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Introduction and Policy Context
Pursuant to Minn. Stat. § 62J.26, subd. 3, the Minnesota Department of Commerce has been requested to
perform an evaluation of Senate File 97. The purpose of the evaluation is to provide the legislature with a
detailed analysis of the potential impacts of any mandated health benefit proposal. Senate File 97 was first
introduced during the 2021-2022 legislative session and meets the definition of a mandated health benefit
proposal under Minn. Stat. §62J.26., which indicates the following criteria:
A mandated health benefit proposal" or "proposal" means a proposal that would statutorily require a
health plan company to do the following:
(i) provide coverage or increase the amount of coverage for the treatment of a particular disease,
condition, or other health care need;
(ii) provide coverage or increase the amount of coverage of a particular type of health care treatment or
service or of equipment, supplies, or drugs used in connection with a health care treatment or service;
(iii) provide coverage for care delivered by a specific type of provider;
(iv) require a particular benefit design or impose conditions on cost-sharing for:
(A) the treatment of a particular disease, condition, or other health care need;
(B) a particular type of health care treatment or service; or
(C) the provision of medical equipment, supplies, or a prescription drug used in connection with treating
a particular disease, condition, or other health care need; or
(v) impose limits or conditions on a contract between a health plan company and a health care provider.
"Mandated health benefit proposal" does not include health benefit proposals amending the scope of
practice of a licensed health care professional.
Commerce is required to consult with the Departments of Health (MDH) and Management and Budget (MMB).
Per statute, evaluations must focus on the following areas:
•
•
•
•

Scientific and medical information regarding the proposal, including potential for benefit and harm
Overall public health and economic impact
Background on the extent to which services/items in the proposal are utilized by the population
Information on the extent to which service/items in the proposal are already covered by health
plans, and to which health plans the proposal would impact

•
•

Cost considerations regarding the potential of the proposal to increase cost of care, as well as its
potential to increase enrollee premiums in impacted health plans
The cost to the State if the proposal is determined to be a mandated benefit under the Affordable
Care Act (ACA)

Bill Requirements and Impact
Senate File 97 requires regulated health plans in Minnesota to provide coverage for lymphedema treatment
including 1) complex decongestive therapy, 2) outpatient self-management training and education during
treatment, 3) compression treatment items. The Department assumes that there are no additional services or
items expected to be covered by health plans for lymphedema treatment other than what is explicitly indicated
in the language of the bill.
The full text of the bill is available in the Appendix of this document.
Requirements under SF97 would apply to all fully insured health plans regulated in Minnesota, which is
approximately 20 percent of the overall covered market. The bill also applies to the State Employee Group
Insurance Program (SEGIP). The requirements would not apply to self-insured employer plans, grandfathered
plans, and public plans such as medical assistance and MinnesotaCare, and Medicare and Medicare
supplemental policies. Figure 1 shows a breakdown of health insurance coverage in Minnesota by type
(including uninsured).
Figure 1. Minnesota Insurance Coverage 2019
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Source: Minnesota Department of Health. Chartbook Section 2. Trends and Variations in Health Insurance Coverage. Accessed at
https://www.health.state.mn.us/data/economics/chartbook/docs/section2.pdf.

State and Federal Law
This evaluation considers the interaction between state and federal law—specifically as it pertains to the
potential for the bill to be considered a state benefit mandate understood under Section 1311(d)(3) of the ACA
(45 CFR § 155.170), which indicates that new mandates related to specific care, treatment, or services not
offered under the general essential health benefits (EHB) package in the state prior to January 1, 2012 must
have associated costs defrayed by the state. The state is only required to defray associated costs that would not
have been provided by the health carrier without the requirements of the new mandate.
Per the EHB final rule1, costs associated with benefit mandates passed prior to or on December 31, 2011 do not
need to be defrayed by the state.

