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Hedicare Coverag e of Hammogra phy 

o Currently, Medicare covers mammograms on a bi-annual basis for 
elderly women ( the - periodicity varies by age) and requires a co­
payment . 

o In recent two year period, about 7 million Medicare beneficiaries had 
a mammogram or about one in three of the nearly 22 million women on 
Medic are. Clearly, this rate needs to be improved in order to detect 
and treat breast cancer as early as possible. 

o The President's budget proposal would cover mammograms on an annual 
basis and would eliminate the co- payment. Research has indicated 
that the co-payment reduces Medicare beneficiaries ' aooess to 
mammograms. 

o Under the President's budget proposal, female Medicare beneficiaries 
could receive a mammogram every year without a co-payment . ( About 
10% of Medicare beneficiaries rely on Medicare alone: consequently, 2 
million women are currently liable for the co-payment when they get 
mammograms. Other beneficiaries have Medicaid or Medigap insurance 
which fills in the co-payment. ) 

0 In addition to better insurance coverage, this Administration has 
sponsored a public awareness campaign to increase utilization of 
mammography . For example, t he First La dy urged women, last Mother' s 
Day, to get a mammogram. 

DATA: The number of women on Hedi care will grow to nearly 25 million by 
20 05 . 

Source: Health Care Financing Administration 
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Hedicare Coverage of Hammography 

o Currently, Medicare _.covers mammograms on a bi-annual basis for 
elderly women ( the periodicity varies by age) and requires a co­
payment. 

o In ·recent two year period, about 7 million Medicare beneficiaries had 
a mammogram or about one in three of the nearly 22 million women on 
Medicare . Clearly, ~his rate needs to be improved in order to detect 
and treat breast cancer as early as possible. 

o The President I s budget proposal would cover mammograms on an annual 
basis and would eliminate the co-payment. Research has indicated 
that the co-payment reduces Medicare beneficiaries' access to 
mammograms. 

0 In addition to better insurance coverage, this Administration has 
sponsored a public awareness campaign to increase utilization of 
mammography . For example, the First Lady urged women, last Mother's 
Day, to get a mammogram. 

Source: Heal th Care Financing Administration 
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Get a Mammo~ram .... A picture that can save your life 

Dear Colle~ue: 

We hope you wlll Join us In a campaiqn to encoura~ mor e women a\le 65 and ol~er to protect themselves by 
obtaininq mammoqraphy screeninqs. Although Medicare covers screening mammoqrams for the ear ly detection 
of breast cancer. Medicare data indicate that more than 60 percent of older women d o not tabe advantaqe of this 
benefit. A successful campaiqn can prevent thousands of unnecessary deaths. 

The Health Care Financing Administration (HCFA) is underta~in~ the mamm~raphy campaiqn as the second step in 
the aQency's "Consumer Information Strateqy." This national strateqy will help Medicare and Medicaid beneficiaries 
participate with their physicians in mallinq decisions on prevention and treatment options. 

Preventinq breast cance r deaths with timely mammoqrams is a prime tarqet for our a ttention. Breast cancer will 
affect one of e~ery eiqht women born in the United States. The risll of breast cancer increases with aije. National 

• 

data show that in 1994, approximately 50 percent of new cases of breast cancer were in women aqc 65 and olde r: and 

about 56 percent of the deaths from breast cancer were in women aqe 65 and oldt:r. For women a_qe 65 or older . 
qettln~ a mammoqram every two years can save lives. 

• 

We need your assistance in publiclzinq the IJfe-savln~ value of mammo~rams and Med icare coveraqc of this 
procedure . 

The followinq materials should be helpful to you: 

• Medicare cla ims data showin~ 1992 - I 993 mammoqraphy utilization rates by state and by race: 

• A HCFA brochure. in Enqlish and Spanish. telling older Americans about the benefits of the Medicare-covered 
rnammoqrams , 

• Posters encouraqinq reqular mammograms: 

• A fact sheet on HCFA's Consumer Information Strateqy; 

• A HCFA fact sheet on the Medicare mammo\lraphy benefit; and 

• A Woman's Gu ide on Quality Mammograms from the Aqency for Health Care Policy and 0esearch. 

We loolz forward 10 worllln~ with you. If you need additional Information. please call HCFA's Office of Public 
liaison at (202) 690-6616. for information about HCFA's state and county mammo~raphy utilization data. please call 
(410) 597-3933. 

Sincere ly, 

rt--ud___ 
Bruce C. VJadecll. Ph.D. 
Administrato r 
Health Care Financing Administration 
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Get a Mammogram .... A picture that can save your life 

MEDICARE COVERAGE OF MAMMOGRAMS 

Medicare is a federal health insurance pro~ram for people 65 and older and certain individuals 
with disabilities or end staqe renal disease (ESRD). It is run by the Health Care Pinancinq 
Administration (HCFA) of the U.S. Department of Health and Human Services. 

J'G~~nin~ ~~~~rams: 

Since January I, 1991, Medicare has covered mammography screening for the early detection of 

•

breast cancer. Screeni~ mammograms, together with a physician's interpretation of the results. 
are covered by Medicare. The followlnq table describes the conditions under which Medicare 
will pay for screeninq IIlAmmoirams. 

AGE MEDICARE COVERAGE FOR SCREENING MAMMOGUAMS 

llntior •u;: Nor.-,.,~ ':ido 

35 to under 40 Onlv One Screenino Mammooram 
40 to under 50 One Screenin11 Mamm0<1ram Everv 2 Years 
40 to under 50* One Screenin~ Mammo~ram Everv Year 
50 to under 65 One Screening Mammoiram Every Year 
65and above One Screeninq Mammogram Every 2 Years 

•women with a hi~h rislt of developin~ breast cancer (for example, a woman with a mother, sister or 
dau~bter who has had breast cancer) . 

Medicare also covers dia~nostic mammograms when the patient shows s~ns or symptoms of 
having breast disease. Medicare will cover these diagnostic mammograms for Medicare 
beneficiaries when the patient's physician has a specific reason for orderinq the test. no matter 
what the &ie of the patient. 

. t~yment .. for"'screenin~ Mammo~rams: 

In t 99!, a beneficiary's share of the costs wi(I vary dependin\? on the type of rnammoijram, 
whether her physician's Medicare claim is assi~ned or unassi~ned, and whether her Part B 
deductible has been met. 

MORE 
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For screeninQ mammoqrams. Medicare will pay a maximum of 80 percent of the 1995 Medicare 
approved amount (that is. $60.88 x .80 = $48. 70). A physician who does not accept assiqnment of 
a Medicare claim may charqe a beneficiary no more than 115 percent of the Medicare approved 
amount. 

For dlaanostlc mamm~rams. Medicare wiIJ pay a maximum of 80 percent of the fee schedule 
amount. The fee schedule amount is approximately $67 .16. The exact amount varies based on 
location and whether a physician is a Medicare participatinq physician. A physician who does 
not accept assl~nment of a Medicare claim may charqe a beneficiary no more than 115 percent of 
fee schedule amount. 
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The Mamm~raphy Quality Standards Act (MQSA) of 1992 went into effect on October 1, 1994, 
requlrln~ all mammo~raphy facllltles seeltlnij Medicare payment for mammo~raphy screeninq to 
meet quality standards defined by re~ulations of the food and Dr~ Administration (FDA). To 
lawfully perform either screen~ or dia~nostic mammo~raphy under MQSA. facllities must 
obtain a certificate from the PDA by meetin~ quality standards for personnel. equipment, quality 
assurance and record beepin~ and must display its FDA certificate. 

To retain the certificate. a facility must successfully complete an annual inspection by an MQSA 
inspector trained by the FDA. HCFA has ceased performinq inspections. Instead. HCfA has 
4'lreed to accept FDA's certification as evidence that the facility is qualified for Medicare 
reimbursement. thereby minimizin~ duplication of inspections. 

- ' 
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~ The American Cancer Society (ACS) estimates there will be t 82,000 new cases of invasive 
Jr:. breast cancer in 1995 and that 93,700 of these cases will be in women a~e 65 and older. 

~ ACS estimates there will be 46,000 deaths in females from breast cancer in 1995 and that 
~· 2!5, 700 of these deaths will be ln women aije 65 and older . 

• For More Information call ... 
t-800-4-CANCER ( l-800-422-6237) l -800-638-6833 
(Breast cancer/mammo~rams) (Medicare covera~e) 
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Get a Mammogram .... A picture that can save your life 

MAMMOGUAMS SAVE LIVES! 
THE f ACTS ABOUT OLDER WOMEN AND BREAST CANCER 

The Health Dire Financinq Administration (HCFA). the federal aqency responsible for the 
Medicare and Medicaid proqrams. is conductinq a nationwide public information campai~n to 
encouraqe women aqe 65 and older to qet screeninq mammoqrams. A mammogram can find 
breast cancer that is too small for a woman, her doctor or nurse to feel durin\? reqular physical 
breast exams. Mammoqrams can detect breast cancer early when it can be treated. 
Mammo~rams save lives. 

Breast cancer will affect one of every eight women born in the United States, and the ris~ 

•

ncreases with aqe. Breast cancer is the most commonly dia~nosed cancer and the second 
eadlnq cause of death amo~ women. Breast cancer is most common amone women over aije 

65. National data show that in 1994, approximately 50 percent of new cases of breast cancer 
were in women aqe 65 and older; and about 56 percent of the deaths from breast cancer were 
in women a~e 65 and older. 

Althou~h Medicare covers screeninq mammo~rams for the early detection of breast cancer, 
Medicare data indicate that more than 60 percent of older women do not ta~e advantaqe of this 
benefit. Uates for African American women are even lower. 

For women aqe 65 and older. Medicare helps pay for one screenin~ mammoqram every two 
years. Medicare's interval for screenin~ is consistent with the National Cancer Institute (NCI) 
statements. It is important for women aqe 65 and older to return for a mammoqram every two 
years (sooner if symptoms develop), because cancer can show up at any time. For women who 
are younger than aqe 65 and are covered by Medicare, the aqe and ris~ of the patient determine 
how often screeninq mammo~rams should be done. Medicare does not cover screeninqs for 
women under a~e 35 . 

Medicare covers dia~nostic mammoqrams when a woman shows any siqns of breast disease. For 
Medicare eli~ible women of any a~e. dicl\?nostic mammograms are covered when ordered by 

• their doctors. 

Individuals who are Medicaid eliqible should contact their s tate or locar medical assistance 
(Medicaid) aqency. social services office. or welfare office to find out about Medicaid covera~e 
of mamm~raphy screenln~s. 

• .\' I ~ 
__ _ .,, 

This article is su~~ested for use in your or\Janization's newsletter. ::i:.~-. 
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The Health Care Plnancinq Administration's (HCFA) Consumer Information Strateqy will 
help Medicare and Medicaid beneficiaries stay healthy. UsinQ information from a variety of 
sources. the Initiative encouraQes ~reater use of health care se"ices and assists 
beneficiaries In mallln~ informed choices about health care. 

Medicare and Medicaid data on the use of services and patterns of care a.re the primary 
source of Information for the initiative. Medicare alone pays more than 700 million claims a 
year for services to beneficiaries. Data on patterns of care can pro~ide useful information 
on treatment options. Analysis of claims data can also identify underse"ed localities to 
which special outreach efforts may be tar~ted. 

HCFA phsns to use its network of communlcatlons with consumers and physicians to 
promote use of important exisdn\J Medicare benefiu and to help consumers choose wisely 
amon~ alternative treatments. The first full scale campai~n In 1994 promoted use of covered 
flu shots. 

ScreeninQ mammo~raphy is the second campaiqn. Later campaiqns wllI help beneficiaries 
choose amonq treatment opt.ions for localized prostate cancer and early sta~ breast cancer. 
All campal~ns malze use of HCFA's claJms data to hlgllUght current practice and to monitor 
effectiveness. 

!:~~A.~~--~~- "WIJIIWdlf~~i.W-i ~'•• ?·i,..t ( '#~ ... ~·-~#.,;,.~,,,.,:;'. 1:-: ... . 
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MEMORANDUM FOR KITTY IDGGINS 

Subject: Hearings on Mammography; Wednesday, February 5, 1997 

On Wednesday, February 5, Dr. Richard Klausner, Director of the National Cancer Institute 
(NCI), and Dr. Swan Blumenthal, Assistant Secretary for Women's Health. will testify on 
mammography before the Seruite Appropriations Subcommittee on Labor/lIBS/Education. 

The hearing was called to review the findings of a National Institutes for Health Consensus 
Conference on mammography screening of women ages 40 to 49, which was held at NIH from 
January 21-23. The panel stated that the available scientific data do not warrant a singular 
recommendation for annual mammo2r&phy for all women in their forties, but that each woman 
should weight the costs and benefits and decide for herself whether to undergo mammography. 
For women in their forties who choose to have a mammogram, the panel recommended that 
insurers should cover the procedure. Dr. Klausner issued a statement that, while he agreed with 
the pan.el· s conclusions, the report understated the benefits of mammography and overstated the 
risks and thus, did not present a balanced statement to the public. 

Dr. Klausner's testimony will review the science that provides the basis for current screening 
practices, the controversy surrounding the 40-49 age group, and the infonnation women need to 
make an informed decision. 

Dr. Blumenthal's remarh will focus on the progress of Departmental initiatives to ensure that 
mammo2r&phy is of the highest quality, and that women have increAScd access to this lifesaving 
technology. She will describe other initiatives that a.re undeTWay to improve diagnostic 
screening. These include evaluation of novel technologies, such as magnetic rcsonan~ imaging 
and positron emission technology, and the transfer of imaging technologies from the defense, 
space, and intelligence communities. She will also discuss other Departmental activities in this 
area . 

/ilfl&~ 
I 

William V. Corr 

~002 
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To be .R.e111Md. Upon Delivery 

Statement of 

Richard D. l<lauaner, M.D. 

Director, N,.tional Caneer l'Ntltute 

on Screening Mammography 

Before the 

SUbcomm!tttt on Labor, Health and Human Sftvfcet, 

Bducation and Relattd Agencies 

Senator Arlen Specter, Chairman 

Ftbruary 5, 1997 
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Good znomlng, Sena~. I am 'Rkhard Jaau.mtr, Director of tht: Ne.tlonal Cancer 
Iftstitute. I am here to talk about m1mmo~aphy screening for women •get 40-49 . 
1 want to thank you for your i.ntllrHt in this import'1nt bn14. Two weeko ago, 6 

e0nlerl1'\ct wu held at the NIH that brought together txpertl in 111 aspects of 
D\-.JNnography and an tndepelld~\t ~ panel to addrets the otten confusing 
and sometimes contentiou.a debatt that surrounds the qu•tjon of tht ap at which a 
WOD\at\ should begin regular ,uw:nmography. On behalf of the NC, I had asked for 
the conference 1tl responat ~ repnnt of new data, prmwily from Sw(d.en, that I addtciMe the pat pp in our knowltdre ccnc~mlng the potential benefit ol 

1 population tcreening of worn.en ege 40-49 11nd, u hoped, tht confe.renct sucettafully 
1sttmulac.:! the prtMntatton and diacuulon of ntw and updattd data. 

Pft'm a &dentiflc polnt or view~ th. v8.lu.e of any sauning leot wed ln a heolthy 
population depends on the incidence of the ~-, ~h• mortality associated with 

!that inddmce as well aa on the performance chara~t1st1cs, shortcomings, and rlsb 

1
of the so~ pnx«lure. A woman's risk of breut tU\ccr doe& not suddenly 
,d\anr at a particular tge but gradually and ,teacilly rlaee, It is not surfrrlaing 
jtherefo~ that the value of widespread atteening follow• a l!Jtill~ ~ttcm. There 1$ 
!general agreement that the populatfon of women bttween tht age.~ of 50-69 benefit9 
,&om regular zn.unmography. While bre.as; cancer does occur in ,·ery yoi.mg 

omen, there 1a ~tal 1grNmtr\t that, becauae of its low lnddence in this 
pulat1on, scr«-.nll'\g for all women in their 20'• or~'• 1a not warranted. So we arP. 

t!t with the issue of womC\ age 40 to 49. ~ a woman .ntet5 ha, lort1as1 ehe ls 
ginning to :i:nove from·a time when regu\a.r population settef\ing is J)Ot warranted 

.. one where it la proven to be bendicwu. n ,c qustiori t6 where t.ha.t line is crossed. 
it~ 40? Age ,21 Age '6? Or Age 50? 

ather than concluding that there iA c:,nly. on• rls}:lt ~wer to the ci~eGtion, the 
antl concluded th.at each woman should znake an iruormed decision tn the 

id.on dacad• of her !orties that ls the nsht answer for her. Despite some prtt.1 
. ccounta, l stattd at the end of the confem\ce that l agreed with this conclusio!\ of 
e Panel. My concem w&& with the balance and tone of the dilcusiion in the 

~ l'~ dr~ report._ It ia my opinion that ~P. tira,t. Nport of the Panel overly 
- · ·-- - the 'benlfita and overly eznpha81Ze$ the nu, for this population. A 

a111ne.f'd eta\Cl'\ent of the pro& and <:oN of acretnlng 1s ene:ntial for a woman to 
~ke an informed decision whether to initittte regular mammography in hM 
~i·Um. 

wt now have evidence that would aupport a woman's decition li aht decides to 
~ ~ mammography lft htr fortia? The bat data we have ia from 8 

doJnlzed clinic.al tr1all tn,·olving 1beut 180,000 wom~ including the 5 Swedish 
dies. Pew trial.I havt enough inltancee ot death !!om breast cancer to ac:h1eve 

r~tJcal tigniftWlCI, but antlyud ·au togethtr, by a procedure c•lled mtt.-analyeii, 

7
_ . ., la about • 15 ~ra,nt redudlon in mortality. Tht meta-analyaiJ includfd eight 

I 
I 
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randomtud dtntcal trlala that were COl\ducted ova the put 30 years from the 
United States, Sweden, Cmtda and Great lrlta!n. I would be happ}' to discuss the 
lnterpretadon of thtM ~tudte.s in the quettion_period. What dOff thia mtan to an 
!ndividua1 woman? In gentnl. a woman ii, httr fortiet hu • 1 b\ 66 c:hanoe ol otln.g 
diagnt;,Ncl with br....,t canctt and &bout 1 chan~ In 190 of dying of breo.&t can~"er that 
dw~ in that d(')Cad~. A 15 pac~nt l'ed.u(.:tlun would loww lhue <X1d.a of dying tt' 
about l In 220. 

\.Vhat does th1' znean.? This year, over 30,000 women in their fortiee wW b. 
<11.4\gr'\otccl with breut cl.t'lcer and ft 15 percent reduction 1n mort&lity would mean 
over 1600 livu 11ved. This year, a'Qout 27 '°00 ·women in their f1ftiee will bf 
d.t~gnottd with bre~t cancer. 811d over 3300 live8 would ~ prtdiciied to bt eaved via 
DWM\ogTaphlc ~frig in that age group. 

'Why would I women chooM not to }~ave a mammogram? What m the limitations 
and. dowr1Dides of mammography? Tht f1·rtt relates to false potitivea a.nd the 
me<11cal procedures involved 1n follow-up of the false poaitlva. If wo.m.e.n. 'll.~t, tD 
~fve yearly ma.mmogram1 fur 10 yeus, it i~ @$ttmat.d tha.t • manr u 30 pc,et\t 
of all wom~ will have al\ 1pp1N1,t abnOft'nal\o/ detect:ed. An eetimatcd one-fourlh 
of thceo will ~t in btopelH and, for women m tl~ir 40's, only about one•tounh of 
tl\eN blup¥1a wU~ prove to be CIN)!r. In other word$, most ~bnormal m~mm<>­
graina do not tdgnlty cancer. Beyond faIM positives, mammography may miu up to 
~s percent of breast can~er 11\ yC>uns womr.n, a perctntage that fll1' to 10-15 peK"1\t 
in older women (i.e ., women ovor age 50). 

'Whal illbuut the rtsb of ra'11atton7 This ii a theo~ concern, b,~t it is baoed 

~ 
on expo,ure to very h\gh dos.s of radiation 11'1.d in 1:nuch yow,ger women. 

the risks of radlatton should n~t be eompi.t.ly ditrnlNed, thet<i i& no direct 
~ that expot\lre ol womtr1 ll\ their .fO'a to the le'\·els of tediotion u5ed in 

lpphy e&UDCO brcatJt c~cer or p~ any other health risk. 

- · ere thtn do we go from htrt ?. 

e National r...a.n~r Advieory Boarci will dlscu,a the laau• of 1ct'fft'W\g 
1nunogr1phy of women in thtir fortia in order to provid~ guidance to lhe NCl 

ceming haw we zn~• forward With i1\fonnat10!', education and research. We 
ust provide information to every woman and htr phy,kian or caregiver and to 
8\lte that such information ls accurate, rurr,nt an<! n,er-frl•ndly. 

• ! "- · .)'lw:' .. ... Cl Jl'!JI'! t P:111 ,_ I fir. t" I , ,.,, , . . .. , , ,."'i:.,'l 1n~,!1'tf;t"ll.l!f , f ,9 ~! ~ .. J·.~-:."~,-;-.. \t1.r 
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' 
The NCI bu long tw\ded Vlgorous programs in digital mammoiriphy, in image 
llr\lJylis, and 11\ non-ionizing· approaches to c~r imaging such u ultra50W\d, 
MIU, optic ICAM!ns, JnicmwAveti, and other wchnologiee. Dt. Blumcnth•l wtll 
d.-cnoe som~ ol thlM effort, in lw openi.r\.g atattmtnl, 

• 
The NCI will wntiru.- ill long--etandtng commitment to support research in new 
modalldes of tmagt.ng and mo1ecular detectton, and we mu.It 1trive to enhit~ the 
value and !educe the Jin\1tations and problems of <:Urrtnt znatnmognFhy. 'nle 
NCI, COC and DoO ue aupporting tM lrfftt c.ncor $wvcillance CONOrtiUD\, e 
n.~tlonal IND\II\Ognphlc ac:rmung and o~b.~me dtla1'uc which, by the yea.r 2000, 
will include over 1,8 million screened. wointn and pl'OYide valuable data to 
improve the practtca, interpretattOllt dtllvtry IJ\d follow-up of mammography in 
thil COUl\try. 

Mamn\ography is not 1. CUN for ~Nut c~J.. Better 1<:reenlng i:nethods ·will not 
ever TCplacc the need to find real pmentlons and C\.trative therapiu. 

IM&Irunography hu an impoxtmt place in our cWTtnt approach to breast e11ncer, 

1
but we tend to overeetlrMtt its benefits. We muat remmtber that ?O parcent of 
lbreut cancer dnthA in WOfflffi over 50 will ,till OCC\.U" CV&r\ with fC8WU 
~nunography. We muet 1'e relantlna in our March for, ~re. 

k oz:n.cn deserve to be active and educated parttclpanta In their own htalth cart 
ecl8ions, and we cannot product certainty wha,.. it doesn't yet Qxitt. Phytidu-. and 
'entilt, must be adtv• p•mw-a with coNwnert to use both the l>ut eviden"-. &ml 
~ ju~t to help ••ch woman reach a decision that 11 rlght for her. BGMd 

n cu.rttnt evidence, we muat Worm woD'\ef\ abour the pros mcl cona for lnittattns 
Nerung ln their torti.11. Wt must be wholeheartedly committed to helping each 
·oznan w~gh U\eM pros and CON u a crltkal part of lu!r hftlth cue. 

I 

r lnk yoo. I would i,. pleued to .,,,..., UIY q...Uona. 

I 

I 
.b-d t1tc 111e1,u,r. • a1 . ~·· · · • . -~ ~"t~_, _!'\"f.~ .' W.•)l'}?'." . . 'l, 1
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MEM OR AN D UM 

TO: Interested Parties January 8, 1997 

FR: Chris J. 

RE: Medicare Q&As and Breast Cancer Patient Protection Act 

Attached is a one-page set of Q&As that was prepared for Erskine today. They were drafted 
(and cleared by Gene) to help respond to likely questions that will emerge from continuing 
leaks/speculation about our Medicare proposal. 

As you wi ll note, we are avoiding any discussion about specific provisions/numbers that will 
be in the budget. However, we are attempting to provide filler language to deal with 
Democrats' concerns about the aggregate number and a defense of the home health care 
proposal, based on our position on this issue in last year's proposal. 

In addition, I am enclosing a stop-gap answer for "Drive-By-Deliveries" Part Il legislation -- a 
bi ll aimed at preventing women who have undergone mastecomies from being prematurely 
being released. We are reviewing the legislation now to see if it has any budgetary impact 
before taking any final position. 

Please call if you have any questions (6-5560). 



MEDICARE QUESTIONS 

Q. Will your budget have in excess of $124 billion over 6 years? 

A. I will not go into specifics about particular Medicare savings numbers. Those figures 
are for the President to present. The savings number will not be exactly the same as 
last year's proposal. However, I can assure you that the proposal will be very 
consistent with the approach, policy, and values that were included in our last 
balanced budget proposal. 

Q. Can you tell us whether the $100 billion in savings over 5 year number reported 
today is accurate? Have you ruled out a high income premium increase? 

A. Once again, I will not go into specifics about numbers or policy. I will tell you that 
our entire Medicare proposal will meet four basic principals: First, it will extend the 
life of the Medicare Trust Fund until the middle of the next decade. Second, it will 
protect and be consistent with our fundamental commitment to the Medicare program 
and its beneficiaries. Third, whatever Medicare savings number we send up will be 
based on real, scorable reductions to the program. And fourth, as our proposal 
strengthens the Trust Fund, it will also make policy defensible contributions to balance 
the budget by 2002. 

Q. Is the home health care transfer gimmick going to be in the budget? How can 
you possible defend it? 

A. As you know, we -- and the Republicans in the House - advocated for this proposal 
in recent budget proposals. Without commenting on our future proposal, I will say 
that the_home health care initiative we proposed last year was good, defensible policy 
that focused on the portion of this benefit that is out-of-control - home health services 
in excess of 100 visits. Payment for more than 100 visits should not be in Part A of 
the program, which is the part of Medicare that pays for acute -- not long-term -
services. In fact prior to 1980, that is how Medicare allocated the payment for these 
services. Finally, our home care proposal last year included a brand new prospective 
payment system for home health services, as well as a fraud and abuse component, 
which would reduce excess utilization and achieve scorable savings for the program. 

Q. If you did this proposal again, would you include the new expenditures in the 
Part B side of the program in the calculation of the premium? 

A. Neither the Republicans nor the Administration included this in the premium 
calculation previously. We were and always will be concerned about program changes 
that increase costs for beneficiaries. Having said this, I won't comment beyond this. 



BREAST CANCER PATIENT PROTECTION ACT OF 1997 

Q. Do you support the breast cancer patient protection act of 1997 introduced by 
Representative DeLauro? 

A. We are extremely concerned about reports that some women who have received 
mastectomies may be prematurely discharged from the hospital. The President and his 
Administration has a long track record of challenging health plans to be accountable 
for coverage of medically appropriate services. We are reviewing the legislation 
introduced by Representatives DeLauro, Dingell, and Roukema. We look forward to 
working with Congress on this matter. 
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Mammography Qs & AJ 
3/5/97 

Why should women wait two months for the National Cancer Advisory Board to 
come to a conclusion about the value of mammography for women age 40-49? 

This Administration has done everything it can to be sure women in America 
receive the best infonnation and services to help them in the fight against breast 
cancer. Funding for breast cancer research, prevention and treatment has almost 
doubled since 1993, from $276 million to $S41 million in 1997. The FDA is also 
working to ensure that women have access to high quality mammography services 
with its quality standards for equipment an~ personnel. 

Our commitment also extends to supporting the very best research at NCI. As 
NCI has said since 1993, a woman in her forties, in consultation with her health 
care provider; should decide for herself when to begin mammography screening. 
Some factors a woman should consider when making a decision include whether or 
not she has a personal or family history of breast cancer; whether she has signs or 
symptoms of menopause; and whether or not she has a personal history of benign 
breast dis.ease, such as atypical hyperplasia. That advice has not changed. 

What has changed is that new information has come in that has to be reviewed 
carefully. The NCAB is now reviewing new information from Swedish screening 
studies which may show a consistent benefit of mammography screening to women 
in their forties that had not been seen before. Because this is an important and 
complex issue, the Board wants •to be sure it takes a careful and deliberative 
approach in reaching a conclusion. It is important to provide women with the best 
possible infonnation as they decide when to begin mammography screening and 
the NC.AB will work u quickly as it can to make an infonned decision. 

Why won't you direct all federal health programs to pay for mammograms for 
women in their forties? 

They do. For women age 40-49, Medicare covers one screening mammogram 
every two years. For women with a high risk of developing breast cancer (for 
example, a woman with a mother, sister or daughter who has had breast cancer), 
Medicare covers one"SCreening-mamniogram every year. Under Medicaid, a 
mammogram needed for diagnostic purposes for women in their forties is a 
mandatory service and is covered in every state. 

~002 
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Background 

If the mammogram is being used as a screening too~ it is an optional Medicaid 
service. States have the flcability to choose to cover screening under optional 
services categories such as preventive care, screening services or clinic services. 
Most states cover saeening mammograms in fee-for-service Medicaid. In 
addition, virtually all Medicaid coordinated care plans offer preventive services, 
including mammography, to their enrollees. 

For further information about all aspects of breast cancer, including screening, a 
woman can also call the National Cancer Institute' s Cancer Infonnation Service at 
1-800-4-CANCER 

@003 
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MEDICARE COVER.AG£ OF MASTECTOMY AND LYMPH NODE DISSECTION 
FOR THE TREATMENT OF BREAST CANCER 

Wbat is btine proposed under the Breast Cancer Patient Protection Act of 1997? 

• 

• 

• 

The Breast Cancer Patient Protection Act of 1997 (H.R. 13S), introduced on January 
7th by Representative John Dingell and Representative Rosa DeLauro (D-CT), would 
prohibit health insurance plans (not just managed care plans) that provide coverage for a 
hospital stay in connection with a mastectomy or lymph node dissection from restricting 
inpatient benefits to less than 48 hours and 24 hours, respectively. However, the patient, 
in consultation with her doctor. could decide to be discharged earlier . 

The decision whether to have the mastectomy or lymph node dissection on an inpatient or 
outpatient basis would be made by the patient and her physician. Plans would ru21 be 
required to cover these benefits on an inpatient basis . 

The bill utilizes the health plan definitions included in the Health Insurance Portability and 
Accountability Act (HIPAA}. The applicability of HlPAA's provisions to Medicare 
fee-for-service and Medicare managed care plans is ambiguous. According to the Office 
of General Counsel (OGC'), the bill's provisions would ruu apply to Medicare 
fee--for-service but would apply to managed care plans contracting with Medicare. 

What are the concerns associated with the Breast Cancer Patient Protection Act of 1997? 

• While the Administration and Congress have already suppon:ed this legislative approach 
for "drive through deliveries." federal legislation on a procedure by procedure basis is not 
an appropriate mechanism to resolve potential quality of care issues. 

• The Congress clearly cannot legislate standards for every procedure. Such legislation 
would lock into place standards which could become out-of-date as a result of changes in 
medical practice or technological advances. 

• Such legislation could have unintended consequences. For example, the Breast Cancer 
Patient Protection Act could create incentives for managed care plans to cover the 
majority of mastectomies and lymph node dissections on an outpatient basis in order to 
avoid the minimum lengths of stay requirements for inpatient treatment, thereby reducing 
beneficiary choice . 

Are the protections that would be offered under the Breast Cancer Patient Protection Act 
of 1997 available to women under Medicare? 

• Beneficiaries in Medicare arc not auara.ntec,d a minimum 48 hour inpatient stay following 
mastectomy as individuals in private health plans would be under the Breast Cancer 
Patient Protection Act. 

