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Good afternoon. T am Addie Backlund, the Executive Dlrector of the Amencan—Itahan Cancer
Foundation and a 19-month breast cancer survivor.

Each year, approximately 5,000 women in New York City are diagnosed with breast cancer, and
1,200 will die of the disease. There is no known way to prevent breast cancer at this point in
time, so early detection is the best tool we have in reducing the number of deaths. I was
fortunate enough to have my breast cancer diagnosed in the earliest stage—Stage [—when it is
easily treated and the five-year survival rate is nearly 100%.

Too many women, howéver are diagnosed at a later stage because they had not received breast
cancer screening on a regular basis. Late stage breast cancer is far more expensive to treat, and
the five-year survival rate is only 20%. '

The five-year survival rate is even lower in women diagnosed with breast cancer before age 40,
and tumors diagnosed in younger women tend to be more aggressive and less responsive to
treatment, compared to women diagnosed at a more advanced age. In almost every borough of
New York City, 17.6% of all breast cancer diagnoses occur in women age 40 to 49. In Staten
Island, that percentage is 19.2%. -

The recent report from the United States Preventive Services Task Force has recommended
against annual mammography screenings for women age 40 to 49, due to the potential harms
associated with false positives and the corresponding anxiety women may experience. However,
I am quite certain that women in New York City who have been diagnosed with breast cancer at
age 40 through 49 will attest to the fact that these potential harms are almost meaningless, in
comparison to the harms of a breast cancer diagnosis at an advanced stage. To these women,
early detection has often meant the difference between life and death.

Every time a woman gets a mammogram, it is a personal choice. The American-Italian Cancer
Foundation believes that it should remain a personal choice, Insurance coverage for
mammography services, therefore, should not change; women who choose to get a mammogram
should be secure in knowing that this service will be covered by their health insurance or
government program. The American-Italian Cancer Foundation’s Mobile Mammography
Program will continue to cover annual screenings for women age 40 and older, as long as our
funders continue to support us, and various cancer advocacy organizations continue to
recommend screening for that age group.

I would like to thank the members of the New York City Council for inviting me to speak to you
today. I trust you will wish to continue your support of breast cancer screening programs for the
women of New York City, with emphasis on those who are age 40 and over, economically
disadvantaged, and medically underserved.
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Response of The American College of Obstetricians and Gynecologists
to
New Breast Cancer Screening Recommendations from the U.S.
Preventive
Services Task Force*

In the November 17 issue of Annals of Internal Medicine, the U.S. Preventive Services Task Force
(USPSTF) updates its recommendations on screening for breast cancer in the general population (see
www.annals.org), including the following:

¢ The USPSTF recommends against routine screening mammography in women aged 40 to 49
years. The decision to start regular, biennial screening mammography before the age of 50 years
should be an individual one and take patient context into account, including the patient's values
regarding specific benefits and harms. (grade C recommendation)

* The USPSTF recommends biennial screening mammography for women aged 50 to 74 years.
(grade B recommendation)

* The USPSTF recommends against teaching breast self-examination (BSE). {grade D
recommendation) :

The American College of Obstetricians and Gynecologists, however, currently continues to recommend
the following services:

* Screening mammography every 1-2 years for women aged 40-49 years
* Screening mammography every year for women age 50 or older
¢ BSE; BSE has the potential to detect palpable breast cancer and can be recommended.

The College is continuing to evaluate in detail the new USPSTF recommendations and the new evidence
considered by the USPSTF. Any changes to College guidance will be published in its journal Obstetrics &
Gynecology. ,

Why did the USPSTF recommendations change?
Mammography in Women Aged 40-49 Years

In 2002, the USPSTF recommended screening mammography, with or without clinical breast
examination, every 1-2 years for women aged 40 and older (grade B recommendation). The new
USPSTF recommendations are based on a systematic evidence review by Heidi D. Nelson, MD, MPH,
and colleagues and a modeling study by Jeanne S. Mandelblatt, MD, MPH, and colleagues published in
the same issue of Annals of Internal Medicine.

The 2009 USPSTF judged that, although women in their 40s and women in their 50s benefit equally from
routine screening mammography, women in their 40s experience greater harms from screening than
women in their 50s. The harms assessed by the USPSTF were radiation exposure, false-positive and
false-negative resuits, overdiagnosis, pain during procedures, and anxiety, distress, and other



psychologic responses. Therefore, the USPSTF recommended routine screening for women aged 50-74
but recommended against routine screening for women in their 40s. .'

Breast Self-Examination

In 2002, the USPSTF judged that evidence was inadequate to make a recommendation on teaching or
performing BSE. The new USPSTF recommendations are based on a systematic evidence review by
Heidi D. Nelson, MD, MPH, and colleagues published in the same issue of Annals of internal Medicine.
This systematic evidence review identified two studies published since the 2002 recommendations.
These studies found that teaching BSE did not reduce breast cancer mortality but resulted in additional
imaging procedures and biopsies. Therefore, the USPSTF recommended against teaching BSE on the
grounds that it has no benefit for women but places them at risk of harm.

What Should Fellows Do?

At this time, The American College of Obstetricians and Gynecologists recommends that Fellows
continue to follow current College guidelines for breast cancer screening. Evaluation of the new USPSTF
recommendations is under way. Should the College update its guidelines in the future, Fellows would be
alerted and such revised guidelines would be published in Obstetrics & Gynecology.

The College continues to recommend that Fellows advise mammography screening for their patients
aged 40 and older and that they counsel their patients that BSE has the potential to detect palpable
breast cancer and can be performed. Fellows should be aware that the new USPSTF recommendation
against routine screening mammography for women aged 40-49 (a grade C recommendation) has
implications for insurance coverage, as some insurers will cover only preventive services rated as an "A"
or a"B" by the USPSTF. Fellows should counsel their patients that insurance coverage for “routine
screening" mammography may become variable and that patients should address this question with their
insurers. These recommendations do not apply to high-risk women or patients with clinical findings, and
they should be managed accordingly.

* For additional information, see “Interpreting the USPSTF Breast Cancer Screening Recommendations
for the General Population,” available at: http://www.acog org/from home/Misc/uspstfinterpretation.cfm
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Interpreting the U.S. Preventive Services Task Force Breast Cancer
Screening Recommendations for the General Population

What are the new recommendations from the U.S. ‘P'reventive Services Task Force (USPSTF)?

