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PRESIDENT AND THE FIRST LADY ANNOUNCE NEW INITIATIVES TO IMPROVE 

PREVENTION AND EARLY DETECTION OF BREAST CANCER 


October 24, 1997 


Today the President and the First Lady announced new steps to ensure'that more women get 
regular, high quality mammograms. Early detection, followed by prompt treatment, can reduce 
the risk of death by as much as 30 percent. 'However, a mammogram can fail to do its job because 

, , 

of poor medical techniques, processing or reading of the films; inadequate record keeping and 
reporting of results, and lack of effective quality assurance controls. rn 1995, about 35 percent of 
mamography facilities that sought accrediation initially failed the quality requirements. Moreover, 
far too few women get regular mammograms. Thirty-three percent of women ages 50 to 64, and 
45 percent of women over age 65 reported not receiving a mammogram in the last two years. The 
initiatives the President and the First Lady are announcing today include: 

Improving Quality Standards of the Mammography Facilities Nationwide. The new FDA 
regulations announced today, authorized by the Mammography Quality Standards Act (MSQA), 
set new high standards for mammography facilities. They include important new clarifications 
that require facilities to hire capable technologists, to use equipment that produces clear and 
accurate images, and to ensure that physicians have the skills to interpret the rules. It also requires 
facilties to display their FDA certification, so women and their families know facilities have met 
the quality standards. They also require that patients be fully informed of results of a 
mammogram so that follow up testing and treatment can begin immed,iately. These new standards 
will ensure women receive high quality, accurate mammograms. The National Breast Cancer, 
Coalition applauded the implementation of the final regulations stating that "this Rule will ensure 
that every woman in America will receive the highest quality mammography." 

Initiating a New Mammography Education Campaign at the National Cancer Institute 
(NCI). Today, the Ncr is initiating a new national education campaign that provides women and 
their families and health professionals clear, up-to-date information about steps they should take to 
detect mammography and breast cancer. The materials being released have been developed to 
educate women about the recommendations made by Ncr this spring that women in their 40s and 
older should get regular screening mammograms. The Ncr materials will be released to 
community organizations, doctor's offices, and other health care facilities around the country, 
providing education about the risk factors for breast cancer, the benefits and limitations of 
mammography, and the importance of regular mammograms for women in their 40s and older. 
They also highlight breast cancer incidence and mortality rates for women in different racial/ethnic 
groups. 



·, 

Launching the First Lady's National Annual Medicare Mammography Campaign. Each year the 
First Lady has launched a mammography campaign to encourage older women to get mammograms. 
Despite the fact that mammography can significantly reduce mortality rates, 45 percent of women over 
age 65 have not had a mammogram in the last two years. To encourage more older women to get regular 
mammograms, this year the First Lady's campaign includes: 

• 	 New Nationwide Public Service Announcements to Encourage More Older Women to Get 
Mammograms. Today, the First Lady is announcing two new public service announcements to 
encourage older women to get mammograms. One of the PSAs features Candice Bergen and was 
aired this week at the close of the Murphy Brown Show. The second PSA includes breast cancer 
survivor and spokesperson Carol Baldwin and her sons, Alec, William, Daniel and Stephen. In 
addition to these PSAs, a number ofcorporations. have made important new commitments to 
educate women about the importance ofregular mammography and screening. 

• 	 HORIZON Grants to Improve Mammography Rates Among Minority Women. This year 
HCF A has focused the Medicare mammography campaign to reach minority Medicare 
beneficiaries who are even less likely to get mammography screenings. HCF A launched Horizon 
. Project grants, a three-year initiative in six major cities which focuses efforts on increasing 
mammography rates among Hispanic and African-American Medicare beneficiaries. These 
comprehensive efforts will not only encourage more women in these areas to get regular 
mammograms but provide insight on how to overcome barriers that prevent women from getting 
mammograms. This week, we received the project's first report, and it is teaching us a great deal 
about how to identify barriers including lack ofawareness about the Medicare mammography 
benefit, language barriers, and misconceptions that only women ofchildbearing are at risk for 
breast cancer, and strategies to overcome them. 

The Initiatives Being Announced Today Build on the President's Strong Record in the Fight 
Against Breast Cancer. 

• 	 The Balanced Budget Act Made Medicare Mammograms More Affordable and Accessible. 
The balanced budget the President signed into law this summer took steps to encourage more 
women to get regular mammograms by waiving deductibles for all mammograms and covering 
mammograms on an annual basis. Although Medicare has covered screening mammography since 
1991, only 14 percent ofeligible beneficiaries without supplemental insurance receive 
mammograms, indicating that cost can be a significant barrier. The balanced budget also 
expanded coverage to pay for annual screening mammograms all Medicare beneficiaries age 40 
and over -- making coverage consistent with the new recommendations of national experts. 
Earlier in the year, President Clinton took action to bring Medicaid and Federal Employees Health 
Benefits in line with the new recommendations. 

• 	 The President Has a Long Record in Fighting Breast Cancer. The President has taken a 
number of important steps to fight breast cancer. Since the President took office funding for breast 
cancer research, prevention and treatment has nearly doubled to over $500 million in 1997; the 
CDC .breast and cervical program which provides screening low-income women has expanded 
nationwide; new space technology has been applied to research to gain valuable knowledge 
important about detection and treatment ofbreast and ovarian cancer; and funding has increased 
for an unprecedented partnership at the Department ofDefense between the military, scientists, 
physicians and community members for grants to invigorate breast cancer research. 



CLINTON ADMINISTRATION INITIATIVES TO FIGHT BREAST CANCER 

• 	 Introduced Legislation to Prevent Discrimination Based on Genetic InCormation. 
The President has urged Congress to pass bipartisan legislation to prohibit health plans 
from inappropriately using genetic screening information to deny coverage,'set 
premiums, or to distribute confidential information. For many diseases, such as breast 
cancer, we are beginning to identify hidden genetic disorders which can spur early 
treatment. However, genetic testing also can be used by insurance companies and others 
to discriminate and stigmatize groups of people. In fact, stUdies show that a reason 
women do not get genetic testing for breast cancer is because they fear the information 
will be used to discriminate against them. 

• 	 Expanded Medicare to Pay Cor Annual Screening Mammograms Cor all Medicare 
Beneficiaries Age 40 and Over. The balanced budget expands coverage to pay for 
annual screening mammograms for all Medicare beneficiaries age 40 and over, enabling 
women to follow the National Cancer Institute's (NCI) recommendations to undergo 
regular mammogram screening at age forty. President Clinton has also taken action to 
bring Medicaid and federal employee health benefits in line with NCI recommendations. 

• 	 Made Medicare Mammograms More Affordable and Accessible. The balanced 
budget enacted by the President this August waived deductibles for all screening 
mammograms, making annual mammograms more affordable for older women. Costs 
can be a significant barrier for older women to get mammograms. Although Medicare 
has covered screening mammography since 1991, only 14 percent of eligible 
beneficiaries without supplemental insurance receive mammograms. 

• 	 Built on HHS Commitment to Breast Cancer Research, Prevention and Training. 
Since the President took office, funding for breast cancer research, prevention and 
treatment has nearly doubled, fromabout $276 million in FY 1993 to an estimated $513 
million in the President's FY 1997 budget. 

• 	 Continued Department oC Defense Funding Cor Breast Cancer Research. In FY 
1997, the DOD will spend $112 million on breast cancer research. This is an 
unprecedented partnership between the military, scientists, physicians, and the 
community to fund grants to invigorate breast cancer research. One of the most 
important and innovative aspects of the program is that breast cancer survivors are 
actively engaged in defining the program and serve on scientific panels which review 
grant proposals. 

• 	 Increased Funding Cor Genetic Research. HHS-funded research led to the discovery of 
two breast cancer genes -- BRCA-l and BRCA-2 .:- which holds great promise for the 
development of new prevention strategies. On October 26, 1996, President Clinton 
announced $30 million in new funding for research into the genetic basis of breast cancer. 



• Educated Older Women to Use the Medicare Mammography Screening Benefit. 
The First Lady has launched a yearly mammography campaign to inform and encourage 
older women to use the Medicare mammography screening benefit. Despite evidence 
that early detection through mammography and clinical breast exams is essential, 45 
percent of women over age 65 report they have nothad a mammogram during the past 
two years. This year the First Lady's campaign focuses on encouraging women with 
particularly low mammography utilization rates to get mammograms. 

• Improved Mammography Quality Standards. The final regulations the President 
announced today strengthen and improve the program the FDA implemented for 
mammography standards in 1994 to ensure that they meet standards for equipment, 
personnel, record-keeping, and quality controL Women and their families can look for 
the FDA certificate as evidence that the facility meets quality standards. These new 
standards will ensure women high quality, accurate mammograms. Women can find a 
certified mammography facility by calling l-800-4-CANCER. 

• Supported Legislation That Prevents Women From Being Forced Out of the 
Hospital Only Hours After a Mastectomy. In his State of the Union Address, President 
Clinton endorsed bipartisan legislation to ensure that women are not forced out of the 
hospital before they are ready because of pressure from their health plan. The 
Department of Health and Human Services also sent a letter to all Medicare managed care 
plans making it clear that they may not set ceilings for inpatient hospital treatment or set 
requirements for outpatient treatment, and that a woman and her doctor should make 
decisions about what is medically necessary. . 

• Provided Screening for Low-Income Women. CDC's National Breast Cervical Cancer. 
Early Detection Program offers free or low-cost mammography screening to low-income 
elderly and minority women. On October 1, 1996, Secretary .Shalala announced the 
expansion of the program to all fifty states. The goal is to reduce breast cancer deaths 
among these women by 30% and cervical cancer deaths by 90% through increased. 
mammography and pap testing. 

• Applied Space Technology to Detect and Treat Breast Cancer. NASA is applying 
cutting edge technology to iniprove ways to diagnose and treat breast cancer. For 
example, NASA uses the micro gravity of space to grow human tissue for res~arch and 
transplantation; gaining valuable knowledge important to the treatment of breast and 
ovarian cancer. Mars Pathfinder technology has been developed to enhance pictures is 
being modified to make three-dimensional models of breast tissue. This enables doctors 
to differentiate breast tissue more accurately without using painful invasive procedures. 
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QUOTES SUPPORTING THE PRESIDENT'S INITIATIVES ON BREAST CANCER 

"Thank you for your continuing commitment to eradicating breast cancer ...Over the past five 
years, your Administration has helped make finding the cause ofand a cure for breast cancer a 
national priority by increasing research efforts and improving current breast cancer policy." 

"We applaud the Administration's dedication to improving breast cancer screening and the 
promulgation of the final regulations implementing the Mammography Quality Standard Act . 
(MQSA). This Rule will ensure that every woman in America will receive the highest quality 
mammography." . 

--National Breast Cancer Coalition 

"The American Cancer Society (ACS) applauds President Clinton for his leadership on breast 
cancer issues. ACS supports the issuance of the final regulation of the Mammography Quality 
Assurance Standards Act (MQSA) because it will give women more confidence in the quality of 
their mammography." . 

" ACS also supports the investment in screening programs to reach poor and underserved women 
who may not otherwise receive health care." 

"Finally, ACS supports the National Cancer Institute initiative to educate women about the need 
for annual mammograms begiiming at age forty." 

-~American Cancer Society 

"On behalf of the National Alliance ofBreast Cancer Organizations' 375 member organizations 
and the many thousands of women under their care, please accept our appreciation for your 
leadership in the fight against breast cancer. With new plans and initiatives and through support 
of federal programs and legislation, all American families have felt your concern about this most 
common form of cancer in women in our country." 

"With your guidance, millions of women are now hearing lifesaving messages, and poor and 
underserved women are linked to health care services they require and deserve." 

·--National Alliance ofBreast Cancer Organizations 



"I am pleased to join millions of other Americans in applauding your leadership in all areas of 
women's health, especially breast cancer detection and treatment." 

"Your initiatives to broaden access to mammography for all American women and to ensure that 
mammograms are done only by trained personnel at properly equipped facilities will 
undoubtedly save many lives." . 

" We also applaud your efforts to increase funding for breast cancer research." 

--Society for the Advancement of Women's Health Research 

"The American College of Radiology (ACR)today strongly supported the Administration's far­
reaching efforts to bring high quality screening mammography' to under-served women across the 
nation." 

"As a result of this private/public partnership with the ACR accreditation program and FDA 
certification women can be assured of getting the best mammography available, which can save 
their lives through early detection." 

--American College ofRadiology 

"The American Medical Women's Association applauds the efforts of the Clinton 
Administration in the area of breast cancer research, education, detection, diagnosis, and 
treatment. " 

"As a long-time advocates for women's health, President and Mrs. Clinton are to be commended 
for their support of the FDA's Mammography Quality Standards Act, which ensures that all 
mammography facilities in the United States are certified by the FDA as providing quality 
mammography in order to lawfully continue to provide mammography services." 

--American Medical Women's Association 
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"I want to commend you for your leadership of a national effort to combat breast cancer." 

"The efforts of your Administration to expand Medicare coverage of mammograms are critical if 
elderly women are to take advantage of this important screening tool. Of equal significance is 
making women aware of the need for mammograms andthat coverage is available." 

--American College of Obstetricians and Gynecologists 

"Shaklee applauds the efforts of Hillary Clinton and the Clinton Administration to change 
Medicare guidelines to allow women over 50 access to annual mammogram testing." 

--Shaklee Corporation 
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I SOCIETV® GOVERNMENT RELATIONS OFFICE 

. STATEMENT FROM THE AMERICAN CANCER SOCIETY 

. The American Cancer Society (ACS) applauds President Clinton for his leadership on breaSt 
cancer issues. ACSsupports the issuancc'ofthe.final regulation of the Mammography Quality 
Assurance Standards Act (MQSA) because it will give women more confidence in the quality of 
their mammography. ACS also supports the investment in screening programs to reach poor· 
and underserved women who may not otherwise receive health care. Finally. ACS supports tp,e 
National Cancer Institute initiativ~ to educate wornen about the need for annual mamograms
beginning at age forty. . ' .', ' ., . , 

\ 
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AMERICAN MEDICAL WOMeN'S ASSOCIATION 

FOR IMMEDIATE RELEASE CONTACT: Anne Pritchett 
703-838-0S00 

American Medical Women~s Association Applauds 

Breast Cancer Efforts· 


( 

Alexandria, VA (October 23, 1997). The American Medical Women's Association 
applauds the efforts of the Clinton Administration in the area of breast cancer research, 
education, detection, diagnosis, and treatrnen~. It is particularly appropriate during 
National Breast Cancer Awareness Month that we recognize the efforts of the Clin~on . 
Administration in the area of breast cancer. As a long-time advocates for women's 

. health, President and Mrs. Clinton are to be commended for their support of the FDA's 
Mammography Quality Standards Act, which ensures that all mammography facilities in 
the United States are certified by the FDA as providing quality mammography in order to 
lawfully continue to provide mammography servi~es_ We also applaud. them for their 
support of the Breast Cancer Patient Protection Act of 1997, which would require health 
plans to allow women who have undergone mastectomies to remain in the hospital for at 
least 48 hours, and 24 hours for ~ose undergoing lymph node dissections. 

Almost 2 million women will be diagnosed with breast cancer in this decade, and 
approximately 450,000 will lose their lives to the disease within this same timeframe. 
The number of breast cancer deaths will likely be reduced as a result of early detection 
and appropriate management. The American Medical Women's Association applauds the 
efforts of President and Mrs. Clinton for their efforts to help increase access to quality 
mammography and to improve the health ofthe Nation's women. 

