Sample Appeal Letter - Breast Reconstruction Following Mastectomy
Updated September 2020

Appeal  |  Page 12
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 breast reconstruction following my [bilateral] mastectomy by [Health Plan Name].  Genetic testing confirmed that I carry an inherited genetic mutation, which 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 significantly increased risk of breast cancer lies in an individual’s ability to access appropriate, evidence-based screening and preventive services that lower the risk for cancer. As such, USPSTF guidelines indicate that “risk-reducing mastectomy” is a recommended intervention for [Exhibit A] and acknowledge 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 merits of risk-reducing surgery in women at high risk of breast cancer.  The National Comprehensive Cancer Network (NCCN) [Exhibit C], American Congress of Obstetricians and Gynecologists (ACOG) [Exhibit D], and American Society of Clinical Oncology (ASCO) [Exhibit E] all recognize that bilateral prophylactic mastectomy, also known as a risk-reducing mastectomy (RRM), is medically necessary for high-risk women.    [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 group and individual health plans to pay for breast reconstruction following mastectomy. The Department of Labor specifies, “nothing in the law limits WHCRA rights to cancer patients.” In other words, any woman (or man) 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.” [Exhibit F]

[bookmark: _GoBack]Breast reconstruction following mastectomy can significantly affect a woman’s body image, self-esteem, and quality of life. WHRCA exists to help ensure that women have a choice and some sense of control in conjunction with a mastectomy, allowing them to work with their health care providers to choose the type of reconstruction best suited for them. In addition to reconstruction, the law mandates coverage of care related to “physical complications of all stages of the mastectomy.” As such, coverage of reconstructive revisions and/or replacement of breast implants is required by law.
The vast majority of insurers consider prophylactic mastectomy medically necessary for reduction of breast cancer risk of in high-risk women [Exhibits G and H]. No woman wants to undergo a mastectomy but given my significant cancer risk, and the evidence of medical necessity, it was a needed intervention.  Therefore, I respectfully request coverage for my reconstructive surgery. By law, I am entitled to breast reconstruction following mastectomy.
Thank you for your consideration. Your prompt attention to this appeal is greatly appreciated.
Sincerely,
[Signature]


Exhibit A
[image: ]

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 


Exhibit C (continued)




Exhibit D
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Exhibit E
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[image: ]Exhibit F

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


Exhibit G


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 
Exhibit H

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

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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CANCER RISK MANAGEMENT BASED ON GENETIC TEST RESULTS®®
‘The inclusion of a gene in this table below does not imply the endorsement either for or against multi-gene testing for moderate-penetrance genes.

Gene Breast Cancer Risk and Management ‘Ovarian Cancer Risk and Management | _Other Cancer Risks and Management
Increased risk of female breast cancer’ « Pancreatic
+Screening: Annual mammogram wih consideration of | b1 i rease in ovarian cancer risk | 1 e Bt
';;"“z“;":; and yﬂ"s"’e’ breast MRI with contrast | ' pRs0: Evidence insufficient; manage |+ Unknown or insufficient evidence for
ATM  |. RRM: Evidence insufficient, manage based on family | Pased on family history prostate cancer
history
Comments: Counsel for risk of autosomal recessive condition in offspring. ATM mutation should not lead to a recommendation to avoid radiation therapy
at this time. See Discussion for information regarding the c.727 1T>G variant.
BARD1 | triple negative) risk with insufficient evidence for O O I umckon! SRk
risk management =D
) Pancreatic, Prostate
Increased risk of breast cancer P
BRCAT  |.'See BRCA Pathogenic Variant-Positive Management See BRCA Pathogenie Variant-Posiive
3 Increased risk of ovarian cancer Pancreatic, Prostate, Melanoma
hcrsasodiiskof Desast cancer, +See BRCA Pathogenic Variant-Positive |- See BRCA Pathogenic Variant-Positive
BRCA2 See BRCA Pathogenic Variant-Positive Management Management Management
Comment: Counsel for sk of autosomal recessive condition in offspring.
B e Ere) ek i e Tant avisan e foc ™8 | Increased risk of ovarian cancer Unknown or insufficient evidence for
i m':.““lmm « Consider RRSO at 45-50 y other cancers
BRIP1 | Comments: Counsel for risk of autosomal recessive condition in offspring. Based on estimates from available studies, the ifetime risk of ovarian

‘cancer in carriers of pathogenicfikely pathogenic variants in BRIP1 appears to be sufficient to justify consideration of risk-reducing salpingo-
oophorectomy. The current evidence is insufficient to make a firm recommendation s to the optimal age for this procedure. Based on the current,

onset of ovarian cancer.

