
Determining the Cost-Effectiveness
of Preventive Health Services

Item Type text; Electronic Thesis

Authors Carrigan, Amanda Jane

Citation Carrigan, Amanda Jane. (2010). Determining the Cost-
Effectiveness of Preventive Health Services (Bachelor's thesis,
University of Arizona, Tucson, USA).

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 19/05/2023 15:54:08

Item License http://rightsstatements.org/vocab/InC/1.0/

Link to Item http://hdl.handle.net/10150/146241

http://rightsstatements.org/vocab/InC/1.0/
http://hdl.handle.net/10150/146241


DETERMINING THE COST-EFFECTIVENESS OF PREVENTIVE HEALTH SERVICES  

By 

AMANDA JANE CARRIGAN 

 

 

 

 

 ____________________ 

 

 

 

 

 

A Thesis Submitted to the Honors College 

 

In Partial Fulfillment of the Bachelors degree 

With Honors in 

Health and Human Services Administration 

THE UNIVERSITY OF ARIZONA 

May 2 0 1 0 

 

 

 

 

 

 

Approved by:  

 

____________________________  

Professor Pamela Adams  

School of Government and Public Policy 

  



Abstract 

 The purpose of the thesis was to explore the issues surrounding the cost and 

implementation of prevention.  Specifically, methods for determining cost-effectiveness and 

measuring the health benefits conferred from prevention were explored and services that have 

been determined to be cost-effective were discussed.  Through interviews with health care 

professionals, administrators, and public health professors, perceptions of the benefits and costs 

of prevention were explored.  Barriers to the implementation of prevention were discussed.  The 

thesis concludes with suggestions on steps that health care providers and policy-makers can take 

to improve the health of the U.S. population through prevention. 

Introduction 

   Many people have argued that the promotion of preventive health initiatives will help 

mitigate the spiraling costs of health care in the United States.  Some people, especially more 

liberal politicians, have asserted that prevention will provide significant cost-savings as well as 

increase equity and improve the efficiency of the U.S. health care system.  Currently, the Obama 

Administration‘s health care reform plan places a large emphasis on prevention under the 

assertion that prevention will provide substantial cost-savings to the ailing health care system.
1
  

Prevention and its potential cost-savings and health benefits are a paramount issue for the 

American people, given the current administration‘s assertions and possible overstatements 

about these benefits.  Though a consensus has not been reached, the overall assumption is that 

preventive measures can confer long-term cost-savings in addition to saving or prolonging lives.  

While evidence suggests that ―opportunities exist to save money and improve health through 

prevention,…sweeping statements about the cost-saving potential of prevention…are 



overreaching.‖
2
 Preventive health care and its potential cost-savings and health benefits clearly 

must be further explored to assist decision makers in making well-informed choices.   

 In general, preventive actions are of high value to society, because they improve 

population health and reduce health risks at a relatively low cost.  The current leading causes of 

death in the U.S. are chronic diseases—heart disease and cancer—―that develop in later 

adulthood and often last for years.‖
3
   The prevalence and long lead time of these diseases ―has 

generated great interest in preventing them, and medical research has discovered ways to do so 

with medications to reduce blood pressure…(and) screenings and early treatment for cancer.‖
3
 

However, research indicates that only some preventive measures provide cost-savings or are 

inexpensive relative to the cost of treatment of diseases that would have otherwise resulted 

without preventive action.
2
 Other preventive measures, though they confer health benefits, are 

expensive in relation to the benefits they provide.
2 

Unsurprisingly, knowledge
 
that a preventive 

service is effective is not adequate for decision makers to set priorities for delivery of preventive 

care.
4   

 
It has been argued that, instead of focusing on whether prevention or treatment will 

provide the greatest financial benefit, we should focus on which preventive measures offer the 

greatest health benefits relative to their costs and channel scarce resources toward the use of 

these preventive measures.  Resources, such as clinician and patient
 
time, are limited.  Often, 

appointment times are limited, and providers are unable to address prevention in addition to 

treatment of the patient.  Additionally, services vary ―in their potential health impact and cost.
4
 

Though ―Clinicians, health care administrators, employers, and public policy-makers have 

shown a willingness to invest in prevention,‖ these decision makers need more information about 

which preventive actions provide the greatest financial and health benefits in order to focus 



prevention efforts.
4
 The questions remain then, which preventive measures are the most cost-

effective?  How was this determined?  And, finally, what steps can providers and policy-makers 

take right now to reduce health care costs and improve the health of the U.S. population in 

relation to health promotion and disease prevention?  This thesis will attempt to provide answers 

to these questions by examining the methods used to determine the cost-effectiveness of 

preventive measures, identifying which measures are most beneficial to the U.S. population, and 

exploring the actions that health care providers and policy-makers can take to increase utilization 

of these interventions. 

What constitutes prevention? 

 In order to answer these questions, it is first necessary to determine what constitutes 

prevention.  According to Ron Goetzel, a research professor and director of the Institute for 

Health and Productivity Studies at Emory University, prevention can refer to numerous clinical 

and community interventions intended to reduce the incidence of disease or disability or to retard 

―the exacerbation or progression of illnesses.‖
5
 Preventive actions span a wide range of 

initiatives including ―providing childhood immunizations, raising taxes on cigarettes,… 

mandating seat-belt use, screening for cancer,… and eliminating the sale of sugary beverages in 

schools.‖
5 

Prevention can also include a wide range of clinical interventions, such as screenings 

for hypertension, community initiatives such as building bicycle paths, and encouraging lifestyle 

changes such as smoking cessation counseling.  However, when policy-makers discuss providing 

access to and funding for preventive services, they are typically referring to reimbursements for 

screenings and other clinical services.
5  

Other community-based prevention initiatives are not 

generally considered by law-makers when  preventive health care is discussed.  Furthermore, 

preventive measures that involve lifestyle changes must occur on an individual level.  Rarely do 



physicians and other health care providers have the time or personal or financial incentives to 

provide ongoing and effective counseling for patients to quit smoking, lose weight, improve their 

diets, and so on.  Additionally, patient adherence data are limited for counseling services that 

require behavior change such as eating habits, physical activity levels, and tobacco and alcohol 

use.
4
 For these reasons, the research and findings presented herein will primarily focus on 

clinical preventive measures that do not require a change in behavior on the part of the patient.  

While efforts to improve health though behavior change are worth certainly worth exploring, 

they are beyond the scope of this paper. 

Is Prevention a Sound Investment? 

