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BACKGROUND: Despite uncertain benefit, many women over age 80

(oldest-old) receive screening mammography.

OBJECTIVE: To explore decision-making and physician counseling of

oldest-old women around mammography screening.

DESIGN: Qualitative research using in-depth semi-structured inter-

views.

PARTICIPANTS: Twenty-three women aged 80 or older who received

care at a large academic primary care practice (13 had undergone ma-

mmography screening in the past 2 years) and 16 physicians at the

same center.

APPROACH: We asked patients and physicians to describe factors in-

fluencing mammography screening decisions of oldest-old women. We

asked physicians to describe their counseling about screening to the

oldest-old.

RESULTS: Patients and/or physicians identified the importance of

physician influence, patient preferences, system factors, and social in-

fluences on screening decisions. Although physicians felt that patient’s

health affected screening decisions, few patients felt that health mat-

tered. Three types of elderly patients were identified: (1) women enthu-

siastic about screening mammography; (2) women opposed to

screening mammography; and (3) women without a preference who fol-

lowed their physician’s recommendation. However, physician counsel-

ing about mammography screening to elderly women varies; some

individualize discussions; others encourage screening; few discourage

screening. Physicians report that discussions about stopping screening

can be uncomfortable and time consuming. Physicians suggest that

more data could facilitate these discussions.

CONCLUSIONS: Some oldest-old women have strong opinions about

screening mammography while others are influenced by physicians.

Discussions about stopping screening are challenging for physicians.

More data about the benefits and risks of mammography screening for

women aged 80 or older could inform patients and improve provider

counseling to lead to more rational use of mammography.
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I n 2000, 51% of the estimated 3.8 million community-dwell-

ing women aged 80 and older residing in the United States

had received breast cancer screening with mammography in

the previous 2 years. Even among the 1.3 million oldest-old

women with probable life expectancies of less than 5 years,

39% received screening mammograms despite little chance of

benefit. Screening mammography has increased among elder-

ly women since Medicare first began paying for them in

1991.1,2 As the randomized mammography trials did not in-

clude women over age 743–7 it remains unknown whether there

is any survival benefit associated with mammography screen-

ing for many elderly women. Two observational studies sug-

gested a potential survival benefit for women aged 80 or older.

However, neither could adequately adjust for lead-time bias.8,9

Most cost-effective analyses have found that the positive ef-

fects of screening balance with the negative effects of screening

around 80 years of age.10–13

The uncertainty of benefit of mammography screening for

women aged 80 or older is reflected in guidelines, which vary

among the major professional organizations.14–16 Most guide-

lines do not give an absolute age to stop screening older women

with mammography but do encourage physicians to consider a

patient’s life expectancy.14–18 The benefits of screening women

aged 80 or older may include increased longevity and de-

creased morbidity caused by metastases from advanced breast

cancers.9,17 However, risks include: anxiety related to ‘‘false-

positive’’ mammograms; complications from follow-up proce-

dures; finding breast cancers that might never have become

clinically significant during a patient’s lifetime; and morbidity

associated with treating breast cancer among frail elderly

women.19 In the absence of clear clinical evidence and uncer-

tain ratio of risks to benefits, physicians are faced with the

difficult decision of whether to recommend mammography

screening to women aged 80 and older (oldest-old) and these

patients are faced with the decision whether or not to undergo

mammography screening. This dilemma will become even

more important over the coming decades, as women aged 80

or older are the fastest growing segment of the U.S. popula-

tion.20

Despite the complexities involved in decision making

around mammography screening for the oldest-old, little is

known about how these women decide on screening, what

risks and benefits they consider in their decisions and what

role their physicians play. The purpose of this study was to

explore women aged 80 and older’s decision-making regarding

mammography screening and physician counseling about

mammography screening to oldest-old women. Given limited
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existing information in this area we used qualitative methods to

identify and describe aspects of the decision-making process.

METHODS

Study Design

We used individual interviews to obtain in-depth information

about women aged 80 and older’s decision-making around

mammography screening from both patients and physicians.