ited 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

RRM: Risk-reducing mastectomy
RRSO: Risk-reducing salpingo-oophorectomy

Continued
Footnotes on GENE-A 5 of §
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Principles of Genetic Risk Assessment for
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Comments: There is controversy over how to manage gasirc cancer isk n indiiduals with pathogenic/ikely pathogenic variants in CDH in
the absence of a famiy history of gastric cancer. However, one small study found that >50% of Such ndividuals had gastic cancer identified at
the time of isk-reducing total gastrectomy (Jacobs MF, et al. Gastroenterology 2019:157:87-06). Cleft ip with or without cleft palate has been
associated with CDH1 pathogeniclikely pathogenic variants (Frebourg T, et al. ) Med Genet 2006:43:138-142).
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~ Screening: Annual mammogram with consideration of

tomos ‘and consider breast MRI with contrast. | | . .
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CHEK2 |+ RRM: Evidence insuficient, manage based on family Colorectal
ry
Comments: Risk data are based only on frameshif pathogeniclikely pathogenic variants. The risks for most missense variants are unclear but for
some pathogeniclikely pathogenic variants, such as lle157Thr, the isk for breast cancer appears to be lower. Management shouid be based on
best estimates of cancer risk for the specific pathogeniclikely pathogenic variant.
Golon, Uterine, Others
N ” i Increased risk of ovarian cancer * See NCCN Guidelines for Genetic/Familial |

Stz | Unknown or insuffcient evidence for breast cancer | "CT23508 196 1 ovaren c2neer High-Risk Assessment. Golorectal

2 &= family hist Familial High-Risk Assessment Pancreatic (insufficient evidence for

T T Ty Colorectal PMS2)

Epcani - See PANC-A
Gomment: Gounsel fo isk of autosomal recessive conditon in ofispring.
RRM: Risk-reducing mastectomy Continued
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Gene B Risk and Man: ‘Ovarian Cancer Risk and Management Cancer Risks and M:
increased risk of female breast cancer for
individuals with 657del5 variant! i ovar
- Screening: Annual mammogram with consideration of ::::""' increase in ovarian cancer |\, 10w or insufficient evidence for
tomosynihesis and consider breast MRI with conirast donce insufic other cancers
+ RRSO: Evidence insuficient; manage
NBN starting at age 40 yoh based on family history
« RRM: Evidence insufficient, manage based on family
history.
Comments: Current data suggest that breast cancer risks are not increased for pathogenicfikely pathogenic variants other than 657del5. Counsel
for risk of autosomal recessive condition in children.
Increased risk of female breast cancer'
« Screening: Annual mammogram with consideration « Malignant peripheral nerve sheath
of tomosynthesis starting at age 30 y and consider |\ - s tumors, GIST, others.
breast MRI with contrast from ages 30-50 yo. increase ovarian cancer + Recommend referral to NF1 specialist for
NF1 « RRM: Evidence insufficient, manage based on family evaluation and management
history.
‘Comments: At this time, there are no data to suggest an increased breast cancer risk after age 50 y. Screening recommendations only apply to
individuals with a clinical diagnosis of NF. Consider possibily of false-positive MR! results due to presence of breast neurofibromas.
Increased risk of female breast cancer! al i i ovark .
+ Screening: Annual mammogram with consideration of | Petential increase in ovarian cancer risk
PALB2 fomosynihesis and breast MR with contrast at 30 ys# | * FRSO" Twidoncs e ent; manage
« RRM: Discuss option of risk-reducing mastectomy. ased
Comments: Counsel for risk of autosomal recessive condition in offspring.
[eTEN Il ircrsnssdiriskof female bresst cancery No increased risk of ovarian cancer | See Cowden Syndrome Management