I . 
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•· However, we believe the Medicare program offers beneficiaries broader protections than 
those afforded under the Breast Cancer Patient Protection Act. For example, if a 
beneficiary required an inpatient stay greater than 48 hours and was facing being 
discharged prernaturely by a hospital, she could appeal to the Peer Review Organization 
(PRO) for immediate consideration. 

• 

• 

ls there a need in Medicare for the Breast Cancer Patient Protection Act of 19~7? 

• HCF A has not received any indications from the Peer Review Organizations (PRO) or the 
Center for Health Dispute Resolution (CI-IDR), which handles HMO appeals, that there 
are quality problems or beneficiary complaints associated with mastectomies or lymph 
node dissections in the Medicare fee-for-service or managed care programs. 

• HCFA is currently conducting an analysis of fee-for-service claims to determine if rates of 
outpatient mastectomies and lymph node dissections have increased and to detemune the 
impact (if any) on patient outcomes. Claims data are not available for a similar analysis 
for the Medicue managed care program. 

• Attached is a description of the procedural protections available to Medicare beneficiaries 
in fee-for.service Medicare and in managed care. 

Could protections similar to those induded jn the Breast Cancer Patient Protection Act be 
extended to Medicare patients usjng administrative authority? 

• A minimum 48 hour inpatient stay for mastectornies and a 24 hour stay for lymph node 
dissection would require legislation. 

• An expedited appeals process would offer significant protections to beneficiaries enrolled 
in managed care plans. HCF A is currently developing interim.final regulations to require 
Medicare managed care plans to establish such a process. 

ls th~re a cost to the Medicare program associllttd with the Breast Cancer Patient 
Protection Act of 1997? 

• Since Medicare pays rr.anaged care plans a capitated payment amount (based on 
Medicare's fee-for.service costs) and this bill does not apply to Medicare fee-for-service, 
there would be no financial impact on the Medicare program . 

J,. . 
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• What is current Medicare policv? 

• 

• 

• FEE-FOR-SERVICE MEDICARE 

• 

► Medicare covers mastectomy and lymph node dissection for the treatment of 
breast ~ancer both on a hospital inpatient or outpatient basis (e.g .. hospital 
outpatient depanment, ambulatory surgical centers). 

► The decision whether to have a mastectomy or lymph node dissection on an 
inpat ient or outpatient basis is made by the patient and her physician. 

► ln 1995, the average length of stay associated with DRGs for mastectomies and 
lymph node dissections ranged from 1.6 days to 2.8 days. 

► If a beneficiary believes she is being discharged prematurely from a hospital, the 
beneficiary's appeal will receive immediate consideration by the PRO and the 
hospital cannot discharge the beneficiary before a decision is reached by the PRO. 

► If the beneficiary disagrees with the physician's assessment that a mastectomy or 
lymph node dissection be performed on an outpatient basis, the beneficiary could 
choose to receive care from another physician who would recommend the 
procedure be perf onned on an inpatient basis. 

MEDICARE MANAGED CARE 

► Managed care plans must provide all medically necessary benefits covered under 
Medicare. Medicare does not, however. dictate the managed care plan's specific 
coverage policies (e.g., whether a benefit must be provided on an inpatient or 
outpatient basis. lengths of stay for treatment provide on an inpatient basis). 

► The beneficiary enrolled in a managed care plan has several mechanisms to appeal 
a managed care plan's coverage and payment decisions including those related to 
the treatment of breast cancer. 

► Like their fee-for-service counterparts, Medicare beneficiaries enrolled in managed 
care plans can report their concerns regarding early discharge from the hospital to 
the PROs for immediate consideration and the hospital cannot discharge the 
beneficiary before a decision is reached by the PRO. 

► Beneficiaries can also file complaints with the PRO regarding the quality of care 
provided by the managed care plan. PROs must review every beneficiary 
complaint . 

► Finally, at the request of the enrollee, the managed care plan must reconsider any 
detennination (.e.g .. the plan would not cover an inpatient hospital stay for a 

J. 



• 

• 

• 

JAN-30-1997 1?:11 · HCFA-OL IGA 2026908168 P.05 

mastectomy) within an appropriate period of time but not more than 60 days. If 
the plan upholds its initial decision, the appeal is then forwarded to the an 
independent, third party expert for review, the Center for Health Dispute 
Resolution (CHDR). If the plan's decision is still upheld. the beneficiary may 
continue to ap peal the plan's decision through the same process available to 
beneficiaries in the fee-for-service program. HCFA is currently developing an 
interim-final regulation to establish an expedited review process for time-sensitive 
cases. 

JJ there a problem with the current Medicare policy? 

• No. HCF A has not received any indications from PROs that there are quality problems or 
beneficiary complaints associated with mastectomies or lymph node dissections in 
Medicare fee-for-service. 

• Similarly for the Medicare managed care program, HCF A has not received any indications 
from PROs or CHDR that there arc quality problems or beneficiary complaints associated 
with mastectomies or lymph node dissections 

• HCF A does believe. however, that appeal rights need to be strengthen and for this reason 
is developing an interim-final regulation on expedited appeals and a proposed regulation 
wruch would make other improvements to the appeals process. 

'/· 
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MEDICAID COVERAGE OF MASTECTOMY AND LYMPH NODE DISSECTION FOR 
THE TREATMENT OF BREAST CANCER 

~bat is current Medicaid practice regarding coverage of certain treatments for 
breast c:ance[? 

Like all other covered services under Medicaid, amount, duration and scope 
of services for mastectomies and lymph node dissections performed for the 
treatment of breast cancer is determined by the State. The Medicaid statute 
provides each State with the authority to define medical necessity for 
Medicaid covered services. As a result. coverage and payment for 
mastectomies and lymph node dissections for the treatment of breast cancer 
varies from State to State. 

Under Medicaid managed care, plan contracts with State Medicaid agencies 
must define the amount, duration, and scope of services to be provided -the 
State. however, has the ultimate authority for determining medical necessity, 
not the plan . 

States define the basis for paying hospitals. States can adopt the Medicare 
unit of payment and reimburse based on diagnosis related groups, pay for a 
day of care, pay based on admissions or discharges, or select a daily rate 
based on case mix. Based on 1993 state reported data. il states use the 
Medicare DRG for payment for acute care hospital services. 

ls there a problem with current Medicaid poljcy? 

The Medicaid Bureau is unaware of any beneficiary complaints regarding 
Medicaid coverage for services relating to mastectomies or lymph node 
dissections for the treatment of breast cancer. There have been no 
complaints regarding the quality of care received under Medicaid for services 
related to these treatment options. 

If there was a problem with coverage for services relating to mastectomies or 
lymph node dissections, a beneficiary has the right to file a grievance or 
appeal regarding the plan's coverage decision. Furthermore, the beneficiary 
and/or her provider can appeal the coverage decision to State. 

Grievance requirements are general under Medicaid and vary from State to 
State. Federal regulations require contracts to have internal appeals and 
grievance procedures but we do not mandate the actual procedure or 
process that must be in place. Furthermore, we do not mandate a specific 
appeals process for a beneficiary to appeal to the State - the State is just 
required to have a process in place. 

S . 
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There is nothing in the Medicaid statute or our regulations that would keep a 
patient in the hospital while she is appealing a coverage decision. Some 
States may require provision of services during an appeals process, others 
may not. 

What Is being proposed? 

The "Breast Cancer Patient Protection Act of 1997" introduced on January 7, 
1997 with 62 cosponsors (55 Dems., 1 Rep .. 1 Ind.), requires group health 
plans and health insurance issuers offering group health insurance coverage 
to cover minimum hospital stays for mastectomies (48 hours) and lymph node 
dissections (24 hours) for treatment of breast cancer as of January 1, 1998. 
This bill only addresses inpatient services for mastectomies and lymph node 
dissections --not outpatient services. 

The exception to this requirement is if the attending provider, in consultation 
with the patient, decides to discharge the patient earlier. Furthermore, these 
Federal requirements wi ll not apply to plans in states where there is a State 
law with the same requirements and exception. 

The definition of plans and insurers subject to these requirements is the 
same as under the Kassebaum/Kennedy bill and the 48 hour hospital 
maternity stay law. 

There is no specific language pertaining to Medicaid, however, it is assumed 
that managed care plans contracting with State Medicaid programs will be 
subject to the new coverage requirements. This would be consistent with the 
48 hour maternity stay law - it applies to Medicaid managed care plans, not 
to FFS . 

There is no executive order or administrative action we could take, absent 
specific legislation to require states to provide 48 hour coverage for 
mastectomies. 

Is there a cost? 

On the FFS side, the cost impact would be minimal. As mentioned above, 21 
states make payments to hospitals based on Medicare's DRG for 
mastectomies which is based on a 2 day hospital stay. Nineteen states make 
acute care hospital payments based on per diem costs. Since 48 hour and 
24 hour hospital stays are the standard of care for these treatments, the 
additional cost of the bill would basically be if patients disagree with provider 
determinations that the patient can be discharged early. 

•· 
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On the managed care side, we do not have information indicating costs would 
increase. We do not have any information indicating plans are currently 
providing inadequate coverage for mastectomy or lymph node dissection 
services . 

Since States base capitation rates on FFS payments, we assume that 
coverage for 48 hours and 24 hours respectively is already incorporated in 
the capitation payment. 

The provisions of this bill, however, could provide an incentive for managed 
care plans to shift some patients from inpatient care to outpatient care for 
treatment to save costs. 

We do not bel ieve the additional costs of this proposal exceed the thresholds 
establ ished in the unfunded mandate law. Some states (e.g., Arizona) may 
claim this is an unfunded mandate --Arizona has made that claim about the 
48 hour maternity stay law. 

7, 
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COVERAGE OF RECONSTRUCTIVE BREAST SURGERY UNDER MEDICARE 
AND MEDICAID 

Medicare covers the reconstruction of the breast following a mastectomy. 
Accord ing to HCFA's Coverage Issues Manual (Section 35-47), 
reconstruction of the breast following a medically necessary mastectomy is 
considered a relatively safe and effective non-cosmetic procedure. 

Medicare cannot pay for breast reconstruction for cosmetic reasons. 
Cosmetic surgery is excluded from coverage under Section 1862 (a)(10) of 
the Social Security Act. 

Medicaid will only pay for surgeries designated as medically necessary. 
States have the authority for determining medical necessity. Reconstructive 
surgery is standard practice after a mastectomy and is generally regarded as 
medically necessary --however, each State has the authority to make this 
determination. 

Medicaid will not pay for reconstructive surgery for cosmetic reasons. 

TOTAL P.09 
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~ DEPARTMENT OF HEALTH & HUMAN SERVICES Health Care Financing Administration 

Office of Managed Care 
Director's Office 
Washington, D.C. 20201 
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FROM: Bruce Merlin Fried~ 

DATE: February 12, 1997 

SUBJECT: Medicare Managed Care Plan's Health Services and Benefits Policies 

TO: Addressees 

The Health Care Financing Administration holds managed care plans accountable for providing 
the highest quality care. A number of safeguards are currently in place to assure that plans or 
physicians do not inappropriately withhold medically necessary care. For example, a physician 
providing care to a Medicare beneficiary under the terms of a risk or cost contract may not be 
limited in counseling or advising the beneficiary of a medically necessary treatment option that 
may be appropriate for the individual 's condition or disease. 

Medicare managed care plan enrollees have the right to an appeal of any benefit decision by a 
provider or a plan, including the length of time pre-authorized for a hospital stay. In addition, 
beneficiaries have the right to an expedited review by the PRO if they feel they may be discharged 
prematurely from a hospital ; during this time the beneficiary may remain in the hospital and the 
plan will assume financial liability. 

Occasionally, specific issues arise of sufficient concern to the public that further guidance is 
required to our contractors. Such guidance should, and will be, based on the best medical 
evidence available. The attached OPL is based on an extensive literature review and is HCF A's 
guidance with regard to surgical interventions for treatment of breast cancer. 

Addressees: C.E.O.s - Medicare Managed Care Plans; 
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Date: 

Subject: 

Question: 

February 12, 1997 

Office of Managed Care 
Operational Policy Letter 

OPL 97.049 

Medicare Managed Care Plans' Benefits and Coverage of Certain Surgical 
Interventions for Treatment of Breast Cancer 

May a Medicare managed care plan require that enrollees obtain services related to 
certain surgical interventions (including mastectomy and/or lymph node 
dissections) for treatment of breast cancer on an outpatient basis or establish a 
maximum length of stay for treatment as a hospital inpatient? 

Answer: No. A managed care plan's coverage policies, disease management protocols, or 
utilization review criteria that impose such limits are not supported by the available medical 
evidence and do not take into account individual patient circumstances . 

In OPL 96.046 (December 19, 1996), HCFA clarified that managed care plans must make 
decisions about the coverage of health care services pursuant to an objective, evidence-based 
process. We also made it clear that medical necessity decisions on the appropriate care for an 
individual patient must take into account the specific circumstances and needs of that individual. 
In addition, in OPL 96.044 (November 25, 1996), HCF A stated that a managed care plan may not 
restrict a physician in providing advice and counseling on what medically necessary treatment is 
most appropriate for an individual patient' s condition or disease. 

For Medicare beneficiaries, advanced age, increased risk of post-surgical complications, presence 
of significant comorbidity, impaired functional status, and lack of social support may put them at 
increased risk if this surgery is performed in an outpatient setting or with an insufficient hospital 
length of stay. The more extensive the surgical intervention (e.g., radical mastectomy), the more 
likely the patient is to be at increased risk from the procedure in the outpatient setting or from 
shortened lengths of stays. Given the current available evidence, it is not acceptable practice for 
managed care plans to adopt policies, applied indiscriminately to all Medicare enrollees, 
mandating surgical interventions for treatment of breast cancer in an outpatient setting or setting a 
maximum length of stay as an inpatient. 

In certain circumstances, with carefully selected patients, an outpatient setting or limited hospital 
stay may be appropriate. However, these practices may only be used when they have been 
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determined to be appropriate by the patient and her physician, after assessment of the patient' s 
individual circumstances. Assuring the availability of all medically necessary covered benefits to 
Medicare enrollees will continue to be a focus of HCF A's routine oversight of contracting 
managed care organizations. 

Contact: 

HCF A Regional Office Managed Care Staff 

cc: OMC Management Team 
RO Managed Care Contacts 
PASS 
Policy and Program Improvement Team 
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determined to be appropriate by the patient and her physician, after assessment of the patient' s 
individual circumstances. Assuring the availability of all medically necessary covered benefits to 
Medicare enrollees will continue to be a focus of HCFA's routine oversight of contracting 
managed care organizations. 

Contact: 

HCF A Regional Office Managed Care Staff 

cc: OMC Management Team 
RO Managed Care Contacts 
PASS 
Policy and Program Improvement Team 
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FROM: Bruce Merlin Fried~ 

DATE: February 12, 1997 

SUBJECT: Medicare Managed Care Plan's Health Services and Benefits Policies 

TO: Addressees 

The Health Care Financing Administration holds managed care plans accountable for providing 
the highest quality care. A number of safeguards are currently in place to assure that plans or 
physicians do not inappropriately withhold medically necessary care. For example, a physician 
providing care to a Medicare beneficiary under the terms of a risk or cost contract may not be 
limited in counseling or advising the beneficiary of a medically necessary treatment option that 
may be appropriate for the individual's condition or disease. 

Medicare managed care plan enrollees have the right to an appeal of any benefit decision by a 
provider or a plan, including the length of time pre-authorized for a hospital stay. In addition, 
beneficiaries have the right to an expedited review by the PRO if they feel they may be discharged 
prematurely from a hospital; during this time the beneficiary may remain in the hospital and the 
plan will assume financial liability. 

Occasionally, specific issues arise of sufficient concern to the public that further guidance is 
required to our contractors. Such guidance should, and will be, based on the best medical 
evidence available. The attached OPL is based on an extensive literature review and is HCFA' s 
guidance with regard to surgical interventions for treatment of breast cancer. 

Addressees: C.E.O.s - Medicare Managed Care Plans; 
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Date: February 12, 1997 

Office of Managed Care 
Operational Policy Letter 

OPL 97.049 

Subject: Medicare Managed Care Plans' Benefits and Coverage of Certain Surgical 
· Interventions for Treatment of Breast Cancer 

Question: May a Medicare managed care plan require that enrollees obtain services related to 
certain surgical interventions (including mastectomy and/or lymph node 
dissections) for treatment of breast cancer on an outpatient basis or establish a 
maximum length of stay for treatment as a hospital inpatient? 

Answer: No. A managed care plan's coverage policies, disease management protocols, or 
utilization review criteria that impose such limits are not supported by the available medical 
evidence and do not take into account individual patient circumstances. 

In OPL 96.046 (December 19, 1996), HCFA clarified that managed care plans must make 
decisions about the coverage of health care services pursuant to an objective, evidence-based 
process. We also made it clear that medical necessity decisions on the appropriate care for an 
individual patient must take into account the specific circumstances and needs of that individual. 
In addition, in OPL 96.044 (November 25, 1996), HCFA stated that a managed care plan may not 
restrict a physician in providing advice and counseling on what medically necessary treatment is 
most appropriate for an individual patient's condition or disease. 

For Medicare beneficiaries, advanced age, increased risk of post-surgical complications, presence 
of significant comorbidity, impaired functional status, and lack of social support may put them at 
increased risk if this surgery is performed in an outpatient setting or with an insufficient hospital 
length of stay. The more extensive the surgical intervention (e.g ., radical mastectomy), the more 
likely the patient is to be at increased risk from the procedure in the outpatient setting or from 
shortened lengths of stays. Given the current available evidence, it is not acceptable practice for 
managed care plans to adopt policies, applied indiscriminately to all Medicare enrollees, 
mandating surgical interventions for treatment of breast cancer in an outpatient setting or setting a 
maximum length of stay as an inpatient. 

In certain circumstances, with carefully selected patients, an outpatient setting or limited hospital 
stay may be appropriate. However, these practices may only be used when they have been 
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determined to be appropriate by the patient and her physician, after assessment of the patient' s 
individual circumstances. Assuring the availability of all medically necessary covered benefits to 
Medicare enrollees will continue to be a focus ofHCFA's routine oversight of contracting 
managed care organizations. 

Contact: 

HCF A Regional Office Managed Care Staff 

cc: OMC Management Team 
RO Managed Care Contacts 
PASS 
Policy and Program Improvement Team 
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MEDICARE COVERAGE OF MASTECTOMY AND LYMPH NODE DISSECTION 
FOR THE TREATMENT OF BREAST CA~CER 

What is being proposed under the Breast Cancer Patient Protection Act of 1997? 

• The Breast Cancer Patient Protection Act of 1997 (H .R. 135), introduced on January 
7th by Representative John Dingell and Representative Rosa DeLauro (D-CT), would 
prohibit health insurance plans (not just managed care plans) that provide coverage for a 
hospital stay in connection with a mastectomy or lymph node dissection from restricting 
inpatient benefits to less than 48 hours and 24 hours, respectively. However, the patient, 
in consultation with her doctor, could decide to be discharged earlier. 

• The decision whether to have the mastectomy or lymph node dissection on an inpatient or 
outpatient basis would be made by the patient and her physician. Plans would not be 
required to cover these benefits on an inpatient basis. 

• The bill utilizes the health plan definitions included in the Health Insurance Portability and 
Accountability Act (HlP AA). The applicability of HlP AA's provisions to Medicare 
fee-for-service and Medicare managed care plans is ambiguous. According to the Office 
of General Counsel (OGC), the bill's provisions would !1Q! apply to Medicare 
fee-for-service but would apply to managed care plans contracting with Medicare. 

What arc the concerns associated with the Breast Cancer Patient Protection Act of 1997? 

• While the Administration and Congress have already supported this legislative approach 
for "drive through deliveries," federal legislation on a procedure by procedure basis is not 
an appropriate mechanism to resolve potential quality of care issues. 

• The Congress clearly cannot legislate standards for every procedure. Such legislation 
would lock into place standards which could become out-of-date as a result of changes in 
medical practice or technological advances. 

• Such legislation could have unintended consequences. For example, the Breast Cancer 
Patient Protection Act could create incentives for managed care plans to cover the 
majority of mastectomies and lymph node dissections on an outpatient basis in order to 
avoid the minimum lengths of stay requirements for inpatient treatment, thereby reducing 
beneficiary choice . 

Are the prot«tions that would be offered under the Breast Cancer Patient Protection Act 
of 1997 available to women unde_r Medicare? 

• Beneficiaries in Medicare are not guaranteed a minimum 48 hour inpatient stay following 
mastectomy as individuals in private health plans would be under the Breast Cancer 
Patient Protection Act. 

I . 
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•· However, we believe the Medicare program offers beneficiaries broader protections than 
those afforded under the Breast Cancer Patient Protection Act. For example, if a 
beneficiary required an inpatient stay greater than 48 hours and was facing being 
discharged prematurely by a hospitaJ, she could appeal to tl:e Peer Review Organization 
(PRO) for immediate consideration . 

• 

• 

I§ there a need in Medicare for the Brtast Cancer Patient Pa·otection Act of 1997? 

• HCF A has not received any indications from the Peer Review Organizations (PRO) or the 
Center for Health Dispute Resolution (CHDR), which handles HMO appeals, that there 
are quality problems or beneficiary complaints associated with mastectomies or lymph 
node dissections in the Medicare fee-for-service or managed care programs. 

• HCF A is currently conducting an analysis of fee-for-service claims tc detennine if rates of 
outpatient mastectomies and lymph node dissections have increased and to determine the 
impact (if any) on patient outcomes. Claims data are not available for a similar analysis 
for the Medicare managed care program. 

• Attached 1s a description of the procedural protections available to Medicare beneficiaries 
in fee-for-service Medicare and in managed care. 

Could protections similar to those included in the Breast Cancer Patient Protection Act be 
extended to Meditare patients using administrative authority? 

• A minimum 48 hour inpatient stay for mastectomies and a 24 hour stay for lymph node 
dissection would require legislation. 

• An expedited appeals process would offer significant protections to beneficiaries enrolled 
in managed care plans. HCF A is currently developing interim-final regulations to require 
Medicare managed care plans to establish such a process. 

Is there a cost to the Medicare program associated with the Breast Cancer Patient 
frotectioP Act of 1997? 

• Since Medicare pays managed care plans a capitated payment amount (based on 
Medicare's fee-for-service costs) and this bill does not apply to Medicare fee-for-service. 
there would be no financial impact on the Medicare program . 

J.. 
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• What is current Medicare policy? 

• 

• 

• FEE-FOR-SERVICE MEDICARE 

• 

► Medicare covers mastectomy and lymph node dissection for the treatment of 
breast cancer both on a hospital inpatient or outpatient basis (e.g., hospital 
outpatient department, ambulatory surgical centers). 

► The decision whether to have a mastectomy or lymph node dissection on an 
inpatient or outpatient basis is made by the patient and her physician. 

► In 1995, the average len61h of stay associated with DR Gs for mastectomies and 
lymph node dissections ranged from 1.6 days to 2.8 days. 

► If a beneficiary believes she is being discharged prematurely from a hospital, the 
beneficiary's appeal will receive immediate consideration by the PRO and the 
hospital cannot discharge the beneficiary before a decision is reached by the PRO. 

► If the beneficiary disagrees with the physician's assessment that a mastectomy or 
lymph node dissection be performed on an outpatient basis, the beneficiary could 
choose to receive care from another physician who would recommend the 
procedure be performed on an inpatient basis . 

MEDICARE :MANAGED CARE 

► Managed care plans must provide all medically necessary benefits covered under 
Medicare. Medicare does not, however, dictate the managed care plan's specific 
coverage policies (e.g ., whether a benefit must be provided on an inpatient or 
outpatient basis, lengths of stay for treatment provide on an inpatient basis). 

► The beneficiary enrolled in a managed care plan has several mechanisms to appeal 
a managed care plan's coverage and payment decisions including those related to 
the treatment of breast cancer. 

► Like their fee-for-service counterparts, Medicare beneficiaries enrolled in managed 
care plans can report their concerns regarding early discharge from the hospital to 
the PROs for immediate consideration and the hospital cannot discharge the 
beneficiary before a decision is reached by the PRO. 

► Beneficiaries can also file complaints with the PRO regarding the quality of care 
provided by the managed care plan. PROs must review every beneficiary 
complaint. 

.. Finally, at the request of the enrollee, the managed care plan must reconsider any 
determination (e.g., the plan would not cover an inpatient hospital stay for a 

J. 
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mastectomy) within an appropriate period of time but not more than 60 days. If 
the plan upholds its initial decision, the appeal is then forwarded to the an 
independent, third party expert for review, the Center for Health Dispute 
Resolution (CHDR). If the plan's decision is still upheld, the beneficiary may 
continue to appeal the plan's decision through the same process available to 
beneficiaries in the fee-for-service program. HCF A is currently developing an 
interim-final regulation to establish an expedited review process for time-sensitive 
cases. 

~ there a problem with the current Medicare polic,x,? 

• No. HCF A has not received any indications from PROs that there are quality problems or 
beneficiary complaints associated with mastectomies or lymph node dissections in 
Medicare fee-for-service . 

• Similarly for the Medicare managed care program, HCF A has not received any indications 
from PROs or CHDR that there are quality problems or beneficiary complaints associated 
with mastectomies or lymph node dissections 

• HCF A does believe, however, that appeal rights need to be strengthen and for this reason 
is developing fil1 interim-final regulation on expedited appeals and a proposed regulation 
which would make other improvements to the appeals process . 

'r · 
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MEDICAID COVERAGE OF MASTECTOMY AND LYMPH NODE DISSECTION FOR 
THE TREATMENT OF BREAST CANCER 

What is current Medicaid practice regarding coverage of certain treatments for 

breast cancer? 

Like all other covered services under Medicaid, amount, duration and scope 
of services for mastectomies and lymph node dissections performed for the 
treatment of breast cancer is determined by the State. The Medicaid statute 
provides each State with the authority to define medical necessity for 
Medicaid covered services. As a result, coverage and payment for 
mastectomies and lymph node dissections for the treatment of breast cancer 
varies from State to State. 

Under Medicaid managed care, plan contracts with State Medicaid agencies 
must define the amount, duration, and scope of services to be provided -the 
State, however, has the ultimate authority for determining medical necessity, 
not the plan . 

States define the basis for paying hospitals. States can adopt the Medicare 
unit of payment and reimburse based on diagnosis related groups, pay for a 
day of care, pay based on admissions or discharges, or select a daily rate 
based on case mix. Based on 1993 state reported data. '-1 states use the 
Medicare DRG for payment for acute care hospital services. 

ls there a problem with current Medicaid policY1 

The Medicaid Bureau is unaware of any beneficiary complaints regarding 
Medicaid coverage for services relating to mastectomies or lymph node 
dissections for the treatment of breast cancer. There have been no 
complaints regarding the quality of care received under Medicaid for services 
related to these treatment options. 

If there was a problem with coverage for services relating to mastectomies or 
lymph node dissections, a beneficiary has the right to file a grievance or 
appeal regarding the plan's coverage decision Furthermore, the beneficiary 
and/or her provider can appeal the coverage decision to State. 

Grievance requirements are general under Medicaid and vary from State to 
State. Federal regulations require contracts to have internal appeals and 
grievance procedures but we do not mandate the actual procedure or 
process that must be in place. Furthermore. we do not mandate a specific 
appeals process for a beneficiary to appeal to the State --the State is just 
required to have a process in place. 

s. 
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There is nothing in the Medicaid statute or our regulations that would keep a 
patient in the hospital while she is appeal ing a coverage decision. Some 
States may require provision of services during an appeals process, others 
may not. 

What is being proposed? 

The "Breast Cancer Patient Protection Act of 1997" introduced on January 7, 
1997 with 62 cosponsors (55 □ems. , 1 Rep., 1 Ind.), requires group health 
plans and health insurance issuers offering group health insurance coverage 
to cover minimum hospital stays for mastectomies (48 hours) and lymph node 
dissections (24 hours) for treatment of breast cancer as of January 1, 1998. 
This bill only addresses inpatient services for mastectomies and lymph node 
dissections --not outpatient services. 

The exception to this requirement is if the attending provider, in consultation 
with the patient, decides to discharge the patient earlier. Furthermore, these 
Federal requirements will not apply to plans in states where there is a State 
law with the same requirements and exception. 

The definition of plans and insurers subject to these requirements is the 
same as under the Kassebaum/Kennedy bi ll and the 48 hour hospital 
maternity stay law. 

There is no specific language pertaining to Medicaid, however, it is assumed 
that managed care plans contracting with State Medicaid programs will be 
subject to the new coverage requirements. This would be consistent with the 
48 hour maternity stay law --it applies to Medicaid managed care plans, not 
to FFS. 

There is no executive order or administrati ve action we could take, absent 
specific legislation to req~ire states to provide 48 hour coverage for 
mastectomies. 

11..!here a cost? 

On the FFS side, the cost impact would be minimal. As mentioned above, 21 
states make payments to hospitals based on Medicare's DRG for 
mastectomies which is based on a 2 day hospital stay. Nineteen states make 
acute care hospital payments based on per diem costs. Since 48 hour and 
24 hour hospital stays are the standard of care for these treatments, the 
additional cost of the bill would basically be if patients disagree with provider 
determinations that the patient can be discharged early. 

•· 
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On the managed care side, we do not have information indicating costs would 
increase. We do not have any information indicating plans are currently 
providing inadequate coverage for mastectomy or lymph node dissection 
services . 

Since States base capitation rates on FFS payments, we assume that 
coverage for 48 hours and 24 hours respectively is already incorporated in 
the capitation payment. 

The provisions of this bill , however, could provide an incentive for managed 
care plan~ to shift some patients from inpatient care to outpatient care for 
treatment to save costs. 

We do not believe the additional costs of this proposal exceed the thresholds 
established in the unfunded mandate law. Some states (e.g., Arizona) may 
claim this is an unfunded mandate -Arizona has made that claim about the 
48 hour maternity stay law. 

7, 
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COVERAGE OF RECONSTRUCTIVE BREAST SURGERY UNDER MEDICARE 
AND MEDICAID 

Medicare covers the reconstruction of the breast following a mastectomy. 
Accord ing to HCFA's Coverage Issues Manual (Section 35-47), 
reconstruction of the breast following a medically necessary mastectomy is 
considered a relatively safe and effective non-cosmetic procedure. 

Medicare cannot pay for breast reconstruction for cosmetic reasons. 
Cosmetic surgery 1s excluded from coverage under Section 1862 (a)(10) of 
the Social Security Act. 

Medicaid will only pay for surgeries designated as medically necessary. 
States have the authority for determining medical necessity. Reconstructive 
surgery is standard practice after a mastectomy and is generally regarded as 
medically necessary --however, each State has the authority to make this 
determination . 

Medicaid will not pay for reconstructive surgery for cosmetic reasons. 

TOTAL P .09 
8. 
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DELAURO >..SKS CONGRESS TO PROTECT BREAST CANCSR PATIENTS 
Bill Requi res Longer Hospital Stays 

WASHINGTON -- Saying that women 's heal t h issues will be a 
top priority for her in the 105th Congre ss, Congresswoman Rosa 
DeLauro (D-3) today int rod~ced the Breast Cancer Patient 
Protect i on Act of 1997 . 

"Beginning on t he f i rst day o f the 105t h Congress, with this 
bipartisaI! bill, we can ensure that women with breast cancei· 
receive the best treatment. and coverage available," said DeLaur6. 
"We can a lso ensure t hat cruci a l health care decisions are lef t 
in the hands of doctors, not accountants." 

DeLauro• s legislation would require longer hospital s t ays 
for women undergoing breast cancer treatments , such as 
mastect.ond.es and J.yi.nph node dissecti ons . ove r the past ten 
years, Lhe length of ho:;;pitalization for t hese surgeri es has 
dwindled significantly, as doctors and hospitals, u nder pressure 
from Health Mai ntenance o r s an iza tions (HMOs ) to cut coses, have 
had to perform lymph node di s sections and even mastectomies as 
outpatient surgery. DeLauro's bill would require a minimum 
hospital s t: ay . of 4a hour s f or mastectomies and 24 hours for lymph 
node removals. 