From physicians, we additionally collected detailed informa-

tion about their counseling about mammography screening to

women aged 80 and older.

Participants

Patients. We identified patients for this study using the elec-

tronic medical record at one large academic primary care clinic

in Boston. Our electronic search identified 196 women aged 80

and older scheduled to see their primary care physicians

(PCPs) between September and November 2004. We then

e-mailed each physician for permission to contact women,

asking physicians to exclude women who had a history of

breast cancer and those who were unable to communicate

verbally in English. We asked physicians to note if they

thought a patient would be particularly thoughtful on their

decision making around mammography screening and wheth-

er the patient was a racial minority. PCPs deemed 113 women

eligible for the study. After using the electronic medical record

to determine whether or not a woman was recently screened

with mammography, we contacted eligible women by phone to

see if they would be willing to meet with a study investigator

after their next scheduled visit with their PCP. We met those

who agreed to be interviewed at their next clinic visit and

obtained written informed consent. Participants were offered

$15 for completing the interview.

Since we sought to obtain a broad range of information and

perspectives about mammography screening decisions among

women aged 80 and older, we purposefully selected to inter-

view both patients who had been screened with mammography

within the past 2 years (recent screening) as well as women

who not been recently screened. We also aimed to interview

both white and African-American women. This sampling tech-

nique is known as ‘‘maximum variation sampling’’ and is used

in qualitative research to capture diverse perspectives.21 We

did not aim to sample women of other ethnic groups because

few women from other backgrounds in this age group are in

our practice.

Physicians. To recruit physicians for this study, we e-mailed

physicians who cared for the most women aged 80 and older in

their department as determined by reviewing patient panels.

We met physicians who agreed to participate in their offices

and obtained written informed consent. We initially planned

on interviewing a small number of Internists and geriatricians

to insure that our semi-structured interview guide for the

patient interviews was complete. However, from early analysis

of these interviews, it was clear that physicians offered rich

insight about women aged 80 and older’s decision-making and

we chose to include the physician perspective in our analyses.

From initial interviews with patients, Internists, and geriatri-

cians, we learned that both gynecologists and mammogra-

phers can influence oldest-old women’s decision-making

around mammography screening and we decided to interview

several gynecologists and mammographers to insure that our

understanding of women aged 80 and older’s decision-making

was complete.

Interview Structure

All in-depth, semi-structured interviews were conducted in

person by one investigator (M.S.) who had received graduate

training in qualitative research. In-depth interviews are par-

ticularly useful in gaining insight into participants’ beliefs,

knowledge, and experiences.19 Questions were open-ended

and probes were used to clarify and to further explore partic-

ular responses. To understand oldest-old women’s decisions

whether or not to undergo mammography screening, we

adapted questions from previous qualitative studies involving

younger women. The patient interview guide started by asking

all women to ‘‘tell me what you know about mammograms.’’22

We then asked women: ‘‘Please tell me about your decision to

have a mammogram/not to have a mammogram in the past 2

years? What did you consider as you made this decision?’’23

From studies of younger women, we knew that physicians,

family, friends, as well as family history of breast cancer, per-

ceived risk of breast cancer, the media, and health can influ-

ence mammography screening decisions and we probed about

the influence of these factors among oldest-old women. At the

conclusion of the interview, participants were asked about

demographics, health status, and functional capacity. Patient

interviews took approximately 20 minutes each.

At the beginning of each physician interview, we asked

physicians to describe factors they thought influenced oldest-

old women’s mammography screening decisions. Physicians

were then asked to comment on the influence of physicians,

the doctor-patient relationship, patient’s family and friends,

the media, and patient’s health and functional status. We then

asked physicians (excluding mammographers) to describe

their counseling about mammography screening to women

aged 80 and older. We asked these physicians to describe

any difficulties they encounter when counseling women aged

80 or older about mammography screening and to share any

ideas they may have about improving counseling. We collected

information on physician gender and years since graduating

medical school. Physician interviews took approximately 30

minutes each.

