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Abstract 
 
Objective: Routine lung cancer screenings (LCS) were disrupted during the COVID-19 
pandemic. The study objective is to describe LCS trends longitudinally and by 
sociodemographic characteristics among New Jersey Medicaid enrollees aged 55–75 years 
who were potentially LCS-eligible from 2017–2022. 
 
Methods: This descriptive analysis used 2017-2022 New Jersey Medicaid claims data. The 
analytical sample included 317,763 enrollees aged 55-75 who were potentially LCS-eligible. 
LCS eligibility was identified using claims-based indicators of smoking history and status. Rates 
were stratified by age, sex, race-ethnicity, Medicaid dual eligibility status, and geographic 
region. Pearson’s chi-squared tests assessed within-group differences. 
 
Results: LCS rates were lowest in April 2020 (3.45 per 1,000 LCS-eligible enrollees). By 
August 2020, rates rebounded to pre-pandemic levels (15.53 per 1,000), peaking in November 
2022 (35.22 per 1,000). The younger group (55-64 years old) consistently had higher rates than 
the older (65-75). Rates for non-Hispanic Black enrollees showed the largest change among 
racial-ethnic groups (16.0 per 1,000 in 2019; 52.9 per 1,000 in 2022).  
 
Conclusions: This study suggests that rates rebounded due to increased public attention to 
lung health, broadening of LCS eligibility guidelines, and statewide screening initiatives. Future 
research should examine which factors drove the changes and whether changes sustained.  
 
Keywords: lung cancer screening; Medicaid; COVID-19; disparities; older adults  
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1. Introduction 

Lung cancer screening (LCS) rates are challenging to estimate due to the complexities 

of identifying the eligible population, leading to them being less frequently reported in the 

literature than rates for other preventable cancers.1 This complexity may have also contributed 

to a lack of public awareness of LCS guidelines, leading to lower screening rates.2 As the 

COVID-19 pandemic catastrophically changed cancer care,3 these trends persisted and 

magnified; studies report an average global decline of 20% in newly diagnosed lung cancer 

cases, with evidence indicating that sociodemographic factors contributed to screening 

disparities during the pandemic.4 A systemic change in the United States (U.S.) may have also 

negatively impacted LCS rates during the pandemic; in April 2020, an expert panel 

recommended delaying annual LCS so that low-dose computed tomography (CT), typically used 

for LCS, could be available for COVID-19 diagnosis. Thus, it is important to examine the impact 

of the COVID-19 pandemic on LCS rates in the U.S. 

New Jersey is an important state to study LCS, as it is one of the most racially and 

ethnically diverse states and is ranked in the top 15 for new lung cancer incidence, despite rates 

decreasing by 10% in the last 5 years.5 According to the American Lung Association’s 2024 

State of Lung Cancer Report, only 20% of those at high risk in New Jersey were screened, 

ranking ninth among all states.6,7 There thus remains room for improvement, especially to 

ensure early cancer detection among vulnerable populations.  

Medicaid, which provides insurance coverage for low-income people, families and 

children, pregnant people, the elderly, and people with disabilities, is a cornerstone of health 

insurance coverage in New Jersey, becoming an even larger source of coverage during the 

pandemic due to continuous enrollment provisions and a volatile job market.8 From 2019 to 

2022, the percentage of New Jersey residents enrolled in Medicaid increased from 24% to 26%. 

As lung cancer is a leading cause of cancer mortality in New Jersey,9 it is important to identify if 



Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof 

 5 

Medicaid enrollees are receiving the screening as recommended, especially Black and White 

women, who have lung cancer as the second most prevalent cancer.10  

Among the limited U.S. literature on LCS rates throughout the pandemic,11–13 none have 

focused on Medicaid. Medicaid populations are important to study because they face distinct 

barriers to preventive care.14 Studies have also shown disparities in cancer screening rates 

between Medicaid demographic and geographic characteristics.10 Examining trends in 

screening rates within this population can clarify whether the recovery observed in broader 

populations11–13 also occurred among lower-income and medically vulnerable patients. The 

study objective is to describe LCS trends longitudinally and by sociodemographic characteristics 

(age, sex, race-ethnicity, Medicaid dual eligibility status, geographic region) among New Jersey 

Medicaid enrollees aged 55-75 years who were potentially LCS-eligible from 2017-2022.  

