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Danish EUROCHIP-2 Action

Executive Summary

The results from the epidemiological studies undertaken within the Danish EUROCHIP-2 Action
are reported in two articles (von Euler-Chelpin, 1JC, 2007; von Euler-Chelpin, EJCP, 2007). The
studies are based on the entire registers from the two mammography screening programmes in
Copenhagen and Funen, Denmark, covering about 70000 women. These data have been linked,
using the rather unique possibilities available in Denmark, to socio-demographic data on individual
level. The aim with the studies was to establish determinants for participation in mammography

screening programmes.

Never use of mammography screening was 3 times more frequent in the capital of Copenhagen
than in the urban-rural area of Funen. This difference prevailed even when all demographic and
health care use variables were controlled for, indicating the existence of a true urbanity factor in

screening participation.

Apart from region the main predictors of never use were:
not having used dental services;
not having been in contact with a primary care physician;
not being married;
not being Danish;

being older.

Example of actions disseminate information on breast cancer screening in Denmark:
Information to general practitioners

Information to Danish physicians

Actions to establish scientifically sound data on mammography screening:
Providing correct data on the life time risk of a false positive mammogram. These data are
important in Denmark where there is a populistic campaign against screening based on the risk
of false positive mammograms.
Showing the importance of a correct study design in assessing the impact of screening on
breast cancer mortality. This is important because people look at the breast cancer mortality

time trends and claim that screening is ineffective.




1. Introduction and aims

The EUROCHIP-2 Danish expert group focussed on national implementation of mammography
organised screening programmes by dissemination of research results. This because, in
compliance with the European recommendations, the Danish National Board of Health

recommended mammography screening on a national level.

The EUROCHIP-2 Denmark activity aimed to:
1. advocate for the breast cancer screening national implementation by 1% January 2007 by
disseminating results from the two long running Danish breast screening programmes:

a. studying the current state of implementation of organised mammography screening
programmes in Denmark. This includes national policies, actions taken by the Ministry of
Health towards programme implementation, data on regional compliance with programme
implementation and recommendations from the National Board of Health;

b. on basis of the above data, evaluate the Danish compliance with EU guidelines on
mammography screening, taking into account recent research results concerning
diagnostic quality, morbidity and mortality;

2. assess the screening participation to improve it:

c. studying the participation patterns in relation to socio-economic and demographic factors
with the aim of identifying risk groups;

d. developing and overview of current discussions concerning Danish participation rates,
barriers to participation, proposals of improvement and efforts taken towards more

streamlined programme evaluation and monitoring.

The Danish expert group monitored and evaluated the two long-running mammography
programmes in the municipality of Copenhagen and the county of Funen. The research has
covered participation rates, determinants of participation, mortality rates, opportunistic screening,
false positive tests and over-diagnostic. Participation rates have been studied in terms of coverage
and patterns over time, further discussed under a specific heading below, as is the decreasing
mortality of breast cancer, false positive tests, the extent of opportunistic screening and the

problems of over-diagnosis.

The research has further focused on screening participation patterns in relation to socio-economic
and demographic factors. The aim was to identify possible background factors that can predict
participation. The questions posed relate to socio-economic and demographic factors that may or
may not have an impact on especially continuous participation, i.e. attending screening on a
regular basis. Identifying possible risk groups was one measure towards removing barriers to

attendance. Excluding certain factors from the list of possible risk factors was another.



The dissemination and communication process has been (and still is) a multi-level approach. The
results from the research have been published in international journals and presented at national
and international conferences, such as the Nordic Mammography Screening Symposia or the
International Breast Cancer Screening Network Biennials. Furthermore, the expert group was
represented in various national committees and taskforces involved in the implementation of
mammography programmes on a national level. In this way published results get circulated,

commented on, evaluated and accessed by relevant parties.

Denmark has recently undergone a total restructuring of the national health care administrative
units and catchment areas. In this framework the implementation of mammography screening on a
national level has been foreseen before the end of 2007. Certainly research has played a
paramount role in promoting this development. With the proposed national implementation
programme in progress, efforts are now being made to secure valid systems for future data
collection, monitoring and evaluation. The knowledge acquired by extensive research and
published results is a necessary element in the dialogue between the scientific community, the
health authorities, political decision-makers and other stakeholders in order to promote and ensure
high quality health care as well as streamlined systems for programme monitoring and evaluation.
In this context the expert group, and notably Professor Lynge, has during the whole

implementation process had several advisory assignments, providing evidence-based expertise.

