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Abstract
Background—There is concern about detection of Ductal Carcinoma in Situ (DCIS) in
screening mammography. DCIS accounts for a substantial proportion of screen detected lesions
but its effect on breast cancer mortality is debated. The International Cancer Screening Network
conducted a comparative analysis to determine variation in DCIS detection.

Patients and Methods—Data were collected during 2004–2008 on number of screening
examinations, detected breast cancers, DCIS cases, and Globocan 2008 breast cancer incidence
rates derived from national or regional cancer registers. We calculated screen-detection rates for
breast cancers and DCIS.

© 2013 The Authors, Published by Elsevier Ltd. All rights reserved.

Corresponding author: Elsebeth Lynge, Department of Public Health, University of Copenhagen, Østre Farimagsgade 5, DK-1014
Copenhagen K, Denmark. elsebeth@sund.ku.dk; Tel: + 45 35 32 76 35, Fax: + 45 35 32 73 83.

Conflict of interest statement
No authors have declared a conflict of interest.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Eur J Cancer. Author manuscript; available in PMC 2015 January 01.

Published in final edited form as:
Eur J Cancer. 2014 January ; 50(1): . doi:10.1016/j.ejca.2013.08.013.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Results—Data were obtained from 15 screening settings in 12 countries; 7,176,050 screening
examinations; 29,605 breast cancers; and 5,324 DCIS cases. The ratio between highest and lowest
breast cancer incidence was 2.88 (95% confidence interval (CI) 2.76–3.00); 2.97 (95% CI 2.51–
3.51) for detection of breast cancer; and 3.49 (95% CI 2.70–4.51) for detection of DCIS.

Conclusions—Considerable international variation was found in DCIS detection. This variation
could not be fully explained by variation in incidence nor in breast cancer detection rates. It
suggests the potential for wide discrepancies in management of DCIS resulting in overtreatment of
indolent DCIS or undertreatment of potentially curable disease. Comprehensive cancer registration
is needed to monitor DCIS detection. Efforts to understand discrepancies and standardize
management may improve care.
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Breast cancer; Ductal carcinoma in situ (DCIS); Screening mammography; Cancer registration

Introduction
In the United States (US), the rate of ductal carcinoma in situ (DCIS) has increased fivefold
in the last 25 years.1 This dramatic increase has been attributed to the diffusion of screening
mammography. Among cases detected by screening in the US between the years 2002 and
2006 close to 24% were DCIS.2 A marked increase in DCIS incidence rates has also been
found in Europe.3–6 Common belief is that DCIS advances to invasive cancer in the absence
of treatment, but the time trend in incidence of invasive breast cancer is not consistent with
this expectation for all cases of DCIS.7–9 It is likely that some forms of DCIS would remain
indolent throughout the lifespan of a patient, whereas other types have a greater propensity
to advance into life-threatening invasive disease. The natural history of screen-detected
DCIS therefore remains ambiguous. To a large extent this is related to the variety of
histological subtypes grouped under the one label DCIS. Observational data indicate tumor
size, nuclear grade, presence/absence of comedo-type necrosis, and age to be independent
prognostic factors for DCIS progression.10 While detection of DCIS is thought to contribute
to screening effectiveness,11 there is considerable debate about the overdiagnosis of DCIS
and the negative impact of screening if non-lethal disease is identified and treated.

To determine the variation in DCIS detection in screening mammography, we undertook a
survey within the framework of the International Cancer Screening Network (ICSN).12 We
focused on the age group 50 to 69 years for which screening is recommended in all ICSN
countries.

