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Abstract
Objectives Artificial intelligence (AI) has shown promising results when used on retrospective data from mammographic
screening. However, few studies have explored the possible consequences of different strategies for combining AI and radiol-
ogists in screen-reading.
Methods A total of 122,969 digital screening examinations performed between 2009 and 2018 in BreastScreen Norway were
retrospectively processed by an AI system, which scored the examinations from 1 to 10; 1 indicated low suspicion of malignancy
and 10 high suspicion. Results were mergedwith information about screening outcome and used to explore consensus, recall, and
cancer detection for 11 different scenarios of combining AI and radiologists.
Results Recall was 3.2%, screen-detected cancer 0.61% and interval cancer 0.17% after independent double reading and served
as reference values. In a scenario where examinations with AI scores 1–5 were considered negative and 6–10 resulted in standard
independent double reading, the estimated recall was 2.6% and screen-detected cancer 0.60%.When scores 1–9 were considered
negative and score 10 double read, recall was 1.2% and screen-detected cancer 0.53%. In these two scenarios, potential rates of
screen-detected cancer could be up to 0.63% and 0.56%, if the interval cancers selected for consensus were detected at screening.
In the former scenario, screen-reading volume would be reduced by 50%, while the latter would reduce the volume by 90%.
Conclusion Several theoretical scenarios with AI and radiologists have the potential to reduce the volume in screen-reading without
affecting cancer detection substantially. Possible influence on recall and interval cancers must be evaluated in prospective studies.
Key Points
• Different scenarios using artificial intelligence in combination with radiologists could reduce the screen-reading volume by
50% and result in a rate of screen-detected cancer ranging from 0.59% to 0.60%, compared to 0.61% after standard
independent double reading

• The use of artificial intelligence in combination with radiologists has the potential to identify negative screening examinations
with high precision in mammographic screening and to reduce the rate of interval cancer

Keywords Artificial intelligence .Mass screening . Breast neoplasm .Workload .Mammography

Abbreviations
AI Artificial intelligence
CI Confidence interval
R1 Radiologist 1 (first reader)
R2 Radiologist 2 (second reader)

Introduction

Breast cancer is the most frequent cancer and the second most
frequent cause of cancer death among women worldwide [1].
Mammographic screening along with improved treatment is
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shown to reduce breast cancer mortality by 30–40% among
screening participants [2].

European Commission Initiative on Breast Cancer suggests
using double over single reading of mammograms for early
detection of breast cancer in screening programs [3]. The
overall performance of a screening program depends on orga-
nizational factors, image quality, and performance of the radi-
ologists. Screen-reading is a perceptual task, and the radiolo-
gists’ performance might be influenced by reading volume
and reading conditions [4]. We have previously shown that
23% of screen-detected cancers have a positive assessment
score by only one of the two radiologists in BreastScreen
Norway [5], and that 20–30% of the screen-detected and in-
terval cancers are classified as missed in retrospective in-
formed review studies [6, 7]. These findings indicate a need
for improvements in mammographic screening programs.

Artificial intelligence (AI) has been introduced in numer-
ous areas of healthcare and is unaffected by reading conditions
and subjectivity. In the field of mammographic screening,
retrospective studies on AI have shown promising results in
the classification of cancers [8–11]. However, the study pop-
ulations are small and not representative of a regular screening
setting (i.e., higher prevalence of cancers than in the usual
screening setting), which limits the clinical relevance [12].
Furthermore, there is limited knowledge on how AI scores
might affect the radiologists’ interpretation. How the AI re-
sults are presented to the radiologists, and the timing might
also affect the interpretation in different directions.

AI can be used in different ways in a screening setting, and
different AI systems may be designed to be used in a specific
setup. For instance, AI can be used as a standalone system to
directly select examinations for consensus or recall (replace-
ment), as a triage system where examinations are interpreted
by no, one or two radiologists based on the risk score from the
AI system, or as one reader in an informed or independent
double reading setting. Knowledge of the ideal combination
of AI and radiologist is sparse [13]. This is an important aspect
to consider prior to planning costly prospective studies and
before the implementation of AI in screening programs.
Estimations of the screening outcome after the use of AI in
combination with radiologists require a large volume of retro-
spective data that are not used in developing or testing the AI
algorithm.

