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Having a cancer test if 
you’re healthy is a close 
call



Cancer screening is a two 
edged sword

Its not always good to look for 
cancer early



Not all cancers are created equal



There’s an enormous reservoir 
of cancer out there

Most adults have pathologic evidence 
of thyroid cancer
Over half of older men have pathologic 
evidence of prostate cancer
40% of middle aged women have DCIS 
of the breast



In 7 autopsy series:
Median prevalence of invasive breast 
cancer was 1.3%
Median prevalence of DCIS was 8.9%
Prevalences were higher in women aged 
40-70 years
Mean number of slides ranged from 9-275; 
series with more slides reported higher 
prevalences

Welch HG, Black WC. Annals Internal Medicine 
1997;127:1023-1027



Over-detection is the most 
important and the least 
understood downside of 
screening



The challenge is to find the 
cancers that matter 
without dredging up all the 
cancers that don’t
The best test is no longer the test 
that detects the most cancers



Do you feel that a person who did not have the 
routine test was irresponsible ? 
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False alarms

Cumulative effects

Sub-groups



False negatives

Interval cancer rates 



How can we best provide this 
information to women in 
breast cancer screening 
programs?



General principles on the provision of 
information about cancer screening:-
information should be balanced - describing 
benefits and harms over a similar time 
frame, such as 10 years 
estimates should be presented in absolute 
terms with a constant denominator (such as 
per 100 or 1000 people)
needs to be easy to make direct comparisons 
of outcomes between screened and non 
screened groups



Patient decision aids
Decision aids are balanced, evidence 
based tools that help people weigh up 
probabilistic information to make 
health care choices

Useful for preference sensitive 
decisions when there is no single 
clear best choice



Stop at 69, having 
previously been 
screened from 50-
69 years

1000 women aged 70, who now have a further five 
biennial screens (from 70-79 years) having been 
screened biennially from 50

No screening1000 women aged 60, who now have a further five 
biennial screens (from 60-69 years) having been 
screened biennially from 50

No screening1000 women begin screening at age 50 and have 
five biennial screens (from 50-59 years)

No screening1000 women begin screening at age 40 and have 
five biennial screens (from 40-49 years)

ComparatorScreening strategy



























Australian Screening 
Mammography Decision Aid 
Trial

Women aged 38-41 years

www.mammogram.med.usyd.edu.au



Informed choice

UK National Screening Committee 
move to Informed Choice

People can make rational but 
different choices – cancer screening 
decisions are preference sensitive



Conclusions
Benefits and harms of cancer screening 
are finely balanced. 
Over-detection and over-treatment is 
probably the most important and the least 
understood of the harms of screening. 
Cancer screening decisions are preference 
sensitive; either choice for or against 
screening can be rational.
We need to give people balanced 
information about the benefits and harms 
and let them choose what they want.


