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Encouraging Appropriate Use 
of Preventive Health Services
by Jill Bernstein, Deborah Chollet, and G. Gregory Peterson

Federal health reform focuses on expanding the 
use of preventive care including screening to identify 
potential medical conditions, counseling, immuniza-
tions, and medications to prevent illness. Evidence 
strongly indicates that preventive services can sub-
stantially improve health outcomes. However, some 
services can do more harm than good when provided 
to populations at low risk of developing a particular 
disease. Some preventive services can reduce health 
care costs, but many do not, and some can increase 
health care costs over a lifetime. This brief summarizes 
the health services research evidence on the benefits 
and cost-effectiveness of preventive health services, 
and points out significant new opportunities under 
health reform to improve access to preventive care. 

Net Health Benefits Differ

Like all health care, preventive services entail  
both benefits and risks to consumers. The U.S.  
Preventive Services Task Force (USPSTF) recom-
mends 35 clinical preventive services, many of them 
only for particular populations for whom empirical 
evidence shows benefits of preventive care outweigh-
ing risks.1, 2 For example, it strongly recommends 
screening for colorectal cancer for adults between 
ages 50 and 75, based on compelling evidence that 
appropriate screening, testing, and treatment can 
decrease the incidence of colon cancer and associated 
death rates.3 Similarly, the Advisory Committee  
on Immunization Practices (ACIP), of the Centers  
for Disease Control and Prevention (CDC), has  

identified 13 vaccines (such as those for hepatitis B  
and measles, mumps, and rubella) for which the 
health benefits outweigh any associated risks for 
children, adults, or both.4, 5

The USPSTF has also identified 29 preventive 
services for which the risks, such as side effects or 
physical harm from invasive screening processes, are 
believed to outweigh the benefits for particular popu-
lations. For example, it recommends against routine 
ovarian cancer screening for asymptomatic women, 
because a high rate of false-positive results can lead 
unnecessarily to further tests or procedures with 
serious complications.6, 7 The USPSTF has identified 
many other services for which evidence of net health 
benefits is insufficient to make any recommendation.8, 9

Cost-Effectiveness Varies

Preventive services have intuitive appeal: if a disease 
can be detected early or prevented altogether, the cost  
of treating it can be reduced or eliminated. However, 
relatively few services have been shown to reduce  
lifetime total health care costs.10 

The National Commission on Prevention Priorities 
reviewed 21 services that the USPSTF recommended 
through December 2004 and four immunizations  
recommended by ACIP.11, 12 Of these, it found five  
services, including tobacco-use screening and child-
hood immunizations, that reduced costs.13 The other 16 
services increased costs.14 Many preventive services are 

This brief is the second in a series highlighting issues  
related to health care reform that policymakers  
may want to consider as they implement the federal 
health reform law. The list of forthcoming titles  
is on page 4. For more information, contact  
Deborah Chollet at dchollet@mathematica-mpr.com. 

ABOUT  TH IS  SER IES

M A T H E M A T I C A     
POLICY RESEARCH

T I M E L Y  I N F O R M A T I O N  F R O M  M A T H E M A T I C A

Improving public well-being by conducting high quality, objective research and surveys

I S S U E  B R I E F

mailto:dchollet@mathematica-mpr.com


2

Insurance program design can affect whether con-
sumers use preventive services. Cost sharing (includ-
ing deductibles, coinsurance, or copayments) reduces 
the likelihood services will be used. For this reason, 
Medicare has minimized or eliminated cost sharing 
for some services including influenza immuniza-
tion, blood tests for cardiovascular screening, and 
diabetes screening. Similarly, employer-sponsored 
insurance (including high-deductible plans) often 
cover preventive services before enrollees reach their 
deductibles.24 However, neither private insurance nor 
Medicare benefits systematically reflect the USPSTF 
recommendations—in particular, some preventive 
services that are not evidence-based or efficiently 
targeted may be covered.25 

Considerations for Policymakers

The Patient Protection and Affordable Care Act (P.L. 
111-148), or ACA, focuses on expanding the use of 
preventive services in private insurance plans, Medi-
care, and Medicaid. With respect to private insurance 
coverage of preventive services, it requires group 
health plans to cover without cost sharing at least the 
following preventive services, effective in 2010:

• Evidence-based items or services that the USPSTF 
recommends (with an “A” or “B” rating), as well as 
breast cancer screening (including mammography) 
and prevention26

• Immunizations for particular populations, as recom-
mended by ACIP 

• Evidence-based preventive care and screenings for 
infants, children, adolescents, and women, as indi-
cated in the comprehensive guidelines supported by 
the Health Resources and Services Administration

ACA expands Medicare coverage of preventive 
services as well. As of January 1, 2011, Medicare 
will cover an initial and periodic health risk assess-
ment and development of a personalized prevention 
plan without cost sharing. These services will include 
updating a beneficiary’s medical history, inventorying  
providers and suppliers regularly involved in providing 
a beneficiary’s care (including a list of all prescribed 
medications), furnishing personalized health advice, 
and providing appropriate referrals to health educa-
tion or preventive counseling services or programs 
aimed at reducing identified risk factors and improving 
self-management. In addition, the law will eliminate 

cost-effective, however—providing good value, mea-
sured as improvements in health per dollar spent—
even when they do not reduce lifetime total cost.17, 18