 Despite assertions from researchers and health care providers, some people maintain that 

preventive health care, especially in clinical settings, does not provide as significant monetary 

and health benefits as previously thought.  It is often pointed out that, ―contrary to medical 

belief, prevention usually increases spending.‖
3
  Regarding many preventive measures, this 

statement is accurate.  When compared to the cost of screening for many chronic diseases, the 

cost of treating the few who develop the disease is significantly less than the screening costs for 

the greater portion of the population.
5
   

 On the other hand, advocates for preventive services point out that, while ―providing 

certain preventive services, mostly in clinical settings, does not save money,‖ neither does 

providing most medical treatments.
5
  In contrast to the opponents of prevention, proponents 

place a greater emphasis on the health benefits that preventive measures can confer.  Supporters 

argue that, ―As a broad philosophy, prevention and health promotion can provide high value to 

society, because lives are improved at a relatively low cost.‖
5
 Proponents focus, not only on cost-

saving measures, but on cost-effective measures as well. 



Common Methods Used to Determine Cost-savings/Cost-effectiveness 

 Several methods exist for measuring the cost-effectiveness of clinical preventive services.  

Currently, there is not a universal method used to determine the cost-effectiveness of clinical 

preventive measures.  However, the most commonly used methods include a measurement of 

cost analysis and a measurement of the intangible damages evaded through implementation of 

the preventive measure.  The term ‗cost-effective‘ is often widely applied to include cost-benefit, 

cost-effective and cost-utility analyses.  The methodologies vary in terms of how the health 

benefits or outcomes are measured—dollars spent or saved, health units, or quality adjusted life 

years. 

 Cost-benefit analysis is useful in situations where both the costs of an illness and the 

health benefits can be valued in terms of dollars spent.  Costs are subtracted from the health 

benefits ―to determine the net economic benefit.‖
6
 Cost-benefit analysis facilitates ―the 

comparison of alternatives with different objectives because both costs and benefits are 

converted to a single metric—dollars.‖
6
 Cost-benefi analysis is often used when other costs, such 

as the cost of lost productivity, are considered important by the researcher in addition to the cost 

of medical care.   

 Since the health benefits of an intervention can rarely be measured in terms of dollars 

spent or saved, another method, cost-effective analysis, must be used.  This method ―combines 

the estimate of the incremental cost of a treatment or intervention for illness with a measurement 

of the incremental benefit or outcome of interest.‖
6
 As is the case with cost-benefit analysis, the 

costs are measured in terms of dollars; however, ―the benefits are measured in ―health units‖ 

such as cases avoided or life-years gained.‖
6 

A cost-effectiveness ratio
 
is then determined by 

dividing the incremental costs by the incremental benefits ―relative to a comparator.‖
2
 Cost-



effectiveness analysis determines if an intervention is cost-effective compared to an alternative 

such as the cost of treatment.  If an intervention
 
is cost-saving, a cost-effectiveness ratio is not 

calculated.
3
  This form of analysis does not establish whether an intervention ―should be 

undertaken in the first place.‖
6
 Rather, cost-effectiveness analysis simply helps determine the 

least expensive ―means of achieving a given objective.‖
6  

 

 Cost-utility analysis compares the cost of an alternative ―to the health outcome where that 

outcome is measured in quality-adjusted life-years (QALYs).‖
6 

The results of the
 
cost-utility 

analysis ―can then be expressed in terms of the costs per QALY gained.‖
6 

Cost-utility analysis is 

a suitable method when the outcome of concern ―can be expressed in terms of changes in the 

quality of life, such as reduced pain or disability.‖
6  

―The QALY measure adjusts years of life 

using a weight that reflects the quality of health experienced by a person during those years.‖
6
  

For example, two years with an illness may be considered equivalent to one year of perfect 

health.
6
 Cost-utility analysis is often used in cases where the illness has a significantly 

debilitating effect, such as the loss of productivity and the pain experienced with certain kinds of 

cancer.   

 While the methods described above are all commonly used to assess the overall cost-

effectiveness of a given preventive measure, cost-utility analysis is the most commonly used 

means to determine whether an intervention is a valuable investment.  The cost-utility analysis is 

a popular method, because it compares preventive measures to other alternatives, such as the cost 

of treatment for those who develop a given disease.  It also provides a commonly used metric, 

QALYs, to assess the health benefits of a given preventive service.  Cost-utility analysis is very 

common, especially when the quality of life a person experiences is a major outcome under 

consideration. 



The Clinically Preventable Burden 

 Because preventive services are, by nature, intended to avoid or reduce the negative 

effects—pain, disability, lost productivity, etc.—of a disease or illness, it is necessary to quantify 

the burden of illness that was reduced or evaded through the implementation of a preventive 

service.  The clinically preventable burden, (CPB), measures the health impact of a preventive 

service on the relevant population.
7
 CPB is defined as the burden of disease prevented by the 

service multiplied by the effectiveness of the service.  Effectiveness is ―the percentage of burden 

reduced.‖
4
 The CPB is intended to aid researchers in assessing all morbidity and mortality 

addressed by a preventive service.
4
 This includes ―the number and timing of deaths averted as 

well as the seriousness and duration of illnesses and injuries averted.‖
4
   

 In order to compare ―services in a meaningful way, CPB must be measured in the same 

units for all services.‖
8
 QALYs are typically recommended and are commonly used to ―combine 

years of life gained with improvements in health-related quality of life into a single metric.‖
4
 

Because services vary in the time frame required for effective delivery, comparable CPB 

estimates also require ―a consistent time frame over which effectiveness of the services is 

measured.‖
4
 For example, vaccinations normally require only a single intervention, whereas 

other preventive services, such as many cancer screenings, require multiple interventions to be 

effective.  Typically, the CPB estimate includes ―the benefit of multiple deliveries of the service 

over the recommended age range at recommended intervals.‖
7
 For instance, the CPB for breast 

cancer is ―measured as the benefit of repeated screenings over time.‖
7
  CPB is calculated as ―the 

burden prevented in a 1-year, U.S. birth cohort‖ of 4 million people ―over the years of life for 

which a service is recommended‖ by the U.S. Preventive Services Task Force, (USPSTF).
4,7

  The 

cohort size of 4 million is commonly used, because recent birth cohorts have been approximately 



this size.
7
  However, the size of the population for which a preventive service is recommended 

varies considerably, depending on the size of the cohort that has reached the age at which the 

preventive measure is recommended.
7
   

 The CPB is adjusted to reflect both the burden that would be prevented if the service 

were delivered to those in the target population who are not currently receiving the service as 

well as the burden of disease that is currently being prevented by the service.
4
 The residual 

burden of a condition in the U.S. population may be relatively small ―for a service with high 

utilization rates and high effectiveness, such as childhood immunizations.‖
7
 ―Using total health 

benefits rather than just the benefit gained from increasing the service‖ provides a more precise 

indication of the importance of a preventive service.
7
   

 Total CPB for a service is estimated under the assumption that every member of the 

target population is offered the service; however, it is not assumed that all members in the 

population comply.
7
 Expected patient adherence, including ―excepting a service once it is offered 

by a clinician,…completing follow-up treatments and making needed changes in behavior‖, is 

generally accounted for in CPB, ―thus, providing a realistic estimate of the service‘s value when 

offered as part of usual care.‖
7
   

 CPB is often combined with cost-effectiveness to obtain an overall assessment of a 

preventive measure‘s value.  Services are typically assigned CPB scores from 1 to 5, where 1 is a 

smallest CPB and 5 is the largest.  Similarly, cost-effectiveness ratios are assigned numbers in 

the same range where 5 is assigned to the lowest cost-effectiveness ratios and 1 is assigned to the 

largest.
7
  Thus, scores range from 2 to 10 with 10 being most beneficial and cost-effective.  

