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ABSTRACT

Background: Colorectal cancer (CRC) screening disparities persist among pop-

ulations with limited health care access. Although Medicaid expansion and paid sick

leave could address these barriers, there is limited data on the combined impact of

these policies and CRC screening.

Methods: The authors conducted a difference‐in‐differences analysis using

2012–2018 Behavioral Risk Factor Surveillance System data. The study population

included adults 50–75 years of age meeting preventive cancer screening guidelines

during the study period. States were categorized into three groups: those with

Medicaid expansion and paid sick leave (ME þ SL), Medicaid expansion without paid

sick leave (MEnoSL), and neither policy (NoME/NoSL). The pre‐policy period was

2012–2014 and the post‐policy period was 2015–2018. The outcome was the

percent up‐to‐date with CRC screening. Survey‐weighted logistic regression models
accounted for individual‐ and state‐level covariates and state‐clustered standard

errors.

Results: Post‐policy implementation, CRC up‐to‐date screening was 2.9 percentage
points greater in ME þ SL states compared to MEnoSL states (p < .001) and 4.2

percentage points greater compared to NoME/NoSL states (p = .018). These

changes correspond to an estimated 352,343 and 1,087,140 fewer missed screen-

ings between ME þ SL and MEnoSL and NoME/NoSL states, respectively. The

increased percent of up‐to‐date CRC screenings was associated with a reduction in

colorectal cancer deaths: 8456 from ME þ SL versus MEnoSL and 26,091 from

ME þ SL versus NoME/NoSL.

Conclusions:Medicaid expansion combined with paid sick leave was associated with

a greater likelihood of being up‐to‐date with CRC screening compared to Medicaid

expansion alone or neither policy.
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INTRODUCTION

Colorectal cancer (CRC) remains a leading cause of cancer‐related
mortality in the United States.1–4 Screening for CRC, such as

through colonoscopy, stool‐based testing, or sigmoidoscopy, has

been shown to significantly reduce both the incidence and mortality

of the disease.5–10 However, adherence to screening guidelines re-

mains suboptimal, with persistent disparities for low income, rural,

uninsured, and minoritized persons.11–15 These gaps in CRC

screening underscore the importance of addressing the logistical and

financial barriers that prevent individuals from accessing preventive

care.16,17

One of themost significant contemporary policy changes affecting

health care access has been Medicaid expansion under the Affordable

Care Act (ACA). By extending eligibility to low income adults,Medicaid

expansion has substantially improved access to health insurance,18,19

and by extension, improved access to primary care, reduced financial

barriers to health care, and increased utilization of preventive

services.20–28 However, the extent to which Medicaid expansion has

improved cancer screening remains an area of ongoing

investigation.29–37 For instance, a recent study examining the

2012–2018Behavioral Risk Factor Surveillance System (BRFSS) found

an association between Medicaid expansion and increased CRC

screening, whereas another analysis covering 2012–2020 found no

such association. Other studies have reported positive effects early

after Medicaid expansion implementation.38–42 These mixed results

highlight the need for further exploration of factors that may influence

theeffectiveness ofMedicaid expansion in improvingCRCscreening.43

One critical factor that may interact with Medicaid expansion is

other state‐level policies, such as paid sick leave. The inability to take
paid time off from work, and resulting logistical constraints, can be a

significant impediment to accessing preventive care in the United

States.44–46 Mandatory paid sick leave policies have been identified

as a potential solution to these structural barriers. These policies

provide workers with the flexibility to take paid time off for medical

appointments, which is particularly important for low‐wage and

hourly workers who may otherwise forgo preventive care due to lost

wages or job insecurity.47–50 Despite growing evidence of the health

benefits of paid sick leave, such as increased use of vaccinations and

primary care services, there is limited research on its role in pro-

moting cancer screening.51–55

Given the ongoing mixed findings about the relationship between

Medicaid expansion and CRC screening, it is crucial to consider how

state‐level policies like paid sick leave, in concert with Medicaid

expansion, may facilitate access to screening. The combination of

Medicaid expansion and paid sick leave policies has the potential to

improve access to CRC screening by addressing both financial and

logistical barriers. However, only a subset of states has implemented

both policies, creating substantial policy variation with potential im-

plications for preventive care access across the United States.56

Policymakers would benefit from insight about the potential impact

of Medicaid expansion combined with paid sick leave policies on

cancer screening—insight that is critical for informing future efforts

to reduce disparities in cancer prevention and achieve national health

goals. This study aims to fill critical knowledge gaps in understanding

of the relationship between Medicaid expansion with or without paid

sick leave policies and colorectal cancer screening.

MATERIALS AND METHODS

Data sources

This study used multiple data sets. The BRFSS provided individual‐
level health survey data, including preventive care utilization and

demographic characteristics, for even years from 2012 to 2018.57

The Area Health Resources File was used to include state‐level data
on health care resources, workforce, and socioeconomic indicators,

although policy data on Medicaid expansion and paid sick leave laws

were obtained from sources such as the Kaiser Family Foundation,

the National Council of State Legislatures, and A Better Balance.58–61

All data sets were linked using Federal Information Processing

Standards codes, enabling the integration of individual and state‐
level variables.

Study population and study periods

Consistent with US Preventive Services Taskforce (USPSTF) guide-

lines for colorectal cancer screening, the study population included

individuals who were employed adults 50–75 years old during the

study period and who were eligible for Medicaid expansion (income

less than 139% of the federal poverty level). Individuals missing data

on key variables (e.g., CRC screening, treatment group, or covariates)

were excluded.

Our analysis included 10 states, which were selected to reflect

clear policy contrasts and strengthen the internal validity of the

study. California (CA) and Massachusetts (MA) represented states

that had implemented both Medicaid expansion and paid sick leave.

Illinois (IL), Ohio (OH), Arkansas (AR), and Hawaii (HI) were chosen as

states that expanded Medicaid, but did not implement paid sick leave

policies. Texas (TX), Florida (FL), North Carolina (NC), and Georgia

(GA) represented states that neither expanded Medicaid nor imple-

mented paid sick leave policies.

In all states that expanded Medicaid, this policy was imple-

mented uniformly in 2014, whereas states with paid sick leave

included in the analysis enacted such policies in 2015. In turn, the

pre‐policy period was defined as 2012–2014, whereas the post‐
policy period was defined as 2015–2018. To isolate the effects of

state policies, the primary analysis excluded pandemic years

(2020–2022) due to significant disruptions in health care utilization

during the COVID‐19 pandemic.62,63 To simplify treatment effect

estimation, individuals were included in only one period, avoiding

complications like autocorrelation.
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Measures

Outcome

The primary outcome measure was CRC up to date screening data

obtained from BRFSS. Consistent with USPSTF recommendations,

screening was defined as having completed a colonoscopy in the past

10 years, a sigmoidoscopy in the past 5 years, or a stool‐based test in
the past year (although the USPSTF updated its guidelines in May

2021 to lower the starting age for CRC screening from 50 to 45

years, this occurred after the end of our study period).64

Exposure

The study exposure was defined based on state‐level Medicaid

expansion and paid sick leave policies. Both Medicaid expansion and

paid sick leave policies were dichotomous measures indicating

whether a state had implemented the policy (i.e., had expanded

Medicaid under the ACA; had implemented paid sick leave policies).