Patients and Methods
We sought data from the ICSN countries regarding DCIS cases identified within well-
defined screening settings between January 1, 2004 and December 31, 2008. These
programs are described in some detail at (http://appliedresearch.cancer.gov/icsn/breast/
screening.html). Most of the screening settings were population-based, organised screening
programs like the national program in the Netherlands, while the US data from the Breast
Cancer Surveillance Consortium (BCSC) derived from opportunistic screening in well-
defined populations. Italy included five and Switzerland four regional programs. For
simplicity we refer to all the screening settings as programs. One screening mammography
examination in a woman was defined as a screening test. We asked each program to
complete Excel spreadsheets of aggregate data regarding number of screening tests
performed, number of screen-detected invasive breast cancers, DCIS cases, and lobular
carcinoma in situ (LCIS) cases. Screen detected cases were defined according to the
procedures of the individual programs. In some programs, the final diagnostic conclusion
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was directly linked to each screening examination. In the BCSC, a diagnosis within 12
months of an abnormal or positive screening examination was defined as a screen-detected
case. We included data for women aged 50–69 years. Data were reported separately for
initial screens, the women’s first known screen or the first registered in an organised
screening program, and subsequent screens. All detected cases were included independently
of whether it was a first or a subsequent lesion in a given women or whether there were
bilateral lesions. We attempted to collect data for DCIS grade and size, but these variables
were unknown for large parts of the data set, 18% for grade and 37% size, and were
consequently not used in the analysis.

In total 115 Excel files were collected from 12 countries. Detection rates for invasive breast
cancer and DCIS, respectively, were calculated as the number of screen-detected cases in the
age group 50–69 divided by the number of screening tests performed in this age group. Age-
standardized detection rates were calculated using the age distribution of all screening tests
across all countries as the standard.

Characteristics of the screening programs such as age group targeted and screening interval
were retrieved from the ICSN website.12 In several of our data collection countries, the
collection period co-insided with a gradual shift from analogue to digital mammography,
and the programs can therefore not be classified by type of mammography. The ICSN
website furthermore includes only limited information on each programs; no information is
for instance provided on criteria for mammogram classification, referral strategy or referral
rate. National breast cancer incidence rates (invasive cases only) in 2008 for women aged
50–54, 55–59, 60–64 and 65–69 years were retrieved from the Globocan website13 and age-
standardised. It should be noted that only part of the Globocan 2008 data derive from
national cancer registers, see Table 1 for specification.

The program performance was evaluated by the ratio between the age-standardized detection
rate for invasive cases at subsequent screens and the background breast cancer incidence rate
as estimated by Globocan data. In rough terms, in a biennial screening program a ratio of 1.5
corresponds to a program with 75% sensitivity for invasive cases. The international gradient
in screening detection rates was illustrated by the ratio between the highest and the lowest
age-standardized rates. We investigated the correlation between various performance
indicators. As the size of the individual data sets varied considerably, and as we were
interested in the variation across programs, we used Spearman’s rank coefficients without
weights for the size of each observation point. We merged data from the programs for the
initial and the subsequent screening tests and calculated invasive and DCIS detection rates
for women aged 50–59 and 60–69, respectively.

Results
Twelve countries contributed data, 10 with national data although with different population
coverage, and 2 (Denmark and Spain) with regional data (Table 1). In total, observations
were available from 15 screening programs. Screening started between 1987 and 2002 and
involved an increasing number of screened women in some countries during the data
reporting period. In all countries, women aged 50–69 years were targeted by screening, the
interval being 2 years except for the US where the interval was 1–2 years, Table 1. Between
the 12 countries the age-standardized breast cancer incidence for women aged 50–69 varied
from 1.31 per 1000 in Japan to 3.75 per 1000 in Denmark, with a RR of 2.88 (95% CI 2.76–
3.00), Figure 1.

