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Abstract:

Purpose: To characterize employers’ coverage of clinical preventive services.

Design: Mercer Human Resource Consulting, Inc. included questions on clinical preventive services as part of its National Survey of Employer-Sponsored Health Plans, 2001.  

Setting: A national sample of large, medium, and small employers, including governments.

Subjects: Respondents self-identified as most knowledgeable about the organization’s health benefits.

Measures: Weighted analyses of responses to eight survey questions on health promotion.

Results: The survey was completed by 2,180 employers, and the response rate was 21%.  More than 90% of employers included increased productivity and decreased health-care costs among their most important reasons for coverage of clinical preventive services.  Within health insurance, coverage of physical examinations, immunizations, and screenings generally exceeded 50%, but coverage of lifestyle modification services was less than 20%.  Only 20% of employers covered tobacco-cessation services, and only 4% of employers provided an “optimal” benefit.  We compared employers’ offerings with a published ranking, by impact and value, of clinical preventive services.  We found the biggest discrepancy in tobacco cessation services and alcohol-problem prevention, which ranked high in terms of impact and value but are offered by only 20% and 18% of employers, respectively.

Conclusions: Employers seek financial return from their offerings of clinical preventive services to employees, but they are least likely to offer the services most likely to provide this return.

Abstract Key Words:  
employer health costs, health insurance, prevention, workplace
Key Words:

Format: research; Research purpose: descriptive; Study design: non-experimental; Outcome measure: behavioral, productivity, other financial/economic; Setting: workplace; Health focus: smoking control; Strategy: incentives, policy; Target population age: adults; Target population circumstances: employee; Other key words: employer health costs, health insurance, prevention, tobacco.

SO WHAT?

This study analyzes results from a well-recognized national survey of employers’ health benefits and fills an important gap in our health-promotion knowledge. Employers cover a range of clinical preventive services in their health insurance and worksite benefits but not all the services that have a high impact and value.  For coverage of tobacco-cessation services, this study offers unprecedented detail and documents that employers rarely fully cover this potentially high-impact and cost-effective preventive service.  In addition, employers also poorly cover two other services with potentially high impact and value: alcohol-problem prevention, and influenza vaccination.  These coverage choices seem at odds with another key finding: employers list health impact and value as their most important reasons for covering clinical preventive services.  

Implications for practitioners

If these findings hold true, employers could substantially increase the impact and value of their health-related benefits by small additions to coverage of clinical preventive services.

Purpose

Many leading causes of disability and premature death in the U.S. are preventable.1  Clinical preventive services, such as immunizations, cancer screenings, and tobacco cessation, can improve health and decrease morbidity and mortality.  Research from the last 20 years indicates that access to and use of clinical preventive services has increased, but many of these services are still not widely delivered.2  Insurance coverage is one of many factors contributing to this deficiency, as it is an important determinant of whether individuals receive preventive health services.3-6 

For more than 160 million working Americans, coverage of clinical preventive services is determined by employers who purchase their health care coverage.7  Employers often purchase broad benefits coverage, including that for clinical preventive services, for their workers, because preventive care is valued by employees and may help maintain a healthy, productive workforce.8, 9  However, coverage rarely extends to all preventive services, and employer-sponsored coverage may not always follow evidence-based recommendations regarding service effectiveness.  A 1997 Partnership for Prevention (Partnership) exploratory survey found that some recommended clinical preventive services were not covered in a substantial portion of employer-sponsored health plans.10  The survey suggested that 70% of employers covered colorectal cancer screening, 57% covered influenza vaccination, and fewer than 25% covered tobacco cessation services.  Yet, these services have been found to be highly cost-effective and capable of reducing morbidity and mortality.11  

Nationally representative data on coverage of preventive care are sparse, in part because no national employer-based survey includes detailed information on coverage of individual services.  To fill this information gap, Partnership, a non-profit organization dedicated to increasing the appropriate use of preventive services, convened an advisory committee of prevention experts.  The committee urged Partnership to update its 1997 survey for three reasons.  First, the Health Plan Employer Data and Information Set and other market forces are affecting, and ultimately increasing, coverage levels of some preventive services.  Second, the 2000 release of the U.S. Public Health Service’s tobacco cessation treatment guidelines created a need for more information on coverage of these services.  Finally, Partnership had completed a study that ranked recommended clinical preventive services by their health impact and value,11 and the committee believed employers and policymakers could use data that compare specific clinical preventive services coverage with the known impact and value of those services.   

