Sample Appeal Letter for Breast Reduction and/or Lift with Prophylactic Mastectomy
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HEALTH INSURER
123 Insurance Way
Anywhere, IL  012345
DATE
RE:		Claim # XXXXXXXXXXX
Insured:	NAME (ID# XXXXXXXXXXX)
Claimant:	NAME (DOB Mo-Day-Year)

To Whom It May Concern:
I am writing to appeal the decision to deny coverage of a [breast reduction and/or lift] in conjunction with my prophylactic bilateral mastectomy and reconstruction. Genetic testing confirmed that I carry an inherited genetic mutation that puts me at significantly increased risk of breast cancer.  The U.S. Preventive Services Task Force (USPSTF) Risk Assessment, Genetic Counseling, and Genetic Testing guidelines give a “Grade: B” to screening women who may be at high risk of breast, ovarian, tubal, or peritoneal cancer. “Women with positive screening results should receive genetic counseling and, if indicated after counseling, BRCA testing.” A number of other mutations conveying similar risk of breast cancer have been identified.
The clinical value of identifying people with a high risk of cancer lies in an individual’s ability to access appropriate, evidence-based screening and preventive services that lower that risk.  As such, USPSTF guidelines indicate, “risk-reducing surgery (e.g. mastectomy or salpingo-oophorectomy) is a recommended intervention for “women who are BRCA mutation carriers” [Exhibit A] and state the benefits of risk-reducing surgery [Exhibit B]. 
The National Cancer Institute says, “Bilateral prophylactic mastectomy has been shown to reduce the risk of breast cancer by at least 95 percent in women who have a deleterious (disease-causing) mutation in the BRCA1 gene or the BRCA2 gene and by up to 90 percent in women with a strong family history of breast cancer.”[footnoteRef:1] There is broad consensus among clinical organizations about the benefits of risk-reducing surgery in women with genetic mutations or other high-risk factors.  The National Comprehensive Cancer Network (NCCN) [Exhibit C], American Congress of Obstetricians and Gynecologists (ACOG) [Exhibit D], American Society of Clinical Oncology (ASCO) [Exhibit E], National Cancer Institute [Exhibit F] and others recommend bilateral prophylactic mastectomy, also known as a risk-reducing mastectomy (RRM), for women with a high risk of breast cancer.    [1:  Surgery to Reduce the Risk of Breast Cancer (www.cancer.gov/types/breast/risk-reducing-surgery-fact-sheet)] 

The Women’s Health and Cancer Rights Act (WHCRA) requires most individual and group health plans to pay for breast reconstruction in conjunction with mastectomy. The Department of Labor specifies, “…nothing in the law limits WHCRA rights to cancer patients.” In other words, any woman undergoing a mastectomy deemed to be medically necessary is entitled to “all stages of reconstruction of the breast on which the mastectomy was performed, surgery and reconstruction of the other breast to produce a symmetrical appearance, prostheses and treatment of physical complications of the mastectomy, including lymphedema.” [Exhibits G and H]

Every woman’s body is unique so the reconstruction process is not “one size fits all.”  To accommodate these differences, most health insurers cover various types and phases of breast reconstruction associated with a mastectomy [Exhibits I and J]. No one wants to undergo a mastectomy, but a satisfactory outcome is not too much to ask.
Reduction mammoplasty and mastopexy before or following a risk-reducing mastectomy and reconstruction have become the standard-of-care for certain patients over the past decade. Numerous studies confirm its safety, efficacy and successful outcomes in women with breast ptosis.[footnoteRef:2],[footnoteRef:3],[footnoteRef:4]	 [2:  Prophylactic Nipple-Sparing Mastectomy and Direct-to-Implant Reconstruction of the Large and Ptotic Breast: Is Preshaping of the Challenging Breast a Key to Success? Gunnarsson GL, Bille C, Reitsma LC, et al. Plastic and Reconstructive Surgery: September 2017 - Volume 140 - Issue 3 - p 449–454.]  [3:  Breast Reconstruction Using a Staged Nipple-Sparing Mastectomy following Mastopexy or Reduction. Spear S, Rottman S, Hannan CM, Seiboth LA. Plastic and Reconstructive Surgery. March 2012, 129(3):572-81.]  [4:  Prophylactic Bilateral Nipple-sparing Mastectomy and a Staged Breast Reconstruction Technique: Preliminary Results. Tondu T, Tiessen F, Weibren T. Breast Cancer. 2016; 10: 185–189.
] 

