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Research has shown that use of certain clinical preventive services can reduce population
morbidity and mortality.? For example, health screenings for serious conditions such

as cancer allow providers to diagnose cancer early in its course, improving the chance
of successful treatment. Immunizations reduce the burden of infectious disease

by protecting vaccinated individuals and contributing to community-wide disease
protection. Finally, screenings combined with counseling can help individuals modify
behaviors and lifestyle choices that make them vulnerable to serious acute health
problems (such as sexually transmitted infections [STIs]) or chronic diseases (such as
heart disease and diabetes).> Despite their proven value, many of the preventive services
recommended by the U.S. Preventive Services Task Force* are underutilized, and
demographic and geographic disparities in preventive service use are significant.”®

Recognizing that the lack of insurance,” discontinuous coverage,® and cost-sharing®' for
preventive services have contributed to their underuse, improving access to prevention
was a major goal of the Patient Protection and Affordable Care Act (ACA) enacted in
2010. The ACA requires commercial non-grandfathered group health plans and group
and individual health insurance issuers to cover certain preventive services without
cost-sharing. This provision—covering a wide range of preventive services for adults,
women (including pregnant women), and children''—is intended to improve the use of
recommended preventive services and reduce the disparities in prevention that contribute
to disparities in population health.

'This issue brief provides an overview of databases that could be used to study changes in
the use of preventive services among populations that are privately insured or enrolled

in Medicaid. We consider medical claims databases that are known to have been used

to study the use of preventive services—including MarketScan®, the Group Health
Research Institute Database, and the IMS LifeLink™ databases. We then consider
databases that, based on our limited review, have not been used to study preventive
services use but (with noted exceptions) contain the attributes necessary for tracking
preventive service use. These include the FAIR Health National Private Health Insurance

MATHEMATICA-MPR.COM

PRINCETON, NJ - ANN ARBOR, MI - CAMBRIDGE, MA - CHICAGO, IL - OAKLAND, CA - WASHINGTON, DC 1


http://mathematica-mpr.com/

This issue brief
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databases that could be
used to study changes
in the use of preventive

services among insured
populations, including
those who are privately
insured or enrolled in
Medicaid.

Claims Database, state All-Payer Claims Databases, the Healthcare Cost Institute
Database, the HealthCore Integrated Research Database, and the Optum™ Database.
Finally, we consider survey databases—including the Medical Expenditure Panel Survey,
the Behavioral Risk Factor Surveillance System, the National Health Interview Survey,
and the National Ambulatory Medical Care Survey and National Hospital Ambulatory
Medical Care Survey—that could be used to study the use of preventive services and

the advantages and limitations of these data. We describe the utility of each database

for monitoring use of selected preventive services over time and across insurance plan

types, paying particular attention to databases that enable users to track preventive service

use over time and across vulnerable subpopulations. Table 1 summarizes some of the

important characteristics of each database for the purpose of studying change in the use

of preventive services.

APPROACH

To capture potential sources of data that

are outside of our preliminary inventory,
Mathematica conducted a review of the
published and grey literature on health services
use, preventive services use, and use of specific
preventive services spanning multiple disciplines
and research databases. The literature search
performed for this issue brief targeted work
that focuses on data that could be employed to
track preventive service use. The literature we
identified is representative of private medical
claims prior to the enactment of the ACA. The
most common preventive services tracked in the
literature are cancer screenings for adults. We
found fewer citations for reports using claims

to track preventive services for children and
physician counseling related to behavior change
or risk reduction.

The results of this literature search, organized in
three sections, are presented in the Bibliography.
'The first section contains examples of references
to literature that employed the databases in

the issue brief to study the use of preventive
services. The second section contains references
to literature that employed databases that can be
used to track preventive service use, but does not
focus on preventive service use. The third section
contains references to literature that focuses

on the effect of health insurance coverage and
demographic characteristics on preventive
service use; these studies typically use privileged
data from unspecified sources (for example, from
a large firm).

In addition, the project team consulted with
subject matter experts at Mathematica to obtain
further information about the databases and
supplemented that information by researching

the databases directly and contacting database
administrators when necessary.

DATABASES IDENTIFIED

A database that is useful for the purpose of
tracking changes in preventive service use over
time and across insurance types must include the
following specific elements:

o Utilization measures. It must include
measures of preventive service utilization,
either current procedural terminology (CPT)
codes or self-reports. Diagnosis codes or
International Classification of Diseases (ICD-
9) codes for well patients can also be useful
for identifying claims for preventive services,
especially well visits.

¢ Demographic data. It must include
information about the demographic
characteristics of enrollees or survey
participants, at a minimum both age and gender
(corresponding to recommended schedules
of preventive services). In addition, having
information about race, Hispanic origin, income,
education level, geographic location, and
employment status would enable researchers to
determine the effect of the ACA on preventive
service utilization across key subpopulations.
Socio-demographic data elements are also helpful
to confirm whether the database is nationally
representative and to develop sample weights if
necessary. Most medical claims databases include
only age, gender, and geo-codes.

¢ Data on nonusers. If a medical claims
database, it must contain both claims-level data
and enrollment-level data that include plan
members who do not use medical services in
order to compute rates of preventive service use.