The purpose of this paper is to report on the resulting national survey of employers and provide current data on clinical preventive services coverage, by health plan type and employer size.  The paper also compares Partnership’s preventive service rankings with the coverage data to explore whether coverage appropriately reflects the potential impact and value of different clinical preventive services.  These analyses should guide employers’ and policymakers’ efforts to improve the health and productivity of the workforce through coverage of high-value clinical preventive services in employer-sponsored health plans.  
Methods

Design

Study data came from the National Survey of Employer-sponsored Health Plans (hereafter referred to as the Mercer Survey) 2001, conducted by Mercer Human Resource Consulting, Inc. (Mercer) from May to August 2001.  Conducted annually since 1993, originally by Foster Higgins, the Mercer Survey collects information on employer health benefits from a nationally representative sample of public and private employers that provide health insurance and have at least 10 employees.  Partnership sponsored questions in the 2001 Mercer Survey to assess coverage of clinical preventive services in employer-sponsored health plans and at the worksite, as well as employers’ approaches to covering clinical preventive services and factors affecting their decisions. Partnership’s advisory committee determined which services to measure and based its decisions on the preventive service literature, the 1997 Partnership survey on employer coverage of clinical preventive services,10 Partnership’s study on preventive service priorities,11 and the recommendations of the U.S. Preventive Services Task Force, 2nd Edition.12  

Sample

Mercer used a sampling and weighting methodology developed by Research Triangle Institute in 1993 and reviewed for accuracy by Mathematica Policy Research in 2001.  The private employer sample was drawn from the April 2001 Dun and Bradstreet list, and the public employer sample from the 1998 Census of Governments, the most recent version of this source.  

Mercer’s sample included 60 sub-samples of employers and created them by dividing private and public employers into 15 categories and further subdividing them into four geographic regions.  For the private employer sample, Mercer divided the employers into eight categories, by number of employees.  For the public employer sample, Mercer divided the employers into seven categories: one for state governments, and three categories each, based on the size of the population served, for city and county governments.  Mercer then over-sampled employer groups for which the sub-sample would have been too small to allow characterization.  For example, because only 1% of U.S. employers have 500 or more employees, the survey over-sampled large employers.13  

Mercer conducted the survey in two parts.  First, a screening question determined whether the employer offered health benefits.  Second, for those employers who responded that they offered health benefits, Mercer then administered a lengthy, detailed questionnaire to characterize the benefits. 
To maximize survey participation, Mercer used two different means of contacting employers.  For employers with fewer than 500 employees, Mercer telephoned and used computer-assisted telephone interviews.  For employers with 500 or more employees, Mercer first mailed a printed questionnaire that also included instructions for completing the survey via the Internet.  If the employer did not respond within five weeks, Mercer telephoned the employer to offer a telephone interview and also mailed the survey again.

Survey respondents were employer representatives, specifically the person within the organization who self-identified as being the most knowledgeable about the organization’s health benefit program.  For private employers with multiple sites and divisions, the main headquarters responded to the survey and responded for all sites and divisions as a single organization. 

The original sample included 15,674 employers.  Of these, 12,176 were eligible (e.g., still in business) for screening for participation (78% of the original sample).   Of the 8,956 employers (74% of eligible employers) who responded to the screener question of whether health benefits are offered to employees, 7,793 offered benefits (87%), and 1,163 did not (13%).  Of the employers that did offer benefits, 2,180 responded to the complete survey.  The response rate for the survey, calculated as the number of employers responding to the complete survey out of those that are eligible and offer health benefits, was 21%.  Response rates were 18% for small employers, 25% for medium-sized employers, and 29% for large employers.

