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I n 2009, the US Preventive Services 
Task Force (USPSTF) recom-
mended that biennial mammog-

raphy screening in average-risk 
women begin at age 50.1 New guide-
lines, that take into account reviews 
and modeling studies, clarify the 
earlier USPSTF recommendations,  
paying particular attention to indi-
vidualized screening for women aged 
40 to 49, use of tomosynthesis, and 
supplemental evaluation for women 
with radiologically dense breasts.

The new guidance only applies 
to women at average risk for breast 
cancer (not to those at substantially 
higher-than-average risk), includ-
ing those with prior breast cancer or 
biopsy-confirmed high-risk lesions 
(eg, atypical hyperplasia), certain 
genetic conditions (such as BRCA1 or 
BRCA2 mutation), or histories of chest 
irradiation (eg, Hodgkin lymphoma).

Major statements: 
• Biennial screening is recom-

mended for women aged 50 to 74 
(B recommendation; definitions of 
USPSTF grades are available online 
at http://www.uspreventiveservices 
taskforce.org/Page/Name/grade-
definitions).

• Initiation of screening before  
age 50 should be individualized 
depending on patient preferences  
(C recommendation).

• For women aged ≥75, current 
evidence is insufficient to assess 
benefits and harms of screening  
(I statement).

• Current evidence is insufficient to 
assess the benefits and harms of 
adding tomosynthesis to conven-
tional screening mammography  
(I statement).

• For women with radiologically 
dense breasts, current evidence is 
insufficient to assess the benefits 
and harms of adjunctive ultrasound, 
magnetic resonance imaging (MRI), 
or tomosynthesis (I statement).2

The Task Force generated con-
troversy with its 2009 recommenda-
tion that screening begin at age 50 
in average-risk women. The current 

guidance clarifies that repetitive 
screening of women through 10 years 
reduces breast cancer deaths by 4 
(aged 40–49), 8 (aged 50–59), and 
21 (aged 60–69) per 10,000 women, 
respectively.2 

The term “overdiagnosis” 
refers to detection and treatment of 
invasive and noninvasive (usually 
ductal carcinoma in situ) lesions 
that would have gone undetected 
without screening and would not 
have caused health problems. The  
USPSTF acknowledges that, while 
overdiagnosis represents the princi-
pal harm from screening, estimating 
overdiagnosis rates is challenging 
(best estimates range from 1 in 5 to 
1 in 8 breast cancers diagnosed in 
screened women).2–4 False-positive 
results, which lead to unnecessary 
additional imaging and biopsies,3,4 
can represent an additional harm of 
screening mammography.

The rationale for recommend-
ing that average-risk women begin 
screening at age 50 is based on the 
relatively smaller benefits and greater 
harms incurred when younger 
women are screened;3,4 however, in 
noting that most of the screening  
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benefits for women in their 40s 
are realized starting at age 45, the  
USPSTF guidance opens the door to 
average-risk women to begin screen-
ing at that age (congruent with the 
November 2015 American Cancer 
Society recommendations5). Also, 
women with a first-degree relative 
with breast cancer may want to initi-
ate screening at age 40.

Regarding screening frequency, 
annual screening generates minimal 
if any benefit while increasing the 
potential for harm3,4; thus, for most 
women at average risk for breast 
cancer, biennial screening provides 
the best benefit–harm balance.

What about use of 
tomosynthesis and women 
with dense breasts?
Tomosynthesis, which can be per-
formed along with conventional  

digital screening mammography, 
seems to diminish the need for  
follow-up imaging while also 
increasing cancer detection rates.6 
However, whether these additional 
cancers represent overdiagnosis 
remains unknown. Furthermore, 
tomosynthesis can expose women to 
about twice the radiation as conven-
tional digital screening.7

Twenty-four states currently 
mandate that patients with dense 
breasts identified at screening be 
notified. Although increased breast 
density is a common independent 
risk factor for breast cancer, the 
degree of radiographic density can 
vary substantially from one screen 
to the next in the same woman. 
Evidence for or against adjunctive 
imaging is very limited in women 
found to have dense breasts in an 
otherwise negative mammogram, 

and suggests that ultrasonography 
and MRI (as well as tomosynthe-
sis) can detect additional breast 
cancers while also generating more 
false-positive results.8 Thus, the  
USPSTF does not recommend spe-
cific screening strategies for women 
with dense breasts.

How I counsel my patients 
I plan to continue recommending 
screening based on USPSTF guid-
ance. However, I also will continue 
to support the preferences of many 
of my patients to:
• initiate screening before age 50
• undergo screening annually
• continue screening after age 74. 
You and your patients alike may find 
the USPSTF’s Summary for Patients9 

(http://annals.org/article.aspx?articlei
d=2480981&resultClick=3) to be help-
ful when navigating this territory. 

References
1. US Preventive Services Task Force. Screening for 

breast cancer: US Preventive Services Task Force 
recommendation statement. Ann Intern Med. 
2009;151(10):716−726.

2. Siu AL; US Preventive Services Task Force. Screen-
ing for breast cancer: US Preventive Services Task 
Force recommendation statement [published on-
line ahead of print January 12, 2016]. Ann Intern 
Med. doi:10.7326/M15-2886.

3. Nelson HD, Pappas M, Cantor A, Griffin J,  
Daeges M, Humphrey L. Harms of breast cancer 
screening: systematic review to update the 2009 
US Preventive Services Task Force recommenda-
tion [published online ahead of print January 12, 
2016]. Ann Intern Med. doi: 10.7326/M15-0970.

4. Mandelblatt JS, Stout NK, Schechter CB, et al. Col-
laborative modeling of the benefits and harms 

associated with different US breast cancer screen-
ing strategies [published online ahead of print 
January 12, 2016]. Ann Intern Med. doi: 10.7326  
/M15-1536.

5. Oeffinger KC, Fontham ET, Etzioni R, et al;  
American Cancer Society. Breast cancer screen-
ing for women at average risk: 2015 guideline 
update from the American Cancer Society. JAMA. 
2015;314(15):1599−1614. 

6. Nelson HD, OMeara ES, Kerlikowski K, Balch S, 
Miglioretti D. Factors associated with rates of false-
positive and false-negative results from digital 
mammography screening: an analysis of registry 
data [published online ahead of print January 12, 
2016]. Ann Intern Med. doi: 10.7326/M15-0971. 

7. Miglioretti DL, Lange J, van den Broek JJ, et al. 
Radiation-induced breast cancer incidence and 

mortality from digital mammography screening: a 
modeling study [published online ahead of print 
January 12, 2016]. Ann Intern Med. doi: 10.7326  
/M15-1241. 

8. Melnikow J, Fenton JJ, Whitlock EP, et al. Supple-
mental screening for breast cancer in women 
with dense breasts: a systematic review for the US 
Preventive Services Task Force [published online 
ahead of print January 12, 2016]. Ann Intern Med. 
doi: 10.7326/M15-1789. 

9. Siu AL; US Preventive Services Task Force. Screen-
ing for breast cancer: US Preventive Services Task 
Force Recommendation Statement (Summary 
for Patients). Ann Intern Med. 2016:164:279–296. 
http://annals.org/article.aspx?articleid=2480981
&resultClick=3. Published January 12, 2016. Ac-
cessed January 25, 2016.

This space has purposely been left blank.


