
Users of health services should receive accurate information on
the effectiveness, risks, and limitations of medical interventions
in order to be able to actively participate in decision making.1

Ensuring that the target group of a screening programme
receives accurate information about benefits and harms of
screening presents particular challenges. Most people targeted
for screening are free from disease and not in regular contact
with health services. Participation in screening programmes
must therefore be actively promoted to achieve high coverage.
Indeed, in one study the perceived benefits of mammography
screening were found to be predictive of participation in Caucasian
(but not in African American) women, and another study, also
based on the Health Beliefs Model, reported that perceived
benefits accounted for a substantial proportion of the variance
between women who wanted a mammogram and women who
did not.2,3 Of note, some have argued that women who are not
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Background Screening programmes are often actively promoted to achieve high coverage,
which may result in unrealistic expectations. We examined women’s understand-
ing of the likely benefits of mammography screening.

Methods Telephone survey of random samples of the female population aged �15 years in
the US, UK, Italy, and Switzerland using three closed questions on the expected
benefits of mammography screening.

Results A total of 5964 women were contacted and 4140 women (69%) participated.
Misconceptions were widespread: a majority of women believed that screening
prevents or reduces the risk of contracting breast cancer (68%), that screening at
least halves breast cancer mortality (62%), and that 10 years of regular screening
will prevent 10 or more breast cancer deaths per 1000 women (75%). In multi-
variate analysis higher number of correct answers was positively associated with
higher educational status (odds ratio [OR] = 1.44, 95% CI: 1.25, 1.66) and negatively
with having had a mammography in the last 2 years (OR = 0.86, 95% CI: 0.73,
1.01). Compared with US women (reference group) and Swiss women (OR = 0.98,
95% CI: 0.82, 1.18) respondents in Italy (OR = 0.61, 95% CI: 0.50, 0.74) and the
UK (OR = 0.73, 95% CI: 0.60, 0.88) gave fewer correct answers.

Conclusion In the US and three European countries a high proportion of women over-
estimated the benefits that can be expected from screening mammography. This
finding raises doubts on informed consent procedures within breast cancer
screening programmes.
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complying with screening recommendations ‘would benefit
from additional emphasis on mammography benefits’.4

The promotion of population-based screening may result in
unrealistic expectations, and truly informed consent may there-
fore be difficult to achieve. For example, women may erroneously
believe that screening prevents breast cancer rather than
detecting cancer at an earlier stage. A recent survey in Geneva
showed that only 20% of women assessed screening efficacy
realistically.5 We examined women’s perceptions on the likely
benefits of mammography screening in four industrialized
nations, the US, the UK, Italy, and Switzerland, countries which
differ with respect to national screening policies and the
implementation of screening programmes.

Methods
A survey of women’s understanding of the likely benefits of
mammography screening was performed in the US, UK, Italy,
and Switzerland during October and November 1999. The UK
implemented a national breast cancer screening programme in
1988 with an annual uptake rate of about 70% among the
target group of women aged 50–64 years.6 In Italy there are 
52 regional programmes involving women aged 50–69 years.7

The US and Switzerland do not have national population-based
programmes, however, opportunistic screening or case finding
is widespread in both countries.

Trained interviewers from an independent survey company
conducted computer-assisted telephone interviews. A random
digit dialling method was used to produce telephone numbers
and contact households.8 A sample size of 1000 interviews per
country was considered adequate to detect meaningful differ-
ences in knowledge levels between countries and groups of
women defined by socio-demographic characteristics. No
formal sample size calculation was performed. All phone calls
were made between 5:30 pm and 8:30 pm local time. This time
window was chosen to make sure that women working outside
the house would also be included. When a woman was contacted
she was asked whether she would be willing to participate in a
survey on breast cancer screening. She was advised that the
interview would last about 5 minutes. Response rates were
calculated as the proportion of contacted women who answered
all three questions. Reasons for non-participation were not
recorded.

