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Abstract

Rationale and Objective—To determine the relationship between screening mammography 

facility characteristics and on-site availability of advanced breast imaging services required for 

supplemental screening and the diagnostic evaluation of abnormal screening findings.

Materials and Methods—We analyzed data from all active imaging facilities across six 

regional registries of the National Cancer Institute-funded Breast Cancer Surveillance Consortium 

offering screening mammography in calendar years 2011–2012 (n=105). We used generalized 

estimating equations regression models to identify associations between facility characteristics 
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(e.g., academic affiliation, practice type) and availability of on-site advanced breast imaging (e.g., 

ultrasound, magnetic resonance imaging (MRI)) and image-guided biopsy services.

Results—Breast MRI was not available at any non-radiology or breast imaging only facilities. A 

combination of breast US, breast MRI, and imaging-guided breast biopsy services was available at 

76.0% of multi-specialty breast centers compared to 22.2% of full diagnostic radiology practices 

(p=0.0047) and 75.0% of facilities with academic affiliations compared to 29.0% of those without 

academic affiliations (p=0.04). Both supplemental screening breast ultrasound and screening 

breast MRI were available at 28.0% of multi-specialty breast centers compared to 4.7% of full 

diagnostic radiology practices (p<0.01) and 25.0% of academic facilities compared to 8.5% of 

non-academic facilities (p=0.02).

Conclusion—Screening facility characteristics are strongly associated with the availability of 

on-site advanced breast imaging and image-guided biopsy service. Therefore, the type of imaging 

facility a woman attends for screening may have important implications on her timely access to 

supplemental screening and diagnostic breast imaging services.

Keywords

Screening; breast cancer; mammography; diagnostic imaging

INTRODUCTION

Inherent health system attributes, such as place of service, strongly influence both access to 

and quality of healthcare in the U.S.1–4 For women undergoing routine breast cancer 

screening in the U.S., both access to and quality of breast imaging services varies widely.5–9 

For women with an abnormal screening result, timely and complete diagnostic imaging 

evaluation is a critical, intermediate step between screen-detected malignancy and definitive 

treatment.10,11 Appropriate diagnostic breast imaging frequently requires modalities beyond 

mammography, including diagnostic breast ultrasound (US), image-guided breast biopsy, 

and breast magnetic resonance imaging (MRI)(e.g., for extent of disease and surgical 

planning).12 Patient access to and ready availability of these advanced breast imaging 

modalities, therefore, may play an important role in preventing delays in diagnostic 

evaluation and, potentially, worse patient outcomes.13,14

Over the last decade, technological advances in breast imaging modalities, including higher 

resolution breast US and breast MRI, along with expansion of their clinical indications, have 

caused the rapid diffusion of these technologies into community practices.15 However, the 

diffusion and adoption of these advanced imaging modalities may not occur based on patient 

need, including high lifetime breast cancer risk.16 Moreover, the demand for more advanced 

breast imaging is likely to increase with new breast density reporting laws enacted by states 

across the U.S.17 These laws mandate that imaging facilities inform women with 

mammographically dense breasts that they are at increased risk of developing cancer and 

some also require notification that they may benefit from supplemental screening.18 For 

women at increased risk of developing cancer, both screening breast US and screening MRI 

have been found to increase cancer detection beyond mammography alone, and annual 

screening breast MRI is a cost-effective measure among women at very high breast cancer 
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risk.19,20 Utilization of breast MRI is also increasing among women with a personal history 

of breast cancer for routine surveillance.16

Thus, for both women who seek an imaging facility that can provide diagnostic breast 

imaging or biopsy on-site if a screening abnormality is detected and for women who seek 

supplemental screening beyond mammography, it would be helpful to know what types of 

imaging facilities are more likely to offer advanced breast imaging services. Our study 

objective was to describe the current advanced breast imaging availability at U.S. 

community-based imaging facilities based on their characteristics, including for-profit 

status, academic affiliation, and practice type. Specifically, we aimed to determine the 

relationship between facility-level characteristics and the availability of breast US, breast 

MRI, and image-guided breast biopsies, alone and in combination, among a national sample 

of U.S. community imaging facilities that offer screening mammography.

MATERIALS AND METHODS

Study Population

We obtained data from a large cohort of active imaging facilities that are included in the 

National Cancer Institute-funded Breast Cancer Surveillance Consortium (BCSC), a 

collaborative network of mammography registries that represent the largest national 

database regarding breast cancer screening (http://breastscreening.cancer.gov). The 

population served by the BCSC has been shown to be comparable to the U.S. population.5,21 

We analyzed pooled data sent to the BCSC Statistical Coordinating Center (SCC) during 

calendar years 2011 and 2012, from six registries (New Hampshire, North Carolina, San 

Francisco, Vermont, Chicago, and Western Washington). Each registry and the SCC 

received institutional review board approval for either active or passive consenting processes 

or a waiver of consent to enroll individual facilities, link data, and perform analytic studies. 

All procedures were Health Insurance Portability and Accountability Act (HIPAA) 

compliant, and each registry and the SCC received federal certificates of confidentiality and 

other protections for the identities of individual community facilities.

Data Collection

Each of the six registries obtained data from their respective BCSC-affiliated imaging 

facilities that offer screening mammography. Individual fixed-location facilities self-

reported their data on the availability of advanced breast imaging modalities beyond 

mammography, as well as image-guided breast biopsy services for calendar years 2011–

2012. Imaging data included the availability of breast US (for screening and any indication), 

breast MRI (for screening and any indication), stereotactic core breast biopsy, US-guided 

core breast biopsy, and MRI-guided core breast biopsy.

Individual facilities reported their academic medical center affiliation (if any), their for-

profit versus not-for-profit status, and their practice type. For practice type, we categorized 

each stand-alone facility as a non-radiology practice, breast imaging only practice, full 

diagnostic radiology practice, or a multi-specialty breast center. Each facility was asked to 

select a single practice type that best described them. We defined a non-radiology practice as 
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an imaging facility located within and operated by a different specialty (e.g., obstetrics and 

gynecology clinic). We defined a breast imaging only practice as a facility that only offers 

imaging services specific to the breasts and no other anatomic body part. We defined a full 

diagnostic radiology practice as one that offers imaging services for multiple anatomic body 

parts beyond the breasts. Finally, we considered a multi-specialty breast center to be a 

facility that is part of an integrated care center with on-site breast-specific specialists in 

addition to radiologists (e.g., a cancer center with on-site breast oncologists, breast radiation 

oncologists, and breast pathologists).