‘See Cowden Syndrome Management

RRM: Risk-reducing mastectomy
RRSO: Risk-reducing salpingo-oophorectomy
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RRM: Risk-reducing mastectomy
RRSO: Risk-reducing salpingo-oophorectomy
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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-
tisk screening for both breast and ovarian cancer and consider preventative or risk-
reducing surgeries. 8reast cancer screening should include monthly breast seff-exam
starfing at age 18 and fwice yearly clinical breast exam starting ot 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 cancerrisk in the BRCA-positive population. Raloxfene and
aromatase inhibitors have been found to reduce risk of hormone-receptor positive
breast cancerin the general population; howevkr, data on the efficacy of these
agentsin the BRCA-positive population islacking at this fime. Preventafive/risk:
reducing mastectomies remain the most complete way to reduce the risk of breost
cancer forwomen with HEOC, Ovarian cancer screering may include periodic
fransvaginal ultrasound and serum CA-125 testing starfing ot ages 30-35.
Chemoprevention with oral confraceptives has been shown to be effective in
preventing ovarian cancer for women with HBOC. Preventative/risk-reducing
salpingo-oophorectomy (RRSO) should be performed at the completion of
childbearing. RRSO has been shown to decrease fhe risk of breast and ovarion
cancer and improve survival in women with BRCAT and BRCA2 mutations. RRSO
should be considered earfier for BRCAT carriers [before 40] than for BRCA2 carriers
given the earier onset of ovarian cancer in BRCAT mutation cariers.

Source:
hitps://wanw.25c0.org/practice-guidelines/cancer-care-initiatives genetics-toolkit/management-
individuals-increased
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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.




image12.png
CC | | O The Center for Consumer Information & Insurance Oversight




image13.png
CMS.gov

Centers for Medicare & Medicaid Services




image16.png
CC | | O The Center for Consumer Information & Insurance Oversight




image17.png
CMS.gov

Centers for Medicare & Medicaid Services




image18.png
Policy.

‘Aetna considers reconstructive breast surgery medically necessary after a medicaly necessary mastectomy or &
medically necessary lumpectomy that resuls in a signficant deformity .., mastectomy or lumpeccomy for
treatment of or prophylaxisfor breast cancer and masteccomy or lumpectomy performed for chronic,severe.
flbrocystc breas disease, aso known a5 cystic mastits, Unresponsive to medicaltherapy). Medically necessary
procedures include capsulectomy, capsuiotomy, implantation of Food and Drug Adminiscration (FDA}approved
internal breast prosthes's, mastopexy, insertion of breas: prostheses, the use of tssue expanders, or
reconstruction with a ltissimus dorsi (LD) myocutaneous flap, Ruberts flap, superficia nferior epigastic
perforstor (SEP) fisp, superior or nferior glutes!free flap, ransverse pper graciis (TUG) flap, ransverse rectus
‘abdominis myocukaneous (TRAM) flap, deep inferior epigastric perforator (DIEP)flap, superficial inferior
epigastric rtery (SIEA) flp, superior glutea! artery perforator (SGAP) flap, profunda arcery perforator lzp, o
simier procedures, including skin sparing techniques.

‘Aetna considers the body lft perforator fiap technique for breast reconstruction experimental and investigational
because there i insuffiient evidence to support the effectiveness of this approach.

‘Aetna considers harvesting (via of Tpectomy or iposuction) and grafting of autologous fat 25  replacement for
impiants for breast reconsiruction, o to il defects after breast conservation surgery or other reconstructive
techniques medically necessary.

‘Aetna considers the use of the following acelluar dermal matrices medically necessary for breast reconstrucon:

+ Alloderm (UfeCelCorp, Branchburg, N)
+ Alloderm-RTU (UeCel Corp. Branchburg N)

= Cortiva (formery known 5 AlloMx; NeoForm) (Davo, nc, Warwick,R)

+ DermACELL (Novadaq Technologies, Borita Springs, F)

= Dermastrx (Musculosielcal Transplant Foundation/Synthes CNF, West Cheste, PA)
+ FlexD (MusculoskeletalTransplant Foundation/Exicon, Inc, Somenile, N

+ Suatie (LifeCellCorp, Branchourg N)

+ Surgibiend (TEl Biosciences, Boston, MA)

Aetna considers associated ipple and areolar reconstrucion and tattooing of the npple area medically
necessary. Reduction (or some cases augmentation) mammoplasty and related reconstructive procedures on
the unaffected sde for symmetry are also considered medically necessary.

‘Aetna considers breast reconsirucive Surgery to Correct breast asymmetry cosmetic except for the ollowing
conditons:

= Surgicalcorrection of chest wall deformity causing functional defict in Poland syndrome when cricera are met.
In CPB 0272 Pectus Excavatum and Poland's Syndrome: Surgical Carrection; or

= Repair of breast asymmetry due to a medically necessary mastectomy or a medically necessary lumpectomy
that resuls ina signficant deformity. Medically necessary procedures on the non-
diseased/unafrected/contralateral breast o produce a symmetrical appearance may include areolar and
nipple reconsiruction, areolar and nipple tattooing, augmentation mammoplasty, augmentation with
implantation of FDA-approved internal breass prosthesis when the unaffected breastis smaller than the
smallest vailable internal prosthesis, reast implant removal and subsequent re-mplantation When
performed to produce a symmetrical appearance, breass reduction by memmoplasty or MaSTopexy,
capsulecomy, capsulotomy, and reconsiructive surgery revisions to produce  symmexrical appearance; or

