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Abstract
Background: The aim of this study was to analyse breast cancer incidence and mortality in Tyrol from 1970 to
2006, namely after performing more than a decade of opportunistic mammography screening and just before
piloting an organised screening programme. Our investigation was conducted on a population level.
Methods: To study time trends in breast cancer incidence and mortality, we applied the age-period-cohort model
by Poisson regression to the official mortality data covering more than three decades from 1970 to 2006 and to
the incidence data ranging from 1988 to 2006. In addition, for incidence data we analysed data on breast cancer
staging and compared these with EU guidelines.
Results: For the analysis of time trend in breast cancer mortality in age groups 40-79, an age-period-cohort model
fits well and shows for years 2002-2006 a statistically significant reduction of 26% (95% CI 13%-36%) in breast
cancer mortality as compared to 1992-1996.
We see only slight non-significant increases in breast cancer incidence. For the past five years, incidence data show
a 10% proportion of in situ cases, and of 50% for cases in stages II+.
Conclusions: The opportunistic breast cancer screening programme in Tyrol has only in part exploited the
mortality reduction known for organised screening programmes. There seems to be potential for further
improvement, and we recommend that an organised screening programme and a detailed screening database be
introduced to collect all information needed to analyse the quality indicators suggested by the EU guidelines.

Background
Breast cancer (BC) is the leading cause of female cancer
death in all industrialised countries (and also worldwide)
and the breast is also the leading incident cancer site for
females [1]. Therefore, screening methods for BC are of
greatest public health importance. Efficiency and efficacy
of organised mammography screening programmes have
been proven in large randomised trials conducted in
Europe and North America. For several years already,
organised mammography screening programmes have
been recommended in the EU[2]. Austria is one of the
European countries where up to 2006 no organised
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programmes were implemented, but where coverage in
spontaneous mammography screening could have been
rather high. In a micro-census conducted in Austria in
2006-2007, more than 80% of women aged 40-59
answered that they had had at least one mammography
(ever) and more than 40% had had one in the past year
[3]. However, it is known that self-reporting of screening
usage overestimates true coverage [4], and first preliminary data from the organised mammography screening
programme in Tyrol strongly confirm this interpretation. In 2006, the Austrian health minister declared
mammography to be one of the top health agendas, and
in July 2006 a decision was made to implement organised mammography screening programmes, in a first
step in pilot regions, of which Tyrol is the largest.
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In Tyrol, spontaneous mammography screening was
set up around 1993. In July 1998 the “Working Group
for Early Breast Cancer Detection for Tyrol” was established. Since that year recommendations including
monthly breast self-examination, annual examination by
a physician and annual mammography, if necessary with
adjunctive breast sonogram, beginning at age 35-40,
were formulated. Assessment is offered centrally by
eight hospitals. Results of this strategy have been published [5]. Generally, in Austria spontaneous mammography screening is offered in the framework of general
health exams done by general practitioners and of
gynaecologic exams performed by gynaecologists in private practice. Women are referred for screening mammography mostly to radiologists in private practice.
Both services are free of charge for women as of age 40.
In 2007 and 2008, five pilot projects were launched in
several of Austria’s federal states in order to evaluate
how to implement organised mammography screening.
In Tyrol, a state screening programme was started in
June 2007. In a one-year pilot phase, the methods were
tested in two counties of Tyrol and in June 2008 the
programme was extended to the whole state of Tyrol.
The basic goal was to smoothly change the existing
opportunistic screening system. Main characteristics are
personal invitation, screening offered by radiologists and
hospitals (out-patient departments), assessment at two
hospitals, training of all partners and careful quality
control by collecting all data in a central screening database and periodic inspection of data by a medical quality
assurance group. No double reading was implemented.
We feel there is a need to publish the baseline characteristics of incidence and mortality in order to give a
transparent public view of the situation in Tyrol before
changing the mammography system. Although programme characteristics have not been collected to date,
we can roughly judge the outcome achieved with the
former spontaneous system by analysing time trends in
incidence and mortality and by looking at stage shifts in
BC cases. To our knowledge, it is not only in our country that spontaneous mammography screening is offered
to women broadly, and there is ongoing discussion
about whether the mammography system should be
changed [6]. Therefore, it is of general interest to analyse the effects of spontaneous mammography screening
offered free of charge to all women in a population. The
analysis was only to be published now, because mortality
and incidence data for female BC in Tyrol were published just a few months ago for the period to 2006 [7].
It was our aim to analyse BC incidence and mortality
before changing the mammography system in Tyrol and
to estimate the effects of the spontaneous programme
offered free of charge to women for about fifteen years
in order to have a public discussion of results before
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making the decision on whether and how to change the
mammography system in Tyrol.

