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Tbe National Cancer Institute Launche8 Educational Campaign 
on Mammograpby and Breast Cancer Risk 

The National Cancer Institute (NCr) today launched a new national education campaign 

by reJeasing publications and resources that are desianed to providi! clear, reliable infonnation on 

breast cancer and mammography for women and health professionals. 

NCI developed new educational materials after accepting the recommendations orits 

National Cancer Advisory Board in March that women in their 408 and older get screening 

mammograms on a regular basis. every one to two years. Richard D. KlauSner, M.D., NCI 

Director, said that NCI is committed to providing women with reliable, up-to..date information 

about screening mammograms and the risk factors for breast cancer. Results from several in­

depth interviews and focus groups conducted by NCI revealed that many women are not aware of 

the faet tha.t breast cancer risk increases with age or that most women who develop breast cancer 

have no family history of the disease. 

To address these and other related issues. the following new materials were developed: 

• 	 Resources for the Public: These include acomprehensive breast health booklet 
titled. Understanding Breast Changea; The Facts AbDut Breast Cancer and 
Mammograms, a pamphlet that expJains the risk factors for breast cancer and the 
benefits and limitations ofmammography; and Mammograms ... Not just once, but 
for a lifetime an easy-to-read publication and bookmark that explain the . 
importan~ of regular mammograms for women in their 40& and older. 

• 	 Resources for Health Professionals: These include Why Get Mammograms?, a 
physician's pad with tcar-otrfact sheets on mammograms for patlents~ and Over 

(more). 
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40? Consider Mammograms, a set oftive posters each featuring a woman ofa 
different raciaVethnic background. 

• 	 Breast Cancer aad Mammography Fact Sheets: Information describing the 
incidence and mortality rates for breast cancer among raciaVethnic grouPS. as wen 
as the proportion ofwomen from each group that gets regular mammograms; and. 
information describing NCI's screening position, the risks and limitations of 
mammograms, and factors placing women at increased risk ofdeveloping' breast 
cancer. 

The materials in the kit can be ordered by ~tingNCI's Cancer Information Service (CIS) 

at 1-800-4-CANCER. The CIS is a nationwide information and education network for patients, 

the public, and health professionals that also can provide infonnation from NCrs PDQ (physician 

Data Query) data-baBe about controlled, randomized clinical trials on breast cancer screening, 

prevention and treatment. 

The new infonnation is also available on the NClIntemet website for patients and the 

public at http://rex.nci.nih.gov(clickonthe"'AboutMammogrtImi'button).Thig page is part of 

the overall NCI website at http://www.nci.nih.gov/. 

Brea~ cancer is the most commonly diagnosed cancer among American women, with 

181,600 new cases expected this year. It is also the second leading cause of death, after lung 

cancer. in American women. In 1997. there will be an estimated 43.900 deaths from breast cancer 

in the u.s. 
. Because high-quality mammograms along with a clinical breast exam is the most effective 

way to detect breast cancer as early as possible,' the NCI recommends that women in their 40s and . 

older get a mammogram on a reguJar basis~ every one to two years. Women at increased risk for 

bretlSt cancer becIW8C ofpersonm or famiJy history, or other risk tactors shou1d also talk to their 

doctors about when to begin getting regular mammograms and how often to get them. 

Several studies show that regular screening mammograms can help to decrease the chance 

ofdying from breast cancer. Estimates show that if10,000 women age 40 were screened every 

year for 10years, about four lives would be saved. In comparison, regular screening of 10,000 

women age SO would save about 371ives. 

(more) 

http:http://www.nci.nih.gov
http://rex.nci.nih.gov(clickonthe"'AboutMammogrtImi'button).Thig
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By launching this educational campaign. the NCI is encouraging women to make regular 

mammogmmlJ B:nd clinical breast exams a routine part oftheir health care. 

### 

Sources of National Canm Institute Information 

Cancer Iofonnation Service 
Toll-free: 1-8()()....4.:..CANCER (1-800-422-6237) 
TTY: 1-800-332-861 S 

NCIOnllne 
CancerNet™ . 

Internet 
http://cancemet.nci.nih.gov and http://rex.nci.nih.gov 

gopher:llgopher.nih.gov 


CancerMail Servke . 
To obtain a contents list, send E-mail tocancemet@icicc.nci.nih.gov with the word "help~1 
in the ~ody of the message .. 

. . 

CancerFax® fax on demand service' 
Dial 301-402-5874 and listen to recorded instructions. 

mailto:tocancemet@icicc.nci.nih.gov
gopher:llgopher
http:http://rex.nci.nih.gov
http:http://cancemet.nci.nih.gov
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CANCER FACTS· 
National Cancer Institute· Nationallnstitutes of Health 

Screening Mammograms 

1. 	 What is a screening mammogram? 

A screening mammogram is an x-ray ofthe breast used to detect breast changes ill 
women who have no signs ofbreast cancer. It usually involves two x-rays of each 
breast. Using a mammogram, it is possible to detect a tumor that caMot be felt. 

2. 	 Wbat is a diagnostic mammogram? 

A diagnostic mammogram is an x-ray ofthe breast used to diagnose unusual breast 
changes, such as a lump. pain, nipple thickening or discharge, or a change in breast size 
or shape. A diagnostic mammogram is also used to evaluate abnornuUities detected on a 
screening mammogram. It is a basic medical tool and is appropriate in the workup of 
breast ohanges, regardless ofQ woman'8 age. 

3. 	 What is the position of the National Cancer Institute (NCI) OD sereeoing 
mammograms? . 

The National Cancer Institute recommends that women in their forties or older get 
screening mammograms on a regular basis, every 1 to 2 years. 

Women who are at increased risk for breast cancer should seek medical advice about 
when to begin having mammograms and how often to be screened. (For example, a 
doctor may recommend that a woman at increased risk begin screening before age 40 or 
change her screening intervals to every year.) 	 . 

4. 	 What are the faeton that place a woman at increased risk for breast caneer? 

Every woman has some risk for developing breast cancer during her lifetime, and that risk 
increases as she ages. However, the risk ofdeveloping breast cancer is not the same for 
all women. These are the factors known to increase a woman's chance ofdeveloping this 
disease: 

• 	 Personal History: Women who have bad breast cancer are more likely to develop 
a second breast cancer. 

Can c 8 r R 888 a rc h • Bee au S B L i ve S 0 e p 9 n dan It S.28 
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• 	 Family History: Th~ risk ofgening breast cancer increases for a woman whose 
mother, sister, or daughter has had the disease; or who has two or more close 
relatives. such as cousins or aunts, with a history ofbreast cancer (especially if 
diagnosed before age 40). About S percent ofwomen with breast OlUlQCt have "­
hereditary fonn oftms disease. 

• 	 Genetic Alterations: Specific alterations in certain genes, such as those in the 
breast cancer genes BRCAI or BRCA2, make women more susceptible to breast 
cancer. 

• 	 Abnonnal Biopsy:· Women with certain abnonnal breast conditions, such as 
atypical hyperplasia or LeIS (lobular carcinoma in situ), are at increased risk. 

• 	 Other conditions associated with an Inc:reJtsed rilk of breast cancer: Women 
age 4S Of older who have at least 75 percent dense tissue on a mammogram are at 
elevated risk. (This is not only because tumors in dense breasts are more difficult 
to "see:' but because. in older women. dense breast tissue itself is related to an 
increased chance ofdeveloping breast cancer.) 

Women who received chest irradiation for conditions such as Hodgkin's disease at 
age 30 or younger are at higher risk for bre~t cancer throughout their lives and 
require reaular monitoring for breast cancer. 

A woman who has her first child at age 30 or older has an increased risk ofbreast 
cancer. 

Recent evidence BUggeds that menopausal women who have long-term exposure 
(greater than 1 0 years) to hormone replacement therapy (HRT) may have a slightly 
increased risk ofbreast cancer. 

5. 	 What are tbe chances that a womaa in the United States might get breast caacer? 

Age is the most important factor in the risk for breast cancer. The older a woman is, the 
greater her chance ofgetting breast cancer. No woman should consider herself too old to 
need regular screenina mammograms. A woman's chance... 

by age 30. .. . lout of 2,525 
by age 40 ... l·out of217 
by age SO... lout of 50 
by age 60. . . 1 out of 24 
by age 70 ... lout of 14 
by age 80~ .. 1 out of 10 

(Source: NCI's Surveillance, Epidemiology. and End Results'Program &. American Cancer Society. 1993) 

About 80 percent ofbreast cancers occur in women over the age of 50; the number of 

9/19/97 
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O88OS i9 espeoiaUy high for women over age 60. Breast cancer is uncommon in women 
under age 40. 

6. 	 What is the best method of detecting breast can eel' al) earlya8 possible? 

Ahigh-quality mammogram, with a clinical breast exam (an exam done by a professional 
health care provider). is the most effective way to detect breast cancer early when it 
is most treatable. Using a mammogram, it is possible to detect breast cancer that cannot 
be felt. However. 'like any test, mammograms have both benefits and limitations. 

When a woman eXamineS her own breasts, it is calJed breast self-exam (BSE). Studies so 
far have not shown that BSE alone reduces the numbers ofdeaths from breast cancer. 
Therefore, it should not be used in place of clinical breast exam and mammography. 

7. 	 What are the benefits of screening mammograms? 

• 	 Saved lives: Several studies have shown that regular screening mammograms can 
help to decrease the chance ofdying from breast cancer. The benefits ofregular 
screening are greater for women over age SO. For women in their forties, there is 

, recent evidence that having mammograms on a regular basis reduces their chances 
ofdying trom breast cancer by about 17 percent. For women between the ages of 
50 and 69. there is strong evidence that screening with mammography on a regular 
basis reduces breast cancer deaths by about 30 percent. 

Estimates show that if 10.000 women age 40 were screened every year for 
10 years, about four lives would be saved. In comparison, regular screening of 
10.000 women age SO would save about 37 lives. 	 ' 

• 	 More treatment opdons: In some cases, finding a breast tumor early may mean 
that a woman can choose surgery that saves her breast. Also, a woman whose 
breast tumor is detected in its early stages may not have to undergo chemotherapy. 

8. 	 What are some of the limitations of screening mammograms? 

• 	 Detection does not always mean saving lives: Even though mammography can 
detect most tumors that are 5 millimeters in size, (5 millimeters is about 1/4 inch) 
and some as smQU all 1 millimeter, finding a small tumor does not always mean that 
a woman's life will be saved. Mammography may not help a woman with a fast­
growing or aggressive cancer that has already spread to other parts ofher body 
before being detected. 

• 	 False Negatives: False negatives occur when mammograms appear normal even 
though breast cancer is actually present. False negatives are more common in 
younger women than in older women. The dense breasts ofyounger women 
contain many glands and ligaments, which make breast cancers more difficUlt to 
spot in mammograms. As women age, breast tissues become more fatty and breast 

9/19/91 
Page 3 

S.28 



3014020894 T-926 P.OS/17 Jcb-058· OCT-01-97 16:30 Frcm:NCI/OCC/HPB 

cancers are more c:qsily "seen" by screening mammograms. 

Screening mammograms miss up to 2S percent ofbreast cancers in WOmen in 
their forties compared with about 10 percent ofcancers for older women. 

• 	 False Positives: False positives occur when mammograms are read as abnormal, 
but no cancer is actuaUy present. For women at all aaes. between 5 percent and 10 
percent ofmammograms are abnonnal and are followed up with additional testing 
(a diagnostic ma:m.mogram, fine needle aspirate, ultrasound, or biopsy). Most 
abnonnalities wUl tum out not to be cancer. . 

False positives are more common in younger women than older women. 
About 97 percent ofwomen ages 40 to 49 who have abnormal mammograms tum 
out Hot to have cancer, aa compared with abo'LJi 86 percent fur women age SO and 
older. But all women have to undergo followup procedures when they have an 
abnonnal mammogram. . 

• 	 DCIS: Over the past 30 years, improvements in mammography have reSl:1lted in 
an' ability to detect a higher number of smaU tissue abnonnalities caUed ductal 
carcinomas in .\'itu (nelS). abnormalce1Js confined to the milk ducts ortlle breast. 
Some of these can eventually go on to become actual cancers. but many do not. 

Because it is not possible to predict which ones will progress to invasive Qancer, 
nelS is commonly removed surgically; some are treated with mastectomy, some 
with breast-sparing surgery. There is disagreement among experts about the 
extent ofsurgery necessary for DeIS. 

Younger women have a higher proportion ofDCIS than older women. 
Approximately 45 percent ofbreast cancers detected by screening mammograms 
in women ages 40 to 49 are nelS compared with about 20 to 30 percent of those 
detected in women age 50 and older. 

9. Bow much does a mammogram eost? 

Most screening mammograms cost between $50 and $150. Most states now have laws 
requiring health insurance companies to reimburse all or part of the cost ofscreening 
mammograms..Details can be provided by insurance companIes and health care providers. 
Currently, Medicare pays for part ofthe cost of one screening mammogram everY 2 years 
for women who are eligible for Medicare benefits. On January 1, 1998, this coverage will 
increase to one screening mammogram every year, Infonnation on coveTllge is available 
through the Medicare Hotline at 1-800-638-6833. 

Some state and local health programs and employers provide mammograms free or at low 
cost. Infonnation on low*cost or free mammograpby screening programs is avai1able 
through the NCr s Cancer Information Service at 1-800--4-CANCER. 

9/19/97 . 
Page 4 

5.28 



. 	 P.09/17OCT-OI-97 16:31 From:NCI/OCC/HPB 	 3014020894 T-926 Job-OS8 

10. 	 Where can a woman get a high quality mamIDOlram? 

Women can get high quality mammograms in breaat clinics, radiology departments of 
hospital~ mobile vans, private radiology offices. and doctors' offices. 

Through the Mammography Quality Standards Act, all mammography facilities are 
required to display certification by the Food and Drug Administration (FDA). To be 
certified, facilities must meet standuda for the equipment they use, the people who work 
there, and the records they keep. Women should go to an FDA--certified faciUty and look 
fur the certificate and expiration date. Women can ask their doctors or Irtaffat the 
mammography facility about FDA-certification before making an appointment. 
Information about local FDA-certified mammography facilities is available through 
NCl's Cancer Information Service at 1-800-4-CANCBR. 

11. 	 Wbat technologies are under development for breast cancer screening? 

The NCI is supporting the development ofseveral new technologies to detect breast 
tumors. This research ranges from technologies under development in research labs to 
those that have reached the stage of testing in humans, known as clinical trials. 

Efforts to improve conventional mammography include digital mammography; where 
computers assist in the interpretation ofthe x-rays. Other studies are aimed at deveJoping 
telcradiology. sending xprays electronically. for long..distance clinical consultations. 
A non.X-ray based technology under development is milgnetic resonance imaging (MRI). 

In addition to imaging technologies, NCI-supported scientists are exploring meth,ods to 
detect markers ofbreast cancer in blood, urine, or nipple aspirates that mily serve as early 
warning signals for breast cancer. 

. 12. 	 What studies is NCI supporting to find better ways to prevent and treat 

breast cancer? 


NC! is supporting many studies that are looking far improved prevention and treatment 
for breast cancer. 

• 	 Basic Research: Many studies are taking place to identify the causes ofbreast 
cancer, including an analysis ofthe role that alterations in the BReAl and BRCAl 
genes play in the development ofcancer. Scientists also are looking 

at how these genes interact. with other genes and with honnonal. dietary. . 
and environmental factors to detennine w~at influences the development of 
breast cancer. 

9/19/97 
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• 	 Prevention; Researchers are looking for ways to prevent breast cancer in women 
who are at increased risk. In addition, studies currently under way involving diet, 
nutrition, and environmental factors could also lead to new prevention strategies. 

• 	 Treatment: Severa) studies are aimed at finding treatments for· breast cancer that 
are more effective and 1ess toxic than current methods. 

Women who would like more information on cancer prevention, treatment, or screening 
studies can call NCr, Cancer Information Service at 1-80()-.4-CANCER . 

.### 

Soua;e., of Natjpmal Cgueer Institute' 'gronnatlQU 

Cancer Infonnatlon Service 

Toll-free: 1-800-4-CANCER (1-800-422-6237) 

TrY: 1-800-332-8615' . 


NCIOnUne' 

Canc:erNet™ 


Internet 
http://rex.nci.nih.gov and http://cancemet.nci.nih.gov 

gopher:!1gopher.nih.gOY 


CancerMail $ervice 
To obtain a contents list. send B-mail to cancemet@iclcc.nci.nih.gov with the word 
"help" in the body of the message. 