Some h'"MO's now send women home juBt hours a ft e r breast; 
ca:o.cer surgery , with patients groggy from anaesthesia, in pain, 
and with drainage t ube~ Btill in place. Others even deny women 
hospitalization on the day of t heir surgery, f orcing doctors to 
choose between giving patients t he quality care t hey need or 
being penalized by the HMO for not following the i r guidelines . 

/ A Connecticut general surgeon, Dr . Kristen Zarfos , f irst\ 
brought the problem to DeLauro's a ttention last year . since , . 
then, DeLauro has worked cl osely with Dr. Zarfos and o the rs in ~~/ 
the medical community to develop a l egi slative remedy to t he / 
problem. DeLauro i ntroduced a similar bill at the end of the / 
last sess i on o f Congress. 
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The DeLauro-Dingell-Roukema Breast Cancer Patient Protection 
Act is a biparti san bill with so original co-sponsors. Senate 
Minority Leader Torn Daschle (D-SD) is planning to introduce a 
companion bill in t he U. S. senate . "This is legislation t hat 
should receive broad bi - partisan support: in both the House ano 
the Senate ," said DeLaur o . "I t is t oo important to fal l victim 
to part isan politics. With one i n every eight women developing 
breast cancer, virtua J.. ly every fc..mily in Ai.ne:r:ica is vulnerable to 
this disease. " 

This year alone, approximately 184,300 grandmothers, mothers 
and daughters will be diagnosed with invasive b reast cancer. 
Another 44 ,300 women wil l die from this disease. 

DeLauro •s l egislation enjoys strong support from t he 
National Breast cancer Coalition, the National Association of 
Breast care Organizations , the Y-Me National Breast Cancer 
Organizctt ion, t he Families USA Foundation , the Women's Lega l 
Defense FL:nd, and the American Society of Plastic and 
Reconstructive Surgeons . 

--3 0 · -
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i\tlonday, January 27, 1997 
---------------

Surgeon's fight for one patient 
becomes a catalyst for change 

p11imonr practice, . 
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cere. . ma':\aied car111 to 11v,,ld Joglslotlng the 

Zorfo• • t,ad :e-a.:hed n crltlC'al point. length of hoaplta! ~t-.ya for fN-r.t 11?tuo• 
BolJt\•ln~ a mci.:31~•1 <tacJslon \11/AJ be-!115 tlon . 
compromlnd, she made hor own docI- Manai,gd carfl c,:,mpanlt:1, boHm·lng 
ilon: ''Thi! wo, a UM l CO\.lldn't croae.' ' / they had betn \lnfalrly vilified, t(K)k H\'• 

That afttmoon after .tho end Han 's erolvlt.rpiohhelr()',l,11tolmprovecomm• 
family h.ld ~lated nlrit ph-:in1 l'l\llt O'V01' mjc.ation wlrh doctou and petl1nt0. snd 
two days, Zzi rlcs nn11ly JOt apj.-roval to lncor}1orela phyalcJan» more In the 
from ConnecUCnru. fhat attemoon. shfl 
decided not fo rcm4lrr ,!tent about HMO Plou• sot .S:urjoon' t, \>~ A1 

• • 
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•ntln11Qd from Page I 
regu1a­

"i pro~!~. 
'She's be'ln the cetalys1 ror 11 re ­
wed effort on our oart to involve 
~Ms on m;;d\ca1 mt.nc0 ement j51-
eg,'' said Dr, Paul A. Bl:.iestein, 
-:-:nect!Ca1·e'e ,enlor ~·Ice prcsl, 
r:t llntl chld med!~! oflicer, 
'Shc'a t,f1iht end urticulotc. Sho 
s a point o? vli,w, !t r.1!'ly be d!fter­
. from ml."I~. but rd rsthtr htW'1 
:I th:s r. 1,omeone who la disinter· 
td." . 

'mo~k• women 
;ew outside Middieaex Cour., 
i heard of D:-. Krl~te:-i Zarros. •t, , 
ere the 1ut,.unn or 1D96. A ,11m, 
ile woman with brawn hair cut 
li,hly shr :t. Z.ufo, wcsa not a 
vC•maker. 
,ht devoted her profe.,elonnl lifti 
~H , 1.:rglcal practice. and to tha 
·sidcncy ohht MldrJletcx County 
d1cal S<,clely. -h, de~ted her pusontl llrf, to 
husband. William Vasiliou, and 

nr-old son. Michie! W~yland: 
heir colonlel ho:ne !n Deep tuv­
lo soccer gl!m"s, church. hiking, 
oenln~ tnd t!"ylng recipes from 
1 Appetlt, 
heonlycr.lldofa Mnrylond <:'OU · 
of Pennsylv1ml• o~tch etock, 
we, 11 good sludcnc with a qulet• 
~rlous cent, graduct!ng ,umma 
1 l11ud11 from Hoo~ Collete In 
jerlck. Md., before glltlll'IS her 
Heal degree ac tr.~ U11ivl/n;l ty of 
viand Medical School. 
.irro, des cribed h'!riielf u 
:k'' .zn:ll , he entered surglc.el 
1~ncy. 
fou cr.n't be • Pur6eon end s!t 
:, "' r.en tti ere·s a need for ac-
. she s11Jd. 

<e other doctMs. Zerros br,­
: !;;crea.Flngly cnneerneo about 
Ji . t,iot or.ly d!d HMO.s rl?gubt~ 
,er.I lreot:ncn:, tr.~y &160 sup-
1 po!l11r.ts - e:,d i:11:o me - to 
,icl u ;s. 

1~10s do 1nick u, econornlctlly, 
:\II physicians ere conc"rned 
;t balng decertified by HMOr," 
,,s sold". 
11 ,he "-'BS cornpeJl(:d 10 spcsl< 
d\er now menoged care guide• 
!. devcfop~d by th• Rctuerlel 
or Mllllma!'I ind Rob0rtaon. 
eflec:t In Jul:;. Among other 

ges, the guidelines said iome 
tn could have outpQt)ent m:is­
lTlleia. 
rlos $urveyed 226 o f her post 
cttomy petlentg an:j round 
women ou1r.iJed that anyone 
d 1hlnk of booting theJ1'1 out of 
osplcal after •~ch surgery. 
·er thet su:nmer. Herl b~came 
,.. nr~t m1ntei:tomr patlerit of­
:ie new gulddlncs went Into 
t. Ht1rl, • Middletown tnothu 
·ee. hnd just had her rlrRt mi, m• 
am, rccommendlJd for women 
um ◄0. 

;howeJ two lumpa. A. second 
"TI0gram showed four lump,. 
~t point Hsi,: opted for & lllll9• 
ny. . 
iwu rchtc!ulcd fur 3urg~1y on 
,ay, Auit.- ~- Th~ week before, 
! and H11rt's huib,-n~ began 
g ConnectiCere to i~cure a 
•al stov. 
.ciu~e not all meRtectoml~ are ---· ··-- . 

the St.Illa, sornt women me:y pre!er 
outp1Ulent pro~dures. However, 
such fTIO~tc:ctomles tend to occur 
under ldul corH.lltl<.ms :mtl emung 
yo:mij6l' ''-'0!'rlen. and not overy 
woman tnt!t!l ll lhe crlteri11, phys!, 
clan• ~sy. 

"The pror.lem l~. \"tnt ho1-e to fight 
tooth l!.l'ld nall for 1fivsG p1:10{· ,te ~·ho 
cnn't go home,'' Zarh>:i 11elc. 

Hsn salci she v..ras determined to 
itey eve:1 !fConn~ctiCMe refuged to 
r,07- "It's your hohh," 11hc ~l!ld. 
'1r cu have to do what you h:)Ve to 

do," 
ConnectiCtirc pnld mor11 thon 

$8.000 In bills. At home, Hut's teen­
ag~ dau~hler helped core for her. 
and ! VISLling nurse raid for by the 
HMO c1mo to 11'\Sf)CCt the banclsge 
and rcco~d ,·ltnl slgns, 

~ 007 

· · Even with f&mlly sur,1,ort. 11 \'l,lt, 
Ing nun•. e.nd fH11h n God, Hart 
found it tough. ' 4lt would be more 
dlffleult for eorneone on thElr own. 
or much older.'' Jhe s11ld. "Anti 
that's ju1t the physical (aspect) .... 
Mcnt11lly, you have to deal with that, 
100," 

While H!n 1ecuper11tcd. Zt1rfo, 
sesrche:1 (:,r a wQy to bring thl!'o IHUfl 
to public nt:intion. ~ventuo.lly, she 
contacted U.S. R~p. RosA !.. De, 
I.euro. D-3rd 011mltt. a sul"·lvor of 
ovarian cancer, as well u ,tote Rep. 
Edith Prague, D,Colcmblo. 

By Aug. 8, H11rt'1 atory hatl bro­
ken In neW&papen and on televi­
sion. Del11uro proinl,ed lo hHl'O• 
duce legislation men<lallng 
minimum f""O·d.il' hospital lll'IYB for 
r:-:e~tectomlee, unloss 11 pollc:nt e nd 
physician decide less ho)lpltal 1!rn«1 
ls tpproprlete. 

By Aug. 15, other les l~l"tof~ hotl 
~eiz.ed th~ ls5ue nnrJ called for re­
f:::1ims In the maneg4!1d core lndui11r 
The story ~!eked up more Sttllm in 

S"ptembcr. whon physlcl11n,. HMO 
ofridRla ond bu,in~s people spoke 
p:t~~!uni:: tely fo r and ag:llMI the 
ne&d for !nd1J11try reforms al n hesr­
lng b&fore th6 General A,sembly·~ 
prograrn rtvlll!w sr,d lnv~tigatlons 
commlnec. 

Nctional •pt>Uight 
By No\·ember, "60 Minute~:· 

''Datel!M NBC." and '·Good Morn­
ing. America" had calletl 7,~rros, 
though not s it of tham bro11dc:rat 
&torl es, Nationally ~yndlca1ed col­
umnist Ellen c;ooJmnn wrute a 
plP.ce on the l~5u&, end S(!)rlts ond 
edl!orlal~ ren In plac1;ri such as Ch!, 
cago. Pi':!ledelphla ar.d Wa&htl'lg• 
ton . 

AIG rmed b)' the growing negi,live 
p\Jbliclty, ihe ArtwrlcM M ~odatlM 
of Hollh Plllns luued a statement 
~ayinis !ti m1Jmher1 will pay for 
ovem it:ht ho5pllal stty! fur nny 
mastectomy as long ~s pal ien~s 11nd 
their doctors uecl~e It is ne c;eSSAI)'· 

"We rully hnvc b~en plllorl6<l in 
the prtsi, att,ckt'd by an~cdoto," 
cald Mkkiv Herhe1t , eo-chlet fl)(ec­

u:lve oNitQr of the Con'l\ect:ci• l­
based Phvrdclan! Heallti Servic1:s 
end chairman of th, American AB• 
sod11tlon or Heolth Plans. ' 'We need 
lo tak• 11 r.iuch more oggressive role 
thPJ\ we co In telling people about 
the good thlt,gs we art cJolng for 
p~tlents and doctor!I.'. 

ln Oe~ember, tho n11~ocla tlon 
leur. ~he<! a eempnlgn co lied "Pa-



· !)%/04 / 97 

-~: -~: ..... 
,.: . 
·Q:- , .. 

