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An Expert’s Comment on Breast Cancer Screening Guidelines 
November 11, 2009  
Webcast 
Wendy B. DeMartini, M.D.  

 
Please remember the opinions expressed on Patient Power are not necessarily the views of Seattle 

Cancer Care Alliance, its medical staff or Patient Power. Our discussions are not a substitute for 

seeking medical advice or care from your own doctor. That’s how you’ll get care that’s most 

appropriate for you. 

 

Introduction 
 
Andrew Schorr: 
Breast cancer is responsible for over 40,000 deaths each year in America.  So who 
should be screened?  Who doesn't need to be?  Who needs to be screened more 
often?  And how much can you rely on those results?  What tumors are harmful and 
which may not be?  Find out next on Patient Power.   
 
Andrew Schorr: 
Hello and welcome to Patient Power sponsored by the Seattle Cancer Care Alliance.  
I'm Andrew Schorr.  Well, in the news now in the fall of 2009 there's been some 
question about who should be screened for breast cancer, how often, and what do 
you do with that information.  Should you note what was seen on mammography 
for example but not do anything right away, or should you move more 
aggressively.  Well, of course the whole question of screening and regular screening 
for women, early detection has been on our minds for so many years, so to help 
clarify this and also discuss what women are at high risk for breast cancer and 
where does screening come in, we have with us Dr. Wendy DeMartini from the 
Seattle Cancer Care Alliance.  She's an assistant professor there, and she's a breast 
radiologist.   
 
Dr. DeMartini, thank you so much for being with us.   
 
Dr. DeMartini: 
It's is pleasure to be here.  I thank you for the opportunity. 
 
Andrew Schorr: 
Dr. DeMartini, so first let's talk about what's been in the news lately and that is it 
was raised in some discussion with the American Cancer Society have we had 
people screened or concerned about screening and sort of gotten in a tizzy about it 
when maybe we should back off a little about bit about that.  What's your thought, 
and maybe you could help explain or put it in perspective.   
 
Dr. DeMartini: 
Certainly.  Well, understandably that bit of information could be confusing to 
patients and could make it challenging to understand whether one should or 
shouldn't have a mammogram and how frequently one should have a mammogram.  
I think that it's important to remember that the American Cancer Society, when all 



 
 
 
 

www.patientpower.info                                                   
sccapatientpower.org                   © 2009 Seattle Cancer Care Alliance 
SCCA111109/1116/AS/jf          All Rights Reserved                        
                
                                    
 

2 

is said and done after the initial information in the news about potentially there 
being overscreening, really emphasized that they're not changing their screening 
recommendations, that they continue with their current screening recommendation 
that all women over the age of 40 receive a mammogram once a year.  And we 
continue to think that that's important, and those are the standards that we follow 
here at the Seattle Cancer Care Alliance. 
 

Benefits of Mammography 

 
Andrew Schorr: 
What was the concern?  Was it that screening was leading to overtreatment, to 
aggressive treatment?  I mean, why even the discussion?   
 
Dr. DeMartini: 
That's a great question.  There have been I think a couple concerns raised as a part 
of the discussion.  One aspect that seemed to come to the fore again was about 
women in the 40- to 49-year range, so women below the age of 50, whether they 
should be screened.  That is periodically brought forward for discussion because of 
some people's questioning whether the benefits clearly outweigh the disadvantages 
of screening mammography in that age group, but it has been shown that for 
women in the 40- to 49-year age group that screening mammography definitely 
decreases deaths from breast cancer.  So that is of course our goal with screening 
mammography.   
 
It's the only imaging test that has been shown to decrease deaths from breast 
cancer.  It's been shown to decrease deaths most substantially in women who are 
50 years and older, and in those women it will decrease the likelihood of death from 
breast cancer between 16 and 35 percent, but it definitely has been shown in those 
younger women, the women between 40 to 49 years of age, to decrease breast 
cancers in the 15 to 20 percent range.  So that is why the majority of the various 
medical organizations do recommend screening women starting in their 40s.  Some 
vary a bit in whether they recommend once a year or every other year for women 
in the 40- to 49-year age group.  Again, the American Cancer Society recommends 
every year beginning at age 40. 
 
Andrew Schorr: 
And as far as women who are at high risk, I mentioned that earlier.  How do you 
define high risk?   
 