The following recommendations for the general population appear in the November 17, 2009, issue of
Annals of internal Medicine (see www.annals.org):

e The USPSTF recommends against routine screening mammography in women aged 40 to 49
years. The decision to start regular, biennial screening mammography before the age of 50 years
should be an individual one and take patient context into account, including the patient's values
regarding specific benefits and harms. (grade C recommendation)

« The USPSTF recommends biennial screening mammography for women aged 50 to 74 years.
(grade B recommendation) .

e The USPSTF concludes that the current evidence is insufficient to assess the additional benefits
and harms of screening mammography in women 75 years or older. (grade | statement)

« The USPSTF recommends against teaching breast self-examination (BSE). (grade D
recommendation)

« The USPSTF concludes that the current evidence is insufficient to assess the additional benefits
and harms of clinical breast examination (CBE) beyond screening mammography in women 40
years or older (grade | statement)

What were the previous (2002) USPSTF recommendations?

e The USPSTF recommended screening mammography, with or without CBE, every 1-2 years for
women aged 40 and older. (grade B recommendation)

« The USPSTF concluded that the evidence was insufficient to recommend for or against routine
CRE alone to screen for breast cancer. (grade | statement)

e The USPSTF concluded that the evidence was insufficient to recommend for or against teaching
or performing BSE. (grade | statement)

What do the USPSTF letter grades mean?

The USPSTF's recommendations are based on its assessment of nef benefit—identified benefits minus
identified harms. The USPSTF wilt only make a recommendation if it judges the available evidence to be
of high enough quality that it can have high or moderate certainty as to the magnitude of the net benefit.

Interventions that are deemed to have substantial net benefit receive an A grade; interventions with
moderate to substantial net benefit receive a B grade; interventions with small net benefit receive a C
grade; interventions that have no net benefit (have harms that exceed the benefits) receive a D grade. If
the evidence does not meet USPSTF standards, an "l statement” is issued.

Each letter grade is accompanied by a suggestion for practice. For A and B recommendations, the
suggestion is to "offer/provide this service." For C recommendations, the suggestion is to "offer/provide
this service only if other considerations support offering or providing the service in an individual patient.”



For D recommendations, the suggestion is to "discourage the use of this service.” For! statements, the
suggestion is to "read the clinical considerations section of USPSTF Recommendation Statement. If the
service is offered, patients should understand the uncertainty about the balance of benefits and harms."

Grade C recommendations highlight the need for individualized decision making that considers the
patient's own assessment of benefits and harms. The American College of Obstetricians and
Gynecologists strongly supports shared decision making, and in the case of screeriing for breast cancer it
is essential. Surveys have shown that women are more concerned about their risk of breast cancer than
heart disease, which is more common. Many women, after weighing the benefits and risks for their own
particular situation, will choose to have screening mammography.

What are the current recommendations from The American College of Obstetricians and
Gynecologists?

The American College of Obstetricians and Gynecologists continues to recommend the following
services:

Screening mammography every 1-2 years for women aged 40-49 years

Screening mammography every year for women aged 50 years or older.

BSE; BSE has the potential to detect palpable breast cancer and can be recommended.
CBE every year for women aged 19 or older -

What is the College doing in response to the new recommendations?

The College, as a partner organization of the USPSTF, reviewed the draft recommendation statement
and expressed concem regarding the implications of recommending against routine screening
mammography for women in their 40s.

The College is continuing to evaluate in detail the new USPSTF recommendations and the new evidence
considered by the USPSTF. The new recommendations and the evidence on which they were based will
be reviewed by College committees that make recommendations on screening for breast cancer. Shouid -
the College update its guidelines in the future, Fellows would be alerted and such revised guidelines
would be published in Obstetrics & Gynecology.

Why did the USPSTF recommend against routine mammography for women in their 40s?

The new USPSTF recommendations are based on a systematic evidence review by Heidi D. Nelson, MD,
MPH, and colleagues and a modeling study by Jeanne S. Mandelblatt, MD, MPH, and colleagues that
were published in the same issue of Annals of Internal Medicine as the recommendation statement. .
Based on these analyses, the 2009 USPSTF judged that aithough women in their 40s and women in their
50s benefit equally from routine screening mammography, women in their 40s experience greater harms
from screening than do women in their 50s. Therefore, the USPSTF recommended routine screening for
women aged 50-74 years but recommended against routine screening for women in their 40s.

The USPSTF's evaluation of the evidence found that the benefit to women in their 40s was virtually the
same as the benefit to women in their 50s. The relative risk of breast cancer mortality for women
randomly assigned to mammography screening was 0.85 in women aged 39-49 years and 0.86 in women
aged 50-59.

Rather than benefit from screening, women without cancer who undergo mammography, additional
imaging, and biopsies may incur harm. These outcomes were more commaon in women in their 40s (see
Table). In addition, because the prevalence of breast cancer is higher in women in their 50s and because
younger women are more likely to have dense breasts that may be difficult to assess on mammography,



women in their 40s had more false-positive mammograms and underwent more additional imaging than
women in their 50s.

Table. Age-Specific Screening Results from the Breast Cancer Surveillance Consortium

{ng Group (Y) - M. of procedui'eé to diégnose o“ne casé 6f 'ihv-_.a.éive breast cancer‘ '

n [Mammography [Additional Imaging [Bldpsy
140-49 556 a7 _ 5
[50-59 1294 122 3

*Data are from a single screening round in regularly screened women. Because the Breast Cancer
Surveillance Consortium incompletely captures additional imaging and biopsies, these rates may be
underestimates.

Data from: Nelson HD, Tyne K, Naik A, Bougatsos C. Chan BK, Humphrey L. Screening for breast
cancer: an update for the U.S. Preventive Services Task Force. Ann intern Med 2009;151:727-37.

The number needed to invite for screening (over several rounds of screening and at least 11 years of
follow-up) to prevent one breast cancer death in women aged 39-49 was 1,904, compared with 1,338 in
women aged 50-59.

The USPSTF also considered pain and psychologic responses as harms. The USPSTF notes that
"anxiety, distress, and other psychosocial effects. . . fortunately are usually transient, and some research
suggests that these effects are not a barrier to screening. . . Other potential harms, such as pain caused
by the procedure, exist but are thought to have little effect on mammography use."

The Mandelblatt modeling study assessed six separate models of the effects of screening mammography
using the National Cancer Institute's Cancer Intervention and Surveillance Modeling Network (CISNET). It
states: "If the goal of a national screening program is to reduce mortality in the most efficient manner,
then programs that screen biennially from age 50 years to age 69, 74, or 79 years are among the most
efficient on the basis of the ratio of benefits to the number of screening examinations. If the goal ofa
screening program is to efficiently maximize the number of life-years gained, then the preferred strategy
would be to screen biennially starting at age 40 years."