Statistical Analysis

We performed statistical analyses using SAS version 9.3 (SAS Institute, Cary, NC) and 

Stata version 12 (Statacorp LP, College Station, TX). We tabulated the distribution of 

facility characteristics (for-profit status, academic affiliation, and practice type). We then 

used generalized estimating equations (GEE) to calculate the proportion of facilities of each 

profit status, academic affiliation, and practice type that provided advanced breast imaging 

services. Specifically, we examined the availability of breast US (for screening or any 

indication), breast MRI (for screening or any indication), image-guided breast biopsy 

(stereotactic, US-guided, MRI-guided, and any imaging-guided), and combinations of 

advanced breast imaging and image-guided breast biopsy services by facility characteristics. 

Each model regressed a binary indicator of service provision on dummy variables for the 

facility characteristic of interest. Our GEE models accommodated correlation among 

individual fixed-location facilities belonging to the same imaging group practice (e.g., 

multiple fixed-location facilities affiliated with one another and/or under the same 

management) through the use of the robust Huber-White (sandwich) variance estimator.22 

We obtained predicted probabilities from each model and estimated 95% confidence bounds 

around each probability estimate via the delta method. Confidence bounds were not 

calculated for probability estimates of exactly zero or one. We report p-values based on the 

joint Wald test of model parameters associated with the facility characteristic of interest, 

with p<0.05 considered statistically significant. Since the goal of our analysis is to identify 

associations and generate hypotheses for future study, no adjustment for multiple 

comparisons was performed.23

RESULTS

We obtained data from all 105 active fixed-location breast imaging facilities across the six 

regional BCSC registries (Table 1). Of these, 81% of imaging facilities (85/105) provided 

information on for-profit status. Of the 85 facilities reporting profit status, 27.1% (23/85) 

had for-profit status and 72.9% (62/85) had not-for-profit status. Of the 105 facilities, 7.6% 

(8/105) were affiliated with an academic institution. The majority of facilities were full 

diagnostic radiology practices (66/105, 62.9%), followed by multi-specialty breast centers 

(25/105, 23.8%), non-radiology practices (10/105, 9.5%), and breast imaging only practices 

(4/105, 3.8%).

For-profit status and academic affiliation were not associated with availability of breast US 

or breast MRI at an individual facility (Table 2). However, availability of advanced breast 
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imaging services differed by type of practice. Specifically, all observed multi-specialty 

breast centers offered breast US, and full diagnostic practices were more likely to offer 

breast US than breast imaging only or non-radiology practices (81.8% vs. 50% and 22.2%, 

respectively, p<0.0001). Multi-specialty breast centers were significantly more likely to 

provide breast MRI services compared to full diagnostic radiology practices (76% versus 

39.1%, respectively, p = 0.024). None of the non-radiology and breast imaging only 

practices offered breast MRI services.

For supplemental screening indications, there was no statistically significant difference 

between for-profit status or academic status and the availability of advanced breast cancer 

screening modalities. Screening ultrasound and screening breast MRI were not available at 

any breast imaging only or non-radiology practice. While there was no statistically 

significant difference in availability of screening ultrasound at multi-specialty breast centers 

versus full diagnostic radiology practices, screening breast MRI was available at 56.0% of 

multi-specialty breast centers versus 18.8% of full diagnostic radiology practices (p = 

0.020).

For-profit imaging facilities were more likely to offer image-guided breast biopsies 

(p=0.028), including US-guided breast biopsies (p=0.03). However, there was no 

statistically significant relationship between for-profit status and the availability of the most 

lucrative biopsy procedure, MRI-guided breast biopsy (p=0.23). Instead, MRI-guided breast 

biopsy was available at 75.0% of facilities with an academic affiliation versus 24.0% of 

facilities without an academic affiliation (p=0.019). The availability of imaging-guided 

biopsy services was also related to practice type (p=0.011, for any imaging-guided biopsy) 

(Table 3). Specifically, multi-specialty breast centers were more likely to offer stereotactic, 

US-guided, and MRI-guided breast biopsy services compared to full diagnostic radiology 

practices (p = 0.0012, 0.0089, and 0.0063, respectively).

When assessing the availability of different combinations of advanced breast imaging 

modalities and/or image-guided breast biopsy services, there were no statistically significant 

associations between their availability and for-profit status of imaging facilities (Table 4). 

However, a combination of both screening breast US and screening breast MRI was more 

likely to be available at multi-specialty breast centers compared to full diagnostic radiology 

practices (28.0% versus 4.7%, p=0.0009) and facilities with an academic affiliation 

compared to those without an affiliation (25.0% versus 8.5%, p=0.022). In addition, a 

combination of breast US, breast MRI, and imaging-guided breast biopsy services was 

available at 76.0% of multi-specialty breast centers compared to 22.2% of full diagnostic 

radiology practices (p=0.0047) and 75.0% of facilities with academic affiliations compared 

to 29.0% of those without academic affiliations (p=0.041).

DISCUSSION

Our study, involving a large national sample of breast imaging facilities, demonstrated a 

significant association between screening facility characteristics and availability of advanced 

breast imaging modalities beyond mammography. Interestingly, the profit status of 

screening facilities was less strongly related to the availability of different advanced breast 
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imaging services than practice type and academic affiliation. To our knowledge, our study is 

the first to demonstrate a relationship between screening facility characteristics and the 

availability of on-site advanced breast imaging modalities.

Our findings may be important for referral of patients as attending multiple facilities for 

imaging purposes may result in delays in diagnosis, greater lost time and out-of-pocket 

expenses from added travel, potential repeat imaging with a change in institution, or 

potential medical errors with the transfer of clinical and imaging data between facilities.24 

We found that the type of practice women attend for mammography screening may 

influence their ability to readily access additional breast imaging required to complete 

diagnostic work-ups after abnormal screening. Specifically, women attending multi-

specialty breast centers and full diagnostic radiology practices for screening are more likely 

to have advanced breast imaging services readily available compared to women attending 

non-radiology or breast imaging only practices. Therefore, women attending such facilities 

are less likely to have to travel to another facility to obtain complete diagnostic evaluations 

prior to resolution of screening abnormalities or definitive treatment for screen-detected 

cancer.

