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THE SECRETARY OF HEALTH ANO HUMAN SERVICES 

W A S H I N G T O N . D . C . 7 0 2 0 1 

The Honorable Richard E. Neal 
House of Representatives 
Washington, DC 20515 

Dear Mr. Neal: 

Thank you for your inquiry about coverage for mammography 
screening under the Health Security Act. I share your concern 
that women have appropriate access to these services. 

The Health Security Act covers screening mammography for 
asymptomatic women over 50 vith no cost sharing. Mammograms for 
diagnostic purposes, such as when lump is present, w i l l be 
covered for women/af"~atl>Nages, subject to cost sharing as 
specified in theQroman's plan. 

The schedule of covered screening mammography for asymptomatic 
women outlined in the Act i s consistent with the best science 
available regarding the efficacy of this service. A substantial 
volume of scientific information has become available regarding 
the effectiveness of breast cancer screening by mammography over 
the last several years. As a result of a nearly year-long review 
process, the National Cancer Institute (NCI) recently released a 
statement concerning breast cancer screening: 

There i s a general consensus among experts that routine 
screening every 1 to 2 years with mammography and 
clin i c a l breast examination can reduce breast cancer 
mortality by about one-third for women ages 50 and 
over. 

Experts do not agree on the role of routine screening 
mammography for women' ages 40 to 49. To date, randomized 
cli n i c a l t r i a l s have not shown a statistically significant 
reduction in mortality for women under the age of 50. 

A copy of the complete NCI statement is enclosed. 

The NCI review process actually began in 1991 with the planning 
of a major international workshop to review clinical t r i a l s of 
mammography. In February 1993, NCI convened an International 
Workshop on Breast Cancer Screening, where the results of eight 
randomized clinical t r i a l s were reviewed. The workshop 
conclusions reinforced the advisability of screening for women 
ages 50 to 69 and stated that the effects of screening in women 
ages 40 to 49 do not demonstrate a statistically significant 
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reduction in mortality to date. Between Hay and December 1993, 
s c i e n t i f i c data from c l i n i c a l t r i a l s , including the workshop 
results, were reviewed by a number of s c i e n t i f i c organizations, 
health groups, and advisory boards. At the conclusion of these 
reviews, NCI issued the above statement. 

Screening intervals from 12 to 33 months were examined in the 
t r i a l s . Yet the benefits of screening—mortality reductions of 
30-35 percent—were similar across these t r i a l s for women aged 50 
to 69 years. There was l i t t l e evidence to show that shorter 
screening intervals were more effective in reducing breast cancer 
mortality. At this time, s c i e n t i f i c experts have not yet reached 
a consensus on the precise interval for screening. The new 
information provided by the NCI to the public re f l e c t s this 
finding and the importance of regular screening at intervals that 
range from l to 2 years. 

I believe i t i s f a i r to say that the most important screening 
issue we face today i s encouraging women 50 years of age and 
older to undergo regular breast screening by mammography and 
c l i n i c a l breast examinations. Screening every one to two years 
w i l l reduce the death rate by about one-third in women over 50. 
I t has been reported in a number of studies that a substantial 
proportion of women in this age group are not having regular 
mammograms at a l l . The overwhelming weight of c l i n i c a l t r i a l 
results, however, assures us that these are the very women who 
w i l l benefit most from screening. Therefore, in order to 
encourage use of this potentially life-saving technology, the 
Health Security Act covers biennial mammography screening to 
women over the age of 50 without cost-sharing. 

We recognize that the periodicity of covered c l i n i c a l preventive 
services may not be appropriate for a l l individuals. The b i l l 
provides that women of any age who are c l a s s i f i e d as "high r i s k " 
(e.g., f i r s t degree relative with breast cancer) by the National 
Health Board would be covered for more frequent mammography 
screening with no cost sharing. Any other women who require 
medically necessary or appropriate mammography would also be 
covered with cost-sharing depending upon the choice of plan. 
Furthermore, the Board may also revise the c l i n i c a l preventive 
services package as indicated by advances in s c i e n t i f i c 
knowledge. 

The Health Security Act represents an opportunity to 
significantly improve the health status of women and to increase 
their access to affordable quality health care. Thank you for 
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sharing your concerns and allowing ne the opportunity to share 
current knowledge concerning the effectiveness of screening 
mammography. Please let me know i f I can be of further 
assistance. 

