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Abstract

Considerable debate exists about the optimal treatment of ductal carcinoma in situ (DCIS). Using electronic data
sources, we examined first course treatment patterns among women aged 18 years and older diagnosed with DCIS
between 2000–2010 from six Kaiser Permanente (KP) regions. We calculated the proportion of patients receiving breast
conserving surgery (BCS), BCS plus radiation therapy, unilateral mastectomy, bilateral mastectomy, and hormone therapy.
Multinomial logistic regression was used to assess the association between patient characteristics and treatment. We
included 9,437 women: 1,086 (11.5%) African-American; 1,455 (15.4%) Asian; 918 (9.7%) Hispanic; and 5,978 (63.3%)
non-Hispanic white. Most cases (42.2%) received BCS plus radiation as their initial treatment. Nearly equal numbers
of women received BCS without radiation (28.5%) or unilateral mastectomy (24.6%). Use of bilateral mastectomy was
uncommon (4.7%), and most women (72.2%) did not receive hormone therapy has part of their first course treatment.
We observed statistically significant differences in treatment patterns for DCIS by KP region and patient age. Predictably,
nuclear grade and the presence of comorbidities were associated with first course treatment for DCIS. We observed
statistically significant increases in BCS plus radiation therapy and bilateral mastectomy over time. Although still
uncommon, the frequency of bilateral mastectomy increased from 2.7% in 2000 to 7.0% in 2010. We also observed
differences in treatment by race/ethnicity. Our findings help illustrate the complex nature of DCIS treatment in the
United States, and highlight the need for evidence based guidelines for DCIS care.
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Background
Ductal carcinoma in situ (DCIS) describes breast lesions
characterized by proliferation of abnormal epithelial cells
with an intact basement membrane and no evidence of
stromal invasion. While the age-adjusted incidence of
invasive breast cancer remained relatively stable in the
1980s and 1990s, the incidence of a DCIS diagnosis rose
rapidly, largely as a result of increased mammography
screening (American Cancer Society 2014; Virnig et al.
2010). Since 1999, the rates have stabilized in women age
50 and older but have continued to increase in younger
women. It is estimated that about 22% of all new breast
cancers in 2013 were DCIS (Siegel et al. 2013).
DCIS is non-fatal; however, it is considered to be a

precursor to invasive cancer and it is unclear which
women will develop invasive cancer (Jackson et al. 2008).
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Considerable debate exists about the optimal treatment
for DCIS, and many have expressed concern that DCIS
is over diagnosed and over treated. The 2009 National
Institutes of Health State of the Science Conference even
recommended that “strong consideration should be given
to elimination of the use of the anxiety-producing term
‘carcinoma’ from the description of DCIS” (Allegra et al.
2010). This has led some to suggest that it may be more
appropriate to adopt a prophylactic approach to managing
patients who present with DCIS, similar to the approach
for managing patients with lobular carcinoma in situ of
the breast (Punglia et al. 2013). Prophylactic treatment of
DCIS after excision would aim to decrease the risk of
development of invasive cancer, rather than to eradicate
residual disease or reduce recurrence.
Given the frequency of a DCIS diagnosis, and the

debate about how to best manage these cases, it is not
surprising that many treatment options are available
for women diagnosed with DCIS. Using the Kaiser
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Permanente (KP) electronic databases and tumor registries,
we examined first course treatment patterns among women
diagnosed with DCIS from January 1, 2000 through
December 31, 2010 across six KP regions: Colorado,
Georgia, Hawaii, Northern California, Northwest, and
Southern California. The purpose of this analysis was
to describe DCIS treatment across these community
based health plans and over time and to identify factors
that may influence treatment decisions.

Methods
Data sources
The primary data source for this study was the KP
Center for Effectiveness and Safety Research Virtual
Data Warehouse (VDW). As described previously, the
VDW includes standardized variables derived from
administrative databases at each KP site (Ross et al. 2014;
Ritzwoller et al. 2013; Hornbrook et al. 2005). Within the
VDW, the Virtual Tumor Registry (VTR) contains data
consistent with the North American Association of Central
Cancer Registries standards (North American Association
of Central Cancer Registries 2014). VTR data are derived
from manual reviews of cancer patients’ medical charts
by trained abstractors. VTR variables include date of
diagnosis, first-course definitive treatment (surgery, radio-
therapy, chemotherapy, and hormone therapy), tumor
characteristics, and patient demographic characteristics.
VDW diagnosis and procedure files include coded diag-
noses and procedures associated with inpatient and
outpatient encounters or events that were extracted
from electronic medical records and other claims databases.
Codes are based on International Classification of Diseases,
9th Revision, Clinical Modification (ICD-9-CM), Health-
care Common Procedure Coding System (HCPCS), and
the Fourth Edition of the Common Procedure Terminology
codes (CPT-4). This study was approved by the Institu-
tional Review Boards of the six participating health plans.