Table 1. Comparison of key databases for analyzing trends in privately insured use of preventive services

CLAIMS DA

MarketScan®

IMS LifeLink™

GHRI

State APCDs with
data release policies

Colorado

Maine

Massachusetts

New Hampshire

Vermont

FAIR Health

Health Care Cost
Institute

HealthCore

Optum™

Blue Health
Intelligence Part
of IMS PharMetrics
Plus™

SURVEY DATA

Medical Expenditure
Panel Survey
Household
Component

Behavioral Risk
Factor Surveillance
System

National Health
Interview Survey

Health and
Retirement Survey

Public
availability

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Years
available

1995-
present

2006-
present

1990-
present

2012-
present

2003-
present

2009-2012

2005-
present

2007~
present

2002-
present

2007~
present

2006-

present

2005-
present

2004-
present

1996-2012

1984-2013

1997-2013

1992-2012

PEIE]
release

lag time Population

3-6 Large group
months (employer-
sponsored)
3-4 National com-
months mercially insured
Unknown  Privately insured
— Washington
and ldaho
Unknown Publicly and
privately insured
residents of state
4-6 Publicly and
months privately insured
residents of state
2 years Publicly and
privately insured
residents of state
1year Publicly and
privately insured
residents of state
Unknown Publicly and
privately insured
residents of state
Unknown  Privately insured
3-6 Privately and
months publicly insured
2 months  Privately insured
3 months UnitedHealth
insured
45 days Blue Health
insured

1-2 years National survey
8 months National
(weights)

(18 and over)

8 months National
(weights)
2 years National
(weights)

Demographic
variables

Age, gender,
employment status,
industry

Age, gender

Age, gender

Race, Hispanic
origin, gender, age

Race, Hispanic
origin, gender, age

Race, Hispanic
origin, gender, age

Race, Hispanic
origin, gender, age

Age, gender

Age, gender

Age, gender

Age, gender

Age, gender

Age, gender

Age, gender, race,
Hispanic origin,
education level,

employment status,
wages

Age, gender, race,
Hispanic origin,
education level,
family income,

employment status

Age, gender, race,
Hispanic origin,
education level,
family income,

employment status

Age, gender, race,
Hispanic origin,
education level,
family income,

employment status

Geo-
codes—
patient

Yes — state,

MSA,
3-digit zip

Yes —
3-digit zip

Yes

Yes - zip

Yes - zip

Yes — zip

Yes - zip

Yes - zip
(restricted)

No

Yes —
CBSA

Yes

Yes

Yes —
3-digit zip

M(ESES
restricted
access

Yes — state

Yes —
restricted
access

Yes —
restricted
access

Geo-
codes—
place of
service

Yes — state,
MSA.
3-digit zip

Region

Yes

Yes - zip

Yes

Yes

Yes - zip

Yes - zip

Yes —
3-digit zip

Yes —
CBSA

Yes

Yes

Yes

No

No

No

No

CPT codes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Self-report

Self-report

Self-report

Self-report

Group vs.
individual
plan

Links to
literature

No 1234

Yes 56

Yes 7

Data
Request
Link

No State APCD
Website

Yes State APCD
Website

Yes State APCD
Website

Yes State APCD
Website

Yes State APCD
Website

Yes n/a

Yes n/a

Yes n/a

No — n/a

All group
Yes n/a

Yes 89101112

1314
Yes 15161718
Yes 19202122
Yes 23

|:| Denotes databases have not been used to study the utilization of preventive services in the literature. Papers that use these databases to track other services are listed in the bibliography. 3
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Databases used to
track changes in
preventive service
use must include
utilization measures,

demographic data,
data on nonusers,
insurance status, and
source of coverag

¢ Insurance status and source of coverage.
For researchers interested in understanding
whether financing prompts changes in service
use, the database must include information
about health insurance status when the service
is used. Further information differentiating
between public (Medicare, Medicaid, or
CHIP) and private health insurance plans, the
source of private insurance if any (large group,
small group, or individually purchased), and
the type of insurance plan (for example, high-
deductible, health maintenance organization
[HMOYJ], preferred provider organization
[PPO]) can also be useful to explore how
different coverage plans or delivery systems
might affect preventive service use.

'The following sections review several large
claims databases and several national population
surveys that are potentially useful for tracking
preventive service use. They have the essential
elements identified above—enrollees’ age,
gender, and CPT codes as well as geo-codes;
some also identify whether enrollees are enrolled
in group or individual coverage. Although

the national survey data are weighted to be
representative of the population as a whole and
often contain socio-demographic information
that is useful in defining particular populations
of interest, some do not report CPT codes
(instead relying on respondent recall) and may
not identify the individual’s geographic location
even at the state level. In contrast, claims
databases generally contain demographic and
relatively specific geo-coding for users (if not for
all enrollees). However, some claims databases
represent a convenience sample, and estimates
derived from these databases may have limited
external validity.

CLAIMS DATABASES USED TO
STUDY PREVENTIVE SERVICE USE

MarketScan®. The MarketScan® databases
contain claims data from small, medium, and
large employers as well as a number of enrollees
covered by individually purchased health plans.
These databases do not allow for comparisons
between group and individual health plans.
MarketScan® is proprietary and requires an
application and licensing fees to use the data.
'The databases are based on a large convenience
sample that is mostly concentrated in large
urban areas. Annual MarketScan® files are
available from 1995 on, and annual data are
released with a six-month lag from the end

of the year. Standard update files are released
quarterly but may lack the completeness of the
annual release files. Like many medical claims
databases, the MarketScan® files contain limited
demographic information. For each enrollee, the
database includes age, gender, the policyholder’s
employment status, relationship of the enrollee
to the policyholder, geographic location (state
and metropolitan statistical area [MSA]) and
the industry in which the policyholder works. It
also includes information about the location of
service and the type of provider seen. CPT codes
are reported for all medical services performed.

The MarketScan® databases have been used

to study trends in preventive service use.

For example, Zhu and Wang (2014) used

the MarketScan® Commercial Claims and
Encounters database to study the effect of

the ACA provision on the use of flu shots,
mammography screening, and office visits for
preventive care. Owusu-Edusei et al. (2013)
used the database to monitor costs and use of
screening for STIs among adolescents. Tsai et al.
(2014) used it to study the use of preventive care
office visits by adolescents.