How might women be affected by the new recommendations against routine screening
mamimography for women in their 4087

U.S. Census data demonstrate that there were 22,327,502 women aged 40-49 years in the United States
as of July 1, 2008. Based on Surveillance Epidemiology and End Results Program {SEER) data, breast
cancer deaths expected over 10 years were estimated at 204 deaths per 100,000 women aged 40-49
years (including both screen-detected and nonscreen-detected breast cancer). This 10-year death rate
leads to an estimate of 45,482 deaths of U.S. women aged 40-49 years from breast cancer over 10
years. With a relative risk of 0.85 for breast cancer mortality for women in their 40s screened by
mammography, an estimated 38,668 deaths would occurin a screened population over 10 years,
approximately 6,800 fewer deaths than expected with the 10-year death rate. The fewer deaths expected
with screening compared to the predicted deaths demonstrates the significant benefit of screening on
mortality in this age group.

Why did the USPSTF recommend against teaching BSE?

The new USPSTF recommendations are based on a systematic evidence review by Heidi D. Nelson, MD,
MPH, and colleagues published in the same issue of Annals of Internal Medicine. This systematic



evidence review identified two studies published since the 2002 recommendations. These studies found
that teaching BSE did not reduce breast cancer mortality but resulted in additional imaging procedures
and biopsies. Therefore, the USPSTF recommended against teaching BSE on the grounds that it has no
benefit for women but places them at risk of harm. '

Who uses the USPSTF recommendations?

The main audience for the USPSTF recommendations is the primary care clinician. The congressional
mandate establishing the USPSTF charges it with reviewing "the scientific evidence related to the
effectivenéss, appropriateness, and cost-effectiveness of clinical preventive services for the purpose of
developing recommendations for the health care community."

However, although the USPSTF recognizes that its recommendations also have relevance for and are
widely used by policymakers, managed care organizations, public and private payers, quality
improvement organizations, research institutions, and patients, it also recognizes that its
recommendations are only part of what needs to be considered in setting health care policy. The
disclaimer that accompanies these new recommendations reads: "The USPSTF recognizes that clinical
or policy decisions involve more considerations than this body of evidence alone. Clinicians and
policymakers should understand the evidence but individualize decision making to the specific patient or
situation."

How will the USPSTF recommendations be used in health care reform?

Heaith care reform legislation being considered in'the House and Senate seeks to ensure coverage of
preventive services as part of a basic benefits package in all heaith insurance plans, as well as patient
cost-sharing protections for these services. In determining which services should be covered, the bills rely
heavily on the USPSTF recommendations. At a minimum, covered preventive services would be those
that receive an A or B grade from the USPSTF.

It is vital that covered preventive services not be limited solely to USPSTF grade Aand B
recommendations. The USPSTF has not issued recommendations for many vital preventive services in
women's health care, such as preconception care, family planning counseling and services, and bundled
services such as the annual well-woman examination. The USPSTF only makes and updates a handful of
recommendations each year, far too few to address clinically appropriate preventive services that ought
to be covered by any plan.
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Good afternoon Chairpersons Rivera and Mealy and members of the
Committees on Health and Women'’s Issues, I am Dr. Ross Wilson, Acting
Senior Vice President and Deputy Chief Medical Officer for the New York -
City Health and Hospitals Corporation (HHC). I am joined here this
morning by Dr. Lynn Silver, the Assistant Commissioner for the Bureau of
Chronic Disease Prevention and Control of the New York City Department
of Health and Mental Hygiene. Thank you for the opportunity to discuss
recent announcements that have been made regarding breast cancer
screening.

I would like to begin by saying that HHC continues to extensively
promote the early detection and treatment of breast cancer as the primary
tool for reducing the burden of disease. Our policy has not changed.

HHC’s clinicians screen for breast cancer through providing clinical
breast examinations and mammograms for women aged 40 years and older
regardless of ability to pay. Last year, HHC’s 16 hospitals and diagnostic
and treatment centers provided more than 72,000 mammograms. HHC
facilities use state-of-the-art digital mammography systems that produce
digital breast images through computerization rather than traditional X-ray
film, substantially increasing image resolution and reducing delays in
generating results. I would like to thank members of the Council for
providing funding for some of these digital mammography systems in prior
City budgets.

The impact of breast cancer in New York City is significant.
According to the Health Department, nearly, 5,000 women are diagnosed
with breast cancer each year and more than 1,100 women died of breast
cancer in 2007. Approximately three-quarters of new cases of breast cancer
(2002-2006) and 86% of breast cancer deaths occur in women age 50 and
older, but 18% of cases and 10% of deaths occurred in women ages 40-49,
Mammography screening rates for breast cancer are high across the city at
78% in 2008. Rates of screening are similar or slightly higher in black and
Latina women compared fo white women, but lower in Asian women. In
2008, uninsured women were significantly less likely to be screened, 62%,
in contrast to 80-82% for the insured. Screening rates are slightly lower in
women age 40-49. While black women in New York are screened at the
highest rate, they die more than any other group of women.



Breast cancer screening is effective at reducing mortality. Butitisa
less effective screening test than some other cancer screens. Even if all
women over 40 are screened annually, mammography alone will prevent
fewer than one-sixth to one-third of deaths, and so should not be our only
strategy for reducing breast cancer deaths. Promoting mammography can
and should remain a critical part of our efforts to reduce the burden of breast
cancer on New York City women, Around the City, the main barriers to
screening are lack of insurance and co-pays or deductibles — however, at
HHC, we provide mammograms regardless of ability to pay. HHC and the
City support key provisions of federal health care reform that would
eliminate co-pays and deductibles for preventive care like breast cancer
screening.

HHC closely monitors the availability of mammogram services and
utilization of such services in women who are most at risk of breast cancer.
We believe that we can only achieve optimum quality of care through
rigorous self monitoring and by resolving issues that may impede the proper
delivery of health care services to the population we serve. Of the 72,000
mammograms provided last year, many of these were for women who did
not have health insurance or the ability to pay for such procedures. Any
woman who does not have a primary care provider, or “medical home”, can
go to an HHC facility, register to become a patient and receive her annual
mammography and any other services she needs.

HHC is committed to ensuring that a woman’s lack of insurance
coverage does not pose a barrier to accessing mammograms and needed
care. HHC staff help patients obtain public health insurance for which they
are eligible. We also offer services at little or no cost through the HHC
Options fee-scale program.

