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Assessment of a breast cancer
screening programme in Shiraz,
Islamic Republic of Iran

N.Hadi,' A. Sadeghi-Hassanabadi,’ A-R. Talei? M.M. Arasteh® and T. Kazeroon#

At OVt )y gt 31 @ Sl O oo 63F uali 1 ol
"s..)_))lfu.lbgwﬂ(‘g.q_‘uag-)LlaJ_,_..)'l.u-ggabT wu@;“‘;;ud&

_..a.::fl‘, ‘5()‘.&335‘,0)&.9 c]_»v.fo{/I\_JYTe_,.&‘_}ﬂ“(’;.U'ldLbﬂL‘sﬁ.jebﬁr".uf‘ i3
(L.Lp44 35) lﬂﬂ‘ﬁ@’)\.‘l.;u'rwtu'l}“ UYwJ;quuJ e (Y O e Ul 67

3 L-LPGS Jﬁuﬁ_;b&fubjuauu Yl u"""[ IS e '-L:JL.a_ll)L:f'L.wl Yoo il ‘l)_..Jl dy
oo DLSY Yot 2yl s',,n.uu ua:u.lb DLV SN S5 {otas, L_:-L..al Lo C“ ~

S;J,._II °HS“ Jet A dl Js4 J,nj_h 1;JJ‘, Ll S T | e Jubns f,L._, NS \g:L-«u—-ﬂ
L8] 36 Ulad I il OF W] St 5 0 A it O 2y el

AR AT el plil e el oty gutl] A amill il

ABSTRACT A breast cancer screening programme was evaluated for approximately 10 000 women aged
36 yoare and older, There were §7 cases of breast cancer. Highest rates of attendance woro scon among
younger women (35-44 years) and middle socioeconomic groups. Lowest rates were among those aged
over 65 years and low socioeconomic groups. The rate of detection by self-examination was similar to that
by health personnel examination. At all stages of screening, positive findings were most common among the
high socioeconomic class. Attendance decreased steadily from first to |last stages of serial screening.
Although mammography is the most sensitive method of detection, because of its high cost we suggest
establishing breast self-examination education programmes and encouraging wormen to self-examine.

Evaluation d’un programme de dépistage du cancer du sein a Chiraz (République islamique d’Iran)
RESUME Un programme de dépistage du cancer du sein a été évalué pour environ 10 000 femmes agées
de 35 ans et plus. |l y avait 67 cas de cancer du sein. Les taux de participation les pius élevés ont été
observés chez les femmes plus jeunes (35-44 ans) et dans les groupes socioéconomiques moyens. Les
taux les plus bas se trouvaient chez les femmes agées de plus de 85 ans et dans les groupes socio-
sconomiques taibles. Le taux de dépistage par auto-examen des seins était semblable & celui du dépistage
par examen clinique effectué par un professionnel de santé. A tous les stades du dépistage, des résultals
positifs étaient plus fréquents dans la classe socioéconomique supérieure. La participation diminuait
régulierement des premiers aux derniers stades du dépistage en série. Bien que la marmmuographie suit la
méthode de dépistage la plus sensible, en raison de son colt élevé nous suggérons de metlre en piace des
programmes de formation & 'autc-examen des seins et d’encourager les femmes a procéder a cet examen.
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Introduction

Breast cancer is of special importance
among various malignancies for many rea-
sons. It has a high prevalence all over the
world, affects women during their produc-
tive period of life and has a significant eco-
nomic burden on health services.
Furthermore, although it is curable at early
stages, surgery is difficult for women to
accept.

Breast cancer comprises one-third of ali
female cancers and ranks second among
cancer related deaths worldwide. About
19% of cancer related deaths are due to
breast cancer [/-3]. The highest rates of
prevalence are found in the United States of
America (USA) and Europe. The breast
cancer rate in the USA is 8.5-9 per 1000
and affects 1 in 9 women during their life-
time [4,5]. In England, the prevalence rate
is 7.8 per 1000 women and affects 1 in 12
women with a high mortality rate [6]. Prev-
alence rates reported for Sweden, Ireland
and Italy are 4-7.5, 7.2 and 6.9-8.1 per
1000 individuals respectively [7-72].

It has been reported that rates are lower
in the developing countries and in the East-
ern hemisphere. For example, the preva-
lence in Korea has been reported to be 2.6
per 1000 {2]. In Japan, it was found to be
b4 1o 1.6 times less than the rate of the
USA and Europe [1,13].

The incidence rate of breast cancer has
been increasing since 1940 in most parts of
the world and this increase has been more
significant in originally low-incidence
countries. For instance, there has been an
increase in the rates of this cancer in Israel,
Japan and Singapore. Some parts of this
increase have been attributed to increases
in life expectancy and some to changes in
litestyle and diet [3,14,15].

The screening methods introduced dur-
ing the second half of the 20th century

have used breast cancer as a very common
example for their application. The primary
concern of screening in general, and as it is
applied to breast cancer in particular, is the
early detection of the disease for more ef-
fective therapy and longer snrvival.