IMS LifeLink™/Blue Health Intelligence.
The IMS PharMetrics Plus™ and IMS
LifeLink™ Health Plan Claims databases are
proprietary commercial claims databases owned
and licensed by IMS Health. The PharMetrics
Plus™ database includes claims for more than
150 million individuals from approximately
100 health plans across the United States. It is
nationally representative of the commercially
insured population of the United States based
on age and gender. The database includes
ICD-9 and CPT codes, as well as enrollees’
gender, age, region of service and residence, and
three-digit zip code. Enrollment and claims
data are available from 2006 to the present. As
of January 2013, the data differentiate between
group and individual health plans. Data are
updated with a three-to-four-month lag. The
PharMetrics Plus™ database is only licensed
to pharmaceutical clients and is currently not
available to researchers.

The IMS LifeLink™ Health Plan Claims
database includes claims for more than 73
million individuals from approximately 80
health plans across the United States. It is
nationally representative of the commercially
insured population of the United States based
on age and gender. The database includes ICD-9
and CPT codes, as well as enrollees’ gender,




[Some] databases
contain CPT codes
and health insurance
information that would

make them suitable
for tracking the use
of a variety of medical
services.

age, and region. Enrollment and claims data are
available from 2001 to the present, but are more
reliable and robust in more recent years. The data
do not differentiate between plans purchased
individually and those purchased through a
group, but do include data about insurance
product type (for example, HMO or PPO) and
payer type (for example, commercial or self-
insured). IMS LifeLink™ licenses the Health

Plan Claims database to researchers.

IMS recently partnered with Blue Health
Intelligence (BHI) to include the BHI secure
claims database in the LifeLink™ data products.
BHI is an independent licensee of the Blue
Cross Blue Shield Association. It maintains a
proprietary claims database drawn from the Blue
health plans, including 40 to 50 million current

members and 150 million members over 10 years.

Data are available from 2004 to the present, and
the database is updated monthly with a 45-day
lag. Patient-level data include ICD-9 and CPT
codes as well as three-digit zip codes. The BHI
database also identifies large group plans, small
group plans, and individual plans. BHI will
license out de-identified data or will perform the
analysis if identifiers are needed.

Group Health Research Institute (GHRI)
Database. Group Health Cooperative is a
managed care organization in Washington State
and Idaho, with more than 600,000 insured
members. The Group Health Research Institute
has access to the plan’s claims and enrollment
files for research purposes. The GHRI database
includes claims data from 1990 to the present
and has information on CPT codes, diagnosis
codes (ICD-9), age, and gender. The database
distinguishes between group and individually
purchased plans. GHRI is also able to include
additional information from providers’ electronic
health records in the database. GHRI does

not license its database to researchers, but will
collaborate on research in accordance with

its research goals and standards. The GHRI
database has been used to track longitudinal
adherence to screening for colorectal cancer
(Fenton et al. 2010).

OTHER CLAIMS DATABASES

'The following databases contain CPT codes and
health insurance information that would make
them suitable for tracking the use of a variety of
medical services. However, we did not identify
studies that used these databases to examine use
of preventive services.

State All-Payer Claims Databases
(APCDs). These are large-scale databases
that collect medical, pharmaceutical, and
dental claims from both public and private
insurers. State APCDs aid governmental and
nongovernmental research efforts. Eleven
states (Colorado, Kansas, Maine, Maryland,
Massachusetts, Minnesota, New Hampshire,
Oregon, Tennessee, Utah, and Vermont) have
implemented APCDs. Currently, these states’
databases are not standardized: each state
APCD captures a different set of variables,
uses different definitions, and has a different
data structure.

Only five states make their APCDs available

to researchers who are not employed by (or
contracted to) the state: Colorado, Maine,
Massachusetts, New Hampshire, and Vermont.
They all collect enrollee-level data that include
age, gender, and geographic location as well as
CPT and IDC-9/ICD-10 codes. All except

the Vermont APCD also contain information

on race and Hispanic origin; all but Colorado
distinguish between claims associated with group
versus individual health plans. States have their
own data request application processes consistent
with their statutes. In general, these processes
require prospective users to complete an
application form and data use agreement (DUA).

FAIR Health. FAIR Health is a national not-
for-profit organization that was created as part
of the settlement between United HealthGroup,
Inc., and the state of New York. Its purpose

is to create an independently administered
database that allows consumers to determine
expected medical costs. The FAIR Health
National Private Health Insurance Claims
(NPIC) database includes more than 16 billion
billed charges for medical and dental procedures
performed in the United States from 2002 to
the present, associated with private payers that
include health plans, insurance carriers, and
third-party administrators.’? The NPIC database

represents more than 160 million covered lives.

The NPIC data identify the patient’s age and
gender, and plan type;" claims contain CPT
codes as well as provider type and zip code.
However, because the NPIC data do not include
an enrollment file, they omit information
identifying plan members who do not use
medical services. In addition, the data do not
include unique patient identifiers, so it is not
possible to track individual patients over time.

Also, although the NPIC includes geo-coded




claims from all 50 states, the data are not
necessarily representative of the population.

The NPIC database has not yet been widely
used. FAIR Health began licensing researchers
to use the data in 2012; the licensing process
involves submitting an application and paying a
licensing fee. To date, research using NPIC data
largely has focused on health services prices.

The NPIC database might be useful for
monitoring the use of preventive services over
time, but only if the researcher assumes that
the data: (1) contain claims for most or all

of the same covered lives over time, or that
service users represent a consistent and vast
majority of the insured population; and (2) are
representative of the population of interest.

It might be possible to weight NPIC data to
nationally representative estimates of service
users (for example, by weighting to users in a
representative household survey that measures
service use, such as those discussed below), but
without basic demographic information about
nonusers, the NPIC data alone are not useful for
tracking service use.

Healthcare Cost Institute (HCCI).

