ES. Discussion topics in breast cancer screening
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Overview of European breast cancer screening
results (Chris de Wolf)

The Ministers of Health of the European Union at their
Council meeting in December 2003 unanimously adopted
a recommendation on cancer screening and recommended
among other interventions the implementation of breast
cancer screening programmes in accordance with the
European Guidelines for Quality Assurance in Mam-
mography Screening (fourth edition).? Furthermore,
the Council invited the European Commission to report
on the implementation of the breast cancer screening
programmes in 2007.

Many western European countries have meanwhile
established nationally or regionally organised breast
cancer screening programmes, reaching more than 75%
of the target group overall. Most programmes focus on
screening women aged 50-69. All programmes invite
women in this age group to have a mammography every
second year, with the exception of the UK (invitation
every third year). The proportion of eligible women being
effectively screened in organised breast cancer screening
programmes varies. Most programmes have intermediate
to high participation rates (50% to more than 80%). In a
majority of countries the costs of the screening are totally
covered by health insurance, with no extra funding needed
and no co-payment by women.

There is cumulating evidence of the impact of long-
standing breast cancer screening programmes (Denmark,
Finland, the Netherlands, Sweden and the United King-
dom) on breast cancer mortality. The decrease observed
is similar to the reduction measured in the randomised
controlled trials. Its magnitude depends on the evaluation
design; the length of the intervention; participation rates
achieved; and, estimated contribution of adjuvant therapy
to prolonged survival. This, however, does not yet
represent the maximum cumulative effect that occurs 25
years after onset of a screening programme.
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Overtreatment: can it be avoided?
(Antonio Ponti)

Despite population screening for breast screening being
available in most developed countries for more than 20
years, there remain a number of unresolved issues. There
is clear evidence that the mortality from breast cancer has
fallen by around 30% over the past 20 years.3This has
been achieved through a combination of earlier diagnosis
and better treatment. The use of Tamoxifen has probably
been a major contributor but quantifiying the influence of
mammographic screening remains controversial.

A particular issue in screening is the phenomenon of
over-diagnosis — defined as the detection (and treatment)
of breast cancer that would not have become clinically
apparent in the lifetime of the patient had she not at-
tended for screening. “These breast cancers are important
because they inevitably lead to over-treatment and other
morbidity are associated with falsely high calculations of
the mortality benefit of screening and incur potentially
avoidable increased health care costs. This has been a
subject of considerable debate over recent years and is
an issue on which there are widely differing views on its
extent and importance. *® There is no doubt that some
over-diagnosis does occur in breast screening but there
is no agreement on how many screen-detected cancers
are in this category. The estimates range from 4 to
25% of screen detected breast cancers. Low-grade ductal
carcinoma in situ (DCIS) and some special type invasive
breast cancers are likely to account for most over-
diagnosis, particularly if these cancers are diagnosed in
older women (above the age of 70 years). The data in the
recent review of the Malmo screening trial suggests that
for each life saved through early detection by screening,
two women will be over-diagnosed to have breast cancer.

Can anything be done to minimise over-diagnosis and
over-treatment? Careful thought must be given to offering
screening to older women and ensuring that they are
aware of the downsides of screening and that they are
more likely to experience over-diagnosis and as a result
possible unnecessary treatment. In the future it is likely
that cellular biology assessment techniques will allow
for differentiation between those early breast cancers that
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are the obligate precursors of life threatening disease
and those that are not. Furthermore, the monitoring
of diagnosis and treatment of screen detected breast
cancer >°71 and the establishment of specialist breast
units applying best practice and multidisciplinary care !!
are instrumental for minimising over-treatment like
benign open biopsies, unnecessary radical surgery on the
breast or excessive use of axillary operations.

There remain significant issues in breast cancer
screening but current data suggests that the benefits
are significantly greater than the harmful effects. With
continuing improvements in breast cancer prevention and
treatment, the time will come when this may no longer
be the case.

Conflict of interest statement

None declared.

References

[1] Council recommendation of 2 December 2003 on cancer
screening, (2003/878/EC). Official J Eur Union 16.12.2003,
L 327/34-38 EN.

[2] Perry N, Broeders M, de Wolf C, et al.; European Commission.
European guidelines for quality assurance in mammography

[10

[9

—

[}

[11]

screening, 4th edition. Luxembourg: Office for Official
Publications of the European Communities; 2006.

Allgood PC, Warwick J, Warren RM, Day NE, Duffy SW. A
case-control study of the impact if the East Anglian breast
screening programme on breast cancer mortality. Br J Cancer
2008;98:206-9.

Zackrisson S, Andersson I, Janzon L, Manjer J, Garne JP.
Rate of over-diagnosis of breast cancer 15 years after end of
Malmé mammographic screening trial: follow-up study. Br Med J
2006;332(7543):689-92.

Welch HG, Schwartz LM, Woloshin S. Ramifications of screening
for breast cancer: 1 in 4 cancers detected by mammography are
pseudocancers. Br Med J 2006;332(7543):727.

Gotzsche PC. Ramifications of screening for breast cancer:
overdiagnosis in the Malmg trial was considerably underestimated.
Br Med J 2006;332(7543):727.

IARC. Breast cancer screening. Vol. 7 of IARC Handbooks of
Cancer Prevention. Lyon, France: IARC; 2002, 248pp.

Moss S. Overdiagnosis and overtreatment of breast cancer:
overdiagnosis in randomised controlled trials of breast cancer
screening. Breast Cancer Res 2005;7:230—4.

Ponti A, Mano MP, Distante V, et al. Audit system on Quality
of breast cancer diagnosis and Treatment (QT): results from the
survey on screen-detected lesions in Italy, 2004. Epidemiol Prev
2007;31(Suppl 2):69-75.

Sauven P, Bishop H, Patnick J, et al. The National Health Service
Breast Screening Programme and British Association of Surgical
Oncology audit of quality assurance in breast screening 1996—
2001. Br J Surg 2003;90(1):82—7.

Blamey RW, Blichert-Toft M, Cataliotti L, and the Eusoma working
group. The requirements of a specialist Breast Unit. Eur J Cancer
2000;36:2288-93.