In the age group 50–69 years, 7,176,050 screening tests, 29,605 invasive breast cancer cases,
5,324 DCIS cases, and 233 LCIS cases were reported (Table 2). DCIS as a proportion of all
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detected cases averaged 16% across all programs, and the rate was 0.82 per 1000
examinations. The lowest proportion was in Finland (9%, 95% confidence interval (CI) 8%–
10%) and highest in the US (24%, 95% CI 22%–25%). The proportions were close to or
above 20% in Denmark, Copenhagen; Ireland; Japan; and the US, while the proportions
were 10% or below in the Czech Republic; Denmark, Fyn; and Finland. Rates were less than
0.8 per 1000 examinations for Czech Republic, Denmark Fyn, Finland, Italy, Japan, The
Netherlands, Spain Barcelona, Spain Navarra, Spain Valencia and greater than 0.8 per 1000
examinations for Denmark Copenhagen, Ireland, Luxembourg, Norway, Switzerland, and
US.

The age-standardized detection rates for invasive breast cancer cases varied from 6.65 per
1000 in Denmark, Copenhagen to 2.24 per 1000 in Japan, resulting in a RR for Denmark,
Copenhagen vs Japan of 2.97 (95% CI 2.51–3.51), Figure 1.

The age-standardized detection rates for DCIS varied from 1.55 per 1000 in Denmark,
Copenhagen to 0.45 per 1000 in Finland, resulting in a RR of 3.49 (95% CI 2.70–4.51)
(Figure 1). Both the detection rate of invasive cancer and of DCIS decreased gradually from
the highest to the lowest rates, but the sequences were not identical. Denmark, Copenhagen;
the US and Ireland had high DCIS detection rates as compared with their invasive detections
rates, while the Czech Republic; Finland and Denmark, Fyn had relatively low DCIS
detection rates, Figure 2. The differences across programs were less dramatic when second
highest and second lowest rates were compared, but the pattern prevailed; the ratios being
1.66; 2.13; and 2.47 for breast cancer incidence, detection of invasive breast cancer and
detection of DCIS, respectively.

Thirteen out of 15 programs provided data by initial and subsequent screens, constituting
676,324 and 4,346,708 screens, respectively. For most countries the detection rate of
invasive cancer at subsequent screens was close to or above 1.5 times the background
incidence, though with Luxembourg, where the ratio was 2.04, as an outlier, and with
relative low ratios of 1.21; 1.25; 1.30; and 1.31, respectively, in The Netherlands; Spain,
Barcelona; Ireland; and the US (Table 2). The average age-standardized invasive detection
rate was 7.13 per 1000 at initial screens and 4.04 at subsequent screens, giving a ratio of
subsequent to initial of 0.57 (data not shown). The average DCIS proportion was 18% in
initial and 17% in subsequent screens. The subsequent screens on average constituted 87%
of the reported screens, and the age-standardized detection rates for DCIS were
consequently in most programs close to those for all screens (Table 2). The average age-
standardized DCIS detection rate was 1.30 per 1000 at initial screens and 0.78 at subsequent
screens, giving a ratio of subsequent to initial of 0.60 (data not shown).

Although the overall DCIS detection rate increased from 0.68 to 0.83 per 1000 from age 50–
59 to age 60–69, the DCIS proportion of all detected lesions decreased from 16.6% to 13.9%
(Table 3). Among women aged 50–59, the DCIS detection rate per 1000 dropped from 1.01
to 0.64 from initial to subsequent screens, resulting in a ratio of subsequent to initial of 0.63.
For invasive breast cancer the equivalent ratio was 0.75; 0.63 versus 0.75 (p=0.002), which
may indicate a longer lead time for DCIS than for invasive cancer. Among women aged 60–
69, both ratios were 0.57. The age-standardised DCIS detection rate was on average 0.66 per
1000 in the five programs without double reading versus 0.91 per 1000 in the remaining
programs with double reading, however, with large variation in both groups. A 2 year
screening interval was recommended in all programs except in the USA, and it was therefore
not possible to investigate DCIS detection as a function of screening interval.
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Discussion
We studied DCIS and invasive breast cancer detection through screening mammography in
15 screening programs in Europe, the US, and Japan. The background incidence rate of
breast cancer varied 3-fold across these settings. An approximately 3-fold variation was also
found for the screening detection rates of invasive breast cancer. For most screening
programs the detection rates of invasive disease at subsequent screens divided by the
incidence was close to or above 1.5. The ratio of 2.04 for Luxembourg could point to
overdiagnosis, and the ratios of 1.21; 1.25; and 1.30 for The Netherlands; Spain, Barcelona;
and Ireland, respectively, could point to a somewhat lower sensitivity. Given the cross-
sectional nature of the data and the fact that concurrent rather than background incidence
expected in the absence of screening has been used, these ratios should be interpreted with
caution. The somewhat lower ratio of 1.31 for the US can be explained by the shorter
screening interval, compared to European countries, and therefore lower expected incidence.

