, Colorado; Arizona State
University, Phoenix, Arizona; Children’s Hospital Medical Center,
Cincinnati, Ohio; Dartmouth Medical School, Hanover, New
Hampshire; Cedars-Sinai Medical Center, Los Angeles, California;
Grossman D, Group Health Cooperative, Seattle, Washington;
HealthPartners, Minneapolis, Minnesota; University of Missouri
School of Medicine, Columbia, Missouri; Mount Sinai School of
Medicine, New York; School of Nursing, Medical College of
Georgia, Augusta, Georgia; Arizona State University College of
Nursing and Health Innovation, Phoenix, Arizona; Baylor College
of Medicine, Houston, Texas; University of Massachusetts Medical
School, Worcester, Massachusetts; University of California, San
Francisco, California; University of Pennsylvania Medical School
and the Wharton School, Philadelphia, Pennsylvania; University
of Minnesota Department of Medicine and Minneapolis Veterans
Affairs Medical Center, Minneapolis, Minnesota.) Screening for
breast cancer: U.S. Preventive Services Task Force Recom-
mendation Statement. Ann Intern Med 2009;151:716–26.

SUMMARY
Breast cancer has long been the most common malignancy detected
in women in the western world. In the USA, it is the second leading
cause of cancer death in women.1 In the West, the incidence, however,
has stabilized and the mortality has decreased because of screening
practices and improvements in treatment.1,2 Various guidelines for
screening mammography have been put forward in recent times,
which are fraught with controversy.

In this article, the United States Preventive Services Task Force
(USPSTF) has published its recommendation statement for breast
cancer screening. The task force recommends biennial mammography
for women 50–74 years of age. According to the statement, mammo-
graphic screening for women in the age group of 40–49 years should
be individualized, after discussing all the harms and benefits with the
patient. They conclude that there are no data to evaluate the benefits
and harms of clinical breast examination (CBE), while teaching of
breast self-examination (BSE) to patients has been discouraged.

The 2009 recommendations are based on the results of two other
publications, a systematic review commissioned by the USPSTF
itself,3 and another study predicting the efficacy of several screening
strategies using model estimates.4 The systematic review found that
the benefit of screening was highest in women in the age group of 60–
69 years, the pooled risk ratio (RR) for breast cancer mortality being
0.68 in favour of screening. For those in the age groups of 40–49
years and 50–59 years, the benefit was similar, the RR being 0.86 and
0.85, respectively. However, the number needed to invite (NNI) to
screen to prevent one death from breast cancer was different between

these two groups. The NNI for women in the age groups of 40–49,
50–59, and 60–69 years were 1904, 1339 and 377, respectively. This
is because of the lower absolute risk of breast cancer mortality among
younger women. The potential harms cited in the review were pain,
anxiety and other psychological problems, false-positive results
leading to further unnecessary tests and overdiagnosis. The cumulative
radiation hazard was, however, negligible. The cumulative risk for
false-positive mammograms was up to 56% in the age group of 40–
49 years. Overdiagnosis, whereby an in situ or early invasive cancer
is diagnosed in a woman who would never have died from it, is much
more troublesome in the elderly age group, the overall prevalence
being 1%–10% in most trials. In another study, using model estimates
applied on a contemporary population cohort, Mandelblatt et al.4

found that biennial screening retained 77%–91% of the efficacy of
annual screening. Biennial screening of women in the age group of
50–69 years was the most efficient strategy across most models,
achieving a risk reduction in mortality of 16.5%. Extending the age
limit to 40 years would achieve a further risk reduction of only 3%,
while increasing the rates of false-positive results. Extending the
upper age limit to 79 years would attain an additional risk reduction
of 7% while increasing the rates of overdiagnosis. Examination of
these evidences led to the formulation of the new recommendations.

COMMENT
There has been much furore in the lay and professional press alike
over the USPSTF 2009 recommendations. Some argued that these
recommendations amount to rationing of healthcare resources
and favour insurers. The USPSTF is a non-government,
independent body and consists of experts from academic and
primary healthcare. They do not advise insurers. The USPSTF,
however, accepts that more breast cancer deaths will occur if
routine screening excludes women in the age group of 40–49
years and becomes biennial instead of annual. The fact that they
still advocate this strategy has invited more criticism. They have
ignored the results of ‘service screening’ in Swedish counties,
where screening was practised for women in the age group of
40–69 years and resulted in a 39% reduction in mortality.5 They
also did not examine the benefit of less invasive and less disfiguring
therapy that can be achieved with early diagnosis through screening
mammography. The Society of Breast Imaging (SBI) and the
American College of Radiology (ACR) have jointly published
their recommendations on breast cancer screening barely 2 months
after those of the USPSTF.6 They have advocated starting screening
from the age of 40 years and criticized the USPSTF for
recommending ‘risk-based’ screening for women in the age group
of 40–49 years. However, the USPSTF has not recommended
against screening women in the age group of 40–49 years, neither
have they advocated ‘risk-based’ screening for these patients;
they have only suggested individualization, which includes
discussion of the pros and cons with the patient. This is to focus
on the small absolute benefit to an individual. For example,
extrapolating from the study on model estimates, the life span of
a woman 40 years of age will be increased by an average of 12 days
for an additional decade of screening, but for the woman whose
life is saved, it matters much more. If an individual wants to accept
the small benefit while being aware of the possibility of false-
positives, and the need for additional imaging and biopsies, then
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she may be offered screening. More frequent screening does not
always translate to more benefit as was shown by Smith-Bindman
et al.7 In their analysis, though women in the USA undergo more
frequent mammograms than their counterparts in the UK, the
cancer detection rates are similar albeit with increased recall and
open surgical biopsies.

Applying all this information to the Indian scenario is a bit
tricky. In contrast to the trends in the West, the incidence of breast
cancer in India is rising.8 In fact, it has replaced cervical cancer as
the leading site of cancer in most population-based cancer
registries.9 Also, there are no screening programmes for breast or
any other cancer in India. The median age of occurrence of breast
cancer in India is 47–50 years, earlier than that in the West.10–13

Hence, the efficacy of screening in India, as practised in the West,
is questionable. In addition, there is no Indian study which has
addressed this issue. Using a microsimulation model analysis, it
has been predicted that biennial screening by CBE between 40 and
60 years of age in India was at least as cost-effective as screening
by mammography in developed countries.14 Screening
mammography could avert more deaths but at a much higher cost.
Interim results of an ongoing study in Mumbai, which compares
both health education and CBE with only health education, have
been published.15 More breast cancers were detected in the
screening arm, which were at a lower stage as compared with the
control arm. Downstaging achieved significance levels after 3
rounds (at 24-month intervals) of screening. Hence, CBE may
have a role in countries where no routine mammography screening
is available.

Thus, the USPSTF guidelines and the accompanying articles
provide us with both evidence and opinion regarding
mammography screening for breast cancer. The strategy that one
would follow will depend upon the epidemiology of breast cancer
in the concerned region, availability of resources and wishes of an
individual patient. More studies are required from developing
countries to make specific recommendations.
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Progress in the treatment of ovarian cancer?
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advanced ovarian cancer: A phase 3, open-label, randomised
controlled trial. Lancet 2009;374:1331–8.

SUMMARY
Epithelial ovarian cancer (EOC) is the second most common
gynaecological malignancy among women. It has an incidence of
4.5–9 per 100 000 and a lifetime risk of about 1 in 70. Primary surgery
with an aim of optimal cytoreduction followed by 6 cycles of
paclitaxel and carboplatin given every 3 weeks is the standard
treatment approach for patients with advanced EOC.1 Despite response