Evaluation of Mandated Health Benefit Proposal
The Department’s evaluation of SF97 includes the following elements to meet criteria under Minn. Stat. §62J.26:
•
•
•
•
•
•

Solicitation of feedback from potential stakeholders by publishing a request for information notice in the
State Register
Scoping review of available literature in existing databases
Hybrid umbrella/systematic literature review of available resources
Consultation with the Department of Health and Minnesota Management and Budget (MMB)
Solicitation of comments from health plans, including request for actuarial analysis
Internal actuarial analysis

Additional information regarding the Department’s literature review and search criteria may be found in the
Appendix.
In the Department’s evaluation, the requirements of SF97 do not constitute a benefit mandate requiring state
defrayal of associated costs, as understood under the ACA.2 The bill does not establish any new benefit related
to specific care, treatment or services not already covered by the benchmark plan, and thus does not constitute
a new benefit mandate requiring defrayal by the state under federal regulations.
The Department’s conclusion is consistent with previous analyses of potential state mandated benefits in
previous legislative sessions. While a mandated health benefit proposal may contain language that is related to
care and treatment of a specific health condition, it is necessary to consider if the mandated health benefit
proposal contains new benefits not already covered under state’s benchmark plan. If the services/items are not
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45 CFR Parts 147, 155, and 156 Patient Protection and Affordable Care Act; Standards Related to Essential Health Benefits, Actuarial
Value, and Accreditation; Final Rule. Accessed at https://www.govinfo.gov/content/pkg/FR-2013-02-25/pdf/2013-04084.pdf.
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45 CFR § 155.70. Additional required benefits. Accessed at: https://www.law.cornell.edu/cfr/text/45/155.170

currently covered or have not been covered by the benchmark plan previously, then there is reason to conclude
that the proposal is a new state mandated benefit, requiring defrayal of cost from the state.
The Department illustrates this conclusion with previous analyses of two specific pieces of proposed legislation
during the 2019 Minnesota legislative session—specifically Senate File 1038 and House File 306.
Senate File 1038 established requirements for health plans to provide coverage to enrollees for breast
tomosynthesis (3-D mammography services) in a manner consistent with other preventive care services under
the ACA. The ACA generally identifies preventive care services as those that have an “A” or “B” rating by the
United States Preventive Services Task Force (USPSTF) or have been evaluated and recommended by the Health
Resources Services Administration (HRSA). Neither entity has listed breast tomosynthesis as a recommended
preventive screening service.
The services listed in SF1038 had been generally covered under most health plans, including the benchmark
plan, but at a non-preventive level. The passage of SF1038 did not constitute a new state mandated benefit in
the Department’s analysis3, as the bill’s requirements only altered the cost-sharing arrangement of an existing
benefit under regulated plans, rather than adding an entirely new and previously uncovered benefit.
House File 306 established coverage requirements for health plans to provide treatment related to pediatric
autoimmune neuropsychiatric disorders associated with streptococcal infections (PANDAS) and pediatric acuteonset neuropsychiatric syndrome (PANS). The bill established coverage requirements for outpatient mental
health services, prescription drugs, and intravenous immunoglobulin services. While some health insurers
covered certain prescription drugs, services or therapies in conformity with Minnesota’s benchmark plan,
Commerce determined the proposal was a new state-mandated benefit as defined under the ACA because it
imposed new coverage requirements on health insurers.
The provisions of SF97 do not mandate benefits that have not previously been, or are not currently, covered
under the Minnesota benchmark plan. The rationale for SF97 not being considered a new state mandated
benefit under the ACA is based entirely on how coverage is already provided by the benchmark and other ACAcompliant health plans in the state, and is consistent with previous Department analysis.

Scientific and Medical Analysis
Scientific and Medical Background
Lymphedema refers to localized swelling in the body caused by accumulation of lymphatic fluid. Lymphedema
may be primary or secondary. Primary lymphedema is characterized by an inherited or congenital malformation
of the lymphatic system. Secondary lymphedema occurs as a result of injury to the lymphatic system, generally
caused by cancer or treatment of cancer.
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Most recent figures estimate 1 in 100,000 individuals in the U.S. have primary lymphedema and 10 in 100,000
have secondary lymphedema.
Treatment for lymphedema can include the following:
•
•
•
•
•
•
•
•
•

Decongestive lymphedema therapy (DLT)
Manual lymph drainage (MLD)
Compression
Skincare (dealing with secondary complications)
Exercise
Drug therapy (secondary complications only)
Vascularized Lymph Node Transfer (VLNT)
Lymphaticovenous Anastomoses (LVA)
Suction-Assisted Protein Lipectomy (SAPL)