Founded in 1915, the American Medical Women's Association represents more 
than 11,000 women physicians' and medical students who are dedicated to promoting 
women's health and furthering the personal and professional development of women in 
medicine. AMWA has long focused on breast cancer as a key public health issue, and 
currently is providing training in breast cancer diagnosis and treatment to more than 
6,000 primary care managers throughout the country_ 

Representing Women in Medicine Since 1915 
801 NORTH FtURFAX STRE£T • SUITE 400. ALEXANDRIA, VIReINIA 22314 
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Shaklee Corporation Goes to Bat for Breast Cancer Awareness Month 

San Francisco, CA - Shaklee applauds the efforts 0'1 Hillary Clinton and the) 
Clinton administration to change Medicare guidelines to allow women over 50 access 
to annual mammogram testing. Recognizing the importance of breast cancer 
education and early detection, Shaklee Corporation initiated three breast cancer 
awareness programs targeted to its nationwide base of independent distributors, 
employees and the public during October of 1997. The company alerted both its 
distributors and employees through publications and notices about ways to be 
involved in educating themselves and others in combating this epidemic disease. 
Shaklee also provided funding to programs that raised awareness and encouraged 
individual action. 

Special bulletins in Shaklee's Late breaking News went to over 14,000 independent 
distributors that encouraged readers to have regular physical check-ups and to ask 
their doctors about preventive measures. The notices included the reminder that 
Medicare covers the cost for mammography every other year for women that qualify. 
As part of its Wellness Program, the Company also underwrote the entry fee for any 
employee participating in the Race For the Cure, a run benefiting the Susan B. Komen 
Foundation. 

Additionally, Shaklee provided seed money to help fund the compelling documentary, 
Rachel's Daughter's: Searching for the Causes of Breast Cancer which aired on HBO 
six times during October. Taking an original approach to exploring the broad spectrum 
of suspected causes, the film included interviews with twenty-one scientists and 
medical doctors by its lay investigators. women who are living with breast cancer. This 
powerful film is a fitting tribute to Rachel Carson, author of the landmark book, Silent 
Spring. A conservative estimate is that four to five million people will have seen 
Rachel's Daughters by the end of October. 

Founded in 1956, Shaklee Corporation is an innovative global marketing company 
with operations in the United States and seven other countries. A diversified 
consumer products company, Shaklee includes multilevel marketing. research and 
technology development under the Shaklee name and direct mail and retail product 
operations through its Bear Creek Corporation subsidiary. The Shaklee Global 
Marketing Companies include Shaklee North America and Shaklee International. In 
1989, Shaklee was purchased as a wholly-owned subsidiary by Yamanouchi 
Pharmaceutical Co., Ltd., one of the largest and most profitable pharmaceutical 
companies in Japan with operations worldwide. The combination of the two firms has 
created a global entity on the cutting edge of science and technology. offering high 
quality products that continue the tradition of health, well ness and sensitivity to the 
environment. 

#####. 
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Contact: 	 Michael J. Bernstein (703) 648-8910 Embargoed Unti1: 

Carolyn J. Jones (703) 648~8928 Noon October 25 

American College of Radiology Praises White House 

. For Strong Mammography Screening Initiatives 

The American College of Radiology (ACR) today strongly supported the 

Administration's far-reaching efforts to bring high quality screening 

mammography to under~scrved women across the nation. 

Today the White House announced a major initiative, to be led by First 

Lady Hillary Rodham Clinton, targeting minority and other under-served 

women. The major educational campaign is titled, "Get a Mammogram, a Picture 

That Can Save Your Life./I 

The campaign will emphasize that beginning January 1 Medicare will cover 

yearly screening mammograms for all women 40 and over covered by the 

program. 

In addition to announcing the FJrst Lady's initiative, theWhlte House 

Unveiled final rules for the Mammography Quality Standards Act (MQSA), the 

act which has been giving the Food and Drug Administration (FDA) the power 

to certify mammography facilities accredited by the ACR and other accrediting 

bodies. 

liThe ACR is delighted that Medicare will now be covering screening . 

mammograms yearly," College Board Chairman Dr. Ronald G. Evens said today. 

"Scientific studies clearly show that the shorter the interval between 

mammograms the greater chance for detecting breast cancer at its earliest, most 

treatable stage." 

AMERICA'N COLLEGE OF RADIOLOGY 
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Dr. Evens also highly p:faised the program for focusing on the under·served 

women of the nation. "Too few low income women and minorities are having. 

screening mammograms and this effort by the First Lady can have a major 

educational impact on both groups/' he said. 

The ACR, Dr. Evens added, " created the nation's first mammography 

accreditation program 10 years ago to assure that the women of this country 

have the highest quality of mammography possibl(As a result of thL'> ' 

private/public partnership with the ACR accreditaffan program and FDA 

,certification women can be'assured of getting the best mammoyaPhY 
available/which can save their lives through early detection.1I 

. . 

. . 

# 
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October 24, 1997 . 

William Jefferson Clinton 

Presidentof the United States of America. 

The White House 

1600 Pennsylvania Ave, NW 

Washington, DC 20100 


Dear President Clinton, 

On of the behalf American College of Obstetricians and Gynecologists (ACOG). an 
organization representing 38~OOO physicians dedicated to improving women\s health, 1 
~'ant to commend you for youileadership of a national effort to combat breast cancer. As. 
with· any serious challenge, breast cancer must be attacked on many fronts and your 
Administration has been in the forefront on several initiative. 

One weapon in the war against breast cancer is early detection and treatment. 'The efforts 
of your Administration to expand Medicare coverage of mammograms are critical if 
elderly women are to take advantage of this important screening "tool. Of equal 
significance is making women aware of the need for mammograms and that coverage is 

- available. Here ,too, we have been pleased to partner ""ith your Administration. As 
primary care physicians, obstetrician-gynecologists are critical to efforts expanding 
access to mammograms. Obstetricians-gynecologist have an excellent record of assuring 
that their patients know· the importance of self-breast exam and mammogram, receive a 
clinical breast exam" and receive a referral for a mammo~am. Thus, your continued 
support of obStetrician-gynecologists as primary care physicians is critical to the war on 
breast cancer .. Furthermore, we urge you to assure that any "Consumer Bill of Rights" 
guarantees women's access to obstetrici~-gynecologists. 

For women with breast cancer, your support for .banning clauses in physician contracts 
that prevent physicians from discussing all treatment options is essential. These women 
benefit from knowing "that if they have a mastectomy their insurance will cover a hospital 
stay of the length their doctor believes is medically appropriate. We are pleased to join 
you in support of such legislation. We encourage you to go further and support 
legislation guaranteeing women with breast cancer access to second opinions and for 
those choosing mastecto~es coverage for reconstructive surgery. 

THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS • WOMEN'S HEALTH CARi PHYSICLl\J"iS 

409 12TH STREET SW WASHINGTON DC 1001"'1188 


MAILING ADDRESS: PO BOX 96920 WASHINGTON DC 200~lO 
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To be effective,women need a quality mammogram. ,The College's effortsin this area 
,are long·standing. ACOG actively lobbied fOI, the enactment of the Mammography 
Quality Standards Act. Our goal and the goal of its sponsors was to assure quality. 
Based upon the, early experience' with this law; we believe this goal has been achieved 
while encouraging the availability of mammography in community settings, including 
primary care physicians' offices. We trust the final regulations being announced today 
will maintain this balance. 

\Vhile these efforts address women with breast cancer, we also need to look to the future. 
Your commitment to research on prevention and treatment does just this. ACOG is 
pleased to have worked with, and pledges to continue to work with, your Administration 
to improve the health of women with breast cancer. 

Sincerely, 

~~w. UtAe., m·O 
Ralph W. Hale, MD 

, Executive Director 
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CONTACT: 	 Corporate Communications 
Fort Worth, Texas. 
(817) 967-1577 (COT) 

FOR RELEASE; Saturday, Oct. 25,1997 

AMERICAN LAUDS PRESIDENT AND FIRST LADY 


FOR PROMOTING BREAST CANCER AWARENESS 


Fort Worth, Texas-American Airlines today praised the President and 

First Lady for their outstanding and unprecedented efforts to create a heightened 

national awareness of the need for far greater use of mammography to prevent 

breast cancer deaths. In particular. American lauded the President and Mrs. 

Clinton for using their weekly radio address to generate public attention to this 

critical issue. 

American is particularly proud to have been cited by the First Couple as a . 

model of corporate support for breast cancer awareness. "Our corporate 

commitment to promoting self.;exams and mammography has been long­

standing and grows greater every year," said Dr. David McKenas. American's 

Corporate Medical Director. 

As part of its commitment, American was one of the initial sponsors-and 

is now the official carrier-of the Susan G. Kamen Foundation, the nation's 

largest privately funded breast cancer research organization. 

-more­
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NCPA JOINS FORCES WITH WHITE HOUSE 


ON MAMMOGRAPHY INITIATIVE 


Alexandrio., Virginia, October ?-5. 1997 -- The National 

Communit.y Pharmacistc Association is working with, the WhiLe 

House and First J~ady Hillary Rodham Clinton on its Medicare 

Mammography Ini tl.ative t cit campaign to increaue publ:! c 

awarcnp.!lS of the fact that Medicare now covers the cost of 

annual mammograms [or £111 women aged 65 and over. 

~Byca~t cancer prevention and detecLion arc crucial Lo 

women's health care.· said Calvin J. Anthony, NCPA Executive 

Vice President. "We are pleased to join wi t.h the Clin~on 

administration in promotlng this public awareness program. 

Community pharmadsts are the most accessible health 

professionals in avery community in America, and are ideally 

positioned to·boost mammogra.phy awareness with seniors,lt 

lJreast. cancer is the second Jeading cause of cancer 

deaths among Amer.ican women. One in eight women risk 

'-M.ore­
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developing breast cancer in their lifetime. Mauunography 

screening is partl~{ credited with the recent overall decJ ine . 

in breast cancer death rates. Breast canCel" t,n~atment iE IIlOSt 

effective and surviva.J rates highest when the disease is 

diagnoaed in its eaz"lystages ~ 

"Many women" Rtill don't know that. mammograms al·e now 

covered by Modicare. 1 f we can help get that. in!ormation to 

our patients, we can help the U.S. Public llealth Service suve 

l:i ves and iU\prove cure rates," said Anthony. 

Besides promoling.the availability of mat.erials on 
. . . 

mammography Bcreal"dng to independent community pharmacistE.:: ttl. 

its annual convention beginning this weekend in Denver,· NCPA 

will broadcast public service announcements on the initiative 

011 its new . il1~store television netw9rk, NPT": "tour 

Neighborhood Pharmacy Nelwork. 

ProlTIotionaJ maledals, includjng ad slicks ilnd posteI"S, . 

are available from the Office on Women's Health at 202·690­

7650. The Medicare Mammography Initjative ;:; being led by 

the United States Public Heallh Service Office on Women's 

Health .. 

The National COJMnunily Pharmad !::ts ASE.::od ation, fOJ.:lner:t y 

NARD (the Nalional Association of Retail Pruggistc), 

represents the pharma.d st ownerr., managerH, and employees or 

neal'ly 30,000 independent pharI1lt1Cies across t.he country. 

Independent cOlnInunity pharmacists -- more than 75,000 

nationwide -- dispense Lhe n~jor;ty of the nation'R retail 

prescription drugs. 
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EMBARGOED FOR RELEASE: Contact: Don While (202) 778·3274 
Saturday, October 25, ]997 12:00 Noon John Murray (202) 778-8496 

AAHP IS PROUD CO-SPONSOR OF NATIONAL MAMMOGRAI'IlY CAMPAIGN 

WASHINGTON -- 'ibc American A~s()ciatjon ofHealth Plans (AAIIP) is a proud co-sponsor of 
the Wh.ite Bousc Medicare Mammography Jniliativ(: (MM1) und the1997 Mrunmugraphy 
Campaign. The program is d~signed to encourage Arl1(:,~ricaJl women, especially those over 65, 10 

ohUtin mwnmograms. 

"Our member health plan:; congratulate Prcsident amI Mrs. Clinton for their commitment and 
'dedicalion 10 educating women about the importance ofobl'aining regular mammograms." said 
AAHP President and CEO Karen 19nagni. "Rcgular screening and early detection ofbicast 
cancer an.; thc best safeguards of women's healLh imd our member health plans welcome the 
opporlUnity to build on their excellent tmck rec.ord in provjding these very important preventive 
measures for women. >I 

Health plans are committed to impf(lving mammography scrccnillg rates, especially t'Or oldcr 
women and other undcrscrvcd populations. AAHP HH.:mb(.;rs have designed innovative programs, 
including those that enubJe mobile mammography vans to come to communitjes that may have 
difficulty ltccessing health care: In uddition, A!\J IP's Women's' Health Initiative, a yearlong 
appruach to identifying best practices in women's hC'.allh, includes a focus on breast cancer 
treatment. 

AAHJ> was also a proud cu-sponsor of the Susan n. Komen Foundatjon's 1997 Race fi)r the 
Cure, and partnered with the American Canc(.;r SoCiety (i\CS) on a Mother's Day which stressed 
the importance of earJy detection and preventive scrccning!> through television and radio public' 
scrvice announcements. . 

The Americim Association t?lHealth Plcms repr~~scnts over /,000 llMOs, PPOs and OIha .vimilar 
health plans that provide health carc~/()r more than 150 million Americans nalioJlwide. 

##ft 

1J29 Twentieth Slreet, NW • Suite 600 • Wa!;hin!~tol1, DC 2003(\ '.202-778-3200. F.hX: 202-331.74R7 

Visit us at hUp:llwww.aahp.org . , 

http:hUp:llwww.aahp.org


OCT. 22. 1997 2:21PM 


FOR IMMEDIATE RELEASE Contacts: Dagmar Farr, FMI 
(202) 429-8238 

Anne Hill, National Urban League 
(212) 558·5300 

Washington, DC - October 21, 1997 - Organizations Join Forces to Fight Breast Cancer 

The Food Marketing Institute (FMI) joins the many other organizations involved in women's 
health in suppon ofNational Breast Cancer Awareness Month. FMI, along with these other 
concemed organizations, is participating in efforts to educate WOm.eI4 especially African . 
Americans. about the importance ofregular mammography in the early detection ofbreast cancer 
and mammography Medicare benefits for women. 

Breast cancer is the most commonly.diagnosed cancer among American wom:en, with 181,600 ' 
cases expected this year. While Black women are less likely than white women to develop breast 
cancer, they are more likely to die from the disease. 

F:MI, in collaboration with the National Cancer Institute, National Urban League and the U.S. 
Department ofHea1t1i and Human Services (DHHS) developed the Take 'a Step Toward Good 
Health brochure specifically for African American women 65 and older.. This easy-to-read 
pamphlet provides general information on mammograms and their importance in maintaining 
good.health, as well as information about Medicare's coverage ofmammograms. Por ' 
information on breast cancer. you may contact the Medicare Hotline at 1-800-638-6839 or the 
National Cancer Institute's Information Service at 1·800-4-CANCER. 

"FMI compliments the President and First Lady. the Department ofHea1th and Human Services 
and the other partners, for their commitment to combat breast cancer. We are pleased to be part 
of this important educational effort" says Timothy Hammonds, president and CEO ofthe Food 
Marketing Institute. . .. 