Mastectomy-related breast reconstruction can significantly affect an individual’s body image, self-esteem, and quality of life. WHRCA exists to help ensure that women have a choice and some sense of control when faced with a mastectomy, allowing them to work with their healthcare providers to choose the type of reconstruction best suited for them. 
My surgeons have determined that reduction mammoplasty and mastopexy are medically necessary to achieve optimal reconstructive results. Without these procedures, I am more likely to experience complications, which will ultimately result in higher costs for my reconstruction. It is much more logical and cost-effective to trust my providers in their conclusion that this is a crucial step in my reconstruction given my breast size and shape.
In summary, a breast reduction and lift are a medically necessary stage in my mastectomy and reconstruction. I respectfully request that [insurer name] cover this surgery. Thank you for your consideration. Your prompt attention to this appeal is greatly appreciated. 
Sincerely,
[Signature]



Exhibit A


Source: Figure2 - https://jamanetwork.com/journals/jama/fullarticle/2748515?appid=scweb&alert=article

Exhibit B
[image: ]
Source: www.uspreventiveservicestaskforce.org/uspstf/document/evidence-summary/brca-related-cancer-risk-assessment-genetic-counseling-and-genetic-testing


Exhibit C 
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Exhibit C (continued)
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Exhibit C (continued)[image: A screenshot of a medical document
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[bookmark: _Hlk120901725]Source: https://www.nccn.org/professionals/physician_gls/pdf/genetics_bopp.pdf


Exhibit D
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  Exhibit E
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Source: 
www.asco.org/practice-guidelines/cancer-care-initiatives/genetics-toolkit/management-individuals-increased



Exhibit F
[image: ]

Source:  www.cancer.gov/types/breast/risk-reducing-surgery-fact-sheet#q9



Exhibit G[image: ]

Source: www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/faqs/whcra.pdf

Exhibit H

Women's Health and Cancer Rights Act (WHCRA)
The Women's Health and Cancer Rights Act of 1998 (WHCRA) is a federal law that provides protections to patients who choose to have breast reconstruction in connection with a mastectomy.
If WHCRA applies to you and you are receiving benefits in connection with a mastectomy and you elect breast reconstruction, coverage must be provided for:
· All stages of reconstruction of the breast on which the mastectomy has been performed;
· Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
· Prostheses and treatment of physical complications of all stages of the mastectomy, including lymphedema.
This law applies to two different types of coverage:
1. Group health plans (provided by an employer or union);
2. Individual health insurance policies (not based on employment).
Group health plans can either be “insured” plans that purchase health insurance from a health insurance issuer, or “self-funded” plans that pay for coverage directly.  How they are regulated depends on whether they are sponsored by private employers, or state or local (“non-federal”) governmental employers.  Private group health plans are regulated by the Department of Labor.  State and local governmental plans, for purposes of WHCRA, are regulated by CMS.  If any group health plan buys insurance, the insurance itself is regulated by the State’s insurance department.  
Contact your employer’s plan administrator to find out if your group coverage is insured or self-funded, to determine what entity or entities regulate your benefits.
Health insurance sold to individuals (not through employment) is primarily regulated by State insurance departments.
WHCRA requires group health plans and health insurance companies (including HMOs), to notify individuals regarding coverage required under the law. Notice about the availability of these mastectomy-related benefits must be given:
1. To participants and beneficiaries of a group health plan at the time of enrollment, and to policyholders at the time an individual health insurance policy is issued; and
2. Annually to group health plan participants and beneficiaries, and to policyholders of individual policies.
Contact your State's insurance department to find out whether additional state law protections apply to your coverage if you are in an insured group health plan or have individual (non-employment based) health insurance coverage.
WHCRA does not apply to high risk pools since the pool is a means by which individuals obtain health coverage other than through health insurance policies or group health plans.
WHCRA does NOT require group health plans or health insurance issuers to cover mastectomies in general. If a group health plan or health insurance issuer chooses to cover mastectomies, then the plan or issuer is generally subject to WHCRA requirements.
Note: A non-Federal governmental employer that provides self-funded group health plan coverage to its employees (coverage that is not provided through an insurer) may elect to exempt its plan (opt out) from the requirements of WHCRA by following the “Procedures & Requirements for HIPAA Exemption Election” posted on the Self-Funded Non-Federal Governmental Plans webpage at http://cms.gov/cciio/resources/files/hipaa_exemption_election_instructions_04072011.html. This includes a requirement to issue a notice of opt-out to enrollees at the time of enrollment and on an annual basis.  For a list of plans that have opted out of WHCRA, go to http://cms.gov/cciio/resources/other/index.html#nonfed and click on “List of HIPAA Opt-out Elections for Self-funded Non-Federal Governmental Plans.”
If you have concerns about your plan’s compliance with WHCRA, contact our help line at 1-877-267-2323 extension 6-1565 or at phig@cms.hhs.gov.
Source: www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/whcra_factsheet.html 

[image: ]
Source: www.aetna.com/cpb/medical/data/100_199/0185.html#:~:text=Aetna%20considers%20reconstructive%20breast%20surgery,or%20lumpectomy%20performed%20for%20chronic%2C

Exhibit I
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Source: www.bluecrossnc.com/sites/default/files/document/attachment/services/public/pdfs/medicalpolicy/breast_surgeries.pdf
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Evidence Summary

BRCA-Related Cancer: Risk Assessment, Genetic Counseling, and
Genetic Testing
August 20, 2019

Effectiveness and Harms of Interventions to Reduce BRCA1/2- Related Cancer
and Mortality in BRCA1/2 Mutation Carriers

Key Question 4. Do interventions reduce the incidence of BRCA1/2-related cancer and mortality in women at
increased risk?