Dr. DeMartini: 
That's another great question and one that has become increasingly important.  As 
we're developing these new tools which have potential advantages but also 
potentially are more expensive and may have increased likelihoods of false 
positives we want to make sure that we're only using those tools in women who 
clearly warrant them, such as those who are at high risk.  We know in general that  
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women have about a one in eight lifetime risk of developing a breast cancer, and 
that means that women in general have a lifetime risk of, say, 12 to 13 percent of 
developing a breast cancer.  So we consider that kind of a reference. 
 
Life Expectancy and Lifetime Risk 
 
Andrew Schorr: 
And that's if they live a long life.   
 
Dr. DeMartini: 
That is if they live a long life, and that's again an important thing to keep in mind.  
Your risk is not 12 to 13 percent every year.  It's if you live well into your expected 
life expectancy.  About a 12 to 13 percent lifetime risk is the average.  In general, 
again going by the American Cancer Society recommendations, a high-risk woman 
is an individual who has a lifetime risk of greater than, say, 20 to 25 percent of 
getting breast cancer.  And these definitions are certainly somewhat arbitrary at 
this point, but that seems at this time to be a reasonable sort of threshold for 
considering someone at high risk. 
 
Andrew Schorr: 
All right.  What leads to high risk?   
 
Dr. DeMartini: 
There definitely are those individuals who are at high risk because they have a gene 
mutation.  It turns out that those comprise only a very small percent of breast 
cancers.  Perhaps 10 to 15 percent of breast cancers occur in women who have one 
of these gene mutations.  For instance, the most well-known ones are BRCA1 and 
BRCA2 gene mutations.  We know that those women are at very high risk for breast 
cancer, and someone with one of the Type 1 gene mutations has about an 80 
percent lifetime risk of breast cancer. 
 
Andrew Schorr: 
Wow.   
 
Dr. DeMartini: 
So those patients are clearly at elevated risk.  There are also individuals who may 
have an elevated risk for a variety of factors, and one of the most important things 
is really based on the family history at this point.  The most suggestive family 
history features for us would be if someone had a first-degree relative who had had 
a premenopausal breast cancer, that would be in a female relative, or a first degree 
relative, even a brother or a father, who had a breast cancer.  Again, those would 
suggest that there may be a genetic or a familial component to breast cancer and 
so there's elevated risk. 
 
Andrew Schorr: 
So on the female side, your mother or your sister.  Your aunt wouldn't be a first 
degree relative.   



 
 
 
 

www.patientpower.info                                                   
sccapatientpower.org                   © 2009 Seattle Cancer Care Alliance 
SCCA111109/1116/AS/jf          All Rights Reserved                        
                
                                    
 

4 

Dr. DeMartini: 
That's correct. 
 
Andrew Schorr: 
Okay.  And it could be, we should acknowledge, as you did, male breast cancer, 
certainly, if that showed up in your brother or your dad.   
 
Dr. DeMartini: 
Yes.  We didn't used to realize how important that was, and some of that sort of 
seemed to get lost sometimes in people's family history, so it's important to keep 
that in mind as well. 
 
Main Risk Factors of Breast Cancer 
 
Andrew Schorr: 
So you mentioned about that particularly when it's premenopausal, and that has 
ramifications for screening.  Now, any other high-risk factors?  We talked about 
family history.  We talked about the genes.   
 
Dr. DeMartini: 
Right.  There's certainly a whole spectrum of things that increase our risk for breast 
cancer, and unfortunately most of the other risk factors, the amount that they 
contribute to the development of breast cancer hasn't been completely clarified.  So 
we know that there are women who may have a whole number of risk factors, and 
I'll talk about some in just a moment, who don't develop a breast cancer and then 
women who have fewer risks who then do.  So, again, lots of potential things 
contribute to breast cancer but the way that they actually interact remains to be 
determined  
 
The main two risk factors for getting a breast cancer tend to be things that we can't 
do anything about.  They are being a woman and getting older.  So those are 
obviously things that we can't modify.  There are other things that increase your 
risk of breast cancer such as having had a particular type of benign but high-risk 
finding found in a breast biopsy, and that would include a finding of so-called 
atypical lobular hyperplasia or atypical can ductal hyperplasia or something called 
lobular carcinoma in situ.  Again, these are specific things that aren't cancers 
themselves but have been shown to increase the risk that one might develop a 
breast cancer. 
 