As can be seen from the present report, current research has necessarily focused on the only long-
running screening programmes that exist in Denmark, but with time more programmes will be able
to deliver data and present decisions by the health authorities will have a direct impact on the
guality of the monitoring systems. Working under the assumption that there is a consensus
between basically all stakeholders that monitoring and evaluation of health care programmes is
essential to evidence-based decision-making, the implementation of such systems is under way.

Currently nationally agreed indicators, to be monitored nation wide, are being developed.



2. Breast cancer screening in Denmark

The aim of organised mammography screening programmes is to lower the mortality from breast

cancer in the population. To achieve this goal requires both high participation and high quality

assessment. In the following pages are reported some epidemiological basic data on breast cancer

and recent research results of the breast cancer organised screening programmes in Denmark.

2.1 Breast Cancer in Denmark: current status

Table 1. Breast cancer in Denmark. Women, 2000.

Breast cancer incidence has over the years been rising
in Denmark. Data from the National Cancer Register
show that more than 4000 women developed breast
cancer in 2002. The possibility to prevent breast cancer
is currently small, indicating that early detection is
essential in order to minimise mortality from breast
cancer in the population. In Denmark breast cancer

represents 23.1 of all cancer in women, with an

Statistics:

New cases 3898
% of all cancer 23.1
Incidence/100 000 136
Incidence/100 000 (Age 88
standardized WSP)

Cumulative risk 0-65 years 6.3
Cumulative risk 0-75 years 9.5
Relative survival 1 year (%) 94
Relative survival 5 years (%) 77
Relative survival 10 years (%) 62

incidence rate of 136 per 100 000.

Source:
Foundation)

Kreeftens

Bekeempelse

Table 2. Incident cases of breast cancer in Denmark by year and age-group

(Danish  Cancer

Source: The Cancerregister

Year 1985119861987 1988|1989(1990(1991 199219931994 |1995|1996| 1997|1998 | 1999 | 2000 | 2001
Age

0-14 - - - - - - - - - - - - - - - - -
15-19 - - - - - - - - - - - - - - - - -
20-24 1 - 1 1 1 1 1 - - 1 1 1 - 2 1 - 1
25-29 4 5 4 6 3 6 7 6 3 7 6 8 7 3 5 7 7
30-34 22 23 24 21 20 23 23 25 16 20 22 24 21 22 23 20 24
35-39 55 67 65 68 69 58 47 63 43 50 53 55 62 51 55 44 61
40-44 109 128 137 130 135 131 118 122 119 99 ' 111 110 106| 129 109 116 115
45-49 184 | 177 | 183 202 195 204 | 182 208 207 190 169| 200| 192 193 189 193| 209
50-54 191 203| 220 196 205 201 | 250 247 213 245 242| 252| 251 247 239 278| 276
55-59 205 221 215 234 238 222 259 297 270 253 287 289 263 274 312 306 291
60-64 206 230 238 260 256 232 265 305 303 324 340 354 362 355 349 359 383
65-69 228 249 250 261 251 253 281 336 313 330 336 343 339 368 357 335 355
70-74 264 272 284 288 288 264 290 309 310 303 332 287 325 334 355 346 377
75-79 303 275 253 284 293 302 339 318 288 326 323 330 345 342 386 383 348
80-84 314 330 326 339 307 296 332 327 302 318 269 327 332 329 360 364 366
85- 361 332 310 355 333 308 288 337 309 298| 298 362 322 354 323 379 331



Figure 1. Incidence in Copenhagen and Denmark outside screening, 1979-2001
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2.2 Actions of the Ministry of Health and recommendations from the National Board of Health
The first organised mammography screening programme was started in the municipality of
Copenhagen in 1991. Since then have followed programmes in the county of Funen (1993)
Frederiksbergs municipality (1994), and more recently in the counties of Bornholm and
Vestsjeelland. This represents around 200 000 women or one third of the female population
between 50 and 69 years of age. However, on a national basis, all women have the right to have
their breasts examined.

The National Board of Health recommends organised mammography screening on a national
scale. The basis for these recommendations has been described in the status reports Breast
cancer- Early detection and examination 1994 and Early detection and treatment of breast cancer
1997 (Brystkreeft - Tidlig opsporing og undersggelse 1994; Tidlig opsporing og behandling af bryst-
kreeft 1997, both in Danish) (Source: Indenrigs- og Sundhedsministeriet).

