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Abstract

Background: Annual chlamydia (CT) screening is recommended for women younger than 25
years, yet less than half of young women seeking health care are screened annually. We analyzed
Title X family planning service data from the Northwest United States to assess factors associated
with missed opportunities for CT screening. Our primary hypothesis was screening coverage is
higher during annual preventive health visits compared to other visit types. Study objectives were:
(1) identify gaps in screening coverage by patient demographics, visit characteristics, and clinic
measures; and (2) examine the association between visit type and CT screening by controlling for
other covariates and stratifying by state.

Methods: Calendar year 2011 Title X visit records (n = 180,856) were aggregated to the patient
level (n = 112,926) to assess CT screening coverage by all characteristics. Screening variation was
explored by bivariate and multivariate Poisson regression. Adjusted models for each state
estimated association between comprehensive examination and screening controlling for
confounders.

Results: Clinic and visit characteristics were associated with CT screening. Coverage ranged
from 45% in Washington to 80% in Alaska. Only 34% of patients visited for a routine
comprehensive examination. Visit type was associated with screening; 75% of patients who had a
comprehensive examination were screened versus 34% of those without a comprehensive
examination (unadjusted PR, 2.18; 95% confidence interval, 2.16—2.21). The association between
comprehensive examination and CT screening varied significantly by state (interaction term, P<
0.001).

Conclusions: Missed screening opportunities are common among women who access brief
appointments for specific needs but do not seek routine preventive care, particularly in some states.
Structural interventions may help address these systematically missed opportunities.

Correspondence: Sarah Goldenkranz Salomon, MPH, 419, 3rd Ave. W, Seattle, WA 98119. sarahs@healthygen.org;
sarahgsalomon@gmail.com.

Conflicts of interest: none declared.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Salomon et al.

Page 2

Young women are at high risk of Chlamydia trachomatis (CT) infection. Serious health
consequences of untreated CT include pelvic inflammatory disease, ectopic pregnancy, and
infertility.! Because this sexually transmitted infection (STI) is often asymptomatic, annual
screening for women younger than 25 years is necessary to identify and treat most
infections.12 In practice, however, less than half of sexually active young women seeking
health care are screened each year.34 Title X family planning (FP) clinics are major
providers of reproductive health care for young women, including STI screening. Despite
their reproductive health focus, only 58% of women aged 25 years or younger in Title X-
funded FP clinics were screened in 2011, and screening coverage has plateaued in recent
years.>:6

Successful interventions to improve CT screening coverage in FP, and other clinic types
have included development and dissemination of national screening guidelines and
performance measures, quality improvement initiatives involving data review and feedback
to clinicians, laboratory requisition form modifications, required documentation of reason
for screening, and changes to clinical protocols, for example, placing CT specimen
collection kits alongside Pap test materials.*:’~% Additionally, technological innovations,
such as self-collected vaginal swabs, mail-in test Kits, and patient and provider reminder
systems, have improved screening.10-13

Despite these advances, experts hypothesize that large-scale structural barriers may be
contributing to low screening coverage, including limited resources to support screening and
unrealistic demands on clinician time.1415 Screening coverage varies by health plan
(commercial vs Medicaid plans), as well as by provider characteristics including Title X
participation, patient volume, public versus private sites, patient volume, percent urban/rural
location, and percent African American patients.318 Exploring variation in screening at
multiple levels (ie, across states and amongst patients) may uncover missed opportunities for
testing and inform future interventions to improve screening coverage.

Our study used secondary analysis of Title X patient FP service data to assess factors
associated with missed opportunities for CT screening among female patients aged 15 to 24
years. Our primary hypothesis was that screening coverage is higher during annual
preventive health visits compared with other visit types, and our secondary hypothesis was
that this relationship may vary by state. Our study objectives were (1) identify gaps in
screening coverage by patient demographics, visit characteristics, and clinic measures; and
(2) examine the association between visit type and CT screening by controlling for other
covariates and stratifying by state, if state is determined to be an effect modifier.