Andrew Schorr: 
What about obesity?  Does just being very overweight, is that a risk factor?   
 
Dr. DeMartini: 
There has been demonstrated to be an association between overweight and obesity 
and breast cancer as well. 
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Andrew Schorr: 
Would somebody simply because they are overweight be at higher risk or not 
necessarily?   
 
Dr. DeMartini: 
Well, we would tend to say not necessarily because so much depends on all of the 
other factors that a woman might have, including the ones that I just mentioned.  
And so it is somewhat complicated.  I think in general that if a woman feels that 
she has significant risk factors for breast cancer but is not certain the best thing to 
do if she can is to go and have a formal risk assessment by a professional who 
specializes in that. 
 
What Does ‘High-Risk’ Really Mean? 
 
Andrew Schorr: 
Now, let's talk about what happens.  If you're identified to be at high risk, what 
does that mean?  We talked about every year or every 18 months starting at age 
40 typically a woman have a mammogram, and we'll talk as we go on about how 
much should we rely on mammograms exclusively, but for the woman where the 
doctor says, you know, I think you're at higher risk, I assume we want to follow 
more closely, what does that mean?   
 
Dr. DeMartini: 
Well, typically what that's going to mean for a woman at high risk is still going to 
include an annual mammogram, so mammogram once a year.  Mammography has 
still been shown to be helpful in women who are at high risk for breast cancer 
because even some of our additional tests are not going to detect all breast cancers 
and those cancers often can be seen on mammography, so we want to continue 
with mammography once a year.   
 
If a woman is at very high risk for cancer, again, above that 20 to 25 percent 
lifetime risk or has a known gene mutation, then we would add breast MRI in 
addition to mammography, again, once a year.  And breast MRI is a newer test that 
we have that uses the administration of some dye-like material or contrast material 
to look not only at shapes of things in the breast but how they take up that contrast 
because breast cancers tend to make new vessels and sort of take up this contrast 
in a characteristic way.  So we would add MRI once a year in those individuals.   
 
There has been some discussion about breast ultrasound as a screening test in 
high-risk individuals.  Unfortunately the studies have really not supported that to 
date.  The breast ultrasound is sort of an alluring thing because we know that it's 
generally widely available, it's not particularly expensive, it doesn't require 
radiation, but the studies that have looked at it have shown that it has a fairly 
significant likelihood of what we call false positives or having to do a procedure for 
something that is not a cancer, and it turns out that it is much higher than the false  
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positive rate we have in mammography or breast MRI.  So at this time it's not 
recommended as a screening test even for women at high risk unless they are at 
high risk but cannot have a breast MRI. 
 
Andrew Schorr: 
We should mention that the SCCA and your department really was a leader in 
studying whether MRI would be effective, and you proved that it would be.   
 
Dr. DeMartini: 
That is correct.  Dr. Connie Lehman who is the head of our breast imaging section 
here has been the long-standing investigator of breast MRI and has done some of 
the seminal studies looking into its utility both in terms of screening women, which 
we're talking about today, as well as if a woman is diagnosed with a breast cancer 
the usefulness of having an MRI after her diagnosis to see whether there's other 
cancer in either breast. 
 
Andrew Schorr: 
So just to recap then, someone who is told that they're at higher risk or may be at 
higher risk, then pretty vigilant year after year as far as mammography and 
possibly also MRI on top of that.   
 
Dr. DeMartini: 
That's correct.  And I would encourage individuals if they're not certain, again, to 
try and have a formal risk assessment.  Because I know that we all tend to both 
over- and underestimate our likelihood of a breast cancer, so it's nice if you have 
that option is to have a formal risk assessment by one of your physicians.  Or here 
at Seattle Cancer Care Alliance we have a breast and ovarian cancer prevention 
clinic where you can have that particular service performed. 
 
Andrew Schorr: 
All right.  Well, that sounds to be a very wise thing to do.   
 
We're going to continue our discussion with Dr. Wendy DeMartini, a breast 
radiologist at the Seattle Cancer Care Alliance.  As we continue we're also going to 
be asking her about mammography, how much can we rely on it, when does there 
need to be follow-up.  And what about what a woman can do herself, self exams?  
And what about a woman's intuition?  And we should mention maybe if a man feels 
something as well.  We'll be back with much more Patient Power right after this.   
 