Measures

This study used information from both the core survey conducted in 2001 by Mercer and the one-time special prevention questions sponsored by Partnership in that survey.  Information from the core survey included questions about type(s) of health plans offered, plan cost and employee contributions, and non-medical health benefits.  Employers characterized each health plan offered to employees as one of three types: preferred provider organization (PPO), point-of-service (POS), or health maintenance organization (HMO).  Mercer defined these types as follows.  PPOs are plans with a physician and/or hospital network in which participants may have incentives to use the network but are covered for care received outside of the network, and participants may see any provider type in the network without a referral.  POSs include a physician and/or hospital network, usually an HMO, in which participants can seek care outside the network at reduced coverage levels, and participants must get referrals to use specialists or hospital services.  HMOs are plans in which participants may obtain care only from a specified list of providers, and no benefits are available outside of the network.  Mercer also designated the employer’s plan with the largest enrollment, regardless of type, as the “primary plan,” and we present this as a single best estimate of coverage in Tables 2 and 4.
Partnership developed the special prevention questions in conjunction with its advisory committee.  The committee developed the questions by modifying and augmenting the prevention questions from the 1997 survey.  Questions followed four response types: Likert scale, yes/no, single best answer, and multiple-response.  After initial development, Partnership conducted a telephone pilot test of the questions with 20 employers in multiple size categories, and Partnership made minor modifications based on the results.

The prevention questions were placed in three sections of the survey.  First, in the Managed Care Quality section, employers answered three questions regarding their approaches to coverage of, factors in deciding about, and incentives to encourage use of, clinical preventive services.  Second, in a one-question wellness/preventive benefits section, employers could make multiple selections from a list of preventive services provided outside of health insurance.  Third, within a section for each health plan type (PPO, HMO, or POS) offered, employers answered four questions about coverage of specific preventive services for the one plan with the largest enrollment.  The actual language of these questions appears in the relevant tables.      

To characterize the employers by size, we collapsed Mercer’s employer-size categories into three new categories.  Small employers have 10 to 199 employees, medium-sized employers have 200 to 999 employees, and large employers have 1,000 or more employees.  

Analysis

The analysis took weighting into account.  Mercer applied weights to correct for the over-sampling discussed above.  We multiplied raw counts by these weights so that the resulting estimates are for a sample of employers that is nationally representative by size, industry (for private employers), and government type (for public employers).  Tables 1 through 6 present unweighted counts of responding employers but provide weighted percentages for each of the characteristics we measured.  We performed chi-square tests for significance (one-sided with 0.05 significance level) for differences by employer-size categories and plan types.  We calculated these tests manually with unweighted counts multiplied by weighted percentages to determine observed and expected values.  For chi-square values less than or equal to 0.05, we also calculated the contingency coefficient, SQRT(chi-square/(chi-square + n))14.  
Results

Employer Decision-making and Incentives
Employers’ coverage decisions about clinical preventive services vary by employer size (Table 1).  Almost half of large employers require health plans to cover clinical preventive services, while medium-sized and small employers generally do not discuss coverage of clinical preventive services with health plans.

The survey asked about the influence of three factors-–potential savings, employee requests, and consultant recommendations-–in determining whether to cover clinical preventive services in sponsored health plans.  Employers of all sizes reported using all three factors (Table 1).  Over 90% of employers consider potential savings, such as lower health care costs and improved productivity, to be somewhat or very important.  Most employers also rated the other factors as somewhat or very important (Table 1).  

Only one-third or fewer employers of all sizes provide incentives for employees to use clinical preventive services (Table 1).  Small and medium-sized employers are most likely to offer flexible scheduling to employees who want to use clinical preventive services, and large employers most often provide financial incentives to employees who use clinical preventive services. 
General Health Insurance Benefits

Allowing for multiple responses, the survey asked about employers’ use of three types of employer-sponsored health plans: PPO, POS, and HMO.  Of the employers reporting, 50% use PPOs, 37% use HMOs, and 20% use POSs.  Traditional indemnity plans are offered by 12% of employers, but because

enrollment in traditional indemnity plans is so low--7% of covered employees--Mercer did not collect detailed design information on these plans, and they are not considered in the study.  Only one-fifth of employers offer more than one type of health plan; thus, for most employers, the plan designated by the employer as primary plan is the only health plan offered to employees.  

Coverage of different types of clinical preventive services varied in the primary plan (Table 2).  Overall, coverage of physical examinations, immunizations, and screenings exceeded 50%, with the exception of chlamydia screening (37%).  In contrast, fewer than 20% of primary plans offered lifestyle modification services, such as counseling regarding physical activity and nutrition.

