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Introduction

As the mortality rate of breast cancer decreases over the years due to improvements in
prognosis and disease management, there is a shift from its treatment to post-mastectomy care.
Mastectomy is a type of treatment that may remove one or both breasts depending on how much
tissue must be removed. While mastectomy has success in achieving locoregional disease control
by removing one or both breasts, it could lead to detrimental psychosocial stress related to body
esteem and identity. Beyond the biological function of breasts, their significance is deeply
invested in social, cultural, and political aspects of society. These factors shape the way breasts
should be understood and how they look and feel since there are many psychological
consequences that impact identity, self-satisfaction, and overall quality of life (Coll-Planas et al.,
2017).

While not without flaw, one important process that works to address the improvement of
a patient’s psychological well-being post-mastectomy is breast reconstruction. Between 2009
and 2014, breast reconstruction following mastectomy rose by 62% among women 18 years and
older (Miller et al., 2017). Due to the significant outcomes of breast reconstruction on quality of
life, it must be accessible to all eligible patients. The Women’s Health and Cancer Rights Act
(WHCRA) was enacted to address accessibility by mandating insurance coverage for breast
reconstruction post-mastectomy (Xie et al., 2015). However, many past studies have indicated
the effects of the WHCRA are understudied and the utilization of breast reconstructive surgery
remained low in the U.S. (Alderman et al., 2011; Xie et al., 2015). Furthermore, a study has
found “‘significant racial/ethnic disparities in breast reconstruction utilization” before and after

the passage of WHCRA (Xie et al., 2015).
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Despite the importance of the WHCRA, the effects remain poorly understood, and the
accessibility of breast reconstruction remains limited for non-white patients (Liston et al., 2022).
The significant implications of breast reconstruction stress the need for a policy review of the
WHCRA. Are the differences in utilization of breast reconstructive services post-mandate
indicative of a health disparity or are there other explanations? Throughout this paper, specific
mechanisms and sociotechnical factors that contribute to the variation in the utilization of breast
reconstruction post-mandate will be evaluated. The investigation will identify the underlying
reasons behind why there is such a difference in receipt of breast reconstruction and potential
ways to address and reduce such differences.

Brief Overview of The Effect of Mastectomy and Breast Reconstruction

To fully grasp the significance of the WHCRA and its implications, it is essential to first
explore why patients must have the choice to elect breast reconstruction services. In 2022, over
200,000 people were diagnosed with breast cancer with as many as 50% of them electing
mastectomy procedures (Giaquinto et al., 2022). While there are less invasive treatments for
breast cancer, in cases where there are uncontrolled large tumors and a high risk of new or
recurrent tumors, a mastectomy is the only option.

Although a mastectomy is an effective treatment for breast cancer, it has a significant
impact on a patient's well-being, body image, and sense of self. There are many severe
psychological effects of a mastectomy since women may face distress and disfigurement as a
result of the loss of their breast(s). Breast reconstruction services, which are reconstructive
procedures performed after a mastectomy to rebuild the breasts, can be an important procedure
that addresses these issues (Alderman et al., 2006). Additionally, there are various types of breast

reconstructions that can be done immediately after mastectomy or later on. Some studies have
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shown that women who chose post-mastectomy breast reconstructive surgery displayed lower
levels of depression as compared to patients who did not (Gardikiotis et al., 2016). Furthermore,
research has shown improvement in quality of life and many psychological, social, and
functional benefits of breast reconstruction over the years (Gardikiotis et al., 2016). While breast
reconstruction is not the only choice for patients, it is necessary to be an option in the complex
decision-making process post-mastectomy. Since it is a necessary option, it must be accessible
and equitable to all patients who are eligible.

Overview of The Women’s Health and Cancer Rights Act

Due to the many benefits of breast reconstruction on patients’ quality of life and years of
lobbying from women’s health advocates, the Women’s Health and Cancer Rights Act
(WHCRA) was signed by President Bill Clinton in 1998 (Wilkins & Alderman, 2004). The
federally mandated health insurance providers cover breast reconstruction following
mastectomy, surgery to reconstruct the other remaining breast for symmetry, and “care for
physical complications and prostheses in all stages of mastectomy” (Xie et al., 2015).
Additionally, legislation was passed to penalize noncompliant insurers later in 2001.