No effectiveness trials of intensive screening for breast or ovarian cancer in 8RCA1/2 mutation carriers that report
cancer or mortality outcomes have been published. Studies of performance characteristics of intensive screening may
be useful in clinical decision making, but these studies do not directly address this key question. In 2 studies including
1364 BRCA1/2 mutation carriers, sensitivity of screening for breast cancer was 63% to 69% for MRI, 25% to 62% for
mammography, and 66% to 70% for combined modalities; specificity was 91% or higher for either modality alone or
‘combined . In a study of 459 BRCAL/2 mutation carriers, sensitivity of screening for ovarian cancer was 43% for
TVUS, 715% for CA-125, and 71% for combined modalities; specifcity was 99% for either modaliy alone or combined

No trials of risk-reducing medications reported results specifically for BRCA1/2 mutation carriers. A systematic review
and meta-analysis'® of 8 placebo-controlled RCTs (n=54,651) of tamoxifen, > raloxifene, % and the aromatase
inhibitors anastrozole™”5* and exemestane'® < and a heac-to-head tral of tamaxifen vs raloxifene (n=19,747)
provide efficacy outcomes for women at various risk levels. Trials were clinically heterogeneous and data were not
available to compare doses, duration, and timing of use. Tamoxifen (risk ratio [RR], 0.69 [95% C1, 0.59-0.84]; 4 trials;
1=28,421), raloxifene (RR, 0.44 [95% C1, 0.24-0.80]; 2 trials; n = 17,806), and aromatase inhibitors (RR, 0.45 [95% CI,
0.26-0.70]; 2 tials; n = 8424) were associated with lower risk of invasive breast cancer after 3 to 5 years of use
compared with placebo; tamoxifen had a greater effect than raloxifene in the head-to-head trial (RR, 1.24 [95%CI,
105-1.47]; n = 18,747).1% Risks for invasive breast cancer were lower in all subgroups evaluated based on family history.
of breast cancer. Reduction was significant for estrogen receptor (ER)-positive, but not ER-negative, breast cancer,
noninvasive breast cancer, and mortalty.

Six observational studies (7 articles; n = 2546) of risk-reducing mastectomy, 404 2 of risk-reducing salpingo-
‘oophorectomy (n = 2379),#% and 7 of cophorectomy alone (n = 6807)::+%:" 1 were included (Table 3).

Newer studies of oophorectomy or salpingo-oophorectomy that control for biases did not show associations between
surgery and breast cancer risk % 2% aithough some studies showed reduced risk specifically among younger women
after surgery. > Oophorectomy was associated with 69% to 100% reduction in ovarian cancer risk among 2108
‘women in 2 studies?® 1> 1 but with no differences in cancer-specific mortality.
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aiday Cancer Gene Summary: Risks and Management Discussion
CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS212
N Breast Cancer® Epithelial Ovarian Cancer® Pancreatic Cancer,'22"
ene

Prostate Cancer, and Other Cancer

Primary breast cancer

« Absolute risk: 60%—72%242%

« Management: See BRCA Pathogenic Variant-Positive
Management

« Strength of evidence of association with cancer: Very strong

Contralateral breast cancer’)

* 20-year cumulative risk: 30%-40%528

« 15-year cumulative risk in premenopausal women: >20%828

- Strength of evidence of association with cancer: Strong

« Absolute risk: 39%-58%0

« Management: See BRCA Pathogenic
Variant-Positive Management

« Strength of evidence of association
with cancer: Very strong

Pancreatic cancer

« Absolute risk: <5922

« Management: Screen P/LP variant carriers with a
family history of pancreatic cancer, see PANC-A

« Strength of evidence of association with cancer.
Strong

Prostate cancer

« Absolute risk: 7%-26%°"