"It is imperative that Black women over 65 years ofage know that today, breast cancer is more 
treatable than ever, especially when it is detected early. Mammograms, along with regular 
clinical breast exams, are the most effective ways to detect breast cancer at its earliest ~es:' 
says Hugh B. Price, president and CEO, National Urban League. ~~eNational Urban League is 
committed to women's health issues arid communicating information to its audiences. The Take 
a Step Toward Good Health brochure is one means ofreaching out and emphasizing the 
importance ofregular mammograms." 
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Take A Seep Towan! Good Healrh 


the DHHS has set a goal ofat least 60 percent ofall women over 6S receiving mammograms 
and clinical breast exams every two years. Widespread distribution ofthese brochures 'INillhelp 
in reaching that goal. 

The National Urban League \ViU distribute the Take a Step Toward Good health brochure to 
older African American women as part ofan educational program. on breast cancer awareness. 
Ftvfi will distribute this brochure to its 1,500 member companies including subsidiaries, food . . 
retailers, wholesalers and their customers in communities across the cowtty . You may order the 
Take A Step Toward Good Health brochure through the FMI website at http://www.fini.org. 

The Food Marketing Instit)lte (PMI) is a nonprofit association conducting programs in research, education. indu.suy 
rela.rioD.s and public affairs on bebalf of its 1,500 members including their sUbsidiaries - food retailers and 
wholesalers and their custom81'S in the UDited Smr.es and around the world. FMI's domestic member companies 
operate approximately 21,000 retail food stores wi1h a combined annual sales volume of $220 billioa - more than 
half of aU grocery store sales in the United States. FMl's retail membership is composed of large multi-StOre thaiDs, 
!lmall regional firms IlIld independent supermarl(ets. Its international membership includes 200 members' from 60 
countries. 

The mission of the Urban League movement is to ,help African American and other people of color become 
econoalically self·reliant and equal Citizens under the law. Buildiog on the sub5I8D.tial work and influenCe of our 
11.:5 local affiliates, our three-prong agenda for achieving that goal is as follows: • &suring the academic and social 
development of children so that they are equipped for self·reliance and. citizenship in the 21:1 cenmry; • FoStering 
economic: self.sufficiency for their families through g~ employment, business development and. home 
ownership; and , Promoting racial inclusion and harmony so the opportunity structure is open to those we serve. 

http:http://www.fini.org
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care covered. services, choice of plans, changes in enrollment, and 
other relevant factors. The Secretary would be required to pi:)riodi­
cally report to Congress on project progress, . . ' 

e. Waiver Authority. The provision authorizes the Secretary to 
waive such requirements ,of Section ,1876 (relating to Medicare risk, 
cost,and HCPP'plans) and of MedicarePlus as may be needed to 
carry out the demonstration project. . . . ;;', ' 

f. Denver Demonstration. Except as' specified above, the Secretary 
would be prohibited from conducting or, continuing, any ongoing 
demonstration project (Le., the Denver demonstration) designed to 
demonstrate comp~titive bidding as an alternative to paying plans 
on the basis of the AAPCCs (as specified under current law) or the 
;tV1edicare Plus capitation rates (as estlilblished under new Section 
1853 of the provision). ' . " 

SUBTITLE B-PREVENTION,INITIATIVES 

Section 4101. Screening mammography 
Current Law. Medicare provides coverage for screening mammo­

grams. Frequency of coverage is dependent on the age and risk fac-' ' 
tors of the w9man. ,For women ages 35-39, one, test is authorized. 
For women ages 40-49, a',test is covered every 24 months, except, 
an annual test is authorized for women at high risk. Annual tests 
are covered for women ages 50-64. For women· aged 65 and over, 

, ,-the program' covers one test every 24 month!;!~Medicare's PartB 
deductible and coinsurance apply for these services. 

Explanation, of provision. The prop,osal would authorize coverage 
for annual mammograms for all women ages' 40 and over. It would 
also waive the deductible for screening mammograms. These provi­
sions would be effective January 1, 1998.' . 

Section 4102, Screening pap smear and pelvic exams, 
Medicare covers Ii screening Pap smear once every 3 years for 

purposes of early detection of cervical cancer. The Secretary is per­
mitted to specify a shorter time period in the case of women at 
high risk of developing cervical cancer. " . 
. Explana:tion of provision. The provision' would authorize cov- , 
erage, every 3 years, for a screening pelvic exam which would in~ 
clude a clinical breast examination. It would modify the purpose of 
Pap smears to include 'early detection of vaginal cancer., 

The provision would'specify that for both Pap smears and screen­
ing pelvic exams" coverage would be authorized on a yearly basis 
for women at high risk of d~velopingcerVical or vaginal cancer (as 
determined pursuant .to factors identified by the Secretary). Cov­
erage would also be 'authorized on a yearly basis for a woman of 
childbearing age who had not had a, test in each of the preceding 
3 years that,did not indicate the presence of cervical or vaginal 
cancer. The provision would waive the deductible for screening Pap 
smears and screening pelvic exams. The provisions would be effec- . 
tive January 1, 1998. ,,' 

'The provision would require the Secretary, within 6 months of , 
, ' enactment, to submit a report to Congress on the extent to which 
"', .t.b.e u~e Q:(s,upplemI:lIl~al coIi:lputer-ass~sted diagn9l;ltic. tests,(consiet: 

,ing of interactive automated computer imaging of an exfoliatiye cy- . 
, . : 
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.' 	 tology test) in' conjtinctionwith pap smears improves the ,early d~­
tection of cervical or vaginal cancer. The report must also consider 
cost implications. 

Section 4103. Prostate cancer,screening tests 
Current' law. Medicare does not cover prostate cancer screening , 

tests.'" '.' , ' 
Explanation of provision: The provision would authorize an an­

nual prostate cancer screening test for men over age 50. The test 
could consist of any (or all) of the following procedures: (1) a digital 
rectal exam; (2) a prostate-specific antigen blood test; and (3) after 

'2001; either procedUtes as the Secretary firids appropriate for the 
. purpose of early detection of prostate cancer, taking into account 
such factors as changes.in technology and standards of medical, 
practice, availability, effectiveness, and costs .. 

The provision would specify that payment for prostate-specific:. 
antigen blood tests would' be made under the c~inical laboratory fee 
schedule. The provisions would be effective January 1, ,1998. 

$ection 4104. Coverage ofcolorectal screening 
Current law. Medicare does not cover preventive colorectal 

screening procedures. Such services 'are covered only as diagnostic 
services. 

Explanation ofprovision. The provision would authorize coverage 
of colorectal cancer screening tests. A test covered under the pro~i­
sion .would be any of the following procedures furnished for the ." 
purpose of early detection of colorectal cancer: (1) screening fecal-
occult blood test; '(2) screening flexible sigmoidoscopy; (3) screening 
colonoscopyfor a high-risk individual; (4) screening barium enema, . 
if found by the Secretary to be an appropriate alternative to screen­
ing flexible sigmoidoscopy or screening colonoscopy; and (5) after 

/' 2002, other pz:ocedures as the Secretary finds appropriate for the 
purpose of .early detection of colorectal,cancer, taking into account 
such factors as changes in technology and standards of medical 
practice, availability, effectiveness, and"costs. A high-risk individ­
ual (for ,purposes of coverage for screeriing colonoscopy) would be 
defined as one who faces a high risk -for colorectal cancer because 
of family history, prior experience of cancer or precursor neoplastic 
polyps, ' a ,history of chronic digestive disease condition (including 
inflammatQ;t'ybowelclisease, Crohn's . disease Or, ulcerative colitis), 
the presence of , any appropriate recognized gene markers, or other 
predisposing factor's. The Secretary would .be required to make a 
decision· with respect, to coverage of screening barium enema tests 
within 2 years of enactment; the determination would be published. 

The provision would establish frequency and payment limits for 
the tests. For screening fecal-occult, blood tests, payment would be 
made under the-lab fee schedule. In '1998, the payment amount 
could not, exceed $5; in future years the update would be limited 
to the update applicable under the fee schedule. Medicare could not 
make payments if the test were performed on an individual under. 
age 50 or within 11 'months of a previous scree:fling fecal-occult 
blood test. 

The provision would require the Secretary to establish, a payment 
. amount under the physician feeschedulefcir screening flexible 

http:changes.in
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sigmoidoscopies that is consistent with payment amounts for ~imi-. 
lar or related senrices. The payment amount could not exceed the 
amount the Secretary,specifies, based upon the rates recognized for 

,diagnostic flexible sigmoidoscopy., senrices. For senrices performed, 
in ambulatory surgical centers or hospital outpatient departments, 

, th~ payment amount could not 'exceed the lesser of. the payment 
, . rate' that would apply to such seI'Yices if they were performed at 

, ,either' site. Medicare could not make 'payments for a screening 
, flexible sigmoidoscopy if the test were performed on an individual 
, under age 50 or within 47 months of a previous screening flexible 
sigmoidoscopy. " ' 

,The provision would require the Secretary tci establish a payment 
amount under the physician fee schedule for screening colonoscopy 
for high risk individuals that is consistent with payment amounts 
for similar or related services. The payment amount could not ex­
ceed the amount the Secretary specifies, based upon the rates rec­
ognized for diagnostic colonoscopy s,enrices. For senrices performed 
in ambulatory surgical centers or hospital outpatientdepartments, 
the', payment amount could, not' exceed the le~ser of the payment 

.. rate that would apply .to such services if they were performed at 

either site. Medicare co]lld not make payments if.the test were per~ 


. formed ona high-risk individual within 23 months of a previous 

screening colonoscopy. ,f ' " 

The provision would establish special paYment rules, in the case 
of both a screening flexible sigmoidoscopy or screening colonoscopy, 
if a·lesion or growth is discovered during the procedure which ,re~ 

.I>ults in a .biopsy or, removal of the lesion, or growth during the,proo 
cedure. In these cases, payment would, be made for tpe procedure 
classified as either a flexible sigmoidoscopy with such biopsy or re­
movalor screeningcolonoscopy with such biopsyor,'removaL ' 

The provision would require the Secretary to review from time to 
time the appropriateness of the, amount of the paymep.t limit for 
fecal-occult blood tests. The Secretary could, beginning after 2000, 
reduce the amount of the limit as it applies nationally or in a given 
area to\ the amount the Secretary estimates is required to assure 
that such tests of an appropriate quality are readily and, conven-, 
iently available. " ' " . ': ' 

, The provision would require the Secretary to review periodically 
the appropriate frequency for performing, colorectal cancer screen-, 
ing tests based on age and other .factors the Secretary believes to 

. be pertinent. The Secretary may revise from time to' time the fre­
'quency limitations, but no, revisions could occur before January 'I, 
2001.', ,,"', 

Nonparticipating physicians - providing screening', flexible 
sigmoidoscopies or screening colonoscopies for high risk indivjd1.lals 
would be subject to limiting charge provisions applicable for physi­
cians senrices. The Secretary could impose sanctions if a physician 
or supplier knowingly and willfully' imposed a charge in violation 
of this requirement., . ' , 

The provision would require the,Secretary to establish payment 
limits and. frequency lii:nit~ fo:: screening barium enema tests if the 
Secretary Issues a determmation that such tests should be covered. 
Payment limits would be consistent with those established for diag­
nosticbarium 'enema procedures. . 

. ,.....,'"., 

,.,' 



713 

. The provisions would be effective January 1, 1998. 

" Section 4105. Diabetes screening tests 
Current law. In general, Medicare covers only those items and 

services which are medically reasonable and necessary for the diag­
nosis or treatment of illness or injury. In addition, Medicare covers 
home blood glucose monitors 'and associated testing strips for cer­
tain diabetes patients. Home blood glucose monitors enable dia­
betics to measure their blood glucose levels and then alter their 
diets or insulin dosages to ensure that they are maintaining an. 
adequate blood glucose level. Home glucose monitors and testing 
strips are covered under Medicare's durable medical equipment 
benefit. Coverage of home blood glucose monitors is currently lim~ 

. > ited to . certain diabetics, former lyreferred to . as . Type I diabetics; 
if: (1) the patient is an insulin-treated .diabetic; (2) the patient is . 
capable of being trained to use the monitor in an appropriate man- . 
ner, or, in some cases, another responsible person is capable of 
being trained to use the equipment and monitor the patient to as­
sure that the intended effect is achieved; and (3) the device is de­
signed for home rather than clinical us~. 

Explanation ofprovision. Effective January 1, 1998, the provision 
would include among Medicare's' covered benefits diabetes out­
patient self-management training services. These services would in­
clude educational and training services furnished to an individual 
with diabetes by a certified provider in an outpatient setting meet­
ing certain quality standards. They would be covered only if the 
physician who is managing the individual's diabetic condition cer­
tifies that the services are needed under a comprehensive plan of 
care to provide the individual with necessary skills and knowledge 
(including skills related to the self-administration of injectable 
drugs) to participate in the management of the individual's condi­
tion. Certified providers for these purposes would be defined as 
physicians or other individuals or entities designated by the Sec­
retary that, in ad(;lition to providing diabetes outpatient self-man­
agement training services, provide other items or services reim­
bursed by Medicare. Providers would have to meet quality stand­
ards established by the Secretary. They would be deemed to have 
met the Secretary's standards if they meet standards originally es­
tablished by the National Diabetes Advisory Board and subse­
quently revised by organizations who participated in the establish­
ment of standards of the Board, or if they are recognized by an or­

.'. >ganization.representing persons . with diabetes as . meeting> stand-· 
ards for furnishing such services. In establishing payment amounts 
for diabetes outpatient self-management training provided by phy­
sicians and determining the relative value for these services, the' 
Secretary would be required to consult with appropriate organiza-' 
tions,' including organizations representing persons or Medicare 
beneficiaries with diabetes. 

In addition, beginning January 1, 1998, the provision would ex­
tend Medicare coverage of blood glucose monitors and testing strips 
to Type II diabetics and without regard to a person's use of insulin 
(as determined under standards established by the Secretary in 
consultation with appropriate organization) ..The provision would 



714 

. also. r.educe. the national payment limit for testing strips. by 10.per~ 
cent beginning in 1998. . 

The Secretary, in consultation with appropriate organizations, 
would be required to. establish outcome measures, including. 
glysolated h obin (past 90-day average blood sugar levels), for 
purposes of. uating the improvement of the health status of 
Medicare beneficiaries with diabetes. The Secretary would also be 
required to submit recommendations to Congress from time to time 
on modifications to coverage of serVices for these beneficiaries: 

The Committee notes the important role of registered dieticians 
and other qualified nutrition professionals in providing dietary 
counseling and education services related to diabetes self-manage­
ment training. These health care professionals are trained and au­
thorized by the States to perform these services and regularly do 
so in private sector health plans. While this section does not au­
thorize direct reimbursement for these professionals to perform dili­
betes self-management services, nothing in this bill precludes them 
from providing services under arrangements with individuals or en­
tities authorized to receive payment for services under this Title. 

Section 4106. Standardization of Medicare coverage of bone mass 
measurements 

Current law. Medicare does not include specific coverage of bone 
mass measurement. . 

Explanation of provision. The provision authorizes coverage of 
. bone mass measurement for the following high risk persons: an es­
trogen-deficient woman at clinical risk for osteoporosis; an individ­
ual with vertebral abnormalities; an individual receiving long-term 
glucocorticoid steroid therapy, and an individual. with primary 

". "hyperparathyroidism; . or an" individual "being 'monitored to' assess 
the response to or efficacy of an approved osteoporosis drug ther­
apy. The Secretary would be required to establish frequency limits. 
Payments would be made under the physician fee schedule. The 
provision would be effective July 1, 1998. 