When it came to DCIS detection there were large differences across programs with an
approximately 3.5-fold variation. The DCIS detection rates were considerably higher than
expected based in the detection rates for invasive cancer in Denmark, Copenhagen; Ireland,
Luxembourg, Switzerland, and the US, while the Czech Republic; Finland; Spain Valencia,
and Denmark, Fyn had low detection rates. No other country exceeded the US 24%
detection rate for DCIS in screened cases. The variation across programs in DCIS detection
rates may in part be due to technology. In Copenhagen, Denmark the detection rate
increased when high resolution ultrasound and stereotactic breast biopsies were introduced
in the early 2000s for the diagnostic assessment of women with Breast Imaging Reporting
and Data System (BI-RADS) 0 screening mammograms.14 In some15 but not all16 settings,
DCIS detection has furthermore been found to increase with the introduction of digital
mammography. The variation may also be due to variability in diagnostic criteria among
pathologists both within and between countries. In a quality assessment scheme for breast
pathology in the United Kingdom (UK), the overall kappa value for diagnosis of in situ/
microinvasive cases was 0.76,17 so variation does occur even within a country. Variation
across countries can also be expected based on different criteria and norms for diagnosis
since at least three systems of classification are in use throughout the world.18

Comprehensive and standardized registration of all DCIS cases is an important task for
national as well as regional cancer registries.

The point of this paper, however, is that variation in DCIS detection is extensive. Our data
indicate that this variation cannot be explained by differences in breast cancer incidence in
these populations. The amount of DCIS detection is therefore expected to have implications
for the unintended morbidity of screening. Women diagnosed with DCIS have a long-term,
disease-free survival of 96–98% when treated with current therapies19 so the morbidity of
treatment is very important. In the US approximately 30% of women with DCIS are treated
with mastectomy, 30% with conservative surgery alone, and 40% with conservative surgery
and radiotherapy.1 Now that the present study has demonstrated the world-wide variation in
DCIS detection, we need in-depth studies on possible determinants of DCIS detection, and
we need information about variation in DCIS treatment around the world.

Treatment decisions are made based on the extent and aggressiveness of the disease. Efforts
are underway to develop biological markers to distinguish between progressive and non-
progressive DCIS lesions,20–21 but it may still take some time before such markers are
available for clinical use. Future biomarkers for DCIS could help to distinguish between
low-risk lesions that could be observed versus high-risk lesions requiring treatment. For
small invasive cancers, mammographic pattern has been shown to correlate with
prognosis22, and such studies may also be valuable for classification of DCIS. Further
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studies into combined mammographic appearance and histopathology might be promising
for differentiation between clinically significant and indolent DCIS.

We studied cross-sectional data reported in a standardized format from 15 screening
programs. The data collection was standardised. The coordinating centre in Torino, Italy
sent the same excel spread sheet to all data providers, and checked for logical
inconsistencies and numbers across the tables. Data providers were asked to correct eventual
irregularities, and the data were re-checked prior to analysis. The data sets varied
considerably in size from the more than 1.4 million screening tests reported from Italy to the
45,000 screening tests reported from Luxembourg. The nationally aggregated data sets, such
as the BCSC data from 7 US screening programs,2 are expected to represent the average
across programs. It is not surprising on this basis that the small Danish screening programs
fell at the extremes of DCIS detection, whereas the US data came closer to the average.