The strong relationship between practice type and advanced breast imaging availability 

extends beyond availability of modalities for usual diagnostic evaluations. For women 

seeking supplemental screening, such as women with mammographically dense breasts or 

those at very high lifetime risk of developing cancer, screening breast US and screening 

breast MRI were more likely to be available at multi-specialty breast centers, followed by 

full diagnostic radiology practices. Screening breast US and screening breast MRI were also 

more likely to be available at facilities affiliated with academic medical centers.

Interestingly, many facilities offering diagnostic ultrasound and diagnostic breast MRI 

services did not offer screening ultrasound or screening breast MRI services. This was true 

across all categories of facilities, regardless of for-profit status, academic affiliation, or 

practice type. This finding suggests that other factors, such as financial reimbursement or 

adherence to screening guidelines and recommendations, may be affecting the on-site 

availability of supplemental breast cancer screening services. These other potential enabling 

characteristics should be included in future research studies examining advanced breast 

imaging availability.

Based on our analysis, patients seeking to obtain all of their breast imaging for the full 

potential breast care continuum at one location are most likely to find a combination of 

multiple advanced modalities and imaging-guided biopsy services at multi-specialty breast 

centers, followed by full diagnostic radiology practices. This association is important for 

providers and patients to be aware of, as women with screen-detected abnormalities that 

need diagnostic imaging and potentially biopsy may obtain more expedient care if they 

select to attend multi-specialty breast centers or full diagnostic radiology practices for 

screening, rather than non-radiology or breast imaging only practices. For women at high-

risk or with a personal history of breast cancer who obtain frequent screening breast MRI 

exams, MRI-guided biopsy is most likely available at facilities associated with an academic 

medical center.
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A major strength of our study is that it involves a large cohort of currently active breast 

imaging facilities with a patient population similar to that of the U.S.5,21 Furthermore, our 

analysis accounts for potential non-independence of facilities belonging to the same group 

practice. However, there were limitations to our study. First, some of the facilities offering 

screening mammography may have affiliations with diagnostic imaging centers apart from 

their own group practice or health system, still akin to a spoke-and-hub practice model for 

screening. Such affiliations are not accounted for in our analysis, but may still allow for 

timely access to advanced imaging modalities for both supplemental screening and 

diagnostic work-up after screening mammography. Second, we considered only the ready 

availability of breast US, breast MRI, and image-guided biopsy. We did not consider the 

ready availability of newer modalities, such as digital breast tomosynthesis and automated 

whole breast US, for which data were not available at the time of our analysis. Third, we did 

not evaluate advanced breast imaging availability based on the specific needs of the patient 

populations served. Finally, 19% of facilities did not report their for-profit status in order to 

protect their anonymity, which somewhat limits interpretation of the reported associations 

between for-profit status and availability of advanced imaging.

In conclusion, our analysis demonstrates that screening facility characteristics are strongly 

related to the availability of on-site advanced breast imaging capabilities. Women seeking 

supplemental screening or complete diagnostic evaluations at the same physical site as their 

screening mammogram may choose to be more discerning about what type of screening 

facility they choose to attend. Advanced breast imaging modalities and image-guided biopsy 

services are most likely to be found at facilities that are part of a multi-specialty breast 

center, followed by full diagnostic radiology practices, and then breast imaging only and 

non-radiology practices. Moreover, future studies evaluating the effects of access to breast 

cancer screening on patient outcomes should consider imaging facility-level characteristics 

such as practice type, as they may have important implications on timely diagnostic 

evaluation and prevention of potential delays to definitive treatment after abnormal 

screening.

Acknowledgments

Funding: This work was supported by grants from the National Cancer Institute (RC2CA148577 and 
P01CA154292 and, for the Breast Cancer Surveillance Consortium, HHSN261201100031C) and the American 
Cancer Society (MRSG-14-160-01-CPHPS). The design and conduct of the study; collection, management, 
analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and decision to submit 
the manuscript for publication is solely the responsibility of the authors and does not necessarily represent the 
official views of the funding agencies.

References

1. Institute of Medicine. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care. 
Washington, DC: Natinal Academy Press; 2002. 

2. Onega T, Duell EJ, Shi X, Demidenko E, Goodman DC. Race versus place of service in mortality 
among medicare beneficiaries with cancer. Cancer. 2010; 116:2698–2706. [PubMed: 20309847] 

3. Onega T, Duell EJ, Shi X, Demidenko E, Gottlieb D, Goodman DC. Influence of NCI cancer center 
attendance on mortality in lung, breast, colorectal, and prostate cancer patients. Med Care Res Rev. 
2009; 66:542–560. [PubMed: 19454624] 

Lee et al. Page 7

Acad Radiol. Author manuscript; available in PMC 2016 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



4. Onega T, Duell EJ, Shi X, Wang D, Demidenko E, Goodman D. Geographic access to cancer care 
in the U. S Cancer. 2008; 112:909–918.

5. Sickles EA, Miglioretti DL, Ballard-Barbash R, et al. Performance benchmarks for diagnostic 
mammography. Radiology. 2005; 235:775–790. [PubMed: 15914475] 

6. Miglioretti DL, Smith-Bindman R, Abraham L, et al. Radiologist characteristics associated with 
interpretive performance of diagnostic mammography. J Natl Cancer Inst. 2007; 99:1854–1863. 
[PubMed: 18073379] 

7. Jackson SL, Taplin SH, Sickles EA, et al. Variability of interpretive accuracy among diagnostic 
mammography facilities. J Natl Cancer Inst. 2009; 101:814–827. [PubMed: 19470953] 

8. Elkin EB, Atoria CL, Leoce N, Bach PB, Schrag D. Changes in the availability of screening 
mammography, 2000–2010. Cancer. 2013; 119:3847–3853. [PubMed: 23943323] 

9. Elkin EB, Ishill NM, Snow JG, et al. Geographic access and the use of screening mammography. 
Med Care. 2010; 48:349–356. [PubMed: 20195174] 

10. Newman L. IOM report sets policy priorities for improving breast cancer screening. J Natl Cancer 
Inst. 2001; 93:574–575. [PubMed: 11309426] 

11. Carney PA, Abraham LA, Miglioretti DL, et al. Factors associated with imaging and procedural 
events used to detect breast cancer after screening mammography. AJR Am J Roentgenol. 2007; 
188:385–392. [PubMed: 17242246] 

