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RASTREAMENTO

SALVAR
VIDAS

SOBREVIDA




Quando se fala em rastreamento, deve-se

pensar na visdo de coletividade, e nao

individualmente. Sera necessario rastrear uma
grande quantidade de pessoas saudaveis e
assintomaticas para detectar alguns pacientes
com a condicao pesquisada



CRITERIOS PARA PROGRAMA DE
RASTREAMENTO

1. A doenca deve representar um importante problema eja relevante para a
populacdo, levando em consideracao os conceitos de magnitude, transcendencia e vulnerabilidade;
2. A historia natural da doenca ou do problema clinico deve EI_ FM CONHECIDA I

3. Deve cI RE-CLIN _cli'nico (assintomatico) bem definido, durante o qual a doenca possa ser
diagnosticada;

ﬂ
o tratamento precoce com o rastreamento deve ser maior do que se a

P

condicao fosse tratada no momento habitual de diagndstico;

1
5. Os exames que detectam a condicao clinica no estagio assintomatico deverl o
aceitaveis e confiaveis;

6.0 CLL.M ‘oee=camento e tratamento de uma condicao clinica deve ser razoavel e compativel
com o orcamento destinado ao sistema de saude como um todo;
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DESAFIO

BENEFICIOS MALEFICIOS

Reducao de mortalidade Overdetection
Reducao da morbidade FP (prevaléncia + especificidade)

Prolongar sobrevida FN, $$$, overtreatment

Brandao, RG. 2019




REMEDIAR




Identificar programas que tragam
mais beneficios do que danos







PREVALENCIA




INCIDENCIA DE CANCER DE MAMA (EUA 2009)
FAIXA 30-40 ANOS 1 EM 2500 MULHERES
FAIXA 41-50 ANOS 1 EM 200 MULHERES

FAIXA 51-60 ANOS 1 EM 50 MULHERES

SEER, EUA, 2009



MORBIDADE/LETALIDADE




Table 2. Age-specific Ten-year Probability of Breast
Cancer Diagnosis or Death for US Women

Diagnosed with Dying from
Current age invasive breast cancer breast cancer
20 0.1% (1 in 1,479) <0.1% (1 n 18,503)
30 0.5% (1 in 209) <0.1% (1 in 2,016)
40 1.5% (1 in 65) ) -
20 24% (1 n42) Risco morte por CA de
. ABEll  rora0ancs

o -] i

80 3.0% (1 n 33) 1/310
Lifetime risk 12.8% (1 in B) 2.6% (1 in 39)

Mote: Probability 15 among those who have not been previously dagnosed
with cancer. Percentages and "1 in™ numbers may not be numerncally
eQuivalent due 1o rounding.

©2019, Amencan Cancer Society, Inc., Surveillance Research
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TESTES DIAGNOSTICOS




ELEICAO DE TESTE DE RASTREAMENTO

- Boa sensibilidade (baixa taxa de falso-negativos)
- Elevada especificidade (alarmes falsos)

Doenca
Teste Presente Ausente Total
(sensib. = 100%) (espec. = 80%)
Teste (+) S 199 ' 204
Teste (-) | 0 796 | 796
Total 5 995 N=1000




ELEICAO DE TESTE DE RASTREAMENTO

- Prevaléncia 60-70 anos

Presente Ausente
S70% E75%

Teste + 70 725 795
Teste - 30 2175 2205
Total 100 2900 3000



ELEICAO DE TESTE DE RASTREAMENTO

- Prevaléncia 30-40 anos

Presente Ausente
S70% E75%

Teste + 3 2499 2502
Teste - 1 7497 7498
Total 4 9996 10.000




HISTORIA NATURAL DA DOENCA




Figura 3.3 - Numero de casos na populacao antes da introducao de um programa de
rastreamento.
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_Figura 3.4 - Numero de casos na populacao apos a introducao de um programa de
rastreamento.
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Fonte: (RAFFLES E GRAY, 2007)



DETECCAO PRECOCE —
-SEMPRE POSSIVEL???
-SOMENTE BENEFICIOS???
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Wallis MG, C. Radiology, 2017




Twenty five year follow-up for breast cancer incidence and mortality of
the Canadian National Breast Screening Study: randomised screening

trial
BMJ 2014,;348:9366

Objective: To compare breast cancer incidence and mortality up to 25 years in
women aged 40-59 who did or did not undergo mammography screening

Methodology:15 screening centres in six Canadian provinces,1980-85
Participants 89 835 women, aged 40-59, randomly assigned to mammography or
control (no mammography).Interventions Women aged 40-49 in the
mammography arm and all women aged 50-59 in both arms received annual
physical breast examinations. Women aged 40-49 in the control arm received a
single examination followed by usual care in the community

Miller AB, Baines CJ, Sickles EA, et cols, 2014




Probabilty of survival

1.00 _E' 1.000
g
0.96 & 0,998
o
=
0.92 = 0.996
2
N P
0.88 e 0.994
Control arm (4688 deaths, 44 910 women) Control arm (171 deaths, 44 9210 women)
0.0, Mammography arm (4789 deaths, 44 925 women) 0,99 M Mammography arm (180 deaths, 44 925 women)
- P=0.63
oy T2 5.5

Years after enrolment Years after enrolment

Miller AB, Baines CJ, Sickles EA, et cols, 2014



Twenty five year follow-up for breast cancer incidence and mortality of
the Canadian National Breast Screening Study: randomised screening
trial

BMJ 2014,;348:9366

OVERDIAGNOSIS 2 2 O/O

Miller AB, Baines CJ, Sickles EA, et cols, 2014




O QUE APRENDEMOS??