Expansion status was obtained from state policy databases, including

those from the Kaiser Family Foundation. Paid sick leave policy data

was obtained from sources such as the National Council of State

Legislatures and A Better Balance. The study exposure was a state,

three‐level variable: Medicaid expansion with paid sick leave

(ME þ SL), defined as the full intervention group; Medicaid expansion

without paid sick leave (MEnoSL), defined as the partial intervention

group; and no Medicaid expansion or paid sick leave (NoME/NoSL),

defined as the control group. There were no states that had a paid

sick leave policy without also having Medicaid expansion.

Covariates

This study included individual‐level variables, including age (catego-

rized as 50–54, 55–64, and 65–75 years), sex (male, female), marital

status (never married, formerly married, or married/cohabitating),

race/ethnicity (non‐Hispanic White, non‐Hispanic Black, Hispanic, or
non‐Hispanic other race), education (less than high school, high

school graduate, more than high school), household income (catego-

rized as <$25,000, $25,000–$74,999, or ≥$75,000), health insurance
status (insured or uninsured), and having a personal health care

provider. The analysis also included individuals’ self‐reported health

status (good or better health vs. fair or poor health) and personal

cancer history (yes, no). Our analysis also included time‐varying
state‐level covariates including the density of gastroenterologists

per 10,000 population, the percentage of adults 18–64 years old

without health insurance, and Medicare Advantage penetration rates.

We included the Medicare Advantage penetration rate as a covariate

because Medicare Advantage plans differ from traditional Medicare

and other forms of insurance in terms of product design, network

configurations, and financial incentives, all of which can impact the

utilization of preventive health care services.65–67

Statistical analysis

We employed multivariable generalized logistic regression models in

a difference‐in‐differences (DiD) framework to evaluate the associ-

ation between Medicaid expansion with or without paid sick leave

policies and CRC screening. Survey weights were applied to account

for the complex sampling design of BRFSS. Standard errors were

clustered at the state level to account for intrastate correlation and

yield robust variance estimates. Parallel trends in the proportion of

CRC screening between treatment groups (full intervention, partial

intervention, control) were tested using interaction terms between

year and treatment group in the pre‐policy period. Wald tests did not

demonstrate statistically significant differences in between‐group
trends (p = .86). The DiD framework controls for unobserved, time‐
invariant differences between states and common time trends,

whereas time‐varying confounders are addressed by adjusting for

state‐level variables and individual characteristics, though residual

unmeasured confounding may remain.

Adjusted margins were calculated to estimate predicted percent

up to date with CRC screening for each treatment group and time

period. Contrasts of predictive margins were used to derive DiD es-

timates, quantifying the differential changes in CRC screening across

groups. All analyses were conducted using Stata 18.5. Statistical tests

were two‐tailed and considered significant at the 0.05 level.
We conducted multiple sensitivity analyses. First, we replicated

our analysis employing multivariable linear probability, rather than

logistic, regression. Second, we expanded the study population to

include individuals not eligible for Medicaid expansion (income

>139% federal poverty level) to assess the broader impact of the

policies, including indirect benefits from health care system changes

and paid sick leave. Third, we examined whether any observed as-

sociations varied by individuals’ self‐reported health care access by

conducting analyses using separate models for insured individuals

and individuals reporting a personal health care provider.

We sought to translate any observed differential changes in CRC

screening associated with Medicaid expansion and paid sick leave

policies in terms of potential lives saved through screening. To do so,

we estimated the number of population‐level CRC screenings asso-

ciated with the presence or absence of Medicaid expansion and paid

sick leave policies. These screening numbers were then combined

with modeling estimates provided by the USPSTF on lives saved

through screening. These steps allowed us to quantify preventable

deaths associated with CRC screening nationwide.

RESULTS

Our study sample comprised 76,674 individuals, stratified by policy

treatment and pre‐ and post‐policy periods (Table 1). Pre‐policy
(2012–2014), 28% were in Medicaid Expansion with paid sick leave

(ME þ SL) states, 23% in Medicaid Expansion without paid sick leave

(MEnoSL) states, and 49% in states with neither policy (NoME/NoSL).

Post‐policy (2015–2018), these proportions were similar: ME þ SL
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TAB L E 1 Descriptive characteristics of the study population stratified by policy treatment and pre‐/post‐policy period (unweighted
counts and weighted percentages): BRFSS, 2012–2018 (N = 76,674).

Variable

ME þ SL MEnoSL NoME/NoSL Total

Pre‐policy Post‐policy Pre‐policy Post‐policy Pre‐policy Post‐policy Pre‐policy Post‐policy

Policy treatment, % (N) 28 (11,795) 28 (4760) 23 (13,686) 23 (11,743) 49 (16,094) 50 (18,596) 54 (41,575) 46 (35,099)

Colorectal cancer screening, % (N)

Met USPSTF guidelines 72 (9087) 78 (3807) 68 (9554) 70 (8630) 71 (12,021) 72 (13,923) 71 (30,662) 73 (26,360)

Did not meet guidelines 28 (2708) 22 (953) 32 (4132) 30 (3113) 29 (4073) 28 (4673) 29 (10913) 27 (8739)

Age group, years, % (N)

50–54 11 (821) 9 (345) 11 (859) 10 (737) 11 (1057) 10 (1268) 11 (2737) 10 (2350)

55–64 21 (1932) 25 (1009) 20 (2438) 25 (2392) 22 (2977) 26 (3908) 21 (7347) 25 (7309)

65þ 68 (9042) 66 (3406) 69 (10,389) 65 (8614) 67 (12,060) 64 (13,420) 68 (31,491) 65 (25,440)

Sex, % (N)

Male 44 (4544) 45 (2108) 45 (5213) 46 (4857) 46 (6025) 46 (7596) 45 (15,782) 46 (14,561)

Female 56 (7251) 55 (2652) 55 (8473) 54 (6886) 54 (10,069) 54 (11,000) 55 (25,793) 54 (20,538)

Marital status, % (N)

Never married 9 (1362) 10 (578) 8 (1132) 10 (1143) 6 (1009) 8 (1294) 8 (3503) 9 (3015)

Formerly married 39 (5797) 36 (1950) 40 (6415) 38 (4941) 39 (7574) 38 (8168) 39 (19,786) 38 (15,059)

Married/cohabitating 52 (4636) 54 (2232) 52 (6139) 52 (5659) 54 (7511) 54 (9134) 53 (18,286) 53 (17,025)

Race/ethnicity, % (N)

Non‐Hispanic White 61 (9494) 55 (3292) 75 (10273) 73 (8522) 65 (11,820) 65 (14,027) 66 (31,587) 64 (25,841)

Non‐Hispanic Black 8 (586) 6 (282) 14 (1207) 15 (1102) 16 (2250) 16 (2449) 13 (4043) 13 (3833)

Hispanic 21 (1103) 25 (841) 5 (307) 6 (349) 15 (1416) 15 (1352) 15 (2826) 16 (2542)

