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Purpose: To determine which, if any, patient-level factors were associated with differences in completion of
follow-up imaging recommendations at a tertiary academic medical center.
Methods: In this IRB-approved, retrospective cohort study, approximately one month of imaging recommenda
tions were reviewed from 2017 at a single academic institution that contained key words recommending followup imaging. Age, gender, race/ethnicity, insurance, smoking history, primary language, BMI, and home address
were recorded via chart extraction. Home addresses were geocoded to Census Block Groups and assigned to a
quintile of neighborhood socioeconomic status. A multivariate logistic regression model was used to evaluate
each predictor variable with significance set to p = 0.05.
Results: A total of 13,421 imaging reports that included additional follow-up recommendations were identified.
Of the 1013 included reports that recommended follow-up, 350 recommended additional imaging and were
analyzed. Three hundred eight (88.00%) had corresponding follow-up imaging present and the insurance payor
was known for 266 (86.36%) patients: 146 (47.40%) had commercial insurance, 35 (11.36%) had Medicaid, and
85 (27.60%) had Medicare. Patients with Medicaid had over four times lower odds of completing follow-up
imaging compared to patients with commercial insurance (OR 0.24, 95% CI 0.06–0.88, p = 0.032). Age,
gender, race/ethnicity, smoking history, primary language, BMI, and neighborhood socioeconomic status were
not independently associated with differences in follow-up imaging completion.
Conclusion: Patients with Medicaid had decreased odds of completing follow-up imaging recommendations
compared to patients with commercial insurance.

1. Introduction
Disparities in imaging access have been described in multiple health
care settings.1–5 For many patients, clinical questions can only be
satisfactorily answered with further imaging and rates of adherence to
imaging recommendations may lead to additional disparities in the use
of clinical imaging. Studies have reported a wide range of adherence
rates to follow-up imaging recommendations depending on an array of
factors, including department of the ordering provider,2 practice
setting,2,5–7 communication between providers and patients,8–10 type of
cancer,11 insurance status,1 patient's perception of importance,12,13

race/ethnicity,1,11,13,14 and distance from the patient's zip code to the
ordering facility.1 There is wide variance in reported follow-up imaging
adherence rates (ranging between 32% and 69%)2,15–18 and the influ
ence of many patient-level factors remains poorly understood.
Delayed use of advanced imaging as well as delayed action on im
aging findings have been associated with longer hospital stays, increased
morbidity and mortality, and higher costs to hospital systems.19–24
Studies have shown poorer outcomes in Black and Hispanic patients
associated with lack of early screening discussions with providers,
demonstrating the complex interaction of race/ethnicity, bias, and
language-discordant care.11,13
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Though systems have been developed to more effectively commu
nicate radiological findings to patients,25,26 and artificial intelligence
has led to more precise notification and tracking systems,27 the
completion rate of recommendations for additional imaging remains
low. The purpose of this study was to determine which, if any, patientlevel characteristics were associated with differences in adherence to
follow-up of radiology recommendations at a tertiary academic medical
center.

