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Dépistage par mammographie

Par mesure de la baisse de mortalité

Table 1
Evidence for mortality reduction from
screening mammography

]

Maortality
Reduction

95%
Confidence
Interval
0-39

5-35

r
H

Trial or Data %o

HIP RCT™# 22
Malmo RCT'! 22
Swedish Two-County RCT'®
Edinburgh RCT™
Stockhalm RCT !
MNESST and NBSS2 RCTs™
Gothenburg RCT®
Overall RCTs”

etk rase per 1HLHID women

European case control 48
studies
Screened vs not screened™?

Abbreviations: HIF, Health Insurance Plan; NBSS, National
Breast 5creening Trial; RCT, randomized controlled trial,
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For screening to be beneficial, the treatment of
screen-detected cancers must be more effective than
the treatment of clinically detected cancers.

Camille Hoppond & Meandia I’»ltiatrﬁ

Cancers non
guérissables

Hé, regardez ! Un canard!

@cﬁpanie[e books

Cancers non
guérissables

Cancers guérissables
de toute fagon

Ce n'est pas un canard.
C'est un lapin!

s




For screening to be beneficial, the treatment of
screen-detected cancers must be more effective than
the treatment of clinically detected cancers.

Cancers non
guérissables

£ __:_.--'-_*if.—'-__.
Carcinome invasif NST
Grade 1 selon Elston Ellis

ER : 100%

PR : 20%

Kig? (Mib1) : 2-5%
Statut HER2 : négatif

Cancers non
guérissables

Dist 2.08 em

Carcinome invasif NST
Grade 3 selon Elston Ellis

ER : 0%

PR : 0%

Kie7 (Mibl) : 60 %

Statut HER2 : négatif

Détection du cancer le plus méchant ...

Cancers guérissables
de toute fagon

[4,34™]. A randomized trial of screening CBE versus
modern mammography screening is now warranted
to formally compare the benefits and harms of these
two screening interventions.

B OO RO 0 Webime 13 & Mumiss &« MHossrsber 2021

&7 Are advancements in screening technology
i=mait 1o CONributing to breast cancer over-diagnosis?
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Détection du cancer le plus petit ...

=
Carcinome invasif NST
Grade 1 selon Elston Ellis i ey Grade 3 selon Elston Ellis
ER : 100% et R 0%
PR : 20% ¥ L S PR : 0%

Carcinome invasif NST

Ki67 (Mib1) : 2-5% X % Ki67 (Mib1) : 60 %
Statut HER2 : négatif S Statut HER2 : négatif

Détection du cancer le plus méchant ...

... 'amélioration des moyens thérapeutiques ne rendra pas le dépistage par imagerie inutile pendant longtemps ...

* Lataille d’'un cancer du sein au moment du diagnostic reste un facteur pronostique important
* Petite tumeur maladie «débutante» maladie homogene maladie «facile» a traiter

* Grande tumeur maladie «évoluée» maladie hétérogene maladie difficile a traiter
apparition de résistances aux ttt

* Lefficacité des chimiothérapies a beaucoup augmenté, mais la toxicité reste tres élevée



Dépistage par mammographie

overdiagnosis. The literature review showed that the un-
adjusted overdiagnosis estimates ranged widely (from 0%
to 54%), but concluded that the most plausible estimates of
overdiagnosis ranged from 1% to 10%, the higher estimates
being attributed to lack of correction for lead time bias or
Bca risk, or both. Data from long-term studies such as the
Malmo rct after 15 years of follow-up confirm a similar

rate of overdiagnosis of 10%%. ON‘COL@Y

Screening for breast cancer in 2018—
what should we be doing today?

|4, Seely wo® and T. Alhassan smo®
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Dépistage par mammographie

Sein gauche, quadrant supérieur, biopsies (Histocore 14G) :
Carcinome invasif NST de grade histopronostique 2 selon Elston|
e mesurant 1 cm de longueur maximale sur ces biopsies ;

e d’immunophénotype :
o ER: 100 % (intensité du marquage forte) ;
PR : 70 % (intensité du marquage modeéree) ;
E-Cadhérine : expression conservée ;
Ki-67 (Mib1) : 10-15% ;
Statut HER2 : en cours.