Reduced workload for breast radiologists is an important
aspect of using AI in screen-reading. Interpreting screening
mammograms is a time-consuming process and about 99.4%
of the examinations are determined to have a negative out-
come [14]. Furthermore, there is a shortage of breast radiolo-
gists in Norway, as well as in Europe, and the potential AI has
to reduce the screen-reading volume for the radiologists and
the costs for the society are substantial [15].

In this retrospective study, we merged screening outcomes
from women attending BreastScreen Norway with AI scores

and explored consensus, recall, and cancer detection for dif-
ferent theoretical scenarios of AI and the radiologists in
screen-reading.

Material and methods

This study was based on retrospective image data and screen-
ing information collected in BreastScreen Norway, a
population-based screening program administered by the
Cancer Registry of Norway [14]. The study was approved
by the Regional Committee for Medical and Health
Research Ethics (13294). The data was disclosed with legal
bases in the Norwegian Cancer Registry Regulations of 21
December 2001 No. 47 [16].

Study setting

In Norway, all women aged 50–69 are offered a biennial two-
view mammographic screening of each breast. The standard
procedure is independent double reading by breast radiolo-
gists [17]. The radiologists’ experience with the interpretation
of mammograms varies from newly trained to over 25 years of
experience. Each breast is assigned an interpretation score of
1–5 by each radiologist to indicate suspicion of malignancy
(1, negative for malignancy; 2, probably benign; 3, interme-
diate suspicion of malignancy; 4, probably malignant; 5, high
suspicion ofmalignancy). Examinations with an interpretation
score of 2 or higher by one or both radiologists are discussed
at consensus meetings with at least two radiologists present,
and the decision to recall the woman for further assessment is
made. The program is described in detail elsewhere [14].

Study sample

A total of 132,195 digital mammographic examinations were
performed at four different screening facilities in Central
Norway Regional Health Authority during the period from
2009 to 2018. The examinations were interpreted at two breast
centers. After exclusions, the final study sample included
122,969 examinations from 47,877 women, resulting in 2–3
screening examinations for each woman (Fig. 1). All exami-
nations were performed using Siemens Mammomat
Inspiration. Further details on the study sample and distribu-
tion of AI scores are described elsewhere [18].

The AI system

Pseudonymized examinations were processed with the com-
mercially available AI system Transpara version 1.7.0 devel-
oped by ScreenPoint Medical. Briefly, the AI system provides
one score for each view of each breast based on convolution
neural network algorithms. The system is trained on
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mammograms from different vendors, and results using retro-
spective data from different vendors are published [9, 19]. In
this study, we defined “AI score” for an examination to be the
overall exam-level score, which is the highest score of all
views. The system aims to distribute the examinations equally
across AI scores from 1 to 10, with about 10% of examina-
tions assigned each score. A score of 1 reflects low suspicion
of breast cancer, and the risk of breast cancer increases with
higher AI scores. In order to make it possible to use more than
10 categories, we also used a continuous “raw AI score”.

The mammograms were processed by the AI system retro-
spectively, meaning that radiologists did not have access to AI
results during the reading process. Results from the AI system
were merged with pseudonymized screening information
using random study identification numbers after being proc-
essed with the AI system. AI scores and retrospective screen-
ing information after standard independent double reading
performed in a usual screening setting, 2009–2018, were used
to estimate possible outcomes for different scenarios of AI and
radiologists in screen-reading of mammograms.

Scenarios of combining AI and radiologists in screen-
reading

We defined different theoretical scenarios for how AI score and
the radiologists’ interpretation could be combined in screen-read-
ing, and estimated consensus, recall, and cancer detection.
Numerous scenarios are possible. We included 11 (Table 1).
Results from a real screening setting using independent double

reading at the two centers served as the reference. For the differ-
ent scenarios, we presented volume reduction which represented
the reduced number of screening examinations required
interpreted by the radiologists. The reduction in reading volume
should not be considered the same as a reduction in overall
workload as we have not estimated time spent on consensus or
screen-reading of the selected examinations, which we expect to
differ according to the availability of the AI score or not.