Services that receive a score of 10 are generally cost-saving.
7
   

 



Cost-saving Services 

 A recent study by Maciosek Et al., (2006) evaluated the cost-effectiveness and clinically 

preventable burden of 30 clinical services using the methods described above.
7
  In the study, 3 of 

these services—―discussing aspirin use with high-risk adults, immunizing children, and 

providing tobacco-use screening and brief intervention—received a score of 10 and are cost-

saving.
7
  The USPSTF recommends aspirin use for men between ages 45 and 79 who are at risk 

for developing cardiovascular disease and who have a low risk of gastrointestinal bleeding.
9
  

Aspirin use is also recommended by the USPSTF for women between the ages of 55 and 79 

―when the potential benefit of a reduction in ischemic stroke outweighs the potential harm due to 

an increase in gastrointestinal hemorrhage.‖
9
 Aspirin use for both of these groups received a 

grade of A from the USPSTF.
9
 Yet, data indicate that discussing aspirin with high-risk adults has 

a very low utilization rate.
7
   

Childhood immunizations, such as the measles, mumps, and rubella (MMR) vaccine and 

the diphtheria-tetanus toxoids and pertussis (DTP) vaccine, were grouped in the study ―to reflect 

the fact that multiple vaccines are delivered in a single office visit.‖
4
   ―Childhood immunizations 

are successfully delivered to most children in the United States,‖ so the addressable burden—the 

remaining burden to be addressed by increasing utilization rates—for these preventive services is 

low.
7   

 The USPSTF urges clinicians to ―ask all adults about tobacco use and provide tobacco 

cessation interventions for those that use tobacco products.
10 

The USPSTF also ―recommends 

that clinicians ask all pregnant women about tobacco use and provide augmented, pregnancy-

tailored counseling for those who smoke.‖
10

  Both tobacco cessation interventions for adults who 

use tobacco products and augmented, pregnancy-tailored counseling for pregnant women who 



smoke received A grades from the USPSTF.
10

  However, despite the strong recommendations 

from the USPSTF and the research findings that tobacco cessation interventions are highly cost-

effective and have a high CPB, evidence suggests that less than 50% of the target population 

nationally is likely being offered these services.
7
  If utilization rates for these services were 

increased, significantly more cost-savings could be realized.  Patient adherence is also an issue 

with tobacco cessation programs.  Adherence data for most counseling services is extremely 

limited.  Additionally, the frequency of delivery of smoking cessation counseling may also have 

an influence on patient adherence; however, the existing data are insufficient ―to determine how 

the frequency of delivery affects adherence.‖
8
 While tobacco cessation counseling has cost-

saving potential, the cost-effectiveness of this service is highly dependent on the frequency of the 

counseling session, the efficacy of the advice given, and the patient adherence rate.
8
   

Services That Are Highly Cost-effective 

 Services that are considered highly cost-effective receive a composite score of 7 or 

greater.  Services in the study by Maciosek et al., (2006), that received scores above 7 include 

colorectal and cervical cancer screenings, influenza and pneumococcal vaccinations for adults, 

vision screening among adults 65 and older, hypertension screening, screening for high 

cholesterol, and problem-drinking screening.
7  

Currently, the USPSTF recommends that ―all 

patients 50 years of age or older should be offered influenza vaccine annually (and) all patients 

over 65 years of age or older should be offered pneumococcal vaccine.
9
  There are currently no 

conclusive recommendations for vision screening in older adults.   

 The USPSTF ―recommends screening for colorectal cancer using fecal occult blood 

testing, sigmoidoscopy, or colonoscopy in adults beginning at age 50 years and continuing until 

age 75 years.‖
9
  The risks and benefits associated with each type of testing may vary.

9
  Screening 



for colorectal cancer in people aged 50 to 75 years received a grade of A recommendation from 

the USPSTF; colorectal cancer screening for people aged 76 through 85 received a grade of C, 

and screening people over the age of 85 received a D grade.
9
  For those with multiple first-degree 

relatives who had colorectal adenomas or cancer or first-degree relatives who developed 

colorectal adenomas or cancer at a younger age, ―an earlier start to screening may be 

reasonable.‖
9
  Other patients at increased risk for whom earlier screening may be appropriate are 

those with a past history of colorectal adenomas or cancer and those with inflammatory bowel 

disease.
11

  Like tobacco use screening, utilization rates for colorectal cancer screenings is either 

at or below 50%.
7
  Increasing colorectal cancer screenings could save an additional 18,000 lives 

each year.
12

   

 Screening for cervical cancer is strongly recommended by the USPSTF for women who 

are sexually active and who have a cervix.
9
 The USPSTF recommends against routine screenings 

for cervical cancer in women over age 65 ―if they have adequate recent screening with normal 

Pap smears and are not otherwise at high risk for cervical cancer.‖
9
 Screening sexually active 

women who have a cervix for cervical cancer received a grade of A recommendation from the 

USPSTF.
9 

An estimated 50% of the cases of cervical cancer in the United States ―occur in 

women who have never been screened.‖
13

 Increasing the number of women who are screened for 

cervical cancer can help reduce the incidence of cervical cancer in the United States.   

 The USPSTF recommends screening for high blood pressure in all adults over the age of 

18.
9
 This recommendation applies to all adults, even those ―without known hypertension.‖

9
 

Hypertension in adults is usually defined ―as a systolic blood pressure of 140 mmHg or higher, 

or a diastolic blood pressure of 90 mmHg or higher.‖
9
 The USPSTF recommends that high blood 

pressure is diagnosed ―after two or more elevated readings are obtained on at least two visits 



over a period of one to several weeks,‖ due to the fluctuations in individual blood pressure.
9
Even 

with the repeated screenings, blood pressures are relatively inexpensive to perform and do not 

require a great deal of patient or clinician time.  Hypertension is among the risk factors for 

cardiovascular disease and stroke; however, when making treatment decisions, ―clinicians should 

consider the patient‘s overall cardiovascular risk profile, including smoking, diabetes, abnormal 

blood lipid values, age, sex, sedentary lifestyle, and obesity.‖
9
  Reducing elevated blood 

pressures with medication decreases ―the incidence and associated treatment costs ‖ of both heart 

disease and stroke.
3
  These medications are ―more cost-effective…for people whose initial blood 

pressure is higher.
3
  Behavior changes—reduced sodium intake, increased physical activity, 

stress management, and reduced alcohol intake—can also help reduce blood pressure.
9
   