Methods
Mortality Data

Mortality data are collected by Statistics Austria for the
whole of Austria [8]. In Austria, death certificates are
issued by official, specially trained medical doctors,
pathologists and forensic medical experts. Specialists at
Statistics Austria, the federal institution for statistics in
Austria, follow international guidelines and select one
main diagnosis that led to death and assign it one ICD
code (ICD9 up to 2001, ICD10 since 2002). All procedures concerning death certificates, data collection and
coding are applied in a uniform way throughout Austria
and are not state-specific. We analysed all female cases
coded for cause of death BC as described above.
Incidence Data

Incidence data have been collected by the Cancer Registry of Tyrol since year of diagnosis 1988 on a population-based perspective. Publication of incidence data in
Cancer Incidence in Five Continents gives some hints
for good completeness and validity of the database
[9,10]. Registration is performed from a standardised
questionnaire including sex, age, cancer site and histology, date of diagnosis, stage and basic information on
primary treatment. Information on co-morbidity is not
collected routinely. There are strict rules for collecting
these variables in accordance with international
guidelines. Either the questionnaire is completed by a
physician or a Cancer Registry clerk collects data
directly from clinical records in the treating hospital.
Modelling of time trends

Time trends were analysed by fitting age-period-cohort
(APC) models [11,12]. APC models allow separate
effects to be estimated for age (A), period or year of
death (P) and cohort (C) by means of Poisson regression. In a more formal sense we fit a series of models
log(  APC )   A   P   C

where C=P-A, and r, denotes the mortality rate
The model is often written in antilogs as follows:

 APC   A  P  C
where aA’ denotes the antilog of aA or aA’ = exp(aA)
etc.
As suggested by Clayton and Schifflers, a series of
models is fit until adequate model fit is attained. We
start with A alone and proceed by including P and/or C
in the model if model fit is not sufficient without the
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extra term and inclusion of the term substantially
improves goodness of fit. Goodness of fit is measured by
deviance, which should be equal or close to the degrees
of freedom (DF) if model fit is reasonably good.
For statistical analysis the number of BC deaths was
aggregated in ten-year age groups and five-year period
groups. We started with age group 40-49 and continued
in ten-year age groups ending with age group 70-79,
because we expected mammography screening to also
affect this age group, bearing in mind that women aged
60-69 at the beginning of the screening programme
around 1993 are now in age group 70-79. We have
access to mortality data beginning in 1970. Our first
period group was 1972-1976 in order to finish with the
five year group 2002-2006. Our hypothesis was that the
mortality rate decreased following the introduction of
mammography screening around 1993. Thus, the reference category was the period 1992-1996. Consequently,
because C = P-A, cohort groups begin with a cohort
group centred at 1899.
To analyse the incidence time trend, we fitted an APC
model for age groups 40 to 69, namely the age groups
aimed at by the screening programme. The incidence
data set begins with 1988. Therefore, we defined period
groups 1988-1991 and then five-year period groups ending with 2002-2006.
For incidence data, we also analysed the proportion of
in situ cases and the proportion of stages according to
UICC and compared these with accepted levels given by
EU guidelines [2].
Age-specific rates were calculated using official population numbers as denominators. Population data are
also collected by Statistics Austria. Census data are
available for the years 1971, 1981, 1991 and 2001; for
intercensus years population figures are extrapolated
based on birth, death and migration information. The
female population of Tyrol in the census year 2001 was
345,757. The analysis was performed with Stata, Version
9; the APC model was set up using the procedure poisson for Poisson regression [13].
This study was conducted in conformity to the Helsinki Declaration [14].