In scenario 1, AI was used as one of two readers and 5.8%
of the examinations with the highest AI score were selected
for consensus by the AI system. The rate of 5.8%was equal to
the average rate of positive interpretations by the individual
radiologists in the study sample. In scenario 2, AI was also
used as one of two readers, but in this scenario, AI selected
10% of the examinations for consensus; 10% corresponded to
an AI score of 10. Examinations with an interpretation score
of 2 or higher by R1 were also included in the consensus pool
in scenarios 1 and 2. In scenarios 3–10, the AI system was
used as a triage system and the AI score was used to determine
whether examinations should be interpreted by no, one, or two
radiologists (Table 1). In scenario 11, the selection rate of AI
was set to the recall rate for independent double reading, to
explore results with AI as a standalone system.

The retrospective data represented the radiologists’ interpreta-
tions in a normal screening setting without AI scores available.
Scenarios 1–2 differ somewhat from scenarios 3–11 sinceAIwas
used as one of the two readers, and AI could select cases for
consensus that radiologists did not select. This approach might
imply higher uncertainties in the estimations. However, recalls

Fig. 1 Flowchart of the study
sample
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represented actually recalled women in the study sample after
independent double reading for scenarios 1–10. The estimated
number of screen-detected cancers was verified screen-detected
cancers diagnosed among the recall examinations for the different
scenarios. For scenarios 1–10, we presented interval cancers se-
lected for consensus as these are the ones that have the greatest
potential to be detected in a prospective screening setting where
the AI score would be available at a consensus.We presented the
number of examinations selected for consensus that were later
diagnosed with interval cancer and calculated the potential max-
imum rate of screen-detected and reduced rate of interval cancer
when including these cases. If signs of the later presenting inter-
val cancer were present at screening (missed interval cancer) and
correctly marked with a high AI score, there could be a chance of
detecting these cases as screen-detected. In scenario 11, we pre-
sented interval cancers that AI selected to be recalled. In the real
screening setting, some of these cases were not actually recalled.

Cancer definition and detection

Screen-detected cancers were defined as breast cancer diag-
nosed after a recall and within 6 months after the screening
examination. Both ductal carcinoma in situ and invasive

carcinoma were considered breast cancer. Interval cancers
were defined as breast cancers diagnosed within 24 months
after a negative screening or 6–24months after a false-positive
screening result [20]. For the interval cancer cases, prior
screening mammograms were processed with the AI system.
Recall was defined as a screening examination resulting in
further assessments due to abnormal mammographic findings.

In the analysis of the sensitivity, for the real setting of inde-
pendent double reading, screen-detected cancers were considered
true positive and interval cancers were considered false negative.
For all scenarios, we considered true positive to be (a) screen-
detected cancers only and (b) screen-detected and interval can-
cers where prior screening examination was selected for consen-
sus or recall for scenario 11. In a, screen-detected cancers not
among recall examinations for the different scenarios and all
interval cancers were considered false negatives and in b,
screen-detected cancers not among recalls and interval cancers
not selected for consensus were considered false negatives.

Statistical analysis

Categorical variables were presented with frequencies and
percentages. In the scenarios where AI was used as one reader,

Table 1 Definition of different scenarios artificial intelligence (AI) and
radiologists can be combined and used in screen-reading. Percentage of
screen-readings performed by AI, by the radiologists (R1 and R2) and the
corresponding reduction in screen-reading volume are also presented.