Coverage of clinical preventive services also varied by plan type.  Employer-sponsored HMOs were the most likely to cover clinical preventive services, followed by PPOs and POSs.  
Analysis found that employer size is associated with coverage of clinical preventive services, and coverage increases with employer size.  Although differences were statistically significant for 11 of 14 services, they were relatively small (5 to 10%) for most services, with the exception of childhood immunizations and screening for cholesterol and chlamydia (Table 3).  

Tobacco Cessation Benefits

Only 20% of employers covered any type of tobacco-cessation service in their primary plan, with prescription medications as the most common benefit (Table 4).  Less often, employers covered counseling, over-the-counter medications, and self-help programs.  Employer-sponsored HMOs were more likely than PPOs or POSs to cover tobacco cessation services.  

To allow comparison with Public Health Service guidelines,15 we created combined-coverage variables.  In their primary plans, only 10% of employers covered both prescriptions and counseling, and only 4% covered prescriptions, counseling, and over-the-counter medications.  

Tobacco cessation coverage was low for employers of all sizes (Table 5).  In general, large and medium-sized employers were moderately more likely than small employers to provide some type of tobacco cessation coverage, but no more likely to provide combined coverage.  

Worksite-based Services
Only 41% of employers offer clinical preventive services at the worksite outside of sponsored health plans (Table 6).  The most commonly offered services were adult immunizations, such as influenza (20%).  Lifestyle modification services were infrequently offered at the worksite.  

Offering of worksite services was strongly influenced by employer size.  Large employers were most likely to offer preventive services at the worksite (75%), followed by medium-sized (66%) and small employers (39%).

Comparison: Employer Coverage and Prevention Priorities

In 2001, Partnership used health impact and value to rank clinical preventive services.  Using published studies, Partnership scored each service separately for health impact and value on a 1-to-5 scale and summed the scores so that final scores ranged from 2 to 10.11  Health impact measured the portion of disease, injury, and premature death prevented if the service were delivered as recommended.  Value was measured in terms of cost-effectiveness, comparing the net cost of the service--cost of the service minus cost avoided due to service--to its health impact.  To compare these rankings with employer coverage levels, we grouped the ranked services into three categories.  We categorized services with priority scores of 8 to 10 as ‘high,’ services with scores of 5 to 7 as ‘medium,’ and services with scores of 2 to 4 as ‘low’ (Table 7).  We also categorized frequency of employer clinical preventive services coverage into corresponding categories: ‘high’ for a frequency of 67% to 100% of employers, ‘medium’ for 34% to 66%, and ‘low’ for 0% to 33%.  

Most coverage of clinical preventive services by employers matches the priority rankings, though coverage of some high-ranking clinical preventive services does lag.  Specifically, low coverage of both tobacco cessation services and alcohol-problem prevention does not match the high-priority rankings for these services.  Also, medium coverage for influenza vaccinations differs from the high-priority ranking for this service (Table 7). 

Discussion

Over time, clinical preventive services have become more integral to health care due to the development of effective services, increased demand, and public policies requiring clinical preventive services coverage.  Evidence-based clinical preventive services have a beneficial impact by reducing disease and disability among the working population and potentially improving productivity, employee retention, and morale.16, 17  The survey results reported here show that coverage of clinical preventive services in employer-sponsored health plans is reasonably good.  Four notable sources of variation in coverage of clinical preventive services do exist and create opportunities for employers, policymakers, and others to further protect and improve workforce health.

Variation: Service Type.  Employer-sponsored health plans most often cover procedural services, such as immunizations and screenings for cancer and other diseases.  Coverage rates of such services are generally satisfactory, however, coverage rates for colorectal cancer screening and adult immunizations are low in comparison with their relatively high value.11 

Coverage of lifestyle counseling is much lower than for procedural services.  Partnership conducted focus groups among employers and found that employers may view lifestyle interventions as part of a regular medical office visit, not as separate reimbursable services.18  Further, the evidence has yet to demonstrate the effectiveness of clinicians in delivering many lifestyle modification services and acting as a ‘catalyst’ for health behavior change.12  Exceptions include tobacco cessation services as well as brief assessment and counseling for problem drinking.  However, fewer than 30% of employers offer coverage for any type of tobacco cessation service to their employees, and very few offer the combined service set recommended by the PHS.  