Prior to the enactment of the WHCRA, there were reports of “horror stories of “drive-
through mastectomies.” Women were coerced by their insurance companies into four-hour
outpatient mastectomy procedures to save money (Wheeler, 2019). Furthermore, many insurance
companies denied coverage for breast reconstruction on the basis that these procedures are
“cosmetic,” and thus not necessary for health (Wilkins & Alderman, 2004). However, many
healthcare professionals emphasized that rebuilding new breasts after mastectomy is
reconstructive, and for many women, a necessary aspect of breast cancer recovery (Wilkins &

Alderman, 2004).
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Due to the shifting perception of breast reconstruction, many breast cancer survivors,
breast cancer and plastic surgeons, researchers, and policymakers lobbied intensely to ensure its
coverage by law. Eventually, the legislation passed in hopes of removing the barrier to the
receipt of breast reconstruction. Despite its important implications, the effect of WHCRA
remains understudied and the few studies that have been conducted have found “significant
racial/ethnic disparities in breast reconstruction utilization” (Xie et al., 2015).

Prior Policy Review Efforts and Literature Review

There have been prior studies and policy analyses on the WHCRA after its passage. In a
study conducted by Xie et al. published in 2015 using the Surveillance, Epidemiology, and End
Results (SEER) database, utilization of breast reconstruction increased by 31% in 1999 and 36%
in 2000 after the WHCRA (Xie et al., 2015). However, their study found significant differences
in receipt of breast reconstruction amongst racial/ethnic groups that were consistent with the
existing literature as mentioned in the preceding section (Alderman et al., 2006; Xie et al., 2015).
Race-based inequality in healthcare has been well-documented in many different areas of
medicine, including breast reconstructive surgery. SEER data and studies have shown African-
Americans, Hispanics, and Asians are significantly less likely to undergo reconstruction
compared to white patients; African-American and Hispanic women were half as likely and
Asian women were one-third as likely (Wilkins & Alderman, 2004).

The study conducted by Wilkins and Alderman also investigated the weaknesses of the
WHCRA. They cited loopholes in the WHCRA that did not address payer compliance and
enforceable penalties, as well as, failing to address physician reimbursement (Wilkins &
Alderman, 2004). A major failure of the WHCRA is the oversight of 44 million Americans who

do not have access to health care coverage of any kind. As the study stated, no insurance
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probably means no reconstruction for uninsured women who have limited economic resources,
to begin with (Wilkins & Alderman, 2004). Financial barriers and socioeconomic status may
explain the lower rates of reconstruction, especially in marginalized populations. While there
may be systemic disparities in breast reconstruction utilization, some argue that the lower rates
of breast reconstruction for non-white patients are due to differing cultural values and inherent
distrust in the health system (Rubin et al., 2013; Wilkins & Alderman, 2004). This paper will
investigate all key actants involved in the process of breast reconstruction and review all possible
factors that may contribute to the significant gap between racial/ethnic groups.
Methods

In order to investigate the research question, a policy review will be conducted to analyze
the WHCRA. The review will involve looking at policy processing, content, and outcome based
on the framework of evidence-based policy as outlined in the Brownson et al study (Brownson et
al., 2009). The first domain in the framework is policy processing, which involves recognizing
and identifying the main factors that inform the policy process such as political factors, the
national mood, and the necessity of compromise that affects the policy. In addition, this research
will identify key actants involved in the passage of the WHCRA through scholarly literature and
the published hearing before the Senate’s Subcommittee on Healthcare in 1997 (United States,
1997). The hearing offers accounts of actants such as state senators, the National Breast Cancer
Coalition, physicians, and breast cancer survivors that advocated for the passage of the mandate.
The contents will illustrate the initial reasons why the WHCRA is necessary for patients who
have undergone mastectomy. By identifying these actants, the research can get a full
understanding of the WCHRA’s role in breast reconstruction utilization. Evaluating this hearing

will also reveal different viewpoints and dissenters of the act, along with their justifications.
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Then, the policy content will be reviewed to identify specific policy elements that are effective.
After, a comprehensive literature review will be conducted using academic secondary sources to
analyze both quantitative and qualitative data. Prior studies that have produced empirical data
will offer insight into the evaluation of the effects of breast reconstruction utilization post-
mandate and help determine specific sociotechnical factors that contribute to usage differences.
WCHRA Policy Process

There are key factors that are important to policy adoption, which include the problem
and the politics behind the policy (Brownson et al., 2009). Is the problem or conditions regarding
it worthy of governmental intervention and how do the politics of the inside and outside of the
government influence the policymaking process? The hearing before the Senate’s Subcommittee
on Healthcare in 1997 gives insight into these questions.