The first population-based breast can-
cer screening programme in the Islamic
Repuhlic of Iran was conducted in Shiraz
during 1996-97. The study estimated the
prevalence of breast cancer among women
35 years of age and older in an urban area
[76]. In the present study, we evaluated the
screening methods employed in the original
stidy nsing two main indices, namely de-
tection rate and attendance rate among the
study sample.

Methods

The results of the original Shiraz breast
cancer study (1996-97) were used to eval-
uate that serial screening programme on the
basis of its detection rate at each stage and
the response rate of the study sample. As
reported in the original study [/6], 10 000
women aged 35 years and older were invit-
ed to participate in a population-based serial
screening programme. These women were
sclected in such a way that every 1000 eli-
gible women came from a part of the city
under the services of one health centre.
Therefore, a total of 10 health centres dis-
tributed all over the city were enrolled in
the study. The goal was to recruit 1000
women from each centre. The total study
sample was a representative sample of all
sociocultural levels within Shiraz, a city
with a population of 1.2 million that is the
centre of Fars Province in southern Islamie
Republic of Iran.

All women were visited at their houses
and were invited by health personnel famil-
iar with the neighbourhood to come 1o the
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neighbouring health centre according to a
prepared schedule. They were then put into
groups of 5-10 women to be taught about
breast self-examination (BSE). For the first
stage of the study they were asked (o ex-
amine themselves and to report their find-
ings in a data collection form designed
according to the objectives of the study.

In the second stage, health personnel
trained for this purpose examined the
women and reported their findings in the
previously mentioned form. In the third
stage of the study, those who were found
to have any mass or suspicious lesion in the
breast were referred for examination by a
surgeon. The final phase of screening was
mammography for those whom the sur-
geon found to have any breast mass. All of
the above-mentioned stages and the thera-
peutic measures employed for the cases
were free of charge.

Results

Although a total of 12 948 women were in-
vited, 9926 women were enrolled in the
first phase of the study (an acceptance rate
of approximately 76.7%). A total of 159
women found suspicious tumours in their
breasts and the total number of women
found by the health personnel to have
breast masses were 225. All of those found
to have breast lesions either by the women
themselves or by the health personnel were
referred to the surgeon. This comprised
248 women (Table 1).

Of those referred to the surgeon, 80
were designated as having breast masses
and were referred for mammography. Only
68 women accepted to undergo mammog-
raphy; 45 of them had abnormal findings
and were sent for fine needle aspiration or
biopsy to rule out malignancy. Malignancy
was reported for 7 cases after biopsy.

Table 1 Comparative results of BSE and
personnel breast examinations

Total

Self N Examination by
examination health personnet
Ahnormal Normal
Abnormal 136 23 159
Normal 89 9678 9767
lotal 225 9701 9926

As an additional effort, there was a
mammographic screening programme for
1000 women designated as normal by BSE
and personnel examination. They were se-
lected randomly by a systematic sampling
of 100 women from every one of the 10
neighbourhoods as reported previously
[I6]. A total of 4 confirmed cases were
found among the 1000 wemen screened in
this way. There were also 20 confirmed
cases of breast cancer who had been diag-
nosed before the programme within the
same 10 000 sample.

As mentioned earlier, if we had only
dealt with the original research proposal
that consisted of a survey and examination
of 10 000 women and had gone through
the serial screening programme, we would
have had 20 known cases who were al-
ready diagnosed plus 7 cases who were
detected in this programme, i.e. a preva-
lence rate of 27 per 10 000. By contrast,
the mammography applied to 1/10 of those
with normai findings in the original exami-
nation resulted in 4 confirmed cases (4 per
1000). If this rate is applied to the total
sample of 10 00U, we can say that there s
an estimated true prevalence rate of breast
cancer of about 6.7 per 1000 in the studied
sample.

The attendance rate in the first stage
was 76.7% but there was a significant dif-
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ference among the different parts of the
city ranging from 51.2% to 95.2%. Be-
cause it was thought that the main determi-
nants in the attendance rate might be
socioeconomic factors most profoundly
expressed by the area of residence, the 10
health centres were divided into 3 main
groups of low, middle and high socioeco-
nomic levels, Attendance rates according to
socioeconomic class were then evaluated
(Table 2). The highest attendance rate was
seen in the middle class and the lowest in
the low socioeconomic group. This was
statistically significan (3’ =41.8, P < 0.01).
Furthermore, the participating sample had a
younger age structure than the general pop-
ulation as younger women tended to partic-
ipate more (Table 3). The difference
between general population and study
group by the chi-squared goodness of fit
test was significant (¥ = 1023.76, P <
0.0001). The detection rate was 1.6% (159
of 9926) by the women themselves and
2.3% (225 of 9926) by the health person-
nel. Only a minority of the lesions detected
by both groups were reported with certain-
ty; many more were uncertain (Table 4).
When the findings by the women and
the health personnel were classified ac-
cording to socioeconomic status, higher
rates of abnormal and suspicious findings
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were found among the higher classes (Ta-
ble 5). Kappa statistic was used to deter-
minc the degree of correlation between the
findings by self-examination and physical
examination by health personnel. This was
0.75 for the right and 0.63 for the left
breast. It should be noted that overall con-
cordance was 98.9%, which was statisti-
cally significant (I < 0.001) (Table 1). The
overall detection rate in the third stage, i.e.
examination by the surgeon, was 80 among
the sample of 9926 (0.8%), ranging from
0.43% to 1.04% for the low to the high so-
cioeconomic ciasses (Table 6).