HCCI is a nonprofit, nonpartisan research
institute that has developed a database with
medical claims data for more than 50 million
Americans. The data are contributed by four
large carriers (Aetna, United Healthcare, Kaiser
Permanente, and Humana) and contain the
universe of claims from 2007 to the present.

The HCCI data appear to be suitable for
tracking preventive services use—that is, the
enrollment data identify enrollees’ age and
gender, contain core-based statistical area
(CBSA)-level geographic identifiers, and
distinguish between group and individual
coverage. The claims data include standard
ICD-9 and CPT codes, as well as the provider’s
CBSA. HCCI licenses the database to
researchers and releases claims data in a timely
manner (generally within six months of the end
of the calendar year).

HealthCore Integrated Research
Database. This database contains claims from
the Wellpoint network, which covers 14 states.
Data are available from 2006 to the present
and uploaded monthly with a two-month lag
for validation (as of September 16,2014, data
through June 2014 were available). It seems
likely that this database could be used to track

preventive service use; the enrollment data
include age and gender information and geo-
codes, and indicate whether the individual is
enrolled in individual or group coverage. The
claims data include ICD-9 and CPT codes.
HealthCore does not license its data but will
collaborate on projects with other organizations.

Optum™ Database. The Optum™ database
is a proprietary commercial claims database; the
data are contributed by United Healthcare. As
of 2012, the database contained claims for 12.6
million group-insured members from January 1,

2005, to the present.

The Optum™ data would support tracking of
preventive service use over time, but only for
employees and dependents enrolled in group
coverage. The enrollee data (for all enrollees)
include age and gender information; the claims

data include CPT and ICD-9 codes.

Optum™ will license its data to researchers and
also collaborate on projects. Data are uploaded
monthly with a three-month lag for validation.
As of September 17,2014, data through June
2014 were available.

SURVEY DATABASES

Several public-use survey databases can be used
to produce nationally representative estimates of
preventive service use. These surveys include a
rich set of demographic variables that generally
do not appear in claims databases and allow for
analysis of key subpopulations. However, for
survey respondents that have more than one type
of coverage concurrently or sequentially during
the year, these surveys might not distinguish
services covered by a specific type of health plan
(for example, individual versus group coverage, or
an HMO versus a PPO) as accurately as a claims
database. For respondents who are uninsured for
part of the year, the surveys may not differentiate
between services used while uninsured, while
insured but paying down a deductible, or while
insured without cost-sharing.

'The national surveys described below include
data on the use of selected preventive services as
well as health insurance coverage information.
Detailed information about the location of survey
respondents is generally not available in public
use data files but can be obtained using restricted
access data through the National Center for
Health Statistics Research Data Center.




Medical Expenditure Panel Survey
Household Component (MEPS-HC).
Conducted annually since 1996, MEPS-HC

is a nationally representative survey that uses

an overlapping panel design. Respondents are
interviewed five times over two years. MEPS-
HC collects information about access to and use
of medical care, including the following types of
preventive services: routine well visit, cholesterol
screening, blood pressure screening, oral health
screening, weight screening, cervical cancer
screening, colorectal cancer screening, breast
cancer screening, immunizations, and tobacco
cessation counseling.

The MEPS-HC can be useful for studying the
impact of the ACA on the use of preventive
services. It contains detailed health insurance
and demographic information, as well as
information on respondents’ age, gender, race,
Hispanic origin, education level, marital status,
employment status, and wages. Respondents’
location is identified only by geographic region;
state or sub-state codes are unavailable in the
public use data.

The MEPS-HC has been used to study the
use of preventive services. Vaidya et al. (2012)
compared patterns of service use across gender.
Bustamante et al. (2010) used the MEPS-HC
to study the use of adult preventive services
among Latinos. Romaire and Bell (2010) used
the MEPS to determine the effect of medical
homes on preventive care for children. Jerant
et al. (2013) used the MEPS to study whether
obtaining health insurance leads to increases in
the use of preventive services.

Behavioral Risk Factor Surveillance
System (BRFSS). Managed by the Centers

for Disease Control, the BRFSS is administered
annually at the state level. All participating states
administer a core set of questions. In addition,
each state may choose to administer a number of
optional survey modules.

'The BRESS tracks self-reported use of preventive
practices as well as risky health behaviors in the
U.S. adult population. The data include extensive
socio-demographic information (age, gender,
race, Hispanic origin, education level, income,
and employment status), state identifiers, and
self-reported use of preventive health services.
Services included in the core survey include well
visits (adult), Pap test, mammography, physical
breast exam, colonoscopy or sigmoidoscopy,
blood pressure screening, immunizations,

cholesterol screening, diet counseling, aspirin use
to prevent heart disease, and HIV tests. Diabetes
screening is included in an optional module.

'The survey records respondents’ reports of the
approximate time since each service was last
obtained. Although the BRFSS indicates whether
the respondent has group or individual health
insurance coverage at the time of questioning,

it does not indicate whether the respondent
obtained the preventive service while insured or
whether the service was covered by a specific plan.

The BRFSS has been used to study use

of preventive services. For examples, see
Cokkinides et al. (2011), Wherry (2013), and
Saloner et al. (2014).

National Health Interview Survey
(NHIS). Administered annually by the CDC’s
National Center for Health Statistics, the NHIS
contains data on individuals living in 30,000 to
40,000 households and noninstitutional group
living quarters. Data are available from 1997
through 2013.

Data are collected at the household, family, and
individual levels. A core questionnaire obtains
information about the household (such as family
income) as well as demographic and health data for
each family member—including age, gender, race,
Hispanic origin, education level, and employment
status. Respondents’location is identified only by
geographic region in the public use data.