MATERIALS AND METHODS

Data Sources

This study used data from US Public Health Service Region X’s (Washington, Idaho,
Oregon, and Alaska) Title X program from calendar year 2011 (CY2011). This data set
contained patient demographic information (sex, age, races, and ethnicity), and visit
characteristics (type of visit, insurance status, number of visits, and whether a CT test was
performed). We also integrated 2 clinic measures from clinic lists maintained for data
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management: the state in which the clinic was located, and whether the clinic participated in
the national Infertility Prevention Project (IPP), a public sector STI screening and treatment
program. Though these programs maintained distinct data reporting systems, over 70% of
Region X Title X—funded clinics participated in IPP.

Title X FP Database—The database contained encounter (visit) records that FP agencies
extracted from their administrative information systems and reported to a regional data
processor. The data processor compiled and sent annual data files to Cardea Services, the
Region X Title X data manager for management, analysis, and submission to the federal
Office of Population Affairs (OPA).

Records contained clinic and patient identifiers, demographics, and visit characteristics.
Demographics included sex, age, race(s), and ethnicity. Visit characteristics included visit
type (initial medical examination, annual medical examination, positive laboratory test
follow-up, counseling-only visits, contraceptive method, or pregnancy-test only visit),
clinical services (eg, blood pressure, breast examination, bimanual pelvic, and so on),
insurance, and laboratory tests ordered (eg, Pap, CT, gonorrhea, syphilis, and human
immunodeficiency virus), and contraception, counseling, and referral services.’

During data collection, patients’ principal insurance was documented as “private,” “public”
(defined as either “Medicaid or Medicare™), “uninsured,” or “unknown.” In accordance with
OPA guidelines, insurance through Medicaid FP expansion programs was documented
differently depending on services provided. Family planning expansion programs covering a
broad set of primary care benefits—including FP—were documented as “public insurance,”
whereas those only covering FP services, but excluding broader primary care, were
documented as “uninsured.”

Title X—IPP Clinic List—The Title X—IPP clinic list database was developed by Cardea
staff for data management purposes, as Cardea served as data manager for both the Title X
and IPP programs. The database contained a list of clinics participating in the Title X and
IPP programs and established a common unique identifier for each clinic.

Data Management and Statistical Analyses

The Title X data set contained 180,856 encounter records from female patients aged 15 to 24
years, CY2011. Region X IPP guidelines recommended annual CT screening for females
aged 24 years or younger. We aggregated Title X visit records to patient level (n = 112,926)
to estimate annual screening coverage (number of women tested for CT at least once in the
calendar year/number of women accessing services in the calendar year). Measures in the
aggregate data set included clinic 1D, patient ID, date of birth, age at most recent visit, race/
ethnicity, insurance type, number of CY2011 clinic visits, visit types, and any CT test during
CY2011 (dichotomous yes/no). Clinic IPP participation and state where clinic was located
was merged from clinic lists.

When aggregating to the patient level, a binary variable was created from visit type to
indicate whether or not the patient had any preventive health visit at any point during the
year. The resulting variable in the aggregate data set was called “comprehensive
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examination.” Visits were considered comprehensive if they included blood pressure, height/
weight, thyroid examination, heart and lung auscultation, breast examination, abdominal
palpation, extremities, bimanual/speculum pelvic examination, and appropriate laboratory
services.1’

Item frequency distributions were generated; cross-tabulations were computed for CT
screening. To investigate our hypothesis for an association between visit type and screening,
we used Poisson regression to determine bivariate and multivariate prevalence ratios and
95% confidence intervals (Cls) for CT screening. Effect modification was assessed by
including an interaction term for visit type by state. Because the interaction term was
significant, we constructed separate multivariate models for each state and assessed
confounding for each model using a 10% change-in-estimate approach for covariates
significant at the bivariate level. Given the large sample size, Pvalues <0.001 were
considered statistically significant for all statistical tests. Analyses were conducted using
SPSS version 19. Data were collected as part of routine surveillance activities related to FP
service provision and sexually transmitted disease control among women. All data used for
analysis were deidentified. Centers for Disease Control and Prevention determined this
project was nonresearch.

In 2011, Region X Title X clinics served 112,926 female patients aged 15 to 24 years (Table
1). Median age was 20 years; 70% were non-Hispanic (NH) white, 16% Hispanic, and all
other racial groups <3%. Over half (52%) were uninsured. Almost two thirds (66%) visited
the clinic only once, and 34% had a comprehensive examination. About half (48%, n =
54,325) were tested for CT at least once during 2011.