Results
For an impression of overall BC mortality and incidence,
Figure 1 shows the time trend in age-standardised mortality and incidence rates (for all age groups); age standardisation was based on world population proposed by
SEGI and modified by Doll et al. [9]. The line of moving
averages suggests a decline in mortality since 1998 and
an increase in incidence until 2003, however on a purely
descriptive level.
For a formal analysis of time trend, we fitted an APC
model separately for mortality and incidence. For
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mortality, the final model includes terms for period and
cohort because there are statistically significant cohort
effects, model fit is very good (8 degrees of freedom,
deviance 3.5). The resulting estimates for the APC
model are described in Table 1 and Figure 2. Age
effects, each compared to age group 40-49, are 2.15 for
age group 50-59, 3.67 for age group 60-69 and 5.75 for
age group 70-79. Period effects, each compared to 19921996, are about 1.05 before 1992, but 0.83 (95% CI 0.57,
1.21) for 1997-2001 and 0.74 (95% CI 0.64, 0.87) for
2002-2006. In general, the effects we report can be
interpreted a change in mortality compared to the reference period, for example the effect of 0.83 for year
1997-2001 means a mortality reduction of 17% in 19972001 as compared to 1992-96. We also observe a strong
cohort effect for cohorts born around 1920 and between
1930 and 1950 with relative risks at 1.4-1.8, each compared to the cohort centred at 1899.
For incidence, the time period from 1988 to 2006 is
much shorter. We modelled the time trend for age
groups for which mammography screening was recommended, namely 40 to 69. The AP model reaches sufficient model fit with 8 degrees of freedom and a
deviance of 8.3. Since adding a cohort parameter does
not cause a significant improvement, we accepted the
AP model. Period effects, each compared to 1992-1996,
show a non-significant increase in BC incidence up to
1992, a slight but non-significant increase of 1.05 after
1996 and a steady situation during the last five years,
see Table 2.
In addition, we also analysed some of the quality indicators proposed by EU guidelines [2]. The proportion of
in situ cancers out of the total in situ and invasive cancers shows a steady increase from 5% around 1990 to
13% around 2000 and a slight decrease to 10% in recent
years (see Figure 3). This time trend is consistent for all
three age decades investigated (data not shown) and
meets the 10% acceptable level given by EU guidelines.
Figure 3 shows staging groups according to UICC. We
see a clear stage shift towards early stages I and II up to
around 2000 and a slight decrease afterwards. The EU
acceptable proportion of stages II+ (30%) is clearly
missed; in the last years the proportion of stages II+ in
Tyrol was about 50%.
A more detailed analysis for the last five years shows a
proportion of very small cancer with a size of less than
1 cm (TNM staging T1a,b) of 24% (age group 40-49),
22% (age group 50-59) and 19% (age group 60-69), the
acceptable level according to EU guidelines being 25%.
However, this information is not available for the 1990s.
The proportion of node-negative cases also increased
to 58% (age group 40-49) and 53% (age group 50-69) at
about 2000, the acceptable proportion in EU guidelines
being 70%.

Age−Standardised Rate per 100,000 (SEGI weights)
log Scale
20
40
60
80
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Figure 1 Breast cancer mortality and incidence in Tyrol, age-standardised rates (SEGI weights) for all age groups.

Applying a COX model to analyse the effect of adjuvant hormonal therapy resulted in a hazard ratio of 0.87
(95% CI 0.77, 0.99) adjusted for age and stage, this
means that patients receiving adjuvant hormonal therapy have a 13% lower risk of death than patients without this therapy.

Discussion
Our results indicate a significant decrease in BC mortality
over the past five years, a nonsignificant slight increase in
incidence and a stage shift towards early stages over the
past fifteen years with some proportions in the range of
the accepted levels given by EU guidelines.
Strengths and Limitations

This observational study was conducted in the population of Tyrol. Mortality and incidence data were collected on a population level. Mortality data were
provided by Statistics Austria. The quality of death certificates was very important for the conclusions drawn. In
general, mortality statistics in Austria have been of high
quality for decades [8]. Coding of cause of death is done
according to international guidelines by specialists who
attend international benchmarking exercises. As already
stated above, death certificates are written by specially
trained doctors.