Data Analysis

All interviews were audio-taped and transcribed verbatim us-

ing an external professional transcription service. Copies of all

transcripts were distributed to each member of the analysis

team (M.A.S., R.A.R., and E.R.M.). Qualitative analyses were

conducted using an iterative process and following standard

techniques. For analysis, we used an ‘‘editing’’ style.21 Each

investigator began by systematically reading all of the inter-

view notes in their entirety while making observations. Inves-

tigators independently then organized their observations into

categories or codes. Coded sections were re-read for further

interpretation. Coding discrepancies were resolved by consen-

sus. One investigator (M.A.S.) used word processing software

to separate the interview text by codes to insure complete iden-

tifications of themes within codes. When interpretation of
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interviews revealed no new significant insights (thematic sat-

uration), interviewing was stopped. In qualitative research,

sampling until the point of redundancy or thematic saturation

provides evidence of the credibility of developed theory and is

an accepted point to stop sampling subjects.21 Descriptive

characteristics of the sample were determined using SAS sta-

tistical software version 8.1 (Cary, NC). Some quotes have been

edited for grammar.

This study was approved by the Committee on Clinical

Investigations.

RESULTS

We interviewed 23 women aged 80 and older until we achieved

thematic saturation. The mean age of the 23 participants was

86 years, 13 had undergone recent mammography screening

and 6 were African American (Table 1). We contacted 11 addi-

tional women who declined participation. None of the women

who declined participation had received screening mammo-

graphy within the past 2 years (this is significantly different

from those who agreed to participate, Po.01), 3 were African

American, and their mean age was 88 years. For the physician

interviews, we interviewed 16 physicians until we achieved

thematic saturation. Only 1 physician who was contacted (an

Internist) chose not to participate. Our final physician sample

included 6 Internists, 5 geriatricians, 3 gynecologists, and 2

mammographers (Table 1).

Factors Influencing Screening Decisions

Patients and physicians noted several factors in common that

influenced mammography screening decisions among women

aged 80 or older (Table 2). Such factors included: the impor-

tance of physician influence; patient factors including patient

preferences (which we will discuss in greater detail below),

habit of screening, personal/family history of breast disease,

previous experience with mammography, and perceived risk of

breast cancer; system factors including mailed reminder cards

and access, specifically the ease of actually getting a mammo-

gram; and social influences including the influence of patients’

daughters or a family/friend’s experience with breast cancer.

Many factors influenced some women to choose screening and

others not to choose screening. For instance, women who per-

ceive their risk of breast cancer to be low because ‘‘no one in

my family has ever had breast cancer’’ may choose not to be

screened. However, women who perceive their risk of breast

cancer to be high, possibly due to a history of benign breast

disease or family history, may choose to continue with screen-

ing. Similarly, women who are in the habit of undergoing

screening may not want to stop at age 80 and those who were

never screened before age 80 are unlikely to want to start now.

Several factors appeared to influence women solely in the di-

rection of choosing screening such as a daughter’s recommen-

dation or mailed reminder cards. Table 2 demonstrates each

theme, the frequency each theme was discussed, and gives

example quotes. Figure 1 illustrates the relationship of these

content areas within a conceptual framework.

Physicians more than patients commented about the in-

fluence of patient’s health and functional status on mammo-

graphy screening decisions. Most physicians commented that

patient’s health influenced patient’s screening decisions but

few patients felt that their health influenced their decision.

Patients frequently commented that mammography screening

was associated with no risks, was available, and easy to un-

dergo. Nine women believed that there were no risks to getting

screening mammograms and another 9 women commented

that although mammography screening could be uncomforta-

ble the pain was tolerable. One patient commented, ‘‘I feel that

it is very important whether you are 30 or you are 80 [that] you

have any tests that you can.’’ Although we asked both patients

and physicians about the role of media on mammography

screening decisions, none of the patients thought it influenced

their screening decisions and 10 physicians felt that the media

influenced screening decisions of women of all ages but were

less influential for women aged 80 or older.