CancerFue fax on demand service 

Dial 301-402-5874 and listen to recorded instructions. 
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NEW BreastCancer and Mammography Information 

Throughout the 1990's, nearlY.one·halfmiUion women wiD die ofbreast cancer and 
over 1.Smillion new cases ofthe disease will be diagnosed. The U.S. Department of 
Health and Human Services (DmIS) has been the government's ]eader in responding 
to breast cancer, through education and fCsearch at the National CMCeJ Institute~ the 
Centers for Disease Control and Prevention, and the Agency for Health Care Policy 
and Research; through certification ofmammography facilities by the Food and Drug , 
Administration~ through health benefit programs like Medicare and Medicaid; through. 
the initiatives ofthe U.S. Public Health Service's Office on Women's Health (pHS 
OWH) and the National Action Plan on Breast Cancer, coordinated by the PHS OWH;' 
and through a host ofother programs seeking to improve breast cancer prevention, 
detection, diagnosis. and treatment. Furthermore, the National Cancer Institute 
collaborates with researcherlil at laboratories, cancer centers, and universities all across 
the country to better understand breast cancer and reduce its impact on women's lives. 

The National Cancer Institute (NCI) recommends that women in their 40s and older 
get mammograms on a regular basis. every one to two years. In conjunction with this 
recommendation, the Clinton administration is leading efforts to expand'soreening 
mammography benefits in Medicare and Medicaid programs to help ensure access to 
quality cate. 

AU of the agencies involved in this important work have been brought together to '. 
improve communications and coordination, facilitate access to infonnation by non.. 
government partners, and to describe the govemment's efforts to find answers to the 
problem ofbreast canCer. 

The enclosed materials are designed to help national and community organizations and 
media leaders disseininate information to the public on breast cancer and 
mammography. 

• 	 Brellst .Cancer and Mammography Education Programs .- document 
describing the' breast cancer and mammography resources available through 
DHHS agencies, including screening programs, education, and research. 

(continued. ••) . 
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• 	 Sour", of Breast Cancer and Mammography Information - a listing of the DHHS 

agencies' Internet websites. telephone and faX numbers for Quick access to information 
about breast cancer and martunography. 

• 	 NEW Mammography Materials - samples ofnew NCIIPHS Office on Women's 
Health mammography materials.. including an easy-to-read pamphlet and bookmark, 

. available for free by calling NCl's Cancer Information Service at l-SOO-4-CANClER. 

• 	 Brellst CaReer and Manunograpby Facts - information on the incidence and.mortaJity 
ofbreast cancer, breast cancer risk, and mammography screening rates. 

• 	 Screening Mammograms -. questions and answers about screening mammograms and 
breast cancer, as well as information on risk factors for breast canCer. 

• 	 Feedback Fas Form - form to be faxed that al10ws users to describe the usefulheSi of 
the kit materials. 

Additional breast cancer and mammography infonnation is available by calling NCPs Caqcer 
Information Service (CIS) at 1-800u4-CANCER. The CIS is a nationwide infonnation and 
education network for patients, the public. and health professionals. Tho CIS can provide 
information from NCr's PDQ (Physician Data Query) database, which contains the latest 
infonnation from controlled. randomized cliniCal trials on.breast cancer screening and treatment, 

Cancer information is also available on the NCllntemet website at http://cancemetrici.nih.gov 
and http://rex.nci.nih.gov (click on the "About Mammogram'· button). Information can also be 
obtained on the website ofthe National Action Plan on Breast Cancer at http://www,napbc.org!. 

. . 

This information is brought to you by the National Cancer Institute. the U.S PubUc Health 
Service's Office' on Women's Health, andthe following DHHS Agencies: 

Administration on Aging Health Core Financ;ng Administration 
Agencyfor Health Care Policy and Researc" . Indian Health Service 
Centersfor Disease Control and Prevention The Su.b~tance Abusllllnd Mental Health 
Food and Drug Administration Services Administration 

http:http://www,napbc.org
http:http://rex.nci.nih.gov
http:http://cancemetrici.nih.gov
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Breast Cancer and Mammography Education Programs 
u.s. Department 0/Health and Human Services- u.s. Public Health Service 

Administ,lltloll on Aging (AOA) 
The Adrninistnltion on Aging'a mission i:; to administer programs and services under the Older 
Americans Act. which are designed to assist older persons in remaining independent in their own . 
homes and communities for as long ~ possible. Programs and services include those dealing with 
nutrition, health. abuse and violence, and preventive health screenin.a. Selected agency initiatives 
include: (1) supporting efforts to address issues including Medicare benefits, manunograms and 
breast cancer screening. and domestic violence/abuse; (2) supporting the National Policy and 
Resource Center on Women and Aging, which empowers mid-life and older women to rake charge of 
their own aging; (3) participating in educating old« women about the Medicare benefits fbr 
mammograms and breast cancer screening; and (4) participating in the Federal Coordinating 
Committee on Breast Cancer. The AOA also provides infonnation for seniors in need offinding 
community assistance. By calling the Eldercare Locator at 1-800-677-1116. one can find assistance 
and information for a wide variety ofservices, including meals. home care, transportation, housing . 
alternative home repair. recreational and social activities~ and legal services. More information about 
the ADA can be found on their Internet website at h«:p:/I'W'MV.aoa.dhhs.gov or by caUing the National 
Agmg Infonnation Cenwr at (202) 619-750 I. .. 

Agencylor HCIllth Care Policy and Research (AHaB) 
AHCPR is the lead government agency charged with supporting research designed to improve the 
quality ofhealth care, reduce its cost.. and broaden access to essential services. Research includes a 
number ofstudies concerning breast cancer and mammography, including projects addressing 
statistical variation in the accuracy ofmammography readings. effectiveness ofmethods for recruiting 
low-income women into breast and cervical canoe.- soreenibg programs. C4t1cer pn:;vmtion for minority 
women in a Medicaid HMO. breast cancer treatment for older women, and treatment for early-stage 
breast canccr. Recognizing the Importance of the quality ofscreening manunography in the early 
detection of breast cancer, AHCPR developed the clinical practice guideline Quality Determinants of 
Mammography, defining the areas of responsibility for every member ofthe health care team 
delivering mammograms. An accompanying consumer gUide, Things to Know About quality 
Mammograms, provides infonnation and recommendations for women. Information about the 
~ency. its research, and its pubJicatiorul are available at AHCPR's Inwmet web site Qt 
http;flw\.\w.ahcpr.gov/. Sources ofbreast cancer and mammography infonnation can be found by 
olicking onto "~h PortfoliD," "Ouidclincs·and Medical Outcomes/CJinical Practice Guidelines 
Online," and "Consumer Health." Contact the AHCPR PubJicationS Clearinghouse at 1-800-358­
9295 to order print copies ofguideline products (including the consumer guide in English, Spanish, 
and several other languages) at no charge. 

(contlnued.••) 

http:http;flw\.\w.ahcpr.gov
http:h�:p:/I'W'MV.aoa.dhhs.gov
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.	CenJenlor Disease Control andPrevention'(CDC) . . . 
The Breast and CervicaJ Ca.nocr Mortality Prevention Act of 1990authorizOd the CDC to implement a national 
program to ensure that every woman for whom it-is deemed appropriate receives regular screening for breast and 
cerviCAl ctulccr. prompt fuUow-up if necessary, and certitude that thc tests are performed in aecor~ce with 
current recommendations for quality assurance. In the Fiscal Year 1997, CDC entered into the sev~th year of 
dUs national prograin. maintaining the National Breast ~cer and Cervical Cancer Early Detection ,Program 
(NBCCEDP) in all fifty states, five territories, the District of Columbia.. and 13 American Indian/Alaskan Native 
organizations. This program brings critical breast and cervical cancer screening services to unders~ed women 
includina older women. women of low in~. uninsured or unde~red women, or women of racial/ethnic 
minority groups. CDC also coordinates with third party pa.yers. sucb as Medicare and Medicaid, to provide a 
system .for billinS and reimbursement ofmantntOgriI.phy and screening serVices. More infonnation a~out the 
National Breast Cancer and Cervical Cancer Early Detection Program can be found on the Internet at 
http://www.edc.gov/nccdphp/dcp~., . 	 . 

Food and Drug Administration (FDA) 
The FDA wOrks to protect. promote. and enhance the health of the American people. The FDA prineipally $crvvs 
the general 'public in its health and safety mission... The FDA also recognizes its responsibilities to the industries 
that it regulates and works with theni in bringing now ~hnologiC$ to the marketplace. Thus, it strives to 
maximize public health protection wlUle minimizing regulatory burden. Under the Mammography QUality 
Standards Act (MQSA), the FDA is responsible for overseeing annual inspections ofmore than 10.000 
mammography facilities and for evaluating facility personnel. -MQSA waS passed into law by Congress in 1992. 
and stipulates that aU mammography facilities must proVide the highest quality mammography scrvi~ possible 
for aU women to receive. MQSA aJsoput into place new training and experience requirements for all thO£O 
involved in providing mammography services. Information abo'Jt breast cancer and mammography i$ availab1e at 
FDA's Internet webllite at-http://www:fda.sov/odrhldmqrp.btml/. Abo available is Mammography Maners, a 
quarterJy newsletter for mammography facilities; a consumer brochure (publication in cooperation with the 

-Agency fur Health Care Policy and Research);. and a list ofFDA-Certified facilities, provided through the 
National Cancer Institute's Cancer Information Service at 1-800-4-CANCER. This list is also available on the 
MQSA Internet website. I 

Hefllth Care Financing Administration (HCFA) 
HCFA is the govemmenlaset1CY respoMible for administering the Medicare and Medicaid progr'arrul,; providing 
health insurance for over 72 miJlion~neficiaries through these programs. On Augu~ 5, !997, President Clinton 

. signed a new law that will provide Medicare coverage for·annual screening mammograms for all Medicare­
eligible women ages 40 and older beginning January 1, 1998. Additionally, the new Jaw waives the ~art B 
deductihle for screening mammograms, effective·for services provided.on or after Januruy 1. 1998. there are . 
several programs under HCFA's National Mammoaraphy Campatan. The Multi-City Mammcgrapby 
HORIZONS Project is a three-year commitment being conducted in six major U.S. cities targeting Hispanic 
American and African American ClOn'Ununities in order to inorease mammography screening sc;mccs for Mcdica:rc 
beneficiaries in these areas. The pilot cities include Atlanta., Chicago; Cleveland, Los Angeles, Phil~lphla, and 
Sa.n Antonio. The; Preventive Scrt:Qnlng Services Project, a coUaborative effort with CDC and Maryland's 
Department ofHealth and Mental Hygiene, is being conducted to evaluate the effectiveness of physic~ referral 
for mammography and cervical cancer screening utilization for Afiican American Medicarebeneficj~rics ages 65 
and older. In addition to these programs, HCPA has also developed mammography cainPalan print materials, in' 
both English and Spanish, to be distributed to Medicare beneficiaries through HCFA's offices and various 
partners (health departments, breast can~r grOUpE, a4Vocacy gfoQPS. etc.). More infoim"tion ahout:HCFA)s 
programs can be found on their Internet website at hUp:llwww.hc:ta.gov, or by calling 1-800-638..6833. 

(contlnued. .. ) 

http:hUp:llwww.hc:ta.gov
http:provided.on
http://www.edc.gov/nccdphp/dcp
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Indian Health Service (lRS) 
The IRS actively collaborates willi the CDC's National Breast and Cervical Cancer Early Detection Proaram 
(NBCCEDP) to bring mobile mammograpby services to American Indian and Alaskan Native women at remote 
reservation sites. The IHS established the rns Alaska Native Cancer SurveillanQe Project, a comprehensive ca.nOOr 
registry for aU Alaska Native/American Indian residents. The HIS also collaborates with other organizations to 
develop and distribute Aluka NatiVelAm6rica.n Indian-specific breast c;a,na;r educationAl materials. More 
information about the lHS can be found on their Internet website atbttp:/lwww.tucson.ihs.gov/. 

N4tional Cancel" Institute (NCI) 
NCI is the Jcad govenunent agency working for cancer research. DraWing on the knowledge and expertise of 
researchers at laboratories, cancer centers, and universities across the country, the NCI strives to conduct and 
sponsor research and trauslate the results into infonnation that will continue to benefit everyone. NCrs national 
breast c.ancer and mammography education campaign is designed to give oleAr information to womon 4bout whm to 

begin getting regular mammograms, and to increase the level ofunderstanding about the risk factors associated with 
breast cancer and the benefits and limitations ofmammography. This infonnation is made available to the public 
through numerous publications, the Internet at bttp:/lrox.nci.nih.gov and http://www.noi.nih.gov. and through the 
Ncrs Cancer lnfonnation Service (CIS). The CIS, a national information and education network, provides the 
latest. most ac:cumte cancer information for patients, the public, and health professionals. SPecially trained staff 
provide the latest scientific infonnation in understandable language,as well as a list of FDA-certified mammography 
facilities organized by states. CIS staff3Il$Wer questions in English and in Spanish and distribute NCI materials. 
The toll-free telephone number for the CIS is 1-800-4-CANCER (1-800-422-6237). People with TTY equipment 
may calI1-800-332-861S. 

The Subatllnce Abuse and Mental Heallh Sovlces AdmlnlsJl'ation (SAMH&4.) 
SAMHSA'$ mission within the Nation's health system is to improve the quality and availability ofsubstance abuse 
preventio~ addiction treatment, and mental health services in order to improve health and reduce illneSs, death, 
disability, and cost to society. SAMHSA's commitment includes eft'orU to promote quality lIervices to women and 
their families. Over the years, SAMHSA has supported several women..focused grant projects and cooperative 
agreements. meetings and conferences, the National Women's RDsource Center, and numerous pubJi~tions. Many 
women who receive substance abuse or mental health services do not receive adequate primary health care. As a 
rc~ult. many of the grant programs focus on providing medical services to women, and breast cancer prevention and 
treatment is a primary concern. These services include education on self-examination and mammogtaphy services, 
and counseling on risks for breast cancer. More information about these services can be found on SAMHSA's 
Internet website at http://www.samhsa.,goY. or by calling the clearinghouse at 1-800-729-6686. 

u.s. Public Health Servlce's'0,ffice on Women's Health (pHS OWJl) 
The U.S. Public Health Servioo'$ Office on Women's Health was establinhed to redress the inequities in research, 
health services, and education that have placed the health ofAmerican women at risk. Its mission is to direct, 
stimulate, and coordinate women's health rosearch.heaJthcare services, and public and health care professiorial 
education and training across the agencies. offices and regions ofthe Department ofHea.lth and Human Services 
(OHHS) and to collaborate with other government or,ganizations. foundations. private industry. consumer and health 
care professional groups to advance women's health. The PHS OWH supports initiatives and programs on breast 
cancer. The Office established and coordinates the Federal Breast Cancer Coordinating Committee with senior-level 
representation from aU departments and agencies ofthe Federal government that fosters coUabomtion and supports 
cross-cutting initiatives across agenoies on breast cancer; coordinates the implementation ofthe National Action 
Plan on Breast Cancer (NAPBC), a public/private partnership that catalyzes new actions in research, service 
delivery, and education; and works with the intelligence, defense, and space communities on the "From Missiles to 
Mammograms" initiative, fA) adapt imaging technologies used for target and missile reco,gnition to improve the early 
detection of breast cancer. The Office also worked with "CFA to develop mammography materials for Medicare­
eligible women. The NAPBC Internet website at http://www.napbc.org serves as a gateway to breast cancer 
infonnation. 

http:http://www.napbc.org
http://www.samhsa.,goY
http:http://www.noi.nih.gov
http:bttp:/lrox.nci.nih.gov
http:atbttp:/lwww.tucson.ihs.gov
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Sources of Breast Cancer and Mammography Information 
u.s. Department ofHealth and Human Services. u.s. Public Health Service 

AGENCY WEBSITE & PHONE NUMBER INFORMATION 

Administration on Aging '.' Nation.. Agina Information Center: (202) 619-7501 
Eldercare Locator (Toll Free): 1 ..800-677-1116 

. Website Address: http://www.aoa.dbhs.gov 

Ap/OiY for Health Care Policy 
and ReSearch 

Clearinghouse (Toll Free): 1-800-358-9295 
TTY: 1-8884586-6340 
ImstantFAX: (301) 594-2800 - call from a fax machine with 

a telephone handset. 
Website Address: http://www.ahcpr.gov . 

Centers for Disease Control 
and Prevention 

Division of Cancer Prevention: 770488-4751 

FAX: 710-488-4760 

email: canoerinfo@cdc.gov 


" Website Address: http://www.cdc.gov/noodphp/dcpc 

Food and Drug Administration List of FDA-certified Mammography Sites 
(Toll Free): 1 ..8004-CANCER 

Mammography Quality Standards"Act Hotline 
. (Toll Free): 1-800-838-7715 . 