Section 4107. Vaccines outreach expansion 
Current law. The Health Care Financing Administration, in con­

junction with the Centers for Disease Control and the National Co­
alition for Adult Immunization, conducts an Influenza and Pneu" 
mococcal Vaccination Campaign. The Campaign is scheduled to 
cease operations in 2000.' . 

Explanation of provision. The provision would extend the cam­
paign through the end of FY 2002. The provisio. n would appropriate 
$8 million for each Fiscal Year 1998· through 2002 to ~he Cam­
paign; 60 percent of the appropriation would come from the Federal 
Hospital Insurance Trust Fund. and 40 percent from the Federal 
Supplementary Medical Insurance Trust Fund. 

Section 4108. Study on preventive benefits 
Current Law. No provision. 
Explanation of provision. The provision would require the Sec­

retary to request the National Academy of Sciences, in conjunction 
with the United States Preventive Services Task Force, to analyze 
the expansion or modification of preventive services covered under 
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Medicare. The study 'would consider both the short term andlong 
term benefits and costs to Medicare. The study would have to in~ 
clude specific findings with respect to the following: (1) nutrition 
therapy, including parenteral and enteral nutrition; (2) standard­
ization of coverage <for bone mass, measurement; (3) medically nec­
essary dental. care; (4) routine patient care' costs for' beneficiaries ' 
enrolled in approved clinical trial programs; and (5) elimination ,of 
time limitation for coverage of immunosuppressive drugs for tran8~ 
plant patients. The Secretary would be required to provide 'such 
funding as may be necessary in'FY 1998 and FY 1999. 

SU~TITL~ C-RuRAL INITIATMS 

· Section 4206. Informatics, telemedicine, and education demonstra­

tion proje(!t 


Current law. No provil:!ioll. ' 
'Explanation ofprovi~ion.Theprovision would require' the 'Sec~ 

retary to begin, no later than',9 months' after enactment, a 4-year' 
demonstration project designed to use eligible health care provider' 
telemedicine netwol'ks to apply 'high-capaCity computing ,and ad­
vanced net>yorks for theprovisioh of health care to' Medicare bene­
ficiaries who are residents of medically underserved rural and 
inner-city areas. The project would focus on improvements in pri­
mary care and prevention of complications for those residents with, 
diabetes' mellitus. Theobjectiv:es of the project would include: (1)' 
improving patient access to and compliance with appropriate care 
guidelines for chronic diseases through direct telecommunications 

, links with information networks; (2) developing a curriculum to 

train, and' provide, standards . for. credentialing and li,censu:re of, 

health professionals (particularly,primary care) in the use of mt;ldi­

cal informatics and telecommunications; (3) demonstrating theap~ 

plication of advanced technologies to assist primary care providers 

in assisting patients with chronic illnesses in a home setting; (4) 


, applying medical informatics to residents with limited English lan­

guage skills; (5), developing standards, in the application of tele­


, medicine and medical inform8:tics; and (6) developing a model for 

, the cost-effective delivery' of primary and related careb6th in a 


managed, care ,and fee-for-service environment. ' ' 
The provision defines an eligible health care provider telemedi­

cine network as a ,consortium that includes at least one tertiary 
care hospital, at least one medical school (but no more than, two 
such hospitals), and at least one regional telecommunicE\tions pro- ' 
vider, no more than four' facilities' in rural or' urban areas, and 

· meets' certain additional requirements .. The pro:vision would define 
those services to be covered under Part B' for the purposes of this 

,.. d~monstratiori project. Medicare ,paymentfcir, covered Pait B seiv~ 
ices would be made at a rate of 50 percent of the reasonable costs 
of providing such services. The Secretary would be required .to rec­

· ogniz'e the following project costs as permissible costs for COVt;lrage 
under ,PartB: (1) the acquisition of telemedicine equipment for use , 
in ,patient homes; '(2), curriculum development and training of' 
health professionals in medical <informatics and telemediciI,le, (3) 
payment of certain telecommunications costs, including costs of ' ", 

telecommunications between patients' ,homes' and the eligible net-
'" 
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PREVENTION INITIATIVES INCLUDED IN tHE 

BALANCED BUDGET ACT OF 1997 (SUBTITLE B) 


~ . .. 	 ~ . 

Screening Mammography (Section 4101) 	 ?~~~~:t 

Current law : 	 ~ 
o Current law provides· coverage for annual screening mammography for women age 46""'---30"""""'-~ 


and for women age 40·49 at high risk for breast c~cer. Screening mammography for 

women age 40-49 at notrnaI risk, and women age 95 and over, is covered every 2 years. 

One baseline m_ogram is also covered for worrten age 35-39. Beneficiaries must pay 

both 20 percent c~insurance and any unmet poniort of the Part B deductible . 


.:: . 	 :' 

Provision 
o 	 • 
i, 	 :: 

o 	 The new law proyides coverage for annuaJ screenipg martunograms for all women age 40 
and over, and on~ baseline mammogram for women age 35·39. Application ofthe Part B 
deductible for is +aived for screening mammograp,hy. 

, 

Effective date of change~ 

o 	 January 1, 1998. ; 
. ~ 

Screening Pap Smear 8.pd Pelvic Exams (SeCtion 4102i 

Current law 

o 	 Current law provides coverage for a screening paJ smear every 3 years, or more often for 
women at high ri§k for cervical cancer. Beneficiarr.es do not pay coinsurance or deductible 
for climcal1abora,tory tests (including pap smears)1; . 

.. 

Provision 

o 	 The new law provides coverage for a screening pap smear and pelvic eXam (including a 
clinical breast ex~) every 3 years, or annualcov~rage for women (1) at high risk for 
cervical or vaginat cancer, or (2) of childbearing age who have had a pap smear during the 
preceding 3 year§ indicating the presence of cervi931 or vaginal cancer or other 

- abnotillality. rhi-part B deductible i's waived for screening pap smears and pelvic exams. 
Pap smears will Continue to be paid under the cli~callaboratory fee schedule. and pelvic 
exams will be pai~d under the physician fee schedule. 

~5 ' 	 J 
,. 

Effective date ofchange$ 

o 	 January 1, 1998. l 

OPTIONAl..I'OAM 99 0'-501.· 

FAX TRA~SMITTAL 
.(..tA$QIt'\. 

~O. l..( 4. L.( g 
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Prostate Cancer Scree~ing tests (Sec~jon 41()3) 

Current law 

o 	 Current law provides coverage for prostatecancet testing only When m~dically necessary 
for diagnostic' pilijloses. ' 

Provision 

o 	 . The new law provides coverage foi annual prostate'cancer screening for men over age 50. 
Cove~ed procedures include (1) digital rectal exazU, (2) ptostate-spedficantigen (PSA) 

. blood test, and 0) after· 2002, other procedures the Secretary finds appropriate. Payment 
for PSA blood test will be made under the cUnical;laboratozy fee schec;iule, and other 
services will be p3.id under the physician fc;eschedi.I1e. . 

Effecti~e date of changes 

o . January 1, 20pO. 
. . , 	 .:'. ' 	

" 

Coverage of Colorectal, Cancer Screening (Section 41Q4) 
" 

. \ 

Current law 
. 	 ' ~. . 

o 	 . Currerit law pro~des coverage for colorectal cander testing only when medically nf.'icessary 
for· diagnostic putposes. ),' 

Provision, 

o 	 The new law provides coverage for colorectal cancer screening procedures including (1) 
fecal-occult bloo$i tests for persons age 50 ~d ov~r. (2) flexible sigmoidoscopy fot 
persons age 50 aitd over, (3) colonoscopY'for per~ons at high risk for colorectalcancer, 
and (4) other prd~cedures (including screening barium enema) as the Secretary detenrunes 
appropriate. By 90 days after enactment ofthe ne{v law, the Secretary shall publish notice' 
regarding a, determination of coverage for screenibg barium enema. 

," 	 . ;" 

o 	 The new law setJ frequency limits for each cover~vd procedure, except the Secretary sets 
frequency lirnit~ for procedures covered purs~ant ~o det~rmination by the Secretary: 

o 	 Payment for eacli coveted procedure is to be based 'on rates paid for the ~ame .procedure 
when done for di~gnostic .purposes, except the Secretary'sets payment limits for 
procedures coveted pursuant to determination by the S.ecretaiy. Fecal occult blood tests 
will be paid under the clinical laboratory fee schedule, and other. procedures -will be p'aid 
under the physician fee schedule. . '. . . 

i . 
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o 	 Special payment rules (including limits on deducti~le and' coinsurance) apply to flexible 

sigmoidoscopies and colonoscopies performed in hospital outpatient departments or 

ambulatory surgical centers beginning January I, ~(999) and in cases where such 

procedures result:in biopsy or removal ofa lesion ..' 


: ' 	 " 

Effective date ofchanges
;, 	 !l 
;~ 	 ~ 

o 	 Determination of-coverage for barium enemas to tl~ made by 90 days after enactment. 

Rules regarding payment for flexible sigmoidoscopies and colonoscopies in hospital 

outpatient depan;nents and ambulatory surgical centers are effective January· 1, 1999. 

Other provisions effective January I, 1998. 


Diabetes Self-Management Benefits (Section 4105) , 
t 

Current law 

o 	 Under current law. Medicate covers outpatient di~betes self-management training 

furnished by hosttital-based programs. 
 I 

',':. 

o Under'current laJ" Medicare covers blood glucos~ monitors and testing strips for insulin­
'fl. 	 " 

dependent diabet~cs. 	 :; 
\ 	 ~ 

Provision 

o 	 The new law provides coverage for outpatient diapetes self-management training fut:Jtished 

in both hospital-b.ased and non-hospital-based programs. Services may be provided by 

physicians or other entities designated by the Secr~tary if they also provide other services 

paid for by Medi¢are and meet quality standards established by the Secretary. A physician 

managing the patient's condition musrcertify that:the services are needed under a 

comprehensive plan ofcare. Services will be paid under the physician fee schedule in 

amounts set by t~e Secretary in consultation with ~ppropriate organizations. 


r 	 " 

o 	 The new law protides coverage for blood glucose;monitors and testing strips for all . 

diabetics (without regard to insulin use). PaymentJor testing strips used with blood 

glucose monitors:: Will be reduced by 10 percent. 


o 	 The n~ law requires the Secretary to establish outcome measures for evaluating 

improvements in :the health status of Medicare beneficiaries with diabetes, and to 

periodicaUy subrrUt recommendations to Congress~on modifications to coverage of 

services for diabetics. :. 


Effective date of 
. 

change~ 
. 

o 	 Reduction in payinent for testing strips effective J~nuary 1, 1998. Other provisions· 
effective Julyl, i,998. ' 


.\ 
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Standardization of Medicare Coverage of Bone Mass Measurements (Section 4106) 
:: 	 ;~ 
'; 

Current law 

o 	 Medicare initiated coverage for bone mineral density stUdies in .1984 according to a 

national coverage policy. Given subsequent changes in technology, coverage decisions are 

now made by locat Medicare contractors, re~ulting in some regional variation in coverage 

policies. i ~ 


Provision 

o 	 The new law pro~des coverage for procedures to(ide~tify bone mass, detect bone loss, or 

detenn.ine bone q~ality, including a physician's int~rpretation ofthe results, at frequencies 

determined by the Secretary. Persons qualifying f~r these procedures include estrogen­

deficient women ~t risk for osteoporosis, and persons (1) with vertebrai abnonnaliti~s, (2) 

receiving long.tenn glucocorticoid steroid therapy, (3) with primary hyperparathyroidism, 

and (4) being monitored to assess response to, or efficacy of. an approved osteoporosis 

drug. Services will be paid under the physician fee schedule. . 


Effective dat~ of changes 

o 	 July 1. 1998. 

Vaccines Outreach ExnansioD (Section 4107)' 

~Provision 
; 

.. 
o 	 The new law extends through fiscal year 2002 the -'existing Influenza and Pneumococcal 


Vaccination Campaign conducted by HCFA in conjunction 'With CDC and the National 

Coalition for Adult Immunization. It authorizes $8 million for each fiscal year from 1998 

through 2002 (60 percent payable from the Part A Trust Fund and 40 percent from the 

Part B Trust Fun?). 


·1 

. Effective date ofchange{ 

o 	 Covers activities ,from October 1, 1997 through September 30,2002. 

Study on Preventh'e a~d Enhanced Benefits (Section 4108)
'. 	 N 

i,. 

Provision 

o 	 The new law requires the Secretary to request the·'.National Academy of Sciences (in 

conjunction v.tith.the U.S. Preventive Services Task Force, as appropriate) to analyze the 

expansion or modification of preventive or other services covered by Medicar~, 


considering both :short and long tenn costs and benefits. The Secretary shall submit a 

!. 	 ., 

:~ 
.j 
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report to Congress ...vithin 2 years of enactment of the new law on the findings ofthe 
analysis including (but not limited to) specific findings about coverage for (1) nutriti'on 
therapy. including enteral and parental nutrition a~d services provided by registered ' 
dieticians. (2) sJci!i cancer screening, (3) medicalIy,;necessary dental care. (4) routine 
patiefitcare costs for btmefici,aries enrolled in approved clinical trials, and (5) elimination 
of'time limit for coverageofimmunosuppressive drugs for ttanspla.nt patients, Funding for 
the study \Vill co[he from fundsapptopriated to DHHS for fiscal years 1996 and 1999 as 
the Secretary det¢rmines appropriate. 

Effective date ofchange$ 

o Report to be subtrutted to Congress within 2 yeat~ ofenactment. 

http:ttanspla.nt
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:iilJ,,;..--........-A.--33o Fecal Occult Blood -----------..... 


'J1Itte will be approximately 149.000 new cases of colorcctal cancer and 56.000 deaths caused 
., it in 199·t On average. clinically diagnosed colorectalcancer deprives its victims of 6 co 7 
)lC'al'$ of life. Principal risk factors for colorect.11 can~r include a hlstoty of one of the familial 
~posjs syndromes, familial cancer syndromes. colorectil canter in first-degree relatives, or 
:,'personaJ history ~f ulcerative colitis. !denOnlatous polyps, orendomettiaJ, ovarian. or breast
F' If d£tect.ed ~t an ea.;ly stage, Qolorectai cancer can ~ successfully treated with 

PJeI)':· . 

WaJlgnancies and. ,to a.lesser extent. polyps bl~d interrnit,tcntJy. this bleeding can be 
dc:f.ectM by tests that identify OCJ:uit blood or breakdown prodl,h;tS of blood in fecal material. 
bcent evideftce iridicares that the sensitivity of conunonly used fecal occult bloed tests for 
dcteeUng colorecUI cancer in low·risk. asymptomatic pati~ntS Ulay be as low as 2S'1t. (Reh)!­
dralion of dried saihples ~fore testing can increase sc.ositi'vity. at the cost of producing more 
false-positive ~ts.) The predictive value of a positivefe,eal oecult ~~ood test for c()lo~taJ
Can"f in general populations is only S% to to%. Thus. \lp to 75% of cancers will be missed· 
.iD4 up to 20 patients will undergo worKups that v.ill be negative for ever; case of colorectal 
·caDcer detected by fecal occult blood testing. 

Until recently. no ~tudies bad shown decreased mortality ~ a result of fecal QC(:ult bloOd 

testing. In 1993. h~"\Io·.cver. Mandel et aJ found £hat yearly fecal o~lt blood resting using 

rc.bydrnted stool specimens d¢C'(l:aseQ mortality fiocn colorectal cancer by about one third. 

In that study. guaiac-impregnated p:1per slides were used to test for fecal blood. 