Patient Screening Preferences

We identified 3 types of elderly women’s screening preferences:

(1) women enthusiastic about screening mammography; (2)

women opposed to screening mammography; and (3) women

without a strong preference who followed their physician’s rec-

ommendation. We found that 10 women were very enthusiastic

about screening mammography, including 1 woman who had

not been screened in the past 2 years. One woman comment-

ed: ‘‘Mammograms are as important to me as visiting Dr. X. I

just feel that it is a very important, very important procedure.’’

Table 1. Patient and Physician Sample Characteristics

Characteristics n

Patient Characteristics 23
Mean age (86 � 4 y; range 80 to 97 y)
Race

White 17
African American 6

Insurance
Medicare1(Private/Medigap/Medex) 17
Medicare1(FreeCare/Medicaid) 6

Education
College 12
Less than college 11

Functional dependence
None 9
IADL dependence only 7
ADL and IADL dependence 7

Marital status
Widowed 14
Married 5
Other 4

Health status
Excellent/very good 6
Good 7
Fair/poor 10

Mammogram in the past 2 y
Yes 13
No 10

Physician Characteristics

Gender
Male 7
Female 9

Mean years since medical school graduation (27 � 12.0 y)
Specialty

Internal Medicine 6
Geriatrics 5
Gynecology 3
Mammography 2

ADL, activity of daily living; IADL, instrumental activity of daily living.
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Another woman commented: ‘‘I should have it [mammography]

every year as long as I am living, so if any tumors are growing

then I will know about them before they get too advanced.’’

These women described feeling a sense of reassurance after a

negative mammogram, ‘‘when they tell you on the same day

that everything [is] all right it is a relief.’’ The 1 women who had

not been screened with mammography in the past 2 years but

still felt that she needed to be screened commented, ‘‘I know

I have to do this, I have not felt so good so I have not done it.

I will.’’

Six women were opposed to getting screened mammo-

graphy; 3 mainly due to age. ‘‘I decided [not to go for mammo-

graphy] because I am an old woman and nobody lives forever.’’

One woman decided not to go for mammography because ‘‘I

have other problems with my health;’’ 1 women ‘‘because if

they found something, I would not go through an operation

anyway;’’ and 1 women because ‘‘I just cannot get there. . .on

account of my legs.’’

Seven women based their screening decisions mainly on their

physician’s recommendations (4 who were screened in the past

2 years and 3 who were not). ‘‘I go along with what they say. If

they say you do not need a mammogram at your age, I will

settle for that. If they say you need a mammogram then I will

just get one.’’

Physician Counseling About Screening

Physician counseling about mammography screening to old-

est-old women varied. Many individualized their discussions

to each patient. Eight physicians described recommending

screening to patients they perceived to have adequate life ex-

pectancy and discussing stopping screening or not discussing

screening with patients who they perceived to have very limited

life expectancy. If patients had a preference about screening

they followed the patient’s preference. Five physicians gener-

ally encouraged screening to most patients, ‘‘until I am told

Table 2. Content Areas and Themes in Women Aged 80 or Older’s Decision-making Regarding Mammography Screening

Content Area Themes Frequency� Example Quotes

Pts MDs

Physician
influence

MD recommendations 10 10 Pt: ‘‘No doctor has told me to have a mammogram lately, so I have not been bothered with that.’’
MD: ‘‘Older patients are more likely to go with what the doctor tells them.’’

Patient
factors

Taking care of oneself 6 6 Pt: ‘‘I think [mammography screening] is good for everybody. All women should find out about their
bodies.’’
MD: ‘‘Patients feel that [getting a mammogram] is part of being a healthy woman.’’

Rather not know 5 5 Pt: ‘‘Maybe the less I know the better.’’
MD: ‘‘Some patients do not get [mammograms], because they do not want to know.’’

Habit 4 8 Pt: ‘‘I have become used to it, I have been having it for quite a few years now.’’
MD: ‘‘If it becomes a habit in your earlier years why would you not continue?’’