 

2. Methods 

2.1 Study Design and Population 

This study is a retrospective, descriptive trend analysis to estimate the rate of routine 

LCS among New Jersey Medicaid enrollees ages 55-75 from 2017-2022. Two approaches were 

used to describe: (1) longitudinal screening rates from 2017-2022, and (2) sociodemographic 

characteristics of screening rates from 2019-2022. The first allows for examination of routine 

LCS trends over time. The second allows for examination of routine LCS disparities in the pre-

pandemic year (2019), during the pandemic height (2020), and in the years following the 

COVID-19 vaccine rollout (2021-2022). Analysis of restricted data was approved by the 

Institutional Review Board at [redacted] and [redacted]. This study was approved by the 

Protection of Human Subjects Committee at [redacted] under protocol Pro2022000341. 

We used secondary data from the Medicaid Management Information System, the New 

Jersey Medicaid claims and encounter data. The dataset includes information on Medicaid-paid 

encounters for Medicaid enrollees, whether paid fee-for-service or through a managed care 
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organization, and enrollee characteristics. For the variables of interest, there was no missing 

data.  

The unit of analysis was the Medicaid enrollee. Across the years (2017-2022), the 

starting sample included 1,699,259 Medicaid enrollees aged 55-75. This was 264,406 for 2017; 

267,925 for 2018; 270,403 for 2019; 271,829 for 2020; 292,495 for 2021; and 332,201 for 2022. 

The potentially LCS-eligible population was then identified using the inclusion criteria: high risk 

for lung cancer, defined as having any history or present use of tobacco or nicotine, identified in 

the claims data using International Classification of Disease (ICD) and Current Procedural 

Terminology (CPT) codes from Healthcare Effectiveness Data and Information Set value sets 

(Supplement A). Use of ICD and CPT codes for identifying smoking in claims is a validated 

best practice, shown to have limited sensitivity but high specificity.19  As smoking history and 

status are not directly captured in claims,15 our approach (modeled on validated methodology16) 

was designed to align with key LCS criteria from the U.S. Preventive Services Task Force 

guidelines (Table 1),17,18 serving as a proxy for identifying potentially LCS-eligible enrollees. 

Applying the inclusion criteria resulted in a sample of 317,763 enrollees. This was 46,667 for 

2017; 51,473 for 2018; 54,192 for 2019; 49,284 for 2020; 56,204 for 2021; and 59,943 for 2022. 

Over the years, the resulting sample ranged from 18-20% of the full sample. Finally, we 

excluded enrollees with a history of relevant cancer diagnosis (malignant neoplasm of lung) or 

medical history (personal history of malignant neoplasm of lung), as these conditions suggest 

that cancer screenings are not routine. None were excluded, as no enrollees in the sample at 

this point had these conditions. The resulting analytical sample consisted of 317,763 Medicaid 

enrollees aged 55-75 who were potentially LCS-eligible. It is not possible to distinguish those 

eligible for LCS per the 2012 U.S. Preventive Services Task Force guidelines from the 2021 

guidelines. 

The screened enrollee population was identified using the administrative claims code for 

low-dose CT, the standard procedure for LCS recommended by the U.S. Preventive Services 
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Task Force. These procedures and codes were informed by prior work.10,20 Supplement B lists 

the inclusion and exclusion codes. 

2.2. Measures 

Receipt of LCS (outcome variable) was defined as one or more claims or encounters for 

low-dose CT, identified in any procedure field of the record (Supplement B). Claims were 

collapsed to the enrollee level and used to identify the LCS-eligible population following the 

criteria described above. The longitudinal analysis used calendar month (January 2017–

December 2022); stratified analysis used calendar year (2019–2022). 