Three closed questions were asked relating to whether screen-
ing prevents breast cancer, what reduction in breast cancer
mortality can be achieved among women aged �50 years, and
how many deaths can be prevented among 1000 women
screened for 10 years (Table 1). These questions were developed
in Italian and piloted in 82 women in Bellinzona, Switzerland.
The final version was translated to English, French, and German.
The correct answer to the first question was ‘mammography
screening does not have any influence on the risk of contracting
breast cancer’. Based on a meta-analysis of randomized controlled
trials which showed a reduction in breast cancer mortality of
26% (95% CI: 17%, 34%), the most appropriate answer to the
second question was that ‘screening reduces breast cancer mor-
tality in women aged �50 years by about a quarter’.9 Finally,
based on this risk reduction and the breast cancer mortality
rates published by WHO for women aged �50 years,10 it can be
assumed that between 5.1 deaths (Italy) and 6.7 deaths (UK)

could be prevented among 1000 women aged �50 screened
every 2 years for 10 years. The correct answer to the third
question therefore was that ‘about five deaths can be prevented’.
This is higher than the widely quoted figure,11 from random-
ized trials, of 1 death prevented per 1000 women screened for
10 years, because we included in our calculation all women
aged �50 years. The elderly, who have high breast cancer
mortality rates, were generally excluded from trials.

We computed a knowledge score with a range of 0 to 3 by
adding the number of correct answers. We used multivariate
ordered logistic regression to estimate the relationship between
the ordinal score variable and five independent variables: 
age group (15–29, 30–39, 40–49, 50–59, �60 years), level of
education (lower versus higher), occupation (full-time, part-
time, none), history of mammography in the past 2 years, and
country. Higher education was defined as completed secondary
school and above. We used ordered logistic regression (also
known as proportional odds regression),12 to model the
cumulative response probabilities of giving k correct answers
(cumpK). The model coefficients can be interpreted as odds
ratios (OR) comparing the odds of cumpK for different levels of
the predictor variable. An OR greater (smaller) than 1 shifts the
distribution of correct answers upwards (downwards) whereas
an OR of 1 indicates that the variable does not affect the dis-
tribution of correct answers. We computed tests of interaction
to examine whether the effect of socio-demographic variables
(age, educational level, occupation, history of mammography)
on knowledge scores differed across countries by including
interaction terms in the model. Standard logistic regression
analyses were performed to investigate determinants of correct
answers to the three individual questions. All analyses were
performed using the Stata software package (version 8, Stata
Corporation, College Station, USA).13

Results
A total of 5964 women were contacted and 4140 women (69%)
participated. Response rates were 69% for the US (1003 of 1443
contacted women), 70% in the UK (1108 out of 1578 women),
70% for Italy (1001 of 1431 women), and 68% for Switzerland
(1028 of 1512 women). A total of 1599 (39%) women in the
four samples were aged �50, 2613 (63%) had completed sec-
ondary school, 1879 (45%) were in full or part-time jobs, and
1455 (35%) had undergone mammography in the past 2 years.

Only a minority of women (26%) correctly indicated that
screening does not have any influence on the risk of contracting
breast cancer (Table 1). Even smaller proportions of women
expected a reduction in mortality close to the estimate from
randomized controlled trials (19%). Women resident in the US
were more likely to answer the first question correctly than
women from the other countries. Conversely, respondents in
the US less often gave the appropriate answer to the second
question. Few women (4% overall) answered the last question
on the absolute number of deaths prevented correctly, with the
surveys in continental Europe yielding a slightly higher propor-
tion of correct answers. For all three questions the differences
between countries continued to be evident in multivariate
logistic regression analyses adjusted for age, educational level,
occupation, and history of mammography (tables available from
authors).
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Table 2 gives the distribution of knowledge scores in each
country for all women and separately for women aged 40–49
years, 50–59 years, and �60 years. Overall, the majority of
women did not give any correct answer (59%). There was a
tendency for older women to be less knowledgeable than young
and middle-aged women. The results from univariate and
multivariate ordinal logistic regression analyses are shown in
Table 3. In univariate analysis women aged �50 years had lower
knowledge scores than younger women, but this difference 
was attenuated in multivariate analysis. Similarly, women who
did not work and women with a history of mammography had
lower scores in univariate analysis, with associations attenuated
in multivariate analysis. In univariate and multivariate analyses,
women with higher educational levels had higher scores than
women with less education and, compared with women in the
US, respondents in Italy and the UK had lower knowledge scores.
Knowledge in Switzerland was comparable to the US. There
was some evidence that the effect of a history of mammography
(P = 0.024 by test of interaction), and the effect of educational
level (P = 0.015) differed across countries. In analyses stratified
by country, the effect of a previous mammography on know-
ledge scores was stronger in Italy (OR = 0.71, 95% CI: 0.50,
1.00) but weaker in Switzerland (OR = 0.78, 95% CI: 0.58,
1.06) and the US (OR = 0.87, 95% CI: 0.63, 1.21), and in the
opposite direction in the UK (OR = 1.17, 95% CI: 0.83, 1.67).
The effect of higher levels of education was strong in the US
(OR = 1.87, 95% CI: 1.43, 2.47) and the UK (OR = 1.70, 95%

CI: 1.26, 2.30) but weaker in Switzerland (OR = 1.33, 95% CI:
0.98, 1.80) and absent in Italy (OR = 0.99, 95% CI: 0.73, 1.33).

