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Cervical Cancer Screening

The USPSTF recommends screening with Pap smears to prevent the incidence of and mortality 
from cervical cancer. Most of the benefit is obtained by beginning screening within three years 
of the onset of sexual activity or age 21 (whichever comes first) and screening at least every three 
years thereafter. Women over age 65 can forego screening if they have had normal Pap smears 
with their most recent screenings and are not otherwise at high risk for cervical cancer. Cervical 
cancer is almost entirely preventable through screening. Regular screening with Pap smears is the 
major reason for the 30-year decline in cervical cancer mortality. Since 1998, the death rate from 
cervical cancer has remained near 3 deaths per 100,000 women. 

In 2005, 80.3 percent of women age 18 and older reported having been screened for cervical 
cancer within the last three years, including 57.4 percent of women ages 18 to 20, 85.2 percent of 
women ages 21 to 64, and 59.4 percent of women age 65 and older. The rates were slightly higher 
five years earlier: In 2000, 82.6 percent of women reported having been screened, including 57.4 
percent of women ages 18 to 20, 87.2 percent of women ages 21 to 64, and 67.6 percent of women 
age 65 and older. The biggest decline in screening was among women age 65 and older from 67.6 
percent in 2000 down to 59.4 percent in 2005. In women age 65 and older, screening may not be 
necessary if they have had previous normal Pap smears. The data do not allow us to distinguish 
women who should be screened from those who should not. This trend may or may not reflect an 
appropriate decline in use of screening among women age 65 and older.

28 U.S. Department of Health and Human Services. Healthy People 2010: Understanding and Improving Health. 2nd ed. Washington, DC: U.S. 
Government Printing Office, November 2000.
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HEALTH IMPACT 
CERVICAL CANCER SCREENING

Population Group
(2005)

% Screened in Past 3 
Years

Lives Saved Annually 
If % Screened in Past 3 
Years Increased to 90%

Lives Saved Annually 
Per 100,000 If % 

Screened in Past 3 
Years Increased to 90%

Women 18-64 83% 620 0.8

Additional deaths would be prevented if screening in the past three years reached 90 percent among women 
age 65 and older who need continued screening. We did not estimate this because we do not know the portion 
of women age 65 and older who need continued screening nor what their current rate of screening is.

•  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •

Cholesterol Screening

The USPSTF recommends screening men 35 and older and women 45 and older for high 
cholesterol (except in cases where the patient has other risk factors, such as hypertension or 
diabetes, in which case screening should start sooner) and using lipid-lowering drug treatment in 
those with abnormal levels of cholesterol. Drug therapy is usually more effective than diet alone, 
but choice of treatment should be determined by overall risk, costs of treatment, and the patient’s 
preferences. 

As with hypertension, high cholesterol is prevalent in the United States: 21 percent of adults age 
35 and older have high cholesterol, and of these, most develop high cholesterol before age 55.29 
Obesity, which has dramatically increased in the United States in recent decades, raises blood 
cholesterol levels. One out of four adults who do not control their high cholesterol will have a 
cholesterol-attributable heart attack. One out of three will die of cholesterol-attributable coronary 
heart disease.30

Among men age 35 and older and women age 45 and older, 79.4 percent reported screening in 
the past five years in 2003, which is the most recent year data are available. This is higher than 
the rate reported by the same group in 1998: 73.6 percent. Women reported screening at a higher 
rate than men in both 1998 and 2003: 69.7 percent and 76.4 percent of men reported screening 
compared to 78.8 percent and 83.1 percent of women. 

The data indicate that one in five U.S. adults at-risk have not been screened for high cholesterol 
within the last five years. Although there remains room for improvement, screening rates are 
relatively high for this service. The maximum benefit of cholesterol screening is achieved through 
the long-term use of drug therapy. Among people who have been screened, long-term persistence 
with medication is about 40 percent.15,16,17 Rather than concentrating resources on increasing 
screening rates, resources would be better used to ensure that people who have been screened and 
have high cholesterol are aware of it and continue to take their medication regularly. 