clinical correlation, labs, or other non-imaging follow-up studies were
excluded as well as reports for patients who did not have subsequent
clinical notes or imaging visits in the electronic medical record system
over and beyond the expected time of follow-up (Fig. 1). The remaining
350 reports were then reviewed to determine whether the recommended
follow-up imaging occurred.
Among the 350 imaging recommendations for patients with expected
follow-up completion, 308 (88.00%) had corresponding follow-up im
aging present (Table 1). Of those 308 patients, the insurance payor was
known for 266 (86.36%): 146 (47.40%) had commercial insurance, 35
(11.36%) had Medicaid, and 85 (27.60%) had Medicare. In comparison,
the insurance payor was known for 39 of the 42 (92.86%) patients with
absent follow-up imaging: 15 (35.71%) had commercial insurance, 8
(19.05%) had Medicaid, and 16 (38.10%) had Medicare. Compared to
those who had commercial insurance, patients with Medicaid had over
four times lower odds of completing follow-up imaging recommenda
tions (OR 0.24, p = 0.03); inversely, patients with commercial insurance
had 4.18 greater odds of completing follow-up imaging recommenda
tions when compared to patients with Medicaid (p = 0.03). There was no
difference in odds of completing follow-up when comparing patients
with Medicare to those who had commercial insurance (OR 0.63, p =
0.38).
One hundred seventy-two of the 308 (55.84%) patients who
completed follow-up, as well as 25 of the 42 (59.52%) patients who did
not complete follow-up identified as non-Hispanic White. Compared to
the non-Hispanic White patients, Black/African American patients (OR
0.59, p = 0.45), Hispanic patients (OR 0.89, p = 0.88), Asian American
or Native Hawaiian/Pacific Islander patients (OR 1.91, p = 0.37), and
patients of Other Race/Ethnicity (OR 0.97, p = 0.98) had no difference
in odds of completing follow-up imaging recommendations. Patients in
the Other group self-identified as 1) American Indian or Alaskan Native,
2) as another race/ethnicity besides the ones listed previously, 3)
declined to state their race/ethnicity, or 4) did not know their race/
ethnicity. Odds ratios were unable to be calculated for these groups
individually due to insufficient numbers.
English was identified as the primary language for 274 of the 308
(88.96%) patients who completed follow-up imaging, as well as for 39 of
the 42 (92.86%) patients who did not complete follow-up imaging.
Compared to primarily English-speaking patients, primarily Spanishspeaking patients (OR 3.04, p = 0.43), primarily Cantonese-speaking
patients (OR 0.78, p = 0.85), and primarily Russian-speaking patients
(OR 1.26, p = 0.86) had no difference in odds of completing follow-up
imaging recommendations. Nine patients who primarily spoke Arabic,
Cambodian, Hindi, Mandarin, Tagalog, Thai, or Vietnamese all
completed follow-up imaging, and thus odds ratios were unable to be
calculated for these groups.
One hundred six of the 308 (34.42%) patients who completed followup, as well as 15 of the 42 (35.71%) patients who did not complete
follow-up belonged to the highest quintile of nSES (n1). Compared to
patients in the highest quintile, patients in n2 (OR 0.52, p = 0.2), n3 (OR
1.73, p = 0.39), n4 (OR 3.90, p = 0.22), and n5 (OR 0.89, p = 0.87) had
no difference in odds of completing follow-up imaging
recommendations.
Age (OR 0.97, p = 0.11), self-identifying as a woman (OR 0.98, p =
0.95), and BMI (OR 0.99, p = 0.71) did not show a difference in odds
between patients who completed follow-up imaging and those who did
not. A former smoking history (OR 0.92, p = 0.85) and current smoking
history (OR 1.27, p = 0.80) did not affect the odds of completing followup imaging recommendations when compared to patients with no
smoking history.
Lastly, there was no difference in odds for completing follow-up
when the recommended imaging study was a radiograph compared to
ultrasound (OR 0.85, p = 0.84), CT (OR 1.22, p = 0.76), PET (OR 3.18, p
= 0.24), MRI (OR 1.39, p = 0.66), and nuclear medicine (OR 1.16, p =
0.93), nor was there a difference in odds when comparing follow-up
completion for those who received their initial imaging as inpatients