Sincerely, 

Donna E. Shalala 

Enclosure 



EXECUTIVE OFFICE OF THE PRESIDENT 
OFFICE OF MANAGEMENT AND BUDGET 

Washington, D.C. 20503 

January 18, 1994 

LEGISLATIVE REFERRAL MEMORANDUM 

'4/ 
LRM #1-1878 

TO: Legislative Liaison Officer -

COMMERCE - Michael A. L e v i t t - (202)482-3086 - 324 
DEFENSE - Samuel T. Brick, Jr. - (703)697-1305 - 325 
JUSTICE - Sheila F. Anthony - (202)514-2141 - 217 
LABOR - Robert A. Shapiro - (202)219-8201 - 330 
TREASURY - Richard S. Carro - (202)622-1146 - 228 
VA - Robert Coy - (202)535-8113 - 229 
CEA - - (202)395-5036 - 242 
NEC - Sonyia Matthews - (202)456-6722 - 429 
SBA - Christine Swedin - (202)205-6702 - 315 

FROM: JANET R. FORSGREN (for) 
Assistant Director f o r Legislative Reference 

OMB CONTACT: Robert PELLICCI (395-4871) 
Secretary's line (for simple responses): 395-7362 

SUBJECT: HHS Proposed Testimony RE: HR 3600, Health 
Security Act 

DEADLINE' NOON January 20, 1994 

COMMENTS: Hearing before the House Committee on Energy and 
Commerce on Wednesday, January 26th. The hearing v i l l focus on 
women's health under the Health Security Act. 

OMB requests the views of your agency on the above subject before 
advising on i t s relationship t o the program of the President, i n 
accordance with OMB Circular A-19. 

Please advise us i f this item v i l l affect direct spending or 
receipts for purposes of the the "Pay-As-You-Go" provisions of 
Tit l e X I I I of the Omnibus Budget Reconciliation Act of 1990. 

CC: 
Nancy-Ann Min Melanne Verveer 
Gene Sperling Len Nichols 
I r a Magaziner David Kleinberg 
Jennifer Klein Barry Clendenin 
Bob Boorstin B i l l Dorotinsky 
Jason Solomon Jack Langenbrunner 
Jack Lew Linda Blumberg 
Chris Jennings Shannah Koss 
Steve R i c h e t t i Janet Forsgren 
Greg Lawler 
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RESPONSE TO LEGISLATIVE REFERRAL MEMORANDUM 

I f your response to t h i s request f o r views i s simple (e.g., 
concur/no comment) we prefer that you respond by fazing us t h i s 
response sheet. I f the response i s simple and you prefer t o 
c a l l , please c a l l the branch-wide l i n e shown below (NOT the 
analyst's l i n e ) t o leave a message with a secretary. 

You may also respond by (1) c a l l i n g the analyst/attorney's d i r e c t 
l i n e (you w i l l be connected to voice mail i f the analyst does not 
answer); (2) sending us a memo or l e t t e r ; or (3) i f you are an 
OASIS user i n the Executive Office of the President, sending an 
E-mail message. Please include the LRM number shown above, and 
the subject shown below. 

TO: Robert PELLICCI 
Office of Management and Budget 
Fax Number: (202) 395-6148 
Analyst/Attorney's Direct Number: (202) 395-4871 
Branch-Wide Line (to reach secretary): (202) 395-7362 

FROM: (Date) 

(Name) 

(Agency) 

(Telephone) 

SUBJECT: HHS Proposed Testimony RE: HR 3600, Health 
Security Act 

The following i s the response of our agency to your request f o r 
views on the above-captioned subject: 

Concur 

No objection 

No comment 

See proposed edits on pages 

Other: 

FAX RETURN of pages, attached t o t h i s 
response sheet 
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Sttitment of Dr. Samuel Broder 

National Cancer Institute 

Good morning, Mr. Chairman, and Maroben of the •ubcommlttee. I am Dr. Samuel Broder, 

Diractor of the National Cancer Institute (NCI). Thank you for the opportunity to appear 

befbre you today to ducua the NCTi position, and the adenttflo basis tor that position, on 

screening tor breast and cervical cancers, two areas critical to women's health. 

