Breast screening: - The mystery of the disappearing tumours

Mammogram screening is generally agreed to be best practice for all women over the age of 40. It's supposed to be soon enough to detect early signs of cancer, and so increase the chances for successful treatment. It's a view that is supported by medical trials, which have concluded that women who have early screening have a lower risk of a recurrence of the tumour and enjoy better survival rates than those who weren't screened.
Statistics would seem to bear out the theory. In European countries that run early screening programmes, the breast cancer rate is around 50 per cent higher than it was before it was introduced. 
All well and good - except it's not that simple (and if it were, do you really think you'd be reading it in E-News?). Studies from Holland and Britain among women aged between 65 and 69 years have suggested that there is no evidence of a build-up with age of early stage, precancerous tumours. In other words older women seem to have fewer breast tumours than women screened in their 40s.
So - does this mean the tumours just disappear? Amazingly that's exactly what seems to happen. Scientists from the Norwegian Institute of Public Health believe that subclinical, precancerous tumours are dynamic, and they point to important research among women aged between 50 and 69. In the first screenings, the women displayed three times more preclinical tumours than those who had not been screened - but this fell to just two times the level by the time the same women were closer to 70. For evidence of this, see the European Journal of Cancer, 2004; 40: 2116-25; and the Journal of the American Medical Association, 2004; 291: 824.
It could be that early screening programmes are catching women at a stage when their bodies are producing benign tumours that will spontaneously go into remission.
This suggests one of two things: either screen women as a routine who are much older than 40, or, if tumours are detected in a woman in her 40s, watchful waiting may be a kinder practice than burning, cutting or poisoning.

Mammography - The hard truths behind the screen

As breast cancer rates continue to spiral upward (to 185,000 women in the US and 28,000 women in the UK every year), the pressure is on for women, particularly those over 40, to have regular mammograms. 

* Do mammograms help to save lives? No. A Swedish study involving nearly 250,000 women found no survival advantage in women under 50 with regular mammograms (Lancet, 2002, 359: 909-19). Mammography also hasn’t helped save those under 60, according to the Canadian National Breast Screening study (Lancet, 2000; 356: 1087). 

In 2002, US cancer experts in the Physician Data Query board (PDG) concluded there is insufficient evidence to show that mammograms prevent deaths (BMJ, 2002; 324: 432). 

Also, by the time a mammogram spots a problem, the cancer is already around eight years old, according to Dr Samuel Epstein, a world authority on cancer. 

Is it accurate? The latest research shows that more than one-third of mammograms give false readings, with a 64-per-cent rate of false positives (finding cancer present, when it isn’t) after 10 mammograms (N Engl J Med, 1998; 338: 1089-96). 

The test is accurate less than half the time in the second half of a woman’s menstrual cycle (Cancer, 1997; 80: 720-4). 

Mammography is crude, picking up many benign tumours that would do no harm if left alone. This can falsely raise the incidence of breast cancer by as much as one-half (Lancet, 1992; 339: 810). Routine screening could be behind the huge increase in aggressive treatment of ductal carcinoma in situ (40,000 cases in the US alone). This ‘cancer’ spreads, at most, in 20 per cent of cases (Breast J, 2000; 6: 331-4) and some pathologists report that it simply burns itself out. 

Is it safe? No. Screening raises your risk of . . . cancer. Just four breast films (the usual for one session) expose you to 1 rad (radiation-absorbed dose) - about 1000 times more than a chest X-ray. Each rad increases a premenopausal woman’s cancer risk by 1 per cent, so screening for a decade will have raised cancer risk by 10 per cent. In addition, if cancer is present, the extreme compression during a mammogram can help cancerous cells to spread (Lancet, 1992; 340: 122). 

What can you do instead? Examine your own breasts monthly and have a health professional do it annually. According to the American Cancer Society, 90 per cent of all cancers are found by self-examination. Women trained to examine themselves and who are also given yearly examinations by a trained health professional have the same odds as women given mammograms (Lancet, 2000; 356: 1087). Self-exams are also more accurate (N Engl J Med, 1998; 338: 1089-96). 

