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Breast Cancer Screening: 
Consensus and Controversies 

Michael Morris, MD 

Do you have a family member or 
friend with a history of breast cancer? 

1.  Yes 

2.  No 

Do you have a family member or 
friend with a history of breast cancer? 

1.  Yes 

2.  No 
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1. Prostate Cancer 233,000 29,480

22.. BBrreeaasstt  CCaanncceerr  ((FFeemmaallee)) 223322,,667700 4400,,000000

3. Lung and Bronchus Cancer 224,210 159,260

4. Colon and Rectum Cancer 136,830 50,310

5. Melanoma of the Skin 76,100 9,710

6. Bladder Cancer 74,690 15,580

7. Non-Hodgkin Lymphoma 70,800 18,990

8. Kidney and Renal Pelvis
Cancer 63,920 13,860

9. Thyroid Cancer 62,980 1,890

10. Endometrial Cancer 52,630 8,590

Breast cancer represents 14.0%
of all new cancer cases in the

U.S.

1144..00%%

How Common Is This Cancer?

Compared to other cancers, breast cancer is fairly common.

In 2014, it is estimated that there will be 232,670 new cases of breast cancer and an estimated 40,000 people will die of
this disease.

Number of New Cases and Deaths
Cancer of the Breast - SEER Stat Fact Sheets http://seer.cancer.gov/statfacts/html/breast.html
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What is the probability of a 50 
year old women having breast 
cancer in the next 10 years? 

1.  2% 

2.  12% 

3.  20% 
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http://seer.cancer.gov/canstat/animator 
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Perceptions of Risk and Risk Reduction

Table 2 summarizes the perceived and calculated breast can-
cer risks and reductions in risk as a result of breast cancer
screening. In general, women overestimated their risks of
developing and dying of breast cancer and the risk reduction
(relative and absolute) associated with breast cancer screening,
as indicated by the ratios of the perceived-to-calculated risks
and risk reductions.

Probability of Dying of Breast Cancer

One hundred forty-two (98%) of 145 respondents overes-
timated their probability of dying of breast cancer within 10
years; 77% (95% confidence interval = 70%-84%) overes-
timated by a factor of 10 or more. The ratios of the perceived-to-
calculated probabilities had a skewed distribution (Fig. 1), with
a median of 22.3 and a mean of 47.9. Numerate women overes-
timated their risk less than did innumerate women (median ratio
17.4 versus 58.1), but almost the same proportion overestimated
by a factor of 10 or more (76% versus 80%). Similarly, women
with education beyond high school overestimated their risk less
than did women with no more than a high school diploma
(median ratio 19.7 versus 72.4), but almost the same proportion
overestimated by a factor of 10 or more (75% versus 88%). The
degree of overestimation was not associated with either income
category (P = .32, Kruskal-Wallis test) or age (p = .07; P = .37).
Women who had not had any previous mammograms overes-
timated their risk slightly more than did those who had under-

Table 2. Perceived and calculated risks and risk reductions

Probability of dying
of breast cancer within
the next 10 years

Perceived, %
Calculated, %
Ratio

Probability of developing
breast cancer within
the next 10 years

Perceived, %
Calculated, %
Ratio

Relative risk reduction
due to breast cancer
screening

Perceived, %
Calculated, %
Ratio

Absolute risk reduction
due to breast cancer
screening

Perceived, %
Calculated, %
Ratio

Median (interquartile range)

All subjects

10.0(5.0-30.0)
0.4 (0.33-0.47)
22.3(11.1-74.2)

20.0(10.0-30.0)
2.3 (2.0-2.8)

5.9(3.1-13.6)

60 (50-75)
10 (NA)$

6.0(5.0-7.5)

6.0(2.5-15.6)
0.04 (0.03-0.05)

127.5(47.1-399.6)

Numerate Innumerate

17.4*

4.6t

6.0

96.3§

58.1

9.7

6.0

298.6

•Numerate different from innumerate; P = .002, Mann-Whitney U test.
tNumerate different from innumerate; P = .04, Mann-Whitney U test.
tNA = base-line estimate.
§Numerate different from innumerate; P = .0008, Mann-Whitney U test.

gone at least one mammogram (median ratio 29.3 versus 22.3),
but there were only six women in the former category.