29 National Center for Health Statistics. Health, United States, 2005 With Chartbook on Trends in the Health of Americans. Hyattsville, Maryland: 2005.
30 Maciosek, MV, Edwards N M, Nelson WW, et al. Screening for high cholesterol. Technical report prepared for the National Commission on 
Prevention Priorities. 2006.
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Breast Cancer Screening in Past 2 Years
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Source: National Health Interview Survey, National Center for Health Statistics, CDC

HEALTH IMPACT 
CHOLESTEROL SCREENING

Population Group
% Screened in 

Past 5 Years 
(2003)

Lives Saved Annually 
If % Screened in 

Past 5 Years
Increased to 90%

Lives Saved Annually 
per 100,000 If % 

Screened in Past 5 
Years Increased to 90%

Men 35+, 
Women 45+ 79% 2,450 5
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Breast Cancer Screening

The USPSTF recommends screening mammography every one to two years for women age 40 
and older to prevent breast cancer mortality. At current screening rates, mammograms prevent 
12,000 deaths from breast cancer annually.31

In 2005, 67.0 percent of women ages 40 and older reported having had mammography screening 
within the previous two years. The trend is not positive: the screening rate in 2005 was lower 
than in 2000 when 69.2 percent of women reported screening within the previous two years. 
Mammograms help catch breast cancer early, when tumors are small and easier to treat 
successfully. If fewer women are screened on-time, more women will be diagnosed with advanced 
disease that is harder to control, and that could lead to higher breast cancer death rates.
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31 HealthPartners Research Foundation and Partnership for Prevention. Breast Cancer Screening: Health Impact and Cost Effectiveness. Technical 
Report Prepared for the National Commission on Prevention Priorities. May 2006.

Source: National Health Interview Survey, National Center for Health Statistics, CDC

HEALTH IMPACT 
BREAST CANCER SCREENING

Population Group
% Screened with 

Mammography in 
Past 2 Years (2005)

Lives Saved Annually 
If % Screened in 

Past 2 Years Increased 
to 90%

Lives Saved Annually 
per 100,000 If % 

Screened Increased 
to 90%

Women 40+ 67% 3,700 10
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Chlamydia Screening

The USPSTF recommends routine screening for chlamydial infection in sexually active 
women under age 25 and older women at increased risk. Chlamydia is the most common 
bacterial sexually transmitted disease in the United States, with 3 million new cases annually. 
Left untreated, chlamydia causes pelvic inflammatory disease and infertility in some women. 
Screening is especially important because most women have no symptoms.

Screening rates for sexually active women ages 16-25 are available from more than 500 commercial 
and Medicaid HMOs and point of service plans that report HEDIS® performance data. About 33 
percent of Americans with health insurance are currently enrolled in these types of plans, not all 
of which report HEDIS® data. One could expect screening rates among the general population 
of young women to be lower than the HEDIS® rates reported here since measuring and publicly 
reporting data are likely to motivate health plans to improve utilization. On the other hand, these 
data may underestimate screening if young women are more likely to seek reproductive health 
care services from other types of providers, such as Title X-funded clinics. 

HEDIS® data for 2005 show that screening rates among young women in commercial plans were 
significantly lower than rates for women in Medicaid plans: screening among young women ages 
16-20 enrolled in commercial plans was 34.4 percent compared to 49.1 percent in Medicaid plans 
and screening among young women ages 21-25 was 35.2 percent compared to 52.4 percent in 
Medicaid plans.
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Note: Percent screened include sexually active female plan members ages 16-25 who had at least one test for chlamydia during the 
measurement year.
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HEALTH IMPACT 
CHLAMYDIA SCREENING

Population Group % Screened in 
2005*

Cases of PID Prevented 
Annually If % Screened 

Increased to 90%

Cases of PID Prevented 
Annually Per 100,000 

If % Screened 
Increased to 90%

Women 16-25 40% 30,000 13

*Approximate rate based on HEDIS® performance data.