If you need to have a lump checked out, a safer alternative without the dangers of radiation is ultrasound screening or thermal imaging carried out by an experienced operator.

Mammograms

Q:I am 47. My doctor is pressing me to have mammograms every other year. What evidence is there that it can help prevent cancer? M S, Hitchin.

A:Absolutely none as medicine embarassingly admits in its own literature while stepping up screening for all ages sharply. As the number two killer of women in the West after smoking, breast cancer has become a political football, with breast cancer activists on both sides of the Atlantic demanding government action. In America, Congress responded to pressure by breast cancer activists by ordering the National Institutes of Health to increase spending on breast cancer by nearly 50 per cent to some $132.7 million. Lately, the American Cancer Society has begun employing tactics like designating October 19 as National Mammography Day ("Be sure she makes the appointment that could save her life," says the ad in the medical literature, sponsored by the ZENECA HealthCare Foundation); or offering individually tailored letters and telephone calls. 

In the UK, the government launched its National Breast Screening Programme in 1990, offering mammography to women aged 50-64, and in its first year exceeded its target of screening 70 per cent of the million women invited to participate every three years. 

During a recent international conference on breast screening Dr Laszlo Tabar, a Swedish radiologist, said this isn't good enough. He took issue with the British health department policy of recommending screening for women over 50 once every three years. In his view, women should be screened every 18 months and women between 40 and 49, every year (Doctor, April 1993). The American College of Obstetricians and Gynecologists also has called for more mammograms among women over 50. 

All this activity may comfort those who wish to see a government seen to be doing something. However, nobody is quite sure exactly who should be screened and how often. Wide variations exist between countries (and even between different governmental bodies) as to which groups of women would most benefit from screening.

Following the results of a Swedish overview, which pooled results from five studies conducted from five to 13 years on some 300,000 women, most members of establishment medicine have adopted as gospel its results that for women 50 and over,regular screening can reduce breast cancer mortality by 30 per cent (The Lancet, 12 June 1993). However, from the results of this test and others it is also generally agreed that no studies have shown a benefit for women younger than 50.

That apparently hasn't prevented the American Cancer Society and the American College of Radiology from urging all women over 40 which of course includes this limbo group between 40 and 49 to have annual mammograms. In early 1994, the National Cancer Institute broke ranks by reversing its recommendations dating back to 1987 advising all women over 40 to have routine mammograms. The reason for this volte face, it said, was that randomized clinical trials of routine screening mammography "have not shown a statistically significant reduction in mortality in women under the age of 50." (JAMA, 1994:271;2: 96). 

This decision was followed by a similar move by the government of New Zealand. Top breast cancer specialists Ismail Jatoi and Michael Baum from London's Royal Marsden Hospital wrote a special feature labelling American doctors giving mammograms to the under 50s "negligent" because it can often do more harm than good (BMJ, 4 December 1993).

But even among the over 50s, there is no conclusive evidence that mammographic screening is doing any good. In the much quoted Swedish overview, which medicine has used as proof that screening works, the researchers came up with their figure by pooling all the results of three bands of age groups the 40-49 year olds, 50-69 year olds and 70-74 year olds into an overview. Although the study showed a positive benefit (29 per cent reduction in mortality) among the 50s, there was no significant benefit among those in their40s or 70s.

However, when you actually examine the statistics and science behind them, this is the only study to show clear benefit, even among the 50s. The 30 per cent improved survival figure being bandied about by medicine may also derive from several articles which have looked at all the studies of screening; although most studies did not show a clear benefit, the articles concluded that those that were most scientific, or "randomized" (that is, women assigned randomly to either screening groups or controls) all proved benefit (BMJ, 4 May 1991).

However, University of Dublin epidemiologists Petr Skrabenek and James McCormick, both scourges of unproven medical practice, point out that three of the four randomized controlled (that is, women randomly assigned to be screened or not) trials "failed to reach statistically significant benefit for women aged 50 and over." (BMJ, 8 June 1991). These include two studies of an aggregate of 30,000 women, which were dismissed as too small by one set of screening apologists (BMJ, 6 April 1991). 