The prevention of breast cancer continues to be challenging as the
specific causes for breast cancer remain elusive. Furthermore, except for
smoking, obesity, and lack of exercise, most of the risk factors associated
with breast cancer cannot be easily controlled or prevented. The risk
factors include:

¢ age (more common among women aged 50 and over);
e race (more common among Caucasian women, although
mortality is higher among African-American women);



e family history of breast cancer (more common among those
who have close blood relatives with breast cancer);

e carly onset of menstruation (more common among women who
had onset of menstruation at age 12);

¢ no children or late onset of pregnancy (more common among
women who have no children or had first pregnancy over the

~ age of 30); and

‘o did not breastfeed (women who breastfed for longer duration

seems to have lesser risk for breast cancer).

In light of recent opinions and recommendations that have been
published on the value of screening, it is critical to emphasize public
education on the need to have a mammogram and importance of the doctor-
patient relationship. HHC has traditionally conducted extensive public
awareness and outreach efforts concerning the importance of cancer
screenings throughout the year, but we specifically focus on breast cancer
screenings in May when we sponsor our annual Mother’s Day Mammogram
Campaign. '

The Mother’s Day Mammogram Campaign is designed primarily to
reach underserved women. The campaign stresses the importance of having
a mammogram, an important and potentially life saving procedure. This
multimedia effort has featured both radio and newspaper advertisements
with wide circulations in minority and new immigrant communities.
Materials are provided in multiple languages to community based
organizations, many of whom serve non-English speaking communities. We
also link them to a primary care provider if they need one.

" In addition to conducting public awareness campaigns, we recognize
the importance of patient-provider relationship and encourage our providers
to promote breast cancer screening to their patients. The provider’s advice
to the patient on the need for a mammogram is invaluable. We also
recognize how important it is for our providers to keep up-to-date on
evidence based practices so that they can provide the highest quality care
and advice to their patients. We conduct periodic educational programs for
our providers on breast cancer screening, and the effective management of
breast cancer. The decision to undergo a mammogram is taken by a patient,
in conjunction with their physician. Their physicians are familiar with the
evolving scientific evidence and will make a recommendation for screening



which reflects that evidence and the individual patient’s particular clinical
situation.

In addition to mammography, there is also a need to focus efforts on
reducing the numbers of New Yorkers at risk for breast cancer. An important
part of the prevention equation is promoting changes to lifestyles that
contribute to the breast cancer burden. Studies suggest that as many as 35%
percent of breast cancer cases can be attributed to obesity, lack of physical
activity, lack of breastfeeding, and alcohol consumption.

The Health Department promotes risk reductions through two major
initiatives:

e A broad, multidimensional plan to prevent obesity by increasing
access to healthy foods, decreasing consumption of unhealthy foods,
and getting New Yorkers moving. As you know much of this work is
being done in partnership with the City Council, and

o Targeted efforts for low-income, first-time mothers and their infants
to encourage breastfeeding, through the Newborn Home Visiting
Program, Nurse-Family Partnership, and other programs.

This concludes my written testimony. I now look forward to
answering any questions you may have.
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Good morning, distinguished members of both committees. | am Dr. Clare
Bradley, Chief Medical Officer of the American Cancer Society’s Eastern
Division. On behalf of the 11 million cancer patients and survivors in
America today, the Society thanks you for your leadership in the fight
against cancer and your commitment to helping women gain access to life-
saving early detection of breast cancer. | appreciate the op[:;ortunity to
testify today about the important role mammograms play in combating

breast cancer deaths.

As | am sure you all know, breast cancer is the leading cause of cancer
among women in New York and the entire nation. In fact, as many New

York women will be diagnosed this year with breast cancer as women and



men together are diagnosed with lung cancer—13,500. And yet, fung
cancer will claim 3 and % times as many lives as will breast cancer. Why is
this?

The primary answer to that question underlies the importance of your
hearing today. Because screening and early detection, thanks to
mammography, is a major reason the breast cancer death ra;tes continue to

decline in the United States. Not the only reason, but a major one.

The ACS in recent weeks has publicly disagreed with the recommendation
of the United States Preventive Services Task Force with respect to

mammography.

The scientific evidence supporting the value of mammographiy in effectively
reducing deaths from breast cancer is strong. And in Iooking} at that
evidence, the Society, along with other medical groups, beliéves that
screening mammography offers an identifiable and important survival

benefit to women in the 40-49 age group.



More specifically, the Society believes that the reduction in mortality, and
less invasive treatments associated with early detection of breast cancer
using mammography, continues to justify a recommendation of annual

screening in women beginning at age 40.

It is important to acknowledge that beginning in 1990, breast cancer
deaths declined 2.3 percent annually for all women and 3.3 pércent per
year for women aged 40-50 years. That may not seem like much from year
to year, but when you consider the total over 19 years, the irﬁpact
translates to a 20 percent drop in mortality for women less than 50. This is
particularly significant when taking into consideration that the death rate
was absolutely stable for the preceding six decades. There is no dispute
that screening mammograms and better treatments are responsible for that
success. Based on our review of the USPSTF analysis, we see no reason
to change a strategy that has proven effective in reducing the death rates
for breast cancer in all recommended age groups, including those women
ages 40-49.

The data and literature examined by the U.S. Preventive Services Task
Force in the lead-up to its November announcement on mammography is
essentially the same data reviewed by an expert panel of breast cancer
researchers and clinicians convened by the American Cance} Society in

2003.



However, in that earlier review, the Society’s panel considered the
additional findings of a population-based study of modern mammography
which showed much stronger benefits from screening compared with the

more limited data examined by the Task Force.

i

In addition, since that time, a number of advances are increasing the

effectiveness of mammograms in the 40-49 population. For example;

Improvements in the quality of mammograms resulting from passage

of the Mammography Quality Standards Act (MQSA);

e A shift to using digital mammograms over film mammograms,
which research indicates may be more effective in screening

younger women and women with denser breasts;

 Introduction and use of new technology, including breast
Magnetic Resonance Imaging (MRI), which has proven to be a

particularly effective screening tool in high-risk women.



The American Cancer Society does not pretend that mammography
screening is a perfect test. In fact, we are among the institufi'ons funding
research that is aimed at finding even better tools for detecting and treating
breast cancer. And we need to identify which cancers are Eikely to grow

and become lethal, and those that will not.