Cancer is the second leading cause of death among women in the United States, la 1994, 

about 250,000 women will die of all cancers combined, about 46,000 dying of bnaat canoer. 

It is the most common cause of death from any cause in women aged 40-44. The incideoce 

of breast cancer is increasing and has been increasing since 1973. Although then are now 

alight decreases, the situation is dire. Since 1987, breast cancer incidence, fortunately, has 

reached a plateau and has actually decraaaed slightly. Some of the increase in incidence over 

the 1980s is attributed to increased detection due to mammography; the longer term inciease 

is leu weU understood. We do not believe that the increase can be ftOly understood without 

more basic research. 

Turning to cervical canoer, in 1993, 13,500 American women were diagnosed with this 

disease and 4,400 died. Fortunately, the incidence of invasive cervical cancer and the death 

rate have decreased In the United States over the past several years, because the Pap 

screening test can detect the pre-malignant or in ittu stage. This early stage can be 

effectively treated, and yet even here, there are problems as sometimes the cells captured are 
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not the atypical onw, and beyond that some women are not being screened and among those 

who are screened aome axe not being treated. The Pap test, developed by George 

Papanicolaou, has been used since (he 1940as. This test, like others, has limitations. 

Sometimes tha cells are imperfotly gathered, nor are all testa read and Interpreted accurately. 

NQ has worked to Improve the reading of the Pap teat and has introduced the "Bethesda 

system" which has clarified and standardized reporting. But the Pap test is an excellent tool, 

even when its limitations are taken into account. Here there is good progress from basic 

research to report on a vaccine against cervical cancer. Tbe ability to create such a vaccine 

grew out of yean of research on vintl carcinogenesis. 

The issue of mammography is an area of intense polarization between various groups at this 

time. The polarisation has occurred not because of fundamental diffKince«-we all share the 

concern that women are dying of breast cancer-but because we have different perspectives on 

this problem. Hte key question before us all is how to go about reducing the devastating 

toll of breast cancer and cervical cancer. The NCI Is a science Institution, a biomedical 

research institution committed to generating the knowledge needed to reduce the suffering and 

death from cancer. While at times there have been bunts of enthusiasm for research 

advances that pmmisod to cure cancer, we all recognise that cancer has not been cured. 

Today, there are exdtlng developmonu on many fronts, particularly in basic tesearch. but as 

we discuss these achievements, we must acknowledge that cancer poses an awesome research 

and therapeutic challenge. We must have no llhuioas on this point. 
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At a Mtatific organlztdon, we know that opintona and practices may require â Justmentt or 

ftmdamental changes as we leam more focts about oomal biology, mon about the cancer cell 

and have more opportunity to assess diagnostic tools and treatments. At the same time, we 

have teen that yesterday's "incurable and filial' disease can be tomorrow's medical triumph, 

and that a disease that terrorizes one generation can be only dimly remembered by the next 

generation. Two principles need to guide us wherever possible: the eensensus of scientific 

peer groups and clinical trials as the instrument for consensus wherever possible. 

Bach of us hps A role to play in this enormously important effort to save the lives of 

American women. I believe that NCI's role is the generation of knowledge, the sharing of 

that knowledge and translation of scientific knowledge into clinical reality at the community 

level. We could not advocate a treatment being continued If foltowup clinical trials Showed 

that ita benefits were initially overstated, that In truth, It brought no reduction in deaths in the 

real world. By the same rules, we must adhere to what we have learned about the value of 

mammography for women tn various age groups. After a process cf scientific evaluation, 

after extensive review of data from a number of clinical trials, after internal and external 

debate, and most important of all, after iceldng the input and advice of our most respected 

non-governmental experts, we have an obligation to share the results of this process with the 

women of Amarfc*. We owe it to them to provide the most accurate infonnation available 

p-about screening and treatment of breast and cervical cancer at a point in time. In the case of 

mamntography, a routine program of screening will definitely save Uvea. This technology 

has been proven in randomized clinical trials for women over age SO, and moreover there it a 
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dMr tod tumrintakahh oonioatui on thb point. For women under 30, neithsr condition 

tppliet at thii time. 

