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Heleno B et al. Quantification of harms in cancer screening trials: literature review.
BMJ. 2013 Sep 16;347:f5334. doi: 10.1136/bm|.f5334.

Out of 4590 articles assessed, 198 (57 trials, 10 screening technologies) matched the
inclusion criteria.

False positive findings were quantified in two of 57 trials (4%, 95% confidence interval
0% to 12%),

overdiagnosis in four (7%, 2% to 18%),

negative psychosocial consequences in five (9%, 3% to 20%),

somatic complications in 11 (19%, 10% to 32%),

use of invasive follow-up procedures in 27 (47%, 34% to 61%),

all cause mortality in 34 (60%, 46% to 72%),

and withdrawals because of adverse effects in one trial (2%, 0% to 11%).
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%, BRICANDRENEE., EXRLT., BEBRICKDERZTENDHDH.
IREZOBNUSHRDZODELESRERDIERE LT, IESNTNDEDHDIEL
. XEDELNH DB

16



Caverly TJ et al. Presentation of Benefits and Harms in US Cancer Screening and
Prevention Guidelines: Systematic Review. JNCI J Natl Cancer Inst (2016) 108(6):
djv436

DARREZITA F21 V7, IRERFRTDNT, EFENT —IFZIBTUT, #
ZOFHMITER LU TNDDEDDEN DR TIDICDEE LIS,

Comparable: FITm EAFMD@FIIC DU\ Tabsolute effect informationZi2m L CL)
Do

Asymmetric: JEXYRNVEHZ T UDMET U CLVR0).

1) HEEIRNRBICDODNWTERETFICHRSNTND

2) MMEIERLUTNDD, ARTRICIEER LU TLVZ0)

3) MImFEE5HIH L CL\DD. ARRISIEE5HE L TLVE0)

4) FIMEIEXIFHEIZA. ARRISEHEXTFHZE L TLD

Incomplete: ~ZE

1) MREARRBO@ANERSNTUNNDD, EB5EESHHTIER0)

2) MBWEAMB@IICDNT, BXIFHHDHZIRTLUTLND

17



Caverly TJ et al. Presentation of Benefits and Harms in US Cancer Screening and
Prevention Guidelines: Systematic Review. JNCI J Natl Cancer Inst (2016) 108(6):
djv436

Figure 2. Proportion with asymmetric, incomplete, and comparable ratings
among 55 positive recommendations for cancer screening & prevention ser-
vices. Recommendations received a comparable rating if absolute effects were
presented for both benefits and harms, an incomplete rating if the magnitude
of benefits and harms were not able to be compared (both presented but neither
quantified), and an asymmetric rating if the presentation was uneven.
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Nelson HD et al. Harms of Breast Cancer Screening: Systematic Review to Update the 2009 U.S.
Preventive Services Task Force Recommendation. Ann Intern Med. 2016;164:256-267.
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Beau AB, Lynge E, Njor SH, Vejborg |, Lophaven SN. Benefit-to-harm ratio of
the Danish breast cancer screening programme. Int J Cancer. 2017 Aug
1;141(3):512-518. doi: 10.1002/ijc.30758.
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de Koning HJ et al. Benefits and Harms of Computed Tomography Lung Cancer Screening Strategies:
A Comparative Modeling Study for the U.S. Preventive Services Task Force. Ann Intern Med.
2014;160:311-320.

Han SS et al. The impact of overdiagnosis on the selection of efficient lung cancer screening
strategies. Int J Cancer. 2017 Jun 1;140(11):2436-2443. doi: 10.1002/ijc.30602
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US Preventive Services Task Force: Prostate Cancer Screening Final Recommendation (May 8, 2018)
(https://screeningforprostatecancer.org/)
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Laberg et al. Benefits and harms of mammography screening. Breast Cancer Research
(2015) 17:63

BENEFIT

2 0

e " = P W a - N X

death

287 =H) 73\‘
Figure 1 Summary of benefits and harms when 1,000 women are saeened every second years for 20 years starting at age 50. Number JID._C 5 fm Bﬁ ,:T:
of women with false positive mammograms and false positive biopsies are based on a review [32]. Number of interval cancers are based on —

reported number of intenal cancer in the National Health Service breast sareening programme [33]. The numbers of overdiagnosed and 1%” Blg ‘ o % b \
prevented breast cancer deaths are estimated based on 31% overdiagnosis [19] and 13 to 17% reduction in mortality from breast cancer [35]
These relative numbers are applied to the observed incidence of invasive breast ancer (women aged 50 to 69 years) and mortality (women
aged 55 to 74 years) in the UK in 2007 [32} this resulted in 15 overdiagnosed women and 2 to 3 prevented breast ancer deaths per 1,000

women. No deaths are prevented overll [9] 20
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Extrapolated, 20 years Observed, 10 years
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Per 1000 women
@

