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Abstract
Background: Professional guidelines in the U.S. do not recommend routine 
screening mammography for women ≥75 years with limited life expectancy and/
or poor health. Yet, routine mammography remains widely used in older women. 
We examined older women's experiences, beliefs, and opinions about screening 
mammography in relation to aging and health.
Methods: We performed thematic analysis of transcribed semi- structured in-
terviews with 19 women who had a recent screening visit at a mammography 
clinic in New York City (average age: 75 years, 63% Hispanic, 53% ≤high school 
education).
Results: Three main themes emerged: (1) older women typically perceive mam-
mograms as a positive, beneficial, and routine component of care; (2) participation 
in routine mammography is reinforced by factors at interpersonal, provider, and 
healthcare system levels; and (3) older women do not endorse discontinuation 
of screening mammography due to advancing age or poor health, but some may 
be receptive to reducing screening frequency. Only a few older women reported 
having discussed mammography cessation or the potential harms of screening 
with their providers. A few women reported they would insist on receiving mam-
mography even without a provider recommendation.
Conclusions: Older women's positive experiences and views, as well as mul-
tilevel and frequently automated cues toward mammography are important 
drivers of routine screening in older women. These findings suggest a need for 
synergistic patient, provider, and system level strategies to reduce mammography 
overuse in older women.
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1  |  INTRODUCTION

Screening mammography remains the cornerstone of 
population- level efforts to reduce morbidity and mortality 
from breast cancer, but also poses potential burden and 
harms including treatment of screen- detected breast tu-
mors that would not have affected women's health and 
mortality (commonly referred to as overdetection and 
overtreatment).1,2 As randomized control trials and most 
organized population- level screening programs have not 
included women ≥75 years, the evidence on the tradeoffs 
between benefits and harms of mammography in older 
women is limited. The decreasing life expectancy and in-
creasing risks of comorbidities and functional limitations 
associated with aging suggest lower benefits from mam-
mography for breast cancer mortality reduction in older 
women.3– 5

The US Preventive Services Task Force (USPSTF) does 
not make breast cancer screening recommendations for 
women ≥75 years citing insufficient evidence,6 while the 
American Cancer Society recommends screening for 
women with a life expectancy of 10 years or more,7 and 
the American College of Physicians supports discontin-
uing mammography in women ≥75 years at average risk 
for breast cancer.8 Despite some variations in how best to 
approach screening mammography among older women, 
all U.S. professional guidelines support individualized 
and informed decision- making, including a balanced dis-
cussion of screening benefits and harms, and consider-
ation of clinical risk factors and patient preferences. In 
contrast to many countries that provide breast cancer 
screening through organized programs, women in the 
U.S. access mammography through referrals by health-
care providers, and to a lesser extent, through self- referral 
within healthcare systems, making the implementation 
of the screening guidelines variable across healthcare set-
tings and populations.9 Recent national data show that 
nearly three- quarters of women in the U.S. report having 
at least one screening mammogram at ages 75 and older, 
and over half report having had a mammogram within 
the past 2 years.10,11 Evidence suggests that screening 
may decline with increasing age and decreasing life ex-
pectancy, yet as many of 36% of older community dwell-
ing women and 56% of older breast cancer survivors with 
less than 5 years life expectancy report having received 
a mammogram in the past 1– 2 years.12,13 These data are 
consistent with research showing that most providers 
endorse and continue to recommend mammography to 
their older female patients, and many are hesitant to rec-
ommend against breast cancer screening, due in part to 
feeling ill- prepared to discuss life expectancy and mam-
mography cessation, and anticipating negative reactions 
from patients.3,14– 16

Reducing overuse of screening mammography in older 
women is further complicated by uncertainties around es-
timating life expectancy, healthcare incentives for provid-
ing mammography services regardless of age and health 
considerations, and public health campaigns and popular 
support for breast cancer screening.17,18 Limited available 
research suggests that screening mammography among 
older women may be habitual and perceived as reassur-
ing and easily accessible.12,15,19– 21 However, very little is 
known about older women's perspectives and experiences 
with regard to reducing or stopping mammography, par-
ticularly among racial or ethnic minority women in the 
US or samples from racially and ethnically diverse popu-
lations.21 To address this gap, this study seeks to provide 
an in- depth understanding of the perspectives and pref-
erences of older, ethnically diverse women as they relate 
to continued screening and potential overuse of routine 
breast cancer screening.