In 1999 the Parliament passed a law stating that all counties should offer mammography screening
targeting all women 50 to 69 years of age biennially. Organised mammography screening

programmes should reach national coverage by the end of 2007.
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2.3 Follow-up

The National Board of Health stresses the importance of monitoring the effect of the screening
intervention. In the short term by reporting, for example, participation rates, detection rates,
sensitivity and specificity and in the long term such effects as changes in incidence and mortality.
In Denmark there is no organised monitoring of screening on a national level. However, in order to
comply with the EU recommendations, the Board of Health requests that a central monitoring
system should be established, for example, that data from the screening databases be regularly

cross-linked with the Cancer Register and the Cause of Death Register.

2.4 Decreasing mortality
According to Olsen (Olsen, 2005), in Copenhagen mammography screening has reduced the
mortality from breast cancer with 25%.

Table 3. Effect estimates for breast cancer mortality in the Copenhagen screening programme

Slutty group S0-54 55-39 60-64 55-60 T0-14 7378 Al age graups
Mo of hreast cancer ] 34 43 53 2] 28 ]
deatlis
Pardon years e B2 734 43 510 &7 &bB 74T 25 600 430 823
Breasi cancar moriality 14 T 5l &1 T2 L] 52
per 100 000 persca
yaars
Malianal conlrol group®
Mo of bregst cancer & 434 516 535 545 214 2351
deatlis
Parzan years TET 111 1 067 77B 506 42 E26 254 615 385 192 946 4 396 417
Breast carcer meriality 12 41 &7 =<3 BS 111 53
per 100 000 parson
W
Hislorizal conlred groog
Mo of breast cancer n 45 a2 14 128 a7 438
deaths
Parsan years 67 689 113 143 139 D& 188 €497 132 452 40 185 B4 224
Breast cancer morality 32 diy &3 &7 100 142 L]
per 100 000 person
AR
Hizloheal nabiongl comtml graupt
Flo of breast cancer 104 443 445 45 4k &2 2123
deaths
Paraon years 51T 528 931 245 916 923 £33 476 605 0B 162 824 4 055 004
Breast cancer mortality 1% 43 53 59 ] L 52
per 100 000 parson
WAE

Ralalive risk eslimates {85% caldance inbarval]

Sludy group compared 1.2 {01 toz400 090 DEdee1.28) 091 (DESw 13 004 07113 0
with rational confral
grosp”

Hiaterizal control grous 212 [1.34-3.38) DB DEZmatddy 111 (DEEwIA) 1.4 082141y 1.
cormparad with
histerical naiona
conirol groupg

Sludy group compared 03T poT-0.80) 042 (058 14d) 087 (050t 03 00 (065101280 0
with kisloncal coniral
Qroue

National controd grove” 064 1045085 085 D75e0008 108 (0858130 1.1 088 wnids 0
comganad Wit
histerical nationa
canfral groupd

Cranibined eflect of D&Y 02E-1.20) 108 (DEEE1.72)  OB1 (05541200 082 (05B40 1170 068 {041 w0E2) 088 {04210 1.13) 078 (063 10083
imrilation 1o
scraering and
interactinn befwemn
raqlon el period

“Mational contral growp [Denmark excepl Copenhagen, Fyn, and Frederkebeng).
tHisterical national contral group (Denmark éxcepd Copentgen. Fyn, and Frederikibery).

d (084w 1.11) 089 {0LET 10 145 050 {08010 1.05)

E
ra

5 118w 1FT) 142 {10610 1.92) 122 {11010 1.35)

-y

3 A0EI 008 0T (040 1.21) Q80 (G 10 0.84]

[y

5 (10 T4 0 (0 e 15 105 (880 1.17]

Source: Olsen, 2005



2.5 Participation in the screening programmes

In the European guidelines for quality assurance in mammography screening attendance rates
over 70% are considered acceptable while rates over 75% are desirable. In Copenhagen the
coverage went from 70.5% in the 1% screening round to 63.1% in the 4™ round, and the equivalent
data for Fyn was 84.6% in the 1% round and 82.8% in the 4™ round. Among the women eligible for
at least 3 invitation rounds, the average coverage per invitation round was 65.9% and 84.0% for
Copenhagen and Fyn. However, only 52.6% in Copenhagen and 76.4% in Fyn were so called
faithful users, i.e. had attended all screenings they were invited to (von Euler-Chelpin, 2006).

Table 4.