One point mult be emphaslted: this discussion does not address diagnostic mammognqphy, 

wbere a doctor and woman are joined in followins symptoms or other indications, such u a 

lump, pain, or swelling, of a possible malignancy, That is a different situation entirely. 

Here, in this discussion, we are focusing on the concept of screening in women who an free 

fiom known signs or symptoms. 

It is important to note that mammography is only one of several technologies being examined 

by NCI. For enunpls, a large clinical trial, the Prostate, Lung, Colorectal, and Ovarian 

(PLCO) trial, has begun to evaluate screening tests in these cancers. This study will assess 

the predictive value of the widely used test for prostate specific antigen (PSA) and leu used 

technology such as ultrasound, CA 125 or flexible sigmoidoscopy. In women, for instance, 

the study is designed to determine if screening with pelvic examination plus semm CA 125 

and transvaginal ultrasound can reduce deaths from ovarian cancer. Thus, for teats such as 

PSA, we are not recommending its adoption as a routine screening tool until clinical trials 

and a adantUIo consensus permit us to do so. 

The rank-and-file scientists who work in the National Cancer Program, both intiamurel and 

extramural, ore superb and they are a dedicated group of men and women. They are working 

to find new ways to prevent, detect and treat breast and cervical cancer, ND supports 
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fettuch •lined at locating Important gonea and genetic pioceuea in breast cancer. Research 

is being canted out on specific inherited gene abnormalities and certain fiunilkl 

predlspoaltiona to breast cancer Including benign proliferative breast disease; the Li-Fnumeni 

•yndrome, In which flunily members Inherit a mutation in the att tumor suppressor gene, 

located on the short arm of chromosome 17; and early-onset fcnilial breast canoer, linked to 

abnormalities also on chromosome 17 referred to as Breast Cancer-1 or BRCA-1, 

Collaborations with the National Center for Human Genome Research are designed to 

elucidate gaoedc informadoo about breast cancer. On December 2, 1993, we were pleased 

to announce the finding of a gene for colon cancer that also appears to play a role in ovarian, 

uterine and several other cancers. When genes are found, tests can be developed to show 

which women a» at risk. Sometimes the genetic discovery will aid in developing vaodnes or 

new prevention stratngies. 

At times, conditions not typically thought to fell within a definition of women's health are of 

nupassing importance. Thus, the gene for Ataxia-Telangiectasia when carried by an 

otherwise normal woman can predispose her to radiation damage and breast cancer. As 

carcinogenesis studies progress, this infonnation could be used to counsel women at high risk 

to avoid certain environmental exposures and to tmderlake individualized programs of 

screening and prevention. We are looking specifically at breast cancer and the interaction of 

various oocupattoeil and enviranmental haiards in the Na Long Island Breast Canoer Study 
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evetywhete* 

Qenetie dUcoveriw will yield new moieculer teats that might have high spedflcity. 

We are not waiting ter these events to occur. We are working to refine our knowledge of the 

tods we have, Including mammography and Pap tests. We are encouraging the development 

of new digital mammography techniques, which would also allow transmittal of images for 

consultation or diagnosis by specialists. New imaging techniques are being used to more 

accurately guide biopsies and surgery, Other methods are borrowing from space or defense 

department technology. None of us is content. All of us know that cancer is the second 

kading cause of death among women in the United States and we know the suffering caused 

by this 

NCI research has shown that the Impact of cancer in general on minority and underserved 

populations if disproportionately great. This impact is certainly felt in breast and cervical 

cancer incidence and mortality rates. Even where incidence rates are lower for African-

American women than for white women, as U the case with breast cancer in women ages 40 

and over, the mortality rates of African-American women are higher. Cervical cancer 

Incidence rates ter African-American women are about twice the rales for white women* and 

mortality rates are about three times the rates for white women. 
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Screening and acoeu to icieening tit only cast upect of this very oomptai situation, one tb&t 

tangles economic issues, educational Issues, access to screening and diagnosis and access to 

treatment with many other variables including genetic and environmental ones. 