Family history 5 8 Pt: ‘‘I feel that because of my family history it is a good idea.’’
MD: ‘‘If [patients] have family members who have had breast cancer often that will influence them to
want to be screened.’’

Personal history of
breast disease

8 3 Pt: ‘‘I did have one biopsy. . .It was nothing. . .I just come back automatically once a year to be sure.’’
MD: ‘‘Personal experience with breast abnormalities [influence elderly women’s screening
decisions].’’

Previous experience 8 5 Pt: When I went for a mammogram, around me everybody was nervous and I decided that this is the
time to stop.’’
MD: ‘‘Some patients who have had an unpleasant experience, physically, once they get to be over age
80 do not want to do [mammography] again.’’

Perception of risk 6 7 Pt: ‘‘Once you reach 80, you do not have to worry.’’
MD: ‘‘A patient might ask, what is the risk at this point in my life of actually getting breast cancer.’’

Age 6 9 Pt: ‘‘I am old and it is not very important to me.’’
MD: ‘‘There is a perception among some elderly that they do not need [mammography] anymore, that
as you get older it is less important.’’

Health 2 16 Pt: ‘‘If I was dying from something else then I probably would not worry too much about breast
cancer.’’
MD: ‘‘On some level they incorporate whether they are going to live long enough to make it worth
their while without actually saying so.’’

Functional status 3 7 Pt: ‘‘As long as I can get there.’’
MD: ‘‘If their functional status is very good they will proceed with testing; even if they have a lot of
medical problems, because they can.’’

System
factors

Mailed reminder
cards

3 4 Pt: ‘‘The hospital sends me a notice when it is time [for my mammogram] and that is about it.’’
MD: ‘‘It really happens without my knowledge. They get a card from the radiology department that it
is time.’’

Ease of getting
a mammogram

9 4 Pt: ‘‘It is easy. I just come in and have it done and go home.’’
MD: ‘‘I do not think that most people find getting a mammogram particularly onerous.’’

Social
influences

Family/friend’s
experience

5 7 Pt: ‘‘The reason why I really started having mammograms [was] because my sister she died of cancer
and I do not think she ever went for a mammogram.’’
MD: ‘‘One patient saw a niece die from breast cancer, that was the deciding factor in her continuing
to get mammograms.’’

Daughter’s
recommendation

2 8 Pt: ‘‘My daughter makes sure I get to all of my scheduled appointments.’’
MD: ‘‘I have seen patients change their minds because the daughter has encouraged them to
continue.’’

�As this study used qualitative methods, the frequencies presented cannot be used to determine prevalence of ideas.
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that the data shows that there’s no use to it or worse that it’s

harmful, I will encourage them [women aged 80 or older] to do

it on an annual basis.’’ Two physicians generally discouraged

screening for women in this age group. Patient’s age, health,

functional status, and life expectancy, influenced physicians’

screening recommendations. ‘‘If I think that someone has 1 to

3 years to live it is preposterous to start screening. If someone

at the other end is incredibly healthy and may have 15 to 20

years ahead of them, then at least theoretically it makes more

sense.’’ Three physicians commented that they were less likely

to recommend screening to patients as they aged into their late

80s or 90s. Eight physicians noted that the availability of

acceptable treatments for elderly women with breast cancer

influenced their screening recommendations.

Nine physicians described difficulties when discussing

stopping screening with women aged 80 or older. Six of these

physicians commented that discussing stopping screening can

be uncomfortable, ‘‘it is very hard for me to say you do not need

a mammogram, you are not going to benefit. . .so sometimes

even though I know that it does not make sense, I will still do

it.’’ Six physicians also described how difficult it was for pa-

tients to understand the risks associated with mammography

and 3 physicians talked about the fact that this discussion can

take a great deal of time during an already busy clinic. One

physician commented, ‘‘there is a magical thinking that goes

on about cancer screening with people. They feel that if they do

it, it protects them. I do not disavow people of that just because

it is too time consuming.’’ Six physicians described that a long-

standing doctor-patient relationship and patient trust can

facilitate these discussions. ‘‘It has a lot to do with trust, es-

pecially if someone is accustomed to having regular mammo-

grams done and you are recommending not [to] do it anymore.’’