ti;ti~; 
~·,t".1·\"' 'l;kr ~~ll 

12 : 42 -as 

- ··-- ·-· 

,.·.:·/'.i'f ~::~, 

J":t , .• -m:;:, 
t.'1 

\ 

~~~:·.J;: 
:;:,{~}\;/! 

~ -~P,·-' .. J 1 ... _,·. •;_•~ :-

,'.{t}i,'.ii~W 
'~,_if ). .,.._.:.~ .. ., ,l, . •:1~'._.,_I:~-

■ Mlddloto\'rn e\lr~on Ktlelen Z•rfos fomt horutf In the national •11ollljftt laot C'Jmtner, gol1111 public 
sbcut HMO payment Draetlo-ea aftu she h d lo bettl• for en overnlaht hoepllei 11 l111 fo,· a n1nlec \ 001y 
patlol\t, "1 'Wai driven b7 cutt•tv." •fte • Id. 

tlent~ Firsr · desis11ed tci i rnpr::ive 
commun!cat lc:in w it!, r-c.ti~nls and 
physicions, Slrearnllr,e n<lmlc,islr!\· 
tlvc proce,durt s or,<.J l:'li!io\c mt•rn 
resesrct\ en ~he ou1come;, of core 
provided In hnlll, plans. 

Memner health r, lona will olao 
hn\'e to edhert! to 11 ~Jue of cc·.1duct. 
The ctidt alipulates thot HMO, v.•1 11 

• 

not hr.ve gag clausu bi:n-ln~ phy~I• 
<:isn, r,om revcal:ns fl:'lM<:101 strle­
tu:-ea to patients. The ccx1t nlso re, 
quires membera !o ccimr.;munlcota 
s:o iubsi;rU,en ond ph!·i lc!11ns un-
dtrstand rhe btisls for p11r-:,ent <!a­
clalona 

Meanwhile. Zt1rfo, becarr.t;! a 
htrn of !Orf~ to p11tl,nte e~d phy!II • 
ch,ne W1.tg.gllng with the wo1 id of 

d tore, 
\$ c1 ~urgeo11. o~ t am. we·ve 

l,c-en T l:gh: to opel°tltu," iiulu l>t·. 
MICll:l I M. D el'('ll, p l ~i;idcn t or the 
Cuq11~ ~icut Stl'.te Mfl:.llc11l Soclt ty. 
·•tr, ttil c!o,· 1tll<I ogo, more 1:ni;or­
llli:tly, ~·e !iov~ tu och-ocnre fr,r pn­
tlents I 1 otllel' wny,, and she's done 
thnt Vey nicely." 

7.nrr s· hv,0-1!1<.I an(I il·ivnd~ cn­
coun l!!d tier Jr; the turbul«rnt 
rnonrh of'ler the fil ory brolu:, ~ tune 
p_olnl. ~rfos stood up in St. John·~ 
E:pb:a !ii Chm d1 j ,, E!!i e lt r.11u 
lhonke li~, Cello,\• podsh!oner$ for 
t halr$t pent. 

''l',n e.il:y proud (; f her. ('Sa com­
mitlt:tl •' hri~tlan c;nJ as A vnrso11 t ; f 

lntt'gri:y v.•ht\ w,iuld :11 ',\ i\~·s c:0 the 
rl~ht rhir1g," th~ R~,·. Hupe F.nkln~ 
! 01!.l. "She tnmed Cucl. :rn(I gi.;e:,~ 
what? 1t nil tel! lr:lo pince. Gc•limh 
f'!ll to Dnvid . ... A ~trong umlecpl11-
nlnj; p rovlu!:d htr wlcli l hc wu1 il8e 
nnu slreng1h to d<, wlil\\ neodt(l w 
be do1; e ni1~ toke on ~ gil'lnt. '· 

Cc nnecllCerc oponerl Cl$cus­
~io11s wlth Zn, fo~ on wny; <h1l·t-1rA 
c.uuld be more iJ1 Vl)!ved !11 selling 
pnyin1rnt _guidel!ile~. The H~O hn, 
,11,ce (111li11l~u 11~ phnlcl;ins tn •e• 
view the new ~ulJel! n~~ tu :ieo 
whtre they might d:ffer r,~m (i("l ,rnl 
e,:_per ,(;lt C4' , 

The corl! o f tho HMO·s ruit_., 
though . r~1r1nlns t!:e snmt . 

14)008 
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Mr. Rahm Emmanuel 
Assistant To the President 
Director of Special Projects 
The White House 
1600 Pennsylvania Ave, NW 
Washingt.On, D.C. 20502 

Dear Rahm: 

UNITED S"rATES 
HOUSE OF REPRESENTATIVES 

ROSA L. DeLAURO 
Jo l),'n~ . ~ c;1'1Cll' 

January 27, 1997 

i~~,.., 
r,IILIT ARV PROCUREMENT 

MIUT~V ,tMONNiL 

Last week I spoke with you about working with the White House 011 legislation 
gu~ing minimum hospiw stays for women undergoing mastectomies and lymph node 
dissccnoos. 

You requested infonnation on bow many women would· be affected by this legislation. 
Attached is a facL sheet LhaL oulline~ eslilllates of bow many women a.re enrolletl in managell 
care organiz.arions and how many women undergo mastectomies. 

Pl~ conr.a.ct Lissa Topel in my office at 225-3661 i.f you have any questions. 

Thank you for your help. 

RLD/lt 

Attachments 

--i ·rely, ')\ 
(\J, ~~ L , ,~·---· 

SA L. DeLAURO 
Me,nber r.,f Congress 
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Facts on the Number of Women Affected 
by the Delauro-Dingell-Roukema 

Breast Cancer Patient Protection Act 

o According to the Group Health Association of 
America, approximately 51 million Americans 
were enrolled in HMOs in 1994. According to 
the American Association of Health Plans, in 
1994, approximately 53 percent of HMO 
enrollees were women. Therefore, approximately 
27 million women were enrolled in HMOs in 
1994. 

o An HCIA study, cited in a November 6, 1996 
Wall Street Journal article, estimates that 
110,400 mastectomies were performed on breast 
cancer patients in 1995. 

o In 1995, HCIA estimates that 8 ,390 
mastectomies (7. 6 percent) were done on an 
outpatient pasis. In 1 991 , H CIA ·estimates that 
only 1 . 6 % of all mastectomies were done as 
outpatient surgery. 

o The American Cancer Society estimates t hat 
180,200 women will be diagnosed w ith breast 
cancer in 1997; another 43,900 will die from the 
disease this year, 

~uua 
Iii 001 
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THE WOMEN. I I THEIR STORIES 

Judy Willis 
In September of 1994, Judy Willis of Virginia underwent a 
bilateral ~aseectomy with expander implants (implants chae are 
gradually f i lled with saline as the wound~ he~l). She was 
admitted into the hospital around 1: 00 pm and r•3leased from t.he 
hospital at around 8:00 am the next day (19 hours later) -­
without even getting a meal! She had not been told that she 
would be released that soon. In fact, the doctor- told her that 
she would probably be in the hospital for a few da;y~. Her ~ist:er 
was very surprised when Judy told her to come pick her up that. 
early the next day. 

She wa9' discharged 19 hours after being admitted, and ■ent home 
with 3 drainage tubes sticking out of her chest. She had to 
ernpty and measure the fluid draining out. She had little use of 
her arms (women have to do exercises to regain mobility}, which 
mad~ this task very difficult to perform. She oould not get out 
of bed on her ow:,. and going to the bathroom was also difticult -
- cooking meals were out of the question. 

For Judy Willis, undergoing an outpatient mastectomy was bo~h 
physically and emotionally devastati ng. She knows that others in 
her health p l an have undergone the same treatment and ehe wanes 
it to stop. 

Sharon Faucher 
In February ot 1996, Sharon Faucher of Connecticut was admitted 
to the hospit al !or a mastectomy at 8:00 a.m. Sinee outpatient 
surgery is defined as a hospital stay of 23 hours or less, by 
6:00 a.m. the next morning, 22 hours later, a n~rae woke her up 
and told her that she should get dressed because she was being 
d1~charged. She had been given morphine tor her pain, so she 
could barely stand. She a l so had been vomitin9. She ~sked to 
st&y, but the nurse told her she had to leave. 

She left with drainage tu.bee and bandages. No oncol ogy nurse was 
sent to ~alk to her about her surgery. No wheelchair was sent to 
carry her out of the hospital. On her way home trom che 
hospital, less t haLn 24 hours after her surgery, she vomited three 
times . 

Sharon hopes that no woman ever has to endure the physical and 
emotional pain ~he wane through after such a humiliating 
experience . 
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PRE§§ Rl!Llae 

\'lEWERS STAND WITH LIFETIME TELEVISION AND LINDA 
'ELLERBEE AGAINST "DRIVE-THROUGH" MASTECTOMIES 

Mott Than 10.000 Vimcra s~ ~etwork1s lntcmct.P..slUic>P gp J.Ji.rtinu:: Oa~ 
Names !D4 Numbra tg 1k Sent to Cong.reg 

ANAHElM, CA.. P~r 12. 1996 - In a span of two w-ccb, more than l0.000 viewers of 
llftTTME Television have resJ)Olldcd to journalist/breast cmccr ~urv,var Lindll Elleibee's 
commentary on "drive-through" mUteetomies currently bcin1 debmcd among politi~. · 
medita1 ptofeS5ionals and health maimenancc C>rgan~oll$ (HMOs). The Ellerbee 5hort 
se&tl1Ctlt premiered on Sun~y, Nov. 24~ ori "Pcnpcctivcs on Life1ime ... the Network's aw.ml­
witmh:ig vignette series. 

In the 60-second scgmc.11~ whic;h has aim1 ooly once each~, Ellerbee a.q:tUCs that a 

m~co:rny is mote complex than "getrins a tooth pulltd.01 However. sM tells vie~ how sorne 
health c~ ~oups art treating mutectomics with Qutpetient treatment. a contm~al ~1ep fot 
~ha physically and einotionally wllenpis procedure. Ellcrbc:c urges viewers and on--line 
\lSCrs to si;a an on•llae petition alt wwwlif~trv.eom which will be sent to 1;0n~r\$$iOn.al 
rc.,~tatives to lc,bby foe a law ~dating n 48-hour hogpital stay. The spot will tili throu,h 
Dcc:ember 8. 

Amy Langer. c;(ecutive Director oftbe National Allio.nee ot'Sre,.st ~cer Oreamutions 
(NABCO) said. "NAACO, along with breast cancer survivors llCf05i the co1111try, applaud 
Lift:timc's efforts to alen their viewers of this alarmizi& trend and urp them to parti~ipatc in this 
petition ... 

Mc:,rcdith Wagner, LIFETIME'~ Senior Vice President oCPublic Affairs said, "It is cxt:ezmly 
!CWWding to know that so many of our viewtrs and ooline users nr, M"pouding to our outreach 
efforts. Lobbring for le1i5latiot1 that will keep womim well oared for after breast sur;i;ry is not a 
typical effort for a cable network lo tak'", but it ~ something that Lifetime fetl!i is crucial for the 

health of -women nati011wide." 

LIFETI~ Televisioo is available 011 mare than 8.300 cable ~ittems and.alternative delivecy 
systems nationwide, seniina 66.7 milliOT1 households. L,cam more about LlFEl"lME Television 
1..'1\ the Lifetime Online w~b ~ite at http://www.lifetimetv.com. 

II It H 

Contact: Brett Henne, LIFETIME Tt!lcvi:1im1 212/424-1120 

TOT~ P.02 
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I\IA110NAL ALUAr,JCU 
, _.,..>1 IHU!i\ST CANC!R 
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1•,.,1u14cr,, 
1"11311,1 11111m, MSW 
NM"''' llrll'IIIC,T 
~~ '1<whn~• 
Kwll1 Sr,~r 

Mr.diGI t\dv!Nry lwmt 
r. AnllrN !)Mr, M.C>. 
i«rn,rd r:i ,11,.,. M 1, 
! \11,1111 ~h l11:I'. ~1 .0 . 
1111th 11. Cil'\•l)f•~ln. M.D. 
J~y It H11,·1·1,, 1,1 ,n 
~Jruud l'ltlh, .... ,. M.0. 
1. <:r:11~ Hen.!~~""' M.0. 
MIUN'.t:TI "'· Mcr1Jrn,, .. ,. M ll 
Jtn,ml~ 11.,ll•ml, M.D. 
v C, a 't• Jnrd.ln. rh, ,) .. o.f.c . 
M,rt C. L•rr1Mn. M.I). 
r,u,-:rn M. I..),~ . \ ! ll 
c t-:cm u-,1,,., 11~. ~,-.o. 
~•,r\1-11·1 r. 1?1h<11n~. M,0, 
\\j l\l~rn I~ l'~:rr~. M.D .. r•h.r,. 
r c~ri r 1. Frct,m-4n, M 1.~ 

,'\h111 ~- l<ah,1111, M.O 
11 111~ M. Rum•. M.l'l . 
Ji:rrrc}' ~ l,l,,n1. ,-1,[\. 
1-i( lC~~ ~. ~11111 !1 . H,,1,1, 

• 

l'l,1hn ~lr~li. M.O, 
lt(~l~n ;,,i.•.rJcr, l'h.t1. 

110110,~ry llal,/'d 
. lbrt).1r,, lid li,·,1,1-. 

-0.,e,b Kluh 
H,,n. B,11 f\r.>dkr 

:... ,..,,/ , l<kn\.'. t$ruwu 
~- J1111j c:n111.1 

1•,.,.,1,1,·n1 11111 c",hn1i,n 
11,:111 l\>rd 
8r11i• l'ri~,l,111 
t~~., M:>.J1,n1~r• 

• 

l•litf',oi 1.rw t.~ 

c~11,,~ ~ irJbdl:1 
1.i(l'~;(~ll r M1,Jhlll.:h~r 
H"1' .. IM• I{,,,., \)li<:I~ 

11<:1 11 Rl)tl1 n 
ti.,11. s,1 ..... a,.,. ... ,., .. , 

o ... ~,J "' t>lttr1",. 
V'Jkrl~ s,,,~1111,1 .. . rrotid<l\l 
f , ,11.~ll..-u Kt1r\:.1u'\ 
R.ohln D-c:11-~,.~.,., 
ll,;l:'\' (:~nrr 
J .. J iih ,:, l~oh-rl,.,m 
1:11~11 Ii. 1.-,-,11~ 
M1ll1t H~rmun ~k;•ers 
l.,<<)' N,,nl'n, M.C'>. 
~:•nit)' l'otll 1111•.r• 
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December 23. 1996 

Hou. R~ DeLauro 
United States Co~ 
House of Representative.\ 
436 Cannon House Office Building 
WIIShinsLon, DC 2051 s 
Dear Congresswoman Delauro: 

1llWlk yo\l for your leadership in initiating Federal J.e8iSlation protectiQ¥ women 
from inappropriate po5t-masteetomy hospital stays under managed care. As ~ 
leading non-profit infonnadon resource on breast cancer and a network of 375 
org.inizati.on.s across the country. the National Alliance of Breast Cancer 
Organizations has been increasingly concerned about Che impact that managed care 
Will have on the tteatmenl and quality of life of women with breast cancer and their 
families. 

In recent conversations with ~a Topel, we mentioned that Lifetime Television bas 
also taken a stand on this i5$Ue. Lifetime has been working with NABCO and other 
breast cancer organizations for the past three years as the network has become activo 
in the fight against b~ c~ As the enclosed press release dated December 12 
explains, more thnn 10,000 Lifetime viewers have &gncd an on-line petition 
cxprcs..~ir.g concern ooout "drive through" mastectomies. 

After Congrw reconvenes. NABCO and Lifetime would ~ to explore ways to 
join with you in calling attention lo lhc issue, perhaps including the deli very of the 
10,000 petition..<: at a press event. Pka.se c.:onr.acL my office to ctiscu.~ your thouihts 
on nexl sleps, including the involvement of your Congressional colleagues and 
other nad.unul organinlions. 

lnfonnation abQut NABCO is enclosed, along with the Lifetime press rekase. rn 
look forward to your c:~. and wish you a happy and healthy New Year. 

encls. 
cc: Kim Calder. NABCO 

Marcy Haley, Lifetime 
Lissa. Topel 

Very truly youi:s, 

a~. 
Amy S. Langer 
Executive l)irector 
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The 11.onorable Jtosa L. DeL&uro 

Introduction of th• Brea.st Caacer PatiC1t Protection Act of 1~97 

bt:.casiOD o~ 'Remar'lca 

Jalluaey, 7 1,,, 
Mr . Speaker, I rise today t:o intrOduce the bipart:.isan Brea.st 

Cancer Patient Protection A.cc or 1997. I vant co t.haDk my 
colleagues Repreaent~tives Dingell, Raukema, Sanders, Poglietta, 
Moran, Lowey, Pal.lone, Meek, Pel.osi, Hadler, Bshoo, Maloney, 
Norton, Clayton, Slaughter, Frank, Towns, Rahall, Gordon, 
Ackennati, Mink. Sherrod Brown. C11!1Dmlt, MCOennoti;, La.ta.lee, 
lilciee, Olver., Obersta.r, Morella., Corrine Brown, Payne, Hinchey, 
Valazquez, Frost, Evans, Gejdl!nSon, Farr, Patrick J:ennedy, 
Bentsen, DeFa.zio, ltennelly, Gonzalez, and Conyers for joining me 
as original eosponeors. 

'AS; an active participant: in the tight tor llN.l.th care 
re!orm, I contiuue to believe t:ha.t we must reform die health c..re 
syseem to provide quality ca..rv for all Americans . Particularly 
iJDportant. is ei:wuring that wanen rQceive equitable t.reatment in 
our nation's heaJ.th care system. 

Thie year, approximately 184,300 mothers, daughter•, and 
grandmot.hers will be diagnosed with invasive breast cancer. 
Another «,300 women will die tram chiA disease. With one every 
in eight women developing breast cancer, Virtually every furl.ly 
in America is vulnerable to c.hia disease. Tbat: 1 s why coda.y I am 
t1.ling a bill that SQts a llWliittum length hospital stay tor 
pa.c.ienta 'Ulldergoing .bx-ease cancer treatment. This bill would 
require:: a ndniJDJ1P\ hospital stay ct 48 hours and 24 hours for 
lymph node removals . 

Standard surgical. treatment for breast: cancer includes 
mastectomy, lymph node dis■ection, and lumpectomy. OVer the last 
ten year21. the length ot hospitalization for patients undergoing 
mastectomies has c1wi.ndled significantly from 4-6 to 2-3 days. 
Patients undergoing lymph node d.isseceions generally were 
hospitalized !or 2-3 days. Iiospitalizat.i.on is ess~tial !o:c -,a.in 
control and for the management of fluid drainage from the 
opero.tive site. The less tangible, but: still import.ant benefit 
of hospita.li~ation is to provide a supportive au2:rounding !or the 
patient. to address ehe psycbol.ogical and emoeional r~etio:n.s 
inherenc with having breast cancer, such as deprassion. a:axiety, 
and boscility. 

Now, uuder incessanc ·p~essure !rem managed care 
organizacions co reduce costs,· surgeons have had eo per!orm lymph 
node dissections and even mastectomies a.a ouepatient surgery. 
Some HMO's send their patients. home & tew hour9 a!ter their 
surgery groggy from ana.aathesia., in pain, and vi.th drainage tu.bes 
still in place. Others ev-en O.eny women hospitalizatione on the 
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Congresst of tbe llntttb 6tatt! 
..,iqtoa. K 20515 

December 20, 1996 

SUPPORT A Bl-PARTISAN BILL TO PROTECT 
WOMEN WITH BREAST CANCER 

Dear Colleague: 

we are writing to urge you to become an original co- sponsor 
of legi•1.ition t9 guarantee thae women who mu•t undergo surgery 
for the treatment o! bX'l!!a9t cancer gei Che hospital stay they 
need and d•••rve. The pet,aurp-p1n9e11-goµJcema, Breast Caoce" 
patismt Protection Act of 1221 guaraneeea a minimum hospital stay 
of 48 hours for a woman having a mastectomy and 24 hours tor 
lymph nocle removal tor the treatment ot breast cancer. ou.r bill , 
modeled after the law protecting mothers trom •drive-through" 
deliveries, cn.ures chat women and ~heir doctors, not in.aura.nee 
companies, would determine it a shorter etay is needed. 

: 
Uader pressure from ·managied care orgo.nizations (HKla} to 

reduce coats, doctors acroaa the country bave had to perform 
ma•tectOlllio• and lymph node dissection as 04tpa.tient •urgery. 
Thie h&s resulted in~ being senc home gr~ trau 
anae•theeia, in pain, and with drain.age tul:>es still in place. 
Doctors vho believe it would. be more appropriate and better tor 
their patients t o •e.y in the hospital longer are forced to 
choose between giving their patients the i ndividual ·care they 
need o:r being penalized by the BK) tor not following their 
guidelines. · · 

Pl~aae join us ia workiag to enaura Chae women with breaat 
cancer reeaivc treatmenc det•rminec1 by c1octors who wa.nt to 
provide good he&llh care tor their pati ents-· and not by 
insurance companies vho are mot:ivated solely to lower costs. 
Pleas• contact~ of wa or Lisaa Topel in Rep. DeLauro •s office 
at 5-3661 by January 6th to aigu on or if you have any queetioDB. 
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105•m CONGRESS ff R 
1ST S~WON • • ----

IN THE HOUSE OF REPRESENTATIVES 

:Ma. ~llllO (tar bt:nsdr, [imc:rt nana t:4 coapooan,rs shown on ~..bed 
liltl) in1;r0dnecd die tiJoaiDg bill; wbidi was refsnd to the Commiu... 
Oil 

A BILL 
To amend the Public Health Service Act and Employee Re­

tirement Income Seeority Act ot 1974 to require that 

group and individual health insurance eov~ a.ud 

group health plam provide coverage far a minimum hos-
• 

pital stay for mastectomies and lymph node disect.ions 

performed for the treatment of breast cancer. 

1 & it enacud 'by Ot,e ,'kn.ate Mid H01l# of ~ta.-

2 ti~ of Utt United Stata of Ammr.a in Oongnsi a.ssembl,.d, 

3 SECnON 1. SHORT TlTI..E. 

4 Thm A!.-t xnay be cit.ad as the "Breast. Cancer Patient 

5 Protection Act of 1997''. 

:)eo,fflott 1 1. 190& 
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SEC. 2. COVERAGE OF MINIMUM HOSPITAL ~,AY t~K CEn.. 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

TAIN BB.EAST CANCER 'rtlEATMENT. 

(a) GROu1~ HtuT .. TH PLANS.-

( I) PL"BLIC llF..ALTH SERVICE ACT AMRND­

MENTS.-{A) Subpart 2 of part A of title XXVII of 

tllc Public Health Service .o\et, as amended by ~~­

tion 703(a.) of Public Law 104-204, is amended by 

addine at the end the following new seetion: 

"'SEC. 2706. STANDARDS KELA.TING TO BENEFITS FOR CE~ 

TAJN BREAST CANCER TREATMENT. 

"(a} REQUIREMENTS 1''0R Ml,N1MU1i HOSMTAL STAY 

12 FOJJLOWINO MA.s'raCTOMY OR LY.Mm NODE 

13 DISECTION.-

14 

15 

"(1) IN CENERAT.,.-A group health plan. and a 

~ealth insurance issuer offering group health insur-

16 uice coverage, :may not-

] 7 "(A) except as provided in pa.raeraph 

18 (2)-

19 "(i) restrict benefits for any hospital 

20 length of stay in couection with a ma.stec-

21 tomy for the treatment of breast cancer to 

22 less tha.u 48 hours, or 

23 "(ii) restrict benefits fol" any hospital 

24 1eJJgth of stay in conne<,1:ion with a. lymph 

25 node di~ection for the treatment of breast. 

26 cancer to less tba.n 24 hou~, or 

OeclfflDef l : . I 99l!i 
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1 

2 

3 

4 

5 

6 

1 

8 

3 

"(B) .require that a prmidcr obtain author• 

imtion from tlte plan or the ~-uE-.r for prescrib­

ing any length of stay required under subpan.• 

graph (A) (without regard to paragnl{)h (2)). 

"(2) ExcEPTION.-Pardgl'&ph (l){A) shall not 

apply in connection with any group health plan or 

health in.sm-ance issuer in any case in which the de• 

cision to discharec the woman involved prior m tltc 

9 ~iration of the minimum length of stay otherwise 

10 required W1der paragraph (l)(A} is ma.de by an at• 

11 tending provider in commltation with the woman. 

12 "(b) PBoHIBITIONS.-A group health plan, and a 

I 3 healt4 i.nb"UI'8Dce issuer offering group health insurd.TlCe 

14 coverage in connection with a "1'()up , health plan, may 

15 not-

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

DccemDef 11 , 1996 

" (1) deny t.o a. woman elieihility, or continued 

~ility, to enroll or to renew coverage under the 

terms of the pWly solely for the purpose of avoiding 

the requil"Cment.s of this section; 

"(2) provide monetary pa.ymcnts ur rebat.es to 

~men t.o QDCOurage such women to accept le.ss than 

the minimn:m. protections a'Va.11able under this se<.."­

tioD; 

"(3} penalize C)l" otherwise reduce or limit the 

reimbursement of ~ attending- provider becauS<.! 
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1 

2 

4 

sueh provider provided ea.re to an indnidual partici­

pant or beneficiary in acoordance with this section; 

3 "(4) provide ~ui.ives (1nonetary OT othcmsc) 

4 to an attending provider t.o wduce such provider to 

s 
6 

7 

8 

provide care to an individual participant or bene­

ficiary in a manner inconsistent with this section; or 

"(5) subject to subsection (e)(3), restrict bene­

fits fnr any portion of a period wit.hw a hospital 

9 length of sta.y required under subsection (a) in a 

10 manner which is less favonwle t.hau the benefit& pro-

11 ~ded for any preceding portion of such stay. 

] 2 ~'(c) RuLKS OF CoNSTRUCTION.-

13 .. (1) Nothing in thia section shall be construed 

14 

15 

t.o require a. woman who is a participant or bene-

ficiary-
16 "(A) to undergo a ~"tomy or lymph 

17 node ilisectiou in a hospital; or 

18 "(B) to stay in the h06.pital for a fixed pe-

19 nod of time following a m&<rtectomy or lymph 

20 node di.section. 

21 " (2) Thia aleetion shall not apply with ~-peet to 

22 any group health plan, or any group health insur-

23 anee coverage off'ercd by a. health .i..n.sw-auce issuer, 

24 which does not provide benefits f()r ho~ital lengths 

0.Clember 11. 1996 
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2 

3 

4 

5 

6 

7 

8 

9 

5 

of stay in connection with a ma.~my or lymph 

node ruseetiou for tl1e treatment of breast cancer. · 

"(3) Nothing in this section shall be constntcd 

as preventing a group health plan or issuer rrom im­

~ deductibl~ coin.~u.r:1UJce, or other oost-shar­

ing in relation to benefit.Cl for- hospital lengths of stay 

in connection with a mastcc.'1:omy or lymph node 

disecti,'>n for the treatment of brust cancer under 

the plan { or under health insurance coverage offered 

10 in conneclion with a group health plnn.), tt.xoopt that 

11 _SUL~ eoinsurance ar other cost-~ for any por-
, 

12 fion of a period within a hospital length of stay re-

13 quired under subsection (a) may not be greater than 

14 

15 

16 

such coinsurance or cost-sharing for any pnceding 

portion of snclt stay. 

."(d) NOTrcR.- A group health plan undt.r tlus part 

17 sltall comply wit.h the noti<,e requirement nm:ler sect:ic,n 

18 713(d) of the Employee Retirement lucome Security .t\ct 

19 of 1974 with~ t.o the requirements of this section 

20 as if such section applied to such plan_ 

21 "(c) LEvEL AND TYPK OF B.R0031"TRSEMENTS.­

?? Nothing in this section shall be construed t.o prevent a 

2.1 group health plan or a health insurance issuer ottering 

24 group health insurance coverogc from ncgoti:>.ting the lcv<'J 

0.C.,,,l)er I 1. 1996 
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I and type of reimbursement witJ1 a. pn>Vidt-.r for c1lre pro. 

2 vidcd in aooordance with this soot:ion. 

3 " (f) P.REEMPTION; EXCEJITION FOR IlEALTH INSUR-

4 ANCM CovRRACE IN CERTAIN STNrRS.-

5 "(1) IN GENERAL.-The requirements of this 

6 section shall not apply with rcspet.'t to health in.\-u:r-

7 ance coverage if there is a State law (as defined in 

8 section 2723(d)(l)) foe a St.ate that -regulates 5Uch 

9 coverage that is descnoed in any of the following 

10 subparagrc1phs: 

11 "(A) Such State law requires such cov-

12 erage to provide for a.t leab1; a 48-hour hospital 

13 length of stay followmg a mastectomy pe--

14 formed for treatment of breast C&11Cer and a.t 

IS least a. 24-bom- h~t:al length C)f ~tAy following 

16 & lymph node cliscction tor treatment of breast 

17 cancer. 

18 "(B) Such St.ate law requires, w connee-

19 tion wit.h such eovcrage for surgical treatment 

20 of breast cancer, that the hospit&l length of 

21 st.ay for such care is left to the decision of ( or 

22 roquired to be made by) the atten~ provider 

23 in conmltation with the woman involvec:l 

Oecemllef 11. 1996 
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2 

7 

"(2) CoNST'RUC,'TION.---Section 2723(a)(l) shall 

not be constnted as wperscding a. State law de-

3 scn"bed in p&n&graph (l).". 

4 (B) Section 2723(c) of such Act (42 U.S.C. 

s 
6 

7 

8 

300t?g-28(e)), as amended by section 604(b)(2) of 

Public Law 104-204., is amended by striking "sec­

tion 2704" and inserting "sections 2704 and 2706''. 

{2) ER.ISA AKENDKENTS.-{A) Subpart B of 

9 ~ 7 of subtitle B of titJe I of• the Employee Re-

10 ~ment Income Security .Al!t. of 1974. as amended 

11 by section 702(a) of Public Law 1~204, is amend-

12 ~ by adding &t the end the following new scdion: 

13 -sEC. 713. STANDARDS ULATING TO BEND"l'l'S YOR CER-

14 

15 

. TAIN BREAST CANCER TREATMENT. 

"(a) REQUTRDIBNTS FOB MINI.MUM HOSPITAL STAY 

16 ltn1'L<JWING MASTBCTOKY O.R LYMPH NODE , 

17 OISEcno.N.-

18 • "(1) IN <'.ENE.RAL.-A group health plan, and a 

19 health imurance ~11er offering group health insur-

20 ance eoverage, may not-

21 "(A) cm.-ept as provided in pau-agrsph 

22 (2)-

23 ''(i) restrict benefibt for any hospital 

24 length of sta.y in oonnect:i.ou with u. ~ -

Oec:emblr 1,. 1"6 
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8 

tomy for the treatment of breast cancer to 

less than 4S hours, or 

"(ii) rest.net benefits for any hospital 

length of stay in conncc.-tion with a lymph 

node disection for the treatment of breast 

cancer to Jes., than 24 hours, or 

"(B) require that a prol"idcr obtain autho~ 

iT.at.ion from the plan or the issuer for prescrib-

9 ing any length of stay required under subpara-

10 graph (A) (without regard to paragraph (2)). 

11 "(2) Exc-.EM10N.-Paragraph (l)(A) shall not 

12 apply in connection with any group he.alth plan or 

I 3 he.alth insurance issuer in any ease in which the de-

14 

15 

cision t.o discharge the woman involved prior to the 

expiration of the minimum lcngtl1 of stay otherwise 

16 required under paragraph (l){A) is made by an at-

17 teuding provider in t.-onsultat.ion with the woman. 

18 "(b) PKoHmtT!ONS.-A iP'OUP health plan, and a. 

19 ~ i.wlurance is.mer offering group hcaltl1 insurance 

20 eoverage in connection with a group health p~ may 

2J not-

22 "(l) deny to a woman clieibility, or continued 

23 eligibility, to enroll or to renew COVCl'3gc under the 

24 ,-.erms of the p~ solely foi- the J>urpose of a.voiding 

25 tl~ n~iuiremen.ts or this section; 

Oec:;efflim, 1 1. 199115 
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2 

9 

" (2) provide monetary payments or rebates to 

women to encourage such women to accept less than 

3 the minimum protections available under this sec-

4 tion; 

5 

6 

7 

8 

9 

10 

" (3) peruiliz:e or otherwise reduce or limit the 

reimbursement of an attending provider because 

such .[)CO\,ider provided care to an individual partici­

pant or bcnc5ciary in accordance with tl,is section; 

"(4) provide in~ntives (monetary or otherwise) 

~ an attending provider to induce such provider to 

11 provide care to an individual particq»mt or bene-

12 flciary in a. manner inconsistent with this section; or 

13 " (5) subject to subeeetion (c,)(3), restriet bene--

14 

15 

~ for auy p0rtion of a period within & hospital 

length of stay required under subsection (a} m a 

16 m&mler whieh. is less favorable than the beneiml pro-

17 vided for any preceding portion of .such st.ay. 

18 "(c} RtTLBS OF CoNSTRUCTION.-

19 '' ( 1) N otbmg in this section shall be con.-uued 

20 t.o require a woman who ia a participant or bene-

21 ffciary-

22 "(A) to undel"gO a mas~my or lymph 

23 node di.section in a hospital; or 

Oecemcer n . 1996 
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"(B) to stay in the hospital for a f'ixP.CI pe­

riod of time following a mastectomy or lymph 

3 node di:scction. 

4 

5 

6 

7 

8 

" (2) This section shall not apply with respect to 

&1J.y group health p~ OI" any group lac&th insur­

anl'.e coverage ottered by a health insul'KDCe issuer, 

wmch doea not provide benefits for hospital lengths 

of m-.a.y in <~nr.ciiOJJ with a ma.~my or lymph 

9 node diSt;Ction for the treatment of breast csmcer . 

10 "(3) Nothing in this seetion shall be construed 

11 aa preventing a group health plan or UiSUcr from im-

12 paring deduetibles, ooinsurmce, or other cost-shar-

13 mg in rel&1ion t.o benefits for hospital J.enet;lls of stay 

14 

15 

in oonnectiou with a mastJl!Ctomy or lymph node 

disection for the treatment of breast cancer un<ler 

16 !,;he plan ( or under health insurance coverage offered 

17 in connection with a group health plan), except that 

18 ~ coinsnranco or other- oost-sharing for BZlY por-

19 tion of a period within a hoepital length of stay re-
• 

20 qajrcd UllCW' subsection (a) may not be ereater than 

21 such coinsurance or eos1rmaring for an.y pnccding 

22 portion of such sta.y. 

23 "(d) NOTICE UNDER GROUP HsAI,TH PLAN.-Thc 

24 im~on of the requiremeuta of this section ! hall be 

25 ~ as a mauriaJ modifi<!S.tion in the terms of the plan 

0ec:afflCler , , . t 996 
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1 described in section 102(a)(l), for purposes of assuriug 

2 notice of such requirements under the p)au; e~cey>t that 

3 the summary description. required to be ()l'QVi<lcd under the 

4 last scnt.cnre of section 104(b )( 1) with respect to sucili 

5 modification shall be provided by not later t.h.aJ.i 60 days 

6 after the first day of the fil'St plan year in which such 

7 requirements apply. 

8 ~'(e) LRVItT.. ANn TVPR OF RKIM.Bu~.-

9 Notbpig in this seetion shall be construed to prevent a 

10 gt"OU{> health plan or a. health insurance issuer t,ffering 

11 group health insurance cove~ from ~ the level 

12 and m>e of reimbursement with a. provider for ,~ ~ 

13 vided in accordance with this section. 

14 ~'(f) 'PKEmtPTloN; ExCBPTION FOR 'HE.&.LTJT I NSU 1~ 

15 AN($ CoVERACR JN CERTAIN STA'l'ltS..-
0 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

Oecemaet 11 . 1995 

"(1) IN GENERAL.-Tb.e requll"Cments of this 

section shall not apply with respect to health insur• 
I 

ance coverage if there is a S~ law (as defined in 

~on 781(d)(l)) for a. ~ that 1"egU)ates such 

coverage that is described in any of the foll<JWine 

wb~ 

"(A) Such State law requires such cov­

erage to provide for at least a. 48-hour hospital 

length of stay following a ma..crtet!tomy per­

formed for treatment of bJ:'eaSt c.~r.r an<l a.t 
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least a 24-hour hospital length of st.ay following 

a lymph node disection for treatment of hn-.a.st 

3 cam.-cr. 

4 

s 
6 

1 

8 

" (B) Such State la.w requires, in connec­

tion with such coverage for surgical treatment 

· of breast cancer, that the hospital length of 

~1ay for sueh CHre is left to the decision of ( or 

l'eq1Jired to be made by) the attendwf provider 

9 in consultation with the woman involved. 

10 " (2) CONSTRUCTION.--Seetion 73l(a)(l) shall 

11 not be construed &S ~ a State law de-

12 aibed in paragraph (1) ." . 

13 (B) Section 731(c) of such Act (29 . U.S.C. 

14 

15 

1191(c)), u amended by section 603(b)(1) of Public 

l,;.w 104-204, is amended by striking ' 'section 711" 

16 and inserting "sections 711 and 713". 

17 (C) Section 732(a) of such Act (29 U.S.C. 

18 1191a.(a.)), as amended by section 603(b)(2) of Pu.b-

19 lie Law 104-204. is amended by striking "seetion 

10 711" and inserting "sections 711 and 713". 

21 (D) The table of co.utenta in 15el:tiou 1 of l)-uch 

22 .!et. is am•.nded by maeriing after the it.em relating 

23 to section 712 the following new item: 

.. Soc. 11.1. StandlPdl tdalias to bcDdka ror tt'r1aio .,..... - tn'atlnent. ". 

24 (b) hmTVTT>UAJ., HF.ALTIT !NSUKA.~CE.-(1) Part "8 

25 of title XXVll oft.he Publie Health Scnioe Act, as amead-

D~Clef 11. 19!19 
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3 

4 

5 

6 

1 

8 

9 

10 

13 

ed by se.ction 605(a) of Public Law 1~204, is amended 
' 

by in.~ after section 2751 the foll~ new section: 

""SEC. 2752. STANDAltDS RELATING TO BENEF1TS FORCER­

TAIN BBEAST CANCER TREATMENT. 

"(a.) IN GENERAIJ.-The provisions of section 2706 

( othe-,. than subsection ( d)) shall apply t.o health insurance 

coverage offered. by a health insurance issuer in the indi­

viduaJ :market in the same maimer as it applies to health 

i~ee M'Vfl..raee offered by a. bealtb. iasunm<~ issuP.r 

in COtlllection with a. group health plan in the sma.lJ or 

11 large group market. 

12 "(b) NOTICE.-.!. health mmr&nce issnor ~ this 

13 part shall comply with the notice requirement Wlder see-

14 ti.on 113(d) oft.be Employee Retirement Income Security 

15 Act of 1974 with respect to the requirements ref.end to 

16 in subaec!tion {a) as if such section applied to such is.we.r 

17 and ~ch ismler were a gro1:1p health pbm. 

18 "(e) P~ON; Exr)gJ•n()N FOR ~TH !NSU.K-

19 ANCE C<JvBMoB IN CEirr.AJ.N S'?ATHS.-

20 "(1) IN GKNBIWJ.-The requirements of this 

21 section shall not apply with respect to health insur-

22 ance coverage jf thcl'C is a State law ( as defined in 

23 section 2723(d)(l)) for a. State that reeu]ates such 

24 .. <.~ that is deecribed in any of the foll0'9.1ng 

25 subparagraphs: 

0..-11,tM, ' 1. , 996 

PAGE 16/ 18:1° !; 

,. ·· ... ri 
.- .. . . i•.,,,. 

' ~­
• ; . , . .\ 
., • !."'-' •.": .. 

1:--:. 

. . ' ~--~ 
. ,, . . ··,•:i,N 

-.. ~.,· 

f ,J,, 

·· .. >, ,.,.,.. 
,.(· 

' . .,?--
' • ,'t• 

~ 
• I 

!'~·~ 
,t .fY 

' I , . ..... ,. 

.. , 



J AN - 0 7 - 97 10 , 52 FROM , 
►':\ M5\DEI.AUR\DE1.AUR.OO'l 

IO , 

IDlscussion Draft) 

14 

11.L.C. 

• ••• 1 
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"(A) Such State law requires such C<W· 

erage to prnvide for a.t least a 48-hour hospital 

; 

• 

• 

3 1~ or stay followwg 11. mastc!(.~my per-

4 fhrmcd far treatment of breast cancer and at 

5 

6 

1 

8 

ltASt & 24-hour hospital length of stay followiue 

a lymph node di.section for treatment of breast 

cancer. 

"(B) Such Stat.e law requi~ in connec-

9 tion with soeh coverage for surgical treatment 

10 of breast caucer, that the hospital lenet,h. of 

11 stay tor- such ca.re is lcfl: to the decision of ( or 

12 requ.ued to he made by) the attending provider 

13 in consultation with tbe woman involved. 

14 " (2) CoNSTRUCTION.-Section 2762(a) aball 

15 not be construed as ~i a St.cue law de-

16 scnoed in paragraph (1).". 

17 (2) Section 2762(b)(2) of such Act (42 U.S.C. 

lK 300=-62(b)(2)), aa added by set!timi 605(b)(3){B) of 

19 Public Law 104-204, is amended by striking "section 

20 2751" and msertiD& "sectiooa 2751 and 2752,,_ 

21 (c) EFFBcTm!: DATKS.-{1) 'l'he ameadmenm made 

22 by ~tion (a} shall apply with respect to group health 

23 1ilans for plan years beginning on or after J a.nuary 1, 

24 1998 . 

OliCEUGif \ ,. t9'96 
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1 (2) The amendment made by subsection (b) shall 

2 apply wjt;h respect to health immnmce C<Werage offered, 

3 sold, issued, renewed, in effect. or operated in the individ- · 

4 ual market on or after such dau. 
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Mrs. Hillary Rodham Clinton 
The White House 
1600 Pennsylvania A venue 
Washington, D.C. 20500 

Dear Mrs. Clinton: 

January 23, 1997 

I want to thank you for taking the time out of your busy schedule to speak with me 
this morning. Your assistance is greatly appreciated. 

I am respectfully requestin& your suppon for legislation, which I have introduced with 
Representatives Rosa Del.aura and Marge Rouk.ema, that guarantees a minimum hospital stay 
of 48 hours for women having a mastectomy and 24 hours for lymph node removal for. the 
treatment of breast caiar. H.R. 135, the Breast Cancer Patjent Protecp.on A.ct is modeled 
after the law protecting mpthers from "drive-through" deliveries. It ensures that women and 
.theu: .dacroi:s •. not insurance.companies, would dete~ if a shorter stay is -needed.. Senator. 
Tom Daschle has introduced the companion bill in the Senat.e. You should also be aware 
that Senator Al D' Amato and Representative Susan Molanari are planning tO introduce 
similar legislation; bo\\f'.ever, I have serious concerns with the substance of their proposal and 
the political reality of A35Sing it. It would be splendid if the President would highlight bis 
suppon for this bill in his upcoming State of the Union address . 

Largely because of pressure from HMOs, women across the country are being 
discharged early after mastectomies and lymph node dissections, sometimes in pain with 
drainage tubes still in place. H.R. 135, which is strucrurally similar to the new law which 
ended the practice of drive-through deliveries, would require HMOs to cover the costs of 
mastectomy patients remaining in the hospital for a minimum of 48 hours after surgery. The 
bill provides that the attending health care provider does not need to obtain authorization 
from a health insurer to eosure coverage for this hospital stay. The legislation requires that 
this critical health care decision be made exclusively by the anending physician and the 
woman. 

THIS S'rATIONEFtV PfllNTEO ON PAPEfl MA~ OF RECYCLE() FIBERS 
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January 23, 1997 
Page Two 

As per our conversation, I have enclosed a memo outlining the specifics of this bill . If 
you have any further questions or require more information, please do not hesitate to contact 
me. I have always enjoyed working with you and your support is again appreciated. 

With every good wish, 

·, 

John D. Dingell 
Member of Congress 
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MIGI\AT~ BIIIO 
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13131 lU-11., 

MEMORANDUM 

TO: 

FROM: 

Mrs. Hillary Rodham Clinton 

Congrtsmian John D. Dingell Ji) D 

.January 24, 1997 DATE: 

RE: H.R. 135, the Breast Cancer Patient Protection Act. 

• Required Coverage for Minimum Hospital Stay For Certain Breast Cancer 
Treatment. 

It states that the minimum hospital stay for a woman is 48 hours following a 
mastectomy and 24 hours following a lymph node dissection treatment. The decision 
to discharge a patieot prior to the minimum length of stay be made by the attending 
physician in consulr.ation with the woman. 

A group health plan may not deny a woman eligibility to enroll or renew coverage for 
the purposes of avoiding the requirements of this legislation and a health plan may not 
offer monetary incentiv.~ to the WOmaI! or her physician to avoid the requirements of 
the biJl. Furthermore, the legislation would prohibit health plans from penalizing 
physician.5 for providi.Qg care consistent with this legislation. 

. ... ··: · • •: ·... ... . .. -· 
Ensures that no additional deductibles, or coinsurance payments are required in 
connection with the extended hospital stay. 

It does not preempt state law which meets the requirements of this legislation. 

* Current Cosponsorsbip 

B.R. 135: 
Rep. Andrews 
Rep. Ackerman 
Rep. Allen 
Rep. Barrett (WI) 
Rep. Benrsen 
Rep. Boucher 
Rep . Brown (FL) 
Rep. Brown (OH) 
Rep. Carson 

Rep. Clayton 
Rep. Clement 
Rep. Conyers 
Rep. DeFazio 
Rep. Delahunt 
Rep. Dellums 
Rep. Esboo 
Rep. Evans 
Rep. Faleornavaega 

Rep. Farr 
Rep . Fario 
Rep. Filner 
Rep. Foglietta 
Rep. Fox 
Rep . Frank (MA) 
Rep. Frost 
Rep. Furse 
Rep. Gejdenson 

THIS STA(IONERV P'IINTEO ON l'AP!:R 1,1.0,0f 0~ RECVCl!;O F1erns 

Rep. Gonzalez 
Rep. Gordon 
Rep. Green 
Rep. Gutierrez 
Rep. Hinchey 
Rep. Hinojosa 
Rep. Jackson-Lee 
Rep. Kaptur 
Rep. Ken.nedy (MA) 

.. ·-: . 
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Rep. Kennedy (RI) 
Rep. Kennelly 
Rep. Kildee 
Rep. Lafalce 
Rep. Lewis (CA) 
Rep. Lofgren 
Rep. Lowey 
Rep. McCarthy (NY) 
Rep. McCarthy (MO) 
Rep. McDermott 
Rep. McGovern 
Rep. McHugh 
Rep. McNulty 
Rep. Maloney (NY) 
Rep. Maloney (CT) 

Cosponsorship S. 143: 

Sen. Daschle 
Sen. Hollings 
Sen. Kennedy 
Sen. Levin 

Rep. Manton 
Rep. Markey 
Rep. Matsui 
Rep. Meehan 
Rep. Meek 
Rep. Miller 
Rep. Millender-McDonald 
Rep. Mink 
Rep. Moakley 
Rep. Moran 
Rep. Morella 
Rep. Murtha 
Rep. Nadler 
Rep. Neal 
Rep. Norton 

Sen. Mosely-Braun 
Sen. Boxer 
Sen. Feinstein 
Sen. Inouye 

Sen. Murry 
Sen. Johnson 
Sen. Bryan 
Sen. Sarbanes 

Rep. Oberstar 
Rep. Olver 
Rep. Owens 
Rep. Pallone 
Rep. Pascrelt 
Rep. Payne 
Rep. Pelosi 
Rep. Pickett 
Rep. Quinn 
Rep. Rahall 
Rep. Rangel 
Rep. Rivers 
Rep. Roukema 

~005 

Rep. Sanders 
Rep. Scott 
Rep. Serrano 
Rep. Slaughter 
Rep. Spratt 
Rep. Stokes 
Rep. Tauscher 
Rep. Thurman 
Rep. Towns 
Rep. Velazquez 
Rep. Woolsey 
Rep. Yates 

Rep. Roybal-Allard 
Rep. Romero-Barcello 

Sen. Ford 
Sen. Lautenberg 
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4 : 00 6 :00 PM (ET ) 
Nation~l Pt:bl 1= ~adio 
1.11 rl;.i.uyt; Considered 

Robert Siegel, host: 

111/JN III I :i,, ... r&t f j(JJJI/ ..... .._ ·-,,.~ ,,,,,.,_ mal16 l!rl 

S.6-,,,.JM,,. 

Transcript 

,here bd-.,e been a number of new• stories a:Oo~c 
1n3u:-~n,;c c:ompanie1. and HMOs pr••1111r1l"lg n:-ir.t-orc tc :::-e le3se 
we:rr:en from the hoepi:al che day after hctv.iuy o m~etec~omy 
or even the ••me day. Feder~l ~nd gtate :eg~~lature~ are 
co:isida:iring bil1' chat wo'.:ln rl!(l\l1 rfl! health plar.s :o co·Jer 
at .i.east a two -day 5;:ay . 9uc. a:, NPR '::f J'vauu~ Silbe:::ner 
L~~crt.5, some doctors and ~aticnts have found th~: i t c.n 
be better for a woman to r@~o•JPl" ;it. home . 

Jo6nne Si!berne= reporting : 

Su!"geons a t J:,h.--:s J!uµ :-. .:.:u; ::ospita: have bee:i dc i:15 
m~etec tomic~ ~nd c ending t~a p~tients home the same d a y 
fn r r~~ l ast : ru-e2 year~. Ar. import&nt part of ~he 
µLuc c~u~e co~e~ bcfc~e t~~ QCt~a! cperation . 

Nur•• Ali•on Sehul~r ( ~p l ~nd ~r~aat c ar.c~ r p at i ent 
~ea ~l~var~~s (s?? a~d h~~ h~~ ~ d11d ~r~ :~lk~ng i~ ~ ~~a!l 
ex&mi ning room at the Joh::z ~opki~s Outpa!~en: C~nter. 
~urse Schcler is ~xplaini~g hnw to :ake care ot the :ube s 
:::at -•ill be temporari! y sewn into M::~ . Cluvari-..1s ' .:1,~1:iL . 
T~e tubes arc put there to d~~in :he !luidc that will 
~o:lect aft~r h~r bra&a t ~as been re~ov~a . 

Cluv., .iu::; hcH, -:::-ave led to Hopitim; from her no:nc in 
It3~Y because oi ~ne hosp1t~l•s reputa;ion, but ahe didn 't 
realize her surgeon would want to send her b•c K ~o her 
hctel j ust a !ew hjurs af~er the mastectomy . She ' s 
wcrried about emptying t!le :ira i nag• ~ubQ9 . Sc hcl~r r,:, · · CJ 

Mn: . Cluvari~G tha.t a v:. s :.t:.:'lo nur:,e will c ome to hi:.;; 
hotel r oom :he night a~ter :h; gurgory a~d ~g~in tho n•xt 
~c rning . scnu~er :s conv~:.:ed tr.at ~~e hospital i s not 
the i3ea l place f or wome~ :r.e n1gn t afte= thei= surge=y . 

A!. i son Sch1..le:- (Nurse , J'ch:is Hopkin5 /: Whal Lht:y don ·t. 
r ealize i Q that they're gonna be tho lea3t eick pat ient on 
-hat ur.~t . so , they're gonna get the least amount of 
au: .t::u~lon :;1'-)l!I a ny nu=-:se or anyone e l se on tha:t. uni c . Ario 
the other thins is t hat n u rsing i s r~qui red wh ~l• the 
pat1en~s ar@ ad~itted co monitor vital siiJr,s and to check 
o~ them throug~out the nisht , so ~he patiento don ' t get~ 
Ir, I rt(d«)clSSl(Tl(T"/J r, ,_ USllrtth#lie/ 1/ oJr Mm -,anr '611l«I fOIII N,fU/ ~I/$ llfin. ,._.__,.,..._ __ .,._.,,..,.,.,.,,,_, ___ .,_. .c,r,_.,IM...,.._,,.,_..,,,,.,./;~ ,....._ 
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v@ry gc,on n i ght's s1eep . 

Silberner : !t used to be th~t mastectomy patients staygd 
in the ho spit~l fnr ~ week 0!' 90 until they had ~o~ten over 
-:he pain of Lh• Ypex-.aLiuu .-,nd •l•o r.Gd tnci::- drair.03e e.ubec 
rcmov•d . But in th. l:uzt t"n yea.rsi, aay11 s:,1rcr,,.nn Wi 1 "'. i rlffl 

Doo.iey Capl . d i recto= ot the John5 Hop>tins ereas t Cen;,.t:iL·, 
thin1a cho.nged . In•~~•nec companies be~an pre&euring tng 
hocpital to £end ~ati~nr.~ ~om• with their drain~ in )US: a 
couple days atcer su=-gery. Su oco!ey and oche:s be~an 
trying to make it ea•icr on th& patients . They developed 
better anesthe•ia and Ant1nauaea regimen! . That reduced 
d i s comfort so much t:iat t:ie women uuly needed pa2.n p :.11,, 
not i~travenous medic.:it ion::; a!ter i;h9 surgery . 

Dr. William Oooley (Oir•c~uL, John& Hopkins Bre~s~ Ce nte~ , 
.IU:>ou t chree ~nd ~ h~lf years ago, a patient called me at 
~ l P.ven o ' c l ock at ~lght trom their hospital beO a~d said, 
you lu~u• , I fee : perfectly f i ne , and I'm not geeting any 
sle~p in che hospital . :t's tco r.oisy, 1 want to gn hr.m~. 
wn~c~ prompted us to then look- is thi& somethinq we ouq~~ 
1.0 ~e thinking about . 

Si l ber~e=: And he develope~ an education program ~o women 
woulci ~now what to do . ~oc :cy alwAya ~ivea hie maeeectomy 
?ati cncc a choice ar.d only offer~ t he outpati•~c cption ~o 
wonen whc are heal:~y enougt. t~ cake care ot themselves and 
h Ave A pAr t ncr , frienci ~r relat i ve willing t o go through 
the aduea~ional aes.ion vi:r. them and t P. : p ~i th ~hP. pnar. -cp 
care . His p~tient, seem t:; like the ideo. A:00 1...1. uiue ~y 
percent ge home the s~mc d~y . One patient even oeeided ~o 
~a ve t~• op~ra~ ion itsel t d~ne W1th jU6t localiz~~ ~u~Dlng 
=-ather than~• put to sleep . 

Sut mcr.~y docto:-:, o.rer. ' t :>olci on oame-da}' :r.as tectorr.iee . 
Sur~een Chri~tin Zarfus (sp l p~Rr.t,~P-~ 1~ ~1ddl e:cwr .. 
ccnnec: icut . whe~• women gener•lly s~ay i n the hos9~tal for 
~wo tc four daya . 

I:Jr. Chr i stin Zar!u& {Surge on. Middlec.own . Conr.ect:.:.cut J : 
Mose wo~cn do not want t c go tome wi:h ~hei r dra~ns in 
p l ace . Despite ar.y education from me and nu:,es , t ~ey ' re 
v~zy f earful that t ne drain~ are going to !all ope~. d~uin 
blood or they're goir.g to get an inf~etion . wh ich st ~d i --~ 
5how that they do not have an increased riek of develoniny 
i nfe~tion. Neverthelesa, the women are very fear~~l o f 
these d:-ains . 

S~lbc:-ner : Zarfus brouah: the issue of outpa:ient 
maste r.r.om1!S to t~P. med1a's atten~ion over th@ &umme~ . 
when she heard t ba.c cwo CoDnec:tieut HMOa w•rc going t o 
c:~r~ ~=qu~ri~~ i: . !~r!~= 3~~vcy~d r.ar p~ci~r.:~ . ~nd 
:ney were angry . coo. as>c1ng how c1ayon~ co;,.1.ld i~nore che 
p~in they Ye~e in or their ~motional and paychole9ica l 
n gQO Q . 

sut Dool~y a~ Johl1s ttcp>c.:. n o oays going home quickly 
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can help th• patien~ by taking Anm~ of :he fearsom~~ess 
out of a c:ance:- di,guu:..1.is . 

Dooley: Patients h.11vA , !.n their eiind, th.it I 'm havi:1g ~h1g 

huge operACion, I' m gu.lng co be ve:y sick, 1 have this 
draadad di••••• I'm s~ppoecd to behave like• ~i~k person . 
And we began to think maybe this is the wrong pcychological 
mindse t for our patients :o have . 

Silberner : A fe~ day6 atter her npArat1o~ . Lea c :uvar~ue , 
who had euch mi sgiving8 . was ilad &h- chose the o~tpacient 
option . 

I..a Cluvari~s 
: fe lt non.a l 
have surgery . 
mys!'l! . 

(Mastec~omy Patient) : A!L~r ~he su~gery , 
and, I m~~n. l really falt liko I jidr. ' t 

l' had m:: pains, I felt i n full cont.rol of 

Silbcrncr; Ile r hu~bo.:,d ~he11u~c:d the dralns unti l s nP. 
returned to -:ha ho,:p it:a .i to have c:.heffl removed 6. !ew :ldy:, 
l ater . she said he ~as an ~x~el lent nur.a . 

Cluvarius : I f aei t~a~: probably =ccovercd fa~:er ~e i r.g 
u ~tsi de o ~ ~he hosp1=a l t han h~ 1r.g ineide . 1 wac noc ~ 
Di=~ person any mo=e. I wao yoing back co ncrma l li tP . In 
a hospital , you can't ~al~ •round , yo~ can ' t gc out f e r 
h111ch, yo'.l can' c go co th• aquarium a~d look at. ~ome: hing 
that · = soothing . Yo~ a~e as.~~ person ~n the hospi:a l . 
When you go out , ~u bcco:TIQ a norrr.al healthy pc:::-:5on . 

S~lberner : It •~ not cl~a= how ~requenLly in.urers ~~essurc 
docto rs to sand their pa~ ie;.tS home che a~y of ~u=3ery 0~ 

t~~ 1ay ~ftec . :~~ br~aac cancer a~vocacy gro~ps .ay :hat 
following severa: newe otories thi s fa l l , chey received 
ca~!s complain:ng .bout short ~caya after r.1.:1~tecto~iez . buL 
~ot from anybody who had i~ happen to them. 

several &urgeons have to:d NPR chat they ' ve had :o 
convince i nsure=s when cney wanced ;o koep thei= pa~ i ents 
in the ho.!!pical ! e r. 11:(.).t"ft th.n one night. In mi ci - t.:nvemher , 
-:h~ na:ion' s HMO& p:edged r1:>t : o force women c. o leave tr.e­
hosoical ~! they do~ · t w.nc to have the procedure done on 
a n outpAtie:1t bas i s . !v"n with th.~ cornmitment , sever a l 
me~~~r~ of C~nare~~ pl,n to introduce legi6lat~on i ~qulri ng 
insurers to a llow at least a t~o-day &t.y, s cmaching t~ey 
did l~gt year for ne~ mothers . 

·r he ~onr.ecticut ~:: rgeor. . :>r Zarfus would like to see 
the :Oi:l pas,- . 

Za~fus : Unfort~nately. 1n r.~ , A n~y and age in t he United 
States , th0t•~ the o:\ly w11y t.u protect women \riho've jus t 
r, .. d .. i:>aby <W "'' n .... n woo, v• j \,Ult h..ad .:1 rnoetcctomy . Nos 1. 
hospital & in Lhi~ country, certa1nly und•r the con~trioted 
reimbursement that they have now, don ' t have the resource• 
to create such a wonderfu: program ~na~ Pr . Dooley doee . 
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Silberne1·; Cancc: .t 11.ve~.:.al.i a l.. And.r:ew SelnBr < sp} has 
followed the ou~p.t1ent magteetcrny ~seue closely~~ head cf 
:he connecc1c~t chapt~~ or t~e American canc~r Socie~y . He 
aoiye cong-reeeional mic~·o-n'Wlnaiement of what ' • i n ;.:i.surance 
pol1c1as may be hum;:11n~ h:it nnr. r,T-11ctii:-al . c i!'\e@ t h ere are 
t.boueands o! rea•~m:, rvz. liu11plt.ci1l ~taye . 

Andrew .Selner (C~nnectic~t :::!l!p:er. American Cance~ 
Society}: I really !eel that the l•gielature 's t ime is 
better used ~t A high--~ l~v--1 , looking in genera l , ~~ 
m.anaged care compaul.~i:; a; :1; how .s:esponsi ve they are i:o c.ne 
needs of patients and ~emoer• and the health c a~e provijer , 
as opposed to explori ng every spec1h: medieAl §H:..:.a~!.nn . 

Si lbern~r : Li ke how long a woman ehou~ci be ~b~• to ~~&y ~n 
c.he ho::spitiil l af ter a breast reconstruccion or «.tldomi:1cl 
surgary or a heart bypaec. Hopkins ~urgeon W!lli~m Doo:ey 
says wha: · s really important is how goca tne care is and 
~ow satisfied the pa:ient is and t~ac'! hard tc legi~:ace, 
becAuse :t ' s h~rner t o measur• than jus t by days i n t h ~ 
:"losoital . 

- This i s Joanne Si:bcrner report ing . 

ff 1t # 

lit" TOH~. P>lGE,05 n 
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DRAFT 

