YSC Response to Changes in American Cancer Society’s Mammography and Clinical
Breast Exam Guidelines
In October 2015, the American Cancer Society (ACS) revised its guidelines on screening
mammography and clinical breast exams (CBEs). These new guidelines state that, in women of average
breast cancer risk, annual screening mammography should start at age 45 (instead of 40) and that CBEs
should not be performed by physicians on women of any age. For women ages 40-44, the guidelines
state that they should have the “opportunity” to begin annual mammography screening. Prior to this
October publication, ACS recommended annual mammograms starting at age 40 and CBEs every three
years for women in their 20s and 30s, with annual CBEs to begin at age 40.
Screening Mammography Recommendation Changes:
The mammography screening debate is complicated, and a more thorough discussion of the
issues and research can be found in the Background & Support section below. Screening mammography
for women over 40 or 50 years of age does not directly impact the young breast cancer survivors served
by Young Survival Coalition (YSC). YSC interprets the change in ACS guidelines as a public admission
that there is no benefit to screening mammography between the ages of 40-44. Not only is there no
benefit, the risks outweigh the benefits such that a change in recommendation is warranted.
YSC concurs. It is not YSC’s position that screening mammography should be completely
eliminated. We do believe, however, that women should be counseled about the risks and benefits
of screening mammography, in consultation with their doctors and make an individual decision
that is best for them. It is a long-held YSC belief that better tools are urgently needed to diagnose,
detect and monitor for breast cancer in younger women.
Clinical Breast Exams (CBEs):
YSC has reviewed the ACS recommendation that CBEs no longer be performed. Our review of
the data did not find a strong basis for this recommendation. Therefore, YSC does not support this
recommendation. When clarifying evidence is received, YSC will review and reconsider our
recommendation on CBEs. We would welcome further explanation from ACS on its decision, as well as
elucidation of the harms that could occur from CBEs and would outweigh the possible benefits.
Especially in populations without access to breast cancer screening or who are too young to
receive such screening, we are concerned about the recommendation to eliminate CBEs
entirely. In young women with breast cancer, 80% find the breast abnormality themselves 1,
suggesting that the cancer was palpable.

Background and Support for YSC Response
Mammography Screening Debate
For the past 30 years, women in the United States have been encouraged to get regular
mammograms in the hopes that this test, which is an x-ray to look for breast abnormalities, would find
breast cancer at an earlier, more treatable stage. Previously, ACS recommended screening
mammograms starting at age 40. Its new recommendation is to begin at age 45. The United States
Preventative Services Task Force (USPSTF), another entity that makes recommendations for breast
cancer screening, currently recommends screening mammograms every other year starting at age 50. It
is not clear why ACS’s review of the evidence resulted in a recommendation of age 45 while the USPSTF
review resulted in a recommendation of age 50.
In general, screening mammography has been shown to be ineffective in women under age 40
because their dense breast tissue impedes accurate results.2 Screening is testing performed in a healthy
population to examine for the presence of disease. The expectation is that detecting a disease, such as
breast cancer, at an early stage will lower the number of advanced stage diagnoses and reduce the
number of women who die of the disease.
The ACS recommendations address screening mammography only and do not impact the use of
diagnostic mammography, a test performed because of a lump or other symptom that may suggest the
presence of breast cancer. Diagnostic mammography is a vital tool. Diagnostic mammograms are needed
when a woman presents with a symptom that may suggest breast cancer. 3 Throughout the ACS
statement, when a mammogram is mentioned, it refers to a screening, not diagnostic, mammogram.
Women of any age with signs or symptoms of breast cancer should consult their doctor as soon as
possible regarding what screening is best for them. In addition, screening mammography is intended for
women at average risk of getting breast cancer in the general population. It is not intended for, and the
research quoted in this paper does not address, screening women who are at higher than average risk of
being diagnosed with breast cancer, which includes screening residual breast tissue of breast cancer
survivors of any age.
Despite 30 years of mammography screening, statistics show that the rate of metastatic (stage
IV) disease is unchanged and late stage diagnoses reduced only slightly. 4 Conversely, the number of
breast cancer diagnoses as a result of breast cancer screening has significantly increased, especially in
the diagnosis of ductal carcinoma in situ (DCIS), a stage 0 cancer. 5 A recent study found an “excess
detection of additional early stage cancers that was not matched by a reduction in late stage cancers.” 6
To the extent that mortality from breast cancer has declined, analysis suggests that this is due to more
effective and targeted treatment of breast cancer.7 YSC is greatly concerned about the lack of
evidence to show that screening mammography significantly decreases mortality.
Another concern is whether or not screening mammograms are beneficial for women. Recent
studies have suggested that any benefits from screening mammography may be outweighed by harms,
such as over-diagnosis and treatment of breast cancers that would not have progressed or otherwise
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caused harm. Over-diagnosis refers to a cancer detected through screening that “might not otherwise
become clinically apparent during the lifetime of the woman.”8 Some breast cancers will never become life
threatening, even without treatment, while other breast cancers are so aggressive that current treatments
will not work, no matter how early the cancer is detected. Screening mammograms are increasing the
number of breast cancer diagnoses 9, but are not able to distinguish between cancers that will progress
and those that will not.