False Negatives

The overall sensitivity of mammography is 80%. Of Bcas,
20% are not detected by mammography, but are detected
by clinical symptoms such as a palpable mass or suspi-

cious nipple discharge. ONCOL@JY

Screening for breast cancer in 2018—
what should we be doing today?

o 000

Categorization of mammographic breast density

Almaost Entirely Fat Scattered Arcas Heterogeneoushy Extremely Dense
Dense

Nondense Dense



Dépistage par mammographie

False Negatives

The overall sensitivity of mammography is 80%. Of Bcas,
20% are not detected by mammography, but are detected
by clinical symptoms such as a palpable mass or suspi-

cious nipple discharge. ONCOL@Y

Screening for breast cancer in 2018—
what should we be doing today?

Categorization of mammographic breast density

Almost Entirely Fat Scattered Arcas Heterogeneously Extremely Dense
Dense

Nondense Dense

Breast density, breast cancer risk & masking

12 86% 78%

61%
10 I

No. of cancers/1000 exams

S N A& O

& Program sensitivity

® Interval cancers

B Screen-detected

No. of breast cancers/looo exams in Dutch biennial population-based screening

| BSSUI'EI
)Q Wanders et al. Breast Cancer Res Treat 2017;162:95-103




Digital Digital Breast Screening
Mammography Tomosynthesis Ultrasound

Fig. 4. Supplemental screening DBT, ultrasound, and MR imaging incrementally increase cancer detection rate
(CDR) when added to digital mammegraphy in women with dense breasts. PPV, is the positive predictive value
of biopsy and equals the number of cancers detected divided by the number of breast biopsies performed.
(Data from Tice JA, Ollendorf DA, Lee IM, et al. The comparative clinical effectiveness and value of supplemental
screening tests following negative mammography in women with dense breast tissue. Institute for Clinical
and Economic Review; 2013, Available at: https:/ficer-review orgiwp-content/uploads/2016/01/ctaf-final-report-
dense-breast-imaging-11.04.2013-b.pdf.)

Magnetic resonance imaging and ultrasound Digital breast tomosynthesis (DBT)

- European English )
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*EUSOBI now recommends that such supplemental screening should be done preferably
with MRI, because for the time being, level | evidence is available only for MRI
screening. EUSOBI recommends such supplemental MRI screening to be offered to
women with extremely dense breasts, from age 50 to 70, and at least every 4 years,
preferably every 2 to 3 years. MRI can be used as a stand-alone screening technique
(without mammography).
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Women with | The USPSTF concludes that the current evidence is insufficient to assess the

dense balance of benefits and harms of adjunctive screening for breast cancer using

breasts breast ultrasonography, magnetic resonance imaging, DBT, or other methods in
women identified to have dense breasts on an otherwise negative screening

mamimmaograr.
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B0.00 women each year in screening (nl)
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Standardised protocol

Central reading and reporting



Dépistage par mammographie

Table 1
Programme type, year of commencement, target age group and participation rate for existing mammography-based screening programmes by country.? L
. Country Programme type® Year of commencement Target age group Screening frequency Participation rate Year FRENCH

Australia NS 1991 50-69 2 years 54.9% 2008 EXCEPTION
Belgium NS 2001 50-69 2 years 59.0% 2005 s
Canada“ NS 1988 50-69 2 years 36.5% 2004 EMMANUEL GODIN
Chile N 2005 50-70 2 years 31.8% 2008 and TONY CHAFER
Czech Republic N 2002 45-69 2 years 48.5% 2009

. Denmark S 1991 50-69 2 years 73.7% 2008

mammographie Estonia N 2002 50-65 2 years 52.0% 2009 mammographie

Finland N 1986 50-69 2 years 84.4% 2007
France N 2003 50-74 2 years 54.5% 2008
Germany NS 2005 50-69 2 years 54.0% 2007
Hungary N 2002 45-64 2 years 49.1% 2009
Iceland N 1987 40-69 2 years 61.0% 2009
Ireland N 2000 50-64 2 years 73.1% 2009
Israel N 1997 50-74 2 years 69.5% 2009
Italy NS 2002 50-69 2 years 60.0% 2009
Japan N 2000 40-75+ 2 years 17.7% 2005
Korea N 2002 40-75+ 2 years 51.4% 2008
Luxembourg N 1992 50-69 2 years 61.0% 2009
Netherlands N 1989 50-74 2 years 82.1% 2009
New Zealand N 1998 45-69 2 years 66.9% 2009
Norway N 1996 50-69 2 years 74.1% 2009
Portugal S 1990 45-69 2 years 63.0% 2005
Slovak Republic 0 NA 40-69 2 years 16.0% 2009
Slovenia“ N 2008 50-69 2 years 47.2% 2009
Spain® S 1990 45-69 2 years 71.8% 2009
Switzerland S 1999 50-69 2 years 43.6% 2005
Turkey NS 1999 50-69 2 years 12.4% 2009
United Kingdom N 1988 50-70 3 years 75.0% 2009
United States® 0 1995 40-75+ 1-2 years 81.1% 2008
Uruguay 0 1990 40-69 1 year 75.0% 2005

2 Data taken from Refs. [13-15].

> programme types: NS=national screening policy with state/provincial/regional screening programme implementation; N = national screening policy with national
programme implementation; S=state/provincial/regional screening and programme Cancer Epidemiology 36 (2012) 237-248

€ Participation rates obtained from survey data.