« Management: See BRCA Pathogenic Variant-

Male breast cancer

« Absolute risk: 1.8%—7.1% by age 70 y2722

- Management: See BRCA Pathogenic Variant-Positive
Management

- Strength of evidence of association with cancer: Strong

BRCAT | Male breast cancer Positive Management
« Absolute risk: 0.2%~1.2% by age 70 y?728 « Strength of evidence of association with cancer:
« Management: See BRCA Pathogenic Variant-Positive Strong
Management
- Strength of evidence of association with cancer: Strong
Comment: See GENE- for reproductive implications/recessive disease and partner testing considerations. The risk for breast cancer appears to be lower
for certain variants (eg, BRCAT R1699Q) (Spurdle AB, et al. J Med Genet 2012:49:525-532; Pal T, et al. NPJ Precis Oncol 2024;8:247) and risk appropriate
management should be considered. Management should be based on best estimates of cancer risk for the specific P/LP variant in conjunction with personal
and family history.
Primary breast cancer « Absolute risk: 13%—29%0 Pancreatic cancer
« Absolute risk: 55%—69%242° « Management: See BRCA Pathogenic_ |+ Absolute risk: 5%—10%2%
« Management: See BRCA Pathogenic Variant-Positive Variant-Positive Management + Management: Screening, see PANC-A
Management « Strength of evidence of association |« Strength of evidence of association with cancer
« Strength of evidence of association with cancer: Very strong | with cancer: Very strong Very strong
Contralateral breast cancer') Prostate cancer
«20-year cumulative risk: 25%526 + Absolute risk: 19%-—61%>1-32
« 15-year cumulative risk in premenopausal women: >20%828 + Management: See BRCA Pathogenic Variant-
BRCA2 |- Strength of evidence of association with cancer: Strong Positive Management

« Strength of evidence of association with cancer.
Very strong

Melanoma

+ See BRCA Pathogenic Variant-Positive
Management

Comment: See GENE-B for reproductive implications/recessive disease and partner testing considerations. The risk for breast cancer appears to be
lower for certain missense and splicing variants (Pal T, et al. NPJ Precis Oncol 2024:8:247; Huang H, et al. Nature 2025;638:528-537) and risk appropriate
management should be considered. Management should be based on best estimates of cancer risk for the specific P/LP variant in conjunction with personal

and family history.

Note: All recommendations are category 2A unless otherwise indicated.

Footnotes on GENE-A 9 of 11

References on GENE.

GENE-A
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CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS12

Gene Breast Cancer® Epithelial Ovarian Cancer® Pancreatic Cancer, 22!
e Prostate Cancer, and Other Cancer Risks
Primary breast cancer « Absolute risk: 5%-15%1138 Other cancers
+ Absolute risk: Insufficient data to define « Management « Unknown or insufficient evidence
« Management. Insufficient data; managed » Risk reduction: Recommend RRSO
based on family history starting at age 45-50 y*
« Strength of evidence of association with « Strength of evidence of association
BRIPT cancer: Limited” with cancer: Strong
Comments: Based on estimates from available studies, the lifetime risk of ovarian cancer i carriers of a BRIP1 P/LP variant justifies RRSO. The
current evidence is insufficient to make a firm recommendation as to the optimal age for this procedure. Based on the current, limited evidence
base, a discussion about surgery should be held around age 45-50 y or earlier based on a specific family history of an earlier onset of ovarian
cancer.
See GENEB for reproductive implications/recessive disease and partner testing considerations.
Primary breast cancer Evidence of increased risk: No Hereditary diffuse gastric cancer (HDGC)
« Absolute risk: 37%-55%3335 established association « Strength of evidence of association with cancer: Strong
« Management - See NCCN Guidelines for Genetic/Familial High-Risk
» Screening: Annual mammogram and consider Assessment: Colorectal, Endometrial, and Gastric
breast MRI with and without contrast starting
atage 30 yedf
» Risk reduction: Discuss option of RRM
CDH1 | strength of evidence of association with
cancer: Strong
Comments: Cleft lip with or without cleft palate has been associated with CDH1 P/LP variants (Frebourg T, et al. J Med Genet 2006;43:138-142).
There is some evidence that certain CDH1 pathogenic variants (in particular ¢.760G >A, p.Asp254Asn) are associated with nonsyndromic cleft
lip with or without cleft palate but may not be associated with elevated cancer risk (Gossner L, et al. Genes (Basel) 2024;15:1475; Brito LA, et
al. Hum Mutat 2015;36:1029-1033). Additionally, CDH1 pathogenic variants associated with blepharocheilodontic syndrome also may not be
associated with increased cancer risk (Kievit A, et al. Eur J Hum Genet 2018;26:210-219).
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CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS12
Gene Breast Cancer® Ebithelial Ovarian Cancer® Pancreatic Cancer,’2 %1
=ene Prostate Cancer, and Other Cancer Risks
Primary breast cancer Evidence of increased risk. | Pancreatic cancer
+ Absolute risk: 32%-54%53.64 No established association |+ Absolute risk: >15%
« Management: « Management: Screening, see PANC-A
» Screening: Annual mammogram and breast MRI « Strength of evidence of association with cancer: Strong
with and without contrast starting at age 30 y" Non-epithelial ovarian neoplasms (usually benign) (sex cord
NCCN Guidelines for Genetic/Familial High-Risk tumor with annular tubules)
Assessment: Colorectal. Endometrial, and Gastric - + Absolute risk: >10%
STK11 Peutz-Jeghers syndrome (PJS) * Management: NCCN Guidelines for Genetic/Familial High-
» Risk reduction: Discuss option of RRM Risk Assessment: Colorectal, Endometrial, and Gastric - PJS
« Strength of evidence of association with cancer: « Strength of evidence of association with cancer: Strong
Strong Other cancers
+ NCCN Guidelines for Genetic/Familial High-Risk Assessment
Colorectal, Endometrial. and Gastric - PJS
‘Comments: Case-control studies have consistently demonstrated germline STK11 PVs to be associated with high lifetime risks of pancreatic cancer.
However, these variants are rare, and the risk estimates have wide confidence intervals.
Primary breast cancer Evidence of increased risk. | Pancreatic cancer
« Absolute risk: >60%385-67 No established association |+ Absolute risk: ~5%5¢
- Management: Li-Fraumeni Syndrome Management « Management: Screen P/LP variant carriers with a family
* Strength of evidence of association with cancer: Very history of pancreatic cancer, see PANC-A
strong’0 « Strength of evidence of association with cancer: Limited
Contralateral breast cancer Prostate cancer
« 10-year cumulative risk: 18%-49%38:67.69 « Absolute risk: 25%—-50%70
« Strength of evidence of association with cancer: - Management: Prostate cancer screening starting at age
Strong| 40y (NCCN Guidelines for Prostate Cancer Early
P53 Defection).
« Strength of Evidence: Strong
Other cancers”
* Classical LFS spectrum cancers (in addition to breast): soft
tissue sarcoma, osteosarcoma, CNS tumor, ACC
« Many other cancers have been associated with LFS,
especially melanoma, colorectal, and gastric
raumeni Syndrome Management
Comment: See Discussion for information on hypomorphic variants.
Footnotes on GENE-A 9 of 11
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Hereditary Breast and Ovarian Cancer Syndrome

