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A B S T R A C T

Objective: The Patient Protection and Affordable Care Act (ACA) eliminated cost sharing for certain preventive
cancer screenings beginning in September 2010. This paper examines the policy change’s impact on three pre-
ventive screenings, mammography, colonoscopy, and cervical screening, among commercially insured individ-
uals.
Methods: A retrospective longitudinal quasi‐experimental design was utilized. Individuals in grandfathered
plans were used as a comparison group because grandfathered plans are not subject to the preventive cost shar-
ing benefit changes of the ACA. A multivariate logistic regression model matched individuals in treatment and
comparison groups via propensity scoring. Monthly prevalence rates over the study period (2007–2014) were
calculated as well as prevalence rates for the proportion of procedures with greater than 0 cost sharing. An
interrupted time series regression analysis was conducted with the primary outcome variable the rate of pre-
ventive service utilization per person per month.
Results: The overall trend in utilization of preventive mammography and cervical cancer screening slightly
decreased as a result of the ACA cost sharing benefit policy change. There was a non‐significant decrease
for colonoscopy utilization as a result of the ACA policy change.
Conclusion: The ACA’s cost benefit policy change is not having the desired impact of increasing preventive
screening utilization. Further research is needed to determine whether providing educational materials cover-
ing the cost sharing benefit at policy enrollment might increase procedure uptake.

1. Introduction

The Patient Protection and Affordable Care Act (ACA), passed in
2010, fundamentally altered health care in the United States. The land-
mark legislation included many innovative changes to how health care
is administered in the United States [1]. These include eliminating life-
time and annual maximum benefits, prohibiting the rescission of insur-
ance policies, prohibiting the denial of insurance and increased
charges based on a pre‐existing condition, and requiring insurance
plans to cover, at no charge to the insured individuals, certain preven-
tive services and immunizations [2]. The ACA provides the ground-
work to move health care to more proactive accountable care by
promoting the use of medical services that provide high value. Provi-
sions such as the preventive service coverage with no cost sharing
allow individuals to take control of their health with early diagnosis
of potentially serious conditions such as cancer [3].

Cost sharing is defined as raising the effective price of a service to
dissuade people from using too much of the service [4]. In health care
cost sharing has been implemented in the form of co‐pays and

co‐insurance. A co‐pay is defined as a fixed amount an individual pays
for a covered health care service, and varies by the type of service [5].
Co‐insurance is defined as the patient’s share of the costs of a covered
health care service, calculated as a percent of the allowed amount for
the service [5]. Cost sharing has been used as a device to regulate
health service utilization since the 19600s [6].

Studies have shown that higher cost sharing can act as a barrier to
receiving recommended medical care and reduce health care utiliza-
tion [6‐15]. Many of these studies have focused on the Medicaid or
Medicare populations, while little research has been done on the com-
mercially insured population (large and small employer groups),
which represents the majority of Americans [16].The ACA seeks to
increase the utilization of high value preventive health screenings by
removing cost sharing thereby eliminating out of pocket costs as a bar-
rier, making the services more affordable for much of the population.
Reviewing use of preventive services is a logical step in determining
the effectiveness of the ACA in addressing the cost barrier to receiving
care. Cost sharing can have a significant impact on procedure
utilization.
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Several studies have reviewed cancer screening utilizations rates
after the ACA removed the out‐of‐pocket cost barrier and found mixed
results [12,17‐19]. These studies either focus on the Medicare popula-
tion, rely on self‐reported data such as the Medical Expenditure Panel
Survey dataset, or are limited to a small population (i.e., Mas-
sachusetts). Only one studies known to the authors focuses on a popu-
lation of commercially insured individuals with employer sponsored
insurance plans [17]. This study focused specifically on breast cancer
screening in a commercially insured population and found little to no
increase in utilization after the ACA. The present study adds to this lit-
erature by expanding the scope of cancer screenings to include colono-
scopy, breast, and cervical screening, and evaluating the full
population of members enrolled in employer sponsored plans with a
control group of individuals enrolled in employer sponsored grandfa-
thered plans.