Efforts that combine targeted access to preventive  
services with more comprehensive programs to 
improve community health may yield significant  
cost savings. For example, by one estimate, investing 
in well designed, community-based disease preven-
tion programs throughout the country could yield  
a national rate of return of at least 500 percent over 
five years.19

Use Depends on Coverage and Cost Sharing

People with health insurance are more likely than 
those without to obtain preventive services in a 
timely manner.20 For example:

• Insured people are four times more likely to have 
their blood pressure checked regularly than people 
who are uninsured.21

• Insured women are 17 times more likely to receive 
mammograms than woman who are uninsured.21 

• Insured people are much more likely to be screened 
for different types of cancer and, as a result, are more 
likely to have their cancer diagnosed in earlier stages.22

However, many people do not use preventive services 
at recommended rates, even when they are insured. 
Nationally, Americans use preventive services at 
about half the recommended rate.23 

Preventive services might increase health care 
costs for the following reasons:

• If relatively few people are likely to contract 
a disease, the costs of screening for that 
disease can outweigh the cost of caring for 
those who would become ill. 

• Some interventions targeted at personal 
behavior (such as intensive diet counseling) 
may not change behavior enough to offset 
the costs of the intervention.15 

• Better health care helps people with serious 
chronic illnesses (especially the elderly)  
to live longer and accumulate more health 
care expenses.16

WHY MIGHT PREVENTIVE SERVICES RAISE COSTS?
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• Charging the secretary of the U.S. Department  
of Health and Human Services with developing a 
national public-private partnership for prevention 
and health promotion outreach and education. This 
initiative will include a national media campaign; 
development of a website; and communication with 
providers to disseminate science-based informa-
tion on health promotion and disease prevention, 
including nutrition, exercise, smoking cessation, 
obesity reduction, and disease screening. 

• Calling for a five-year national public education 
campaign focused on preventive oral health care 
and education and establishing grants to demon-
strate the effectiveness of evidence-based disease 
management activities in preventing dental caries.

State and Local Leadership

ACA recognizes the ongoing roles of state and local 
leaders in a number of ways. First, it significantly 
expands the number of low-income adults eligible  
for coverage and provides additional Medicaid  
payments to states that expand coverage for pre-
ventive services. These provisions present new 
opportunities for states to prevent and more effec-
tively manage chronic illness in this population. 
For example, states might monitor whether enrolled 
adults actually receive effective preventive care and 
identify problems that contribute to disparities in 
access to preventive services and vaccines, particularly 
in underserved communities. 

Second, ACA creates new partnerships with states and 
communities to prevent illness and improve population 
health. For example, it requires the national Preven-
tion, Health Promotion, and Public Health Council to 
establish processes to obtain continual public input 
from the states, regional and local leadership commu-
nities, and other relevant stakeholders. Third, as part  
of the national prevention and health promotion out-
reach and education campaign, each state will design 
a public awareness campaign to educate Medicaid 
enrollees about the availability and coverage of 
services aimed at reducing the incidence of obesity. 
Finally, the availability of grant funds to develop 
school-based clinics will challenge state and local 
policymakers to identify neighborhoods and com-
munities where children are underserved and work 
creatively with school programs to improve the delivery 
of primary and preventive care to these children.

cost sharing for an annual wellness visit and all other 
preventive services Medicare covers.

ACA also seeks to improve access to preventive 
services for adults and children enrolled in Medicaid.27 
As of 2013, state Medicaid programs that cover the 
preventive services and vaccines required of private 
plans will have their federal medical assistance per-
centage enhanced by one percentage point for those 
expenditures. By October 2010, Medicaid coverage 
for pregnant women will include comprehensive 
tobacco cessation services—including applicable 
prescription drugs without cost sharing. 

ACA authorizes significant grant funding for states that 
implement evidence-based local or statewide programs 
to encourage Medicaid beneficiaries to stop smoking; 
control their weight, cholesterol, or blood pressure; 
or avoid or manage diabetes. Additional funding is 
available for the development of school-based health 
centers offering comprehensive primary care services, 
especially those serving large numbers of children eli-
gible for Medicaid or the Children’s Health Insurance 
Program (CHIP). 

Emphasis on Evidence

ACA promotes the ongoing development and dis-
semination of science-based information about the 
development and use of appropriate preventive 
services by:

• Establishing a national Prevention, Health Promotion,  
and Public Health Council composed of cabinet-
level agency officials to provide federal leadership 
with respect to prevention, wellness, and health 
promotion practices; the public health system; and 
integrative health care in the United States.

• Establishing an independent Preventive Services 
Task Force to review the scientific evidence 
related to the effectiveness, appropriateness, and 
cost-effectiveness of clinical preventive services; 
develop recommendations for the health care com-
munity; and update previous clinical preventive 
recommendations related to specific populations  
and age groups. 

• Developing the role of the independent Community 
Preventive Services Task Force at CDC in reviewing 
scientific evidence about the effectiveness, appro-
priateness, and cost effectiveness of community 
preventive interventions.28
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