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PRACTICE PERSPECTIVES

Medicare for All: Considerations for Neuroradiologists
T.H. Nguyen, J.M. Milburn, R. Duszak, J. Savoie, M. Horný, and J.A. Hirsch

ABSTRACT

SUMMARY: The year 2019 featured extensive debates on transforming the United States multipayer health care system into a single-
payer system. At a time when reimbursement structures are in flux and potential changes in government may affect health care, it is
important for neuroradiologists to remain informed on how emerging policies may impact their practices. The purpose of this article is
to examine potential ramifications for neuroradiologist reimbursement with the Medicare for All legislative proposals. An institution-
specific analysis is presented to illustrate general Medicare for All principles in discussing issues applicable to practices nationwide.

ABBREVIATIONS: MFA ¼ Medicare for All; PC ¼ professional component

Senator Bernie Sanders originally introduced the Medicare for
All (MFA) Act in 2017, which aimed to establish a single

national health insurance program. At that time, the bill was sup-
ported by only 16 other senators and eventually died in the 115th
Congress. Fast forward 2 years: Several 2020 presidential candi-
dates now emphatically endorse MFA, aligned with the fact that
during the past decade, the support by the public for a national
health plan has grown.1 In April 2019, Senator Sanders reintro-
duced his MFA bill with expanded covered services.2 This came
on the heels of an additional MFA bill proposed in the House of
Representatives in February 2019 by Representative Pramila
Jayapal.3 Other politicians have proposed offering public health
insurance while preserving private options.4 With health care
reform at the center of national debate during this election year, it
is important for physicians to be abreast of potential landmark
health care legislation. While varying plans have been proposed
on how to reform US health care, only the 2 aforementioned
MFA Acts have been formally introduced in Congress at the time
of this writing. The fundamental objectives common to both bills
are summarized in Table 1. In this article, we use the term “MFA”
specifically in reference to both Medicare for All Acts of 2019.

The financial impact of MFA implementation on individual
radiology practices would depend on the case mix of services of
each practice, the payer mix for each patient service, and reim-
bursement rates currently negotiated with private payers. The
current payment models of the practice (eg, fee-for-service,
bundled payments, or global budget) are also determinants of the
potential impact of MFA on that particular practice. The MFA
bills do not specifically address payment models; therefore, it is
unclear how these would be affected. Thus, it is uncertain what
would happen with reimbursement penalties and bonuses under
the Merit-Based Incentive Payment System and Medicare Access
and CHIP Reauthorization Act of 2015.

The ambiguity in MFA makes it difficult to predict the effect of
MFA on a practice. However, the salient feature in the MFA legis-
lative proposals is essentially transitioning the US multipayer
health care system to a single-payer system. The goal of this
Practice Perspectives is to discuss issues neuroradiologists may en-
counter in such a transition.We also provide an institution-specific
analysis to illustrate the degree of impact this shift can have on a
practice. The analysis is based on the case mix of the primary
author’s institution and reimbursement figures for its locale.
Medicare global, professional component (PC), and technical com-
ponent fees were determined using the Medicare Physician Fee
Schedule for 2019.5 Private reimbursement rates for noncapitated
services provided by in-network providers to patients with primary
residence in Louisiana or Mississippi (the Data Use Agreement
prohibited us from reporting state-level metrics for Louisiana only)
were extracted from the IBMMarketScan Commercial Claims and
Encounters Database for the year 2017. All payments were
adjusted for inflation using the seasonally-adjusted Consumer
Price Index for Medical Care obtained from the Federal Reserve
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Bank of St. Louis and expressed in 2019 US dollars.6 Medicaid
fees in this study represent hospital-based Medicaid PC fee aver-
ages in Louisiana for the respective examinations and were pro-
vided by the radiology finance department of our lead study site.
Although the analysis is institution-specific, it serves as a real-
world example to illustrate general issues that apply to practices
nationwide.

