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In Reply Our study examined all 7375 black women older
than 65 years diagnosed with breast cancer between 1991
and 2005 in the Surveillance, Epidemiology, and End
Results database. Although Mr Harding and colleagues
quote various numbers to illustrate the potential effect of
overdiagnosis on racial disparities in breast cancer survival,
these are hypothetical.

We matched patients for cancer stage and many other char-
acteristics, in which stage was determined from the database
based on chart review. That chart review included informa-
tion from biopsy and postsurgical pathology. On this basis, pa-
tients with ductal carcinoma in situ (DCIS) were excluded from
our data set. Although overdiagnosis may lead to unneces-
sary biopsies or unneeded treatment of patients with DCIS, nei-
ther of these possibilities are relevant to our study. Harding and
colleagues cite an Editorial by Esserman et al1 that referred to
the problematic diagnosis of DCIS when estimating cancer sur-
vival and suggest that premalignant conditions “(eg, ductal car-
cinoma in situ or high-grade prostatic intraepithelial neopla-
sia) should not be labeled as cancers or neoplasia, nor should
the word ‘cancer’ be in the name.” Harding and colleagues sug-
gest an additional analysis that takes account of breast cancer
screening.

As suggested, in each of our 3 matched black and white pa-
tient comparisons, we adjusted for the indicator of mammo-
graphic screening and obtained results qualitatively similar to
those reported in Table 2 of our article. Initially, black and white
patients had different survival prospects, but the majority of
this difference was removed by comparing black and white
women with similar cancers (eg, stage, size, grade, estrogen-
receptor status) and similar comorbidities (eg, congestive heart
failure, diabetes). Black women received somewhat inferior

cancer treatment, but this explained only a small portion of
the disparity in survival. These results are not changed by ad-
justment for screening.

The adjustment used the Cox proportional hazards
model for paired survival data as used several times for
other analyses in our study (eg, the adjustment for income).
After adjustment for screening, the black-white hazard ratio
was 1.41 (95% CI, 1.32-1.50) in the demographic match,
1.11 (95% CI, 1.04-1.18) in the presentation match, and 1.05
(95% CI, 0.98-1.11) in the treatment match. Consistent with
Table 2, there is a large initial disparity that is mostly
explained by differences in presentation, not differences in
treatment.

Discussions of our study by Harding and colleagues and
others2 have confused 2 different questions. First, does treat-
ment matter for survival? Second, do disparities in treatment
explain most of the disparity in survival? To explain the black-
white disparity in survival following a diagnosis of breast can-
cer, treatment would have to matter for survival and also be
substantially different for black and white patients with simi-
lar disease.

Jeffrey H. Silber, MD, PhD
Paul R. Rosenbaum, PhD
Kevin R. Fox, MD

Author Affiliations: Center for Outcomes Research, Children’s Hospital of
Philadelphia, Philadelphia, Pennsylvania (Silber); Department of Statistics,
University of Pennsylvania, Philadelphia (Rosenbaum); Leonard and Madlyn
Abramson Cancer Center, University of Pennsylvania, Philadelphia (Fox).

Corresponding Author: Jeffrey H. Silber, MD, PhD, Children’s Hospital
of Philadelphia, 3535 Market St, Ste 1029, Philadelphia, PA 19104
(silberj@wharton.upenn.edu).

Conflict of Interest Disclosures: The authors have completed and submitted
the ICMJE Form for Disclosure of Potential Conflicts of Interest and none were
reported.

1. Esserman LJ, Thompson IM Jr, Reid B. Overdiagnosis and overtreatment in
cancer: an opportunity for improvement. JAMA. 2013;310(8):797-798.

2. Mandelblatt JS, Sheppard VB, Neugut AI. Black-white differences in breast
cancer outcomes among older Medicare beneficiaries: does systemic treatment
matter? JAMA. 2013;310(4):376-377.

Therapy for Posttraumatic Stress
and Alcohol Dependence
To the Editor In a randomized clinical trial, Dr Foa and
colleagues1 examined prolonged exposure psychotherapy for
co-occurring posttraumatic stress disorder (PTSD) and alco-
hol dependence. Prolonged exposure therapy was studied in
relation to supportive counseling, use of naltrexone, and a pill
placebo. The article provides an example of how the same find-
ings can be interpreted quite differently when considered from
a public health perspective.