FAX: (301) 986-8015 
Website Address: http://www.fda.gov/cdrhldmqrp.htmJ 

(contlnued. ..) 

http://www.fda.gov/cdrhldmqrp.htmJ
http://www.cdc.gov/noodphp/dcpc
mailto:canoerinfo@cdc.gov
http:http://www.ahcpr.gov
http:http://www.aoa.dbhs.gov
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AGENCY 	 WEBSITE & PHONE NUMBER INFORMATION 

Health Care Financing Administration 	 Medicare Hotline (Toll Free): 1-800-638--6833 
Press Oftiee: (202) 690-6145 
Website Addresses: 

Mammography DRIll: 
http://www.bcta.gov/statslmanun/mammover.htm 

Abstract ofPrograms: 
bttp://www.hcfa.aov/medicarelhsqblhSqb3f.hbn 

FlIctSheel: 
http://www.hofa.gov/medicarelhsqblhsqb6f.bbn 

Indian Health Service 	 Website Address: http://www.lUcson.ihs.gov 

NarionaiCancer Institute 	 Cancer Information Service (Toll Free); 1-800-4-CANCBR 
TTY: 1-800-332-8615 
Website Addresses: http://rex.nci.nih.gov 

http://www.nci.nih.gov 

The Substance Abuse and Mental Health Clearinghoule (Ton Free): 1-800-729-6686 

Services Administration Website Address: http://www.samhsa.gov 


U.S. Public &a1th Service's 
Office on Women~s Health 

General Information: (202) 690-7650 
National Women's Health 

Information Center (Toll Free); 1-800-994-WOMAN 
Website Addrecalilfi: 

PHS OlJlce on WQmen's Health: 
http://www.os.dhhs.gov/progorglophs/oWh.htm 

National ActiQn Plan on Bl'efUt Cancer: 
http://www.napbc.org 

For more information on these and other: DHHS agenciea, visit these Internet Web.sites at 
http://www.dbbs.gov & http://www.bealthfinder.gov/. 

http:http://www.bealthfinder.gov
http:http://www.dbbs.gov
http:http://www.napbc.org
http://www.os.dhhs.gov/progorglophs/oWh.htm
http:http://www.samhsa.gov
http:http://www.nci.nih.gov
http:http://rex.nci.nih.gov
http:http://www.lUcson.ihs.gov
http://www.hofa.gov/medicarelhsqblhsqb6f.bbn
http://www.bcta.gov/statslmanun/mammover.htm
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AETNA U.s. HEALTHCARJE TO COVER AND RECOMMEND ANNUAL " 
," " " l' , " . 

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

MAMMOGRAM SCREENING AT,AGE 40 FOR I:'IMOMEMBERS " 
) , 

, , ~.. Aet~a u.s. Health~re'sHealthcareCh~ek® Program Already Downstagin'g " 
, . . ' . ~--', . 

r ' 
, IncIdence of Breast Cancer =m ',' ' - ' 

. ..' ..l-' . '.' , .' . ,. , ' 

BLUE BELLp PA and MIDDLETOWN~ CT~ April 29 1991-:--'Aetna U.S. Heaithcare, 
, >,' , . 

. . - ,t ~ I • , 

anliounc~d today that the compa~y; effective immediately. recommends and ,covers, 

annual,scieeningmarnmogramsfor,itsfemale HMO,membersbegillf~ing at age 40. in ~ , 
, ". .' ..' . 

, \ 

/, addition, Aetna U.S. Healthca'r~ will continue to cover mammograms for memb&fSafany 
, I ", " ; '" ' ' .' , '" ,',' " I, " 

age when the woma:n's 'physician feels that the testis indicated.' Aetna U.S. Healthcare 

: is the first 'nati()nal mana.ged carei"surer..to,f6UOW th~ newguid~'ine~ recentlyissu'edby' 

, the American Cancer Society and toe National Cancer Ihstitute., 

,"As the leading'heal~h benefits company in the country.~ebelieve it Is, important t~ 
, ensure thatwomen haw;! every ~pportunity for early diagnosis of breast cancer • which 

:increasesthe likelihood ~f a cure for this potentiaIlY'de~dlydisea~e-~" said Arnold 'W.' , , 
. f .r. ..' • " ., • • ., , 

1 Cohen. MD. Aetna u.s. Healthcareis,Senior Medical Director for Women~s Health.' ': 
. ,'. ." '." •. • I, " 

/ ' 

l'The underlying principle of managed 'care is prevention and wallness," said Mi~haei J. 
.~ , 

Cardillo, president of A~tria U.s. Heaithcare."Aetna U.S. H!lalthcare hasalways 

", supported women's 'health programs,such'as ~creel1ingfor breast, cancer ,arid cervical 

, cancer, and management ofhigh risk pre~nancies. 'we know that mammograms area 
l . , . 

critical step, in the early diagnosis of breasfcancer, s~ it makes sense to pfovidewomen 

; with ~arly ~nd'regularaCcess to thiscriti~'ItOOI:'! " """, 
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',"Aetna U.S. Healthcare-has shown outstanding responsiveness by actingso,q~ickly to ' 
. . . . . 

put thesE! new ma.mm~graphyguidelines to work' immediately to save lives' from breast 

,caneer.w~ said John R. 'Seifrin, PhD, ChiefExecutive Officer of ' the American Cancer' .. 

Society_ '''We have worked hard'to establish the scientific basis for recommending' 

1, af'nuai mamfl10grams beginning at age: 4"0., We hope that all healthcare Insurers ' 

,,~tionwidewiil follow the !eadof 'Aetna U.S. Healthcare's importanfannou:~cement."
" ' , .', f'.' ' ,,' ' , ', ' ',' ,C " 

, ', 

Aetna U.S. Healthcare'sploneering HealthcareCheck® program is Qsophisticated 

screening program which will now prpvide, refetrals -to a ~adiologisffoB' au:women " 
,/. \. " '. ..,"'­

beginning at age 40 on an annual basis. Since ,its inception in 1986 Healthcare Check 
• ·1 • . 

has been nationally accla,imed,as the model breast cancer screening program. The I: 

, program's sueee~s at 'promoting breast cance.r scre,~ningincluding$elf examination and 

niammog~aphY h$s been reported in OV$r a dozen articles in;the medical literature.' Until 

, ',now. Healthcare Check hasfoU,owed national medical gUidelines-in recommending that' 

" ,,'aU, female mentbersat age 50' and high-risk members at age 40'obtain annual 
\ I . '.': . .' \ . . \ , 

mammograms; While 10Wer,risk women were ref~rred toa radiologist every other year 
,". ,.,..,,' , • " • 1 '! • . ~ . 

betvveen the ageso~ 40 and 50. '\ ' 
\ , 

,"Aetna'U.S.Healthcare has rreported,our su~ce$saHinding breast eancer at an earlier, ' 

stagettlrough ~egular' screening/': said Cohen. ~IOur results also show'tt1at'breast' 
. . . . . , 

,cancers, detected in women through mammography screening were more likely to be, 

,eligible for breastqonserVing surgery.: ,'n fc:ict, nearly,two'thirds 'of the Aetna U.S. 
" 

, Health~are members who have had: their breast cancer found through the Healthcare 
- , . " ,-' . ~ I '; ,:. , ' I ,r, " "" .i , 

Check 'screening, program have ha~ theircancertreated,without the need for, a '. 
I' , 

, masteCtomy." 

< I.' 

, ' 
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Healthcare' include t,he fol,IQwing: '" ' ' 
. 	 , 

• 	 A multi.discipli~ary approach to breast cancer treatment which includes in~otmation' 


\ and resources on breast conserving 'surgery, Coordination, ofreconslructive surgery ,,', 

\ , -' , , " \' 	 .. . . 

.and access to supportserilicesto help women deal with the' emotionai aspects of 
.' ,: 	 ' ,.. .' • , I 

both the, disease and its treatment 

• Access to' an Aetna U.S. Healtheare nurse case rnanagerwho specialize~ in support" 
, , 	 '\ 

! of women with breast cancer. , 
" 	 / 

.., -The'Aetna. ~.S. Healthcare second opinion p~ogr~mfor women,who are interested in 


,: Dreast conservhig, surgery. 


• 	' Mobile l'11arnmograp~y units which, bring mammography services to the work site and 


Into tl1e community wh'ere women.c~n have a mammogram in a private setting 


" ~itho~t ever having togo to a'd'octors 'office or radiologist'S office. 


!. 	 Threeopronged approach tO,early detection of breast' cancer: .mammog~ams armually 


beginning at, age 40. breast self examination perf~rmed monthly, and breast physical 

'".: . '" \ . . 	 . 'I," , I 

.examination performed,a~lnually by an/Ob/Gyn or primary care do~oi'. 

Aetna U.S. Healthcare is ~he health business unit ofAetnalric. :(NYSE: AET). Aetn~ 
,(I;S.:Healthcare is the nation?s I~ading health benefits organization, providing a variety of '; , 

, managed care., specialty health. indemnity,. wod<eriscompensaiion managed care.and . 

.o~her products to over,23 million America~$ riationwid~. ' . 
, " 

, 	 , 
,I 	 ' 

( 	 , 

Aetna/3 

, '" 

" , ~', , • I ' ,-, • -. i" . ' '. • ' .' ­

, Comprehensive breast cancer treatment and detection programs at Aetna U,S;· 
l' . ; . ;'" . . " 	 ' . , 
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A Serious Public Health Problem 
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Translating Science Into Care 

Those who suffer losses due to diabetes are not just statistics on a chart. 

They are people whose talents and wisdom are needed and whose problems deserve our unified efforts. 


Together we can join to make life more just and more joyfiJIfor generations to come. 


David Satchet, MD, PhD, Director, Centers for Disease Control and Prevention 

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Public Health Service 


Centers for Disease Control and prevention 
 CDC
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BACKGROUND FACTS ON OSTEOPOROSIS AND DIABETES 

OSTEOPOROSIS 

• 	 Twenty-five million Americans 'have osteoporosis -- 80%, are women. 

• 	 One out of two women over the age of 50 will have an osteoporosis­
related 'fracture during her lifetime. . ~ 

• 	 Osteoporosis is frequently called the "silent killer" because many 
women do not know they have it until they have a broken bone. 

• 	 In fact, sixty percent of women over the age of 45 are not familiar with a 
disease called osteoporosis. 

~ \ . c;-: /'n.\ \~ \.:) I\. +'c Co c.k'u.C'( r rr- ~ 
DIABETES 

• 	 . 16 million Americans have diabetes. More than one-third have not been 
diagnosed. There ,are 800,000 new cases of diabetes diagnosed every 
year. 

• 	 Nearly-20 percent of Americans ,over the age of65 have diabetes. (6.3 
million). (6.3 million and over 3 million have been diagnosed) .. 

• 	 People with diabetes are more likely to suffer from heart disease, high 
blood pressure, and strokes. People with diabetes are 2. to 4 times more 
likely to suffer from cardiovascular disease, and 2 to 4 times more at riskfor 
a stroke. High blood pressure affects nearly two-thirds of people with' 
diabetes. 

• 	 Diabetes is the leading cause of end-stage renal disease (ERSD), noo­
traumatic amputations, and blindness. Diabetes accounts for 36 percent 
of new ERSD cases (kidney disease) -- about 20,000 cases each year. In 
addition, 54,000 amputations are performed on diabetics each year, and up to 
24,000 adu~ts are blinded each year from diabetes. 
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Osteoporosis: The Silent 1?one Thinner' 

Osteoporosis is a disease that thins and weakens bones to the point where they break easily--especially 
bones in the hip, spine, and wrist. Osteoporosis is called the "silent disease" because you may not notice 
any symptoms. People can lose bone over many years but not know they have osteoporosis until a bone 
breaks. About 25 million Americans have osteoporosis--80 percent are women. 

Experts do not fully understand all the causes of osteoporosis. They do know that when women go 
through menopause, levels of the female hormone estrogen drop. Lower hormone levels can lead to bone 
loss and osteoporosis. Other causes of bone loss and osteoporosis include a diet too low in calcium and 
not getting enough exercise. 

Who Gets Osteoporosis? . 

One out of two women and one in eight men over age 50 will have an osteoporosis-related fracture. 
'White and Asian women are most likely to get osteoporosis. Women who have a family history of 
osteoporosis, an early menopause, or who have small body frames are at greatest risk. Men have less risk 
of getting osteoporosis because they do not have the same kinds of hormone losses as women. 
Osteoporosis can strike at any age but the risk increases as you get older. 

Diagnosis 

Losing height or breaking a bone may be the first sign of osteoporosis. Doctors use several different tests 
to find osteoporosis. The dual energy x-ray absorptiometry (DEXA) is the most exact way to measure 
bone density in the wrist, hip, and lower spine. Other tests the doctor may, use include single photon 
absorptiometry, dual energy absorptiometry, and quantitative computed tomography. Ask your 
doctor about these tests if you think you are at risk for osteoporosis. 

Prevention 

Osteoporosis is preventable. A diet that is rich in calcium and ~itamin D and ,a lifestyle that includes 
regular weight-bearing exercise are the best ways to prevent osteoporosis. 

Calcium. Getting enough calcium throughout life is important because it helps to build and keep strong 
bones. Men and women age 25 to 65 should have 1,000 milligrams (mg) of calcium every day. Women 
near or past menopause should have 1,500 mg of calcium daily. Make foods that are high in calcium part 
ofyour diet. Healthy foods that are rich in calcium are: 

o low-fat dairy products such as cheese, yogurt, and milk 
o canned fish with bones you can eat, such as salmon and sardines 
o dark-green leafy vegetables, such as kale, collard, and broccoli 
o breads made with calcium-fortified flour. 

If you don't get enough calcium from your food, you might think about taking a calcium supplement. 

10f3 06/20/98 21 :40:49 
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Always check with your doctor before taking any dietary supplement. 

Vitamin D. Your body uses vitamin D to absorb calcium. Being out in the sun for even a short time 
every day gives most people enough vitamin D. You can also get this vitamin from supplements, as well 
as from cereal and milk fortified with vitamin D. 

Exercise. Exercise builds bone strength and helps prevent bone loss. It also helps older people stay 
active and mobile. Weight-bearing exercises, done on a regular basis, are best for preventing . 
osteoporosis. Walking, jogging, and playing tennis are all good weight-bearing exercises. Always check 
with your doctor before starting an exercise program. . 

Treatment 

Treatment ofosteoporosis aims to stop bone loss and prevent falls. Falls often cause broken bones that 
can mean a trip to the hospital or a long-term disabling condition. Osteoporosis is the cause of 1.5 
million fractures each year, including more than 300,000 hip fractures. 

Doctors sometimes prescribe estrogen to replace the hormones lost during menopause and to slow the 
rate of bone loss. This treatment is called hormone replacement therapy (HRT). HRT also protects 
against heart disease and stroke. However, experts do not know all the risks oflong-term use ofHRT. 

Women should discuss benefits, risks, and possible side effects ofHRT with their doctors. Calcitonin is 
a naturally occurring hormone that increases bone density in the spine and ~an reduce pain of fractures. 
It comes in two forms--injection or nasal sprays. You can also ask your doctor about the drug 
alendronate. This drug increases bone mass in women past menopause. . 

The best way to prevent osteoporosis is to be aware ofthe disease and to live a healthy lifestyle. Ifyou 
think you might be at risk for osteoporosis, talk t6 your doctor. Ask about the bone density tests 
available in your area and your prevention and treatment choices. 

Resources 

National Osteoporosis Foundation 
1150 17th Street, NW, Suite 602 
Washington, DC 20036-2226 
1-800-223-9994 

National Resource Center on Osteoporosis and Related Diseases 
1-800-624-BOJ'ffi (2663) 
TTY (202) 223-0344 

For a list of free publications from the National Institute on Aging (NIA), contact: 
. . 

NIA J;nformation Center 
P.O. Box 8057 
Gaithersburg, MD 20898-8057 . 
1-800-222-2225 
(1-800-222-4225 TTY) 
E-mail:niainfo@access.digex.net 

National Institute on Aging 

.+~. 
U. S. Department ofHealth and Human Services 

Public Health Service 

National Institutes ofHealth 

1996 
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MEDICARE EXPANDS COVERAGE FOR BONE DENSITY MEASUREMENT AND 

DIABETES SELF-MANAGEMENT 


Overview: Starting July 1,1998, Medicare will expand coverage ofpreventive benefits 
for beneficiaries at riskfor osteoporosis and other bone abnormalities andfor people with 
diabetes. Medical experts agree early detection and management ofdisease can lead to 
substantial reductions in life-threatening and serious illness. 