Study population
All women in the VTR aged ≥ 18 years diagnosed with
DCIS from 01/01/2000 through 12/31/2010 were identi-
fied. The study sample was limited to women for whom
this was their first cancer diagnosis (since history of
cancer may affect treatment decisions for the current
DCIS diagnosis), did not have a simultaneous diagnosis
of an invasive breast cancer (defined as an invasive cancer
diagnosed with 30 days of the DCIS diagnosis), and were
enrolled in the health plan for at least 12 months before
and after the DCIS diagnosis.
Patient characteristics of interest including age at DCIS

diagnosis, year of DCIS diagnosis, nuclear grade of tumor,
and race/ethnicity (White, African American, Hispanic,
Asian, Other/Unknown) were collected from the VTR for
each eligible woman. As an indicator of general health, we
used the Quan adaptation of the Charlson Comorbidity
Index modified to exclude cancer diagnoses (Quan et al.
2005) derived from diagnosis codes captured from all hos-
pital and ambulatory encounters that occurred 12 months
prior to DCIS diagnosis. Surrogate patient-level measure
of socioeconomic status was obtained from VDW 2000
Census files by mapping median education level of census
track to patient address.
Statistical analysis
We calculated the proportion of patients receiving any
of the following treatments: breast conserving surgery
(BCS), unilateral mastectomy, bilateral mastectomy, BCS
plus radiation therapy, and hormone therapy as defined
through the VTR first course therapy variables (typically
the first six months post diagnosis). Women with no record
of surgery, hormone therapy or radiotherapy were classified
as having received no treatment.
Differences in the distribution of baseline characteristics

between women receiving the different treatments of
interest were evaluated using the Wilcoxon rank-sum test
for interval-level data and the chi-square test for nominal/
ordinal level data. Multinomial logistic regression was
used to assess the association between treatment course
and the following list of predictors: KP region, year of
diagnosis (as a continuous variable), nuclear grade (low/
intermediate, high, or unknown), patient age at diagnosis
(<50 years, 50 – 59 years, 60 – 69 years, and 70 or more
years of age), 2000 census level median education, comor-
bidity status, and race/ethnicity. Customary residual and
influential statistics were examined to assess model fit and
overly influential covariate patterns. All analyses were
performed using SAS 9.2 (SAS Software Inc., Cary, NC).
Results
A total of 13,827 women 18 years of age or older were
diagnosed with DCIS (with no simultaneous diagnosis
of invasive cancer) across the six KP regions from
2000–2010. We excluded 262 women who had a prior
diagnosis of DCIS, 1838 women who did not meet our
inclusion criteria of KP membership 12 months before and
after diagnosis, and 1878 women who had a prior diag-
nosis of other cancer. We excluded 70 women because
their reported treatment was not consistent with DCIS
(e.g., chemotherapy); these women could have progressed
to invasive disease or developed another cancer during the
year following diagnosis of DCIS. It is also possible that
these data were in error, or that their treatment was incor-
rectly recorded. We also excluded 32 women whose first
course of therapy data were missing and 138 women who
did not receive any treatment. Finally, we excluded 172
women for whom we could not identify their race/ethni-
city. Our final dataset included 9,437 women.
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Table 1 shows the demographic characteristic of the
study population. Our data set includes 1086 (11.5%)
African-American women, 1455 (15.4%) Asian women
(including Hawaiian and Pacific Islanders), 918 (9.7%)
Hispanic women, and 5978 (63.3%) non-Hispanic white
women. This distribution reflects the underlying popu-
lation for the KP regions combined. Most cases were
diagnosed between 50–69 years of age (59.0%). The
Charlson co-morbidity index, an indicator of prevalent
co-morbid conditions, suggests a relatively healthy popu-
lation at the time of diagnosis: approximately 91% of cases
had 0 or 1 concurrent chronic conditions in the year prior
Table 1 Characteristic of DCIS patient population from six
Kaiser Permanente regions, 2000–2010 (N = 9437)