One adult and one child in each household

are randomly selected to complete more-
detailed questionnaires. The sample adult and
child surveys record whether any of 12 types

of preventive services were obtained within a
year of the interview: a well visit (sample child
survey), a Pap test, a mammogram, a colon
cancer test, diet counseling, immunizations,
blood pressure screening, cholesterol screening,
diet and exercise counseling, STI prevention
counseling, STT screening, and smoking
cessation counseling. The sample adult and child
records also distinguish between group and
individually purchased private health coverage
at the time of questioning—but the NHIS does
not indicate whether the respondent was covered
at the time of service use or whether the service
was covered.

The NHIS has been used to study the use of
certain preventive services. For example, Holmes
(2012) used the survey to determine whether
the burden of caring for dependents is correlated




Several databases might
be suitable to track
changes in preventive

service use subsequent
to implementation of
the ACA.

with mammography use patterns. Newransky
(2014) used the NHIS to study the relationship
between socioeconomic status and demographic
characteristics and the use of Pap tests.

National Ambulatory Medical Care
Survey (NAMCS)/National Hospital
Ambulatory Medical Care Survey
(NHAMCS). NAMCS and NHAMCS are
administered to a nationally representative sample
of health care facilities in the United States and
collect information on the provision and use of
medical care, including preventive services. Both
surveys contain data on patients age, gender, race,
and Hispanic origin; both include ICD-9 and
CPT codes, as well as region-level geo-codes, and
both are nationally representative.

Neither NHAMCS nor NAMCS captures
information about nonusers. However, because
both surveys are nationally representative,

it might be possible to infer nonusers from
Census or other population data to calculate
rates of service use across the population and by
population subcategory. Both surveys identify
the expected source of payment (Medicare,
Medicaid, or private health insurance) for
services used (and, therefore, identify coverage
at the time of service use and expected coverage
for the specific service), but neither distinguishes
group from individual private coverage.

Health and Retirement Survey (HRS).
Administered by the University of Michigan,
the HRS is a longitudinal panel survey of
Americans over age 50. The HRS has been
conducted every two years since 1992. It
obtains information on respondents’ income,
wealth, employment, health insurance, health
status, and health care expenditures. The

HRS data contain detailed socioeconomic
and demographic information, as well as
detailed information about Medicare and
private health insurance coverage, including
whether private coverage (if any) is purchased
individually or through an employer. Geo-
coded data are available at the census tract
level, but only to restricted access users. The
survey asks about preventive service use in the
following categories: blood pressure screening,
diabetes screening, immunizations, cholesterol
screening, mammography screening, Pap test,
and prostate exam.

The HRS has been used to study the
relationship between intermittent health
insurance coverage and the use of preventive
services (Sudano et al. 2003).

OTHER RESOURCES

Finally, we identified two additional databases
that might be used to track preventive services,
but are limited in availability or the scope of
preventive services considered:

o The Kaiser Family Foundation conducts an
annual Survey of Employer Health Benefits
and maintains claims and electronic health
record databases for Kaiser Permanente, an
integrated health system in California. However,
Kaiser does not provide access to its databases.
Kaiser does contract with other researchers and
organizations and licenses its data to IMS as
part of the LifeLink™ databases.

o The National Survey of Family Growth
(NSFG) can be used to track fertility and
health in the United States. The NSFG
contains detailed information about sexual
health including birth control use as well as
testing and treatment for STIs. These data
might be used to track women’s health-related
preventive services. Currently, 2006—2010
NSFG data are available and a new wave
covering 2011-2015 is in progress.

SUMMARY

Several databases might be suitable to track
changes in preventive service use subsequent

to implementation of the ACA. These include
several private claims databases, such as the
APCDs in several states, the HCCI database,
the HealthCore data, and the Optum™
database. Each of these claims databases
contains all the attributes needed for measuring
differences in preventive service use over time;
all but the Optum™ database (which includes
only group enrollees and claims) allow analysis
across the group and individual health insurance
markets. The HCCI database, which contains
data from all 50 states and multiple private
payers, might be weighted to produce nationally
representative estimates. Several APCDs

are representative of the insured population
statewide and in smaller geographic areas.

Some national surveys also can be useful for
monitoring certain preventive services across
group and individual health plans. Such
surveys—including the MEPS-HC, BRFSS,
NHIS, and HRS—include rich information
about respondents’ socio-demographic
characteristics, although they may not indicate
whether the respondent was insured when




a service was used, whether the service was 11. Jerant, A., Fiscella, K., Tancredi, D., & Franks, P.

covered, or where the respondent resides (2013). Health insurance is associated with preventive
N .
care but not personal health behaviors. Journal of the

American Board of Family Medicine, 26(2), 759-767.

12. Abdus, S., & Selden, T. M. (2013). Preventive services
for adults: How have differences across subgroups

changed over the past decade? Medical Care, 51(11),
BIBLIOGRAPHY 999-1007.

13. Miranda, P. Y., Johnson-Jennings, M., Tarraf, W,

Nevertheless, the public use files from these
surveys are easily obtained and could be useful
for preliminary or supplemental analysis.

Studies of preventive service use based Gonzalez, P, Vega, W. A., & Gonzalez, H. M.
on MarketScan®, GHRI, IMS LifeLink™, (2012). Using colorectal trends in the U.S. to identify
MEPS-HC, BRFFS, or NHIS data (numbers unmet primary care needs of vulnerable populations.

refer to hyperlinks in Table 1) Preventive Medicine, 55(2), 131-136.

1. Zhu, W., & Wang, Y. (2014). The effect of free provision
of preventive care under ACA on prevention utilization:
Ewvidence from commercial health plans. Presentation at
the Conference of the American Society of Health
Economists (ASHEcon), Los Angeles, CA.

2. Owusu-Edusei, K., Nguyen, H., & Gift, T. (2013).
Utilization and cost of diagnostic methods for sexually
transmitted infection screening among insured
American youth, 2008. Journal of the American Sexually
Transmitted Diseases Association, 40(5), 354-361.