6
4
. XS EENTOHRC
IC. A GET3RD
° Euroscreen UK Independent review UK Observational Cochrane review ﬁ) c\:- Z<4I\.IJ E(@%ﬂ
Overdiagnosed B Prevented breast death ENL U= =/ \
Figure 3 Different estimates of overcﬂagno:ed women and s.aved lives fr::sbrc;n:rcmcer in different meta-analyses and trials. 0z Iiﬁ?&) GD}EKE{ED
Euroscreen: estimates derived from a review of obsenvational studies, where estimates of monality reduction from case-control studies are K % < EE 50

included [32]. UK Independent review: estimates on relative effect derived from randomized trials of mammography screening and applied to UK
national rates for women aged 55 to 79 years [22]. UK Obsenvational: estimates based on 31% overdiagnosis [19] and 13 to 17% reduction in
mortality from breast cancer [35] and applied to the observed inddence of invasive breast cancer (women aged 50 to 69 years) and mortality
(women aged 55 to 74 years) in the UK in 2007 [34]; this resulted in 2 to 3 prevented deaths from breast cancer. Cochrane review: estimates
from the randomized trials of mammography screening [9]. The Cochrane review does not assume the effect of mammography screening to last 21
for 20 years as is assumed in the other estimates, but relates to what was observed in the randomized trials [9].




ANAREZICRIT DRI « AR
Laberg et al. Benefits and harms of mammography screening. Breast Cancer Research
(2015) 17:63

-~

B Breast cancer Prostate cancer
100 - B Breast cancer mortality [l Prostate cancer mortality

90
80 -

7 -
70

60

50 -
40 -
30 -
20 -

/
- - -
N\

Risk (%)

20 -
30 -
40
50 -
80 -

70

80

90

100 -
Figure 5 Twenty year risk for diagnosis of, and death from, breast and prostate cancer with and without saeening in the United Kingdom [49].
Displayed are 204ear absolute risks for inddence (induding overdiagnosis) and montality with and without screening. Overdiagnosis is set to 45% for prostate
cancer and 22% for breast cancer, respectivdy (age 50 to 69 years). Mortality reduction is set to be 20% for both cancers (age 55 and 74 years). For prostate
cancer, the estimates are based on the observed indidence and mortality in 1998 (before any widespread use of prostatespecific antigen (PSA)) and for breast

cancer in 2007 (latest data available)
\
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Laberg et al. Benefits and harms of mammography screening. Breast Cancer Research

(2015) 17:63

Risk of breast cancer death

Without mammography screening With mammography screening

"= Death from breast cancer
Death from causes other than breast cancer
Alive

Figure 6 Positive framing. Out of 1,000 women aged 50 to 69 years invited every second year, 781 are alive with screening and the same
number without screening over the course of 20 years. Correspondingly, 985 women and 982 to 983 women without screening will not die of
breast cancer aged 55 to 74 years. Negative framing: out of 1,000 women aged 50 to 69 years invited every second year, 204 women will die
with screening and the same number without screening. Correspondingly, 15 women with screening and 17 to 18 women without screening
will die of breast cancer between 55 and 74 years old. Number of women dying among women aged 55 to 74 years is based on the observed
mortality rates in England and Wales in 2007 [68]. The number of women dying ower a 20-year period is estimated by summing the mortality
rates for the ages 55 to 74 [68].
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Beau AB, Lynge E, Njor SH, Vejborg |, Lophaven SN. Benefit-to-harm ratio of
the Danish breast cancer screening programme. Int J Cancer. 2017 Aug
1;141(3):512-518. doi: 10.1002/ijc.30758.

e

Longer time as a
Reduce breast cancer g

cancer patient

mortality
More concervative False positive tests
treatment - _ :
, False negative tests
Positive psychological | —
effect | Radiation exposure

Negative
psychological effects

Figure 1. Benefits and harms of breast cancer screening.
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Beau AB, Lynge E, Njor SH, Vejborg |, Lophaven SN. Benefit-to-harm ratio of
the Danish breast cancer screening programme. Int J Cancer. 2017 Aug
1;141(3):512-518. doi: 10.1002/ijc.30758.