Women overestimated their risk of dying of breast cancer
within 20 years to a slightly lesser degree; 55% overestimated
by a factor of 10 or more. The median ratio of the perceived-to-
calculated probability was smaller than that for 10 years (12.8
versus 22.3; P = .0001, Wilcoxon signed rank test).

Probability of Developing Breast Cancer

Women overestimated their probability of developing breast
cancer within 10 years to a lesser degree than they overes-
timated their probability of dying of it within 10 years; 37%
(95% confidence interval = 29%-45%) overestimated the former
probability by a factor of 10 or more. The ratios of the per-
ceived-to-calculated probabilities had a skewed distribution,
with a median of 5.9 and a mean of 10.1. Numerate women
overestimated their risk less than did innumerate women
(median 4.6 versus 9.7). Women with education beyond high
school overestimated their risk less than did women with no
more than a high school diploma (median ratio 5.1 versus 15.6;
P = .001, Mann-Whitney U test). The degree of overestimation
was not associated with either income category (P = .18,
Kruskal-Wallis test) or age (p = .054; P = .52).

Relative Risk Reduction

Women also overestimated the relative risk reduction in the
mortality from breast cancer associated with screening. Ninety-
seven percent estimated greater than zero (pessimistic estimate),
96% estimated greater than 10% (base-line estimate), and 92%
estimated greater than 30% (optimistic estimate). Assuming that
breast cancer screening offers a 10% relative risk reduction, the
distribution on the ratio of perceived-to-actual relative risk
reduction was approximately symmetric (Fig. 2), with a mean of
5.9 and a median of 6.0. The degree of overestimation was
weakly associated with age (p = .20; P = .02), but not with
numeracy (P = .69, Mann-Whitney U test), education beyond
high school (P = .44, Mann-Whitney U test), or income (P =
.94, Kruskal-Wallis test).

Absolute Risk Reduction

Because absolute risk reduction is a function of both the risk
and the relative risk reduction, absolute risk reduction was over-
estimated to a greater degree than were either risk and relative
risk reduction alone. The median perceived estimate of absolute
risk reduction was 6.0 breast cancer deaths per 100 women; the
median calculated estimate was only 0.04 per 100 women. The
median difference between perceived and calculated estimates
was 6.0 breast cancer deaths per 100 women (interquartile
range, 2.4-15.0). Assuming a 10% relative risk reduction from
screening, 97% of women overestimated the absolute risk reduc-
tion associated with screening; 96% overestimated it by a factor
of 10 or more, and 57% overestimated it by a factor of 100 or
more. The ratio of perceived-to-calculated absolute risk reduc-
tion ranged from 0 to 1680 (Fig. 3), with a median of 127.5.
Numerate women overestimated the absolute risk reduction less
than did innumerate women (median 96.3 versus 298.6).
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Perceptions of Risk and Risk Reduction

Table 2 summarizes the perceived and calculated breast can-
cer risks and reductions in risk as a result of breast cancer
screening. In general, women overestimated their risks of
developing and dying of breast cancer and the risk reduction
(relative and absolute) associated with breast cancer screening,
as indicated by the ratios of the perceived-to-calculated risks
and risk reductions.

Probability of Dying of Breast Cancer

One hundred forty-two (98%) of 145 respondents overes-
timated their probability of dying of breast cancer within 10
years; 77% (95% confidence interval = 70%-84%) overes-
timated by a factor of 10 or more. The ratios of the perceived-to-
calculated probabilities had a skewed distribution (Fig. 1), with
a median of 22.3 and a mean of 47.9. Numerate women overes-
timated their risk less than did innumerate women (median ratio
17.4 versus 58.1), but almost the same proportion overestimated
by a factor of 10 or more (76% versus 80%). Similarly, women
with education beyond high school overestimated their risk less
than did women with no more than a high school diploma
(median ratio 19.7 versus 72.4), but almost the same proportion
overestimated by a factor of 10 or more (75% versus 88%). The
degree of overestimation was not associated with either income
category (P = .32, Kruskal-Wallis test) or age (p = .07; P = .37).
Women who had not had any previous mammograms overes-
timated their risk slightly more than did those who had under-

Table 2. Perceived and calculated risks and risk reductions

Probability of dying
of breast cancer within
the next 10 years

Perceived, %
Calculated, %
Ratio

Probability of developing
breast cancer within
the next 10 years

Perceived, %
Calculated, %
Ratio

Relative risk reduction
due to breast cancer
screening

Perceived, %
Calculated, %
Ratio

Absolute risk reduction
due to breast cancer
screening

Perceived, %
Calculated, %
Ratio

Median (interquartile range)