2  |  METHODS

2.1 | Recruitment and data collection

As part of a pilot study to understand factors contributing 
to screening mammography in older women, we recruited 
52 women ages 70 years and older as they presented for 
their screening mammography appointment. Recruitment 
was conducted at a large mammography clinic in New 
York City that serves a racially and ethnically diverse and 
predominantly low- income and immigrant population 
(>75% Hispanic, Spanish- speaking women) with high 
rates of routine screening mammography (87.9%). We se-
lected this recruitment approach to ensure diverse repre-
sentation of older women who actively receive screening 
mammography and included women 70– 74 years to pro-
vide insight into the experiences of women who were ap-
proaching the age for which screening guidelines change. 
Participants completed an in- person survey, administered 
by bilingual (English and Spanish) research staff at the 
time of mammography appointment, to collect data on 
sociodemographic, breast cancer risk factor, clinical and 
screening mammography history.22 All participants con-
sented to be contacted for follow- up studies, and were later 
invited to participate in semi- structured interviews to col-
lect in- depth data on women's perspectives on reducing 
or stopping routine screening mammography. Two mem-
bers of the research team (one Bilingual English- Spanish- 
speaking, one English- speaking) conducted all interviews, 
lasting between 30 and 45 min, between June and August 
2019; these data serve as the focus of the current study. 
Interviews were audio- recorded and transcribed verba-
tim in their original language, and transcribed Spanish 
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interviews were subsequently translated to English. 
Recruitment for semi- structured interviews continued 
until no new themes were identified and thematic satura-
tion was reached.23,24 Women completing the interviews 
were representative of the overall sample but were less 
likely to be foreign born (68% vs. 81%) and less likely to be 
primarily Spanish speaking (63% vs. 74%).

The study was approved by the Columbia University 
Medical Center Institutional Review Board. All partic-
ipants provided written informed consent at the time of 
enrollment into the study and additionally provided ver-
bal informed consent before completing semi- structured 
interviews.

2.2 | Interview guide

Broadly informed by national recommendations for 
patient- provider discussions and literature regarding 
informed decision- making processes for breast cancer 
screening,7,8,25– 27 we developed an interview guide to 
elicit older women's experiences, beliefs and intentions 
about screening mammography. Specifically, women 
were asked about the process of receiving mammography, 
pros and cons of screening mammography, and what in-
fluenced their screening decision (see supplemental ma-
terial). We also presented participants with two vignettes 
of 78- year- old women with no family or personal history 
of breast cancer but with differing health status to obtain 
information about women's reaction and understanding 
of age and health considerations in screening mammog-
raphy recommendation. Specifically, the first vignette 
described the woman as being in good health while the 
other described the woman as having diabetes and diffi-
culty handling her day- to- day activities on her own. The 
vignettes also state that the depicted woman's provider 
recommended reducing or discontinuing screening mam-
mography due to age (both vignettes) and poor health 
(second vignette only), but left the choice up to the pa-
tient. After presenting each vignette, participants were 
asked if they thought either woman should receive a 
mammogram, and why or why not.

2.3 | Data analysis

We conducted interviews with 19 women in English 
(n = 7) or Spanish (n = 12) by phone (n = 12) or in per-
son (n = 7). Two members of the research team trained in 
qualitative methods (LB, JA) conducted thematic analy-
sis,28,29 using an iterative deductive- inductive coding and 
analytic approach.30 Each reviewer independently re-
viewed each transcript line- by- line, applying an initial list 

of deductive codes based on the interview questions and 
probes (e.g., reasons/motivations for screening, attitudes 
and beliefs about mammograms, screening behaviors, 
prompts or cues for screening, decisional influences, and 
vignette responses). To allow the codebook to expand and 
be refined, we used an inductive data- driven approach to 
identify new codes, as well as themes across codes (see 
supplemental material for codebook).31 The final code 
structure was applied to all transcripts. To facilitate the 
reliability of the coding process, the two reviewers coded 
four transcripts together, which was followed by indepen-
dently reviewing the remaining 15 transcripts before com-
ing together to compare codes and resolve discrepancies 
with the larger research team. NVivo 12 software (QSR 
International) was used for coding to facilitate collabo-
rative analysis, organization, and interpretation. We ex-
plored the possibility and found little support that results 
were different for women younger and older than 75 years.