Table 2. Estimates of the benefit-to-harm ratio in the Danish breast cancer screening programme

For every 1,000 women aged 50, For every 1,000 women aged 50,
invited to screening biennially to screened biennially to age 69,
age 69, and followed until age 79 and followed until age 79

Estimate of mortality reduction using>"* 23.4% (95% Cl: 11 to 34.3%) 32.1%*

Estimate of overdiagnosis using® 2.3% (95% Cl: —3 to 8%) 3.3%*

Number of breast cancer deaths prevented 5.4 (2.5 to 8.1) 7.5

Number of overdiagnosed cases 2.1 (1 to 7.2) 3.0

Benefit-to-harm ratio 2.6 2.5

Note:
*Confidence intervals not reported in the original studies.

Benefit-to-harm ratio = # breast cancer deaths prevented / # overdiagnosed cases

MmDOARE U GRTRDE, ARmORERE U OBRIZHEEERAE LT,
LEE D ETRIE « ANIR/ND Y ADEZRZ L CLD,
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de Koning HJ et al. Benefits and Harms of Computed Tomography Lung Cancer
Screening Strategies: A Comparative Modeling Study for the U.S. Preventive Services
Task Force. Ann Intern Med. 2014;160:311-320.

Table 3. Number of Individuals Having Benefits and Harms of Annual CT Screening From Ages 55 Through 80 Years*

Benefits/Harms Average of 5 Models Lower-Bound Estimate Upper-Bound Estimate
Benefits
Persons no longer dying of lung cancert 497 177 862
Life-years gained 5250 2020 10 153
Persons no longer needing treatment for advanced lung cancer 550 200 950
Life-years with advanced disease prevented+ 550 200 950

Not estimated here
Persons receiving less intensive or mutilating primary treatment
Possible additional effect of quitting smoking when offered together

Harms
Times persons undergo CT screening examination, n 287 000 272 000 301 000
False-positive test results experienced, n 67 550 61 250 70 700
Times persons undergo CT follow-up (regular dose), n 43 000 23175 50 100
Persons receiving the diagnosis of lung cancer earlier, n 1970 1370 2845
Persons undergoing surgery/biopsy for lesions that ultimately seem benign, n 910 825 955
Persons diagnosed with lung cancer who would otherwise never have had the 190 72 426

diagnosis (overdiagnosed cases), n
Not estimated here

Persons possibly falsely reassured by a negative test result (postponing
future visits when noticing symptoms or signs)

Persons possibly increasing smoking after a negative test result

CT = computed tomography.

* Current and former smokers have a minimum smoking history of 30 pack-years, and former smokers quit in the past 15 years. Numbers for 100 000 individuals from the
1950 U.S. cohort followed from ages 45 to 90 years; 19 300 persons eligible, assuming 100% compliance. A total of 5119 lung cancer cases was diagnosed without screening,
and 5307 were diagnosed with screening; 37% were screening-detected (average of 5 models). A total of 3719 lung cancer deaths occurred without screening.

LR E AR EERIMT 20, MBEFILCIIHTERNTIND, i

ning
examinations, making up 1.3% of false-positive test results. Differences in the range of results reflect differences in modeling approaches but should not be seen as formal 95%
Cls. We did not consider that the earlier knowledge of the diagnosis of cancer has been shown to negatively affect quality of life (15), including adverse effects of treatment,
anxiety regarding assessment, and longer hospitalizations; the possible risks of false reassurance (a false-negative screening test may lead to postponing access to care) (16); or
the possibility of a behavioral change (that is, relapsing to smoking) after the screening examination (17-19).
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Han SS et al. The impact of overdiagnosis on the selection of efficient lung cancer
screening strategies. Int J Cancer. 2017 Jun 1;140(11):2436-2443. doi: 10.1002/ijc.30602

Table 1. Consensus scenarios chosen by maximizing the number of prevented LC deaths (D); and the number of prevented LC deaths per
overdiagnosed case (D/0). [Color table can be viewed at wileyonlinelibrary.com]