2. Material and methods
The study was approved by the institutional review board, and the
need for written informed consent was waived. All imaging reports
which contained imaging recommendations in 2017 were identified via
a database search, by searching for reports which contained one of the
following key words in the “Impression” section of the imaging report:
recommend, advise, and suggest. Duplicates were removed and a
random sample was obtained representing approximately the number of
recommendations made on average in a single month. Reports that
made non-imaging recommendations (e.g. clinical correlation or labs)
were excluded. Additional reports were excluded for patients who did
not have subsequent clinical notes or imaging visits in the electronic
medical record system over and beyond the expected time of follow-up.
Each of the remaining reports and patient electronic medical records
were reviewed to determine whether the follow-up imaging recom
mendation occurred. If a time frame was given for less than or equal to
one month after the initial study, the recommended follow-up study was
determined to have occurred within the time frame if it occurred within
one week of the stated time frame. If a time frame was given for more
than one month after the initial study, the recommended follow-up
study was determined to have occurred within the recommended time
frame if it occurred within one month of the stated time frame. If no time
frame was given for the follow-up imaging recommendation, then the
health record was reviewed to determine whether the follow-up imaging
was completed before December 31, 2019.
In cases where the imaging modality for the follow-up imaging
recommendation was different than the imaging modality specified by
the initial report, a board-certified radiologist with twelve years of
experience determined whether the imaging study performed was
appropriate for the given indication.
Age, gender, race/ethnicity, insurance, smoking history, primary
language, BMI, and home address were recorded via chart extraction.
Patients were subcategorized by self-identified gender (male, female),
race/ethnicity (non-Hispanic White; Black/African American; Hispanic;
Asian American or Native Hawaiian/Pacific Islander; Other/unknown),
insurance (commercial, Medicaid, Medicare), smoking history (never,
former, current), and primary language (English, Spanish, Cantonese,
Mandarin, Russian, Other). Home addresses were geocoded to Census
Block Groups and assigned to a quintile of neighborhood socioeconomic
status (nSES) using a previously described composite measure based on
statewide distribution.28 Recommended test modality and ordering
location were also recorded.
All statistical analyses were performed with Stata (College Station,
TX). A multivariate logistic regression model was used to evaluate each
predictor variable with significance set to p = 0.05. All of the above
covariates were felt to potentially be a source of bias in imaging followup so all were included in the regression model.
3. Results
A total of 540,246 imaging reports were identified in the radiology
database between January 1, 2017, and December 31, 2017. Of those,
13,421 imaging reports included recommendations for additional
follow-up. After duplicates were removed, it was calculated that on
average 1013 follow-up recommendations were made per month (ac
counting for 2.3% of total imaging reports). Reports that recommended
6
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Fig. 1. Subject selection process. Total number of radiology reports and initial search string result followed by sample size analyzed and application of exclusion
criteria. Likelihood was determined to be high if patients had clinical notes and imaging visits over and beyond the expected completion time frame, and low if
patients did not have clinical notes and imaging visits over and beyond the expected completion time frame.

hospital setting,33 similar to how Moser and Applegate found that pa
tients with Medicaid received fewer imaging services in the emergency
department compared to patients insured by another payor.34 Several
studies have attributed potential disparities in follow-up to patients on
government-issued insurance overutilizing emergency services as pri
mary care,1,2,5–7,35 as well as to physicians either being unaware or
ignoring the American College of Radiology (ACR) Appropriateness
Criteria.36–39 The findings of these studies and ours demonstrate the
complex interplay of factors that affect patients' utilization of advanced
imaging follow-up, influenced by both provider and patient-level fac
tors. While studies have included insurance status in their analyses,
there is limited research exploring factors affecting follow-up adherence
rates among patients with government-issued insurance.
With such a complex interplay of factors affecting follow-up adher
ence rates, a multifaceted approach is needed to better understand and
address these potential gaps in patient care. Multiple prior studies have
developed novel automated algorithms to identify whether patients
have completed recommended follow-up imaging, many with high
accuracy.25–27,40,41 Patient communication workflows also play an
important role. For example, Mannix et al. saw a significant decrease in
nonadherence to follow-up recommendations when a dedicated system
of communication was implemented beyond automated provider noti
fications that could be easily ignored, suggesting that more effort on the
provider end can yield better adherence rates for patients.42
To supplement better communication systems and provider work
flows, case management has been shown to improve navigation of the
health system for patients. Grover et al. showed how case management
helped patients who frequently visit the emergency department
decrease emergency department visits by 49%, decrease use of
computed tomography imaging by 41%, decrease use of ultrasound
imaging by 52%, and decrease use of radiographs by 38%.43 Of those
patients, the majority had government-issued insurance suggesting that