All subjects

10.0(5.0-30.0)
0.4 (0.33-0.47)
22.3(11.1-74.2)

20.0(10.0-30.0)
2.3 (2.0-2.8)

5.9(3.1-13.6)

60 (50-75)
10 (NA)$

6.0(5.0-7.5)

6.0(2.5-15.6)
0.04 (0.03-0.05)

127.5(47.1-399.6)

Numerate Innumerate

17.4*

4.6t

6.0

96.3§

58.1

9.7

6.0

298.6

•Numerate different from innumerate; P = .002, Mann-Whitney U test.
tNumerate different from innumerate; P = .04, Mann-Whitney U test.
tNA = base-line estimate.
§Numerate different from innumerate; P = .0008, Mann-Whitney U test.

gone at least one mammogram (median ratio 29.3 versus 22.3),
but there were only six women in the former category.

Women overestimated their risk of dying of breast cancer
within 20 years to a slightly lesser degree; 55% overestimated
by a factor of 10 or more. The median ratio of the perceived-to-
calculated probability was smaller than that for 10 years (12.8
versus 22.3; P = .0001, Wilcoxon signed rank test).

Probability of Developing Breast Cancer

Women overestimated their probability of developing breast
cancer within 10 years to a lesser degree than they overes-
timated their probability of dying of it within 10 years; 37%
(95% confidence interval = 29%-45%) overestimated the former
probability by a factor of 10 or more. The ratios of the per-
ceived-to-calculated probabilities had a skewed distribution,
with a median of 5.9 and a mean of 10.1. Numerate women
overestimated their risk less than did innumerate women
(median 4.6 versus 9.7). Women with education beyond high
school overestimated their risk less than did women with no
more than a high school diploma (median ratio 5.1 versus 15.6;
P = .001, Mann-Whitney U test). The degree of overestimation
was not associated with either income category (P = .18,
Kruskal-Wallis test) or age (p = .054; P = .52).

Relative Risk Reduction

Women also overestimated the relative risk reduction in the
mortality from breast cancer associated with screening. Ninety-
seven percent estimated greater than zero (pessimistic estimate),
96% estimated greater than 10% (base-line estimate), and 92%
estimated greater than 30% (optimistic estimate). Assuming that
breast cancer screening offers a 10% relative risk reduction, the
distribution on the ratio of perceived-to-actual relative risk
reduction was approximately symmetric (Fig. 2), with a mean of
5.9 and a median of 6.0. The degree of overestimation was
weakly associated with age (p = .20; P = .02), but not with
numeracy (P = .69, Mann-Whitney U test), education beyond
high school (P = .44, Mann-Whitney U test), or income (P =
.94, Kruskal-Wallis test).

Absolute Risk Reduction

Because absolute risk reduction is a function of both the risk
and the relative risk reduction, absolute risk reduction was over-
estimated to a greater degree than were either risk and relative
risk reduction alone. The median perceived estimate of absolute
risk reduction was 6.0 breast cancer deaths per 100 women; the
median calculated estimate was only 0.04 per 100 women. The
median difference between perceived and calculated estimates
was 6.0 breast cancer deaths per 100 women (interquartile
range, 2.4-15.0). Assuming a 10% relative risk reduction from
screening, 97% of women overestimated the absolute risk reduc-
tion associated with screening; 96% overestimated it by a factor
of 10 or more, and 57% overestimated it by a factor of 100 or
more. The ratio of perceived-to-calculated absolute risk reduc-
tion ranged from 0 to 1680 (Fig. 3), with a median of 127.5.
Numerate women overestimated the absolute risk reduction less
than did innumerate women (median 96.3 versus 298.6).
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1.  1% 

2.  10% 

3.  20% 

4.  30% 

What is the risk of dying from early 
stage breast cancer? 

1.  1% 

2.  10% 

3.  20% 

4.  30% 

PPeerrcceenntt  ooff  CCaasseess  bbyy  SSttaaggee 55--YYeeaarr  RReellaattiivvee  SSuurrvviivvaall

Survival by Stage

Cancer stage at diagnosis, which refers to extent of a cancer in the body, determines treatment options and has a strong
influence on the length of survival. In general, if the cancer is found only in the part of the body where it started it is
localized (sometimes referred to as stage 1). If it has spread to a different part of the body, the stage is regional or distant.
The earlier breast cancer is caught, the better chance a person has of surviving five years after being diagnosed. For breast
cancer, 60.5% are diagnosed at the local stage. The 5-year survival for localized breast cancer is 98.6%.