Efficient scenario

frequency-start No.
age (y)-stop age No. prevented Mortality
(y)-pack-years—years No. CT Overdiagnosis overdiagnosed LC deaths reduction Life-years
Metric since quitting scans (%) cases (0) (D) (%) saved D/O
Female A-55-80-40-25 166177 13.82 241 453 14.6 5983 2.56
A-60-80-20-10 186932 12.29 224 456 14.7 5889 2.74
A-60-80-30-20 189433 13.55 264 480 15.7 6212 2.55
D A-60-80-30-25 208614 13.69 290 510 16.9 6593 2.47
A-60-80-20-15 227049 12.81 272 527 17.6 6833 2.65
A-55-80-30-15 232461 12.5 239 528 1 17 5 7342 2.94
A-60-80-10-15 261556 1277 281 551 183 7209 2.69
A-55-75-30-10 186549 9.98 145 422 13.6 6194 3.56
A-55-75-30-15 214158 10.28 166 466 15.3 6831 3.45
D/O A-55-75-30-20 235702 10.39 180 495 16.5 7340 3.48
A-55-75-30-25 250305 10.49 189 512 172 7616 3.46
A-55-75-20-10 253105 9.66 169 504 16.9 7350 3.63
Male A-55-80-40-25 260832 11.78 256 526 14.2 7700 2.70
A-60-80-30-20 261778 11.88 277 528 14.2 7122 2.55
D A-55-80-30-10 286878 11.2 250 547 14.7 7936 2.87
A-60-80-30-25 287521 11.89 294 563 152 7616 2.58
A-60-80-20-20 307380 11,77 288 561 153 7779 2,57
A-55-80-30-15 326549 11.21 270 597 16.3 8698 2.90
A-55-75-30-10 267730 9.13 180 498 132 7513 355
D/O A-55-75-30-15 301853 9.12 192 536 14.4 8170 3.54
A-55-75-20-10 312252 9.09 186 532 14.3 8164 3 57
A-55-75-30-20 330807 9.02 200 566 15.4 8679 3.60
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Carter JL et al. Quantifying and monitoring overdiagnosis in cancer
screening: a systematic review of methods. BMJ 2015;350:97773 doi: 10.1136

| Criteria for evaluating risk of bias by study type among studies that quantified overdiagnosis resulting from cancer screening

Study type Risk of bias criteria

Modeling studies Extent to which assumptions are transparent and clearly stated
Extent to which assumptions are backed with evidence
Probability for bias in data used in model
Sensitivity analyses performed for uncertain variables
External validation of model

Pathological and imaging studies Probability of selection bias and confounding

Ecological and cohort studies Probability of measurement bias

Follow-up of a randomized controlled trial
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Theodora M. et al. Quantifying Overdiagnosis in Cancer Screening: A Systematic
Review to Evaluate the Methodology. JNCI, Volume 109, Issue 10, 1 October 2017

Table 1. Overview of included studies according to methods for lead time adjustment and methods for obtaining unscreened reference populations*

Approaches to obtain an unscreened reference population

Approaches to adjust Adjusted for the
for lead time Randomized controlled trial Nonattenders Control region Prescreening trend Not invited effect of screening Natural history modeling
Average lead time Duffy, 2010 (34) - Hellquist, 2012 (15) Jonsson, 2005 (16) Morrell, 2010 (14) Martinez-Alonso, Not possible
Zackrisson, 2006 (49) Kalager, 2012 (17) Morrell, 2010 (14) 2010(18)
Svendsen, 2006 (19)
Lead time distribution B - - Beckmann, 2015 (10) - - Not possible
Padi, 2006 (11)
Pad, 2004 (12)
Natural history modeling - - - - - - Arrospide, 2015 (22)
de Gelder, 2011 (23)
de Gelder, 2011 (25)
de Koning, 2006 (25)
Duffy, 2005 (20)
Gunsoy, 2012 (26)
Gunsoy, 2014 (27)
Olsen, 2006 (21)
Seigneurin, 2011 (28)
Van Ravesteyn,
2015 (29)
Cumulative incidence Duffy, 2005 (20) Beckmann, 2014 (32) Jergensen, 2009b (38) Coldman, 2013 (33) Heindvaara, Heindvaara, 2014 (36) Not possible
Miller, 2014 (41) Coldman, 2013 (33) Kalager, 2012 (17) Duffy, 2010(34) 2014 (36) Ripping, 2015 (47)
Moss, 2005 (42) Falk, 2013 (35) Njor, 2013 (43) Jergenson, 2009a (37) Waller, 2007 (48)
Yen, 2012 (51) Lund, 2013 (39) Peeters, 1989 (44) Marmot, 2013 (40)
Zackrisson, 2006 (49) Puliti, 2012 (45) Puliti, 2009 (46)
Zahl, 2004 (50)
Early- vs late-stage cancer - - - Bleyer, 2012 (54) - - Not possible