12. Hooley RJ, Andrejeva L, Scoutt LM. Breast cancer screening and problem solving using 
mammography, ultrasound, and magnetic resonance imaging. Ultrasound Q. 2011; 27:23–47. 
[PubMed: 21343800] 

13. Press R, Carrasquillo O, Sciacca RR, Giardina EG. Racial/ethnic disparities in time to follow-up 
after an abnormal mammogram. J Womens Health (Larchmt). 2008; 17:923–930. [PubMed: 
18554094] 

14. Richards MA, Westcombe AM, Love SB, Littlejohns P, Ramirez AJ. Influence of delay on 
survival in patients with breast cancer: a systematic review. Lancet. 1999; 353:1119–1126. 
[PubMed: 10209974] 

15. Stout NK, Nekhlyudov L, Li L, et al. Rapid increase in breast magnetic resonance imaging use: 
trends from 2000 to 2011. JAMA Int Med. 2014; 174:114–121.

16. Wernli KJ, Demartini WB, Ichikawa L, et al. Patterns of breast magnetic resonance imaging use in 
community practice. JAMA Int Med. 2014; 174:125–132.

17. Lee CI, Bassett LW, Lehman CD. Breast density legislation and opportunities for patient-centered 
outcomes research. Radiology. 2012; 264:632–636. [PubMed: 22919037] 

18. Dehkordy SF, Carlos RC. Dense breast legislation in the United States: state of the states. J Am 
Coll Radiol. 2013; 10:899–902. [PubMed: 24295937] 

19. Berg WA, Blume JD, Cormack JB, et al. Combined screening with ultrasound and mammography 
vs mammography alone in women at elevated risk of breast cancer. JAMA. 2008; 299:2151–2163. 
[PubMed: 18477782] 

20. Plevritis SK, Kurian AW, Sigal BM, et al. Cost-effectiveness of screening BRCA1/2 mutation 
carriers with breast magnetic resonance imaging. JAMA. 2006; 295:2374–2384. [PubMed: 
16720823] 

21. Ballard-Barbash R, Taplin SH, Yankaskas BC, et al. Breast Cancer Surveillance Consortium: a 
national mammography screening and outcomes database. AJR Am J Roentgenol. 1997; 
169:1001–1008. [PubMed: 9308451] 

22. Diggle, P.; Heagerty, P.; Liang, K.; Zeger, S. Analysis of Longitudinal Data. 2. Oxford (UK): 
Oxford University Press; 2002. 

23. Rothman KJ. No adjustments are needed for multiple comparisons. Epidemiology. 1990; 1:43–46. 
[PubMed: 2081237] 

24. Lu MT, Tellis WM, Fidelman N, Qayyum A, Avrin DE. Reducing the rate of repeat imaging: 
import of outside images to PACS. AJR Am J Roentgenol. 2012; 198:628–634. [PubMed: 
22358003] 

Lee et al. Page 8

Acad Radiol. Author manuscript; available in PMC 2016 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 9

T
ab

le
 1

C
ha

ra
ct

er
is

tic
s 

of
 B

re
as

t I
m

ag
in

g 
Fa

ci
lit

ie
s 

Pa
rt

ic
ip

at
in

g 
in

 th
e 

B
re

as
t C

an
ce

r 
Su

rv
ei

lla
nc

e 
C

on
so

rt
iu

m

F
ac

ili
ty

 C
ha

ra
ct

er
is

ti
cs

n=
10

5

Pr
of

it 
/ N

ot
 f

or
 p

ro
fi

t s
ta

tu
s,

 n
 (

%
)

 
Fo

r 
pr

of
it

23
 (

27
.1

%
)

 
N

ot
 f

or
 p

ro
fi

t
62

 (
72

.9
%

)

 
U

nk
no

w
n*

20

A
ca

de
m

ic
 m

ed
ic

al
 c

en
te

r 
st

at
us

, n
 (

%
)

 
Y

es
8 

(7
.6

%
)

 
N

o
97

 (
92

.4
%

)

Fa
ci

lit
y 

ty
pe

, n
 (

%
)

 
M

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

r
25

 (
23

.8
%

)

 
Fu

ll 
di

ag
no

st
ic

 r
ad

io
lo

gy
 p

ra
ct

ic
e

66
 (

62
.9

%
)

 
B

re
as

t i
m

ag
in

g 
on

ly
4 

(3
.8

%
)

 
N

on
-r

ad
io

lo
gy

 p
ra

ct
ic

e
10

 (
9.

5%
)

* O
ne

 B
re

as
t C

an
ce

r 
Su

rv
ei

lla
nc

e 
C

on
so

rt
iu

m
 r

eg
is

tr
y 

do
es

 n
ot

 r
ep

or
t p

ro
fi

t s
ta

tu
s 

in
 o

rd
er

 to
 p

ro
te

ct
 th

e 
an

on
ym

ity
 o

f 
its

 f
ac

ili
tie

s

Acad Radiol. Author manuscript; available in PMC 2016 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 10

T
ab

le
 2

A
va

ila
bi

lit
y 

of
 A

dv
an

ce
d 

B
re

as
t I

m
ag

in
g 

by
 B

re
as

t C
an

ce
r 

Su
rv

ei
lla

nc
e 

C
on

so
rt

iu
m

 F
ac

ili
ty

 C
ha

ra
ct

er
is

tic

A
ny

 U
lt

ra
so

un
d

Sc
re

en
in

g 
U

lt
ra

so
un

d
A

ny
 M

R
I

Sc
re

en
in

g 
M

R
I

N
um

be
r 

of
 f

ac
ili

ti
es

 p
ro

vi
di

ng
 n

on
- 

m
is

si
ng

 d
at

a 
on

 u
se

 o
f 

th
is

 t
ec

hn
ol

og
y

10
4

10
4

10
3

10
3

F
ac

ili
ty

 C
ha

ra
ct

er
is

ti
cs

N

Pr
of

it 
/ N

ot
 f

or
 p

ro
fi

t s
ta

tu
s

 
Fo

r 
pr

of
it

23
20

 (
87

.0
%

; 5
5.

5,
 9

7.
3)

4 
(1

7.
4%

; 8
.5

, 3
2.

3)
11

 (
47

.8
%

; 2
9.