 Lipid disorders, including ―elevations of total cholesterol, LDL-C, triglycerides…or 

deficiencies in HDL-C,‖  also increase the likelihood of heart disease.
9
  The USPSTF 

recommends screening men age 35 and older and women age 45 and older for lipid disorders.
9
  

The USPSTF also recommends screening men between the ages of 21 and 35 and women 

between the ages of 21 and 45 who are at increased risk for coronary heart disease.
9
  Screening 

for men and women ages 35 and older and 45 and older respectively received a grade of A 

recommendation from the USPSTF, while screening men and women earlier in life who are at 

increased risk received recommendation grades of B.
9
  Increased risk factors include diabetes, 

obesity, hypertension, personal history of cardiovascular disease, and tobacco use.
9
  Like 

hypertension screenings, abnormal cholesterol levels ―should be confirmed by a repeated sample 

on a separate occasion, and the average of both results should be used for risk assessment.
9
  The 

cost of cholesterol testing can vary depending on the testing method used.  Cholesterol testing 



and treatment can help reduce the incidence and subsequently treatment costs for cardiovascular 

disease.   

 Screening and behavioral counseling to reduce alcohol misuse are recommended by the 

USPSTF for all adults and received a grade of B recommendation.
9
   Alcohol misuse is defined 

as risky, hazardous, or harmful ―drinking that places individuals at risk for future problems.‖
9
 

Alcohol abuse and dependence are linked with recurring ―physical, psychological, and social 

effects from alcohol.‖
9
 The benefits of alcohol dependence interventions are well-established; 

referral or specialty treatments are recommended by the USPSTF for people who meet the 

diagnostic criteria for alcohol dependence.
9
 Alcohol misuse is associated with hypertension, 

cardiovascular disease, and certain kinds of cancers.  Reducing the misuse of alcohol in the U.S. 

population can help reduce the incidence of these diseases and their associated costs.   

Other Cost-Effective Services 

Two services that received a composite score of 6—screening children for visual 

impairments and Chlamydia screening for young women—have relatively small target 

populations and thus, have small CPBs, but are highly cost-effective.
7
  Screening children under 

the age of 5 for visual impairments is recommended by the USPSTF ―to detect amblyopia, 

strabismus, and defects in visual acuity.‖
9
 Various tests are available to screen for visual 

impairments in children; the appropriateness of a test depends on the child‘s age.
9
 The early 

detection and treatment of certain types of visual impairments can be corrected with glasses, 

contact lenses, patching or other forms of visual training, or surgery.
9
   

 The USPSTF recommends screening all sexually active women, including adolescents 

and pregnant women, below age 24 and high-risk women above age 24 for Chlamydial 

infection.
9
  Risks for contracting Chlamydia include ―a history of chlamydial or other sexually 



transmitted infection, new or multiple sexual partners, inconsistent condom use, and exchanging 

sex for money or drugs.‖
9
 The USPSTF does not recommend routine screening for women over 

the age of 25 who are not at high risk for contracting the infection.
9
 There is insufficient 

evidence for the USPSTF to make a recommendation about screening for Chlamydia in men.
9
 

Screening for Chlamydia is highly cost-effective and can help prevent ―the unnecessary heart 

ache and expense of lifelong infertility.‖
12

   

 Assessing an intervention‘s cost-effectiveness and clinically preventable burden can aid 

decision-makers in setting priorities for the delivery of preventive services.  The interventions 

described above have been shown to be either cost-saving or cost-effective in addition to 

providing a significant clinical outcome.  Table 1 shows the preventive services discussed above, 

the cost-effectiveness and CPB score, the cost-effectiveness ratio, and the grade assigned by the 

USPSTF.  The CPB scores and cost-effectiveness ratios are those determined by Maciosek et al., 

(2006). 

 

Table 1: Preventive Services, CPB, and cost-effectiveness 

Service Cost-effectiveness 

ratio 

CPB score Composite 

score 

USPSTF grade 

Smoking 

cessation 

counseling 

5 5 10 A 

Discussing 

aspirin use with 

high-risk adults 

5 5 10 A 

Immunizing 

children 

5 5 10 N/A 

Colorectal cancer 

screenings 

4 4 8 A 

Screening for 

cervical cancer 

3 4 7 A 

Hypertension 

screening 

3 5 8 A 



Cholesterol 

screening  

2 5 7 A 

Problem drinking 

and brief 

counseling 

4 4 8 B 

Screening 

children for 

visual 

impairments 

4 2 6 B 

Screening 

women for 

Chlamydia 

4 2 6 A 

Influenza vaccine 4 4 8 N/A 

Pneumococcal 

vaccine 

5 3 8 N/A 

Vision screenings 

for adults 

5 3 8 N/A 

 

Methodology 

 To address the question of how to best implement the preventive services that have been 

shown to be cost-effective, a series of semistandardized interviews were used.  The 

semistandardized interview ―involves the implementation of a number of predetermined 

questions…(which) are typically asked of each interviewee in a  systematic and consistent 

order.‖
14

  The semistandardized interview enables the interviewer to digress to further explore 

beyond the given answers to the prepared list of questions.
14

  The semistandardized interview 

also allows the interviewer to be flexible in the wording of his or her questions, which allowed 

me to make the questions more specific to the professions of my interviewees.  Additionally, the 

interviewer is permitted to ―answer questions and make clarifications.‖
14

  This enabled me to 

clarify questions and encourage participants to more fully answer questions. 

 A combination of a convenience sample and a snowball sampling method were used to 

facilitate the recruitment and participation of potential interviewees.  The first 2 interviews were 

completed with physicians with whom I had academic or clinical connections and who 



volunteered to participate in my research.  Each of the first 7 interviewees were asked for names 

and contact information for other potential interviewees.  Some interviewees were located 

through the University of Arizona website and were selected based on their credentials, patient 

populations, and/or research interests.  All interviewees were initially contacted through E-mail.  

All interviews were recorded with the permission of the interviewee and later transcribed.  Table 

2 lists the interviewees in the order they were interviewed, their job title, the organization with 

which they are affiliated, and the recruitment method.  Questions were selected based on the 

research inquiry and appear in table 3 at the end of the paper. 

 

Table 2: Interviewee Information 

Name Title Affiliation Referred through 

Linda Lundergan, 

MD, MPH 

Physician University of Arizona, 

campus health 

Personal connection 

Keith Joiner, MD, 

MPH 

Internist Eller College of 

Management 

Personal connection 

David Salafsky Director: Health 

promotion and 

preventive services 

University of Arizona, 

Campus Health 

Website 

Chris Kreutz Assistant director: 

Campus Health 

University of Arizona, 

campus health 

Website 

Dianne Oberfeld RN Nurse University of Arizona, 

Campus Health 

Referred by Dr. 