Data on BC incidence on a population level are provided by the Cancer Registry of Tyrol, which is a member of IACR and whose data are published in Cancer
Incidence in Five Continents, thus giving some evidence
for good quality of incidence data [9,10,15]. Figures on
completeness of incidence data show that for BC, in the
past decade the proportion of death certificate-notified
cases was 3.2% and the proportion of death certificate
only cases 1.4% [7]. Both proportions allow the conclusion that completeness is good as compared to international data.
In addition, the proportion of cases with unknown or
unspecified stage is less than 5% in age groups 40 to 69.
When we analyse incidence data on a population level,
we always encounter some cases that lack detailed information for various reasons. Since year of diagnosis 2004,
the cancer registry includes a variable for mode of
detection. However, the information is very incomplete,
because in many cases we cannot obtain sufficient information from the hospital discharge records.
The model we fitted for analysis of the time trend
shows very good model fit. This means we can trust the
time trend parameters and can therefore draw reliable
conclusions from the model. Moreover, the staging
information used to describe stage shift should be
reliable.
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Table 1 Model estimators for age, period and cohort
given by the APC model, drift in period, for breast
cancer mortality in Tyrol 1972-2006
Estimator

95% CI

future. For staging distribution, the only source of information is the Cancer Registry dataset, whose focus was
not to obtain information on screening indices but to
concentrate on cancer cases.

Age
40-49

1

Reference

50-59

2.15

1.85

2.50

60-69

3.67

3.05

4.42

70-79
Period

5.75

4.58

7.22

1972-1976

1.12

0.92

1.37

1977-1981

1.07

0.79

1.44

1982-1986

1.07

0.91

1.26

1987-1991

1.05

0.74

1992-1996

1

1997-2001

0.83

0.57

1.21

2002-2006
Cohort (centred at)

0.74

0.64

0.87

1899

1

1904

Collinearity

1909

1.06

0.84

1.35

1914

1.20

0.92

1.56

1919

1.41

1.11

1.77

1924

1.32

0.98

1.77

1929
1934

1.27
1.60

0.99
1.13

1.62
2.28

1939

1.61

1.21

2.15

1944

1.80

1.18

2.74

1949

1.48

1.04

2.09

1954

1.55

0.90

2.66

1959

Drift

1.48
Reference

reference

* Because there is drift in period, there is no estimator for the last cohort
centered at 1959

The main limitation is the lack of a screening database. Consequently, we do not have detailed information
on screening performance parameters. Another weakness is that we have only some limited information on
coverage from a micro-census performed in 2006/2007
and from a publication by Frede [5]. Both sources indicate a coverage of 70%. In Catalonia, Spain, Baré et al
[16] reported also a coverage of 70% prior to introducing a screening programme and the authors investigated reasons for non-participation which can be very
helpful in improving coverage. On the other side, it is
known that self-reporting overestimates true coverage,
[4] and a more realistic estimation could be a coverage
of about 50%. This would fit to first preliminary data
from the organised programme in Tyrol (data not
shown). The lack of information on coverage and, of
course, also on many other screening details was one of
the reasons for changing the screening system, because
we are convinced that a detailed knowledge of screening
parameters is essential to draw valid conclusions in

Time trend for mortality and incidence data, model fit

We applied an APC model that takes age, period and
cohort effects into account and models time trends that
differ from a linear trend. Such models are widely used
in epidemiology, see for example [17,18]. Each of the
models we applied for both mortality and incidence fits
well on its own, and all parameters allowing judgment
of model fit are reasonably good. Also, the graphs showing observed and predicted rates give additional evidence that the model describes the data very well and
hence that we can rely on estimated parameters (graphs
not shown). In summary, the time trends given by the
models should adequately describe the situation we
observe.
Concerning the decrease in BC incidence in recent
years, Ravdin et al. [19] hypothesized for the USA that
the reduction in hormone replacement therapy (HRT) is
the main cause of the rapid decrease in BC incidence
seen in the USA from 2003 to 2004. Also in Tyrol, we
observe a decrease in BC incidence only in age groups
50+, although the decrease is not as sharp as in the
USA. According to local experts, it is likely that also in
Tyrol, part of the decrease in breast cancer incidence in
the age group 50+ between 2004 and 2006 is due to a
reduction in HRT.
The main question remains whether the significant
26% reduction in BC mortality over the past five years
as compared to 1992-1996 is associated with opportunistic mammography screening. Both randomised trials
and data from population-based organised mammography screening programmes provide clear evidence that
organised mammography screening can reduce BC mortality. This was also communicated at an IARC international expert conference [20]. The extent of mortality
reduction differs in detail, but in general is estimated to
be between 20% and 25% [21-32]. However, for population-based organised programmes it is necessary to distinguish between various factors influencing BC
mortality [33]. Some authors[33] estimate that a great
part of BC mortality reduction (approximately 2/3 of
reduction in England and Wales) is related to improvements in therapy, mainly the introduction of tamoxifen.
For the USA, Berry et al. [34] found a range of 28% to
65% (median 46%) for the proportion of BC mortality
reduction attributed to screening by modelling this proportion by seven independent investigators. For Tyrol,
this would imply a mortality reduction of 7% to 17%
attributable to screening. In addition, when comparing
BC mortality trends between countries, stage
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Figure 2 Breast cancer mortality, APC model, P estimators; age groups 40-79.