Investigations complémentaires el 2éme |ecture
The descriptive epidemiology of female breast cancer: An international
comparison of screening, incidence, survival and mortality

Danny R. Youlden®*, Susanna M. Cramb?, Nathan A.M, Dunn ", Jennifer M. Muller®,
Christopher M. Pyke®, Peter D. Baade®
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Breast cancer screening programmes and self-reported
mammography use in European countries

Rafael Cardoso’ @ | Michael Hoffmeister?® | Hermann Brenner %3

Int. J. Cancer. 2023;152:2512-2527.
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Community Outreach in Breast Imaging: What
Radiologists Can Do to Close the Gap for the
Uninsured Population

“RSNA, 2023 » radiographics.rsna.org

Claudia Cotes, MD « Anastasiia Morozova, MD « Sara Pourhassan, MD « Shima Aran, MD « Harnoor Singh, MD
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ACCESS TO
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LANGUAGE
CULTURE AND
BELIEFS

Figure 1. Variahles that affect access to screening mammography.

Percentage of Population without Health Insurance Coverage by State- 2021
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Cancer Biol Med 2020, doi; 10.20892/j.is5n.2095-3941.2020,0387

REVIEW

Cancer burden in China: trends, risk factors and prevention

Diangin Sun?, He Li', Maomao Cao®, Siyi Hel, Lin Lei®, Ji Peng?, Wanging Chen! 2003

IDepartment of Cancer Screening, Mational Cancer Center/Mational Clinical Research Center for Cancer/Cancer Hospital, The Chinese

Chinese Academy of Medical Sciences and Peking Union Medical College, Beijing 100021, China; ‘Department of Cancer government signed 2007 .

Prevention and Control, Shenzhen Center for Chronic Disease Control, Shenzhen 518020, China 1992 the WHO framework Cancer screening o i 2017

' ‘ ' Second national convention on programmes in National I.?ci!on Plan  Medium-to-long-term
1975 retrospective survey of® tobacco control Huai river areas on ar ‘z,o N '03 Plan for prevention and
First national retrospective  cancer mortality (1990-92) 2005 initiated grevtenllorr an d control of chronic
1959 survey of cancer mortality 2002 p . 2012 ontrof relegse diseases in china

(1973-75) National central ancer screening Cancer screening (2017-25) released

First central cancer 3 i .
) cancer registry programmes in rural programmes in
registry founded area initiated P
founded urban area initiated National nutrition plan

(2017-30)
1949 1970 1990 I 201&
1960 1980 2000 / .
2004

Programme of cancer 2009 2015 2019
1986 prevention and Cervical cancer Cancer Healthy China
National cancer control in China and breast prevention and programme (2019—
prevention and (2004-10) issued cancer screening control three- 30) released
control plan (1986~ program for year action
2000) released 2006 women in rural plan (2015-17) The Implementation
. . areas released
Free HBV vaccines national plan for cancer
wide 2016 prevention and
HPV vaccine was treatment (2019-22)

Third national retrospective available in mainland issued

survey of cancer mortality China;

(2003-05) National fitness plan

(2016-20) issued

Figure 5 Timeline of key policies in cancer prevention and cancer-related risk factor control in China.

Breast cancer screening programs (screening methods include mammography, ultrasound, or clinical breast examination) are available in most provinces of
China, although coverage is highly variable. Currently in China, however, neither an organized screening program operating nationwide nor national breast
cancer screening guidelines exist (6). To aligh ongoing national efforts, better understanding of the status of breast cancer screening across China is needed.
This understanding will facilitate development of comprehensive breast cancer prevention and control strategies. In this study, we aimed to describe breast
cancer screening participation among women in China and examine key factors associated with screening.