Andrew Schorr: 
Continuing our Patient Power discussion with Seattle Cancer Care Alliance breast 
radiologist Dr. Wendy DeMartini.  Dr. DeMartini, so I have interviewed a number of 
women, not the majority of the ones with breast cancer that I've spoken with but 
some, who said, you know, I developed breast cancer but I a few months before 
had had a mammogram and it didn't show anything and then I felt something 
myself.  Or I didn't feel right and I went in and then we checked further and sure 
enough there was breast cancer.  How does that happen?   



 
 
 
 

www.patientpower.info                                                   
sccapatientpower.org                   © 2009 Seattle Cancer Care Alliance 
SCCA111109/1116/AS/jf          All Rights Reserved                        
                
                                    
 

7 

 
Dr. DeMartini: 
Well, it happens because we know that mammography is a good test and it will find 
most breast cancers, but it's not a perfect test, and so it can fail to detect breast 
cancers even when they're there.  Thankfully that happens in a minority of cases.  
It's perhaps 10 to perhaps 20 percent of cases where there might be a cancer there 
and it's not seen on the mammogram.  And that's why we always emphasize if a 
woman feels a lump in the breast we don't just stop with a mammogram but we go 
ahead and pursue it.  We check it special mammogram views and we do an 
ultrasound as well.  Again, it's a very good test but not a perfect test, and it's not 
going to find all cancers.   
 
Mammography is most challenged in those women who have, as I'm sure your 
listeners have heard folks talking about, dense breasts.  And what we're talking 
about at that point is what's called mammographic density or how white or opaque 
the breasts look on a mammogram.  And that's because cancers on a mammogram 
also look white or opaque, so the more dense the breasts are on a mammogram 
the more likely they are to obscure a cancer that might be there.  So those are the 
types of breast tissue that we're most challenged in for mammography, and we're 
most likely to potentially miss a cancer in that circumstance. 
 
Dense Breast and Breast Implants 
 
Andrew Schorr: 
Do breast implants make it more difficult too?   
 
Dr. DeMartini: 
They can.  It is somewhat variable.  There are some individuals with breast 
implants that they probably don't cause a significant impediment in looking at the 
breast for breast cancer and some individuals in whom it does.  It depends a lot on 
the particular woman's sort of breast size and the size of implants relative to the 
native breast tissue.  So I think overall it doesn't necessarily interfere with our 
ability to detect breast cancer.  It may in particular circumstances.  It's still very 
important for women with implants to get a mammogram because we still will find 
breast cancers on mammography with those women. 
 
Andrew Schorr: 
Years ago I got to interview an expert in the field I'm sure you know him or have 
heard of him, Dr. Laszlo Tauber,    
 
Dr. DeMartini: 
Oh, yes. 
 
Andrew Schorr: 
, from Europe, and he gave a demonstration for the public looking at the result of 
mammography, and, quite frankly, it was a little bit about like Where's Waldo.  I 
mean we the public couldn't pick out the tumor, and so I realized the art of 
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radiology and specifically breast radiology.  So how much do you think comes into 
play sort of the wisdom of the experience of a breast radiologist when it's not so 
obvious?   
 
Dr. DeMartini: 
Well, certainly there is individuals who perform a lot of breast imaging, and 
particularly those who may be dedicated to just doing breast imaging tend to do a 
better job of finding breast cancers because they have that experience and they are 
looking at mammograms and other breast imaging studies on a very regular basis.  
So if possible you would like to have your mammogram performed and interpreted 
somewhere where the radiologists actually specialize in breast imaging, or if they 
don't specialize in it they actually read a large number of mammography studies 
every year.   
 
Technological Differences in Imaging 
 
Andrew Schorr: 
It's not just the machine, for sure.   
 
Dr. DeMartini: 
It is not just the machine, but you bring up an important point in that we do have 
some differences in machines now that we didn't used to, and this comes into play 
too when we consider women with dense breasts.  Historically all mammography 
used to be done using what's called a film screen technique where we actually put a 
film cassette next to the breast and the image is actually taken on the film 
cassette, sort of like taking an old-style regular film photograph.   
 