Compression helps with necessary drainage of lymphatic fluids that occur because of lymphedema. VLNT and
LVA are microsurgical procedures that can improve an individual’s ability to drain lymphatic fluid and eliminate
the need for compression garments. Most upstream treatment efforts are patient-focused, addressing exercise
and certain behavioral modifications that may help mitigate lymphedema symptoms. Surgical intervention for
lymphedema is not generally viewed as a first-line tool in treatment.
Requirements under SF97 specifically indicate coverage must be provided for decongestive therapy treatment
(which includes physical therapy exercises), patient education (including exercises and skincare routines) and
compression therapies. None of the other interventions above are explicitly identified in the bill, however.
Harm and Benefit Analysis
Overall, the potential for harm or benefit resulting from the passage of SF97 should be low. The bill addresses
the most accepted modalities used in treatment of lymphedema; it does not require coverage of a new
treatment or service for which additional scientific or medical analysis is necessarily required. None of the
treatment requirements listed under SF97 are new, as health insurers already cover compression garments,
outpatient services, and patient education. If passed, SF97 would likely be beneficial for the impacted
population.

Public Health, Economic, and Fiscal Impacts
For the purposes of this section, the following definitions apply:
Public Health: The science and practice of protecting and improving the health and wellbeing of people and
their communities. The field of public health includes many disciplines, including medicine, public policy,
biology, sociology, psychology and behavioral sciences, and economics and business.
Economic Impact: The general financial impact of a drug, service, or item on the population prescribing or
utilizing a particular drug, service or item for a particular health condition.

Fiscal Impact: The quantifiable dollar amount associated with the implementation of the mandated health
benefit proposal. The areas of potential fiscal impact that the Department reviews for are the cost of defrayal of
benefit mandates as understood under the ACA, the cost to SEGIP, and the cost to other state public programs.
The fiscal impact is expressed in number of dollars required for the state to implement a proposal.
The impact of SF97 on public health generally, as well as its overall economic and fiscal impact, are contingent
on understanding the prevalence of lymphedema and the projected utilization of services to treat the condition.
Commerce did not receive public comment regarding this bill that provided additional information on potential
public health impact. The Department did, however, receive comments regarding potential economic and fiscal
impact of the bill.
Commerce used national data regarding the prevalence, incidence, and treatment of lymphedema. Additionally,
the Department relied upon previous fiscal analysis from SEGIP. SEGIP provides health, dental, life and other
benefits to eligible State employees and their dependents.

Public Health
The public health impact for SF97 would be a net positive, as increased coverage for medical care generally is
associated with increased utilization.4 There are many variables to consider regarding individual behavior and
subsequent utilization of health care services but having assured coverage is an extremely important variable to
consider. The specific services and items identified in SF97 for lymphedema treatment are not new and are
covered under the state’s benchmark plan. Nonetheless, by specifically adding these services into statute,
consumers and patients could be more reasonably assured that they will receive coverage for services.

Economic
Senate File 97 does not include language that suggests additional coverage would be required beyond what
services and items are already explicitly listed. The listed interventions appear to be commonly used in
treatment of lymphedema and are expected to be generally used by individuals with either primary or
secondary lymphedema. While an increase in utilization is to be expected should SF97 become law, it is unlikely
that there would be a such a significant uptake that would impact cost of the care being provided.
Increased coverage (or in this case, affirmation of coverage) can lead to increased utilization by the population
impacted. Although lymphedema is a condition that impacts a small segment of the population, there may still
be a marginally noticeable increase in utilization if SF97 were passed. The result of an increase in utilization may
have an impact on raising prices of associated services. Massachusetts, North Carolina, and Virginia are three
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Baicker K, Congdon WJ, Mullainathan S. Health insurance coverage and take-up: Lessons from behavioral economics. Milbank
Quarterly. 2012;90(1):107–134. doi: 10.1111/j.1468-0009.2011.00656.x.

states that have passed similar legislation regarding coverage for lymphedema treatment. All states have
generally affirmed a negligible increase in cost of services. 567

Fiscal
Commerce’s analysis concludes that the State will not need to defray associated costs with implementing the
law, as it is not considered to be an ACA benefit mandate. According to MMB, the bill does not have a fiscal
impact on SEGIP. Because the bill does not apply to other state public programs, there is no fiscal impact
anticipated in those areas either. Thus, overall, the bill will have no fiscal impact on the State.