Discussion
To our knowledge this is the first international survey of women’s
perceptions of the benefits of breast cancer screening which
uses common methods in random samples of the general popu-
lation. We found that in the US and three European countries
women clearly overestimated the benefits that can be realistically
expected from mammography screening. This was somewhat
more pronounced in the UK and Italy, the two countries with 
a National Health Service and established national or regional
population-based screening programmes, than in the US or
Switzerland, countries with a strong private health care sector
where women are screened on an opportunistic basis. Centrally
organized screening programmes are governed by coverage
targets, which determine, for example, payment to general
practitioners. It seems possible that this may act as a deterrent
to giving complete and balanced information.14,15

Unsurprisingly, better educated women tended to provide
more correct answers than women with lower educational
attainment. We were interested in the effect of invitations to
undergo mammography screening and therefore included
women aged �50 years as well as younger women. There was
some evidence that women in the age groups targeted by
screening programmes were less well informed than younger

Table 1 Women’s perception of the benefits of mammography screening in four countries

US UK Italy Switzerland All women
N = 1003 N = 1108 N = 1001 N = 1028 N = 4140

Question No. (%) No. (%) No. (%) No. (%) No. (%)

1. Mammography is an X-ray examination of the breasts. 
Which of the following statements concerning mammography 
reflects your opinion? Regular mammography every 
2 years in women who are well:
• prevents the risk of contracting breast cancer 262 (26) 191 (17) 325 (33) 101 (10) 879 (21)
• reduces the risk of contracting breast cancer 315 (31) 571 (52) 476 (48) 569 (55) 1931 (47)
• does not have any influence on the risk

of contracting breast cancera 369 (37) 243 (22) 165 (16) 279 (27) 1056 (26)
• don’t know 57 (6) 103 (9) 35 (3) 79 (8) 274 (7)

2. In your opinion, to what extent can mammography 
reduce breast cancer deaths among women aged �50 
screened every 2 years for 10 years?
• regular mammography hardly reduces breast cancer deaths 36 (4) 48 (4) 35 (4) 72 (7) 191 (5)
• reduces mortality due to breast cancer 

by about a quartera 123 (12) 241 (22) 173 (17) 251 (24) 788 (19)
• by about half 336 (33) 354 (32) 324 (32) 358 (35) 1372 (33)
• by about three-quarters 288 (29) 187 (17) 201 (20) 154 (15) 830 (20)
• prevents practically all deaths due to breast cancer 93 (9) 53 (5) 160 (16) 48 (5) 354 (9)
• don’t know 127 (13) 225 (20) 108 (11) 145 (14) 605 (15)

3. In your opinion, how many deaths due to breast cancer 
can be prevented among 1000 women aged �50 who 
have regular mammography every 2 years for 10 years?
• no deaths prevented 9 (1) 14 (1) 16 (2) 36 (4) 75 (2)
• about 5 deaths preventeda 27 (3) 28 (3) 40 (4) 52 (5) 147 (4)
• about 10 deaths prevented 48 (5) 60 (6) 52 (5) 83 (8) 243 (6)
• about 20 deaths prevented 83 (8) 115 (10) 91 (9) 93 (9) 382 (9)
• about 40 deaths prevented 117 (12) 153 (14) 210 (21) 148 (14) 628 (15)
• about 80 deaths prevented 151 (15) 111 (10) 176 (18) 115 (11) 553 (14)
• more than 100 deaths prevented 455 (45) 302 (27) 257 (26) 269 (26) 1283 (31)
• don’t know 113 (11) 325 (29) 159 (16) 232 (23) 829 (20)

a Correct or most appropriate answer.



women, and that women who recently underwent screening
were less well informed than women who did not. The lower
knowledge scores in older women was partly explained by lower
levels of educational attainment in this group. Interestingly, an

analysis of US women’s magazines found that the information
provided is persuasive and prescriptive in magazines aimed at
lower educational levels but more balanced and informative in
publications read by women with higher education.16

An Australian study of 58 pamphlets on mammography
screening found that benefits were generally expressed as relative
risk reductions and only a minority mentioned the possibility of
false positive or false negative tests.17 No leaflet gave absolute
risk reductions or the number of women that need to be screened
to avoid one death. Patients, purchasers, and doctors consider
an intervention to be more desirable when effectiveness data is
presented in relative rather than absolute terms.18–20 In an
earlier survey,21 we found that the public’s willingness to par-
ticipate in a hypothetical screening programme is clearly influ-
enced by the quality and extent of the information provided.

