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Screening mammography has long been accepted in the
western world as an effective public health method for
secondary prevention of breast cancer'. Currently,
Canadian women participate in screening either through
an organized program or opportunistic screening'.
Organized screening occurs within a program where an
eligible woman, based on her age and other risk factors,
may refer herself directly for mammography'.
Opportunistic screening occurs when a woman is
referred by her family physician to obtain a
mammogram'. This article aims to highlight the current
controversies surrounding screening mammography and
important considerations for screening recommendations
in Canada.

Since its inception, screening mammography for masses
has received little opposition from the general public.
However, discussions surrounding the true benefits and
harms of such screening have emerged over time.
Advancements in treatment, reduction in risk factors
(such as use of hormone replacement therapy), and more
women taking control over their individual health has
resulted in improved breast cancer survival’. Recently, a
study by Kalager et al’ reported a 10% reduction in
breast cancer mortality attributable to mammography
screening. This was a disappointing result according to
the authors who expected a reduction of 20% or more.
Other researchers have publicly denounced population-
based mammography screening based on certain claims
of harms outweighing benefits, including excessive use
of lumpectomies, mastectomies, and radiotherapy, high
rate of false positive tests, and over-diagnosis*’.

In the fall of 2009, the U.S. Preventive Task Force
updated their mammography screening guidelines by
advising screening on a biennial basis for women aged
50-64 only®. This garnered much displeasure among
women's groups who have argued that women aged 40-
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49 should also be screened, despite a lack of evidence for
success or cost-effectiveness to support screening for this
age group’. The reality is that screening is effective in
reducing breast cancer mortality in countries that have
relatively high disease incidence, including Canada. A
10% reduction’ in disease-related mortality is a
considerable benefit. The question that still remains,
however, is whether this magnitude of effect is worth the
associated costs. Trade-offs between the benefits, harms,
and costs associated with various screening guidelines
should be considered when making recommendations for
routine screening. As previously mentioned, screening
younger women (under the age of 50) has not been found
to be as cost-effective as screening older women’. There
is also an issue of resource capacity; a recommendation
in which more women are to be screened on a more
frequent basis will increase backlog and result in longer
wait-times for all women, including those who are at
increased risk. Consequently, the mainstream media has
used these findings to propagate a concern that
mammography screening may not be as beneficial as
previously thought and is potentially harmful'®"".

Over time there have been a number of important
shifts in the way women are screened within organized
programs in Canada, and these policies vary regionally.
For instance, the program in British Columbia actively
screens women on self-referral who are aged 40-49
annually, and women aged 50-79 biennially'. This
province also accepts women under 40, provided that
they have a referral from a physician. In contrast,
Ontario only actively screens women aged 50-74 on a
biennial basis'. In addition, some provinces are phasing
out the use of analog or film mammography in favour of
digital mammography, which has been found to be more
sensitive in picking up true cancers as opposed to false
positives (suspected cancers after screen that are
negative at diagnosis)'?. These varying policies have
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significant impacts on a number of outcomes, including
the ability for a program to obtain adequate coverage of
the at-risk population, wait-times, and costs related to
screening, diagnosis, and treatment'”.

The pertinent concern that needs to be addressed is why
there is so little consensus around population-based
mammography screening. This is most likely due to the
lack of strong evidence available to support the current
practices in terms of effectiveness and efficiency. Other
considerations include the assessment of the potential
impact of longer screening intervals for women of
moderate risk, such as screening every three years, or the
impact of tailored screening for women at high-risk. The
high-risk category would be comprised of women
according to age, as well as family history and/or genetic
predisposition. We must also consider the impact of
screening vulnerable sub-groups of the population,
including women with mental and physical disabilities
who face challenges with not only accessing preventive
care, but also accessing the health care system in
general. Within the context of a publically-funded health
care system, decisions regarding which services should
or can be funded, and by how much, are particularly
difficult to make. To date, there have been very few
studies that assess the efficiency or cost-effectiveness of
population-based mammography screening in Canada.
Decision-makers require sound evidence to support these
difficult choices and therefore it is essential that we do
not accept the current state of affairs and justify
activities based on what has been done in the past.
Rather, time should be invested to periodically evaluate
these programs to ensure that the benefits outweigh the
harms, and that the related costs are reasonable or within
society's willingness to pay.
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