Sociodemographic variables were age (55–64, 65–75 years), sex (female, male), race-

ethnicity (single Medicaid field with the categories: Hispanic, non-Hispanic White, non-Hispanic 

Black, non-Hispanic Asian, other), Medicaid dual eligibility status (dually eligible, not dually 

eligible), and county of enrollee’s residence. We grouped counties into five regions: Urban; 

Suburban; Exurban; South/Philadelphia; and Shore.21  

2.3. Statistical Analysis 

To describe LCS trends longitudinally from 2017-2022, descriptive statistics were 

conducted at the monthly level. First, the “rate” of enrollees screened was calculated by dividing 

the total number of unique Medicaid enrollees screened per month by the total number of 

potentially LCS-eligible enrollees in the same month. Rates were multiplied by 1,000 to enhance 

interpretation. The enrollee is counted more than once per year if there are repeat low-dose 

CTs. Next, these rates were plotted from 2017-2022 using Excel® with event markers (month of 

the New Jersey stay-at-home order, release of COVID-19 vaccine to the general public, 

publication of the revised LCS guidelines by the U.S. Preventive Services Task Force,18 COVID-

19 Delta variant peak, and COVID-19 Omicron variant peak22). To further examine the impact of 

the pandemic, we plotted a linear extrapolation of the pre-pandemic period (i.e., regression of 

the screening rate by time), and, to account for possible seasonality effects, we applied a 

seasonal adjustment using the X-13ARIMA-SEATS program.23  
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Next, to describe LCS trends by sociodemographic characteristics (age, sex, race-

ethnicity, Medicaid dual eligibility status, geographic region) from 2019-2022, descriptive 

statistics were conducted by year. Rates were calculated using the same procedures using year 

instead of month as the study period and stratifying by the sociodemographic variables. The 

enrollee is counted only once per year. We then performed bivariate analyses using Pearson’s 

chi-squared test to determine whether sociodemographic characteristic trends were statistically 

different within groups at a p-value of 0.05. Data analyses were conducted using SAS® Version 

8.324 and Stata®/MP 18.25  

 

3. Results 

The longitudinal monthly LCS rate trends from 2017-2022 are shown in Figure 1.  From 

2017-2019, the LCS rate for Medicaid enrollees (aged 55-75) was higher over time, with 6.11 

per 1,000 potentially LCS-eligible enrollees in January 2017 and 8.37 per 1,000 in January 

2019. April 2020 had the lowest rate in the 6-year period (3.45 per 1,000). Except for 2020, all 

years exhibited a similar pattern: rates oscillated yet rose throughout the year, peaking in 

November.  

By August 2020, rates rebounded to pre-pandemic levels (15.53 per 1,000) and rose 

quickly, reaching 21.92 per 1,000 in October 2020. From January 2021 onward, the screening 

rate was generally higher over time, with dips coinciding with COVID-19 variant outbreaks. The 

rate was at its highest in November 2022 (35.22 per 1,000). Comparatively, November 2017 

had a rate of 6.93 per 1,000, and November 2019 had a rate of 15.07 per 1,000 – indicating that 

the November monthly rate quintupled between 2017-2022 and more than doubled between 

2019-2022. These trends were present in linear extrapolation of the pre-pandemic trends and 

seasonality adjustments (Supplement C). 

For the LCS trends by sociodemographic characteristics from 2019–2022, a description 

of the analytical sample is given in Table 2. The total number of 55-75 year old Medicaid 
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enrollees who were potentially LCS-eligible varied by year (i.e., 54,192 in 2019 and 59,943 in 

2022), explained by the Medicaid population continuous enrollment provisions.8 The proportion 

of females remained consistent at 49%, and there were no significant changes in the distribution 

of race-ethnicity or geographic region. The proportion in the older age group (65-75) changed 

from 25% to 31%, and Medicaid dual eligibility status changed from 41% to 44%. Enrollees 

were distributed consistently across the five geographic regions, with the fewest in the exurban 

group.   

