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What does “quality” in 
healthcare mean to you? 



• United States Preventative Task Service
• Cancer Screening

• Breast 
• Cervical 
• Colorectal
• Lung  

• Diabetes Management 

Connecting guidelines, data, and coverage: 



• The USPSTF is an independent, volunteer panel of national experts in prevention 
and evidence-based medicine. 

• The primary goal of the USPSTF is to develop and disseminate evidence-based 
recommendations about clinical preventive services such as screenings, 
counseling services, and preventive medications. 

• Recommendations are developed based on rigorous review of existing peer-
reviewed evidence, and evaluation of benefits and harms. 

• Recommendations address only services offered in the primary care setting or 
services referred by a primary care clinician. 

• Recommendations apply only to people who have no signs or symptoms of the 
specific disease or condition that the screening, counseling, or preventive 
medication targets. 

•  Recommendations are available online and in peer-reviewed literature. 

United States Preventative Services Task Force 



USPSTF

• Every USPSTF recommendation 
is assigned a letter grade

• These grades are based on the 
strength of the evidence on a 
specific preventive service



• Under the law, preventive services with a USPSTF Grade of A or B are covered without 
cost-sharing (e.g., copayment or deductible) by many health insurance plans or policies

• Medicare – Under the ACA, USPSTF services with a  Grade “A” or “B” must be covered 
without cost sharing if the Secretary determines they are a) reasonable and necessary 
for the prevention or early detection of an illness or disability, and b) appropriate for 
individuals entitled to benefits under part A or enrolled under part B preventive care 
recommendations

• Medicaid expansion plans – Medicaid expansion plans offered by states that extend 
Medicaid eligibility to non-elderly individuals with annual incomes at or below 133 
percent of the federal poverty level ($16,611 for an individual or $34,247 for a family of 4 
in 2019) are required to cover the full range of preventive services required in the 
essential health benefits (EHB) final rule.  This encompasses coverage without cost 
sharing for all services outlined in Section 2713 of the PHS Act (see above under “Non-
grandfathered private health insurance plans) 

USPSTF-Relation to the Patient Protection and 
Affordable Care Act (ACA)



• Plaintiffs assert that (1) the requirements in the law for specific expert 
committees and a federal government agency to recommend covered 
preventive services is unconstitutional, and that (2) the requirement 
to cover preexposure prophylaxis (PrEP), medication for HIV 
prevention, violates their religious rights. 

• If the plaintiffs prevail on either the constitutional or the religious 
claims, the government’s ability to require insurance plans to cover 
evidence-based preventive services without cost-sharing may be 
limited.

• As of now, the federal government can continue enforcing the 
preventive services requirement. 

Braidwood Management v. Becerra



Poll



Coverage for Quality- Cancer 
Screening 



Breast Cancer Screening 



Breast Cancer 
Screening 
• 2020 BRFSS Data- 73.42% 

• TY September 2023 CHC 
Data- 46.2%





Diagnostic Imaging Poll 





Cervical Cancer Screening 



Cervical Cancer 
Screening 
• 2020 BRFSS Data- 75.05%

• TY September 2023 CHC 
Data- 43.6% 





• The Breast and Cervical Program provides access to timely breast and 
cervical cancer screening and diagnostic services to women who have low 
incomes and are uninsured and underserved.

Program eligibility: 
• Un/Under-insured 
• Income at or below 250% of the federal poverty level
• Aged 40- 64 years of age for breast cancer screening.
• Aged 21- 64 years of age for cervical cancer screening.
• Certain people who are younger or older may qualify for screening 

services. 

Breast and Cervical Program 





Poll



Colorectal Cancer Screening



• Fecal occult blood test (FOBT) or fecal immunochemical test 
(FIT) once every 12 months.

• Stool DNA test (Cologuard) every 3 years for people 45 to 85 years 
old who do not have symptoms of colorectal cancer and who do not 
have an increased risk of colorectal cancer.

• Flexible sigmoidoscopy every 4 years, but not within 10 years of a 
previous colonoscopy.