Non‐Hispanic other 10 (612) 13 (345) 6 (1899) 6 (1770) 3 (608) 3 (768) 6 (3119) 7 (2883)

Education, % (N)

Less than high school 21 (1453) 21 (601) 20 (1530) 17 (1017) 22 (2440) 20 (2238) 22 (5423) 19 (3856)

High school graduate 23 (3141) 20 (959) 38 (5167) 36 (4068) 32 (5032) 30 (5714) 31 (13,340) 29 (10,741)

More than high school 55 (7201) 59 (3200) 43 (6989) 47 (6658) 46 (8622) 50 (10,644) 48 (22,812) 52 (20,502)

Household income, % (N)

$75000þ 17 (1781) 21 (1092) 9 (1408) 12 (1689) 11 (2016) 13 (2811) 12 (5205) 15 (5592)

<$75000 83 (10,014) 79 (3668) 91 (12,278) 88 (10,054) 89 (14,078) 87 (15,785) 88 (36,370) 85 (29,507)

Health insurance coverage, % (N)

Uninsured 8 (438) 5 (170) 7 (774) 5 (365) 12 (1337) 10 (1422) 10 (2549) 7 (1957)

Insured 92 (11,357) 95 (4590) 93 (12,912) 95 (11,378) 88 (14,757) 90 (17,174) 90 (39,026) 93 (33,142)

Personal health care provider, % (N)

No 8 (645) 9 (348) 8 (887) 7 (777) 11 (1319) 11 (1743) 9 (2851) 10 (2868)

Yes 92 (11,150) 91 (4412) 92 (12,799) 93 (10,966) 89 (14,775) 89 (16,853) 91 (38,724) 90 (32,231)

Self‐rated health, % (N)

Fair/poor 34 (3695) 34 (1504) 36 (4701) 37 (3953) 38 (5550) 39 (6616) 36 (13,955) 38 (12,073)

Good/better 66 (8100) 66 (3256) 64 (8985) 63 (7790) 62 (10,535) 61 (11,980) 64 (27,620) 62 (23,026)

Personal cancer history, % (N)

No 75 (8378) 76 (3581) 77 (10,229) 77 (8816) 75 (11,592) 74 (13,277) 75 (30,199) 75 (25,674)

Yes 25 (3417) 24 (1179) 23 (3457) 23 (2927) 25 (4502) 26 (5319) 25 (11,376) 25 (9425)
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(28%), MEnoSL (23%), and NoME/NoSL (50%). The percent up to

date with USPSTF CRC screening guidelines increased in ME þ SL

states from 72% pre‐policy to 78% post‐policy. Smaller increases

were observed in MEnoSL states (from 68% to 70%) and NoME/NoSL

states (from 71% to 72%).

Age distribution was largely consistent, with approximately two‐
thirds aged 65 or older across all groups. Females represented

approximately 54%–56% of participants, with stable distributions

across policy groups and periods. Marital status showed similar sta-

bility, with approximately 52%–54% married or cohabitating. Race

and ethnicity differed notably by policy group; ME þ SL states had

higher proportions of Hispanic individuals (21%–25%) compared to

MEnoSL (5%–6%) and NoME/NoSL (15%) states. Educational

attainment was highest in ME þ SL states, with 55%–59% having

more than a high school education, compared to 43%–47% in

MEnoSL and 46%–50% in NoME/NoSL states. ME þ SL states had

the highest proportion of household income of $75,000 or more

annually (17%–21%) compared to MEnoSL (9%–12%) and NoME/

NoSL states (11%–13%). Health insurance coverage was consistently

high across all groups (88%–95%). Access to personal health care

providers remained high (89%–93%) across groups. Self‐rated health
status was consistently reported as “Good/Better” by approximately

62%–66% across periods and groups. Approximately a quarter of

respondents reported a personal cancer history across groups and

periods.

State‐level factors showed significant variation; notably, gastro-

enterologist density was highest in ME þ SL states (0.24–0.28 per

10,000 residents) compared to MEnoSL (0.01 per 10,000) and

NoME/NoSL (0.09–0.14 per 10,000) states. Percentages of uninsured

adults declined substantially post‐policy, especially in ME þ SL states

(from 18% to 9%) and MEnoSL states (from 15% to 8%). Medicare

Advantage penetration increased across all groups post‐policy, most
significantly in NoME/NoSL states (from 20% to 29%).

The unadjusted association between policy treatment and percent

up to date with CRC screening, before accounting for individual‐ and
state‐level control variables, is shown in Figure 1. In 2012, CRC

screening was highest in theMEþ SL group, at 74.1%, followed by the

NoME/NoSL group at 70.9%, and the MEnoSL group at 68.1%. These

differences persisted throughout the study period, with the ME þ SL

group consistently exhibiting the highest screening and the MEnoSL

group exhibiting the lowest. By 2018, CRC screening increased in all

groups, with the ME þ SL group reaching 77.4%, the NoME/NoSL

group at 74.5%, and the MEnoSL group at 71.9%.

The adjusted percent up to date with CRC screening in the full

intervention ME þ SL group increased from 72.9% in the pre‐policy
period to 75.8% in the post‐policy period (2.9 percentage point [pp]

difference). Compared to other groups, the full intervention group

exhibited differentially greater CRC screening, pre versus post policy

interventions (Table 2). In particular, the full intervention group had

differentially greater screening compared to the partial intervention

MEnoSL group (adjusted Difference in Difference (aDID), 2.9 pp; 95%

confidence interval [CI], 1.7%–4.0%, p = <.001). Similarly, the full

intervention group had differentially greater screening compared to

the control NoME/NoSL group (aDID, 4.2 pp; 95% CI, 0.9%–7.4%,

p = .018). The percent up‐to‐datewith CRC screening remained nearly
unchanged in MEnoSL states, with a negligible 0.1% increase in the

post‐policy period, which was not statistically significant. In contrast,
the NoME/NoSL group had a 1.2% decrease in the percent up‐to‐date
with CRC screening, which was also not statistically significant.

Results from analyses using multivariable linear probability

models were consistent with those generated from multivariable

logistic regression used in primary analyses (Table S1). Similarly, re-

sults from analyses of a broader study population that included in-

dividuals with income greater 139% of the federal poverty level, as

well as analyses using separate models based on health care access,

T A B L E 1 (Continued)

Variable

ME þ SL MEnoSL NoME/NoSL Total

Pre‐policy Post‐policy Pre‐policy Post‐policy Pre‐policy Post‐policy Pre‐policy Post‐policy

Gastroenterologists per 10,000 residents 0.24 0.28 0.01 0.01 0.14 0.09 0.14 0.12

Uninsured adults (%) 18 9 15 8 25 20 16 14

Medicare Advantage penetration (%) 12 15 21 26 20 29 18 25

Note: Pre‐policy period = 2012–2014; post‐policy period = 2015–2018.

Abbreviations: BRFSS, Behavioral Risk Factor Surveillance System; MEnoSL, Medicaid expansion and no state paid sick leave; ME þ SL, Medicaid

expansion and state paid sick leave; NoME/NoSL, no Medicaid expansion and no state paid sick leave; USPSTF, US Preventive Services Taskforce.