Lundergan 

Norma Gray, PH.D. Assistant professor of 

public health 

University of Arizona 

school of public 

health 

Website 

Mindy Fain, MD Division chief and 

program director for 

geriatrics and 

gerontology 

University college of 

medicine 

Referred by Dr. Joiner 

Harry McDermott, 

MD, MPH 

Director of campus 

health services 

University of Arizona, 

campus health 

Referred by Chris 

Kreutz 

Sheri Overland RN Nursing supervisor University of Arizona, 

campus health 

Referred by Dr. 

Lundergan 

Eileen Devlin, CNM Nurse midwife University of Arizona, 

campus health 

Referred by Ms. 

Oberfeld 

 

 

  



Findings 

 Interviewees were asked for their own definitions of prevention to gauge their focus on 

and perceptions of prevention.  The definitions given were dependent on the population being 

served.  For instance, providers and administrators who work closely with student populations 

emphasized the importance of lifestyle modification, because ―members of this population are 

forming habits that they will likely have for the rest of their lives,‖ (Interview, David Salafsky 

MPH, March 2010).  However, the definition given by a geriatrician was not considerably 

dissimilar from the definition given by providers who primarily work with university students.  

In general, primary prevention was cited as being the most effective and important form of 

prevention in the U.S. health care system.  However, one physician asserted that because our 

health care system is dominated by chronic disease, secondary prevention—detecting diseases in 

the early stages via screenings and providing early treatment—is the most germane aspect of 

preventive health care, (Interview, Keith Joiner, MD, MPH, March 2010).  Nurses most 

commonly referred to patient education as their most important prevention activity.  The most 

common education activities listed included smoking cessation, alcohol abuse-related 

interventions, and safe sex counseling.   

Who is responsible for prevention? 

 When asked who is responsible for preventive health care, all interviewees asserted that 

prevention must be a result of collaboration between multiple participants in the health care 

system.  Eileen Devlin, a certified nurse midwife, stated that the implementation of prevention is 

―a multitiered, multifactorial‖ effort, (Interview, Eileen Devlin, CNM, April 2010).  Some 

interviewees stated that patients have more of a responsibility for prevention, because ―patients 

have the power in terms of…how they lead their lives‖ and their willingness to engage in 



preventive actions on a daily basis, (Interview, Harry McDermott, April 2010).  Furthermore, Dr. 

Joiner maintains that it is the patient‘s responsibility to take advantage of the services offered, 

(Interview, Keith Joiner, MD, MPH, March 2010).  Physicians and other health care providers 

assert that their role is to educate their patients, so they can take responsibility for their own 

health care.  One physician stated that, until providers ―do a better job of explaining things,‖ it‘s 

difficult for patients to take responsibility for something they don‘t understand, (Interview, 

Mindy Fain, MD, April 2010).  In addition to patient education, other provider responsibilities 

mentioned included reminding patients about preventive services and behavior alterations, 

referring patients to helpful resources, and performing diagnostic testing, ((Interview, Keith 

Joiner, MD, MPH, March 2010; interview, Harry McDermott, MD, MPH, April 2010)  

However, patients must be ―receptive to the information and act upon it, (Interview, Sheri 

Overland, April 2010).  Many interviewees pointed out that some patients, especially those of 

lower socioeconomic status, may need greater support from their communities and from the 

health care system in general ―to get the encouragement and the ability to engage in preventive 

services,‖ (Interview, Norma Gray, PhD, April 2010).  Interviewees also indicated that 

incentives from providers and payers may also encourage patients to implement positive lifestyle 

changes, (Interview, Keith Joiner, MD, MPH, March 2010).  
 

The quality of life that prevention adds 

 Because prevention adds years to life, interviewees were asked whether they thought the 

years added were healthier or less healthy years.  David Salafsky, director of Health Promotion 

and Preventive Services at campus health services at the University of Arizona, maintains that, 

while prevention is ―aimed at lengthening life,‖ the primary goal is to improve the quality of life, 

(Interview, David Salafsky MPH, March 2010).  The majority of interviewees responded that 



they thought that the remaining years of life were healthier years; however, the quality of life 

was said to be highly dependent on which preventive service was implemented (Devlin), when 

the prevention was implemented (Gray), and who is in the target population, (Kreutz).  In 

general, both healthy lifestyle changes and ―screening for disease that is nascent‖ add healthier 

years to life, (Interview, Keith Joiner, MD, MPH, March 2010).  For example, many people who 

are diagnosed with breast or cervical cancer in the early stages of the disease ―have many years 

of quality life ahead of them,‖ (Interview, Eileen Devlin, CNM, April 2010).  In contrast, 

because the treatment options for liver cancer are limited, people who have this disease generally 

have a poor quality of life during the remainder of their lives, (Interview, Eileen Devlin, CNM, 

April 2010).  Some preventive measures, especially primary preventive measures, categorically 

add healthier years to life regardless of the patient‘s age, (Interview, Linda Lundergan, MD, 

February 2010).  For example, Dr. Fain, a geriatrician, does smoking cessation counseling with 

her 80-year-old patients ―because it improves their quality of life,‖ (Interview, Mindy Fain, MD, 

April 2010).  Additionally, many nursing homes offer weight training and flexibility training to 

their clients because these services decrease the amount of time that patients spend bed-ridden, 

(Interview, Linda Lundergan, MD, February 2010).
  
 

 Because prevention keeps people alive longer, there are more diseases that people 

develop. For example, ―dementia is incredibly prevalent‖ among the elderly; ―40% of people 

over the age of 85 have dementia,‖ (Interview, Mindy Fain, MD, April 2010).  Quality of life is 

highly subjective and must be considered when making decisions about the provision of 

preventive services near the end of the patient‘s life, (Interview, Mindy Fain, MD, April 2010).   

 

 



Opinions on the cost of the years added 

 When asked whether she thought the years of life added by prevention are more or less 

costly, Dr. Lundergan asserted that ―you have to begin with the premise that a healthy life is of 

value whether you can quantify it or not, (Interview, Linda Lundergan, MD, February 2010).  

Similarly, Ms. Devlin emphasized ―the benefit both to the individual and to society…for getting 

the ethics and compassion from treating someone,‖ (Interview, Eileen Devlin, CNM, April 

2010).  Like the level of health in the additional years of life, the costliness depends largely on 

when the prevention is implemented.  For example, ―if prevention is done at a younger age, the 

years of life will be less costly, because patients will not have to experience expensive 

procedures at a young age, (Interview, Sheri Overland, April 2010).  Moreover, preventing 

sexually transmitted diseases and unplanned pregnancies ―make good economic sense both from 

a public health and a societal standpoint,‖ (Interview, Eileen Devlin, CNM, April 2010).  In 

contrast, some interviewees stressed the impact that diseases of aging have on the costs of health 

care.  Dr. Fain stated that ―There is a cost (of prevention) that we aren‘t figuring in yet,‖ 

(Interview, Mindy Fain, MD, April 2010).  The cost is the lower quality of life patients 

experience from having debilitating diseases of aging and the cost of providing care for the 

disease.   