3  |  RESULTS

3.1 | Sample characteristics

Women ranged in age from 71 to 83 years (see Table 1). The 
majority of women in the sample identified as Hispanic 
or Latina (63%; hereafter Hispanic) and were primarily 
Spanish- speaking (63%) (Table 1). Based on survey data, 
over half of the women had a high school degree or lower, 
about one third reported having had a breast biopsy, and 
none had a personal history of breast cancer. More than 
half of women rated their general health as “fair” or “poor” 
and reported an average of 4.4 physician diagnosed medi-
cal conditions (e.g., hypertension, diabetes). Over 68% of 
women reported having had annual mammogram in the 
past 5 years.

3.2 | Qualitative themes

We identified three overarching themes related to contin-
ued use or cessation of screening mammography as de-
scribed below. Additional quotes reflecting these themes 
are provided in Table 2.

3.2.1 | Older women perceived 
mammograms as a positive, beneficial, and 
routine component of their healthcare

Many women reported having a long history of receiving 
mammograms and perceived mammography as a neces-
sary and routine part of their care. Most women reported 
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receiving annual mammograms; as one woman shared: 
“I've gotten mammograms ever since we were told that we 
could get them…I don't know how long ago, but it's many 

years ago. I get it every year” (Age 83, Non- Hispanic White). 
Additionally, many women expressed strong intentions to 
continue screening mammography as long as possible, 
with one woman sharing: “It's something I will do until I 
die” (Age 75, Non- Hispanic White).

Commonly reported benefits of mammography in-
cluded the early detection of cancer and initiation of 
treatment, and perceived reassurance of receiving results 
that did not detect cancer. The few negatives reported by 
women were limited to physical pain during the mam-
mography procedure, concern about potential exposure to 
radiation, and fear of finding out they had cancer. Most 
women perceived that the benefits of screening mammog-
raphy outweighed any of these potential negatives. One 
woman explained:

“I can say the upside is that it diagnoses 
breast cancer early enough for women to get 
treatment. That outweighs the pain that you 
have momentarily… You can't even compare 
the two.” (Age 71, Non- Hispanic Black).

The majority of women described their experience of get-
ting a mammogram as “easy” in many respects (e.g., proce-
dure is not invasive, appointments are easy to make, and the 
screening is covered by insurance). A few women reported 
that they feel well cared for during their appointment, and 
that the screening visit provided an opportunity for social 
connection. One woman shared: “Well, I think at this point 
I would [continue to get mammograms], because I've always 
done it, and you know what? I'm retired now, so I need some 
place to go” (Age 83, Non- Hispanic White).

3.2.2 | Older women's participation 
in routine screening mammography was 
reinforced at interpersonal, provider, and 
healthcare system levels

All women reported regularly receiving one or more re-
minders to have a mammogram. These included remind-
ers in the form of providers' recommendation and referrals 
during clinical visits, healthcare system reminder letters 
or calls, and for a few women, their own personal annual 
calendar reminder. One woman recalled receiving a letter 
from the mammography clinic stating that “it was time for 
me to get it done” (Age 79, Hispanic). Another woman de-
scribed multiple cues: “I did get a [reminder] letter from the 
[mammogram] clinic. And then I was going for a checkup 
and I asked the doctor to give me a [referral] for a mammo-
gram” (Age 71, Non- Hispanic White).