• Colonoscopy
• Once every 10 years for those who are at average risk

Types of Colorectal Cancer Screening 



If you have a screening test other than colonoscopy and the result is 
positive (abnormal), you will need to have a colonoscopy. Some 
insurers consider this to be a diagnostic (not screening) colonoscopy, 
so you may have to pay the usual deductible and co-pay.

• Medicare will cover the cost of a follow-up screening colonoscopy if 
someone has a positive result on a screening FOBT, FIT, or stool 
DNA lab test. 

Screening vs. Diagnostic Coverage 
Implications 





Lung Cancer Screening 



• Medicare 
• Eligibility for initial lung cancer screening coverage includes: 

•  Being between the ages of 55-77; 
• Having a 20 pack-year history of smoking (this means 1 pack a day for 20 years, 2 packs a 

day for 10 years, etc.); 
• Are a current smoker, or have quit within the last 15 years; AND 
• Have no signs or symptoms of lung cancer

Lung Cancer Screening Coverage 



American Lung Association- State of Lung 
Cancer Report



Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9.0 percent) CMS122v11
Measure Description
Percentage of patients 18–75 years of age with diabetes who had hemoglobin A1c (HbA1c) 
greater than 9.0 percent during the measurement period
Denominator: 
Patients 18 through 75 years of age by the end of the measurement period with diabetes 
with an eligible countable visit during the measurement period, as specified in the 
measure criteria
Numerator: 
Patients whose most recent HbA1c level performed during the measurement period was 
greater than 9.0%, or was missing, or was not performed during the measurement period

Diabetes Management 





Assessing Glycemic Control 

• Five main ways of assessing glycemic control
• A1c
• CGM using time in range
• CGM and Glucose Management Indicator (GMI)
• Blood Glucose Monitoring (BGM) 
• CGM Trends



Continuous Glucose Monitors- CGMs 



Association of 
Diabetes 
Care and 
Education 
Specialists 
(ADCES) tool



Medicaid 
& CGMs

Montana Medicaid covers 
Therapeutic Continuous Glucose 
Monitor (CGM) devices that are 
classified by CMS as “therapeutic 
CGMs” for members ages 4 and up 
without prior authorization. 
Children under the age of 4 will 
require prior authorization.
https://medicaidprovider.mt.gov/docs/providernotices/2021PN/TherapeuticContinuousGlucoseMo
nitorDevices11022021.pdf



Medicaid 
& CGMs



Medicare 
& CGMs

If your doctor determines that you 
meet all the coverage 
requirements, Medicare covers 
continuous glucose monitors and 
related supplies for making 
diabetes treatment decisions, (like 
changes in diet and insulin 
dosage).

https://www.medicare.gov/coverage/therapeutic -continuous-glucose-monitors

This Photo by Unknown Author is licensed under CC BY-ND

https://satisfyingretirement.blogspot.com/2021/05/medical-expenses-even-with-medicare.html
https://creativecommons.org/licenses/by-nd/3.0/


Medicare 
& CGMs

Coverage Requirements 

1. Must have Diabetes

2. Training to Use CGM

3. CGM Prescribed with FDA indications for use. 

4. A) Insulin-Treated OR;

     B) History of problematic hypoglycemia with 
documentation. 

5. Treating practitioner 6 mos prior to ordering has in-
person/approved telehealth visit to evaluate and 
determine criteria 1-4 are met, and every 6 mos after. 

https://www.medicare.gov/coverage/therapeutic-continuous-glucose-monitors

This Photo by Unknown Author is licensed under CC BY-ND

https://satisfyingretirement.blogspot.com/2021/05/medical-expenses-even-with-medicare.html
https://creativecommons.org/licenses/by-nd/3.0/


Overview:

Private plans are all different and coverage of CGMs 
is evolving. CGMs may be covered.

Tips:

-Have patients talk to their health insurer about 
CGM coverage and read plan documents.

-It can be confusing because CGMs are covered under 
DME or pharmacy benefits and it can be tricky to 
figure out.



Questions?
cbuys@mtpca.org
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