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COMMENTARY

Mammography Screening
for Breast Cancer
A View From 2 Worlds
Anne M. Murphy, MD

MANY BREAST CANCER SURVIVORS AND ADVO-
cates were vocal and skeptical in response to
the new US Preventive Services Task Force
(USPSTF) recommendations on breast can-

cer screening.1 Members of the advocacy community have
spent countless hours to raise awareness about breast can-
cer and to help provide access and services to those with-
out sufficient insurance. Given this degree of dedication, it
is understandable that response to the release of the USPSTF
recommendations was so passionate. As a member of this
community and also of the academic medical community,
I understand the controversy about the current state of
screening and prevention but also recognize that the issue
is complex and nuanced and will require the attention and
efforts of clinicians to provide the best individualized care
for their patients.

Mammography is far from an ideal screening test. It lacks
the sensitivity and specificity of an ideal screening test and
is particularly problematic in younger women. Even though
the likelihood of breast cancer diagnosis and the risk of death
from breast cancer are lower for women in their 40s than
in older women, breast cancer remains the second leading
cause of cancer death in women overall and many of these
deaths occur in women in their 40s.2 An article published
with the USPSTF guidelines analyzed data that suggests death
from breast cancer can be reduced by providing mammog-
raphy screening to women in their 40s; however, it ap-
pears the effect is modest compared with older age groups,
and the risks of false-positive screening results are higher.3

However, several key issues must be considered: what are
the potential harms from screening women in their 40s and
how can they be lessened, and how will clinicians in prac-
tice assess women to determine whether they are at higher
risk of breast cancer?

Given the limitations of mammography as a screening test,
but a strong desire of women to achieve early diagnosis of
breast cancer, several practical approaches are needed. Cli-
nicians and those who speak to the public need to be hon-

est in conveying the potential benefits and risks of mam-
mography for screening, particularly in 40- to 49-year-
olds. All women should have the opportunity to discuss the
potential benefit and risk of screening mammography with
their clinicians to arrive at an individualized decision about
care. Assessment of whether a woman in this age group has
average or above average risk would include an individual
history in regard to age of onset of menses, age at child-
bearing, and prior history of biopsies, and possibly the use
of tools such as the Gail model, although as mentioned in
prior clinical guidelines this tool was developed for deter-
mining population risk rather than strictly for individual risk.4

Assessment of risk should also include reviewing a 3-gen-
eration family history, including age of onset of breast and
ovarian cancer as well as other malignancies, because the
Gail model is not designed for calculating risk in women
whose pedigrees suggest autosomal-dominant breast can-
cer genetic risk. Women with possible genetic risk should
be referred for further assessment and consideration of ge-
netic testing. However, women and sometimes even phy-
sicians wrongly think that breast cancer genes are only in-
herited from maternal relatives, so it is necessary for clinicians
to specifically inquire about paternal relatives with breast
and ovarian cancer5 and consider the possible limitations
of family structure.6 In addition, a significant prior history
of exposure to chest radiation such as for treatment of lym-
phoma excludes using the Gail model as a starting point and
indicates higher risk. Clinicians also must recognize and dis-
cuss with their patients that mortality from breast cancer is
higher for black women2 and that women of Ashkenazi Jew-
ish heritage are at higher risk of genetically mediated breast
cancer.4

Clinicians should specifically discuss the USPSTF rec-
ommendations,1 recognizing that this task force has con-
sidered a great deal of medical evidence, but also should dis-
cuss that advocacy organizations including the American
Cancer Society, Susan G. Komen For the Cure, and the Avon
Foundation for Women still favor the recommendation of
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yearly mammography screening starting at age 40 years.
While a paucity of literature addresses screening women aged
75 years or older, the overall health and life expectancy of
an individual must be considered. Based on these factors each
woman can consider with her clinician how she perceives
her risk of breast cancer in comparison with the potential
harm of screening. Patient autonomy in this decision should
be respected.

Clinicians should also consider factors that may miti-
gate the risk of a false-positive screening result and im-
prove accuracy of mammograms, including referral to an
imaging center with radiologists who focus on breast
imaging,7 use of digital mammography in younger wom-
en,8 referral to centers in which breast biopsies can be ac-
complished by core needle biopsies rather than a surgical
approach when feasible, and referral to centers in which
timely and coordinated care can be delivered to reduce anxi-
ety. Experience suggests there is a variation in practice in
this regard, and in one study, the use of open biopsies was
found to be greater in the United States than the United King-
dom.9 Open biopsies may lead to increased harm with anxi-
ety due to long delays before assessment, as well as poten-
tially unnecessary or more invasive biopsies than medically
indicated, particularly for low-suspicion lesions detected by
mammography.

The USPSTF also recommended against the utility
of clinicians teaching women to perform breast self-
examination (BSE).1 Data from large randomized studies
have indicated that this type of formalized BSE may result
in more biopsies without reducing risk of death.10 This
issue also was addressed in prior clinical practice guide-
lines and by advocacy organizations, and enthusiasm for
teaching formalized BSE has diminished. However, a prac-
tical issue is that many women present to clinicians and
are ultimately diagnosed with breast cancer based on self-
palpation of a mass. It is crucial in practice that women are
not discouraged from bringing these concerns forward to
be assessed by a physician.

In the end, support for several important principles is es-
sential. First, while screening mammography should be
strongly recommended in 50- to 74-year-olds, women aged
40 to 49 years and those aged 75 years or older should have
a personalized assessment and discussion of benefits and risks
of mammography. Women at average risk in the age group
of 40- to 49-year-olds should be assessed, taking into ac-
count that even though mammography screening can re-
duce risk of death from breast cancer, there are problems
with the sensitivity and specificity of the test that are of greater
concern in younger women. Primary clinicians should be

aware of community resources and consider that optimal
imaging, use of the least invasive clinically indicated mode
of biopsy, and timely and coordinated care may mitigate some
of the potential harm of a false-positive mammogram. The
autonomy of a well-informed patient should guide the ul-
timate decision without barriers from insurance plans. Rather
than a default position of no screening for those at average
risk, this approach will likely shift the balance toward screen-
ing mammography for women aged 40 to 49 years.

Most importantly, funding agencies for research on
breast cancer should emphasize novel and rigorous
research to develop sensitive and specific tools for early
breast cancer diagnosis and to address the scientifically
challenging issue of potential overdiagnosis leading to
unnecessary treatment. Women and men who have walked
and run miles for this cause would want nothing more
than knowing their mothers, daughters, sisters, nieces,
granddaughters, and wives will have more effective
evidence-based strategies to ensure that breast cancer is no
longer a life-threatening disease.
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