Breast cancer screening in developing countries

René Aloisio da Costa Vieira,""'* Gabriele Biller,! Gilberto Uemura," Carlos Alberto Ruiz,"

Maria Paula Curado'V
DOI: 10.6061/clinics/2017(04)09
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... les gains sur la mortalité peuvent étre tres importants



JAMA
Network ‘ Openm JAMA Network Open. 2023

Original Investigation | Public Health
Breast Cancer Screening Among Women With Intellectual Disability in Denmark

Trine Allerslev Horsbgl, PhD; Susan Ishay Michelsen, PhD; Tina Harmer Lassen, PhD; Knud Juel, PhD; Janne Bigaard, PhD; Christina Engel Hoei-Hansen, DMSc;
llse Vejborg, MD; Lau Caspar Thygesen, PhD

Sur mortalité des femmes avec déficit mental

participation au DO difficile entre 4% et 64%
dépend de niveau de DI
consentement problématique
positionnement complexe
compression difficilement supportable

en cas de Dl il faudrait préférer un dépistage personnalisé ...



A) Femmes présentant un risque meddérément accru de cancer du sein (risque au cours de la
vie :de 17 & 30 %) :

- un parent au premier degré ayant eu un cancer du sein a < 40 ans,
au

- deux parenis au pramier ou deuxiéme degré chez lesquels un cancer du sein a été diagnosti-
qué A un Age moyen = 50 ans,
ou

- frois parenis au premier ou deuxiéme degré chez lesguals un cancer du sein a éld diagnosti-
qué a un age moyen = G0 ans,
ou

- e risque de cancer du sein au cours de la vie a &lé astima entre 17 el 30 % sur la base d'une
évaluation formalle du risque a 'aide d'un programme tel que le Breast and Ovarian Analysis
af Disease Incidence and Camar Estimation Algarithm (BOADICEA),

The CanRisk Web Teol Incorperatas tha new varsion of BOADICEA vE, tha Breast and ! a n RE k

Owartan Aralysis of Disease Incidence and Carrer Esfimalion Akjerithm.
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Schweizerische Eidgenossenschaft
Confédération suisse
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Eidgendéssisches Departement des Innem EDI DFI

Office fédéral de la santé publique OFSP
Direktionsbereich Kranken- und Unfallversicherung

20-29 30 -39 40 - 49 50 - 58 60 - 69 70-75
IRM MG IRM MG IRM MG IRM | MG IRM | MG IRM | MG
. . bisan- bisan- bisan-
pas de dépistage pas de dépistage pas de dépistage hialls nuelle S
age / modalité d’imagerie (IRM = imagerie a résonance magnétique, MG = mammographie)
raison_pour la 20-29 30-39 40 - 49 50 - 59 60 - 69 70-75
surveillance IRM MG IRM MG IRM MG IRM MG IRM MG IRM MG
risque au cours de
la vie modérément | pas de dépistage pas de dépistage - annuelle

accru (17 - 29%)

risque au cours de
la vie fortement
accru (2 30 %)
mutation BRCA1/2
mutation STK11
mutation TP53
mutation CDH1
mutation PALB2
radiothérapie du

thorax ou du corps

annuelle

a partir
de 25
ans®

Document de référence « Schéma de surveillance » .
mentionné a l'article 12d alinéa 1 lettre d de I'Ordonnance sur les prestations de I'assurance des soins (OPAS) - Etat 01/2021
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High lifetime risk > 30 %




17 % 20 % 30 %

Intermediaire lifetime risk 17-30 %

En cas de risque élewe. L convient de commencer La surveillance radologicue § ans avant
[&ge du diagnostic de cancer du sein chez [apparentes b plus jeune lappareries au premier
CHROIe G MeRCE par un frened. Les modalibas de catte sunesillance somt moduless selon lhos
o la patlerie Ellas prévdent

& partir de Lage de 20 ans, un sesrman clinoue snnuel

+atvant LAge o 50 ans det s phus 101 & pantin de 40 ans une mammegraghe anmelle len as-
sociiiion evenluelle swee une dchographie mammairel Les silualions justifant dun suiv ra-
diokagigue plus précoce Eves IRM mammaine venfuellel sont disculées au cas par cas:

Screening for Breast Cancer: U.S. Preventive Services Task Force
@s_ Fraventive Services RECOMMEndation Statement
ERS NS Blbart L. Siui, MID, MSPH, on besalf of the U5, Prawestive Sarvies Task Feros
. Wormen with a parent, sibling, or child with breast cancer are at higher risk for
breast cancer and thus may benefit more than average-risk wormen from
beginning screening in their 40s.