~ 

For information a~ut other methods of screening for co19rectal cancer, refeno chapters 2.9 

and 40. . . 


. Recommendatioris of Major AuthOrities ,) 
~ ~ 

• .-\meri(aD IAcademy or Family Physicians. (A,AFP). ¢UlldilaTask Fon:e em tile Periodic 
Health EDmillJltion, and u.s. Preve.ative Services liuk foree (USPSTF).; .. :ibere is jniuftlcient 
evidenc:e to re.:ommend either initiating or ternull3ting the routine provision of fecal occult blood 
resting in low-risk, as!>,mptomati<: individuals (see aoove).Ther.e recommendations are cummtly 
under !evjelJl. AAFP and USPSTF recommend 1h3.t it rnay be clinh:alJy l'rodent [0 offer screening. 
including (cclllo.:cult blooO testing, (0 individuals SO yeats of age or older who are at increased !i!J;, 
for disease.;. . . ~ 

~" ,::
• Americ.m;C:u:acer Soclery (ACS). American College'of Pbysidam (ACP). American 
G3$&roeaCtrololical Assoiciatioll. Americ:ailSodety for GastraUdestiAaI EndosCopy. and 
NatloDal CaiJcer lo$cilUle (NC1)-AMual fecal Occult blOod testing should be don~ for all 
asymptomatic individuals wiebol,ll Mown rial: faeton b=ginpins at 50 years of age. ACP recom· 
mends iUlnu:ll fyeal o.:eult blood ~s!.lns begin.ning .It 40 y~rs of age for indhiduals at high risk 
for disease. ACS and NCI r~ccmmend that ~~ial surveilfmcc be considered for lnd"'idual~ at 
high risk for dj}eas~. ".;'ithout spc.cifi-:alIy desi8Mting fecalioccult blood tc.sting, . . 

http:d�tect.ed
http:colorect.11
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iInrast c:'ancer LS die most common type of cancer inwoinen and the s"onclleading cause of. 
f!II1l%r death in American women (after lurg cancer). There will bean e~thi1ated 18l,000 new 
_ arid 46.000 cieachsin 1994. The average lifetime ~isk for a woman in tbe United States 
• developing b~ast cancer is approx.im.ately 1 in 9.Br~as[ cancer mortality in,teases 'Jtith· 
._. with first iJe.atbs c<cumns at approximately 30 years of age. Mortality from breast cancer 
~ not plateaui 

• even in e:J:treme old age. Aside from age, the next strongest risk factor is a 
:t.aulY history of breast cancer in a first-degree relativei(sister or mother}. Very modest 
~s in risk' are also associa\ed wirh nulliparity. fir~t pregnancy after 30 years of age, . 
;~a.rChe befor~ 12 years of age. menopause after 50 Y~a:rS of age, postmenopausal obesity, 
emne types of bFnign breast disea:i(.~. high socioeconomic status,. and a pers?nal history of 
pvariall or endometrial cancer. '. . 

MOttallty from ,breast cancer is strongly mfiuenced by §t3ge at detection. The S-year survival '} 
.~ is 93% for ;women found to have localized dise:uei' The S-year ~l.1rvivaJ rate fot wcimen / 
IWidl distant spread is onl), 18%. African·AmeticM women have somewhat lower survival 'L ' 
'11IICS than white women at every stage of wagtlosis. Mirnmograph)' is the most effective \ e 
(lDcans of early #eteCuon for breast CHllcer. with Sensitivity estimates 0(70% to 90% and / 
f"pedfidty eStirpa.tes of 90% to 95%. Although mamm~graphy can detect sma)) t~ors in \ 
;younger wome!)-. there has been controversy &bout whrlber mammography screemng actually, . __> 
ftduees mortal~ty in women less than 50 years of age.! ' 

IWell-rrutintainea.-modern mammography eqciprn~nll~ very safe, usins '(try low le\'els of 
radiation. Scre~ning does, however, CUT)' the added ri$~ of morbidit), from unnecessary 
biopsies performed to follow up false-positive tn3.O'lm6grnns. , . 

, Fot inforinatio,n abOut clinical breaSt examjnation to detect breast cancer, refer to chapter 29. 
i 

Ra:umau~nda,dons of Major Authol'lties 

~ Por wo!nen SO and older: All major authorities. fnclucling Amerital1 Acadea:1y oU'amily 
Physidans.Americm CaJ1cer Society, American C~eae ofObslltt5ciazis and Gynecologists, 

, Americ:m ColIegeoCPhysidans. Canadian Taak,Forj:e on the Periodic: Health Examination. 
an" U.s. Preventive Services Task'FoI"Ce (uSPS'ITH-Routine l!IJU1lll3ography sdeening is 
~"ommendt:d. Yearly screening is recOmmended by all' these authodliili, with :he exception of 
USPSTY. Which rc<:omml:ncls a f~uon(')' of 1 to 2 years. Americm Geriatrie:s SOCiety ll:e:om­

. mends that ~women over 65 yeJIS of age reC1:i\'~ mamrriQg1a:ms at 1\?~lSt every two ()t thn::c years 
until iI11e~,t 8S years bf as..· National Cancer !ns~!Ufl SC3IU that expertS agree that routine· ' 
marnmogr~phyand clinical b!U.~l e:..:amination sccc.:ning eve!)' 1 to 2 years can reduce breast . 

, C3llcer mortality by about one-third ill womc:n a&ed 50:and over. 
"( J", 

• For WQmen under SO: American Cancer Sodety and American College or Obstetricians aad 
Gynecologists-,--Wotnen .40.49 years of age should ~ve screening mammograms every 1 to 2 
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~i1n;n/;ly 15;000 cases of invasi ve cervie~l cancer " ,.be diagnosed and 4600 ~om~n . 
trill die of c'rvica~cancer jn the United States in 1994. ~~k factors for cervical cancer in· 
cIUd.e early age at first intercourse. having multiple sexuaI5paitners, and smokirsg.Rates for' 

, _inoma in situ teaeba peak for both black and white w:omenbetween Wand 30 years of 
lie. Mer the aieo! :ZS. bo~ever, the incidence or invasi~e c:.a.D.cer iD bl~k WOJneD incn:ases 
4ramatiealty with "ge while in white women the incidence rises mote slowly. OYer 25% of 
iJy~ve cervical sancers oo:ur in women oldec ,than 65. aIid 40% to 50% of all women who 

, " froni cervical cancer are over 6$ years of 3ge. '~ , .. , 
. . ';; ~ 

'Ibe cffecliveness,of early deteCtion through Papanicola04 (pap) smear testing and early 

aeannent has beet} impressive, resul~ in a" ked deci~e in mortality from cervical . 
_e.r. The inCidence of invashle cervical c ' hasbecb escimared to have been decreased 

,70% by screening; However, a large pro fwomeh, particularly elderly black women 

,:"d middle-aged f?oor women"have nOt h "lar Pap ~mears. In some areas. as many as 

i1SC;& of women oy.er 65 bave not bad a Pap;srne;ir within~the previous five years. 

it: " . " ';, .,". ~~:d,~· .';,' . 
;pependins on tb~ tet;hniq\le used, Pap testili8,(nas,a sensitivity of SO% to 90% and a specifi-: 

Cit)' of 90% (099)%. A large prOportioD of faf!i.6:negati ye;pap smears ale thought to be d.ue to 

poor technique id petformalice (as many as hllif ofall filienegatives) and inadequate labota~ 

CDr)' interpretation. Because of the long lead [!r,;,e from development of prec!1.DCetous changes 


. 10 invasive carcinoma (8 to 9 years bY,some,es:tirnates). almost all precancerous or early gtage 
malignancies ini~a11)' miSsed can still be d~t~tfd by rep.eat testing. , 

~ 
Retolnttlendati4u.s of Major Anthorlti 

, " ~l ,,' ,;+:';~'. ,,c,' ~, ... 

.. Amcri~~yOr Family Phyg~Wol"llCrlwho are sc:r..uallyactive or (if the sexual 
history is th0l.1ght to be unr,liable) are 18 y~'of age or q!dc.r should have annual Pap tests. A{t6t 
a woman has nad ll'Iree Or more consccuuve satisfactory normal annual eXaminalions, the Pap teSt 
ir,,), be perlo{inec1 at tbe di5cretiOl\ of the and t~e patient, but nO( less frequently !han. 
every 3 years); , j ':. 

Ii AmeJi~ Canctr Sotiet)'. A'merielli.n'·','".inilel'e of O~cet"dans and Gynecologists. and ' ' 
'National CuCCI' lnstiNto-All \IIom!n haying annual Pap wts at the Ol\Set of sexual 
activity or at ~g,yea.rs of~. whichever After a woman hu had three or more consec­
u!iv~ satisfactory normal annual Pap [(;~t m~y be pcrform~ less frequently at !:he 
discretion of~'11! patient :ind clinician. 

~ ; .'. . 

active women betWeen 2S ;inCI.6$ years of age 
WOqJell 66 to 75 yeaTS of ago who have not 

should Pc screened every 3 years. Women at 
eve.ry 2 years. Initial sel'1r(:rong teSts mllY be 

":t~lrnjn:"Ir"'<: to ensure diagnostic accuracy. 

195, 

http:g,yea.rs
http:olbgi.st
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Adults/Older 

••• ... doscopy"···~-.....................,... 
. :. 

J . 
Colorectal C3..Qcec i§ [he sec:ortd leading calise nt·,1~!'Irh . cancer'in the United States. 

widely used methods of sc:rUri. 
occult bloOd testing being me .. 

affIicti1:!g people m;amly over the age Clf 40 
iDg for colo[«t81 ~~ncer (disiWl'lXtal eXi~n<l~ion 
oIbIr two).e)Ca.m.i~:ltion us.in8 aSigJIIlOidos:cotle. ,. s.pecific and sensitive. Because it 

I'Irtll'..nnre. the specificity of sigoioid­. c:D.ables rhe eMU11i~1!1' to perform a biopsy 
oseopy approacb~:tOO%. Sensitivity is 
dle length of theiI{strument Appro"imately 
2.5-cm rigid sigmoIdoscope. The 35-c:m fi 
cancel'S. and the 6Q-cm flexible sigmoi 
Iloidoscopy has ~en limited by costs, 

. ~\It effea::uvellesS. Patient cOCJ:!.pliance 
advent of the more comfortable flexible 
v,.cU-accepte:d by patients, arid the 6O-cm 
coolroversy about'effectiveness has 
sigmoidoscopy ~reases mortality from 
contrOl srudies (Selby et aI., 1992. and 
dcc:reases in risk (59% and 79%; rP-'~r\.....tni. 

pau.ents. In the Sel~y study, significant 
sc.reening perfOml~ as infrequently as 

"fQr information about rolorectal cancer 
. chapters 29 and 33~ 

i 
RecOIilmenilatio.{<;ot Major AulhoriCies 

ND~Risk 

. lit American Ac:ademy or Family 
Examil:l3tiOD. anel U.s. PrevenUve Oitla ......,.••e 

cllidenu ro f"ommend ·elther inStl 
(or low-risk. a~imptom.ujc; indhidua!s. 
CSPSTF. 

'i 

Ii A.l:mrican CancerSocltt)'. Amer\caQ 
Amel"ica!l Coll~ge of PbysidaDS (ACP), ... 
Society for Gas.troint.esfSnal Endoscopy, . 
should be $C!'ee~ed with sigmoidoscopy 
stated thal pcrfolinaflCC of an air·contrast 
to sigmoidose0p,y. 

. by the skill of the examiner and 
rrU",,,,,,..'JII cancers are within reach of the 

le;.s.i~rnloidoscope can re:u:h 45% to 50% of 
to 60%. Screenins with sig­

.......vir1."'... noncompliance. and controversy 
beCn somewhatdiminisbed by the 

The 3S--cm sigmoidoscope is particularl), . 
is relatively well-:u:cepted. The 

a lack ofevidence that seretnlna with 
cancet. Two recently published case.­
al., 1m) bave demonstrated significant· 

mSm colorectal cancer for screened 
$ugge~t.ed from rigid sigmoidoscopy , 

m,erhods of scruning for it. refer to 
!. 

.c:::aDadiian l8sk Fon:e on the Periodic: Health 
(Ospsn;-..nu:re is insufficient 
provision of sigmoidosoopy screening 

ati6n is currently under n:vicw by 
~ 

1 
or Obs.!l!:tric:iaDS aIld G:t1lecologists. 
Ga~nte'rvlogka1 AssCiciation, America 
a! Ca,!1cer .lnstituce--Paticnts at normal risk 

years b'eginning 3'·SO yem of a,e. ACP has. 
ev~ry Syears is an accoptable altarnatiye 
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IPDuenza is a signitlcant cause of morbidi)y in the United States. Between 1977 
and 1988,.at leaS,'t 10,000 death$ occurred' of se~,en separ31e int1uenza epidemics in the 
United States. More than 40.000 deaths ofrhes¢ epidemics. Approximately 
80% to 90% of Jeaths oecW' in individuals' or older. Older adults with under4 

lying health problems. such as pulmonary , , , disorders. are particularly at risk 
of death and sen,OIlS illness from inftueD2a. , ~ults and chlld.ren with certain 
da'on!c medicafproblems are also at increased risk for inftuenza-related complica.tions (see 
Table 48-1). ',.'

~}~:" 
innuenza vaccine is approximately 3070 to ~p%effective in prcvendns clinical illness ~d 
80'!, effective if! preventing deatb in older' , r Its. Appr9ximately 40% of noronstitutiona.U:zed 
older adults rec~,ive immunization annual , antadi.D~ prophylaxis is 70% to 90% effective 
for preventing i~ftuenza type A 11Iness in '; but it 4pes not prevent influenza type B 
WDeSs. ~ ~ 

.eCOn:llneo~DS or Major Authorities 
I " 
, ~ 

l~nG 
i 

• AdvisorY;'Conunittee OD Immu 
Physicians. A.mi!rlcan CoUege or 
Examination; and u.s. PrevQUve 
provided annu~lIy (0 allll\di\'ieui!ls 6S 
to adults md ChlldteTt at least 6 ll'Iollchs 
complications due to cmain medical 
e!isorders (~Table 48-1). or IIfho may 
hc:alth.c:are I/o'orkers and household ",...",,,,"," 

~ 
; 

}~

:: 

~ 

~ 
,~ 

~merU:::an Academy or Family 
~maaul~ Task Force on the Periodic Healtll 

For'Cej.-lniRuenza immunizat.ion should be 
Irnrtlunization should also be provided 

ouincreased risk for influenza-related 
as chronic pulmonary and cardiovascular 

,'lnn'\I.,n:." to iDdi'Yiduals at inaeased risk. $\lch u.s 

" A~rlca~ Colle;e or ObSleiricians ani1'Gyne'COlI)!!ists--AlI women 60 years of age ;me! 
older should r:ec:eive lmmuniution a,gainst 

'~ 

t 
II , Advisori COnurutite on lmlillWl.IZatiOlli:Yractlces. :useneaJI CaUege 01 n,sfdans. 
AmmcaD G~rlatrks Society. Periodic Heallh Examination. and 
U.S. Preventive Senices Task .given prOph)'l~[ieall) to the fol· 
lowing individuals: residents of patients in which an inftuenza A 
outbreak occurs; older adults and others immunization i$ contraindicated: 
older adults apd other high-risk patients e;r.posed to inAuenza A; but are 
unimrnunizCd, or only recently patients and others expected to 
have a s~boptima1 tesponse to imn:IUIIl7.ati:on:: 
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rrDI~C('CCi:.cS pPleu",cmi.ae in[,:etions naJIDr~,;~~e ofmorbidity and mortality in the 
causing lS% to 20% . pneumonia. Pneumococcal infection causes 
40.000 deaths . Srates. As many as 20% of patients with 

adults are particularly at risk of mortal­
.'__._-,;•. from.pneurno:occ:al bacteremia 

lio.n::;u.",..lrisk include the very young and individuals 
con!1iUons. organ transplants. diabetes mellitus. 
asplenla (e.g. sickle cell disease or splenec­

....,J'..m~..." multiple myeloma, renal failure, nephrotic· 

~~\;mt', wti,ich rtlplaced 11 14.valent vaccine in 1983', 
" ...""n'i ...... of S, RMUl'fIQ71.iae causing bacteremia in the United 

cro~s-reactivity with anadc1itiortal 8% of sero­
a prol~ctiv¢ efficacy of approximately 60% (for 

of ... vaccine may decrease with !ncreasing ,age 
levels may deCrease after 6 yean to 

occlmr:.ro[rus/~ patients and patients with certain 
tofl:meumiOC(:J(:CaJ vaccine is lower and decline::; 

.......'s.....'vu<> has been poor. wim only about 20% of 
..J~'''.~<;, inc1udiogoldef adults. receiving Ute vaccine. Many' 

. .. . such as during hospitalization or on disCharge. Two 
pnf~urri9~;occal dl~ase have been hospitalized at least once . 

