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EUROSCREEN: estimate of mortality reduction
(screened vs non screened)

Incidence based mortality (IBM) studies.

(b) study
Hakama, (1997)® 071 045
Olsen, (2005)* 063 05

Sarkeala, (2008)* 065 041
Paci, (2002)* 058 028
Kalager, (2010)* 082 062
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EUROSCREEN: estimate of mortality reduction
(screened vs non screened)
Case control studies.
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Independent screening review

Study Relative Risk Weight
D (RR) (95% CT) (%)
New York (1963) —;l— 0.83(0.70, 1.00) 169
Malmo [ (1976) :ﬁ 0.81(0.61,1.07) 9.5
Kopparberg (1977) = i 058 (045, 0.76) 10.7
Ostergotland (1978) - ' 0.76 (0.61, 0.95) 13.0
Canada T (1980) i 0.97(0.74,1.27) 102
Canada IT (1980) : 1 1.02(0.78,1.33) 102
Stockholm (1981) o E 0.73(0.50, 1.068) 6.0
Goteborg (1982) & i 0.75(0.58,0.98) 10.7
UK Age Tnal (1991) il 0.83 (0.66, 1.04) 12.8
Overall (I-squared = 31.7%. p = 0.164) @ 0.80 (0.73. 0.89)

i
NOTE: Weights are from random effects ana]ysisi
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Figure 3.1 Meta-analysis of the breast cancer screening trials: relative risk (RR) of
breast cancer mortality after 13 years of follow-up. Adapted from the Cochrane
Review (Gotzsche 2011).
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Objectives Overdiagnosis, the detection through screening of a breast cancer that would never
have been identified in the lifetime of the woman, is an adverse outcome of screening. We aimed
to determine an estimate range for overdiagnosis of breast cancer in European mommographic
service screening programmes,

Methods We conducted a literature review of observational studies that provided estimates of
breast cancer overdiagnosis in Evropean population-based mammographic screening programmes,
Studies were dassified occording fo the presence and the type of adjustment for breast cancer
risk (data, model and covariates used), and for lead fime (stalistical adjusiment or compensatory
drop). We expressed estimates of overdiagnosis from each study as a percentage of the expected
incidence in the absence of screening, even it the variability in the age range of the denominator
could not be removed. Estimates including carcinoma in sitv were considered when available.
Results There were 13 primary studies reporting 16 estimates of overdiognosis in seven European
countries {the Netherlands, ltaly, Norway, Sweden, Denmark, UK and Spain). Unadjusted estimates

ranged from 0% to 54%. Reported estimates adjusted for breast cancer risk and lead fime were

2.8% in the Netherlands, 4.6% and 1.0% in haly, 7,0% in Denmark and 10% and 3.3% i

England and Wales. |

Conclusions The most plausible estimates of overdiagnosis range from 1% to 10%| Substantially

higher estimates of overdiognosis reported in the literature are due o the lack of adjustment for
breast cancer risk and/or lead fime.



Independent review: estimate of overdiagnosis
% of ca diagnosed over long term follow up in women invited

Study Weight
ID Percentage (95% CI) (%)
Malmo 55-69 . 10.5 (8.4, 12.7) 36.3
Canada —i 124 (9.9, 14.9) 286
Canada II - 9.7(75, 11.9) 35.1

Overall (I-squared = 22.3%, p = 0.276) <> 107 (9.3, 12.2)

NOTE: Weights are from random effects ﬂ.tlﬂl‘_‘_-’f;iﬁ
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Mammographic screening programmes in Europe:
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False-positive results in mammographic screening
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Further assessment rate
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C) Surgical intervention (p-value=0.33)
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Women invited / screened for 20 years starting at age 50

EUROSCREEN review
(screeninginterval 2 years)

UK Independent review
(screening interval 3 years)

Mortality reduction

28% (invited)
42% (screened)

20% (invited)
25% (screened)

Absolute mort. benefit
(lives saved)

1/ 127 (screened)

1/ 235 (invited)
1/ 180 (screened)

Over-diagnosis

6.5% of incident ca.

11% of incident ca.

In absence of since start of
SCreening SCreening
FP (non invasiveinv.) 17%

FP (invasiveinv.)

3%




For every 10000 women screened since age 50 for 20 years:

EUROSCREEN review
(screeninginterval 2 years,
follow up till age 79)

UK Independent review
(screening interval 3 years)

Cases diagnosed 710
BC desths expected 300

(190 IBM)
Lives saved 380 56
Over-diagnosed cases 40 168
LS: OD 1:0.5 1:3




The Panel concludes that the UK breast screening programmes confer significant

benefit and should continue.| The greater the proportion of women who accept the

invitation to be screened, the greater is the benefit to the public health in terms of
reduction in mortality from breast cancer. But for each woman the choice is clear: on
the plus side screening confers a likely reduction in mortality from breast cancer
because of early detection and treatment. On the negative side, is the knowledge
that she has perhaps|a 1% chance of having a cancer diagnosed, and treated with

surgery and other modalities, that would never have caused problems had she nof

been screened.




Evidence from a|focus group| conducted by Cancer Research UK and attended by
two panel members, and in line with previous similar studies, was that this was an
offer many women will feel is worth accepting: the treatment of overdiagnosed
cancer may cause suffering and anxiety but that suffering is worth the gain from the
potential reduction in breast cancer mortality. |Clear communication |of these harms
and benefits to women is of utmost importance and goes to the heart of how a
modern health system should function. There is a body of knowledge on how women
want information presented, and this should inform the design of information to the

public.




Communicating the balance sheet in
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