Screening coverage varied significantly by patient demographics, but absolute differences
were modest (Table 2). Coverage was highest among women aged 20 to 24 years, American
Indian/Alaska Native, and NH white patients. Coverage was substantially higher in Alaska
(80%) and Idaho (62%) compared with Oregon (46%) and Washington (45%). Publicly
insured patients were significantly less likely to be screened than privately insured or
uninsured patients (39% compared with 52% and 50%, respectively). Screening was
associated with number of clinic visits (67% screened among patients that visited 3 or more
times compared with 41% of patients that visited only once) and was modestly higher in IPP
clinics (50% IPP vs 43% non-IPP clinics). Comprehensive examination was associated with
screening; 75% of patients who had a comprehensive examination were screened versus
34% of those without a comprehensive examination during 2011 (unadjusted PR, 2.18; 95%
Cl, 2.16-2.21).

The prevalence of a comprehensive examination varied by state (Alaska, 21%; Idaho, 60%;
Oregon, 30%; Washington, 34%). The association between comprehensive examination and
CT screening also varied by state (interaction term, £< 0.001) (Table 3). In Washington’s
adjusted model, age, race/ethnicity, state, number of clinic visits, and clinic participation in
IPP confounded the association between comprehensive examination and CT screening by
greater than 10%. In the remaining states, none of the factors explored confounded the effect
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of comprehensive examination on CT screening, so unadjusted PRs were used. In Idaho, the
prevalence of screening at a comprehensive examination was nearly 4 times the prevalence
of screening at other visit types, whereas in Alaska, screening coverage was about the same
regardless of visit type.

DISCUSSION

This analysis used a large regional administrative information database to explore missed
opportunities for CT screening from a multilevel perspective that considered characteristics
of individual patients as well as the systems in which they sought care. Clinic and visit
characteristics (state and visit type, followed by type of insurance and number of clinic
visits) were predictive of CT screening, whereas patient demographics were not.

Overall, patients were more than twice as likely to be screened for CT if they had a
comprehensive examination during the year. This finding likely reflects clinical protocols
that only include routine CT screening during annual preventive care visits. Most clinical
interventions to increase CT screening have deliberately tied it to other preventive health
services, such as cervical cytology screening.®18 Although these interventions did increase
screening coverage, our finding that only 45% of patients visited the clinic for a
comprehensive examination (when, by definition, most preventive health services should be
provided) suggests that linking CT screening to cervical cytology screening is inherently
problematic. Other recent research revealed additional reasons why this linkage is
problematic. Moyer observed that a recent change in federal guidance reducing the
recommended frequency of cervical cytology screening unintentionally lead to a reduction
in CT screening coverage.1® Thus, interventions that dissociate CT screenings from other
preventive health services may warrant exploration.

An alternative option for a CT screening protocol could include adding a flag or pop up to
electronic health records to screen women the first time they visit each calendar year
regardless of visit type rather than waiting for their annual preventive care examination. To
be successful, such a protocol would require appropriate resources and system changes, for
example, providing vaginal swab self-collection kits during intake and issuing standing
orders enabling midlevel practitioners to order CT tests.15:20.21

The large differences we observed in screening coverage by state have been documented in
federal Title X reports.? Our results expanded the scope of this issue by examining states’
variation in screening by visit type. In 3 of 4 states, patients who had received
comprehensive examinations were consistently screened for CT (81.8%-88.7%). However,
most visits did not involve a comprehensive examination and likelihood of screening during
other visit types varied considerably among states, even after adjusting for observed
confounders.

Further research is needed to better explain whether observed differences in CT screening by
state reflect state-level policy differences and/or variation among the constellations of
individual programs, agencies, clinics, and providers operating within each state.
Differences in reimbursement policies for CT tests among Medicaid waiver programs, state
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funds allocated for CT testing, and the size and level of centralization of the state FP
program could cause differences in screening by state. However, variation in clinical
protocols and practices among programs, agencies, clinics, and individual providers within
states could also explain our findings. A recent study found Region X Title X clinic
screening coverage ranged from 11-92%.22 Additionally, Chow et al1® found that screening
coverage among women aged 25 years or younger was higher among Title X providers than
non-Title X public and private providers in California.

