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Another problem with the medical system is the reimbursement policy. In a capitalistic society, 
you get what you pay for. The medical system has paid for the treatment of disease. We've had an acute 
care-oriented system that pays providers to take care of sick people. Despite the failure of the federal 
government to do so, we must rework this formula. This process is beginning through the business 
community, that has paid a major portion of the health care bill and is now reviewing its system of paying 
after the fact. So there is some movement away from a medical care system, toward a health care system 
that will focus on sustaining good health instead of treating disease. There are many national models to 
examine. Do we adopt the West German system with 1600 different health plans; perhaps the English 
system where there is a national health service; or the Canadian system where there is a negotiated 
agreement between the medical societies and the government for the provisions of health care services or 
another system? I think we are going to go to the old Chinese system, in which the patient doesn't pay the 
doctor unless the doctor gets the patient well. The reality is that we are evolving into a capitated 
reimbursement system, with its attendant problems. However, one of the tenets of it is that you only get 
paid an established fee and it is in your best interest to keep people healthy, because the lower the costs, 
the larger the profits, perhaps a positive notion. There are some advantages not found in just paying for 
the treatment of disease which is what the current system does. 

Finally, I think another issue in this discussion is a residual from the Victorian notions of sexuality. 
The way we think about breasts influences how we approach the care of them. Concerns about the breast 
as a sexual organ may create some mixed emotions, and result in avoidance of a physical breast 
examination. So, must deal with the role of the breast as a medical entity versus the way we handle it in 
Madison A venue as a Wonder Bra phenomena. I think we should replace the advertisement for the 
Wonder Bra with messages about screening and early intervention. Thank you. 

KARLLAUTERBACH,MD,MPH 
Senior Scientist, Technical University, Aachen, Germany 

Adjunct Instructor, Harvard University School of Public Health, 
Cambridge, Massachusetts 

I am pleased to be part of the Breast Cancer Summit in New Jersey. A summit like this one would 
not be likely to happen in Germany where health policy decisions are usually prepared by medical experts 
and decided by the government, with little involvement of the public. This is very unfortunate, since the 
involvement of the public in health policy decisions educates people and increases compliance in the 
policies that are ultimately adopted. I therefore congratulate the organizers of this important event for 
their initiative. 

Currently, no national screening program, or guidelines for treatment for breast cancer exists in 
Germany by any professional organizations nor a government agency comparable to the NIH. While the 
incidence of breast cancer is lower in German that the average in the United States, the mortality is about 
comparable. The future of breast cancer screening and treatment is currently hotly debated and a national 
screening policy is to be recommended by the end of 1995. 
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Although health care is free for almost everybody, few German women take advantage of breast 
cancer screening. This may account for the high mortality rate. In a prospective study from 1989 to 1994 
at the University of Aachen, we found that only about 16% of all breast cancers were diagnosed through 
routine breast cancer screening (without a prior clinical suspicion or prior breast exam by either the patient 
or a physician). The study also found that the stage of disease was much less advanced in the screened 
patients, and this was reflected in less invasive treatment. 

The German government and its sickness funds assume that only a national screening policy will 
significantly increase the number of screened women and reduce the mortality of breast cancer. The breast 
cancer mortality in the former West Germany has risen continuously since 1957 and is currently 45 deaths 
per 100,000. Seventeen percent of all cancer deaths in women are due to breast cancer. The following 
three questions have to be answered before the government can recommend a particular screening policy: 

In what age groups and in what intervals should women be screened? 
How can the quality of a screening program be enhanced through improving the screening sites and 
the education of the health professionals involved in the program? 
How can the quality of a screening program be monitored, including outcomes such as survival and 
quality of life? 

Although the government is evaluating all other studies in Germany as well as the international 
evidence, there are currently three major studies on breast cancer under way in Germany that will provide 
important data. I will briefly introduce these studies. 