Removing cost sharing for procedures that have a high likelihood
of preventing future health care use could significantly improve the
effectiveness of the healthcare system. Understanding the impact of
the removal of cost sharing as a barrier to receiving preventive services
in a individuals with employer sponsored insurance could allow policy
makers to successfully craft policies that maximize long term system
wide cost savings while simultaneously driving procedure utilization
and improving overall health. We hypothesize that the removal of cost
sharing as a barrier to care will not lead to a significant increase in uti-
lization of preventive cancer screening due to low awareness of the
benefit among individuals with employer sponsored insurance. This
study seeks to understand the effect of the ACA driven policy change
removing the out‐of‐pocket cost barrier to receiving preventive ser-
vices in a commercially insured population by evaluating utilization
rates before and after the ACA.

2. Methods

This study utilized a retrospective longitudinal design with a pre‐
and post‐ period with a comparison group. De‐identified medical
claims and demographic data from 2007 to 2014 were obtained from
a large national insurer for individuals covered by employer sponsored
insurance plans. The database used contains longitudinally linked, sta-
tistically de‐identified individual‐level data on over 101 million cur-
rent members an includes data going back to 1993. The database
includes socio‐demographic variables, billing information, and pro-
vides the ability to follow individuals over time. Individuals covered
in plans sold on the ACA marketplaces are not included in this analysis.

Age‐appropriate individuals were separated into treatment (non–
grandfathered plans) and comparison groups (grandfathered plans)
based on plan enrollment. Certain health plans or policies created or
purchased on or before March 23, 2010 were not required to follow
the cost sharing benefit changes of the ACA and are considered “grand-
fathered” into the ACA. The pre‐ACA policy change period was defined
as occurring from January 1, 2007 to September 22, 2010. The post
period was defined as occurring from September 23, 2010 to Decem-
ber 31, 2014.

2.1. Population

For mammography and colonoscopy screenings, individuals with
an age greater than or equal to 50 and less than 65 were selected.
For cervical screening individuals with an age greater than or equal
to 21 and less than 65 were selected. While the ACA provides coverage
for mammography to women age 40 and older based on the 2002 rec-
ommendation from the USPSTF, the 2009 recommendation, which the
ACA disregarded, was to begin screening at age 50 and continue to age
75. Ages ranges for this paper were selected based on the 2008–2009
USPSTF recommendations, with an upper limit of 65 as those members
are more likely to enroll in Medicare. Individuals were allowed to age

into and out of the study but needed to maintain continuous enroll-
ment in either a grandfathered or non‐grandfathered plan to be consid-
ered eligible for a screening.

Individuals with HIV, end stage renal disease, in hospice care, or
with an active cancer diagnosis were excluded from the analysis as
they are likely not seeking preventive services. Individuals receiving
a mastectomy or hysterectomy procedure were removed from the anal-
ysis. For colonoscopy, individuals receiving a fecal occult blood test
(FOBT) in the 365 days prior to their colonoscopy were excluded.
The FOBT looks for blood in the stool and is generally followed by a
diagnostic colonoscopy as opposed to a preventive colonoscopy. There
were 36,667 members in the mammography sample, 68,138 in the
colonoscopy sample and 61,468 in the cervical screening sample.
The flow diagram for selection of individuals is presented in Fig. 1.

2.2. Outcomes and covariates

Monthly screening utilization rates were calculated for individuals
in each group. Mammography, colonoscopy, and cervical cancer
screening tests were identified in medical claims by diagnosis, proce-
dure, and revenue codes (see Supplemental Appendix Table S1). A
screening was defined to occur if an individual had at least one claim
during a given month indicating a screening event. Cost sharing was
evaluated based on a derived amount from the claim that included
the amount of co‐insurance, the co‐pay, and the deductible for the pre-
ventive screening.

Covariates were identified from the database and literature and
included patient age, gender, region of the country (based on Census
regions), race, residence in a high‐income zip code, residence in a rural
zip code, family size, utilization of a primary care doctor, and a
weighted indicator of the patient’s overall health risk. Residence in a
rural zip code was defined using the Washington, Wyoming, Alaska,
Montana and Idaho’s (WWAMI) Rural Health Research Center’s rural
urban commuting area codes [20]. High income zip codes were
defined as having a median salary of greater than or equal to
$50,000 based on data reported through Internal Revenue Service’s
income tax statistics [21]. The $50,000 median salary threshold was
selected as this represented the median U.S. salary in 2007 according
to the U.S. Census Bureau.