SEER 18 2003-2009, All Races, Females by SEER Summary Stage 2000

AAddddiittiioonnaall  IInnffoorrmmaattiioonn

More about breast cancer staging (http://www.cancer.gov/cancertopics/pdq/treatment/breast/Patient/page2)

PPeerrcceenntt  ooff  CCaasseess  &&  55--YYeeaarr  RReellaattiivvee  SSuurrvviivvaall  bbyy  SSttaaggee  aatt  DDiiaaggnnoossiiss::  BBrreeaasstt  CCaanncceerr

LLooccaalliizzeedd  ((6611%%))
Confined to
Primary Site

RReeggiioonnaall  ((3322%%))
Spread to Regional
Lymph Nodes

DDiissttaanntt  ((55%%))
Cancer Has
Metastasized

UUnnkknnoowwnn  ((22%%))
Unstaged

Cancer of the Breast - SEER Stat Fact Sheets http://seer.cancer.gov/statfacts/html/breast.html
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What is the risk of dying from early 
stage breast cancer? 

1.  1% 

2.  10% 

3.  20% 

4.  30% 
Breast Cancer Res Treat. 2003;77(3):285-93 

What is the risk of dying from early 
stage breast cancer? 
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DR ROBERT HIERHOLZER, MD | Physician - PSYCHIATRY | Disclosure: None
FRESNO CA
April 21, 2014

What about altruism?
I'm not exactly sure how to weight harms and benefits in the balance, 
so I'm surprised at the ethical pronouncement of the authors:   "From 
an ethical perspective, a public health program that does not clearly 
produce more benefits than harms is hard to justify"    I don't read in 
the article any explicit discussion of the ethical principles that are 
being brought to bear on the issue at hand.  At the risk of sounding 
hopelessly unsophisticated, let me ask the question: "What is the value of a human life?"  Do we 
know for sure how many "harms" are too many to justify another survivor?  More to the point, do we 
know for sure how those harmed feel about this harm, harm which is associated with benefit to 
others?  Citizens may voluntarily accept harms for the benefit of others, e.g  law enforement 
officers and sometimes, soldiers.  Shared risk is common in societies; in our own we may happily 
pay taxes far in excess of any direct benefit so that others may have sustenance and health.  So 
what about the role of altruism in the present discussion?  I don't think the ethical discussion is 
complete without it.   

JASMER SINGH, MD | Resident - CHEMICAL PATHOLOGY | Disclosure: None
April 20, 2014

Screening of Breast cancer -a filibuster or an imbroglio?
Basically what we observe in mammograms are calcifications. Calcifications are of two types: 
macro- mostly benign and micro- sometimes linked to malignancy. However, the most crucial 
aspect of this scenario appears as to how these calcifications are formed? Citrate is synthesized in 

Article References Comments (26)
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Where there is consensus I say so 
Where there is controversy I say so 

Make your own informed decision 
 

My Advice:  

Stick with recommendations of major 
medical societies 
•  ACS (American Cancer Society) 
• NCI (National Cancer Institute) 
• USPSTF (US Preventative Services Task Force) 
•  ACP (American College of Physicians) 
•  AAFP (American Academy of Family Physicians) 
•  ACR (American College of Radiology) 
•  ACOG (American College of Obstetrics & Gynecology 

Methods of Breast Cancer Screening 

Physical Exam 
• Breast self exam 
• Clinical breast exam 

Imaging 
• Mammography 
• MRI 
• Ultrasound 
• Tomosynthesis, molecular breast imaging, 

contrast mammography 
Blood biomarkers 
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Definitions 

Screening Exam: 
• Look for breast cancer in asymptomatic 

women 

Diagnostic Exam: 
• Referred for specific concern 
• Palpable lump, focal pain,                        

nipple discharge (clear, bloody) 

Definitions 

Screening Exam: 
• Look for breast cancer in asymptomatic 

women 

Diagnostic Exam: 
• Referred for specific concern 
• Palpable lump, focal pain,                        

nipple discharge (clear, bloody) 

Case #1 
41 y/o women comes 
for her annual exam 
• No PMH; No FH cancer 
• Occasional EtOH; non-

smoker 

You perform routine 
exam, including clinical 
breast exam 

Physical Exam Screening 

BREAST SELF EXAM 
Yes:  
•  ACOG 

No: 
•  USPSTF, AAFP, ACS, NCI 

CLINICAL BREAST EXAM 
Yes: 
•  ACS, NCI, ACOG 

Insufficient data: 
•  USPSTF, AAFP 

Would you refer this patient for a 
screening mammogram? 