Current Utilization
Commerce consulted with both MMB and the Department of Health (MDH) in order to determine current
utilization of services and items used to treat lymphedema. Commerce also referenced obtained information
from its consultations against national trends in utilization for lymphedema treatment.
Treatment of lymphedema involves a multidisciplinary approach, including office visits, physical therapy, and
use of durable medical equipment.
Locally, estimated prevalence, utilization of services, and paid prices are based on available data from the
Minnesota All Payer Claims Database (APCD). APCD data comes from commercial health insurance plans that
report to the state. Commercial health insurance data in the APCD comes from fully insured plans primarily
(including individual and small group plans). Commercial plans that are self-funded and/or governed by the
Employee Retirement Income Security Act (ERISA) are not required to report data to the MN APCD, but some
plans do report voluntarily.
Data from 2019 indicate that less than one percent of Minnesotans covered by commercial insurance plans that
report data to the MN APCD had a diagnosis of either primary or secondary lymphedema. Specifically, 5 per
100,000 had a diagnosis of primary lymphedema, and 192 per 100,000 had a diagnosis of secondary
lymphedema. Specific to the individual or small group market, 3 per 100,000 had a diagnosis of primary
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lymphedema, and 164 per 100,000 had a diagnosis of secondary lymphedema. The data from the APCD is not
significantly dissimilar to what one would expect for prevalence on a national level.
According to APCD data and analysis by MDH, approximately 30% of Minnesotans with lymphedema (primary or
secondary) had at least one paid health care claim in 2019 for either an application of a compression device in or
related durable medical equipment (DME). There were no claims for education during this time period.
Specifically, 822 (28.6%) of 2,873 Minnesotans (with commercial coverage in the MN APCD) with lymphedema
had at least one paid claim for either application of a treatment or DME. Similarly, 212 (29.9%) of 708
Minnesotans (with small/individual market coverage in the MN APCD) with lymphedema had at least one paid
claim for either application of a treatment or DME. The APCD data suggest low levels of uptake for one of the
primary interventions associated with lymphedema.
Table 1. Claims and Paid Amounts for Commercially Insured Minnesotans with Lymphedema, 2019.
Type of Service

Application of
Compression System
Durable Medical
Equipment (DME)

Number of
Insured with
Lymphedema
AND > 1 Claim

Total
Claims

Total
Patient
Paid

Total Plan
Paid

Total Paid

78

391

$7,773

$39,804

$47,576

779

6,607

$173,377

$1,193,773

$1,367,151

0

0

N/A

N/A

N/A

822

6,998

$181,150

$1,233,577

$1,414,727

(plan + patient)

Education and Training

TOTAL

Source: Health Economics Program (MDH) analysis of data in the Minnesota All Payer Claims Database (MN APCD).

Current Health Insurance Coverage
Health plans offering EHBs must provide coverage substantially equal to that of the state’s benchmark plan. The
HealthPartners Open Access Choice Small Employer health plan from 2017 remains Minnesota’s benchmark
plan. This plan contains no exclusions for any services related to lymphedema treatment identified under Senate
File 97. Additionally, HealthPartners has a related medical coverage policy (applicable to the benchmark plan)
confirming that coverage is provided for compression support garments, which is a significant component of

SF97.8 Other treatment under SF97, including patient education, is also a covered service explicitly listed in the
benchmark plan, and also with an associated coverage policy.9
Further, comments received by Commerce on this proposed health benefit mandate confirmed that the services
required under SF97 are already covered by health plans—supporting the Department’s understanding
regarding both the overall fiscal and economic impact.
There are lymphedema treatments that may be considered experimental or investigational by most health
plans, but SF97 does not mandate coverage for any such service.
Based on the benchmark plan coverage of the services and items listed in SF97, it is reasonable to conclude that
all carriers provide a similar level of coverage or do not outright exclude coverage for established lymphedema
treatment services.
Senate File 97 does not include language that prohibits health plans from utilization management techniques,
which should be taken into consideration regarding analysis current health plan coverage. There is no evidence
in the benchmark plan policy or associated medical coverage criteria that utilization management would be
employed for any of the services or items specified in SF97. The lack of utilization management requirements for
the specific items in the bill suggest that there are few if any barriers to coverage currently.