Variation: Health Plan Type.  A founding principle of HMOs was the emphasis on prevention; thus, we projected that HMOs would have the highest rates of clinical preventive services coverage among employer-sponsored health plans.  The survey found that HMOs are moderately more likely to provide clinical preventive services than PPOs and POSs, with the difference more pronounced for lifestyle interventions than screening services.  Because employee enrollment in sponsored HMOs has declined in recent years relative to enrollment in sponsored PPOs,19 the secondary effect may be somewhat reduced coverage for a wide range of clinical preventive services.  

Variation: Employer Size.  Large employers are able to, and do, cover more clinical preventive services than small employers because they have more financial resources and bargaining power with health plans to negotiate comprehensive coverage.  By taking the next step and covering high-priority clinical preventive services-–tobacco cessation, influenza vaccination, and alcohol-problem prevention--large employers would do much to improve and protect national workforce health.

Medium-sized and small employers cover fewer clinical preventive services in their sponsored health plans than large employers.  Factors affecting coverage may include a weaker bargaining position with health plans, less access to or use of benefit managers and consultants, and fewer fiscal resources.18  Price-sensitivity and lack of expertise may lead smaller employers to prefer the least expensive coverage available, even if coverage of clinical preventive services is incomplete.  

Variation: Cost-Effectiveness of Covered Clinical Preventive Services.  Employers of all sizes do not cover some clinical preventive services that would improve employee health and potentially decrease employer health care costs.  Specifically, influenza vaccination-–a relatively low-cost service--lowers the number of sick days employees take, but is not widely covered.20 Likewise, tobacco cessation is another highly cost-effective service--even cost-saving for pregnant women15—-and yields short- and medium-term gains.  Within a few years, successful cessation has the potential to lower employee health costs, improve overall employee health, and increase productivity through fewer breaks and absences.21
Employer and Policy Responses to Increase Coverage of Clinical Preventive Services.  Any strategy to improve employer-sponsored coverage of clinical preventive services must consider ongoing increases in health care costs and weak growth or even declines in many industries.  While many evidence-based clinical preventive services are cost effective, few offer cost savings to employers, especially in the short-term.  As a result, enriching clinical preventive services benefits is likely to modestly raise health premiums.  

To minimize costs and maximize the return-on-investment, our results suggest priority be given to improving coverage of tobacco cessation services, influenza vaccination, and alcohol-problem prevention.  Employers could also consider eliminating coverage of services that are not widely recommended.  Study results also indicate more employers could use incentives, such as reduced co-pays22, 23 and flexible scheduling, to encourage employee use of covered clinical preventive services.  State, local, and voluntary health agencies, along with benefit consultants, can encourage employers to adopt these and other strategies to increase the value generated from current employer investments in clinical preventive services.  

Policy responses to expand coverage of evidence-based clinical preventive services may need tailoring to different employer sizes.  To inform policy efforts, researchers should assess the effectiveness of strategies to assist employers, such as a) providing information about the costs and benefits of clinical preventive services in business terms, b) facilitating collaboration between small employers to create larger purchasing pools, c) expanding worksite health promotion efforts by state and local governments, and d) expanding the capability of employers to anonymously measure employees’ lifestyles and the effects of lifestyle interventions.  

Another potential approach is to standardize evidence-based clinical preventive services coverage in employer-sponsored basic health care packages.  The USPSTF has recommended a basic set of clinical preventive services,12 and many health plans support and even offer such packages.  However, greater consensus around the services to be included in such basic packages is needed.  As a first step, federal health officials would bring together stakeholders to build consensus.  The next step would promote the consensus package of clinical preventive services benefits among health plans, employers, and state policymakers (if state mandates impede adoption of the consensus package).     

Health researchers need to calculate, analyze, and report the costs of clinical preventive services from an employer perspective.  With such cost and benefit information, employers are more likely to understand the connections among corporate performance, employee health, and clinical preventive services.  They can then use this information to modify coverage of clinical preventive services in sponsored health plans.  