Characteristic Number Percent

Race/Ethnicity

White 5978 63.3

African American 1086 11.5

Asian 1455 15.4

Hispanic 918 9.7

Year of Diagnosis

2000-2002 2043 21.6

2003-2004 1650 17.5

2005-2006 1837 19.5

2007-2008 2001 21.2

2009-2010 1906 20.2

Age at Diagnosis

<50 years 1978 21.0

50 – 59 years 2917 30.9

60 – 69 years 2651 28.1

> = 70 years 1891 20.0

Comorbidity Index

0 6898 73.1

1 1654 17.5

2+ 885 9.4

Nuclear Grade

Low/Intermediate 4702 49.8

High 3727 39.5

Unknown 1008 10.7

First course surgical therapy

Breast conserving surgery (BCS) 2689 28.5

BCS + radiation 3978 42.2

Bilateral mastectomy 448 4.7

Unilateral mastectomy 2322 24.6

Hormone Therapy*

Yes 2625 27.8

No 6812 72.2

*Receipt of hormone therapy in addition to surgical treatment.
to diagnosis. Fifty percent of the tumors were classified
as low or intermediate nuclear grade, 40% were high
nuclear grade, and for 11% of cases these data were
unavailable. Most cases (42.2%) received BCS plus radi-
ation as their initial treatment. Nearly equal numbers
of women received BCS without radiation (28.5%) or
unilateral mastectomy (24.6%). Bilateral mastectomy was
relatively uncommon as first course treatment (4.7%), and
most women (72.2%) did not receive hormone therapy
has part of their first course treatment.
We observed regional variation for receipt of BCS, BCS

plus radiation, and bilateral mastectomy as first course
therapy for DCIS (Figure 1). The fraction of BCS without
radiation therapy ranged between 13-34% (p < 0.001),
and BCS plus radiation therapy ranged between 36-59%
(p < 0.001). Bilateral mastectomy was rare at all sites,
and ranged between <1 - 8% (p < 0.001). We did not
observe statistically significant variation by region for
unilateral mastectomy (p = 0.14) or hormone therapy
(p = 0.06) across regions.
We also observed variation in treatment by age (Figure 2).

For example, BCS with radiation therapy was the most
common treatment among women under age 70 (range
40% - 47%) and BCS without radiation therapy was the
most common treatment (40%) among women 70 years
and older. Frequency of bilateral mastectomy decreased
steadily with increasing age; 9% of women under 50 years
received bilateral mastectomy, compared to only 1% of
women aged 70 years or older. Frequency of unilateral
mastectomy was relatively constant across age groups, and
receipt of adjuvant hormone therapy was highest (35%)
among women aged 50–59 years.
Table 2 shows the results of multinomial logistic regres-

sion for predictors of surgical and radiation treatments,
using BCS only as the referent group. The variation in
treatment by site observed in Figure 1 remained statisti-
cally significant in the multinomial model for all surgical
options. Age, Hispanic ethnicity, nuclear grade, comor-
bidity index and year of diagnosis were also statistically
significant predictors of BCS plus radiation therapy com-
pared to BCS alone. Women aged 70 and older were half
as likely to have BCS plus radiation therapy (OR: 0.54,
95% CI: 0.45-0.63, p < .0001), while women of Hispanic
ethnicity were 30% more likely to have BCS plus radiation
therapy (OR:1.30, 95% CI: 1.08-1.56, p = 0.005). Women
with high nuclear grade tumors were twice as likely to
have adjuvant radiation therapy (OR: 2.01, 95% CI:
1.80-2.25, p < 0.0001), and women with two or more
comorbidities were less likely to have BCS plus radi-
ation therapy compared to BCS alone (OR: 0.75, 95%
CI: 0.62-0.89, p = 0.002). Likelihood of BCS plus radi-
ation therapy also increased over time (OR: 1.06 per
year, 95% CI: 1.04-1.08, p < 0.0001) compared to BCS
alone.