The low proportion of DCIS cases in Finland is noteworthy as the Finnish screening
program has repeatedly been shown to have reduced breast cancer mortality in Finnish
women. This was true both in the early phase where an approximately 34% reduction in
breast cancer mortality was found,23 and in a later phase where a 28% reduction was
found.24 A low DCIS detection rate has thus been shown to be no hindrance for a screening
program to achieve its aim of reducing breast cancer mortality.

In conclusion, this first international comparison of DCIS detection rates in screening
mammography programs reveals considerable variation, indicating an opportunity for
standardization. The low DCIS detection rate in Finland in the presence of a mortality
reduction suggests there is room to reduce the DCIS detection rates in other programs, and
therefore reduce the morbidity associated with screening. The differences in DCIS rates also
offers an opportunity for international collaboration on recommendations for DCIS detection
and diagnosis in screening mammography to reduce the wide variation in potential
morbidity from overtreatment, while optimizing outcomes by avoiding undertreatment of
early, high-risk disease.
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Figure 1.
Age-standardized breast cancer incidence rate, detection rate of invasive breast cancer, and
detection rate of DCIS per 1000 women aged 50–69 years.
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Figure 2.
Detection rate of invasive breast cancer versus detection rate of DCIS both per 1000 women
aged 50–69 years.

Lynge et al. Page 11

Eur J Cancer. Author manuscript; available in PMC 2015 January 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Lynge et al. Page 12

Ta
bl

e 
1

D
es

cr
ip

tio
n 

of
 th

e 
sc

re
en

in
g 

pr
og

ra
m

s 
in

cl
ud

ed
 in

 th
e 

an
al

ys
is

C
ou

nt
ry

/r
eg

io
n

B
re

as
t 

ca
nc

er
 r

at
e1

G
lo

bo
ca

n 
20

08
 d

at
a1

P
ro

G
ra

m
Y

ea
r 

of
 s

ta
rt

T
yp

e 
of

 r
ec

ru
it

m
en

t
T

ar
ge

t 
ag

e 
gr

ou
p

In
te

rv
al

T
es

t 
of

fe
re

d
D

ou
bl

e 
re

ad
in

g
D

at
a 

co
lle

ct
io

n 
ye

ar
s

N
um

be
r 

of
 r

ep
or

te
d 

te
st

s

C
ze

ch
 R

ep
ub

lic
2.

5
C

R
N

at
20

02
PR

45
–6

9
2

M
N

o
20

07
–8

93
7,

71
8

D
en

m
ar

k 
C

op
en

ha
ge

n
3.

8
C

R
R

eg
19

91
PI

50
–6

9
2

M
Y

es
20

04
–7

48
,5

28

D
en

m
ar

k 
Fy

n
3.

8
C

R
R

eg
19

93
PI

50
–6

9
2

M
Y

es
20

04
–7

97
,4

98

Fi
nl

an
d

3.
3

C
R

N
at

19
87

PI
,M

A
50

–6
94

2
M

Y
es

20
04

–7
86

2,
90

8

Ir
el

an
d

3.
2

C
R

R
eg

2
20

00
PI

50
–6

4
2

M
Y

es
20

04
–8

33
2,

35
9

It
al

y5
2.

8
E

-m
or

t
R

eg
19

90
PI

50
–6

9
2

M
Y

es
20

06
–8

1,
52

1,
42

6

Ja
pa

n
1.

