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ulators (SERMs) are a class of

compounds that show promise
for the prevention of osteoporosis, car-
diovascular disease, and breast can-
cer—diseases that commonly occur
among women after menopause.
These compounds have different
effects on bone, gynecologic, and
breast tissues as well as on lipid levels.
As new data about SERMs become
available, clinicians face an expanding
field of therapeutic options for disease
prevention. In addition, as the post-
menopausal population continues to
grow, reducing the morbidity and
mortality associated with the condi-
tions that affect this population
becomes increasingly important. At
the same time, the healthcare envi-

S elective estrogen receptor mod-

ronment itself is rapidly evolving
Trends in drug development and
healthcare delivery have important
implications for how populations and
individual women are identified as
potential candidates for preventive
regimens.

Evolving Healthcare System

Generally, physicians continue to
practice medicine as it pertains to the
health of individual patients, ‘without
systematically managing healthcare
at the population level. However, we
are progressively moving toward a
population-based model of healthcare
delivery, which requires systems that
help shape desired health outcomes.
This becomes increasingly important
as we are faced with national accredi-
tation requirements and the need to
demonstrate positive clinical and eco-
nomic outcomes in order to stay in
business. As healthcare providers and
managed care organizations learn
how to use outcomes data effectively,
they can compete better in the evolv-
ing healthcare system. This will ulti-
mately result in improved health out-
comes for individual patients

Current Healthcare Trends

Health maintenance organization
(HMO) enrollment has increased from
approximately 13% of the population
in 1990 to more than 25% in 1997.!
Enrollment in preferred provider
organizations (PPOs) increased 13%
from 1994 to just 19952 In 1994,
nearly two thirds of employees with
healthcare coverage received services

THE AMERICAN JOURNAL OF MANAGED CARE

APRIL 1999



in the managed care setting. Managed
care is the primary source of health-
care among working women, and
nearly 50% of the work force is
female.? In addition, employers are
investing in the health of women and
other specific populations through
work-site wellness programs.

The female population, along with
the entire population of the United
States, is aging, Between 1998 and
2050, the US female population over
the age of 50 will increase from
approximately 40 million to more
than 75 million—nearly doubling in
size.> Moreover, most women will live
an average of 30 years beyond the age
of 50,° which is nearly the average age
at menopause.”

This aging population has impor-
tant implications for Medicare. The
percentage of Medicare beneficiaries
in managed care plans is projected to
increase from 13% in 1997 to 35% by
2007%; it may reach this level even
sooner. The leading causes of death
among women 65 years and older—
heart disease, ¢ancer, and cerebrovas-
cular disease’—are also important
considerations because their impact
may be reduced or avoided if appro-
priate measures are implemented.
Maintaining women’s health after
menopause may be crucial to keeping
Medicare solvent.

Cardiovascular disease, osteoporo-
sis, and certain cancers are three
major conditions that commonly affect
women after menopause. The follow-
ing statistics illustrate the health and
economic impact of these conditions.

Cardiovascular Disease. In 1993,
more than 500,000 women died of
cardiovascular disease. Among those
who survive a heart attack, 44% die
within 1 year. Overall, one in two
women will eventually die of heart
disease or stroke The total estimated
cost of treating cardiovascular disease
among men and women in 1997 was
more than $239 billion.'¢

Osteoporosis. Approximately 9.4
million white, postmenopausal women

have osteoporosis, and another 16.8
million have low bone mass.' In addi-
tion, the estimated lifetime fracture
risk for a 50-year-old white woman is
almost 40%.1? In 1995, the total cost of
treating osteoporotic fractures was
$13.8 billion, of which more than $11
billion was for the treatment of frac-
tures among women,

Cancer. In 1997, the leading sites
of new cases of reproductive cancer
among women of all ages included the
breast (30%), uterus (6%), and ovaries
(4%). These cancers accounted for
40% of all types of new cancer cases
among women.'* Overall, total expen-
ditures for cancer treatment among
men and women reach $104 billion
per year, and more than half of direct
medical costs are associated with
treatment for breast, lung, and
prostate cancer.!®

The Importance of Prevention
Women represent a large propor-
tion of the managed care population,
and they will make up a larger per-
centage of both managed care and
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Medicare participants as the popula-
tion ages. Many of the conditions that
affect women after menopause can be
prevented; failure to implement pre-
ventive measures will likely result in
higher treatment costs after diagnosis.
However, approximately 50% of all
deaths may be attributed to external
modifiable factors, such as tobacco or
aleohol use and poor diet.!® Although
few high-quality outcomes studies
have been conducted to assess the
impact of preventive interventions,
observational data suggest that such
measures may reduce the morbidity
and mortality associated with certain

conditions. For example, the age-
adjusted mortality from stroke has
decreased more than 50% since 1972,
in part due to early detection and
treatment of hypertension. Mortality
due to cervical cancer may be reduced
by up to 60% with Papanicolaou smear
screening. In addition, screening with
mammography may decrease breast
cancer mortality by 30% -among
women 50 years and older.*®

A Preventive Approach to
Women’s Health

Goals for developing a preventive
approach to women’s health include
conducting routine examinations and
comprehensive risk assessments; uti-
lizing surveillance programs in at-risk
populations to enable managed care
organizations to provide recommen-
dations that physicians can apply to
individual patients; and developing

tools and programs that encourage
physicians to partner with their
patients. Ideally, this will result in a
population  that is more willing to
adhere to a prescribed regimen. Such
an approach may improve adherence
to appropriate diet, exercise, lifestyle,
and pharmacologic modifications.

SERMs are an emerging class of
compounds that may be appropriate
pharmacologic interventions for
many postmenopausal women who
are at risk for osteoporosis, breast
cancer, or cardiovascular disease. In
addition, clinical research continues
to elucidate how these compounds
work, which will allow clinicians to
better identify individual patients who
can gain the most benefit from SERM
treatment.,

To explore the potential impact
of SERMs on women’s healthcare, a
1-day conference was held in
November 1998. Conference partici-
pants included J. Christopher Carey,
MD, of the Penn State Geisinger
Health System and Milton S. Hershey
Medical Center; Florence Comite,
MD, of Yale University School of
Medicine; Felicia Cosman, MD, of
Columbia College of Physicians and
Surgeons; Jacob Klein, MD, of
Washington University School of
Medicine; Lori Mosca, MD, MPH, PhD,
of the University of Michigan Health
System; Cynthia Stuenkel, MD, of the
University of California at San Diego;
and Ronald L. Young, MD, of Baylor
College of Medicine.

The following four articles are
based on presentations that focused
on SERMSs’ effects on the gynecolog-
ic tissues, cardiovascular system,
skeleton, and breast. The final arti-
cle is based on a group discussion
about the significance of SERMs with-
in the context of managed care. The
primary goal of this supplement is to
examine the differential effects of
SERMs and how these differences
may determine who should receive
long-term SERM therapy in the man-
aged care setting,
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