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Abbreviations

Cl: Confidence interval

Certainty assessment N2 of patients Effect Certainty Importance
N2 of Study design | Risk of | Inconsistency | Indirectness | Imprecision Other An No Relative Absolute
studies bias considerations optimal specific (95% Cl) (95% Cl)
number of number
readings
False positive rate (assessed with: defined as the proportion of positive screening examinations among all screening exams without a breast cancer diagnosis within the follow-up
period.)
7 observational | serious © serious ¢ not serious serious © none The increasing number of readings is related with an 10]0]0) CRITICAL
1234567.ab studies overall decreasing of false positive rate considering VERY LOW

all data from the 7 studies together. (linear
R2=0.4951; p<0.001). A cut-off < 3500 annual




Certainty assessment N2 of patients Effect Certainty Importance
N2 of Study design | Risk of | Inconsistency | Indirectness | Imprecision Other An No Relative Absolute
studies bias considerations optimal specific (95% Cl) (95% Cl)
number of number
readings

readings is associated with a statistically significant
reduction of an absolute 1.35% false positives every
1000 readings increase of experience (p=0.01)
whereas a cut-off > 3500 annual readings is
associated with a non-significant decreasing of an
absolute 0.13% false positives every 1000 readings
increase of experience (p=0.126)

Sensitivity (assessed with: Proportion of screening examinations interpreted as positive (BIRADS 0, 4, 5 or referred for assessment) among all screening exams who were given a
diagnosis of BC within the follow-up period)

6 observational | serious © serious not serious serious 9 none The visual inspection of the scatter plot reveals that 10]0]0) CRITICAL
234678.2p studies the increasing number of readings is related with an VERY LOW
overall increasing of sensitivity up to approximately
7000 annual readings (between 0.893 and 0.939).

Over this number of readings, it appears to be a
decrease of sensitivity.

Breast cancer detection (assessed with: defined as the number of cancers detected per 1000 screening exams. Cancer included all breast cancer (ductal carcinoma in situ or
invasive) )

4267835 | observational | serious © serious * not serious serious ¢ none The visual inspection of the scatter plot reveals that o000 CRITICAL
studies the increasing number of readings is related with an VERY LOW
overall increasing of breast cancer detection up to
approximately 7000 annual readings (between 5.05
and 8.3 per 1000 screening exams). Over this
number of readings it appears to be a decrease of
the breast cancer detection.

Recall rate - not measured

Explanations

a. The research evidence considered refers to organised screening programs.

b. Hoff et al. 2019 has used data from the Cancer Registry of Norway. The interpretation and reporting of these data are the sole responsibility of the authors, and no
endorsement by the Cancer Registry of Norway is intended nor should be inferred.

c. All studies were retrospective and these outcomes were not adjusted for relevant confounding variables. Number of readings was mostly self-reported or not
accounting for professionals’ experience in other settings.
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d. Two out of 7 studies did not show a statistically significant relationship (trend) between false positive rate and number of readings according to their analysis.
According to our slope analysis, 4 out of 7 studies do not show a statistically significant relationship (trend).

e. The available data is non-weighted and with no estimation of the 95%(Cl. The overall slope for false positives and number of readings is statistically significant. A
cut-off was selected when the slope above this point was no longer significant (flat slope or relationship).

f.  According to visual inspection of the scatter plot, only 2 studies were compatible with the estimation of a maximum number of readings (Cornford 2011 and Hoff
2019).

g. The summary of findings represent a visual interpretation of the scatter plot and no statistical inference was taken. The available data is non-weighted and with no
estimation of the 95%ClI.
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