Financial Implications for Providers
In the United States, approximately 49% of the general popula-
tion receives health insurance through their employers; 20%,
through Medicaid; and 14%, through Medicare. About 9% of the
population is uninsured. Other coverage comprises individual/
nongroup insurance (6%) and military (1%).7 Under MFA, pri-
vate health insurers would be prohibited from offering benefits
included in the public program. The transition from a multipayer
to single-payer system could have negative financial consequen-
ces for many radiologists because private insurer fees typically
exceed those of Medicare.8,9 With regard to neuroradiology,
brain MR imaging payments from private insurers were shown to

be more than twice as high as Medicare fee-for-service payments
in a 2018 study published by the Congressional Budget Office.8

The difference between Medicare and private insurance fees is
affected by factors including the negotiating power of a practice
with private insurers, case mix, and the Geographic Practice Cost
Index. As an example of variation between Medicare and private
insurance reimbursement for a neuroradiology practice, Table 2
shows a brain examination case mix from the primary author’s
radiology department with fees from Medicare and estimated av-
erage reimbursements from private insurers.

The shift to MFA could be especially disruptive for prac-
tices that currently treat a large portion of privately insured
patients because private insurer fees are typically higher than
those of Medicare throughout the country.8-10 Conversely,
MFA could increase revenue for some practices by reducing
their uncompensated care for uninsured patients as well as
by increasing their reimbursement for care of patients cur-
rently covered by lower-paying Medicaid.11 Previous
research found the average national Medicaid-to-Medicare
fee index is 0.72,12 though inpatient Medicaid fees vary on
the basis of specific hospital cost-to-charge ratios. Some also

argue that MFA would reduce costs
for providers by decreasing their
administrative burdens.13 Further-
more, practices might benefit from
reduced time between when services
are rendered and reimbursed. A cur-
rent advantage of Medicare over pri-
vate insurers is that Medicare often
reimburses sooner.

Table 1: Fundamental objectives of the Medicare for All Acts of 20192,3

Objectives
Establishment of a national health insurance program administered by the government that
would cover all US residents

Creation of a nation health budget
Elimination of cost-sharing (deductibles, coinsurance, copayments) and balance billing for
covered services

Interdiction against duplicate benefits from private health insurers or employers

Table 2: Example of neuroradiology case mix and 2019 Medicare fees compared with private insurance5,6a

Examination (CPT)
No. of Examinations

(2019)
Case Mix

(%) NR
Medicare
Global

PI
Global

Medicare
PC PI PC

Medicare
TC PI TC

CT head (70450) 44,300 69.5 $0 $115.20 $369.82 $43.72 $74.54 $71.48 $295.28
CT head with contrast
(70460)

50 0.1 $0 $162.76 $420.63 $58.56 $95.97 $104.20 $324.66

CT head without and with
contrast (70470)

564 0.9 $0 $190.09 $437.57 $65.34 $106.08 $124.74 $331.49

MR imaging brain (70551) 9400 14.7 $0 $224.92 $550.98 $76.16 $131.26 $148.77 $419.72
MR imaging brain with
contrast (70552)

244 0.4 $0 $311.96 $486.19 $91.71 $158.49 $220.24 $327.70

MR imaging brain without
and with contrast (70553)

9225 14.5 $0 $368.27 $911.65 $117.39 $217.90 $250.88 $693.75

Total 63,783 100.0

Note:—NR indicates nonreimbursed; PI, private insurance; TC, technical component; CPT, Current Procedural Terminology.
aMedicare fees are based on the Medicare Physician Fee Schedule database with the following criteria: year 2019 and MAC locality 0720201.5 There was no difference between Medicare fa-
cility and nonfacility fees. Private insurance fees were obtained from IBM MarketScan Commercial Claims and Encounters Database for the year 2017. Payments were adjusted for inflation
using the Consumer Price Index for Medical Care obtained from the Federal Reserve Bank of St. Louis and expressed in 2019 US Ddollars.6

Table 3: Case mix and professional component fees by payer type
CPT Examination Case Mix Uninsured Medicare5 Medicaida Private Insurance6

70551 MR imaging brain WO contrast 15% $0 $74.64 $72.08 $131.26
74178 CT Abd/pelvis WO/W contrast 15% $0 $102.53 $88.15 $173.22
76770 US Abd complete 10% $0 $37.14 $32.59 $63.33
77067 Screening mammogram 20% $0 $38.79 $37.86 $63.67
71046 XR chest single 40% $0 $10.25 $8.52 $18.70