The volume reduction relates to the screen-reading ofmammograms prior
to consensus and further assessments. An AI score of 1 indicates the
lowest probability of malignancy by the AI system, and 10 indicates the
highest probability

Scenarios Selection rate of AI and
radiologists/setup based
on AI score

AI, % of
screen-readings

R1, % of
screen-readings

R2, % of
screen-readings

Reduced screening
volume, %

Standard independent double reading 0 0 100 100 0

1 AI as one of two readers AI and R1 selects 5.8% each* 100 100 0 50

2 AI as one of two readers AI selects 10.1% (AI score = 10)
and R1 selects 5.8%*

100 100 0 50

3 AI selects cases to be double read AI score 1–5: negative
AI score 6–10: R1+R2

100 50 50 50

4 AI selects cases to be double read AI score 1–7: negative
AI score 8–10: R1+R2

100 30 30 70

5 AI selects cases to be double read AI score 1–9: negative
AI score 10: R1+R2

100 10 10 90

6 AI selects cases to be single read AI score 1–5: negative
AI score 6–10: R1

100 50 0 75

7 AI selects cases to be single
and double read

AI score 1–5: R1
AI score 6–10: R1+R2

100 100 50 25

8 AI selects cases to be single and
double read

AI score 1–7: R1
AI score 8–10: R1+R2

100 100 30 35

9 AI selects cases to be single and
double read

AI score 1–5: negative
AI score 6–7.5: R1
AI score 7.6–10: R1+R2

100 50 25 63

10 AI selects cases to be single and
double read

AI score 1–5: negative
AI score 6–7.5: R1+R2
AI score 7.6–10: R1

100 50 25 63

11 AI selects cases to be recalled 3.2%* 100 0 0 100

*5.8%mimics the average selection rate/positive interpretations of the individual radiologists in the study sample, and 3.2%mimics the recall rate in the
study sample after independent double reading
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we could have combined AI score with radiologist 1 (R1),
radiologist 2 (R2), or a random combination of the two from
the independent double reading setting to estimate the differ-
ent rates. Due to independent double reading, we expect sim-
ilar results for the two readers, but we have presented results
for AI and R1 only as the first reader are, by definition, inde-
pendent. Sensitivity with a 95% confidence interval (CI) was
calculated with the logit-transformed formula based on true
positives and false negatives as described above. Confidence
intervals for the potential rate of screen-detected and interval
cancers were adjusted for non-independent observations. Stata
version 17.0 forWindows (StataCorp) was used to analyze the
data.

Results

Consensus was 8.8%, recall 3.2%, screen-detected cancer 6.1
per 1000 examinations, and interval cancer 1.7 per 1000 in the
study sample, after independent double reading in a real
screening setting (Table 2). With AI as one of the readers
and a selection rate of the AI system equal to the average rate
of positive assessment by the individual radiologists (5.8%),
scenario 1 showed that 10.4% of the examinations would be
selected for consensus. Recall in this scenario was 2.7% and
the screen-detected cancer 5.9 per 1000 examinations. With a
consensus rate of 14.2% in scenario 2 where all examinations
with an AI score of 10were selected for consensus, eight more
screen-detected cancers were detected compared to scenario 1.
The rate of screen-detected cancers was 5.9 per 1000 as for
scenario 1. The consensus rate in scenario 2 resulted in the
highest number of interval cancers where the prior screening
examination was selected for consensus and the lowest poten-
tial rate of interval cancer.

In scenario 3, where examinations with an AI score of 1–5
were considered negative and examinations with an AI score
of 6–10 were double read, consensus was 6.5%, recall 2.6%,
and screen-detected cancer 6.0 per 1000 (Table 2). With the
setup in scenarios 1, 2, and 3, the screen-reading volume
would be reduced with 50% (Table 1). The potential reduction
in volume in scenarios 4 and 5 is 70% and 90%, respectively,
and a further drop in consensus and recall was observed at the
expense of a reduced rate of screen-detected cancer (Table 2).

The highest rate of screen-detected cancer was observed for
scenarios 7 and 8 where cases with low scores were read by
one radiologist and cases with a high score were double read
(Table 2). The rate was similar to independent double reading
with five screen-detected cancers classified as negative by AI
in scenario 7 and six in scenario 8. These scenarios have the
lowest volume reduction, 25% and 35%, respectively
(Table 1).