Two recent studies inform this debate. A 2014 publication in the British Medical Journal10
compared the breast cancer incidence and mortality of almost 90,000 Canadian women ages 40-59 who
had been randomly assigned to receive (or not receive) annual screening mammography. 11 The
Canadian study, with 25 years of follow-up, found that there was no difference in the number of deaths
due to breast cancer between the group that received annual mammograms and the group that did not.
The study authors concluded that “[a]nnual mammography in women aged 40-59 does not reduce
mortality from breast cancer beyond that of physical examination or usual care when adjuvant therapy for
breast cancer is freely available.” In addition, the authors found that “[o]verall, 22% (106/484) of screen
detected invasive breast cancers were over-diagnosed, representing one over-diagnosed breast cancer
for every 424 women who received mammography screening in the trial.” 12
A report in the New England Journal of Medicine in 2012 presented data showing that the number
of cases of early stage breast cancer detected, as a result of widespread use of screening
mammography, had substantially increased. 13 The number of women presenting with advanced breast
cancer was only marginally reduced, by 8%.14 The authors estimated that nearly one-third of all newly
diagnosed breast cancers were an over-diagnosis and that “screening is having, at best, only a small
effect on the rate of death from breast cancer.”15 To the extent that rates of death from breast cancer
have declined, the authors attributed this decline largely to improvements in treatment as opposed to
screening mammography.
Overall, there have been at least eight studies that examined mammography screening, and they
have all concluded that, at best, “mammography screening has a modest effect on breast cancer
mortality.”16 To the extent that mammography detects breast cancer, it is thought to be detecting slower
growing or low risk breast cancer rather than aggressive disease.17 Some breast cancers detected by
screening may even “spontaneously regress… providing further evidence that screening is detecting
‘harmless’ cancers.”18 As stated by the National Breast Cancer Coalition (NBCC), of which YSC is a
member, “A significant proportion of breast cancers will never spread to other parts of the body. That
means that women with a cancer that would have never spread are becoming cancer patients
unnecessarily – undergoing surgery, chemotherapy and radiation – and enduring the sometimes lifethreatening side effects that come with them.”19 In an era of improved targeting and treatment of breast
cancer, screening mammography benefits may be limited.
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YSC recommends that all women become familiar with their breasts and aware of the
signs and symptoms of breast cancer. If a young woman notices anything suspicious, she should see
her primary care or OB/GYN doctor. If a young woman is at high risk, she should speak with a doctor
about when she should begin breast screenings. If a young woman does find something suspicious, it is
important that she does not accept “You are too young for breast cancer” as an answer from a healthcare
provider. YSC published “Breast Health and You: A Young Woman’s Guide” as an excellent resource on
the facts about breast cancer in young women, including understanding family history and how to be your
own best advocate.

ACS Recommendation Changes on Clinical Breast Exams (CBEs)
A Clinical Breast Exam (CBE) is a visual and physical examination of your breasts by a
healthcare professional to look and feel for evidence of disease.20 A CBE is typically performed as part of
a regularly scheduled visit or check-up.
The new ACS guideline states: “Given the lack of benefit concurrent with the increase in false
positive rates, we do not recommend CBE as a method of breast cancer screening among women at any
age with an average risk of breast cancer. Recognizing the time constraints in a typical clinic visit, we
encourage clinicians to use this time instead for counseling women regarding the potential benefits,
limitations and harms of screening mammography.”
This portion of the ACS guidelines cites three articles to support its decision. 21 The Bobo article it
cites concluded that “CBEs performed in community-based screening programs can detect breast
cancers as effectively as CBEs performed in clinical trials and may modestly improve early-detection
campaigns.” The second article by McDonald concluded that physicians are not confident in their CBE
skills and would welcome training. In addition, there was a need for optimization and standardization of
CBE procedure. Finally, the ACS recommendation cited an article by Bancej, which looked at the
additional benefit of CBE in conjunction with mammography and concluded that “Inclusion of CBE in an
organised [sic] programme [sic] contributes minimally to early detection.”
None of these articles, in our opinion, supports the ACS decision on CBEs.
The most recent version of the USPSTF guidelines conclude that current evidence is insufficient
to assess the additional benefits and harms of CBE beyond screening mammography. “The evidence for
CBE, although indirect, suggests that CBE may detect a substantial proportion of cases of cancer if it is
the only screening test available.” 22 It did not, however, recommend that CBEs no longer be performed. In
parts of the world where mammography is infeasible or unavailable (such as India), CBE is being
investigated in this way…. The potential harms of CBE are thought to be small but include false-positive
test results, which lead to anxiety and breast cancer worry, as well as repeated visits and unwarranted
imaging and biopsies…. The principal cost of CBE is the opportunity cost incurred by clinicians in the
patient encounter.”23
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There is currently no effective screening tool for breast cancer in young women. Nearly
80% of young women24 find their lump or other symptom of breast cancer themselves, suggesting that
their symptoms were palpable or visible. It is not clear why ACS recommends that CBEs, a physical exam
to detect visible and palpable breast cancer by a medical professional, should be entirely eliminated,
especially in young women for whom there is no effective breast cancer screening. In populations
without access to mammography or who are too young for mammography, YSC is especially
concerned about the recommendation to not perform CBEs. Until data supporting ACS’s decision
is presented, YSC will remain opposed to this new recommendation.
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