41 y/o women comes 
for her annual exam 
• No PMH; No FH cancer 
• Occasional EtOH; non-

smoker 

You perform routine 
exam, including clinical 
breast exam 

1.  Yes 

2.  No 

 
 

Consensus 

Only screening method to reduce           
mortality in RCT 
• Ages 40-74 

Overall ~20% mortality reduction 
• Sensitivity 84.9% 
• Specificity 90.3% 

 

Yes: ACS, NCI, USPSTF, AAFP, ACOG, ACR, ACP 
No: 0 

Lancet. 2012; 380:1778-86 
http://breastscreening.cancer.gov/data 
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Benefits of Screening “Harms” of Screening vs 

Ann Intern Med. 2009;151:727-37 
J Med Screen 2012:19 s1:42-56 

Benefits of Screening 

“Harms” of Screening 

20% mortality reduction* 
•  If 1000 women screened 
•  Absolute decrease 5 ! 4 

Very big benefits,         
few people 

Ann Intern Med. 2009;151:727-37 
J Med Screen 2012:19 s1:42-56 

Benefits of Screening 

“Harms” of Screening 

20% mortality reduction* 
•  If 1000 women screened 
•  Absolute decrease 5 ! 4 

Very big benefits,         
few people 

False Positives 
•  ~10% recalled; ~1% biopsy 
•  Anxiety, morbidity, cost 

High NNT when younger 
•  40-50: 1/1900 
•  60-70: 1/377 
 

Small harms,            
many people 

Small harms,            
many people 

Benefits of Screening 

“Harms” of Screening 

20% mortality reduction* Very big benefits,         
few people 

False Positives 
High NNT when younger 

Overdiagnosis 
•  ~1-20% women with 

cancer Rx unnecessarily 

 

Small harms,            
many people 

Big harms,                  
very few people 
 

Ann Intern Med. 2009;151:727-37 
J Med Screen 2012:19 s1:42-56 

Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

When to start screening? 
• Age 40 or 50 

Screening frequency? 
• Yearly or biennial 

When to stop?   
• Age 75, 80, 85 
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Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

When to start screening? 
• Age 40 or 50 

Screening frequency? 
• Yearly or biennial 

When to stop?   
• Age 75, 80, 85 

Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

When to start screening? 
• Age 40 or 50 

Screening frequency? 
• Yearly or biennial 

When to stop?   
• Age 75, 80, 85 

JAMA 2014;311(13):1327-35 

Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

JAMA 2014;311(13):1327-35 JAMA 2014;311(13):1327-35 

US Breast Cancer Mortality: 22/100,000   

UK Breast Cancer Mortality: 24/100,000 

Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

When to Start Screening? 
(average risk women) 

Age 40 
RCT trials start age 40 
15% mortality reduction* 
in women 40-49 
•  *relative decrease 

 
 

Yes: ACS, NCI, ACR, ACOG 

Wait until age 50 
Breast Ca incidence is 
lower (high NNT) 

Harms outweigh benefits 
•  Increased stress from 

false positive mammogram 
•  Increased biopsies 

Yes: USPSTF, AAFP 

 

Ann Intern Med. 2007;146(7):511-5 

When to Stop Screening? 

RCT data stop @ age 74 
Mortality benefit mammography 7-10 yrs 

Consider stop screening if: 
• Life expectancy <7-10yrs 
• Not willing to undergo f/u if abnrml mammo 

• ACS, ACR, ACOG, AAFP  

JACR 2010;7:18-27  
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Case #2 

35 y/o women, new 
patient visit 
• Healthy 
• Mom breast ca age 45 

No other FH ca 

• G2P2, first birth age 32 

Should you refer this patient for 
a screening mammogram? 