•  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •

Vision Screening Among Children

The USPSTF recommends screening to detect amblyopia, strabismus and defects in visual acuity 
in children younger than age five. About 3 percent of preschoolers have visual impairments, a 
portion of which would remain undetected at school age without screening. Screening and 
treatment are inexpensive and can improve quality of life. The most recent data available for 
vision screening in preschool-age children from the National Health Interview Survey are from 
2002. Thirty-six percent of parents reported that their child’s vision had been screened by a health 
professional. If screening were increased from 36 percent up to 90 percent, an additional 27,000 
cases would be detected and may benefit from early treatment. 
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Disparities in Use of High-Value Preventive Services

This chapter documents utilization for 11 clinical preventive services among racial and ethnic 
groups. Table 1 shows the size of the disparity in utilization of preventive services between non-
Hispanic whites32 and racial and ethnic minority groups (see textbox for explanation of how 
disparities were calculated). Table 2 shows the utilization rates for the total population and racial 
and ethnic groups. 

For most of these 11 services, sample sizes were large enough to report data for people who identify 
themselves as (1) Hispanic only; (2) black only, non-Hispanic; and (3) Asian only, non-Hispanic.33 
For five preventive services, utilization data are available for people who identify themselves as 
multiple race, non-Hispanic; for two preventive services, utilization data are available for people 
who are American Indian or Alaska Native alone, non-Hispanic.34

32 Non-Hispanic whites were chosen for use as a reference group for all services to facilitate comparisons among services. Utilization rates are highest 
for this group for most, but not all services.
33 Available data do not allow us to assess differences within these three diverse groups. 
34 Samples sizes for other races, such as Native Hawaiian or other Pacific Islander, were not sufficient for any preventive services. 

How Disparities Were Calculated 
Disparities were calculated by taking the percentage of non-Hispanic whites (reference 
group) receiving the service and subtracting the percentage of the racial/ethnic group 
receiving the service. This difference was then divided by the percentage of non-Hispanic 
whites receiving the service. 

The larger the value, the greater the disparity between whites and the racial/ethnic group. 
For example, a disparity of .25 means that that racial/ethnic group was 25 percent less 
likely to have received the preventive service than whites. A higher disparity of .56, such 
as for Hispanic adults who have had a pneumococcal immunization, means that Hispanic 
adults were 56 percent less likely to have received the immunization than whites.

A value of zero means no disparity between whites and the racial/ethnic group. 

A value less than zero means that the racial/ethnic group had a higher utilization rate for 
the service. For example, a disparity of -.21 for vision screening among African American 
children means that African American children were 21 percent more likely to have 
received vision screening than white children. 
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Table 1: Disparities in Use of Clinical Preventive Services

Preventive Service Hispanic
Black only, 

Non-Hispanic
Asian Only, 

Non-Hispanic

American 
Indian/ 

Alaska Native

Multiple 
Race, Non-

Hispanic

Aspirin Use Among Adults
men 40+, women 50+

.24 .10 .40 .03 .03

Smokers Advised to Quit
adult smokers 18+

.48 .02 N/A .06 .04

Smokers Offered Assistance to Quit
adult smokers 18+

.55 .00 N/A -.02 .11

Pneumococcal Conjugate Vaccine
infants

.12 .19 .02 N/A .05

Colorectal Cancer Screening
adults 50+

.39 .19 .40 N/A N/A

Hypertension Screening
adults 18+

.14 .04 .06 N/A -.04

Influenza Immunization
adults 50+

.40 .35 .26 N/A .21

Cervical Cancer Screening
women 18-64

.11 .02 .25 N/A N/A

Cholesterol Screening
men 35+, women 45+

.11 .05 .04 N/A -.02

Breast Cancer Screening
women 40+

.13 .06 .21 N/A N/A

Pneumococcal Immunization
adults 65+

.55 .34 .45 N/A N/A

Vision Screening
children under 6

.08 -.21 .10 N/A -.41

* Disparities were calculated by taking the percentage of non-Hispanic whites (reference group) receiving the 
service and subtracting the percentage of the racial/ethnic group receiving the service. This difference was 
then divided by the percentage of non-Hispanic whites receiving the service. For example, .25 means that that 
racial/ethnic group was 25% less likely to have received the preventive service than whites. Higher values mean 
greater disparities. A value of zero means no disparity between whites and the racial/ethnic group. Values less 
than zero mean that the racial/ethnic group had a higher utilization rate for that service than whites.	

