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The authors respond to: 
“Revamp governance of 
Canadian Task Force on 
Preventive Health Care”

The Canadian Task Force on Preventive 
Health Care is an independent body that 
develops evidence-based guidelines to 
support primary care providers to deliver 
the best possible preventive health care to 
Canadians. It comprises experts in primary 
care, public health, preventive medicine 
and guideline methodology. The task 
force represents the people of Canada, 
not other organizations such as industry 
or special interest groups, to avoid inher-
ent biases and conflicts of interest.1,2 The 
task force places a high level of emphasis 
on its rigorous approach to the identifica-
tion of relevant evidence and the synthe-
sis of evidence: it utilizes the Grading of 
Recommendations Assessment, Develop-
ment and Evaluation (GRADE) methodol-
ogy to inform its evidence-based guide-
lines and to communicate its decisions in 
a transparent manner.3–6

Unlike scenarios where patients seek 
medical care because they are experienc-
ing symptoms, screening invites otherwise 
healthy people to undergo testing and, 
when abnormalities are found, subse-
quent intervention. Screening has both 
potential harms and benefits, and it is crit-
ical that patients and care providers have 
a thorough understanding of these harms 
and benefits before making decisions 
about undergoing any screening proced
ure. It would be irresponsible to recom-
mend that Canadians participate in wide-
spread screening practices in the absence 
of reasonable confidence of net benefit.

In his letter to CMAJ, Dr. Yaffe7 asserted 
that the evidence of benefit for breast can-
cer screening is clear and unequivocal. He 
argued that high-quality data from random-
ized controlled trials (RCTs) for “newer” 
breast cancer–screening technologies is 
absent and that the task force should sim-
ply lower the evidentiary bar, rely upon 
poorer-quality evidence (including observa-
tional studies) and recommend that all 
women undergo screening. We disagree for 
several reasons.

First, the benefit of newer approaches 
over traditional mammography is uncon-
firmed; newer screening technology may 
not always mean “better.” Newer tech-
nology screening tests may be more sen-
sitive, but this can lead to more false 
positives and increased rates of over
diagnosis. Overdiagnosis occurs when 
cancers that would never have caused 
harm over a woman’s lifetime are identi-
fied through screening, exposing women 
to surgery and chemotherapy for cancers 
that would never have been clinically 
apparent if screening were not per-
formed. Overdiagnosis is widely recog-
nized as a substantial harm of screen-
ing.8 Reliable evidence of possible harms 
and benefits of newer technologies is not 
available; however, this is critical infor-
mation that is needed to inform rational 
recommendations.

Second, we agree with Dr. Yaffe that 
“cherry picking” evidence introduces bias 
and should be avoided. As an example, 
Dr. Yaffe cited a single retrospective 
cohort study as evidence that screening 
reduces surgery and chemotherapy;9 a 
Cochrane systematic review of random-
ized trials, however, reported the oppo-
site conclusion.10 It is critical that clinical 
guidance is based on systematic review of 
evidence that uses accepted methods to 
minimize bias and considers the totality 
of evidence,11 which the task force did in 
developing its recommendations on 
breast cancer screening.12

Third, Dr. Yaffe suggested that obser-
vational data on breast cancer screening 
make a clear and strong case that bene-
fits outweigh the harms. In 2016, the 
United States Preventive Services Task 
Force did a systematic review of the types 
of observational studies on breast cancer 
screening that Dr. Yaffe used to provide 
evidence that supported his position. The 
US task force concluded that this type of 
evidence had “mixed results” and had 
substantial biases that limited their use in 
determining effectiveness, and it was ulti-
mately deemed insufficient to assess 
additional benefits and harms.13 Dr. Yaffe 
cited a review by the International Agency 
for Research on Cancer as evidence of a 

consensus of the clear net benefit of 
breast cancer screening. However, consis-
tent with the task force recommenda-
tion,12 the authors of that review con-
cluded that the evidence on breast cancer 
screening for women aged 40–49  years 
was too limited to support a recommen-
dation for screening in this age group.14 
Showing equipoise for this issue, a large 
cluster RCT of breast cancer screening in 
women younger than 50 years is currently 
underway in the United Kingdom to 
determine if there is benefit from screen-
ing in these women (clinicaltrials.gov, 
NCT01081288).

The task force recommendations on 
breast cancer screening are concordant 
with those of other reputable guideline 
producers that use evidence-based 
approaches, including major national 
guidelines in the US, UK and Australia.13,15,16 
Consistent with the Canadian task force 
guideline, these international guidelines 
do not recommend unproven screening 
technologies (e.g., digital tomosynthesis 
and magnetic resonance imaging) or sup-
plemental screening in women with 
increased breast density after a negative 
result for a mammogram because there is 
insufficient evidence to assess harms and 
benefits of clinically meaningful out-
comes. A recent appraisal of major inter-
national guidelines for breast cancer 
screening by the American College of 
Physicians assigned the Canadian task 
force guideline the highest score for over-
all quality rating: more reviewers recom-
mended the task force guideline for use 
than any other guideline.17

The task force used a rigorous, unbiased, 
evidence-based review and approach to 
develop its guideline on breast cancer 
screening to provide women and their 
primary care providers with the best evi-
dence to make informed decisions.12 Low-
ering our rigorous standards would be a 
disservice to both primary care providers 
and women affected by screening recom-
mendations. We are confident that our rec-
ommendations are sound and consider 
not only the best available evidence, but 
also provide Canadian women aged 
40–74  years with the information they 
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need to make an informed choice based 
on their values and preferences through 
shared decision-making in partnership 
with their physicians.
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