A few women also stated that knowing someone 
close in age with breast cancer reinforced the need to 

T A B L E  1  Sample demographics and health characteristics (n = 19)

n (%)/
mean (SD)

Age (71– 83 years) 74.89 (3.78)

Interview Language

English 7 (36.8)

Spanish 12 (63.2)

Race

Hispanic 12 (63.2)

Non- Hispanic White 6 (31.6)

Non- Hispanic Black 1 (5.3)

Nativity/birthplace

US –  born 6 (31.6)

Foreign –  born Dominican Republic 7 (36.8)

Foreign –  born Other countrya 6 (31.6)

Education

Less than high school 7 (36.8)

High school or GED 3 (15.8)

Some college 4 (21.1)

Bachelor's or advanced degree 5 (26.3)

Self- rated health

Poor 3 (15.8)

Fair 7 (36.8)

Good 3 (15.8)

Very good 6 (31.6)

Excellent 0

Number of Health Conditionsb 4.36 (1.89)

1– 2 2 (10.6)

3– 4 9 (47.4)

5+ 8 (42.2)

Health Literacyc

Adequate 7 (36.8)

Marginal 7 (36.8)

Low 5 (26.3)

Breast cancer risk factors and screening characteristics

First degree family history of breast cancer 3 (15.8)

History of breast biopsy 6 (31.6)

Discussed stopping mammography with PCP 2 (10.5)

Discussed stopping mammography with family 2 (10.5)
aOther countries include: Cuba (1), Mexico (1), Ecuador (2), Colombia (1), 
Germany (1).
bSelf- reported medical conditions that had been diagnosed by a doctor 
including diabetes, myocardial infarction, osteoporosis, high cholesterol, 
thyroid, etc.
cAssessed using three questions developed by Chew et al. (2004).
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continue screening. One woman explained: “[I have] 
several friends right now with breast cancer and they're 
all over 70. One passed away. It just makes you feel like 
no, you just need to do this [get screened]” (Age 71, Non- 
Hispanic Black). Another woman shared her family 
history of breast cancer later in life motivated her to 
continue screening into her late 70s: “I had an aunt who 
had a malignancy in her 70s. It made sense to me” (Age 
79, Non- Hispanic White).

The majority of older women indicated that their pri-
mary care provider or gynecologist typically recommended 
screening mammography and provided referrals during 
annual visits (“My doctor always asks about my mammo-
gram during my annual checkup” (Age 71, Non- Hispanic 
Black)), even for women older than 75 (“[My doctor] al-
ways reminds me, he always reminds me and gives me the 
referral” [Age 76, Hispanic]). Most women trusted that 
provider's recommendation or referral for a test meant 

T A B L E  2  Illustrative quotes by major themes

Theme Quotes

1. Mammograms as 
a beneficial and 
routine part of 
care

“I'm going to be 84… Anytime they want to give me a test, I'm there. It always helps.” (Age 83, Non- Hispanic 
White)

“I think every woman should have it! That's just how I feel. Every woman. I do not care what else is going 
on. Once a year you are going for the screening. You go have it done.” (Age 71, Non- Hispanic Black)

“I would like to think that if I develop any sort of malignancy I would catch it early… the positive result is more 
important than the negatives” (Age 79, Non- Hispanic White)

“As long as the doctors let me do it, I'll keep doing it” (Age 71, Hispanic)

2. Participation 
in routine 
mammography 
screening was 
reinforced at 
multiple levels

Interpersonal level
“No one's ever said ‘do not go [get a mammogram].’” (Age 71, Non- Hispanic Black)
“I've gotten mammograms ever since we were told that we could get them… My mother died at the age of 46 

from breast cancer… her mother died at 94 but she had a different breast cancer at 74… That's why I go” (Age 
83, Non- Hispanic White)

Provider level
“[My doctor] recommends still going…She felt it was a good idea to continue once a year. And I decided to take 

her advice.” (Age 79, Non- Hispanic White)
“Everything that a doctor orders is for a reason. And we have to submit to it 100%, to any exams that the doctor 

order for us. That's my opinion” (Age 71, Hispanic)
“I am referred –  you know I am told that it's required.. and so I do it” (Age 71, Non- Hispanic White).
“I call the doctor –  the gynecologist –  and she gives me the referral” (Age 77, Hispanic)
“My health is important to me. If he tells me that I have to go, then I have to go get checked” (Age 77, Hispanic)