Tables 1 and 2 show that Hispanics have lower utilization compared to non-Hispanic whites and 
African Americans for every preventive service with the exception of the pneumococcal conjugate 
vaccine for infants. However, Asian Americans have the lowest utilization of any group for aspirin 
use as well as for breast, cervical and colorectal cancer screening.
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Table 2: Utilization Rates for Clinical Preventive Services by Racial/Ethnic Group

Preventive Service
Total 

Population

White 
only, Non-
Hispanic

Hispanic
Black only, 

Non-
Hispanic

Asian Only, 
Non-

Hispanic

American 
Indian/

Alaska Native

Multiple 
Race, Non-

Hispanic

Aspirin Use Among Adults
men 40+, women 50+

40.2% 41.5% 31.4% 37.2% 25.1% 40.2% 40.1%

Smokers Advised to Quit
adult smokers 18+

47.9% 51.2% 26.8% 50.1% N/A 47.9% 48.9%

Smokers Offered Assistance to Quit
adult smokers 18+

27.5% 29.7% 13.4% 29.7% N/A 30.4% 26.5%

Pneumococcal Conjugate Vaccine
infants

53.7% 57.3% 50.5% 46.2% 56.2% N/A 54.2%

Colorectal Cancer Screening
adults 50+

48.1% 51.2% 31.2% 41.6% 30.6% N/A N/A

Hypertension Screening
adults 18+

86.5% 88.8% 76.3% 85.4% 83.4% N/A 92.5%

Influenza Immunization
adults 50+

37.3% 40.3% 24.0% 26.2% 29.9% N/A 31.9%

Cervical Cancer Screening
women 18-64

83.2% 85.5% 76.2% 84.0% 64.1% N/A N/A

Cholesterol Screening
men 35+, women 45+

79.4% 80.7% 71.9% 76.7% 77.4% N/A 82.6%

Breast Cancer Screening
women 40+

67.0% 68.6% 59.4% 64.6% 54.5% N/A N/A

Pneumococcal Immunization
adults 65+

54.1% 58.5% 26.1% 38.9% 32.0% N/A N/A

Vision Screening
children under 6

35.6% 34.8% 32.1% 42.0% 31.4% N/A 49.0%
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Definitions for Utilization Rates

Aspirin Use – Men 40+ and women 50+ using aspirin everyday or every other day, 20051

Smokers Advised to Quit – Adult smokers 18+ advised to quit by a health professional in past 
12 months, 20051

Smokers Offered Assistance to Quit – Adult smokers 18+ offered assistance to quit (medications 
or other strategies) by a health professional in past 12 months, 20051

Pneumococcal Conjugate Vaccine – Infants immunized, 20052

Colorectal Screening – Adults 50+ up to date with any recommended screening, 20053

Hypertension Screening – Adults 18+ screened in past 2 years, 20033

Influenza Immunization – Adults 50+ immunized in past 12 months, 20053

Cervical Cancer Screening – Women ages 18-64 screened in past 3 years, 20033

Cholesterol screening – Men 35+ and women 45+ screened in past 5 years, 20033

Breast Cancer Screening – Women 40+ screened in past 2 years, 20053

Pneumococcal Immunization – Adults 65+ ever immunized, 20053

Vision Screening (Children under 6) – Parents reporting child’s vision had ever been screened 
by a health professional, 20023

1 Source: Behavioral Risk Factor Surveillance Survey, CDC
2 Source: National Immunization Survey, CDC
3 Source: National Health Interview Survey, National Center for Health Statistics, CDC
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Cancer Screening: Lives Saved If Screenings
Were Increased Among Racial and Ethnic Groups

