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Mitigating Potential Bias

Rigor:
Independent systematic 

reviews of the literature 

developed by Canadian 

evidence review centres

(Alberta and Ottawa) based 

on analytical frameworks 

developed by TF members

Transparency: 
GRADE process is used to 

develop the strength and 

direction of 

recommendations 

Independence: 
Independent body of up 

to 15 clinicians and 

methodologists 



Putting Prevention into Practice

• Understand: Evidence-based  preventive 
screening strategies 

• Apply: Practical tools to support screening 
discussions with patients

Engage: Questions comments 
on rationale for recommendations

Objectives



Canadian Task Force on 

Preventive Health Care
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Develop evidence-based clinical practice 

guidelines that support primary care 

providers in the delivery of preventive 

healthcare.Mandate:



3 years









Breast Cancer Screening Update

(2018)
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Scope
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Update 2011

For primary care providers on screening asymtpomatic women 
aged 40 to 74 years not at increased risk of breast cancer

Does not apply to women at increased risk:

• personal or family history of breast cancer;

• carriers of gene mutations such as BRCA1 or BRCA2 or who have a first-
degree relative with these gene mutations;

• chest radiation therapy before 30 years of age or within the past eight 
years.   



What’s new ? 
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• C. Baines, To T, Miller A. 2016

Harms of Screening (Overdiagnosis)

Women’s values and preferences for screening

Conditional versus weak recommendations

Emphasis on Shared-decision making (SDM)
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Overdiagnosis leading to overtreatment: 
important harm of medicine
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Not all cancers behave the same
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Turtles move too slowly to ever be 

dangerous and don’t need treatment 

Birds are so fast, you’ll never catch 

them. Too late to try treatment

Bears are dangerous, but move 

slowly enough that you can catch 

them



Overdiagnosis and 
breast cancer screening

• Cancer that would not have been noticed or 
caused harm if not detected through screening 

• Unnecessary over/treatment: surgery, 
chemotherapy, radiation, lifetime Dx cancer

• 25-year update CNBSS (2016) proportion of 
overdiagnosed cancers higher among younger 
women 40-49 years (48% of cancer diagnoses) 
versus 50-59 years (5% of cancer diagnoses)

18



19



Women’s values 

and preferences VARY
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40-49 years: When informed (harms benefits 

for age) Many would choose not to screen but 

some would choose screening

50-69 years: When informed (harms benefits 

for age) Most would choose screening (but 

some would not)



Benefits and Harms (Low Certainty)
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B
e
n

e
fi

ts • Reduced Breast 
Cancer Mortality

• Modest benefit 
women 50 to 74 yrs

• Absolute benefit 
lowest for younger 
women 40-49 yrs

H
a

rm
s • Overdiagnosis and 

false-positives more 
common in younger 
women (40-49 yrs)

Net balance: 
Less favourable for women 40 to 49 yrs



Recommendations: 

breast cancer screening 

Conditional Recommendation against mammography 

screening
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Conditional Recommendation in favour of mammography 

screening ever 2-3 years

Women aged 40 to 49 years

Women aged 50 to 74 years



Conditional recommendations

Why Conditional?

• Narrow margin 

between harms and 

benefits

• Varied values and 

preferences
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Shared Decision Making 

(2 steps)
1) Inform harms 

and benefits

2) Understand priorities 

(harms relative to benefits) 

impact on decision to 

screen



Shared-decision making
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Tools for shared decision making
French and English tools: http://canadiantaskforce.ca
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http://canadiantaskforce.ca/


Screening for lung cancer in 

smokers (2016)
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Gabriela Lewin, Kate Morissette, James Dickinson, Neil Bell, Maria Bacchus, 
Harminder Singh, Marcello Tonelli, Alejandra Jaramillo Garcia



Background: lung cancer

• Most common cause of cancer mortality 
in Canada

• Incidence of lung cancer currently higher in men than 
women

• More than 85% of incident cases related to smoking 
tobacco. Greatest risk for those with heavy smoke 
history

• About 44% of Canadians are current or former 
smokers.
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Canadian Tobacco Use Monitoring Survey 2012 Health Canada
Canadian Cancer Society Advisory Committee Statistics 2015



Scope
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For primary care providers on screening adults between 55 and 
74 yrs of age who have at least a 30 pack-year smoking

Applies to current smokers or those who quit smoking within the 
past 15 yrs



Benefits and Harms (Low Certainty)
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B
e

n
e
fi

ts

• 3 fewer lung cancer 
deaths per 1000 
screened (3 annual 
scans over 6.5 
years)

H
a

rm
s
 o

f 
L

D
C

T • High rate of false 
positives (36%), 
major complications/
death from invasive 
follow up testing 
(0.3% and 0.06%), 
and overdiagnosis 
(11-26%).