But the essential fact remains: mammogram screening saves lives, and we
must refrain from doing things that undermine confidence in that. Rejecting
a test because it is not perfect would be an incredible betrayal of the

women in our society.

Unfortunately, the confusion being created by these new recommendations
leads many women o wonder whether they should get an annual check-

up, adding to the many other factors that discourage screening.

It is simply unacceptable that today, nearly 40 of American women aged 40
and up do not get regular mammograms. The most recent (;’2008) data for
New York State indicate that 64% of all women over 40 got az regular
mammogram — every two years. 'For many of the women who don't, it is

often a matter of not having access to these tests, which is a major failure



of our health care system. As a result, too many women are at risk of
being diagnosed at later stages of the disease after the cancer has spread.
That leads to more invasive and arduous treatments, poorer prognoses and

patient outcomes.

We know we can do better, and we greatly appreciate the efforts that you

have made, to identify barriers and help overcome them.

. We are facing a turbulent time in health care.

--Here in New York, the state budget deficit is forcing significant cutbacks in
cancer screening for the uninsured. We expect that fewer than one-half of
the 24-thousand women over 40 who were screened in the Metropolitan

area last year will be served this year.

--Congress is wrestling with major changes, and we at the ACS are
pushing hard for universal access to quality coverage that includes cancer
screenings, with no co-pays to stand in the way. Recent votes are

encouraging.

~ --A number of private insurance plans already rule out a co-péyment for
mammography, and we are working here in New York City and State to

make that practice uniform, if the federal government does nbt do so.



Americans need access to consistent and understandable health
information that allows them to make meaningful decisions with their

doctors about preventive services.

New York and 48 other states currently have laws requiring insurance
companies to cover mammography for women beginning at age 40. Public
officials from U.S. HHS Secretary Kathleen Sebelius to Gov. Paterson have

reaffirmed the importance of this coverage.

We have made a great deal of progress in cancer preventionn, detection,
treatment and care over the last few decades. Let us work together to

b

continue this progress.

| welcome any questions you may have.
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Much has been said and written about the report from the United States
Preventive Services Task Force (USPSTF), which were released in early
November 2009. '

I would first like to state very clearly that Susan G. Komen for the Cure®
continues to recommend annual mammography beginning at age 40 for
women of average risk and earlier for women with known risks for breast
cancer.

Furthermore we continue to recommend self-breast awareness and physician
examination. Many breast cancers are diagnosed and treated in a timely fashion
because women feel lumps or find other abnormalities on self-examination,
which lead them to seek medical attention and evaluation. In our large nafion of
diverse cultures, ethnicities and levels of education, it is very important that we

. continue to inform women about and help to demystify issues around breast
health. '

It is also very important to emphasize that the new guidelines are not intended for
women who have already been diagnosed with breast cancer. Women with a
family history of breast cancer or other significant risk factors should continue to
have regular screening. This was not highlighted enough in any of the media
reports on the USPSTF recommendations.

The messaging and release of the USPSTF information to the public could have
and certainty should have been handled quite differently to ensure that the
correct message was relayed. The report presents a statistical analysis which
does not take into account clinical realities. Saving 1 life in ~1900 is significant,
particularly if that life is your own life, your mother's life or the life of another
family member, colleague or friend.

Despite what was contained in the report and relayed by the media, many
individuals interpreted the information to mean “they don’t need a mammogram
until age 50”. [ am a physician, a breast cancer survivor of 12 years and CEO of
the Greater NYC Affiliate of Susan G. Komen for the cure the world's largest
source of nonprofit funds dedicated to curing breast cancer and the news was
even confusing to me! | am most concerned that this confusion may erode
decades of forward progress for women’s health.

While there is disagreement about when mammograms should begin and
on what schedule, all agree, including the USPSTF, that mammograms
save lives in women 40 to 49 as well as over 50.



75-90% of women have no risk factors or family history of breast cancer. The
goal of routine screening is to identify breast cancer when it is in an early stage
and much more responsive to treatment.

We must not lose sight of the critically important fact that fully one-third of the
women (~23million women), who qualify for screening under today’s guidelines
are not being screened due to lack of access, education or awareness. That
issue needs continued focus and attention: if we can make progress with
screening in vulnerable populations, we could make more progress in the fight
against breast cancer. This is issue that our organization has focused on for
many years.

Additionally, [ would like to point out additional and extremely important
considerations that appear not to have been taken into account when the original
USPSTF guideline analysis was done and the resulting recommendations were
made including the following:

e It appears that no practicing clinicians were involved in the development of
the recommendations;

» Breast cancer advocates were not involved in process;

* The USPSTF force acknowledges that with their recommendations, 20%
of cancers that would have been found with our heretofore standard
guidelines would be missed;

» Women who are not screened for early detection will present with more
locally advanced or even metastatic disease;

» The cost of treating more advanced cancer is dramatically higher than the
cost of curing a very early screening detected cancer — IN EVERY
MEASURABLE WAY;

« Living with cancer is not better than NOT having cancer. ltis costly in
dollars and cents, medications, physician and ancillary costs, diagnostic
tests ( scans, x-rays, blood work), not to mention the cost to the quality of
lives for the women and their families — days missed from work, need for
additional help at home, expenses getting to and from clinic, out-of pocket
cost for co-pays efc....;

» The endpoint used in the USPSTF analysis was “lives saved” or “mortality”
which is the wrong endpoint for breast cancer. Thanks to research and ‘
improvements in treatments, we know that many women may live long
and productive lives with locally advanced or metastatic disease - due to
both the slow growing biology of some types of breast cancer and also
better therapies;



* Recommending against self-examination sends wrong message. While
technically correct that a rigorous clinical trial comparing monthly exam to
not monthly exam in a subset of women (all of whom were well-educated
about breast cancer) did not change mortality between the 2 groups — this
is not a good reason to send a message to women NOT to practice breast
self awareness so that they can notify a health care provider right away if
they notice any abnormalities;

» For many women, particularly those who have no other entry point into the
medical system, the annual mammogram is the only time they come to
medical attention. This provides an opportunity for more than just an X-ray
it may result in identification of other problems that may otherwise go
unnoticed. If we remove this access we are doing a major disservice to
women;

» The recommendation that each woman should have a “conversation” with
her doctor is completely detached from the reality that millions of women
have no regular physician!;

» A careful analysis of risk was not done. There are different levels of rigk
for different populations and we know that these different populations may
need different screening. Some may even require earlier screening.
However, in any case, reverting to NO screening in the absence of a
better tool is clearly not the answer; and

* The recommendations ignore the unique, disproportionate and detrimental
impact that breast cancer and the recommendations may have on women
who are already underserved, uninsured, and have less access to
preventive screening — this is especially true for women of color, women
from restrictive cultural backgrounds, non-English speaking etc.