3.Tsai, Y., Zhou, F., Wortley, P., Shefer, A., & Stokley,
S.(2014). Trends and characteristics of preventive
care visits among commercially insured adolescents,

2003-2010. The Journal of Pediatrics, 164(3), 625-630.
4. Yasar, Y. (2011). Competition among health plans and

women’s use of preventive care: A multilevel analysis.

International Journal of Health Services, 41(2), 273-300.

5.Chen,]. Y., Ma, Q., Everhard, F.,, Yermilov, 1.,
Tian, H., & Mayer, K. H. (2011). HIV screening in
commercially insured patients screened or diagnosed
with sexually transmitted diseases or blood-borne
pathogens. Sexually Transmitted Diseases, 38(6),
522-527.

6.Dorn, S. D., Wei, D., Farley, ]. F., Shah, N. D.,
Shaheen, N.]., Sandler, R. S., & Kappelman, M. D.
(2012). Impact of the 2008-2009 economic recession
on screening colonoscopy utilization among the
insured. Clinical Gastroenterology & Hepatology, 10(3),
278-284.

7. Fenton, ].]J., Elmore, J. G., Buist, D. S., Reid,
R.]J., Tancredi, D. J., & Baldwin, L. M. (2010).
Longitudinal adherence with fecal occult blood test
screening in community practice. Annals of Family
Medicine, 8(5), 397-401.

8. Vaidya, V., Partha, G., & Karmaker, M. (2012).
Gender differences in utilization of preventive care
services in the United States. Journal of Women's

Health, 21(2), 140-145.

9. Bustamante, A., Chen, J., Rodriguez, H., Rizzo, ].,
& Ortega, A. (2010). Use of preventive care services
among Latino subgroups. American Journal of
Preventive Medicine, 38(6), 610-619.

10. Romaire, M., & Bell, J. (2010). The medical home,
preventive care screenings, and counseling for
children: Evidence from the Medical Expenditure
Panel Survey. Academic Pediatrics, 10(5), 338-345.

14. Stimpson, J. P., Wilson, F. A., & Reyes-Ortiz, C. A.
(2009). Influence of number of children on cancer
screening among adults in the United States. Journal
of Medical Screening, 16(4),170-173.

15. Cokkinides, V., Bandi, P., Shah, M., Virgo, K., &
Ward, E. (2011). The association between state
mandates of colorectal cancer screening coverage and
colorectal cancer screening utilization among U.S.
adults aged 50 to 64 years with health insurance. BMC
Health Services Research, 11(19).

16. Wherry, L. (2013, January). The Impact of Medicaid
Family Planning Expansions on Preventive Services
Urilization. Population Studies Center Research
Report 13-784.

17. Newransky, C. (2014). Disparities in Pap screening
utilization among 18-30~year-old women in the United
States. Presentation at the Society for Social Work and
Research Annual Conference, San Antonio, TX.

18. Bitler, M. P., & Carpenter, C. S. (2011). Insurance
mandates and mammography. Unpublished manuscript.

19. Centers for Disease Control and Prevention. (2010,
November 12). Vital signs: Health insurance coverage
and health care utilization—United States, 2006—2009
and January—March 2010. Morbidity and Mortality
Weekly Report, 1448-1454.

20. Holmes, K. (2012). The impact of family structure
on mammography utilization. Cancer Epidemiology,
Biomarkers & Prevention, 21, B62.

21. Saloner, B., Polsky, D., Rhodes, K., & Friedman, A.
(2014). Access to primary care for new Medicaid patients
and preventive care utilization: Evidence from an audit
study. Presentation at the Conference of the American
Society of Health Economists (ASHEcon), Los
Angeles, CA.

22.Fox J. B., Shaw E. E., & Office of Health System
Collaboration, Office of the Associate Director for
Policy, CDC. (2014). Relationship of income and
health care coverage to receipt of recommended
clinical preventive services by adults—United States,
2011-2012. Morbidity and Mortality Weekly Report,
63(31), 666—670.

. Sudano, J.]., Jr., & Baker, D. W. (2003). Intermittent
lack of health insurance coverage and use of preventive
services. American Journal of Public Health, 93(1),
130-137.

2

w




Other studies that use FAIR Health,
HealthCore, or Optum™

Barron, J., Turner, R., Jaeger, M., Adamson, W., & Singer,
J. (2012). Comparing the use of intravenous antibiotics
under the medical benefit with the use of oral antibiotics
under the pharmacy benefit in treating skin and soft
tissue infections. Managed Care, 21(9), 44-52.

Carter, C. T., Waters, H. C., & Smith, D. B. (2011).
Impact of infliximab adherence on Crohn’s disease-related
healthcare utilization and inpatient costs. Advances in
Therapy, 28(8), 671-683.

Chastek, B., Harley, C., Kallich, J., Newcomer, L., Paoli,
C.J., & Teitelbaum, A. H. (2012). Health care costs for
patients with cancer at the end of life. Journal of Oncology
Practice/American Society of Clinical Oncology, 8(6),
75s—80s.

Chastek, B., Kulakodlu, M., Valluri, S., & Seal, B. (2013).
Impact of metastatic colorectal cancer stage and number
of treatment courses on patient health care costs and
utilization. Postgraduate Medicine, 125(2), 73-82.

Citrome, L., Kalsekar, I., Guo, Z., Laubmeier, K., &
Hebden, T. (2013). Diagnoses associated with use of
atypical antipsychotics in a commercial health plan: A
claims database analysis. Clinical Therapeutics, 35(12),
1867-1875.

DaCosta Byfield, S., Nash Smyth, E., Mytelka, D.,
Bowman, L., & Teitelbaum, A. (2013). Healthcare costs,
treatment patterns, and resource utilization among
pancreatic cancer patients in a managed care population.
Journal of Medical Economics, 16(12),1379-1386.

