March 8, 2024

House and Labor and Commerce Committee
The Alaska State Legislature
120 4th Street
Juneau, AK 99801

Re: Support of HB 285

To Members of the Committee:

There are two areas of this bill that stand out to me. First, diagnostic imaging after an abnormal screening mammogram should be covered by insurance and easier to afford. This is already after we’ve detected an abnormality on screening mammogram and the abnormality needs to be evaluated further. You will have other letters and testimony showing evidence this is appropriate. 

The second issue, which I will expand on below, “supplemental breast exam” for the insured’s personal or family medical history of breast cancer or other factors that may increase the insured’s risk of breast cancer. 

Lifetime risk of breast cancer among average women without a significant family history of breast cancer is 12-13%, 1 in 8 women. (1)

There are several models that calculate your lifetime risk of breast cancer that take into account family history, breast density, previous biopsies, menarche, age of first live birth and other factors. Residual lifetime risk of breast cancer greater than 20% by one of these models (eg. Tyrer-Cuzick v8, BRCAPRO, etc) moves the patient from an average risk screening category to a high-risk screening category. (2)

For high-risk patients, the National Comprehensive Cancer Network (NCCN) Guidelines; Breast Cancer Screening and Diagnosis, updated often and most recently March 2023, recommend a clinical encounter/exam every 6-12 months, possible genetic testing, annual screening mammogram with tomosynthesis, annual breast MRI with and without contrast or substitute contrast enhanced mammogram, breast awareness and risk reduction strategies. (2)

A Position Statement in 2019 by the American Society of Breast Surgeons recommends that women with average risk of breast cancer should initiate yearly screening mammography at 40. Women with higher-than-average risk of breast cancer should undergo yearly screening mammography and be offered yearly supplemental imaging with breast MRI being the preferred modality. (3)

American College of Radiology supports starting annual screening mammogram and subsequent diagnostic imaging if needed starting at age 40. Those with a calculated lifetime risk over 20% should be starting MRI surveillance as early as 25-30. (4)

Breast tissue is made up of a mixture of fibrous, glandular and fatty tissue. If a patient has a lot of fibrous or glandular tissue but not much fat, the breasts will be considered dense as determined by the radiologists reading the mammogram. Having dense breast tissue makes it more difficult for doctors to identify cancers on mammograms as dense breast tissue is white on a mammogram but so are benign and cancerous pathologies. Patients with dense breasts need mammograms but other screening modalities such as breast MRI and contrast mammograms may be able to identify a cancer not otherwise seen on a mammogram. As these tests are very sensitive, there is a risk of false positives requiring additional biopsies to the breast which can be anxiety producing, painful and add extra cost. (5) Nevertheless, the opinion of most clinicians who treat breast cancer and patients who are high risk and/or dense breasts, should be able weigh the risks/benefits of additional screening without wondering if they can afford it. 

The goal of SUPPLEMENTAL IMAGING is to catch cancers as early as possible. Patients diagnosed early have over a 90% survival rate compared to cancers that have spread to the axillary nodes or have spread to the rest of the body. (6) In addition to increased overall survival rates, costs of treating earlier stage cancers are less than more advanced cancers. There are variabilities in costs depending on insurance status and location but a compelling retrospective review from 2016 from the American Health and Drug Benefits Association looked at claims data for over 8000 commercially insured women with breast cancer and focused on stage related average per-person cost of treatment. From diagnosis to 12 months post diagnosis, stage 0 breast cancer patients (ductal carcinoma in situ) costs were $60,637, stage one and two costs $82,121, stage three costs $129,387 and stage 4 costs $134, 682. The cost categories included inpatient and outpatient breast cancer surgery, all costs on the day of infused chemotherapy, oral chemotherapy drugs, radiation therapy, other prescription drugs and other medical costs. These findings strongly suggest that the costs of treating breast cancer could be meaningfully reduced by earlier diagnosis and treatment. (7)  

Private and commercial insurance typically pay for one screening mammogram per year. Most of the supplemental diagnostic imaging for high-risk patients and patients with dense breast tissue are more expensive tests (MRIs and contrast enhanced mammograms) that insurance does not automatically cover. Patient costs can be several hundred to several thousand dollars depending on copays, deductibles and out-of-pocket expenses. This can be prohibitively expensive to many patients who qualify so many patients decline the supplemental exams due to financial burden. And this isn’t a one-time expense. Patients who need these exams are getting them annually. 


In conclusion, I encourage the support to pass House Bill 285. This important legislation will improve access to diagnostic and supplemental imaging to all Alaskans being screened for breast cancer. This will lead to better outcomes for patients in Alaska. Thank you for your attention. 


Sherry Johnson, DO, FACS
Fellowship Trained Breast Surgical Oncologist
Alaska State Chair for the Commission on Cancer. 
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