At Susan G. Komen for the Cure, we certainly understand that mammograms are
not perfect but they are currently our best tool for early detection and risk
assessment. We agree and fully support more research to identify screening
tools that will be more effective, sensitive and specific than mammography. We
also understand that it is possible that one day, hopefully in the very near future,
guidelines for screening will be tailored to the individual.

However, until a better screening methodology is developed and proven to have
safe and beneficial results, we must rely on our best screening tool which has
been proven to save lives: mammography. Komen strongly urges women to
continue breast self awareness, regular physician examination, and screening
mammography. We also strongly support City, State and Federal funding and
political advocacy for additional research and development of a better tool for
early detection and hopefully a cure for breast cancer, the most common cancer
among women in the United States, other than skin cancer and the second
leading cause of cancer death in women, after lung cancer.
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My name is Gail Garfield Schwartz and | am Advocacy Manager at
SHARE: Self-Help for Women with Breast or Ovarian Cancer and a breast
cancer survivor. SHARE appreciates the opportunity to testify today before
the City Council’s Committees on Health and Women’s Issues.

SHARE is a 33 year old not for profit organization that provides peer
support, information and resources to women and men affected by breast
or ovarian cancer. Our goal is to empower those affected to make informed
decisions about diagnostic procedures, treatment and post-treatment
issues.

We speak with women on our hotlines and in our support groups who
were diagnosed through a screening mammogram and others who felt a
~ lump in their breast but had no sign of anything when they had a
mammogram. We have known for a long time that while mammography is
the best technology we currently have for screening, it is not without risks.
These risks need to be measured against benefits to the individual
undergoing the mammogram. The costs also have to be weighed against
the benefits, a point | shall discuss further below.

The first point | want to make is that although each of us has a story to
tell, quality health care and evidence-based medicine cannot be based on
our personal stories. They must be based on the emerging and changing
science that comes from good research.

With that in mind, | want to present for consideration by the City
Council’s Committees on Health and Women’s Issues some issues
concerning screening mammography and the new guidelines that have
been developed by the US Preventive Task Force.

First it is important to understand that screening mammography is
different from diagnostic mammography. In the latter, a mammogram is
taken when a woman (or a man) presents with symptoms, such as a lump
in the breast. In the former, a mammography is taken to detect breast
cancer before symptoms appear.

1501 Broadway * Suite 704A * New York, NY 10036 Telephone: 212-719-0364 = Fax: 212—569-3431

Hotlines: English - Breast 212-382-2111 - Ovarian 212-719-1204 e Spanish 212-718-4454 e Toll Free: 866-891-2392

Website: www.sharecancersupport.org



It is also important to bear in mind in speaking of screening tests that
some people may be at high risk for breast cancer owing to known
genetics or family history. Such cases do not fall into the basket we are
calling "general screening.”

The goal of all screening tests including general screening
mammography is to decrease mortality. There would be no reason to
screen unless it was believed that screening detects a cancer earlier than
not screening, and also that this early detection allows earlier treatment
and that earlier treatment will allow the screened individuals to live longer
than they would live if their cancers were discovered later in their lives.
Furthermore, there should be evidence that screening itself does not entail
health risks.

What we currently know from published research cited by the US
Preventive Services Task Force, is that there is no compelling evidence
that this is the case for general screening mammograms for women under
fifty years of age. Research to this effect has been accumulating for many
years and has already been presented at many conferences on breast
cancer. The research shows that to prevent one breast cancer death among
women under 50, 1,904 screening mammographies must be performed
every year over the course of 10 years. But to prevent one death from
breast cancer among women 60 or older, only 377 screening
mammographies need be performed every year over the course of 10
years.

Based on this research, the US Preventive Services Task Force, a
reputable and well-respected government-appointed panel of experts that
systematically reviews evidence and develops recommendations for
clinical preventive services, has just released a new set of guidelines for
breast cancer screening, including screening with mammography. The
new guidelines support mammography screening for women over the age
of 50 since the henefits outweigh the risks.

They do not support such screening for women under 50 unless the
woman and her health care provider have reason to believe she is at high
risk for breast cancer. For younger women, the risks seem to outweigh
benefits.

The guidelines also support scheduling screening mammograms every
two years since, based on the research, the benefits for yearly screening
are no better than for screening every two years. That is to say, annual
screenings do not reduce mortality from breast cancer any more than
biennial screenings do.

So how do we sort this through, especially since we have been told
over and over again that we must get screened with mammography at 40



and every year after that for the rest of our lives; that screening with
‘'mammography will save our lives? How do we give credibility to the
research results that support the need to review and modify clinical
practice guidelines so our practitioners use evidence based medicine in
their practices?

Our understanding of the biology of breast cancer and the process of
breast cancer has changed dramatically since the original screening
guidelines were developed. How then do we help to translate this to the
women and to their providers?

One of the ways to do this is to encourage women and their health
providers (to the extent these women have health providers) to engage in a
conversation about whether screening mammeography is right for them:
whether the benefits (reduced chance of dying from breast cancer)
outweigh the harms of false positives, unnecessary biopsies and excessive
radiation, as well as the limitations that may exist for women their age.
Dense breasts, for example, mostly found in younger women, could
interfere with a diagnosis through mammography. Many cancers may bhe
detected and perforce treated, even though they might never develop into
dangerous malignancies.

There are important challenges to government and to the non-profit
community in making these facts understood by the public. In the
comments to a SHARE blog on this subject, many women voiced strong
opposition to the guidelines, which may very well be the result of years of
an entrenched public awareness campaign around screening. One thread
of opposition stems from the suspicion that the Task Force and its
guidelines were solely motivated by the desire to reduce health care costs.
“Like hell will | follow these guidelines” was a common attitude.

One can now easily envision a scenario in which health care providers
follow the new guidelines and patients are outraged and frightened. We in
government and in the not for profit sector have a responsibility to provide
a forum for the exchange of information and the articulation of concerns
from the public as well as from health care providers.

To be sure, doing this is more labor intensive than simply mouthing the
simple but inaccurate message that “mammography saves lives,” but it is
far more valuable. Itis a "teach them to fish" approach, rather than "give
them a fish" approach. True public awareness about screening
mammography must be based on a complete understanding of the
evidence.

