Sample Breast Mammogram Appeal Letter - High-Risk Women no genetic testing
Updated March 2025

[bookmark: _Hlk188382749]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 [Health Plan Name]’s decision to [deny coverage or apply the cost of the services to my deductible] of my mammogram, which took place on [date] at [radiology facility]. It is my understanding that [Health Plan Name] covers medically necessary services that are not expressly excluded.  [Attach or reference relevant section(s) from health insurer’s Policy or Evidence of Coverage, if possible.]
I have a strong family history of breast cancer, including first- and second-degree relatives, which places me at significantly increased risk. While I have not undergone genetic testing, my risk of breast cancer is similar to women who carry an inherited genetic mutation.  
A 2022 article published in the National Library of Medicine states that ‘National recommendations for breast and colorectal cancer screening indicate that men and women who have a first-degree relative affected with these types of cancers may benefit from talking to a healthcare provider about starting screening at an earlier age and other options for cancer prevention.’[footnoteRef:1] The same article also states that ‘Having a first-degree relative affected with some types of cancer can increase a person’s risk of cancer twofold and has implications for cancer screening’.  [1:  Prevalence of Americans reporting a family history of cancer indicative of increased cancer risk: estimates from the 2015 National Health Interview Survey
https://pmc.ncbi.nlm.nih.gov/articles/PMC9162122/#:~:text=According%20to%20the%20United%20States,et%20al.%2C%202016).] 

There is broad consensus about the medical necessity of breast screenings for women at increased risk of breast cancer.  The National Comprehensive Cancer Network (NCCN) is a professional organization that develops standard-of-care consensus guidelines in cancer. Its practice guidelines for “Breast and/or Ovarian Cancer Syndrome” state that women affected by hereditary breast cancer (specifically BRCA1/BRCA2 mutations) should start clinical breast exams at age 25 and have an annual mammogram and breast MRI beginning at age 30. [footnoteRef:2] [2:  NCCN Clinical Practice Guidelines in Oncology https://www.nccn.org/professionals/physician_gls/pdf/genetics_bopp.pdf] 

For women who are not affected by hereditary breast cancer but have a > 20% lifetime risk of breast cancer based on family history, NCCN recommends earlier screening and clinical visits every six to twelve months. [Exhibit A] 
Additionally, The American Cancer Society [Exhibit B] and the Journal of the American College of Radiology (JACR) [Exhibit C] recommend breast mammography screenings beginning at age 30 for women with an estimated lifetime risk of 20% or more.   
Many health insurers consider screening mammography an appropriate intervention in high-risk women under the age of 40. Please note the Tricare policy example [Exhibit D].  
Given my family history and increased risk of breast cancer, I respectfully request that you cover my recent mammogram.  The guidelines make it clear that this service is a medically necessary intervention for women at increased risk of breast cancer such as myself.
Thank you for your consideration. Your prompt attention to this matter is greatly appreciated.
Sincerely,
[Signature]

Exhibit A
Version 2.2024 — April 9, 2024







Exhibit A (continued)
ACS = American Cancer Society
CEM = contrast-enhanced mammography
MBI = molecular breast imaging

Source: https://www.nccn.org/professionals/physician_gls/pdf/breast-screening.pdf#page=3

Exhibit BAmerican Cancer Society Recommendations for the Early Detection of Breast Cancer
Last Revised: December 19, 2023



Source: https://www.cancer.org/cancer/types/breast-cancer/screening-tests-and-early-detection/american-cancer-society-recommendations-for-the-early-detection-of-breast-cancer.html



Exhibit CBreast Cancer Screening for Women at Higher-Than-Average Risk: Updated Recommendations FROM the ACR







Exhibit C (continued)DM = digital mammography
DBT = digital breast tomosynthesis
RT = radiation therapy
PH = personal history
CEM = contrast-enhanced mammography



Source: https://www.jacr.org/article/S1546-1440(23)00334-4/fulltext



Exhibit DLast updated 9/17/2024





Source: https://tricare.mil/CoveredServices/IsItCovered/BreastExams

image3.png
National
Comprehensive NCCN Guidelines Version 2.2024

Cancer " " .
Network® Breast Cancer Screening and Diagnosis





image4.png
Screening Recommendations for Individuals at Increased
Risk of Breast Cancer