= Prompt” repair of breast asymmetry due to rauma (* Note: See CP 0031 - Cosmetic Surgery for criteria
relaced to surgical repair of cosmetic isfigurement due to traum).
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Additional
Information

Ciincal Policy Bulecin
Notes >




image19.png
vaetna’




image20.png
Breast Reconstructive Surgery




image21.png
Ciincal Policy Bulleins | Medical Clnicl Policy Bulletins

Number: 0185




image22.png
Policy.
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necessary. Reduction (or some cases augmentation) mammoplasty and related reconstructive procedures on
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‘Aetna considers breast reconsirucive Surgery to Correct breast asymmetry cosmetic except for the ollowing
conditons:

= Surgicalcorrection of chest wall deformity causing functional defict in Poland syndrome when cricera are met.
In CPB 0272 Pectus Excavatum and Poland's Syndrome: Surgical Carrection; or

= Repair of breast asymmetry due to a medically necessary mastectomy or a medically necessary lumpectomy
that resuls ina signficant deformity. Medically necessary procedures on the non-
diseased/unafrected/contralateral breast o produce a symmetrical appearance may include areolar and
nipple reconsiruction, areolar and nipple tattooing, augmentation mammoplasty, augmentation with
implantation of FDA-approved internal breass prosthesis when the unaffected breastis smaller than the
smallest vailable internal prosthesis, reast implant removal and subsequent re-mplantation When
performed to produce a symmetrical appearance, breass reduction by memmoplasty or MaSTopexy,
capsulecomy, capsulotomy, and reconsiructive surgery revisions to produce  symmexrical appearance; or

= Prompt” repair of breast asymmetry due to rauma (* Note: See CP 0031 - Cosmetic Surgery for criteria
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SECTION | - Reconstructive Breast Surgery After Mastectomy

Reconstructive breast surgery is defined as a surgical procedure that is 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 reconsiruction. The most common is insertion of a breast implant, cither a.
silicone gel-flled or saline-filled prosthesis. The implant is either inserted immediately at the time of
mastectomy o sometime afterward 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 flap, or
more 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,
reconstructive procedures such as mastopexy, reduction mammoplasty, autologous fat ransplant (ic.,
liposuction) may be performed on the nondiseased/unaffected/contralateral breast to produce a
symmetrical appearance. These procedures fall into the category of reconstructive breast surgery when
‘performed in conjunction with a contralateral mastectomy for cancer or other breast discase with
associated reconstruction. Except for medically necessary reduction mammoplasty, these procedures
are considered cosmeic in other circumstances.

When Reconstructive Breast Surgery is covered

Reconstructive breast surgery post mastectomy wil be covered without regard to the time elapsed since
& mastectomy. It may be performed at the time of the mastectomy or anytime post-operatively as long
as the mastectomy was a medically necessary procedure, .., for breast cancer, or medically necessary.
‘prophylactic mastectomy, or other breast disease not responsive to conservaive measures. Mastectomy
efers to radical, moified radical, subcutancous, simple, complte. or partial (lumpectomy, ylectomy,
quadrantectomy, segmentectomy) procedures, with or without axillary lymphadencctomy.
Reconstruction may be performed by an implant-based approach o through the use of autologous
tissue.

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
symmery.

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 reconstruction would be
excluded from coverage.





image27.png
Breast Surgeries

File Name: breast_surgeries
12000

Last CAP Review: 82020

Next CAP Review: 82021

Last Review: 872020




image28.png
BlueCross BlueShield
N of North Carolina

Corporate Medical Policy




image29.png
SECTION | - Reconstructive Breast Surgery After Mastectomy

Reconstructive breast surgery is defined as a surgical procedure that is 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 reconsiruction. The most common is insertion of a breast implant, cither a.
silicone gel-flled or saline-filled prosthesis. The implant is either inserted immediately at the time of
mastectomy o sometime afterward 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 flap, or
more 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,
reconstructive procedures such as mastopexy, reduction mammoplasty, autologous fat ransplant (ic.,
liposuction) may be performed on the nondiseased/unaffected/contralateral breast to produce a
symmetrical appearance. These procedures fall into the category of reconstructive breast surgery when
‘performed in conjunction with a contralateral mastectomy for cancer or other breast discase with
associated reconstruction. Except for medically necessary reduction mammoplasty, these procedures
are considered cosmeic in other circumstances.

