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Alone, in a Crowd
Some years ago, in this very column, I pointed out that no recognized medical organization actually recommends “total body CT scans” for screening purposes.  Such scans are nonetheless sought by patients who feel they simply need to know about every nook and cranny of their anatomy, and actively peddled by clinics contending they can extend your life.  I stand by my convictions that such testing is ill-advised, and more likely to do harm than good.

But I hasten to add that when I broached that topic, I received a rather impassioned letter from a reader whose father had undergone such testing in which critical pathology was discerned.  According to my correspondent, the very testing I was arguing against had saved his father’s life.  

I believe him, but it doesn’t change my position- and in that apparent paradox lies the meaning of screening, and some hope of making sense of this week’s mammography mayhem.  But let’s not get ahead of ourselves.

Screening, by definition, is about populations, not individuals.  When a doctor goes looking for a malady in a given patient for a specific reason, it is called a diagnostic evaluation, not screening.  And even if the reason is non-specific, for instance when a patient admitted to the hospital for chest pain has a battery of tests that cover such innocently by-standing body parts as the liver and kidneys, that’s called case-finding rather than screening.  The distinction is: we know you are sick, and now we want to make sure you aren’t sick in ways we don’t know about as well as those we do.

Screening applies to healthy members of whole populations: all men, all women, all newborns, and so on.  The population can be sliced and diced in whatever way makes sense, but the beneficiary of screening is always defined not by a name and a face, but by the population to which they belong.

Why not recommend screening total body CT scans if they can, even occasionally, save a life?  Because despite the occasional benefit to a single body, there is net harm to the body politic.
Making this case is far easier than it might seem.  If every driver in the United States were to forego use of their cars on any given day, on average roughly 118 lives would be saved, based on data from the National Highway Traffic Safety Administration.  To the best of my knowledge, however, no one even considers this action.  If the government were to recommend it officially, it might well incite rebellion!
But those 118 lives belong to real people, so why not take them seriously?  Because on any given day, we each believe that neither we, nor someone we know and love, will be one of them.  And the cost of a population-wide driving ban, in terms of lost efficiency, productivity, and convenience- is just too high.

The cost is too high?  To save 118 lives?!?  Apparently so, if our actions are any indication.  But in hindsight, family members of any of the 118 might be as impassioned about the driving ban as was my reader about his father’s CT scan.
No one likes a comparison of costs- measured in any units, be it dollars, or hours, or effort- to the value of a human life.  But because screening is, of necessity, applied wholesale to the population, there will inescapably be costs borne by everyone to generate the occasional benefit for someone.  Whether or not we like talking about it, our actions tell us we actually all do this math, every day.

Now to the news of the week.  The lesser bombshell is that the American College of Obstetrics and Gynecology has raised the recommend age to start cervical cancer screening, generally known as Pap smears, to 21, and suggested screening every other year rather than annually.  

The principal reason for this is that cervical cancer progresses slowly, and at the population level, vanishingly few cases will have started so young that initial screening at age 21 will fail to detect and cure early stage cancer.  Screening millions of 17-year-olds to find this needle in the haystack would result in net harm measured in cost, inconvenience, unnecessary treatment, and the occasional false-positive result in a healthy young woman who would then be subjected to more testing that would not have occurred had the initial screening been deferred.

The bigger bombshell, of course, was the announcement by the United States Preventive Services Task Force that routine breast cancer screening should begin at 50, not 40.

This recommendation does not refute the contention that mammography before age 50 can save lives- everyone knows it can, and has.  It simply applies the same kind of math we are subconsciously applying when we get behind the wheel and drive each day.  It compares the potential benefit to some individual to costs borne by the whole population.
What are those costs?  Dollars, of course- but that issue was not even considered by the Task Force, which should relieve anyone who thinks this recommendation carries the taint of “rationing.”  Not so, not even a little.  Economic analysis is entirely separate.
The relevant costs are tallied as harms, and missed benefits.  In terms of missed benefits, mammograms are harder to interpret in pre-menopausal women, and breast cancer, when it does occur before menopause, often progresses faster than it does later in life.  The result is that even with screening, a significant proportion of pre-menopausal breast cancers will elude detection until they are somewhat advanced.

As for harms, we have long known that for every breast cancer found in women under 50, well over ten times as many women will have false positive results.  Quite a few of these women will have biopsies.  There are, of course, potential complications of the biopsies that turn out to show there is no breast cancer.  In addition, the scar tissue left behind makes future mammograms harder still to interpret, increasing the risks of missing a cancer when there actually is one.

Where does this leave us?  Alone, in a crowd.

Screening recommendations are, and should be, about the fate of populations, not individuals.  But just as no one is an island, no population is you or me.  On the basis of population evidence, the new recommendations for both breast and cervical cancer screening are justified.  Determining how to apply such recommendations to yourself and those you love is what good clinical care is all about.

So use the revised recommendations as the starting point for dialogue with your doctor about what’s best for you.   Oh, and one more thing.  Please drive carefully.
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