Recommendation: LDCT  

• Annual screening adults 55 

to 74 yrs LDCT up to three 

consecutive times

• Screening should ONLY 

be done in health care 

settings with access to 

expertise in early 

diagnosis and treatment 

of lung cancer.

30

Weak (Conditional) recommendation:

low certainty evidence.



Recommendation: CXR

• We recommend chest 

x-ray (with or without 

sputum cytology) not 

be used to screen for 

lung cancer.
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Strong recommendation: 

low certainty evidence.



Values and preferences: 
Lung cancer screening
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Most high risk patient groups (smokers) high 
willingness to screen

Potential barriers: Inconvenience, negative prior 
experiences with health care workers or settings

Focus group (n=12) participants agreed with the 
recommendations, some  concerns with access 
to LDCT scans across Canada.



Key Points: Lung Cancer

• A weak (conditional) 
recommendation 
(Shared Decision Making)

MDs should discuss 
benefits and harms of 
screening for lung 
cancer with LCDT 
(including false 
positives, side effects of 
invasive follow up 
testing, and 
overdiagnosis)
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Support for Shared Decision 

Making: Lung Cancer

French and English tools: http://canadiantaskforce.ca 34

http://canadiantaskforce.ca/
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Screening for thyroid dysfunction
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Background

• About 10% of Canadians 
aged 45 years and older 
have thyroid dysfunction

• 37-62% of initially low TSH 
reverts to normal (no Rx)

• Higher prevalence in 
women (16%) than men 
(4%)

Diez et al. 2004 J Clin Endocrinol Metab

Stats Can: Healthy indicators by age group 



Scope
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For primary care providers: screening for thyroid dysfunction 
in asymptomatic non-pregnant adults. 

Not for people:

• Previously diagnosed thyroid disease or surgery

• Exposure to thyroid medications or medications  affecting thyroid function 

• Exposure to thyroid radioiodine head/neck radiotherapy

• Pituitary of hypothalamic disease



Benefits (Low Certainty)
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B
e

n
e
fi

ts • No Screening Studies
• No treatment studies screen-detected hyperthyroidism

• Treatment studies on screen-detected hypothyr oidism:
Little to no difference:

• Mortality all-cause or CVD,

• cognitive function

• fractures

• QoLBMD

• Weight change

• Cholesterol



Harms (Low Certainty)
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H
a

rm
s • Harms of Treatment (No difference):

• Adverse events, affects, symptoms

• Potential harms

• Diagnosis of transient thyroid dysfunction (over detection)

• Unnecessary treatment

• Resource consumption:

• Follow-up testing

• Long-term monitoring

• Treatment



Recommendation:

• We recommend 

against screening for 

thyroid dysfunction 

among asymptomatic 

non-pregnant adults 

aged 18 years and 

older
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Strong recommendation: 

low certainty evidence.



Thyroid Recommendation 

in practice

• Clinician FAQ: Freely 

available to download in 

French and English at: 

www.canadiantaskforce.ca

http://www.canadiantaskforce.ca/


Social Media



Resources

• Canadian Task Force for Preventive Health Care 
http://canadiantaskforce.ca

• Patient education video overdiagnosis

https://www.youtube.com/watch?v=IKbynLn__r4

• Follow us on Twitter @cantaskforce

• Shared-decision making tools

 https://decisionaid.ohri.ca/implement.html

• Questions?

• amoore@mcmaster.ca
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http://canadiantaskforce.ca
https://decisionaid.ohri.ca/implement.html


Putting Prevention into Practice

Fini, Merci 
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Question 4:

Which of the following strategies

would not support discussions

when a patient requests a test that

is strongly recommended against?
A) Aligning and understanding their rationale

B) Assessing for risk factors that would warrant unadvised testing 

C) Explain why the test is not warranted (no benefit, possible harm)

D) Engage in Shared Decision Making 



Dense Breasts – Screening for Cancer

Prevalence: Women with dense breast tissue form a significant 
proportion of women - this means it is reasonable to conclude findings 
from the RCTs apply to women with dense breasts.

Definition: Women’s breast density changes over time and from one 
assessor to the next.