The Clinton Admillistration is committed. to making sure Medicare beneficiaries get 
recommended preventive screening tests. That is why the President worked with Congress to 
expand tlze preventive benefits available to Medicare beneficiaries in tlte Balanced Bud.get Act 
of1997. A5'ofJanuary I, 1998, Medicare expanded coverage ofmammograms, pap smears, 
and cQlorectal cancer screening. Today, President Clinton highlighted t!Zese exciting ,. , 
preventive tests at the seventh Family Reunion Conference, hosted by Vice President and,Mrs. 
Gore, in Tennessee. ' , 

Bone Mass Measurement: The National Osteoporosis Foundation estimates that more than 10 
million people in the United States have this disease and another 18 million are at risk for it. 
As of July I, 1998, Medicare will cover bone density measurement for beneficiaries at risk for 
osteoporosis and other bone abnonnalities. TIuough earlier detection of low bone I11ass and the 
use of appropriate prevention and treatment measures, the ravaging effects of this disea~e will be 
reduced. 

Eligible beneficiaries will be able to have their bone mass measured once every two 
years, or more often, if medically necessary. Doctors wiJl be able to use all of the FDA~approved 
or cleared bone densitometry and sonometry devices that arecUlTently available in the United· ' 

. States. Beneficiaries should consult with their doctors about whether and when they. might need 
, one of these tests .. 

In the past, bone mass measurement coverage was decided by the.many regional 
contractors that process Medicare claims, resulting in wide variations across the country. The. 
new law makes sure that all beneficiaries who need this testing, no matter where they live, will ' 
be covered. . 

Diabetes Self-Management Benefits: More than 16 inillion Americans have diabetes and nearly 
750,000 new cases are reported every year. Minorities make up a disproportionate share ofthose 
suffering from diabetes --especially ,African Americans, Native ~ericans, and.. , ... 
Hispanic slLatlnos >As 'of July 1,199'8, mOre Medicare benefits will be available tei d~abetics:, .. 
These newly expanded benefits will help provide people with the skills and resources that most 
diabetics need to control. their diabetes. ' 
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Glucose Monitoring for Diabetics: All Medicare beneficiaries with diabetes, whether or not they 
use insulin, will have coverage, for blood glucose monitors and testing strips' so they caD. monitor 
their own blood glucose levels. Diabetics who keep their blood glucose levels within the nonnal 
range reduce the risk of complications, such as blindness and amputations that often ar~ 
associated with uncontrolled diabetes. In the past, Medicare covered blood glucose monitors and 
testing strips only for insulin- dependent diabetics. 

Diabetes Education: Medicare will cover a wider range ofeducation and training programs to 
help teach diabetics to control their blood glucose levels. These training programs do not 
have to be based in hospitals. Physicians and certain other physician practitioners can 
provide diabetes self-management and training services to their patients if their programs 
are recognized by the American Diabetes Association. A physician must certify that a 
patient needs the senrice under a comprehensive plan of care. In the past, Medicare 
covered only education and training furnished by hospital-based, programs . 

.### 

!, 
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Qs & As on Bone Density Measurement 
(INTERNAL) 

Q. How many more people will be eligible fOf this cxpanded benefit? 

A. Because virtually all elderly women are at risk of osteoporosis almost alt' female Medicare 
beneficiaIies would be eligible to receive tIus benetlt. About 21111illion women (including 
disabled and elderly) would be eligible but those beneficiaries with visible signs ofosteoporosis 
'aIe already covered. According to the National Osteopo~osis Foundation, 2 million men suffer 
from osteoporosis and 3.1 million are at risk for the disease. ' 

Q. What is a bone mass measurement? 

A. It is ~ simple, paicless test used to measure the density or thickness of the bones, and it . 

should help to determine whether an individual has osteoporosis or is at risk for the disease. 


Q. How often will Medicare cover a bone mass tcst? 

A. Once every 2 years, or more frequently if medically necessary. 

Q. Which Medicare beneficiaries will be eligible to receive a cov,ered bone mass test? 

A. The law identifies five categories of people. These include (1) estrogen-deficienrwomen at 
clinical risk for osteoporosis, (2) those ~ith vertebral abnormalities, (3) those with prim,ary . 
hyperparathyroidism, (4) those receiving long·term (morethan 3 months) steroid therapy, and (5) 
those being monitored ,to assess the response to, or efficacy of, an approved osteoporosis drug 
therapy. ' 

Q. What bone mass measurements arc going to be covered under the new Medicare 

benefit?' ' 


, ' 

A The benefit will cover all FDA-approved bone mass measurements in clinical use in the 

United States. 


Q. What benefits will the new bone mass measurement provision allow for under Medicare 
, that wefe not available before enactment? 

A. :In the past, bone mass measurement covetagewaS decided by' the, many conti-actor~ tl.la,t·, ,',' 
process Medicare claims, resulting in wide variatiohs across the cotmtry~ The Balanced Bildget 
Act. makes sure that all beneficiaries who need this testing, no matter where they live, will be 
covered. 



_ 06/1~!98--.IB.L17: 08 FAX 202 690 7J18 DHHSiASPA I4i 005 

Q. Should women in menopause seek coverage of a bone mass measurement under the new 
benefit'? . 
A. Yes, menopause is an estrogen-defiCient condhionand women should check with their 
physicians about having the test done. 

Q. What is osteoporosis? .. ..!. . 

A.. It is a bone-thinning disease in which bones may become fragile and break. If is estimated 
that 10 million individuals in the United States have osteoporosis and that another 18 million are 
at risk for the disease because ofa high rate of bone loss . 

• -'t '. 
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Qs and As for Diabetes Self-Management 
(INTERNAL) 

Q. What is HCFA doing to implement the blood glucose monitor provision by July 1, 

1998? • 


A: The Balanced Budget Act expanded Medicare coverage to pay for blood glucose monitors 

and testing strips for all diabetic beneficiaries, whether they take insulin or not, effective July 1, 

1998. 


Q: What should 11 beneficiary do in order to have a blood glucose monitor and test strips 

covered by Medicare?· 


A: Beneficiaries should ask their doctor if the beneficiary's diabetes could be better controlled by 
testing their blood glucose. If the physician thinks thatbetter control iS'necessary the doctor 
should write a prescription that explains in detail how many times a day or week the beneficiary 
should test his or her blood sugar and how many test strips the phannacy or supplier should. 
dispense. The physician will be required to renew this prescription periodically. 

Q: I understand that Medicare is npt providing the same amount of test strips to non- . 

insulin treated diabetics as insulin treated diabetics can you explain the reasons for this'? 


A. Medicare will cover the amount that the physician orders. So, these numbers are not limits 

but will be used as benchmarks toJook for potential fraud and abuse in the system. On average 

medical evidence suggest that the typical non-insulin treated Medicare diabetic benefiCiary 

would use less than 2S test strips per month and the insulin treated Medicare beneficiary would 

use less then 100 per month. We recognize that there are certain medical conditions that would 

require the beneficiary to monitor more often, for example, when they are put on a new 

medication or other medical reasons. 


Q: Can you tell us the status of the implementation of the diabetes self-management and 

training provision? . 


.. A: We have a two-phased implementation strategy for diabetes education~and training benefits: 

By July 1. <1998, HCF A will issue a carrier instruction allowing physicians and certain non": 

physician pr~ctitioners< ( and services provided incident to their SeMccs),who meet th~National 

. Diabetes AdvisorY Board (NDAB) standards to~begin providing diabetes self-tilaIiagepent 

training. 


HCFA also will develop a Notice of Proposed Rulemaking to enable others who may be eligible 
to provIde diabetes self-m~gement training, and to include quality standards set by the 
Secre,tary. It will require a: proposed rule with comment period. followed by a final rule. This 
regulation will identify others who can be reimbursed for this training such as nurse practitioners, 
physician assistants, clinical nurse specialists, nurse·midwifes, clinical psychologists and clirucal . 
social workers. 
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We have taken this two-phas~d approach because the legislation clearly specifies physicians as 
eligible to provide diabetes education if they meet.NDAB standards, Certain other practitioners 
are also authorized by law to provide services that would be physician services if they were . 
furnished by a physician. 

Q: How does a beneficiary get enroUed in a diabetes self-management and training· 
program? . 

A: A beneficiary's physician must establish a comprehensive plan of care to ensure therapy 
compliance or to provide the individual \vith necessary skills and knowledge (including the self­
administration of injectable drugs). Self referral into a program will not be covered . 

. Q. What are the advantages of a self·management and training program? 

A. \Vith better control of their diabetes, beneficiaries will have better health and less medical 
complications as a result of their diabetes, Diabetes outpatient self-management and training 
services help beneficiaries manage their diabetes, The program includes education about self­
monitoring of blood glucose, diet and exercise, an insulin treatment plail developed specifically 
for the patient who is insulin dependent, and assistance in developing skills for more effective 
self-management. . .. 

Q: Are all diabetics eligible to attend a self·managemcnt training program or only those 
diabetics who are treated with insulin? . 

A. Both insulin and non-insulin patients will be eligible to attend a self.:managernent training 
program as long as they are referred to such a program by the physician who is treati.Jig their 
diabetes. 
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FOR IMMEDIATE RELEASE 
June 22,1998 Contact: HCF A Press Office 

(202) 690-6145 . 

WWW.MEDICARE.GOV 

Official U.S. Government Sitefor Medicare Information 

Overview: President Cfintoll alid Vice President Gore announced www.Medicare.gov 
tlte seventh Family Rellnilm Conference in Tennessee today. Increasing numbers of ' 
Medicare beneficiaries use the Internet or have access to it tltrough their families,friends, ", 
health care providers, and service organizations. Responding to tllis growing opportunity to 
provide beneficiaries with up-to-date information, .the Healtlt Care Financing Administration 
(HCFA), tile agency that runs Medicare, has created a new website: www.medicare.gov. 
Designed with the beneficiary in mind, www. medicare.gov offers 'a variety ofuseful and easy­
to-read in/ormation about Medicare inCluding details ofnew choices available to'them IUlder 
the Balanced Budget Act. 

ONLINE AT w\VW.MEDICARE.GOV 
, 	 , 

HCFA's new website contains the following useful information for Medicare beneficiaries and 
anyone involved in helping them with their health care decisions: 

• 	 "What is Medicare" - In this section, visitors can get answers to their questions about 
Medicare, including eligibility requirements, how to enroll, and <how to read a Medicare 
summary notice. 

, 	 .' . 

• 	 "Managed Care" - This section is about managed care and new options that will be 
available in 1999. Visitors can learn more about rnanaged care in general and the 
Medicare+ Choice options available to Medicare beneficiaries. This includes an 
extensive question·and-answer section, glossary ofterms. and information about how to 
enroll in and disenroll from a Medicare managed care plan. From this site visitors can 
also access the "Medicare Compare" database to see what planS and benefits are available 
Where they live. .' , 

"Who to Contact" - This section provides state specific contact information, including • 
phone numbers, on a variety ofMedicare topics that includes: receiving Medicare, 
understanding your Medicare bill; Medicare rights, benefits, dealing "vith cornplaints and 
appeals, and managed care. 

• • 	 "Publications" - A variety of publications (in both English and Sparush) are available 
for visitors to view, print and/or download. 

"'More­

http:w\VW.MEDICARE.GOV
http:medicare.gov
http:www.medicare.gov
http:www.Medicare.gov
http:WWW.MEDICARE.GOV
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"WeUness" - Visitors can learn more about health issues that are ofpartidular'• 
concern to them, such as peptic ulCers, pneumonia and the fiu, and about new Medicare' 
prevention benefits. This section also includes a calendar of events alerting the user to 
Nat{onal Health Observances that are ofimportance to seniors. Here, seniors call learn 
about preventing disease or illness, preventive services covered by Medicareand:ho"v . 
they can obtain additional information. ' . . 

• 	 "Fraud and Abuse" ~ This section describe~ cornmon Medicare rip-offs and teaches 

visitors how to report suspected fraud in the Medicare system. A Ccmsumer fraud, 

Pamphlet is available forvisitorsto view andJorprint-out 


THE "MEDICARE COMPARE" DATABASE: 

"Medicare Compare" i~ HCFA's·new electronic database ofinfoI111ation about accredited , 
managed care plans that already serve nearly 6 niillion Medicare beneficiaries across the country. 
The database is designed to educate beneficiaries and others about their health care options, so 


they can make informed health care choices. Theinfo~mation is compiled by HCF A with 

cooperation from managed care plans, and will be updated on a quarterly basis. ' 


, 	 , 

"Medicare Compare" contains the following l1}formation: 
• 	 Toll-free telephone nwnbers and website addresses for health. plans; 
• 	 Service areas listed by state, zip code; and county SQ beneficiaries can compare services in 


their own geographic areas; , 

• 	 Benefit and service packages offered by each plan. including detailed infonnation on 

premiums, copays/deductibles, and more;' . 
. • "Helpful hints" to help users navigate within the database; . . . 
• . 	Guest bookiE-mail link back to HCFAfor users' comments, questions, and suggestions. ' 

HOW "MEDICARE COMPARE" WORKS .... 

Users c~ select the level ofdetail they want to know about the plans, searching either 'by state, 
county, or zip code. HCFAwill update the database quarterly to provide users with the most 
timely and cdmplete information., ." . .., .. , .' 

In addition to viewing the list of Medicare rpanaged.care plans in a state, county, or ziP: code, 
users can:, 

Display side-by-side comparisons of services offered by tw>~ health plans; • 
Search for a specific type of service such 'as vision c~e, podiatry care, . or Pap tests . • 

-More­
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SENIORS· SURF THE NET 

More and more Medicare beneficiaries and those who will soon be eligible for Medicare use the 
Internet. 
• 	 A Merrill Lynch-sponsored survey conducted in September 1997 shows that 15 percent of 


those 65 and older use the Internet. 

• 	 According to Packard Bell NEC Inc., customers over age SS accounted for 14 percent of 


retail purchases of its personal computers in 1997. 

• 	 AARP reports that inl 997, 36 percent of Americans between,ages 50 and 64 owned 'a 


personal computer. 


WHO WILL USE THE WEB RESOURCES 

While www.medicare.gov and "Medicare Compare" are designed especially for Medicare 

beneficiaries and the people involved in their health care decisions, anyone with access to the 

Internet can use it. Material in the database may be customized and printed for local and ' 

individual needs. 


Other primary users will include beneficiary advocacy groups: social and case workers, State 
Insurance and Assistance Program staff and ,volunteers, the National Association of Area 
Agencies on Aging network and its staff, federal and state organizations, and he;;Uth care 
providers. 

### 

I. 


http:www.medicare.gov
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W'WW.MEDICARE.GOV 
FREQUENTLY ASKED QUESTIONS 

(INTERNAL) 

Q. 	 What is www.medicllre.gov? 

A. 	 W\\'W.medicare:gov is the official U.S. Government Internet site tor Medicare 

information. It is designed to meet the consumer infonnation needs of Medicare 

beneficiaries. It offers a variety of useful and easy to read information about Medicare. 


Q. 	 Who will use www.medicare. gOY? 

A. 	 While \vww.Medicare.Gov and the infonnation include there are designed especially for 
Medicare beneficiaries and the people involved in their health care decisions, anyone with 
access to the Internet can use it. Material in the database may be customized and printed 
for local and individual needs~ 

Other primary users will include: 

beneficiary advocacy groups 


• social and case workers 

- State Insurance Advisory Program staff anq volunteers 

• staff in the National Association of Area Agencies on Aging network' 

. - federal and state organizations 	' 

- health care providers 


Q. . Why use \vww.medicare.gov? 

A. 	 Increasing numbers ofMedicare beneficiaries use the Internet or have access to it thIough 
their families, Jriends, health care providers and service organizations. Responding to 
this growingoppcirturuty to provide beneficiaries 'With up-to-date information, the Health 
Gare Financing Administration (HCFA), the agency that runs Medicare, has created this 
new web site. Beneficiaries can use the site to access various kinds of Medicare 
information. 