~~~~;;;;~~ 
Mastectomy Length of Stay Should he Ra~ed on Shared Decision Making 

by Patient~ and J-'hyiicinns 

Issue: Press reports about maste,.;tomics pe,formcd 011 an outpatient basis have rc:,iseJ '-w11:t'-ms 
about the care provided to breast cancer patients in J/MOs and other network-based plans. 
1'hes11 anecdotes have resulted in legislative proposals to mandate that such plan.t prMide 
r.nvP.rngP..fnr n m;nimum inpntilmt hns11itnl Jtny fnr wnmm rP.r.P.ivlng a mf1.~tP.r.tnmy Sw•h 
proposals are based on assumprtuns rha1 ozapucient mascec10mles are rhe resulr of over(v 
aggressive c:fforls to nmtui11 cosls uncJ that they are always medic:ul/y w1sou11d 

Evidcnci? shows that many 011tpatient mm·tuclomiu.,· aru purJ;,rmud on womun with fu<.?-for-sC1n•ica 
r.mmmge, inr.ludingfee-jhr-.,·erv1ce Medu:are. Moreover. women enrolled in HMOs ure no more 
Itke(v Than women tnjee-for-sen,ice plans to have" mascecwmy on an outputiem basts. This 
pattern dcmonst1·ates that physicians ·· not /zeulth plans·- are deciding whet lier care should be 
provided in an inpatient or outpatfonl setting. 

.,·li(:h d1>d~·i,m.r re.flt>.r.t thP-fnr.t thnt there are different types nfmastectnrn1eJ1 and that research 
conducred ar respecred academic medical cenrcrs shows rhar outpatient mu.,·tectomies c:an 
produce beuer outcomes rhun inpalient cure/hr some wom1.m. LegisiJJLimt y.oveming t:linic:u/ 
practice fuils w luk.e iflllJ w.:r:uuflt lite vuryir1;: sevc11 ity vf breast cu11cer a11d the i111e11sitie~ of its 
treatment and will discourage treatments tailored w each parienr's individual needs and 
preferences. 

Wllh rhelr proven rrack record on rile early derecrion cf breast cancer, HMO.~ and ()(her nerwork­
/;uscJ plans have demonstrated their commitment to promoting women 's health and treating thi,f 
scriuus condition. AAHP and its mcmb,ir plam have proactively uJdrc.,·.~cd the is.,·uc of 
ma.ttectomy length of stay by issuing a stt1temenl rui11/im:ing the policy tlwt mt1sl<!Clumy length of 
st11y di>. r.i.tinn .thnuld hP. mndP. !1y th<! phy.nr:wn and Jlie patient and should he ha~ed on the hes/ 
available sctenr/flc triformarton and rhe unique characceristic:s of the patient. 

• Whether ~ wom:rn h~s :m ont.plltiP.nt malitectnmy is determined hy her physician -- not 
hy fhe type 01· inliuuncc !lhc has. F'cc-for-~ervice patienL(i, in both private plans and 
traditional Medicare, account for a large proporlion or ourpalienr mastecromies. 
Women in HMOs are no more Ukely rban women in YFS plans to have outpatient 
masttctomi~(i . 

1Lu111vco.:Lo111ie~ remove u11ly lite lu111ur 11ml ~u111e auja,;c11l br·el1:il li:1:Sue~, ~c1:,111c11lnl lll varlial 111a.sLco.:lu111ics 
remove the tumor und the lobe in which the tumor i~ growins; siinplc or total masttctomie11 remove the entire 
breast: mod1t1ed radical m;\stectnm1e~ remove the enure hrea.~t and Ule lymph node.~ under the ann: anct rat11c:i1 
111a.,tc.:L1,111i'"!i remove the breast, Ullderann lymph nodes, and prut of the underlying chest musdes. 
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+ At the national leve l, Hr:TA Tnc , a Br1ltimore research company specializing in health 
c~re, ~n~ly1.ec1 110,000 m:istr.r.tnmi<'s cove:rc>.d by Medic.are, the large majority of which 
were reimh11rsP..ct nn:, tPP.-tor-serv.ice basis, and found that 7.6% were perfonned on an 
outpatient basis. This analysis was pe.rtormed for the Wall Stre.et Journal. 

+ Data from the New Y orl: State Departrne-.nt of Health found that the majority of 
outpatient maste.c.tomie!> pe.rformed in 1995 were performed on Medicare fee-for-service 
beneficiaries. Of the 124 outpatient mastectomiei;: performed in New York State in 
1995, 72 were performed on women in Medicare fee-for-service and 19 were 
performed on women in HMOs. 

+ AAHP commissiom:d the MEDSTAT Group, a health care data analysis firm, to 
analyze outpatient mastectomy rates for privately insured women in 1993 and 199'1 . 
Rates were analy:zed for three types of mastectomy: (1) partial mastectomy with 
lymphadenectomy, (2) simple mastectomy, and (3) modified radical and radical 
mastectomy. All three health plan categories examined -- FFS, PPOs/Point of Service 
(POS), and HMOs/Other Capitated Plans -- ;,had fairly consistent rates of mastectomy 
procedures performed in the oulpatient setting." Based on a sample of 2.5 million 
individuals for each year, the only statistically significant differences were as follows: 

* For simple IDAstectomies, there was a statistically significant difference in outpatient 
procedure rates during 1993. FFS plans h.ad the highest rate of outpatient 
proce<lun:i; -- 26 % . PPO/l>OS plarn; had the lowest rate -- 11 % . HM Os were in 
between with 17 % of simple mai;tectomies performed in outpatient selliugs. 

* In 199'1 , the rate of modified radiC3l and radical mastectomies performed on an 
outpatient bar.is differed somewhat by type of pl:in. PPO/POS had the higheGt 
outpatient percentage (12%) and HMOs had the lowest outpatient percentuge (5 %). 
FFS plans were in between (9%). However, when 1993 und 1994 dntn were 
combined, there wus not n stntisticnlly significnnt difference in outpnticnt rotes by 

type of plnn . 

• The incidence of outpatient mastectomies in both nehvork-based and FFS plans 
reflects growing recognition that such an approach is appropriate in certain cases. At 
least five recent studies conducted at academic medical centers have shown tl1at 
outpatient mastectomieti on women who have met certain medical cr iteria indicating a 
low risk of complication result in equal or better medical outcomes and/or patient 
satisfaction than inpatient mastcctomic.'3. Creating unfounded concerns about 
outpatient mastectomy could actually hann women by causing them to avoid 
considering on alternative that can reduce infections and occelcrotc recovery. 

+ The Johns Hopkins Breast Center in Baltimore, which has gradually elimiruited ho:;pitnl 
~cays for ~ome women undergoing certain cypes of mascectomies, ruis found lower 
infection rates aod high levels of sati~faction among women. 
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+ A 1996 study of 525 women who underwent outpatient mastectomies at Henry Ford 
Hospital in Michigan reported accelerated physical recovery. earlier return to 
occup:ltinn:il activities , and numerous psychological advantages, such as control , 
indepen<lenc~. :inc1 strone family interactions. (ThP. AmP.rimn Su.rgP.nn , Feh. I 996; vol 
62) 

+ A 1~~5 study of r.n wnmP.n whn mv1P.rw~nr onrp:iti,mt p:1rti:1I m:istP.r.tnmiP.s w1th lymph 
node removal and 45 women who h:tc1 the surgr.ry nn :in inp:iticnr b:1s1s :it the New 
Jersey College ot' Medicine sh.owc-.t1 thllf the m1tp;itient group h;ic1 a lower r:itc of post­

opexative inte.clion and reported a high lr.vel of ~ti~far.tion . (TntP.rnn.t1on.nl Surgery, 
1995; vol 80) 

+ A 1994 study of 118 women who underwent outpc:1tient maste.ctomie.s at St. Peter 's 
Medical Center in New Jersey reported accelerated healing and recovery at home and a 
high level of satisfaction. (The American Surgeon, Dec. 1994; vol 60) 

+ A 1993 study of 221 women who underwent oulpatient mastectomies and partial 
mastectomies with lymph node remov:-il at the Comprehensive Breast Care Center in 
Florida found that the women experienced no serious complications, no readmissions, 
and high patient satisfaction. (Archives of Surgery, Oct. 1993; vol 128) 

• The occurrence of outpatient ma>;tel'tomil!S in both network-based and FFS plans also 
refle~ the divtirsity of cases and currently available treatment options. A clinical 
mandate for mastectomy length of stay will stifle f'urther medical innovation and 
discourage individualized treatment tailored to a patient's specific needs. 

+ Mactectomy refers to a spect111m of breast cancer treatments that ranges from 
lumpectomies which only remove the tumor to radical mastectomies which remove the 
breust, underarm lymph nodes, and part of the underlying chest muscles . Legislation 
governing clinical practice fails to take into account the varying !:everit.y of hreast 
cnncer and the intensities of its treatment and will discourage treatments tailored to each 
patient's individual needs and preferenceR. 

The past decode ho~ hrought us mun: effective medicines, sater anesthesia, expanded 
home core options, nnd improved surgical techniques . Even as the debate nver 
mastectomy care began, the Journal of the American Medical .1ssociation rf!portf!d in 
its December 11, 1996, i,fsue, a new mapping technique which allows physicians to 
dctcnninc the extent of the cancer while performing much less extensive surgery on 
many women than has been standard practice. Legislation that defme1, medical pracrice 
will eliminate incentives to further innovate an<l improve care. 

• Ne1work-hased health plan~ have heen at the forefront of encouragin~ prevention and 
early detection of cancer in women - activities tbat have made a significant contribution 
to a reduction in cuocer mortality . 
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+ Several srudies have documenu:u HMOs' succcs5 in early detection of breast cancer in 
women. The Cenrers for rn~a.~ Control and Preveruion (CDC) an<l tl1c National 
Center for Health St:1tic;tics found that women In HMOs an: more lilclv Lu obtain 
mammograms an£1 clinir~I hrea.c;t exams than women in old-styk foc-fur-~c, vii;e plan~. 
In fact , the .l'hysic1an l'llymenr Review Commission (PPRC) rt:(;t:Ully fuuml Lliat 62 % of 
women enrolled in Medir.;ire HMOs had mammo2{allls compan:d lO 39% iu lhc fee-for­
service sector. The gap he.tween HMOs arul FFS plans was l!Ieatt:sl am1111g luw iuw111c 
and African-Americ.an women, indicati(l2 tllat network-based plans may sigu.ifo.:autly 
improve access to m:1mmnerams amoni vulm:rable populations. 

+ In addition, the He.alth Cllre Financing AdministratJon (HCPA) showttl Hi.i t 12 uifferent 
types of cancer, inc.luding hrt'.ll~t cancer. arc diajnOse<l significantly t:arli~r iu Mc~fa:ar~ 
HMOs patients than in Medicllrc fee-for-service. 

+ HMOs have developed t!xpertisc in using :i Vllriet.y of outreach techniques designed to 
increase awareness of tht!ir cancer prevention llnrt screening services and encourace 
more women to receive appropriate bn·asr P.Yllms . For example. one plan uses a 
postcnrd reminder program to encour;ige womr.n to receive a free mammo~ram and a 
special streamlined referral program which allows women to go directly to a radiology 
center to receive their mammogram. Another plr1n 11se.c; :1n automated tracking and 
reminder system that ensures routing and repEW mammograms and facilitates follow-up 
oppointmentE: . 

+ Evidence suggests that this emphasis on prevention has cootri h11tec1 r.o reduced 
mortality. In November, 1996, The American Cancer Society announced that death 
rates from cancer declined for the first time. Breast cane.er mort:tlit.y rates declined 
6.3 % . This decline wns attributed to the "cumulative ellects of prevent ion. early 
detection, ond tre.itment." • 

• A lcey public policy issue rutl addn•,;sect hy the mll.~tectomy length or stay Issue b the 
failure of uninsured women And of II high 1m1rrnrtion of women in fee-tor-scn·kt plitus 
to receive appropriate brc1tst exam11 whkh r.an detect and trig1?cr trtatment or brcnst 
cnnccr nt on early stllge when it ii; more turahl11 anct treat11ble with Jes, extensive 

surgery. 

• AAHl' ,and its member lacolth plunic have been proactive in addressing thr. mllstectomy 
lenb'1h of ~tay is,uc and in assuring p:iticnt,i of the high qu11lity c:ire dr.livf'retl through 
hCAltb plans. 

I ln N<wcmbcr, 1996, AAHP's fioard of Directors issued a policy sf:itement on 
mastectomy: 

"ft i!I the policy of the American Associution of Health 1'1.lns thin the cleci~ion about 
whether outpatient or inpatient care best meets the nee.ds of ll woman undergoing removal 
{)r o brco.st shuuld be made by the woman' s physic.ian an~r r.nmmltation with the putient. 
Henlth plan!: do not und should not require outpat 1P.nf r..l\re for n~moval of a breust. As a 
matl"r of pr.ictice, physicians should mok.t' llll m~liical tr~atment decisions t,asoo on the 
be!lt available scientific information and lhP. 11ni<J11e characteristics of 1:ach patient."" 
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Not for rt!lt!aE:e until: 
November 14, 1996, 1:30 p.m. 

Press Relea,se 
Contact: Don Wl1ile 

202-778-3274 

Health Plans Should Nut Require Outpatient Mastectomy 
AAHP Takes Decisive Actiun Rt:gurding Hospira/ Stays 

W~hiuglon, D.C. -· Decisions about a hospital stay following mastectomy should be made by a 
wuman '!i physician in consultation with the patient hcrsr.l f, l!Ccording to a policy statement 
adoplt:d by the American Association of Health 'Plans Hoard of Directors. 

Public anention has recently been roe used on the question of whether or not mastectomio1: can or 
oucht to be performed on an oulpatient h:i~i~. Acrounts by prominent new!': orguniz.ation!: suggest 
that mastectomy patients are heini deniC'i t ov~might hospital i.1ays, even when a woman' :; 
physician believes hospitali1~1tion is lht'. best option for her. 

Defore making the policy announl'ement, AAHP canvassed member plans and fo und that the 
standard practice is for physiciiins and their patients to determine the beet care following 
mastectomy, inr.h ufing whether to slay in the hospital or return more quickly to their homes and 
familie.i.. 

Hecause ol the importance and sensitivity of the issue, and to lllleviou: the concerns of po ti cuts 
facing this difticull surgery, the AAHP Board of Directors decided to formally adopt this policy. 

"Our members believe it is time to speak out on this importont women's health issu~, aJ1d Lu ~cml 
a clear message about what constitutes good heulth plo.n practice, " said AAIJP Prcsidr!11L Karcu 
Isnagni. 

Today's annow1ccment reinforces the association's Philosophy of Care emphasizing lite 
importance of physicians and their patient.s making decisions obout the best care. 

The American Association of Health Plans (formerly GHAA/AMCRA) represents more lhau 
1000 HMOs, PPOs, and similar plans. AAHP's member componic:1 arc dedicated to a philu:suµhy 
of health care that puts the patient fi rst; together they care for mor~ lhun 100 million Amcricau:s 
nalionwide. 

### 

11 l'I ' f\vt•lll flil h S1n :1:I. NW • Suite WII • Wa~hi.J11{1Ull, IJ( ; 200 :111 • :.W:.!· 7711-:1:mll • l•AX: 211:l-:rll-74117 



Clinton Presidential Records 
Digital Records Marker 

This is not a presidential record. This is used as an administrative 
marker by the William J. Clinton Presidential Library Staff. 

This marker identifies the place of a tabbed divider. Given our 
digitization capabilities, we are sometimes unable to adequately 

scan such dividers. The title from the original document is 
indicated below. 

Divider Title: /3 ( ea~t Cao cu DeQth Ro f 6 ftt f ( 



• 

• 

• 

IO : OC T 12'96 1 LI : 29 No . 00 1 
OCT - 11-98 16,30 FROH, NCl ✓OCC 1 0 ,30 1402'18'1 6 PACE 

HHS W~[V7~~ '\_) ~ --

U . $ . 0("'"~T"-i;NT 0 " ><!:•11 .. T>i AN:) HUMAN S(/tVIC(;S 

FOR IMMEDIATE :RELEASE Contact: NCI Press Office 
Tuesday, May 7, 1996 (301) 496-6641 

NCI Reports Improvements in·.B~st Can~r Death Ratt 

The National Cancer Institute announce~ today that the breast cancer death rate in 

' Ar,,erican women continued to decline through 1993, a finding that suggests improved breast 

cancer management from ~ly detection to treatment is having a beneficial effect. 

Breast cancer mortality trends for white women in the United States have improved 

markedly in the 1990s compared 'With the 198Os. For blaclc women, increases in mortality persist, 

especially arnong older women. but the uverall increase has slowed s;gnjfica11tly. 

During the most recent 5-year period of available data, 1989 to 1993, the ag~adjusted 

breast cancer mom ..lity rate., fell approximately 6 percent ·in white women and rose about 

1 percent in black women. By comparison, from 1980 to 1989, rates increased 3 percent in white 

women and 16 percent in black women, according to data from the National Center for Health 
I 

Statistics. 

"These findings are good news, but not good enough," said !-,:HS Secretary 

Doruia E. ShaJaJa. fl The Clinton Administration will keep pursuing every opportunity for 

prevention, early detection and treatment, and an effective research agenda to fig.ht breast cancer." 

NCI Director Richard Klausner, M.D , siid "The data suggest the trend is ,tarting to 

move in a positive direction for Afiican-Americw women as ..,.-ell as white women. Rates have 

(more) 
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declined among younger black women, alchough they are Stilt higher than those of white women 

and are improving more slowly." 

• The overall rate in U.S. women has fa llen about 5 percent in recent years, dropyiog from 

27.S per 100,000 women in 1989 to 25.9 in 1993. This year. an estimated 44.300 women will die 

of the disease nationwide, but that estimate could prove to be too high if the trend con1inues. 

In both white and black women. the greatest improvements in mon ality during the recent 

s.year period were $een in younger age groups, but the changes were more modest in blacks than 

in whites of all ages. 

Among white women. death r!tes declined for all decades of age from 30 to 79 
years; 

Among black women. rates were down for all decades from J O to 69 years; 

F or women aged 30 to .:;9 y: ars. races dropped about 13 percent in whites and 
S percent in blacks; 

For women aged 40 to 49 years. rates dropped 9 percent in whites and 2 percent in 
blacks: 

For women aged 50 to 59 years, ra,e~ declined 9 percent in whites and less than 
I percent in blacks; 

For women 60 to 69 years old. rates dedincd 6 p~cent in whites and less than 
I percent in blacks: 

1 

For women 70 to 79 years old, rates increased 5 percent in blacks and decreased 
3 percent in whites: 

For women SO years and older. rates increased S percent in b!Rcks and 2 percent in 
whites. 

The median age at death fo r white breast cancer patients is 68 yeMs and for black breast 

cancer patients 62 yeMs . 

(more) 
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Experts believe the recent decline in breast cancer mortality is partly a result of 

mammography screening, which rapidly increased in the United States during the 1980s and 

resultoci"in a shift toward the detection of breast cancer at earlier, more curable stages. But they 

Say screening cannot explain all of the decline. 

"Such changes in mortality trends across a w:ide age range usually indicate improvements 
""· 

in medical interventions, and examination of stage-specific breast cancer incidence rates and 

survival rates suggests that both earlier detection and improved treatment are likely contributing 

to the recent declines in breast cancer monality,~ said Robert Tarone, Ph.D., of the National 

Cancer InstiMe's Biostatistics Branch . 

"Further study is required to determine the relative contriburion of early detection and 

improved treatment to the recent declines in breast cancer mortality," added Brenda K Edwards, 

Ph.D., director of NCI's Cancer Control Research Program. "Research is now under way to 

investigate the impact of adjuvant therapy on monality rates." 

Health authorities in the Unired Kingdoi:n have also reported a steep decline in the breast 

cancer death rate among women aged 55-69 during roughly the same time period. The mortality 

rate in this group dropped 12 percent from 1987 to 1994. This trend began at the same time as 

the introduction of the U.K breast screening program, but researchers there ha1r·e concluded that 

it occurred too soon to be entirely a result of screening. Instead, they attribute much of the 

decline to more effective t reatment, particularly the widespread adoption of tamoxifen therapy. 

These results add weight to the evidence for a similar beneficial effect of t reatment advances on 

breast cancer mortality in U.S. women . 

(more) 
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:Brea.st cancer mortality rates vary fairly widely amcmg racial and ethnic groups in the 

United St.ates. Hispanic, Chinese, Filipino, and Japanese women have annual rates at or belcrw 

15 per 100,000; while black. white, and Native Hawaiian women have rates above 25 per 

100,000. 

Edwards said the racial d_if.[erences in mortality razes depend on several factors including 

risk of developing breast cancer, access to screening and early detection, treatmc:nt and medical 

follow-up, and supportive care. NCI is investig~g differential risk factors, panems of care, and 

cli~c&.l e.nd biological prognostic factors for survival, she said, adding that ··understanding of 

these relations.hips is slill i.nc;vruplete." 

The continued increase in breast cancer mortality rates in older women extends a 

long-standing, increasing trend in breast cancer risk for women born from 1900 to l 920, Tarone 

said. Researchers believe the increasing monality rates; in this group reflect changes in various 

risk factors such as delayed childbearing early in the century. 

Less well-understoocJ is tlie declining m9rtality among women under age 40, who 

generally are no l screened. The trend in this group appears to reflect a rec~nt change in risk 

factors above and beyond the improvements due to m~ical interfention. 

HHS support for breast cancer research, prevention and treatment has increased from 

S27l million in 1993 to $476 million in 1996. Special programs in.elude: 

the National Cancer Jnsticute's comprehensive effort to identify the genetic and 
biologic.at h1t..~is of breast cancer, characterize patterns of risk in the population. 
and apply tho knowledge gained through basic research to more df ective 
prevention and treatment stra.tegie1; 

the Centers for Disease Control's National Breast and Cervical C.u1cer Early 
Detection program, which offers free or low-cost rna.mn1ography to uninsured or 
low-income women; 

(more) 
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the Food and Dmg Administration's quality standards for mammography $ervices; 
and 

the clinical practice guidelines on mammography issued l>y the Agency for Heal~h 
Care Policy and Research. 

In addition. HHS' Hcallh Care Fin~cing Administration helps pay for mammography for 

beneficiaries of the Medi~e pro.rm. In recent years, some 37 percent of wo10e11 beneficiaries 

have been making use of Medicare's trulmmography coverage. Ar. ongoing HHS eampai~ 

urgete.d especially at women over 6.5, aims at intreasing the use of the benefit to at least , 
60 percent b.y the year 2000. 

