
the death rate from breast cancer in the United States has
declined 3.2% in women younger than age 50 compared
with only 2% in women older than age 50.2 This decline
in breast cancer mortality has been attributed to both
improvements in breast cancer treatment and early
detection.

The USPSTF recommendation against both clinical
and self-breast examinations stems from the large num-
ber of follow-up imaging procedures and biopsies that
occur in response to palpated masses. As discussed
above, since the prevalence of cancer is low in young
low-risk women, the chance of a breast cancer diagnosis
is low with a biopsy for a palpable mass. However, the
recommendations against breast self-exam come from
randomized studies from Russia and China in women
not receiving mammography that showed an increase in
breast cancer detection with the introduction of SBE, but
no difference in overall mortality. I find it hard to draw
conclusions from these studies about the role of SBE in
our population.14 While I agree that clinical breast exam
is unlikely to provide the same level of benefit in mortal-

ity reduction as mammography (palpated lesions are
more likely to have metastasized), SBE in women
younger than age 40 represents the only strategy to pick
up fast growing tumors.

The consensus panel recommendations are based in
part upon a model of screening strategies performed by
Mandelblatt et al and reported in the same issue of the
Annals of Internal Medicine.15 Summary information
from this publication (see Table, above) provides data that
you can use to discuss these findings with patients con-
sidering screening. For example, annual mammograms
starting at age 40 instead of age 50 and continued to age
69 will prevent 1 additional cancer death (8.3 vs 7.3) for
every 1000 women screened at the expense of 63 unnec-
essary biopsies. You and she can decide if 10 additional
years of mammogram screening and a 6% chance of get-
ting a biopsy are worth the 0.1% chance of avoiding can-
cer mortality. There will be 70 fewer biopsies in 1000
women age 40-69 that get mammograms every other 
year compared to annually, but 2 additional women will
die from breast cancer. In contrast, continuing annual
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Table
Comparison of different mammogram screening strategies15

Average Screenings Potential Benefits/Harms†

Per 1000 Women (vs No Screening)
Cancer Deaths Averted Life-Years Gained Unnecessary Biopsies

Per 1000 Women Per 1000 Women Per 1000 Women
Different starting ages

Biennial screening
40-69 years 13,865 6.1 120§ 85
50-69 years 8944 5.4 99 55

Annual screening
40-69 years 27,583 8.3 164§ 158
50-69 years 17,759 7.3 132§ 95

Different stopping ages
Biennial screening

50-74 years 11,109 7.5 121 66
50-84 years 13,836 9.6 138 79

Annual screening
50-74 years 21,357 9.5 156§ 110
50-84 years 26,913 12.2 178 132

Note: Results are from model S (Stanford University). Model S was chosen as an exemplar model to summarize the bal-
ance of benefits and harms associated with screening 1000 women under a particular screening strategy.
† Over-diagnosis is another significant harm associated with screening. However, given the uncertainty in the knowledge
base about ductal carcinoma and small invasive tumors, absolute estimates were not felt to be reliable. In general, over-
diagnosis increases with age across all age groups but increases more sharply for women who are screened in their 70s 
and 80s.
§ Strategy is dominated by other strategies; the strategy that dominates may not be in this table. 