The Charlson Comorbidity Index (CCI) was used as a weighted indi-
cator of a patients’ health risk. The CCI considers the number and the
seriousness of comorbid conditions and outputs a risk score that indi-
cates the patient level risk for succumbing to the comorbid conditions
in the next year [22]. Seventeen conditions were considered by the CCI
including myocardial infarction, congestive heart failure, peripheral
vascular disease, cerebrovascular disease, Diabetes, renal disease, liver
disease, cancer, and HIV/AIDS [22]. These conditions were calculated
using ICD‐9 diagnosis codes on diagnosis positions one through three
on the medical claim.

2.3. Propensity score matching

A multivariate logistic regression model was used to calculate a
propensity score for each condition following the methodology
defined by Rosenbaum [23]. The model controlled for all covariates.
The propensity score indicates the probability of being assigned to
the treatment group. If two subjects have the same propensity score
and one is in the comparison group and one in the treatment group,
they are equally likely to be in a non‐grandfathered plan based on their
covariates.

A matching algorithm was used to match members from the treat-
ment and comparison groups based on their propensity score [24].
Matches first occurred at the eighth decimal point, then seventh, then
sixth, then fifth, etc., until no further matches could be made. If a
match did not occur the member was recycled into the available match
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pool. The propensity score matched samples were then used as the
basis for the analysis.

The propensity score models were evaluated for variable correla-
tion and multicollinearity. A correlation matrix was created to test
the appropriateness of the variables in each model. The variance infla-
tion factor (VIF) and condition index were calculated for each propen-
sity score model to determine if any of the predictor variables were
collinear. Collinearity was not detected in the mammography, colono-
scopy, or cervical cancer models.

Histograms were utilized to review the results of the propensity
score analysis before and after the matching occurred to assess balance
(Figures S1‐8). Standardized differences and two independent sample
t‐tests were used to compare the difference in the covariates between
the pre‐ and post‐ matched sample (Tables S2‐S4). The standardized
difference compares the difference in means in units of the pooled
standard deviation [25]. A standard difference of 10% or less was used
as a benchmark to indicate a negligible difference in the mean of a
covariate between treatment and comparison groups [25]. For a fur-
ther discussion of the results of the propensity scoring process, includ-
ing a comparison of the pre‐matched and non‐matched population see
the Supplemental Appendix.

2.4. Statistical analysis

Descriptive statistics of the population were examined for each
group after matching by propensity score. The utilization rate of each

preventive service was calculated by taking the total number of indi-
viduals receiving a procedure during a specific month and dividing
by the total procedure eligible population. Utilization charts were cre-
ated to trend the prevalence rate for each procedure during the time
period. Utilization rates were statistically compared between and
within plans using t‐tests; differences were considered significant at
the α = 0.05 level.

For the analysis of cost sharing, individuals who received proce-
dures with greater than zero cost sharing were identified. The amounts
must have occurred on the same date of service and claim line as the
preventive screening. The percentage of greater than $0 cost sharing
was defined as the number of procedures with cost sharing greater
than $0 divided by the total number of procedures for a given month.
All analysis was conducted using SAS EG version 6.1 (SAS Institute,
Cary, North Carolina), with charts and graphs being produced with
Microsoft Excel 2013 (Microsoft, Redmond, Washington).

2.5. Interrupted time series regression

To determine whether the change in cost sharing policy was asso-
ciated with the change in service utilization after the implementation
of the ACA, an aggregate‐level difference in difference interrupted
time series was utilized following the methodology of Lagarde and
Penfold [26,27]. This methodology represents the strongest, quasi‐
experimental design to estimate intervention effects in non‐
randomized settings [27]. The outcome of interest was the aggregate

Fig. 1. Consort Diagram of Patient Sample Selection.
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difference between the rate of preventive service utilization for the
treatment and comparison group standardized to 1000 members; this
was calculated at each monthly interval and resulted in 96 data points.
A generalized linear regression model was used to determine the inter-
action. The specifications of the regression model can be found in the
supplemental appendix.

3. Results

3.1. Descriptive statistics of population

Descriptive statistics of the post‐matched study population are pre-
sented in Table 1 (For descriptive statistics of the pre‐matched and
non‐matched population see Table S5 and S6). For the mammography
sample the mean age in the treatment group was 50.53 (SD 5.59), and
in the comparison group 50.55 (SD 5.60). Over four‐fifths of the individ-
uals in both treatment and comparison groups had seen a primary care
provider (PCP) prior to the implementation of the ACA (89.37% vs.
86.61%).Bothgroups sawa slight drop inpatientswithaPCPvisit occur-
ring after the ACA changes were implemented (87.72% vs. 84.35%).

