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Expanding Role of Certified Electronic
Health Records Technology in Radiology:
The MACRA Mandate
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Abstract

Radiology has historically been at the forefront of innovation and the advancement of technology for the benefit of patient care.
However, challenges to early implementation prevented most radiologists from adopting and integrating certified electronic health
record technology (CEHRT) into their daily workflow despite the early and potential advantages it offered. This circumstance places
radiology at a disadvantage in the two payment pathways of the Medicare Access and CHIP Reauthorization Act of 2015: the Merit-
Based Incentive Payment System (MIPS) and advanced alternative payment models (APMs). Specifically, not integrating CEHRT
hampers radiology’s ability to receive bonus points in the quality performance category of the MIPS and in parallel threatens certain
threshold requirements for advanced APMs under the new Quality Payment Program. Radiology must expand the availability and use of
CEHRT to satisfy existing performance measures while creating new performance measures that create value for the health care system.
In addition, radiology IT vendors will need to ensure their products (eg, radiology information systems, PACS, and radiology reporting
systems) are CEHRT compliant and approved. Such collective efforts will increase radiologists’ quality of patient care, contribution to

value driven activities, and overall health care relevance.
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Radiology as a specialty has a long history of contributing
to and benefiting from advances in technology that not
only promote the value of the field but also help maintain
or increase the efficiency at which radiologists interpret
medical imaging studies. For instance, PACS have been
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important in enabling radiologists to interpret studies
containing a larger number of images per examination
while maintaining overall productvity. However,
challenges to early implementation prevented most radi-
ologists from adopting and integrating certified electronic
health record technology (CEHRT) into their daily
workflow despite the early and potential advantages it
offered [1]. The value mandate legislated in the Medicare
Access and CHIP Reauthorization Act (MACRA), and to
a lesser extent the Patient Protection and Affordable Care

Act [2,3], provides further incentive for radiologists to
increase their use of CEHRT.

CEHRT FACILITATES VALUE

CEHRT has core capabilities that allow the exchange of
clinically relevant information among providers across
various settings and thus can provide access to more
comprehensive clinical information for use by radiologists

at the time of interpretation or before an image-guided
procedure. CEHRT differs from basic electronic health
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records (EHRYs) in that it is “certified” by the Office of the
National Coordinator for Health Information Technol-
ogy (ONC) within the purview of the US Department of
Health and Human Services. The American Recovery
and Reinvestment Act of 2009 contained the Health
Information Technology for Economic and Clinical
Health (HITECH) Act [4], which is noteworthy for
introducing the EHR incentive program, also known as
meaningful use [5]. In the ensuing years, the adoption
of EHR technology in the office-based setting nearly
doubled, with 77.9% of offices using CEHRT as of 2015
[6], while nearly all nonfederal acute care hospitals have
subsequently adopted CEHRT [7].
pathology and laboratory data, daily progress notes, and

Surgical reports,

problem lists are now readily accessible for those

radiologists practicing in environments that have

adopted CEHRT.

CEHRT also serves as a technology platform for
expanding opportunities for value-based activities.
CEHRT has core capabilities mandated for certification
under the EHR incentive program stage 3 requirements
[8]. This includes the ability to engage patients using an
encrypted internal messaging platform that allows them
to message their physicians with questions and
concerns. These internal messaging conversations can
be digitally captured as part of the patient’s medical
record, storing vital communications that are likely to
play an increasing role in the radiologist-patient rela-
tionship. Patents can also access patient-specific educa-
tion through online portals, connecting them with their
physicians’ CEHRT. These educational resources are
tailored for the patient’s specific needs and conditions, for
example, providing information about pending or already
preformed procedures. Patients are granted online
access via CEHRT portals to vital pieces of their medical
records, keeping them informed of diagnoses and treat-
ment plans; these portals further serve as a mechanism to
distribute the results of tests and procedures, including
radiology reports. This expanding avenue of patient
communication was recently embodied in two new care
delivery models announced by CMS on December 8,
2016, called the Shared Decision Making Model and the
Direct Decision Support Model [9]. CMS intends for
these new practice and payment models to improve
patient engagement and shared decision making by
increasing patient access to their health information;
such activities will require CEHRT.

CEHRT has further value-based advantages beyond
deepening and enriching the avenues of communication.

CEHRT has an already established and expanding role

for capturing quality data ranging from simple measures
of physician processes to creating opportunities to eval-
uate outcomes of image-guided therapies or imaging
procedures. CEHRT is ideal for these activities as it has
access to large portions of patients’ clinical data, including
laboratory results, pathology, and clinician’s assessments,
among a plethora of other information. The science of
waste reduction and cost containment in health care has
been previously reviewed, and CEHRT has been
considered a potentially vital piece of the equation
[10,11]. Radiology has already begun the process of
managing waste within our specialty by discouraging
inappropriate imaging through the adoption of clinical
decision support software for advanced imaging, as
legislatively mandated by the Protecting Access to
Medicare Act of 2014 [12]. Radiology’s role as
advocates for appropriate imaging will be strengthened
by further studying complex care paradigms, diving
deeper into both efficient and inefficient uses of
imaging; this undertaking would be strengthened with
the extensive data sets being captured in CEHRT. The
future broader interconnectivity of CEHRT will also
allow sharing data with national medical data registries,
enhancing the ability to study best practice and root
out waste.