Of the 80 women found to have breast
masses in examination by the surgeon and
referred to the mammography centre, 68
women (85%}) underwent this stage of the
screening programme and 45 (66.2%)
were further contirmed as abnormal cases.
Of these 7 werc pathologically positive by
biopsy (15.6%).

Discussion

As the overall prevalence rate estimated
through the various stages of this study
was 6.7/1000, and especially as the age dis-
tribution of the sample studied was young-
er than the general population, we can

Table 2 Attendance rates of women in the first stage of the
screening programme according lo socioeconomic status

Socioeco- No.invited No.attended Attendance rate (%)
nomic status

Low 4300 3004 69.86

Middle 5970 5002 83.79

High 2678 1820 71.69

Totat 12048 9926 100

x¢=41.8 P < 0.001.
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Table 3 Age distribution of the studied
sample as compared to the general
popuiation

Age group Study General
{years) sample population
No. Y% No. %
3544 5211 526 47001 40.2
45-54 2099 242 27329 23.4
5564 1563 15.8 21860 18.7
85 731 7.4 20768 17.7
Total 9898 100 116954 100

x? = 1023.76, P < 0.0001.
aNata wara missing for 28 women.

Table 4 Frequency of abnormal findings by
the women themselves and the health
personnel

Physical Self- Health
finding examination personnel

No. % No. %
Normal 9767 98.40 9701 97.73
Abnarmal 33 0.33 16 .16
Uncertain 126 1.27 209 211
Total 9926 9926
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conclude that we have a rate of breast can-
cer to be seriously concerned about. Fur-
thermore, it should be noted that the yicld
of mammography among a group of wom-
en considered normal in the two-stage
breast examination screenings was uncx-
pectedly high (4 per 1000). This means that
screening is important in countries like the
Islamic Republic of Iran. In addition, as in
other societies, we found a higher preva-
lence rate among the higher socioeconomic
clusses indicating that these groups should
receive priority in screening programmes.

It was found that the participation of
ntddle class women was higher than that
of the other classes. This could be due to
the lack of knowledge in the lower socio-
economic groups and the lack of motiva-
tion among the higher classes of the society
who do not feel the need to use free servic-
es. There was also a lowcer rate of partici-
pation among the older women, i.e. those
more than 50 years of age. This should be
taken into consideration when planning
breast cancer screening and education pro-
grammes for similar populations.

The use of mammography is controver
sial between 40-45 years of age and even at
older ages when women are at a higher risk
of breast cancer. It has been found that

Table 5 Frequency of abnormal findings in women examined by themselves
and by health personnel according to socioeconomic status

Sociceconomic No.examined  Abnormal by Abnormai by health

status self-examination personnel examination
No. % No. %

High 1920 55 29 69 36

Middle 5002 73 1.5 110 22

tow 3004 31 1.0 46 1.5

Total 9926 159 1.6 225 23
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Table 6 Frequency of cases detected in the
third stage of the screening {physical
examination by the surgenn) according to
socioeconiomic status

Secioeco- Total No. Rate (%)
nomic status  sample  positive

High 1920 20 1.04
Middle 5002 A7 0.94
Low 3004 13 0.43
Total 9926 80 0.80

BSE andfor screening mammography de-
creases breast cancer mortality rates by
about one-fourth in women aged 50-65
years [77]. The waining of health personnel
is therefore of critical importance both to
improve their skills of assessment and aiso
to allow them to educale women about
BSE.

The initial attendance rate of women to
the ncighbourhood health centres was
76.7% with more dropping out thereafter,

Furthermore, when we take into account
the cost of breast examination by health
personnel, it is clear that for the purposes
of mass screening we ought to concentrate
on two activities, namely BSE health edu-
cation for all women above 25 years of uge
in similar societies and a suitably spaced
mammography programme for those
above the age of 39 years.

Although the combination of BSE and
mammography seems to be the best meth-
od of sercening, because of the false pusi-
tive rates of both methods [/8], public
health prioritics and the real cost—benefit
ratio have to be clarified, even in countries
with high incidence rates of breast cancer
[17,19]. Because of the high cost of mam-
mography, cspecially in developing coun-
tries, BSE is particularly important.
Moreover, some women are more willing
to accept BSE than mammography [/7]. In
the Islamic Republic of Tran, in order to de-
velop a policy of breast cancer screening,
we also need to know mortality patterus of
breast cancer and health priorities.
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