Table 2 Model estimators for age and period given by
the AP model, for breast cancer incidence in Tyrol 19882006
Estimator

95% CI

Age
40-49

1

50-59

1.65

1.53

1.79

60-69

2.08

1.93

2.25

1988-1991

0.92

0.83

1992-1996

1

1997-2001

1.05

0.96

1.14

2002-2006

1.05

0.96

1.14

Reference

Period
1.01
Reference

Remark: There is no significant cohort effect. Therefore, the model was set up
without cohort terms.

distribution and differences in therapy also have to be
discussed as factors influencing BC mortality at the
population level.
Adjuvant therapy with tamoxifen was routinely introduced in Tyrol around 1985. We do not collect detailed
information on BC therapy in the Cancer Registry, but
we have an overall variable for adjuvant hormonal therapy. When we analysed the effect of adjuvant hormonal
therapy in a COX model adjusted for age and stage, an
overall effect of 13% was seen. With regard to time
trend in survival rates, over the past fifteen years we
observed an increase in relative five-year survival rates
split by staging groups according to UICC (5% increase

in stage I, 13% in stage II, and 5% in stage IV). Both
observations are consistent with an estimated therapy
effect on survival of between 10% and 15%, which is in
line with the UK estimate [21]. Furthermore, as compared with EU guidelines, we miss some of the accepted
levels (coverage, proportion of small cancers, proportion
of II+ cancers, proportion of node-negative cancers). In
conclusion, we estimate that less than half of the mortality reduction should be due to screening. This would
mean that the screening effect is less than 13% and that,
consequently, the opportunistic screening programme
does not realise the potential of organised programmes,
namely a mortality reduction of 20% - 25%.
However, when we compare BC data for Tyrol with
quality indicators for mammography screening, we must
remember that the BC data we analysed included all BC
cases diagnosed in the population of Tyrol, not only
those detected by opportunistic mammography screening. For example, Paci et al. [35] show a proportion of
53% for II+ breast cancer in the total population as
opposed to 29% in the screen-detected subgroup.
Vutuc et al. recently analysed BC mortality in Austria
[6]. The authors argue that BC screening is a plausible
explanation for BC mortality reduction and doubt that a
change in screening policy (meaning changing from
opportunistic screening to an organised programme)
would significantly improve the situation in Austria. We
agree that BC screening is indeed one possible explanation for BC mortality reduction. However, if we take
into consideration the fact that we have no detailed
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Figure 3 Breast cancer incidence, proportion of cases by UICC staging, age groups 40-69.

information on diagnostic performance or coverage for
opportunistic BC screening in Austria, we feel it is absolutely necessary that detailed information on mammography screening be collected, at least for several years.
We need to know all the well-established quality indices
for BC screening[2] before we can draw a final conclusion on how to proceed with mammography screening
in Austria.
Interestingly, the greatest reduction in BC mortality
was observed in the age group 40 to 49. This differs
somewhat from international data, where doubts still
prevail on the efficacy of mammography screening in
the age groups below 50, see for example [36,37]. Surrogate performance indicators like stage shift, cancer size
less than 1 cm and proportion of node-negative cancer
also showed a clear tendency towards better performance in the age group 40 to 49 as compared to the
age groups 50 to 59 and 60 to 69. In addition, during
the past decade, these indicators improved more quickly
in the age group 40 to 49 (details not shown). One possible explanation is the wide-spread use of sonography
as an adjunct to mammography in Tyrol. It has been
shown by various authors that the additional use of
sonography can improve cancer detection rates, especially in younger women and women with dense breasts.
The relative percentage of carcinomas found in supplemental breast ultrasound examinations as a fraction of
the total number of detected cancers was reported by
four studies, with a mean percentage of 22.5% (15%34%) [38].