We now have digital mammography where instead of the image being on a film it's 
on a digital detector, sort of like taking an electronic or digital photograph.  And 
importantly there has been a nice, large study which showed that digital 
mammography was actually better than film screen mammography for particular 
women, including those who had denser breast mammographically.  It can see 
around that dense tissue a little bit better, so for women who have denser breasts 
or who are less than age 50 or pre- or perimenopausal digital mammography was 
actually better at finding breast cancers.  So that's a good option if you can have 
digital mammography in your area to have a digital mammogram if you fall into one 
of those categories. 
 
Andrew Schorr: 
All right.  Let's just recap that for a minute.  So digital mammography if it's 
available could provide an advantage and was proven to in certain age groups.  And 
it's a fair question for a patient to ask is someone who really is maybe even 
dedicated totally to breast radiology who will be looking at my images.   
 
Dr. DeMartini: 
Yes, absolutely. 
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Andrew Schorr: 
That could be an advantage, just the experience.  All right.  Let's go on there.  So 
what if you find something suspicious because that can happen.  It's just a 
screening exam.  What happens then, because you know your department or 
departments like yours call them and say, you know, we'd like you to come back in.  
That can be terrifying.   
 
Dr. DeMartini: 
Absolutely.  I know, because that is very terrifying and they get a phone call or a 
letter saying there may be something on your mammogram, and of course that 
causes a whole lot of anxiety.  I think one important thing to remember is that 
most of the time when we ask women to come back and have the additional test 
still most of the time the finding that was seen will end up being something that's 
not a cancer.  It may be that it's overlapping breast tissue.  It may be that it's a 
true little mass in the breast but it's something completely noncancerous like a 
cyst, and that is true most of the time when we ask women to come back for 
additional tests. 
 
Andrew Schorr: 
One of the things that was brought up in the recent publicity about where we 
screen people too much or overtreating was that apparently there's some evidence 
that there are some examples of cancer cells where the body finally identifies them 
and they resolve themselves.  Where are we now with having any clue through 
imaging of which groups of cancer cells will go on and grow and be more dangerous 
and which won't be?   
 
Dr. DeMartini: 
I think the scientific question is which of the cancers that we detect are basically 
going to stay relatively stable.  We don't have a lot of evidence that cancers go 
away on their own, but what some cancers may do is just be low grade, indolent, 
slow growing, not change very much over time so that they wouldn't actually 
spread and become a potential source of death for a given individual.  So that's the 
real clinical question or scientific question because we know that of the breast 
cancers we detect not all of them would potentially go on to form an invasive 
cancer that would spread and potentially be a cause of death.   
 
The issue, as you have pointed out, is that we don't yet know which cancers are the 
ones that aren't going to progress.  We know, the real conundrum, the area that 
remains under investigation in particular are the cases of ductal carcinoma in situ, 
or DCIS, that we diagnose.  When we step back and think about all the breast 
cancers that we diagnose, about 75 percent of the cancers that we'll find with our 
imaging tests or by somebody feeling a lump in the breast, are the invasive 
cancers.  They've already sort of spread out of the milk duct tissue and they're in 
the breast and they might spread elsewhere.  We know that those cancers need to 
be treated per standard protocols.   
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With DCIS, which is a type of cancer that is still confined to the milk duct and is 
maybe 25 percent of cancers that we diagnose, it has been hypothesized that a 
percentage of that actually wouldn't go on to grow.  And, again, people talk about 
the similarity to some prostate cancers.  So what we really need to do at this point 
is determine the features of those cancers that let us know that they're not going to 
grow so that we can tailor treatment appropriately and not have to treat women as 
aggressively if they have cancer that's not going to progress.   
 
I think a lot of that I think is going to come potentially from the imaging standpoint.  
We may find some imaging features of those cancers that let us know that they 
don't need to be treated quite as aggressively.  But also I think a lot of that is going 
to come from our pathology colleagues who are really working hard to find 
particular things about the tumors themselves, things that are on the cells, things 
about the cells that can help predict, again, which ones are sort of the more 
indolent and which ones are the bad players. 
 
Monitoring and Screening Recommendations 
 
Andrew Schorr: 
So where we are today, we'd like to say you can just look at it and say don't worry 
about it, it's not going anywhere and spare a woman or a man a biopsy to actually 
take a sample of the cells, but we're not there yet.   
 
Dr. DeMartini: 
We're not there yet.  And because we're not there yet we do want to keep detecting 
these cancers as we have been which is why we're not changing our screening 
recommendations at this point.  We still need to find these cancers and then ideally 
be better at at that point deciding whether this is a cancer that's not going to cause 
a real problem for an individual.   
 