Q. .What kind of information can visitors find on the Internet site? 

A. 	 W\\<w.Medicare.Gov contains the following usefullnfonn3:tion for Medicare· 

and anyone involved in helping them with their health c'are decisions: 


• 	 "What is Medicare" -In this section, visitors can get answers to their questions 
about Medicare, including eligibility requirements, how to enroll and how to read . 
a Medicare summary notice. 

http:W\\<w.Medicare.Gov
http:vww.medicare.gov
http:vww.Medicare.Gov
www.medicare
http:www.medicllre.gov
http:W'WW.MEDICARE.GOV


06(19(98 ...£E.LP;10 FAX 202 690 7318 DHHS/ASPA 
~012 

• 	 "Managed Care" ;. Th~s section is about Managed Care and the new options that . 
will be available to beneficiaries in 1999. Visitors can learn'lllore about managed 
care and the Medicare + Choice options available to beneficiaries. This includes 
an extensive question and answer section, glossary of terms, and information 
about how to enroll in and disenroll from aMedicare managed care plan. From 
this site, visitors can also access the Medicare Compare database to see what plans 
and benefits are available where they live. 

• 	 "Who to Contact" - This section provides state specific contact inforination, 
including phone numbers on a variety ofMedicare topics broken down into five 
broad categories: 
- Your Medicare Bill 
- Getting Medicare, other health insurance, other benefits 
- Complaints, appeals and other Medicare rights 
- Your health plan choices 
- Railroad Retirement Board 

• 	 "Publications" • A variety ofpublications (in both English and Spanish) 'are 
available for visitors to view, print and/or download; . 

• 	 "\VeUness" Visitors can learn more about health issues that are of particular 
concern to them, such as peptic ulcers, pnemnonia and the nu and about new 
Medicare prevention benefits. This section also includes a calendar of events 
alerting the user to National Health ObserVances that are of importance to seniors. 

. 	 Here, seniors can learn about preventing disease or illness, preventive services 
covered by Medic~e and how they canobtain additional information. . 

• 	 "Fraud and Abuse" • This section describes common Medicare rip-offs and tells 
visitors how to report suspected fraud in the Medicare system. A Consumer 
Fraud Pamphlet is available for visitors to view and/or print out. 

Q. 	 How can visitors access the site? 

A. 	 Visitors can visit their local library, school, home or any computer with access to the 
Internet. Visitors can use Netscape or Internet Explorer and any web browser or search 
engine will work. Type in http://www.medicare.go'\)toaccess the home page. The site 
can be accessed 24 hours a day, 7 days a week. ' . 

Q.: 	 Is the site worthwhile? Hpw many seniors actually use the Internet? 

A. 	 More and more, Medicare beneficiaries and those who will soon be eligible for'Medicare 
. us the Iriternet. The following research indicates Internet access growth: 

-More­

http://www.medicare.go'\)toaccess
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- A Merrill Lynch sponsored survey conducted in September 1997 shows that 15 percent 
of those 65 and older use the Intemet. 
- According to Packard Bell NEC inc., customers over age 55 accounted for 14 percent 
of retail ~urchases of its personal computers in 1997. 	 . .' 
AARP repo.rts that in 1997; 36 percent ofAmericans between ages 50 and 64 own a 
personal computer. 

Q. 	 What is the Medica.re Compare database'? 

A. 	 Medicare Compare is :HCFA's new electronic database of information about accredited 
managed care plans that are available.to 26 million Medicare beneficiaries across the 
country. Currently 6 million Medicare beneficiaries are members of managed care plans. 
The database is designed to educate beneficiaries (and others including beneficiaries' 
family members, advocates and social workers) about their health care options so they 
can make informed health care choices. The information is compiled by HCF A with 
cooperation from managed care plans and will be updated on a quarterly basis. 

Q. 	 What kind of information does the Medicare Compare database contain? 

A. 	 The Medicare Compare database contains the following information: 

~ Toll-free telephone numbers and web site addresses for health plans. 
- Service areas listed by state, zip code and county so beneficiaries can compare services 
in their own geographic areas. 
- Benefit and service packaged offered by each plan including detailed information on 

premiums, copays/deductibles and more. 
- :Helpful hints to help users navigate within the database. 
- Guest bookIE-mail link back to HCFA for users comments, questions and suggestions. 

Q. 	 How do visitors use Medicare Compare? 

A. 	 Users can select the level of detail they want to know about the plans, searching either by 
stale, county or zip code. (While the database contains a broad range of information 011 

the plans, certain areas of interest to Medicare beneficiaries may not be documented.) 
HCFA will update the database quarterly to provide users with the most timely and 
complete intotmation. In addition to vi<?wing the list of Medicare managed care plans in 
a state, county or zip code. Use~s can: . 

- Display side-by-side comparisons o(services offered by two health plans 

- Search for a specific type of service such as vision care. podiatry care or Pap tests. 


http:available.to
http:Medica.re
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Q. \Vhat are future plans for the site'! 

A. 	 Future plans include the development of additional consumer information resources 
targeted to meet the immediate and ongoing needs of Medicare beneficiaries and those 
who work with them. We will develop the additional resources in response'to market 
research and to ongoing surveillance ofcustomer service n~eds; 

Q. 	 Are there plans to include more plan comparison information on the web site in the 
future? 

A. 	 Yes. Plan infonnation will be updated at least quarterly to reflect new plans that are 
available to Medicare beneficiaries. In addition, there are plans to expand the 
comparison information to include new information as it becomes available. The first 
expansion wil\,include quality and satisfaction information in late Fall 1998. Quality 
information will be obtained from 1996 data reported on measures that comprise the 
Health Plan Employer Data and Information Set (HEDIS). These data are reported oy 
health plans that contract with Medicare, and will be useful in comparing health plans. 
Satisfaction information will be obtained from 1997 data reported by Medicare 
beneficiaries from questions that comprise the Consumer Assessment of Health Plans 
Survey (CAHPS). Finally, disenrollment rates will be available on the web site in late 
spring of 1999. 

... 
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Guide to Child Care & Medicaid: Partners for Healthy Children 

This guide is designed to improve chi/elrens' healtlt hyencouraging 
enrollment in Medicaid and the new CI'ildr~n's Health Insllrance Program, 
known as CHIP. It explains Medicaid and CHIP benefits and activities so that 
child care programs, referral agencies, and other health professionals can 
determine whi.m children are eligihle and how to help them enrolL Tirey can 
also use it to learn how to establish linkages with these programs so they can 
make sure children they serve are getting the health care coverage and services 
they need and deserve. 

The Child Care and Medicaid Guide has been produced through a collaboration between . 
. the Healt11 Care Financing Administration (HCF A), which runs Medicaid in parlnership with 
states, and the Administration on Children and Families (ACF). It is one ofmany cooperative 
efforts between these two federal agencies to link child care with health care. The guide is a tool 
to help child care programs, referral agencies, and other health care professionals facilitate 
enrollment of children in CHIP as well as Medicaid. On the June 22, 1998, the guide will be 
distributed at the seventh Family Reunion Conference, hosted by Vice President and Mrs. Gore, 
in Tennessee. The guide includes: . 

~ outreach activities that child care programs can perform to enroll eligible children into 
Medicaid and be compensated for, such as assisting families in completing Medicaid 
applications and obtaining services, informing families about Medicaid through 
brochures or other promotional materials, and assisting the Medicaid agency in fu.lfilling 
the outreach objectives of the Medicaid program; 

:> examples of children's programs, local health departments, and various community-based 
organizations that have working linkages with Medicaid programs and that are 
successfully identifying and enrolling children who are eligible; 

a description ofBBA provisions designed to increase children's health care coverage 
through Medicaid;' . 

an explanation of the Early and Periodic Screening, Diagnosis and Treatmellt program 
within Medicaid, and of related activities that child care programs can perform, such as. 
making referrals; scheduling appointments and trapsportation, and conducting case 
management; 

~ a chart of state Medicaid eligibility criteria for pregnant women, infants and children; and 

).0 each State's Maternal and Child Health toll-free number, which can provide more 
information about available health care resources. 
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Questions and Answers 

. 	 . 

Q. 	 What is the intended audience for this Child Care and Medicaid Guide?· 

A. 	 This guide is for child care program administrators and child care organizations interested . 
in establishing linkages with Medicaid and other" public health insurance programs. 

Q. 	 What llTe the purposes of this guide? 

A. 	 ThIs guide provides 'the basis for Wldefstanding the dynamics of the Medicaid program 
and Early 'Periodic Screening, Diagnostic and Treatment (EPSDT), Medicaid's ' 
comprehensive child, health component. EPSDT provides integral health services to . 
beneticiaries under age 21, including: a comprehensive history and physical; 

, immunizations; health education and counseling services; and examinations, services and 
treatment for vision, dental and hearing. Furthe.mlore. this guide will help child care' 
programs and child care resource and referral agencies understand the pivotal role they 
can play in identifying children who are eligible; but not enrolled in Medicaid or CHIP • 

. 1, arid providing their families/caretakerswith information and understanding about the 
importance of llsing available health insurance programs to provide their children access· 
to health care·services and improved health status . 

....... 

~ 
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INTERAGENCY CHILDREN'S HEALTH OUTREACH TASKFORCE 

On Ai/gust 5,1997, President Clinton signed the Children's Health 
Insurance Program illto law. As pait of/tis continuing commitment to 
improving children's IIealth, he brought together federal departments that have 
regUlar contact with low incomefamilies. the resulting Children's Health 
Outreach Taskforce is working to find more and better ways to reach out to 
uninsured children. It ~as developed all approach tllat involves: 1) educating 
families about their eligibility; 2) educating Federal, state, and grantee' 
personnel abotll child~ell 's'llea/th 'outreach; and 3) c.oordinating outreach 
efforts across departments and with the private sector. Pariicular'tlttention will 
be given to minority and special needs children with unique access problems 
aml to the coordination 'ofeligibility. 

Upon receiVing the Cltildren's Healtlt Outreach Taskforce Report on 
June 22,1998, President Clinton issued an Executive Memorandum that directs 
eight Federal agenCies to implement over 150 initiatives to helpeilrcll the. 
millions ofuninsured ciliidren eligible fOT but not enrolled in health insurance 
programs . .President Clinton issued the Executive Memorandum at the seventh 
Family Reunion Conforence, hosted by Vice Presidenr'and Mrs, Gore, in 
Ten(lessee. 

Background 

• In a February 18, 1998 Executive Memorandwn, the President asked eight federal 
. depanments to work together to develop ways to educate families and enroll 
children in Medicaid and the new Children's Health Insurance Program, knOVlIl as 
CHIP.' . 

. . The Interagency Children,'s Health Outreach Taskforce is led by the Department 
of Health and Human Services and includes other departments and agencies that 
serve chiidren who are pot~ntia1ly eligible for Medicaid or CHIP. These include 
the Departments of Treasury, Agriculture, Labor, Educatio'n, Housing and Urban 
Development, Interior and the Social Security Administration. Taskforce . 

. members also have networks of private sector counterparts who can be involved' 
and educated in children's health insurance outreach. 
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• 	 The'taskforce proposed more than 150 single-event and ongoing activities 
intended to assure that the effects of the children's health outreach efforts are not 
temporary. Proposed activities fall into three broad efforts: 

Educating families about potential eligibility for health insurance . 

. EffoI'\S to help families learn about eligibility include: ' 
a natio'nal toll-free number for referral for child health outreach; 
informational materials in plain language and application forms available from 
federal and state agencies and other sources; and 
coordinating program enrollment across agencies so applicants for one program 
will learn when they or their children may be eligible for Medicaid or CHIP. 

Educating government workers about children's health outreach. 

, All Taskforce departments will educate their own workers about the health insurance 
options for children by: 

infomring clearinghouses and technical assistance centers, providers and 
eligibility workers about eligibility and access to Medicaid and CHIP; 
distributing newsletters to keep federal and state employees informed of 
devdopments in children's health outreach activities; , 
educating grantees and potential grantees about the Medicaid and Children's 
Health Insurance programs; , 
convening regional interagency taskforces for children's health outreach~ and 
Secretarial letters to federal workers. 

Coordinating efforts across departments and agencies nnd with private sector 
groups. 

The taskforce is also working to coordinate efforts to achieve essential ongoing 
communication across departments about Medicaid and CHIP outreach; including: 

developing models to link school lunch program applications with ~edicaid and 
CHIP applications; 
engaging major national associations, advocacy groups an,d other private 
organizations in outreach; , ' 
linking Internet sites; and 
publishing the 4<c:hild Care and Medicaid: Partners for Healthy Children" guide 
which will be available soon to assist child care programs in getting eligible 
individuals enrolled in Medicaid and CHIP. 
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Other Areas in Need ofSpecial Attention. 
, > 

The task force has identified other areas that need and receive special attention, as well, 

ensure optimal use of Medicaid and> CHIP coverage. 


Speciaiattention for minority and specinl needs children. Particular attention will be 
given to minority and special needs children with unique access problems,and to> 
eligibility coordination across programs. Taskforce subgroups on minorities, special 
needs, and eligibility have been established to address these concerns. 

Eliminating barriers in the eligibility and application processes. An eligibility 
subgroup also is looking at the programs to make the eligibility and application processes 
less confusing and cumbersome for beneficiaries, including finding ways to consolidate 
eligibility andapplication forms across programs. > > 

### 

) 
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CHIP: Questions and Answers 
(INTERNAL) 

Q. Why wasn't such an outreach effort undertaken earlier? 

A. Outreach is not new. However, children's health insurance outreach efforts have not 
been as successful as they could be for a variety of reasons. Specifically. there has not 
been a well coordinated interagency effort to produce an awareness of the available child 
health caie options among individuals and agencies who come into regular contact with 
low-income families. 

In partnership with the President, governors, major foundations, children's and 
provider groups recognize the need to pursue a more aggressive outreach strategy 
that includes identifying and promoting outreach models that work; engaging a 
broader set of participants nationwide; and advertising these programs through the 
mass media in the same way that a private business does. 

Q. Why haven't these eligible but uninsured kids been enrolled? 

A. Many of the children who may be eligible for Medicaid or CHIP are difficult to reach. 
Special needs populations and minorities often face sociocultural and linguistic barriers 
and low literacy. In addition. they may live in isolated areas or have homeless or 
transient living situations that mal(e it difficult ror them to be found and enrolled. For 
these same reasons, many of the individurus in these groups tend to be uninsured. Cross­
agency subgroups of the taskforce are currently developing group-specific 
recommendations to deal with such problel11s. . 

Other reasons for eligible children not being enrolled were found in barriers 
created by the eligibility and application processes of various programs, such as 
lengthy or confusing application processes. An eligibility subgroup is looking at 
major social programs to identify, issues in coordination of program eligibility 
and effective models of federal and state collaboration. 

Q. How will the Federal government make certain that the' Federal agency activities set 
forth in the report will be implemented on a timely basis? 

A. The Children's Health Initiative Leadership Board of the Department of Health and 
I-Iuman Services, which includes representatives from all DHHS components, will be 
expanded to include principals from the other taskforce agencies. The plan is for it to 
monitor the starus of each activity on a quarterly basis. 
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Q. 	 How will the national toll-free number work? 

A. 	 When a call is received, it will be transferred to the appropriate state number based on the 
area code from which the call is made. State staff \-Yill then provide the caller with 
program and enrollment information for that state. 

Q. 	 What is the intended audience for the Child Care nnd Medicaid Guide? 

A. 	 Child care program administrators and child health organizations are the intended 
audience. These individuals can use the guide in establishing linkages with Medicaid and 
other state health insurance programs. 

Q. 	 What are the purposes of this guide? 

A. 	 This guide provides basic information about the workings of the Medicaid program and 
Early Periodic Screening, Diagnostic'and Treatment (EPSDT), Medicaid's 
comprehensive child health care component. EPSDT provides integral hefllth services to 
beneficiaries under age 21, including: a comprehensive history and physical; 
immunizations; health education and counseling services; and examinations, services and 
treatment forvision, dental and hearing, Furthermore, the guide also will help child care 
programs and child care resource and referral agencies understand their role in identifying 
children who are eligible, but not enrolled in Medicaid or CHIP, and providing their 
families v..ith infonnation about the importance of using available health insurance' 
programs to care for their children. 
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~alth Care Financing Administration DEPARTMENT OF HEALTH &. HUMAN SERVICES 

. 	The Adi'ninisti"ator 
WashinGton, D.C. 20201 . 

DATE: 	 January 5, 1995 

FROM: 	 Bruce C. Vladeck , 

Administrator, Health Care Financing Administration 


StiWEcT:' 	.Mammography for Medicare Beneficiaries 

TO: 	 Hillary Rodham Clinton 

First Lady, White House 


chris Jeriillngs asked me to drop you a note about Medicare's coverage of 
, mammograms. J 

The Medicare benefit for screening mammography forwomen age 65 and older is set at 
one test every two years. Our interval for screening is consistent with that in the HSA 
and is supported by a variety of organizations including both the National Cancer 

'. 	 Institute,'and the American Geriatric Society. ,There are no limits on the frequency of 
diagnostic mammograms other than the usua] requirement that they be medically 
necessary. ' 

Out real prOblem With the Medicare benefit is underuse. Our latest figures show that 

fewer than 30% of all elderly WOll1en on Medicare have a claim submitted for a 

mammogram, diagnostic or sereenhig, in any given year. Rates fore African American 

women and those poor' enough to be eligible for Medicaid are even lower. I am 

enclosing a chart which summarizes the data. 