The intricate team-based approach to care in the
modern health care system requires a central data
repository like CEHRT. Radiologists will of course
continue to use PACS for image interpretation—specific
functions, but they must also embrace the depth of
CEHRT to add greater value to the broader health care
team and succeed in MACRA.

MACRA

Promoting the Transition From Volume to Value
Under MACRA, clinicians will receive an increasing
component of reimbursement tied to value, either through
the modified fee-for-service payment system termed the
Merit-Based Incentive Payment System (MIPS) or from a
variety of advanced alternative payment models (APMs)
that inherenty reimburse for value over volume. The
pressures created by these two new payment systems on
providing high-value cost-effective care will result in a
health care system that demands reliable and clinically
relevant information from radiologists. Compared with
traditional fee-for-service methodology, radiologists may
seck additional ways to provide value, including serving as
imaging utilization managers, amplifying care coordination
activities, providing more effective communications to

referring clinicians and/or patients, and redefining quality.
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Many of these activities will require incorporation of
CEHRT into radiologists’ daily workflow. Thus,
MACRA will incentivize the profession’s adoption of
CEHRT, creating economic benefits for using CEHRT
to provide direct value to patients and referring physi-
cians. Such reform opportunities will help enhance radi-
ologists’ role in patient care. The specific regulatory
incentives for incorporating CEHRT are apparent
throughout both the MACRA legislation and the asso-
ciated rulemaking by CMS [13]. Nonetheless, a brief
summary of the regulatory history of CEHRT will help
best understand the evolution of CEHRT in MACRA.

HITECH, Meaningful Use, and the Radiologist

In 2009, the HITECH Act [4] was enacted as part of the
American Recovery and Reinvestment Act to promote
the adoption and meaningful use of health IT, primarily in
the form of EHRs with certification (CEHRT) from the
ONC. The meaningful use program [5], as it became
known, created a set of activities required for a clinician to
become a “meaningful user” of CEHRT. At the time, the
mandated activities had litde relevance for the practice of
radiology, and spending the requisite time searching for
seemingly irrelevant information in a potendially inefficient
aggregator (CEHRT) translated into decreased clinical
productivity. Meaningful use requirements were different
for physicians and hospitals, and at first hospitals were
reluctant to make any changes in their programs to
Additionally,
stakeholders made numerous suggestions to CMS and the
ONC regarding changes that could be made to the
program, but these were not adopted in rule making. As

accommodate  radiologists. radiology

such, radiology changed its strategy, advocating for and
receiving an automatic exemption from the program’s
requirements. This strategy was necessary to mitigate
statutorily mandated penalties for not adopting CEHRT.
In retrospect, it may have been a missed opportunity to
prepare for the then unforeseen future that has become the
present-day reality. Rather than pursuing an exemption,
stakeholders could have uniformly and vigorously pushed for
meaningful user activities appropriate for our specialty, which
would have encouraged radiologists to access and use
CEHRT as part of daily workflow. With the exemption,
there was little adoption by radiology practices and, hence,
lictle incentive for the radiology vendors to develop products
to satisfy meaningful use or to pursue CEHRT status for their
products. This collective decision to not participate has
placed radiologists at a disadvantage in preparing for
MACRA’s MIPS, as well as participating in and leading in the
development of new APMs.

MACRA and CEHRT Requirements in MIPS:
Should Radiologists Skip Another Opportunity?
MACRA promotes the continued meaningful use of
CEHRT, renaming the concept advancing care infor-
mation (ACI). Tellingly, ACI is placed into its own
performance category within the larger MIPS. As in the
precursor meaningful use program, radiologists have
latitude to receive exemption from ACI. Exemptions
from this category are granted to clinicians with infre-
quent face-to-face patient interaction, a hospital-based
practice designation, as well as other hardships to
CEHRT implementation. It may be logical to seck
exemption in 2017, as the ACI activities are seemingly
removed from the practice of fee-for-service radiology.
However, doing so may place the specialty at a disad-
vantage as it may discourage using the same valuable
tools that our nonradiology colleagues work with daily to
exchange information about and/or communicate directly
with patients, or take advantage of other opportunities in
MACRA that require use of CEHRT described later in
this report. Radiology stakeholders should instead partner
with CMS to create a list of applicable measures for
radiologists and other information-based specialties, so
that such specialties can begin the process of incorpo-
rating CEHRT into daily workflow.