2,
 6

7.
0)

5 
(2

1.
7%

; 7
.5

, 4
8.

9)

 
N

ot
 f

or
 p

ro
fi

t
61

47
 (

77
.0

%
; 5

9.
1,

 8
8.

6)
14

 (
23

.0
%

; 1
5.

8,
 3

2.
0)

24
 (

40
.0

%
; 2

4.
0,

 5
8.

4)
15

 (
25

.0
%

; 8
.9

, 5
3.

2)

 
U

nk
no

w
n

20
16

 (
80

.0
%

; 4
9.

9,
 9

4.
1)

6 
(3

0.
0%

; 1
5.

0,
 5

1.
0)

9 
(4

5.
0%

; 2
5.

0,
 6

6.
7)

6 
(3

0.
0%

; 1
3.

8,
 5

3.
4)

 
 

P
 v

al
ue

*
0.

25
0.

47
0.

63
0.

87

A
ca

de
m

ic
 m

ed
ic

al
 c

en
te

r 
st

at
us

 
Y

es
8

6 
(7

5.
0%

; 3
1.

7,
 9

5.
1)

3 
(3

7.
5%

;1
4.

1,
 6

8.
6)

6 
(7

5.
0%

; 3
1.

6,
 9

5.
1)

4 
(5

0.
0%

; 1
9.

8,
 8

0.
2)

 
N

o
96

77
 (

80
.2

%
; 6

2.
5,

 9
0.

8)
21

 (
21

.9
%

; 1
6.

0,
 2

9.
1)

38
 (

40
%

; 2
9.

2,
 5

1.
9)

22
 (

23
.2

%
; 1

3.
6,

 3
6.

7)

 
 

P
 v

al
ue

0.
79

0.
27

0.
13

0.
06

4

Fa
ci

lit
y 

ty
pe

 
M

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

r
25

25
/2

5 
(1

00
%

)
9 

(3
6.

0%
; 1

9.
9,

 5
6.

0)
19

 (
76

.0
%

; 4
5.

9,
 9

2.
2)

14
 (

56
%

; 2
4.

8,
 8

3.
1)

 
Fu

ll 
di

ag
no

st
ic

 r
ad

io
lo

gy
 p

ra
ct

ic
e

66
54

 (
81

.8
%

; 6
5.

6,
 9

1.
4)

15
 (

22
.7

%
; 1

5.
7,

 3
1.

6)
25

 (
39

.1
%

; 2
6.

3,
 5

3.
5)

12
 (

18
.8

%
; 9

.9
, 3

2.
6)

 
B

re
as

t i
m

ag
in

g 
on

ly
4

2 
(5

0.
0%

; 1
2.

1,
 8

7.
9)

0/
4 

(0
%

)
0/

4 
(0

%
)

0/
4 

(0
%

)

 
N

on
-r

ad
io

lo
gy

 p
ra

ct
ic

e
9

2 
(2

2.
2%

; 1
0.

6,
 4

0.
7)

0/
9 

(0
%

)
0/

10
 (

0%
)

0/
10

 (
0%

)

 
 

P
 v

al
ue

†
<

0.
00

01
0.

19
0.

02
4

0.
02

0

R
es

ul
ts

 s
ho

w
n 

he
re

 a
re

 th
e 

nu
m

be
r 

of
 f

ac
ili

tie
s 

w
hi

ch
 r

ep
or

te
d 

pr
ov

id
in

g 
th

e 
im

ag
in

g 
se

rv
ic

e 
in

 q
ue

st
io

n 
(c

ol
um

ns
) 

w
ith

in
 e

ac
h 

ca
te

go
ry

 o
f 

th
e 

fa
ci

lit
y 

ch
ar

ac
te

ri
st

ic
 (

ro
w

).
 P

er
ce

nt
ag

es
 a

re
 b

as
ed

 o
n 

ob
se

rv
ed

 f
re

qu
en

ci
es

 d
iv

id
ed

 b
y 

th
e 

de
no

m
in

at
or

s 
sh

ow
n 

in
 th

e 
co

lu
m

n 
m

ar
ke

d 
“N

”,
 e

xc
ep

t f
or

 th
e 

fo
llo

w
in

g 
co

lu
m

ns
:

•
D

en
om

in
at

or
 is

 6
0 

fo
r 

“n
ot

 f
or

 p
ro

fi
t”

 f
ac

ili
tie

s 
of

fe
ri

ng
 a

ny
 u

ltr
as

ou
nd

 a
nd

 s
cr

ee
ni

ng
 u

ltr
as

ou
nd

•
D

en
om

in
at

or
 is

 9
5 

fo
r 

no
n-

ac
ad

em
ic

 m
ed

ic
al

 c
en

te
rs

 o
ff

er
in

g 
an

y 
ul

tr
as

ou
nd

 a
nd

 s
cr

ee
ni

ng
 u

ltr
as

ou
nd

•
D

en
om

in
at

or
 is

 6
6 

fo
r 

fu
ll 

di
ag

no
st

ic
 r

ad
io

lo
gy

 p
ra

ct
ic

es
 o

ff
er

in
g 

an
y 

ul
tr

as
ou

nd
 a

nd
 s

cr
ee

ni
ng

 u
ltr

as
ou

nd

T
he

 9
5%

 c
on

fi
de

nc
e 

in
te

rv
al

s 
ar

e 
de

ri
ve

d 
vi

a 
de

lta
 m

et
ho

d 
fr

om
 p

os
t-

es
tim

at
io

n 
pr

ed
ic

te
d 

pr
ob

ab
ili

ty
 e

st
im

at
es

 o
bt

ai
ne

d 
fr

om
 u

na
dj

us
te

d 
G

E
E

 m
od

el
s 

of
 th

e 
ou

tc
om

e 
re

gr
es

se
d 

on
 th

e 
co

rr
es

po
nd

in
g 

fa
ci

lit
y 

ch
ar

ac
te

ri
st

ic
. M

od
el

s 
ac

co
m

m
od

at
e 

th
e 

no
n-

in
de

pe
nd

en
ce

 o
f 

fa
ci

lit
ie

s 
be

lo
ng

in
g 

to
 th

e 
sa

m
e 

pr
ac

tic
e.