Comparing scenarios 3 and 9 where all examinations with
an AI score of 1–5 were considered negative but the

proportion of examinations with a score 6 or higher requiring
double reading differed, 735 screen-detected cancers were de-
tected in scenario 3 and 731 cancers in scenario 9 (Table 2).
Despite small differences in cancer detection, scenario 3 has
the potential to reduce the volume with 50% and scenario 9
with 63% (Table 1). The number of cases discussed at con-
sensus was lower for scenario 9 compared to that for scenario
3 (Table 2).

In scenario 11, where AI as a standalone system selected a
similar number of examinations to recall as independent dou-
ble reading, the selected cases included 74% (555/752) of the
screen-detected cancers (Table 2).

Sensitivity for independent double reading was (78.6%,
95% CI: 75.9–81.1%). Including 95% CI for the sensitivity
of the different scenarios with screen-detected cancers as true
positive cases, estimated sensitivity and lower CI limits were
above 70% for scenarios 1–4 and 7–9 (Fig. 2). In a prospective
setting, we would expect the sensitivity to be somewhere be-
tween the two different sensitivity values (circle and square)
for each scenario. For scenarios 1 and 2, the potenial rate of
screen-detected cancers at the expense of lower interval cancer
rate was higher than the observed screen-detected cancer rate
after an independent double reading (Fig. 2, Table 2).

Discussion

In this study using retrospective data from two breast centers
in BreastScreen Norway, we estimated consensus, recall, and
cancer detection rates for different theoretical scenarios of AI
and radiologists in screen-reading. In scenarios 1 and 2, AI
was used as one of two readers, and in scenarios 3–10, AI
score was used to select examinations to be single or double
read by radiologists. We found results for scenarios 1–4 and
7–9 to be promising as the recall rate is estimated to be re-
duced without observing a substantial decrease in the estimat-
ed cancer detection rate.

The estimated reduction in screen-reading volume was
similar in a setting where AI and one radiologist read all ex-
aminations and selected cases for consensus (scenarios 1 and
2) and in a setting where examinations with an AI score of 1–5
were considered negative and 6–10 was read by two indepen-
dent radiologists (scenario 3). There are pros and cons to both
scenarios. From the same study sample, 23% of the screen-
detected cancers were detected by only one of the two radiol-
ogists [18]. A proportion of the screen-detected cancers will
not be selected for consensus in scenarios 1 and 2 despite
using AI as the second reader. In scenario 3, there is no safety
net of one radiologist interpreting mammograms with low AI
scores, but in this study sample, a higher rate of screen-
detected cancer was estimated for scenario 3. However, the
result was not statistically different from that of scenarios 1
and 2, and the estimations were based on retrospective data.
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Results from a real screening setting might thus be different.
Furthermore, histopathological tumor characteristics were
shown to be less favorable for screen-detected cancers with
higher versus lower AI scores. We consider scenarios where
two radiologists interpret mammograms with high AI scores
to reduce the risk of missing clinically significant cancers. For
these reasons, setups where two radiologists interpret mam-
mograms with higher AI scores might thus be preferred over
AI as one of two readers. In addition, based on our previous
publication of AI scores and cancer classification [18], we
found a high proportion of interval cancers with a high AI
score. As a result, some interval cancers might thus be detect-
ed earlier, as screen-detected if two radiologists read these
examinations. This finding also supports double reading of
mammograms with high AI scores.

The evidence of the potential AI has to reduce interval cancer
rate at the expense of an increased (or non-inferior) screen-
detected cancer rate is very limited. A research group from
Sweden did an informed review of prior mammograms from
429 interval cancers. A total of 58% (83/143) of the interval
cancers with an AI score of 10 were classified as a minimal sign
or missed and correctly localized by the AI system [21]. This
number corresponds to 19.3% (83/429) of all the interval can-
cers. In this study, we explored the potential of detecting interval
cancers as screen-detected with the support of AI by considering
all interval cancers selected for consensus as screen-detected.
However, to achieve the estimated potential screen-detected can-
cer rate, we assumed the AI system to correctly localize the
suspicious area and the radiologists to recall all the cancer cases.
If the consensus agreed with the radiologists rather than the AI,
our estimates were overestimated [22].

