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reast cancer remains the leading
cause of new cancer diagnoses among
women in the United States and the
second leading cause of cancer deaths, behind
lung cancer.¹ As with many other chronic diseases, there is a striking racial disparity in
breast cancer mortality. And although overall
mortality rates from breast cancer in all women
have declined over the past 20 years—likely
due to expanded screening programs and
advances in treatment options—racial disparities continue to exist.
White women and black women have similar rates of new breast cancer diagnoses, yet
black women have an approximately 30%
higher chance of dying from breast cancer.¹,²
Reasons for this disparity vary. Black women
may have multiple barriers to care including
lack of health insurance and poor access to
mammography screening programs. In some
cities, the quality of care may be erratic based
on location. When diagnosed with breast cancer, black women are more likely to have a
more advanced stage of disease as well as
triple negative breast cancer (estrogen receptor, progesterone receptor, and HER2 receptor negative), which is harder to treat and carries a poorer prognosis.² All of these factors
can impact survival.
Several interventions have been tried
to decrease these disparities. Notably, the
Metropolitan Chicago Breast Cancer Task
Force, which was created in Chicago in 2008
used a comprehensive public health approach
to reduce disparities in the community—previously among the highest in the country. The
Task Force found a striking variability in qual-
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ity of mammogram services in different parts
of the city and higher uninsured rates for
women of color. As an intervention, they provided free, high quality mammography, partnered with community groups to do education
about breast cancer screening and ensured

and without insurance. The CommunityAcademic partnership employed a community
advisory committee and used these community relationships to ensure buy-in from the
community groups. In this way, the medical
knowledge from the academic partner (Medical

...Although overall mortality rates from breast
cancer in all women have declined over the past
20 years—likely due to expanded screening
programs and advances in treatment options—
racial disparities continue to exist.
that all women received quality care.³
This multipronged, public health approach
reduced the disparity in breast cancer mortality between white and black women by close
to half, bringing Chicago in line with data from
the rest of the country.
The paper by Kamaraju, et al⁴ in this issue
describes a similar intervention in Milwaukee.
The authors partnered with community organizations, presented educational seminars
about breast health, and provided information and transportation for women to get
free mammograms through the Wisconsin
Well Woman Program. They also enlisted
a mobile mammography unit that enabled
women to get mammography on site at the
neighborhood community centers. Over a
2-year period, the project affected almost 500
women and documented significant increases
in mammography rates in both women with
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College of Wisconsin) was shared with patients
in ways that they understood, in an environment where they felt comfortable. This study
is a great example of an innovative method to
bring health care to the community in order to
improve care for underserved women.
Additionally in this issue, 2 studies focus on
evidence-based care for women with breast
cancer. The project reported by Hill, et al⁵
describes an intervention to ensure adherence to national guidelines for women diagnosed with early stage breast cancer. The new
guidelines by the National Comprehensive
Cancer Network, established in 2016, do not
recommend doing screening lab tests in these
women. Previously, all women diagnosed with
early stage breast cancer routinely had complete blood cell count and liver profile measurements. Using a multipronged intervention
that targeted providers and included educa-

tion, feedback, and positive reinforcement
(gift cards), the authors successfully achieved
over 80% compliance with the new guidelines. This paper is an example of an effective
quality improvement initiative.
Teaching residents about quality improvement (QI) is the focus of the paper by Reardon
et al.⁶ This paper describes the development
of a successful QI curriculum for psychiatry
residents. The curriculum involves a faculty
development component, time to pursue projects, and linking QI projects to Maintenance
of Certification within the discipline. Most of
the residents who participated completed successful QI projects.
Finally, Chaudhary et al⁷ evaluate the predictive power of progesterone receptor status
in recurrence rates among women with ductal
carcinoma in situ (DCIS). Invasive breast cancers with positive estrogen receptor status
but negative progesterone status are more
aggressive than those with positive estrogen
and progesterone receptor status. The authors
evaluated whether that subtype of tumors
(estrogen receptor positive and progesterone
receptor negative) was predictive of increased
rates of recurrence in women with DCIS. They
followed a cohort of almost 700 women for 5
years and found that progesterone receptor
status did not predict recurrence rates. This
information can be helpful when counseling
women with DCIS about treatment options.