The majority of the individuals in both groups lived in urban areas
(95.91% vs 96.11%) and resided in a high‐income zip code (73.83 vs.
75.39%). At the start of the analysis period the mean family size for
the treatment and comparison groups was equivalent (2 (SD 1.53 vs.
1.49)). The majority of both treatment and comparison groups from
the mammography cohort were identified as Caucasian (79.03% vs.
79.67%). The mammography treatment and comparison groups were
dispersed throughout the country with about 42% residing in the
South, 24% in the Pacific region, 22% in the Midwest and about
11% in the Northeast.

The colonoscopy sample displayed similar covariate balance
between treatment and comparison groups, including gender
(53.78% female vs. 54.62%), median age (50, SD 5.63), percent with
a PCP prior to the ACA (85.01% vs. 81.91%), percent in an urban zip
code (95.90% vs. 96.23%), and percent in a high‐income zip code
(73.90% vs 75.00%). Both groups were primarily from the South
(43.10% vs. 42.70%) and Pacific (25.20% vs. 23.86%) regions. The
majority of both populations were Caucasian (78.78% vs. 79.30%).
The mean family size was essentially equivalent in both groups 2.61
(SD 1.51) vs. 2.59 (SD 1.48), for treatment and comparison groups,
respectively.

The Cervical cancer screening cohort saw a larger standard devia-
tion of age for both treatment and comparison groups. The mean age
was 43 (SD 13.16) in the intervention group and 44 (SD 13.16) in
the comparison group. Similar to the other preventive screening
groups, the majority of the population in the treatment and compar-
ison groups saw a PCP (87.77% vs. 85.55%), lived in a high‐income
zip code (74.97% vs. 75.42%) and lived in an urban area (96.05%
vs. 96.04%). The population in both groups was again segmented to
the Southern (41.77% vs 41.82%), Pacific (24.91% vs 23.69%), and
Midwest (22.12% vs 22.61%) regions of the U.S. The race distribution
of the treatment and comparison groups mimicked that of the colono-
scopy and mammography samples, with the majority of individuals
being Caucasian (78.05% vs. 77.52%).

3.2. Utilization trends

3.2.1. Overall utilization
Utilization trend charts for each cancer screening are presented in

Fig. 2. Month over month mammography utilization was relatively
steady for both groups until the last part of 2013, where a reduction
in procedures was observed for non‐grandfathered plans. Colonoscopy
utilization saw a similar drop in non‐grandfathered plans in 2014. Cer-
vical cancer screening utilization rates saw a significant increase for
both groups beginning in 2011, followed by a downward trend until
the end of the study period.

When comparing within plans (see Table S7), statistically signifi-
cant increases in utilization (α = 0.05) before and after the ACA
was implemented were seen in all three cancer screenings for both
grandfathered (GF) and non‐grandfathered (Non‐GF) plans. Cervical
screenings in both grandfathered and non‐grandfathered plans saw
the steepest increase in mean utilization rates before and after the
ACA mandated changes (Non‐GF 1.17 vs 1.98, GF 0.96 vs. 2.40). When
comparing utilization rates between grandfathered and non‐
grandfathered plans (see Table S8), statistically significant differences
in utilization after the ACA was implemented were observed for all
three cancer screening tests, with grandfathered plans showing higher
utilization than non‐grandfathered plans. Cervical screening
utilization was statistically different before the ACA was implemented
with non‐grandfathered plans having higher utilization of the
procedure.

Table 1
Characteristics of Preventive Screening Cohorts – Post-Match (as of beginning of study period 2007).