Colorectal Cancer Screening 

Disparities in use of colorectal cancer screening have increased over time. In 1998, screening rates 
for whites were approximately 13 percentage points higher than for Hispanic Americans and 7 
percentage points higher than for African Americans and Asian Americans. In 2005, screening rates 
for whites were 21 percentage points higher than for Asian Americans, 20 percentage points higher 
than for Hispanic Americans, and 10 percentage points higher than for African Americans. 
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Source: National Health Interview Survey, National Center for Health Statistics, CDC

Notes: Portion of adults age 50 and older who have had a colonoscopy in the past ten years, sigmoidoscopy in the past five years, 
proctoscopy within the past five years, or home blood stool test in past two years, all for screening purposes only.
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HEALTH IMPACT 
COLORECTAL CANCER SCREENING IN ADULTS 50+

Population Group
% Up to Date 

with Screening*
(2005)

Lives Saved Annually 
If % Up to Date 
with Screening 

Increased to 90%**

Lives Saved Per 
100,000 If % Up to 

Date with Screening 
Increased to 90%

White only, non-Hispanic 51% 11,100 17

Black only, non-Hispanic 42% 1,800 26

Hispanic 31% 700 15

Asian only, non-Hispanic 31% 330 15

* Percent up to date with any recommended screening method

**Differences in lives saved between subpopulations reflect differences in current cancer mortality rates and 
current cancer screening rates.

•  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •  •

Cervical Cancer Screening

Cervical cancer screening rates have declined among white, African American, Asian, and 
Hispanic women age 18 and older since 2000. The chart shows screening rates among women 
ages 18-64. White women had the highest screening rate in 2005, 85.5 percent, compared to 86.7 
percent in 2000. Asian women had the lowest screening rate among these four groups in 2005, 
64.1 percent, which is down from 65.8 percent in 2000. Among Hispanic women, 76.2 percent 
reported screening in the previous three years in 2005 compared to 77.2 percent in 2000. African 
American women experienced the largest decline in screening: 84.0 percent in 2005 compared to 
87.5 percent in 2000.
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Note: Screening rates among women ages 18-64

HEALTH IMPACT 
CERVICAL CANCER SCREENING IN WOMEN AGES 18-64

Population Group
% Screened 

in Past 3 
Years (2005)

Lives Saved Annually 
If % Screened in 

Past 3 Years 
Increased to 90%

Lives Saved per 
100,000 Annually If % 

Screened in Past 3 Years 
Increased to 90%

White only, non-Hispanic 86% 328 0.5

Black only, non-Hispanic 84% 125 1.2

Hispanic 76% 107 1.1

Asian only, non-Hispanic 64% 46 1.3

Differences in lives saved between subpopulations reflect differences in current cancer mortality rates and 
current cancer screening rates.

Additional deaths would be prevented if screening in the past three years reached 90 percent among women 
age 65 and older who need continued screening. We did not estimate this because we do not know the 
portion of women age 65 and older who need continued screening nor what their current rate of screening is.
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Breast Cancer Screening

Breast cancer screening rates were down for white, African American, Asian, and Hispanic 
women age 40 and older between 2003 and 2005. White women reported the highest screening 
rate in 2005, 68.6 percent, which is down from 70.0 percent in 2003. Asian women reported the 
lowest screening rate in 2005, 54.5 percent, compared to 56.6 percent in 2003. African American 
and Hispanic women experienced the greatest declines in screening between 2005 and 2003: 64.6 
percent of African American women reported breast cancer screening in the previous 2 years in 
2005 compared to 69.6 percent in 2003, and 59.4 percent of Hispanic women reported having 
been screened in 2005 compared to 64.3 percent in 2003.
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Source: National Health Interview Survey, National Center for Health Statistics, CDC

Note: Mammography screening among women age 40 and older
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HEALTH IMPACT 
BREAST CANCER SCREENING IN WOMEN 40+

Population Group

% Screened with 
Mammography 
in Past 2 Years 

(2005)

Lives Saved Annually 
If % Screened in 

Past 2 Years 
Increased to 90%

Lives Saved Annually 
per 100,000 If % 

Screened in Past 2 
Years Increased to 90%

White only, non-Hispanic 69% 2,950 10

Black only, non-Hispanic 65% 500 14

Hispanic 59% 190 8

Asian only, non-Hispanic 55% 90 8

Differences in lives saved between subpopulations reflect differences in current cancer mortality rates and 
current cancer screening rates..
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Service1 Description2