Our study has a number of limitations. It consisted of three
questions on the likely benefits of screening only, and did not
examine the awareness of adverse effects, including the conse-
quences of exposure to radiation and of false positive or false
negative test results. Indeed, it could be argued that by exclus-
ively addressing the benefits of screening our survey may have
contributed to unrealistic expectations. An Australian study
found that women also have unrealistically high expectations 
of the sensitivity of screening mammography, with about 40%
of women reporting that screening should detect all cancers
(sensitivity of 100%).22 More recently, a study of women in 
the US reported that women were aware and tolerant of false
positive mammography results although few had heard about
ductal carcinoma in situ.23

The questionnaire was developed in consultation with health
professionals with expertise in this area. These experts agreed
that all three questions were relevant, although we did not
assess their judgements formally. We discussed an early draft of
the questionnaire with six women of different educational
levels and performed a pilot study in a larger group of women.
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Table 2 Distribution of correct or most appropriate answers according to country in all women and women of different age groups

US UK Italy Switzerland All women
No. of correct or most appropriate answers No. (%) No. (%) No. (%) No. (%) No. (%)

All ages
0 552 (55) 676 (61) 683 (68) 552 (54) 2463 (59)
1 389 (39) 357 (32) 266 (27) 379 (37) 1391 (34)
2 56 (6) 70 (6) 44 (4) 88 (9) 258 (6)
3 6 (1) 5 (1) 8 (1) 9 (1) 28 (1)

Women aged 40–49 years
0 99 (48) 100 (57) 120 (69) 111 (55) 430 (57)
1 93 (45) 63 (36) 43 (25) 69 (34) 268 (36)
2 14 (7) 10 (6) 8 (5) 17 (9) 49 (6)
3 2 (1) 1 (0.6) 2 (1) 3 (2) 8 (1)

Women aged 50–59 years
0 118 (59) 88 (62) 117 (74) 106 (63) 429 (64)
1 70 (35) 46 (32) 33 (21) 45 (27) 194 (29)
2 12 (6) 8 (6) 7 (4) 16 (9) 43 (6)
3 1 (0.5) 1 (0.7) 1 (0.6) 2 (1) 5 (1)

Women aged �60 years
0 160 (61) 165 (64) 161 (74) 104 (55) 590 (64)
1 90 (34) 76 (30) 49 (22) 70 (37) 285 (31)
2 12 (5) 15 (6) 7 (3) 14 (7) 48 (5)
3 2 (0.8) 1 (0.4) 1 (0.5) 1 (0.5) 5 (0.5)

Age missing in one woman.

Percentages do not always add up to 100% due to rounding error.

Table 3 Probability of a larger number of correct or appropriate
answers. Results from univariate and multivariate ordinal logit
regression analyses

No. of Odds ratio (95% CI)

womena Crude Adjustedb

Age (year groups)
15–29 963 1.00 (ref.) 1.00 (ref.)
30–39 822 1.00 (0.83, 1.20) 0.97 (0.80, 1.17)
40–49 755 1.00 (0.83, 1.21) 1.02 (0.84, 1.25)
50–59 671 0.76 (0.63, 0.93) 0.83 (0.66, 1.04)
�60 928 0.76 (0.63, 0.91) 0.88 (0.71, 1.08)

Education
Lower 1497 1.00 (ref.) 1.00 (ref.)
Higher 2613 1.63 (1.43, 1.85) 1.44 (1.25, 1.66)

Occupation
Full time 1106 1.00 (ref.) 1.00 (ref.)
Part time 773 1.01 (0.85, 1.22) 1.03 (0.85, 1.23)
Does not work 2195 0.82 (0.71, 0.94) 0.98 (0.84, 1.15)

History of mammographyc

No 2664 1.00 (ref.) 1.00 (ref.)
Yes 1455 0.85 (0.75, 0.96) 0.86 (0.74, 1.01)

Country
US 1108 1.00 (ref.) 1.00 (ref.)
UK 1003 0.81 (0.69, 0.96) 0.73 (0.60, 0.87)
Italy 1001 0.59 (0.50, 0.71) 0.61 (0.50, 0.74)
Switzerland 1028 1.11 (0.94, 1.31) 0.98 (0.82, 1.18)

a Due to missing data numbers do not always add up to the total of 4140.
b Adjusted for all variables in the table with a total of 4060 women in the

analysis.
c Having had a mammography in the last 2 years.