compared to those who received their initial imaging as outpatients (OR
0.41, p = 0.09) or in the emergency room (OR 4.01, p = 0.23). An odds
ratio was unable to be calculated for patients who were recommended a
follow-up fluoroscopy study because all 11 patients with this recom
mendation completed the recommended follow-up.
4. Discussion
The findings of this study suggest that patients with Medicaid had
over four times lower odds of completing follow-up imaging recom
mendations when compared to patients with commercial insurance. No
other patient-level factors contributed significantly to differences in
completing follow-up imaging recommendations in the current study.
Our 2.3% rate of reports including follow-up imaging recommen
dation is less than other reported rates in the literature, which range
between 8% and 37%,29–31 possibly attributable to our extraction of
patient charts based off keywords instead of natural language processing
or another algorithm. Upon manual review of 100 random imaging
studies from 2017, 3 studies contained follow-up imaging recommen
dations, all of which contained one of our keywords. This resulted in a
sensitivity and specificity of 100% for our chosen keywords (specifically
the keyword “recommend”) and a follow-up imaging recommendation
rate comparable to what we have reported in our study sample. Our
results are consistent in the greater context of imaging missed care op
portunities (IMCOs), defined as scheduled imaging appointments that
were not performed by the expected time and date, in which Glover et al.
found that insurance payor was independently associated with increased
odds of an IMCO and that patients with Medicaid had the highest odds
ratio of having an IMCO of 2.6.32
Hanna et al. investigated the use of advanced imaging during
emergency department visits and found disparities in advanced imaging
utilization among patients receiving Medicare associated with race and
7
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Table 1
Factors for all patients who received follow-up imaging recommendation.
Factor
Total
Age (y)
Range
Median
Mean
Mean SD
Gender
Male
Female
Race/ethnicity
Non-Hispanic White
Black/African American
Hispanic
Asian American or NHPIa
Otherb
Language
English
Spanish
Cantonese
Mandarin
Russian
Otherc
Insurance
Commercial
Medicaid
Medicare
Smoking history
Never
Former
Current
BMI
Range
Median
Mean
Mean SD
Neighborhood SESe
n1
n2
n3
n4
n5
Modality
Radiographf
Ultrasound
CT
PET
MRI
Nuclear Medicine
Fluoroscopyg
Location
Inpatient
Outpatient
Emergency
a
b
c
d
e
f
g

Follow-up imaging completed

No follow-up imaging completed

No.

%

No.

%

308

100

42

100

0–93
58
54.91
19.63

27–92
61.5
60.55
14.73

Odds ratio

95% CI

p

0.97

[0.94, 1.01]

0.11

145
163

47.08
52.92

18
24

42.86
57.14

1
0.98

[1,1]
[0.43, 2.23]

1.00
0.95

172
20
39
50
27

55.84
6.49
12.66
16.23
8.77

25
6
5
4
2

59.52
14.29
11.90
9.52
4.76

1
0.59
0.89
1.91
0.97

[1, 1]
[0.14, 2.37]
[0.21, 3.80]
[0.46, 7.91]
[0.19, 5.12]

1.00
0.45
0.88
0.37
0.98

274
11
11
2
3
7

88.96
3.57
3.57
0.65
0.97
2.27

39
1
1
0
1
0

92.86
2.38
2.38
0.00
2.38
0.00

1
3.04
0.78
–
1.26
–

[1, 1]
[0.19, 49.39]
[0.57, 10.64]
–
[0.10, 15.37]
–

1.00
0.43
0.85
–
0.86
–

146
35
85

47.40
11.36
27.60

15
8
16

35.71
19.05
38.10

1
0.24
0.63

[1, 1]
[0.06, 0.88]
[0.23, 1.77]

1.00
0.03d
0.38

164
111
16

53.25
36.04
5.19

20
19
2

47.62
45.24
4.76

1
0.92
1.27

[1, 1]
[0.39, 2.16]
[0.20, 7.96]

1.00
0.85
0.80

0.99

[0.93, 1.05]

0.71

12.77–63.49
25.46
26.32
6.72

17.16–66.18
26.39
27.34
8.48

106
71
52
34
36

34.42
23.05
16.88
11.04
11.69

15
13
6
1
7

35.71
30.95
14.29
2.38
16.67

1
0.52
1.73
3.90
0.89

[1, 1]
[0.19, 1.41]
[0.49, 6.07]
[0.44, 33.84]
[0.23, 3.46]

1.00
0.20
0.39
0.22
0.87

52
37
117
24
61
6
11

16.88
12.01
37.99
7.79
19.81
1.95
3.57

6
5
20
2
8
1
0

14.29
11.90
47.62
4.76
19.05
2.38
0.00

1
0.85
1.22
3.18
1.39
1.16
–

[1, 1]
[0.18, 4.06]
[0.34, 4.38]
[0.46, 21.82]
[0.32, 5.95]
[0.06, 24.21]
–

1.00
0.84
0.76
0.24
0.66
0.93
–

72
185
37

23.38
60.06
12.01

8
30
3

19.05
71.43
7.14

1
0.41
4.01

[1, 1]
[0.15, 1.14]
[0.43, 37.76]

1.00
0.09
0.23

NHPI=Native Hawaiian/Pacific Islander.
Includes American Indian or Alaskan Native, Other, Unknown, and Declined.
Includes Arabic, Cambodian, Hindi, Tagalog, Thai, and Vietnamese.
p < 0.05.
n1 = highest neighborhood socioeconomic status (nSES), n5 = lowest nSES.
Includes mammography.
Includes all interventional radiology.