In scenarios 1 and 2, a proportion of the included screen-
detected cancers were selected for consensus by the AI system

and not R1. In the independent double reading setting, these
cancers were detected due to the interpretation score by R2. The
inclusion of these cases might overestimate the screen-detected
cancer rate for scenarios 1 and 2 as it might not be reasonable to
assume that all cases considered negative by a radiologist and
positive by AI would be recalled after consensus. However,
despite being selected for consensus by AI only, we chose to
keep these cases as true positives as we expect some of these
cases to be recalled due to the high AI score and the consensus
with two or more radiologists. In scenario 2, a total of 9% of the
729 screen-detected cancers were selected for consensus by AI
only. On the contrary, 10%were selected for consensus only by
R1 and not AI. This means that 81% of the cancers were se-
lected for consensus by both R1 and AI, and we consider the
rate not to be substantially overestimated.

The optimal threshold of the AI score for selecting cases for
single or independent double reading is difficult to decide to
safely reduce volume. By substantially reducing the screen-
reading volume, a higher consensus rate than the average in
independent double reading might be an acceptable trade-off.
How this will influence the subsequent recall rate and the costs
are important aspects to consider. The recall rate among cases
discussed at consensus might increase. However, the overall
recall rate, i.e., recalled cases among all examinations, might
not be influenced since AI defined cases that were discussed
in consensus and recalled after independent double reading to
be negative, i.e., not selected for consensus. However, we
expect the examinations with a high score to be more time-
consuming for the radiologists to screen-read compared to
those with lower AI scores. The reduction in screening vol-
ume is thus not representing all aspects of workload.

If AI is used as decision support at consensus and not in the
interpretation process, we expect the estimated consensus rates in

Fig. 2 Sensitivity with 95%
confidence interval (CI) for sce-
narios 1–11. The vertical dotted
line with 95%CI bands represents
the sensitivity after independent
double reading where interval
cancers (IC) are defined to be
false negatives. In (a) only screen-
detected cancers (SDC) are in-
cluded as true positives and in (b)
IC with prior screening examina-
tion selected for consensus were
included in addition to SDC.
Reduction in screen-reading vol-
ume for the different scenarios is
presented to the right
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this study to be about the same in a prospective setting with a
similar setup. If AI scores and hotspots aremade available for the
radiologists during the individual interpretation process, the
numbers might differ from our estimates since interpretations
and conclusions are expected to be influenced differently than
being presented to AI findings at consensus [22].

The strength of our study is the large study population from a
real screening setting, including screen-detected as well as inter-
val cancers. Rates of screen-detected and interval cancers vary
among breast centers in BreastScreen Norway, andAI in screen-
reading might support some centers more than others. During
the first 20 years of screening in Norway, 1996–2016, the
screen-detected cancer rate ranged from 4.4 to 6.7 [14].
Including mammograms from only two of 17 breast centers,
and including women screened solely with Siemens equipment
represent limitations of the study. We limited the number of
scenarios to 11, but other setups of AI and radiologists might
give additional perspectives. Other limitations were related to
the assumptions and retrospective approach. We assumed that
all cancer caseswere selected and detected at recall, whichmight
not be the case in a prospective screening setting [5, 23].
Furthermore, the thresholdsmimicking results from independent
double reading were derived from the study data and might not
be representative of other breast centers. Also, the use of AI as a
support in the interpretation process or in the consensus might
influence the radiologists’working process. Possible factors and
how these factors are of influence for the interpretation in the
startup and after some years need to be explored.

In conclusion, different scenarios of using AI as a support
in mammographic screening have the potential to reduce
screen-reading volume without reducing the rate of screen-
detected cancers. Possible reduction of interval cancers and
rates of false-positive results for the different scenarios have
to be evaluated in prospective studies.

Acknowledgements This study has received funding from the Pink
Ribbon campaign, which is lead by the Norwegian Cancer Society and
the Norwegian Breast Cancer Society.

Funding Open access funding provided by University of Oslo (incl Oslo
University Hospital). This study has received funding from the Pink
Ribbon campaign.