A
ll 

p 
va

lu
es

 a
re

 f
ro

m
 jo

in
t W

al
d 

te
st

s 
of

 p
ar

am
et

er
s 

es
tim

at
ed

 b
y 

G
E

E
 m

od
el

in
g 

fo
r 

ea
ch

 d
es

cr
ip

tiv
e 

va
ri

ab
le

.

* P-
va

lu
es

 s
ho

w
n 

fo
r 

pr
of

it 
st

at
us

 w
er

e 
ob

ta
in

ed
 f

ro
m

 m
od

el
s 

re
st

ri
ct

ed
 to

 f
ac

ili
tie

s 
w

ith
 n

on
-m

is
si

ng
 p

ro
fi

t s
ta

tu
s 

in
fo

rm
at

io
n.

Acad Radiol. Author manuscript; available in PMC 2016 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 11
† P-

va
lu

es
 s

ho
w

n 
fo

r 
fa

ci
lit

y 
ty

pe
 w

er
e 

ob
ta

in
ed

 f
ro

m
 m

od
el

s 
re

st
ri

ct
ed

 to
 m

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

rs
 a

nd
 f

ul
l d

ia
gn

os
tic

 r
ad

io
lo

gy
 p

ra
ct

ic
es

, e
xc

ep
t i

n 
th

e 
ca

se
 o

f 
th

e 
pr

ov
is

io
n 

of
 a

ny
 u

ltr
as

ou
nd

, f
or

 
w

hi
ch

 m
od

el
in

g 
w

as
 r

es
tr

ic
te

d 
to

 f
ul

l d
ia

gn
os

tic
, b

re
as

t i
m

ag
in

g 
on

ly
, a

nd
 n

on
-r

ad
io

lo
gy

 p
ra

ct
ic

es
.

Acad Radiol. Author manuscript; available in PMC 2016 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 12

T
ab

le
 3

A
va

ila
bi

lit
y 

of
 I

m
ag

in
g-

G
ui

de
d 

B
io

ps
y 

Se
rv

ic
es

 b
y 

B
re

as
t C

an
ce

r 
Su

rv
ei

lla
nc

e 
C

on
so

rt
iu

m
 F

ac
ili

ty
 C

ha
ra

ct
er

is
tic

A
ny

 G
ui

de
d 

B
io

ps
y 

Se
rv

ic
es

St
er

eo
ta

ct
ic

 G
ui

de
d 

B
io

ps
y

U
lt

ra
so

un
d 

G
ui

de
d 

B
io

ps
y

M
R

 G
ui

de
d 

B
io

ps
y

N
um

be
r 

of
 f

ac
ili

ti
es

 p
ro

vi
di

ng
 n

on
- 

m
is

si
ng

 d
at

a 
on

 u
se

 o
f 

th
is

 
te

ch
no

lo
gy

10
4

10
4

10
4

10
4

F
ac

ili
ty

 C
ha

ra
ct

er
is

ti
cs

N

 
Pr

of
it 

/ N
ot

 f
or

 p
ro

fi
t s

ta
tu

s

 
Fo

r 
pr

of
it

22
7 

(3
1.

8%
; 1

3.
6,

 5
8.

1)
5 

(2
2.

7%
; 7

.7
, 5

0.
9)

7 
(3

1.
8%

; 1
3.

6,
 5

8.
1)

3 
(1

3.
6%

; 3
.3

, 4
2.

1)

 
N

ot
 f

or
 p

ro
fi

t
62

40
 (

64
.5

%
; 4

7.
7,

 7
8.

4)
32

 (
51

.6
%

; 3
5.

1,
 6

7.
8)

39
 (

62
.9

%
; 4

8.
6,

 7
5.

3)
20

 (
32

.3
%

; 2
1.

7,
 4

4.
9)

 
U

nk
no

w
n

20
15

 (
75

.0
%

; 4
8.

3,
 9

0.
6)

9 
(4

5.
0%

; 2
5.

0,
 6

6.
7)

15
 (

75
.0

%
; 4

8.
3,

 9
0.

6)
6 

(3
0.

0%
; 1

1.
2,

 5
9.

3)

 
 

P
 v

al
ue

*
0.

02
8

0.
07

6
0.

03
0

0.
23

A
ca

de
m

ic
 m

ed
ic

al
 c

en
te

r 
st

at
us

 
Y

es
8

6 
(7

5.
0%

; 3
1.

7,
 9

5.
1)

6 
(7

5.
0%

; 3
1.

7,
 9

5.
1)

6 
(7

5.
0%

; 3
1.

7,
 9

5.
1)

6 
(7

5.
0%

; 3
1.

7,
 9

5.
1)

 
N

o
96

56
 (

58
.3

%
; 4

4.
2,

 7
1.

2)
40

 (
41

.7
%

; 2
9.

3,
 5

5.
2)

55
 (

57
.3

%
; 4

4.
4,

 6
9.

3)
23

 (
24

.0
%

; 1
7.

1,
 3

2.
5)

 
 

P
 v

al
ue

0.
45

0.
14

0.
42

0.
01

9

Fa
ci

lit
y 

ty
pe

 
M

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

r
25

24
 (

96
.0

%
; 7

5.
7,

 9
9.

5)
23

 (
92

.0
%

; 7
0.

9,
 9

8.
2)

24
 (

96
.0

%
; 7

5.
7,

 9
9.

5)
17

 (
68

.0
%

; 3
6.

9,
 8

8.
5)

 
Fu

ll 
di

ag
no

st
ic

 r
ad

io
lo

gy
 p

ra
ct

ic
e

65
38

 (
58

.5
%

; 3
9.

5,
 7

5.
2)

23
 (

35
.4

%
; 1

7.
4,

 5
8.

8)
37

 (
56

.9
%

; 4
0.

1,
 7

2.
3)

12
 (

18
.5

%
; 1

0.
8,

 2
9.

7)

 
B

re
as

t i
m

ag
in

g 
on

ly
4

0/
4 

(0
%

)
0/

4 
(0

%
)

0/
4 

(0
%

)
0/

4 
(0

%
)

 
N

on
-r

ad
io

lo
gy

 p
ra

ct
ic

e
10

0/
10

 (
0%

)
0/

10
 (

0%
)

0/
10

 (
0%

)
0/

10
 (

0%
)

 
 

P
 v

al
ue

†
0.

01
1

0.
00

12
0.