case management may be most beneficial to patients with Medicare or
Medicaid to help them navigate their health care efficiently.
Finally, educational initiatives exploring nuances of health insurance
coverage may help create a lasting, patient-centered foundation for
future radiology practices. Vijayasarathi et al. demonstrated that radi
ology residents lack important knowledge on the cost of commonly
performed imaging studies, suggesting a need for targeted education in
this area.44 Sarwar et al. and Leddy et al. implemented a role for a
resident quality improvement director and curriculum,45,46 which both

fulfills Accreditation Council for Graduate Medical Education and ACR
noninterpretive milestones,47 as well as guides radiology departments
toward more direct patient care. Expanded education and training for
residents in care coordination for patients could be an important step
toward fostering improved equity in imaging utilization.
Our study had five limitations: First, we did not consider whether the
radiology report was communicated to the patient by the referring
provider. Second, we only included patients whom we determined were
receiving their imaging care predominately at our institution to reduce
8
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the uncertainty of patients continuing their imaging care outside our
institution or truly being lost to follow-up. Third, our patient de
mographic data was self-reported and thus, subject to error. Fourth,
there was broad agreement within our institution's radiology depart
ment that the three keywords used in our search query would result in
the clearest and most direct recommendation for follow-up imaging with
active language, and we acknowledge that other institutions may use
different language to communicate a direct recommendation for followup imaging in their practice. Lastly, our sample size was limited in
relying on only a one-month sample to allow for manual review of every
single case.