Healthcare system level
“Well, my primary care doctor reminds me and they also send me the reminder [letter], and if they do not 

remind me, I see in the [letter] I have that it's time to get [a mammogram].” (Age 72, Hispanic)
“I got a letter that says ‘your mammogram, it should be scheduled after a certain date, so there's covered by 

social security Medicare.’ And I made my appointment, came in, got the mammogram” (Age 75, Non- 
Hispanic White)

“I got the letter and I called and made the appointment” (Age 79, Non- Hispanic White)

3. Older women 
did not endorse 
discontinuation 
of mammography 
screening due to 
advancing age 
or diminishing 
health

Age
“It does not matter the age. We can get breast cancer at any age.” (Age 77, Hispanic)
“Why is it that someone, let us say 80 years old, which is what I am, they do not want to do a pap smear anymore 

because they say that after a certain age they cannot do it, or whatever exam that's deeper or more thorough? 
Why cannot they do it at that age?” (Age 80, Hispanic)

In response to vignette: “That's something I want to learn about…when they say you can stop getting 
mammograms. That's interesting. So I would say she better find out why he said that because of her age” 
(Age 75, Non- Hispanic White).

“I think about the age thing. You know, if there's a cut- off point that tells you to go every 5 years instead of every 
year… I would go” (Age 74, Non- Hispanic White)

Health
“…diabetes has nothing to do with breast cancer” (Age 72, Hispanic)

Provider recommendation against screening
“I would not do it.. I would not do it. Why would I get it if my doctor tells me not to?” (Age 78, Hispanic)
“If one doctor says no [do not get a mammogram], I would say you do not have to listen to him. Listen to 

yourself.” (Age 75, Non- Hispanic White)
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that it was important and necessary for them to adhere to 
their recommendation: “I know that when they [providers] 
order a test for you it's because it's necessary…every time that 
they tell me to, every year I get a mammogram” (Age 77, 
Hispanic).

We asked women whether their providers had dis-
cussed discontinuation of screening mammography. Only 
one woman reported having had such discussion: “I told 
the doctor that I wanted a mammogram, and she ordered 
one. But before she had told me that it wasn't necessary for 
me [to continue being screened]…because of my age” (Age 
79, Hispanic). When asked about the information they had 
received to inform decisions about screening mammogra-
phy, no women reported receiving information from their 
providers about the potential harms or lower benefits of 
screening mammography in older ages.

3.2.3 | Older women did not endorse 
discontinuation of screening mammography 
due to advancing age or poor health

Overall, older women were surprised about the idea of 
discontinuing screening mammography in older ages, and 
perceived mammography to be increasingly more impor-
tant as women age and their health declines. Additionally, 
some women expressed confusion about the idea that a 
woman's health conditions would impact continued re-
ceipt of mammography. One woman explained: “Even 
more so at my age, I have to have my [mammogram] exam. 
And if the doctor recommends that I have it more, and I 
know that it's for my own well- being, then I do it diligently.” 
(Age 71, Hispanic).

When presented with the vignettes, the majority of 
women did not understand why the provider would not 
recommend mammography due to older age and/or 
health condition. Several women were confused about the 
role of age in screening, asking: “Older women, like me, 
should get a mammogram, or no? That's the question I have 
now” (Age 79, Hispanic) and “In this scenario, at 78, she 
doesn't need to really continue getting mammograms. Why? 
Why is there a cutoff point?… I'll be 76 this month…So yeah, 
I'd be interested in knowing that” (Age 75, Non- Hispanic 
White). Regarding health, an older woman asked: “What 
does her medical condition got to do with her getting mam-
mograms?” (Age 79, Non- Hispanic White).

When asked what they think the older women in 
the vignettes should do, some women advised that they 
should follow the guidance or recommendation of their 
provider, but a few said that the women depicted in vi-
gnettes should still consider screening regardless of pro-
vider recommendation and current health conditions, 
citing that their own provider continues to recommend 

screening mammography (see Table 2). A few women ex-
pressed that they would insist on receiving mammograms 
even if not recommended by their provider.