F I GUR E 1 Unadjusted trends in percent up‐to‐date with
colorectal cancer screening by policy treatment group and year:
Behavioral Risk Factor Surveillance System, 2012–2018
(N = 76,674).
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were qualitatively similar and consistent with results from our main

analyses (Tables S2–S4).

We used weighted population size for the full intervention

ME þ SL group, which represented 28% of the population (approxi-

mately 14.8 million individuals); the partial intervention MEnoSL

group, which represented 23% of the population (approximately 12.1

million individuals); and the control NoME/NoSL group, which repre-

sented 49% of the population (approximately 25.9 million individuals)

(Table 3).

CRC screening was 2.9 percentage points greater in ME þ SL

versus MEnoSL states that corresponded to 352,343 greater CRC

screenings, whereas the 4.2 percentage point differentially greater

CRC screening in ME þ SL versus NoME/No SL states corresponded

1,087,140 greater CRC screenings. Combined, these estimates sug-

gest a potential of approximately 1.4 million more screenings in

states that adopted versus did not adopt both Medicaid expansion

and paid sick leave policies.

Combining these values with modeling estimates provided by the

USPSTF, a greater proportion of CRC screenings were associated

with a 34,548 reduction in colorectal cancer deaths (8456 prevented

deaths in ME þ SL versus MEnoSL states and 26,091 prevented

deaths in ME þ SL versus NoME/NoSL states).

DISCUSSION

This study filled key knowledge gaps by quantifying associations

between Medicaid expansion with or without paid sick leave policies,

on CRC screening among screening‐eligible adults. States

implementing both policies exhibited differentially higher percent up

to date with screening compared to states implementing only

Medicaid expansion or neither policy. The complementary effects

observed in this study highlight the critical role of paid sick leave in

enabling individuals to act on the financial access afforded by

Medicaid. Previous research on paid sick leave has shown increases

in health care utilization for services like vaccinations, primary care

visits, and preventive screenings.44,47,48 This study provides new

evidence that these policies achieve greater public health benefit

when implemented together. By tackling both financial and logistical

barriers simultaneously, states with both Medicaid expansion and

paid sick leave achieved significantly higher CRC screening, reflecting

a comprehensive approach to improving preventive care.50–52,55

Our study builds on a robust body of evidence on the role of

Medicaid expansion under the Affordable Care Act (ACA) in

improving health care access and utilization, particularly for low‐
income and vulnerable populations.18–23 Mixed findings from past

research found improved cancer screening and control in Medicaid

expansion states compared to nonexpansion states.24,25,37 Our study

advances this literature by focusing on the added value of combining

Medicaid expansion with paid sick leave policies, which addresses

logistical barriers such as the inability to take time off work for

medical appointments. In the absence of paid sick leave, an

appointment for preventive care when one otherwise feels well

would be more likely to be skipped or postponed compared to acute,

symptomatic concerns. Thus, these policies are particularly timely

and relevant for the uptake of preventive care, given that newer CRC

screening guidelines include a working age group (45–49 years old).

Likewise, these findings align with previous research indicating the

TAB L E 2 Difference‐in‐differences multivariable adjusted estimates of percent up to date with colorectal cancer screening by state
policy group, BRFSS, 2012–2018 (N = 76,674).

Group

Pre‐policy (2012–2014), %
(95% CI)

Post‐policy (2015–2018), %
(95% CI)

Absolute

change, %

Relative change compared to ME þ SL, %

(95% CI) p

ME þ SL 72.9 (72.3–73.5) 75.8 (73.9–77.8) 2.9 Reference

MEnoSL 67.4 (65.9–68.9) 67.5 (64.6–70.3) 0.1 –2.9 (–4.0 to –1.7) <.001

NoME/

NoSL

73.4 (71.6–75.3) 72.2 (69.5–74.9) –1.2 –4.2 (–7.4 to –0.9) .018

Note: Control variables included age, sex, marital status, race and ethnicity, education, household income, health insurance coverage, personal health

care provider, self‐rated health, personal cancer history, gastroenterologists per 10,000 residents, % uninsured adults, and % Medicare Advantage

penetration.

Abbreviations: BRFSS, Behavioral Risk Factor Surveillance System; CI, confidence interval; MEnoSL, Medicaid expansion and no state paid sick leave;

ME þ SL, Medicaid expansion and state paid sick leave; NoME/NoSL, no Medicaid expansion and no state paid sick leave.

TAB L E 3 Estimated colorectal cancer screenings attributable to the combined effect of Medicaid expansion and state paid sick leave.

Policy group Population size Screening % reduction Estimated fewer screenings

ME þ SL 14.8 million Reference N/A

MEnoSL 12.1 million –2.9% 352,343

NoME/NoSL 25.9 million –4.2% 1,087,140

Combined Total 38.0 million 1,439,483

Abbreviations: MEnoSL, Medicaid expansion and no state paid sick leave; ME þ SL = Medicaid expansion and state paid sick leave; NoME/NoSL, no

Medicaid expansion and no state paid sick leave.
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independent and positive effects of health insurance expansions on

preventive care utilization, while also addressing the relatively

understudied role of paid sick leave in improving access to cancer

screening.33–35

These findings underscore the importance for policymakers to

explore, test, and adopt strategies that improve health outcomes by

addressing multiple barriers to health care access. For instance, the

estimated 1.4 million more screenings and 33,000 potentially pre-

ventable CRC screening‐related deaths emphasize the critical role of
policies such as Medicaid expansion and paid sick leave in achieving

national public health goals, such as those outlined in Healthy People

2030.

Our findings also suggest that such policy strategies should be

multi‐pronged. In our analysis, the combination ofMedicaid expansion

and paid sick leave was associated with differentially greater percent

up to date with CRC screening than Medicaid expansion alone.

Although Medicaid expansion addresses financial barriers to care, it

fails to eliminate logistical barriers, particularly for hourly workers

who may not have the flexibility to attend medical appointments or

procedures in the case of a colonoscopy. Another logistical barrier for

endoscopy is the common requirement for patients to secure a ride

home from a family member or friend, who may have to take time off

work and could use paid sick leave as well. The notion that such pol-

icies can complement each other and address different types of access

barriers is consistentwith the additive nature of associations observed

in our analysis for the partial versus full treatment groups.

This study had limitations. Although the DiD approach and

multivariable analyses helped reduce the risk of confounding, this

analysis was still subject to unmeasured confounders, as with all

observational analyses. The study used respondent self‐reported
data, which may be subject to recall or social desirability bias.

However, a recent study comparing BRFSS with other national sur-

veys found that the differences in estimates were minimal and not

substantively meaningful for public health surveillance.68 The BRFSS

combines screening and diagnostic tests without differentiating be-

tween them, which may overestimate true screening prevalence as

defined by the USPSTF guidelines. Related, using the “up‐to‐date”
CRC screening measure, which includes past and recent screenings,

may miss policy‐driven changes in current behavior. This study

included a select number of states with clear policy contrasts to

strengthen internal validity, findings may have limited generalizability

to other states with different socioeconomic or health care contexts.

Although our analysis yields valuable insight from the pre‐pandemic
period, relationships between policies and screening s in post‐COVID
settings should be explored once more years of data are available.