‘Summary of Recommendations
The fllowing recommendations are based on good and consistent scientific evidence (Level B

» Gensic counseling i recommended fo 2l women with varian epthslial cancer (this includes fallopian tube cancer
or primary peitonsal cancer) and for individuals who have 2 pascul o amily history of brast caneer or varian

> Women veith BRCA mutatons or who cary ancther afionbls deleterious mutston that i pradsposiag to breast
cancer should be offred ris-reducing bilsteral mastectomny

>
The iming of ik reduciag bilterl alpng

ophorectomy can be individualized based on the paricular genstc mutaion,the patint’s desires for ature
chidbearing 2nd family hisory. Typicaly, risk educing salpingo-oophorectomy is recommended at age 3540 years
for BRCAI carrirs it th highest fetime sk of ovarian cancer, whereas womsen with BRCA2 mizy consider
delaying untl] 252 4045 years because of lte onsetof ovaran cancer

b Fora rik.xeducing bilteral salpingo-oophossctomy, all issue o the avies and lopian tubes should be
removed. Thorough visuslization of e peritonsal sucfsces with palvi washings should be performad. Complets,
cerial sectioning ofth ovaries and fllopian ubes i necessary, with microscopie sxamization fo ocesltcancer
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MANAGEMENT OF INDIVIDUALS AT INCREASED HEREDITARY RISK

Hereditary Breast and Ovarian Cancer

Individuals with hereditary breast and ovarian cancer (HBOC) should receive high-
risk screening for both breast and ovarian cancer and consider preventative or risk-
reducing surgeries. Breast cancer screening should include monthly breast self-exam
starting at age 18 and twice yearly clinical breast exam starting at age 25. Annual
screening breast MRI should be started between ages 25-30 with annual
mammogram added after age 30. Chemoprevention with tamoxifen has been
shown fo reduce breast cancer risk in the BRCA-positive population. Raloxifene and
aromatase inhibitors have been found to reduce risk of hormone-receptor positive
breast cancer in the general population; however, data on the efficacy of these
agents in the BRCA-positive population is lacking at this time. Preventative /risk-
reducing mastectomies remain the most complete way fo reduce the risk of breast
_ Ovarian cancer screening may include periodic

transvaginal ultrasound and serum CA-125 testing starting at ages 30-35.
Chemoprevention with oral contraceptives has been shown fo be effective in
preventing ovarian cancer for women with HBOC. Preventative/risk-reducing
salpingo-oophorectomy (RRSO) should be performed atf the completion of
childbearing. RRSO has been shown to decrease the risk of breast and ovarian
cancer and improve survival in women with BRCAT and BRCA2 mutations. RRSO
should be considered earlier for BRCAT carriers (before 40) than for BRCA2 carriers
given the earlier onset of ovarian cancer in BRCAT mutation cartiers.
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Two kinds of surgery can be performed to reduce the risk of breast cancer in a woman who has never been
diagnosed with breast cancer but is known to be at very high risk of the disease.