When Reconstructive Breast Surgery is covered

Reconstructive breast surgery post mastectomy wil be covered without regard to the time elapsed since
& mastectomy. It may be performed at the time of the mastectomy or anytime post-operatively as long
as the mastectomy was a medically necessary procedure, .., for breast cancer, or medically necessary.
‘prophylactic mastectomy, or other breast disease not responsive to conservaive measures. Mastectomy
efers to radical, moified radical, subcutancous, simple, complte. or partial (lumpectomy, ylectomy,
quadrantectomy, segmentectomy) procedures, with or without axillary lymphadencctomy.
Reconstruction may be performed by an implant-based approach o through the use of autologous
tissue.

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
symmery.

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 reconstruction would be
excluded from coverage.





image30.png
Breast Surgeries

File Name: breast_surgeries
12000

Last CAP Review: 82020

Next CAP Review: 82021

Last Review: 872020




image31.png
BlueCross BlueShield
N of North Carolina

Corporate Medical Policy




image1.png
(\U.S. Preventive Setvices JAMA

TASK FORCE

USPSTE Recommendation: Assassment, Counseling, and Testing for BRCA-Related Cancer US Preventive Services Task Forca. ClinicalReview & Education

Figure 2. Clinical Summary: Risk Assessment, Genetic Counseling, and Genetic Testing for BRCA-Related Cancer

Population

Recommendation

Womenwith apersonal orfamily history of breast, ovarian, Wiomenwhose personal o family history or ancestry is ot

tubal, orperitoneal cancer or who have an ancestry associated | associated with potentially harmful 8RCA1/2 gene mutations,

with BRCAL/2 gene mutations

Assess with an appropriate bieffamillal ik assessment tooL. | Do not perform rautine risk assessment, genetic counseling,
or gensticteting.

Grage: 8 Grade:D

Risk Rssessment

Patients with family or persanal historiesof baast, ovarian, tubal, o peritaneal cancer of ancastry assocated with harmful BRCAL/2
mutatiansshould b assessed using  familla risk asessment tool The USPSTF faund adequate evidence tht these tools are accurate
inidantifying womn ith ncreased lkelhood of 8RCA1/2 mutations. Tools evaluated by the USPSTF incluce the Ontario Family
History Assessment Tool, Manchester Scoing System, Referra Screening Tool, Pedigree Assessment Teol, 7-Question Family History
Screaning Toal, International Braast Cancer Intevention Study instrument (Tyrar-Cuzick), and bief versions of BREAPRO. These tools
chould be sed to quide referal to genetic caunsaling.

Genetic Counseling.

Genetic counseling sbout BRCA1/2 mutation testing should b perfarmed by traned heath professionals, including suitaby tained
primary careproviders. The proces of genetic counseling ncludes detailed kindred analyss an risk assessment fo potentially
harmiul BRCAL/2 mutations. It als include identificaion of candidates for testing paient educaton, iscussion of the enefits
2ndharms of genstictesting, interpretation ofresultsaftr esting, and discussion o management aptions.

Genetic Testing

Tests for BRCAL/2 mutations are highly senitive and speciicfor known mutations. Testing for BRCAL/2 mutationsshod be
performed when an individual has parsonalor family histary that suggasts an inherited cance suscepibilty whan an indvidual
s willng 1 see: health professional who I suitaby tained to rovide genetic caunselng and iterpret test results, and when
testresults will id i decision making.

Relevant USPSTF
Recommendations

The USPSTF recommends that clinciansoffe to prescriberiskcreducing medications such as tamoxifen,rlovifene,or aromatase
fnfibitorsto women at increased sk for reast cancer and a ow risk foradverse medication efects. It recommends against the
Foutine e of medications fo is reduction af primary breast cancar in women not atincreased ik forbreast ancer.

The USPSTF recommends against screening fo ovarian cancer in wamen. This recommendation dozs nct apply ta wormen with
known genatic mutations that ncrease theirrisk for ovarian cancr (eg, BRCA1/2 mutatians).

The USPSTE found insufficent evidence to assess the balance of benefits nd harms of performing screening pelvic examinations
i 3symptomatic women fo the ealy Getectian and trestment of a fange of gynecalogic conditions.

for 2 summary of the eidance ystamaticaly reviewed in makingthisrecommendstion, thefullrecommendation statement, andsugporting documents, plezsa
9010 s/ uspreventivesencestasdoreeorg.