The LCS trends by sociodemographic characteristics from 2019–2022 are shown in 

Table 3. The bivariate analysis found that all within-groups, except sex, were statistically 

different at p<0.05. Overall, we found that the annual screening rate was 26.4 per 1,000 

potentially LCS-eligible enrollees in 2019 and 72.7 per 1,000 in 2022. Differences between age 

groups narrowed slightly: enrollees aged 55–64 had higher rates than those aged 65–75 in both 

2019 and 2022 (75.0 vs. 67.6 per 1,000), but the absolute difference reduced from 9.4 to 7.4 per 

1,000. In contrast, differences by sex were larger in 2022 than in 2019, with the female-male 

difference growing from 2.3 per 1,000 in 2019 to 9.8 per 1,000 in 2022, although rates did not 

differ significantly by sex overall (p=0.655). Enrollees with Medicaid dual eligibility status went 

from 17.0 per 1,000 in 2019 to 68.5 per 1,000 in 2022.  

Racial and ethnic differences were larger in 2022 than in 2019 relative to non-Hispanic 

White enrollees. In 2019, the LCS rate was 34.0 per 1,000 potentially LCS-eligible non-Hispanic 

White enrollees, compared with 18.4 among Hispanic enrollees and 16.0 among non-Hispanic 

Black enrollees, corresponding to absolute differences of 15.6 and 18.0 per 1,000, respectively. 

By 2022, the rate among non-Hispanic White enrollees had risen to 90.5 per 1,000, compared 

with 54.9 among Hispanic enrollees and 52.9 among non-Hispanic Black enrollees, widening 

these differences to 35.6 and 37.6 per 1,000, respectively. Rates among non-Hispanic Asian 

enrollees remained similar to those among non-Hispanic White enrollees over time. In sum, 

rates were higher in 2022 than in 2019 across all racial-ethnic groups, while differences relative 
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to non-Hispanic White enrollees were larger in 2022 for Hispanic and non-Hispanic Black 

enrollees. Non-Hispanic Black enrollees had a 230.8% relative change from 2019 to 2022 but 

remained the group with the lowest screening rate in 2022. 

Geographic differences were also larger in 2022 than in 2019: the gap between the 

highest- and lowest-rate regions was from 17.3 per 1,000 potentially LCS-eligible in 2019, when 

rates ranged from 21.6 in urban areas to 38.9 in exurban areas compared with 33.0 per 1,000 in 

2022, when rates ranged from 56.6 in urban areas to 89.6 in exurban areas. Thus, although 

screening rates were higher in 2022 than in 2019 across all groups, age-related differences 

were modestly smaller, whereas racial-ethnic and geographic differences were similar or larger.  

 

4. Discussion 

Our study was novel, as it focuses on LCS rates among the Medicaid population, 

disaggregates findings by demographic and geographic variables, and spans several years 

beyond the peak pandemic year – offering insights into the recovery of LCS among a patient 

population highly impacted by the pandemic. This study confirms that the pandemic’s impact on 

LCS among older adults is clear and consistent with prior literature focused on the general 

population. Similar to the other studies, our analysis revealed a dramatic utilization drop-off in 

2020, followed by a gradual rebound in subsequent months, with the rebound rate varying by 

demographic group and geographic variables.11–13 Interestingly, our findings also differ from the 

literature. While Henderson et al. reported a return to pre-COVID-19 levels,13 others noted that 

LCS levels have not yet fully returned to pre-pandemic levels.11,26,27 Our study population 

experienced a more pronounced recovery, with LCS surpassing pre-pandemic levels by August 

2020.  

For demographic differences, we found distinctions from the literature. Romatoski et al. 

reported similar results to ours regarding age, noting that the older population had lower LCS 

rates.28 This trend may be attributable to the increased difficulty older individuals faced in 
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scheduling and traveling to medical appointments during the pandemic or concerns about 

potential COVID-19 exposure in healthcare settings.12 For racial-ethnic minority groups, some 

studies found that the Hispanic population had the lowest LCS rates.28,29 In our study, the 

Hispanic and non-Hispanic Black populations were among the two lowest rates. This could be 

potentially due to accessibility and language barriers for learning about lung cancer prevention 

and subsequently getting screened. For geographic differences, one study saw that rural 

populations had lower LCS rates during the pandemic.29 In our analysis, urban areas were 

observed to have the lowest screening rates, though New Jersey notably lacks designated rural 

areas. For sex differences, Romatoski et al. reported that older females had lower LCS rates, 

whereas Poghosyan et al. found that men exhibited increased screening rates post-pandemic. 

