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Over the past 25 years, a number of trends 
have converged to place patients more at 
the center of health care.1 Medical journals 
increasingly publish articles about patient-
centered care as a valued outcome in its own 
right.2 The Institute of Medicine sees patient-
centered care as an important approach 
to improving the quality of health care.3 
Although there are various definitions of this 
concept, it at least means providing patients 
with information about the benefits and 
harms of competing options and engaging 
patients in decision making for appropriate 
health care decisions.4 The U.S. Preventive 
Services Task Force (USPSTF) has embraced 
this approach to decision making about pre-
ventive services.5

A well-known example of the need for 
patient involvement in decision making 
for preventive care is the issue of screen-
ing women in their 40s for breast cancer. 
Although the USPSTF appeared to down-
grade screening from a B recommendation in 
2002 to a C in 2009, a close reading of the two 
recommendations shows that the USPSTF 
did not change its recommendation for phy-
sicians to inform patients about the potential 
benefits and harms, and to engage them in 
participating in the decision of whether to 
be screened.6,7 This approach seems more 
reasonable than ever today; over the years we 
have learned more about the limited benefits 
of screening mammography, and also more 
about the potential harms, including anxiety 
over false-positive results and overdiagnosis 
and overtreatment of disease that would not 
have caused health problems. 

More and more, the goal for breast cancer 

screening is not to maximize the number 
of women who have mammography, but 
to help women make informed decisions 
about screening, even if that means that 
some women decide not to be screened. We 
suggest that this goal should not be limited 
to women in their 40s, but instead should 
include all eligible women 40 to 75 years 
of age. We further suggest that this goal is 
achievable within the constraints of today’s 
busy primary care environment, but only 
if the practice organizes itself for effective 
communication about screening.

The goal of improving patient decision 
making should be expanded to all women 
eligible for breast cancer screening (i.e., those 
40 to 75 years of age who are in reasonable 
health), because the benefits and harms of 
screening are not very different among these 
age groups. For example, starting biennial 
screening at 40 years of age compared with 
50 years will extend the life of fewer than 
one woman for every 1,000 women screened. 
Starting biennial screening at 50 years of 
age compared with 60 years will extend the 
lives of one or two women for every 1,000 
screened. Biennial screening between 60 and 
69 years of age only would extend the lives 
of three or four women for every 1,000 
screened.8-10 For all of these age groups, 
350 to 500 women would have at least one 
false-positive result over the 10 years.11,12 
Although the exact number of women who 
would be overdiagnosed and overtreated is 
not known, our best estimates are that this 
would affect about six women per 1,000 in 
their 40s, eight in their 50s, and 10 in their 
60s.13-15 Although the benefits of screen-
ing mammography increase with age, so 
do the harms; the balance between benefits 
and harms may be close in all of these age 
groups. All eligible women—not only those 
in their 40s—should understand these num-
bers before agreeing to be screened. 

Organizing a practice to effectively com-
municate about screening requires the use 
of validated decision tools or handouts,16 
training nursing personnel in the use of 
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these tools to help patients understand the 
issues,17,18 and good documentation systems 
for these discussions.19 Because patient- 
centered care is one of the cornerstones of 
the patient-centered medical home, systems 
of efficient and effective communication 
within a restructured primary care practice 
are being developed and tested.20-22 However, 
a more limited restructuring could use care-
fully designed handouts based on the ben-
efits and harms of mammography, discussed 
with appropriate patients by trained nursing 
personnel, and documented in the medical 
record on forms designed for this purpose. 

In an era of patient-centered medical care, 
screening mammography is only one of an 
increasing number of clinical issues that 
will require rethinking the clinical mission 
and restructuring clinical practice to help 
patients make informed choices. Perfor-
mance measures should assess not how many 
patients have had mammograms, but how 
many understand the benefits and harms of 
screening. This should be a change that we 
in the primary care trenches welcome.

Address correspondence to Russell Harris, MD, MPH, at 
rharris@med.unc.edu. Reprints are not available from 
the authors.

Author disclosure: No relevant financial affilations to 
disclose.

REFERENCES

	 1.	Woolf SH, Chan EC, Harris R, et al. Promoting 
informed choice: transforming health care to dispense 
knowledge for decision making. Ann Intern Med. 
2005;143(4):293-300. 

	 2.	Duggan PS, Geller G, Cooper LA, Beach MC. The moral 
nature of patient-centeredness: is it “just the right thing 
to do”? Patient Educ Couns. 2006;62(2):271-276. 