Breast cancer is common, and women
of color continue to experience poorer outcomes after being diagnosed. This issue of
the journal summarizes important research
from the public health and clinical care perspectives that can help bridge the disparity
gap and lead to more equitable outcomes.

REFERENCES

1. US Cancer Statistics Working Group. US Cancer
Statistics Data Visualizations Tool, based on November
2017 submission data (199-2015). Centers for Disease
Control website. https://gis.cdc.gov/Cancer/USCS/DataViz.
html. Published June 2018. Accessed June 11, 2018.
2. Yedjou CG, Tchounwou PB, Payton M, et al. Assessing
the racial and ethnic disparities in breast cancer
mortality in the United States. Int J Environ Res Public
Health. 2017;14(5). doi:10.3390/ijerph14050486.
3. Sighoko D, Murphy AM, Irizarry B, Rauscher G,
Ferrans C, Ansell D. Changes in the racial disparity in
breast cancer mortality in the ten US cities with the
largest African American populations from 1999 to 2013:
the reduction in breast cancer mortality disparity in
Chicago. Cancer Causes Control. 2017;28(6):563-568.
4. Kamarju S, DeNomie M, Visotcky A, et al. Increasing
mammography uptake through academic-community
partnerships targeting immigrant and refugee
communities in Milwaukee. WMJ. 2018;117(2):55-61.
5. Hill LA, Vang CA, Kennedy CR, et al. A strategy
for changing adherence to national guidelines for
decreasing laboratory testing for early breast cancer
patients. WMJ. 2018;117(2):68-72.
6. Reardon CL, Creado S, Hafer R, et al. A curriculum for
residents to develop successful quality improvement
projects. WMJ. 2018;117(2):79-82.
7. Chaudhary LN, Jawa Z, Hanif A, et al. Does
progesterone receptor matter in the risk of recurrence
for patients with ductal carcinoma in situ? WMJ.
2018;117(2):62-67.

Let us hear from you!
If an article strikes a chord or you have something on your mind
related to medicine, we want to hear from you. Submit your letter
via e-mail to wmj@wismed.org or send it to:

Minneapolis VA Health
Care System
BE/BC Family Practice
or Internal Medicine
Chippewa Falls, WI
Superior, WI
Our Outpatient Clinics are open
Monday through Friday, 8 a.m. to
4:30 p.m., closed on all federal
holidays. No weekend duties and
no call. Assigned panel of patients, panel size is determined by
VHA PCMM software package,
panel size is specific to their practice and setting. No emergency
services on site.
Must have a valid medical license
anywhere in the US. Background
check required. BC and 2 to 3
years clinical experience with current BLS certification preferred.
VA providers enjoy an excellent
benefits package and a state-ofthe-art electronic medical record.
Predictable work hours and conditions, VA physicians are able
to take time for themselves and
their families.
Competitive salary
Paid malpractice insurance
Recruitment incentive possible
Annual Performance Pay bonus
For more information:
Rick Pope
CBOC Business Manager
Richard.Pope@va.gov
612-467-1264
EEO employer

WMJ Letters 330 E Lakeside St Madison, WI 53715

VOLUME 117 • NO. 2

53

WMJ (ISSN 1098-1861) is published through a collaboration between The Medical
College of Wisconsin and The University of Wisconsin School of Medicine and Public
Health. The mission of WMJ is to provide an opportunity to publish original research,
case reports, review articles, and essays about current medical and public health
issues.
© 2018 Board of Regents of the University of Wisconsin System and The Medical
College of Wisconsin, Inc.

Visit www.wmjonline.org to learn more.