Figure 1 First course therapy by Kaiser Permanente region. Each region is represented by a different colored bar, as indicated in the legend;
all regions combined shown on the right most bar for each type of treatment. P-values shown for chi-squared test for differences across regions.
The “any hormone treatment” group is not mutually exclusive, as patients may also be represented in one of the surgical treatment groups.
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Statistically significant predictors of unilateral mastec-
tomy compared to BCS alone included age, race/ethnicity,
education, and tumor grade (Table 2). Compared to the
pattern observed for BCS alone, women 50 years of age or
older were less likely than women less than 50 years of age
to receive unilateral mastectomy, and compared to whites,
Asian women were more likely to have unilateral mastec-
tomy (OR: 1.62, 95% CI: 1.37-1.91, p < 0.0001). Women
with high nuclear grade tumors compared to low or inter-
mediate nuclear grade were more than twice as likely to
receive unilateral mastectomy (OR: 2.70, 95% CI: 2.39-3.06,
p < 0.0001). Similarly, women with bilateral mastectomy
had many of the same statistically significant predictors as
Figure 2 First course therapy by age group. Each treatment type is rep
“any hormone treatment” group is not mutually exclusive, as patients may
those who underwent unilateral mastectomy including age,
race/ethnicity, and tumor grade. However, women of Asian
ethnicity were less likely to have bilateral mastectomy
compared to white women (OR: 0.52, 95% CI: 0.36-0.76,
p = 0.0007). African-American women were also less likely
to have bilateral mastectomy (OR: 0.56, 95% CI: 0.39-0.80,
p = 0.0014). Likelihood of bilateral mastectomy increased
over time compared to BCS (OR: 1.16 per year, 95% CI:
1.12-1.20, p < 0.0001). Although still uncommon, the frac-
tion who underwent bilateral mastectomy increased from
2.7% in 2000 to 7.0% in 2010 (data not shown).
Table 3 compares women with and without adjuvant

hormone therapy (initiated in the first six months after
resented by a different colored bar, as indicated in the legend. The
also be represented in one of the surgical treatment groups.



Table 2 Odds ratios and 95% confidence intervals from multinomial logistic regression models comparing first course
therapy groups with breast conserving surgery (BCS) as referent group

Characteristic BCS (N = 2689) BCS + radiation
(N = 3978)

Unilateral mastectomy
(N = 2322)

Bilateral mastectomy
(N = 448)

KP Region

1 1.0 1.20 (0.97-1.49) 1.16 (0.91-1.48) 2.76 (1.88-4.04)

2 1.0 2.10 (1.47-2.99) 2.19 (1.49-3.22) 3.69 (2.07-6.59)

3 1.0 1.31 (0.96-1.78) 0.75 (0.52-1.08) 0.32 (0.08-1.33)

4 [Referent] [Referent] [Referent]

5 1.0 3.00 (2.24-4.02) 1.93 (1.39-2.70) 4.59 (2.87-7.34)

6 1.0 0.62 (0.56-0.70) 0.75 (0.66-0.85) 1.39 (1.09-1.78)

Age at diagnosis

<50 years [Referent] [Referent] [Referent]

50-59 years 1.0 1.12 (0.96-1.30) 0.79 (0.67-0.93) 0.54 (0.42-0.70)

60-69 years 1.0 0.98 (0.84-1.14) 0.69 (0.59-0.82) 0.29 (0.22-0.39)

70+ years 1.0 0.54 (0.45-0.63) 0.55 (0.46-0.65) 0.08 (0.05-0.13)

Race/Ethnicity

White [Referent] [Referent] [Referent]

African American 1.0 0.88 (0.74-1.04) 0.91 (0.75-1.10) 0.56 (0.39-0.80)

Asian 1.0 1.11 (0.95-1.30) 1.62 (1.37-1.91) 0.52 (0.36-0.76)

Hispanic 1.0 1.30 (1.08-1.56) 1.16 (0.94-1.42) 0.69 (0.48-1.00)

Census Tract % College Educated (Quintiles)

1: 32.3% - 78.8% 1.0 1.11 (0.94-1.30) 0.99 (0.83-1.19) 1.06 (0.78-1.46)

2: 78.9% - 86.3% 1.0 1.06 (0.90-1.24) 0.77 (0.64-0.92) 0.78 (0.56-1.08)

3: 86.5% - 92.2% 1.0 1.05 (0.89-1.24) 0.88 (0.73-1.05) 0.82 (0.59-1.14)

4: 92.3% - 95.7% 1.0 1.00 (0.84-1.18) 0.76 (0.63-0.92) 0.75 (0.53-1.05)