ACI is not the only category within MIPS that uses the
power of CEHRT. Since the early stages of the meaningful
use program, medical specialties using CEHRT have had
the capability to submit performance information on
quality (a separate MIPS performance category) to CMS
electronically, constituting “electronic clinical quality
measures” (eCQMs) [14]. These eCQM:s correspond with
preexisting quality measures that are modified to be
reported by CEHRT. Electronic capture of quality
measures would theoretically decrease the burden of
collecting and submitting such measures on a medical
practice, decrease the burden of processing performance
on such measures by CMS, and potentially increase the
reliability of such data compared with paper-based report-
ing mechanisms. Logically, CMS will reward bonus points
to those clinicians who can fully report quality measures
using end-to-end electronic reporting with certified tech-
nology. These bonus points will not be applicable to many
of the radiology-specific MIPS quality measures as they
have not been adopted by CMS as eCQMs and do not use
certified technology for electronic reporting. Enabling
reporting quality measures as €CQM should be pursued by
radiology stakeholders to take advantage of all these
strengths as well as create opportunities for receiving
bonus points.

Journal of the American College of Radiology
Health Services Research and Policy = Nicola et al

3]

Expanding Role of CEHRT in Radiology



The benefits of CEHRT in MIPS are not limited to the
ACI and quality performance categories. Another MIPS
petformance category, referred to as improvement activities,
includes several activities that leverage CEHRT for successtul
completion, and using CEHRT in reporting these activities
leads to additional bonus points within the ACI category.
CEHRT thus seems to be a focal point of MIPS, assuming a
more important role than it seemed to have in the preexisting
federal meaningful use program. Moreover, radiology-
specific IT vendors must recognize this growing need of
the radiology community, ensure that their products are able
to collect quality data, and pursue ONC certification for such
products (including radiology information systems [RIS],
PACS, and radiology reporting systems).

MACRA and APMs

MACRA designates a subset of APMs as advanced
APMs.
advanced APM participation will be eligible for sub-

Clinicians meeting the requirements for
stantial favorable reimbursement arrangements under
MACRA, including exemption from the reporting
requirements of MIPS. One criterion for an entity to be
an advanced APM is that at least 50% of its qualified
participants must use CEHRT. This 50% CEHRT use
requirement places radiology groups that have not
adopted CEHRT at a distinct disadvantage. Radiology
groups that have not adopted CEHRT may cause their
affiliated entities to miss this 50% threshold require-
ment, thereby hurting the radiology group’s standing
within the APM itself or ability to participate in the first
place. This shortcoming will likely become more rele-
vant over time as the number of APMs increases,
covering more patients and patient conditions [15].
Moreover, some of the new APMs may have a
narrowly defined clinical scope with lower overall
numbers of physician participants, which could make

APM CEHRT

even more pertinent. For

threatening the overall entities’

threshold
example, an APM built on procedure episodes adopted

requirements

by a small orthopedic practice using CEHRT may be
threatened if contracting with a larger radiology group
that does not use CEHRT. CEHRT will play an
important role in this evolving world of APMs and
must therefore also become part of our profession’s
strategic plan to thrive in this framework.

MACRA Introduces the Decisive Vehicle of
Change: The Physician-Focused Payment Model

If CEHRT is one road to connect radiology to value, then
the physician-focused payment model (PFPM) is a

potential vehicle that can use be used to travel to the
ultimate destination [16,17]. The PFPM is another
MACRA creation whereby specialties are encouraged to
develop and propose new APMs relevant to their
practice that achieve high-quality and efficient care.
These new models are intended to track and pay for
activities that the stakeholder profession and others deem
as valuable beyond volume. The PFPM was created to fill
a lack of existing advanced APMs focused on specialty
physicians rather than on primary care. The application
for proposing a PFPM includes 10 criteria that relate to
the transition away from volume-based medicine [18].
These criteria address how the new PFPM will foster
the promotion of value over volume, patient safety,
measurement

of quality,

integration, and care
coordination. Although these activities are all enhanced

by CEHRT, how the model uses CEHRT in fact

represents its own criterion.

CONCLUSIONS

Leveraging and embracing CEHRT provides radiology
with an avenue for enhancing value-based care. MACRA
encourages this opportunity through payment incentives
for using CEHRT in MIPS and APMs. To take advan-
tage of such incentives, radiology IT vendors will need to
ensure their products (eg, RIS, PACS, and radiology
reporting systems) are CEHRT compliant and approved.
Our profession’s collective focus should now be on
defining radiologist-specific activities in CEHRT, which,
if correctly implemented, will allow radiologists to further
leverage technology to increase our role in the health care
equation.

TAKE-HOME POINTS

Radiologists
advances in technology; CEHRT should be recog-

have historically benefited from
nized as another opportunity for the field to increase
its value.

Radiology has traditionally been a PACS-centered
specialty. However, the value-based care mandate
will encourage us to also integrate CEHRT into our
daily workflow.

The radiology community needs to work together
to form radiology-relevant CEHRT activities that
will further promote our value and satisfy federal
performance requirements for both the MIPS and
advanced APM  payment under
MACRA.

pathways
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To allow radiologists to take advantage of such
opportunities under MACRA, radiology IT vendors
will need to ensure their products (eg, RIS, PACS,
and radiology reporting systems) are CEHRT
compliant and approved.
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