When probed about how they feel about a provider 
recommending against screening mammography due to 
advancing age and/or declining health, a few perceived it 
as unfair and potentially biased. As one woman explained: 
“That is like a form of discrimination … you can get cancer 
at any age I think, .. I think that mammography should be 
done” (Age 72, Hispanic). Of note, several women specif-
ically reported they would feel comfortable getting mam-
mograms less frequently (e.g., every 2– 3 years), but not 
stopping altogether. One woman explained her rationale 
in the following statement: “Until you die, your hormones 
are working. So it's not about stopping mammograms but 
getting them less frequently” (Age 75, Hispanic). Still some 
women likened the discontinuation of screening mam-
mography to no longer receiving screening for cervical 
cancer due to increasing age. For example: “When they 
told me that I didn't have to get the pap smear anymore, I 
said ‘oh, that's fine’ and I never got it again….. I would ac-
cept [stopping screening mammography] just like I agreed 
about the pap smear” (Age 71, Hispanic).

4  |  DISCUSSION

We found that older, predominantly Hispanic women 
who participated in routine screening mammography re-
ported positive experiences (e.g., social interaction, ease 
of receipt) and perceive the benefits of early detection and 
treatment to largely outweigh the few perceived negative 
aspects of mammography. Women's positive beliefs and 
the routinized nature of their participation in screening 
mammography were often reinforced by various factors 
and cues to action such as knowing someone with breast 
cancer, provider recommendations, and healthcare sys-
tem reminders such as letters. Further, the majority of 
older women in this study were unaware of the potential 
harms of screening in terms of false positive results and 
overdetection, nor did they view advanced age or comor-
bidities as important considerations in deciding whether 
to receive screening mammography.

Findings reported here are consistent with prior stud-
ies suggesting screening mammography among older 
women is habitual and even considered as a “moral obli-
gation”.12,15,19,20 After years of participating in screening, 
older women in this study perceived the value of mam-
mography for early detection of cancer, drew reassurance 
from mammograms with negative breast cancer findings, 
and believed mammography to be easily accessible and es-
sential to monitoring their health as they get older. Despite 
the consideration of age, life expectancy, and health status 
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in guideline recommendations for the discontinuation of 
screening mammography, older women in this sample per-
ceived that older age and poor health underscored a need 
for continued screening. While these findings may reflect 
the low awareness of the potential harms of screening re-
ported by women in this and other studies,15,20– 22 they also 
point to a possible disconnect between factors that the med-
ical and research communities deem important for screen-
ing recommendations in older populations, and the values 
and concerns that influence screening mammography deci-
sions among ethnically diverse older women.

Changing long- standing beliefs and habitual behavior 
may be challenging when they are supported at multi-
ple levels within healthcare systems and in the broader 
society. Older women in this study stated strong inten-
tions to continue screening mammography, which was 
reinforced by interactions with their providers and sys-
tem level prompts (e.g., reminder calls and letters from 
providers, clinics, and health insurance companies). 
The central importance of providers' recommendations 
for promoting screening mammography has been well 
documented for women of screening ages and for older 
women,32,33 and while the women in this study believed 
in following their providers' recommendation, only one 
reported having had a discussion with her provider about 
benefits and harms of mammography or even the option 
to not screen. This is consistent with research suggest-
ing the continuation of cancer screening among older 
adults is not typically characterized as a decision, but as 
an automatic behavior.34– 36 Additionally, several women 
in this sample aged 75 and older specifically asked ques-
tions about the relationship between age and stopping 
screening and if they should still be screening at their 
age, suggesting that providers are not discussing discon-
tinuation with women who should be targeted for these 
conversations. Previous research suggests that providers 
favor discussing the benefits and rarely discuss possible 
harms of screening mammography,37 and express dis-
comfort and concerns about limited time and reliable 
tools to facilitate complex discussions about tradeoffs 
and cessation of screening.15,38 These findings highlight 
the need to develop and test provider- level strategies to 
improve individualized assessment of older women's 
life expectancy along with communication approaches 
for adequate presentation of both potential benefits and 
risks of screening mammography in older ages. Further, 
these strategies may need to be adapted to the needs of 
racially and ethnically diverse populations with var-
ied experiences with providers and healthcare systems. 
For example, as compared to Black and White women, 
Hispanic women have been reported to be least confident 
about advocating for their own preferences regarding 
breast cancer screening, and reported “following doctors' 