An unexpected finding was the lower percent up to date with

CRC screening in Medicaid expansion but no paid sick leave states

(MEnoSL) compared to no Medicaid expansion (noME/noSL) and no

sick leave. Although we controlled for gastroenterologist density and

the health insurance market, other unmeasured state or local level

factors not captured in the available data sets such as economic

conditions, local health care infrastructure and practices, or

workplace policies, may influence CRC screening and how they

interact with Medicaid expansion and paid sick leave policies. Future

research could explore these unmeasured factors.

Future research should explore the long‐term effects of

Medicaid expansion and paid sick leave on CRC outcomes, including

early detection, survival rates, and health care costs. Additional

studies are needed to assess whether other policy interventions, such

as workplace protections, interact with Medicaid expansion and paid

sick leave to influence preventive care utilization. Such research

could help identify populations most likely to benefit from these

policies, enabling more tailored interventions. Qualitative studies

could provide deeper insights into how individuals perceive and

navigate these policies. Understanding the lived experiences of those

affected by Medicaid expansion and paid sick leave could inform

strategies to address remaining barriers and enhance the effective-

ness of these policies.69 Cost‐effectiveness analyses could help

quantify the economic benefits of adopting these policies on a na-

tional scale, balancing the upfront costs against potential savings

from improved health outcomes and reduced health care utilization.

Finally, the dynamics observed for CRC screening could be explored

in future work assessing other types of care, such as screening for

other types of cancer or other preventive services.

This study demonstrates the potential benefits of combined ef-

fects of state Medicaid expansion with or without paid sick leave

policies on CRC screening. By addressing both financial and logistical

barriers to care, the combination of both policies can represent a

promising approach for reducing structural barriers to health care

access. Beyond prompting several areas for future research, these

findings emphasize the need for policymakers to explore multiple

policy solutions to achieve significant gains in preventive care utili-

zation and desired health outcomes such as preventable deaths.

AUTHOR CONTRIBUTIONS

Jim P. Stimpson: Conceptualization; formal analysis; writing—original

draft; writing—review and editing; funding acquisition; and method-

ology. Joshua M. Liao: Methodology; writing—review and editing; and

conceptualization. Anna M. Morenz: Conceptualization and writing—

review and editing. Joseph H. Joo: Writing—review and editing.

Fernando A. Wilson: Methodology and writing—review and editing

ACKNOWLEDGMENTS

For this study, Jim P. Stimpson and Fernando A. Wilson were sup-

ported by the American Cancer Society (DBG‐23‐1155771‐01‐
HOPS). The content is solely the responsibility of the authors and

does not necessarily represent the official views of the ACS. The

funders had no role in study design, data analysis, decision to publish,

or preparation of the manuscript. This is an observational study that

used publicly available data. The university institutional review board

has confirmed that no ethical approval is required.

CONFLICT OF INTEREST STATEMENT

The authors declare no conflicts of interest.

STIMPSON ET AL. - 7 of 10



DATA AVAILABILITY STATEMENT

The Behavioral Risk Factor Surveillance System data are publicly

available from the National Center for Health Statistics at https://

www.cdc.gov/brfss, which includes detailed information about the

survey. The AHRF data are publicly available from the Health Re-

sources & Services Administration at https://data.hrsa.gov/topics/

health‐workforce/ahrf. The Kaiser Family Foundation data are pub-

licly available at https://www.kff.org/status‐of‐state‐medicaid‐
expansion‐decisions/. The National Conference of State Legislatures
data are publicly available from https://www.ncsl.org/labor‐and‐
employment/paid‐sick‐leave. The Better Balance data are publicly

available from A Better Balance at https://www.abetterbalance.org/

paid‐sick‐time‐laws/.

ORCID

Jim P. Stimpson https://orcid.org/0000-0002-1266-9436

Joseph H. Joo https://orcid.org/0000-0002-3073-0237

REFERENCES

1. Cronin KA, Scott S, Firth AU, et al. Annual report to the nation on

the status of cancer, part 1: National Cancer Statistics. Cancer.
2022;128(24):4251‐4284. doi:10.1002/cncr.34479

2. Bray F, Laversanne M, Sung H, et al. Global cancer statistics 2022:

GLOBOCAN estimates of incidence and mortality worldwide for 36

cancers in 185 countries. CA Cancer J Clin. 2024;74(3):229‐263.
doi:10.3322/caac.21834

3. Tan JY, Yeo Y, Ng WL, Fong ZV, Brady JT. How have US colorectal

cancer mortality trends changed in the past 20 years? Int J Cancer.
2024;155(3):493‐500. doi:10.1002/ijc.34926

4. Siegel RL, Giaquinto AN, Jemal A. Cancer statistics, 2024. CA Cancer
J Clin. 2024;74(1):12‐49. doi:10.3322/caac.21820

5. Stock C, Knudsen AB, Lansdorp‐Vogelaar I, Haug U, Brenner H.

Colorectal cancer mortality prevented by use and attributable to

nonuse of colonoscopy. Gastrointest Endosc. 2011;73(3):435‐443.e5.
doi:10.1016/j.gie.2010.12.005

6. Doubeni CA, Fedewa SA, Levin TR, et al. Modifiable failures in the

colorectal cancer screening process and their association with risk of

death. Gastroenterology. 2019;156(1):63‐74.e6. doi:10.1053/j.gastro.
2018.09.040

7. Smith R, Chen K, Winner D, Friedhoff S, Wardle C. A systematic

review of COVID‐19 misinformation interventions: lessons learned.

Health Aff (Millwood). 2023;42(12):1738‐1746. doi:10.1377/hlthaff.
2023.00717

8. Gopalani SV, Soman A, Shapiro JA, et al. Breast, cervical, and colo-

rectal cancer screening test use in the US territories of Guam,

Puerto Rico, and the US Virgin Islands. Cancer Epidemiol.
2023;84:102371. doi:10.1016/j.canep.2023.102371

9. Nishihara R, Wu K, Lochhead P, et al. Long‐term colorectal‐cancer
incidence and mortality after lower endoscopy. N Engl J Med.
2013;369(12):1095‐1105. doi:10.1056/NEJMoa1301969

10. Holden DJ, Jonas DE, Porterfield DS, Reuland D, Harris R. System-

atic review: enhancing the use and quality of colorectal cancer

screening. Ann Intern Med. 2010;152(10):668‐676. doi:10.7326/
0003‐4819‐152‐10‐201005180‐00239

11. Sedani AE, Gomez SL, Lawrence WR, Moore JX, Brandt HM, Rogers

CR. Social risks and nonadherence to recommended cancer

screening among US adults. JAMA Netw Open. 2025;8(1):e2449556.
doi:10.1001/jamanetworkopen.2024.49556

12. Hall IJ, Tangka FKL, Sabatino SA, Thompson TD, Graubard BI, Breen

N. Patterns and trends in cancer screening in the United States. Prev
Chronic Dis. 2018;15:E97. doi:10.5888/pcd15.170465

13. Ola I, Cardoso R, Hoffmeister M, Brenner H. Utilization of colorectal

cancer screening tests: a systematic review and time trend analysis

of nationally representative data. eClinicalMedicine.
2024;75:102783. doi:10.1016/j.eclinm.2024.102783

14. Office of Disease Prevention and Health Promotion. Healthy people.

2030. Accessed January 14, 2025. https://odphp.health.gov/

healthypeople/objectives‐and‐data/browse‐objectives/cancer
15. Star J, Bandi P, Siegel RL, et al. Cancer screening in the United States

during the second year of the COVID‐19 pandemic. J Clin Orthod.
2023;41(27):4352‐4359. doi:10.1200/JCO.22.02170

16. Islami F, Baeker Bispo J, Lee H, et al. American Cancer Society’s

report on the status of cancer disparities in the United States, 2023.