Beliefs about whether prevention is cost-effective 

 When the interviewees were asked about whether they thought prevention was cost-

effective, most responded that cost-effectiveness is highly dependent on the preventive measure.  

The most common services that were listed as being highly cost-effective were smoking 

cessation, pap smears, colorectal cancer screenings, cervical cancer screenings, the Gardasil 

vaccination, prostate cancer screenings, hypertension screenings, and the flu and pneumococcal 



vaccines.  Dr. McDermott stated that hypertension screenings are relatively inexpensive and are 

not labor-intensive; the cost is primarily the time the clinician spends performing the test, as the 

equipment is inexpensive and relatively long-lasting, (Interview, Harry McDermott, April 2010). 
 

Furthermore, treatment for hypertension is also relatively inexpensive, further contributing to the 

cost-effectiveness of this preventive service, (Interview, Keith Joiner, MD, MPH, March 2010).  

Vaccinations and early screening for cancer ―can stimulate teaching and can prevent future 

progressions of cancer,‖ (Interview, Oberfeld, RN, April 2010).  Moreover, ―vaccinations are far 

cheaper than treating the resulting illness, (Interview, Sheri Overland, April 2010).  Vaccinations 

against certain diseases  such as the chicken pocks ―are also a public health benefit‖ and prevent 

the spread of diseases throughout the community, which is particularly beneficial ―to people who 

are especially susceptible to diseases,‖ (Interview, Sheri Overland, April 2010).  Additionally, 

some vaccines, such as the flu vaccine and the vaccine against pneumococcal disease ―are so 

ingrained in the emotions of my patients that it‘s hard not to do them,‖ (Interview, Mindy Fain, 

MD, April 2010).  The detection and treatment of sexually transmitted diseases was also cited as 

a cost-effective preventive service, because other cases of the disease are prevented, (Interview, 

Eileen Devlin, CNM, April 2010).  IN general, interviewees felt that the preventive services 

listed above are cost-effective. 

Thoughts on how to quantify the cost-savings of prevention 

 Several factors were listed as being important concerning quantifying the potential cost-

savings of prevention.  Several interviewees, particularly physicians, mentioned the QALY as 

being ―a good measure of the cost-savings,‖ (Interview, Linda Lundergan, MD, February 2010).  

Other factors mentioned included potential life years lost to the disease, ―the cost of the testing, 

the chances for false positives that require additional testing, what the additional testing entails 



and what it costs, and how frequently the testing must be done,‖ (Interview, Harry McDermott, 

April 2010).  Another factor that was cited as being important was the time lost from work or 

school due to illness that was not prevented, (Interview, Sheri Overland, April 2010).  The 

quality of life that a patient will have was also a factor that was said to be important; however, 

quality of life is highly personal, and thus, difficult to quantify, ((Interview, Mindy Fain, MD, 

April 2010).  For example, the cost of late-diagnosed cancer was considered to be far greater 

than a cancer that was diagnosed and treated early in the progression, (Interview, Harry 

McDermott, April 2010).  Finally, cost-savings are very difficult to measure, ―because 

populations are static‖; consequently, ―it‘s difficult to keep a population long enough to measure 

the cost-savings,‖ (Interview, Chris Kreutz, MBA, March 2010). 

Knowledge about costs of preventive services 

 Interviewees were asked whether they knew what preventive services cost in terms of 

money, time, and equipment.  Administrators were more likely to know about the costs of 

prevention to the organization.  Health care providers knew and were quite detailed in the costs 

of clinician and patient time of some procedures.  For instance, screening for cervical cancer is 

fairly labor-intensive and requires a highly trained individual; it is also quite uncomfortable for 

patients,
 
(Interview, Eileen Devlin, CNM, April 2010). 

 
Providers were also able to explain the 

costs of prevention that the patient or the patient‘s insurer pays.   

Do providers implement prevention? 

 Discussions with interviewees on whether providers in general implement prevention 

revealed that there are many barriers to the implementation of recommended preventive services.  

IN general, interviewees felt that most health care providers make an effort to implement 

prevention, but the barriers preclude them from fully implementing preventive services.  



Providers in primary care settings engage in more preventive practices, ―because care is very 

fragmented when patients see specialists,‖ (Interview, Linda Lundergan, MD, February 2010).  

Some interviewees felt that, in general, ―physicians are very poor at holistic prevention,‖ 

(Interview, Mindy Fain, MD, April 2010).  Some of the myriad reasons cited as barriers to 

prevention implementation were patient resistance to provider advice, medical school curricula, 

time constraints, and the payment structure of the current health care system.  Although 

physicians and other health care providers offer advice on behavioral changes, patients often 

―turn a deaf ear,‖ (Interview, Eileen Devlin, CNM, April 2010).  The current structure of the 

health care system and the cultural norms both emphasize ―quick fixes to health problems,‖ 

(Interview, Keith Joiner, MD, MPH, March 2010; interview, Eileen Devlin, CNM, April 2010).  

While medical school curricula are moving more toward preventive health care, it was still cited 

as a barrier to implementation, (Interview, Chris Kreutz, MBA, March 2010).  In medical school, 

prevention is ―consider bread and butter‖—basic practice that is not challenging, (Interview, 

Mindy Fain, MD, April 2010).   

 By far, the most commonly cited barrier to prevention was the time constraints placed on 

medical professionals, especially physicians.  Often, providers see patients for episodic care; 

consequently, prevention ―is not a priority,‖ (Interview, Mindy Fain, MD, April 2010).  Dr. Fain 

referred to this problem as ―the tyranny of the urgency,‖ (Interview, Mindy Fain, MD, April 

2010).  Appointment times in communities are ―limited to just a few minutes‖ to maximize the 

number of patients seen, which restricts the time that can be spent on prevention, (Interview, 

Norma Gray, PhD, April 2010).  Health care providers ―struggle in finding a balance between 

allowing enough time to take care of the primary needs of the patient but also to take the time for 



preventive care,‖ (Interview, Harry McDermott, April 2010).  Often, prevention is sacrificed in 

favor of treating current problems. 

 Although all interviewees were asked directly if they felt the current payment structure of 

the health care system precludes providers from being able to address prevention with their 

patients, this issue was often brought up before the question was asked.  It was also commonly 

cited as a principal barrier in the implementation of prevention.  Most interviewees felt that 

medical professionals ―are conceptually on board, but it is another thing to introduce it into 

practice if there is a financial disincentive,‖ (Interview, Keith Joiner, MD, MPH, March 2010).  