### 

The Cancer Information Service (CIS), a program of the National Cancer Institute. provides a 
nationwide telephone service for cancer patients and their families, the public, and health care 
professionals. CIS Information specialists have extensive training in providing up-to-date and 
understandable in.fo1rnation about c..nccr and cancer research. They can answer questions in 
English and Spanish and can SCJ1d free printed ma1crial. In addition, CIS offices serve specific 
geographic areas and have information about CJ.ncer-related services and resources in their region. 
The toJl.free number of the CIS is 1-800-4 -CANCER (l -800-422·6237). 

This document i~ available through ihc National. Cancer Institute's CancerF;u; and CancerNet 
services, and in the News Section of the NCI's PDQ database. To get the document from 
CancerFax, dial (301) 402-5874 from the handset on your fax: machine and follow the recorded 
instructions to receive the contents list. Individuals who have access to the Internet may acuss 
1he document on CancerNet, ihrough an electronic mail service oj via the NIH gopher. To get 
the Cancf'.rNet contents list from the e-mail service, send an e--nwl message that says ·hclp" in lhe 
body of the message to cancemet@icicc.nci.nih.gov. To get the documents from Cancc:rNet via 
the NilI gopher, point your gopher client to gopher.nib.gov and look for CancerNet under 
·Health and Clirucal Information. " To get the document from NCI'i PDQ database, access PDQ 
News on the National Library of Medicine's MEDLARS system or consult a medical librarian for 
assi~ance. Additional information on this and other research topics may be found on the homo 
page of the NCI's Intenuttional Cancer Information Center's World Wide Web server located at 
http://-wwwicic.nci.nih.gov . 

El/6 
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The attached MMWR article of Octoher 4, 1996 dc::scribes statistics about bn:ast cancer. T he 
third page of the nrticle includes: 

• R chort showing dra matic improvemen ts in dcRth rates from 1989 through 1992 
evtm while the number of cnscs of diagnosed breast cnncer increased; and , 

• an "editorinl note" which hric::0y summarizes the data and its implicntions. 

Highlights 

• The a11iclc says that hreast cancer incidence (i.e., the number of new cases) incn:ase<l 
from 1973 to 1992 "most likely (bt:caust: ofJ ... increased use or hreast cancer screening 
methods ... which enable earlier diagnosis of the disease." 

• The art icle savs that "the decreuse in breost cnnccr deaths during 1989 to 1992 may 
rc0cct...earlier diagnosis and improved treatment." The sooner breast cancer i~ 
diagnosed, the beller the:: odds of survival. 

• Ulack women are more likely to die of breast cancer than white women •· from 1988 to 
1992 death rntes fo r black women were I .2 ti mes the deflth rnt~s for white women. CDC 
staff thot this difference is prnbably rt:lated lo differences in access to screening and 
treatment. 

Funding in FY 1997 

Congress has appropm1tt:<l $ l 40 million fo r CDC breast and cervical concer screening progrnms 
in PY 1997, $ I 5 million more than the President rel1uestt:d . 
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833 Notional Breest Cancer Awareness 
Month - October 1996 

833 Breast Cancer Incidence 
end Mortality- United States. 
1992 

837 Suffocelions In Grein Bins -
. Minnesota, 1992-1996 

841 Oengue Fever at the U.S.-Mexico 
Border, 199&-1996 

MORBIDITY AND MORTAUlYWEEKLV REPORT 

National Breast Cancer Awareness Month- October 1996 

October is National Breast Cancer Awareness Month. Each year, CDC; other gov­
ernment agencies; and major nonprofit, national cancer organizations cosponsor 
this month, which is dedicated to Increasing awareness about the Importance of 
ea rly detection of breast cancer. Through the National Breast and Cervical Cancer 
Early Detection Program (NBCCEOP), CDC supports early detect ion of breast and 
cervical cancers through cooperative a greements w ith health departments In all 60 
states, the Oistrict of Columbia. jive t erritories, and 13 American Ind ian/ Alaskan 
Native organizations. 

Add itional Information about Breast Cancer Awareness Month and the 
NBCCEDP is availab le from CDC's Divis io n of Cancer Prevention and Control, 
National Center for Chronic Disease Prevention and Health Promotion, 
(770) 488-4751, and from the World Wide Web (http://www.cdc.gov/nccdphp/ 
dcpc/dcpchome.htm) . 

Breast Cancer Incidence and Mortal ity -
United States, 1992 

Breast cancer i~ the most commonly diagnosed nondermatolog ic cancer and the 
second 1eading <:ause of cam:er~la~ deal.ha among women in the United States 
( 7-3 ). In 199S, a total of 184,300 new cases of and 44,300 deaths from invasive breast 
cancer are projected among women (3 ). To assess trends in Incidence and d eath rates 
for breast cancer among U.S. women, CDC analyzed national incidence data frqm the 
National Cancer lnstitute's SurveiTiance, Epidemiology, and End Results (SEER) pro­
gram (2) and death-certificate data from CDC's Nation al Center for Health Statistics 
(NCHS) (4 ). This report presents incidence and death rates for breast cancer for 1992 
(the most recent year for which SEER data were available) and summarizes trends In 
these rates for 1973-1992. Overall, these find ings indicate that incidence rates for in­
vasive breast cancer increased among women during 1973-1987 and stabilized during 
1988-1992, while mortality rates rema ined stable du ring 1973-1988 and decreased 
during 1989-1992. 

The incidence rate of breast cancer in the United States is estimated by us ing 
aggregate data reported by the SEER program, which Includes a nonrandom sample 

• • - --- • ,_.,.._.,.,. , .,.. "e ucAtTu 11 1\Jl"'I ~1 IMAN f:.ERVICES / Public Health Service 
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-= of approximately 14% of 'ttle U.S. popu1a,ion (2,5 ). Baied On 1990 data from the Bu­
reau of the -Census, the demo9nlJ)hlc characteristics of persons included In SEER ls 
rep resentative of the total U.S.~putation for whites end biacks; in addition, persons 
includ~~ In SEER reflect tht pe4)tb4aiie of persons among the total US. population . 
living ~low the poverty JevaJ• am!1he perceDalge of adults who graduated from high 
school (5 ). However, a higher proportion of persons incfuded In SEER resided Tn urban 
areas (5 ). This analysis Includes all c:ases of invasive breast cancer Untemationsl 
Classification of Diseases, for 0Rcolo9y. codes C50.0-C60.9) reg istered In SEER. 
Annual Incidence rates were computed for 1973-1992, and race- and age-specific 
average annual Incidence nstee were computed for the combined years of 1988-1992. 

Decedents for which the undeTfying cause of death was breast cancer (/ntemstlonel 
Classi fication of Disease.$,, Adapted, Ninth Ri't'isfon, codes 174.~174.9) were Identi­
fied from public-use mornility dlb tapes {4). Annual death rates were computed for 
1973-1992, and race-specific average annual death rates by age and by state were 
computed for t he combined years of 1988-1992. 

Denominators for annual incidence and death rate calculations were de rived from 
U.S. census population estimates. Rates were directly standardized to the age dlstri· 
bution of the 1970 U.S. population using 5-year age groupings. Data are presented 
only for whites and blacks because numbers for other racial/ethn ic groups were too 
small for meaningful analysis. 

Breast Cancer Incidence 
In 1992, the overall age-adjusted incidence rate fo r breast cancer was 110.6 per 

100,000 women. The r~te for white woman ll 13.1) was higher than that for b lack 
women {10).0). 

Du ring 1973-1992, the overan incidence rate increased from 82.5 to 110.6: rates in­
creased steadily during 1973-1987, and stabilized during 1988- 1992 (Figure 1). During 
1988-1992, incidence rates increased directly with age until age 75-79 years for whites 
end age 80-84 yea rs for blacks (2 ); the rates for whites end blacks were sim il ar for 
women aged <45 years, but for women aged c!:45 years, the rate was higher for whites 
than for blacks. During 1973-1992, race-specific rates varied: for wh ite women, the 
age-adjusted rate increased 34% (from 84.3 to 113.1) end, for black women, increased 
47% (from 68.7 to 101.0) {2). 

Breast Cancer Mortality 
In 1992, a total of 43,063 U.S. women died from breast cancer. The death rate was 

26.2 per 100,000 women. 
During 1973-1992, the overall death rate varied; rates were stable during 1973-

1988, before decreasing during 1989-1992 (Figure 1). During 1988-1992, the overall 
ratio of black-to-white death rates was 1.2 (Table 1). Rates increased directly with age 

. (2 ). For women aged <70 years, the rate waa h igher for blacks than for wh ites; for 
women aged 270 years, the rate was higher for whites than for blacks. During this 
period, race-specific rates varied. During 1989-1992, the rate for white women de• 
creased 6% {from 27.5 to 26.0) and,, for black women, increased 3% (from "30.4 to 31 .2) 

• Poverty statistics are based on a definition originated by the Social s«urtty Admin,stra"ti.on 
in· 1964 that was subis.:~uently modclloo by fedar1l irateragencv:committees in 1969 and 1980 
and prescribed by the Office of Management and Budget as the $'\andard to be used by federal 
agencies for statistical purposes. 
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flGURE ··1. A.go QIICljusted lndchns:e and de.alb rates- for invulvo b reast can ce rt -
Unlted $mia.., 1D73-i91Z 
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• Per 100,000 women . Standarplzed to tho age distribution of the 1970 U.S. population. 
'Cases of invasive breast cancer (lntemarlonal Cfassificarlon of Diseases, for Oncology, codes 
CS0.0--CS0.9) were registered ln SEER. Oecedents for which the underlying causo of death was 
breaS1 cancer (fntemarional Classificatfon of Disease, Adapted, Ninth Revisfon, codes 174.0-
174.9) were Identified from public-use mortality data tape~ (4 '-

Source: National Cancer Institute·, . Surveillance, Epidemiology, and End Results program. 

(2 ). During 1988-1992, the state-specific age·isdjusted death rate ranged from 18.2 in 
Hawaii to 35.3 ln the District of Q)lumbla (Table 1 ). 
RcporttJd by: D,'v o f Cancer Prevention and Concrol, Narionaf Center for Chronic Disease Pre• 
venrion and Health Promotion, CDC. 
Editoria l Note; The findings in this report indicate that in.cidenca rates for breast can­
cer increased 34% during 1973-1992. The increase and later stabilization of incidence 
rates during th e 1980s is most likely related to increased use of breast cancer screen­
ing methods 16,-partlcufarly m•mmography end clinical breast examination, which 
enable earlier d iagnosis of the disease (3 ). 

The decrease in breast cancer d eath rates during 1989-1992 may reflect a combina­
tion of factors, including earlier diagnosis and Improved t reatment. For example, 
screening mammography a nd d fnical breast examination are effective methods for 
reducing breast cancer mortality among women aged ~SO years (7). Survival from 
breas.l cancer Increases when the disease Is d iagnosed at earlier stages, and from 
1974-1976 to 1986-1991, the survival rote for Invasive breast cancer increased sub• 
s ta nt ial ly (2 }. \ 

Diffe rences in the race-specific end state-specific incidence and death rates for 
breast cancer during 1973-1992 may reflect differences In factors such as socio­
economic status, access t o and delivery of medical care, and the prevalence of specific 
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IABLE 1. Numbar-oh:inths fro1T1hnws:teanee.-. and age,ad]usted death ratet, by state 
and racel-UnJted Surtes, 1988-i99Z 

No. dntht Rate 
Black-t o -white 

Stabl White tim:a Total Whfte Bleck Total ritio 

Alabama · 2A40 B71 !,118 2S.S1 J'15 25.2 . 1.3 
Aluka 158 -· 190 26..3 •• 23.6 •• 
Arizona '2.609 - .2,J07 24.B - 2,.0, •• ·~ 
At1canus ,.~e 294 1'72 22.91 30.3 23.81 1.3 
C11ifornia 18,702 1.1.78 21.121 26..9 n ., 28.01 1.2 
Colorado 2.169 .. 2,280 24.9 •• 24.7 •• 
Connectic:vt 2,897 181 J,089 26.7 30.0 26.9 1.1 
Delaware 693 •• 692 32.0 •• 32.6 •• 
District of Colvmbl. 197 509 712 29.3 38.0 35.31 1.3 
Florida 11,859 1,168 13,044 26.21 29.0 26.61 1.2 

. Georgie 3,419 ,.ne 4,541 24.31 ZJA 24.91 1. \ 
Hawaii 177 .. . 641 25.4 - ,a.21 .. 
ldaho 7 12 •• 717 25.0 •• 24.7 .. 
lllinol t ,,467 1,353 10,853 29.J' 32.8 29.51 1. 1 
Ind iana 4.513 365 ,..au 26.7 JJ.9 Z7.2 1.3 
Iowa 2,728 •• 2,758 26.5 .. 26.4 .. 
K11neu 2,078 •• Z,191 25.7 •• 25.8 •• 
Kentucky 2.823 231 3,062 25.4 33.0 25.8 1 .3 
Louisiana 2,324 1,046 3,.386 25.0 33.2 27.2 1.3 
M aine 1,110 .. 1,118 26.7 .. 28.7 .. 
Maryland 3. 188 859 4,073 28.0 32.0 28.6 1. 1 
Massachuiena 6. 110 201 U3S 30.1 31 .2 30.01 , .o 
Michigan 6.959 1,071 8,070 27.5 33.7 28.1 , .2 
Minnesota 3.686 •• 3,744 27. 1 .. 26.8 •• 

• Migsis,ippl 1.290 63 1 1.!122 22.7 27.8 24.21 1.2 
Missouri 4,271 449 4,734 26.1 .32.0 26.6 L2 
Montana 626 •• 646 24.8 .. 24.B . . 
Nebreska 1,431 .. 1M 3 26.9 •• 26.8 .. 
Nev .. da 803 - &61 26.7 - ·· 28.3 .. 
New Hampshire 1,021 •• U,2S 30.8 •• 30.7 .. 
NewJcr,ey 7, 474 B94 8,423 31.61 34.7 . 31 .61 ,., 
NewMe,dco 963 •• 1,000 24.11 •• 2,.6 .. 
New York 16.211 2.292 18,843 31 . 11 29.6 30.51 1.0 
North Carolina 4.307 1.160 6,518 25.3 30.5 26.3 1.2 
North Dakota 564 .. 575 27.3 .. 27.2 .. 
Ohio 9,404 987 10,409 28.3 32.2 28.8 1. 1 
Ok1ahom11 2.259 13' 2.461 24.9 24.7 2,.01 , .o 
Oregon 2.339 •• 2,389 25.7 .. 26., .. 
Pannsyl11anl11 12,081 1,089 13,200 29.2f 34.8 29.61 1.2 
Rhode Is land 1,103 •• 1,1'1 31 .6 .. 31.8 • • 
South Carolin. , .995 745 2,744 25.5 29.0 26.3 u 
South Dakota 606 •• 624 26.6 •• 26.S . . 
Tennessee 3,358 688 4 ,058 24.11 34.2 2S.4 1.4 
Texes 9,638 ,,,n 11,t OO 23.51 30.3 2,.01 1.3 
Utah 883 •• 887 23.J .. 23.2 •• 
Vermont 4 94 .. 454 28.0 •• 27.9 .. 
Virginia 4,035 ~3 6..D57 27.2 33.4 27.9 1.2 
Wuhingu,n 3,7 13 - J.J.St 27.1 •• 26.S •• 
Wut Vir9in~ 1,564 .. 1..a1 24.7 .. 24.9 •• 
Wtaconsin 4,312 1l0 4,455 27.3 33.1 2, ., 1.2 
Wyoming 320 •• J2' 25.9 .. 25.6 •• 
Tott! 189,638 23, 114 215,031 27.0 31.2 27.1 1.2 

• Decedents for which the unde rlying eeuca o f death wu breast cancer (International Cluslflcarion of 
Diseuu , Adapted, Nlnrh Revision, codas 174.0-174.&> wera identlfi~ fro m publlc-uaa monality data 
tape, (I). 

'Per 100,000 women. Adjusted to the ag. d istribution of the 1970 U.S. popularion. 

• INumbtrs for reclaVethnlc groups other th an bloclc and white were too liifflllll for mUl\lngful analysis. 
However. a ll t ota ls Include numbeB for other rae-. · 

fiT he d itfera nce between the state-specific ~t• and !'he ~ rrerponding U.S: re:tB Is atl'tisDc.ally eignifica nt 
(pS0.000?, i'onfwTToni-a~usted). . 

•• These data ware exclu ed because \he annual 919,age numb er c1f pera:,na in the denomln11tor was 
<75,000. . 

JI.If~ .), 
1/.J.~7 ; - : - 5 
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r1s1cs for' dlsaan '(1A,Bt.J=Dr example. women in minority populations ere less likely 
than white women to be 1Sa11Bned ior breast cancer (9 ). Although socioeconomic 
and rislc-f'Bctor dam were not analyzed in this rept,11,, 'the findings under~core the need 
for-further characterlmtlon of the burden of cancer for US. women in racial/ethnic, 
geo.9raphic, and other subgroups. 

Early detection and appropriate tmatment are essential to reducing the burden 
of breast cancer in the United Statas. CDC's National Breast and Cervical Cancer Early 
Detection P,ogram provldes ear1y detection screening and referra l services 
for cancers of the breast and ceNbc ~ng older women who have low incomes or 
ere uninsured. underinsured, or In~ racisVethnic minority. Additional efforts by this 
program and health-care professionals are needed tD ensure that every U.S. woman 
at risk for breast cancer receives breast cancer screening. prompt follow-up, and 
assurance that tests are conducted in accordance with current federal qual ity stand­
ards. 
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Suffocations Jn Grain Blns - Minnesota, 1992-1995 

Suffocation In flowing grain is the most common cause of death a ssociated with 
grain storage structure, in the United States ( 7,2 ): during 1985-1989, suffocation ac• 
counted for 49 gra in- and silage-handling-associated fata lities (3) . During 1992-1995, 
nine persons in Minnesota died in separate Incidents from asphyxiation after becom­
ing engulfed in flowing grain within a grain storage suucture (Figure 1). The Minne• 
sota Fatality Assessment end Control Evaluation .>rogram (FACE), a program . 
s ponsored by CDC's National Institute for Occupational Safety end Hea lth (NIOSH)• , 

• M innP.s:nu is one of 14 6lates (Alaska, CalHornia, Colorado, Indiana, Iowa, Kentucky. Maryland, 
· ·- - - .., \A/-," '""" ' ""' t h ~• 
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EXECUTIVE OFFICE OF THE PRESIDENT 
OFFICE OF MANAGEMENT AND BUDGET 

WASHINGTON. O.C. 20503 

October 24, 1996 

NOTE FOR THE DIRECTOR 

FROM : 

RE: 

Nancy-Ann Min NCvvv"\ 
Genetic Breast Cancer Funding Announcement--Call to Dr. Haro ld Varmus (NlH) 

(30 1) 496-2433 

Purpose of Call: To request that Dr. Varmus allocate an additional $7 million from his FY 1997 
budget for genetic research devoted to breast cancer, which-.. together with the approxirr.ately $3 
million in additional FY 1997 funding NIH is devoting to this item, and the $20 million DOD 
is will ing to devote to a joint effon--would represent a 50% increase in this initiative from FY 
19% This additional funding and joint DOD/NIH effort will be announced on Sunday, October 
27, in a Rose Garden event. 

Back~round: Kevin Thurm, Deputy Secretary at HHS, spoke with Dr . Varmus this morning. He 
was somewl1at defensive about the way he has chosen to allt'Cate the new funding. He did say 
tha t if N[I-1 were 10 receive up to an additional $30 million to spend on genetic bre'lst cancer 
research, they could find research grants of sufficient quality to justify awarding the funds 

For a number or years, DOD has received appropriations to be used for breast cancer research, 
although it has never requested this funding in its budget. In FY 1995, DOD received $150 
million for this purpose: in FY 1996, it received $75 million, and in the most recent budget, FY 
1997, DOD received $ I 12 million. This afternoon, Gordon Adams spoke with the Assistant 
Secretary for Hea lth Affairs, Steve Joseph, who was enthusiastic about genetic breast cancer 
research and interested in committing $20 million to a joint effort with NIH, assuming that NIH 
can come up with the other $ 10 million. They do not want to transfer the fund s to NIH, however; 
rather, they beli eve that thi s initiative should be modelled on another joint NIH-DOD research 
project at the National Cancer Institute . 

For a more detailed discussion of DOD's proposal, see the attached e-mai l from Gordon. Gordon 
believes that Dr. Joseph can make this commitment on behalf of DOD without your having to 
make a call to Secretary Perry. 

Your call to Dr. Varmus shou ld request that he come up with another $7 million, which he can 
easi ly do--either (I) out of his discretionary fund, to which Congress appropriated $ 16 million for 
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FY 1997, or (2) by transferring funds from other institutes, which the appropriations language 
gives him authority to do. 

Suggested Out line of Call 

• In FY 1996, NIH spent $61,93 1 on genetic breast cancer research. A major discovery of 
two genes that appear to be related to breast cancer--BRCA-1 and BRCA-2--was 
announced by NIH scientists this spring. 

The President wants to highlight what we are doing to build upon the discove1y of these 
two genes by devoting increased funding to additional research aimed at discovering other 
genetic links to breast cancer, as well as research to develop techniques to screen women 
for these genes and devise therapies for these particular forms of breast cancer. 

• Although NIH received an $830 million increase in FY 1997--$420 million more than the 
President' s FY 1997 request, which itself was $410 more than FY 1996 enacted--! 
understand from 0MB staff that you have allocated only about $3 million in new funding 
to genetic breast cancer research. This seems odd in view of ( l) the strong priority the 
President has placed on combatting breast cancer, and (2) the recent breakthroughs in 
genetic breast cancer research. 

[Note: The increase allocated for all breast cancer research at NIH is dispropo1tionately lower 
than the increase that NIH as a whole received (N1H received a 7% increase, while the amount 
allocated to breast cancer research only represents a 4% increase)]. 

I have convinced DOD to "donate" $20 million of the funds Congress appropriated to the 
Anny for breast cancer research to a joint effort with NTH directed at genetic breast 
cancer research . If you will come up with an additional $7 million ( on top of the $3 
million in new FY 1997 funds already allocated), that will give us the $30 million total we 
need for the President' s announcement. 

[Note: In the FY I 997 budget, Dr. Varmus received around $16 million in discretiona1y funds 
that he can use for research projects he deems worthy. He also has the ability to transfer up to 
I% of NI H's total budget ($ I 2. 7 billion) among the institutes, although this may require 
Congressional notification depending on how he goes about it]. 

cc: Jack Lew 
Gordon Adams 
Rebecca Culberson 
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Cancer Suryivoa Atf.on~lnc tho Pccaident's Announcement 

Jane Reese-Coulbourne of Alexandria, VA 

Jane Reese-Coulbourne, 42, is a breast cane« survivor f6r six years. She discovered a lump 
in her right breast durlna sclf-exarniaarion. Her cancer was in an advance stage and 
considered inoperable~ She joined the ,FLAC clinical trial at the National Caacer Institute 
where she has received all of her tmatmema. She went through eight rounds of chemotherapy, 
eight weeks of railiation and four and a half years of tamoxifon fn"atrneirts. A chemical 
qincer, Ms. R.ccl&-Coulboume la now a full-timo breast cancer advocate, acrving u 
executive vice presidemt of tbc National ~reut Otncer Coalition, repracntin&'over 3SO 

. member organintiona involved with breast caaccr. She bas testified before Congress on such 
. · i.uuca u the Dcpartmeat of De!cme breast rasearch program mid ~ealth care reform. She is a 

member of the ltCClring QOmmltt.cc of .the National Action Plan on Breast Cancer. 

Dorothy Bankhead of Fort Wa,hln&fOn, MD 

Dorothy Baakbctd, 72, mired U.S. Navy ciYilian. worker and realtor, is a breast cancer 
IUt'Yivor for 19 yoars. A lump wu detected .in h« left breast during a regular checkup. 
Following the checkup, a biopsy wu pmformed aad bar tumor wu diagnosed u cancer. Her 
surgery was pezformed at the National Institutea of Health. She has been recovering very well 
through the yean aad is now a part-time student at the University of Maryland. ·she is the 
mother of one son and arandmother of four. · 

Patrick Garbe of Falrtleld Connecticut . 

Patrick Garbe, 37, is a cancer survivor of 16 years. He is a legal assistant with the law firm 
of Shearman & Sterling. He was dla&nosed in 1980 with a rare soft tissue tumor 
(paraganglioma-a tumor on the nerve system) which was removed suc:ussfully. Over then¢ 
few yean, Mr. Garbe found tumors in different areas of his body - the pelvis, cervical 
vertabra., .and throat. All weze slow growing tum.ors. Since 1993, he has Qeen in remission 
and in good health. Mr. Oarbc is an adv~te for in~ing fun.ding for ali cancers. 

Olda Mondragon of Baltimore, MD 

Olda Mondragon, S4, the mother of one daughter, is a breast cancer survivor of three years. 
She was treated at Johns Hopkins Hospital in Baltimore after a mammography detected a 
lump in her left brcut. She ~a a mastectomy and has been recovering very well. Ms. 
Mondragon said that the cancer changed her life and now she is dedicated to teaching others 
about · cancer. As a member of The Center of the Hispanic Commwuty in Baltimore, Ms. 
Mondragon teaches others about the import;ancc of early detection and mammograms. 

Erin Schralbman or RockviUe, MD 

Erin Schraibman, 9, is a seven-year cancer survivor. She was diagnosed with acute lymphatic 
leukemia (known as childhood leukemia) at 2 and a half years old and has been in remission 
more than six and a half years. Erin is doing well and is very athletic. She is a fourth-grader 
at Ritchie Park Elementary School. 

-30-30-30-
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Clinton Admjpl•n:ttiait· Canccr-Bela"fed Initiative, 

Since taking office, the Clinton Administration has devoted increased resources to the 
prevention. detection., and treatment of cancer. The following are examples of new initiatives 
launched by the Administration to reduce cancer rates and increase cancer survival in this country: 

• Developed a Nadonal Action Plan on Breut Cancer. The Clinton Administration 
118:,9 established a National Action Plan on Breast Cancer (NAPBC), which supports 
innovative research and outreach projects on breast cancer, with a special emphasis on 
the development of public-private partncrahips. On October 27,_ 1996, President 
Clinton announced the new NAPBC web site, coordinalccl by the Department of 

• 

• 

• 

, Health and Human Services, in partncrlhip with the private sector. The web site 
provides answen to frequently uked questions about breast cancer, information on 
breast c:a.ocer clinical trials and research. breast c:ancer organi7.ations and advOC8C)' 
groups, educational conf~ and mectiogl, publications, and other resources. 

Created the omce of Caneer Survtvonhlp. Recognizing the need for rese.arch into 
the physical, psychological, and economic well-being of the growing number of cancer 
survivors, on October 27, 1996, President Clinton. unveiled the new Office of Cancer 
Survivorship at the National Cancer Institute. The Office of Cancer Survivonhip will 
support research covering the range of issues facing survivors of cancer, including: 
long term me.dical and psychological effects; factors that predispose survivors to 
second malignancies; reproductive problems following cancer treatment; and their 
unique insurance and employment issues. 

Increased spending on cancer by $400 mllllon. In FY 1997, the National Cancer 
Institute was funded at $2.38 billion, a $400 million increase over FY 1993. Since the 
Clinton Administration has tabn office, funding for breast cancer research, prevention 
and treatment has increased by more than 95 percent in HHS alone, from about $276 
million in FY 1993 to an estimated $S41 million .in FY 1997. 

Accelerated approval of and expanded accw to cancer drugs. Th.e Food and Drug 
Administration (FDA) has taken several steps to speed approval of cancer drugs and 
provide patients access to promisin& therapies not yet approved. -For example, the 
FDA is using tumor shrinka&o as a "surroaate marker" for effectiveness, cutting years 
off drug development time and months off of FDA review. This year the FDA 
approved topotecan. the first member of a promising new class of anti-tumor drugs 
that provides new hope to 6varian cancer patients and others. The FDA has given 
patients more of a voice in the drug review process.. by placing patient representatives 
on all cancer drug advisory committees. FDA is also working with other countries 
and manufacturers to make promising drugs approved in other countries available to 
patients in the United States. 

•· Launched the Medicare mammoeraphy campai&n, The Clinton Administration has 
made it a priority to educate older women about the importance of detecting breast 
cancer early and to inform them about Medicare coverage·of mammography services. 
Both the President and the First Lady have appeared in TV public service 
announcements encouraging older women to get mammography screenings. 
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Worked to eii1ure·quallty mammo1niphy.facil1tfea. In March 1996, the··FDA piopo.sea - -
regulations to implement the Mammography Quality Standards Act (MQSA). The rules will 
ensure that the roughly 10,000 mammography facilities nationwide accredited by tho FDA 
meet hi&h quality standards for equipment and personnel. 

Proposed expaDdlna Medicare coveraae for mammograms. In his balanced budget 
proposal, President Clinton proposes to expand Medicare coverage to include: annual 
mammograms for beneficiaries age SO and over with no copayment or deductible 
requirement; and procedures for early detection of colorectal screening. 

Launched National Breut and Cervical Cancer Early Detection Program. The 
Centers for Diseue Control's (CDC) National Breast and Cervical Cancer Early 
Detection Pro&ram offers free or low-cost marnrn1'graphy screening to uninsured, low­
income, elderly, and minority women. The program, which has been opcratina in an 
increasing number of ltltcs over the put six years, has provided sc.recniag tests to 
almost one million medically undcrscrvcd women. In October, 1996, the program 
went nationwide, with funding for all SO states. 

•~ 

Adapted ima1in1 tedmologie, from the defenn, apace ud intelligence 
commW1itia to detect cancer ·and other dlleua earlier and with creater 
accuracy. The Department of Health and Human Services has been working with the 
Departments of Defense, the CIA, NASA. and other public and private entities to 
explore ways in which imaging technologies from other fields may be applied to the 
early detection of breast cancer. 

Signed the Kassebaum-Kennedy Jeeislatlon into law, endlna: pre-existing condition 
exchulona. As a result of this legislation, no American will live in fear of losin& their 
coverage just because they have a pre-existing condition. This legislation is 
particularly helpful for the millions of cancer victims who will no longer face the 
dilemma of hesitating to go to a new and better job for fear of losing their health 
insurance. 

• 

• Protected children. from tobacco. President Clinton announced in August 1996, 
measures to eliminate ~y access to tobacco products by childrcll and to restrict 
advertising that makes tobacco appealing to kids. More Americans die every year 
from smoking related diseases than from AIDS, car accidents, murders, and suicides 
combined. Each day, almost 3,000 children start amokina and nearly 1,000 of them 
die earlier as a result. Tobacco use is responsible for over 30 percent of American 
cancer deaths and over 90 percent of lung cancer (NIH report: President's Cancer 
Panel, Report of the Chainnan, Sept. 1996). 

-30-30-30-
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EXECUTIVE OFFICE OF THE PRESIDENT 
OFFICE OF MANAGEMENT AND BUDGET 

WASHINGTON. D.C. 20503 

October 15, I 996 

NOTE FOR DON BAER 

FROM: Nancy-Ann Min 

RE Ideas for Possible Breast Cancer Event 

l wanted to give you a preliminary response to your request for ideas that we could pursue 
for a possible event highlighting the Administration's commitment to breast cancer 
research, screening, etc. There are a couple of directions we could go: ( 1) emphasizing 
breakthroughs in research about breast cancer's genetic links at NIH; and/or (2) emphasizing the 
increased funding that has been provided for screening mammography through CDC and its 
import ance lo the trend of reduced breast cancer mo11ality. I've sketched out each of these 
<1lternatives briefly below: 

Research--l' ve spoken with Dr. Francis Collins, director of the Human Genome Project at 
NIH, and with Dr. Al R<1bso11, deputy director of the National Cancer Institute there. 
Unfortunately, there have not been any new breast cancer genes discovered since th<.: 
announcement last summer of BRCA-1 and BRCA-2. (There was a discovery in the past month 
of a specific mutation that appears to suggest a genetic link between breast cancer and people 
who are of Ashkenazi Jewish descent, but the news has already appeared fairly widely and it is 
difficult to envision how we could appropriately stage an event or announcement around it). 

