Breast cancer in Pennsylvania
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¥ ith approximately 2,500 deaths
from breast cancer occurring in
Pennsylvania during 1984, cancer of
this site remains the leading cause of
cancer mortality among women in the
state, and is surpassed only by cardio-
vascular disease as a cause of death.’
Although from the standpoint of indi-
vidual medical practices the disease
may seem uncommon and of minor
overall importance, with regard to mor-
bidity and premature loss of life on a
community or state-wide level breast
cancer is a major public health issue.
The Cancer Control Program of the
Pennsylvania Department of Health
has targeted cancer of this site as one of
its major priorities in program planning
with regard to reducing cancer mortal-
ity in the coming years.

The purpose of this article is to pro-
vide an update on breast cancer risk fac-
tors, early detection guidelines, current
self-reported physician screening prac-
tices, and Cancer Control Program ini-
tiatives.

Breast cancer risk factors

Several individual characteristics
have been shown to affect the risk or
probability of developing breast cancer,
including some that are amenable to
change. Three non-modifiable factors
include:
s Age—Over 75 percent of the breast
cancers occur in women 50 years old or
older The incidence rate of breast can-
cer among women 60-64 years old is
over seven times that of women 30-34
years old.
¢ Family history—First degree rela-
tives (i.e. sisters, mothers, or daughters)
of breast cancer patients have twice the
risk of developing the disease compared
to women with a negative history, while
bilaterality or premenopausal cancer
enhances this risk even more.
e Previous benign breast disease or
other cancer—A history of cancer of the
breast, ovary or endometrium, as well

as dysplastic fibrocystic disease of the
breast, place a woman at increased risk
of subsequent breast cancer.
Considerable differences in breast
cancer rates between populations and
over time for single populations has
also led to the conclusion that there are
other social, environmental, or life-style
factors that increase a woman'’s chances
of developing breast cancer. These in-
clude:
® Radiation—Previous exposure to
high levels of radiation such as chest
fluoroscopy or among atomic bomb sur-
vivors has resulted in increased breast
cancer incidence. Although low dosages
(such as from chest x-ray or mammog-
raphy) theoretically increase risk mini-
mally, various studies have failed to
demonstrate excess cancer among re-
cipients of these tests.
¢ Age at childbirth—Women who expe-
rience their first childbirth after age 30
have a slightly increased risk of devel-
oping the disease.
e Body size and diet—Being over-
weight {or of large frame size) is associ-
ted with greater risk of breast cancer
among postmenopausal women. Also,
there has been some evidence linking
higher dietary fat consumption to
breast cancer, and a diet with 30 per-
cent of calories from fat {compared to
current average levels of approximately
40 percent) is currently recommended
by the National Academy of Sciences.”

Early detection and treatment

Breast cancer is one of the major can-
cer sites for which early detection is ef-
fective in reducing associated morbid-
ity and mortality. However, only 48% of

Dr. Albanes is an investigator in the IDivision
of Cancer Prevention and Control of the Na-
tional Cancer Institute, Bethesda, Maryland,
and is currently working with the Cancer
Control Section of the Pennsylvania Depart-
ment of Health.

the cancers among whites are localized
at the time of diagnosis; 33% among
blacks.” Although there have been im-
portant advances in the successful
treatment of this disease, including a re-
duction in mortality with the use of var-
ious adjuvant programs,’ 10-year sur-
vival with localized disease remains
almost twice that for regional disease
(14% vs. 39%), and many times that for
distant or metastatic illness (less than
5%)."

Therefore, primary prevention of the
illness through reduction of one or more
of the modifiable risk factors cited
above, and secondary prevention or
early detection of the disease (i.e. at a
less advanced stage) are critical to any
decrease in the number of breast cancer
deaths which occur. Periodic breast self-
examination (BSE), physical examina-
tion {PE), and x-ray mammography (in
appropriate age or high risk groups) are
the mainstay of early detection efforts,
and current guidelines for their use ap-
pear in Table 1.

BSE

Even though many women are reluc-
tant to conduct regular BSE, the major-
ity of breast malignancies {7-3 out of 10}
are found by women themselves: ap-
proximately half by active self-
examination and half by chance. Regu-
lar (i.e. monthly) use of BSE provides
earlier detection of smaller, less ad-
vanced lesions; however, less thdn one
third of women practice regular BSE
(range 18-35 percent). Instruction by
the physician as to correct technique as
well as clear communication of the im-
portance of regular self-examination are
among the most significant factors in-
fluencing patient acceptance of BSE,
and should be part of every clinical
practice.