The proposed legislation that laid the foundation for the WHCRA was Senate Bill 249,
which was championed by Senator Alfonse d’Amato in 1997 and 1998, along with 28 other co-
sponsors (United States, 1997). Other key actants that advocated for the bill are U.S. senators,
U.S. representatives the President of the National Breast Cancer Coalition, healthcare
professionals, and breast cancer survivors. Senator Feinstein proposed that the WHCRA require
health insurance plans to: cover the length of hospital stays post-mastectomy, cover breast
reconstruction following mastectomy, and prohibit them from financially penalizing a physician
for providing medically necessary care (United States, 1997). In the hearing, there were many
breast cancer survivors accounts, who are often also medical professionals themselves. They
spoke of outpatient mastectomies and reconstructive surgeries, in which they received minimal
care and were sent home on the same day of the procedures. Senator Dianne Feinstein personally

testified that it was near impossible to leave the hospital after such procedures without an
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overnight stay.

The advocacy for the passage of the WCHRA did not proceed without dissenters. Dr.
Gail Wilensky, a health economist, argued that there does not seem to be a big enough problem
to require breast cancer coverage and new legislation since outpatient mastectomy remained
“relatively small” (United States, 1997). Furthermore, he raised concerns about the role of the
federal government in areas traditionally handled by the States and the implications of this
federal mandate on healthcare. Additionally, the American Association of Health Plans (AAHP)
argued that the advocates promoted the WHCRA by “publicizing misconceptions of health plan
practices based on anecdotes,” causing unfounded concerns over health care practices (United
States, 1997). Furthermore, the federal government should not interfere with the free market and
the existing regulatory environment.

In response, representative Sue Kelly argued that if there is no problem with “drive-
through mastectomies” and coverage of reconstructive surgery, then there would not be stories of
women suffering from the consequences (United States, 1997). Many advocates in the hearing
argued that the legislation should be upheld to place the decisions with the physician and patient,
rather than allowing insurance companies to have all the say involving post-mastectomy care.
Furthermore, the Center for Patient Advocacy insisted that the “anecdotes” are not isolated
events and affect real human being lives, and the government should care more about the health
of millions of patients rather than the market.

Despite the policy advocacy, the bills died without coming to a vote. However, after a
further push, the U.S. Senate enacted a significantly reduced version focused on only insurance
coverage for breast reconstruction following a mastectomy (Tweedy, 2018). While the WHCRA

ended up becoming diminished, its implications are still significant in the access to breast
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reconstructive surgery. The passage of the WHCRA heavily relied on political advocacy and
countless testimonies from women who have undergone mastectomies or breast reconstruction
before the federal mandate.

The hearing illuminated the complex factors that were involved in the WHCRA passage
and process. It was clear that while there was political pushback, there was a demonstrated need
for all breast cancer survivors to have health coverage and access to the necessary procedures
post-mastectomy. Although many advocates emphasized health coverage for all women, they did
not address the barriers that women of color face in health care in particular and how such
factors could potentially impact the outcome of the WHCRA.

WHCRA Content and Outcome Review

Policy evaluations of the WHCRA are crucial to understanding the impact of policies on
a social and individual level. To identify and evaluate the outcomes, a systematic literature
review can be conducted.

The study conducted by Xie et al. evaluated the effectiveness of the federal mandate on
the utilization of breast reconstruction by using a difference-in-differences (DD) approach to
identify changes in breast reconstruction use before and after the WHCRA, especially in states
that did not have state law mandating similar coverage to the WHCRA (Xie et al., 2015). In
2000, the rate of breast reconstruction utilization increased by 36%, especially in states that did
not have pre-existing laws mandating reconstruction (Xie et al., 2015). The results suggested that
the WHCRA achieved its goal since there is improved access to reconstructive services.
However, their study found significant racial/ethnic disparities in breast reconstruction
utilization, which was consistent with other existing studies. Their study demonstrated that non-

white patients were at least 50% less likely to undergo breast reconstruction than white patients


https://www.zotero.org/google-docs/?7ehvw3
https://www.zotero.org/google-docs/?CQd2gK

(Xie et al., 2015). The alarming results demonstrate a need to further evaluate whether the
WHCRA helped reduce or exacerbated racial disparities in terms of breast reconstruction
utilization.