MAIOR DETECCAO NAO SIGNIFICA BENEFICIO

IMPORTANTE PARCELA DOS CASOS NUNCA
EVOLUIRIA PARA MORTE

DIAGNOSTICO ATRAVES DO RASTREAMENTO
NAO SIGNIFICA CURA

E FUNDAMENTAL METODO COMPROVAR
IMPACTO NA SOBREVIDA




RASTREAMENTOS UTEIS o oS

m Avaliacao de risco cardiovascular

m Avaliacao de dislipidemia

m HAS

m DMII

m Tabagismo/ abuso de alcool/ obesidade
m USGty, DO, CO, MMG




RASTREAMENTO PARA
O CANCER DE MAMA




The Malmo Study

1976
(12 anos)

EUROPE

Two-County Trial

1977

21 mil 45-69 anos
MMG 18-24m

21 mil controles

80x39 mil 40-74
anos (Ostergotland)
MMG 24-33m

39x 18 mil
Kopparberg

RR
0,68(0,52-
0,89)




Evitar/Prolongar 1 vida

1904 — 40-49a (15%)
1339 —50-59a (32%)
377 —60-69a (32%)

U.S. PREVENTIVE TASK FORCE
(2002, 2009, 2016)

Recomendacoes

MMG bianuais a partir 50a
(conserva beneficio 70-99%)
(reduz maleficios até 50%)

ATENCAO

BALANCO
BENEFICIOS/MALEFICIOS




RASTREAMENTO PARA O CANCER DE
MAMA







DANOS DO RASTREAMENTO

FALSO POSITIVO
FALSO NEGATIVO

SOBRECARGA DE EXAMES DIAGNOSTICOS
‘'OVERDIAGNOSIS’ (SOBREDIAGNOSTICO)
‘OVERTREATMENT’ (SOBRETRATAMENTO)
PREOCUPACAO E ANSIEDADE

CUSTOS




Insights into Imaging (2018) 9:449-461
hittpsy//doi.org/10.1007/513 244-018-0636-2

GUIDELINE

@ Crosshark

Breast ultrasound: recommendations for information to women
and referring physicians by the European Society of Breast Imaging

Andrew Evans' « Rubina M. Trimboli? « Alexandra Athanasiou® - Corinne Balleyguier® . Pascal A. Baltzer® .

Ulrich Bick® - Julia Camps Herrero’ - Paola Clauser” - Catherine Colin® - Eleanor Cornford” - Eva M. Fallenberg® -
Michael H. Fuchsjaeger '® - Fiona J. Gilbert "' - Thomas H. Helbich ® - Karen Kinkel '? - Sylvia H. Heywang-Kébrunner '* .
Christiane K. Kuhl'® - Ritse M. Mann '° - Laura Martincich '® - Pietro Panizza'’ - Federica Pediconi ' -

Ruud M. Pijnappel'? « Katja Pinker>2° . Sophia Zackrisson?' « Gabor Forrai?? « Francesco Sardanelli**?* () . for the
European Society of Breast Imaging (EUSOBI) , with language review by Europa Donna-The European Breast Cancer
Coalition



Table1 Defimite indicatons for breast ultrasound

Palpable lump
Axillary adenopathy
First approach for chmcal breast abnormalities under age 40

First approach for chmcal breast abnormaliies in pregnant
or lactatmg women

Suspicious abnormalitics &t mammography or magnetic
resonance imaging (MRI)

Suspicious nipple discharge
Recent nipple mversion
Skin retraction

Breast mflammation

Abnormalitics at the surgical scar after breast conserving
SUMECry or mastoctomy

Abnormalitics in the presence of breast implants
Screeming high-nsk women, especially when MRI is not performed
Loco-regional staging of a known breast cancer, when MRI is
not performed
Guidance for percutancous breast interventons (needle biopsy,
pre-surgical localisation, fluid collechon dramage)

Momtormg paticnts with breast cancer receiving neo-adjuvant
therapy, when MRI1 s not performed )




Table 2 Possible indicatons for breast ultrasound

Supplemental screenmg after mammography for women aged 40-74
with dense breasts

surveilllance of women with previous mammographically occult breast
cancer

Palpable lump felt by the woman with normal chmeal examination

Focal new breast pan unrelated to the menstrual cycle

Intraoperative US leswon dentihication and US of specimens




Table3 Inappropnate mdications for breast ultrasound

Soaeenmg for breast cancer m average-risk women under age 40

Scareenmg for breast cancer as a stand-alone alternatve to mammography
m average-mnsk women with =40 years of age