Seminars in Oncology 44 (2017)

Kimberly 5. Peairs™™, Youngjee Chai’, Rosalyn W, Stewart”, Heather F Sateia’

e Groups with a 2- to 4-fold increased risk, annual
screening from age 40 years similar harms and
benefits as screening average-risk women
biennially from 50-74 yrs

Risque a vie

High lifetime risk > 30 %

High lifetime risk > 20 %

The ADS recommends  annsal  screening
mammography and supplemental sreening
MR imaging for the following womaen:

+ Estimated lifetime risk of breast cancer =20%
» BRCA mutation carriers

» First-gdegree relatives of BRCA mutation car-
riers who remain unbested

» Mediastinal irradiation b
10 and 30

» Cartain genetic syndromes

the ages of

Puirsithin pagees o saiiirabng for bevat cancer by the Eiaposs
Segicty of Brvai Imagiag (KLU0 108 M nssnal b
by bewlbes T Auniia, Bekden, Briala asd Heosgesdaa,
Hulgerin 4" ratia 4 roch Bopubbe. Dmvork, Eeonia, Findaed,
Franee, Grarmany, free, Mangary, lodund Drebad, by,
lwrnd, Ligvannin vieldeva. T Sciborimsds, Msorwy, Polasd,

Eur Roded (20G17)
Women at increased risk for breast cancer

These socicties are in favour of mcluding, whenever possible,
dedicated pathways for high-risk women (lifetime risk egqual o
or higher than 20 %), offering magnetic resonance imaging
according o naticnal or intermatonal guidelines and recom-
mendations [35-37).
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20-29 30 -39 40 - 49 50 - 59 60 - 69 70-75
IRM MG IRM MG IRM MG IRM MG IRM MG IRM MG
pas de dépistage | pas de dépistage pas de dépistage - biean- - bisan- - RRsil
nuelle nuelle nuelle
age / modalité d’imagerie (IRM = imagerie a résonance magnétique, MG = mammographie)
raison pour la 20-29 30-39 40 - 49 50 - 59 60 - 69 70-75
surveillance IRM MG IRM MG IRM MG IRM MG IRM MG IRM MG
risque au cours de ] .
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mutation BRCA1/2
mutation STK11 bisan-
mutation TP53 annuelle | annuelle | annuelle | annuelle | annuelle | annuelle | annuelle | annuelle - -
mutation CDH1
mutation PALB2 . . . .
radiothérapie du High lifetime risk > 30 %

thorax ou du corps

Document de référence « Schéma de surveillance » .
mentionné a l'article 12d alinéa 1 lettre d de I'Ordonnance sur les prestations de I'assurance des soins (OPAS) - Etat 01/2021




High lifetime risk > 30 %
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BRCA Mutation Carriers: Breast and Cvarlan Cancer
Screening Guidelines and Imoging Considerations
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High lifetime risk > 30 %

BRCA Mutation Carriers: Breast and Ovarion Cancer
Screening Guidelines and Imoging Considerations
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fifﬁ'- o Age of screening start 30years 25 30 years 25 years 25 years
S ——— years
- 3 o, End of screening with [0 65 years noage [EONCELS 60 years 70 years
o iz IRM limit
T —— MG with IRM m annual  annual  annual annual annual
MG every NS MG MG every MG
2 years annual  annual 2 years annual

After...
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Intermediaire lifetime risk 17-30 %

age / modalité d’imagerie (IRM = imagerie a résonance magnétique, MG = mammographie)

raison pour la 20-29 30-39 40 - 49 50 - 59 60 - 69 70-75
surveillance IRM MG IRM MG IRM MG IRM MG IRM MG IRM MG
risque au cours de bisan. bisan.
la vie modérément | pas de dépistage pas de dépistage - annuelle - annuelle - nuelle - nuelle
accru (17 - 29%)
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European Commission » EU Science Hub » Cancer screening, diagnosis a
Screening ages and frequencies

Screening ages and frequencies

Women aged 50-69: screening every 2 years

In the context of an organised screening programme, for:

« asymplomatic womean
« aged 50 to 69
« with an average risk of breast cancer

the ECIBC's Guideline Development Group (GDG)

« recommends mammaography screening
(strong recommendation, moderate certainty of the evidence)

= recommends against annual mammography screening
[strang recommeandation, very low certainty of the evidence)

* suggests biennial mammegraphy screening
[conditional recommendation, very low certainty of the evidence)
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Scpeening for beeast camcer in 2018 —
what dhoubl we be dotng today!