820 INTERNATIONAL JOURNAL OF EPIDEMIOLOGY

References
1 Coulter A. Evidence based patient information. Is important, so there

needs to be a national strategy to ensure it. BMJ 1998;317:225–26.
2 Miller AM, Champion VL. Attitudes about breast cancer and mammog-

raphy: racial, income, and educational differences. Women Health
1997;26:41–63.

3 Price JH, Desmond SM, Slenker S, Smith D, Stewart PW. Urban 
black women’s perceptions of breast cancer and mammography. 
J Community Health 1992;17:191–204.

4 Champion VL. Beliefs about breast cancer and mammography by
behavioral stage. Oncology Nursing Forum 1994;21:1009–14.

5 Chamot E, Perneger TV. Misconceptions about efficacy of mammog-
raphy screening: a public health dilemma. J Epidemiol Community
Health 2001;55:799–803.

6 Shapiro S, Coleman EA, Broeders M, Codd M, de Koning H,
Fracheboud J et al. Breast cancer screening programmes in 
22 countries: current policies, administration and guidelines. Inter-
national Breast Cancer Screening Network (IBSN) and the European
Network of Pilot Projects for Breast Cancer Screening. Int J Epidemiol
1998;27:735–42.

7 Rosselli del Turco M, Zappa M. Osservatorio Nazionale per la Preven-
zione de Tumori Femminili. Roma: Lega Italiana Contro i Tumori, 2002.

8 Groves RM, Biemer PP, Lyberg LE, Massey JT, Nicholis WL, Waksberg J.
Telephone Survey Methodology. New York City: John Wiley & Sons,
2001.

9 Kerlikowske K, Grady D, Rubin SM, Sandrock C, Ernster VL. Efficacy
of screening mammography. A meta-analysis. JAMA 1995;273:
149–54.

It is therefore reasonable to assume that our questionnaire has
both face and content validity. The very small number of correct
answers to our third question nevertheless raises the possibility
that some women may have misunderstood the question and
assumed that it related to women with breast cancer, rather
than women attending breast cancer screening.

Questions had to be answered without warning in a short
period of time during a telephone interview. The results from
such a survey should not be over-interpreted: some women
who do not answer correctly in this situation may still be able
to appropriately appraise the pertinent facts and make informed
choices when the decision is salient to them. By excluding
households without phones and households with ex-directory
(unlisted) numbers, surveys based on telephone interviewing
may not obtain representative samples of the general popu-
lation.8 It is difficult to assess how this will have affected our
results but people and households without telephones are a
deprived group who would be expected to be less knowledge-
able about breast cancer screening. It is possible that this may
have introduced bias in comparisons between countries, if, for
example, poorer households were excluded to a greater degree
in the US than in the European surveys.

At the time this survey was conceived there was consensus
that screening mammography reduces mortality from breast
cancer among women in their 50s and 60s, although there was
debate on the effectiveness of screening in younger women.24

This changed recently with the publication of Gøtzsche and
Olsen’s meta-analysis of seven randomized trials of mammog-
raphy screening, which concluded that screening was of
uncertain benefit.25,26 The authors considered five trials, which
had shown a reduction in breast cancer mortality, to be of

inadequate quality and excluded their results. A meta-analysis
of the remaining two studies showed no protective effect of
mammography. Furthermore, the meta-analysis showed an
increase in mastectomies in screened women, and no reduction
in all-cause mortality. The review by Gøtzsche and Olsen is,
however, controversial and the WHO, the US Preventive Services
Task Force, the Canadian Task Force on Preventive Health Care,
and many other bodies continue to recommend mammography
screening.24,27,28 A detailed discussion of Gøtzsche and Olsen’s
review is beyond the scope of this article but, clearly, women
considering screening need to know that there is debate, and
what the issues are.