5 (highest): > 95.7% [Referent] [Referent] [Referent]

Year of Diagnosis 1.0 1.06 (1.04-1.08) 1.00 (0.99-1.02) 1.16 (1.12-1.20)

Comorbidity Index

0 [Referent] [Referent] [Referent]

1 1.0 0.84 (0.73-0.96) 1.01 (0.87-1.18) 0.88 (0.66-1.17)

2+ 1.0 0.75 (0.62-0.89) 0.95 (0.78-1.16) 0.81 (0.53-1.23)

Nuclear Grade

Low/Intermediate [Referent] [Referent] [Referent]

High 1.0 2.01 (1.80-2.25) 2.70 (2.39-3.06) 2.52 (2.03-3.14)

Unknown 1.0 0.93 (0.79-1.10) 1.16 (0.96-1.40) 1.07 (0.73-1.57)

Feigelson et al. SpringerPlus  (2015) 4:24 Page 5 of 8
diagnosis), regardless of the type of surgical treatment
they received. Unlike the surgical and radiotherapy treat-
ments, there was little variation by KP region in the use
of hormone therapy. Hormone therapy use declined by
age; women aged 60 years and over were less likely than
younger women to receive hormone therapy. For women
aged 70 years or over, the OR = 0.65 (95% CI: 0.56-0.76,
p < .0001) for receipt of hormone therapy compared to
women < 50 years of age. African-American women were
less likely than white women to receive hormone therapy
(OR = 0.82, 95% CI: 0.70-0.96, p = 0.014), while Hispanic
(OR = 1.20, 95%CI: 1.02-1.40, p = 0.03) and Asian (OR =
1.18, 95% CI: 1.03-1.34, p = 0.02) women were more likely
than white women to receive hormone therapy. Women
with two or more comorbidities were less likely to receive
hormone therapy (OR = 0.76, 95% CI: 0.64-0.91, p = 0.003),
as were women with high nuclear grade or undifferenti-
ated tumors compared to those with low or intermedi-
ate nuclear grade tumors (OR = 0.83, 95% CI: 0.76-0.92,
p = 0.0002).

Discussion
We observed statistically significant differences in treat-
ment patterns for DCIS by both KP region and patient



Table 3 Odds ratios and 95% confidence intervals from
logistic regression model comparing women who
received hormone therapy (in addition to surgical
therapy) to women who received no hormone therapy

No hormone
therapy (N = 6812)

Hormone therapy
(N = 2625)

KP region

1 1.0 1.29 (1.08-1.55)

2 1.0 1.21 (0.93-1.58)

3 1.0 1.14 (0.87-1.49)

4 Referent

5 1.0 0.96 (0.78-1.19)

6 1.0 0.97 (0.87-1.07)

Age at diagnosis

< 50 years Referent

50-59 years 1.0 1.11 (0.98-1.25)

60-69 years 1.0 0.88 (0.77-1.00)

70+ years 1.0 0.65 (0.56-0.76)

Race/Ethnicity

White Referent

African American 1.0 0.82 (0.70-0.96)

Asian 1.0 1.18 (1.03-1.34)

Hispanic 1.0 1.20 (1.02-1.40)

Census Tract % College
Educated (Quintiles)

1: 32.3% - 78.8% 1.0 1.03 (0.89-1.18)

2: 78.9% - 86.3% 1.0 1.02 (0.88-1.18)

3: 86.5% - 92.2% 1.0 0.96 (0.83-1.11)

4: 92.3% - 95.7% 1.0 0.81 (0.69-0.94)

5 (highest): > 95.7% Referent

Year of Diagnosis 1.0 0.99 (0.97-1.00)

Comorbidity Index

0 Referent

1 1.0 1.22 (1.09-1.38)

2+ 1.0 0.76 (0.64-0.91)

Nuclear Grade

Low/Intermediate Referent

High 1.0 0.83 (0.76-0.92)