One final point is that, notwithstanding popular sentiment, cost savings
in health care are important, and value-added health care expenditures are
essential. The costs of health care are pooled in our society. Almost every



process offered any individual is paid for, in part, by the community, either
through insurance premiums or through taxes. Thus a $300 screening
mammogram that does an individual no good, multiplied by tens of
thousands of individuals, is a highly questionable use of resources.

An article in the New England Journal of Medicine (November 25, 2009)
reports: "A recent cost-benefit analysis showed that adherence to the
current guidelines from the American Cancer Society costs more than
$680,000 per quality-adjusted life-year (QALY) gained.”

Statistician Donald Berry, MD, quoted in the same article, has calculated
that for a woman in her 40s, a decade’s worth of mammograms would
increase her lifespan by an average of 5 days.

Clearly, there are more worthy expenditures. One more worthy
expenditure would be to find better tools than the current ones... tools that
will tell us not only that a malignancy is present, but also, how lethal it is.
We need to encourage scientists to develop an understanding of exactly
which types of cancers, whenever they are detected, are killers and which
are not. New screening tools based on biology could be a far more
valuable expenditure of scarce health care resources than doing screening
mammograms on tens of thousands of young women unnecessarily.

Before 1 close, | would like to briefly address the issue raised by these
new guidelines on breast self examination and dispel a misunderstanding.
As | understand it, the Guidelines recommended not doing the highly
formalized once a month at the same time each month and in the same way
" breast self examination since this procedure did not have an impact on '
mortality from the disease. That does not mean that women should not
know their breasts...what they look like, how they feel, whether something
looks or feels different and should be dealt with. That is how many women
find their breast cancers...not through the rituals we were made to believe
save our lives but during times when we shower, dress, lie in bed, make
love.

Thank you again for the opportunity to present a SHARE breast cancer
advocate’s perspectives on this issue.
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Loretta Lawrence, MD, FACR
President, New York State Radiological Society
Director, Breast Imaging, North Shore-LI1J Health System

| am strongly opposed to the breast cancer screening recommendations released by the
United States Preventative Services Task Force on November 18, 2009. lam a
radiologist who has specialized in breast imaging for the past 22 years. The USPSTF is
comprised of government appointed "health experts” that review published research and
make recommendation regarding preventative health care. The panel of 16 “experts”
responsible for the recent recommendations did not include a single expert in the breast
cancer field. None were from breast imaging, radiation oncology, medical oncology or
breast surgery.

The American College of Radiology response regarding benefits vs. concerns of annual
screening mammography starting at age 40 included the following:

it is well known that mammography has reduced the breast cancer death rate in-
the U.S. by 30% since 1990 -- hardly a small benefit.

Based on the performance of screening mammography as it is currently
practiced in the U.S.:

-one invasive cancer is found for every 556 mammeograms performed in women
in their 40's

-mammography only every other year in women 50-74 would miss 19-33% of
cancers that could be detected by annual screening

-starting at age 50 would sacrifice 33 years of life for every 1000 women
screened that could have been saved if screening started at age 40

-856% of all abnormal mammograms require only additional images to clarify
whether cancer may be present (or not); only 2% of women who receive screening

mammograms eventually require biopsy; USPSTF data showed that the rate of biopsy

~ is actually lower among younger women

The USPSTF agrees that screening mammography decreases mortality from breast
cancer in women‘in their 40's by 15%. However, the task force relied on studies with
methodology flaws that underestimated the benefits of mammography. 20% of women
whose deaths are from breast cancer are in the 40-49 age group. Many individual trials
show the benefil; of screening with the following % breast cancer mortality reduction in
women aged 40-49 including: HIP 25%, Gothenberg 44%, Malmo 36%, Sweden 48%,
British Columbia 39% .

The USPSTF recommends screening based on risk in the 40-49 age group. Only 10-
25% of breast cancers occur in high risk women in that age group. Not screening the
others would miss 75-20% of breast cancers in that group.

Areview of all breast core biopsies in the LIJ database from 10/1/08-10/31/09 revealed
that a total of 2040 core needle biopsies were performed in which 657 cancers were
found (PPV=24%). In the group between 40-50 alone 642 biopsies were performed and
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138 cancers were found (PPV=20%). 93 of these cancers were invasive. It is
unconscionable to ignore these patients.

Regarding the question of how often women should be screened, even the USPSTF
agrees that with increased screening, decreased mortality is achieved. Breast cancers
grow at variable rates and in order to catch early and fast growing cancers, we must
screen every year. This is especially true in the 40-49 age group who have denser
breasts and their tumors are known to grow faster.

| strongly support the American Cancer Society (ACS) guidelines, which continue to
recommend annual routine mammography screening for all healthy women age 40 and
older. A major concern is that the USPSTF recommendations will be used by the
possible health plans being considered in Congress which could lead insurance
companies to stop covering annual breast cancer screenings beginning at age 40.



Mammography Screening References

Duffy SW. Reduction in Breast Cancer Mortality from Organized Service

Screening with Mammography: 1 Further Confirmation with Extended Data. Cancer
Epidemiocl Biomarkers Prev 2006; 15(1):45-51.

Kopans DB. Informed decision making: age of 50 is arbitrary and has no
demonstrated influence on breast cancer screening in women. Am J
Roentgenology 2005;185:177-82

Kopans DB. Bias in the Medical Journals: A Commentary. Am. ). Roentgenol
2005; 185: 176 - 182.

Smith RA, Duffy SW, Gabe R, Tabar L, Yen AM, Chen TH. The randomized trials
of breast cancer screening: what have we learned? Radiologic Clinics of North
America 2004;42(5):793-806, v.

Schwartz LM, Woloshin S, Fowler, Jr. F). Enthusiasm for Cancer Screening in
the United States. Jama 2004; 291(1): 71-78

Tabar L, Yen MF, Vitak B, Chen HH, Smith RA, Duffy SW. Mammography service
screening and mortality in breast cancer patients: 20 year follow-up
before and after introduction of screening. Lancet 2003;361(9367):1405-10

Otto SJ, Fracheboud J, Looman CWN, Broeders MIM, Boer R, Hendriks JNHCL,
Verbeek ALM, de Koning HJ, and the National Evaluation Team for Breast Cancer
Screening* Initiation of population-based mammography screening in
Dutch municipalities and effect on breast-cancer mortality: a systematic
review Lancet 2003;361:411-417.