We observed higher LCS rates among women, although this was not statistically significant. 

This finding aligns with recent trends indicating a rising incidence of lung cancer among women, 

potentially influenced by increased alcohol consumption and slower smoking cessation.30 

Another possible explanation is growing evidence that women may derive a greater lung cancer 

mortality benefit from low-dose CT screening than men, which could influence referral practices 

among primary care clinicians.31 

There are several possible explanations for the striking trajectory of screening rates in 

this study. First, our longitudinal trends reveal that, historically, LCS utilization was low even 

pre-pandemic; there was opportunity to grow. Second, there may have been low public 

awareness of LCS pre-pandemic, in part due to its complex eligibility criteria.2 The pandemic 

increased public awareness of lung health, which may have contributed to higher screening 

rates. For example, news outlets like the New York Times published articles such as, “Now is 

the time to take care of your lungs. Here’s how.”32 Third, the 2021 guideline change increased 

the LCS eligibility population, including lowering the pack-year threshold from 30 to 20. Finally, 

there is growing support for LCS evidenced by an increasing number of research endeavors 

studying post-COVID-19 lung health. 
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Several factors may have been particularly relevant to Medicaid enrollees. Continuous 

Medicaid enrollment provisions during the pandemic may have helped maintain insurance 

coverage and access to preventive services, while enrollment growth may have included newly 

enrolled individuals completing delayed or previously inaccessible screening. In addition, New 

Jersey’s targeted efforts to expand LCS through local cancer screening initiatives may have 

increased screening awareness, referrals, and utilization among healthcare systems serving 

Medicaid populations. Notably, New Jersey’s ScreenNJ initiative, launched in 2017 through the 

New Jersey Department of Health and coordinated by the Rutgers Cancer Institute, included 

targeted efforts to increase routine LCS in 2017-2019.33,34  

4.1. Limitations 

The study has limitations. First, while screening rates are estimated in this study, the 

true statewide Medicaid screening rates and guideline adherence cannot be determined from 

the data. Nonetheless, the rates reported in this study follow best practices19 and are still useful 

as they estimate the magnitude and variation of change. Second, our study did not use the full 

age range for recommended LCS, as our dataset was limited to 55-75. Third, it is not possible to 

assess whether a screened enrollee met the LCS eligibility criteria. Fourth, as Medicaid 

enrollment increased during the study period, it is possible that rising rates in the rebound years 

reflect newly eligible enrollees catching up on care. Finally, although low-dose CT is highly 

specific to screening, claims data may still be affected by incomplete coding and provider billing 

practices.35 Efforts were made to include a comprehensive list of claims codes consistent with 

prior work and literature.10 This study also has several strengths. It uses multiple years of state 

Medicaid claims data to characterize LCS patterns in an understudied population. The analysis 

also examines differences by demographic and geographic variables, allowing for more detailed 

assessments of screening variations. 

 

5. Conclusion  



Jo
ur

na
l P

re
-p

ro
of

Journal Pre-proof 

 13 

 This study demonstrates success in one state to regain pre-pandemic progress, even 

surpassing previous LCS rates for its Medicaid enrollees. There remains work to be done, 

however, as LCS is still underutilized compared to screenings for other preventable cancers. 