Although it does not relate solely to breast cancer, there is some exciting research about to 
be publi shed ( embargoed until Thursday, October 24) that hits all of our themes: technology, 
bridge to the future, possible cures for life-threatening diseases, we're doing things with our 
genetic research that only 2-3 years ago, scientists were laughing at (Dr. Collins said this was true 
with respect even to the discovery of a genetic link with breast cancer, which no one believed a 
few years ago) . The Human Genome Project is about to announce that it has completed a 
"genetic map" that shows the location of 16,334 genes that are most likely to be involved in 
causing diseases. Dr. Collins said that this "genetic map" has been long awaited in the scientific 
community, and is of major significance in helping researchers find the next breast cancer gene or 
prostate cancer gene. When I asked him to give me some idea of how significant this discovery is, 
he said that while in the past, the discovery of a gene 's location has taken up to 15 years, with the 
new "genetic map", the amount of time a researcher cou ld expect to spend would be reduced to 
2-3 yea rs, and perhaps as little as I year for some diseases. 
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Dr. Col lins says that the other significant aspect of this announcement is that NIH plans to 
pu t the "genetic map" on the Internet. He has a demo that he could show us: from his 
description, it sounds like a great visual. 

If you're interested in this, l will follow up with Dr. Collins to get a better description of 
the importance of the "genetic map" and what it can do for the average American. From what l 
have hea rd so far, it sounds like we could use it to highlight what we've already done and that 
we' re on the verge of some very big things: .e...g,,, N1H has received the largest dollar increase 
over 4 years in its hi story; it has used these funds for critical biomedical research that has great 
potential to save lives; the research is paying off, as we saw last year with the historic discovery of 
two of the genes that cause breast cancer; now we are building a bridge to the fu ture with a 
"genetic map" that will be accessible to all researchers on the Internet, and will allow them t.o 
identify genetic links that can help find cures for breast cancer and other di seases) . You get the 
picture . 

Screening/Reducing Breast Cancer Deaths--Here the emphasis would be on the 
increased fundi ng that has been provided to CDC for comprehensive breast and cervical 
cancer screening since we took office in 1994. I' m still filling i,~ some facts and 
figures, but the basic story would go something like this: This Administration is spending some 
$140 mill ion fo r CDC breast and cervical cancer screening programs in FY 1997 (more than an 
80% increase since FY 1993). When we took office, the CDC Breast and Cervical Cancer Early 
Detection Program (which offers free or low-cost mammography to low-inc:ome or uninsured 
women) w<1s not avai lable nationwide. (I' m getting the information on Tuesday AM about which 
states got the funding and which states didn't). As of FY 1996, we implemented this screening 
program in iil l 50 stat es. Breast cancer screening rates are the highest in history. And thi s is 
import ant because screening and early detection saves women 's lives. To make this case, you 
could link our spending on screening to the National Cancer Institute's (NCl's) announcement in 
May 1996 that the breast cancer death rate continued to decline through 1993, which the NCl 
attributed predominantly to increases in screening. NCI found that the breast cancer mortality 
rate declined by 5% over l 989-1993, which represents the largest short-term decline in 40 years. 
(A nd for the first time, the data indicated that the trend is sta11ing to move in a positive direction 
fo r Afri can American women as well as white women). 

Unfort un~tely, the most recent data NCI can give me about breast cancer mortality rates is 
for 1993 . Therefore, if you decide to use this, we will need to emphasize the points about the 
increased funding for nationwide screening and simply state that the NCI results confirm the 
impo11ance of this commitment to screening. You could also link this initiative with the First 
Lady's campaign to ensure that Medicare-eligible women take advantage of the mammography 
benefit, and the proposal in the President's balanced budget plan to remove the co-pays fo r 
mammograms for Medicare beneficiaries . 

I' m campaigning in Tennessee from Tuesday afternoon through the weekend. lfyou want 
10 pursue eit her of these ideas, or have something new that you 'd like me to follow up on, please 
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let me know as early as possible Tuesday. Of course, if you have time, you cou ld call Dr. 
Prancis Collins at NIH yourself. His numbers are (301) 496-0844 (National Center for Human 
Genome Research); or (301) 468-5672 (home) 
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Record Type: Record 

To: Nancy A. Min/OMB/EOP, Sarah A. Bianchi/OMB/EOP 

cc: Barry T. Clendcn,n/OMB/EOP 
Sub1ect : Breast Cancer -- NIH Information 

The short story is that one could talk about three things: 

1) CDC and NIH funding going up; 
2) breast cancer mortality going down through 1993, and projected by the Cancer Society to drop 
in the future, and screen ing catching more women with cancers ea rlier on (and therefore with better 
survival rates); and 

3) 3 genes found to date, wh ich account for most of the port ion of breast cancer that is known to 
be caused by heriditary fac to rs (which is about 10% -- though on such a large base, this is a lot of 
women) . 

It is not clear if this is 'enol•gh' for wha t some may have in mind; much may depend on hew 
immediate #3 can be made for people. Details fol!ow: 

I spoke with .t>.I Rabson of the Cancer Institute (Deputy Director, and Ruth Kirschstein's husuand) 
He laid out s;milar mortality statist ics as CDC had given us earlier (and we included in the package 
on Wednesday. I'll ship it over to you now. 

I spoke at length with Frances Collins. He is a renowned expert in breast cancer research, and now 
the head of the Human Genom2 cen ter. He said that when the President visited the campus within 
the last year, he had an opportunity to discuss some of the genetic basis of breast cancer i~sues 
with him . 

Collins believed that a case can be made that we are making great progress in breast cancer 
research, and that more will be coming soon. 

His argument was to say that until 6 years ago, the idea that there was a heredita ry basis for some 
cancer was laughed at by many, and that within these 6 short years we have gone from laughing 
about it to having found 3 genes (BRCA-1, BRCA-2, and A TM) and having genetic tes ts availr1ble to 
some women for the firs t two genes found (BRCA-1 and BRCA-2). 

While the only place those genetic tests are available are through 20 research protocols at NIH 
grantees around the US, that is still a great step forward . Further, the lab that developed the test 
for the drugs (Myriad, of Utah) apparently plans to make the test available to physicians who want 
to test their patients w ithin the next few months. 

Collins said that r ight now, we don't know exactly how many of the women who test positive for 
the genetic predisposition for breast cancer will get it, but expects to know with in the next three 
months. Right now, the best he could say is that with a positive BRCA-1 test, one might have an 
85% chance of developing breast cancer. The concern w ith that statistic is that the sample they 
are taking it from is known to be a biased sample. NIH has done epidemiological work and is now 
crunching the numbers on a study of 5,000 women that they believe will give a better (and he 
figures lower) number of the chances of a woman developing breast cancer when they have a 
positive genetic test . 
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Here is a table showing PHS discretionary spending on 
breast cancer in FY 1993 and FY 1997. (You had asked 
for the FY 1997 analog to the budget nu1nbers on page 4 
of the NCI press release that we sent you last week, and 
again on Monday.) Note that CDC funding is listed as 
$81 million in FY 1997; while Congress appropriated 
$140 million for breast and cervical cancer screening in 
FY 1997, CDC estitnates that $81 million of this will be 
spent on breast cancer alone . 

CDC tells us that in FY 1993 18 states received 
comprehensive breast and cervical cancer grants; so1nc 
other States also received smaller, "capacity building" 
grants which did not fund all aspects of the prevention 
pro grain. Now all States receive grants for 
comprehensive programs. 

October 15, 1996 
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NIH 
CDC 
FDA 

IHS 

ID: OCT 15'96 15:52 No.006 P.02 

PHS Breast Cancer Funding 
(budget authority in 1nillions) 

FY 1993 FY 1997 

229 420 * 

·43 81 
3 26 ** 
1 3 *** 

AHCPR I ** 

Total 276 531 

* HHS estimate. The Buget requested $410 

million. 

* * 0MB Estimate. Figures from Budget , 
which closely 111atches the appropriation. 

*** 0MB estimate based on House and 
Senate con11nittee reports . 
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Record Type: Record 

To: Sarah A. Bianchi/OMB/EOP 

cc: Richard J. Turrnan/OMB/EOP 
Subject: numbers you requested 

Spending on breast cancer research in FY 93: 

NIH - $229 million 
DOD - $207 million 

Let me know if you anything else. Thanks . 

10/02/96 06:31 :41 PM 
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BREAST CANCER GENES 

Dioqov•ry of BRCA1 ap4 8RC1 2 GfDtl f nr RrA~~.n.~~ 

o Promi3ing new~ oame lato in 1994 whQn a tQam of 
investigators at the University of Utah , Myriad Genet ics and 
the NIH identified a brc a~t cancer su£CQptibility gene 
(BRCAl) that may account for 5-10 percent of the breast 
cancers dia9no$ed each year . 

o The discov~.cy u r a second , entirely dift:erent breo.s t can ocr 
susceptibility gene, (BRCA2), has helped us understand even 
more about the genetics of 1J1-~ct::.t cc':lncer . 

0 In addi~ion, researchers have recently discovcc~u u 
particular variant of the BRCA 1 susceptibility gene in 
Jewish women o! Eastern European descent.. While only ~-10 
percent of all breast cancers are the result of an inherited 
anomaly , these findings hold promise for the development o! 
new prevention and treatment strategies . 

o In famil i es were women inherit the altered gene, they have 
up to a 90 percent lifetime risk of developing breast 
cancer. Researchers estimate that mor e than half of these 
women wil l be diagnosed wi th breast cancer by age so , and 
mnra than 85 percent wi ll have a diagnosis of breast caner 
by age 70 , 

WHAT THE DEPARTMENT IS DOI~~ 

o Followi ng the discoveries of BRCAl and BRCA 2, the NIH began 
n nwnbor of ctudies that will furthGr identify t h P- BRCAl ann 
BRCA2 genes in the popu l ation. Currently, of the $420 
million the NIH spends on broact cancer ro~Garc h, 
approximately $10 mil lion will be spent on re5earch related 
to ~RCAl and BRCA2, 

0 This NIH spongored ~~::.t:4:t·cll will l'll': lp us bettei.- determine 
the role ot BRCAl and BRCA2 i n breast cancer . These studies 
will allow us t:o move rapid.ly toward our godl u.C .i.t.ltwtirying 
high-risk women and helping them to prevent brea~t cancer 
before it strikes. 
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o As indicated above, w~ alre~dy havQ findingo that s uggest 
the BRCAl may be more common in the Ashkenazi J ewi sh 
population th~n in the genoral population. 

o In OnQ su~h study, NIH scientiots are working c l o&~ly with 
Jewish community leaders to conduct a follow-up study of a 
sample of 3,000 to 5,000 people from th~ As hkenazi Jewish 
population in the Washington, o.c. area. Jewish community 
lQade~s aro 6asistin9 to dev~lu~ ~ducational materials, 
contact members of the Jewish community and inform 
participants and the Jewil>b community abou~ the findings. 

o Individual rc6ult~ will not be revealed to participants in 
this phase of the study. However, genetic testing and 
coun~eling will be available once more is known about the 
effects of this particular gene. (At the present t i me, 
sever~! gene tests are being offered in research studies 
only as a way to help track patient's progress during cancer 
treatment. However, no genetic tests are currently 
&V&ilable for determining risk of breast cancer in the 
general population.) 

0 In another study, the National Cancer Institut e and the 
National Center for Human Genome Research ~r.P. examining 
whether an "alteration" in BRCAl is associated with breast 
cancer risk in lofrican America f;\m il.i.1i?s having inul.tiplc 
individuals with breast cancer. 

o Once these and other studies are complete, discussi ons must 
take place withi n t.he OQpart~ent, other govcrntnent agenc ies 
and the scientific community about how results of these 
studi•~ can be used to reduoc the i ncidents of brea~L cdncer 
in the United States and beyond. 
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T Health Division * 
Office of Management and Budget 
Executive Office of the President 

Washington, DC 20503 

~ 
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October 29, 1996 
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~<o\-v½ovl'--

Please route to: 

Subject: 

From: 

Nancy-Ann Min 

FYI--New York Times article on 
BRCAI 

Vikki Wachino l/):J 

Decision needed 
Please sign 
Per your request 
Please comment 
For your infonnation ___x__ 

With infonnational copies for : 
BC, RT, HPS Chron 

\Ph: 202/395-4926 
Fu: 202/395-3910 
Room: 17026 

FYI, here is a copy of a Tuesday New York Times article on the difficulties researchers 
are having understanding how the BRCAl gene works. I thought it would be of interest, given 
the recent focus on breast cancer genetics. 
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Discovery of Breast Cancer Gene 
Produces Clues but No Answers 

ly GINA KOLATA 

DALI.AS 

J
UST two years ago, a tum ol 
sdfnttsu won a fevered raa 
to llnd an tluslve &tnt tlw 
causes ~ast cancer in 

womm who Inherit IL And rtMarc:b­
trs hop«!, will! bated brtath, lllat It 
m~ght be the answer to breut ean• 
cer. 

But sdtnce Is rarely IO nut and 
slmplt. and the ,..,., _,, u 
BRCAJ, lor breast canttr I, bas 
turned out to be an tnJamL 

To hav,, any chance ol corrtctln1 
the damage done by the mutated ,.ne. S<:ltntllU need to llncl out Whal 
the ordln&ty ver>loo ol the lfflO Is 
mun1 to do In tho cell So far they 
iu- that the ,_ dlrt<ts c.Us to 
mal<o a prcttin that Is apparenUy 
needed to prevtnt a IOrt of wild 
prolUeratlon. Women who IJ\Mrit a 
chanaed, or mullted, form of the 
&fflt hav,, u mudl u • 90 perctnl 
dwlce ol dev<lopin& breut canc,r 
and u much u a to percent chanc, 
of deYelopln& ovarian cana-r. Be­
yond lllat nidlmmtary understand· 
Ing, howev,r, Ignorance rela,,s. 

At a rea-nt meetln& or breast can• 
cu researchers. sponsored by the 
University ol Te.as Soulll•.,.~m 
Medical Ctnter In Dallas and the 
Suwi G. Komen Foundation, all the 
uciteme-ru and uncertainty of the 
chase were apparent •• adtnUsts 
uchan&ed noces. hopin& to catch a 
.,.. ..:tnt that would lead them out 
ol the lmpu ... 

Despite all the powerllll tools of 
molecular blolotY, It wu clear that 
hunches and an11o&les alJ<l had lead• 
Ing rotes In the attacks betna planned 
on the BRCAI &tne, 

But It wu abo dtar that some 

Researchers are 
galvanized but 
bewildered. 

order was emerstna above the conlu• 
slon ol BRCAJ research. Some 
aroups are llndln& a slteln ol lnter­
actinc pnMelns Inside human cells 
lllat lncllldos the BRCA I prcttln. 
which Is 1he prcteln made from the 
BRCAI gene. If any of those prctolns 
ls disrupced. a cell can tum cancer• 
ous. the researchers propose. M­
other aroup believes the na1ur1I role 
ol BRCAI, In Its norm•L unmutated 
form, ls to act u a brake on the cell's 
growth. ThtH xientisu have 1uch 
confidence In this Idea that they have 

( l&Jven lhe normal lorm o1 BRCAI 10 
patients to put brues on prollferat• 
Ill& tumor eells. 

And It was dear that many of 
lbeSt actentlsts are keenly aware 
that the hl&h tech, ghuy molecular 
biok>ay studies that sometimes setm 
to be an end In 1hemselvts are ultJ. 
mately aimed at rel-& rtal hu­
man suffertnc. 

.. ,n my book a, In.st. breast can,. 
cer research Is not a job. ti's a mJs.. 
ston." U .ld Dr. Edlsoo Liu, the dlrec, 
1or ol lhe division or cllnlcal scltnet 
ll the Nlllonll Caneer Institute. 

Llvln& cells ha"" complicated &e­
netic pn,crams clesl&ned to lmure 

l
thal they divide wl>tn needed but 
dmroy thems,lves for the body's I good If they are 1,nellcally dam• 
aged. 11 11 whtn the aen<o In this 
control proaram I.Mm.selves bttorne 
damaged thal aberran1 cells &tt the 
cttanct t0 enter tan«rws aro--"lh.. 

Many IO<alled canc,r &OMS hav,, 
turned out to be mutated or ddecUve 
versions of the &tnes In the cell's 
growth con1rol Pl"OCtam. Bue even 
will! lhlt Itron& clue, It Is hard to 
r,...re out what a newly dltcovered 
, .... like BRCAI ii meant to clo. In 
fact, tnltlll hypotlleses have proved 
tobe wronc, 

So how dO 1<:len1ls11 f lsure OUI 
what a myscery gene. like BRCAI. 
does? Dr. Frlnlt J . Rauscher :kl, the 
uuberant son and namfWe of a 
W'f'U..known cana.r rese-archf'r and 
former head ol lhe American Cancer 
Society, said the usual awroach was 
10 reason by analogy. 

First. said Or. Rauscher. who Is a 

A Framework for a Mystery 
tn tlri,ng abo<Jl how the BACA I o- night act to p,Odue:e cancer, 
sclent,sa 11>e0rile 11\at u,e BACA t p,o4e,n ~ encodes (I) moght erter 
tne nucleus (2) 10 torm a~• (3) w.n one 01 bolh of lwO -
p,--. BAAOt and 8AP I In its normal torm, such a~• 
m!Qhl act as a SW!leh IOf tile ONA mecharlsms to, eel CIMs,on (◄). 
p,eventing the ab<IOfmat p,011re<at,on o r cells. 

molecular biologist II lllt WISUt ln­
lUlUIO In Philaddplla. virtually ... 
ery sdtnust swdYln& BRCAI tou&hl 
out poutble slmli.r1tles with &tfttS 
of known func11on. Unfortunately, 
BRCAI setmed IOlally novel. 

"By l .nd la,ae. It WIS I bll black 
bo1<," Dr. Rauscher said. And so. he 
conll.l'Ned. •·mos:1 1tud,es ate de-­
scriptlvt." Samtists' lltJll mo,~ Is 10 
llnd out -~ In the cell the BRCAI 
protein II ICllvt. II It II in the nu­
cleus, for example, where the genetic 
material nestles, the prcteln's role 
mlahl be to switch other &tnes on or 
oft Researchers are a1J<l scnillnil• 
"" the SU1'Cture ol the BRCAI 
prctrin. loolang lor rtglons that 
ml1h1 be designed to bind to DNA or 
known protein molecutt-s. 

Dr. Rauscher said he had found 1 
prctein thal he called BAPI, for 
breast ClllCff I auoctated pnMen. 
lllat i.1ched Ollto the BRCAI pnMtln 
and lllal wu found in the nucleus ol 
the cell, where gOMS are nicku\g on 
and olf. And. he slid, It now appears 
thll lhe gene that mll<os the BAPI 
prcteln wu frequently mutated In 
brtut canc,r cells and a1J<l in «Us 
ol patients Wlth lun& canc,or, raisin& 
the odds tllll the lnttrlCllon of lhe 
BAPI and BRCAI prctelns mlght be 
lmportanL 

Bu 1. Dr. Rauscher confessed, "that 
still does not tell us mudl lllout what 
BRCAI dots." So far .... said. "Whal 

A crucial question 
is what the gene is 
supposed to do. 

we are lef1 with ls more doscr1ptlons 
ol an unJcnown biochemical path, 
way: • 

Or Richard Baer. • tall and cll&nl• 
fled mlcrobloloa profOSJ<lr at the 
Unlvenlty of Texas Southwestern 
School of Medicine, 11ld ho had round 
1 dltrerent protein that attached It• 
sell to BRCAI. I prctetn he called 
BARDl,forbttast-,usoclated 
rin& clOmain protein TIils prcteu,. 
Or. B .. , uplalned, emeried u 1 
result ol tv.,-o years of patlenlly 
screenln1 II million f ragments o f 
DNA for pieces th11 ml&ht make 
pnMelns that would Midi 10 BRCAI. 
From the II m,u.,., lraammts. Or 
B .. , found IS poulbol1tles lllat 
looked promising. And among those 
he found BARDI. 

Or. Oaer said ht was now lookln& 
to ... If BARDI WU mullled In 
breast canc,r cells. whld> mlght Jn. 
date th.It It WU CNCta.l to the nor• 
mal lunctlonfn& ol cells. So lar, he 
confessed. he has no klea what 
BARDI does. And, ht added, II IS 
perfectly plausible lllat BAPI, 

n-. ..... v.--~. l..,_r .. ~M)'I.Mff'f' 

BARDI and BRCAI 111 11tad1 to 
each other 10 rnakt • melded protein 
that controls cell a rowt11. 

The search for prctolns that attach 
to BRCAI "IS rational at (!rst." Dr 
Baer sakl. After all, KVtraJ well• 
known molecules that cells u.se to 
copy gtnes are actually c:onglomer­
acu of two or more procrins. And. 
Or. Barr said. everyone hopes to find 
pnxtlns th.a.I llllch lhemsetvts to 
BRCAI and Whose luncuons are 
known. The problem Is, he said, that 
the prcttlns that have been found -
BARDI and BAPI - are .. balntna 
U BRCAI IISeU 

Or. Roy Jensen, a ceU bioloclM II 
Vandemll Unl ... rslty Medical Ctn· 
1er In Nashville, took a d1ffortnt tack. 
Ht asked whether he could cure tu, 
mors ln animal experiments by re­
Slorln& a normal BRCAI , .... to 
Ctlls. 

The studies lnVOlved mice lllat 
lacked normal Immune systems and 
10 did not reject human ll.s.sue 1.1 
foreign cells. Dr. J••- 1mplan1ed 
coils from human breas1 cancers 
Into arumals' abdomfflJ.. 1be tumors 
&row luge and lllmpy. grotosqu, 
muses that bulled lrom the soil 
undtrlltllin ol the mice. But when 
Dr. Jensen treated the mice with the 
BRCAI gene, the 1umol'$ began to 
shrink and a few mtlled away. 

II wu surprislna, Or. Jens,n said, 
because in laboratory exptrimmts. 
when researchers added normal 
BRCAI , .... to cana-r cells. tho Ctll 
Slopped 1rowtna but did not die. Yet 
In the mlct, "ln every ca., the tu• 
mor was at least shrunk;' Or. Jtn.scn 
said. addin&. "We're Crying to rtaure 
out why." 

E.ncouraaed by this resul~ Or J.,,. 
Stn'S a>lle- Dr. Jtffrey Holl 
and Or. David Tall, Condllcled a 
small study ol 10 womtn will! Id· 
vaneed ovarian cancier and with mu• 
tlled BRCAI &tnes. They su111>lled 
the womtn with normal BRCAI 
&tntS. lnjectlna the ....,,... In their 
abdomens with vtrusn contalnJnc 
the cenes. The vinises. which can 
1hp through cell walls, were nee .. 
llry to carry the BRCAI aenes In, 
side the tumor cells. 

The lnvestlptors are still analyr, 
in& their data and tt Is far too soon 10 
ky Whetller the &tnt therapy will be 
etrtc1ivt. More lhan ,o perctnt ol 
treatments 1hat look promlsin& ln 
lab0r11ory and animal studies foll 10 
pan out ~-htn they are teSled In hu• 
mans. 

But. Dr Jfflltft lddfd. no maurr 
WMI haPl)tllS will! tht current Slud­
ln, the d1a<:overy of the BRCAI 1eno 
has galvanized breast cancer r,.. 
se.arCh. 

"The most difficult quOSllon In 
breui canc,r Is decld111& what to 
work on.·· Or. Jtnten said. But now, 
he Wd. with the BRCAI Stne In 
hancl, "It becomes less ol a fiJhln& 
txpechOon and more a maner or 
geulng from poln1 A to potn1 B." 

Me~ 'f Mh­
-n~~c; 
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Detecting Changes in Serial Mammoor• 
for Early Detection of Breast Cancer 
A dual use application of two-dimensional image alignment technology 

National Information Display Laboratory • Princeton, New Jersey 
U.S. Public Health Service 's Office on Women 's Health • Washington, DC 

Comparison of mammograms enables a physician to detect change that signals the 
early Sl3rt of cancer. The physician currently views two mammogmns side by side, 
mentally matching key features to align and compare the mammograms. Change 

Onginal Mammogram 

Mammogram 1 Year Later 

-~ 
U11terence Befort Alignment 
(Sl(lj'l(i0115 rrgi1111 /( (illf1('rerl fly fn/i(' 
dif(em,et:> d11( to 111i.(11li;:11,11tt11r1 

Difference After ,\lii.:nmen1 
(.C!1Spirit111t r1:c;i,,,, i.i emi/,1• ide11tifiedJ 

deteetlon is a challenging cask because soft tissue 
ta kes on different shapes at different imaging ses­
sions. resulting in misaligned mammograms. At 
the early start or cancer. important change may be 
quite subtle and difficult co detect . 

Computer..issisted change detection in mammograms 
is a duiJI use application of change detection applied 
to aerial imagery. At the National lnfonnacion 
Displa)' Labo,atory (NIDL) we are developing 
techniques to align ;itriill imagery for detection of 
change. For surveillance. it can be imprecise. costly 
and inefficiem to have a human compare each 
Image and )earch for change; the same holds rrue 
for mammogram evaluation. Computer-as.s.isted 
change detection can provide an invaluabl<> tool by 
Improving tht> physician's ability to detect change. 

The fust seep in our approach to computer-assisted 
chilnge detection is the precise alignment of mam­
mo~rams b~ optimally matehing corresponding 
lmage ftarures . Accurate alignment is obtilined 
employing all useful Information in che mammo­
grilm Once aligned. rwo mammograms are digitally 
subtraaed and the physician can examine the result­
mg difference image. The figure shows two mam­
mograms (top rwo images) and the correspondms 
d1fferen.:e images before alignment (third image) 
and after alignment (fourth image). After align­
ment, regions that havl' changed appear bright in 

the difference image while regions tha1 h:ive not changed appear dark . In the differ• 
ence images. the suspicious regions h:ive been marked with a gray circle. Notict that the 
difference image before alignment is difficu!t to interpret b?cause rrut' change is obsrured by 
differenc~s due 10 misa lignment. The difference image uftt:r al,gnmenc shows only 
those diffc:rt'nccs due 10 change and the su~pic1ous region is ct>adily identified. 

Private Sector Partner5: Dr. D B. Kopans. Harvard Medical School; 
•

Cf on Wome/\·s Ht3llh 

ant 01 liealtn a/\d Human Service~ 

200 lneltpendentt Av•n•• SW Room 7308 
Dr. M.D. Schnall /Dr. R.S. Mezrich . Univmiry of Pennsylvania Medical Center 

Wasn1n9ton. DC 2020• 
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Detecting Lesions in Magnetic Resonance Breast Scans 
A dual use application of three-dimensional volume alignment technology 
National Information Display Laboratory • Princeton , New Jer,ev 

#Ill.._.. ... 

U.S. Public Health Service's Office on Women's Health • Washington , DC 

Physicians are exploring the use of MR imaging to detect and diagnose breast cancers 
using contrast agents that enhance the visiblliry of cancer on MR scans. Cancerous 
area) appear as bright reglons ln the "post" MR ~cam acquired after adminimation ot 
the contra~1 agent. Tumors are deemed by comparing the "post" MR with a "pre" MR 
scan to look for differences. This process can be facUltated and the acruracy inaeased if 
the rwo scans are subtracted to highlight any change. However. patient movement of 
the breasts causes the "post" and "pre" MR scans to be mis.1ligned. False bright areas 

which appear in the difference image 
may cause the physician to improperly 
label areas affected by the motion as 
cancerous. Therefore. for precise detec­
tion and locali.z.ation of the tumor by the 
physician, 11 is necessary to align the 
"pre" and ''post" MR data sets. 
Alignment of the "pre" and ··post" MR 
scans is a challenging task for computtr 

~ __ ---~ · - based techniques because of the non-rigid 

• Slict' of "Pre" MR Slice of ''l'osr" MR fltx.ible nature of the breasts. .. 
. 

c; 
~ . . 

Ch.ingc before alignment Change aim alignment 

In the Depolrtment of Defense, we have 
developed image processing te<hniques 
for automa tic alignment of multi-sensor 
two dimensional images. These tech• 
niques hc1vt been tmployed to detect 
change over time in target scenes from 
images taken from different V1ewpoiJH.s. 
For example, the detection of a new 
missile site might be made possible by 
reg1Stering two reconnaissance images 
acqu,red before and after the installation. Fis1m· rcpmmts nliJ11mcnc of Pre and Post MR data set< 

Ni11onal lnfo1ma~on 01SPLly lJbot~I0,Y 

p 0. 80l 3619 

Pnnceton New Jerse108543-8619 
,et (609!951 ·0150 

,~- (609) 734·2313 

l
ldle'nodt 019 

cc on Women's Hea'tn 
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We are extencllng these two dimensional techniques to estimate the non-rigid three 
dimensional deformation of the "pre•· MR breast scan to align with the "post'' MR 
breast mm. In the figure above. the top row shows a slice irom a "pre" and "post" MR 
study. The bottom row shows the difference slices before and after alignment. Before 
alignment. the difference image (bottom left image) falsely indicares the presence of a 
change in the upper left corner of the breast. This area is (correctly) not highlighted in 
the difference image obtained after alignment (bottom risht), and hence will not be 
labeled as a c,mcerous area by the physician. 

Private Sector Partners: Dr. D.B. Kopans, Harvard Medical School; 
Dr. M.D. Schnall/Dr. ltS. Mezrich. University of Pennsylvania Medical Center 
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Pattern Recognition Tools to Assist 
Early Detection of Breast Cancer 
A dual use application for learning image context in mammography 

National lnlormallon Display Laboratory• Princeton, New Jersey 
U.S. Public Health Service's ONlce on Women's Haal!h • Washington. DC 

Mammography Is an important technique for detecting cancerous tumors when the 
rumors are small and therefore more easily treated. The main problem for the physician. 
as well as fo r any automated detection system. is that cues fo, cancerous tissue are often 
very subtle and cilnnot always be spotted due to imaging noise or surrounding tissue 
and anatomy . 

Detecting small targets In reconnaissance imagery is an extremely challenging problem 
in the Department of Ddemt btcc1use military targets may only occupy a very small 
region in a large image. At the National Information Display Laboratory (NIDL) we 
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context 
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are developing a novel S)'ltem 
for overcoming the problems 
of target size by utilizing 
target context. The location of 
most targets is not random, 
rather their position is linked 
to Its surrounding area . for 
example. transportation 
requlremencs 1end to place 
buildings near roads (see Figure 
1). Since roads appear In large 
areas, they .ue more readily 
detectable and can be utilized 
to guide the search for the 
associated small scale targets, 
in this case buildings. 

FiS'"" I Figure 2 
The automatic target detection 
system we are developing 
exploits this type of context 
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information. making the detection scheme more accurate and effident for detection of 
targets of interest. We utilize a neur.il network. a computational processor Inspired by 
biology. to learn context automatically through training on a large set of examples. 

Our detection system can potentially be used for mammogram screenJng by taking 
advantage of contextual relati,mships seen in breast cancer tissue. For example. mice~ 
calcification position is often depmdent upon mammalian duct and vascu.Lm.ut'. location 
(see Figure 2), and integration of this context aids in detection of cancerous rumors. A 
further advantage of the neural network approach is that after the system has learn~ the 
task, the network can be analyzed to discover the specific nature of the underlying 
context rhat it recognized as being lmportant. The system therefore can contribute in 
several ways to current state-of-the-art mammography, acting as both an automatic 
screening system and a cool phriclans can use to uncover subtleties in the breast image 
which may not be easily detectable \'ia rradicional methods. 

Private Sector Partn~rs: Dr. R. Nlshll.:awa. Univer$ity of Chicago: 
The Murray Foundation; Robert Wood Johnson Medical School 
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Di,utor: S&I..Wt J. BlfUl!ltI1tllwl, M.D. , M.P.A.., DeputyAssis1on1 s~ra11ry for Women~ Hea./tA 

BREAST CANCER 

UndCT"Standing how breast cancer develops and how lO prevent, detect, and treat this illness in womc:n 
across different age groups and socioeconomic and cultural backgrounds is a !Op priority for the 

U.S. Department of Health and Hwnan Services . 