“The empty cells indicate that these combinations of approaches to adjust for lead time and to obtain an unscreened reference population have not been used to estimate overdiagnosis for breast cancer screening.
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Table 2 Recommendations for breast cancer screening with mammography, in order of overall
healthcare spending

Country Organization (Type) 45-49 | 50-54 | 55-50
United States | US Preventive Services Task Force (A)
United States | American Cancer Society (B) =
United States’ | American College of Obstetrics & Gynecology (C) b R EEH HEEH
United States | American College of Radiology (C)
Cuxembourg | Ministry of Health (A)
Switzerland? League Against Cancer (B)
Norway Cancer Registry of Norway (B)
Netherlands® | NIPHE (A)
Germmany Federal Joint Committee (A)
[Sweden® National Board of Health and Wellare (A)
Ireland National Screening Service (A)
Austria Austrian Cancer Aid Society (B)
Denmark National Board of Health (A)
Belgium Foundation Against Cancer (B)
Canada® CTFPHC (A)
Australia Australian Government Department of Health (A)
France® National Cancer Institute (A)
Japan’ National Cancer Center (A)
Iceland Icelandic Cancer Society (B)
UK UK National Screening Committee (A)
Finland Cancer Society of Finland (B)
New Zealand | Ministry of Health (B)
Italy National Screening Observatory (A)
Spain Cancer Strategy of National Health System (A)

Recommend:

Recommend selectively: Do not recommend Insufficient evidence: -
Every 3 years: Every 2 years: Every 1 year:

Ebell MH, et al, Cancer screening recommendations: an international comparison of high income countries. Public
Health Rev. 2018 Mar 2;39:7. 38




Table 3 Recormmendations for cervical cancer screening, in order of overall healthcare spending

Country Organization (Type) Year Test 10-19 | 20-29 | 3039 | 40-49 | 50-59 | 6069 | 70-79
United States! | US Preventive Services Task Force (A) 2012 Cyt
United States! | US Preventive Services Task Force (A) 2012 Cyt+HPV
United States' | US Preventive Services 1ask Force draft (A) 2017 Cyt
United States' | US Preventive Services |ask Force drait (A) 2017 HPV
United States! | American Cancer Society (B) 2016 Cyt.
United States' | American Cancer Society (B) 2016 | Cyt+HPV
United States! | Amenican College of Obstetrics & Gynecology 2016 Cyt.
United States’ | American College of Obstetrics & Gynecology 2016 | Cyt+HPV
Luxembourg | Ministry of Health (A) { o
Switzerland® League Against Cancer (B) 2010 Cyt
Norway? Cancer Registry of Norway (B) 2010 Cyt
Norway? Cancer Registry of Norway (B) 2010 HPV
Netherlands® | NIPHE (A) 2015 Cyt
Gemany® Federal Joint Committee (A) 2015 Cyt s
Sweden® National Board of Health and Weltare (A) 2014 Cyt [
Sweden® National Board of Health and Wellare (A) 2014 HPV
Ireland” National Screening Service (A) 2009 Cyt
Austria® Austrian Cancer Aid Society (B) NR Cyt
Denmark® National Board of Health (A) 2014 Cyt
Denmark® National Board of Health (A) 2014 HPV
Belgium'? Foundation Against Cancer (B) 2017 Cyt
Canada CTFPHC (A) 2013 Cyt
Austraha'! Australian Government Department of Health (A) | 2017 Cyt
Australia'! Australian Government Department of Health (A) | 2017 HPV
Francet? National Cancer Institute (A) 2017 Cyt
Japan™ National Cancer Center (A) 2010 Cyt 3
Japan'? National Cancer Center (A) 2010 HPV
Japan™® National Cancer Center (A) 2010 | Cyt+HPV
Japan?3 National Cancer Center (A) 2010 HPV with
cyt tnage
lceland’™ Icelandic Cancer Society (B) NR Cyt
UKTE UKK National Screening Commitiee (A) 2016 HPV
Finland'® Cancer Society of Finland (B) 2010 | Cytor HPV
New Zealand'? | Ministry of Health (B) 2014 Cyt
Ttaly ® National Screening Observatory (A) 2015 Cyt
Spain'® Cancer Strategy of National Health System (A) 2009 Cyt