Mammography has seemed to be a successful way to Introduce some underserved women into 

the medical system. In some ways, it has become a metaphor for concern about breast 

cancer, even a way a woman could express her determination to protect her health, But 

mammography was never destgued to do all that-it is a medical tool. Mammography wu 

designed to screen for breast cancer and where it is efficient and there are other benefits, that 

is ail to the good. Thus, for women over 50, mammography Is an established screening tool. 

But there is extreme disagreement concerning women under age 50. Therefore, in this 

setting, we must state what we know and what we do not know. 

A word about the history of NO recommendations is In order. In 1OT7 the NCI developed 

Working Guidelines for the early detection of cervical and breast cancen. These guidelines 

provided the American public with a summary of the state of knowledge at the dme.' The 

guidelines regarding screening mammography for breast cancer detection (which can be 

defined as a regularly performed mammogram for a woman with no presumptive evidence or 

symptoms of bceast cancer) were as follows; 

1 It is important to stress that none of these guidelines pertain to diagnostic 
mammography, which is performed as a result of a clinical suspicion (such as a lump or 
nipple dlaoharge). In the letting of e clinical suspicion, whether because of symptoms or 
physical findings, mammography is generally a necessary medical tool. 
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• Tbc screealng proccu thould begin by age forty and oonalit of annual 

dinical aatninarion with acreening mammography performed at one to two 

year intervali 

• Beginning at age fifty both clinical examination and mammognphy ihould be 

performed on an annual basis. 

• Pfayridans should encourage women to perform monthly breast self-examinations. 

At the time these guidelines were developed, evidence for scraanlng was stnjngett in women 

ages 50-69, although the Health Insurance Plan (HIP) of Greater New York clinical trial had 

Shown a reduction In canoer deaths due to screening in a group of young and older women all 

mhed together. Hie above guidelines were considered working guidelines with the intent to 

revisit them should any new infonnation become available. 

Similarly, the working guidelines for cervical canoer screening developed in 19$8 ate as 

follows; 

• All women who are or who have been scacually acdvforifoo hiyg reached 

the age of 18 years should have an annual Pap teat and pelvic f n-frtitign 
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• After e woman haa had three or men consecutive, satisfactory, normal 

annual examinations, the Pap test may be performed less frequently at the 

disention of her physician. 

Over the ensuing six yean there has been no now information to contradict the basic 

meessage of the original guidelines on cervical cancer and the consensus among sdentists has 

held firm, Over the last two to three years, however, several events have led to an ongoing 

re-cvataatkm of the breast cancer screening guidelines: 

• First, an NCI-supported meeting entitled "Forum on Breast Cancer Screening 

in Older Women" was convened in April 1992. Among the recommendations 

was the following: "There was enough direct evidence to support a 

recommendation for universal screening fo women sixty-five to seventy-four 

yean of age. Because of the lack of direct evidence regarding screening 

efficacy and because of Increasing occurrence of multiple chronic diseases in 

women seventy-five yean of age and older, the Forum concluded that clinical 

judgment was necessary to weigh the relative benefits of oomoibldity and 

screening effectiveneu for the individual patient in this age group ... 

Kegardlng the interval for mammography mad cliidoal breaat examination, the 

Forum concluded that there was no evidence to choose one interval over 

•nother, ainoe apparently equally effective intervals have ranged from twelve to 

thirty-three months." 
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• Second, the Canadian National Bnait Screening Study of aoteenlng women 

In their fbrtiei, publiihed in November 1992, did not ihow a mortality benefit 

•icribed to mammography after levenyeara of Mow-up. Dr. Anthony Miller 

preaemed a preliminary analysis of thia itudy in doaed aeaslon to the Board of 

Scientific Counadors of the NQ's Division of Cancer Prevention and Control 

(DCPQ as to back as October 1991. 

• Third, an overview analysis of five randomized screening trials conducted in 

Sweden in the 1970's was reported early in 1993. The study found that the 

largest reduction of breast cancer mortality, roughly one-third 

among women aged 30-69 at randomisation. Among women aged 40-49 at 

nrndomlnttton, no satistlally significant difference was observed. 

I would like now to briefly discuss the process by which NCI came to the specific change 

under discussion today, but before doing so, 1 want to put to rest the concern that the NCI's 

position is infiueaced by political considerations or expediency. 