Kopans DB. Beyond Randomized, Controlled Trials: Organized
Mammographic Screening Substantially Reduces Breast Cancer Mortality.
Cancer 2002;94: 580-581.

Duffy SW, Tabar L, Smith RA. The mammographic screening trials:
commentary on the recent work by Olsen and Goetzsche. CA Cancer J Clin
2002; 52:68-71.

Duffy SW, Tabar L, Chen H, Holmgqvist M, Yen M, Abdsalah S, Epstein B, Frodis Ewa,
Ljungberg E, Hedborg-Melander C, Sundbom A, Tholin M, Wiege M, Akerlund A, Wu
H, Tung T, Chiu Y, Chiu Chen, Huang C, Smith RA, Rosen M, Stenbeck M, Holmberg
L. The impact of organized mammography service screening on breast
carcinoma mortality in seven Swedish counties. Cancer 2002;95:458-469.



Tabar L, Vitak B, Tony HH, Yen MF, Duffy SW, Smith RA. Beyond randomized
controlled trials: organized mammographic screening substantially
reduces breast carcinoma mortality. Cancer 2001;91:1724-31

Michaelson JS, Halpern E, Kopans DB. Breast Cancer; Computer Simulation
Method for Estimating Optimal Intervals for Screenmg Radiology
1999;21:551-560.

Kopans DB, Moore RH, McCarthy KA, Hall DA, Hulka C, Whitman GJ, Slanetz PJ,
Halpern EF. Biasing the Interpretation of Mammography Screening Data By
Age Grouping: Nothing Changes Abruptly at Age 50. The Breast Journal
1998;4:139-145

Hendrick RE. Smith RA, Rutledge JH, Smart CR. Benefit of screening
mammography in women ages 40-49: a new meta-analysis of
randomized controlled trials. Monogr Natl Cancer Inst 1997;22:87-92.

"~ Tarone RE. The Excess of Patients with Advanced Breast Cancers in Young
Women Screened with Mammography in the Canadian National Breast
Screening Study. Cancer 1995;75:997-1003.

Feig S. Estimation of Currently Attainable Benefit from Mammographic
Screening of Women Aged 40-49 Years. Cancer 1995;75:2412-2419.

Kopans DB, Halpern E, Hulka CA. Statistical power in breast cancer screening
trials and mortality reduction among women 40-49 with particuiar
emphasis on the National Breast Screening Study of Canada. Cancer 1994,
74:1196-1203.

Yaffe MJ. Correction: Canada Study. Letter to the Editor INCI 1993;85:94

Kopans DB. The Canadian Screening Program: A Different Perspective. AJR
1990;155:748-749

Baines CJ, Miller AB, Kopans DB, Moskowitz M, Sanders DE, Sickles EA, To T, Wall C.
Canadian National Breast Screening Study: Assessment of Technical
Quality by External Review. AJR 1990;155:743-747.

Miller AB, Howe GR, Wall C. The National Study of Breast Cancer Screening.
Clinical and Investigative Medicine 1981;4:227-258.



“THE COUNCIL
THE CITY OF NEW YORK

Appearance Card
. Iintend to appear and speak onInt. No. ______ Res. No.
[ in favor [] in opposition
Date: tefivo fo g
_ (PLEASE PRINT)
Name: ‘ Naoloi & Boclkivnd

Address:

I represent:

THE COUNCIL
THE CITY OF NEW YORK

Appearance Card

I intend to appear ;ME onInt. No. _ Res. No.
[] in favor [] in opposition

Date: IQ’// o / 0’6

{PLEASE PRINT)
Name: L &,’Qm Z.._A‘LJAENO!::'

Addrew: BB 2470 Cyrprd . 7Y D
I represent: ALEW  YOR KK STATE RAMoLo<icst 506

THE CITY OF NEW YORK
Apbearance Card
I intend to appear and speak on Int. No. _______ Res. No.

[] infaver [J] in opposition

Date:
{(PLEASE PRINT)

Name: Dam Qdﬂar ds on Hervr/l M. D_
Address: 34’ wW. 354‘“ S'I'*CE""_ IW‘FIO&‘:P

I représent- Suédn G- ‘Z-OM,ZH“J 'F;f'f”fuz Leate — Gfta‘lervf:-
‘ ' ~Aphlal

Address: Some 25 Apeve

’ Pleuse complete this card and return to the Sergeant-at-Arms ‘




~ THE COUNCIL
THE CITY OF NEW YORK

Appearance Card

I intend to appear and speak onInt. No. ___ Res. No.
[0 in faver [J in opposition

I?aze: /‘2//0/95{
(PLEASE PRINT)
Nare: @f. ros W g o

Address: - :
I represent: [\)fV\l \/Ofk CK\L\!J \L!(’uﬁ.l/‘ (: HQ%)Y’LJS {/0?90%

Address:

’ Please complete this card and return to the Sergeant-at-Arms 7 ‘

L e iy -

" THE COUNCIL
THE CITY OF NEW YORK

Appearance Card _ “~

I'intend to appear and speak on Int. No. ________ Res. No.
[ infaver [J in opposition

Date: [:Z./j@ /O ?
612_ _ (PLEASE PRINT) _
Name; A"(L/ SCH«(/%T’@. !2-
Address: .
I represent: S‘-}'/q"@}:—_ Cancy S¢ }“ﬂ)@ Oy =

Address;

’ ~ Please complete this card and return to the Sergeant-at-Arms ‘



s
THE CITY OF NEW YORK

Appearance Card
I intend to appear-and speak on Int. No. ... Res. No.
. [ infaver [J in opposition
Date i id\ ‘ © ! Oﬁ}

(PLEASE PRINT)

Name: LQ‘(\J\ B \\\J \'§V\\.. 1 .
Addl;esn: ‘-‘) 7 L\Q A 4, ngl_l__(« Sik« \ -~ i

o o .
1 represent: ‘f- lr M \k‘, S =
Address: s

. Pleuase complete this card and return to the Sergeant-at-Arms ‘

—

THE COUNCIL
THE CITY OF NEW YORK

R . Appearance Card
_‘,,«Jniln-tén‘d“t’ﬁ’%‘fﬁg;f:;& speakonInt. No. ____ Res. No.

[J infavor [J in opposition

Date: /&//O /Oci

SIS Ten e b _ (PLEASE PRJNT)
- Name: 4[@/6’ Rfo [? \/ :
Addreas: 9\('wf_u°/ Ave e luille py H7%7
I represent: ﬁc S e

Address:

’ Please complete this card and return to the Sergeant-at-Arms ‘