CA Cancer J Clin. 2024;74(2):136‐166. doi:10.3322/caac.21812
17. Stimpson JP, Pagán JA, Chen LW. Reducing racial and ethnic dis-

parities in colorectal cancer screening is likely to require more than

access to care. Health Aff (Millwood). 2012;31(12):2747‐2754. doi:10.
1377/hlthaff.2011.1290

18. Guth M, Garfield R, Rudowitz R. The effects of Medicaid expansion
under the ACA: studies from January 2014 to January 2020. Kaiser
Family Foundation; 2020. Accessed April 15, 2025. https://www.kff.

org/medicaid/report/the‐effects‐of‐medicaid‐expansion‐under‐the‐
aca‐updated‐findings‐from‐a‐literature‐review/

19. Mazurenko O, Balio CP, Agarwal R, Carroll AE, Menachemi N. The

effects of Medicaid expansion under the ACA: a systematic review.

Health Aff (Millwood). 2018;37(6):944‐950. doi:10.1377/hlthaff.2017.
1491

20. Sun EP, Guglielminotti J, Chihuri S, Li G. Association of Medicaid

expansion under the Affordable Care Act with perinatal care access

and utilization among low‐income women: a systematic review and

meta‐analysis. Obstet Gynecol. 2022;139(2):269‐276. doi:10.1097/
AOG.0000000000004647

21. Wherry LR. State Medicaid expansions for parents led to increased

coverage and prenatal care utilization among pregnant mothers.

Health Serv Res. 2018;53(5):3569‐3591. doi:10.1111/1475‐6773.
12820

22. Glied SA, Collins SR, Lin S. Did the ACA lower Americans’ Financial

barriers to health care? Health Aff. (Millwood). 2020;39(3):379‐386.
doi:10.1377/hlthaff.2019.01448

23. Song S, Kucik JE. Trends in the impact of Medicaid expansion on the

use of clinical preventive services. Am J Prev Med. 2022;62(5):752‐
762. doi:10.1016/j.amepre.2021.11.002

24. Moss HA, Wu J, Kaplan SJ, Zafar SY. The Affordable Care Act’s

Medicaid expansion and impact along the cancer‐care continuum: a
systematic review. J Natl Cancer Inst. 2020;112(8):779‐791. doi:10.
1093/jnci/djaa043

25. Ermer T, Walters SL, Canavan ME, et al. Understanding the impli-

cations of Medicaid expansion for cancer care in the US: a review.

JAMA Oncol. 2022;8(1):139‐148. doi:10.1001/jamaoncol.2021.4323
26. Griffith KN, Bor JH. Changes in health care access, behaviors, and

self‐reported health among low‐income US adults through the

fourth year of the Affordable Care Act. Med Care. 2020;58(6):574‐
578. doi:10.1097/MLR.0000000000001321

27. Zhao J, Han X, Nogueira L, Hyun N, Jemal A, Yabroff KR. Association

of state Medicaid income eligibility limits and long‐term survival

after cancer diagnosis in the United States. JCO Oncol Pract.
2022;18(6):e988‐e999. doi:10.1200/OP.21.00631

28. Nguyen KH, Sommers BD. Access and quality of care by insurance

type for low‐incomeadults before theAffordableCareAct.Am J Public
Health. 2016;106(8):1409‐1415. doi:10.2105/AJPH.2016.303156

29. Moy B, Polite BN, Halpern MT, et al. American Society of Clinical

Oncology policy statement: opportunities in the Patient Protection

and Affordable Care Act to reduce cancer care disparities. J Clin
Orthod. 2011;29(28):3816‐3824. doi:10.1200/JCO.2011.35.8903

30. Levy AR, Bruen BK, Ku L. Health care reform and women’s insurance

coverage for breast and cervical cancer screening. Prev Chronic Dis.
2012;9:120069. doi:10.5888/pcd9.120069

8 of 10 - MEDICAID, PAID SICK LEAVE, AND CRC SCREENING

https://www.cdc.gov/brfss
https://www.cdc.gov/brfss
https://data.hrsa.gov/topics/health-workforce/ahrf
https://data.hrsa.gov/topics/health-workforce/ahrf
https://www.kff.org/status-of-state-medicaid-expansion-decisions/
https://www.kff.org/status-of-state-medicaid-expansion-decisions/
https://www.ncsl.org/labor-and-employment/paid-sick-leave
https://www.ncsl.org/labor-and-employment/paid-sick-leave
https://www.abetterbalance.org/paid-sick-time-laws/
https://www.abetterbalance.org/paid-sick-time-laws/
https://orcid.org/0000-0002-1266-9436
https://orcid.org/0000-0002-1266-9436
https://orcid.org/0000-0002-3073-0237
https://orcid.org/0000-0002-3073-0237
https://doi.org/10.1002/cncr.34479
https://doi.org/10.3322/caac.21834
https://doi.org/10.1002/ijc.34926
https://doi.org/10.3322/caac.21820
https://doi.org/10.1016/j.gie.2010.12.005
https://doi.org/10.1053/j.gastro.2018.09.040
https://doi.org/10.1053/j.gastro.2018.09.040
https://doi.org/10.1377/hlthaff.2023.00717
https://doi.org/10.1377/hlthaff.2023.00717
https://doi.org/10.1016/j.canep.2023.102371
https://doi.org/10.1056/NEJMoa1301969
https://doi.org/10.7326/0003-4819-152-10-201005180-00239
https://doi.org/10.7326/0003-4819-152-10-201005180-00239
https://doi.org/10.1001/jamanetworkopen.2024.49556
https://doi.org/10.5888/pcd15.170465
https://doi.org/10.1016/j.eclinm.2024.102783
https://odphp.health.gov/healthypeople/objectives-and-data/browse-objectives/cancer
https://odphp.health.gov/healthypeople/objectives-and-data/browse-objectives/cancer
https://doi.org/10.1200/JCO.22.02170
https://doi.org/10.3322/caac.21812
https://doi.org/10.1377/hlthaff.2011.1290
https://doi.org/10.1377/hlthaff.2011.1290
https://www.kff.org/medicaid/report/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review/
https://www.kff.org/medicaid/report/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review/
https://www.kff.org/medicaid/report/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review/
https://doi.org/10.1377/hlthaff.2017.1491
https://doi.org/10.1377/hlthaff.2017.1491
https://doi.org/10.1097/AOG.0000000000004647
https://doi.org/10.1097/AOG.0000000000004647
https://doi.org/10.1111/1475-6773.12820
https://doi.org/10.1111/1475-6773.12820
https://doi.org/10.1377/hlthaff.2019.01448
https://doi.org/10.1016/j.amepre.2021.11.002
https://doi.org/10.1093/jnci/djaa043
https://doi.org/10.1093/jnci/djaa043
https://doi.org/10.1001/jamaoncol.2021.4323
https://doi.org/10.1097/MLR.0000000000001321
https://doi.org/10.1200/OP.21.00631
https://doi.org/10.2105/AJPH.2016.303156
https://doi.org/10.1200/JCO.2011.35.8903
https://doi.org/10.5888/pcd9.120069