Follow-up m women with previous history of breast cancer as an
altemative to mammography

Difluse bilateral premenstrual breast pain

Scareenmg of breast implant integnity 1n asymptomatic women
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| Volume 44, Issue 4, March 2008, Pages 539-544 -
ELSEVIER

Breast screening with ultrasound in
women with mammography-negative
dense breasts: Evidence on incremental
cancer detection and false positives, and
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associated cost

Vittorio Corsetti ?, Nehmat Houssami b €, Aurora Ferrari 2, Marco Ghirardi ?, Sergio Bellarosa ?,
Osvaldo Angelini , Claudio Bani ?, Pasquale Sardo *, Giuseppe Remida ®, Enzo Galligioni ®,
Stefano Ciatto =& &



Tu precoces
(64 x 35%)

9.157 (25.572)
(mamas densas)

4,9%
(investig.)

US - $50-60
Diang: $14-
15.000




‘e B}’ east Journal

ORIGINAL ARTICLE

The Connecticut Experiment: The Role of Ultrasound in the
Screening of Women With Dense Breasts

Jean Weigert MD, FACR, Sarah Steenbergen MD

First published: 26 September 2012 | https://doi.org/10.1111/tbj.12003 | Citations: 97




8.647 (72.030)
(mamas densas)

28 CAs
418Bxs
(VPP 6,7%)

3,2casos/
1000
mulheres

S: 96.6%
E: 94,9%

B3 9%
(767/8,647)

B4 5%
(429/8,647)




nn Intem Med 2016;164:268-278. doc10.7326M15-1 789 www.annals.org
For author affiliations, see end of text.

This article was published at www.annals.org on 12 January 2016,

REVIEW Annals of Intemal Medicine

Supplemental Screening for Breast Cancer in Women With Dense
Breasts: A Systematic Review for the U.S. Preventive Services
Task Force

Joy Melnikow, MD, MPH; Joshua J. Fenton, MD, MPH; Evelyn P. Whitlock, MD, MPH; Diana L Miglioretti, PhD;
Meghan 5. Weyrich, MPH; Jamie H. Thempson, MPH; and Kunal Shah




Table 4. Breast Cancer Detection Outcomes for Supplemental HHUS, ABUS, MRI, and DBT

Fair

(12.4-43.7)

Study, Year (Reference) Cancer Cancer Detection Recall Rate Biopsy Rate
USPSTF Quality Rating Cases Detected Rate (95% ClI) (95% Cl), % (95% Cl), %*
HHUS

Bergetal, 2012 (25) 15/3414 examinations 4.4 per 1000 examinations (2.5-7.2) 14(12.7-15.1) MR

Good

Corsetti et al, 2011 (26) 32/7224 examinations 4.4 per 1000 examinations (3.0-6.2) MR 6 (5.4-6.5)

Good

Brancato et al, 2007 (27) 2/5227 women 0.4 per 1000 women (0-1.4) 2(1.7-2.5) 1(0.9-1.6)

Fair

Girardi et al, 2013 (28) 22/9960 women 2.2 per 1000 women (1.4-3.3) NR NR

Fair

Hooley et al, 2012 (29) 3/648 women 4.6 per 1000 women (1.0-13.5) 24 (20.3-27.0) 7(5.2-9.4)

Fair

Leonget al, 2012 (30) 2/106 women 18.9 per 1000 women (1.7-50.3) 177 13(7.4-21.2)"

Fair

Parris et al 2013 (31) 10/5519 women 1.8 per 1000 women (0.9-3.3) MR 3(2.8-3.8)

Fair

Venturini et al, 2013 (32) 2/826 women 2.4 per 1000 women (0.3-8.7) 10(7.5-11.7) 1(0.6-2.2)

Fair

Weigert and Steenbergen, 25/8647 women 2.9 per 1000 women (1.9-4.3) 14(13.1-14.5) 5(4.4-5.3)

2012 (33)
Fair
Youk et al, 2011 (34) 11/446 examinations 24.7 per 1000 examinations 14(10.6-17.2) 11(8.2-14.3)



US em Mamas Densas

m Aumenta a taxa de deteccao de cancer
m Deteccao de tumores iniciais e NO

m Impacto Mortalidade????

m Aumento da taxa de falso +

m Elevado numero de bidpsias

m Seguimento de numerosos casos B3
m Ansiedade e tensao

m Aumenta os gastos



USG DE MAMAS

USO EXCLUSIVO EM ASSOCIACAO A




USG DE MAMAS

NAO RASTREAR MULHERES ABAIXO [t
DE 40 ANOS




USG DE MAMAS

NAO RASTREAR MULHERES COM
MAMAS LIPOSSUBSTITUIDAS




USG DE MAMAS

MAMAS DENSAS APOS 50 ANOS
(DISCUTIVEL 40-50)




USG DE MAMAS

RISCO INTERMEDIARIO
(CANCER DE MAMA FAMILIAR)




Duvidas?
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Obrigado!

Rodrigo Gregorio Brandao

®Te|: (11) 981617511 ||
@ E-mail:
rodrigobrandao.masto@gmail.com