• A review conducted for the USPSTF:

• One in five women would be re-categorized into a different density category by the same 
radiologist at the next screening

• One in three would be categorized differently if it were read by a different radiologist.

Adjunctive Screening: There is no evidence that adjunctive screening for 
women with dense breasts has a positive impact on their health 
outcomes.



The dilemma remains will we be putting women with very dense 
breasts at increased risk of procedures without contributing to 
their eventual survival?



Peer to Peer: Family Medicine 

residents teaching SDM
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Putting Prevention into Practice

ANSWERS TO ADDITIONAL 

QUESTIONS

Screening for Breast Cancer



Why don’t you have recommendations for women 

with dense breast tissue?
• Women with dense breast tissue form a significant proportion of 

women - this means it is reasonable to conclude findings from 

the RCTs apply to women with dense breasts.

• Women’s breast density changes over time and from one 

assessor to the next. 

– A review conducted for the USPSTF 

– One in five women would be re-categorized into a different 

density category by the same radiologist at the next screening

– One in three would be categorized differently if it were read by a 

different radiologist.

• There is no evidence that adjunctive screening for women with 

dense breasts has a positive impact on their health outcomes.  
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Screening women with dense breast tissue

Summary of information from USPSTF guideline (2016): 

• Approximately 43% of women aged 40 to 74 years in the US classified 
as having dense breasts.

• Compared with women with average breast density these women have 
an RR of 1.23 to 1.30 of developing breast cancer depending on age.

• Women with dense breast tissue do not have an increased risk of dying 
following diagnosis of breast cancer according to data from the US.

• Reclassification of breast density status from year to year complicates a 
woman’s assessment of her underlying breast cancer risk.

• Adjunctive screening following a negative mammogram results in:

– Unknown health benefits

– Most positive results are false positives leading to increased recalls and 
biopsy rates

– Unknown effects on overdiagnosis rates 

No screening guidelines from other jurisdictions recommend adjunctive 
screening of women with dense breast tissue following a negative 
screening mammogram.
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Recommendations on other screening modalities, 

apart from mammography, for breast cancer screening:

• We recommend not using MRI, tomosynthesis or 

ultrasound to screen for breast cancer in women not at 

increased risk. (Strong recommendation; no evidence)

• We recommend not performing clinical breast 

examinations to screen for breast cancer. (Conditional

recommendation; no evidence)

• We recommend not advising women to practice breast 

self-examination to screen for breast cancer. 

(Conditional recommendation; low-certainty evidence)  
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Evidence on Other 
Breast Cancer Screening Modalities (Barbeau et al 2017)

• Breast self examination

– No difference in breast cancer mortality

• Clinical breast examination

– No evidence meeting criteria of effectiveness for 

breast cancer screening

• Other screening modalities (including  

tomosynthesis, MRI and ultrasound)

– No evidence meeting criteria of effectiveness for 

breast cancer screening
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Why are you using the RCTs conducted many 

years ago rather than more recent 

observational evidence?

• From a GRADE perspective RCTs provide greater certainty 

of evidence - this means observational studies are not 

included when RCTs are available. 

• Observational studies are subject to important biases that 

limit their use in determining effectiveness of an 

intervention; most importantly, they lack comparability of 

groups that is only attainable through randomization

• Inclusion of observational studies in evidence is unlikely to 

substantively modify the evidence base or conclusions 

drawn. 
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Isn’t overdiagnosis an issue of pathology 

rather than screening?
• Overdiagnosis from a screening perspective is the identification 

and subsequent treatment of asymptomatic women for breast 
cancer that may never have caused them any problem in their 
lifetime.

• In this situation, finding a cancer that is never going to cause a 
problem is harmful as it leads to unnecessary treatment with 
significant sequelae including unnecessary surgery, 
radiotherapy, chemotherapy, pain, disfigurement, distress and 
other adverse outcomes.

• We know overdiagnosis occurs as the rate of breast cancer 
among screened populations remains higher than unscreened 
over decades (the two numbers should become closer over time 
in the absence of overdiagnosis)

• We also know that screening results in higher numbers of 
women with breast cancer without decreasing the diagnoses of 
advanced breast cancers in screened populations. 
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Evidence Screening Benefit Breast Cancer Mortality 

• Women 50 to 69 yrs modest reduction (0.75 fewer/1000 

screened, NNS=1333

• Women 70 to 74 yrs modest reduction (1.55 fewer/1000 

sceened, NNS= 1389 

• Women 40 to 49 yrs lowest absolute benefit (0.58 

fewer/1000 screned, NNS = 1726
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