Later this spring we plan to launch a major initiative to increase the use of screening 

~atrimogtams,by Medicare beneficiaries. Using consutner.information material 

prepared by the NationalCan~er Institute and various outside organizations, we wjlJ 


. contact awide variety of beneficiary groups to remind them that Medicare does pay for 
mammograms and that women do not outgrow the need for this test. 

As part of this initiative, we will contact physicians both through profeSSional societies 
and our Carriers and Intermediaries. OUf aim will be to be sure that physicians serving 
Medicare beneficiaries are informed about the avaj]ability·of the screening benefit and 
that they understand the importance of distinguishing between diagnostic and screening 
tests. in the billing process. Carners will also be reminded that properly coded diagnostic 
mammograms should not be denied on the basis offrequency screens intended only for 
screening procedures: 

. I am very excited about this initiative which can, if successful. make a te~d differenc~ 'to 

the health of our beneficiaries. We are. stil1 in ·the early planning phases and would be 

very appreciative if you could be directly involved. . 


If you have any further questions, please feel free to contact me. 
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the woman who wrote you about her cancer should have no trouble having her follow 
up mammograms paid for by Medicare' every six months. I think it might be a nice 
touch if you mention the low use of the service in your response and urge her to remind 
her friends to obtain mammograms. 

. . 




.~ 
-q­

0.. 

. , 

:A1n,nual ·Ma1mrnography 'Use 'By 
':Medicare :Benefic.iaries: 1991' 

. ..~(Per<?e·nt 'By . Group) 

~80 
::> 
~ -g. .60:1 
:10­
'0) . 
o 
E 

([ 
40 

([ E 27.9a: 
([ C\1 
o w ~ 
E 

o 
,20:"0:: o 

, 

.?fl. 
'I 

(J) 
W 

I' ­ o...... 
, . ALL BENEFICIARIES If) 

'0"'1 

If) 
(Sl 

',:fr
h 

'100 ,.---------------------"---------, 


DHHS Year 2000 Target 

21.5 19.5 1';5.7 

Poverty areas Black Dual eligibles 

:MedicareBeneficiary GJOUpS , 

...• ;± :Notes;' :theDHHS¥ear2900!argetis 'for women 50 years of ;age andover. 
. . 'ibualeljgtbl~s~are~!ititled ~tob6th Medica~eandMedi~aid.. " . 

. :~ \~:source:'Medicare:;F?artB,:clai_ms a,nd'empllr:nel)td
1

atabase:1991 . 
.,' 



.... 


Differences Between H.R. 15 (Thomas Bill) and Administration Proposals 
for Preventive Medicare Services 

. Mammography . 

* 	 The Administration's bill would cover ~nnual screening mammograms for all 
women age 40-49. H.R. 15 iritroduces no change from the current law which 
covers mammograms every two years for all women age 40-49 (or annual ifhigh 
risk). 

* 	 H.R. 15 waives only the deductible for screening mammography. The 
Administration's bill waives both the deductible and co-insurance for both 
screening and diagnostic mammography. 

Diabetes 

* 	 The Administration's bill expands coverage for both blood glucose monitors 
. and testing strips. H.R. 15 expands coverage only for testing strips. 

* 	 . The Administration's bill would reduce payment for testing strips by 10 percent. 
HR. 15 does not include a payment reduCtion. 

* 	 . H.R. 15 sets no boundaries on the duration orfrequehcy of the outpatient 
self-management training benefit, and would allow ill):': type ofMedicare provider 
to furnish such services. The Administration's bill would cover training services 
according to time frames set by the Secretary, and defines an eligible provider 
as a physician or other entity designated by the Secretary. 

* 	 HR. 15 includes the establishment of outcome measures by the Secretary in order 
to evaluate improvement in the health status ofdiabetic beneficiaries. Based on 
these outcome measures, the Secretary will periodically recommend coverage 
modifications to Congress. The Administration bill does not include outcome 
measures. 

Pap slUears 

* 	 HR. 15 includes a provision for coverage of screening pap smears every 3 years 
(or annual for high risk), including a pelvic exam and clinical breast exam, wit~out 
a deductible. The Administration's bill does not include a pap smear provision. 

NOTE: It is not clear that this provision ofHR. 15 really provides ~ services. Current 
. law already covers screening pap smears ever 3 years (or more often for high risk), 
and we believe that many beneficiaries already receive pelvic exams as part of an 
office visit (bi~led with a "diagnostic code"), along with their receipt of a screening 
pap smear. 



Prostate cancer screenina 

HR. 	15 includes a provision for coverage ofannual digital rectal exams, prostate­
specific antigen (PSA) blood tests, and other procedures as determined by the 
Secretary for men over 49. The PSA blood test would be paid for under clinical 
diagnostic lab test free schedules. The Administration's bill does not include a 
prostrate cancer screening benefit. 

NOTE: We question whether this provision is warranted given inconclusive evidence that 
PSA tests are useful for routine screening in asymptomatic men. 

Vaccines 

* 	 The Administration's bill increases payment for administration ofpneunlonia, flu, 
. and hepatitis B vaccines, and waives the deductible and co-insurance for the 

administration of hepatitis B vaccine (already waived for pneumonia and flu 
. v~ccines). ,HR. 15 does not include a vaccine provision. 

Colorectal Screenina 

* 	 There are many differences between the Administration's bill and H.R. 15 in the 
areas offecult-occult blood, flexible sigmoidoscopy, colonoscopy, and other 
procedures ofcolorectal screenings. . 

* 	 Specifically, for barium enema, the Administration's bill would cover individuals 
over age 51, every 5 years (every 4 years for high risk individuals). HR. 15 
provides coverage only if the Secretary finds, within 2 years, that the procedure is 
the appropriate alternative to flexible sigmoidoscopy or colonoscopy. If covered, 
the Secretary will set frequency consistent with other colorectal screening tests. 
Payment limits (including nonpar physician charges) are consistent with limits 
under Part B for diaanostic barium enemas. . 
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COMPARISON BETWEEN B.I. I! (THOMAS BD..L) AND ADMINISTRATION 
PROPOSALS FOR PREVENTION SERVICES 

On Januuy 7, 1997. R.epresentatives Thomas (R.-CA). Bilirakis (Jl..FL), and Cardiri. (D.MD) 
introduced the "Medicare Preventive Benefit Improvement Act of 1997" (H.R.. 1S). This bill 
contains both similarities and differences from the prevention proposals included in the President's 
FY '98 budget package, as summarized below. 

PROPOSALS INCLUDED IN BOTH RJl. 15 AND. THE ADMINISTRATION'S BILL 

• 	 Mamrgompby: 

Coverage ofannual screening mammography for women 65 and over, without a 
deductible. (Annual screening mammograms are already covered for women age 50..64, 
and those at bigh risk age 40-49. Screening mammograms for women 65 and over, and 
.women at normal risk age 40..49. are currently covered every two years.) 

• 	 Colorectal screening: 

Coverage ofcommon coloreetal cancer screening: procedures. includins fecal-occ:ult blood 
tests. flexible sigmoidoscopy, colonoscopy, barium enemas, and other procedures as 
determined by the Secretary. (Some risk level•. age, and frequency parameters are 
difFerent under H.R. IS than the Administration's bill.) 

. .,.'~• 	 Jljpbetes: 

Coverage expanded to include outpatient self-management training in non.hospital-based 
programs (already covered in hospital-based programs), and brood glucose testing strips 
for aU diabetics (already covered for insulin-dependent diabetics), 

MAJOR DIFFERENCES BETWEEN HoB. IS AND THE ADMINISTRATION'S BR,L 

o 	 The Administration's bill would also cover annual screening marrunograms for all 
women age 40-49. 

o 	 KR. IS waives only the deductible for screening mammography. The 
Administration's bill waives both the deductible and co.insurance for both 
screening and diagnostic mammography. 

• 	 Diabetes: 

o 	 The Administration's bill expands coverage for both blood glucose monitors and . 
testing strips. RR. 1S expands coverage only fottesting strips. 
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o 	 The Administration's bill would reduce payment for testins strips by 10 percent. 
H.ll 1S does not inc:lude a payment reduction. 

. 0 	 H.R.. 1S sets no boundaries on the duration or itequency ofthe outpatient self­
management tra.inin.g benefit, and would allow am: type ofMedicare provider to 
1bmish suc:h servic:es. The Administration's bill would c:over training services 
according to timefi'amel set by the Secretary, and defines an eligible provider as a 
physician or other entity designated by the Secretary. 

• 	 Pap smcar:s: 

H.ll 1S includes a provision for coverise ofscreening pap smears every 3 years (or 
annual for high risk), including a pelvic exam and clinical breast exam., without a 
deductible. The Administration', bill does not include I pap smear.provision. 

NOTE: It is not clear that this provision ofH.R.. IS really provides .!:1m services. Current 
law already covers screening pap.smears every 3 years (or more often for high risk)~ and 
we believe that many beneficiaries already receive pelvic exams as part ofan office visit 
(billed with a "diagnostic: code"), along with their receipt ofa screenins pap smear. 

• 	 Prostate cancer screenins: 

H.B.. 1Sincludes a provision for coverqe ofaniUlal digital rectal exams. prostate-specific 
anti8en (PSA) blood tests. and other procedures as detennined by the Secretary for men 
over 49. The Administration's bill does not include a prostate cancer screening benefit. 

NOTE: We question whether this provision is wmanted given inconclusive evidence that 
. PSA tests are usefUl for routine ScreeniDg in asymptomatic men. 

• 	 vaccines: 

The Administration's bill increases payment for administration ofpneumonia.. flu.. and 
hepatitis B vaccines, ariel ,waives the deductible and c:o·insurance for the administration of 
hepatitis B vaccine (already waived for pneumonia and flu vaccines). H.R. 1 S does not 

. include a vaccine provisioD. 

F:\CONGRESS\PlEVBILL.WPD 
March 31.1991 
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'DRAF1 
PREVENTION BENEFITS UNDER MEDICARE 

'. 

BENEFIT CURRENT LAW ADMIN. Bill THOMASBn.L 

Screening 
Mammography 

. 
Freqyency 
o ~gc 4049 normal <: 

