
Perspective   

The NEW ENGLAND JOURNAL of MEDICINE

10.1056/nejmp0911447 nejm.org 1

istration scrambling to reassure 
the public that these guidelines 
were not a prelude to the ration-
ing of health care, notwithstand-
ing Republican critics’ assertions 
to the contrary.

The most controversial rec-
ommendation of the Task Force 
is to delay the onset of routine 
screening mammography from 
40 to 50 years of age. Many ob-
servers were concerned that this 
move away from intensive screen-
ing might signal a shift away from 
the war on cancer, posing a threat 
to advocacy organizations such as 
the American Cancer Society. But 
at a deeper level, the recommen-
dations raise concerns about ac-
cess to potentially lifesaving care. 

In the days after the report was 
released, supporters of the rec-
ommendations were challenged 
to justify the shift to more limit-
ed screening. For example, Susan 
Love, an internationally renowned 
breast cancer expert and women’s 
health advocate, said, “I really 
don’t think we should be routinely 
screening women under 50. There’s 
no data showing it works.”2

Examination of the available 
data, however, suggests otherwise. 
The Task Force concluded that 
among women between 39 and 
49 years of age, screening mam-
mography results in a 15% re-
duction in the risk of death from 
breast cancer, with the preven-
tion of a single death from breast 

cancer requiring the screening of 
1904 women. Clearly, screening 
mammography does offer an iden-
tifiable survival benefit to women 
in this age group.

But what about the risks as-
sociated with screening? They 
include a very low risk from the 
radiation exposure, along with 
pain, anxiety, and psychological 
distress related to the procedure. 
False positive results are partic-
ularly problematic in this age 
group, with one study suggest-
ing that for every case of breast 
cancer detected in women 40 to 
49 years of age, 556 women have 
mammography, 47 have addition-
al imaging, and 5 have biopsies.3 
Even so, one can argue that the 
magnitude of the harms associated 
with screening seems to be mod-
est, particularly in comparison 
with the benefit of a life saved.

In the days following the pub-
lication of the Task Force report, 
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the airwaves were f looded with 
the personal stories of women who 
had breast cancer that was diag-
nosed with screening mammog-
raphy when they were in their 40s. 
It seems undeniable that at least 
some of these women are alive 
today because they had access to 
this procedure. Although the out-
cry over President Barack Obama’s 
purported “death squads” reflect-
ed nothing more than political 
grandstanding, the new recom-
mendation is a concrete example 
of a proposal that could, if it be-
came policy, lead to the deaths of 
some women who would other-
wise have survived.

It is interesting to compare 
these proposed guidelines with 
those that have been suggested 
for the prostate-specific antigen 
(PSA) test, another screening meth-
od for another cancer. In the case 
of PSA testing, a credible argu-
ment can be made that the test 
is often harmful for the individ-
ual patient. False positive results 
often lead to biopsies (which are 
themselves often unreliable) and 
then to invasive procedures such 
as surgery and radiotherapy that 
can leave patients impotent or 
incontinent, often to treat a pros-
tate condition that never would 
have threatened their life. Mam-
mography is different. Although 
abnormalities found on mammog-
raphy generally necessitate addi-
tional imaging or a biopsy, the 
risks associated with these pro-
cedures are relatively limited.

Americans are deeply condi-
tioned to think about health care 
decisions in terms of the bene-
fits and costs to individuals, not 
to society as a whole. And from 
the perspective of an individual 
woman in her 40s, the claim that 
mammographic screening is with-
out benefit is nonsense.

Indeed, the only way to make 

sense of the Task Force recom-
mendations is to introduce a new 
word into the conversation — a 
word that has been missing from 
the debate and the one word that 
the American public does not want 
to hear. It is the “R” word: ra-
tioning. Rationing is not a four-
letter word. No health care sys-
tem in the world, including our 
own, is free from the necessity 
of rationing. As long as a health 
care system has anything less 
than an infinite budget, there is 
a need to decide which types of 
health care will be funded and 
which will not.

Screening mammography for 
women in their 40s is clearly effec-
tive. The problem is that the bene-
fit is tiny and expensive. A recent 
cost–benefit analysis showed that 
adherence to the current guide-
lines from the American Cancer 
Society costs more than $680,000 
per quality-adjusted life-year 
(QALY) gained, as compared with 
a proposed alternative costing only 
$35,000 per QALY.4 Statistician 
Donald Berry has calculated that 
for a woman in her 40s, a decade’s 
worth of mammograms would 
increase her lifespan by an aver-
age of 5 days — and this sur-
vival advantage would be lost if 
she rode a bicycle for 15 hours 
without a helmet (or 50 hours 
with a helmet).5 The key issue 
here, however, is that these fig-
ures represent population aver-
ages. For the small number of 
women whose lives are saved, 
the difference is literally as large 
as that between life and death.

Unfortunately, this debate 
could not come at a worse time 
for the Obama administration 
and advocates of health care re-
form, since it highlights a neces-
sity that most Americans want to 
deny. Yet critics of the Task Force 
recommendations and of health 

care reform in general are offer-
ing a false choice. The choice is 
not between health care ration-
ing and some undefined alterna-
tive, since there is no alternative. 
Rather, the choice concerns what 
principles we will use to ration 
health care. In the United States, 
we have traditionally rationed 
health care in the same way we 
ration expensive cars: those who 
can afford to pay for them are 
those who can have them. The al-
ternative currently being consid-
ered in health care reform would 
involve a shift to other principles, 
such as those rooted in consid-
erations of fairness, efficiency, and 
efficacy.

Unfortunately, many support-
ers of the new mammography 
guidelines have been reluctant to 
call a spade a spade. Efforts to 
disguise the guidelines under the 
cloak of false reassurances that 
mammographic screening for 
women in their 40s “does not 
work” only fuels suspicions that 
these experts are being evasive, 
or even misleading. In a Novem-
ber 18 interview on the NBC Night-
ly News, Susan Love candidly ac-
knowledged, “This is rationing 
— but it’s rationing of the best 
kind.” If the debate about health 
care reform is going to progress 
with clarity, transparency, and 
honesty, we must lose our fear 
of the “R” word and discuss how, 
not whether, we should ration 
health care.
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