Davis, K. L., Misurski, D., Miller, J. M., Bel, T. ., &
Bapat, B. (2011). Cost of acute hospitalization and post-
discharge follow-up care for meningococcal disease in the
U.S. Human Vaccines, 7(1), 96-101.

DeVries, A, Li, C. H., Sridhar, G., Hummel, J. R.,
Breidbart, S., & Barron, J. ]. (2012). Impact of medical
homes on quality, healthcare utilization, and costs.
American Journal of Managed Care, 18(9), 534-544.

Friedson, A. (2012). Medical malpractice damage caps and
the price of medical procedures. Working paper. Retrieved
from http://research.fairhealth.org/servlet/servlet.FileDo
wnload?file=01560000000Wyvb

Gore, M., Sadosky, A., Stacey, B. R., Tai, K. S., & Leslie,
D. (2012). The burden of chronic low back pain: Clinical
comorbidities, treatment patterns, and health care costs in
usual care settings. Spine, 37(11), E668-77.

Karve, S., Candrilli, S., Kappelman, M. D., Tolleson-
Rinehart, S., Tennis, P., & Andrews, E. (2012). Healthcare
utilization and comorbidity burden among children and
young adults in the United States with systemic lupus
erythematosus or inflammatory bowel disease. Journal of
Pediatrics, 161(4), 662—670.¢2.

Kleiner, M., Marier, A., Park, K. W., & Wing, C. (2014).
Relaxing occupational licensing requirements: Analyzing
wages and prices for a medical service. NBER Working
Paper 19906. Retrieved from http://www.nber.org/
papers/w19906

Locklear, J. C., Alemayehu, B., Brody, R. S., Chavoshi,
S., Tunceli, O., Kern, D., & Earley, W. (2013). Treatment
patterns, healthcare resource utilization and costs in

patients with bipolar disorder, newly treated with
extended release or immediate release quetiapine
fumarate using U.S. healthcare administrative claims data.
Clinical Therapeutics, 35(12),1923-1932.

Mitra, D., Hodgkins, P, Yen, L., Davis, K. L., & Cohen,
R. D. (2012). Association between oral 5-ASA adherence
and health care utilization and costs among patients with
active ulcerative colitis. BMC Gastroenterology, 12,132.

Parthan, A., Santos, E., Becker, L., Small, A., Lalla, D.,
Brammer, M., & Teitelbaum, A. (2014). Health care
utilization and costs by site of service for nonmetastatic
breast cancer patients treated with trastuzumab. Journal of
Managed Care Pharmacy, 20(5), 485-493.

Rice, J. B., Desai, U., Cummings, A. K., Birnbaum, H.
G., Skornicki, M., & Parsons, N. B. (2014). Burden of
diabetic foot ulcers for Medicare and private insurers.

Diabetes Care, 37(3), 651-658.

Thayer, S., Wei, W., Buysman, E., Brekke, L., Crown, W.,
Grabner, M., & Cuddihy, R. (2013). The INITIATOR
study: Pilot data on real-world clinical and economic
outcomes in U.S. patients with type 2 diabetes initiating
injectable therapy. Advances in Therapy, 30(12), 1128~
1140.

Wahl, P. M., Bohn, R. L., Terrell, D. R., George, ]. N., &
Ewenstein, B. (2012). Health care utilization of patients
diagnosed with idiopathic thrombotic thrombocytopenic
purpura in a commercially insured population in the
United States. Transfusion, 52(7 Pt 2),1614-1621.

Yeaw, J., Lee, W. C., Aagren, M., & Christensen, T.
(2012). Cost of self-monitoring of blood glucose in the
United States among patients on an insulin regimen for

diabetes. Journal of Managed Care Pharmacy, 18(1), 21-32.

Other studies of preventive service use

Adams-Campbell, L. L., Makambi, K., Mouton, C. P.,
Palmer, J. R., & Rosenberg, L. (2010). Colonoscopy
utilization in the Black Women’s Health Study. Journal of
the National Medical Association, 102(3), 237-242.

Atherly, A., & Blake, S. C. (2013). Efforts by commercial
health plans to increase chlamydia trachomatis screening
among their members. Sexually Transmitted Diseases,
40(1), 55-60.

Basch, C. H., Basch, C. E., Wolf, R. L., & Zybert,
P. (2012). Distinguishing factors for asymptomatic
colonoscopy screening. Journal of Cancer Education, 27(3),

521-525.

Bennett, K. J., Powell, M. P, & Probst, J. C. (2010).
Relative financial burden of health care expenditures.
Social Work in Public Health, 25(1), 6-16.

Brown, D. S., Kurlantzick, V. G., McCall, N. T., Williams,
T. V., Gantt, C.]J., & Granger, E. (2009). Use of six
clinical preventive services in TRICARE prime compared
to insured, managed care, and all U.S. populations

and Healthy People 2010. Preventive Medicine, 48(4),
389-391.

Brown, M. L., Klabunde, C. N., Cronin, K. A., White,
M. C,, Richardson, L. C., & McNeel, T. S. (2014).
Challenges in meeting Healthy People 2020 objectives
for cancer-related preventive services, National Health
Interview Survey, 2008 and 2010. Preventing Chronic
Disease, 11, E29.

10


http://research.fairhealth.org/servlet/servlet.FileDownload?file=01560000000Wyvb
http://research.fairhealth.org/servlet/servlet.FileDownload?file=01560000000Wyvb
http://www.nber.org/papers/w19906
http://www.nber.org/papers/w19906

Cowburn, S., Carlson, M. J., Lapidus, J. A., & DeVoe, J.
E. (2013). The association between insurance status and
cervical cancer screening in community health centers:
Exploring the potential of electronic health records for
population-level surveillance, 2008-2010. Preventing
Chronic Disease, 10, E173.