Study Limitations.  The survey and results have four limitations, which may lead to over- or underestimation of clinical preventive services coverage.  First, the survey response rate is low, although comparable to that for other mailed questionnaires.24  Second, rather than using more verifiable sources, the survey relied on responses from employer representatives who may have over- or underreported coverage.  Third, employers could only respond for one of each health plan type, so the survey did not capture all information about the services covered in all plans offered.  This is a minor limitation, however, because 80% of employers offered only one plan.  Finally, the denominator for analysis is employers who offer health insurance benefits.  The exclusion of employers not offering any coverage probably leads to overestimation of coverage in the employed population.
In summary, the results of this study suggest high-priority gaps in coverage of clinical preventive services in employer-sponsored health plans and provide information to inform policy responses.  Ultimately, coverage is affected not only by employers, but also by employees who can decline health coverage, and by the health plans that design insurance offerings.  Employers and their employees should work with health plans to attain complete coverage of recommended and effective clinical preventive services.  Future studies can compare utilization rates with employer coverage of clinical preventive services and assess the comparative benefit of alternate strategies for encouraging employers to cover clinical preventive services in the health plans they sponsor.
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Table 1. Approaches, factors, and incentives in employer coverage of clinical preventive services, by employer size.*^

	Which of the following approaches do you use to cover clinical preventive services in your medical plans?  Circle only one.
	% Small Employers

(n=600)
	% Medium Employers

(n=506)
	% Large Employers

(n=1074)
	X2 

p 
CC

	Require your plan(s) to cover one or more clinical preventive services
	17
	30
	49
	558.0 <0.001 0.45

	Negotiate/request coverage of one or more clinical preventive services with your plan(s)
	8
	12
	12
	

	Do not discuss coverage of clinical preventive services with your plan(s)
	74
	57
	39
	

	
	
	
	
	

	How important is each of the following criteria in your decision to cover clinical preventive services through your medical plan(s)? (Very or somewhat important reported as combined percentage here.)
	% Small Employers

(n=600)
	% Medium Employers

(n=506)
	% Large Employers

(n=1074)
	X2 

p 

CC

	Potential savings offered by clinical preventive services (e.g., lower health care costs, improved productivity)
	93
	96
	96
	9.5 0.008 0.07

	Employee requests
	85
	92
	94
	41.5 <0.001 0.14 

	Recommendations from consultants or medical experts
	73
	77
	85
	37.4 <0.001 0.13

	
	
	
	
	

	Do you offer any incentives for employees to use clinical preventive services?  Circle all that apply.
	% Small Employers

(n=600)
	% Medium Employers

(n=506)
	% Large Employers

(n=1074)
	X2 

p 

CC

	Yes, financial incentives (such as reduced or no co-payments)
	5
	12
	21
	692.0 <0.001 0.49 

	Yes, flexible scheduling or time off to access services
	22
	22
	8
	

	No incentives are offered
	73
	67
	71
	


*All p values are calculated from the chi-square results with 2 degrees of freedom, except for the Approaches and Incentive calculations which have 4 degrees of freedom.

^Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.

CC is the abbreviation for contingency coefficient.

Table 2. Clinical preventive services coverage, by employer-purchased plan type*^

	Service
	% Coverage in Employer PPO

(n=1551)
	% Coverage in Employer HMO

(n=1075)
	% Coverage in Employer POS

(n=528)
	% Coverage in

Employer Primary Plan+
(n=2180)
	X2
p
CC

	Preventive Service Exams
	
	
	
	
	

	Physical exam
	80
	84
	78
	75
	9.0
0.01
0.05

	Gynecological exam
	81
	86
	78
	74
	17.49
<0.001
0.07

	Immunizations
	
	
	
	
	

	Childhood immunizations
	79
	80
	78
	71
	0.7
0.71
NA

	Flu vaccine
	57
	66
	58
	55
	23.81
<0.001
0.09

	Health Screenings
	
	
	
	
	

	Cholesterol screening
	64
	66
	53
	57
	23.6
<0.001
0.09

	Chlamydia screening
	40
	43
	35
	37
	9.5
.008
.05

	Cancer Screenings
	
	
	
	
	