Awoman can be at very high risk of developing breast cancer f she has &strong family istory of breast

a deleterious (disease-causing) mutation in the BRCAT gene or the BRCA2 gene, or a
high-penetrance mutation in one of several other genes associated with breast cancer risk, such as P53 or
PTEN.

The most common risk-reducing surgery is bilateral prophylactic mastectomy (also called bilateral risk-
reducing mastectomy). Bilateral prophylactic mastectomy may involve complete removal of both breasts,
including the nipples (total mastectomy), or it may involve removal of as much breast tissue as possible while
leaving the nipples intact (subcutaneous or nipple-sparing mastectomy). Subcutaneous mastectomies preserve
the nipple and allow for more natural-looking breasts if a woman chooses to have breast reconstruction
surgery afterward. However, total mastectomy provides the greatest breast cancer risk reduction because
more breast tissue is removed in this procedure than in a subcutaneous mastectomy (1).

Even with total mastectomy, not all breast tissue that may be at risk of becoming cancerous in the future can
be removed. The chest wall, which is not typically removed during a mastectomy, may contain some breast
tissue, and breast tissue can sometimes be found in the armpit, above the collarbone, and as far down as the
abdomen—and it is impossible for a surgeon to remove all of this tissue.

The other kind of risk-reducing surgery is bilateral prophylactic salpingo-oophorectomy, which is sometimes
called prophylactic oophorectomy. This surgery involves removal of the ovaries and fallopian tubes and may be
done alone or along with bilateral prophylactic mastectomy in premenopausal women who are at very high
risk of breast cancer. Removing the ovaries in premenopausal women reduces the amount of estrogen that is
produced by the body. Because estrogen promotes the growth of some breast cancers, reducing the amount
of this hormone in the body by removing the ovaries may slow the growth of those breast cancers.

How effective are risk-reducing surgeries?

St mastany s e shoun
women who naiii leterious (disease-causing) mut gene or the BRCA2 gene and

2-5).

Bilateral prophylactic salpingo-oophorectomy has been shown to reduce the risk of ovarian cancer by
‘approximately 90 percent and the risk of breast cancer by approximately 50 percent in women at very high risk
of developing these diseases (1).
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Two kinds of surgery can be performed to reduce the risk of breast cancer in a woman who has never been
diagnosed with breast cancer but is known to be at very high risk of the disease.

Awoman can be at very high risk of developing breast cancer f she has &strong family istory of breast

a deleterious (disease-causing) mutation in the BRCAT gene or the BRCA2 gene, or a
high-penetrance mutation in one of several other genes associated with breast cancer risk, such as P53 or
PTEN.

The most common risk-reducing surgery is bilateral prophylactic mastectomy (also called bilateral risk-
reducing mastectomy). Bilateral prophylactic mastectomy may involve complete removal of both breasts,
including the nipples (total mastectomy), or it may involve removal of as much breast tissue as possible while
leaving the nipples intact (subcutaneous or nipple-sparing mastectomy). Subcutaneous mastectomies preserve
the nipple and allow for more natural-looking breasts if a woman chooses to have breast reconstruction
surgery afterward. However, total mastectomy provides the greatest breast cancer risk reduction because
more breast tissue is removed in this procedure than in a subcutaneous mastectomy (1).

Even with total mastectomy, not all breast tissue that may be at risk of becoming cancerous in the future can
be removed. The chest wall, which is not typically removed during a mastectomy, may contain some breast
tissue, and breast tissue can sometimes be found in the armpit, above the collarbone, and as far down as the
abdomen—and it is impossible for a surgeon to remove all of this tissue.

The other kind of risk-reducing surgery is bilateral prophylactic salpingo-oophorectomy, which is sometimes
called prophylactic oophorectomy. This surgery involves removal of the ovaries and fallopian tubes and may be
done alone or along with bilateral prophylactic mastectomy in premenopausal women who are at very high
risk of breast cancer. Removing the ovaries in premenopausal women reduces the amount of estrogen that is
produced by the body. Because estrogen promotes the growth of some breast cancers, reducing the amount
of this hormone in the body by removing the ovaries may slow the growth of those breast cancers.

How effective are risk-reducing surgeries?

St mastany s e shoun
women who naiii leterious (disease-causing) mut gene or the BRCA2 gene and

2-5).

Bilateral prophylactic salpingo-oophorectomy has been shown to reduce the risk of ovarian cancer by
‘approximately 90 percent and the risk of breast cancer by approximately 50 percent in women at very high risk
of developing these diseases (1).
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What kinds of surgery can reduce the risk of breast cancer?

Two kinds of surgery can be performed to reduce the risk of breast cancer in 2 woman who has never been
‘diagnosed with breast cancer but is known to be at very high risk of the disease.