Government, health systems, and healthcare organizations can capitalize on the recent 

increased interest in lung health to encourage the use of evidence-based LCS to reduce cancer 

mortality. Moving forward, to more accurately understand screening rates, future approaches 

may benefit from employing strategies to fully capture smoking history and status necessary to 

identify LCS-eligible patients, and from artificial intelligence tools to link and assess screening 

eligibility in unstructured electronic medical records. Altogether, there are many opportunities – 

in practice and in research – to reduce care gaps for Medicaid enrollees and to ensure equitable 

access to LCS for all.  
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Figure 1. Rate of Medicaid enrollees screened for lung cancer per 1,000 enrollees (age 55-75) in New Jersey, 2017-2022 
 

 
Note. Only New Jersey Medicaid enrollees who are ages 55-75 are included. Lung cancer screenings (LCS) were identified by claim 
codes corresponding with low-dose computed tomography (low-dose CT). Rate is calculated as the unique number of New Jersey 
Medicaid enrollees divided by the total number of enrollees in the month who meet the inclusion and exclusion criteria, multiplied by 
1,000. 
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Table 1. U.S. Preventive Services Task Force guidelines for lung cancer screening 

Year Age Smoking History Smoking Status 

December 31, 2013 – March 8, 
2021 

Adults aged 55-
80 

30 pack-year smoking 
history 

Currently smoke or have quit within the past 15 
years 
 March 9, 2021 – present Adults aged 50-

80  
20 pack-year smoking 
history 

Source. U.S Preventive Services Task Force17,18  
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Table 2. Description of the 2019-2022 analytical sample, comprised of New Jersey Medicaid enrollees who were potentially eligible 
for lung cancer screening by enrollee demographics and geographic region 
 

2019 
N (%) 

2020 
N (%) 

2021 
N (%) 

2022 
N (%) 

 

Total 54,192 (100.0) 49,284 (100.0) 56,204 (100.0) 59,943 (100.0) 

Sex     

     Female 26,715 (49.3) 24,017 (48.7) 27,685 (49.3) 29,430 (49.1) 

     Male 27,477 (50.7) 25,267 (51.3) 28,519 (50.7) 30,513 (50.9) 

Age Group     

     55-64 40,460 (74.7) 36,293 (73.6) 40,496 (72.1) 41,634 (69.5) 

     65-75 13,732 (25.3) 12,991 (26.4) 15,708 (27.9) 18,309 (30.5) 

Race-Ethnicity     

     Hispanic 6,781 (12.5) 6,134 (12.4) 7,368 (13.1) 7,947 (13.3) 

     Non-Hispanic White 23,701 (43.7) 21,968 (44.6) 25,039 (44.6) 26,964 (45.0) 

     Non-Hispanic Black 16,751 (30.9) 15,236 (30.9) 17,096 (30.4) 17,834 (29.8) 

     Non-Hispanic Asian 1,039 (1.9) 921 (1.9) 1,155 (2.1) 1,274 (2.1) 

     Other 5,920 (10.9) 5,025 (10.2) 5,546 (9.9) 5,924 (9.9) 

Medicaid Dual Eligibility     

     Dual Eligibility Status 21,970 (40.5) 20,350 (41.3) 23,878 (42.5) 26,589 (44.4) 

Geographic Region     

     Urban 12,517 (23.1) 11,053 (22.4) 12,526 (22.3) 13,032 (21.7) 

     Suburban 15,542 (28.7) 13,742 (27.9) 15,708 (27.9) 16,947 (28.3) 

     Exurban 4,214 (7.8) 4,007 (8.1) 4,719 (8.4) 5,031 (8.4) 

     South / Philadelphia 12,785 (23.6) 11,892 (24.1) 13,377 (23.8) 14,118 (23.6) 

     Shore 9,133 (16.9) 8,589 (17.4) 9,872 (17.6) 10,815 (18.0) 

 
Note. Only New Jersey Medicaid enrollees, ages 55-75 are included. Regions are defined as: Urban (Essex, Hudson County); 
Suburban (Bergen, Mercer, Middlesex, Passaic, Union); Exurban (Hunterdon, Morris, Somerset, Sussex, Warren); 
South/Philadelphia (Burlington, Camden, Cape May, Cumberland, Gloucester, Salem); Shore (Atlantic, Monmouth, Ocean). 
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Table 3. Trends in lung cancer screening among New Jersey Medicaid enrollees, 2019-2022, by demographics and geographic 
region 