Declarations

Guarantor The scientific guarantor of this publication is Solveig
Hofvind.

Conflict of interest The authors of this manuscript declare no relation-
ships with any companies, whose products or services may be related to
the subject matter of the article.

Statistics and biometry One of the authors has significant statistical
expertise (Marthe Larsen). In addition, no complex statistical methods
were necessary for this paper.

Informed consent Pursuant to section 35 of the Health Research Act,
the Regional Committees for Medical and Health Research Ethics (REK)
has granted the study an exemption from the requirement of consent,
including exemption from the duty of confidentiality, for the use of de-
identified data from BreastScreen Norway in retrospective analysis

Ethical approval The study was approved by the Regional Committee
for Medical and Health Research Ethics (REK, 13294).

Study subjects or cohorts overlap The same study sample with artificial
intelligence results and screening information have been submitted to
Radiology, but the research question differed (“Artificial intelligence
for cancer detection in mammographic screening: retrospective evalua-
tion of 122 969 screening examinations from a population-based screen-
ing program”, Larsen M, Aglen C et al, accepted in January 2022,
Radiology, DOI: https://doi.org/10.1148/radiol.212381). The main
focus in the Radiology article was to describe the overall performance
of the AI system without exploring possible ways to use AI as a support/
replacement in mammography screening.

Methodology
• retrospective
• registry study
• multicenter study

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, pro-
vide a link to the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article are included
in the article's Creative Commons licence, unless indicated otherwise in a
credit line to the material. If material is not included in the article's
Creative Commons licence and your intended use is not permitted by
statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A
(2018) Global cancer statistics 2018: GLOBOCAN estimates of
incidence and mortality worldwide for 36 cancers in 185 countries.
CA Cancer J Clin 68:394–424

2. Lauby-Secretan B, Scoccianti C, Loomis D et al (2015) Breast-
cancer screening–viewpoint of the IARC Working Group. N Engl
J Med 372:2353–2358

3. European Commision Initiative on Breast Cancer (2021) Cited
September 2021: https://healthcare-quality.jrc.ec.europa.eu/
european-breast-cancer-guidelines/screening-ages-and-
frequencies/women-50-69

4. Backmann HA, Larsen M, Danielsen AS, Hofvind S (2021) Does it
matter for the radiologists' performance whether they read short or
long batches in organized mammographic screening? Eur Radiol
31:9548–9555

5. Martiniussen MA, Sagstad S, Larsen M et al (2022) Screen-
detected and interval breast cancer after concordant and discordant
interpretations in a population based screening program using

European Radiology

https://doi.org/10.1148/radiol.212381
https://healthcare-quality.jrc.ec.europa.eu/european-breast-cancer-guidelines/screening-ages-and-frequencies/women-50-69
https://healthcare-quality.jrc.ec.europa.eu/european-breast-cancer-guidelines/screening-ages-and-frequencies/women-50-69
https://healthcare-quality.jrc.ec.europa.eu/european-breast-cancer-guidelines/screening-ages-and-frequencies/women-50-69


independent double reading. Eur Radiol. https://doi.org/10.1007/
s00330-022-08711-9

6. Hovda T, Hoff SR, Larsen M, Romundstad L, Sahlberg KK,
Hofvind S (2021) True and missed interval cancer in organized
mammographic screening: a retrospective review study of diagnos-
tic and prior screening mammograms. Acad Radiol. https://doi.org/
10.1016/j.acra.2021.03.022

7. Hovda T, Tsuruda K, Hoff SR, Sahlberg KK, Hofvind S (2021)
Radiological review of prior screening mammograms of screen-
detected breast cancer. Eur Radiol 31:2568–2579

8. Dembrower K, Wåhlin E, Liu Y et al (2020) Effect of artificial
intelligence-based triaging of breast cancer screening mammo-
grams on cancer detection and radiologist workload: a retrospective
simulation study. Lancet Digital Health 2:e468–ee74