Not surprisingly, screening increased with number of clinic visits, as higher-risk patients and
patients diagnosed with STIs may visit more frequently for follow up. Additionally, the
more frequently a patient visits the clinic, the greater the number of opportunities her
provider has had to screen her. Nevertheless, our results showed that one third of patients
visiting 3 or more times were never screened for CT, which underscores the need to address
missed screening opportunities.

Lastly, we were surprised to find that publicly insured patients were least likely to be
screened. Others have documented CT screening differences by insurance. The National
Committee for Quality Assurance consistently reports higher screening coverage in
Medicaid compared to commercial plans.3 Pourat et al?3 reported higher screening coverage
among publicly insured versus uninsured individuals, though this was based on a self-report
survey of the general population. One possible explanation for our finding is that clinical
screening protocols were developed to align with billing and reimbursement opportunities
that may vary by patient mix and state Medicaid waivers. Because some states have
implemented Medicaid expansion under the Affordable Care Act whereas others have not,
assessing the impact of billing and reimbursement opportunities on CT screening coverage
will remain important.24

Our study had a number of limitations. First, our data came from an administrative database
where CT screening may be underreported.2 It is possible that underreporting could differ
by visit type or other visit characteristics, though it is unlikely to eliminate the large
difference we observed in screening coverage by visit type. Second, we did not have a
measure to remove nonsexually active patients, though the percentage is likely small in FP
clinics. Third, Region X results are not generalizable nationwide. Fourth, visits covered by
the Medicaid Expansion program for FP-only services were documented as “uninsured” in
the regional database during data collection. Thus, there was no way for the authors to assess
the volume of visits covered by the Medicaid Expansion program or to explore this group
separately from patients whose visits were not covered by any type of insurance. Fifth, the
data used for this analysis are from 2011 (the latest year for which visit- or patient-level data
were available), and it is possible that screening practices could have changed as a result of
improved insurance coverage or declined due to the ending of the IPP program which
focused particular attention on CT screening for young women. Although patient-level data
are not available later than 2011, aggregate screening coverage data presented in more recent
Family Planning Annual Reports published by OPA indicates crude screening coverage rates
have been stable, 2011 through 2015. Additionally, the 10 federal regions have maintained
the same administrative functions, and programmatic guidelines for Title X clinics regarding
CT screening have remained consistent. Finally, we caution readers not to interpret our
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univariate results as total effect estimates for each covariate, because these were exploratory
analyses not informed by causal models.26 Our interest was comparing approximate
strengths of associations across covariates, not precisely estimating each association.

This study has several strengths. First, although there is a significant amount of national,
regional, and state data on crude screening coverage rates over time, this has not been
examined at a more granular level. The Region X data set included a robust set of covariates
that enabled a more detailed exploration of screening coverage. Our study revealed very
large differences in service provision in some states, which has significant programmatic
implications for how clinical interventions could be designed to maximize screening.

After 25 years of national efforts to increase CT screening coverage, screening coverage
among women aged 24 years and younger remains suboptimal. This study suggests that
multiple factors contribute to low screening coverage in FP clinics. Most significantly, we
found that the majority of missed screening opportunities occur among patients who seek
care for specific needs but do not receive routine preventive care, and that these patients
constitute more than half of the Title X patient population. We also found that this
differential in screening coverage varied significantly by state, suggesting that there may be
more complex factors underlying this association. Further research is needed to understand
whether structural interventions that dissociate CT screening from visit type could increase
screening coverage across all visit types. Looking at policies and procedures in Alaska
where screening coverage is high across all visit types could identify replicable models.
However, additional structural interventions may also be needed to address larger system
and policy issues such as insurer reimbursement that may create barriers to screening.

Acknowledgments:

The authors greatly appreciate the commitment and effort by members of the Region X Infertility Prevention
Project Regional Advisory Council who spearheaded region-wide CT control efforts and offered valuable input on
the interpretation of our findings.

This study was supported by the Department of Health and Human Services, Office of Population Affairs as part of
an interagency agreement with the Centers for Disease Control and Prevention, Division of STD Prevention. Grant
number FPTPA100014 awarded to Cardea Services.

REFERENCES

1. Workowski KA, Bolan G. Sexually transmitted disease guidelines, 2015. MMWR Recomm Rep
2015;64(No. RR-3). Available at: http://www.cdc.gov/std/tg2015/default.htm. Accessed October 15,
2015.