Total 100%

Note:—W indicates with; WO, without; Abd, abdomen; US, ultrasound; XR, x-ray.
aMedicaid fees represent hospital-based Medicaid PC fee averages in Louisiana for the respective examinations and were provided by the Radiology Finance Department
of our lead study site.
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To illustrate the impact on reimbursement in transitioning to a
single-payer system, we present in Table 3, a simplified hypothetic
general radiology case mix of 5 examinations, including MR imag-
ing of the brain. These data are based on the case mix from the
primary author’s radiology department and reimbursement fig-
ures for this locale to provide as realistic an example as possible
of radiology reimbursement in the US multipayer system.
Current Procedural Terminology codes were used to obtain vol-
umes of the corresponding examinations performed in the first
half of 2019. The finance department of the institution providing
these data advised against publishing department-specific reim-
bursement data. With this condition, the analysis includes com-
monly performed examinations outside neuroradiology because
high-volume studies typically make up a large proportion of over-
all reimbursements. Furthermore, a variety of imaging modalities
more accurately reflects the impact on neuroradiologists who
tend to practice in broader radiology environments.

In the general Louisiana population, approximately 13.1% of
individuals are enrolled in Medicare, while about half have private
health insurance.7 Typically, Medicare enrollees use more health
services than privately insured individuals, which is reflected in the
inpatient population payer mix (Medicare accounts for 25.8%)
derived from national data.14,15 Table 4 presents these examples of
payer mixes. The payer mix of a typical radiology practice in
Louisiana likely lies between these 2 examples if the practice per-
forms both inpatient and outpatient imaging.

If we assume no change in the use of health services, if all
patients in Louisiana were transitioned to Medicare at current
Medicare PC fees, overall PC reimbursements for all 5 examina-
tions in this analysis would decrease—with MR imaging of the

brain leading that decline. The estimated revenue reduction for
our simplified radiology case mix is 14%–20% (Table 5). Given
the larger decrease for MR imaging payments, practices with
higher percentages of MR imaging brain examinations could be
more affected. The change in reimbursement is smaller in the
inpatient scenario because Medicare and Medicaid currently
make up larger proportions of payers in this setting.

Considerations for Neuroradiology Practices
The 14%–20% figure in Table 5 pertains to the primary author’s
institution and is meant to serve as an example in discussing
generalizable topics under MFA. A separate study by Galvani et
al16 projected a 7.4% reduction if all physician and clinical serv-
ices were reimbursed at Medicare rates. For practices that own
equipment, technical fees contribute largely to the total cost of
an imaging study. Louisiana Medicaid does not reimburse the
technical component separately but rather reimburses for an
imaging examination either by full service if the provider owns
the equipment or by the PC alone.17 Other states may have
nuanced differences in the way Medicaid reimburses the techni-
cal component.

The size of a practice is an important determinant of reim-
bursement. Because larger practices tend to negotiate higher
prices with private health plans than smaller practices,
smaller groups may experience less drastic reimbursement
decreases under MFA. There is also a smaller reduction in the
inpatient payer scenario because Medicare and Medicaid
make up larger proportions of payers in this setting. This is
concordant with the hypothesis that practices with more pri-
vately insured patients will experience more drastic reim-
bursement reductions compared with those that treat a high
percentage of Medicare, Medicaid, and uninsured patients.
Louisiana has a high proportion of Medicaid patients and
around an average proportion of uninsured patients com-
pared with the national US averages.7 In accounting for
uncompensated care and lower PC fees from Medicaid, this
analysis still showed an overall decrease in PC reimbursement
in a Medicare single-payer scenario. Neuroradiologists in
states with higher proportions of privately insured patients
may experience a more drastic impact on reimbursements
under MFA.

The analysis does not factor in fluctuations in imaging vol-
ume that may occur in a single-payer system. The volume of
imaging examinations would likely increase due to decreased

Table 4: Examples of payer mix

Payer Type

Louisiana General
Population Payer

Mixa

Inpatient
Population
Payer Mixb

Private insurance 50.5% 35.6%
Medicare 13.1% 25.8%
Medicaid 28.3% 31.9%
Uninsured 8.1% 6.7%
Total 100% 100%

a Based on data from the Kaiser Family Foundation 2017.7 The source data
included an additional payer type “Other Public,” which comprised military and
the Veterans Health Administration. Our payer mix percentages were weighted to
exclude this additional group, which made up 1% of the original mix.
b Derived from data from the Health Care Cost and Utilization Project and U.S.
Census Bureau 2017.14,15

