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Policies to Achieve Health Equity
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and Health Reform
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The Affordable Care Act

(ACA) mandates that both

Medicaid and insurance plans

cover life-saving preventive

services recommended by

the US Preventive Services

Task Force, including colorec-

tal cancer (CRC) screening

and choice between colono-

scopy, flexible sigmoidos-

copy, and fecal occult blood

testing (FOBT).

People who choose FOBT or

sigmoidoscopy as their initial

test could face high, unex-

pected, out-of-pocket costs

because the mandate does

not cover needed follow-up

colonoscopies after positive

tests. Some people will have

no coverage for any CRC

screening because of lack of

state participation in the ACA

or because they do not qualify

(e.g., immigrant workers).

Existing disparities in CRC

screening and mortality will

worsen if policies are not

corrected to fully cover both

initial and follow-up testing.

(Am J Public Health. 2014;

104:982–986. doi:10.2105/AJPH.

2014.301877)

COLORECTAL CANCER (CRC) IS

the second leading cause of cancer
deaths in the United States,1 but

many of these deaths could be
averted by screening, which
decreases both CRC incidence
and mortality by 30% to 60%.2

The US Preventive Services
Task Force strongly recom-
mends CRC screening for adults
aged 50 to 75 years by 3
evidence-based methods: annual
fecal occult blood testing (FOBT)
with either high-sensitivity
guaiac or fecal immunochemical
tests, flexible sigmoidoscopy
every 5 years with interval
FOBT, or colonoscopy every
10 years.3 In large randomized
trials, FOBT and sigmoidoscopy
reduced CRC incidence and
mortality in 2-part screening
programs in which initial positive
FOBT or sigmoidoscopy was
followed by a colonoscopy.
Colonoscopy as an initial
screening test is supported by
observational studies.2 CRC
screening by any of the recom-
mended options is cost-effec-
tive,4,5 and potentially cost sav-
ing, because it reduces the
number of patients needing
advanced CRC treatment.6

However, to reduce CRC mor-
bidity, mortality, and associated
costs, screening must be in-
creased beyond its current
rates.

SUBOPTIMAL SCREENING
RATES AND HEALTH
DISPARITIES

Although CRC screening rates
have risen in recent years, with
65% of Americans aged 50 to 75
years reporting being current for
CRC screening,7 these rates re-
main lower than screening rates
for breast (72%) and cervical
(83%) cancers. More concerning
are the substantially lower CRC
screening rates for certain racial
and ethnic subpopulations, people
living in poverty, and the unin-
sured. For example, only 53% of
Hispanics and 37% of individuals
without health insurance are up-
to-date for CRC screening (Figure
1).7 Lower rates of screening di-
rectly contribute to disparities in
CRC morbidity and mortality.8,9

These disparities may be at-
tributable in part to the fact that
some professional societies rec-
ommend colonoscopy as the pre-
ferred screening method.10,11

However, increasing evidence
shows that patients who are of-
fered only colonoscopy for initial
CRC screening might not screen at
all.12 Inadomi et al. found that
patients offered FOBT or a choice
of FOBT or colonoscopy for initial
screening were almost twice as

likely as those offered colono-
scopy only to complete CRC
screening, with Latinos and Asians
significantly more likely to choose
FOBT.13 A randomized trial by
Green et al. offered almost 5000
patients CRC screening choices of
FOBT, sigmoidoscopy, or colono-
scopy, with FOBT kits mailed to
those who did not choose.14 The
default FOBT program resulted in
almost twice as many people being
current for CRC screening and
was less expensive than usual care
because it reduced the number of
expensive colonoscopies. Kaiser
Permanente Northern California
reported that mailed fecal immu-
nochemical tests substantially in-
creased CRC screening rates, with
proportional increases in CRC
detection, primarily early-stage
disease.15

THE AFFORDABLE CARE
ACT AND COLORECTAL
CANCER SCREENING

The Affordable Care Act (ACA)
mandates that preventive services
recommended by the US Preven-
tive Services Task Force, including
CRC screening, be covered in
full with no patient costs.16 This
policy is supported by studies
demonstrating that even when
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Note. FOBT = fecal occult blood testing; GED = graduate equivalency diploma. Data were weighted to the age, gender, and racial/ethnic distribution of each state’s adult population with intercensal

estimates and were age standardized to the 2012 Behavioral Risk Factor Surveillance System population. Up-to-date was defined as FOBT within 1 year, or sigmoidoscopy within 5 years with FOBT

within 3 years, or colonoscopy within 10 years.