In opportunistic screening in Tyrol, sonography was
offered to women with dense breasts (ACR density
grades 3 and 4) and with inconclusive findings on mammography [39]. In addition, women in the younger age
groups are likely to go more frequently to their general
practitioner or gynaecologist, which results in higher
coverage by opportunistic screening [3].
The discussion in the USA after publishing the revised
recommendation by U.S. Preventive Services Task Force
[40,41] shows that it is very challenging and hard to
understand by women to remove a service that was
recommended for several years. Without well founded
data, we feel it is not justified to stop screening in age
class 40-49. We are collecting detailed data and will
evaluate the balance between goods and harms during
the next years.
Some of the EU recommendations like double reading
and making an appointment for mammography when
inviting women will not be part of the organised programme in Tyrol. Thus, further investigation will be
needed to prove whether mammography screening has
an effect on BC mortality, even in the absence of these
EU recommendations.

Conclusions
Up to now, in terms of BC mortality reduction our analysis shows that it is likely that the full potential of
mammography screening has not yet been realised. In
addition, available cancer registry data are not sufficient
to assess the efficiency or efficacy of the current
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opportunistic screening programme. Therefore, to analyse surrogate indices like decrease in advanced stages
and increase in early stages, interval cancer rates, and to
investigate the cost efficiency of the established programme, it is absolutely necessary that a well-organised
screening database be built up that contains all information needed to analyse the quality indicators suggested
by the EU guidelines. In conclusion, we strongly advise
that an organised mammography screening programme
be introduced in Tyrol, namely one that will also allow
a detailed analysis of the effects of mammography
screening.
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CI: confidence interval; AP: age-period model; APC: ageperiod-cohort model; BC: breast cancer; HRT: hormone
replacement therapy.
Acknowledgments
This work was supported by the ONCOTYROL Center
for Personal Cancer Medicine. ONCOTYROL is a
COMET Center funded by the Federal Ministry for
Transport Innovation and Technology (BMVIT) and the
Federal Ministry of Economics and Labour (BMWA),
the Tyrolean Future Foundation (TZS) and the Land of
Styria represented by the Styrian Business Promotion
Agency (SFG) [and supported by UMIT - University for
Health Sciences, Medical Informatics and Technology,
Innsbruck Medical University, Tyrolean Health Insurance Fund and the Tyrolean Health Company.
Author details
1
Department of Clinical Epidemiology of the Tyrolean State Hospitals Ltd,
Cancer Registry of Tyrol, Innsbruck, Austria. 2Institute of Public Health,
Medical Decision Making and Health Technology Assessment, Department of
Public Health, Information Systems and Health Technology Assessment,
UMIT - University for Health Sciences, Medical Informatics and Technology,
Hall iT, Austria. 3Oncotyrol - Center for Personalized Cancer Medicine,
Innsbruck Medical University, Innsbruck, Austria. 4University Hospital,
Innsbruck, Austria. 5Innsbruck Medical University, Department of Radiology,
Innsbruck, Austria. 6Kufstein County Hospital, Department of Radiology,
Kufstein, Austria. 7Innsbruck Medical University, Department of Obstetrics and
Gynecology, Innsbruck, Austria. 8Program in Health Decision Science,
Department of Health Policy and Management, Harvard School of Public
Health, Boston, MA, USA. 9Institute for Technology Assessment and
Department of Radiology, Massachusetts General Hospital, Harvard Medical
School, Boston, MA, USA.
Authors’ contributions
WO designed the study, performed the analysis and wrote the paper. US
contributed to study design and writing of the paper. WB assisted in writing
the paper, especially contributions on ultrasound and screening at age
below 50. TF und RK contributed to the discussion part, especially from the
radiology point of view. CM contributed to the methods, report and
discussion part, especially from the gynaecological point of view. All authors
reviewed and agreed to the final version of the manuscript.
Competing interests
The authors declare that they have no competing interests.