Data Source Available and 
Consistent with the USPSTF 
or ACIP Recommendation3

Aspirin chemoprophylaxis
Discuss daily aspirin use with men age 50 and older, postmenopausal women, 
and others at increased risk for heart disease to prevent cardiovascular events

No4

Childhood immunizations
Immunize children against diphtheria, tetanus, pertussis, measles, mumps, 
rubella, inactivated polio virus, Haemophilus influenza type b, varicella, 
pneumococcal conjugate, influenza

NIS

Smoking cessation advice, delivery 
of effective counseling, and use of 
medications 

Screen adults for tobacco use, provide brief counseling, offer medication and 
referral for more intensive counseling

BRFSS5

Alcohol screening and brief 
counseling 

Screen adults routinely to identify those whose alcohol use places them at 
increased risk and provide brief counseling with follow-up

No

Colorectal cancer screening 
Screen adults age 50 and older routinely with FOBT, sigmoidoscopy or 
colonoscopy

NHIS6

Hypertension screening and 
treatment

Measure blood pressure routinely in all adults and treat with anti-hypertensive 
medication to prevent the incidence of cardiovascular disease

NHIS, BRFSS, NHANES

Influenza immunization Immunize adults age 50 and older against influenza annually NHIS, BRFSS

Vision screening 
Screen adults age 65 and older routinely for diminished visual acuity with the 
Snellen visual acuity chart

No

Cervical cancer screening 
Screen women who have been sexually active and have a cervix within three 
years of onset of sexual activity or age 21 routinely with cervical cytology (Pap 
smears)

NHIS, BRFSS

Cholesterol screening and treatment 
Screen routinely for lipid disorders among men age 35 and older and women 
age 45 and older and treat with lipid-lowering drugs to prevent the incidence 
of cardiovascular disease

NHIS, BRFSS, NHANES

Pneumococcal immunization
Immunize adults age 65 and older against pneumococcal disease with one 
dose for most in this population

NHIS, BRFSS, NHANES

Appendix:
Data Sources on Use of 25 Clinical Preventive Services 

for General State or National Populations
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Breast cancer screening 
Screen women age 50 and older routinely with mammography alone or with 
clinical breast examination and discuss screening with women ages 40-49 to 
choose an age to initiate screening

NHIS, BRFSS

Chlamydia screening Screen sexually active women under age 25 routinely No

Discuss calcium supplementation
Counsel adolescent and adult women to use calcium supplements to prevent 
fractures

No

Vision screening — children
Screen children under age 5 routinely to detect amblyopia, strabismus, and 
defects in visual acuity

NHIS, MEPS7

Discuss folic acid supplements
Counsel women of childbearing age routinely on the use of folic acid 
supplements to prevent birth defects

No8

Obesity screening
Screen all adults routinely for obesity and offer obese patients high-intensity 
counseling about diet, exercise, or both together with behavioral interventions 
for at least one year

No9

Depression screening
Screen adults for depression in clinical practices with systems in place to assure 
accurate diagnosis, treatment and follow-up

No

Hearing screening
Screen for hearing impairments in adults age 65 and older and make referrals 
to specialists for treatment

No10

Injury prevention counseling
Assess the safety practices of parents of children under age 5 and provide 
counseling on child safety seats, window/stair guards, pool fence, poison 
control, hot water temperature, and bicycle helmets

No11

Osteoporosis screening
Screen routinely women age 65 and older and age 60 and older at increased 
risk for osteoporosis and discuss the benefits and harms of treatment options

No12

Cholesterol screening in high-risk 
groups

Screen men ages 20-35 and women ages 20-45 routinely for lipid disorders 
if they have other risk factors for coronary heart disease and treat with lipid-
lowering drugs to prevent the incidence of cardiovascular disease

NHIS, BRFSS, NHANES

Diabetes screening
Screen for diabetes in adults with hypertension or high cholesterol and treat 
with a goal of lowering levels below target values