....."._w.w'" that predischarge vaccination of 
·,.",,,,,,e.u decreases their rates of subscqueor 

pJ"!:)'i"fj4'''~ (ACJP). American Aeademy or .family 
.,..".;;",-,--­ American College orO~tridam and 

Foree (VSPST.F)-All people 65 years of age 
with Ya.cdn~. Paticnu with medical and 

for pnetunococ<:al disC3se (including immune ccimpro-
49.1).iACIP and t]SPSTF recommend that revaccina­
received the 14-vatcntvaocinll: and who are at highest 

(such as patientS with surgical or funcrional 
such patients, ACIP. Aep. ;md usl'StF rec.om. 

vacci,ne 6 or more y~atS ago and who are at the hisnest 
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RECOMMENiJATION 

Routine SC(fJ~nin9 fOf breast cancereVel)"~~2 'ts8rs, with mammography alone 
or mammography and annual clinical breast examination (eBE). is rBcommended 

, ' ~ I 

fOf women aged 50-69. TIlers is ins"Hicisrtevidenf:tJ ro ie«Jmmend for or 
against rou"';e mammography or CS= fof~omen ag~d 40-49 ar aged 70 and 
older. althoug" recommendations for high-fisk women iageC1 40-49 and heafthy 
~m81'l agedi~70 may be made on orhet-grounds (1ee Clinical Intervention). 
There is Insufficient evidence to recommend for or agJinst the use af screening 
CBE alone orfthe reaching of breast SSIf"liIx~Tin8fion. ~ 

. ~ ...':. ~ 

,,ft,": 'i 


. ,~fSf;' ~ 

Burden of SuqeriDg J:~l . ~ 


.fi ~"~t:.>,~..~. • 

!n the U,S. inU995. there were an estim:hea 182iOOO new cases of breast 
cancel' diagn~sed' and 46,000 deaths";from th'js disease in wotnen.! 
Approximately 32% of all newly diagno~~d cancers in women are cancers 
of the breast, the most common cancer d.,jagnosed in womc:il.! The annual 
incidence of breast cancer increased 55%'between 1950 and 1991.2 The in­
cidence in women during the period~987-1991 was 1101100.000.2 In 
1992. the annual age-adjusted mortality rr:om breas~ cancer was 22/100,000 
....'omen.3 The age-adjusted mortality rate;;from breast cancer has been n:la­
tively stable ov~r [he period from 1930 to:ij:e prese~t.1.2 tor women, [he es­
timated lifctinjc risk of dying from brea~)t cancer~is 3.6%.\1 Breast cancer 
resulted in 2.2{years of potentiaJ life lost"beforc age 65 per 1,000 women 
under age 65 if [he U.S. during 1986-19.88.4 Thistrate was surpassed only 
by deaths resul~ing from mOtor vehicle injury and ~nfections. Breast cancer 
is the leading ~ontrjbutor to cancer mo:~ality in 'fomen aged 15-54, I aI­
[hough 48% of new breast cancer cases and 56% [of breast cancer deaths 
occur in wom~n age 65 and over.2 As thi large n4mber of women in the 
"baby boo'm" g~neration age:. the number~ofbreasttcancer cases and deaths 
will increase s~ostantially unless age-sp~ci~c incidence and mortaJity ratcs 
decline. ,.~{ 

Important:risk factors for breast cari~er in~lude female gender. resi­
dence in North America or northern Europe. and older age.5 In American 
women. the aflflua1 incidence of breast ·cancer increases with age: 127 

·73 
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cases/lOO,090 for women a.ged 40--44; 2291) OO,~OO for women aged 50-54; Specificity estimates range( 

348/100,OOO~ for women aged 60-64; and 450-1)100,OOOfbr women aged Canadian NBSS 2. Scllsitivi 

70':"i4.2 The~risk for a ~oman ",ith a family his~ory of breast cancer in a c:ornbined ~crt:'ening with 

first-<.legree rl!lative is increased about ~-3-fold, ~nd for women under 50 it women aged 40-49 comp,
1, " 

is highest w~en the relative had premenopaus~lly diagnosed breast can- Preliminary rcsu\tsJrom cwo 
e 6-9 '" ~ ·th . b . ' ~... d gcsl improved sensitivity 9 feer.' V\om~n W1 prevlOl,ls reast cancer or car~moma III Sltu an women 
with acypica1thyperplasia on breast bioP5Y arealsg at sigilificanr.1y increased i:ortics. wilh current mamm 
risk.. ti.7•1Q-12 @lher factors associated with increa"sed breast cancer risk in­ interpreter performance h 

clude a his.tP~Y of proliferative breastldions ~ithoutatypia on breast . trial~. agrc:t:mcill was ahou 
biopsy, late age at first ' ' "'nul:,' ty,high socioeconomic statull. tween radiologi$c$ at five SCI 

~tnd a historYofexposure to diation.6.7.10.1:.! Associations be- gist.21 

tween breast', cancer :and oral,' long-term estrogen replace- . The effectiven(::;s of CF 
ment therapy. obesity. and a d.ie~ h suggestcd, but causa)' con,parisolls of [he sensiti\ 

relationships~ha\;e not betn mammography can be cons 
assess \he incremental valli' , 
(5-10 minutes) CBE,24.2:'> PI 

Accuracy of ~creening Tests CfiI highlighted the fact th 
The three sc{eening tests usually detection of breast plus CBE. vs. 63% for CBE .1 
cancer are clinical breast ' mammography, and ness. Specificity was compar 

breast self-exrination (BSE). and specificity of of eRE for women aged 40· 
these maneuv'ets depend on a nu ng the size of the initial screen compared to I 

lesion, the ch~racteristics of the the age of the pa- NBSS 2}.26 Specificity estim 

tient, the extint of foHow-up to the skill and expe- Data regarding the accli 

rience of the iiexaminer or and (in the case of calc'l,latedan upper limit () 
mammograpny) the quality of the " muJtiple clinical ing all iIllerval casell in lhl: 
trials have demonstrated the effec measures of screen- similar approach. the over:J 

ing test perfor:mance (such as sen ificity) are primarily help- 26% in women also scn:cll 

ful in compa~ing. trials. screening 'aqd community practice. Cancer Detection Demonst 

Uniform dcfin}tions, however, are ," . for sU:ch comparisons. For ex- sitivilY decrcased with age, 

, ;1 

.,­
ample. differe'pt studies may use simiJar;~~~niti0rs of sensitivity. such a.~ women aged oU-74.- ' Thus. 

the number o~!screen-detected cancers comeared ~o the total of screen-de­ sensitive: form of $.creening 

tected cancers~plus interval cancers. but ori'€(l'rlay q,se a fixed ,interval (e.g., ficity remains ullcertain. n 
12 months) I!> ~nd another a variabk iri:te,r,j~L~.~.g.~ time to next screen) ,16 ing a!\ measured by the prol 
makingdirec(i:omparisbns difficult~'rhe abili ":tQ), detect interval cancers models and anifidallump:;: 

may also vary ~nd will affect such e.sdrP.~~~~ ! ' this improved deleC[ionon 
.A reviewl7lof the current c1inicat;: la, ~published and unpub- performance is unkno.....n. 

lished. summat,ized screening test perro, ce fo.~r mammography using Adverse effects o( screen 
uniform definttions. Sensitivity of mamm'bgrapht did not dramatically pasirive tests, resulting frooi 
differ across tJ?e uials. Estimates from three Swe~ish trials using mam- have negative consequence! 

, mography alorie a....eraged about 75%, w~i1i.estim~tes for mammography Canadi<im trials there were 'i 
combined with; CSE ranged from 75%, in '''ilic. Health Insurance Plan of with mammography ,U1d ( 
Greater New·),ork (HIP) to 88% in the Et;lir1burgh uial and the Canadian among those 'agcd 50-59.2 

Nar,ional Breast Cancer Screening Srupy in \~omen'iaged 50-59 (NBSS 2). graphic screening anlong 

\/~~~V' ; 
'~7: ­

http:be-gist.21
http:risk..ti
http:sigilificanr.1y
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:n aged 50--51; 
.....omen aged 
1St cancer in a 
'len under 50 it 
ed breast can· 
itu and women 
antly increased 
canccr risk in· 
ypiaon breast 
:onomic status, 
ISsociations be· 
lIogcri replace-. 
~tcd. but causal 

ection of breast 
Imography, and 
.nd ~pecificity of 
g (he size of the 
Ie age of (he pa­
c: skill and expe­
{in the case of 

multiple clinical 
MUres of ~creen­
e primarily help­
munity practice. 
parisons. For ex­
.nsitivitv. such all 
~tal of ~creen-de­
:ed interval (e.g.. 

IC, 
o nexl scrcen ) , 

( interval cancers 


hcd and unput>­
:lInography using 
not dramatically 

.rials using mam­
>T'mammography 
nsurance Plan of 
lOd the Canadian 
,50-59 (NBSS 2). 

SpCcificity est.imate~ ran,g,c~ fro~ 98.5% irithe HIP trial to 83% 'in the 
Canadian NBSS 2. ~ensmv1ty estImates for mammography alone:: and for 
combined screeni~ with CBE have generally been ~O-15% lower for 
"'omen aged 40-iQ: compared with .....omen greater rtian age 50.1';·]7-]9 
Preliminary resulL~ from two North American demonstration projects sug­
gl:~t improved sensi}ivity of mammography, especially t~r women in their 
Conies ..... ith currcnt~mammographic techniques.2o Significant variations in 
interpreter perforrr!ance have also been observcd.21-:!~ In the Canadian 
(rials. agreement was about 50% beyond that attributable to .chance be­
[\&It'en radiologists ar five screening celllers and a single: reference radiolo­
~ist.2]: . , 
" The effectiveness of CSE alone ha'l not. been e\'aluatcd directly. but 
comparisons of the lsensitivity and specificity of thi!> mtineuver to that of 
illarnmography can be considered. The Canadian NBSS,~.2 was designcd to 
as~eS5 the incremenp.! ValUL Llf mammography above ai'careful. thorough 
(:>-10 minutes) CBE~ :H.25 Preliminarj' results sho"'ing Il~ incremental ben­
efi! highlighted therjfact that higher sensitivity (88% for mammograph~' 
plus CBE vs. 63% fo~ CBE alone)]7 may not guarantee i~proved effective::­
ness. Specificity was (:omparable or slightly better for CBE alone. Sc:nsitivity 
ofCBE for women aged 40-49 (Canadian NBSS 1) was a~out 10% lower at 

. initial scretn compared to ~he estimate for women aged~50-59 (Canadian 
NBSS 2) .26 Specifici~' estimates were similarly lower for younger women. 

Data regarding t~e accuracy of BSE' 3re extn:mely limited, One report 
calculated an upper:limit of sensitivity ranging from 12 :to 25% by assum~ 
ing all interval cases'in the clinical trials were delectcd by BSE.li Using a 
similar approach', the overall sensitiviry of SSE alone ;,vas estimated to be 
26% in women also: screened by mammography and CBE in the Breast 
Cancer Detection Dt-monstra[ion Project (BCDDP). 2' EStimated BSE sen­
sitivity decreased .....ith age, from 41 % for ""omen aged 35-39 to 21 % for 
women aged 60-74.~? Thus, as currently practiced, BSE appco\rs to be a less 
~ensitive form of ,~creening thatl is CBE or mammograph}" and i[s speci­
licit)· remains uncert~in. The sensitivity of BSE can be improved by train­
ing as measured by t~e proportion of benign lumps:!8 d~\ecled on human 
models and anificialtlumps2!l on silicone breast inodeJs, ~Ithough whether 
[hi~ improved detcc~on on models translates into impro,ved personal BSE 
performance is unknown. .. 

Adverse effects of~screening tests are an important co~side'ration. Falst­
po~i(ive lest!;, resulti~g from the effort to maximize disease detection. may 
have negativc conseq'uences including unnecessary diagnostic tests. In the 
Canadian trials there: .....ere 7-10% false positives from combined screening 
with mammography; and CaE among .....omen aged 40-49 and 4.5-8% 
among those aged 50-59.24•30 In a study of the yield of a fir~t mamm~ 
graphk screening aljlong women, half as many canceiis per 1.000 first 
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screenin~ mammograms were diagnosed in ~omen aged 40-49 (3/] ,000) 
compared Ito women aged 50-59 (6/1.000).~'1 Yet, women aged 40-49 un· 
derwem ~'ice as man)' diagnostic rests per c~ucer detected' COl'ilparcd to 
women a~e~ 50-5? (43.9 VS. 21.9). Wom~n a~ed 60-69 had a higher yic:ld 
from screr-mug. wah 13breasl can(.ers·dJagllc;!sed per }.OOO first screening 
mammograms and 10.2 diagnosr.ic tcsts perfo}med per cancer detec:red. 

.Maml~ographic screening may at!>/) adyer~elr affecf. psychological well· 
being. Increased anxiety aboul breast canCel' after a false~po.!iirive niammo­
gram has been reported both at short·-and long·term follOW-lip in ,;mdies 
sur\'e~ing ~roups of screened women.32.:!:1 No !mpact on compliance ill ob­
taining fufure screening· . was obsb,ycd, how'cver. Womell who 
underwent a surgical biopsy as a a f~lse.positive screening mam· 
mogram ~cre more likely to p as a streJlsful experience 
than werc';those who did nut 

Excess,breast cancers in ' 'ived doses of ionizing ra­
diation significantly greater by mammography. 
such as ,;~tivor; fron'; atomic . 34 alld patients wirh benign 
breast dls~a"e,3., have raised potential radiation risk . ,1 • 
f rom screeilUlg mammograms. . evidcnc:e of an increased 
risk of brdst cancer from mam . however. Assuming a 
mean brea~t dose 0("0.1 rad from and extrapolating from 
higher doSes of radiation. in a group of 100,000 
wa"men rcc'eh:ing annual scree ~IO to 75, 12.9 years would he 
lost due to 'radiogenic cancers would be gained through a 
20% reduction in breast r:~sult of thilt screening.s·\ 

Fewer data are available cffecrs associaTed with C;SF. 
and BSE. Adramatic increase ~.was observed after inslruc' 
tion in SSE in a nonrandomizerl trial evaluating performance 

.on human ;node1:>,28 although no. was found in a randomized con­
trolled trial.:e ....aluating performance ogsiJicone'breasl mod~Is.29 The lauer 
stud}' also afsessed the impacl of trilj.l1~tig.p'n vu.l,ables other chan detection 
performan~e on models. Adverl'e .effe~'t~/isuch a§ unnecessary physician ,i,;. 
ics. hejghtc~ed anxiety level!, or i~cn~as({?f~~dipgraphk and surgical pro· 
cedures. we~e not observed/I , .. >.. ;.:",~f;;~-t;4t. ~ . 