Unknown 1.0 0.89 (0.77-1.05)
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age. Predictably, we observed that nuclear grade and the
presence of comorbidities were associated with first
course treatment for DCIS. Because we have large numbers
of patients from several racial/ethnic groups, we were able
to demonstrate differences in treatment by race/ethnicity.
We also observed increases in BCS plus radiation therapy
and bilateral mastectomy over time.
Our population’s patterns of treatment with surgery and

radiation therapy are similar to those of Liu et al. (2014),
who used treatment data from the SEER 18 Registries
database, and to Haque et al. (2010), who examined 3000
DCIS cases diagnosed between 1990–2001 in three inte-
grated health plans, two of which were KP locations and
included in the current study. Nearly 30% of our patient
population were treated with adjuvant hormone agents,
which is higher than reported in previous studies (Jackson
et al. 2008; Haque et al. 2010; Habel et al. 2009). The
increased use of hormone therapy in our study popula-
tion, who were diagnosed 2001–2010, may be attributed
to the clinical trials data that emerged post 2000 that
demonstrated tamoxifen’s efficacy in reducing subsequent
breast cancer among DCIS patients (Fisher et al. 2001).
Haque et al. (2010), observed no statistically significant

differences in adjuvant treatments (radiation therapy
and/or hormone therapy) by race/ethnicity; however, we
observed several differences in first course treatment by
race/ethnicity. Asian women were less likely to have bilat-
eral mastectomy (OR= 0.52, 95% CI: 0.36-0.76, p = 0.0007),
and more likely to have unilateral mastectomy (OR = 1.62,
95% CI: 1.37-1.91, p < 0.0001) than white women. African-
American women were also less likely to have bilateral
mastectomy (OR= 0.56, 95% CI: 0.39-0.80, p = 0.0014)
compared to white women. For hormone therapy, Asian
and Hispanic women were both more likely to receive
hormone therapy, while African American women were
less likely to receive hormone therapy compared to white
women. It is possible that the proportion of African-
American women receiving hormone therapy was lower
than white women because African-American women are
more likely than white women to have tumors that are
estrogen receptor negative (Liu et al. 2014; Howlader et al.
2014). However, receptor status was not reliably captured
for our DCIS cases until recently, and thus we could
not include receptor status in our analysis. Women with
high nuclear grade tumors were also less likely to receive
hormone therapy compared to those with low or inter-
mediate grade tumors (OR = 0.83, 95% CI: 0.76-0.92). It is
possible that high nuclear grade tumors are also less likely
to be estrogen receptor positive, which could explain this
association, but we cannot examine this in our data.
The strengths of our study include its geographic vari-

ation, large size and racial/ethnic diversity. Our study
included over 1,000 African American women, over 900
Hispanic women, and nearly 1,400 Asian women. We
have previously demonstrated that the VDW is highly
accurate for the report of chemotherapy (Delate et al.
2012); however, the accuracy of radiation therapy is less
clear. Other limitations of our study include lack of
information on family history, genetic testing, and patient
or physician concerns that certainly influence treatment
decisions (Arvold et al. 2011; Courdi et al. 2010; Field
et al. 2011; Fisher et al. 2012). Further, because we relied
on electronic data that were available at all the
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participating sites over a 10-year period, we are missing
information on tumor characteristics not available at all
sites, such as size and histology, which also predict
treatment choice (Virnig et al. 2010; Silverstein & Lagios
2010; Schmale et al. 2012). Nonetheless, our results are
valuable in describing current treatment patterns in the
community setting that likely can be generalized beyond
Kaiser Permanente.
Our findings help illustrate the complex nature of

DCIS treatment in the United States. Our observation of
treatment differences, even among regions of the same
integrated health care system, is not surprising, given
that no current consensus exists on how best to treat
DCIS (Allegra et al. 2010; Punglia et al. 2013; Greenberg
et al. 2014), and treatment decisions are influenced by
patient or physician preference (Morrow et al. 2009), as
well as other factors such as distance to radiation therapy
facilities. Randomized trials and observational studies have
shown that adjuvant radiation therapy reduces the risk
of a second ipsilateral event compared to BCS alone
(Greenberg et al. 2014). However, there is no evidence
that BCS alone results in poorer survival compared to
BCS plus radiation therapy, even in the presence of
adverse prognostic factors (Virnig et al. 2010). Until we
have better clinical or molecular markers to indicate
which DCIS patients are most likely to have a subsequent
cancer, defining the “best” treatment for an individual
woman will remain a challenge.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
HSF designed the study, contributed data, participated in the data analysis and
interpretation and drafted the manuscript. NMC lead the data analysis and
contributed to developing the manuscript. SW, RH, MGB, BW, LAH contributed
data and participated in data interpretation and developing the manuscript. CY,
MGW, AC and EAM participated in data interpretation and developing the
manuscript. All authors read and approved the final manuscript.
Acknowledgements
This study was funded through internal operational funds provided by the
Kaiser Permanente Center for Effectiveness & Safety Research (CESR). CESR
facilitates inter-regional research conducted by the research programs in
each of the seven regional entities that comprise the Kaiser Permanente
integrated health care organization.