No

Diet counseling
Offer intensive behavioral dietary counseling to adult patients with 
hyperlipidemia and other known risk factors for cardiovascular and diet-
related chronic disease

No9

Tetanus-diphtheria booster Immunize adults every 10 years NHIS13
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1 Services include those evaluated by the National Commission on Prevention Priorities for their 2006 rankings of clinical preventive 
services. Services in the same group were tied in the rankings, which was based on service’s relative health benefits and cost effectiveness. For 
a complete description of the rankings see : Maciosek MV, Coffield AB, Edwards NM, Goodman MJ, Flottemesch TJ, Solberg LI. Priorities 
among effective clinical preventive services: results of a systematic review and analysis. Am J Prev Med 2006; 31(1):52-61. This article and 
other materials are available at www.prevent.org/ncpp.

2 The description of each service is consistent with the recommendation of the U.S. Preventive Services Task Force (USPSTF) or in the case of 
immunizations, the Advisory Committee on Immunization Practices (ACIP).

3 We reviewed data sources that are high-quality, publicly accessible, and nationally representative. For clinical preventive services, these 
include the Behavioral Risk Factor Surveillance Survey (BRFSS), National Health Interview Survey (NHIS), National Health and Nutrition 
Examination Survey (NHANES), Medical Expenditure Panel Survey (MEPS), and National Immunization Survey (NIS). BRFSS is a household 
telephone survey conducted in each state, thus providing state-specific data. NHANES combines interviews with physical examinations. NIS 
combines a household telephone survey with a mailed survey to children’s immunization providers. NHIS is a household telephone survey. 
MEPS is a nationally representative subsample of households that participated in the prior year’s NHIS.

4 BRFSS (2005) and MEPS (2004) have asked survey respondents if they are taking aspirin daily or every other day. This does not tell us what 
doctors or other health care providers are doing to get patients to consider daily aspirin use.

5 NHIS (2005) has only asked if smokers were advised to quit. BRFSS (2005) has asked about advice to quit as well as whether providers 
discussed medications or other strategies to assist with quitting. It is also important to know if effective treatments are being used as 
recommended. CDC’s voluntary state-based Adult Tobacco Survey has assessed methods used to quit smoking.

6 BRFSS (2005) and MEPS (2004) have also assessed the use of colorectal cancer screening, but do not allow researchers to discern whether 
the test was for screening or diagnostic purposes.

7 NHIS (2002) asked parents whether children’s vision has been screened. MEPS assessed childhood vision screening in 2001, 2002, 2003 and 
2004.

8 No survey has asked whether a health professional counseled about the benefits of using folic acid supplements. BRFSS (2004) has asked 
about use of multi-vitamins, including whether the vitamins or supplements contained folic acid. NHIS (2005) has asked about use of multi-
vitamins, but not folic acid supplementation in particular.

9 BRFSS (2005) asked if a health professional has given advice about weight. NHANES (2004) asked if a health professional has ever told you 
that you were overweight. BRFSS, NHIS, and NHANES surveys from previous years asked if a health professional has ever offered advice 
about eating fewer high fat and high cholesterol foods and eating more fruits and vegetables. It is impossible to discern from these questions 
whether the counseling was brief advice or the intensive behavioral counseling recommended by the USPSTF.

10 NHANES (2003—2004) asked respondents how long it is has been since they last had their hearing tested. The USPSTF has recommended 
that health care providers periodically question older adults about their hearing and make referrals, not conduct hearing tests. The USPSTF 
recommendation is currently under review.

11 MEPS (2004) asked if a health care provider had advised about child safety seats. NHIS (1999) asked if a health care provider had ever 
talked about injury prevention, such as safety belt use, helmet use or smoke detectors. This question was too general to assess consistency with 
the USPSTF recommendation.

12 NHANES (2003—2004) asked respondents if a doctor ever told them they had osteoporosis. This does not provide data on screening 
history. 

13 NHIS (1999) asked adults if they had a tetanus shot in the previous 10 years.
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