35 y/o women, new 
patient visit 
• Healthy 
• Mom breast ca age 45 

No other FH ca 

• G2P2, first birth age 32 

1.  Yes 

2.  No 

3.  Not Sure 

Should you refer this patient for 
a breast MRI? 

35 y/o women, new 
patient visit 
• Healthy 
• Mom breast ca age 45 

No other FH ca 

• G2P2, first birth age 32 

1.  Yes 

2.  No 

3.  Not Sure 

Case #2 

35 y/o women, new patient visit 
• Healthy 
• Mom breast ca age 45 

No other FH ca 
• G2P2, first birth age 32 

Is she at high risk for breast cancer? 

Who is High Risk? 
ACS expert panel review of evidence 
High risk = 20-25% lifetime risk breast ca 
• Supplement mammography screening with 

MRI 

CA Cancer J Clin 2007;57:75-89 

When to Start High Risk Screening? 

JACR 2010;7:18-27 
J Clin Oncol. 2010; 28(9):1450-7  

BRCA or chest wall radiation 
– 10 years after chest wall radiation 
– Not before age 25 

Family history 
– 10 years before onset of cancer in relative 

MRI does not replace mammography 
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Who is High Risk? 

20-25% Lifetime Risk: 
BRCA 
•  Untested 1st degree relative 

Chest wall radiation 
10-30 year old 
Li Fraumeni, Cowden 
Calculated lifetime risk by 
models (PMH, FH) 
•  Gail 
•  Tyrer-Cuzick 
•  BRCAPRO 
 

www.cancer.gov/bcrisktool/ 
CA Cancer J Clin 2007;57:75-89 

Who is (Not) High Risk? 

20-25% Lifetime Risk: 
BRCA 
•  Untested 1st degree relative 

Chest wall radiation 
10-30 year old 
Li Fraumeni, Cowden 
Calculated lifetime risk by 
models (PMH, FH) 
•  Gail 
•  Tyrer-Cuzick 
•  BRCAPRO 
 

www.cancer.gov/bcrisktool/ 
CA Cancer J Clin 2007;57:75-89 

Not recommended 
(<20% Lifetime Risk) 
Personal history breast 

cancer 
Increased breast density 

on mammography 

Who should be referred to 
genetic counseling? 

NCCN Guidelines: 
2 or more breast ca on 
same side of family 
Breast ca in 1st or 2nd 
degree relative <45 y/o 
Male breast ca 
Ovarian ca 
Gene mutation in 
susceptibly gene 

 

J Natl Compr Canc Netw. 2009;7(10):1060-96 

Case #3 
53 y/o women calls 
your office 
• Mammogram report 

states: “dense breasts, 
which can lower the 
sensitivity of 
mammography” 

“What does this 
mean?” 
“Do I need additional 
testing?” 

Breast Density 

Ann Intern Med 2003;138:168-175 

Entirely  
fat 
(~10%) 

Scattered 
fibroglandular 
(~40%) 

Heterogeneously 
dense 
(~40%) 

Extremely 
dense 
(~10%) 

Sens: 88.2 
Spec: 96.5 

Sens: 82.1  
Spec: 93 

Sens: 68.9 
Spec: 90.8 

Sens: 62.2 
Spec: 89.9 

Breast Density –  
Emerging Controversy  

Higher breast density 
•  lower sensitivity 
•  Independent risk factor? 

(~2-4x) 

Mandated reporting 
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Your mammogram indicates that you have dense breast 
tissue. Dense breast tissue is common and is found in 
50% of women. However, dense breast tissue can make 
it difficult to detect cancers in the breast by 
mammography and may also be associated with an 
increased risk of breast cancer. This information is being 
provided to raise your awareness and to encourage you 
to discuss with your health care providers your dense 
breast tissue and other breast cancer risk factors.  
Together, you and your physician can decide if additional 
screening options are right for you.   

Summary 

Consensus 
Clinical breast exam 

Screening mammography 
in average risk women 

Screening mammography 
& MRI in high risk women 

Controversy 
When to start? 

How often? 

When to stop? 

Breast density? 

Very big benefits,         
few people 

Small harms,            
many people 
Big harms,                  
very few people 

Future 

Standardization ! Individualization 

• Screening based on density 
Fatty breasts screened less often? 

• New technologies 
Tomosynthesis (3D mammography) 
Automated breast ultrasound 
Molecular imaging & genomics 

 