Those with a Lifetime Risk of Breast Cancer 220% Based on Models
Largely Dependent on Family History

A lifetime risk of breast cancer of 220% as assessed by models based
largely on family history i a risk threshold used in the guidelines to
identify an individual as a potential candidate for risk reduction
strategies, as well s to direct screening strategies. According to the:
ACS guidelines for breast screening, MRI may be performed as an
‘adjunct to mammography®® n a female at high risk ifth lfetime risk of
breast cancer is approximately 20% or greater based on models that rely
‘mainly on family history. A cancer genetic professional should be
involved in determining the ifetime risk of the individual based on models
dependent on family history. These include Tyrer-Cuzick,  BRCAPRO,
'BOADICEA/CanRisk, and other models #1212 BRCAPRO™ and
'BOADICEA™ are also commonly used to estimate the risk of BRCA
‘mutations. Strong genetic association between breast and ovarian
cancer has been demonstiated in some families by linkage analyses.
‘Ongoing validation studies using the polygenic risk score (PRS) are
underway, including those with diverse populations. At the present time,
PRS would best be utiized in the setting of a cinical tral (see NCCN
Guidelines for Genetic/Fanill High-Risk Assessment. Breast, Ovarian.
‘and Pancreatic).

For those with a 220% lfetime risk of breast cancer based on models
largely dependent on family history, the NCCN Panel encourages breast
‘awareness and clinical encounter every 6 to 12 monihs to begin at the age
identified as being at increased risk. The NCCN Panel recommends
‘annual screening mammography with tomosyrithesis starting from 10
years prior to when the youngest family member was diagnosed with
breast cancer, or afer isk assessment if determined o be at high risk, but
ot prior to age 30, or beginning at age 40 (whichever comes first).
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Beginning annual screening mammography with tomosynthesis at age 25
be considered on a case-by-case basis depending on the extent of
family history and age(s) of diagnosis. In addition, in accordance with the
ACS guidelines, the NCCN Panel recommends annual breast MRI with
‘and without contrast to begin 10 years prior to when the youngest family
‘member was diagnosed, but not prior to age 25 years, or after risk
‘assessment if determined to be at high risk, or beginning at age 40
(whichever comes first). Many experts recommend altemating the
‘mammogram and MRI every 6 months. While there are imited data to
support this approach, the presumption is that this may lead to earlier
identification of interval cancers.'™” For those who qualify for but cannot
‘undergo MRI, CEM or MBI can be considered. Whole breast ultrasound
‘may be done if contrasted imaging or functional imaging is not available or
accessible. According to the NCCN Panel, individuals in this group should
be asked to consider risk reduction strategies in accordance with the
NCCN Guidelines for Breast Cancer Risk Reduction Individuals with a
residual lietime risk of 15% to 20% may be considered for supplemental
screening on an individual basis, depending on risk factors.
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Beginning annual screening mammography with tomosynthesis at age 25
be considered on a case-by-case basis depending on the extent of
family history and age(s) of diagnosis. In addition, in accordance with the
ACS guidelines, the NCCN Panel recommends annual breast MRI with
‘and without contrast to begin 10 years prior to when the youngest family
‘member was diagnosed, but not prior to age 25 years, or after risk
‘assessment if determined to be at high risk, or beginning at age 40
(whichever comes first). Many experts recommend altemating the
‘mammogram and MRI every 6 months. While there are imited data to
support this approach, the presumption is that this may lead to earlier
identification of interval cancers.'™” For those who qualify for but cannot
‘undergo MRI, CEM or MBI can be considered. Whole breast ultrasound
‘may be done if contrasted imaging or functional imaging is not available or
accessible. According to the NCCN Panel, individuals in this group should
be asked to consider risk reduction strategies in accordance with the
NCCN Guidelines for Breast Cancer Risk Reduction Individuals with a
residual lietime risk of 15% to 20% may be considered for supplemental
screening on an individual basis, depending on risk factors.
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Finding breast cancer early and getting state-of-the-art cancer treatment are two of the most important
‘ways to prevent deaths from breast cancer.

Ifbreast cancer s found early, when it's small and has not spread, itis easier to treat successfuly. Getting
regular screening tests is the most reliable way to find breast cancer early.