3
E

-m
or

t
N

at
20

00
PI

,M
A

50
–6

9
2

M
,C

B
E

Y
es

20
04

–8
16

0,
33

3

L
ux

em
bo

ur
g

2.
4

E
-m

or
t

N
at

19
92

PI
50

–6
9

2
M

Y
es

20
06

–8
45

,5
86

N
et

he
rl

an
ds

3.
2

C
R

N
at

19
89

PI
50

–7
46

2
M

Y
es

20
07

87
4,

04
7

N
or

w
ay

2.
6

C
R

N
at

19
96

PI
50

–6
9

2
M

Y
es

20
04

–8
96

3,
42

4

Sp
ai

n 
B

ar
ce

lo
na

2.
0

E
-m

or
t

R
eg

20
01

PI
50

–6
9

2
M

N
o

20
04

–8
18

4,
74

8

Sp
ai

n 
N

av
ar

ra
2.

0
E

-m
or

t
R

eg
19

89
PI

45
–6

9
2

M
N

o
20

04
–8

18
1,

99
2

Sp
ai

n 
V

al
en

ci
a

2.
0

E
-m

or
t

R
eg

19
92

PI
45

–6
9

2
M

N
o

20
04

–8
98

3,
45

2

Sw
itz

er
la

nd
7

3.
2

E
-m

or
t

R
eg

19
99

PI
50

–6
9

2
M

Y
es

20
04

–8
17

6,
31

8

U
SA

2.
4

E
-r

eg
R

eg
3

19
91

PR
,M

A
40

–7
4+

1–
2

M
,C

B
E

N
o

20
04

–7
1,

02
9,

40
1

N
at

: n
at

io
na

l; 
R

eg
: r

eg
io

na
l; 

PR
: p

hy
si

ci
an

 r
ef

er
ra

l; 
PI

: p
er

so
na

l i
nv

ita
tio

n;
 M

A
: m

ed
ia

 a
dv

er
tis

in
g;

 M
: m

am
m

og
ra

ph
y;

 C
B

E
: c

lin
ic

al
 b

re
as

t e
xa

m
in

at
io

n

N
ot

es
:

1 N
at

io
na

l a
ve

ra
ge

 b
re

as
t c

an
ce

r 
in

ci
de

nc
e 

ra
te

 p
er

 1
00

0 
fo

r 
w

om
en

 a
ge

d 
50

–6
9 

ac
co

rd
in

g 
to

 G
lo

bo
ca

n 
20

08
 (

13
).

 T
he

se
 d

at
a 

in
cl

ud
e 

in
va

si
ve

 c
as

es
 o

nl
y.

 A
ge

-s
ta

nd
ar

di
ze

d 
ac

co
rd

in
g 

to
 th

e 
ag

e 
di

st
ri

bu
tio

n 
of

 a
ll 

re
po

rt
ed

 s
cr

ee
ni

ng
 te

st
s.

 G
lo

bo
ca

n 
20

08
 d

at
a 

so
ur

ce
 s

pe
ci

fi
ed

 a
s:

C
R

: N
at

io
na

l c
an

ce
r 

re
gi

st
er

 d
at

a;
 E

-m
or

t: 
E

st
im

at
ed

 f
ro

m
 c

an
ce

r 
m

or
ta

lit
y 

da
ta

; E
-r

eg
: E

st
im

at
ed

 f
ro

m
 r

eg
io

na
l c

an
ce

r 
re

gi
st

er
 d

at
a.

2 Pr
og

ra
m

 b
ec

am
e 

na
tio

na
l i

n 
20

07

3 N
at

io
na

l d
at

ab
as

e 
co

ve
ri

ng
 s

cr
ee

ni
ng

 in
 s

el
ec

te
d 

ar
ea

s

4 T
ar

ge
te

d 
w

om
en

 a
ge

d 
50

–5
9 

un
til

 2
00

6

5 D
at

a 
fr

om
 f

iv
e 

re
gi

on
al

 p
ro

gr
am

s:
 P

ie
m

on
te

, V
al

le
 d

’A
os

ta
, E

m
ili

a 
R

om
ag

na
, T

os
ca

na
, a

nd
 L

az
io

.

6 T
he

 a
ge

 g
ro

up
 7

0–
74

 y
ea

rs
 h

as
 b

ee
n 

in
cl

ud
ed

 o
nl

y 
si

nc
e 

19
99

.