Author details
1Institute for Health Research, Kaiser Permanente, Denver, CO, USA. 2Center
for Health Research, Kaiser Permanente Northwest, Portland, OR, USA. 3Kaiser
Permanente Southern California, Pasadena, CA, USA. 4Mid-Atlantic
Permanente Research Institute, Kaiser Permanente, Rockville, MD, USA. 5Kaiser
Permanente Georgia, Atlanta, GA, USA. 6Center for Health Research, Kaiser
Permanente Hawaii, Honolulu, HI, USA. 7Kaiser Permanente Division of
Research, Oakland, CA, USA. 8Kaiser Permanente Center for Effectiveness and
Safety Research, Pasadena, CA, USA.

Received: 18 December 2014 Accepted: 23 December 2014
References
Allegra CJ, Aberle DR, Ganschow P, Hahn SM, Lee CN, Millon-Underwood S, Pike

MC, Reed SD, Saftlas AF, Scarvalone SA, Schwartz AM, Slomski C, Yothers G,
Zon R (2010) National Institutes of Health State-of-the-Science Conference
statement: Diagnosis and Management of Ductal Carcinoma In Situ
September 22–24, 2009. J Natl Cancer Inst 102:161–169

American Cancer Society (2014) Breast Cancer Facts and Figures 2011–2012.,
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/
documents/document/acspc-030975.pdf. Accessed 22 Oct 2014

Arvold ND, Taghian AG, Niemierko A, Abi Raad RF, Sreedhara M, Nguyen PL,
Bellon JR, Wong JS, Smith BL, Harris JR (2011) Age, breast cancer subtype
approximation, and local recurrence after breast-conserving therapy. J Clin
Oncol 29:3885–3891

Courdi A, Doyen J, Gal J, Chamorey E (2010) Local recurrence after breast cancer
affects specific survival differently according to patient age. Oncology 79:349–354

Delate T, Bowles EJ, Pardee R, Wellman RD, Habel LA, Yood MU, Nekhlyudov L,
Goddard KA, Davis RL, McCarty CA, Onitilo AA, Feigelson HS, Freml J, Wagner
E (2012) Validity of eight integrated healthcare delivery organizations'
administrative clinical data to capture breast cancer chemotherapy exposure.
Cancer Epidemiol Biomarkers Prev 21:673–680

Field TS, Bosco JL, Prout MN, Gold HT, Cutrona S, Pawloski PA, Ulcickas Yood M,
Quinn VP, Thwin SS, Silliman RA (2011) Age, comorbidity, and breast cancer
severity: impact on receipt of definitive local therapy and rate of recurrence
among older women with early-stage breast cancer. J Am Coll Surg
213:757–765

Fisher B, Land S, Mamounas E, Dignam J, Fisher ER, Wolmark N (2001) Prevention
of invasive breast cancer in women with ductal carcinoma in situ: an update
of the National Surgical Adjuvant Breast and Bowel Project experience.
Semin Oncol 28:400–418

Fisher CS, Martin-Dunlap T, Ruppel MB, Gao F, Atkins J, Margenthaler JA (2012)
Fear of recurrence and perceived survival benefit are primary motivators for
choosing mastectomy over breast-conservation therapy regardless of age.
Ann Surg Oncol 19:3246–3250

Greenberg CC, Habel LA, Hughes ME, Nekhlyudov L, Achacoso N, Acton L,
Schrag D, Jiang W, Edge S, Weeks JC, Punglia RS (2014) Characterization and
treatment of local recurrence following breast conservation for ductal
carcinoma in situ. Ann Surg Oncol 21:3766–3773

Habel LA, Achacoso NS, Haque R, Nekhlyudov L, Fletcher SW, Schnitt SJ, Collins
LC, Geiger AM, Puligandla B, Acton L, Quesenberry CP Jr (2009) Declining
recurrence among ductal carcinoma in situ patients treated with breast-
conserving surgery in the community setting. Breast Cancer Res 11:R85