Mammography Colonoscopy Cervical

Non-GF GF Non-GF GF Non-GF GF

Individuals (n) 8078 8078 14,973 14,973 13,094 13,094
Percent Female 100.00% 100.00% 53.78% 54.62% 100.00% 100.00%
Mean age (years) 50.55 50.53 50.70 50.65 40.96 40.99
Median age (years) 50 50 50 50 43 44
SD of age (years) 5.60 5.59 5.63 5.63 13.16 13.16
Percent with Primary Care Doctor- Pre-ACA 89.37% 86.61% 85.01% 81.91% 87.77% 85.55%
Percent with Primary Care Doctor – Post–ACA 87.72% 84.35% 83.31% 79.64% 85.56% 82.85%
Percent in high income zip code (>$50,000) 73.83% 75.39% 73.90% 75.00% 74.97% 75.42%
Percent in urban zip code 95.91% 96.11% 95.90% 96.23% 96.05% 96.04%
Mean family size 2.62 2.62 2.61 2.59 2.66 2.66
SD Family size 1.53 1.49 1.51 1.48 1.60 1.57
Median Family Size 2 2 2 2 2 2
Percent Asian 2.76% 2.95% 2.79% 3.12% 3.14% 3.65%
Percent Black 2.92% 2.30% 2.65% 2.35% 2.93% 2.62%
Percent Caucasian 79.03% 79.67% 78.78% 79.30% 78.05% 77.52%
Percent Hispanic 6.50% 6.16% 7.09% 6.67% 7.29% 7.43%
Percent Unknown Race 8.79% 8.91% 8.69% 8.56% 8.58% 8.78%
Region
Midwest 21.68% 22.34% 20.41% 21.51% 22.12% 22.61%
Northeast 10.89% 11.75% 11.29% 11.93% 11.20% 11.88%
Pacific 24.78% 23.24% 25.20% 23.86% 24.91% 23.69%
South 42.65% 42.67% 43.10% 42.70% 41.77% 41.82%
Percent withPharmacy Coverage 79.31% 78.22% 78.57% 76.95% 79.50% 78.30%
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3.2.2. Cost sharing > Zero utilization
The utilization trend of procedures occurring with greater than

zero cost sharing is presented in Fig. 3. For each cancer screening
the number of procedures with greater than zero cost sharing
decreased after the ACA policy change. When comparing utilization
within plans (see Table S9), all three cancer screenings showed signif-
icant utilization differences (α = 0.05) for both grandfathered and
non‐grandfathered plans, with the largest difference seen in the colo-
noscopy grandfathered group. When comparing between treatment
and comparison groups (see Table S10), before the ACA cost sharing
policy change there were significant differences in utilization for cer-
vical screenings and mammography (p < .0001). After the policy
change there were significant differences in utilization between treat-
ment and comparison group for mammography (Non‐GF 1.55 vs GF
2.31, p < .0052), and colonoscopy (Non‐GF 2.13 vs GF 4.92,
p < .0003).

3.3. Aggregated time series analysis

Coefficients of interest for the difference in difference interrupted
time series analysis are presented in Table 2. The overall trend as indi-
cated by the coefficient for time was not statistically significant for all
three models (positive for mammography and cervical screening, neg-
ative for colonoscopy). The coefficient for policy change, which shows

the immediate effect of the policy change, showed a non‐statistically
significant positive effect for colonoscopy and mammography and a
negative effect for cervical screening in the non‐grandfathered plans.
While non‐statistically significant, the mammography model indicates
the policy change was associated with a 4.536 increase in the proce-
dure rate per 1000 members of preventive mammography screenings
immediately after the policy change.

The coefficient for Postslope, which captures the continuing effect
of the policy change, was statistically significant for all three screening
procedures. The coefficient showed a negative trend for mammogra-
phy, indicating that the policy change resulted in a decrease of
0.439 in the rate per 1000 members of mammography screenings.
Similarly, the cervical cancer screening model showed a significant
negative trend for the postslope coefficient demonstrating a decrease
in utilization per 1000 members of 0.249. The colonoscopy model also
showed a statistically significant result for the post slope coefficient
indicating the utilization of this preventive service decreased by
0.033 procedures per 1000 members as a result of the no cost sharing
benefit policy change.

4. Discussion

This study evaluated the ACA using two groups of commercially
insured individuals who maintained continuous insurance coverage
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Fig. 3. Utilization of Preventive Cancer Screenings, Cost sharing > Zero, by Month, 2007 to 2014.
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from 2007 to 2014. The results from this study demonstrate the overall
trend in utilization of preventive cancer screenings covered with no
cost sharing slightly decreased after the ACA cost sharing benefit pol-
icy change. This is in line with similar research that has found the
removal of cost sharing for preventive services has resulted in no or lit-
tle change in utilization rates [13‐15,17‐19,28‐30]. Several of these
studies suffer from a short post policy change analysis period of nine
months to one year, which limits their ability to capture the complete
impact of the policy change. The longer runout period (51 months) of
this study allows rates to normalize and provides a more robust picture
of the impact of the policy change, as consumers are more likely to be
fully aware of the policy.