Organised mammography screening programmes in Copenhagen and Fyn, Denmark. Participation pattern

Participation in rounds Number of individuals  Average coverage
in the analysis® per round
All possible®  All but one  Sometime users  Never users
Copenhagen 17,631 3779 4689 7451 33,550 -
% 52.6 11.3 14.0 222 100 65.9
Fyn 30,456 2421 2974 4014 39,865 -
% 764 6.1 7.5 10.1 100 84.0

* Referred to as “faithful users™.
b Only women who have been eligible for at least three invitation rounds.

Source: von Euler-Chelpin, 2006

2.6 Determinants of participation

Our objective was to use individual data on socio-demographic characteristics to identify predictors
of participation in mammography screening and control to what extent they can explain the
regional difference. We used data from mammography screening programmes in Copenhagen,
1991-1999, and Funen, 1993-2001, Denmark. Target groups were identified from the Population
Register, screening data came from the health authority, and socio-demographic data from
Statistics Denmark. Included were women eligible for at least 3 screens. The crude RR of never
use versus always use was 3.21 (95%CI, 3.07-3.35) for Copenhagen versus Funen, and the
adjusted RR was 2.55 (95%Cl, 2.43-2.67). The adjusted RR for never use among women without
contact to a primary care physician was 2.50 (95% CI, 2.31-2.71) and 2.89 (95% CI, 2.66-3.14),
and for women without dental care 2.94 (95% CI, 2.77-3.12) and 2.88 (95% CI, 2.68-3.10) for
Copenhagen and Funen, respectively. Other important predictive factors for non-participation were
not being married and not being Danish. In conclusion, to enhance patrticipation in mammography
screening programmes special attention needs to be given to women not using other primary
health care services. All women in Copenhagen, irrespective of their socio-demographic
characteristics, had low participation. Screening programmes have to find ways to handle this
urbanity factor (von Euler-Chelpin, IJC, 2007).
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Table 5 Relative Risk of Sometime use and Never Use of Organized Mammography Screening in a
capital area (Copenhagen Municipality, 1991-1999) Compared with an Urban/Rural Area (Funen
County, 1993-2001), Denmark. Sequentially Adjusted

Sometime vs. always Never vs. always

adjusted RR by adjusted RR by
sequence sequence
RR 95%ClI RR 95%ClI
Copenhagen vs. Funen, crude 2.71 2.61-2.82 3.21 3.07-3.35
Adjusted for age 2.64 2.54-2.75 3.04 2.91-3.17
Adjusted for age, civil status 2.40 2.31-2.50 2.61 2.50-2.73
Adjusted for age, civil status, type of citizenship 2.35 2.25-2.45 2.55 2.44-2.67
Adjusted for age, civil status, type of citizenship, 2.37 2.27-2.47 2.58 2.47-2.70
level of education
Adjusted for age, civil status, type of citizenship, 2.34 2.24-2.44 2.58 2.47-2.70

level of education, days in hospital

Adjusted for age, civil status, type of citizenship, 2.34 2.25-2.44 2.63 2.51-2.76
level of education, days in hospital, contact with

physician

Adjusted for age, civil status, type of citizenship, 2.29 2.20-2.39 2.55 2.43-2.67
level of education, days in hospital, contact with

physician, contact with dental services

Source: von Euler-Chelpin, 1JC, 2007
2.7 False positive mammography test
A screening programme will always imply that some participants test positive, although they turn
out to be disease free after thorough assessment. These tests are called false positive tests, and

they constitute one of the inevitable negative side-effects of screening (Njor, 2007).

Table 6 Table 7

Proportion of participants with false-positive test at the (_:umu|c|hve risk over 10 screens of a false-positive
first five screens in two organized mammography screening result eihm_ated after complefion of an increasing number of
programmes in Denmark screens” in two organized mammography  screening

programmes in Denmark

Invitation
round,  Fyn Copenhagen Number of
screen 1993-2003 1991 —20%1 completed Fyn 1993-2003 Copenhagen
number® (%) 95% Cl (%) 95% Cl screens (%) 19912001 (%)
1,1 1.84 (1.68-2.00) 5.66 (5.32-6.00) ] 16.6 43.8
22 079 [0.68-0.90] 3.26 (2.86-3.44) 2 8.5 302
33 0.93 (0.81-1.05) 1.88 (1:61-2.09) 3 96 215
44 075 (0.64-0.86) 1.78 (1.53-2.17) 4 8.6 20.7
55 0.65 (0.54076) 0.93 (0.66-1.40) 5 8.1 15.8
*Women screened for the first time in the first invitation round; screened for the second *With one completed screen, the expected value at screen numbers 2-10 are set to the
time in the second invitation round; screened for the third time in the third invitation observed value at first screen. With two completed screens, the expected value at screen
round; screened for the fourth time in the fourth invitation round and screened for the fifth numbers 3-10 are set to the observed value at second screen. With three completed
time in the fifth invitation round. The calculation therefore includes only women aged screens, the expected value at screen numbers 4-10 are set to the observed value at third
50-61 years at first invitation; 52-63 years at second invitation; 54-65 years at third screen. With four completed screens, the expected value at screen numbers 5-10 are set to
invitation; 56-67 years at fourth invitation and 58-69 years at fifth invitation the observed value at fourth screen. With five completed screens, the expected value at