nsk: ev. 2 yrs 
o Age 40-49 high 

risk: annual 
o Age SO-64: annual 
o Age 65+: ev. 2 )'fa 

CQ§t.shldna 
Must pay deductible 
. + co-insurance 

fDQu~DQ!.. 
i)' ~9: annual ' 
CfSO;.64: no change &...: 
o 6S+: annual ~ -

CS211-ib¥in1 
Waives deduCtible;. 
~~~iDsUWiCifOr~both/ 
sa .,., 'iUid.> .~~..., 

.~agnoStic.-7 

FregyeD£{ 
o 4Cl-49 no change 

~ 0 50-64: no change 
'10 65+: annual 

Cgl1-lhwing 
~ai'l~sa/" ' 
deductible•.2DJ.ifor 
I~~~~g-

Pap Smears 

, 

Freguena 
o Ev. 3 yrsor 
o More frequent for 

high risk, 

IDGludu ~aI~, Dun'? 

No provision [FteijiiencYJ 
'o-~v. 3 yrs or 
oAnnual'for::. ,~ 
\ childbearing age 

,and "positive"
) ,C 

test wrmlast3 
l. " . 

. yts.or.. . 
bhigh risk f09' 

) " 
.'-cervical cancer 

InclygS! ;eel~ GXam? 
o Pap smear coverage 

includes "related 
med. necessary sves 
. " incl. collection of 
sample cells") 

o But does not cover 
fuII·stale sermDS 
pelvic exam. 

Cgll-Ibarlna 

~iPlicit1y1iicliidea -
,(Uad detineci to:, 
_inclUde a'''cLin1cal 
breast exam") 

CQiI-5haring 
Must pay deductible 
+ co-insurance for 
pel'Yic exam (but not 
for pap smear lab 
test). 

WaivesdeauCtible for 
~papsm~~d pelvic 
~exam'-~ 
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BBNEFlT CtJR.RENT LAW ADMIN.BaL THOMASBD..L 

Coloreetal Screening
I 

[p1:gccult :Rls!od 

Covers only as 
diagnostic test 

. 

FrIQJlCDC)' 
o Under age 65: 

frequency set by 
Sectry 

0 Age 65+: annual 
o Sec'ry may 

periodically revise 
frequency consid'g . 
age + other factors. ) 

Fregyenc;y 
o No benefit under 

IseSO 
o Ase S1+: annual 
o Beg'S 2001. Ste'ry 

may revise· 
frequency consid' g 
age + other factors 

Payment 
o Sets payment limit: 

• 1998: up to 5S 
- after '98: prior yr 
limit adjusted acc. 
to elin. lab fee 
schedule. 

o After 2000. Sec'ry 
may reduce paym't 
limit (nat. or in any 
area) as req'd to 
assure access + 
quality. 

2 
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BENEFIT CURRENT LAW ADMIN.Bn..L mOMASB1LL 

Coloreetal Screening 

Flexible 
Nmoidgscgm; 

Covers only as 
diapostic test 

FrequenCy 
o Covered only for 

iDdi\'iduals not at 
high risk: 

.• No benefit under 
IseSO 

• ABe S1+: ev. S 
YT1 

o StA:'ry may 
periodicaUy revise 
frequency consid.'g 
age +other factors 

Freguency 
o No benefit under 

age SO . 
o Age S1+= ev. 4 yrs 
o Begtg 2001, See'ry 

may revise 
frequency CODsid' g 
age +other factors. 

Payment 
o Payment amt set by 

physician fee sched. 
consistent wI amts 
for similar/related 
Bves. 

o Nonpar. provider 
may not cbarge 
more tban limiting 
charge (sanctiODS 
apply). 

3 
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BENEFIT CURRENT LAW ADMIN. BILL THOMAS BILL 

ColorOctal Screening Covers only as 
diagnostic test 

Frequency 
o Covered oaly for 

FregyeDCy 
o Covered only for 

CQloftQI5il°g:,: high risk individ's: 
• Bv. 4 yrs 

o Sec'ry may 

high risk individ's 
• Bv. 2 yTS 

a Beg'g 2001, Sec'ry 
I periodically revise 

frequency consid'S 
. ase +other fa.etors. 

may revise 
frequency coDlid'g 
age + other factors. 

.Paym.ent 
o Payment amt S:et by 

physician fee schec!. 
consistent wI amts 
for similar/related 
sves. 

o Nonpar. provider 
may not charge 
more than limiting 
charge (sanctions 
apply). 

4 




oCFA-OLtGA 20269138169 P.1a8 

BENEFIT CURRENT LAW ADMIN. BILL THOMASBnL 

Colorectal Screening 

Bmumenema 

Covers only as 
diagnoStic test 

EI~ 
o Individuals not at 

high risk: 
• No benefit under 
laeSO 

.• Age 31+: ev. S 
yes 

o Individuals at high 
risk: . 
-Ev. 4yrs. ~ 

o Sec'ry may . Y:: 
periodically revise 
frequency cOl1sid'g 
age + other factors. 

o Covered only if 
found by Sec'ry 
wfm 2 yrs to be 
approp. aIt. to tlex. 
sigmoidoscopy or 
colonoscopy. 

Frequency 
Ifcovered, Sec'ry 
shall set ftequency 
consistent wI other 
colorectal screening 
tests (and beg'g 
2001, may 
periodically revise 
based on age + other 

?actors) 

Pmnent 
Ifcovered, payment 
limits (incl. nonpar. 
phys'n charges) 
consistent wI 
limits under Pan 
B for dignostic 
barium. enemas. 

i 

s 
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BENEFIT CURBENT LAW ADMIN. BILL THOMAS BILL 

Colorecrtal Screening Covers only as 
diagnostic test 

Covered as determ'd 
by Sec'ry 

Covered after 2002. 
as determ'd by Sec'ry 

Other procedures 
Frequens;x 
o Individuals not at 

hish risk: 
.. No benent under 

age SO 
.. Age 51+: ev. S 

yra 
o Individuals at high 

risk: 
-Ev.4yrs. 

o Sec'rymay 
. periodically revise 
frequency cODSid I g 
age + other fictors. 

FreliJyency 
o Frequency set by 

Sec'ry 
o Sec'rymay 

periodically revise 
frequency consid' g 
age + other factors. 

Prostate Cancer Covers only as Benefit includg;-; 
Screening diagnostic test ($ aigital rectal ~ 

o pf9s:ta.te-sp~ific
antigen<(PSA) 
bloodtest / 

o BegiDljing'2002; 
otlietProCedures 
foundjppropriate 
by th~See'ry. 

( !

Fregyen;:u '/ "&.&.:._-.......... ! / 

oUnd~SO::DO 
benCiit 

/ /r 

o Age 5,1 +: annual 
-///

Payment,/ ,I 

PS~(t6 be J)aid for 
under cliDiCal .­
cliagnosticJtb test fee 
schedu1~s/ 

6 
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CUR.llENTLAW ADMIN. BILLBENEFIT THOMASBnL 

Diabetes Benefits Out-patient self Out-patient self Out-patient self 
management mining manalement training IJl.aIJI&8IDent tpilling 
Covered in hospital.. o Expands coverage 0 Expands (;Overage 
based programs. , to non-hospital L ~ to non·hospnal 

bued programs.L-. 1/ based programs. 
aSec;'ry may set' 0 Payment ami. let 

,,::-parameters on , by phys'n fee 
,'tiufdi'ame for , sdledulewl 
rinin:S, and:, V cansult9

D wi ADA 
:e~gibiJi1:)' ,'1f, I V + other grps 
{provicien/ 

o Payment amt. set V7 
byphys'ntee 1/ 
sdledule wI C-
coDSult'n wI ADA 
+ other grps 

Blood &1UCQB BlOod &luccse BlQod testing strips 
monitor, (jncludml mQDitors (,including 0 Expands (;overage 
testing strips) testins strips) " ~ to all diabetics,_, 
o Covered for insulin­ o Expands coverage. 1 0 ~a~fDased Q~; 

dependent diabeti(;s to all diabetic;s. IY method fori, ~ 
o Based on statutorily o R.eau~payme~t V in~pensjv~ and' 

pres(;ribed fee Jo:,-s.tppsby,le V r~u~ely pW'Chased 
schedule method. ,:percem. eqw~ment. ­

\,..--.-- )- L""--­

Outcome measures , 
o'Sec'iy'SIiiIl- / 
~ 1.""--'

(establish outc:ome 
/ measures to ' 
':eval~e--

t, " • ';
unprovement In , 

/hea1th status Qf~ 
(diabetic bene's. 
ti Bas~d on'out~Olne 

riteasures, Sec'ry, ' 
~)shall Periodically 
(r:ec:ommend 

/coverage' , 
mbdifieations to;
;'Congtess; ~ / 

7 




Differences Between H.R. 15 (Thomas Bill) and Administration Proposals 
for Preventive Medicare Services 

Mammography 

* 

* 

Diabetes 

* 

* 

* 

* 

Pap smears 

* 

The Administration's bill would cover annual screening mammograms for all 
women age 40-49. H.R. 15 introduces no change from the current law which 
covers mammograms every two years for all women age 40-49 (or annual if high 
risk). 

H.R. 15 waives only the deductible for screening mammography. The 

Administration's bill waives both the deductible and co-insurance for both 

screening and diagnostic mammography. 


.. The Admihistration's bill expands coverage for both blood glucose monitors 
and testing strips. HR. 15 expands coverage only for testing strips. 

The Administration's bill would reduce payment for testing strips by 10 percent. 
HR. 15 does not include a payment reduction. 

HR. 15 sets no boundaries on the duration or frequency of the outpatient 
self-management training benefit, and would allow mlY type ofMedicare provider 
to furnish such services. The Administration's bill would cover training services . 
according to time frames set by the Secretary, and defines an eligible provider 
as a physician or other entity designated by the Secretary. 

H.R. 15 includes the establishment ofoutcome measures by the Secretary in order 
to evaluate improvement in the health status ofdiabetic beneficiaries. Based on 
these outcQme measures, the Secretary will periodically recommend coverage 
modifications to Congress. The Administration bill does not include outcome 

. measures. 

H.R. 15 includes a provision for coverage of screening pap smears every 3 years 
(or annual for high risk), including a pelvic exam and cliqical breast exam, without 
a deductible. The Administration's bill does not include apap smear provision. 

NOTE:. It is not clear that this provision ofHR. 15 really provides ~ services. Current 
law already covers screening pap smears ever 3 years (or more often for high risk), 
and we believe that many beneficiaries already receive pelvic exams as part ofan 
office visit (billed with a "diagnostic code"), along with their receipt of a screening 
pap smear. 



.. 


Prostate cancer screening 

* 	 H.R. 15 includes a provision for coverage of annual digital rectal exams, prostate­
specific antigen (PSA) blood tests, and other procedures as determined by the 
Secretary for men over 49. The PSA blood test would be paid for under clinical 
diagnostic lab test free schedules. The Administration's bill does not include a 

· prostrate cancer screening benefit. 

NOTE: We question whether this provision is warranted given inconclusive evidence that 
PSA tests are useful for routine screening in asymptomatic men. 

. Vaccines 

;. * 	 The Administration's bill increases payment for administration of pneumonia, flu, 
and hepatitis B vaccines, and waives the deductible and co-insurance for the 
administration of hepatitis B vaccine (already waived for pneumonia and flu 
vaccines). H.R. 15 does not include a vaccine provision. 

Colorectal Screening 

* 	 There are many differences between the Admirustration's bill and H.R. 15 in the 
areas offecult-occult blood, ·flexible sigmoidoscopy, colonoscopy, and other 
procedures ofcolorectal screenings. ~ 

* 	 Specifically, for barium enema, the Administration's bill would cover individuals 
over age 51, every 5 years (every 4 years for high risk individuals). H.R. 15 
provides coverage only if the Secretary finds, within 2 years, that the procedure is 
the appropriate alternative to flexible sigmoidoscopy or colonscopy. If covered, 
the Secretary will set frequency consistent with other colorectal screening tests. 

· Payment limits (including nonpar phys'n charges) are consistent with limits under 
· Part B for'diagnostic barium enemas. . 

\. 



Comparison Between H.R. 15 (Thomas Bill) and Administration Proposals 

for Preventive Medicare Services 


Major Differences: 

Mammography 

* The Administration's bill would cover annual screening mammograms for all 
women age 40-49. ~,tLt5 iv1tyv~~t\O ~Lht. t'\..L~'a\IV/ 
W\\\c.h ~~'h\~drAN\'S ev~ '2- tJS> -fbr,.aij ~iM~ 4Sjp- 40-+1 . ~ . 

. H.R. 15 waives only the deouctible for sHeenmg ammography. The· ( or AJ)rMJ. If ul't"" 
Administration's bill waives both the deductible and co-insurance for both n~l,"? 
screening and diagnostic mammography. 

Diabetes 

* 	 The Administration's bill expands coverage for both blood glucose monitors /77 ~? 
. and testing strips. HR. 15 e~pands coverage only for testing strips. • 

* 	 The Administration's bill would,reduce payment for testing strips by 10 percent. 

HR. 15 does not include a payment reduction. 


* 	 HR. 15 sets no boundaries on the duration or frequency of the outpatient 
self-management training benefit, and would allow .am:: type ofMedicare provider 
to furnish such services. The Administration's biil would cover training services 
according to time frames set by the Secreatry, and defines an eligible provider 
as a Ph.ysician or ot.her en.titYdeSignated. by t~..seereta.rr.--~.. ' 

~ ~,r2 \'a.-Gl\Vb~:::tt:\O:'"~J.~~,; ,-Qt· oU.~},Otv\.A 'NwL~ ~. 
Pap smears 	 ~~~l1~Va1IA~ r~ft>~ If\. f,\.!ftt,l tA,:>1iru..s 

~~: atl~~\1C~ 1CW'\.ej ¥ f. ~~J/J2torWr\UtA ' 
* 	 HR. 15 intluae~ a ~ovision for c erag~ fo screening pap Chery 3 years ~ 

(or annlJal for high nsk), mcludlng a pelVIC ex.am and chmcal breast exam, Without to-t~ 
a deductible. The Administration's bill does not include a pap smear provision. 

NOTE: It is not clear that this provision ofHR. 15 really provides new services. Current 
law already covers screening pap smears ever 3 years (or more often for high risk), 

. arid we believe that many beneficiares already receive pelvic exams as part ofan 
office visit (billed with a "diagnostic code"), along with their receipt of a screening 
pap smear. 

http:1CW'\.ej


... 

Prostate canCer screening 

* H.R. 15 includes a provision for coverage of annual digital rectal exams, prostate­
specific antigen (PSA) blood tests, and other procedures as determined by the 
Secreatary for men over 49. The Administration's bill do~ot include a prostrate .. 
cancer screening benefit. ~ 1"\..t.M4~ 	 . 

NOTE: We question wehther this provisoin is warranted given inconclusive evidence that 
PSA tests are useful for routine screenig in asymptomatic men... 

Vaccines 

* 	 The Administration's bill increases payment for adminstration of pneumonia, flu, 
and hepatitis B vaccines, and waives the deductible and co-insurance for the 
adminsitration ofhepatitis B vaccine (already waived for pneumonia and flu 
vaccines).H.R. 15 does not include a vaccine provision. 
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ongressional 
onsultants 

206 G Street, N .E. 
Tel. (202) 544-6264 	 Washington, D.C. 20002 FAX (202) 544-3610 

October 22, 1996 

Chris Jennings 
Special Assistant to the President for Health Policy 
Old Executive Office Building 	 . 
Washington, D.C. 20500 

~ 
Dear Mr~ngs: 

Thanks for meeting with National Osteoporosis Foundation Executive Director Sandra 
Raymond, Bente Cooney and myself on updating the Medicare Carriers Manual on diagnostic 
testing for bone mass measurement. 

Enclosed please find a copy of an article from CDC's Morbidity and Mortality Weekly Report 
entitled "Incidence and Costs to Medicare of Fractures Among Medicare Beneficiaries Aged 
>65 Years - United States, July 1991-June 1992," which strengthens the argument for updating 
the Carriers Manual now. 

The first paragraph of the article summarizes the findings: 

* 	 An estimated 850,000 fractures occur annually in the U.S. among persons aged 65 and 
older. 

* 	 Osteoporosis is a major cause of these fractures. 

* 	 Approximately 25 million persons may be at increased risk for fractures because of low 
bone mass. 

* 	 During 1986-1995, annual medical care costs for fractures among older adults ranged 
from $7 billion to $10 billion in 1986 and to $13.8 .billion in 1995. 

* 	 Excess costs to Medicare for the ten incident fracture types analyzed in this study 
represent 3% of all Medicare costs for 1992. 

* 	 With a concomitant increase in the proportion of the U.S. population at risk for age­
related fractures, excess costs to Medicare for fracture treatment are likely to increase 
steadily. . 



Given the enormous and increasing cost to Medicare from fractures due to osteoporosis it 
would appear that a very compelling case can be made for updating the Carrier Manual' 
instructions now on bone mass measurement diagnostic testing. The 1984 manual instructions 
do not reflect the current technologies nor do they provide the carriers with guidelines on who 
should receive the diagnostic tests. Appropriate FDA approved technologies exist to measure 
bone mass and FDA approved treatments are available to increase bone mass and thereby 
reduce the risk of fractures. 

The National Osteoporosis Foundation has developed' clinical guidelines for measuring bone 
mass which will be sent to Steven Sheingold, Director, Technology and Special Analysis Staff. 

In light of this CDC article and the availability of clinical guidelines, we would urge you to 
contact Kathleen Buto about updating the Carrier Manual' instructions on Medicare 
reimbursement for diagnostic bone mass measurement. 

Please let us know what you plan to do by contacting Gwen Gampel at the above address. 

Sincerely, 

~~ 
Gwen Gampel 


Representing the National Osteoporosis Foundation 


Enclosure 

CC: Steven Sheingold 
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.,., Incidence and eo.s to Medic;afle 
, of Fr.iIc.1Ures Among Medicare' . 

. • Benefici'ariesAgt:d ~ Veats 
..., T_ L.eedin9 Nationally NolifiablCl 

Infec:tiou~ Di:oeaws - U.S. 
81M 	 Huntin,-.,AMOcioted Injuries 

and ~Bring ~Hu~r- Onlngf!;' .. 
CIOfhing Ne>o¥ York, 198!J-19!J'S 

..., 	Papulation·Based P'naienee 
Of Perlnat. Exposure to Coc;airw -
Georgie. 199& . 

... Notices to Readers 

1JU:idence apd Costs to Mea,"re of Fractures 
Among Medicare Benefkiaries,Aged ~Years -.. 

United States.. July 1991~e 19.92 

An estimated 850.000 f(acturl!~ QCcur annually in the United States among persons 