Haque R, Achacoso NS, Fletcher SW, Nekhlyudov L, Collins LC, Schnitt SJ, Quesenberry
CP Jr, Habel LA (2010) Treatment of ductal carcinoma in situ among patients
cared for in large integrated health plans. Am J Manag Care 16:351–360

Hornbrook MC, Hart G, Ellis JL, Bachman DJ, Ansell G, Greene SM, Wagner EH,
Pardee R, Schmidt MM, Geiger A, Butani AL, Field T, Fouayzi H, Miroshnik I, Liu L,
Diseker R, Wells K, Krajenta R, Lamerato L, Neslund Dudas C (2005) Building a
virtual cancer research organization. J Natl Cancer Inst Monogr. 12–25

Howlader N, Altekruse SF, Li CI, Chen VW, Clarke CA, Ries LA, Cronin KA (2014) US
incidence of breast cancer subtypes defined by joint hormone receptor and
HER2 status. J Natl Cancer Inst 106(5). doi:10.1093/jnci/dju055

Jackson LC, Camacho F, Levine EA, Anderson RT, Stewart JH (2008) Patterns of
care analysis among women with ductal carcinoma in situ in North Carolina.
Am J Surg 195:164–169

Liu Y, Colditz GA, Gehlert S, Goodman M (2014) Racial disparities in risk of second
breast tumors after ductal carcinoma in situ. Breast Cancer Res Treat 148:163–173

Morrow M, Jagsi R, Alderman AK, Griggs JJ, Hawley ST, Hamilton AS, Graff JJ, Katz
SJ (2009) Surgeon recommendations and receipt of mastectomy for
treatment of breast cancer. JAMA 302:1551–1556

North American Association of Central Cancer Registries (2014) NAACCR Strategic
Management Plan., http://www.naaccr.org/ Accessed 22 Oct 2014

Punglia RS, Schnitt SJ, Weeks JC (2013) Treatment of ductal carcinoma in situ
after excision: would a prophylactic paradigm be more appropriate? J Natl
Cancer Inst 105:1527–1533

Quan H, Sundararajan V, Halfon P, Fong A, Burnand B, Luthi JC, Saunders LD, Beck
CA, Feasby TE, Ghali WA (2005) Coding algorithms for defining comorbidities in
ICD-9-CM and ICD-10 administrative data. Med Care 43:1130–1139

Ritzwoller DP, Carroll N, Delate T, O'Keeffe-Rossetti M, Fishman PA, Loggers ET,
Aiello Bowles EJ, Elston-Lafata J, Hornbrook MC (2013) Validation of electronic
data on chemotherapy and hormone therapy use in HMOs. Med Care
51:e67–e73

http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-030975.pdf
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-030975.pdf
http://www.naaccr.org/


Feigelson et al. SpringerPlus  (2015) 4:24 Page 8 of 8
Ross TR, Ng D, Brown JS, Pardee R, Hornbrook MC, Hart G, Steiner JF. (2014) The
HMO Research Network Virtual Data Warehouse: A public data model to
support collaboration. eGems (Generating Evidence & Methods to Improve
Patient Outcomes) 2:Article 2.

Schmale I, Liu S, Rayhanabad J, Russell CA, Sener SF (2012) Ductal carcinoma in
situ (DCIS) of the breast: perspectives on biology and controversies in
current management. J Surg Oncol 105:212–220

Siegel R, Naishadham D, Jemal A (2013) Cancer statistics, 2013. CA Cancer J Clin
63:11–30

Silverstein MJ, Lagios MD (2010) Choosing treatment for patients with ductal
carcinoma in situ: fine tuning the University of Southern California/Van Nuys
Prognostic Index. J Natl Cancer Inst Monogr 2010:193–196

Virnig BA, Wang SY, Shamilyan T, Kane RL, Tuttle TM (2010) Ductal carcinoma in
situ: risk factors and impact of screening. J Natl Cancer Inst Monogr
2010:113–116
Submit your manuscript to a 
journal and benefi t from:

7 Convenient online submission

7 Rigorous peer review

7 Immediate publication on acceptance

7 Open access: articles freely available online

7 High visibility within the fi eld

7 Retaining the copyright to your article

    Submit your next manuscript at 7 springeropen.com


	Abstract
	Background
	Methods
	Data sources
	Study population
	Statistical analysis

	Results
	Discussion
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