The American Cancer Society has screening guidelines for women at average risk for breast cancer and
for those at high risk for breast cancer.
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American Cancer Society screening
recommendations for women at high risk

‘Women who are at high risk for breast cancer based on certain factors should get a breast Mgl and a
mammogram every year, typically starting at age 30. This includes women who:

« Have a lfetime risk of breast cancer of about 20% to 25% or greater, according to risk assessment
tools that are based mainly on family history (see below)

« Have a known BRCAI or BRCA2 gene mutation (based on having had genetic testing)

« Have afirst-degree relative (parent, brother, sister, or child) with a BRCAI or BRCA2 gene mutation,
and have not had geneti testing themselves

« Had radiation therapy to the chest before they were 30 years old

« Have Li-Fraumeni syndrome, Cowden syndrome, or Bannayan-Riley-Ruvalcaba syndrome, or have
first-degree relatives with one of these syndromes

The American Cancer Society recommends against MRI screening for women whose lifetime risk of breast
canceris less than 15%.

There’s not enough evidence to make a recommendation for or against yearly MRI screer
‘who have a higher lifetime risk based on certain factors, such as:

g for women

« Having a personal history of breast cancer, ductal carcinoma in situ (DCIS), lobular carcinoma in situ

(LC1S), atypical ductal hyperplasia (ADH), or atypical lobular hyperplasi
* Having “extremely” or “heterogeneously” dense breasts as seen on a mammogram

If MRI is used, it should be in addition to, not instead of, a screening mammogram. This is because
although an MRI is more likely to find cancer than a mammogram, it may still miss some cancers thata
mammogram would find.

Most women at high risk should begin screening with MR| and mammograms when they are 30 and
continue for as long as they are in good health. But this is a decision that should be made with a woman's
health care providers, taking into account her personal circumstances and preferences.
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Finding breast cancer early and getting state-of-the-art cancer treatment are two of the most important
‘ways to prevent deaths from breast cancer.

Ifbreast cancer s found early, when it's small and has not spread, itis easier to treat successfuly. Getting
regular screening tests is the most reliable way to find breast cancer early.

The American Cancer Society has screening guidelines for women at average risk for breast cancer and
for those at high risk for breast cancer.
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American Cancer Society screening
recommendations for women at high risk

‘Women who are at high risk for breast cancer based on certain factors should get a breast Mgl and a
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Abstract

Early detection decreases breast cancer death. The ACR recommends annual screening beginning at age 40 for women of average
risk and earlier and/or more intensive screening for women at higher-than-average risk. For most women at higher-than-average
k, those

calculated lifetime risk of 20% or more, and those exposed to chest radiation at young ages are recommended to undergo MRI

risk, the supplemental screening method of choice is breast MRL Women with genetics-based increased o
surveillance starting at ages 25 to 30 and annual mammography (with a variable starting age between 25 and 40, depending on
the type of risk). Mutation carriers can delay mammographic screening until age 40 if annual screening breast MRI is performed as
recommended. Women diagnosed with breast cancer before age so or with personal histories of breast cancer and dense breasts
should undergo annual supplemental breast MRL Others with personal histories, and those with atypia at biopsy, should strongly
consider MRI screening, especially if other risk factors are present. For women with dense breasts who desire supplemental
screening, breast MRI is recommended. For those who qualify for but cannot undergo breast MRI, contrast-enhanced
mammography or ultrasound could be considered. All women should undergo risk assessment by age 2s, especially Black women
and women of Ashkenazi Jewish heritage, so that those at higher-than-average risk can be identified and appropriate screening
initiated.
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Population at Risk

Prior Recommendation (2018)
(starting Age)

Current Recommendation (2023)
(starting Age)

Genetic mutation carriersfuntested
first-degree relatives

Calculated lifetime risk of 220%

History of chest/abdominal
radiation treatment at a young age

« Annual DM = DBT (age 30)
+ BRCA1 only DM = DBT exception
« Annual MRI (age 25-30)

« Annual DM  DBT
« Annual MRI (Age 30)

« Annual DM  DBT
« Annual MRI (Age 25 or 8 after treatment,
whichever is loter)

+ Annual DM = DBT (age 40 if annual MRT; age
30ifnot)
+ Annual MRI (25-30y)

+ Annual DM = DBT
+ Annual MRI (Age 30)