aged ;'diS YEarS C1.2). Osteoporosis. an :lg8·assoCiatod condition re~ulting' in de­
creased bone deosity. is a major caUS9 of these fractures. which typicallv result from 
a fall to the floor (2 };approximatety 25 rnillion persons may be at increased riSk: for 
fraaurebecause of low .bone mass (3). Outing 198&-1995. annual medical-care costs 

. for fnu::tures among older adults ranged from $7 bOlion 10$10 billion in 1986 (4) to 
$13.8 bifJion in 1995 (5). To determine rnorQ acCuratelY tho incidence of fractures at, 
10 anatomical sites among persons aged ;a65 years duril"lg July 1991~June 1992 and 
to e:!l1:imate the excess costs to Medicare of these fraCtures 'during the'l·year period 
follOwing the fracture. claims data were analyred for a 5% systematic sample 
(n=1.288,618) of MeClic31'e beneficiaries. This report summarIzes tt,le findings. which 
indicate that excess costs t'o Medicare- for the 10, ineidenr fracture types represent 
3% of all MediCare costs for '992. , . , . . 

Medicare is a national' health insurance program that inclu(1es coverage for 
_ persons aged ~5 year:.. and the Medjcar~ dataset comprises claims for 97"0 of' 

persons in this age group (6). Medicare data' include claims from inpatient hospitals, 
physicianslsupplief$. outpatie-nt-eare facilities. skilled-nursing facilities (SNFI. home­

, . health agencies. and hospice care. Claims files for hospital inpatienlSentices. outpa­
tient hospitals, and physicians' serVices wore reviewed to irUmtify persons 'with a 
single fracture at one of 10 sites: anlde, nonankfe tibia-fibula, patella. nonhip femur. ' 
hip, pelvis. distal forearm (wrist).· nonwr,ist radius-ulna, sJ:Iaft-distal humerus. and 
proximal humerus. These'persons were identified through use' of mgorithms employ­
ing fracture diagnosis codes from the intemalional Classification' of Dis8SseS, Ninth 
Revision" Clinical Modification '(ICD-9-CMJ. and current procedure codes indicating a 
partiCular treatment for fracture (6,7), . . .' 

Denominators used to compute incidence rates were obtained from'the annlJal 
Medicare denominator files ,that include demographic and entitlement infonnation for 

. the beneficiary population. Incidf!Jnce rates were age"adjusted by l)-yearage groups to 
the 1990 U.S. population. aged .~65 years. FraCture incidence was analyzed by race 
Decause,previou5 studies have documented race-specific differenc~s in age-related 
fractures. The race categories (black. white,' and "otherjunknown) inCludea In this 

. U.S. DE~ENrOF IEALTK AND HuMAN SERVICES I Public HeaJrh S6tvice 

, " 
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Fl'aCtures - Continued 

analysis reflect categories COded in the MeaiCare dataset. Data were excluded for per-. 
50.,S with incomplete information (Le.• heal'lh-mainte.,anc:e organization enrollees, 
Railroad Itetirement Board e.,rollees, non-U.S. re~idents, and persons without con­
tinuous pan A and patt B coverage), with bone cancer, or with evidence of previous 
fracture (i.e•• prevalent fractures). . 

Costs to Medicare were determined for the 10 types of incident· fra l%Ures by using 
claims tbta liRing the amount relmburseaby Medicar'e (including per diem .adjust­
mentsfor inpatiem and SNF care) (8). Two types of costs 'were calculated for three 
specifiC time intervals pre- and post-fradure: the 6-monttJ baseline before fracture. an 
initial 12:-week episode of care (Le .• the usual healing time fOl' a simple fr.ilcture), and iI 
~week follow-up period. Mean costs to Medicare per person per day were computed 
for each of the 10 fracture sites, and excess costs per person were determined bV 
comparing costs during the initial episode and follow:up periods to baselinC!' costs for 
the 6-month period before fracture. Exce$$ costs for each fracture site were extrapo-­
lated to the entire population that met the criteria for inclusion in this analysis.. 

Incidence Rates 
From July 1991 through June 1992" a total of 26,785 Single fractures at the 10 sites 

were identified among the 1.288.618 M~dicare beneficiaries in the 5'10 sample 
- ~(T.able 1J. Hip fracture occurrea' most frequently (incidence rate: 73.9 per 10.000 papUa 

lertiont fOllowed by fracture of the wrist (37 .8) and of the pro)(imal humerus (21.8). The 
. 	incidence rate was lowest for fracture of the patella (5.5). Sex-specific rates were 


higher for women than for men for all fracture Sites and for aD races: race-specific 

rates were higher for whites ,(han for blacks and other/unknown races for all fracture 

sites; for most fracture sites. rates were Ilighest for white women ann lOwest for 

bracts. 


Cod 01 Fractures 
From July 19.91 through June 1992, the mean daily cost to Medicare for a benefici· 

ary was greatest during the illitial12-week period following a fracture; the daily costS 
were highest for persons with a fracture ofthe hip ($191.50) and of the lower femur 

. ($153..98) (Table 2), Mean naily costs were lower duriog the 4O·week: follow-up period: 
however. for most fracture sites, these costs were higher than mean daily costs duting 
the 6-month baselioe preceding the fracture. Total excoss costs to Medicare for a per­
son during the year following a fracture ranged from $1564 foUowing wrist fracture to 
$15,294 fonowing hip fracture. The total excess cost to Medicare for the 10 fracture 
sites among beneficiaries aged ~65 yeam meetinginclusionary criteria was $4.2 bil­
lion; $2.9 bilfion (69%) afthis excess was associated with hip fraaure(Table JJ. 
RepQrCed by: JA 89mn. MD. lJepr of NIscIicine, and Dept of Community and Family M~icine. 
J 	Btmetr, MSc, IJept of Community and Family Medicine, Danrnt>uth Medicsl SdlOoI. Hanolter, 
New ""rripshif'8. M Btfrger, MD. Merck & Co.... Inc., West Point Pennsylvania. prevention 

_ 6tfectivette$l Ac;tiviry.. OJ,, of Pl't!'venrion Research Bnd Analytic; Merhod$ (proposedJ. Epidem;o(­
0," P,Ofl"" 0fflC2; DhI 01 Adult 3f'Jd Commun,ry Hesl(f), Nar;onal Center for CJuonic Di$esse . 
PrtfVf!fJtion end HellM 'romotion., CDC. . 
Editorial Note: The overall national incidonce of fractures cannot be readily estimated 
because many tYpes of fractures are treated in outpatient suttings. wh ich 3(0 not 
linked to integr'ated databases (3). For Medicare benefICiaries aged ~5 years. how~ 
ever. tha Medicare dataset provides a means fot estimating the occurrence and CostS 

of fractures among nearly the entire popul\Jtion; and for fractu re tYPes not previously 
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.TABLE 1.ln.ld.n•• rile" ollr.,lur ...mang M.dlc". ~"lcl..l...gad 285 Y"". by frac:tul"~" r•••,!and ... - Unltld I ~ .Stltll, July 1991-June15921 ' . ' ,I)'Anld. ,- HOl'llnkle ti'bt..flbull - p,."n. - - ~ Nonhl, flmUf - Hlp ...... 
In.tA12) , "'.." (n.712) In.n4' ",.:1(1.1Itl <1\ 

Ch.r.ottll.U. R.te I.KCI') Ra'. RIota (t5%CII !bte (1&'" CIj Rate '1&lJr.al I"')I""en ~ 
RI.. 


Whihl 19.2 !18.4-2~. 11 7.S I 7.0.- 8.1) 6.& ( 5.'- 6.11 e.g I 8.3- 7.41 77.4 
 mU-7U) i'
Bleck 16.S [13.2-11.41 7J) ~ 5.3- 8.8) U I u- 4.1~ a.8 ( 5.1- 1.51 37.Q (33.2-4C.~) a 
Other/Un known , \7.6 113.3-U01 4.1 1,1.9- 11.3. 4.6 12.1-6.71 Ui ( 2.1- 8.9) S4.8 (49.2-&3.31 . 

tile 

Mil, 10.2 ( 9.3-11.:n 3.7 I 3.'- Ul U ( 2.0- 3.01 2.1 I 2.6- 3.4) 411.0 (45.1....&0.OJ 

Fem4lit 24.& 12U-2a.Oj U:i I B.8-10.3) '.4 ( S.'- 8.1)1 - B.B ( 8.2- I.S) 88.0 i8a.0-90.1l 


101.1 ~8.' 111.1-1•.7} ., .. I ...... UI 1.5 !U-U) i I.'· 1.3) U .• ('11.4-15.41 

".Ivla DiNI for..,m (wrilt) Non.wrl.t "dILl.·wr". 8111ft dl,ta1 hum.flla Proximal MlA'ntrui 

(",.,,") 1"lI48lOl 1"11\'1<10) tn=ll1) Inc4101l 


Cf1trafl1'rl.'io A.t. 185% C11 At.. ItIi~CII P.l1II ~H%Cn A_t, IIHlCIl Rltl . II5~al I: 

Raea 


W,",it9 '3.7 (13.0-'\4.41 au l38.4-40.8l a.s I 8.2- &.4) 6.0 ( 6.0- 7.0] zu m.O-23.1t). 
 1. 
Bleck !i.3 , 3.8- 6.8~ n.;J t14.6-20.01 3.2. , 2.0- 4.4) 3.1 ( 2.4- s.cn '.8 I 5.S- 9 .• 1 . 
Cther/lJ1 knawrl 11.3 , I 7 . .5-18.2' 33.S m.2-IUJ 7.2 I 4.3-'0.'l 6.::1 r 2.7- 8.0) 22.7 117.4-27.9) 

Sac 

Mall 5.1 ~ 4.4- 6.111 11,1 "c,?-u.n ~U: ( 3.1- 4.3) - i.2 I 2.7- 3.81 11.5 ( 8.5-10.4) • 

Femele 17.3 (16.~-1S.21 &4,1> 1'52.4-51).7) T1.4 ('O~e-12.21 8.1 I '.4- 1.71 21U . (28.0-)0.4) 


Tot.1 11.0 111.40-1'.71 11.' tl1.1-1'.11 t.e ' ( 7.1- U) '.2 I Ii.'" •.') /21.' (2~.~2.8) 

• Pllr lCl.OOD MediuI8 bIU'llJlici.riel. ASiG-ldjul~'ci by i·year alll groupe tc III. 1.9'0 U.s. po~ul.lion egiKl 2:85 yltar•. 

I Ths r,ca catt.goliu 11l1,cIe. whire, Ina oTherfunxnown) inclu~'<fintniunIIVli. rd.", cll.aortes coded intnc Mldic:ar. dltnec• 

• Cata were InelVled fIn a ~% Ilflrematic 5.lngle (4'1-1,288.5191 of M.dieare &8nllliciariet. Oat. ~.rlt ,x=Il.Ided fQ[ person. wilh incompl9rl Information Il.e., 

he.llh-mfinunanflt o19anization erl/oUau, lbilr0'8d Retirement Botra enrolla ••• non·U.S. ullid'enls, and persons wi1haul conllnllOus part A Inci f:lSrt B 

COVltt;.). with !)ane "ncar, or with 8vide ncr; of previous frecAura ILl., prevsllnt frl.ct~ras'. 


'Canflc!.nc:a interv,!. 
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http:O~e-12.21
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http:2.7-3.81
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TAStE 2, E.tlmltad mlln dilly colt, end .ltlmated 1otal,.xc'lI Cllltl,to Medlclr.- per .,erlon"or t:I'naf~l.d•• aged ::I'! 

~85 Y'11'1 with an Incld.ntfraoturl, by fractur••tta- Unlttd Stites,JuJy ;S91-Juna 'SUt , . § I 
Diltll 

Non'l'Iklt Nonklp . fOf..rm NonwlJrt Shtft dilUI Pr.~ltnll t! 
TVp••f C.d' Ank!. tI"II.m."l. Palill. femur Hlp PiMa hMlltl ,.dlv.-yln. h&lmlrlll hllmlr. I 

Tim. p.rlod In-.2247' ,,,..7'6zt (".,,~.. In.15I'1) (n.40W5) In-ta} ("...., In-l4771In"1
."..oe)

MNn dlilv caet ~ 
§.Banliu 

18 mo It pr..ftlO'tLi/lti $ 5.14 S 12.14 S 10.47 $ ~O."3 $ le,16 S 18'.31 , 9.00 4 1M3 I 12.2C1 S 12.22 !
12 w'u llorMnclurs 47.7 1 82.01 154.00 '63.91 nag 83.62 2MB auo 58:88 51.''13 

13--52 wIIs POS'l- . 


fractute .13.37 17.96 1!1.n 20.52 18." 16.n 12.48 '3.19 16.63 15.38 
Total 1)1.... IOit 

1 Z wk. p~·fr.cture 3.i40.00 5,8".00 3,856.00 1',218.00 14,72!l.OQ a.a21.00 1,584.00 2,460.00 <I,SiUO 3,'3S2.0Q 
1HZ wk. po~·

fracture ',188.00 1,438.00 '.31".00 25,00 686,00 ,-414.00' . 179.CC1 1,OU.OO 1,~27.00 1,163.00 

lotll.x.o....
00'. 1)..52 wilt 
po.t·fl'ldur. MJZUO 11,141.0C ... ,en ,0 !) 1",14.2.00 115,2.4.00 IS,IGUO 1Z,5".Q~ luoa.co 11.8'''.00 14.5'5,00 I·Medicara cost•• ,ethe amOl.lntl lhe program ~eidjn5titu'icru (inpIUutholpilals, olllpaLi.nt hOIPftalr., IkiU.d-nurlrn~ 'seilllre., ~ome-".alill aene;." 8Jld 

ho.picas) ar providllr, rphyaicieru/luppli.1II. Tnu. cod' inolude COll<I for JraQu,u plu\I .:rat" eosll 01 complltation. or comalilid cCiMitIOr'lS. Excats 
coer. Wfra calc:ulltad bV lubtraC1fng ~a.ljn8 COltt from post.fracture colot... '~., , 

'Cat. ware analvzacf lor, S% .yl1tma1ia IImjlle (n_' ,288.'18) of Medlur, bene'ic:iariel. Ottl Willi lu(clydad for pal'l)hS with incorr.plete information (i,I., 
he.lth-maintallllnc:e organlzllion 8nroll'~I$, &ilra.ad Aetitement Board tmollul, non·U.s. ralleluls, and persona wilhout conlinuoul pan A tnd JMrt 8 
co.... " 9f), wirh bone Clnrer, 0' with t'lldanc:. of prevlOUI1nctuie Ii,e" prtVllllnl f[IClarll). The ',ampl••iM fOI each 'vpa or rr.c:tU18 in thi, tibia it lowe: 
thar} In Tebll I tilCILJle of tne exclulioll of P',rr.CN wil" t,wer than 6 month. of dal' bafort (hi f"c:tufe. ' 
INegl~iv. 8)(1115 calt.. durin9 the ~O-wea. follow.up period may ,be 1ht (nul! of I MiSh pr¢pOTIiQIl of d91tPlS among persons \Vilh a 'p.I~i. rrac:turl. 

, 
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TABLE 3. E,Umlted totl••KCII~ cOltl to Medlcar,- for beneflcllrlel agad il!fI& y..... who m~ the Inc!Ullonlry crlterl. and 
. hid In Incident fracture, by fracture 'itt, - United Stat••, July 'S91-June1992t . f ~ 

D_1I1 S"lft ~ ~ 
NonlAkh Non-hlp fo,.,m. ~o"wrin' ell....1 " ..1m" I ,

Trm. I!;!Jloal'· A....I. ~bl.·lbu'l "UII. 11m.... )o4;p ,,1...(, . (wd.tl- ridll...loIjn,. humer-..a hwmerwi Totil 

T2 win poll4.1taCll.ln '4& P4 44 189 2,71SZ 1U 140 43 59 18& 
 i ~~,'D'
J3~2 INki pa$t·fractu rs '54 23 18 Q 101 -13- 86 18 16 !is IN 
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IOlta 0-52 wka put- a 

fl'l101tut n. 117 JI ..,.1 ·2,,851 ,.11 ZZI 11 74 224 4,117~ 

tin mlfllons of clJll.(s. Mtdlclre COli' ar& Ihe .mounb ttl& proaram paid InltlWliona (in~atj.nt hOf1)it.r., QutPltilJllt hoapi!al., skilled·nursln; hct iti... 

homl·!lll'th aS8l\ciu;. Inel hOlpicel) or praylderr. (phVlici"nllaJppn.,..,). ThUG colis ineJl.lda colt, for Ir.~ur,. plul excel. coni 0' complication, or 

comorbid condllions. UUN cents Win calculated by tLlbtractina pluelille coata from pall·lraClUte ca.ts. . . 


'ella Wire anet,([ld far a &% Syst"Mltic sampl, (n.',2BB,SlI) 0' ""ed1cart blll1afic:ilriu. 0.11 Wlrt excluded lor plrson$ ""ith incomplete in'ormatron (i.e .• 

l'1ultll·maintenllnce organization Inlotraes, Railroad R.Urament 80lrd enrollau, nan·U.S. ,alldlllltll, and persons withovt continuous part A end part B. 

coverage), With boonlt Cln.cat, orwith .Yidanee of pr....ious fracture Ii.... preva:enl 'raCCuras). 


I Nllil81iIJa IIl1ee.. cosh durin; tht 4CJ...week follow-up pericd may be the rnull af II high propoJ1ioR gf dealh, among person. with I ptM. 'ractura. 

ITh, .ow latar diffe,. 'rem tM ~ollJmn total b.eau•• of raundlng. 
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ch~racterized. The race- ~lnd sex-speCific fracture incidence rates in this report reflect 
known differences in bone density between the sexes and among radal groups. 

__	For example. women have lower peale; bone density ana lose bone more rapidly than 
men; Similarly. whites have lower bone mass and may lose bone more rapidly than 
blacks (2). These findings also highlight the increased risk among older women­
particularly white women-for fractures later in life. 

The total excess COl.'!s to Medicare for all fTacture sites combined (54.2 billion) 
represent 3%. of the total annual federal outlay for the Medicare program for 1992 
($138.3 billionJ (1). However. the excess costs to Medicare described it, this report 
represent only part of the total costs of health care for fractures among the elderty; 
these excess costs omit benefiCiary deductlbles. copayments. anQQther out-of-pocket 
expenses CB) and estimates for p91'S0nS excluded from the study. The number of per~, 
sons aged;a65 years is projeaed to increa$e from 32.0 million to 51.5 million t1uring 
199G-2020;with a concomitant increase in the proportion of the U.S. populatiOfl at risk 
for age-related ffactures, excess costs to Medicare for fracture treatment are likely to 
increase steadily. Future estimates oftne~st impact Of fractures also must consider 
th8!1i:e additional costs to the h&alth-c.are system and social cozts related to fuoctiollal 
impairment and disability resulting from fractures. ' 

The findings in thi~ report include cost estimates to Medicare for several fracture 
tYpes tor which specific costs have not previousiy been characterized. Vertebral com­
pressions. which are among the more, common fracrutes among older per~ons. were 
not included in this study because ons~ often is gradual and painless; in addition. 
because there are no uniform diagnostic criteria for vertebral compressions. these 
fractures are likely to be underreported. 

_. 1"he findings in this report emphasize the need for further characterization of modi­
fiabla risk factors for fractun;!s at specific sites and improved interventions foc fraCture 
prevention. Strategies for primary pr~vention of fractures optimally Should include 
maXimizing bone density during adolesc~nce and young adulthood through meas­
ures such as promoting a calcium-rich diet and physical activity, and later in life. by 
reducing fall~. Current efforts for primary prevention. which have especially been oj· 

. reeled toward perimenopausal white women. include promotion of adequate dietary 
intake of calcium. r~gularweight-bearing physical activity, avoidanc~ of smoking and 
excess alcohol coosumption. and elimination of host and environmental causes of 
faUs (e.g .• poor balance or household obstades. respectively) (2,9,10). Strength and 
balance training also may effectively reduce the incidence of falls and subsequent 
fr~ures among older adults (9). strategies for secondary preventiOn for high-risk 
postmenopausal women include bone--density screening; hormone-replacement ther­
apy; or for women with low bone density, the uSe of agents that retard bone resorp­
tiOn (9). Reductioo of fractures among the elderly requires increased awareness 
among the public and health-care providers' abollt thiS probh!m. therapies, and modi- , . 
liable riskfaetofS. 
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