Source. Centers for Disease Control and Prevention.7

FIGURE 1—Percentage of respondents aged 50–75 years, by test type and selected characteristics, who reported (a) being up-to-date with

colorectal cancer screening, (b) having a colonoscopy within 10 years, and (c) having FOBT within 1 year: Behavioral Risk Factor Surveillance

System, United States, 2012.
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individuals have health insurance,
out-of-pocket costs are a barrier to
seeking preventive care.17---19 This
policy could reduce health care
disparities, because low-income
patients are less likely to be able to
afford screening and other pre-
ventive care. However, a close
analysis of how the ACA preven-
tion mandate is being implemented
reveals a paradox for CRC screen-
ing: current ACA policies could
lead to increased costs for patients
and greater disparities in screening
rates because mandated coverage
applies only to initial screening
FOBT, sigmoidoscopy, or colono-
scopy, not to the necessary diag-
nostic testing after a positive FOBT
or sigmoidoscopy finding.

The current ACA preventive
care mandate penalizes people
who choose FOBT or sigmoidos-
copy because the required colo-
noscopy after a positive test is not
covered and is subject to out-of-
pocket deductibles or copays.
Newer tests, such as fecal immu-
nochemical tests, can be done in
the privacy of one’s home and
require only a single sample, with
no dietary or medication changes.
FOBT is inexpensive, at $2 to $22
per test. If an FOBT procedure is
positive, the recommended next
step is colonoscopy. However,
people choosing FOBT or sig-
moidoscopy might be unpleas-
antly surprised to learn, depend-
ing on their health plan, that
colonoscopy after a positive test
could cost between $200 and
$3000.20 In an example of the
dangerous effects of this policy,
a physician colleague described
a patient with a positive FOBT
result who could not afford
a follow-up colonoscopy because

of her $10 000 health plan de-
ductible. The patient and physi-
cian were left worrying about her
possible CRC or advanced ade-
noma, and the physician had
doubts about recommending
FOBT to other patients.

On the other hand, policies that
promote colonoscopy as the initial
screening test may have advantages,
because these tests find more ad-
vanced adenomas in a single screen
than do the other screening tests.3,10

However, this line of reasoning
ignores the fact that FOBT is a pro-
gram of repeated screens with mul-
tiple opportunities to discover ad-
vanced adenomas and early CRC
while they are still easy to treat.
Disadvantages of colonoscopy are
preparation that involves cramping
and diarrhea, time away from work,
and risk of adverse events. About 1
in 500 colonoscopies results in
bleeding or perforation that re-
quires hospitalization, transfusion,
or surgery, and about 1 in 30 000
colonoscopies results in death.21

Studies comparing the relative effi-
cacy of colonoscopy and FOBT in
decreasing CRC morbidity and
mortality are only now being con-
ducted; final results will not be
available for at least 10 years.

Screening colonoscopies could
be contributing to the high costs of
health care. The New York Times
recently reported that the average
cost of a colonoscopy in the United
States is $1185.20 In 2002, more
than 14 million colonoscopies
were performed.22 More recent
hospital claims data indicate that at
least 17 million colonoscopies are
performed annually, at an esti-
mated cost of more than $20 bil-
lion.23 The risk and expense of
colonoscopies might be worth the

benefits for people at higher risk or
with important findings. However,
in average-risk adults, 10 to 20
screening colonoscopies are
needed to find 1 case of CRC or
advanced adenoma. Initial FOBT
screening reduces the number of
colonoscopies needed to benefit
a single person to 3 to 4.24,25 In
light of the high cost of colono-
scopy and the current uncertainty
of its benefits over less invasive
procedures, the message to the
public should not be “get a colono-
scopy” but simply “get screened for
CRC.” The bottom line is that at
this time, the best CRC screening
test is the one that will get done.

MEDICARE POLICIES AND
SCREENING DISPARITIES

Medicare patients have a
unique set of barriers to CRC
screening. Like the ACA, original
Medicare (Part B alone) covers
initial CRC screening tests in full.
However, if a biopsy or polypec-
tomy is performed during
a screening colonoscopy, the pro-
cedure is considered diagnostic,
with a $175 deductible and 20%
copay for total procedure costs.
Patients go to sleep thinking they
are having a screening colono-
scopy that is covered in full, only
to wake up and find out that cost
sharing applies. Recently, Ronald
J. Vender, MD, FACG, president of
the American College of Gastro-
enterology, addressed this issue:

For Medicare patients, the unin-
tended consequence of polyps
being removed during colonoscopy
is that the beneficiary is obligated
to pay the coinsurance. . . . This
is an unexpected and unwelcome
“sticker shock” that deters others
from being screened, and

undermines the intended purpose
of the procedure—to prevent
cancer from developing in the
first place.26

Initially, ACA coverage was
identical to the Medicare policy,
but was amended so that colonos-
copies with removal of polyps are
included in the no-cost-sharing
provision.27 However, the policy
remains unchanged for Medicare,
leading—understandably—to many
complaints to the Center for Medi-
care Services. In an attempt to fix
this problematic Medicare policy,
on March 19, 2013, Senator Ben
Cardin (D-MD) and Representative
Richard Neal (D-MA) introduced
the Supporting ColoRectal Exami-
nation and Education Now
(SCREEN) Act.28 The act would
waive Medicare beneficiary cost
sharing for colonoscopy with bi-
opsy or polyp removal. However,
neither the SCREEN Act nor cur-
rent Health and Human Services
regulations include language to
cover costs of a colonoscopy after
a positive FOBT result.

Why is there no bill to support
FOBT? The explanation might be
disturbing: profits from billable
services would be less. Some in-
surance plans, such as Kaiser Per-
manente and Group Health Co-
operative, which reimburse per
patient rather than by procedure,
have solved this issue for their
own health plans, offering both
choice and coverage for the con-
tinuum of CRC screening tests and
follow-up, including colonoscopy
after a positive FOBT result.
However, neither the SCREEN
Act nor current ACA regulations
include language to cover the cost
of a colonoscopy after a positive
FOBT result.
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SCREENING FOR THE
UNINSURED

What about people without
health insurance who live in states
choosing not to participate in Med-
icaid expansion and people who do
not qualify for health insurance,
such as immigrant workers without
required documentation? Unin-
sured individuals canpay for health
care on a sliding scale at federally
qualified health centers or safety
net clinics, but even the charge for
FOBT, the least expensive type of
CRC screening, is often higher than
what Medicaid and Medicare pay
for the same service.

The Colorectal Cancer Detec-
tion and Control Program pro-
vides free CRC screening and di-
agnostic tests for age-eligible
adults living below 250% of the
US poverty level.29,30 However,
this program is available in only
26 states and has limited funding
that does not cover all people who
might qualify. Safety net clinic
providers thus face an ethical di-
lemma: offer no CRC screening or
offer screening knowing that many
patients cannot afford sigmoidos-
copy or colonoscopy and that pa-
tients with a positive FOBT result
cannot afford follow-up colono-
scopy, let alone cancer treatment.

CONCLUSIONS

The ACAwas a landmark in our
national movement toward equi-
table, effective, affordable care.
Now comes the detailed work of
improving the ACA to ensure that
it achieves its aims, including the
substantial net benefits to patients
and potential cost savings from
CRC screening. Screening benefits

accrue only if early CRC and ad-
vanced adenomas are found and
removed before they become ad-
vanced cancers. To achieve this for
all patients, policy changes—to the
ACA and Medicare—are needed to
fully cover FOBT and sigmoidos-
copy for initial screening with no
out-of-pocket costs for follow-up
colonoscopy, along with mecha-
nisms for screening and follow-up
for the uninsured.

It is unfair to create policies that
increase health disparities. Action
taken now to improve CRC screen-
ing policies will provide a template
for improving coverage of other
cancer screenings, vaccinations, and
beneficial preventive services. j
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Bikes, Helmets, and Public Health: Decision-Making When Goods Collide
Alison Bateman-House, MA, MPH

How ought public officials

address policy choices that en-

tail trade-offs between desir-

able public health goods?

Increasing cycling improves

public health both by promot-

ing physical activity and by

decreasing vehicle use, thus

reducing vehicular emissions.

Proponents of bicycle helmets

argue that, used properly, they

protect individual cyclists;

however, there is concern that

mandating helmet use may re-

sult in a decrease in cycling.

In 2012, NewYork CityMayor

Michael Bloomberg opposed

a bicycle helmet mandate,

concerned that it would have

a negative impact on the

city’s cycling rate, which he

had sought to increase. The

mayor did not explain his

rationale, leaving constituents

unsure why he opposed the

proposal.

This case study underscores

the challenge of creating public

policy in the context of com-

peting public health goods.

(Am J Public Health. 2014;

104:986–992. doi:10.2105/AJPH.

2013.301810)

IN HIS 1989 BOOK NO SMOK-

ing, Robert Goodin wrote,

We do not leave it to the dis-
cretion of customers, however
well-informed, whether or not to
drink grossly polluted water, in-
gest grossly contaminated foods,
or inject grossly dangerous
drugs. We simply prohibit such
things, on grounds of public
health.1

Such public health measures
are normally justified by invoking
utilitarian calculations that com-
pare projected health outcomes
with and without the proposed
intervention. But how do we
make policy decisions when pub-
lic health goods collide? No mat-
ter how meritorious each issue
may appear when considered in
isolation, one or more will be
subordinated when weighed
against other public health con-
cerns. But on what grounds and in
accordance with which values
ought such a decision be made?
Issues of ranking and prioritiza-
tion become all the more complex
and problematic when public
health issues are linked with other

issues of public concern, such as
transportation policy, environ-
mental considerations, and qual-
ity of life, and when there is in-
sufficient evidence to make
a fact-based decision. Former
New York City Mayor Michael
Bloomberg’s opposition to a pro-
posed bicycle helmet mandate
provides a rich case study of
decision-making in the context of
competing goods, and it affords
insight into how public officials
ought to address policy choices
that entail trade-offs between de-
sirable public health goods.

OPPOSING A BICYCLE
HELMET MANDATE

When Mayor Bloomberg’s ad-
ministration proposed regulating
the size of sugary beverages sold
by restaurants and other types of
vendors, the Center for Consumer
Freedom, a group sympathetic to
industry, released an advertise-
ment that proclaimed “New
Yorkers need a Mayor, not
a Nanny.” The ad, which depicted

Mayor Bloomberg dressed in ma-
tronly clothing, made visual the
claim that New York City during
Bloomberg’s 3 mayoral terms had
become the epitome of a “nanny
state.” Mayor Bloomberg repeat-
edly showed himself willing to use
his office to mandate public health
measures: for instance, limiting
where individuals may smoke in
public and banning the sale of
foods containing trans fats. As
mayor, he showed no reluctance
to, in his words, “rely on the
forceful application of law as the
primary instrument of public
health policy.”2 With Bloomberg
having left office, commentators
are weighing in on his public
health legacy.3 To his admirers,
the mayor was an innovative
champion of far-reaching public
health measures. To his critics, the
mayor was an unfettered pater-
nalist, restricting New Yorkers’
liberty to protect themselves from
themselves. Yet, when New York
City Councilman David Greenfield
put forth a bill that would have
required all cyclists to wear
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