The study that has looked most extensively at the potential benefit of breast cancer screening in 
various age groups is the Hamburg Breast Cancer Screening Study lead by Professor H.J. Frischbier at the 
University of Hamburg, Hamburg-Eppendorf Hospital. The first stage started in 1971 and included 14,000 
women in a randomized controlled trial of breast cancer screening in a 2-year interval. The study resulted 
in a mortality reduction from breast cancer of 32% in the screened group. Screening among women below 
age 50 was found to be equally effective as they had the same survival distribution as older women. 
Despite the relatively small size of the trial, reduction of mortality in the younger age group was also 
statistically significant. 

The second phase of the trial, begun in 1985, enrolled new patients to test the positive predictive 
value of breast cancer screening in different age groups. The positive predictive value in older women 
reached 42%. Even in the age group 40-49, it was increased from 25% to 34% from 1985 to 1991. The 
authors of the study argue that better imaging techniques benefit in particular younger age groups, for 
whom imaging techniques in the past were often inadequate. This has lead to a significant increase in the 
in-situ cases in the age group 40-49. For the whole period 1985 to 1991, 50% of all cases in the age 
interval 40-49 were in situ cancers. In the age group 50-59 only 335 of all cases were in situ cases. The 
authors conclude that there is no evidence to indicate that a screening program for younger age groups is 
less effective, especially when the positive predictive factor can be increased as the number of exams 
increases. The cost-effective aspect of mammography screening is another issue. This is particularly true if 
annual screening, as the authors propose, rather than two year intervals might actually provide the greatest 
benefit for women age 40-49, whereas for older age groups two-year intervals might be optimal. 
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The second study that should influence the decision of the government is the German 
Mammography Study, a collaborative study of the University Hospitals of Hamburg, Cologne, Heidelberg, 
and Stuttgart-Esslingen. From 1990 to 1993, 43 ambulatory care physicians screened 33,000 women, 
totaling 58,000 screening examinations. The authors recommended that the government start screening 
women age 50 and higher, have a double evaluation of all screening images, and document all cases 
longitudinally. Furthermore, centers for referral of difficult cases and education were recommended. The 
study also demonstrated that physicians with more than 500 screening cases per year performed 
significantly better, and based upon this finding, the authors argue for centralizing screening sites. 

Finally, the German Ministry of Health has just commissioned a study at the University Hospitals of 
Aachen, Munich, Marburg, and Jena to look at various treatment outcomes, using detailed data from 
cancer registries. At the University of Aachen I am involved in a part of this study, looking at the quality 
of breast cancer screening. The goal is to show that women who are diagnosed with breast cancer through 
routine screening enjoy a survival benefit, and to establish whether this is the case for all age groups. 
Apart from survival, the study also examines quality of life as an outcome. As mentioned above, in a 
preliminary study, large benefits from a screening diagnosis were seen, but these results cannot be 
generalized because of the small proportion of women that participate in screening. The study under way 
enrolls all new breast cancer cases in a population of 500,000 women for five years, starting August 1995. 

In conclusion, Germany is about to decide how a national screening program for breast cancer 
should be structured. The currently available evidence appears to support the conclusion that it is possible 
to effectively screen women, age 40 and older, in particular if there is frequent enough screening among 
the younger age groups performed at a high level of quality. The international evidence on screening is 
clear on the benefit for age groups 50 and older, but unclear about younger age groups. I am of the 
opinion that younger women should be included if the necessary compliance and quality of care can be 
achieved. The evidence from previous studies, either by design or by lack of quality and data, neither 
proves nor disproves the benefits of screening younger women. The circumstantial evidence, including the 
Hamburg Mammography Study, appears to me to justify the inclusion of women age 40-49. 

The German experience clearly shows that reimbursement alone is not the issue for breast cancer 
screening compliance. The motivation of the population is a key factor, and a national policy can be an 
important factor for producing this motivation. Furthermore, the population should be educated about this 
important issue at every opportunity. New Jersey is to be congratulated again for having created such an 
opportunity. 
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