The percentage of procedures occurring with zero cost sharing was
decreasing before the ACA policy change for all three procedures stud-
ied. A small percentage of preventive screenings still had cost sharing
associated after the ACA policy change. This is likely occurring due to
provider network status. If the provider is out of network for the speci-
fic plan, the coverage determination guideline states the procedure
would still be billed with cost‐sharing. An analysis of network status
was outside the scope of this work.

The potential bias from outside events, for example the economic
recession of the late 20000s, is not controlled for in the analysis and
may impact the results of this study. Researchers have identified a
decrease in utilization of health services, including colonoscopy
[31], and health spending, and a corresponding increase in the number
of uninsured as a result of the economic recession [32]. Between 2000
and 2010 the recommended intervals for receiving breast, colorectal
and cervical cancer screenings were drastically changing [33]. Guide-
line changes occurred in several organizations including the American
Cancer Society and the United States Preventive Services Task Force
for breast cancer screening in 2002, 2007 and 2009, for cervical cancer
screening in 2002, 2007, and 2012, and for colorectal cancer screening
in 2001, 2003, 2006, and 2008 [33‐36]. This information was regu-
larly in the news and may have caused individuals to seek or delay
care [37‐40].

It is possible that consumers were not aware of the change in cost
sharing for preventive cancer screenings. Studies have shown that con-
sumers have poor knowledge of the ACA’s preventive screening cost
sharing benefit [41‐44]. Researchers have shown that consumer
knowledge of preventive service prices have a substantial positive
effect on the use of preventive services [45].

Potential policy solutions to increase uptake of these services
would include providing educational material, at time of enrollment,
related to the importance of the preventive cancer screening and the
cost sharing benefit. Further research is needed to determine the
extent that the cost sharing policy benefit was understood by con-
sumers after the policy change, and whether providing this informa-
tion may compel individuals to seek preventive care.

4.1. Limitations

The aggregated difference in difference approach is only robust in
instances of comparing the same populations. Variables not present in
the data (i.e., education level, English fluency, incentives for primary

care, etc.) may introduce selection bias to the sample. The study pop-
ulation may not be generalizable to the U.S. The study had limited rep-
resentation of minority groups, and others that may have benefited
from the ACA including individuals who purchased insurance through
the healthcare marketplace. Further research is needed on these
groups to determine disparities associated with receipt of preventive
cancer screenings and the potential policy solutions to increase
utilization.

The time period of the analysis may not be sufficient to see the
potential impact from the ACA. The data utilized for this analysis cov-
ered an eight‐year period, however the recommended screening inter-
val for colonoscopy is ten years. A longer study period may be required
to fully capture the colonoscopy utilization rate.

5. Conclusion

This study adds to the existing literature on preventive service uti-
lization by determining the impact of the ACA’s cost sharing benefit
and preventive health screening utilization rates. The ACA has not
had a significant positive impact on utilization rates for colonoscopy,
mammography, or cervical cancer screening in a commercially insured
population. Further research is required to determine ways to increase
uptake of preventive cancer screenings aside from removing cost shar-
ing for the procedures. Future research should focus on other factors
that may impact utilization of a preventive cancer screening including
family history, knowledge of the cost sharing reduction benefit, knowl-
edge of an individual’s insurance plan, and existing use of the health
care system. Providing information about no‐cost preventive screen-
ings at time of plan enrollment may compel individuals to seek preven-
tive care.
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Table 2
Aggregated difference in preventive service utilization for grandfathered versus. non-grandfathered plans.

Mammography Colonoscopy Cervical

Coefficient (SE) P-value Coefficient (SE) P-value Coefficient (SE) P-value

Time 0.073 (0.074) 0.331 −0.007 (0.011) 0.5214 0.023 (0.051) 0.6491
Policy_Change 4.534 (2.414) 0.064 0.475 (0.383) 0.219 −1.525 (1.684) 0.3673
Postslope −0.439 (0.099) <0.001 −0.033 (0.012) 0.006 −0.249 (0.067) 0.0004

aPost Policy captures the absolute difference in percent screened between the study groups in the month immediately following the policy change.
bPostslope captures the continuing effect of the policy change in successive time periods; the change in slope after the policy was implemented.
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