5. Kadom N, Doherty G, Solomon A, et al. Safety-net academic hospital experience in
following up noncritical yet potentially significant radiologist recommendations.
Am J Roentgenol 2017;209(5):982–6. https://doi.org/10.2214/AJR.17.18179.
6. Kroczek EK, Wieners G, Steffen I, et al. Non-traumatic incidental findings in patients
undergoing whole-body computed tomography at initial emergency admission.
Emerg Med J 2017;34(10):643–6. https://doi.org/10.1136/emermed-2016-205722.
7. Raich PC, Whitley EM, Thorland W, Valverde P, Fairclough D, for the Denver Patient
Navigation Research Program. Patient navigation improves cancer diagnostic
resolution: an individually randomized clinical trial in an underserved population.
Cancer Epidemiol Biomark Prev 2012;21(10):1629–38. https://doi.org/10.1158/
1055-9965.EPI-12-0513.
8. Al-Mutairi A, Meyer AND, Chang P, Singh H. Lack of timely follow-up of abnormal
imaging results and radiologists' recommendations. J Am Coll Radiol 2015;12(4):
385–9. https://doi.org/10.1016/j.jacr.2014.09.031.
9. Baccei SJ, Chinai SA, Reznek M, Henderson S, Reynolds K, Brush DE. System-level
process change improves communication and follow-up for emergency department
patients with incidental radiology findings. J Am Coll Radiol 2018;15(4):639–47.
https://doi.org/10.1016/j.jacr.2017.11.031.
10. Liao GJ, Liao JM, Lalevic D, Cook TS, Zafar HM. Time to talk: can radiologists
improve follow-up of abdominal imaging findings indeterminate for malignancy by
initiating verbal communication? J Am Coll Radiol 2018;15(11):1627–32. https://
doi.org/10.1016/j.jacr.2018.01.036.
11. Schut RA, Mortani Barbosa EJ. Racial/ethnic disparities in follow-up adherence for
incidental pulmonary nodules: an application of a cascade-of-care framework. J Am
Coll Radiol 2020:S1546144020307778. https://doi.org/10.1016/j.
jacr.2020.07.018. Published online August.
12. Arpey NC, Gaglioti AH, Rosenbaum ME. How socioeconomic status affects patient
perceptions of health care: a qualitative study. J Prim Care Community Health 2017;
8(3):169–75. https://doi.org/10.1177/2150131917697439.
13. Bazargan M, Lucas-Wright A, Jones L, et al. Understanding perceived benefit of early
cancer detection: community-partnered research with African American women in
South Los Angeles. J Womens Health 2015;24(9):755–61. https://doi.org/10.1089/
jwh.2014.5049.
14. Press R, Carrasquillo O, Sciacca RR, Giardina EGV. Racial/ethnic disparities in time
to follow-up after an abnormal mammogram. J Womens Health 2008;17(6):923–30.
https://doi.org/10.1089/jwh.2007.0402.
15. Harvey HB, Wu CC, Gilman MD, et al. Correlation of the strength of
recommendations for additional imaging to adherence rate and diagnostic yield.
J Am Coll Radiol 2015;12(10):1016–22. https://doi.org/10.1016/j.
jacr.2015.03.038.
16. Liao GJ, Liao JM, Lalevic D, Zafar HM, Cook TS. Location, location, location: the
association between imaging setting and follow-up of findings of indeterminate
malignant potential. J Am Coll Radiol 2019;16(6):781–7. https://doi.org/10.1016/
j.jacr.2018.11.010.
17. Mabotuwana T, Hall CS, Hombal V, et al. Automated tracking of follow-up imaging
recommendations. Am J Roentgenol 2019;212(6):1287–94. https://doi.org/
10.2214/AJR.18.20586.
18. You JJ, Laupacis A, Newman A, Bell CM. Non-adherence to recommendations for
further testing after outpatient CT and MRI. Am J Med 2010;123(6):557.e1–8.
https://doi.org/10.1016/j.amjmed.2009.11.018.
19. Cournane S, Creagh D, O’Hare N, Sheehy N, Silke B. MRI in acutely ill medical
patients in an Irish hospital: influence on outcomes and length of hospital stay. J Am
Coll Radiol 2014;11(7):698–702. https://doi.org/10.1016/j.jacr.2014.01.014.
20. Cournane S, Conway R, Creagh D, Byrne DG, Sheehy N, Silke B. Radiology imaging
delays as independent predictors of length of hospital stay for emergency medical
admissions. Clin Radiol 2016;71(9):912–8. https://doi.org/10.1016/j.
crad.2016.03.023.
21. Lee DW, Foster DA. The association between hospital outcomes and diagnostic
imaging: early findings. J Am Coll Radiol 2009;6(11):780–5. https://doi.org/
10.1016/j.jacr.2009.08.007.
22. Beinfeld MT, Gazelle GS. Diagnostic imaging costs: are they driving up the costs of
hospital care? Radiology 2005;235(3):934–9. https://doi.org/10.1148/
radiol.2353040473.
23. Sloan CE, Chadalavada SC, Cook TS, Langlotz CP, Schnall MD, Zafar HM.
Assessment of follow-up completeness and notification preferences for imaging
findings of possible cancer. Acad Radiol 2014;21(12):1579–86. https://doi.org/
10.1016/j.acra.2014.07.006.
24. Gandhi TK, Kachalia A, Thomas EJ, et al. Missed and delayed diagnoses in the
ambulatory setting: a study of closed malpractice claims. Ann Intern Med 2006;145
(7):488. https://doi.org/10.7326/0003-4819-145-7-200610030-00006.
25. Alkasab TK, Bizzo BC, Berland LL, Nair S, Pandharipande PV, Harvey HB. Creation
of an open framework for point-of-care computer-assisted reporting and decision
support tools for radiologists. J Am Coll Radiol 2017;14(9):1184–9. https://doi.org/
10.1016/j.jacr.2017.04.031.
26. Tung EL, Dibble EH, Jindal G, Movson JS, Swenson DW. Implementation and impact
of a comprehensive radiology report categorization system on communication of
important results. J Am Coll Radiol 2020:S1546144020307900. https://doi.org/
10.1016/j.jacr.2020.07.026. Published online August.
27. Dalal S, Hombal V, Weng WH, et al. Determining follow-up imaging study using
radiology reports. J Digit Imaging 2020;33(1):121–30. https://doi.org/10.1007/
s10278-019-00260-w.
28. Yang J, Schupp CW, Harrati A, Clarke C, Keegan THM, Gomez SL. In: Developing an
Area-based Socioeconomic Measure From American Community Survey Data. 2014.
Fremont, California: Cancer Prevention Institute of California; 2014. p. 1–17.

5. Conclusion
Our research demonstrated that patients with Medicaid were less
likely to complete follow-up imaging recommendations compared to
patients with commercial insurance, emphasizing the need for radiology
departments to better promote equitable imaging access for all patients.
Without an improved understanding of which patient-level factors limit
access, standardized reporting systems enabling us to provide equal care
could potentially contribute to ongoing health inequities. Radiologists
should be actively engaged in understanding the effects of barriers to
imaging across different groups and aim to develop workflows that help
to mitigate these barriers.
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