	Breast cancer screening
	90
	91
	80
	80
	49.0
<0.001
0.12

	Cervical cancer

screening
	86
	88
	80
	79
	21.0
<0.001
0.08

	Colorectal cancer screening
	77
	73
	66
	68
	22.9
<0.001
0.08

	Prostate cancer screening

	82
	78
	69
	72
	35.0
<0.001
0.1

	Lifestyle Modification Services
	
	
	
	
	

	Nutrition counseling
	15
	26
	16
	17
	57.4
<0.001
0.13

	Weight loss/ management
	16
	21
	13
	15
	20.5
<0.001
0.08

	Physical activity counseling
	11
	21
	10
	13
	55.6
<0.001
0.13

	Alcohol-problem prevention
	23
	22
	15
	18
	16.8
<0.001
0.07


*The chi-square is calculated for differences among the three plan types, so the primary plan information is not included in these calculations.  All p values are calculated from the chi-square results with 2 degrees of freedom.
^ Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.

+ Primary plan refers to the employer’s largest plan (highest enrollment) and can be any one of the three plan types.

CC is the abbreviation for contingency coefficient.
NA, not applicable.

Table 3. Clinical preventive services coverage, by employer size*^
	Service
	% Coverage by Small Employers (n=600)
	% Coverage by Medium Employers (n=506)
	% Coverage by Large Employers (n=1074)
	X2
p
CC

	Preventive Service Exams
	
	
	
	

	Physical exam
	81
	84
	85
	5.7
0.06
NA

	Gynecological exam
	82
	85
	88
	14.4
<0.001
0.08

	Immunizations
	
	
	
	

	Childhood immunizations
	79
	88
	94
	95.1
<0.001
0.2

	Flu vaccine
	60
	61
	68
	15.4
<0.001
0.08

	Health Screenings
	
	
	
	

	Cholesterol screening
	62
	68
	77
	44.4
<0.001
0.14

	Chlamydia screening
	39
	46
	54
	32.1
<0.001
0.14

	Cancer Screenings
	
	
	
	

	Breast cancer screening
	88
	91
	95
	22.2
<0.001
0.1

	Cervical cancer

Screening
	85
	90
	92
	18.8
<0.001
0.09

	Colorectal cancer screening
	73
	78
	79
	9.2
0.01
0.06

	Prostate cancer screening
	78
	83
	84
	11.4
0.003
0.07

	Lifestyle Modification Services
	
	
	
	

	Nutrition counseling
	19
	27
	21
	13.5
0.001
0.08

	Weight loss/ management
	17
	21
	18
	4.2
0.12
NA

	Physical activity counseling
	14
	23
	11
	38.5
<0.001
0.13

	Alcohol-problem prevention
	21
	22
	19
	2.1
0.34
NA


*All p values are calculated from the chi-square results with 2 degrees of freedom.

^Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.

CC is the abbreviation for contingency coefficient.

NA, not applicable.

Table 4. Tobacco cessation services coverage by employer-purchased plan type*^

	Service
	% Coverage in Employer PPO

(n=1551)
	% Coverage in Employer HMO

(n=1075)
	% Coverage in Employer POS

(n=528)
	% Coverage in Employer Primary Plan+
(n=2180)
	
X2
p
CC

	Any type of tobacco 

cessation service
	20
	29
	19
	20
	34.6
<0.001
0.1

	Prescriptions
	13
	24
	13
	15
	57.2
<0.001
0.13

	Counseling
	10
	18
	6
	11
	64.1
<0.001
0.14

	Prescriptions and counseling
	9
	17
	5
	10
	65.0
<0.001

0.14

	Over-the-counter medications
	4
	9
	3
	6
	34.4
<0.001
0.14

	Prescriptions, counseling, and over-the-counter medications
	3
	8
	2
	4
	46.1
<0.001

0.12

	Self-help programs
	6
	15
	10
	8
	52.7
<0.001
0.13


*The chi-square is calculated for differences among the three sizes of employer, so the primary plan information is not included in these calculations.  All p values are calculated from the chi-square results with 2 degrees of freedom.
^Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.

+ Primary plan refers to the employer’s largest plan (highest enrollment) and can be any one of the three plan types.