9. Lång K, Dustler M, Dahlblom V, Åkesson A, Andersson I,
Zackrisson S (2021) Identifying normal mammograms in a large
screening population using artificial intelligence. Eur Radiol 31:
1687–1692

10. Rodriguez-Ruiz A, Lång K, Gubern-Merida A et al (2019) Can we
reduce the workload of mammographic screening by automatic
identification of normal exams with artificial intelligence? A feasi-
bility study. Eur Radiol 29:4825–4832

11. SalimM,Wåhlin E, Dembrower K et al (2020) External evaluation
of 3 commercial artificial intelligence algorithms for independent
assessment of screening mammograms. JAMA Oncol 6:1581–
1588

12. Freeman K, Geppert J, Stinton C et al (2021) Use of artificial intel-
ligence for image analysis in breast cancer screening programmes:
systematic review of test accuracy. BMJ 374:n1872

13. Batchu S, Liu F, Amireh A, Waller J, Umair M (2021) A review of
applications of machine learning in mammography and future chal-
lenges. Oncology 99:483–490

14. Hofvind S, Tsuruda KM, Mangerud G et al (2017) The Norwegian
Breast Cancer Screening Program, 1996-2016: Celebrating 20
years of organised mammographic screening. Cancer in Norway

2016 - Cancer incidence, mortality, survival and prevalence in
Norway, Cancer Registry of Norway. ISBN 978-82-473-0055-8

15. Hickman SE, Baxter GC, Gilbert FJ (2021) Adoption of artificial
intelligence in breast imaging: evaluation, ethical constraints and
limitations. Br J Cancer 125:15–22

16. Lovdata, Kreftregisterforskriften. Cited Sept 2021: https://lovdata.
no/dokument/SF/forskrift/2001-12-21-1477

17. Hofvind S, Bennett RL, Brisson J et al (2016) Audit feedback on
reading performance of screening mammograms: An international
comparison. J Med Screen 23:150–159

18. Larsen M, Aglen CF, Lee CI et al (2022) Artificial intelligence
evaluation of 122 969 mammography examinations from a
population-based screening program. Radiology. https://doi.org/
10.1148/radiol.212381:212381

19. Rodriguez-Ruiz A, Lång K, Gubern-Merida A et al (2019) Stand-
alone artificial intelligence for breast cancer detection in mammog-
raphy: comparison with 101 radiologists. J Natl Cancer Inst 111:
916–922

20. Hofvind S, Sagstad S, Sebuodegard S, Chen Y, Roman M, Lee CI
(2018) Interval breast cancer rates and histopathologic tumor char-
acteristics after false-positive findings at mammography in a
population-based screening program. Radiology 287:58–67

21. Lång K, Hofvind S, Rodríguez-Ruiz A, Andersson I (2021) Can
artificial intelligence reduce the interval cancer rate in mammogra-
phy screening? Eur Radiol. https://doi.org/10.1007/s00330-021-
07686-3

22. Hofvind S, Lee CI (2022) A warning about warning signals for
interpreting mammograms. Radiology 302:284–285

23. Lilleborge M, Falk RS, Russnes H, Sauer T, Ursin G, Hofvind S
(2019) Risk of breast cancer by prior screening results among wom-
en participating in BreastScreen Norway. Cancer 125:3330–3337

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

European Radiology

https://doi.org/10.1007/s00330-022-08711-9
https://doi.org/10.1007/s00330-022-08711-9
https://doi.org/10.1016/j.acra.2021.03.022
https://doi.org/10.1016/j.acra.2021.03.022
https://lovdata.no/dokument/SF/forskrift/2001-12-21-1477
https://lovdata.no/dokument/SF/forskrift/2001-12-21-1477
https://doi.org/10.1148/radiol.212381:212381
https://doi.org/10.1148/radiol.212381:212381
https://doi.org/10.1007/s00330-021-07686-3
https://doi.org/10.1007/s00330-021-07686-3

	Possible...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Material and methods
	Study setting
	Study sample
	The AI system
	Scenarios of combining AI and radiologists in screen-reading
	Cancer definition and detection
	Statistical analysis

	Results
	Discussion
	References