The study performed by Xie et al. is one of many studies showing differences in the
receipt of post-mastectomy based on racial/ethnic identities. Another study done by Epstein et al.
over the course of 10 years (2005 to 2014) showed that breast reconstruction utilization increased
from 33.2% to 60.0% (Epstein et al., 2018). Despite the significant increase, racial/ethnic
differences were found similar to the study from 14 years ago. In 2014, a higher utilization rate
was found among white patients with differences in overall breast reconstruction utilization of
8.17%, 14.77%, and 19.03% with Black, Asian, and Native American patients, respectively
(Epstein et al., 2018). While there is a reduction in differences from 2005 to 2014, these
differences remain significant. These findings indicate that the WHCRA does increase
accessibility in certain aspects but remains lacking in equity of care. The differences highlight
that there could be potential gaps that the WHCRA has not addressed such as sociotechnical
factors, which would affect the overall rates of breast reconstruction utilization for minority
patients.

Sociotechnical Factors Affecting Utilization Rate

While the federal mandate increased access to breast reconstructive surgery, it may have
not addressed other sociotechnical factors that serve as barriers for patients. Identifying and
addressing them would help give further legislation and reforms to have equitable outcomes.
Many factors may contribute to differences in surgery utilization and outcomes which include
healthcare literacy, access to insurance/healthcare affordability, quality of providers, and social

factors such as mistrust in healthcare (Hart & Momoh, 2020). Patients who are non-white are
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less likely to see higher-quality providers and lack insurance coverage (Hart & Momoh, 2020).
While the majority of plastic surgeons believe in the benefits of breast reconstruction, they have
reduced their practice due to poor reimbursement and lack of coverage (Epstein et al., 2018).
Such sentiments disproportionately affect Medicaid patients since reimbursement rates are 25%
less than other insurance payers, which would affect many minority patients (Epstein et al.,
2018). Additionally, minority patients are more likely to receive care at hospitals with poorer
surgical outcomes, which widens the mistrust between medical care and patients of color (Gaskin
etal., 2012).

Furthermore, many minority patients often have increased severity of breast cancer,
which makes them more likely to undergo autologous reconstruction, a more aggressive
treatment due to the increased severity of the disease. However, autologous reconstruction is
underused and is not provided by all medical centers, which could be due to poor access to
specialized surgeons, longer recovery time, and more hospitalization, which would result in a
financial burden (Epstein et al., 2018). The socioeconomic status of patients undergoing
treatment plays a major role in breast reconstruction utilization. Work-related concerns limit
many women from pursuing reconstruction; the potential risk of losing a job or receiving regular
income is a much higher concern for women of lower socioeconomic status. Unfortunately,
Latino women commonly cite job-related concerns as a reason for not undergoing reconstruction
(Hart & Momoh, 2020).

Contrasting Perspectives (Disparities vs Differences)

Some have argued that the differences in utilization rates are not indicative of healthcare

disparities. Furthermore, it was argued that distinguishing between differences and disparities

can be challenging in elective procedures that target quality of life, such as breast reconstruction
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(Rubin et al., 2013). Health disparities are defined as “preventable differences in the burden of
disease, injury, violence, or opportunities to achieve optimal health that are experienced by
socially disadvantaged populations” by the Centers for Disease Control and Prevention (CDC).
Based on the results presented in this literature and policy review, the differences indicate a
disparity in utilization for minority patients. Lack of access to breast reconstruction methods due
to insurance coverage issues and sociotechnical factors contributing to the differences are
preventable and can be addressed, especially with further legislation or policy reforms to the
WHCRA.
Conclusion

Despite differing opinions on the accessibility of breast reconstruction, especially
surrounding the WHCRA, the potential effects of breast reconstruction on patients’ post-
mastectomies are significant. Even after two decades post-WHCRA, the differences in breast
reconstruction utilization rates between white and minority patients remain consistent and well-
documented. Factors such as economic status, access to insurance coverage, and quality of care
have been identified as significant determinants of utilization. These factors indicate a health
disparity within breast reconstruction, which necessitate a plan to address them to achieve
equitable care as intended with the original WHCRA. Reforms or new legislation must address
limitations by mandating coverage for appropriate and high-quality consultations. Furthermore,
they must be able to address the socioeconomic disparities that the WCHRA still poses. These
can be achieved by legislation that protects workers’ rights regarding health care in particular.
While legislation may not solve the overarching systemic complex issues, it can gradually set the

foundation to reduce health disparities overall.
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