Impact on Insurance Benefits
Senate File 97 applies coverage requirements to all health plans, including individual health plans, group health
plans, health carriers, health maintenance organizations (HMOs) and health service plan corporations defined
under Minn. Stat. §62A.011. The requirements of SF97 also apply to health plan companies defined under Minn.
Stat. §62Q.01.
Requirements of SF97 do not apply to self-insured employer plans, Medicaid, MinnesotaCare, Medicare, or
Medicare supplemental policies.
Given that the state benchmark plan already provides coverage for the services and items listed in SF97, it is
unlikely that there would be any notable change to existing insurance benefits. SF97 codifies specific services
and items as required coverage for the applicable plans listed above, but it does not include any language
indicating alteration to cost-sharing for enrollees. Given that the benefits proposed already exist under
Minnesota health plans, and that there are no requirements in the bill to alter or reduce enrollee cost-sharing
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Compression support garments. HealthPartners Medical Coverage Criteria. Accessed at
https://www.healthpartners.com/public/coverage-criteria/policy.html?contentid=AENTRY_045858
9

Health Education. HealthPartners Medical Coverage Criteria. Accessed at: https://www.healthpartners.com/public/coveragecriteria/policy.html?contentid=AENTRY_045940

for these services/items, it is unlikely that there will be any notable change in health insurance benefits under
any regulated health plan.
The Department assumes that health plans may need to alter language in their policies explicitly affirming
coverage for the services listed in SF97, should the bill be signed into law.
Overall, if SF97 were law, it is unlikely that there would be a significant impact on overall health insurance
benefits. Benefits offered by health plans would not need to change as a result of the bill’s passage, and it is
likely that there would only be minor changes to filed health plan policies incorporating specific coverage
requirements outlined under SF97. Additional cost information, including impact on health insurance premiums
follows this section.

Impact on Health Insurance Premiums
Commerce performed an actuarial analysis regarding SF97 utilizing a number of sources, including national data
regarding prevalence of primary and secondary lymphedema, Medicare fee schedule information related to the
potential codes associated with SF97’s treatment requirements, APCD information, and the analysis of local
health plan actuaries. A full list of codes used in the analysis are located in the Appendix for reference.

Public Comments Summary
Commerce placed a request for information in the November 22, 2021 publication of the State Register,
soliciting comments regarding all mandated health benefit proposals, including SF97. Commerce received
feedback from health plans, generally. No specific comment from any other stakeholder or advocacy group was
submitted for this bill.
Comments received from health plans affirmed the Department’s analysis regarding the overall economic
impact of SF97 and the potential for it to increase enrollee premiums by a very small degree. According to their
comments, there is low prevalence associated with the condition and it would be unlikely that SF97 would
increase enrollee premiums in a substantial amount. Health plans also affirmed existing coverage of
lymphedema treatment listed in the bill, supporting the Commerce’s assessment that SF97 would not be
considered a new state mandated benefit under the ACA. potentially be a very small increase to health
insurance premiums as a result of SF97 becoming law.
It is useful to include a low- and high-end estimation of potential increases to evaluate the potential impact on
health insurance premiums. The estimated increase to premiums is based on data from individual and group
plans that are regulated by the state. but the underlying concepts for determining these increases can be
feasibly applied to other markets (on a different scale).
Using the data sources mentioned above, Commerce concludes that the passage of SF97 may potentially result
in a $0.01 to $0.09 increase of per member per month premium. This range estimate reflects an average cost
per patient for the treatments listed in SF97, with consideration to patient cost and plan share cost. Additionally,
the estimation considers an uptake in utilization as a result of passage of the bill, ranging from 10 to 30 percent.

ACA Benefit Mandate Impact and Analysis
The services required under SF97 are generally covered by the benchmark plan in Minnesota and therefore also
by most other plans offering EHBs. The ACA requires states to defray the cost of benefit mandates passed after
December 31, 2011. According to the ACA, a benefit mandate is one passed by the state that imposes
requirements of health plans to cover new services or items related to specific care or treatment.
Under the ACA, a state may enact requirements unrelated to specific care, treatment, or services and not be
responsible for defraying the cost, generally falling into the following:
1. Provider Types. Mandates that require a covered service to be covered by additional health care provider
types.
2. Cost-Sharing. Mandates that require or change cost-sharing amounts for covered services, including
deductibles, copayments, and coinsurance.
3. Delivery Methods. Mandates that require health carriers to cover new methods of delivering covered services
(telehealth for example).
4. Reimbursement Methods. Mandates that require health carriers to reimburse health care providers for
covered services provided in new ways.
5. Dependent-Coverage. Mandates that require health carriers to define dependents in a certain way or to cover
dependents under specific circumstances.
6. ACA Conforming Coverage. Mandates required to comply with ACA requirements.
Although Senate File 97 applies to specific care and treatment, all items included in the bill are already covered
by the state benchmark plan. As a result, Commerce concludes that this proposed health benefit mandate is not
considered a state benefit mandate requiring defrayal of cost.