2. LeFevre ML US Preventive Services Task Force. Screening for chlamydia and gonorrhea: U.S.
Preventive Services Task Force recommendation statement. Ann Intern Med 2014; 161:902-910.
[PubMed: 25243785]

3. Centers for Disease Control and Prevention. Chlamydia screening percentages reported by
commercial and Medicaid plans by state and year [CDC Web site]. 2010 Available at: http://
www.cdc.gov/std/chlamydia/female-enrollees-00-08.htm. Accessed March 28, 2013].

4. Satterwhite CL, Chow JM, Bernstein KT, et al. Opportunities for chlamydia control in the era of
healthcare reform: lessons from two decades of innovative family planning care. Womens Health
(Lond) 2013; 9:25-38. [PubMed: 23241153]

Sex Transm Dis. Author manuscript; available in PMC 2019 December 05.


http://www.cdc.gov/std/tg2015/default.htm
http://www.cdc.gov/std/chlamydia/female-enrollees-00-08.htm
http://www.cdc.gov/std/chlamydia/female-enrollees-00-08.htm

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Salomon et al.

10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Page 8

. Fowler C, Gable J, Wang J, et al. Family planning annual report: national summary [OPA Web site].

8 2014 Available at: http://www.hhs.gov/opa/title-x-family-planning/research-and-data/fp-annual-
reports/#fpar. Accessed October 23, 2015.

. Fowler CI, Lloyd S, Gable J: 2011 National summary [OPAWeb site]. November 2012. Available at:

http://www.hhs.gov/opa/title-x-family-planning/research-and-data/fp-annual-reports/#fpar.
Accessed April 26, 2013.

. Bernstein KT, Marcus JL, Snell A, et al. Reduction in unnecessary Chlamydia screening among

older women at title X-funded family planning sites following a structural intervention—San
Francisco, 2009. Sex Transm Dis 2011; 38:127-129. [PubMed: 21139515]

. Pourat N, Kominski GF, Nihalani J, et al. The role of medicaid managed care interventions in

chlamydia screening by physicians. Sex Transm Dis 2011; 38:286-292. [PubMed: 21233791]

. Burstein GR, Snyder MH, Conley D, et al. Chlamydia screening in a health plan before and after a

national performance measure introduction. Obstet Gynecol 2005; 106:327-334. [PubMed:
16055583]

. Scholes D, Grothaus L, McClure J, et al. A randomized trial of strategies to increase chlamydia
screening in young women. Prev Med 2006; 43:343-350. [PubMed: 16782182]

Xu F, Stoner BP, Taylor SN, et al. Use of home-obtained vaginal swabs to facilitate rescreening for
Chlamydia trachomatis infections: two randomized controlled trials. Obstet Gynecol 2011; 118(2
Pt 1):231-239. [PubMed: 21775837]

Walker J, Fairley CK, Walker SM, et al. Computer reminders for chlamydia screening in general
practice: a randomized controlled trial. Sex Transm Dis 2010; 37:445-450. [PubMed: 20375930]
Gaydos CA, Barnes M, Aumakhan B, et al. Can E-technology through the internet be used as a
new tool to address the chlamydia trachomatis epidemic by home sampling and vaginal swabs?
Sex Transm Dis 2009; 36:577-580. [PubMed: 19543145]

Berman SM, Satterwhite CL. A paradox: overscreening of older women for chlamydia while too
few younger women are being tested. Sex Transm Dis 2011; 38:130-132. [PubMed: 21173722]

Tebb K. The intersection of progress and missed opportunities: provider group variations in
chlamydia screening practices within California’s Family Planning, Access, Care, and Treatment
program. J Womens Health (Larchmt) 2012; 21:811-812. [PubMed: 22860769]

Chow JM, de Bocanegra HT, Hulett D, et al. Comparison of adherence to chlamydia screening
guidelines among Title X providers and non-Title X providers in the California Family Planning,
Access, Care, and Treatment program. J Womens Health (Larchmt) 2012; 21:837-842. [PubMed:
22694761]

David Fine. CVR instruction manual: Region X, Title X family planning information system
[Ahlers Web site]. 6 2011 Available at: https://secure.ahlerssoftware.com/documentation/
RXmanual.pdf. Accessed: October 23, 2015.