DeNoble, A. E., Hall, K. S., Xu, X., Zochowski, M. K.,
Piehl, K., & Dalton, V. K. (2014). Receipt of prescription
contraception by commercially insured women with
chronic medical conditions. Obstetrics & Gynecology,
123(6), 1213-1220.

Goodwin, S. M., & Anderson, G. F. (2012). Effect of
cost-sharing reductions on preventive service use among
Medicare fee-for-service beneficiaries. Medicare and
Medicaid Research Review, 2(1), E1-E26.

Guy Jr.,, G. P.(2010). The effects of cost sharing on access
to care among childless adults. Health Services Research,
45(6 PART 1), 1720-1739.

Khatami, S., Xuan, L., Roman, R., Zhang, S., McConnel,
C.,Halm, E. A., & Gupta, S. (2012). Modestly increased
use of colonoscopy when copayments are waived. Clinical
Gastroenterology and Hepatology, 10(7), 761-766.

Lemasters, T., & Sambamoorthi, U. (2011). A national
study of out-of-pocket expenditures for mammography
screening. Journal of Women'’s Health, 20(12),1775-1783.

Meeker, D., Joyce, G. F., Malkin, J., Teutsch, S. M.,
Haddix, A. C., & Goldman, D. P. (2011). Coverage and
preventive screening. Health Services Research, 46(1p1),
173-184.

Pignone, M., Winquist, A., Schild, L. A., Lewis, C.,
Scott, T., Hawley, J., . . . Glanz, K. (2011). Effectiveness

of a patient and practice-level colorectal cancer screening
intervention in health plan members: The CHOICE trial.
Cancer, 117(15),3352-3362.

Rezayatmand, R., Pavlova, M., & Groot, W. (2013). The
impact of out-of-pocket payments on prevention and
health-related lifestyle: A systematic literature review.
European Journal of Public Health, 23(1), 74-79.

Shi, L., Xie, Y., Liu, J., Kissinger, P., & Khan, M. (2013).
Is out-of-pocket cost a barrier to receiving repeat tests for
chlamydia and gonorrhea? International Journal of STD &
AIDS, 24(4), 301-306.

Shortridge, E. F., Moorea, J. R., Whitmore, H., O’Grady,
M.]., & Shen, A. K. (2011). Policy implications of first-
dollar coverage: A qualitative examination from the payer
perspective. Public Health Reports, 126(3), 394-399.

Solanki, G., & Schauffler, H. H. (1999). Cost-sharing and
the utilization of clinical preventive services. American

Journal of Preventive Medicine, 17(2),127-133.

Wharam, J. F,, Graves, A. J., Zhang, F., Soumerai, S. B.,
Ross-Degnan, D., & Landon, B. E. (2012). Two-year
trends in cancer screening among low socioeconomic
status women in an HMO-based high-deductible
health plan. Journal of General Internal Medicine, 27(9),
1112-1119.

ENDNOTES

! This issue brief was funded by the U.S. Department of
Health and Human Services, Office of the Assistant
Secretary for Planning and Evaluation (ASPE). Its
contents are solely the responsibility of Mathematica
and do not necessarily represent the official views of
ASPE. We are grateful to our Mathematica colleagues
Deborah Chollet, Brian Johnston, Anthony Austin, and

Tom Bell for their contributions.

2 Maciosek, M. V., Coffield, A. B., Flottemesch, T. J.,
Edwards, N. M., & Solberg, L. I. (2010). Greater use of
preventive services in US health care could save lives at
little or no cost. Health Affairs, 29(9),1656-1660.

3 McMorrow, S., Kenney, G., & Goin, D. (2014).
Determinants of receipt of recommended preventive
services: Implications for the Affordable Care Act.
American Journal of Public Health, (0), e1—e8.

4 U.S. Preventive Services Task Force A and B.
Recommendations. Retrieved from http://www.
uspreventiveservicestaskforce.org/Page/Name/uspstf-a-
and-b-recommendations/

@

Centers for Disease Control and Prevention. (2012).
Use of selected clinical preventive services among adults
— United States, 2007-2010. MMWR, 61(Suppl; June
15,2012). Retrieved from http://www.cdc.gov/mmwr/
pdf/other/su6102.pdf

¢ Centers for Disease Control and Prevention. (2014).
Use of selected clinical preventive services to improve
the health of infants, children, and adolescents —
United States, 1999-2011. MMWR, 63(Suppl:
September 2014). Retrieved from http://www.cdc.gov/
mmwr/pdf/other/su6302.pdf

7 Abdus, S., & Selden, T. M. (2013). Preventive services
for adults: How have differences across subgroups
changed over the past decade? Medical Care, 51(11),
999-1007.

Sudano, J. ], Jr., & Baker, D. W. (2003). Intermittent
lack of health insurance coverage and use of preventive
services. American Journal of Public Health, 93(1),
130-137.

? Solanki, G., & Schaufler, H. H. (1999). Cost-sharing
and the utilization of clinical preventive services.
American Journal of Preventive Medicine, 17(2),
127-133.

Solanki, G., Schauffler, H. H., & Miller, L. S. (2000).
The direct and indirect effects of cost-sharing on the
use of preventive services. Health Services Research,
34(6),1331-1350.

For a full listing of preventive services to be offered
with no cost-sharing, see: https://www.healthcare.gov/
what-are-my-preventive-care-benefits/

3

s

1

S

Data contributors are not identified, but they
consistently exclude Blue Cross and Blue Shield
companies.
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Plan type is coded as: Deductible, Managed Care,
Medicaid, Medicare, Point of Service, Workers
Compensation, HMO, PPO, or Individual. Although
70 percent of observations in the database include
values for plan type, there are fields with overlapping
categories (for example, HMO and managed care) that
data contributors may report inconsistently.
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