31. Sabik LM, Adunlin G. The ACA and cancer screening and diagnosis.

Cancer J . 2017;23(3):151‐162. doi:10.1097/PPO.000000000
0000261

32. Lyu W, Wehby GL. The impacts of the ACA Medicaid expansions on

cancer screening use by primary care provider supply. Med Care.
2019;57(3):202‐207. doi:10.1097/MLR.0000000000001053

33. Zhao J, Han X, Nogueira L, et al. Health insurance status and cancer

stage at diagnosis and survival in the United States. CA Cancer J Clin.
2022;72(6):542‐560. doi:10.3322/caac.21732

34. Ward E, Halpern M, Schrag N, et al. Association of insurance with

cancer care utilization and outcomes. CA Cancer J Clin. 2008;58(1):9‐
31. doi:10.3322/CA.2007.0011

35. Abdelsattar ZM, Hendren S, Wong SL. The impact of health insur-

ance on cancer care in disadvantaged communities. Cancer.
2017;123(7):1219‐1227. doi:10.1002/cncr.30431

36. Wright BJ, Conlin AK, Allen HL, Tsui J, Carlson MJ, Li HF. What does

Medicaid expansion mean for cancer screening and prevention? Re-

sults from a randomized trial on the impacts of acquiring Medicaid

coverage. Cancer. 2016;122(5):791‐797. doi:10.1002/cncr.29802
37. Nathan NH, Bakhsheshian J, Ding L, Mack WJ, Attenello FJ. Evalu-

ating Medicaid expansion benefits for patients with cancer: National

Cancer Database analysis and systematic review. J Cancer Policy.
2021;29:100292. doi:10.1016/j.jcpo.2021.100292

38. Preston MA, Amoli MM, Chukmaitov AS, Krist AH, Dahman B. The

impact of the affordable care act and Medicaid expansion on colo-

rectal cancer screening: evidence from the 5th year of Medicaid

expansion. Cancer Med. 2024;13(7):e7054. doi:10.1002/cam4.7054
39. Qian Z, Chen X, Pucheril D, et al. Long‐term impact of Medicaid

expansion on colorectal cancer screening in its targeted population.

Dig Dis Sci. 2023;68(5):1780‐1790. doi:10.1007/s10620‐022‐
07797‐x

40. Zerhouni YA, Trinh QD, Lipsitz S, et al. Effect of Medicaid expansion

on colorectal cancer screening rates. Dis Colon Rectum.
2019;62(1):97‐103. doi:10.1097/DCR.0000000000001260

41. Fedewa SA, Yabroff KR, Smith RA, Goding Sauer A, Han X, Jemal A.

Changes in breast and colorectal cancer screening after Medicaid

expansion under the Affordable Care Act. Am J Prev Med.
2019;57(1):3‐12. doi:10.1016/j.amepre.2019.02.015

42. Hendryx M, Luo J. Increased cancer screening for low‐income adults
under the Affordable Care Act Medicaid expansion. Med Care.
2018;56(11):944‐949. doi:10.1097/MLR.0000000000000984

43. Hotca A, Bloom JR, Runnels J, et al. The impact of Medicaid

expansion on patients with cancer in the United States: a review.

Curr Oncol. 2023;30(7):6362‐6373. doi:10.3390/curroncol30070469
44. Lamsal R, Napit K, Rosen AB, Wilson FA. Paid sick leave and

healthcare utilization in adults: a systematic review and meta‐
analysis. Am J Prev Med. 2021;60(6):856‐865. doi:10.1016/j.
amepre.2021.01.009

45. DeRigne L, Stoddard‐Dare P, Quinn LM, Collins C. How many paid

sick days are enough? J Occup Environ Med. 2018;60(6):481‐489.
doi:10.1097/JOM.0000000000001300

46. Heymann J, Rho HJ, Schmitt J, Earle A. Ensuring a healthy and

productive workforce: comparing the generosity of paid sick day and

sick leave policies in 22 countries. Int J Health Serv. 2010;40(1):1‐22.
doi:10.2190/HS.40.1.a

47. Ko H, Glied SA. Associations between a New York City paid sick

leave mandate and health care utilization among Medicaid benefi-

ciaries in New York City and New York State. JAMA Health Forum.
2021;2(5):e210342. doi:10.1001/jamahealthforum.2021.0342

48. Hegland TA, Berdahl TA. High job flexibility and paid sick leave in-

crease health care access and use among US workers: study exam-

ines the effect of job flexibility and paid sick leave on health care

access and use among US workers. Health Aff. 2022;41(6):873‐882.
doi:10.1377/hlthaff.2021.01876

49. Slopen M. The impact of paid sick leave mandates on women’s

employment and economic security. J Policy Anal Manage.
2024;43(4):1129‐1151. doi:10.1002/pam.22582

50. Zheng Z, Fedewa SA, Islami F, et al. Paid sick leave among working

cancer survivors and its associations with use of preventive services

in the United States. J Natl Compr Cancer Netw. 2022;20(11):1244‐
1254.e3. doi:10.6004/jnccn.2022.7058

51. Hammig B, Bouza B. Paid sick leave benefits and adherence to

recommended screening tests among male labor workers in the

United States. J Occup Environ Med. 2019;61(2):102‐106. doi:10.
1097/JOM.0000000000001481

52. Wilson FA, Wang Y, Stimpson JP. The role of sick leave in increasing

breast cancer screening among female employees in the US. J Cancer
Policy. 2014;2(3):89‐92. doi:10.1016/j.jcpo.2014.07.003

53. Wilson FA, Wang Y, Stimpson JP. Universal paid leave increases

influenza vaccinations among employees in the US. Vaccine.
2014;32(21):2441‐2445. doi:10.1016/j.vaccine.2014.02.084

54. Peipins LA, Soman A, Berkowitz Z, White MC. The lack of paid sick

leave as a barrier to cancer screening and medical care‐seeking:
results from the National Health Interview Survey. BMC Public
Health. 2012;12(1):520. doi:10.1186/1471‐2458‐12‐520

55. Callison K, Pesko MF, Phillips S, Sosa JA. Cancer screening after the

adoption of paid‐sick‐leave mandates. N Engl J Med.
2023;388(9):824‐832. doi:10.1056/NEJMsa2209197

56. Pomeranz JL, Silver D, Lieff SA, Pagán JA. State paid sick leave and

paid sick‐leave preemption laws across 50 U.S. states, 2009–2020.