Hoover K, Tao G. Missed opportunities for chlamydia screening of young women in the United
States. Obstet Gynecol 2008; 111:1097-1102. [PubMed: 18448741]

Moyer VA US Preventive Services Task Force. Screening for cervical cancer: U.S. Preventive
Services Task Force Recommendation statement. Ann Intern Med 2012; 156:880-891. [PubMed:
22711081]

Association of Public Health Laboratories. Laboratory diagnostic testing for Chlamydia
trachomatis and Neisseria gonorrhoeae: expert consultation meeting summary report [APHL Web
site]. 1 2009 Available from: http://www.aphl.org/aphlprograms/infectious/std/Documents/
ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf. Accessed: April 6, 2013.

Partnership for Prevention. Why Screen for Chlamydia? An Implementation Guide for Healthcare
Providers. 2nd Edition Washington, DC: Partnership for Prevention; 2012.

Fine D, Salomon SG, Nakatsukasa-Ono W. Chlamydia (CT) screening coverage in female
adolescent and young adult family planning (FP) clients: region X title X FP clinics, 2009-2011
Presented at: National STD Prevention Conference [5E]; 2014 Atlanta, GA.

Pourat N, Tao GA, Walsh CM. Association of insurance coverage with chlamydia screening. Am J
Manag Care 2008; 14:197-204. [PubMed: 18402512]

Sex Transm Dis. Author manuscript; available in PMC 2019 December 05.


http://www.hhs.gov/opa/title-x-family-planning/research-and-data/fp-annual-reports/#fpar
http://www.hhs.gov/opa/title-x-family-planning/research-and-data/fp-annual-reports/#fpar
http://www.hhs.gov/opa/title-x-family-planning/research-and-data/fp-annual-reports/#fpar
https://secure.ahlerssoftware.com/documentation/RXmanual.pdf
https://secure.ahlerssoftware.com/documentation/RXmanual.pdf
http://www.aphl.org/aphlprograms/infectious/std/Documents/ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf
http://www.aphl.org/aphlprograms/infectious/std/Documents/ID_2009Jan_CTGCLab-Guidelines-Meeting-Report.pdf

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Salomon et al. Page 9

24. Loosier PS, Malcarney MB, Slive L, et al. Chlamydia screening for sexually active young women
under the Affordable Care Act: new opportunities and lingering barriers. Sex Transm Dis 2014;
41:538-544. [PubMed: 25118966]

25. Fine D, Thomas KK, Nakatsukasa-Ono W, et al. Chlamydia positivity in women screened in family
planning clinics: racial/ethnic differences and trends in the northwest U.S., 1997-2006. Public
Health Rep 2012; 127:38-51. [PubMed: 22298921]

26. Westreich D, Greenland S. The Table 2 Fallacy: presenting and interpreting confounder and
modifier coefficients. Am J Epidemiol 2013; 177:292-298. [PubMed: 23371353]

Sex Transm Dis. Author manuscript; available in PMC 2019 December 05.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Salomon et al. Page 10

TABLE 1.
Distribution of Characteristics Within Study Sample (n = 112,926)

Characteristic n % of Sample

Demographics

Age,y
15-17 20,413 18.1
18-19 25,772 22.8
20-24 66,741 59.1

Race/ethnicity

NH White 79,745 70.6
NH Black 3021 2.7
American Indian/Alaskan Native 1682 15
Asian 3442 3.0
Native Hawaiian/Other Pacific Islander 880 0.8
Hispanic 18,281 16.2
Other, >1 race, or missing ™ 5875 5.2

Visit characteristics

Insurance Status

Public 21,058 18.6

Private 18,371 16.3

Uninsured 59,156 52.4

Unknown/missing 14,341 12.7
No. clinic visits

1 74,350 65.8

2 22,124 19.6

3+ 16,452 14.6
CE

No 74,213 65.7

Yes 38,713 34.3
CT test done

No 58,601 51.9

Yes 54,325 48.1

Clinic measures

State
Alaska 3970 35
Idaho 10,594 9.4
Oregon 56,916 50.4
Washington 41,446 36.7
Participates in IPP
No 23,715 21.0
Yes 89,211 79.0
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*
Included 2362 (2.1%) patients that reported “other race,” 99 (0.1%) that reported more than 1 nonwhite race, and 3414 (3.0 %) with unknown/

missing race.

CE, comprehensive examination.
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