Six physicians requested more data about the risks and

benefits of mammography screening for women aged 80 or

older, ‘‘it would be nice if we had better studies, better guide-

lines. . .that might make it a little easier.’’

DISCUSSION

Our study explored the complex nature of decision making

about mammography screening for women aged 80 or older.

We identified several content areas and consistent emerging

themes that influenced women aged 80 or older’s screening

decisions including physician’s influence, patient preferences,

system factors, and social influences. We found that some

women aged 80 or older have strong opinions about whether

or not to get screening mammography, while others appear to

follow their doctor’s or daughter’s recommendations. Some

physicians individualize their discussions about screening to

oldest-old women, others generally encourage screening un-

less a patient has a very short life expectancy; and few dis-

courage screening. Physicians feel that discussing stopping

screening with women aged 80 or older is difficult because the

discussions can be uncomfortable and time consuming. Many

requested more data about the benefits and risks of mammo-

graphy screening for women aged 80 or older to facilitate these

discussions.

To date no studies have explored factors influencing ma-

mmography screening decisions among women aged 80 and

older. Several studies have examined factors that influence

screening decisions among younger women.23–25 Nekhlyudov

et al.24 explored decision-making around screening among 16

women aged 38 to 45 without prior screening mammograms

and found that decisions for screening were motivated by the

media, medical providers, other women with breast cancer,

and psychosocial factors. Salazar and Moor25 explored deci-

sion making around mammography screening among 87

working women aged 39 to 75 and found that challenges ar-

ranging mammography screening, fear of breast cancer or

breast cancer treatment, the cost of screening, and the influ-

ence of a health care provider, among other factors, influenced

screening decisions. We found that some of the factors that

influenced younger women’s screening decisions also influ-

FIGURE 1. Conceptual framework of mammography screening decisions among women aged 80 and older. The other factors

influenced women in both directions.
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enced women aged 80 or older’s screening decisions (e.g., doc-

tor’s recommendation, perceived risk of breast cancer); how-

ever, we also found that other factors were important to women

aged 80 or older (e.g., habit, functional status, personal his-

tory of breast disease, or daughter’s recommendation). We also

found that some factors that appeared to influence younger

women’s decisions may be less important to older women (e.g.,

media, cost of mammography).

Since prior studies have generally found that elderly

women more than younger women defer medical decisions to

their physicians,26–28 we were interested to learn that many

women aged 80 or older had their own opinions about whether

or not they should be screened with mammography. In the fu-

ture, we will determine which factors are most important to

women aged 80 or older when considering mammography

screening and how the importance of these factors differs

for women aged 80 or older compared with younger women.

Our goal is to help patients make decisions about mammo-

graphy screening in accordance with their values and prefer-

ences and to insure that screening is targeted to those most

likely to benefit.

We were somewhat surprised to find how enthusiastic

some women aged 80 or older were about mammography

screening, especially when there is no clinical trial data dem-

onstrating a mortality benefit for these women. Our results

may have been biased toward enthusiasm for screening, since

women who agreed to participate in our study were more likely

to have been screened with mammography in the past 2 years

than those who refused to participate. The enthusiasm ex-

pressed by many oldest-old women in our study may be a re-

sult of years of messages from public health officials,

physicians, and advocacy groups, persuading women about

the importance of mammography screening. Schwartz et al.29

recently sampled a random sample of U.S. adults and found

that 87% believed routine cancer screening is almost always

a good idea and 41% of women felt it was irresponsible of an

80-year-old woman to choose not to be screened with mammo-

graphy. Public health messages about mammography screen-

ing in the future may need to present a more balanced picture

of the benefits and risks to insure informed decision-making,

particularly for the oldest-old.