Results of the trial were null for prolonged exposure
therapy; it did not show a main effect on substance use disor-
der or on PTSD compared with supportive counseling. Yet the
authors concluded simply that prolonged exposure therapy did
not exacerbate substance use disorder. Thirty-five studies of
PTSD with substance use disorder, ranging from pilot studies
to multisite trials, have shown that treating PTSD in the con-
text of substance use disorder does not worsen either disorder.2
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From a public health perspective, the novel finding of the study
by Foa and colleagues1 is that supportive counseling, which is
a low-cost, easily trainable, and well-tolerated approach, did
as well for both PTSD and substance use disorder as pro-
longed exposure, which is a more expensive, less easily train-
able, and less well-tolerated model. Moreover, this is the fourth
of 4 randomized clinical trials to show a lack of main effect for
PTSD exposure therapy on either PTSD or substance use dis-
order compared with less emotionally intense therapy at the
end of treatment.3-5

Foa and colleagues1 also found low attendance at pro-
longed exposure therapy sessions, which was also a problem
in prior studies.3 Yet they concluded that future research should
find ways to increase attendance by patients at prolonged ex-
posure therapy sessions. A public health perspective might sug-
gest instead that prolonged exposure therapy is not a strong
option for this population.

A decade ago, Foa identified that prolonged exposure
therapy is not a first-line treatment for PTSD with substance
use disorder.2 The evidence now supports that. Clinicians re-
port that patients with PTSD and substance use disorder are
more difficult to treat than patients with only PTSD, for
example.2 In sum, prolonged exposure therapy likely works
best with less complex patients.

There is often a rush to label treatments as evidence-
based, and prolonged exposure has been widely identified as
such.1,4,5 The study by Foa et al1 speaks to the importance of
recognizing that for more challenging patients, a therapy such
as supportive counseling may be no less powerful than pro-
longed exposure, yet more sensitive to public health needs.
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In Reply Dr Najavits states that our findings would be inter-
preted differently if considered from a public health per-
spective, noting that results of this trial were null for pro-

longed exposure therapy. In truth, our results showed that
prolonged exposure therapy, especially when combined
with naltrexone, significantly reduced alcohol craving and
alcohol relapse, findings that are relevant to public health.
In addition, a significantly greater proportion of patients
who received prolonged exposure therapy (vs those who did
not) had minimal PTSD symptoms 6 months after treatment
discontinuation.

The critique by Najavits dismisses the important finding
that delivering prolonged exposure therapy within the first
week of detox did not exacerbate alcohol use or craving. There
has been a widespread belief that implementing exposure in
the early months of fragile sobriety is harmful, a belief that con-
stituted a major barrier to treating PTSD in individuals with al-
cohol dependence. Our study showed that patients can ben-
efit from unmodified prolonged exposure therapy immediately
after detox and while working on sobriety. Thus, prolonged ex-
posure therapy is a strong option for this population.

It is true that there was no significant main effect for pro-
longed exposure therapy combined with counseling vs coun-
seling alone for PTSD during acute treatment. It is also true that
other treatments for PTSD and substance abuse, such as seek-
ing safety,1 have not been shown to reduce substance abuse
or PTSD symptoms more than education. However, in our study
in the long run, supportive counseling was less effective for
alcohol abuse and PTSD. Although supportive counseling may
be less costly and more easily trainable, from a public health
perspective, investments should be made in treatments that
promote long-term wellness rather than focusing on short-
term effects.

As Najavits correctly points out, a decade ago Foa ques-
tioned whether prolonged exposure therapy should be deliv-
ered to patients with PTSD and substance use disorder. How-
ever, clinical impressions should be submitted to rigorous
investigation. Our results demonstrate that Foa’s original view
was incorrect because prolonged exposure therapy has been
found to be effective in reducing PTSD and minimizing risk of
alcohol relapse.

The efficacy of prolonged exposure therapy has been es-
tablished in many studies by independent research groups, in-
cluding studies with complex populations.2 Therefore, the
comment by Najavits that there is a rush to label prolonged ex-
posure therapy as evidence-based is unfounded and poten-
tially harmful to the greater public health because it can dis-
courage the use of an effective treatment for PTSD among
patients with alcohol dependence.

The results of our study are by no means the final answer
to the issue of how best to treat those with both PTSD and al-
cohol dependence, but we assert that this randomized clini-
cal trial meaningfully informs treatment standards for this de-
bilitated clinical population.
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