TWs process was, in one way, initiated in 1991. It wis obvkms that there was a need to 

evaluate the new Information in the context of tho large body of evidence which had evolved 

since the landmark Health Insuntnoe Plan (HIP) study of thirty years ago. Following a pre-

publication, closed briefing In the Fall of 1991 on the Canadian mammogrephy study, NCI 

began planning a tô ot international workshop of breait cancer acreening that was held in 
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Frimiuy 1993. Many of the tocatiito who performed the itudlea, ea well at reeeerchen in 

tamat cancer acreening fleldi, participated in thii workshop. Results from all eight published 

randomised clinical trials of screening mammography were reviewed. At that workshop an 

overview analysis, a metfranalyris, was presented by New Zealand investigators of ali the 

fandomiaed screening trials in the world, This analysis raised questions regarding the benefit 

of acreening women between the ages of 4049, This workshop was open to both the press 

and the public. At that time, NCI provided information and resources to the media, 

interested voluntary, advocacy and health professional organisations, and the public, on the 

mammography acreening studies that were being reviewed. 

The final report of the workshop concluded: 

• First, "The nmdomlxed trials of women ages 40-49 are consistent in showing no 

statistically significant benefit in mortality after 10-12 yean of foUow-up For 

this age group, it is dear that in the flnt 5-7 yean there is no reduction in mortality 

from breast cancer that can be attributed to screening. There is an uncertain and, if 

present, marginal reduction in mortality at about 1(M2 years. Only one study 

provides information on long-term effects beyond 12 yean, and more information is 

• Second, "For women ages 50-69, the evidence presented at the WorUiop 

strengthens the scientific observation that screening leads to reduced breast 
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canov mortality. Every itudy proceated found a protective effect for women 

In thia age group The Swediih itudiei auggeit that a screening 

mammogram a* infrequent as every 33 months reduces breast cancer mortality, 

at least in a poplatlon with a high compliance rate and In a setting with high-

quality mammography. These data raise tha possibility that a screening 

interval of every 12 months may not be necessary in this populatian.N 

• Third. "Women in their 70's are a Ugh risk group for breast cancer. The 

currently available clinical trial data for these women are inadequate to judge 

the effectiveness of screening because the numbers of women were small, the 

compliance was poor, and the screening episodes were too few." 

The Workshop charge wu to critically review and summarize the sdaotlflo evidence, not to 

develop guidelines PK a. In response to this analysis, Na staff began the process of 

reviewing our Working Guidelines in the context of the new information. Na has a 

responsibility to provide accurate, dear information to the public-based cn scientific 

evidence. This information dearly hdd an important public health message for all women 

and health care professtonals. 

Subsequently the following process has taken place: 

91'd BOO'ON DC:; ! frfi.CT NHf C77T7nt7Tnc!nT , T-IM' w-nn/oHij 
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• During the period from May through August 1993, the NCI PDQ Editorial 

Board, ooatUdog of both NIH and ooa-NIH feeearchen, reviewed and 

cndoned Woriahop reiulto; the NCI itaff developed draft 

guldcUnes/recommendatloQi which were reviewed by the NCI Executive 

Committee; NCI itaff also met with the American Cancer Society (ACS) to 

discuss principles underlying the NCI draft guidelines, 

• In September 1993 the draft guidelines were reviewed and discussed by PHS 

ageodes and selected participants from the February 1993 International Workshop on 

Breast Cancer Screening; NCI staff met with the ACS Breast Cancer Subcommittee, 

the National Cancer Advisory Board, and with individual members of the DCPC 

Board of Scientific Counselors to discuss proposed guidelines. 

• During October 1993, NCI diaseminatod draft guidelines and other materials to 

agencies involved in earlier guidelines and voluntary advocacy groups, with a request 

for written comments and attendance et the upcoming October 21 meeting of the NCI 

DCPC Board of Scientific Counselors. 

• On October 21,1993, the guiddinos were reviewed by the DCPC Board of 

SdentLflc Counselors, who passed a motion recommending that tha existing 

reoonunendadona for women SO years and over be maintained, and that for women 

under age SO NCI provide a summary of existing evidence and data and suggest that 

CT'J ann" nu TCOT fee or uur rryrrn*trn^'nj _ itkf umn taus J 
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ttwM t» dlacusaed with Mch woman*! physkdan or health out provider. In effect, tha 

Board wanted to preient the fecti, without the pronouncement of a guideline. 