BACKGROUND 
Breast cancer is the most commonly diagnosed cancer and the second lea.ding cause of cancer death in 
American women. The lifetime risk for developing breast cancer is now 1 in 8 womc:n, a significant 
increase from the l in 20 risk just two decades ago. The rate of breast cancer has incre.a.sed steadily 
over the last 50 years, rising 25.3 percent between 1973 and 1992. In 1996, an estimated l &4.300 
women will develop breast cancer and 44,560 will die of the disease. 

While the disease affects women of all races, it is more prevalent in non-Hispanic white women than in 
African-American, Hispanic, or Native-American women. (sec figure I) The exception is Native-­
Hawaiian women. whose breast cancer rate is almost as high as it is in white women. 

Despite the increasing incidence of breast cancer since 1940, the overall death rate (mortality rau:) in 
American women has been declining in the 1990s. Among white women. the mortality rate has 
dropped approximately 6 percent between 1989 and 1993 . For African-American women, increases 
in mortality persist, especially among older women. but the overall increase has slowed signifi­
cantly From 1989 to 1993, the mortality rate rose about I percent in African-American women. 
By comparison, from 1980 to 1989, mortal ity increased 3 percent in white women and 16 percent 
in African-American women. 

ExpeTt.S believe the recent overall decline in breast cancer death rates is partly the result of mam­
mography screening. which rapidly increased in the United States. during the 1980s, and resulted in 
a shift toward detecrion of breast cancer at earlier stages. when treaanent can be most effective and 
survival rates arc higher. 

African-American and Hispanic women have poorer 5-year surviv.il rates from breast canccr than 
do non-Hispanic white women. (see figure 2) Part of the reason for poorer surv ival in minority 
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Figure 1: Breast Concer ·Incidence Rotes among Hispanic, White, ond African American 
Women, 1988-1992 
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populations is more advanced stage of disease at 
time of diagnosis. It is anticipated, therefore, 
that improved access to mammography screen• 
ing for early detection could have an imponant 
impact on decreasing mortality rates and increas­
ing survival rates from breast cancer for all 
women, particularly uunority populations. 

ETIOLOGY OF BRFAST CANCER 
Understanding the etiology, or c~ses. of breast 
cancer is an important pan of the national cancer 
rcsr.arch agenda. In the last 25 years, scientists 
have made great strides in unde!SWlding the internal 
workings of the narroal human cell-how it oper­
ates. how it communicates internally and with other 
cells, and what happens when something goes 
wrong and it becomes a cancer cell. Breast cancer 

growth occurs when breast cells become abnormal 
and divide without control or order. Central issues 
in cancer research include increasing knowledge 
about the factors that (1) cause the DNA damage 
that i..n.itio.tes cancer. (2) act as contributors or 
promoters of the cancer process. and (3) act to 
proteet the body from ca,,ccr. The specific events 

that trigger the transformation of a nonnal cell into a 

-2-

cancerous one are not fully understood, but the 
process seems to involve a complex interplay of 
genetics and environmental facu>rs. Factors includ­
ing honnones, lifestyle. chemicals, radiation, and 
genetic makeup may contribute to the development 
and/or progression of breast cancer. PersoM with 
or exposed to these factors have a higher risk of 
developing the disease. 

RISK FACTORS 

One of the most important risk factors for breast 
cancer is increasing age. Women older than age 
50 account for almost 80 percent of all breast 
cancer cases. 

Other risk factors include: 

• Family history of the disease 

• Early onset of menstruation and/or late 
menopause 

• Never having had a child. or a first full­
term pregnancy after age 30 

• History of cancer or atypical changes on a 
breast biopsy 
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Figure 2: Breast Co.nee, 5-Yeor Relative Survival Rotes among Hispanic, White, and African 
American Women 
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• Exposure t0 high levels of radiation, 
particularly during puberty 

• Alcohol consumption 

An increased risk for breast cancer also has been 
identified among women of higher socioeconomic 
status, married women, women living in ur~an 
versus rural areas, and women living in northern 
States. 

Researchers estimate that about 5 to 10 percent of 
breast cancer cases may be hereditary, occurring 
in women whose family members have a substan­
tially greater risk of developing premenopausal 
breast cancer. Recently, two breast cancer suscep­
tibility genes, BRCA-1 and BRCA-2, have been 
discovered. Inheritance of abnormality in these 
genes accounts for about 25 percent of breast 
cancers in women younger than age 30. These 
discoveries may lead to the development of more 
cff ective treatment strategies and, one day, to the 
discovery of generic interventions to prevent the 
disease from occwring. 

Other potential risk factors for breast cancer 
currently wtder investigation include environmen­
tal toxins, hormonal therapies, and a high-fat diet. 

Scientists have studied immigrant populations 

moving from cowttrics with a low incidence of 
cancer(c.g., Japan) to high-incidence areas (e.g., 
the United States). They found that rates of breast 
cancer in these populations increased within a 
generation, strongly suggesting that environmental 
and lifestyle factors play a role in the development 
of breast cancer. 

As many as 60 percent of breast cancers occur in 
women with no known risk factors except 
increasing age. Therefore. all women are 
considered to be at risk for developing breast 
cancer at some point in their lifetime. 

DETECTION AND DIAGNOSIS OF 
BREAST CANCER 

Early detection of breast cancer is key to effective 
treatment and improved survival from the disease. 
Experts estimate that when a breast rumor is 
found in the earliest stage, the 5-year survival rate 
is as great as 95 percent. Currently, breast cancer 
can be detected ( 1) through x-ray mammography, 
(2) through a breast examination by a trained 
health professional, or (3) by the woman herself. 
Conventional x-ray mammography is one of 
several imaging methods discussed below. 

- 3 -
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CONVENTIONAL A-iAMMOGRAPHY 

X-ray mammography currently is the most effec­
tive method of screening for breast cancer in the 
general population. It is a technique that uses X• 

rays to create an image of the internal structure of 
the breast on film. In recent years, advances have 
ref med the procedure to produce bcner images at 
very low radiation doses. Today's mammograms 
provide better images with greater safety than ever 
before. Additionally, the Food and Drug 
Admirustration's implementation of the Mammog• 
raphy QuaJity Standards Act of 1992 requires that 
all mammography facilities meet strict require­
ments for equipment, personnel, and reporting of 
the findi:igs. This certification program ensures 
that women receive the safest mammography and 
most reliable mammograms available in their 
communities . 

Mammography can detect cancers several years 
before a woman experiences physical symptoms 
of the disease and before the tumor can be felt 
as a lump. In 1951 , only 51 percent of all 
detected localized tumors were small (i.e., less 
than 2 cm); by 1988, with the increase in mam­
mography screening, 62 percent of the detected 
tumors were this small. Small tumors have less 
chance of metastasizing-breaking off from the 
primary tumor and traveling through the blood or 
lymph systems to spread to other places in the 
body. Therefore, early detection of the tumor 
while it is still small is vital to survival. 

Mammography has decreased the breast cancer 
mortality rate in women by 25 to 30 percent. 
Women should consult with their health care 
providers to detennine the frequency of rnamrnog. 
raphy screening that is best for them. 

surgical biopsies, reduce costs, and eliminate 
scarring. 

Despite these successes, x•ray mammography has 
limitations: Three out of four lesions that it 
detects are benign, resulting in unnecessary 
medical procedures including biopsies. Mam­
mography misses about 15 percent of cancers. 
especially in the 40 percent of women in the 
general population who have dense breast tissue, 
which can mask tho presence of a tumor. 

ULTRASOUND 

High•resolucion breast ultrasound is often used in 
conjunction with diagnostic mammography and 
cliniCAI examination to help determine which 
breast masses are benign fluid•filled cysts and 
which are potentially malignant solid tumors. 
Because about SO percent of well•defined masses 
are benign cysts, ultra.sound imaging can help 
avoid unnecessary surgical biopsies for ruling out 
cancer. 

Ultrasound is also used to evaluate abnormalities 
found on mammograms and to image palpable 
masses in women who are yoWlger than age 30, 
pregnant, or lactating. lnttasowid is not currently 
used to screen for bre·ast cancer because it often 
misses microcalcifications (small calcium depos­
its), which are important for diagnosing cancer. 

Technical advances in ultrasound under srudy 
include the use of contrast agents to highlight 
areas of rumor angiogenesis, a hallmark ofmalig• 
nant tumors, which involves the development of 
new blood vessels in and around the tumor to 
suppon the tumor's growth. 

NE'W DIAGNOSTIC TECHNOLOGIES 
Mammography is also used for diagnosis to 
differentiate cancer from benign tumors. Diag­
nostic mammography is also a valuable tool for 
investigating symptoms such as lumps, breast 
pain or swelling, or nipple discharge. and it can 
guide fine-needle biopsy for rumors that are too 
small to be felt Such image.guided biopsies can 
yield more accurate diagnosis and replace many 

Several new imaging technologies and molecular 
diagnostic techniques being srudied have the 
potential for improving the early detection and 
diagnosis of breast cancer. Some have been 
adapted from technologies used in the defense, 
space, and intelligence communities and the 
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computer graphics industry, such as technologies 
used to track spy satellites and guide missiles. 
Some of these technologies, discussed below, are 
not appropriate to screen for breast cancer today, 
but could prove effective as diagnostic aids if they 
replace less accurate tests, eliminate biopsies, or 
provide improved biologic information about the 
detected abnormalities, and improve treatment 
planning. 

Digitot Mammograp hy 

Using this technique, a dedicated electronic 
detector system captures mammographic im­
ages and displays this digitized information on 
computers. Processing of digital images can 
substantially improve the visualization of the 
presence and extent of breast cancer, particu­
larly in women whose breast tissue is very 
dense. DigitaJ mammography is expected to 
improve the early detection, staging, and tissue 
diagnosis of breast cancer. Furthermore, this 
information can be stored and transmitted through 
digital information networks to other medical 
centers nationwide. This technique, known as 
telemammography, gives women in more iso• 
lated and/or underserved coIDIDunitics access to 
medical experts for interpretatl.on of their 
mammograms. 

Computer-Aided Diagnosis (CAD) 

CAD involves the use of sophisticated computer 
programming to assist radiologists in analyzing 
medical images. A specially programmed 
computer scans a mammogram for questionable 
areas. enhances and isolates those areas from the 
rest of the image, and uses parameters such as si ze 
and shape to predict whether the suspicious area 
is cancerous. Research studies suggest that CAD 
can identify approximately half of the breast 
cancer lesions that arc not being detected by 
routine means However. the computer may tend 
to question too many areas that eventually prove 
to be normal. 

NO. 404 (;109 

Magnetic Resonance Imaging (M RJ) ond 
Positron-Emission Tomography (PET) 

MRI, which creates images from signals gener­
ated by the excitation of nuclear particles in a 
magnetic field, can find small breast cancers 
not detectable by clinical breast examination or 
mammography. MRI can also help distinguish 
between benign and malignant tumors. MRI 
examination is free of ionizing radiation and can 
detect angiogenesis-the development of new 
blood vessels in the primary tumor to support the 
tumor's growth. Currently, breast MRJ is per­
formed with conventional whole-body MR.I units 
that have been specially adapted for breast imag­
ing. 

PET i& a nuclear medicine imaging t~hnique that 
produces "molccu.Jar images" of biochemical and 
physiological processes in the body. For ex­
ample, one kind of PET scan uses a radioactive 
form of sugar to produce images of glucose 
utilization in tumors. "Molecular imaging" 
with PET and other nuclear medicine techniques 
may detect disease not visible with other imag­
ing methods. It also can help detect metasrases to 
other sites in the body. 

BREAST CANCER TREATMENT 
Important advances in basic and clinical research 
are contributing to the development of a spectrum 
of treatments for breast cancer patients . Standard 
treatments include surgery, radiation therapy, 
chemotherapy, and hormonal interVentions. 
Improved molecular diagnostic techniques, which 
give more definitive staging information about a 
breast tumor, permit clinicians to tailor the tteat­
ment options to an individual patient 's needs. 
Another positive trend is that women are becom­
ing more involved in their treatment decisions. 
Their choices may include some of the following 
treatments: 

Modified or simple mastectomy, which 
removes only the breast tissue, or 

. 5 • 
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lump~tomy, which removes only the . High-dose chemotherapy in combination 

• tumor. (Radical mastectomy, which with bone marrow tran~lantation for 
removes the muscle wtderlying the breast women with advanced cancer. Other 
in addition to breast tissue, was the st.an- techniques to permit high-dose chem~ 
dard treatment in the past.) therapy include the administration of 

. Lumpectomy and radiation instead of 
growth factors to increase the production 
of blood cells and experimental gene 

mastectomy, for treatment of early stage therapy to protect the bone marrow or 
breast cancer. Studies have found the onhance its function. 
long-term survival rates of patients treated 
with lumpectomy plus radiation to be . Monoclonal antibodies, such as her-2/ 
equivalent to those achieved with simple neu-oncogene, that target special antigens 
mastectomy or mastectomy plus radio- on the surface of the breast cancer cell to 
therapy in patients with early stage breast boost the immune system to fight cancer 
disease. growth. MonoclonaJ antibodies may offer 

a way to treat uricroscopic amounts of 
• Adjuvant therapy-chc:motherapy or breast cancer cells and to prevent the 

hormonal therapy given in addition to disease from recurring after surgCT)' or 
surgery or radiation therapy- has been radiation. 
established as a treatment that improves 
both disease.free and overall survival of • The use of a protein inhibitor, TlMP-2, 
many breast cancer patients. A recent may help stop the action of a cancer cell 
analysis of many research studies found enzyme that breaks down tissues and 

• that adjuvant therapies can decrease the enables cancer cells to meta.stasiu. 
likelihood of death in women with no 
regional lymph node metastasis. • Psychological support. One study found 
Tamoxifen, a drug studied since 1975 as that women with metastatic breast 
an adjuvam treatment after sw-gcry, has cancer who participated tn suppon 
been found to give women who have had groups lived 18 months longer than 
breast cancer a 38 percent bener chance women who were not in su.ch groups. 
of remaining disease-free for S years as 
compared with those who did not receive 

PREVENTION OF BREAST CANCER the medication. 
Research is Wtder way to find more effective . A wider choice of chemotherapy rcgi- and specific ways to prevent breast cancer. Of 

mens, even for advanced or recurrent particular interest are the identification of 
c.ancer. Research has shown that combi- lifestyle and environmental factors linked to 
nations of drugs may be more effective breast cancer and the development of strategies to 
than individual drugs used alone. New eliminate these hazards to women 's health. Other 
drugs include taxol, which is used to treat prevention approaches include the development 
breast cancer that has recurred or pro- of drugs and vaccines. 
gressed despite treatment; a new family of 
chemotherapeutic agents called Preliminilr)' evidence indicates that increased 

• 
anthrapyrazoles; and "multi-drug res is- physical fitness with moderate levels of aerobic 
tant" drugs that counter the problem of exercise may reduce the risk of breast cancer. 
cancer cells that become W\responsive to a One report found that young women who cxer-
variety of chemotherapeutic agents. cised an average of 3.8 hours per week had 
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lower breast cancer rates than did those who 
exercised less or not at all. 

While wetary srudies have not been conclusive, it 
is generally considered prudent to increase daily 
fiber intake and to decrease fat consumption to 
reduce the risk of developing most ma1ignancies, 
including breast cancer. Other factors linked to a 
higher risk of breast cancer, such as alcohol 
consumption, obesity, chemical hazards, and 
radiation, can be avoided. 

Since 1992, the National Cancer Institute (NCI) 
has conducted a trial to determine whether 
tamoxifen, a cancer drug. can be used to prevent 
cancer in women considered to be at high risk: 
women older than age 60 or women age 35-59 
who hove multiple risk factors for the disease. 

The search to develop vaccines to prevent breast 
cancer is under way and include studies targeting 
antibodies on breast cancer cells. Other ap­
proaches being investigated include gene therapy 
techniques. 

OHHS BREAST CANCER INITIATIVES 

Consistent with its mission to protect and advance 
the Nation's health, the U.S. Department of 
Health and Hwnan Services (Dl-IliS) undertakes 
a broad array of activities to advance our under­
standing of breast cancer and to promote the 
health and well-being of women and empower 
them to make informed choices about cheir health. 
Federal funding for breast cancer has increased 
dramatically from $90 million in 1990 to over 
S600 rrullion today. DHHS funding for breast 
cancer nearly doubled between 1993 and 1996: 
from S271 million to S476 million. 

PHS OFFICE ON WOMEN'S HEALTH 

In 1991 . D1-D-IS established the U.S. Publ ic 
Health Smice's Office on Women's Health (PHS 
OWH) to coordinate and stimulate programs and 
activities across the agencies and offices of the 
U.S. Public Health Service. The PHS OWH 

NO.404 Dll 

serves as the focal point for women 's health 
activities and programs in the Department and 
collaborates with other government organizations 
and consumer and health care professional groups 
to advance women 's health. Major PHS OWH 
initiatives on breast cancer include the follow,ng: 

Notional Adion Pion on Breast Cancer 

In response to the National Breast Cancer 
Coalition's 2.6-million-signarure petition. the 
DHHS convened a conference in 1993 that 
resulted in the establishment of the National 
Action Plan on Breast Cancer (NAPBC). The 
NAPBC is an innovative public/private parmer­
ship (involving agencies of government, advo­
cacy groups, and scientific and health care 
professional organizations) that is catalyzing 
actions in research, service delivery, and educa­
tion to eradicate breast cancer as a threat from 
the lives of women. The PHS OWH is charged 
with coordinating the implementation of the 
NAPBC. 

Working Groups have been established to address 
each of the six NAPBC priorities. including to: 
{I) develop innovative strategies for information 
dissemination; (2) establish a national biological 
resource bank; (3} ensure consumer involvement; 
( 4) ~pand research on breast cancer etiology; { 5) 
enhance clinical trials accessibility; and ( 6) 
address the needs of individuals carrying breast 
cancer susceptibility genes and the n~d for 
education among conswners, health care prof es­
sionals, and at-risk patient groups. 

In addition to supporting S9.2 mill ion in small 
grants and grants supplements for innovative 
research and outreach programs in each priority 
area , the Working Groups are implementing a 
broad range of activities. For example, these 
groups are developing an NAPBC Worldwide 
Web Home Page; implementing a media cam­
paign to promote awareness of breast cancer 
clinical trial~; developing recommendations 
regarding legal and ethical issues surrounding the 
identificarion of breast cancer susceptibility genes; 
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developing an educational cwriculum for health 
care providers and an e.aucarional video for the 
public concerning breast cancer susceptibility 
genes; and establishing a national resow-ce bank 
for biological tissues for research. 

Federal Coordination of Breast Cancer 
Programs 

The PHS OWH has convened a Federal Inter­
agency Coordinating Committee on Brea&t 
Cancer composed of representatives from each 
of the Dlil-lS agencies and other Federal agen­
cies. This Committee shares information about 
breast cancer programs within the Federal 
government. fosters collaborations, and is devel ­
oping an inventory of all govrnunent breast 
cancer activities that will be accessible via the 
Internet. 

Initiative to Develop New Breast Cancer 
Imaging Techniques 

In July 1994. the PHS OWH, in collaboration 
with NCI, began an initiative to examine tech­
nologies currently under exploration for improv­
ing breast imaging. The Federal Multi.Agency 
Consortium on Imaging Technologies to Im­
prove Women's Health is exploring the applica­
tion of imaging technologies from other fields 
to improve the early detection and diagnosis of 
illnesses and conditions affecti,tg women. 
Collaborations arc being facilitated among 
government officials. academic researchers, 
radiologistS, and imaging and computer scientists 
from the Department of Defense (DoD), Central 
Intelligence Agency (CIA). and National Aero­
nautics and Space Agency (NASA) to enhance 
the ability to detect breast cancer at its earliest 
suges and to explore opportUnities in 
telemedicine. The PHS OWH is also supporting 
clinical triaJs of technologies being transferred 
from the intelligence and defense communities to 
improve the early detection of the disease. Addi• 
tionally, the Office is collaborating with the DoD 
and NCI to develop a Mobile DigiulTelemam­

mography Breast Care Center that will transmit a 
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patient's digital mammogram by satellite to a 
breast screening center, where a radiologist would 
instantly interpret the images and relay any need 
for additional evaluation back to the mobile Wlil 
This project should benefit all women but espe­
cially underserved populations and women living 
in rural areas. 

Older Women Mommogrophy /n;,iotive 

The PHS OWH is working with the White House 
and the Health Care FinancingAdministration 
(HCF A) to encourage women older than 65 
years of age to use their scr~ing mammogra­
phy benefits provided by Medicare. During 
1994, about 50 percent of the newly diagnosed 
breast cancer cases and about 56 percent of the 
deaths attributed to breast cancer were in women 

in this age group. Yet, more than 60 percent of 
older women do not take advanuge of Medi­
care-covered mammography screening. 

AGENCY FOR HEALTH CARE POUCY AND 
RESEARCH (AHCPR) 

The AH CPR has developed and disseminated 
clinical practice guidelines on quality detenni­
nants of mammography for consumers and 
health care providers. In addition, AHCPR 
supports several research projects related to 
breast cancer, including studies that examine 
barriers to cancer screening among low-income 
minority women; patient noti fication and 
followup to abnormal screening mammograms; 
validation of women's self-reports of mammogram 
experience; methods to improve u.se of screening 
mammography by primary care physicians; and 
the relationship of wnoxifen therapy to subs1> 
quent occWTence of breast cancer in the other 
breast. 

CENTERS FOR DISEASE CONTROL AND 
PR EVE NT/ON (CDC) 

The CDC, in collaboration with other Federal 
agencies and proftssional, voluntary. and consumer 
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organizations, administers the National Breast and 
Cervical Cancer Early Detection Program, which 
aids State health deparancnts in developing com­
prehensive prevention programs for breast and 
cervical cancer. The program. authorized in 1990, 
now encompasses all fifty States. three territories, 
the District of Colmnbia, and nine Native Ameri­
can tnoal organizations. The program makes low­
cost mammography and Pap tests available to 

medically underserved women, such as low­
income women, older women, and minority 
women. Otha projects include educational pro­
grams for women and health care providers and 
efforts to improve quality assurance measures for 
mammography . 

CDC Jaw,ched the National Program of Cancer 
Registries (NPCR) in 1992. With fiscal year 
1995 funds of$17.6 million, 42 states and the 
District of Columbia are currently receiving 
CDC support for enhancing existing cancer 
registries or developing new ones. These regis­
tries are part of surveillance efforts that provide 
the data on cancer incidence and mortality 
needed to make policy decisions and allocate 
resources. 

FOOD AND DRUG ADMINISTRATION (FDA) 

The FDA implements the Mammography Quality 
Standards Act of 1992 (mentioned earlier), which 
requires the establishment of a Federal certifica­
tion program for mammography facilities; regula­
tions and standards for accrediting bodies for 
mammography facilities: and standards fo r mam­
mography equipment, personnel . and practices, 
including quality assurance. FDA reviews and 
approves devices. such as the new technologies 
used to detect and diagnose breast cancer, and is 
ex.amining ways to facilitate the transfer of new 
technologies to the clinical setting. 

The FDA also has speeded up the review and 
approval of new drugs to increase the treatment 
options for breast cancer patients. 
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NATIONAL INSTITUTES OF HEALTH (NIH) 

The National Cancer Institute (NCI) of NIH 
supports a comprehensive research program on 
breast cancer through studies of prevention, early 
detection, basic breast cancer biology and immu­
nology, diagnosis, treatment, and quality oflife. 
Priority areas of research include the contribution 
of genetics, environment, and hormones to the 
development of breast cancer, the implementation 
of primary prevention and treatment clinical trials, 
the accessibility and deli very of appropriate 
medical care to medically underservcd women; 
the development of promising new treatment 
strategies. including gene therapy, vaccines. and 
new chemotherapeutics; the identification of 
breast cancer susceptibility genes; and the suppon 
of interdisciplinary programs on breast cancer. 
including the Specialized Programs of Research 
Ex.cellence (SPORE) and the National Cancer 
Program Trans-NIB Collaborative Effort. to 
translate basic research discoveries to clinical 
practices. 

ln September 1994, scientists from the National 
Institute for Environmental Health Sciences 
(NIEHS) collaborated with NCI-funded scienrists 
to announce that they had isolated BRCA-1 and 
BRCA-2, genes implicated in inherited suscepti­
bility to breast cancer. NIEHS is also conducting 
studies on en\•ironmental contaminants in our 
homes, workplaces, and the atmosphere, such as 
DDT, DOE, PCBs, and plant hormones, which 
may mimic the biological activity of estrogen in 
promoting breast cancer. Other environmental 
factors under study are low-frequency electric and 
magnetic fields and other sources of radiation and 
the contribution of diet to the development of 
breast cancer. 

The Women ·s Health Initiative, a trans-NIH multi­
year research program, focuses on three of the 
most common causes of death. disability, and 
impaired quality oflife in postmenopausal 
women: cardiovascular disease, cancer, and 
osteoporosis. The randomized controlled clinical 
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trial component of the Women's Health Initiative 
includes evaluation of the effect of low-fat dietary 
pattc:ms on prevention of breast cancer and the 
effect of hormone replacement therapy on increas­
ing the risk of breast cancer. 

The NCI's Cancer Information Service (CIS) 
marked iLs 20th annivmary in 1996. The CIS 
responds to about 600,000 phone calls to its toll• 
free telephone number ( 1-800-4-CANCER) each 
year, providing the public with information on 
cancer prevention, detection, and treao:nent. 

HEALTH CARE FINANCING 
ADMIN~STRATION (HCFA) 

HCFA's Medicare Program supports mammogra­
phy through reimbursement for screening and 
diagnostic mammograms and has developed an 
educational campaign for older women to 
promote the use of this screening benefit. In 
addition, HCFA is collaborating with NCI on the 
development of a database that links Medicare 
data with tumor registry data in an effort to 
evaluate the costs of cancer care and access to 

cancer prevention and treatment services. 

HEALTH RESOURCES AND SERVICES 
ADMINISTP.ATION (HRSA) 

HRSA promotes the delivery of primary and 
preventive health services to un.derserved popula­
tions. The a_gcncy administers the Maternal and 
Child Health Services Block Grant to the States, 
th:ough which screening for breast cancer is 
included as pan of the delivery of health services 
to women. 

INDJAN HEALTH SERVICE (IHS) 

The IHS actively collaborates with the CDC's 
National Breast and Cervical Cancer Early 
Detection Program to bring mobile mammogra• 

• phy services to American-Indian and Alaska-
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Native women at remote reservation sites. The 
IHS established the IHS Alaska Native Cancer 
Surveillance Project, a comprehensive cancer 
registry for all Alaska-Native/ Amcri can-In di an 
residents . IHS also collaborates with NCI and 
CDC on a srudy of organochlorine exposure and 
breast cancer among Alaska-Native women. 
Organochlorines, ohemicals widely distributed 
in the environment, have been suggested as risk 
factors for breast cancer because of their estrogen• 
like effects. 

SUBSTANCE ABUSE AND MENTAL HEALTH 
SERVICES ADMINISTRATION (SAMHSA) 

SAMHSA focuses on the impact of cancer on 
mental health. Through the programs of its 
thr~ centers, SAMHSA is providing mental 
health services to -w-omcn with breast cancer, 
exploring the role of social support in prevent­
ing and treating this disease and providing 
information about the possible role of alcohol 
consumption as a risk factor. SAMHSA has 
also begun an effort to evaluate treatment 
effectiveness through a combination of clinical 
and subjective information that may be helpful 
to women and their heath care providers m 
assessing primary treatment outcame in terms 
of quality of life. 

SUMMARY 
The U.S. Public Health Service's Offic.e on 
Women 's Health, worlcing with other agencies and 
offices of the Dl-lliS, is dedicated to reversing the 
toll that breast cancer talces on the lives of Ameri­
can wom'11 through the prevention, early detec-­
tion, and effective treatment of breast cancC'T. 
Activities and programs ongoing in the DHHS 
and other Federal agencies in partnership with 
initiatives in the private sector will ensure that 
significant progress is made in the fight against 
breast cancer. 
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For Further Information: 

U.S. Public Health Service 's Office on 
Women's Health 
Department of Health and Human Services 
200 Independence Avenue, S. W, Room 730B 
Washington, DC 20201 
Phone: (202) 690. 7650 
Fax: (202) 690-7172 

National Cancer Institute 
The Cancer Information Service 
Building 31, Room l OA-16 
31 Center Drive 
Bethesda, MD 20892 
1-800-4-CANCER 
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THE: WHITE HOUSE: 

WASHINGTON 

National Breast Cancer Awareness Month, 1996 

By the President of the Un ,ted States of America 

A Proclamation 

Each vear we set aside th<' month of October as a time to assess the tol I that breast cancer takes 
on ou·r society and the progress we have made in our batt le to overcome it. For those of us who 
have Jost loved ones to thi.s disease-mothers. \ .. ·i ves. daughters . si sters . and fri ends-the battle holds 
special u ~gency. 

Breast cancer rema ins the second leading cause of all deaths among women ages 40 to 55 . In 1996. 
a woman will die from breast cancer every 12 minutes. and 184,300 women in the Un ited States will 
be diagnosed with the disease. Every one of these d iagnoses changes not only that woman 's li fe . but 
the lives of all who love and care for her. 

We have embarked on an all-out assault to combat this threat. The Federal Government has nedly 
doubled fund ing for breast canr.er research . detection . and treatment since 1993. from S2i1 million 
to S4 76 million in the Department of Health and Human Services a lone. And in response to reql1ests 
from 2.6 million of ou r Nat ion's citizens. we launched the National Act ion Plan on Breas t Cancer. 
an innovative public-pnvate partnership to develop a national strategy for prevention. education :ind 
care . 

We can be proud of the progress we are making in the fight against breas t cancer. During the r,,ost 
recent 5-year period for which data ar~ available (1989-1993). age-ad justed mortality rates for white 
women fell almost 6 percent. Although mortality rates among African American women are still increasing. 
the rate of increase has slowed to 1 percent, compared to 16 percent duriog the 1980's. 

One of our most successfu l weapons in the fight aga inst breas t caucer is ~arly detection . Tha new 
Mammography Quality Standards Act now ensures that every woman who obtains a mammogram to 
detect breast cancer in its earliest . curable. stages can be certain that facilities meet th~ highes t quali ty 
standards for equipment and personnel. We are implementing the National Breast and Cervical Cancer 
Early Detection Program to malce free or low-cost mammography available to medically under-served 
women. The First Lady launched an education campaign to inform and encourage older women to 
use Medicare's rnammog.raphy screening benefit. And to improve early detection . w1: are transferring 
imaging technologies from the space. defense, and intell igence communities. 

I urge women throughout our nation to have appropriate mammograms. to perfomi routine self-examination, 
and to talce advantage of the latest in preventive medical care. Armed with th is commonsense approach 
and 1he promising advances in research and treatment. we can look forward with confidence to the 
day when breast cancer is fi nally eradicated. 

NOW. lllEREFORE. I. WILLIAM J. CLINTON. President of the Un ited States of Amer ica, by virtue 
of the authority ves~ed in me by the Constitution and laws of the United States . do hereby proclaim 
October 1996 as Nat1onal Breast Cancer Awareness Month. I call upon government officials. businesses . 
communities, volunteers. educators. and all the people of the United States to celebrate the successes 
we have had in advancing our knowledge of breast cancer. and to reaffirm our commitment to continue 
to worlc together to figh t this disease. 

IN WITNESS WHEREOF . I have hereunto set my hand th is third day of October. in the year of our 
Lord nineteen hundred and n inety-six. and of the Independence of the United States of America the 
two hundred and twenty-first. 
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