Appendix
Bill Text
1.1
1.2
1.3
1.4

A bill for an act
relating to health coverage; requiring coverage for lymphedema compression
treatment items;proposing coding for new law in Minnesota Statutes, chapter 62A.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

1.5
1.6
1.7
1.8
1.9
1.10
1.11
1.12
1.13
1.14
1.15
1.16
1.17
1.18
1.19
1.20
1.21

Section 1. [62A.255] COVERAGE OF LYMPHEDEMA TREATMENT.
Subdivision 1.Scope of coverage. This section applies to all health plans that are sold,
issued, or renewed to a Minnesota resident.
Subd. 2.Required coverage. (a) Each health plan must provide coverage for lymphedema
treatment, including coverage for compression treatment items, complex decongestive
therapy, and outpatient self-management training and education during lymphedema treatment
if prescribed by a licensed health care professional. Lymphedema compression treatment
items include: (1) compression garments, stockings, and sleeves; (2) compression devices;
and (3) bandaging systems, components, and supplies that are primarily and customarily
used in the treatment of lymphedema.
(b) If applicable to the enrollee’s health plan, a health carrier may require the prescribing
health care professional to be within the enrollee’s health plan provider network if the
provider network meets network adequacy requirements under section 62K.10.
(c) A health plan must not apply any cost-sharing requirements, benefit limitations, or
service limitations for lymphedema treatment and compression treatment items that place
a greater financial burden on the enrollee or are more restrictive than cost-sharing
requirements or limitations applied by the health plan to other similar services or benefits.

2.1
2.2

EFFECTIVE DATE. This section is effective August 1, 2021, and applies to any health
plan issued, sold, or renewed on or after that date.

Associated Codes
Diagnosis (ICD-10) Code(s):
I89.0 – Lymphedema, not elsewhere classified;
I97.2 – Postmastectomy lymphedema syndrome;
I97.89 – Other postprocedural complications and disorders of the circulatory system, not elsewhere classified
Q82.0 – Hereditary lymphedema
CPT Code(s):
29581 - Application of multi-layer venous wound compression system; below the knee;
29582 - Application of multi-layer compression system; thigh and leg, including ankle and foot;
29583 - Application of multi-layer compression system; upper arm and forearm;
29584 - Application of multi-layer compression system; upper arm, forearm, hand and fingers;
98960 through 98962 – Education and training for patient self-management by a qualified, nonphysician health care professional using a
standardized curriculum, face-to-face with the patient

HCPCS Code(s):
A4490 through A4510 – Surgical stockings;
A6530 through A6549 – Gradient compression stockings;
A6448 through A6450 – Light compression bandage; A6451 – Moderate compression bandage;
A6452 – High compression bandage;
E0650 through E0652 – Pneumatic compressor;
E0655, E0660 through E0666 – Non-segmental pneumatic compression appliance
E0656, E0667 through E0670 – Segmental pneumatic compression appliance
E0671 through E0673 – Segmental gradient pressure pneumatic appliance
E0675 – Pneumatic compression device
E0676 – Intermittent limb compression device
NDC Code(s):
N/A

Description of Review
The Department performed an umbrella review of available information related to lymphedema. An umbrella
review is similar to a systematic literature review, but with a focus on reviewing relevant information or studies
that are essentially other systematic reviews and/or meta-analyses. This approach allows for gathering of
significant high-level, but pertinent information regarding the topic being researched.
The Department searched PubMed utilizing combinations of the terms “lymphedema,” “primary lymphedema,”
“secondary lymphedema,” “treatment,” “standard of care,” “experimental,” “investigative,” and “alternative
treatment.” The search limited these terms to peer-reviewed articles published in the last 20 years.
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