Under the payment structure, ―prevention does not get reimbursed or is reimbursed very little,‖ 

(Interview, Harry McDermott, April 2010).  ―There‘s not as much value in talking as there is in 

performing procedures‖ under the current system, (Interview, Linda Lundergan, MD, February 

2010).  Essentially, ―providing preventive medicine for which you will not be reimbursed does 

not make sense financially,‖ (Interview, Chris Kreutz, MBA, March 2010).  Finally, insurance 

companies who invest in prevention often do not see a return on investment, because patients 

frequently switch insurance companies, (Interview, Keith Joiner, MD, MPH, March 2010). 

The availability of resources in prevention 

 Several interviewees stated that, in integrated models such as those at campus health 

services and the Veteran‘s Administration, health care providers have more resources to 

implement prevention.  IN fact, some health care providers choose to work at integrated health 

care systems simply because the infrastructure is necessary to serve the needs of their population, 

(Interview, Mindy Fain, MD, April 2010; interview, Linda Lundergan, MD, February 2010).  In 

general, health care professionals do not have the resources to implement prevention, (Interview, 

Mindy Fain, MD, April 2010).   



What providers can do to implement prevention 

 A number of suggestions were offered when interviewees were asked what providers can 

do to take preventive action with their patients.  Many of the suggestions fell under the umbrella 

category of ―fitting prevention into the system of care,‖ (Interview, Harry McDermott, April 

2010).  These included having reminders for providers to do some aspect of preventive care 

through electronic medical records or some other reminder system, (Devlin), putting questions 

about behaviors on the health history form (McDermott), and reminding patients when they are 

due for another test, (Oberfeld).  Another popular suggestion was having ―treatment plans‖ for 

behavioral changes, (Interview, Eileen Devlin, CNM, April 2010).  Interviewees asserted that 

providers must ―give exercise prescriptions and talk with their patients about it,‖ (Interview, 

Mindy Fain, MD, April 2010).  Furthermore, David Salafsky suggested that other industries, 

such as the fitness industry, should get involved in prevention, (Interview, David Salafsky MPH, 

March 2010).  Through the involvement of this industry, physicians could refer their patients to a 

personal trainer to encourage behavioral change on the part of the patient, (Interview, David 

Salafsky MPH, March 2010).  Another approach to increasing patient accountability is being 

done in the form of ―motivational interviewing‖ at Campus Health Services at the University of 

Arizona, (Interview, Eileen Devlin, CNM, April 2010). 
 
This method ―puts patients in the change 

chair‖ and can be more effective in promoting lifestyle changes than simply scolding patients for 

being overweight, drinking heavily, smoking, and so on, (Interview, Eileen Devlin, CNM, April 

2010).  The principle of positive reinforcement was also emphasized by Dr. Gray, a professor of 

public health at the University of Arizona, (Interview, Norma Gray, PhD, April 2010).  Providers
 

must ―ask patients what they are doing to improve their health and then offer suggestions on 

what they can do better,‖ (Interview, Norma Gray, PhD, April 2010).  
 



 
Dr. Fain also stated that ―we need to use all health care providers‘ skills to the highest 

level of their training,‖ (Interview, Mindy Fain, MD, April 2010).  For example, dieticians often 

can address prevention more effectively ―in terms of providing diet education and obesity and 

diabetes management‖ than can other providers, (Interview, Mindy Fain, MD, April 2010).  It is 

important to think ―in
 
terms of a team approach,‖ (Interview, Chris Kreutz, MBA, March 2010).  

In essence, every health care professional is obligated ―to provide education on different 

areas…that can help someone improve their lifestyle and prevent certain diseases,‖ (Interview, 

Sheri Overland, April 2010).  In summary, interviewees generally felt that ―we simply have to do 

it, honor it, and see it as part of our job,‖ (Interview, Mindy Fain, MD, April 2010).   

What administrators can do to promote prevention 

Though they weren‘t asked directly about health care administrators, many of the 

interviewees offered comments on what administration can do to assist providers and patients in 

addressing prevention.  First, ―Health care providers have to have good information about 

prevention, so they are champions of prevention,‖ (Interview, Linda Lundergan, MD, February 

2010).  Often, the administration is responsible for the charting system, as is the case at Campus 

Health Services, (Interview, Harry McDermott, April 2010; interview, Linda Lundergan, MD, 

February 2010).  Ensuring that the charting system is easy to use and that it provides the 

appropriate reminders for health care providers is important, (Interview, Linda Lundergan, MD, 

February 2010).  Additionally, ―administrators must dedicate some resources for health 

promotion and disease prevention,‖ (Interview, Chris Kreutz, MBA, March 2010).   

What policy-makers can do to promote prevention 

Interviewees offered a number of suggestions on what policy-makers can do to assist 

patients and providers in addressing prevention.  They fell into the following general categories: 



pay for performance programs, reimbursements for preventive care, and efforts in schools aimed 

at prevention.  Providing incentives for both ―the individual and provider if the patient‘s health 

improves‖ can increase the benefits of prevention, (Interview, Keith Joiner, MD, MPH, March 

2010).  (Interview, Keith Joiner, MD, MPH, March 2010).  The sentiment that ―holding 

providers responsible for prevention and providing a monetary incentive makes sense,‖ 

(Interview, Linda Lundergan, MD, February 2010).  However, responsibility was emphasized on 

the part of the patients as well with rewards and penalties based on the behavior of patients.  

Indeed, interviewees predict that ―stratifying costs of health insurance based on lifestyle choices‖ 

will become more common, (Interview, Eileen Devlin, CNM, April 2010).  Taxes on tobacco 

products were also mentioned as being a deterrent in the use of these items, (Interview, Linda 

Lundergan, MD,  February 2010). 

Reimbursement for the provision of preventive services was also frequently mentioned.  

Essentially, ―the system has to reward prevention more than it does now‖ or health care 

providers might not engage in the promotion of prevention, (Interview, Keith Joiner, MD, MPH, 

March 2010)  Dr. Lundergan asserted that reimbursement must emphasize primary care, because 

often, strong primary groups are engaged in a great deal of prevention, (Interview, Linda 

Lundergan, MD, February 2010).  Reimbursements must not only provide payments for office 

visits but must also reimburse for time spent making phone calls to check on patient progress and 

well-being, (Interview, Norma Gray, PhD, April 2010).   

Finally, several interviewees asserted that policy-makers can help emphasize prevention 

in schools by providing more nutritious school lunches (Devlin), increasing the amount of 

physical activity offered to students (Salafsky), decreasing the sale of sugary snacks and 

beverages in schools (Gray), and ―educating students and parents about childhood obesity,‖ 



(McDermott).  Clearly, interviewees felt that there is much policy makers can do to facilitate the 

implementation of preventive health care. 