+ Annual DM = DBT
+ Annual MRI

- Consider abdominal RT that overlaps breast
k (Age 25 or 8 y after treatment,
whichever is later]
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Abstract

Early detection decreases breast cancer death. The ACR recommends annual screening beginning at age 40 for women of average
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screening, breast MRI is recommended. For those who qualify for but cannot undergo breast MRI, contrast-enhanced
mammography or ultrasound could be considered. All women should undergo risk assessment by age 2s, especially Black women
and women of Ashkenazi Jewish heritage, so that those at higher-than-average risk can be identified and appropriate screening
initiated.
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PH of breast cancer before age 40

History of atypio/LCIS diagnosed
before age 40

Dense breast tissue

All women, especially Black,
minority, and those of Ashkenazi
Jewish descent

« Annual DM  DBT

« Annual MRIif dense breasts or if diagnosed
before age so; others with PH consider MRI
(From age at diagnosis)

« Annual DM  DBT
+ Consider annual MRI f other risk factors
(From age at diagnosis)

« Annual DM  DBT
« Consider annual MRI or ultrasound (Age 40
or earlier if other risk factors)

Risk ossessment by age 30

Annual DM £ DBT
Annual MRIf dense breasts or if diagnosed
before age s0; others with PH consider MRI
(From age at diagnosis)

Annual DM £ DBT
Consider annual MRI if other risk factors
(From age at diagnosis)

Annual DM £ DBT
Annual MRI

Consider CEM or ultrasound as alternative
to MRI (Age 40 or earlier i other risk factors)

Risk assessment by age 25
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Take-Home Points

+ Allwomen should undergo risk assessment by age 2s, especially Black women and women of Ashkenazi Jewish heritage.

+ For most women at higher-than-average risk, the supplemental screening method of choice is breast MRI. For those who qualify
for but cannot undergo breast MRI, CEM or ultrasound could be considered.

+ Women with genetic mutations (and their untested first-degree relatives) or those with a calculated lifetime risk of 20% or more
should undergo annual DM, with or without DBT, starting at age 30 and annual MRI starting ages 25 to 30. Mutation carriers
can delay mammographic screening until age 40 if annual breast MR is performed as recommended. Women exposed to a
cumulative chest RT dose of 210 Gy by age 30 should undergo annual mammography starting at age 25 or 8 years after RT,
whichever is later, and annual breast MRI beginning ages 25 to 30.

+ Women diagnosed with breast cancer before age 5o or with PHs of breast cancer and dense breasts should undergo annual
supplemental screening with breast MRI. Others with PsH should strongly consider supplemental screening with MRI, especially
if other risk factors are present.

+ For women with dense breasts who desire supplemental screening, breast MRI is recommended. Women with atypia or LCIS,

should consider supplemental surveillance with MRI, especially if other risk factors are present.
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Take-Home Points

+ Allwomen should undergo risk assessment by age 2s, especially Black women and women of Ashkenazi Jewish heritage.

+ For most women at higher-than-average risk, the supplemental screening method of choice is breast MRI. For those who qualify
for but cannot undergo breast MRI, CEM or ultrasound could be considered.

+ Women with genetic mutations (and their untested first-degree relatives) or those with a calculated lifetime risk of 20% or more
should undergo annual DM, with or without DBT, starting at age 30 and annual MRI starting ages 25 to 30. Mutation carriers
can delay mammographic screening until age 40 if annual breast MR is performed as recommended. Women exposed to a
cumulative chest RT dose of 210 Gy by age 30 should undergo annual mammography starting at age 25 or 8 years after RT,
whichever is later, and annual breast MRI beginning ages 25 to 30.

+ Women diagnosed with breast cancer before age 5o or with PHs of breast cancer and dense breasts should undergo annual
supplemental screening with breast MRI. Others with PsH should strongly consider supplemental screening with MRI, especially
if other risk factors are present.