Interestingly, daughters of the oldest-old appear to play

an important role in their mother’s decisions around mammo-

graphy screening. Experts have described that medical deci-

sion making in geriatrics often occurs in collaboration between

older patients, their physicians, and their family members.30–32

Daughters may encourage their oldest-old mothers to undergo

mammography screening since they know that mammography

screening is important for their own health and assume that it

must be equally important to their mother’s health. Daughters

may see themselves as advocates of their older mother’s health

and may view physicians who do not offer their mothers ma-

mmography screening as ageist, especially since there is some

evidence to suggest that there are some age-related disparities

in cancer screening.33 It is important to explore the role of

daughters in elderly women’s decision-making to ensure that

screening and other medical decisions reflect the preferences

of patients and not only of their daughters.

Since experts encourage physicians to discuss both the

benefits and harms of screening to elderly patients,19 we were

interested in learning more about physician counseling about

mammography screening to women aged 80 or older. Prior

studies have found that physicians generally highlight the

benefits of screening because it is difficult to explain popula-

tion statistics to an individual patient during short clinic vis-

its.34,35 In addition to these difficulties, we found that

physicians are particularly uncomfortable discussing stopping

screening with oldest-old women as it requires discussing pa-

tient’s life expectancy. This discomfort may be similar to the

discomfort physicians feel when discussing end-of-life care

with patients.36,37 To improve end-of-life discussions, experts

recommend that physicians initiate and re-initiate these dis-

cussions, clarify prognosis, identify goals, and develop a treat-

ment plan.38,39 These same principles may help physicians

when discussing stopping mammography screening. Physi-

cians may need to initiate and re-initiate screening discus-

sions, discuss patient’s life expectancy, determine patients’

preferences for work-up and treatment of abnormal mammo-

grams, and focus on health promotion measures that can ben-

efit oldest-old women in a shorter time frame. As it is important

to learn how to encourage patients to undergo screening it is

also important to learn how to discuss stopping screening with

patients who have little chance to benefit. More data on the

risks and benefits of screening may help physicians with these

discussions.

In addition, physicians understanding which factors are

influencing oldest-old women’s screening preferences may

help physicians individualize their discussions about mammo-

graphy screening. For instance, a woman with limited life ex-

pectancy who prefers to undergo mammography screening

because it gives her a sense that she is doing all she can for

her health may benefit from her physician discussing other

ways besides mammography that she can maintain her health,

perhaps through physical activity. Similarly, a woman in her

early 80s without significant illness but who prefers not to get

screened because ‘‘she is too old’’ may benefit from a more

thoughtful discussion about the risks and benefits of screen-

ing. Physicians should work to become more comfortable dis-

cussing stopping screening with those patients who defer their

screening decisions to their physicians. Finally, physicians

may want to question whether annual reminder cards about

mammography screening are appropriate for oldest-old wom-

en who may not benefit. Ideally, mammography screening

should be targeted to oldest-old women most likely to benefit.

Our study has several limitations that must be acknowl-

edged. All of the in-depth interviews took place at one academ-

ic medical center in Boston, limiting generalizability.

Participants were more likely to have received a recent ma-

mmogram than nonresponders which may bias our results to

more favorable views of mammography screening, however,

nearly half of the women in our sample had not been screened

with mammography in the past 2 years. Since we used qual-

itative methods we cannot use our data to estimate the prev-

alence of ideas. Additionally, although we had 3 independent

coders, coding of interviews is subjective. Finally, due to small

sample size we were unable to look at differences within pa-

tient groups (e.g., recent use of mammography) or physician

groups (e.g., specialty).

In this qualitative study, we identified factors that influ-

enced oldest-old women’s mammography screening decisions

and explored physician counseling around mammography

screening to oldest-old women. We were interested to learn

how enthusiastic some women aged 80 or older were about

mammography screening and that physicians find discussing
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stopping screening with patients difficult and uncomfortable.

Understanding which factors influence a patient’s decision-

making may aid with discussions about screening as would

more data about the benefits and risks of mammography

screening for women aged 80 and older. Ideally, women aged

80 and older should understand the benefits and risks asso-

ciated with each possible course of action that they might

choose when deciding on mammography screening.
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