Page 8 of 9

Received: 20 May 2009 Accepted: 20 February 2010
Published: 20 February 2010
References
1. Parkin DM, Bray F, Ferlay J, Pisani P: Global cancer statistics, 2002. CA
Cancer J Clin 2005, 55:74-108.
2. Perry N, Broeders M, de Wolf C, (eds), et al: European guidelines for
quality assurance in breast cancer screening and diagnosis. Luxembourg:
Office for Official Publication of the European Communities, Fourth 2006.
3. Österr. Gesundheitsbefragung 2006/07. Wien: Statistik Österreich 2008, (In
German: Health Survey in Austria 2006/07).
4. Cronin KA, Miglioretti DL, Krapcho M, Yu B, Geller BM, Carney PA, et al: Bias
associated with self-report of prior screening mammography. Cancer
Epid Biom Prev 2009, 18(6):1699-705.
5. Frede TE: Opportunistic breast cancer early detection in Tyrol, Austria
1996-2004. Is a mammography-screening program necessary? Eur J
Radiol 2005, 55(1):130-8.
6. Vutuc C, Waldhoer T, Haidinger G: Breast cancer trends: opportunistic
screening in Austria versus controlled screening in Finland and Sweden.
Eur J Cancer Prev 2006, 15(4):343-6.
7. Oberaigner W, Mühlböck H, Harrasser L: Tumorregister Tirol Bericht für die
Diagnosejahre 2004/2006. Innsbruck: IET-Bericht 2008, (In German).
8. Leitner B: Qualitätsaspekte der Todesursachenstatistik. Statist Nachrichten
2005, 9:790-7, (In German).
9. Parkin DM, Whelan SL, Ferlay J, Teppo L, Thomas B: Cancer Incidence in
Five Continents. Volume VIII. Lyon: IARC 2002.
10. Curado MP, Edwards B, Shin HR, Storm H, Ferlay J, Heanue J, Boyle P:
Cancer Incidence in Five Continents. (IARC Scientific Publications No. 160).
Lyon: IARC 2007, IX.
11. Clayton D, Schifflers E: Models for temporal variation in cancer rates. I:
Age-period and age-cohort models. Stat Med 1987, 6(4):449-67.
12. Clayton D, Schifflers E: Models for temporal variation in cancer rates. II:
Age-period-cohort models. Stat Med 1987, 6(4):469-81.
13. Stata Statistical Software. Release 9.0. College Station, TX: StataCorp LP
2005.
14. World Medical Association: World Medical Association Declaration of
Helsinki: ethical principles for medical research involving human
subjects.http://www.wma.net/en/30publications/10policies/b3/index.html,
(accessed 7 November 2009).
15. Oberaigner W, Siebert U: Are survival rates for Tyrol published in the
Eurocare studies biased? Act Oncol 2009, 48(7):984-91.
16. Baré ML, Montes J, Florensa F, Sentís M, Donoso L: Factors related to nonparticipation in a population-based breast cancer screening programme.
Eur J Cancer Prev 2003, 12(6):487-94.
17. Bray F, Moller B: Predicting the future burden of cancer. Nat Rev Cancer
2006, 6(1):63-74.
18. Holford TR: Understanding the effects of age, period, and cohort on
incidence and mortality rates. Annu Rev Public Health 1991, 12:425-57.
19. Ravdin PM, Cronin KA, Howlader N, Berg CD, Chlebowski RT, Feuer EJ, et al:
The Decrease in Breast-Cancer Incidence in 2003 in the United States.
NEM 2007, 356(16):1670-4.
20. IARC Handbooks of Cancer Prevention: Breast Cancer Screening. Lyon:
IARC-Publications 2002, 7.
21. Blanks RG, Moss SM, McGahan CE, Quinn MJ, Babb PJ: Effect of NHS breast
screening programme on mortality from breast cancer in England and
Wales, 1990-8: comparison of observed with predicted mortality. BMJ
2000, 321(7262):665-9.
22. Otto SJ, Fracheboud J, Looman CWN, Broeders MJM, Boer R, Hendriks JHCL,
et al: Initiation of population-based mammography screening in Dutch
municipalities and effect on breast-cancer mortality. A systematic
review. Lancet 2003, 361:1411-17.
23. Jonsson H, Nyström L, Törnberg S, Lenner P: Service screening with
mammography of women aged 50-69 years in Sweden: effects on
mortality from breast cancer. J Med Screen 2001, 8:152-60.
24. Duffy SW, Tabar L, Chen HH, Holmqvist M, Yen MF, Abdsalah S, et al: The
impact of organized mammography service screening on breast
carcinoma mortality in seven Swedish counties. Cancer 2002, 95:458-69.
25. Nyström L, Andersson I, Bjurstam N, Frisell J, Nordenskjöld B, Rutqvist LE:
Long-term effects of mammography screening: updated overview of the
Swedish randomised trials. Lancet 2002, 359:909-19.