Recommend selectively: Do not recommend
Every 5 years: Every 3 years:
Every year: | 11 No interval specified:

Insufficient evidence: -




Table 4 International colorectal cancer screening recommendations for the general population
(persons not at “high-risk”), in order of decreasing total healthcare expenditure per capita

Country Organization (Type) Year Test

Colo or
United States ' | US Preventive Services Task Force (A) 2016 | FS+FIT

FIT, grFOBT,
United States ' | US Preventive Services Task Force (A) 2016 | or FIT-DNA |
United States ' | US Preventive Services Task Force (A) 2016 | CT coloor FS |
United States ' | American Cancer Society (B) 2017 | Colo

FIT, gFOBT,
United States ' | American Cancer Society (B) 2017 | or FIT-DNA

CT colo, FS,
United States ' | American Cancer Society (B) 2017 | or DCBE
United States 2 | Multi-Society Specialty Group (C) 2017 | FAIT
United States 2 | Multi-Society Specialty Group (C) 2017 | Colo
Luxembourg Ministry of Health (A) 2016 | FIT
Switzerland 2 League Against Cancer (B) 2013 | FIT/gFOBT
Norway 4 Cancer Registry of Norway (B) 2012 | FIT
Netherlands NIPHE (A) 2014 | FIT
Gemnany 5 Federal Joint Committee (A) 2017 | FIT + Colo
Sweden National Board of Health and Welfare (A) | 2014 | gFOBT
Ireland National Screening Service (A) 2012 | FIT
Austria © Austrian Cancer Care (B) 2003 | FIT + Colo
Denmark National Board of Health (A) 2014 | FIT
Belgium Foundation Against Cancer (B) 2016 | FIT
Canada 7 CTFPHC (A) 2016 | FIT/gFOBT
Australia AGDH (A) 2016 | FIT/gFOBT
France Institut National Du Cancer (A) 2015 | FIT
Japan National Cancer Center (A) 2016 | FIT
Iceland Ilcelandic Cancer Society (B) 2015 | FIT
UK UK National Screening Commitiee (A) 2016 | FIT
Finland Cancer Society of Finland (B) 2010 | gFOBT
New Zealand Ministry of Health (A) 2017 | FIT
italy 8 National Screening Observatory (A) 2015 | FIT
Spain CSNHS (A) 2009 | FIT

Recommend: Recommend Do not recommend: Insufficient evidence:
selectively:
Every year: Every 2 years: ' Every 5 years: Every 10 years:
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Attitude about cancer screening cessation among the elderly

Lewis CL et al. BMC Geriatrics 2006, 6:10 doi:10.1186/1471-2318-6-10
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Table 3: Attitudes about Continuing Cancer Screening Later in Life

Agree %

All Age >85  Cancer

n=116 n=36 n=45
For themselves
| will likely die of some other disease besides cancer. 86 (81) 29 (80) 33(73)
| will continue cancer screening no matter how uncomfortable the tests are. 84 (77) 28 (78) 35(77)
| plan to get screened for colon cancer for as long as | live. 76 (72)§ 22 (61) 33 (74)
| plan to get screened for breast/prostate cancer for as long as | live. 85 (83) 29 (80) 40 (88)
| will consider getting screened for cancer even if my doctor recommends against it. 47 (43) 19 (53) 26 (58)*
It takes several years for cancer screening to benefit people. 28 (25) 10 (29) 13 (29)
| will not live long enough to benefit from cancer screening tests. 15 (13) 10 (28)* 5 (I1)
| will not get cancer screening even if my doctor recommends it 4 (4) 1 (3) 1(2)
Cancer screening is not worth the trouble. 3(3) 1 (3) 1 (2)
Everyone should get screened for colon cancer for as long as they live. 64 (55) 22 (61) 31 (69)*
Everyone should get screened for breast/prostate cancer for as long as they live. 73 (63) 23 (64) 41 (91)*
Screening for cancer in people over the age of 70 may waste healthcare time and money. 34 (30) 12 (34) 10 (22)
As people get older, other health issues are more important than cancer screening. 56 (50) 18 (50) 16 (36)*
People in nursing homes should not get cancers screening. 30 (26) 9 (25) 9(21)
People over 70 who are totally dependent on someone else for daily functions such as eating, bathing, and 50 (44) 15 (43) 18 (40)
toileting should not get cancer screening.
People with Alzheimer's disease or dementia should not get cancer screening. 51 (44) 18 (50) 18 (41)
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