Awoman can be at very high risk of developing breast cancer f she has a strong family history of breast
‘and/or ovarian cancer, a deleterious (disease-causing) mutation in the BRCAT gene or the BRCA2 gene, or 2
high-penetrance mutation in one of several other genes associated with breast cancer risk, such as 7253 or
PTEN.

“The most common iskcreducing surgery s bilateral prophylactic mastectomy (also called bilatera isk-
reducing mastectomy). Bilateral prophylactic mastectomy may invalve complete removal o both breasts,
including the nipples (total mastectomy), or it may involve removal of as much breast tissue as possible while
leaving the nipples intact (subcutaneous or nipple-sparing mastectomy). Subcutaneous mastectomies preserve
the nipple and allow for more natural-iooking breasts if a woman chooses to have breast reconstruction
Surgery afterward. However, otal mastectomy provides the greatest breast cancer rsk reduction because
more breast tssue s removed in this procedure than in a subcutaneous mastectomy (1).

Even with total mastectomy, not a breast tissue that may be at isk of becoming cancerous In the future can
be removed. The chest wall, which is not typically removed during a mastectomy, may contain some breast
tssue, and breast tissue can sometimes be found in the armpit, above the collarbone, and as far down as the
‘abdomen—and it is impossible for a surgean to remove allof this tissue.

The other ind of risk-reducing surgery s bilteral prophylactic salpingo-oophorectomy, which is sometimes
called prophylactic cophorectomy. This surgery involves removal o the ovaries and fallopian tubes and may be
done alone o along with blateral prophylactic mastectomy in premenopausal women who are atvery high
visk of breast cancer. Removing the ovaries in premenopausal women reduces the amount of estrogen that s
produced by the body. Because estrogen promotes the growth of some breast cancers,reducing the amount
of this hormone in the body by removing the ovaries may slow the growth of those breast cancers.

How effective are risk-reducing surgeries?

in
Wwomen who have a deleterious (disease-causing) mutation in the SRCAT gene or the BRCAZ gene and by up
90 percent in women who have a strong family history of breast cancer (2:5).

Bilsteral prophylactic salpingo-cophorectomy has been shown to reduce the risk of ovarian cancer by
‘approximately 30 percent and the sk of breast cancer by approximately 50 percent in women at very high risk
of developing these diseases (1)
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What is the Women's Health and Cancer Rights Act (WHCRA)?

The Women's Health and Cancer Rights Act of 1998 (WHCRA) provides protections for individuals
who clect breast reconstruction after a mastectomy. Under WHCRA, if your group health plan covers
‘mastectomies, the plan must provide coverage for certain services relating to the mastectomy, including.
reconstructive surgery and other post-mastectomy benefits. Your health plan or health insurance issuer
(also commonly referred to as your health insurance company) is required to provide you with a notice
of your rights under WHCRA when you enroll in the health plan, and then once cach year.

T've been diagnosed with breast cancer and plan to have a mastectomy. How wi
WHCRA affect my benefits?

Under WHCRA, group health plans and health insurance companies offering mastectomy coverage
also must provide coverage for certain scrvices relating to the mastectomy in a manner determined in
consultation with your attending physician and you. This required coverage includes all stages of
reconstruction of the breast on which the mastectomy was performed, surgery and reconstruction of
the other breast to produce a symmetrical appearance, prostheses and treatment of physical
complications of the mastectomy, including lymphedema.

Yes, if your group health plan or health insurance company covers mastectomies and you are recciving
bencits in conncetion with a mastectomy. Despit its name, nothing in the law limits WHCRA rights
to cancer patients.

Does WHCRA require all group health plans and health insurance companies to
provide reconstructive surgery benefits?

Generally, group health plans, as well as their insurance companics, that provide coverage for medical
and surgical benefits with respect to a masteetomy must comply with WHCRA.

However, if your coverage is provided by a "church plan" or "governmental plan’, check with your plan
administrator. Certain plans that are church plans or governmental plans may not be subject to this
law.




image17.png
CC | | O The Center for Consumer Information & Insurance Oversight




image18.png
CMS.gov

Centers for Medicare & Medicaid Services




image220.png
CC | | O The Center for Consumer Information & Insurance Oversight




image230.png
CMS.gov

Centers for Medicare & Medicaid Services




image19.png
vaetna
Breast Reconstructive Surgery

Ciinical Polcy Bulletins | Medical Ciinical Policy Bulletins
Number: 0185

Policy

s o s gy sl sy o ey sy syt &
iy ey LS o 581 S iy . TSy o e
oo gttt s ey o T o o B
oyt e A o 35 S PTG 3. WSl Ay
e e apvbesamy ety e TP s g (58 o
el e prosres *n st rothses, e s f e exgencrs,
e e o L oo e e o eSS o AR
oot (5912, e o e kel oo, Trsrepr £ TUC) e, o s
e o oty e et o O o, e et

e iy S 125 e St &)t e AP, B G 9
e e e it e

Astna consicers th baiy e perforetr lap echnigu for besss recansucton expermental ard investigetions!
because there s nsuffcent evidence (0 5UpR0TT s effecveress o s 3pproacn.