Oberaigner et al. BMC Public Health 2010, 10:86
http://www.biomedcentral.com/1471-2458/10/86

Page 9 of 9

26. Olsen AH, Njor SH, Vejborg I, Schwartz W, Dalgaard P, Jensen MB, et al:
Breast cancer mortality in Copenhagen after introduction of
mammography screening: cohort study. BMJ 2005, 330(7485):220.
27. Gotzsche PC, Nielsen M: Screening for Breast cancer with Mammography.
Cochrane Database of Systematic Reviews 2006 , 4: CD001877.
28. Anttila A, Koskela J, Hakama M: Programme sensitivity and effectiveness
of mammography service screening in Helsinki, Finland. J Med Screen
2002, 9(4):153-8.
29. Blanks RG, Moss SM, Patnick J: Results from the UK NHS breast screening
programme 1994-1999. J Med Screen 2000, 7(4):195-8.
30. Hakama M, Pukkala E, Heikkila M, Kallio M: Effectiveness of the public
health policy for breast cancer screening in Finland: population based
cohort study. BMJ 1997, 314(7084):864-7.
31. The Swedish Organised Service Screening Evaluation Group: Reduction in
Breast Cancer Mortality from Organized Service Screening with
Mammography: 1. Further Confirmation with Extended Data. Cancer
Epidem Bio Prev 2006, 15(1):45-51.
32. Törnberg S, Carstensen J, Hakulinen T, Lenner P, Hatschek T, Lundgren B:
Evaluation of the effect on breast cancer mortality of population based
mammography screening programmes. J Med Screen 1994, 1:184-7.
33. Peto R, Boreham J, Clarke M, Davies C, Beral V: UK and USA breast cancer
deaths down 25% in year 2000 at ages 20-69 years. Lancet 2000,
355(9217):1822.
34. Berry DA, Cronin KA, Plevritis SK, Fryback DG, Clarke L, Zelen M, et al: Effect
of Screening and Adjuvant Therapy on Mortality from Breast Cancer.
NEJM 2005, 353(17):1784-92.
35. Paci E, Duffy SW, Giorgi D, Zappa M, Crocetti E, Vezzosi V, et al:
Quantification of the effect of mammographic screening on fatal breast
cancers: The Florence Programme 1990-96. Br J Cancer 2002, 87(1):65-9.
36. Baker S, Wall M, Bloomfield A: Breast cancer screening for women aged
40 to 49 years–what does the evidence mean for New Zealand? N Z
Med J 2005, 118(1221):U1628.
37. Kolb TM, Lichy J, Newhouse JH: Comparison of the performance of
screening mammography, physical examination, and breast US and
evaluation of factors that influence them: an analysis of 27,825 patient
evaluations. Radiology 2002, 225(1):165-75.
38. Nothacker M, Duda V, Hahn M, Warm M, Degenhardt F, Madjar H,
Weinbrenner S, Albert US: Early detection of breast cancer: benefits and
risks of supplemental breast ultrasound in asymptomatic women with
mammographically dense breast tissue. A systematic review. BMC Cancer
2009, 9:335.
39. Buchberger W, Niehoff A, Obrist P, DeKoekkoek-Doll P, Dunser M: Clinically
and mammographically occult breast lesions: detection and
classification with high-resolution sonography. Semin Ultrasound CT MR
2000, 21(4):325-36.
40. Mandelblatt JS, Cronin KA, Bailey S, et al: Effects of mammography
screening under different screening schedules: model estimates of
potential benefits and harms. Ann Intern Med 2009, 151(10):738-47.
41. Screening for breast cancer: U.S. Preventive Services Task Force
recommendation statement. Ann Intern Med 2009, 151(10):716-26.
Pre-publication history
The pre-publication history for this paper can be accessed here: http://www.
biomedcentral.com/1471-2458/10/86/prepub
doi:10.1186/1471-2458-10-86
Cite this article as: Oberaigner et al.: Breast cancer incidence and
mortality in Tyrol/Austria after fifteen years of opportunistic
mammography screening. BMC Public Health 2010 10:86.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