00
89

0.
00

63

R
es

ul
ts

 r
ef

le
ct

 th
e 

nu
m

be
r 

of
 f

ac
ili

tie
s 

w
hi

ch
 r

ep
or

te
d 

pr
ov

id
in

g 
th

e 
im

ag
in

g 
se

rv
ic

e 
in

 q
ue

st
io

n 
(c

ol
um

ns
) 

w
ith

in
 e

ac
h 

ca
te

go
ry

 o
f 

th
e 

fa
ci

lit
y 

ch
ar

ac
te

ri
st

ic
 (

ro
w

).
 P

er
ce

nt
ag

es
 a

re
 b

as
ed

 o
n 

ob
se

rv
ed

 
fr

eq
ue

nc
ie

s 
di

vi
de

d 
by

 th
e 

de
no

m
in

at
or

s 
sh

ow
n 

in
 th

e 
co

lu
m

n 
m

ar
ke

d 
“N

”.
 T

he
 9

5%
 c

on
fi

de
nc

e 
in

te
rv

al
s 

ar
e 

de
ri

ve
d 

vi
a 

de
lta

 m
et

ho
d 

fr
om

 p
os

t-
es

tim
at

io
n 

pr
ed

ic
te

d 
pr

ob
ab

ili
ty

 e
st

im
at

es
 o

bt
ai

ne
d 

fr
om

 
un

ad
ju

st
ed

 G
E

E
 m

od
el

s 
of

 th
e 

ou
tc

om
e 

re
gr

es
se

d 
on

 th
e 

co
rr

es
po

nd
in

g 
fa

ci
lit

y 
ch

ar
ac

te
ri

st
ic

. M
od

el
s 

ac
co

m
m

od
at

e 
th

e 
no

n-
in

de
pe

nd
en

ce
 o

f 
fa

ci
lit

ie
s 

be
lo

ng
in

g 
to

 th
e 

sa
m

e 
pr

ac
tic

e.

A
ll 

p 
va

lu
es

 a
re

 f
ro

m
 jo

in
t W

al
d 

te
st

s 
of

 p
ar

am
et

er
s 

es
tim

at
ed

 b
y 

G
E

E
 m

od
el

in
g 

fo
r 

ea
ch

 d
es

cr
ip

tiv
e 

va
ri

ab
le

.

* P-
va

lu
es

 s
ho

w
n 

fo
r 

pr
of

it 
st

at
us

 w
er

e 
ob

ta
in

ed
 f

ro
m

 m
od

el
s 

re
st

ri
ct

ed
 to

 f
ac

ili
tie

s 
w

ith
 n

on
-m

is
si

ng
 p

ro
fi

t s
ta

tu
s 

in
fo

rm
at

io
n.

† P-
va

lu
es

 s
ho

w
n 

fo
r 

fa
ci

lit
y 

ty
pe

 w
er

e 
ob

ta
in

ed
 f

ro
m

 m
od

el
s 

re
st

ri
ct

ed
 to

 m
ul

ti-
sp

ec
ia

lty
 b

re
as

t c
en

te
rs

 a
nd

 f
ul

l d
ia

gn
os

tic
 r

ad
io

lo
gy

 p
ra

ct
ic

es
, e

xc
ep

t i
n 

th
e 

ca
se

 o
f 

th
e 

pr
ov

is
io

n 
of

 a
ny

 u
ltr

as
ou

nd
, f

or
 

w
hi

ch
 m

od
el

in
g 

w
as

 r
es

tr
ic

te
d 

to
 f

ul
l d

ia
gn

os
tic

, b
re

as
t i

m
ag

in
g 

on
ly

, a
nd

 n
on

-r
ad

io
lo

gy
 p

ra
ct

ic
es

.

Acad Radiol. Author manuscript; available in PMC 2016 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 13

T
ab

le
 4

A
va

ila
bi

lit
y 

of
 a

 C
om

bi
na

tio
n 

of
 I

m
ag

in
g 

an
d 

Im
ag

in
g-

G
ui

de
d 

B
io

ps
y 

Se
rv

ic
es

 b
y 

B
re

as
t C

an
ce

r 
Su

rv
ei

lla
nc

e 
C

on
so

rt
iu

m
 F

ac
ili

ty
 C

ha
ra

ct
er

is
tic

B
ot

h 
an

y 
ul

tr
as

ou
nd

 a
nd

 a
ny

 M
R

I
B

ot
h 

sc
re

en
in

g 
ul

tr
as

ou
nd

 a
nd

 s
cr

ee
ni

ng
 

M
R

I
A

ny
 u

lt
ra

so
un

d 
an

d 
an

y 
M

R
I 

an
d 

gu
id

ed
 

bi
op

sy
 s

er
vi

ce
s

N
um

be
r 

of
 f

ac
ili

ti
es

 p
ro

vi
di

ng
 n

on
-m

is
si

ng
 d

at
a 

on
 

us
e 

of
 t

hi
s 

te
ch

no
lo

gy
10

2
10

2
10

1

F
ac

ili
ty

 C
ha

ra
ct

er
is

ti
cs

N

Pr
of

it 
/ N

ot
 f

or
 p

ro
fi

t s
ta

tu
s

 
Fo

r 
pr

of
it

23
11

 (
47

.8
%

; 2
9.

2,
 6

7.
1)

a
2 

(8
.7

%
; 1

.8
, 3

2.
7)

4 
(1

8.
2%

; 5
.5

, 4
6.

1)

 
N

ot
 f

or
 p

ro
fi

t
59

22
 (

37
.3

%
; 2

5.
0,

 5
1.

5)
6 

(1
0.

2%
; 3

.0
, 2

9.
6)

20
 (

33
.9

%
; 2

3.
3,

 4
6.

4)

 
U

nk
no

w
n

20
9 

(4
5.

0%
; 2

5.
0,

 6
6.

7)
2 

(1
0.

0%
; 2

.2
, 3

5.
1)

9 
(4

5.
0%

; 2
5.

0,
 6

6.
7)

 
 

P
 v

al
ue

*
0.

46
0.

89
0.

32

A
ca

de
m

ic
 m

ed
ic

al
 c

en
te

r 
st

at
us

 
Y

es
8

6 
(7

5.
0%

; 3
1.

6,
 9

5.
1)

2 
(2

5.
0%

; 8
.2

, 5
5.

6)
6 

(7
5.

0%
; 3

1.
6,

 9
5.