·l i·:~~Ht:~&~l~H~~: ~ 
Effe('tivene~ Of Early Detection ... •. 'H~~ti!,r 

Seven randomized controlled trialsf~~""'" 0 have evaluated the effective;:­
ness of screening for. hreast cancer \j' men. by either mammography 
alone or combined with CBE comparf 0 periodic screening. The age 
of ~~~~~~pa~ts. at date of first invitatW~'1,;.,~.~cd froni 40 ~o 7~. The six<tri­
als th~t mcluded women aged,~59~Q:o",ed;a reduct.lf)n III breast can­
Cer mortaliry of 20-30% in the in(~r:ve'l{tion The reductiun was 

r 1S.~ • t ,. 
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0-49 (3/1,000) statistically significant in the Health Insurance,. Plan of Greater New York 
aged 40-49 UIJ­ I (HIP),S7 the Swedish twO-county trials,IS an overvic'W of the Swedish ttl­
d compared to I als,40 and two meLc"'l'ana1yses of the trials,41.4'i! it' :. ' 
I a higher yield I, The results of these six trials including w '''en ag~d ~!50 have convinc-
I first screenillg ingly demonstrate~ the effectiveness of mam. •raph~c screening (with or 
cer detected. without CBE) for:' breast cancer in women" ed 50-69. The HIP trial 

I 

I
chologic.al well_ , screened women kgt:d 40-64 with annual C~F/and ~o-view mammogra­
)sitive mamma­ ! phr,~7 For women,~ho were ~ver a~e 50 at ~~~'~me of~entry into the study, 
,w-up in iifudies 
Illpliance i 11 ob­
er. Wunlcn who 
c:reening mam­
srlll experience 

; of ioniting ra­
rnnmmograph)" 
.Hts with benign 
I ~diation risk 
,if an increaSl:d 
\'c ,'. Assuming a 
'apolating fr~m 
uup of 100,000 
yean; would be 

.incd through a 
scrl:cnillg. ~'1 

iated with CEF. 
·d after instruc­
g performance 
lIldomized con­
els.21l the latter 
than detection 

ry physician vis­
ld surgical pro. 

Ii the dl'cctive­
niammography 
'l:lling. The age 
74. The six rri­

'll in breast can· 
red llction W~{~ 

mortality from briast cancer In the Intervc:ntlol)' gTouf! was more than 50% 
lower .than in the Font::rol group at 5 yeats, dedeasing~to a 21 % difference 
after 18 years of f!>llow-up. The Edinburgh trial36 sc~eened women aged 
45-64 from 84 g~neral medicine practices wi,tb. two-}icw mammography 
'md CBE on the iQitial screen followed by aninlal CBEjand biennial single­
~iew ma.rnmograp~y. Prdj~inary results at s~~£> yearslfound a rdative risk 
of 0.80 (95% confidence mterval [Cn. 0.54 ',(2).17) ;for women aged 50 

. and older at entry. The results from lo.:Year follow-up showed little 
changeP An overview pooled the data thrpugh 1989 from the four 
Swedish randomiied controlled trials of brea.<;t cancer screening with mam­
mography alone.4~O All women diagnosed with breas~ cancer before ran­
domization were 'excluded and endpoints wel:e inde~pendcntly reviewed. 
Breast cancer mortality .....'aS reduced by about ~.Q%.fot\ women aged 50-69 
at entry using ant endpoint of breast cancer :'.~s (he ;~nderlying caus~ of 
death. A ml:ta.-analysis that included the mOSl~~cently published result.'; of 
these trials reporte,d a 23% reduction in.brea.st;~ancednortality for women 
aged 50 and 0lder~i2 A meta-anal~'sis of Europ~~n case1=ontrol sludie!; done 
within screening mammography programs aJs,'o repo'tted significan t1y re­
ducedbreast can~'kr mortality among wom.~n .red 50~and older.42 

There are few~ data regarding the opti riodicit:y of screening in 
[his age group. Although an annual inter~. ,"~>""be~n recommended by 

, many groups, an analysis of data from the Swei;ii.sh t'WeXounty study found 
little evidence that an anniJal interval would~~onfer greater benefit than 
screening evt:ry 2 years for women over the'~ge of 50.19 This trial used 
mammography al~ne, bUt the reduction in hr!!a5[ can~C'r mortality was sim­
ilar to that $een i1 the trials combining CBE'~th marpmography)16.37 The. 
similar morr.a1ity reductions found in screening triaJ~ using periodicities 
ranging from l2 [0 33 months in women ag~~t~50 silggests that biennial 
~creening interval,s are as effective as annuaJ i4:(ervals.iiIn a meta-analysis of 
rhe trials evaluatiqg screening mammography,1iJthe estimated reduction in 
breast canCer mOf,tality\\'as the same (23%) ·for scn:ening intervals of J2 
months and 18-3~ months in women aged 5of74. " ~' . , 

There is Iimi~ed and conflicting eviden~~ ;regar:cIing the benefit of 
screening womenl aged i0-74. The Swedish '~CK:ou~ty trial and BClJDP 
time scries includ,ed women ,up to age 74 al~~try, ~~nd each found are­

; , i 
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tiveness of screening!~h this age group. 
adequate power fodubgroup analysis. If 
younger women, on:e possible cxp 
mography in younger women (see 
ities include suboptimal screening ime 
treatment offered (0; women ....ith 

C;' 
\ 

annual CBE be· 
d¢BE beginning at 

~ 
rfcommends CBE 
~ose aged 40 and 

50;68 these recom­
ri'can College of 

2 years for 
r""i-",ri~c for women 

ACP makes 

mote intensive 
Examination 

50-69 and 
The National 

g. e"perts that rou­
~ged 50 and over 
clinical trials have 

ty for women under 

~ 

ineffective in 
of mam­

, Other possibl1•. 
(less aggressive) 

leeted cancer, and 
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varying ic characteristics 
over\,;(:w, -to ~, and Edinburgh 
aged 40-49 8-12 rears of fo 
benefit is 
their middle 

pro'l.'ement ir-l breast cancer 
40-49 is of sllfficient magni 
may occur a~a result of 

Because breast cancer 
fering due t~· bl'east cancer in 
th<.'rc is no eJdence (as there 

, ,\ 

mography inlolder \~·omell is 
This i$ an ag~ group, m 
screening is' ¢ommon.'71-7G In 
women over:65 for breast' 
savings dr:creased substantially 
the oldest women, those aged 
discomfort ffain the 

" Until more definitive data be , r, 
sonable to concentrate the 
ing mammO~raph}' on women 
most clearly ~demonstrated: 
and older mi,ght be CO lrtl)IUC:lfco 

eral hcalth a'hd other co 
tienr). . U 

The age.ilriinge of 50-69 
pro\'en effcdive. is to a large 
study purposb rarher than on 
ratio ofbeneflts to risks sharply , ' 
cer aJld the ~ensiti\;ty of marnm 
cal thac women in their 
experience i~ ayailable, ben 
aged <50 ye~rs, evidence has 
from breast 4,ancer !;creening. 
logic change~ that occur with . 
plausible thit ","omen in their 
womell. mig~t derive some ime 
and bcnelits;l:;>f mammography 
ing on an ige 

~ ., 
.r 
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ors,!'2,72 The S\<"edish 
!lome benefit in women 

IPO,SSilble thal the delayed 
entered lhe [dais in 

the Canadian NBSS 1 may 
trial and a proposed 
early forties and com­

this issue,i3 Unlil 
any potentia] jm-' 

screening women agc-d 
tial adverse effects r.hal 

women, it is rea' 
associated wito screen· 

which benefit has been 
ing women aged 70 
depending on gen­

preference of [he pa· 

incidence of breast can­
with age. Thu< it is logi· 

ly limited clinical trial 
screening. For women 

establish a clear benefil 
be a marker for bio­

It is thercfor~ 
postmenopausal 

screening. The risk~ 
considered as chang­

~hronologic age. 

CHAPTER 7: BAEAST CANCER 

Cuidelines for breasc cancer 
rniJ1rl. 

No large srud}· has quanti 
ing by eicher CRE or mamm 
devdopit)g brea~t cancer Ih< 
dence of disease in high-risk 
(PPV) of licreening lest~ usc 
screening program, the PP\ 
women with a family histOry 
t;\nl cori.$ideration for womt: 
has not been established £01 

efit from screening youngel 
firming this effect are lackh 
of suffering, l\crcening. high 
on an individual basis for w( 

screening. 
. Data regarding tht, effec: 

accuracy of BSE as r:urrt·ll!l~ 
lO that of CBE and mamlll 

younger womeJl in whom l". 
n~(essaty anxiety and diagli 
dillical trial:!9 did not find ~ 
eration is chal. time devoted 
prevention effortS with prr 
knowledge and the potenti 
llIumendatioll for or againsl 
health examination canJlot 

CLINICAL INTERVENTION 

SCl"~ening for breast cancel 
maouTlography and annual 
mended for women aged 5! 
refer patients to ntahunogn 
[<) high standards of quality 
tablished hy the Manunogr: 
dating that all mammograJ 
prOCess approved by the I 
There. is insufficient cviden 
aged 50-69 ("C" recomme 
Oieting evidence of fair t( 

matnrnography with or will 
benefit from CBE alone; tl 
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( 
Guidelines for breast .£:ancc:r screening 
mind. . ;:' 

No large study has;~uanritatcd the 
ing b)' either CSE or ptammography for 
developing bteas't canferthan (he 
deuce of disease in high-risk women in 
(PrY) of ~creenjng te~ts used in this 
screening program. the PPV of mam 
women with a family ~istory of breast 
tant consideration fo~ women under 50, 
has nOt been c:stablisQed for the general 
etit from screening younger women in 
firming (his effect ar~ Jacking. Neverthe 
of suffering, screening high-risk Women 
on an individual basis: for women who' 
screening., 

Data regarding th,~ effectiveness of 
accuracy of .sSE as CI.trrently practiced 
1.0 that of CBE and mammography. F 
younger women in ~hom breast cancer 
necessary anxiety anq. diagnostic eval 
clinical (ria129 did not find such ad\'ersc 
eration is that time d~voled [0 leaching 
prevention efforts ~ith proven efr, 
knowledge and (he potential adverse 
ommendation for or,against inclusion 
health examination cannot be made. 

;"
.J 

~ 
Cl.INICAL INTERVENTION 

'" 
Screening for breast!caneer every 1-2 
mam.inography and )umual clinical 
mended for women ,!lged 50-69 ("AU 
refer patients to marpmogtaphers who 
to high standards of!,quality control. 
fablisbed by the M~mography Quality 
dating that all ma.rrimograpby sites in 
process approved by the Depaitment 
There is insufficient: evidence to f"f'rn'Mn­

;)sunenopausal 
ning. The risks 
lcred as chang­
tonologic age, 

aged 50-69 ("C" re~onunendation). 
rueting e\idence of fair to good 
mammography \IOithj or without CBE, 
benefit from CBE done; therefore, 

. ! 
!j 
,1 

there is COD­

.benefit from 
eVl,a~I\Ce regarding 

or· against rou­
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tine rgammograpby or CB"",\.4UJu{ 
("C" h~eomInendation). . 

,t .. 
mo~phy or eBE in hi 

sCTee~g such women . 

prefetence, high. burden 

""hicf1 ""ould lead to ·.n.....;;"~1' 


sCTee~ing wOmen of AV'·1"l:ltiP. 


conflitting evidence ..p.~.-nln'" 

for ""~men aged '10-74 
. -,-.~'~. 

age 1~i however, 
""ho have a reasonable 
groun~, such as the high' 

of evidence of .nlrt ......'~ ..." 


womeh versu.<; those aged 

dent ~vidence to .n:t:UITlJ£I 


health}exam.iDation ("'C" ' 
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Screeni~g for Diab' 
'i 

Mellitus ~ 

'.' 

~. 
14 million~per50n5 in the U.S. 
nt diabet~s mellitus (N 

• .w,·\f5'tC of all cases of diabetes in' the U.S, 
. mellitus (IDDM) :lor Type I diabetes' 

1-4 An estimated halfof all persons . 
are curre'ntly unaware of thci 

_life-threatening mC,tabolic complka 
.' of death in the U.S., contributing to 
_.~,., It is also an impor:tant risk factor for 
llidib ~oronary heart di~i::asc and cerebr(wasc:lil; 
- common cause of poJ~euTopathy, wi 
bitk:s affected within 25)years of diagnosis,S 
.ofthe 120,000 annuiil nontraumatic . 
.,hropathy ill now the;'Jeading cause of 
UJ.' and, if current trcn'!::l:s continue, ....'ill 
~.I/I with renal failure.r Diabetes is the . . 
.....1:1 ages 20-74 and aceounL<; for over 8,000 
\IIW.9 Infants born of diabetic women are at . 
tw.ipn.prematuricy, 5po:~taneou$abortion, 
~g~ments.lO.ll Compared to persons wi 

; 193 



tif:Z:r.\ r~>;"~ a higher 
trt;~<,t:d a..mb1.l1atorv care 
t.ll~i.e~.ll believed t~ 

iThe ".lmet ofNIDDM i 
in'.~ca.~ Ioith advancing 
pt>~lJlation aged 6S-74 
rrl~rkedh- increased in N 

~ 

<:lfl r!Hispanic . 
in T{ima Indians 55 vear!\ 
ir,'·Fudt family hist~ry, 0 

b(:I~\ '"IT impaired gluco$e 
f(,r~ age 30). a much 
r:Jinlkal course than _ 

;Coe!.taUona.! diabetes 
tt,li£ranc.e during' preg 

t: 
rTi/1!\l. common medical 
dude ohesirv, increased' 
bi~i;)r~ of di~betes..and a. . 

m;llf()rmed infant. GDM 


1 
ali:rJ ",·ith other neonatal 
hyr},-gh·ccmia. . 
abf~c 4/JOO or 4.500 g-i 
....·!I.E increased risk of 
f(Jr1ep~ deli\-ery) and 
v..r·jit. and peripheral 
sbr'lJldcr d \'Stocia in i

it _.' 

(ms 'If GD~f are also II 


~ 
) 
~ . 

~acy of Screening 
i 

. Th~i diagnosis of diabetes 
<.aJ \~ymptoms' {polyuria. 
J;:IU~.fl!'.e (fasting plasma 
ma~i(. persons. however. 
illf.rt:a:.ed risk for 

'I' 

1NJknfJsis oj Diabctp.s in 
Crr~Ljp C'DDG)~2 and 
sirr.jlar criteria for d' 
cit;"'.!ar.ed fa.o;ting plasma 
SoI:r I~rn glucose following 
;\fJpG criteria for a posi 
h'>I;}~) differ slightly fro 
aI,;(if!) .. Abnormal g Iu , 

~ 

~ 
1 
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(cesarean section or vacuum 

clavicular fraclure, shoulder 

In some series, the incidence 

close to 2%.20 Women with a 


. developing NIDDM later in life.· 


patients is based on 
ass.oc'iatilon with dear elevation 

r(lg/dL f7.8 mM]). MallY """JrnnfOi,' 

glucose metabolism:and be 
.,.1 
\·~1 

The National Diabetes Datal 
. izali6n (WHO)2~ h~tvc issued) 

if! asymptomaTic per~m, based o~1 . '~Ior an abnormal plasma Of 

tolerance tcst (OGTfYi. 
mg/dI. at 2 hours and before 2i 

(glucose> 200 mg/dL al 2 hoU# 
oil more than one occasion are . 