CC is the abbreviation for contingency coefficient.
Table 5. Tobacco cessation services coverage, by employer size*^

	Service
	% Coverage by 

Small Employers

(n=600)
	% Coverage by 

Medium Employers

(n=506)
	% Coverage by 

Large Employers

(n=1074)
	X2
p
CC

	Any type of tobacco 

cessation service
	22
	30
	31
	16.3
<0.001
0.09

	Prescriptions
	16
	24
	19
	11.3
0.003
0.07

	Counseling
	12
	17
	13
	7.3
0.03
0.06

	Prescriptions and counseling
	11
	13
	9
	6.1
0.05
0.05

	Over-the-counter medications
	6
	4
	4
	4.7
0.10
NA

	Prescriptions, counseling, and over-the-counter medications
	4
	4
	2
	7.5
0.02
0.06

	Self-help programs
	10
	8
	10
	1.5
0.48
NA


*All p values are calculated from the chi-square results with 2 degrees of freedom.

^Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.

CC is the abbreviation for contingency coefficient.
NA, not applicable.

Table 6. Worksite preventive services offered, by employer size*^
	Service
	% Offered by Employers of All Sizes (n=2180)
	
	% Offered 

by Small employers (n=600)
	% Offered by Medium employers

(n=506)
	% Offered by Large employers

(n=1074)
	
X2
p
CC

	Any worksite service covered
	41
	
	39
	66
	75
	218.5
<0.001
0.30

	Immunizations
	
	
	
	
	
	

	Adult immunizations
	20
	
	19
	39
	56
	215.6
<0.001
0.30

	Cancer Screenings
	
	
	
	
	
	

	Breast cancer screening
	6
	
	6
	12
	20
	69.2
<0.001
0.18

	Health Screenings
	
	
	
	
	
	

	Blood pressure screening
	11
	
	10
	21
	38
	159.6
<0.001
0.26

	Cholesterol screening
	8
	
	7
	17
	33
	167.6
<0.001
0.27

	Lifestyle Modification Services
	
	
	
	
	
	

	Injury prevention
	13
	
	12
	23
	27
	49.9
<0.001
0.15

	Fitness services
	11
	
	9
	34
	39
	166.8
<0.001
0.27

	Stress reduction
	5
	
	4
	13
	26
	138.6
<0.001
0.24

	Tobacco cessation services
	5
	
	4
	11
	22
	107.3
<0.001
0.22

	Alcohol-problem prevention
	4
	
	4
	9
	12
	32.5
<0.001
0.12

	Weight loss/ management
	4
	
	3
	11
	25
	152.6
<0.001
0.26

	Nutrition counseling
	4
	
	3
	11
	20
	96.2
<0.001
0.21

	Prenatal education
	4
	
	3
	6
	15
	71.8
<0.001
0.18

	Physical activity counseling
	3
	
	2
	13
	14
	63.0
<0.001
0.17

	Sexually transmitted disease prevention
	3
	
	2
	4
	6
	9.6
0.02
0.07


*The chi-square is calculated for differences among the three sizes of employer, so the all-size information is not included in these calculations.  All p values are calculated from the chi-square results with 2 degrees of freedom.

^Column counts represent unweighted data (true employer respondents); column percentages are based on weighted data.
CC is the abbreviation for contingency coefficient.
Table 7.  Comparison of employers’ coverage of clinical preventive services to rankings of those services by the Partnership for Prevention.

	Service
	Coverage Level in Employer Primary Plans+
	
	Priority 

Ranking Category

	Immunizations
	
	
	

	Childhood immunizations
	High
	
	High

	Flu vaccine
	Medium
	
	High

	Health Screenings
	
	
	

	Cholesterol screening
	Medium
	
	Medium

	Chlamydia screening
	Medium
	
	Medium

	Cancer Screenings
	
	
	

	Breast cancer screening
	High
	
	Medium

	Cervical cancer screening
	High
	
	High

	Colorectal cancer screening
	High
	
	High

	lifestyle modification Services
	
	
	

	Nutrition counseling
	Low
	
	Low

	Physical activity counseling
	Low
	
	Low

	Alcohol-problem prevention
	Low
	
	High for adolescents / Medium for adults

	Any type of tobacco cessation service
	Low
	
	High for adolescents and adults
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