Actna consicers hanvesing va o iectamy or liosucton) and grftng of aLEoiogous fat a5 a replacementfor
impianes for bresstreconstructon, er o fil defec afie breast consariation surgRry of Sner 1@COnSITUcie.
techiques medicaly nzcessar.

Agtna ConsIgers e use Gf e ToluIrg aCeILIar GErmal MaErces MECICly Necessary for rEest EconStrUcTor:

= Allcgerm Lrecel Corp, rarcrurg, )
- Alloderm 21U (UTeCell Corp, Branchour, M)

= Corta formerty known 25 AI0Vax, NeoRorm) (D30, nc, Warwic, )

= DermACELL (Novadaq Tecrnolegias Eonis Sprigs, L)

= Dermatiatr (MUSCUICSKelEEal TraNSEIant FEUNGACON/SYTENeS CVF, West Chesie, PA)
= FexkD [Musculestaless| Transplant Founcasion/Eenicon,Ine Serranile, N

= St (Ufecel Corp. Eczndiburg 1)

= Surgihiens (T icsciences, Bastars WAL

W

Aetns consicers bresst reconSTTve surgery fo orrectEresst asymery cosmett except fo thefllowing.
condiions

= Surgcal corection f et vl deformity ceusirg funcienl defict in Polend sjmcome when citeia are met
0GP 0272- Pectus Excavatur anc Foland!s Syndrome: Surges| Correcion; of

= Fepei of resstesymmets due o 8 medialy necessary rescestomy of s meclialy necessary Limgetemy
hatresuls ina sgnificent deformit. Medicll necessary procedreson the ron-
iseasealunefessedCantraletea breast 2 pracice » 5TMrcal appearance mey Indude arealar and
ripale reconsirctan, areclr and ripole tatoving, augencaton mammcplasy. augmErtatian Wi
mplentaton of FDAgprove e Ercast prozineas nen e unaffeced breast & smater ten e
smalle: 2valzble inerms! prosiness, brezstimpntremo1al and subsequent re mplantaton when
performed 1o procuce s symmetricsl sppearance, breost reducion by rammoplazy of MACPER,
Cagstectomy, CapsLIGIONY, 2N reXONSITUCe SUTgery VSIONS 10 pIOGLE & SyTmeNicl agpearance; of

- Preemr repai of bresstazymmesry du cotraum {* Nete: See CP8 0031 - Cosmeri Surgery fo ertra
Felated 0 SUTEICI repei of COSTEEC CISTELIEMEN CLUE o Taur

Palicy History
LascReview >0
oansr2z0
Effacives 1777301097
extRevew: 0211312020
[
Defnidors >er

Additional

Information

ClnialPolicy Bulcin
Hotes >




image22.png
BlueCross BlueShield
of North Carolina

Corporate Medical Policy

Breast Surgeries
File Name: breast_surgeries
12000
8/2020
Next CAP Review: 32021
st Rev 812020

SECTION | - Reconstructive Breast Surgery After Mastectomy

Reconstructive breast surgery is defined as a surgical procedure that s designed to restore the normal
‘appearance of the breast after surgery, accidental injury, or trauma. There is a broadening array of
surgical approaches to breast reconstruction. The most common s insertion of a breast implant, cither a
slicone gel-filled or saline-filled prosthesis. The implart i cither inserted immediately at the time of
rastectomy or sometime afierward in conjunction with the previous use of a tissue expander. The
breast may also be reconstructed using autologous tissues, such as a free flap, a latissimus dorsi fap, or
Frore commonly using a transverse rectus abdominis flap (TRAM procedure).

Nipple arcola reconstruction or nipple tattooing may also be considered reconstructive breast surgery.
Since the purpose of reconstructive breast surgery is to restore the normal appearance of the breast,

symmetrical appearance:
performed in conjunction witl 3 contralateral mastectoy for cances or other breast disease wilh
associated reconstruction. Except for medically necessary reduction mammoplasty, these procedures.
are considered cosmetic in ether circumstances.

hen

When Reconstructive Breast Surgery is covered

Reconstructive breast surgery post mastectomy will be covered without regard to the time elapsed since
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Augmentation mammaplasty, reduction mammaplasty, and/or mastopexy of a non-discased breast will
be covered following medically necessary mastectomy for the purpose of achieving reasonable breast
symmetry.

When Reconstructive Breast Surgery is not covered

Reconstructive breast surgery is not covered when the member has a breast removed or reduced in size
primarily for cosmetic reasons unrelated to mastectomy for breast cancer, medically necessary risk-
reducing mastectomy or breast discase. In this case, both the mastectomy and recorstruction would be
excluded from coverage.