Ct-4APTER 19; DIABETI 

fl'(!,lil"l·r[ for a diagl1 

idln'l both the dim 
lic'lIl~ on rhe ba~is 01 

"arlahility of the OG:· 
:!II% to 35%.24.2:;T 

;lllIdIS. the Americal 
li('III~ eal an unre:>' 
''''('might before tlw 

HOlh (he NDDe 
ckn·<J glucose meTal: 
lcrlll(.'(liate rc-slills 01 
:11'(' at inaeased risk 
:In' Ili~hJy variable. I 
~iJ.:lli!kant number ( 

• ~)r.

rqwat tesung. ~.• ant 

laill. 

tJifll-.'710Jis oj Cf..iI12tin 
h';~t'd (III twO or mn 
I<:~l l\sin~ IOU g gIll 
Irail()ltlti~tls fro'm' 5[; 

() '.I\lIl1iV4t1l 2f! to idclll 
I()!low-up. The fonv 

n.se llu.:asurcm<:llts 
I'Hlpmcrl modified, 
lors of ad\let"~e preg 
:lltl1osis of GDM is 
l:lul:Ose IOlerann~ t( 

pt'llding on wh(:'.(hel 
(:olISrtlJ'J~n arc used. 
posir.i\·t' OGn in pi 
I Itt· 100 g glucose t< 
Ilw diagnosis ot" CD: 

Becttuse rliagnosi 
l'xpensive rOI' r(J\l!.ill 
amillcd fM their ani 
;IS~'mpLomalic: pel'S' 
"'Olllell with. GOM. ; 

SlTkmin}.; {or Non·1t 
screening'tesl!; for ~ 
r()S~ in fasting or I 
pr(>teins in blood. , 
specificir,y of the f.t:; 

http:cit;"'.!ar.ed
http:illf.rt:a:.ed
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Scre!ening for P , 
,Ost 'oporosis 

There is insufficiilnt evidence to '1'Ic.'/)mm~j 
osteoporosis wirl:! bone densitometry in 

darioflS against rpuline sCfeening may 
Intervention). AII,!posrmenopausal 
prophylaxis (see Chapter 68) and be 

sation. regular e~ercise. ahd adequate 
, those high'fiSk w,omen who would 

, , sis; screening rrlay tie appropriate to 
, I', • 

Intervention)., ' 

% or fractures in 
related to 2Most.or 

:\iIt'lm..·". Over half ofall postmen 
"'''IUIJn- as a restill of osteoporosis.~ 
,nH""".r of all woinen over age 60 

of women sustain hip fractures 
\cost of osteoporosis-related fractures 

I pver $8 billion in direct and indirect 
, , ,commonly involyc the proximal fe 
" ,but most fractures in elderlv women 

Ithese sites. the proximal fc~ur (hip) 
.and mortality; there is a ] 5-20% 
;~ar following a ~ip fracture.s Hip 

, <,cam pain, disability. and decreased 
" I&ons living at hdJoe ,at the time of a h 
.', .deterioration in ;social function within' 
:-:' Low bone d~nsity ill strongly a 

",: ,lUre. II By one e~timate. a 50-year-old 
~ 

V, 
~ 
:: 

, routine screening for 
, women. Recommen­

er.:lrJrOUfI,rs (see Clinical 

occur each year in 
older are types that 
in posunenopausal 

a ~pontaneous 
that about one 

and about 

<;"'r'j"l:llrp!1 fractures 
and distal forearm. 

to low bone mass? Of 
'effect on morbidity 

survival in the first 
.~sociated with signifi­

....... " .. "'.9 Among per­
half experience a 

lI:::rl,,~,."'ll risk of frac­
lbth pcrcemi1e of bone 
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cicnsiry has a 25% life 
Rercemile) .12 A 

I~ended that OsteOI:)Or 
d~ard deviations (SD) 
tbat osteopenia (low 
b'elow the normal 
tion of rate of bone 
t~rs for osteoporosis 
~pd}' weight, and V"'~''''''.~,'.'..•'! 

toricaJ risk factors 
been shown to be 
b'l~ risk factor for hi 
mass. 17 The lower 
smokers inay be 
rlIass and fracture 

{ 
,i 
~ 

~~curacy of Screening 
'i 
~ number of 
,&1 and research 

" sons. These includ 
cRmputed tomograp 
s9rptiometJ'Y. and d 
r~ys can detect focal 
dhect bone loss of 
rriating bone mass. I!) 
attd convenience, 
tent (BMe) in 
crn2• 

: Siilgle photon 
p~oton source, can 
'ca1caneusYo Dual 
s4rptiometry (DXA), 
vi~e direct measures 
tr;abecular bone 
(e.g.. lumbar 
(DPA) or x-ray:> ( 
t~ereby correcting 
qKA is now widely 
d~lcible measures of 
2~-40 minUles) than, 
ort \'(!peated 
O,PA,:.!3 Current data 

,fracture (vs. 8% for lhose in rhe 90th 
ization study group has recom­

as a bone density more lhan 2,5 s~­
bone mass in young women, and 

defined as bone densiry 1-2.5 SD 
.Jv"uu<;;:a~/I-'",..."a.l osteoporosis is a fune- , 

bone mas.'i: The principal risk. Cae­
advanced age, Caucasian race, low 

before menopause. 1,.4 Other hi'" 
. history, and caffeine intake ha, 
bone mass. Ii-Hi Smoking is a proha!­
t is a less reliable predictor of bone 
health of smokers compared to noil~ 

b'e[wccn smoking and bon~ , 

have been proposed for both clini­
b9ne mass in asymptomatic pe~ 

skeletal radiographs. quantitated 
absorptiometry, dual photon abo 

try, Although skeletal x· 
and fractureJl;, They do !lOt reliably 

,and they are of Iimilcd value in. esc­
. ues vary in their availabiliry, cOSl. 

cxpressed as bone mineral con· 
mineral density (SMO)in gramsl 

in which radioisotopc!;' are the 
in cortical bOlle in the radius or 
(OrA). dual energy x-rar abo 

computed tomography (QCT) pro­
are most useful in evaluating the 

. large amounts of lioft tissue 
. DPA and OXA use radioisotopes 

at r....o different energy levels. 
by layers of ~oft tiSSllcs.2(1..22 

selling, and provides more repro-
shorter examination times {5-10 \IS. 

>:reIC1Sl.on of DXA (varilttion ill resul[J 
5-2%, compared to 1.5-4.0%· for 

of these del.ices have been ob­

taincd primari 
agree that DX. 
txllle densit)' th 
SPA is similar \' 
than DXA. Evid 
dicr.ive for futu! 

QCT is higr 
\'er~e ~f:c:tions i: 
(.al as a routille: 
Ultrasound tee: 
development a 
ulI(lel' inveslig-< 
may be. ahle tc 
h(}~c los~.26 

Effectiveness 0 

There is lituc c' 
de:nsity screeni 
rractures) than 

. screening is ba 
density are at i: 
and wrist;2i-;\r, 
after m(!nopatl 

Prospective 
liOIlShip hecwc· 
women ovet' 6:­
lile of femora: 
women in the ~ 
in the highest I 
dcviar.ion deer­
crease ill risk 
how well perin 
Because the ra 
Il)'t~~ at mcnop 
lattr. \'IIhen rnC) 

Ralldomii!:c 
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FROM: Shawn Hanson 

Three pages total. 
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" " . ~. 

Attached is the DRAFT letter to the .....11~n ...: .... ' ..· during this morning's phone calL 
Please run it by your R~gional Adm.~ni:stralti The body ofthe letter will be 
standard, but keep in nl'ind that we need for each state it is going to. You 
should also get the nurriber of . V","'UUI states ready to insert in'the letter. 

~ ,: 
r. , 


What I had in mind wa~ saying something, """T,,''jmlho:at'' ofbcmeticiaries in each state (for 

example, a letter to theiSeattle Times . XXX number ofMedicare 

beneficiaries living in Washington state). I exact·language yet·- would any of you' 
be willing to take a first crack at ...a_'It,....,·•• ." - the- blank first paragraph? . 

I am working with the ~ectetary's press _ •• ,.,_.,~};~!·1'\1"'1""f -- the same,letter will be going out 
. to different papers frOn;t all of the HHS UH:eClors so that is why we wanted to change 
the first and maybe theilast paragraphs a eA!.\21~mg up markets to target, so that news of 
these benefits can reaell as \Vide an ~-,.''''',-.... ,. 

~ 
" 

Again, this is a draft Jetter but we may on it once we get the go ahead. 
,.' J 

Thank you for your he~? 
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HHS FA TSltJrnrnlr .~RAFT 
. 1 ,.u.s. DEPARTMENT OF HEAL.TH AND HUMAN SERV~CES 
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December XX, 1997:. Contact: HCFk Press Office 
. . (202D 690-6145 

MEDICARE PREVENTIVE SERVICE BEl'·fEFITS 

Oveme.v:·Physicians and other expert; agree prevention. and early Uetection 
ofdisease can lead to'substantial reductions in life-threatening illness. Pap smear."'~ 
for example, ,are responsible for dramatic reductions in the numbers oj cervical 
cancer cases and deaths. The Clinton Administration is committedto maJang sure 

. Medicare beneficiaries get recommended preventive screening tests. That ik· why the 
President worked with Congress to expand preventiye!Jenejits jor Medicate's 

.§\ benejiciariesin the Balanced Budget Act of1997. . : ' r . ·Mammograms.~ Asbf JanuarY 1, 1998; Medicare coverage is being exp~nded t6.payfor annual 

.' t. ~~ scrc~ni. n,'g mammogr ..~.ms for wom~n age 40 and ov~r.. Me~ic.a.realSo covers, a orl. e~time initial, or ~ 
'r'~' basehne, mammogran;1 for women age 35-39. Beneficlanes WIll only have to pay thelusu~120 percent ~ \ 

. .' ~~ copaym.,ent,. arid Medi~are will p~.y the ?ther 80 p~rcent. Be~eficiaries will not have to Pii1-Y the $1 0.0 ~.-k~ . 
, .' . 9- annual Part B deductIble for thiS ,service. Routme s.creemng mammogra~hy ev~~ 1 to 2 years IS ~:t , 

~ -..J ~/.. recommended for all.' women age 40·75~ Women ove1.75 !lhould consult wtththetr doctor.. ~ ~~ 
U \1\ \1l -t: , Until now, annual screening mammograms. have been covered for women 50-64, and for 'os:~ 
f' "" "" ~ '~omen 40-49 athigh risk for breast cancer. A s:creening mammogram for w~merl ~0.49 at normal .~ ~-& 
~ '-C: ~ nsk, and women 65 andover, has been covered only every 2 years. One baselme mammogram also \..S. 't.:,t 

N .l;',,-S\re", has been co:ve.r~d forwo~en 35:'.39. Ben~ficiarif~s have had to pay both 20 percent coinsurance and r.. "\ 
~~ =:l I any unmet portIon ofthetr Part B deductlbk . ~... ' . . '. "".'" 
(\'~ \f\~ ., . . .... . ~ . 
~~' &~ ~ Pap Smears.~ As ofJo/Iuary I, 1998, Medicare coverage is being expanded to payicir a $creening pap '1 
~ 0. R. ...., smear and pelvic exam (including a clinical bre·ast exam) every 3 years for most women, They are 1 

~~ covered every year for women ~t high risk f~r cervical 0: v~ginal cancer, and, those ~f ch ildbearing ag~ ~ 
. who have had an abnormal pap smear dutmg th,~ precedmg 3 years. Medlcare\VlH pay 100 percent ~) 

~ V\ ~f t~e lab. ~ests. Beneficiaries must pay the u!~ua,l 20 ?crcent copay for the dodtor's servi~e, and $: 

): ~'. ., M~dtcar~ WIll pay the. other.80 perce.nt. BeneficlaneS;.""'lll not have to pay the. annu.a1 deductIble for ~ ...... 
~ ";' thiS service. . . . . ; 
~~ , , '. Until now, only screening pap smears have been covered, ~very three years tor more often for 
~ 06 women at high risk), .hot the accompanying pelvic exam or dinicaI breast examinat~on. Beneficiaries 

. fi \N do notpay ~oinsurance or the Part B deductible for anyc1ini l:;allaboratory tests, inclLding pap s~ears. 

~J~ ...... . ........ . 
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Glucose MOItitoring: .As ~fJuly I, 1998, all Medicare beneficiaries with diabetes, w~ether or not they 
use insulin, will have coverage for blood glucose monitors and testing strips. Bylmonitoring their 

. blood glucose levels patients will have the information to better control their diabeIes. This has the 
potential to reduce the risk of complications associated With diabetes, such as blindness and 'the need 
for amputation. . ., 

Until now, Medicare has only covered' blood glucose monitors and tiesting strips for 
beneficiaries with diabetes who must use insulin. . 

Diabetes Education: As ofJuly 1, 1998, MedicarE) will cover a wider range ofedudtion and training . 
programs to help teach beneficiaries with diabetes how to control their blood gluC!ose levels. These 
training programs do not have to be based in hospitals. A physician must certify th~t 'a patient needs 
the service under a comprehensive plan of care. 

Until now, Medicare has only covered (~ducation and trainin'g furnished by hos'pital-based 
programs or inciden\al to the service of a physician. 

Colol'ectal Cancer; I}s ofJanuary I, 1998, Medicare wi.lI cover colorectal cancer scteening including' 
f~cal-occult blood tests, flexible sigmoidoscopy, coionoscopy (for people at high nsk for colorectal 

'cancer), and in certain cases, barium enemas Each of these tests are covere~ under different 
circumstarices, so patients should check with their phys~cian to detennine which tests are best for them 

. and how often they should be scheduled. 
Until now, these tests have been covered only when a patient had symptoms that could indicate 

. cancer or another disease and the: physician was using them for diagnostic, rather than screening, 
purposes. 

Bone ftfass Measu~ement: As of July I, 1998, Medicare will cover bone densiJ measurement for 
beneficiaries at risk for osteoporosis and other bone abnonnalities. Beneficiaries sHould consult with 
their doctors about whether and when they might ne~d one ofthe$e tests, 

Until now, coverage of bone mass measurement tests has varied, to some extent, across the 
country. The new law aims to standardize cov(:rage ,~fthcsc tests, 

.' ~ . 

Jj'--Flu and Ptfeumoc~~cal ~accinafion p,.og~a"'.: Medica:e's existin? fl~ ~d pneJmococca! vaccine 
,_, outreach program Will conttnuethrough the year 2002. ThIS program IS a JOint efforlt by Medicare, the 
~.~ Centers for Disease Control and the National Coalition for Adult Immunization. 
~ S Medicare has covered flu shots since 1993. thanks to the outreach program, Medicare has 
=\. f\\ already met, and is now working to exceed, th{l Department ofH~alth and Humah Services' goal of 
~~ . having 60 percent of all senior citizens immumzed by the year 2000 . 
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