+ For women with dense breasts who desire supplemental screening, breast MRI is recommended. Women with atypia or LCIS,

should consider supplemental surveillance with MRI, especially if other risk factors are present.
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Annual breast MRI (in addition to
the annual mammogram)

Beginning at age 30, for women who have a 20% or greater lifetime risk of breast
cancer. Your sk is determined by risk assessment tools based on faily history, or i
You have any ofthe following risk factors:

« Aknown BRCAL or BRCA2 gene mutation

« Afirst-degree relative (parent, chid, sibing) with a BRCAL or BRCA2 gene
mutation, and haven't had genetic testing themselves

« Radiation therapy to the chest between the ages of 10 and 30 years

« Ahistory of Li-Fraumen, Cowden, or Bannayan-Riley-Ruvalcaba syndrome, or a
first-degree relative with a history of one of these syndromes

‘TRICARE covers genetic counseling provided by a TRICARE-authorized provider
before BRCAL or BRCA? gene testing:

= For women identfied as high risk for breast cancer by their primary care
manager

= For men i its medically necessary and appropriate

« If you have a history of radiation therapy to the chest between the ages of 10 and
30

« If you have a history of Li-Fraumeni, Cowden, or Bannayan-Riley-Ruvalcaba
syndrome, or a parent, child, or sbling with a history of one of these syndromes
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—_— « Women ages 40 and older

« Women ages 30 and older who have a 15% or greater lifetime risk of breast
cancer. Your risk is determined by risk assessment tools based on farmiy history,
or ifyou have any of the following sk factors:

© Ahistory of breast cancer, ductal carcinoma in situ, lobular carcinoma in
situ, atypical ductal hyperplasia, or atypical lobular hyperplasia

o Extremely dense breasts when viewed by mammogram
© Aknown BRCA1 or BRCA2 gene mutation

o Afirst-degree relative (parent, chil, sibiing) with a BRCAL or BRCA2 gene
mutation, and have not had genetic testing themselves

 Radiation therapy to the chest between the ages of 10 and 30 years

o Ahistory of Li-Fraumeni, Cowden, or Bannayan-Riley-Ruvalcaba syndrome,
or afirst-degree relative with a history of one of these syndromes

« TRICARE covers 3D mammograms (digital breast tomosynthesis) for diagnostic
purposes. For information on additional 3D mammography coverage,
visit Provisional Coverage
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Annual breast MRI (in addition to
the annual mammogram)

Beginning at age 30, for women who have a 20% or greater lifetime risk of breast
cancer. Your sk is determined by risk assessment tools based on faily history, or i
You have any ofthe following risk factors:

« Aknown BRCAL or BRCA2 gene mutation

« Afirst-degree relative (parent, chid, sibing) with a BRCAL or BRCA2 gene
mutation, and haven't had genetic testing themselves

« Radiation therapy to the chest between the ages of 10 and 30 years

« Ahistory of Li-Fraumen, Cowden, or Bannayan-Riley-Ruvalcaba syndrome, or a
first-degree relative with a history of one of these syndromes

‘TRICARE covers genetic counseling provided by a TRICARE-authorized provider
before BRCAL or BRCA? gene testing:

= For women identfied as high risk for breast cancer by their primary care
manager

= For men i its medically necessary and appropriate

« If you have a history of radiation therapy to the chest between the ages of 10 and
30

« If you have a history of Li-Fraumeni, Cowden, or Bannayan-Riley-Ruvalcaba
syndrome, or a parent, child, or sbling with a history of one of these syndromes
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« Women ages 30 and older who have a 15% or greater lifetime risk of breast
cancer. Your risk is determined by risk assessment tools based on farmiy history,
or ifyou have any of the following sk factors:

© Ahistory of breast cancer, ductal carcinoma in situ, lobular carcinoma in
situ, atypical ductal hyperplasia, or atypical lobular hyperplasia

o Extremely dense breasts when viewed by mammogram
© Aknown BRCA1 or BRCA2 gene mutation

o Afirst-degree relative (parent, chil, sibiing) with a BRCAL or BRCA2 gene
mutation, and have not had genetic testing themselves

 Radiation therapy to the chest between the ages of 10 and 30 years

o Ahistory of Li-Fraumeni, Cowden, or Bannayan-Riley-Ruvalcaba syndrome,
or afirst-degree relative with a history of one of these syndromes

« TRICARE covers 3D mammograms (digital breast tomosynthesis) for diagnostic
purposes. For information on additional 3D mammography coverage,
visit Provisional Coverage
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Screening Recommendations for Individuals at Increased
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Those with a Lifetime Risk of Breast Cancer 220% Based on Models
Largely Dependent on Family History
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identified as being at increased risk. The NCCN Panel recommends
‘annual screening mammography with tomosyrithesis starting from 10
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