	 3.	Institute of Medicine. Crossing the Quality Chasm: A 
New Health System for the 21st Century. Washington, 
DC: National Academies Press; 2001.

	 4.	Barry MJ, Edgman-Levitan S. Shared decision mak-
ing—pinnacle of patient-centered care. N Engl J Med. 
2012;366(9):780-781. 

	 5.	Sheridan SL, Harris RP, Woolf SH. Shared decision 
making about screening and chemoprevention. A sug-
gested approach from the U.S. Preventive Services Task 
Force. Am J Prev Med. 2004;26(1):56-66. 

	 6.	U.S. Preventive Services Task Force. Screening for 
breast cancer: U.S. Preventive Services Task Force 
recommendation statement [published corrections 

appear in Ann Intern Med. 2010;152(3):199-200, and 
Ann Intern Med. 2010;152(10):688]. Ann Intern Med. 
2009;151(10):716-726, W-236. 

	 7.	U.S. Preventive Services Task Force. Screening for breast 
cancer: recommendations and rationale. Ann Intern 
Med. 2002;137(5 pt 1):344-346. 

	 8.	Barratt A, Howard K, Irwig L, Salkeld G, Houssami N.  
Model of outcomes of screening mammography: 
information to support informed choices. BMJ. 
2005;330(7497):936. 

	 9.	Nelson HD, Tyne K, Naik A, Bougatsos C, Chan BK, 
Humphrey L. Screening for breast cancer: an update 
for the U.S. Preventive Services Task Force. Ann Intern 
Med. 2009;151(10):727-737, W237-W242. 

	10.	Mandelblatt JS, Cronin KA, Bailey S, et al.; Breast Can-
cer Working Group of the Cancer Intervention and Sur-
veillance Modeling Network. Effects of mammography 
screening under different screening schedules: model 
estimates of potential benefits and harms [published cor-
rection appears in Ann Intern Med. 2010;152(2):136]. 
Ann Intern Med. 2009;151(10):738-747. 

	11.	Elmore JG, Barton MB, Moceri VM, Polk S, Arena PJ, 
Fletcher SW. Ten-year risk of a false positive screening 
mammogram and clinical breast examinations. N Engl J 
Med. 1998;338(16):1089-1096. 

	12.	Hubbard RA, Kerlikowske K, Flowers CI, Yankaskas BC, 
Zhu W, Miglioretti DL. Cumulative probability of false-
positive recall or biopsy recommendation after 10 years 
of screening mammography: a cohort study. Ann Intern 
Med. 2011;155(8):481-492. 

	13.	Kalager M, Adami HO, Bretthauer M, Tamimi RM. Over-
diagnosis of invasive breast cancer due to mammogra-
phy screening: results from the Norwegian screening 
program. Ann Intern Med. 2012;156(7):491-499. 

	14.	Morrell S, Barratt A, Irwig L, Howard K, Biesheuvel C, 
Armstrong B. Estimates of overdiagnosis of invasive 
breast cancer associated with screening mammogra-
phy. Cancer Causes Control. 2010;21(2):275-282. 

	15.	Welch HG, Black WC. Overdiagnosis in cancer. J Natl 
Cancer Inst. 2010;102(9):605-613. 

	16.	Stacey D, Bennett CL, Barry MJet al. Decision aids for 
people facing health treatment or screening decisions. 
Cochrane Database Syst Rev. 2011;(10):CD001431.  

	17.	Bergeson SC, Dean JD. A systems approach to patient-
centered care. JAMA. 2006;296(23):2848-2851. 

	18.	Bodenheimer T. Building blocks of the patient-centered 
medical/health home: comment on “colorectal can-
cer screening among ethnically diverse, low-income 
patients”. Arch Intern Med. 2011;171(10):912-913. 

	19.	Krist AH, Woolf SH. A vision for patient-centered health 
information systems. JAMA. 2011;305(3):300-301. 

	20.	Larson EB, Reid R. The patient-centered medical home 
movement: why now? JAMA. 2010;303(16):1644-1645. 

	21.	Rittenhouse DR, Shortell SM. The patient-centered 
medical home: will it stand the test of health reform? 
JAMA. 2009;301(19):2038-2040. 

	22.	Reid RJ, Fishman PA, Yu O, et al. Patient-centered 
medical home demonstration: a prospective, quasi-
experimental, before and after evaluation. Am J Manag 
Care. 2009;15(9):e71-e87. ■