Discussion 

 The information reported in the findings indicate that much can be done to promote and 

implement the preventive services recommended by the USPSTF and the members of the health 

care community.  Based on the research, the preventive services that are likely to yield the 

greatest benefits both for patients and for the overall health care system are those that prevent the 

occurrence of a disease such as smoking cessation counseling, hypertension screenings, and 

vaccinations against disease.  The research and interviews revealed that secondary preventive 

measures, such as screenings for colorectal, cervical, and prostate cancer, also confer long-term 

benefits for patients and the health care system in general.  Because most people agree that 

prevention must be a shared responsibility between patients, health care professionals, health 

care administrators, and policy-makers, each group must be provided with the information and 

resources necessary to carry out prevention.  Furthermore, overarching problems regarding the 

integration of prevention into routine practice must be addressed on all levels to overcome 

barriers to its implementation.   

 Primary prevention was cited as being the most beneficial form of prevention; however, 

most primary interventions were not found to be cost-effective in the research.  The exceptions 

were vaccinations against illnesses such as influenza and smoking cessation counseling.  Primary 

interventions usually involve some patient action beyond taking advantage of offered clinical 

services.  Because patient adherence is low for some primary preventive activities, such as 

instituting an exercise regimen, the potential impact of these services cannot be fully realized.  

Until efforts are made to provide incentives for patients beyond the health benefits gained 



through behavioral changes, large-scale changes toward improved population health will remain 

unlikely.  

 Secondary preventive action also can improve population health.  Through screenings 

that detect diseases in the early stages, the costs of treatment and the burden placed on the patient 

can be significantly reduced.  Additionally, secondary preventive interventions tend to be the 

primary focus of policy-makers in the allocation of funding.  When applied to the populations 

recommended by the USPSTF, secondary interventions, such as colorectal cancer screenings, 

can confer considerable health benefits.  Though costs are generally not reduced by the 

implementation of secondary prevention, the health benefits can and do outweigh costs in some 

instances and should be incorporated into the routine practice of health care providers. 

Implications of the research 

 The research revealed that there are certain obstacles to prevention that are endemic to 

the U.S. health care system.  The payment structure of the health care system provides 

disincentives for health care providers to incorporate prevention into their practice.  Health care 

professionals generally are not reimbursed by insurance companies, Medicare, or Medicaid for 

providing preventive services that are not procedurally based.  However, Medicare recently 

adopted a policy to provide reimbursement for smoking cessation counseling, (Interview, Linda 

Lundergan, MD,  February 2010).  In order to take full advantage of the benefits of prevention, 

more insurers must take their cue from Medicare and begin to reimburse for the time and other 

resources that are expended to promote health and prevent disease.  

 In addition to providing reimbursements for prevention, patients must be held 

accountable for their decisions regarding their behaviors.  If a patient is being treated for high 

blood pressure, but he or she is still drinking to excess, using tobacco products, and consuming 



an abundance of high-sodium foods, he or she must be held responsible for the consequences of 

the careless behavior.  Several interviewees indicated that individuals possess the greatest power 

in terms of incorporating healthy behaviors in to their daily lives, eliminating unhealthy 

behaviors, and taking advantage of preventive services offered by health care professionals.  If 

individuals generally are not offered incentives for taking steps to improve their health and are 

not penalized for engaging in unhealthy behaviors, the implementation of pay for performance 

programs will be compromised.  Few providers would agree to forego payment until their 

patients stop smoking or begin exercising.  However, pay for performance programs have the 

potential to greatly increase the number of clinical services performed and to increase the 

likelihood that providers will follow up with patients when screenings should be repeated. 

 While the issue of paying medical professionals for time spent on prevention will not 

solve the issues related to limited provider time, it may help make prevention a higher priority.  

Administrators play a significant role in prioritizing prevention.  If time is allotted for prevention 

in appointments, providers are more likely to address prevention with their patients and to make 

prevention a higher priority.  The provision of resources to implement prevention is also 

paramount.  Patients must be able to access external resources in addition to the time and 

information supplied in the clinical setting.  In general, integrated health care models, such as 

Campus Health Services at the University of Arizona, have a wider array of resources available 

to providers to educate patients about prevention.  Providers and administrators who are not 

affiliated with an integrated model may be able to form partnerships with other health care 

organizations, government agencies, and nonprofits who offer related services.  Partnerships can 

also be useful in developing specific treatment plans for patient behavioral changes. 

 



Limitations of the research 

 The input from interviewees was limited to southern Arizona.  More specifically, while 

interviewees came from a diverse background and practice settings, all were affiliated with the 

University of Arizona.  Consequently, research findings may only reflect the issues that are 

prominent in southern Arizona.  Further research is necessary to explore issues related to 

preventive health care and its implementation.  It is also important to note that interviews took 

place in the midst of the health care reform passed in March 2010.  The impact of this reform on 

prevention is yet to be seen. 

Conclusions 

 The research suggests that many preventive measures can and do mitigate the spiraling 

costs of health care in the United States.  The most promising interventions are those that 

received a composite score of 10—offering smoking cessation counseling, discussing aspirin use 

with high-risk adults, and immunizing children against certain diseases.  However, prevention is 

a long-term investment, so cost-savings that may result will not be seen for many years.  

Furthermore, because prevention does not yield the immediate benefits and is not as eye-catching 

as treatments for debilitating diseases, prioritization is much lower than other medical 

interventions.  Additional barriers also must be addressed before prevention can be fully 

incorporated into health care practice.  Providers are severely limited on time and financial 

resources that are necessary for the successful implementation of prevention.  There is little 

financial incentive for providers to address prevention with their patients that is not procedurally 

based.  Until some of these barriers are overcome and patients, providers, administrators, policy-

makers, and society express a willingness to make the long-term commitment to prevention, 

treatment will remain the dominant health care approach in the United States. 



Questions asked of interviewees 

1. What constitutes preventive health care measures in your opinion? 

2. My thesis focuses on clinical preventive services including colorectal cancer screenings, 

hypertension screenings, cervical and breast cancer screenings, and Chlamydia screenings.  Do 

you know what these preventive measures cost in terms of time, money, equipment, etc.? 

3. Do you believe these preventive services are cost effective? Why/why not? 

4. Prevention can save both money and lives.  How would you quantify the cost-savings? 

5. Prevention adds years to life. Do you think these are healthier or less healthy years? Are 

they less costly or more costly? 

6. What do you think health care providers can do to help implement these preventive 

measures? 

7. Do you believe health care personnel promote preventive health care?  Why?? 

8. Do you think the payment structure precludes health providers from being able to 

adequately address preventive measures with their patients? 

9. Do you have the resources to implement prevention, (I.E. time, money, pamphlets, 

trained staff, etc.)? 

10. Who do you think is responsible for prevention, (I.E. patients, physicians, insurance 

companies)? 

11. What do you think policy-makers can do to encourage health care providers and patients 

to take preventive action? 

12. Do you know anyone else I could interview regarding this matter? 
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