In conclusion, the female populations studied in four
countries appear to be ill informed about the likely benefit of
mammography screening and many women offered screening
may not be able to exercise choice based on an accurate
presentation of all pertinent facts. Using selected information
about screening for encouraging high uptake is not appro-
priate, and there is an urgent need for correcting the mis-
conceptions that are prevalent in the population.15 Maureen
Roberts, the clinical director of the Edinburgh Breast Screening
Project who died of breast cancer argued over 10 years ago
that ‘the decision must be theirs, and a truthful account of the
facts must be available to the public and the individual
patient’.29

Acknowledgements
We are grateful to Dominique Broclain, Franco Cavalli, Felix
Gutzwiller, Rodolfo Saracci, and Michele Tomamichel for useful
comments on the questionnaire and help with translations.

KEY MESSAGES

• We examined women’s understanding of the likely benefits of mammography screening in the US, UK, Italy, and
Switzerland.

• A majority of women had unrealistic expectations regarding the likely benefit of mammography screening.

• Misconceptions were more prevalent in the two countries (UK, Italy) with established population-based screening
programmes.

• The results raise doubts about informed consent procedures within breast cancer screening programmes.



WOMEN’S PERCEPTION OF MAMMOGRAPHY SCREENING IN FOUR COUNTRIES 821

10 Ferlay J, Bray F, Pisani P, Parkin DM. GLOBOCAN 2000: Cancer
Incidence, Mortality and Prevalence. Worldwide, Version 1.0. IARC
CancerBase No. 5. Lyon: IARC Press, 2001.

11 Rembold CM. Number needed to screen: development of a statistic for
disease screening. BMJ 1998;317:307–12.

12 McCullagh P, Nelder JA. Generalized linear models. London:
Chapman and Hall, 1989.

13 Long JS, Freese J. Regression models for categorical dependent
variables using STATA. College Station, TX: Stata Press, 2001.

14 Austoker J. Gaining informed consent for screening. Is difficult–but
many misconceptions need to be undone. BMJ 1999;319:722–23.

15 Raffle AE. Information about screening—is it to achieve high uptake
or to ensure informed choice? Health Expect 2001;4:92–98.

16 Dobias KS, Moyer CA, McAchran SE, Katz SJ, Sonnad SS.
Mammography messages in popular media: implications for patient
expectations and shared clinical decision-making. Health Expect
2001;4:127–35.

17 Slaytor EK, Ward JE. How risks of breast cancer and benefits of screen-
ing are communicated to women: analysis of 58 pamphlets. BMJ
1998;317:263–64.

18 Bucher HC, Weinbacher M, Gyr K. Influence of method of reporting
study results on decision of physicians to prescribe drugs to lower
cholesterol concentration. BMJ 1994;309:761–64.

19 Fahey T, Griffiths S, Peters TJ. Evidence based purchasing: under-
standing the results of clinical trials and systematic reviews. BMJ
1995;311:1056–60.

20 Hux JE, Naylor CD. Communicating the benefits of chronic preventive
therapy: does the format of efficacy data determine patients’ acceptance
of treatment? Med Decis Making 1995;15:152–57.

21 Domenighetti G, Grilli R, Maggi JR. Does provision of an evidence-
based information change public willingness to accept screening tests?
Health Expect 2000;3:145–50.

22 Barratt A, Cockburn J, Furnival C, McBride A, Mallon L. Perceived
sensitivity of mammographic screening: women’s views on test accuracy
and financial compensation for missed cancers. J Epidemiol Community
Health 1999;53:716–20.

23 Schwartz LM, Woloshin S, Sox HC, Fischhoff B, Welch HG. US
women’s attitudes to false-positive mammography results and
detection of ductal carcinoma in situ: cross-sectional survey. West J
Med 2000;173:307–12.

24 Fletcher SW, Elmore JG. Mammographic screening for breast cancer.
N Engl J Med 2003;348:1672–80.

25 Gøtzsche PC, Olsen O. Is screening for breast cancer with mammog-
raphy justifiable? Lancet 2000;355:129–34.

26 Olsen O, Gøtzsche PC. Cochrane review on screening for breast
cancer with mammography. Lancet 2001;358:1340–42.

27 Kmietowicz Z. WHO insists screening can cut breast cancer rates. BMJ
2002;324:695.

28 Preventive Services Task Force. Screening for breast cancer: recom-
mendations and rationale. Ann Intern Med 2002;137:344–46.

29 Roberts MM. Breast screening: time for a rethink? BMJ 1989;299:
1153–55.