Table 5: Change in professional component reimbursement under Medicare for All at a radiology practice in Louisiana

Examination

Payer Type Scenario

100% Medicare
Current General

Population Payer Mix % Difference
Current Inpatient

Payer Mix % Difference
MR imaging brain WO contrast $74.64 $96.46 –23% $89.14 –16%
CT Abd/pelvis WO/W contrast $102.53 $125.85 –19% $117.11 –12%
US Abd complete $37.14 $46.07 –19% $42.80 –13%
Screening mammogram $38.79 $47.95 –19% $44.81 –13%
XR chest single $10.25 $13.20 –22% $12.13 –15%
% Change if all uninsured, Medicaid,
and privately insured patients are
transitioned to Medicare

–20% –14%

Note:—W indicates with; WO, without; Abd, abdomen; US, ultrasound; XR, x-ray.
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cost-sharing for patients.18 Further research is also needed to
examine realistic cost-savings opportunities (eg, administrative
costs) in evaluating the overall financial impact of MFA on
radiology.

The estimated decrease in PC reimbursement in this analysis
is based on 2019 Medicare PC fees. The Medicare Physician Fee
Schedule for 2020 entailed cuts in reimbursement for radiology
to boost reimbursement for care-related evaluation and manage-
ment services. It is estimated this change will cost radiologists
$450 million in 1 year alone, and $5.6 billion during the next dec-
ade.19 We also note that with reimbursement changes following
passages of the Patient Protection and Affordable Care Act and
Medicare Access and CHIP Reauthorization Act of 2015, it is also
possible that fee-for-service may be substantially or completely
replaced by alternative payment models (eg, bundled or episode-
based payments, capitated payments, global budgets, and govern-
ment salaried providers).13

Is Medicare for All Better for Our Patients?
Compared with patients in other high-income countries,
Americans are more likely to report financial barriers to health
care,20,21 with a third of US adults reporting difficulty paying
medical bills in 2018.22 This situation is often sensationalized
in the media, creating a perception that the US health care
industry takes advantage of sick people. Such a belief can
undermine public trust in our health care system. Below, we
discuss concerns commonly brought up by American patients
and concerns regarding MFA.

In 2018, approximately 30.4 million persons in the United
States were uninsured.23 MFA would certainly extend coverage to
more patients, and proponents of this system argue that increas-
ing access to preventative care will reduce overall health care costs
(eg, by decreasing emergency department use or hospital admis-
sions for acute exacerbations of chronic illnesses). Prior research
found that extending Medicaid coverage resulted in more health
care use, including emergency department visits, without imme-
diate improvement in health measures such as blood pressure or
cardiovascular risk. It did, however, reduce the prevalence of
depression and medical debt.24

In addition to expanding coverage, proponents argue that
MFA would provide more stable coverage. Currently, many
Americans receive health insurance through their employers, and
changing jobs can result in coverage fluctuations. MFA does not
address how the government would feasibly absorb this cost from
employers and risks encountering similar issues as other coun-
tries if unprepared. Several countries with highly regarded uni-
versal health care systems now struggle to finance their health
care systems. Since 2010, the National Health Service budget of
the United Kingdom has fallen short of its health care costs,
resulting in longer wait times for patients, reduced payments to
providers, and calls for tax increases.25-27 Canada and Australia
have faced similar issues of unsustainable rising health care costs,
with consequent restrictions on services and increased reliance
on private insurance.28,29

The above is not a critique of the principle of universal health
insurance but rather of how health care costs have become unsus-
tainable despite a variety of coverage designs. In reforming health

care, current politics seems to focus more on who will pay for
care rather than on strategies and resources to promote healthier
lifestyles. Modern challenges, such as increases in the prevalence
of chronic diseases, risk overwhelming the health care system.
Although MFA aims to increase access to care, any such legisla-
tion will likely have a minimal effect on the root causes of con-
temporary issues such as sedentary lifestyles and poor diet. While
we have focused mainly on financial implications, we acknowl-
edge that there are innumerable other factors to consider in eval-
uating health care systems.

In summary, implementation of a single-payer system might
solve some problems but would likely introduce several others. As
key stakeholders in health care, neuroradiologists should scrutinize
how emerging legislation will affect their practices and patients.
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