 2019 2020 2021 2022 

% rate 
change 

from 
2019 to 

2020 

% rate 
change 

from 
2020 to 

2021 

% rate 
change 

from 
2021 to 

2022 

% rate 
change 

from 
2019 to 

2022 

  

# of 
potentially 

LCS-
eligible 

enrollees 
screened 

Rate of 
enrollees 
screened 
per 1,000 

# of 
potentially 

LCS-
eligible 

enrollees 
screened 

Rate of 
enrollees 
screened 
per 1,000 

# of 
potentially 

LCS-
eligible 

enrollees 
screened 

Rate of 
enrollees 
screened 
per 1,000 

# of 
potentially 

LCS-
eligible 

enrollees 
screened 

Rate of 
enrollees 
screened 
per 1,000 

Total 1,431 26.4 1,566 31.8 3,087 54.9 4,359 72.7 20.3 72.9 32.4 175.4 

Sex                 
 

   

Female 737 27.6 827 34.4 1,650 59.6 2,287 77.7 24.8 73.1 30.4 181.7 

Male 694 25.3 739 29.2 1,437 50.4 2,072 67.9 15.8 72.3 34.8 168.9 

Age Group*                 
 

   

55-64 1,165 28.8 1,187 32.7 2,233 55.1 3,122 75.0 13.6 68.6 36.0 160.4 

65-75 266 19.4 379 29.2 854 54.4 1,237 67.6 50.6 86.4 24.3 248.8 

Race-Ethnicity*                 
 

   

Hispanic 125 18.4 143 23.3 271 36.8 436 54.9 26.5 57.8 49.2 197.6 

Non-Hispanic White 807 34.0 885 40.3 1,726 68.9 2,440 90.5 18.3 71.1 31.3 165.8 

Non-Hispanic Black 268 16.0 325 21.3 668 39.1 944 52.9 33.3 83.2 35.5 230.8 

Non-Hispanic Asian 36 34.6 33 35.8 96 83.1 116 91.1 3.4 132.0 9.5 162.8 

Other 195 32.9 180 35.8 326 58.8 423 71.4 8.7 64.1 21.5 116.8 

Medicaid Dual Eligibility*                 
 

   

Dual Eligibility Status 373 17.0 606 29.8 1,297 54.3 1,822 68.5 75.4 82.4 26.2 303.6 

Geographic Region*                    

Urban 270 21.6 277 25.1 549 43.8 738 56.6 16.2 74.9 29.2 162.5 

Suburban 376 24.2 373 27.1 718 45.7 1,057 62.4 12.2 68.4 36.5 157.8 

Exurban 164 38.9 168 41.9 356 75.4 451 89.6 7.7 79.9 18.8 130.3 

South / Philadelphia 388 30.3 482 40.5 841 62.9 1,175 83.2 33.6 55.1 32.4 174.2 

Shore 233 25.5 266 31.0 623 63.1 938 86.7 21.4 103.8 37.4 240.0 

Note. Only New Jersey Medicaid enrollees, ages 55-75 are included. Lung cancer screenings were identified by claim codes 
corresponding with low-dose computed tomography. Regions are defined as: Urban (Essex, Hudson County); Suburban (Bergen, 
Mercer, Middlesex, Passaic, Union); Exurban (Hunterdon, Morris, Somerset, Sussex, Warren); South/Philadelphia (Burlington, 
Camden, Cape May, Cumberland, Gloucester, Salem); Shore (Atlantic, Monmouth, Ocean). * refers to p<0.01 for a Pearson chi-
squared test of within-group differences.  
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Highlights 

• One of the first post-COVID-19 reports of lung cancer screening among state Medicaid 

• Lung cancer screening nearly doubled 2019-2022 among New Jersey Medicaid older adults 

• Screening disparities persisted throughout the pandemic 

• Largest gains were in dual-eligible (Medicare and Medicaid) and Black enrollees 

• Demonstrates a claims-based method to assess screening disparities 