1)

 
N

o
94

36
 (

38
.3

%
; 2

9.
1,

 4
8.

4)
b

8 
(8

.5
%

; 3
.9

, 1
7.

6)
27

 (
29

.0
%

; 2
2.

4,
 3

6.
7)

 
 

P
 v

al
ue

0.
11

0.
02

2
0.

04
1

Fa
ci

lit
y 

ty
pe

 
M

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

r
25

19
 (

76
.0

%
; 4

5.
9,

 9
2.

2)
7 

(2
8.

0%
; 1

2.
7,

 5
0.

9)
19

 (
76

.0
%

; 4
5.

9,
 9

2.
2)

 
Fu

ll 
di

ag
no

st
ic

 r
ad

io
lo

gy
 p

ra
ct

ic
e

64
23

 (
35

.9
%

; 2
4.

9,
 4

8.
7)

c
3 

(4
.7

%
; 1

.6
, 1

2.
9)

14
 (

22
.2

%
; 1

3.
7,

 3
3.

9)

 
B

re
as

t i
m

ag
in

g 
on

ly
4

0/
4 

(0
%

)
0/

4 
(0

%
)

0/
4 

(0
%

)

 
N

on
-r

ad
io

lo
gy

 p
ra

ct
ic

e
9

0/
9 

(0
%

)
0/

9 
(0

%
)

0/
9 

(0
%

)

 
 

P
 v

al
ue

†
0.

02
3

0.
00

09
0.

00
47

R
es

ul
ts

 s
ho

w
n 

he
re

 a
re

 th
e 

nu
m

be
r 

of
 f

ac
ili

tie
s 

th
at

 r
ep

or
te

d 
pr

ov
id

in
g 

th
e 

im
ag

in
g 

se
rv

ic
e 

in
 q

ue
st

io
n 

(c
ol

um
ns

) 
w

ith
in

 e
ac

h 
ca

te
go

ry
 o

f 
th

e 
fa

ci
lit

y 
ch

ar
ac

te
ri

st
ic

 (
ro

w
).

 P
er

ce
nt

ag
es

 a
re

 b
as

ed
 o

n 
ob

se
rv

ed
 

fr
eq

ue
nc

ie
s 

di
vi

de
d 

by
 th

e 
de

no
m

in
at

or
s 

sh
ow

n 
in

 th
e 

co
lu

m
n 

m
ar

ke
d 

“N
”,

 e
xc

ep
t f

or
 th

e 
fo

llo
w

in
g 

co
lu

m
ns

:

•
D

en
om

in
at

or
 is

 2
2 

fo
r 

“f
or

 p
ro

fi
t”

 f
ac

ili
tie

s 
of

fe
ri

ng
 b

ot
h 

an
y 

ul
tr

as
ou

nd
 a

nd
 a

ny
 M

R
I

•
D

en
om

in
at

or
 is

 9
3 

fo
r 

no
n-

ac
ad

em
ic

 m
ed

ic
al

 c
en

te
rs

 o
ff

er
in

g 
bo

th
 a

ny
 u

ltr
as

ou
nd

 a
nd

 a
ny

 M
R

I

•
D

en
om

in
at

or
 is

 6
3 

fo
r 

fu
ll 

di
ag

no
st

ic
 r

ad
io

lo
gy

 p
ra

ct
ic

es
 o

ff
er

in
g 

bo
th

 a
ny

 u
ltr

as
ou

nd
 a

nd
 a

ny
 M

R
I

T
he

 9
5%

 c
on

fi
de

nc
e 

in
te

rv
al

s 
ar

e 
de

ri
ve

d 
vi

a 
de

lta
 m

et
ho

d 
fr

om
 p

os
t-

es
tim

at
io

n 
pr

ed
ic

te
d 

pr
ob

ab
ili

ty
 e

st
im

at
es

 o
bt

ai
ne

d 
fr

om
 u

na
dj

us
te

d 
G

E
E

 m
od

el
s 

of
 th

e 
ou

tc
om

e 
re

gr
es

se
d 

on
 th

e 
co

rr
es

po
nd

in
g 

fa
ci

lit
y 

ch
ar

ac
te

ri
st

ic
. M

od
el

s 
ac

co
m

m
od

at
e 

th
e 

no
n-

in
de

pe
nd

en
ce

 o
f 

fa
ci

lit
ie

s 
be

lo
ng

in
g 

to
 th

e 
sa

m
e 

pr
ac

tic
e.

A
ll 

p 
va

lu
es

 a
re

 f
ro

m
 jo

in
t W

al
d 

te
st

s 
of

 p
ar

am
et

er
s 

es
tim

at
ed

 b
y 

G
E

E
 m

od
el

in
g 

fo
r 

ea
ch

 d
es

cr
ip

tiv
e 

va
ri

ab
le

.

* P-
va

lu
es

 s
ho

w
n 

fo
r 

pr
of

it 
st

at
us

 w
er

e 
ob

ta
in

ed
 f

ro
m

 m
od

el
s 

re
st

ri
ct

ed
 to

 f
ac

ili
tie

s 
w

ith
 n

on
-m

is
si

ng
 p

ro
fi

t s
ta

tu
s 

in
fo

rm
at

io
n.

Acad Radiol. Author manuscript; available in PMC 2016 July 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lee et al. Page 14
† P-

va
lu

es
 s

ho
w

n 
fo

r 
fa

ci
lit

y 
ty

pe
 w

er
e 

ob
ta

in
ed

 f
ro

m
 m

od
el

s 
re

st
ri

ct
ed

 to
 m

ul
ti-

sp
ec

ia
lty

 b
re

as
t c

en
te

rs
 a

nd
 f

ul
l d

ia
gn

os
tic

 r
ad

io
lo

gy
 p

ra
ct

ic
es

, e
xc

ep
t i

n 
th

e 
ca

se
 o

f 
th

e 
pr

ov
is

io
n 

of
 a

ny
 u

ltr
as

ou
nd

, f
or

 
w

hi
ch

 m
od

el
in

g 
w

as
 r

es
tr

ic
te

d 
to

 f
ul

l d
ia

gn
os

tic
, b

re
as

t i
m

ag
in

g 
on

ly
, a

nd
 n

on
-r

ad
io

lo
gy

 p
ra

ct
ic

es
.

Acad Radiol. Author manuscript; available in PMC 2016 July 01.


