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Breast self-examination (BSE) has long been considered by many to be an opportunity
for women to self-detect breast masses that may develop between screening sessions.
The premise is that women who detect interval cancers and present earlier than their
scheduled screening are more likely to be diagnosed with an earlier stage breast cancer.
Using BSE for screening has long held a strong intuitive appeal for women, and it has
been advocated and widely promoted for many years by various medical societies,
breast cancer advocacy groups, and the media as an effective screening tool. BSE has
been an integral part of breast cancer screening recommendations for many years.
Although BSE was first presented in the 1930s as a tool in the early detection
of breast cancer, studies evaluating its effectiveness were not published until the late
1970s. Since then, numerous observational, cohort, case control, and non-randomized
community studies provided conflicting results regarding the benefit of BSE on the
stage of disease at diagnosis and breast cancer mortality.1
We now have 2 randomized trials that have investigated the risks and benefits
of BSE. The first randomized trial of BSE was begun in 1985 in Leningrad (now St.
Petersburg) and Moscow.2 After approximately 13 years, the number of breast cancers
was similar in the BSE and non-BSE groups, and no difference in mortality was seen
(relative risk [RR], 1.07; 95% confidence interval [CI], 0.86–1.34). Additionally,
breast cancer was not diagnosed at a smaller size or at a less advanced stage in the
women in the BSE arm. The BSE group had a higher number of excisional biopsies
for benign lesions. However, these findings were significantly compromised by lack of
compliance with the intervention in the BSE group, which precluded any effect on
BSE recommendations or practice.
A study in Shanghai by Thomas et al.,3 which was a randomized, controlled trial
assessing the benefit of BSE instruction, represents a landmark investigation in breast
cancer screening. The findings, published in 2002 after 10 to 11 years of follow-up,
showed no reduced mortality from breast cancer in women who received BSE instruction
compared with women who did not (RR, 1.04; 95% CI, 0.82–1.33; P = .72).
In this study, 135 (0.10%) breast cancer deaths occurred in the instruction group
and 131 (0.10%) in the control group, and survival in the instruction group was 95.2%
(95% CI, 95.1–95.3) compared with 94.9% (95% CI, 94.7–95.0) in the control group
(P < .001). Furthermore, the cancers were not smaller in size, and no apparent shift
in breast cancer stage was detected between the groups. However, the authors note a
substantial increase in detection of benign breast lesions (false-positives), resulting in
significantly more breast biopsies.
False-positive results can incur considerable costs and risks. In the randomized
trials, women performing BSE were much more likely to undergo unnecessary breast
biopsies. Additionally, the anxiety associated with the diagnostic evaluation of a
breast abnormality can be significant. An additional risk of false-positive findings is
the false reassurance it provides to some women for future BSE findings after one or
more negative work-ups.

To (Recommend) BSE or Not to BSE
An important consideration of BSE is the difference between chance detection of
breast abnormalities during routine activity versus those detected during a formal
BSE. Many clinicians find that most women who present with a palpable breast mass
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found it by chance and not during BSE; however, virtually none of the reported studies
distinguished the method of self-detection. In addition, many women report they do
not practice BSE because they “don’t know how to do it”. Clearly, the process has
been made so complex that some women feel intimidated.
In 2001, the Canadian Task Force on Preventive Health Care recommended
that routine teaching of BSE be excluded from the periodic health examination of
women aged 40 to 69 years.4 In 2002, the United States Preventive Services Task
Force updated their recommendations, concluding that the evidence is insufficient
to recommend for or against teaching or performing routine BSE.5 The American
Cancer Society (ACS) recommends that women know how their breasts normally
feel and report any change promptly to a health care provider. BSE is an option for
women starting at age 20.6
Whether to recommend BSE is an emotionally charged topic. Many women can
identify someone who “found her breast cancer on self-exam.” An important point to
remember, however, is that, as seen in the Shanghai trial, women are no less likely to find
a breast mass if they have not been trained in BSE than if they have undergone formal
training. Women not trained in BSE will still find breast masses, some of which are cancer.

Conclusions
Although long a part of the breast cancer screening triad, BSE has been, to a
significant extent, more a means of involving women in their own breast health than
a screening test of proven benefit. Some have suggested that increased awareness
rather than actual skill at BSE is the reason for the smaller breast masses that women
have detected themselves over the past several decades.
Now, with results from randomized trials on whether BSE affects breast cancer
mortality, the role of BSE in breast health has been re-evaluated. In the new NCCN
Clinical Practice Guidelines in Oncology on Breast Cancer Screening and Diagnostics
published in this issue, the panel has shifted from the previous recommendation of BSE
(which was an optional screening modality) to one of breast awareness. Specifically,
the guidelines state, “Women should be familiar with their breasts and promptly report
changes to their health care provider.” The guidelines note that periodic, consistent
BSE may facilitate breast self-awareness.
It is vital for women to remain involved in their own breast health. They are
the most likely person to identify a breast change. This paradigm shift is actually
recognition of that while simplifying and demystifying the process.
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