screen numbers 6-10 are set to the observed value at fifth screen

Source: Njor, 2007
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2.8 Clinical mammography

Clinical mammography, i.e. all mammography outside the organised mammography programmes,
is a key tool in diagnosing breast cancer. By clinical mammography we here mean diagnostic
mammography, i.e. diagnosing women with symptoms, as well as opportunistic screening.
Denmark has national guidelines for clinical mammography issued by the Danish Breast Cancer

Cooperative Group and the National Board of Health (Jensen, 2006).

Table 8
-RESULTS FROM 96,534 CLINICAL MAMMOGRAPHIES PROVIDED TO 51,337 WOMEN IN DENMARK
IN 2000, BY AGE, UTILISATION RATE, CHARACTERISTICS OF CLINICS (TYPE OF CLINICS, MAM/CLINIC
AND MAM/RAD), IMAGING TECHNIQUES AND MAMCLAD CATEGORIES
Determinant of Clinical mammo graphy Clinical mammography
performance with breast cancer in the without breast cancer in Total (%)
follow-up period (%) the follow-up period (%)
Total 3,806 92,728 96,534
Age (years)
20-29 17 (0.4) 3,792 (4.1) 3,809 (3.9)
30-39 139 (3.7) 17,601 (19.0) 17,740 (18.4)
40-49 6906 (18.3) 26,317 (28.4) 27,013 (28.0)
50-59 1,096 (28.8) 26,528 (29.6) 27,624 (28.6)
60-69 854 (22.4) 12,230 (13.2) 13,084 (13.6)
70-79 697 (18.3) 5.208 (5.6) 5,905 (6.1)
80-89 307 (8.1) 1,052 (1.1) 1,359 (1.4)
Utilisation rate in residence region
2.00-2.50% 596 (15.7) 12,258 (13.2) 12,854 (13.3)
2.51-3.00% 1,742 (45.7) 41,745 (45.0) 43,487 (45.0)
3.00-5.00% 918 (24.1) 24911 (26.9) 25,829 (26.8)
Regions with organised screening' 550 (14.5) 13,814 (14.9) 14,364 (14.9)
Type of clinic
Public 3,469 (91.1) 80,064 (86.3) 83,533 (86.5)
Private 337 (8.9) 12,664 (13.7) 13,001 (13.5)
MAM/CLINIC?
<2,000 794 (20.9) 20,237 (21.8) 21,031 (21.8)
2,000-4,000 1,200 (31.5) 20,287 (31.6) 30,487 (31.6)
4,000-6,000 1,176 (30.9) 28,198 (30.4) 29,374 (30.4)
=>6,000 636 (16.7) 15,006 (16.2) 15,642 (16.2)
MAM/RAD?
< 1,000 1,033 (27.1) 20,828 (32.2) 30,862 (32.0)
1,000-2,000 1,034 (27.2) 25,051 (27.0) 26,084 (27.0)
=>2,000 1,739 (45.7) 37,849 (40.8) 39,588 (41.0)
Imaging techniques
Mammography 239 (6.3) 24,691 (26.6) 24,930 (25.8)
Mammography + ultrasound 3,567 (93.7) 68,037 (73.4) 71,604 (74.2)
MAMCLAD category
1 251 (6.6) 36,925 (39.8) 37,176 (38.5)
2 446 (11.7) 53,989 (58.2) 54,435 (56.4)
3 238 (6.3) 1,119 (1.2) 1,357 (1.4)
4 1,400 (36.8) 650 (0.7) 2,050 (2.1)
5 1,471 (38.0) 45 (0.1) 1,516 (1.6)

'"The purpose of using this group was to evaluate the performance of clinical mammography in the 2
regions where organised mammograghy screening is offered in addition to the clinical mammography
service. Utilisation rate was 2.20%.—Adopted from the Eusoma guidelines' for examination of women,
and therefore, here multiplied by 2, as our results cover examinations of breasts.