• On November 22-23,1993 the National Cancer Adviiory Board passed the 

Mowing modon: "Recognizing that there is controversy on the eftetiveneas of 

mammography for women under the age of 50 that calls for more research, the 

members of the National Cancer Advisory Board recommend that the National Cancer 

Institute defer action on recommending any changes in breast cancer screening 

guidelines at this dme." 

• On December 3, after carefld consideration of the conflicting advice of scientific 

expats, NCI released the following statement summarizing our position on breast 

cancer screening1. 

"There is a general consensus among experts that routine 

screening every 1 to 2 years with mammography and clinical 

breast examination can reduce breast cancar mortality by about 

one-third for women ages 50 and over. 

Experts do not agree on the role of routine screening 

mammography for women ages 40 to 49. To date, randomized 

'A finn'ON TC!;T bft.ci MMP c77T7nhTnc!nT „ T-iwH-nn/Hw-aj 
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cUnkal Mali have not town a rtatUtically tlgnlfiant reduction 

in mortality for wooun under the age of 30." 

The proceai has been open and candid. We have extended our outreach to many divene 

groups both Kientlata and consumer advocates. We have heard from women's advocacy 

groups who strongly oppose the use of routine mammography in women under 50 and those 

who with equal force hold the opposite view. NCI has been intensively reviewing the state of 

the science reganHng mammography screening efficacy for at least two yean. After the 

weritShop flnnnlnrinnn were clear. NCI conducted surveys and focus groups with women and 

health can profosslonals to anticipate issues which might help to prepare health profeeskmals 

and the public for such changes. 

Results fiom the surveys and focus groups indicated that women clearly understand that 

scientific debate on health issues is sometimes unavoidable. 

The NCI maintains communication with many voluntary, advocacy and health professional 

mganiiaHons to the areas of cancer prevention, early detection, and treatment. NCI has 

redoubled Its efforts to stay in dose communication with these organiaadoos and to assist 

where possible in minimising the confusion that often occurs when recommendations change. 

And yet, we sometimes must differ even while we may at the same time respect and admire 

thoee who disagree with us. 
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OB December 9> 1993, NCI rdMied the new mammography atttomcot and atmultoneouHy 

oommunloated with all iu own unit* including the Cancer Information Servke-wMch aniwen 

inquMaa via the toll-free 1-800-4-Cancer telephone number, the National Black Laadenhip 

Initiative on Cancer, the National Hispanic Leadership Initiative on Cancer, the Appalachian 

Leadership Initiative on Cancer; the Cancer Centers Public Afltin Network; and the Canters 

for Disease Control and Prevention to determine the strategies and tools needed to convey 

NCI's breast canoer screening messages in light of the latest scientiflc review. NCI 

immediately began updating its own publications and developing a consumer brochure that 

explains the new poaition on breast canoer screening for women 40 and over. 

The NCI Division of Cancer Prevention and Control is planning a meeting of organizations 

within the Public Health Service to determine how best to work together on this issue and to 

organize an ad hoc committee of NO staff as a flnt step to develop effective strategies to 

educate physicians and other health care providers on the new NCI mammography statement. 

Perhaps most Importantly, NCI staff will continue to meet with breast cancer advocacy 

groups and voluntary organizations, such as the American Cancer Society (ACS), to clarify 

issues, identify common ground-end there is common ground-foster cooperation, and ex­

plore joint communication efforts, where this is possible. 
i 

Mr. Chairman, I welcome your interest and die interest of this Committee and the Congress 

in this issue. Please allow me to repeat mysdf. Each of us has a role to play in this 
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caonnoudy Important eflfort to save the Uvea of American women. This dialogue on 

mammography Is part of the effort. NCI must generate and aasesa knowledge and then assist 

tn translation of sdendflc knowledge into the care given at the community levd. Science is 

not separate from life, it is our effort to understand life. NCI's recommendations must be 

based on sdentiflo evidence to the greatest extent possible, and they must change as new 

information becomes available. Hiank you, Mr. Chairman, far this opportunity to testify. I 

would be pleased to answer any questions you or other mentben of tha eommittee may have. 
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