Eur J Cancer. Author manuscript; available in PMC 2015 January 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Lynge et al. Page 13
7 D

at
a 

fr
om

 a
ll 

fi
ve

 o
pe

ra
tin

g 
Sw

is
s 

re
gi

on
al

 p
ro

gr
am

s:
 G

en
ev

a,
 V

au
d,

 V
al

ai
s 

an
d 

Fr
ib

ou
rg

 (
20

04
–8

),
 a

nd
 J

ur
a-

N
eu

ch
ât

el
 (

20
05

–8
)

Eur J Cancer. Author manuscript; available in PMC 2015 January 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Lynge et al. Page 14

Ta
bl

e 
2

N
um

be
r 

of
 r

ep
or

te
d 

te
st

s,
 n

um
be

r 
of

 s
cr

ee
n 

de
te

ct
ed

 b
re

as
t c

an
ce

r 
ca

se
s,

 a
nd

 d
et

ec
tio

n 
ra

te
 p

er
 1

00
0 

re
po

rt
ed

 te
st

s.
 W

om
en

 a
ge

d 
50

–6
9.

C
ou

nt
ry

/r
eg

io
n

N
um

be
r 

of
re

po
rt

ed
 t

es
ts

In
va

si
ve

 b
re

as
t 

ca
nc

er
D

C
IS

L
C

IS
T

ot
al

 d
et

ec
te

d 
ca

se
s

In
va

si
ve

 p
er

 1
00

0
In

va
si

ve
 p

er
 1

00
0s

t1
D

C
IS

 p
er

 1
00

0
D

C
IS

 p
er

 1
00

0s
t1

D
C

IS
 a

s
pe

rc
en

t 
of

 t
ot

al
D

C
IS

 p
er

 1
00

0s
t1

Su
bs

eq
ue

nt
2

In
va

si
ve

 p
er

 1
00

0s
t1

Su
bs

eq
ue

nt
2 /

 b
re

as
t

ca
nc

er
 r

at
e

C
ze

ch
 R

ep
ub

lic
69

9,
72

6
3,

27
6

35
9

31
3,

66
6

4.
68

4.
63

0.
51

0.
51

10
%

-
-

D
en

m
ar

k 
C

op
en

ha
ge

n
47

,2
49

31
7

73
0

39
0

6.
71

6.
65

1.
55

1.
55

19
%

1.
38

1.
71

D
en

m
ar

k 
Fy

n
97

,1
76

57
7

63
0

64
0

5.
94

5.
83

0.
65

0.
64

10
%

0.
62

1.
55

Fi
nl

an
d

86
2,

90
8

3,
81

0
36

1
17

4,
18

8
4.

42
4.

81
0.

42
0.

45
9%

0.
44

1.
46

Ir
el

an
d

33
1,

85
4

1,
62

6
39

3
1

2,
02

0
4.

90
5.

06
1.

18
1.

21
19

%
1.

01
1.

30

It
al

y
1,

45
3,

29
2

6,
05

1
1,

06
6

97
7,

21
4

4.
16

3.
98

0.
73

0.
72

15
%

-
-

Ja
pa

n
10

6,
89

8
24

1
72

1
31

4
2.

25
2.

24
0.

67
0.

66
23

%
0.

62
1.

43

L
ux

em
bo

ur
g

45
,5

86
24

1
48

4
29

3
5.

29
5.

33
1.

05
1.

06
16

%
1.

06
2.

04

N
et

he
rl

an
ds

71
8,

20
2

2,
93

9
57

6
1

3,
51

6
4.

09
4.

06
0.

80
0.

80
16

%
0.

76
1.

21

N
or

w
ay

96
3,

42
4

4,
14

7
89

9
34

5,
08

0
4.

30
4.

27
0.

93
0.

93
18

%
0.

86
1.

