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EDITORIAL

Is now the right time to abolish breast cancer
screening in Hong Kong?
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In a recent article by the Cancer Expert Working
Group on Cancer Prevention and Screening,’
screening for breast cancer in the general female
population was not recommended based on the
lack of evidence for its survival benefit and the
imminent cause of patient anxiety. The criticisms
of implementing a population-based screening
programme for breast cancer include overexposure
to radiation and increment in the number of invasive
investigations and treatments for breast lesions
that may never become malignant. Nonetheless
it is important to recognise that the primary aim
of screening in breast cancer is to facilitate timely
detection of early-stage disease, and hence improve
survival. In contrast to this notion, several large-scale
studies using nationwide data showed that screening
could only prevent one to two cancer deaths in every
one to 2000 women screened at the expense of 20%
overdiagnosis rates as well as induction of anxiety
in every one to 2000 women.?* Nonetheless a more
in-depth analysis would reveal major weaknesses in
these studies including their methodology, inclusion
criteria for screening, level of expertise in the
evaluation of screening results, and the standard
of equipment used for screening. For instance, the
Canadian National Breast Screening Study was
the only randomised controlled trial that did not
show any survival benefit for screening, but a 35%
increment in the overdiagnosis of ductal carcinoma
in situ.* Nonetheless randomisations were not
blinded and with pitfalls. Women with symptomatic
palpable breast masses were also recruited into the
‘screening’ arm, and the quality of mammography
was suboptimal and evaluation of mammographic
images deficient.

On the contrary, many studies have shown
that treatment for smaller tumours without nodal
involvement confers better oncological outcomes
as well as a better chance of undergoing breast
conserving surgery, and fewer postoperative
morbidities.>” This is an important issue that was
often not addressed by these large-scale population
studies such as the Swiss Medical Board study and the
Cochrane review.”® The primary end-point of these
studies was reduced mortality. They paid no regard
to the short-term physical and psychological impact
of cancer treatment. The current trend in treatment
for breast cancer is multifaceted. A smaller tumour

size increases the chances of breast conserving
surgery with consequently less postoperative
morbidity compared with standard mastectomy.?
Applying the same principle, the advent of sentinel
lymph node mapping in the management of the
axillary area implied a substantially reduced need
for axillary dissection in early tumours, and hence
lower risk of lymphoedema and its associated
morbidities.”'® Moreover, advances in imaging
techniques may further improve the accuracy of
screening. In the Norwegian nationwide study of
over 40000 women with breast cancer, screening
led to a reduction in mortality by 4.8 deaths per
100000 person-years when compared with the non-
screened group." Furthermore, screening in the
‘modern’ era further reduced mortality by 7.2 deaths
per 100000 person-years compared with screening
in the ‘historical’ era implying that changes to breast
cancer awareness, advances in imaging techniques,
and improved treatments in recent years could all
contribute to the survival benefit of a screening
programme. Such finding was also in line with the
evidence provided by the National Health Service
Screening Programme in which there was a steady
decline in mortality for women with breast cancer
aged between 50 and 79 years as the screening
programme evolved over a 10-year period from
1990 to 2000."* In Hong Kong, there has been a
steady increment in the number of new cases of
breast cancer over the last three decades. According
to the Hong Kong Cancer Registry, breast cancer is
now the most common female cancer with over 3500
new cases diagnosed annually.’® Public awareness of
breast cancer has substantially improved in recent
years following promotion by local media and other
non-profitable organisations such as the Hong Kong
Breast Cancer Foundation, Well Women Clinic of
the Tung Wah Group of Hospitals, and the Family
Planning Association. In fact, breast screening in
our local population has been shown to be feasible
and well accepted.'* Advanced imaging technology
such as three-dimensional mammography has been
introduced as an alternative efficient assessment
tool for screening as well as multidisciplinary
management of breast cancer in clinical practice. It
may be premature to conclude that screening for the
general female population in Hong Kong is of little
clinical value.
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