Source: Jensen, 2006



2.9 The question of over-diagnosis

Over-diagnosis, i.e. the detection of asymptomatic disease that would otherwise not have arisen
clinically, is a much debated question. While the purpose of screening programmes is to detect
disease before it becomes symptomatic, the introduction of screening will have some impact on the
incidence. Consequently, while early detection is an advantage, over-diagnosis, if it exists, is a
disadvantage. Svendsen (Svendsen, 2006) studied the possibility of over-diagnosis in two Danish
mammography programmes, Copenhagen and County Funen. When the expected prevalence
peak in the first screening round is taken into account as well as the artificial ageing of the women
and the higher incidence rate in urban areas, they conclude that the data show no evidence of

over-diagnosis or, if it would occur, of a very small magnitude.

Key facts and figures

National guidelines 1997
Target group: 50-69 years
Screening interval: 2 years

Implemented programmes
Municipalities of Copenhagen 1991, and Frederiksberg 1994
County of Funen 1993
Bornholm 2001, Vestsjeelland 2004
National coverage by the end of 2007

Reduction of mortality in breast cancer in Copenhagen
RR 0.75 (95% C.I. 0.63-0.89)




3. Compliance with EU recommendations

3.1 Recommendations

Mammography should be the method used in breast cancer screening. There is at present no
convincing evidence for the effect of screening based on breast self examination or clinical breast

examination.

DENMARK — Cancer plan Il recommends a rapid implementation of mammography screening on a

national scale (Cancer Plan II).

Women without symptoms of breast cancer should be offered mammography examination only in
organised screening programmes with quality assurance at all levels. When mammography

screening is offered, only women aged 50-69 should be invited.

DENMARK — Currently organised mammography screening is not offered to all women in

Denmark. National coverage is predicted for the end of 2007. Target group is women 50-69 years.

Screening intervals should be two to three years.

DENMARK — Screening interval is two years

Breast cancer screening programmes should be organised in accordance with the European

guidelines.

DENMARK — Denmark is seeking to establish a central monitoring system of screening
programmes on a national basis. The system should monitor screening activities, coverage, effect
etc., in compliance with EU recommendations. The Cancer Plan Il further recommends evaluation
of short term aims such as participation, detection rate, false positive and false negative findings as

well as long term aims such as incidence and mortality (Cancer Plan II).




3.2 Quiality assurance

Table 9

Source: Njor, 2003



Table 10

Source: Njor, 2003



4. Actions

In 2006 we organised the 6th Nordic Mammography Screening
Symposium in Copenhagen. The symposium attracted more than 700
participants and the scientific programme extended over three days
covering all aspects of mammography screening with a special emphasis
on trends in incidence and mortality, organization of nationwide
programmes, overdiagnosis, and future screening methods. A special
sale of the European guidelines for quality assurance in breast cancer
screening and diagnosis was organised at this venture.

In 2008 we will host the International Cancer Screening Network (ICSN)
Biennial Meeting. The meeting is a two-day event convened by the U.S.
National Cancer Institute and The Institute of Public Health of Denmark
at the University of Copenhagen. The meeting will take place June 4-6,
2008, at the Lo-Skolen Conference Center in Helsingar, Denmark.

Example of actions we have taken to disseminate information on breast cancer
screening in Denmark:

Information to general practitioners

o Allan Jensen et al. Popular article on the work of our mammography
screening research group, 2004 (Jensen, 2004)

o Elsebeth Lynge. Popular articles on the state of the art of
mammography screening, 2007 (Lynge, 2007)

Information to Danish physicians

o0 Anne Helene Olsen et al. Popular article on the state of the art of
mammography screening, 2007 (Olsen, 2007)

o My von Euler-Chelpin. Popular article on the lack of evidence for
effect of breast self examination, 2007 (von Euler-Chelpin, UL, 2007)

Actions we have taken to establish scientifically sound data on mammography
screening:

Providing correct data on the life time risk of a false positive
mammogram. These data are important in Denmark where there is a
very populistic campaign against mammography screening based on the
risk of false positive mammograms. (Njor, 2007)

Showing the importance of a correct study design in assessing the
impact of mammography screening on breast cancer mortality. This is
important because people look at the time trends in breast cancer
mortality and claim that screening is ineffective (Olsen, 2007).
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