Incidence la plus haute du cancer du sein entre 70 et 74 ans
Entre 40 et 50 ans le cancer du sein est la cause principale de mortalité



Breast Cancer
Risk Assessment, Screening, and Primary

Prevention
Med Clin N Am 107 (2023) 271-284

Elena Michaels, mp, Rebeca Ortiz Worthington, mp, s,
Jennifer Rusiecki, mp, ms™

Table 4
Screening guidelines for average-risk patients
Guideline When to Start Screening Screening for Over Age 45 to 50
USPSTF e 40 to 49, individualized decision e 50+ biennial screen
e If screening, biennial e Stop at age 75
ACOG e 40 to 49, individual decision e Start screening everyone by 50
e Annual or biennial based on SDM e Annual or biennial based on SDM
e Start to discuss stopping at age 75
ACS e 40 to 44 discuss annual screen e 45 to 54 annual screen
e 45 to 54 annual screen e 55+ biennial screen
e Stop life expectancy <10 years
ACR e 40 annual screen e Annual screen

e No upper age cut off

Abbreviations: United States Preventative Services Task Force (USPSTF), American College of
Obstetrics and Gynecology (ACOG), American Cancer Society (ACS), American College of Radiology
(ACR).



Breast Cancer

Risk Assessment, Screening, and Primary

Prevention
Med Clin N Am 107 (2023) 271-284

Elena Michaels, mp, Rebeca Ortiz Worthington, mo, ms,
Jennifer Rusiecki, mp, ms*

Guideline
USPSTF

ACOG

ACS

ACR

40 45 50 60 70 75 .
ans ans ans ans ans ans age

' tous les 2 ans '
sur décision tous les 1 ou 2 ans sur
personnelle décision personnelle
sur décision tous t I 2 stop espérance
personnelle les ans Ous Ies 2 ans vie <10 ans
Pas de recommandation

Aux USA 70 % des femmes suivent un DO
femmes blanches
haut niveau socio-économique
avec une couverture de la sécurité sociale
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Age at diagnosis
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European Commission > EU Science Hub > Cancer screening, diagnosis a|

Screening ages and frequencies

Screening ages and frequencies

Women aged 70-74: screening every 3 years

In the context of an organised screening programma, for:

» asymplomalic warman
= aged 70 to 74
= with an average risk of breast cancer

the ECIBC's Guideline Development Group (GDGE);

= suggests mammography screening
(conditional recommendation, moderate cartainty of the avidenca)
« recommends against annual mammography screening
(strong recommendation, very low certainty of the evidence)
= suggests triennial mammography screening
{conditianal recommendation, very low carainty of the evidance)

Dans quelques pays:

France
Suede
Italie
Portugal
Hollande
Suisse

VP>~ Stop a 64 ans
| N
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- European English
Comrmission

Eurcpean Science Hub > Cancer scresening, diagnosis a
Screening a e

Screening ages and frequencies

Women aged 45-49: screening every 2 or 3

Women aged 40-44: no screening
years

In the context of an organised screaning programme for: i
In the context of an arganised screening programme for;

« asymplomatic women o e
« agymplomalic womean

+ agad 40 o 44 « aged 45 1o 49
« with an average risk of breast cancer « with an average risk of breast cancer

the ECIBC's Guidelines Development Group (GDG) suggests not  the ECIBC's Guidelines Development Group (GDG) suggests:
implementing mammography screening

- . . = mammegraphy screeming
(conditional recommendation, moderate cerainty of the evidence)

(conditional recommendation, moderate cartainty of the evidence)
+ gither triennial or biennial mammography over annual screening
(conditional recommendation, very low certainty of the evidence)

Because the Bca growthrateis fasterin premenopaus-
al women, the optimal recommended screening interval
for those women is annual?’.

50
ans

16

Percentage
-]

50-70 ans

45 %

a
ORNCOLDGYy  —— Age at diagnosis

Screening for breast camer in 2018—
what should we be- doing today

Dans peu de pays, entre 45 et 50 ans:

Suede
Autriche
Italie
Portugal

Seulement la Suede entre 40 et 45 ans
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L'imagerie de dépistage: un modele de disparité entre les pays

S0, WHAT'S
1HE TAKE HOME
YMESSAKE?

Le DO reste une valeur « sGire » en 2023
Le DO reste une mesure « imparfaite » en 2023

On observe des différences importantes entre les
pays dans la mise en place du DO

Dans les pays des disparités de participation au
DO sont importantes
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