orders” without question.39 Modifying cues such as au-
tomatically generated reminder communication from 
healthcare systems to instead encourage older women to 
discuss screening with providers may further help to sup-
port provider recommendations around screening cessa-
tion as appropriate and reduce unnecessary screening.

In this study, most women did not express a willing-
ness to stop screening mammography, and a few noted 
they would continue screening mammography even 
if their provider no longer recommended it or refused 
to provide a referral. A few older women even viewed 
mammography cessation as a form of age discrimina-
tion. This finding is in agreement with reports that older 
adults are skeptical and even suspicious of recommen-
dations to stop cancer screening.19,40,41 While concerns 
about mammography cessation were reported, multi-
ple women stated an openness and interest in receiving 
mammograms less frequently (e.g., every 2– 5 years). 
Among women who fear being unable to detect cancer 
if they stop receiving mammograms altogether, reduc-
ing the frequency of screening might be a possible strat-
egy to address overuse of screening in this population. 
Emphasizing individual preferences may help alleviate 
potential harms and concerns caused by complete cessa-
tion while also reducing unnecessary screening. Finally, 
several women in this study likened the possibility of 
mammography cessation to their experience with stop-
ping cervical cancer screening. Framing and normalizing 
discussions about stopping mammography in a similar 
way as recommendations to stop receiving other pre-
ventive care may be a useful way for providers to intro-
duce and discuss cessation among this population.42 As 
such, improving provider discussions about when to stop 
screening by addressing women's concerns surrounding 
cessation are critical. Additional research on aligning 
these discussions with patient values and preferences in 
socio- demographically diverse populations is needed.

We did not verify patient- reported data by chart re-
view or provider interview, and therefore cannot rule out 
the potential for some error in recalling prior discussions 
with providers. Nonetheless, the reliance on women's re-
ports is suitable for capturing the experiences of older 
women with respect to screening mammography. While 
these findings include perspectives from women ages 70– 
75 for whom screening mammography is recommended, 
a notable strength is the inclusion of older women (ages 
75– 83) who may be susceptible to overuse of screening 
mammography and whose perspectives shed light on 
multilevel factors facilitating their continued screening. 
Our intent was to gain a fuller understanding of the ex-
periences and views of women who are approaching as 
well as those past the age for which guidelines change. 
We explored the possibility and found little support that 
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results were different for women younger than 75 years 
from older women. The qualitative design of this pilot 
study and small sample size limits our ability to explore 
differences in perspectives by meaningful sociodemo-
graphic subgroups such as race, ethnicity, or nativity. 
However, the ethnic composition of this sample adds 
to a literature lacking the perspectives of urban, older 
Hispanic women, and those with multiple chronic con-
ditions and serves as an important exploratory step to-
ward better understanding experiences and perceptions 
of this group. Finally, we acknowledge this study may 
not be generalizable to older women outside of the US 
where healthcare systems and screening mammography 
guidelines and perspectives may differ.

The research presented here provides in- depth in-
sights into the experiences of older women in the U.S. re-
ceiving routine screening mammography and highlights 
many of the challenges that must be overcome to reduce 
the potential overuse of screening mammography in this 
population. These findings suggest a need for increasing 
awareness of screening harms and opportunities for ces-
sation at the patient level and facilitating patient- provider 
discussions that incorporate individualized health assess-
ment as well as patient values and preferences into screen-
ing mammography decision- making for older women. 
More broadly, there may be opportunities to apply frame-
works and accumulating evidence from the field of im-
plementation science focused on “de- implementation” of 
practices that are low- value, costly, or lack an evidence 
base to help inform identification and development of ad-
ditional strategies.43
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