To reach their glowing statistics, charges the Dublin epidemiologists, academics have combined various types of scientific studies randomized controlled with case-controlled, for instance in an attempt to make the non-significant advantages of screening appear significant. Another Bristol doctor pointed out that two of the "finest centres" in the United Kingdom failed to produce a statistically sound reduction in mortality using annual clinical examination and every-other-year mammography.

Furthermore, for the over-50s, it's wise to keep in mind what this 30 per cent figure actually translates into. As Dublin's Petr Skrabanek points out, it means that one cancer death for every 12,000 women invited for screening every year would be prevented or postponed. 

However, in correspondence with the authors of the big Swedish study, he points out that more women actually died in the screened group than in the controls from all causes. "In this sense, not one life was saved," he says. "A detailed analysis of overall mortality is necessary to exclude the possibility that a minor reduction in mortality from breast cancer (less than one per cent of all deaths) in the invited group was not offset by a similar increase in deaths from causes other than breast cancer (The Lancet, 1993: 341: 1531). He also points to the fact that this represents data for as many as 2.5 million woman years which fails to show a net benefit in survival.

As for those over 60, a column in the British Medical Journal recently provided a neat demonstration of medicine's usual assumption of benefit before scientific proof. Reporting on US experts attempting to convince the over 65s to get screening the columnist cheerily admitted that there is "little hard evidence but plenty of sound reasons for believing that screening is just as effective in the elderly as those in their 50s". In other words, as age is the most important risk factor for the disease, and 65 year olds may go on to live another 12 years, it must be good for them (BMJ, 8 May 1993).

Because we know that survival from breast cancer correlates with the size of the tumour, the rationale for screening is that the earlier you catch it, the smaller the tumour will be, and hence the greater your chances of beating the disease. However, Johannes Schmidt, an epidemiologist in Switzerland and long-standing critic of mammography, says that this rationale doesn't take into account that cancer doesn't always metastasize at the same rate.

"The (small) effect of early detection on mortality might be due to the fact that many breast cancers are systemic from inception (and outcome cannot be altered by early local treatment), and that many are clinically benign (and early local treatment does not change the good prognosis)," says Schmidt. (The Lancet, 1992; 339: 810). In other words, breast cancer isn't a tidy disease that progresses in the same way for every woman; sometimes it spreads throughout the body, othertimes it advances in the breast alone. 

Medicine in general has downplayed the importance of regular physical examination of breasts as a diagnostic tool. Dr Joan Austoker, an advisor to Britain's chief medical officer, admitted that "more than 90 per cent of breast tumours are found by the women themselves." A seven year study of 33,000 women by the Pennine Breast Screening Assessment Clinic in Huddersfield, showed that self-examination could reduce breast cancer deaths by up to one-fifth. Although some lumps detected by mammogram aren't palpable, the reverse is true as well.

If you don't want a mammogram, make sure to opt for a regular programme of self-examination (your doctor can teach you how to do it) and breast examination by your doctor. But for all women, particularly those in the limbo period between 40 and 50, the most important measure is prevention to have plenty of anti-oxidants in your diet and to avoid estrogen domination, which increasingly has been linked with breast cancer (see Second Opinion, p 12). 

Mammograms: They detect just half of all early-stage breast cancers

16 August 2007 

The standard mammogram test detects only half of all breast cancers in the vital early stages.

A new study has found that the mammogram x-ray scan picks up just 56 per cent of early-stage breast lesions in women classified as being in a high-risk group.

Most breast cancers begin with non-invasive cancerous cells in the milk ducts which, if detected and treated early enough, can prevent the disease progressing.  Lead researcher Christiane Kuhl at the University of Bonn commented: “If you picked up all cases of ductal carcinoma in situ (DCIS) you would prevent virtually all cases of breast cancer.”

The researchers also discovered that magnetic resonance imaging scans (MRI) – which is currently used for brain scans – was a more effective test, picking up 92 per cent of early-stage cancers.  Currently, only young woman at high-risk of breast cancer are offered the more expensive MRI scan.

The mammogram is the standard screening test for woman aged between 50 and 70 years.

(Source: The Lancet, 2007; 370: 485-92).