Physical examination, mammography

Annual screening with physical ex-
amination and mammography have
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Table 1: Current Breast Cancer Early Detection Guidelines

BSE Physical exam Mammography
Baseline 40-49 =50

American Cancer monthly age 20-40, every 3 yrs. age 35-40 every 1-2 yrs. annual

Society > age 40, annual
American College monthly > age 35, annual < age 40 every 1-2 yrs. annual

of Radiology®

National Cancer monthly as physician none screening use annual

Institute® recommends for high risk women

only (see text)

been demonstrated to reduce long-term
mortality by approximately one-third in
women 50 years of age or older.” Fur-
thermore, a shift to detection of tumors
1 em or smaller and negative nodal sta-
tus has been shown convincingly in the
Breast Cancer Detection and Demon-
stration Projects of the National Can-
cer Institute (NCI) and the American
Cancer Society (ACS).° Other screening
trials continue in both Canada and
Sweden. Studies such as these have re-
sulted in widespread recommendations
(ACR, ACS, NCI) for annual breast
physical examination and x-ray mam-
mography for all women age 50 and
over (Table 1).

Both ACS and ACR recommend that
baseline mammograms should be ob-
tained for all women prior to age 40.
Results from the study by the Health
Insurance Plan of Greater New York are
less clear concerning the benefit of an-
nual mammography for women 40-49
years old.” In contrast to NCI, which
recommends screening mammograms
among women 40-49 years old for those
at high risk only (i.e. personal or family
history of breast cancer), both ACS and
ACR recommend annual or biennial
screening in this age group as well. Ac-
ceptance of the above guidelines by the
medical community has been slow, how-
ever, leading to unnecessary deaths
from breast cancer every year.

Physician screening practices

In order to ascertain breast cancer de-
tection practices in Pennsylvania, a
questionnaire was sent to 1,032 PMS
physicians (general and family practi-
tioners, internists and obstetrician-
gynecologists) during February and
March of 1986. The majority (65 per-
cent) responded to the survey. Although
approximately 90 percent of the physi-
cians conduct breast physical exmina-
tious on their adult female patients an-
nually, the breasts of one out of every
four women seen are not examined.
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With regard to the nondiagnostic use
of x-ray mammography in asymptoma-
tic women, Figure 1 demonstrates that
for women 40-49 years old, an interval
of 3-5 years is the most common prac-
tice, while for older women (age 50+),
annual exams are the mode. However,
52 percent of the physicians ordered
mammograms less frequently than an-
nually for the older age group of
women, and 7 percent do not recom-
mend its nondiagnostic use. Limited
frequency of patient visits, high cost of
the procedure, and patient refusal were
the most common reasons for less fre-
quent mammography.

In addition, only 60 percent of the
physicians who believe they provide op-
timal screening for breast cancer among
older women are in fact doing so. When
asked why patients refuse to obtain a
mammogram, fear of radiation and cost
were given as the primary reasons,
while one-third of the doctors claimed
that refusals rarely occurred.

Three of every four of the doctors be-
lieve breast cancer screening efforts
should be increased in their geographic
areas, with public and physician educa-
tion, third party payment changes, and
state or federal programs given as
likely to be most effective toward such
a goal.

In comparison, a nationwide survey
of physicians recently conducted by the
ACS found that only 41% of the sample
agreed completely with ACS mammog-
raphy recommendations, and 95% with
recommendations for physical examina-
tion.” However, only 11% actually fol-
lowed those guidelines (80% for physi-
cal examination). Expense of the test,
radiation exposure, and questions con-
cerning regular annual use were the pri-
mary reasons for disagreement with the
mammography guidelines.

Cancer Control Program
Along with cancers of the lung, cer-
vix, and large bowel, breast cancer has

been targeted for state-wide cancer con-
trol activity in Pennsylvania. While pri-
mary prevention of breast cancer is lim-
ited to efforts at reducing modifiable
risk factors such as obesity, breast can-
cer mortality can be decreased through
early detection efforts (especially
among high risk groups such as women
50 years old and older, or women with a
personal or family history of breast can-
cer), and to some degree, through the
use of state-of-the-art treatment modali-
ties.

The Breast Cancer Detection and Ed-
ucation Project was begun in 1984 in six
areas throughout the state in order to
identify high risk women (i.e., positive
first-degree family history), promote
early detection practices, and initiate
active follow-up. Initiatives aimed at
further promotion of community-based
screening mammography are being
planned, and efforts are under way to
modify current third-party reimburse-
ment criteria. In addition, the state’s
cancer registry will continue to serve as
an important source of information on
incidence and disease stage.

Aside from such programs and ef-
forts at public education (which should
also involve physicians), the medical
community occupies a critical p(;sition
with respect to increasing the use of
methods of early breast cancer detec-
tion. Methods such as combined annual
breast physical examination and mam-
mography (in appropriate age groups),
and the teaching and reinforcement of
breast self-examination techniques to
all adult female patients can reduce
mortality among women.

Findings from the survey of Pennsyl-
vania primary care physicians suggest
that mammography is underused pri-
marily because of misinformation con-
cerning optimal screening frequency,
limited patient visits, patient refusal,
and cost of the examination. These are
impediments to optimum preventive
care, and these impediments can and
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Figure 1

Frequency of Ordering Mammograms for Asymptomatic Women in Two Age Groups
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