Andrew Schorr: 
I want to go back to our high-risk group for a minute.  So knowing you're at high 
risk can feel a little bit like there's a ticking time bomb.   
 
Dr. DeMartini: 
Sure. 
 
Andrew Schorr: 
But with proper monitoring do you feel that, I mean, you can't necessarily prevent 
a cancer from developing but that a woman should not see that as, oh, if there's a 
cancer diagnosis that's it, you know.   
 
Dr. DeMartini: 
Absolutely.  But I fully recognize that each individual has a potentially different 
perspective on this and some women, just knowing that they're at high risk is 
incredibly stressful and challenging to deal with.  But it is important to realize that 
really with our imaging tests we can in most cases detect breast cancer early with 
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our mammography and with our breast MRI, and early detection, as we know, 
increases the likelihood of a good outcome.  So most women, even those at high 
risk, we're going to do a good job of finding their breast cancers early and allow 
them to get treatment and have it a nice outcome. 
 
Andrew Schorr: 
Now, some women have had mammography for years, and then they get to a 
point, you know, where they're aging, and they just say, I can't, you know, I don't 
know if I can remember to do it every year etc., and they sort of fall off the wagon.  
What would you say to them?   
 
Dr. DeMartini: 
Well, I understand the challenge.  I do.  I think that we certainly have data showing 
that it is useful and decreases deaths from breast cancer in women who are up to 
age 69.  I think we need some further research in those who are 70 and older, 
although the current recommendations in general are that for women 70 and older 
they do continue to have an annual mammogram unless they have another medical 
condition or something such that if they had a breast cancer it wouldn't really 
impact their quality or length of life.  So we need some more research in those 
women who are over the age of 70.  I think that absent that research I would 
continue to support the American Cancer Society recommendations which are to 
continue to get a mammogram once a year. 
 
Andrew Schorr: 
All right.  I had an aunt who developed breast cancer at age 90.  It was not a big 
deal at that point.  And she lived a few more years, and I would like to live to be 95 
too, so that would be great.   
 
Dr. DeMartini: 
Yes. 
 
Andrew Schorr: 
So just to really bring it full circle.  If a woman has first-degree relatives with breast 
cancer certainly premenopausal, if she, or men who have had breast cancer as well, 
if they have certain other risk factors, so that breast cancer gene, family history, 
and then a discussion about other factors they may have, that's a discussion with 
their doctor to see when should she start screening because I know women start 
younger if they had a mom, let's say, premenopausal with breast cancer.  So that's 
all an individual discussion, but you're still a big believer in screening.  And also if a 
woman feels something or has just a sense that something is going on to discuss it 
with her doctor.   
 
Dr. DeMartini: 
Absolutely.  Absolutely.  Because we know that mammography is good but it's not 
perfect, so we'd always rather have the clinical examination by the doctor and then 
some additional tests which might include an ultrasound if someone is feeling a 
lump in their breast. 
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Andrew Schorr: 
All right.  And I would just say once again, sitting here as a patient advocate, that I 
personally think I would like somebody like Dr. DeMartini any looking at my 
mammography results because, look, Dr. DeMartini, that's what you do day in and 
day out, right.  You've seen thousands.  So I'd look for a specialist and 
subspecialist.  And then also there is technology that has come into play that's been 
helpful like digital mammography, so I urge women and certainly men if there is 
some history of that or they feel something to get care as well.   
 
Dr. Wendy DeMartini from the Seattle Cancer Care Alliance, thank you so much for 
being with us and your dedication to screening so that we can keep lowering the 
rate of death from breast cancer, and it sounds like early detection continues to 
save lives.   
 
Dr. DeMartini: 
Thank you so much.  It remains a cornerstone. 
 
Andrew Schorr: 
This is what we do.  We really appreciate the support of the Seattle Cancer Care 
Alliance and hopefully our listeners will know how important screening is continuing 
as you go on through your life.   
 
I'm Andrew Schorr.  Remember, knowledge can be the best medicine of all.   
 
Please remember the opinions expressed on Patient Power are not necessarily the views of Seattle 

Cancer Care Alliance, its medical staff or Patient Power. Our discussions are not a substitute for 

seeking medical advice or care from your own doctor. That’s how you’ll get care that’s most 

appropriate for you. 

 

 