Am J Prev Med. 2022;62(5):688‐695. doi:10.1016/j.amepre.2021.
11.018

57. Centers for Disease Control. Behavioral Risk Factor Surveillance

System. Accessed April 15, 2025. https://www.cdc.gov/brfss/index.

html

58. Health Resources & Services Administration. Area health resources

files. Accessed April 15, 2025. https://data.hrsa.gov/topics/health‐
workforce/ahrf

59. A Better Balance. Interactive overview of paid sick time laws in the

United States. Accessed April 15, 2025. https://www.abetterbalance.

org/paid‐sick‐time‐laws/
60. Kaiser Family Foundation. Status of State Medicaid Expansion De-

cisions. Accessed April 15, 2025. https://www.kff.org/status‐of‐
state‐medicaid‐expansion‐decisions/

61. National Conference of State Legislatures. Paid sick leave. Accessed

April 15, 2025. https://www.ncsl.org/labor‐and‐employment/paid‐
sick‐leave

62. Hill G. How did the COVID‐19 pandemic affect healthcare spending?
US Bureau of Labor Statistics. 2023;12(14). Accessed April 15, 2025.

https://www.bls.gov/opub/btn/volume‐12/how‐did‐the‐covid‐19‐
pandemic‐affect‐healthcare‐spending.htm

63. Moynihan R, Sanders S, Michaleff ZA, et al. Impact of COVID‐19
pandemic on utilisation of healthcare services: a systematic re-

view. BMJ Open. 2021;11(3):e045343. doi:10.1136/bmjopen‐2020‐
045343

64. Davidson KW, Davidson KW, Barry MJ, et al. Screening for colo-

rectal cancer: US Preventive Services Task Force recommendation

statement. JAMA. 2021;325(19):1965. doi:10.1001/jama.2021.6238
65. Feyman Y, Pizer SD, Shafer PR, Frakt AB, Garrido MM. Measuring

restrictiveness of Medicare Advantage networks: a claims‐based
approach. Health Serv Res. 2024;59(1):e14255. doi:10.1111/1475‐
6773.14255

66. Duggan C, Beckman AL, Ganguli I, et al. Evaluation of low‐value
services across major Medicare Advantage insurers and traditional

STIMPSON ET AL. - 9 of 10

https://doi.org/10.1097/PPO.0000000000000261
https://doi.org/10.1097/PPO.0000000000000261
https://doi.org/10.1097/MLR.0000000000001053
https://doi.org/10.3322/caac.21732
https://doi.org/10.3322/CA.2007.0011
https://doi.org/10.1002/cncr.30431
https://doi.org/10.1002/cncr.29802
https://doi.org/10.1016/j.jcpo.2021.100292
https://doi.org/10.1002/cam4.7054
https://doi.org/10.1007/s10620-022-07797-x
https://doi.org/10.1007/s10620-022-07797-x
https://doi.org/10.1097/DCR.0000000000001260
https://doi.org/10.1016/j.amepre.2019.02.015
https://doi.org/10.1097/MLR.0000000000000984
https://doi.org/10.3390/curroncol30070469
https://doi.org/10.1016/j.amepre.2021.01.009
https://doi.org/10.1016/j.amepre.2021.01.009
https://doi.org/10.1097/JOM.0000000000001300
https://doi.org/10.2190/HS.40.1.a
https://doi.org/10.1001/jamahealthforum.2021.0342
https://doi.org/10.1377/hlthaff.2021.01876
https://doi.org/10.1002/pam.22582
https://doi.org/10.6004/jnccn.2022.7058
https://doi.org/10.1097/JOM.0000000000001481
https://doi.org/10.1097/JOM.0000000000001481
https://doi.org/10.1016/j.jcpo.2014.07.003
https://doi.org/10.1016/j.vaccine.2014.02.084
https://doi.org/10.1186/1471-2458-12-520
https://doi.org/10.1056/NEJMsa2209197
https://doi.org/10.1016/j.amepre.2021.11.018
https://doi.org/10.1016/j.amepre.2021.11.018
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/brfss/index.html
https://data.hrsa.gov/topics/health-workforce/ahrf
https://data.hrsa.gov/topics/health-workforce/ahrf
https://www.abetterbalance.org/paid-sick-time-laws/
https://www.abetterbalance.org/paid-sick-time-laws/
https://www.kff.org/status-of-state-medicaid-expansion-decisions/
https://www.kff.org/status-of-state-medicaid-expansion-decisions/
https://www.ncsl.org/labor-and-employment/paid-sick-leave
https://www.ncsl.org/labor-and-employment/paid-sick-leave
https://www.bls.gov/opub/btn/volume-12/how-did-the-covid-19-pandemic-affect-healthcare-spending.htm
https://www.bls.gov/opub/btn/volume-12/how-did-the-covid-19-pandemic-affect-healthcare-spending.htm
https://doi.org/10.1136/bmjopen-2020-045343
https://doi.org/10.1136/bmjopen-2020-045343
https://doi.org/10.1001/jama.2021.6238
https://doi.org/10.1111/1475-6773.14255
https://doi.org/10.1111/1475-6773.14255


Medicare. JAMA Netw Open. 2024;7(11):e2442633. doi:10.1001/
jamanetworkopen.2024.42633

67. Boudreau E, Schwartz R, Schwartz AL, et al. Comparison of low‐
value services among Medicare Advantage and traditional Medi-

care beneficiaries. JAMA Health Forum. 2022;3(9):e222935. doi:10.
1001/jamahealthforum.2022.2935

68. Hsia J, Zhao G, Town M, et al. Comparisons of estimates from the

Behavioral Risk Factor Surveillance System and other national

health surveys, 2011−2016. Am J Prev Med. 2020;58(6):e181‐e190.
doi:10.1016/j.amepre.2020.01.025

69. Gilchrist A, Fernando GVMC, Holland P, Ahmed F. Factors affecting

women’s access to primary care in the United States since the

Affordable Care Act: a mixed‐methods systematic review. PLoS One.
2024;19(12):e0314620. doi:10.1371/journal.pone.0314620

SUPPORTING INFORMATION

Additional supporting information can be found online in the Sup-

porting Information section at the end of this article.

How to cite this article: Stimpson JP, Liao JM, Morenz AM,

Joo JH, Wilson FA. A difference‐in‐differences analysis of
Medicaid expansion and state paid sick leave laws on

colorectal cancer screening. Cancer. 2025;e35904. doi:10.

1002/cncr.35904

10 of 10 - MEDICAID, PAID SICK LEAVE, AND CRC SCREENING

https://doi.org/10.1001/jamanetworkopen.2024.42633
https://doi.org/10.1001/jamanetworkopen.2024.42633
https://doi.org/10.1001/jamahealthforum.2022.2935
https://doi.org/10.1001/jamahealthforum.2022.2935
https://doi.org/10.1016/j.amepre.2020.01.025
https://doi.org/10.1371/journal.pone.0314620
https://doi.org/10.1002/cncr.35904
https://doi.org/10.1002/cncr.35904

	A difference‐in‐differences analysis of Medicaid expansion and state paid sick leave laws on colorectal cancer screening
	INTRODUCTION
	MATERIALS AND METHODS
	Data sources
	Study population and study periods
	Measures
	Covariates

	Statistical analysis

	RESULTS
	DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT


