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Abstract

Background—There are substantial disparities in breast and cervical cancer screening that stem
from lack of health insurance. Although the Affordable Care Act (ACA) expands insurance
coverage to many Americans, there are differences in availability of Medicaid coverage across
states.

Purpose—To understand the potential impact of Medicaid expansions on disparities in
preventive care for low-income women by assessing pre-ACA breast and cervical cancer
screening across states currently expanding and not expanding Medicaid to low-income adults.

Methods—Data from the 2012 Behavioral Risk Factor Surveillance System (analyzed in 2014)
were used to consider differences in demographics among women for whom screening is
recommended, including income and race/ethnicity, across expansion and non-expansion states.
Self-reported screening was compared by state expansion status overall, for the uninsured, and for
low-income women. Logistic regressions were estimated to assess differences in self-reported
screening across expansion and non-expansion states controlling for demographics.

Results—Women in states that are not expanding Medicaid had significantly lower odds of
receiving recommended mammograms (OR=0.87, 95% C1=0.79, 0.95) or Pap tests (OR=0.87,
95% CI=0.79, 0.95). The difference was larger among the uninsured (OR=0.72, 95% CI1=0.56,
0.91 for mammography; OR=0.78, 95% CI1=0.65, 0.94 for Pap tests).

Conclusions—As women in non-expansion states remain uninsured while others gain coverage,
existing disparities in cancer screening by race and socioeconomic status are likely to widen.
Health risks and associated costs to underserved populations must be taken into account in
ongoing debates over expansion.
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Introduction

Methods

Evidence suggests that women with health insurance are more than twice as likely to receive
breast and cervical cancer screening’~" and are likely to be diagnosed at earlier stages.8
Treatment of early-stage disease detected through population-wide screening can reduce
morbidity and mortality.%10 Although mortality rates have fallen over recent decades, these
benefits are not distributed equally across the population.}! There are substantial disparities
in breast and cervical cancer diagnosis and outcomes in the U.S. by race/ethnicity, SES, and
insurance.112.13 The Affordable Care Act (ACA) aims to increase health insurance coverage
through various pathways. In particular, in approximately half of states, non-elderly adults
with incomes below 138% of the federal poverty level (FPL) are now eligible for Medicaid
regardless of family structure or disability status. Nonetheless, almost half of states have not
chosen to expand Medicaid.

This paper considers variation in self-reported screening across states currently expanding
Medicaid and those not expanding to draw implications for the effects of coverage changes
on disparities and to understand where additional effort may be needed to increase screening
among underserved populations. An understanding of the role of Medicaid expansions in
addressing or perpetuating differences in health care across groups is needed to narrow
existing disparities.

The 2012 Behavioral Risk Factor Surveillance System (BRFSS) provided data on self-
reported screening and individual demographics.1# Information on state Medicaid expansion
decisions as of February 2014 came from the Centers for Medicare and Medicaid Services.1®
Based on U.S. Preventive Services Task Force guidelines,6:17 receipt of mammograms
among women with non-missing data aged 52—64 years and Pap tests among women aged
24-64 years who have not undergone a hysterectomy were examined. Outcomes of interest
were guideline-consistent screening, specifically mammogram or Pap test within the past 2
or 3 years, respectively.

The independent variable of interest was an indicator of residence in a non-Medicaid
expansion state. Models controlled for age, race/ethnicity, income, employment, marital
status, education, and insurance status. The BRFSS asks whether individuals have insurance
but not type of coverage. Therefore, the insurance variable is an indicator of any coverage.
Income as a percentage of FPL was constructed by assigning individuals the median
household income in the reported category and applying Census Bureau poverty guidelines
by household size. For example, in 2012 poverty thresholds were $11,945 for a single
person and $23,364 for a family of four.18

Demographic characteristics were compared across expansion and non-expansion states.
Unadjusted rates of self-reported screening were calculated by insurance and income group,
comparing women with incomes less than 138% FPL (eligible for Medicaid in expansion
states), between 138% and 400% FPL (eligible for subsidies through healthcare
marketplaces), and more than 400% FPL.
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Multiple logistic regression models estimated self-reported screening outcomes as a function
of state Medicaid expansion status, controlling for insurance, income, and the set of other
demographic covariates. Models were estimated for each outcome variable for all women in
the sample, uninsured women, and women below 138% FPL. ORs for differences in
outcomes between expansion and non-expansion states were calculated for all models. All
analyses employed survey weights accounting for complex sampling design. Statistical
analyses were conducted in 2014 using Stata, version 11 (StataCorp LP, College Station
TX).

Table 1 presents demographic characteristics and outcomes for the mammogram and Pap
test samples by state Medicaid expansion status. Women in states that have not expanded
Medicaid were significantly more likely to be black or white (as opposed to Asian or other
race) and have income less than 138% FPL.

Figure 1 presents unadjusted rates of screening by state expansion status across insurance
and income groups. Insured women were far more likely to receive screening than uninsured
women. Further, uninsured women in non-expansion states were 15.1% (95% CI=5.5%,
24.7%) less likely to receive a mammogram (Figure A) and 8.7% (95% C1=3.5%, 13.8%)
less likely to receive a Pap test (Figure B) than uninsured women in expansion states.
Among women with income less than 138% FPL, those in non-expansion states were 8.1%
(95% Cl1=1.6%, 14.6%) less likely to receive a mammogram (Figure C) and 8.3% (95%
Cl=4.9%, 11.8%) less likely to receive a Pap test (Figure D) than low-income women in
expansion states.

Table 2 presents logistic regression results, which further support the descriptive results.
Columns 1 and 2 present results for the full sample and show that, controlling for a rich set
of demographic characteristics, women in non-expansion states have significantly lower
odds of being screened at baseline. Columns 3 and 4 restrict the sample to uninsured
women, and show that in non-expansion states, uninsured women have lower odds of
receiving a mammogram (OR=0.72, 95% CI=0.56, 0.91) or a Pap test (OR=0.78, 95%
Cl1=0.648, 0.939). Columns 5 and 6 restrict the sample to less than 138% FPL and show that
in non-expansion states, odds of mammography are lower (OR=0.85, 95% CI1=0.69, 1.05)
albeit not statistically significant, and odds of receiving a Pap test are significantly lower
(OR=0.79, 95% CI=0.66, 0.95).

The gaps in screening between expansion and non-expansion states are larger for uninsured
women than for the general population. Predicted probabilities of screening based on the
results in Columns 3 and 4 suggest that, conditional on a rich set of demographic covariates,
uninsured women in non-expansion states are 7.9 and 4.9 percentage points less likely to
receive recommended mammograms or Pap tests, respectively, than women in expansion
states.
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Discussion

Low-income and uninsured women are less likely to receive potentially lifesaving
recommended cancer screening services. Although the CDC funds screening and diagnostic
services for uninsured and underinsured women through the Breast and Cervical Cancer
Early Detection Program, evidence suggests limited success reaching the targeted
population.1® Differences across states in Medicaid coverage under the ACA may lead to a
widening of racial and income disparities in cancer between states that expand and those that
do not.

This study faces some limitations. Although measures of women's cancer screening in the
BRFSS have been validated, 202! there is evidence of over-reporting of screening,
particularly among minorities.2223 If anything, this may bias the present estimates of state
differences downward. Response rates also vary across states and are low for some.
Nonetheless, average response rates are similar across expansion (45%) and non-expansion
states (47%); the analysis employs survey weights constructed to reduce non-response bias,
and this is among the best data for tracking cancer screening at the state level.

Low-income women in non-expansion states have the lowest baseline breast and cervical
cancer screening rates. As women in non-expansion states, who are more likely to be low-
income and African American, remain uninsured while those in other states gain coverage,
existing disparities by race and SES are likely to widen. Despite existing public cancer
screening programs, uninsured women are still screened at significantly lower rates than
women with insurance. States that do not expand their Medicaid programs are likely to
perpetuate national disparities in cancer screening. The health risks and associated costs to
underserved populations who do not receive preventive care must be taken into account in
ongoing debates over expansion.
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Figure 1.

Unadjusted screening rates by state Medicaid expansion status, insurance, and income
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Table 1

Descriptive statistics for mammogram and Pap test samples by 2014 state Medicaid expansion status

Mammogram Sample Pap test Sample
Characteristic Expansion States (N=28752)  Non-expansion States (N=27732)  Expansion States (N=45603)  Non-expansion States (N=39264)
Mean age (years) 57.6+ (.048) 57.7+ (.049) 45.7+(.113) 45.6+(.110)
Age group (%)
24-34 years 185 18.3
35-49 years 40.6 41.8
50-54 yearsa' 27.9 26.8 16.5 15.9
55-59 years 36.6 36.7 12.8 12.7
60-64 years 35.4 36.5 11.6 11.3
Race (%)
White 80.4 81.2** 76.9 78.7**
* % * %
Black 8.9 148 9.2 150
1 * % * %
Asian 6.4 11 85 23
* % * %
Other race 43 28 5.4 10
i i ici 0, Kk *k
Hispanic ethnicity (%) 8.9 6.1 15.4 98
Income (%)
0, * %
<138% of FPL 16.9 201 24.1 24.4
_ 0, * % **
138-100% of FPL 41.6 n5 48.3 298
0, * % * %
>400% of FPL 415 384 21.7 258
Education
i * % **
Less than high school 8.3 9.8 9.9 8.7
i * % * %
High school 26.4 31.0 22.0 253
Some college 33.7 329** 31.3 31.8**
College or more 31.6 26.3 36.9 34_2**
0, * **
Employed (%) 59.9 542 66.2 642
() * %
Insured (%) 89.0 857 86.4 82.1
Mammogram in past 80.4 77 O**
2 years (%) ’
1 * %
Pap test in past 3 86.9 848

years (%)

Note: cells represent weighted mean (standard error) or weighted percentage of sample. All analyses employ survey weights accounting for the
BRFSS complex sampling design.
* %

p<0.01

*
p<0.05 in test of difference by state Medicaid expansion status. Results with significant p-values indicated in bold.
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aThe age range for the mammogram sample is 52 to 64 years; the youngest age in each sample is the number of years of the recommended
screening interval past the recommended age for initiation of routine screening.
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