60

Sp
ai

n 
B

ar
ce

lo
na

18
4,

74
8

50
8

90
2

60
0

2.
75

2.
74

0.
49

0.
49

15
%

0.
41

1.
25

Sp
ai

n 
N

av
ar

ra
13

1,
94

8
43

5
95

4
53

4
3.

30
3.

27
0.

72
0.

71
18

%
0.

68
1.

61

Sp
ai

n 
V

al
en

ci
a

73
9,

82
9

2,
60

7
42

2
15

3,
04

4
3.

52
3.

49
0.

57
0.

57
14

%
0.

55
1.

71

Sw
itz

er
la

nd
17

6,
31

8
87

1
19

0
7

1,
06

8
4.

94
4.

87
1.

08
1.

07
18

%
0.

83
1.

36

U
SA

61
6,

89
2

1,
95

9
61

7
19

2,
59

5
3.

18
3.

19
1.

00
1.

00
24

%
0.

98
1.

31

T
ot

al
7,

17
6,

05
0

29
,6

05
5,

32
4

23
3

35
,1

62
4.

30
3

4.
29

3
0.

82
3

0.
82

3
16

%
3

0.
78

4
1.

50
4

D
C

IS
: D

uc
ta

l c
ar

ci
no

m
a 

in
 s

itu
, i

nc
lu

di
ng

 c
ar

ci
no

m
a 

in
 s

itu
 u

ns
pe

ci
fi

ed
; L

C
IS

: L
ob

ul
ar

 c
ar

ci
no

m
a 

in
 s

itu

N
ot

es
:

1 A
ge

 s
ta

nd
ar

di
se

d,
 u

si
ng

 th
e 

ag
e 

di
st

ri
bu

tio
n 

of
 a

ll 
sc

re
en

in
g 

te
st

s 
as

 s
ta

nd
ar

d

2 Su
bs

eq
ue

nt
 s

cr
ee

ns
 o

nl
y

3 A
ve

ra
ge

 f
or

 th
e 

15
 p

ro
gr

am
s

4 A
ve

ra
ge

 f
or

 th
e 

13
 p

ro
gr

am
s

Eur J Cancer. Author manuscript; available in PMC 2015 January 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Lynge et al. Page 15

Ta
bl

e 
3

C
ru

de
 d

et
ec

tio
n 

ra
te

s 
of

 in
va

si
ve

 b
re

as
t c

an
ce

r 
an

d 
D

C
IS

 b
y 

in
iti

al
 v

s.
 s

ub
se

qu
en

t s
cr

ee
ni

ng
 te

st
.

A
ge

Sc
re

en
in

g 
te

st
In

va
si

ve
D

C
IS

D
C

IS
 %

 o
f 

de
te

ct
ed

 le
si

on
s

In
va

si
ve

 P
er

 1
00

0
D

C
IS

 P
er

 1
00

0

50
–5

9
A

ll
14

67
9

29
14

16
.6

%
3.

43
0.

68

In
iti

al
 (

I)
1

25
43

58
4

18
.7

%
4.

39
1.

01

Su
bs

eq
 (

S)
1

84
26

16
43

16
.3

%
3.

29
0.

64

R
at

io
 S

/I
S/

I 
0.

75
S/

I 
0.

63

60
–6

9
A

ll
14

92
6

24
10

13
.9

%
5.

13
0.

83

In
iti

al
 (

I)
1

80
5

14
6

15
.4

%
8.

27
1.

50

Su
bs

eq
 (

S)
1

85
04

15
26

15
.2

%
4.

75
0.

85

R
at

io
 S

/I
S/

I 
0.

57
S/

I 
0.

57

N
ot

es
:

1 D
at

a 
no

t a
va

ila
bl

e 
fr

om
 th

e 
C

ze
ch

 R
ep

ub
lic

 a
nd

 I
ta

ly

Eur J Cancer. Author manuscript; available in PMC 2015 January 01.




