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A 3 % chance in her  
40’s of getting breast cancer 

1.18 + 1.85 x 10 = 30/1000 
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Recommendations (Mammography) 
 
For women aged 40–49 we recommend not routinely 
screening with mammography. 
(Weak recommendation; moderate quality evidence) 
For women aged 50–69 years we recommend routinely 
screening with mammography every 2 to 3 years. 
(Weak recommendation; moderate quality evidence) 
For women aged 70–74 we recommend routinely 
screening with mammography every 2 to 3 years. 
(Weak recommendation; low quality evidence) 
 
 



Clinical Breast Exam 



Current Canadian recommendations 

• Don’t do routine screening breast exams 

• Mammograms age 50 - 74 



Physical Exam 

The importance of physical exam ; you don’t want to miss this. 



LET’S EXAMINE THE EVIDENCE 



22 April 2003 

Physical Exam 



Cochrane review 

Breast exam: self or from clinical staff did not benefit the patient.  No 
improvement in mortality.   

 
Is it possible in 2003 that there were limited resources in China and Russia to 
treat advanced breast cancer?  We know that physical exam identifies later 
stage disease.    Could the size of the breasts influenced outcomes?  Will a 

woman self identify faster with a smaller breast? 



Physical Examination.  Its role as a single screening 
modality in the Canadian national breast screening 

study  Cancer May 1989, Cancer Baines et al 

• 50% screened only with PE 
• 19,965 women 
• Each woman had 5 PE’s 
• Sensitivity : 71 to 83% 
• Specificity: 88 – 96% 
• Age 40 – 49 :  

– Sensitivity : 71% 
– Specificity : 84% 

 
• Conclusion: Physical exam has benefit if patient not 

undergoing routine imaging 
 



• 11,130 asymptomatic women underwent mammogram and subsequent 
physical exam (PE) -  a total of 27,825 screenings 

• Dense breasts also had US 
• 221 women and 246 cancers were identified 
• Results: 

 
 

 
Test Sensitivity 

(%) 
Specificity 
(%) 

Negative 
predictive 
Value (%) 

Positive 
predictive 
value (%) 

Accuracy (%) 
 

Mammogram 77.6 98.8 99.8 35.8 98.6 

PE 27.6 99.4 99.4 28.9 98.8 

US Increased number of non-palpable breast cancers identified by 42% in 
dense breasts  (30 of 71) 

RSNA Radiology.   Kolb et al.  New York 

Mammograms miss at least 25% of breast cancers 



• Mammographic sensitivity declined with density of breast (p<0.1) 48% for 
densest breasts and in younger women with dense breasts p=0.2 
 

• Mammogram and US together had a significantly higher sensitivity (97%) 
than mammogram and PE (74%) p<0.001) 
 

• Tumors detected by mammogram and/ or US were significantly smaller 
(p=0.1) and lower stage p=0.1) than those detected by PE 
 

 





https://www.cbcf.org/central/AboutBreastHealth/PreventionRiskR
eduction/Documents/CBCF+-+IAT+Scientific+Report+-+Final[1].pdf 
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Average risk 

• No genetic abnormality 

• No radiotherapy 

• No genetic mutations 

• No LCIS 

• 5 yr risk of breast cancer < 1.7% using 
www.cancer.gov/bcrisktool/Default/aspx 

• Lifetime risk < 15% 

http://www.cancer.gov/bcrisktool/Default/aspx


Age 40 – 49 mammograms (average 
risk) 

• No routine screening  

• Number needed to treat to 
prevent a single death = 2,108 
(vs. 721 in older) 

• Increase false positives 

• Put very low value on very 
small absolute decrease in 
mortality, concerns re: false 
positive 

• Should decide based on the 
values of the patient 

• Start screening every 1 - 2 
years at age 40 until 
menopause; annually if 
dense breasts 

• Continue until have a 10 
year life expectancy 

 

 
2011 How do we guide our patients when the decision is value based? 



Age 40 – 49 mammograms (average 
risk 

 

• Have to screen 2108 women every 2 years for 
11 years to prevent one death from breast 
cancer, would also have 690 (32%) false 
positive biopsies; 5 /1000 will have an 
unnecessary lumpectomy or mastectomy 

• In the 60 – 69 age group: would have to 
screen 721 to prevent one death; false 
positive rate is smaller : 204 (28%) 



Age 70 – 74 

• Screen fit women 

 

• Continue until have a 10 year life expectancy 

 

2011 guidelines 



75 years and older  

• No evidence that screening will benefit this 
patient population 

• Small absolute reduction in mortality  

This will become an increasingly important issue. 



• In today’s world, we are aggressively treating people in 
this age group and older – they receive chemotherapy 
if they would benefit 

• They are more likely to be estrogen receptor positive 
and so will benefit from hormonal therapy 

• WRCP 17% triple negative breast cancer are 70 years or 
older; 30% of them would likely get chemo 

• Her 2 positive breast cancer 20% of patient population 
– would all be offered a chemotherapy that they would 
tolerate 
 



Increased sensitivity of mammogram 
1996-2006 

• Specificity of 91.4% indicates that 91.4% of those women 
screened who do not have breast cancer will be told they do not 
have breast cancer.  

• 8.6% will be asked for more assessment but will not have cancer. 
 

• Sensitivity means that it correctly identifies 80.2% of women that 
have breast cancer, but incorrectly misses  19.8% 





Clinical Breast Examination in addition to mammography does not decrease 
breast cancer mortality beyond the use of mammography alone 

 
BUT have to balance this with a sensitivity of mammography of 77% - it misses 

23% of breast cancers. 
 

If CBE is added to mammography   4/10,000 extra cancers would be ID’d (OBSP 
data) 



Physical exam is not sensitive, but it is specific in these studies. 
Finds only about 19% - 47% of cancers (sensitivity) 



1998 (Canada) – CBE and Mammogram recommended for women aged 50 – 69 
 * really no evidence so this made sense 
 
2002 (US) – Mammogram +/- CBE age 40 and older – no real evidence 
 
2002 (International) no evidence that CBE is beneficial, but will help in countries 
that don’t have mammogram 
 









Public opinion 

Favors mammogram age 40 - 49 



Summary 

• Breast exams – little evidence of benefit, but if 
patient not going to routine mammography, 
should examine them 

• In centres that have mammograms, patients 
present with earlier stage, and more easily 
treated breast cancer 

• Mammograms cannot identify 20% of breast 
cancers – “mammographically occult” 



Summary 

• Mammograms in the 40s will increase number of 
unnecessary biopsies ;  
– 3% of people in their 40’s will get breast cancer 

– 0.5% of women in their 40’s who get screened will 
have an unnecessary surgery  

– 20% of our breast cancer patients are < age 50   

– have to screen 3 x the number of people in their 40s 
to get the same benefit as those in their 50s and 60s 

– Are more likely to have triple negative breast cancer 
and need chemotherapy 



Summary 

• Women aged 50 – 69 should be screened 

• Screening outside of these ages is based on 
values 

• Need better screening tools 

– No evidence for MRI in average risk women 

– Mammograms hurt 



Ethiopia  
 one breast cancer per 

month with a 
catchment of 2 million 



EXTRA SLIDES ( HIGH RISK) 







High Risk Women 


