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reduction of 24% in BC mortality among those invited, compared with
the non-invited controls. A later non-randomised refined mortality study
in Helsinki, the capital of Finland, has demonstrated 19% decrease in
BC mortality due to screening. In the latter study there was no effect
on incidence of non-localised breast cancers; and an over-diagnosis
estimate of 18% was obtained. To clarify over-diagnosis, further follow-up
of incidence is needed in order to collect more years since the last screen.
Proportions of interval cancers have varied between 22%-36%, depending
on the proportions on first/subsequent rounds and whether adjusting for
over-diagnosis. The routine incidence and mortality statistics are available
nowadays up to 15 years after the start of the nation-wide programme.
BC incidence rates have been in a continuous increase. Mortality figures
have been in a slight increasing trend up to 1990s, but they have started
to decrease during the 1990s. The routine age-specific mortality trends do
not show clear effects of screening, partly because of the rather narrow
age-band invited regularly. Finiand provides experiences to call for proper
design and evaluation methods when implementing an organised screening
programme.
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The first experiences in breast cancer screening began in France in 1989
with 6 pilot projects. The aim was to find the best methodology adapted to
the french health system. The basis has been to use existing public and
private structures and obtain a motivation of the target population involving
the GPs and the gynecologists. Because of the decentralized system it has
been mandatory to implement a quality assurance programme including
the double reading of all the mammograms, the regular guality control
of the equipments, the training of the professionals, and a continuous
evaluation of the performance and impact indicators. Two programmes
ADEMAS and ARCADES were involved in the European Breast Cancer
Screening Network.

During the first pilot phase 1989-1993, ten programmes were launched
in France by the < Caisse Nationale d’Assurance Maladie > (CNAM)
on an experimental basis. In 1994 a national screening programme was
initiated and 19 new districts were added between 1994 and 1999 on the
basis of a national protocol led by a National Committee for breast cancer
screening. In 1999 new recommendations were published by ANAES, the
National Agency for Accreditation and Evaluation in Health (2 views every
2 years for women aged 50-69 followed till 74).

Considering the situation in France: high levels of spontaneous
screening, ongoing competition between organised and spontaneous
screening, high number of radiology centres, activities of both screening
and diagnosis in all the centres, a new strategy for a decentralized
programme has been implemented. Simultaneously, the health ministery
announced the breast screening coverage of the whole french popuiation
for the first january 2004.

The new national protocol published in november 2001 progressively
takes place in the old and new districts. The aim is to obtain an equal
access for ail the women, aged 50 to 74, to a highly efficient homogenous
screening programme and free of charge. This needs the progressive
reduction of the spontaneous screening and the involvement of the
radiologists, the GPs and the gynecologists. For this aim, the price is the
same for screening and diagnosis procedure. The test includes clinical
examination and 2 views +/- additional imaging. A second reading is
centralized performed by trained radiologists. In case of abnormal results
an immediate assessment is performed. The test is performed only by an
accredited trained radiologist with a quality certified equipment in private
or public centres.

A very important and rapid implementation is observed. The first aim
of providing an homogenous good quality mammography seems to be
obtained. We have to wait more time to estimate all the impacts of this
programme in terms of cancer detection, morbidity and cost-effectiveness.
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In Germany traditionally a large volume of unorganized breast cancer
screening has been taken place in private offices. It has been estimated
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that 68% of the mammograms needed for a program with two years interval
and an uptake of 70% have been performed in the age group of 50 to 69
years nationwide in the year 2000. First attempts to improve the quality
of this unorganized screening in the German Mammography Study have
been judged to have been insufficient in 1993 by international experts.

In 1998 the Federal Committee of Physicians and Health Insurance
Funds initiated mode! projects, which were to develop and evaluate
organized mammographic screening with strict adherence to the European
Guidelines for Quality Assurance in Mammography Screening. The first two
projects in Bremen and Wiesbaden started in 2000, a third project in a rural
area of the Weser-Ems region followed in 2001.

These projects started screening with support from European experts
in 2001 and 2002 respectively. After two years 95 497 women have
been invited in the three study regions. 52 905 women from the target
population have attended (55%, EU recommendation: 70%). Of the women,
who attended, 6% were recalled to assessment (EU recommendation:
< 7%). Preoperative biopsies were obtained from 2% of the participants
(currently no EU recommendation(. The cancer detection rate was 9/1000
(EU recommendation: 8/1000, based on background incidence). 17%
of the detected cancers were DCIS (EU recommendation: 10-20%).
The proportion of invasive cancer <10 mm diameter was 35% (EU
recommendation: >20%). The results in all three pilot regions are quite
similar.

Key performance parameters of the European Guidelines for Quality
Assurance in Mammography Screening have been met. The uptake of
about 50% in the large cities of Bremen and Wiesbaden and between
60 and 70% in the rural area of Weser-Ems, though falling short of the
70% target of the European Guidelines, must be judged excellent for
the first round of a program in a country with such a high amount of
unorganized mammography. The experiences from these model projects
have been the basis for the formulation of the new nationwide program,
which is organized within the structure of the existing health care system,
where private office-based physicians are responsible for ambulatory health
care. This program will strictly adhere to the European Guidelines in every
aspect. It is ambitiously targeted to achieve full coverage of the country
until the end of 2005.
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The European Breast Cancer Network (EBCN) has supported since 1989

the extension of quality mammography screening throughout Europe. The

Network, funded till 2002 by the “Europe Against Cancer Programme” of the

European Commission, has recently described the status of breast cancer

screening in member states and a paper is about to appear on screening

performance parameters in ten programmes from six countries.

Some of EBCN activities deal with building public domain tools for
monitoring performance parameters in breast cancer screening and care.
This is the focus of my presentation.

One of these tools is the so-called European Screening Evaluation
Database (EDB). The European Guidelines on QA in Mammography
Screening define a number of process and early impact measures that each
programme should monitor, with suggested targets. A comparison of these
parameters among programmes delivering service screening throughout
Europe is likely to produce more valid results if based on the analysis of a
common set of individual data, for the following reasons:

— the process of collecting individual data in several centres makes it
necessary to use common definitions and rules which are likely to
improve the consistency of results, compared to aggregated data;

— data analysis and calculation of parameters on the common data sef,
as opposed to several analyses performed independently at each of the
screening programmes, reduce errors depending on differences in the
analytical approach.

The EDB is a web database including a minimum data set and capable
of calculating European screening performance parameters. It has been
piloted by nine screening programmes in five countries and, if further
supported and maintained, could become accessible to any programme in
Europe wishing to evaluate its own data in a standard format. An overview
and a link to the EDB web site is at www.ebcn.org.

The breast cancer screening movement has been concerned not only
with quality of mammography but also with timeliness and appropriateness
of subsequent management and care. For this reason, within EBCN
has also been developed the QT (Quality of diagnosis and Treatment)
Audit System, which is now used by clinical Units throughout Europe
and has been endorsed by the European Society of Mastology. A recent
project conducted in several European countries found wide variations in
diagnostic procedures following screening: results will be shown. QT is
available at www.cpo.it/qt or www.eusoma.org.



