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By James A. Brink, MD, FACR, Chair

Speaking Up for
Psychological Safety
As radiologists report increasing levels of burnout,
how can we support our colleagues and trainees?

A

t the ACR Annual Conference on Quality and
Safety held in Boston this past September, I
had the pleasure of sitting down with Steven
J. Swensen, MD, medical director of leadership and
organization development at the Mayo Clinic and a senior
fellow at the Institute for Health Care Improvement.
While I have known Dr. Swensen to be a champion for
radiation protection for many years, I was unaware of his
more recent concerns regarding the alarming increase in the
rate of physician burnout and decrease in satisfaction with
work-life balance among physicians at large, and especially
in radiology. Dr. Swensen highlighted for me the escalating
frequency of the problem among physicians, relative to
the U.S. population at large, and the need to intervene on
many levels.

The Mayo Clinic has conducted detailed surveys of
physician burnout and satisfaction with work-life balance,
both in 2014 and in 2011.1 The authors concluded that
physician burnout and satisfaction with work-life balance
worsened over the three-year interval. More than half of
U.S. physicians experience professional burnout, with
54 percent of physicians reporting at least one symptom
of burnout in 2014 compared to 45 percent in 2011.
Similarly, satisfaction with work-life balance also decreased
from 48 percent of physicians in 2011 to 41 percent in
2014. Among certain specialties, the results were more
alarming, and radiology was no exception. Symptoms
of physician burnout were present in 61 percent of
surveyed radiologists in 2014 compared to 48 percent in
2011. Satisfaction with work-life balance also dropped
substantially among radiologists, from nearly 60 percent in
2011 to less than 50 percent in 2014.
While it is tempting to view this problem as old news,
it seems to be getting worse. And the impact on the health
care environment overall is substantial and concerning.
At a patient level, increased burnout among physicians is
detrimental to the quality of patient care, patient safety,
and patient satisfaction. For health care workers, increased
burnout can lead to profound job dissatisfaction at a
minimum and to depression and suicide at a maximum.
4
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While many have advocated for promoting personal
interventions that promote well-being and resilience,
the magnitude of these problems warrants more global
interventions directed at the practice environment broadly.
The growing magnitude of this problem has captured
the attention of the National Academy of Medicine. On
July 7, 2016, the National Academy of Medicine hosted a
working meeting that involved leaders from more than 30
professional organizations to examine issues surrounding
clinician resilience and well-being.2 The intent of this
workshop was to assess and understand underlying causes
of clinician burnout and suicide and to advance solutions
that reverse these trends. In reading about this workshop, I
was tempted to fall into complacency about the recurring
topic of burnout and suicide, but then I read the discussion
papers that were provided for the workshop.3,4
The background material included the tragic story of
a young medical student who chose to take her own life
on April 11, 2013.3 In a detailed letter to her parents, this
student apologizes for hiding the profound depth of her
depression from her parents and her friends. While she
was unable to explain fully why she did not seek help, it is
easy for anyone working in the health care environment to
understand how difficult it is to admit personal limitations
in a field that demands excellence and perfection every day.
Sandeep P. Kishore, MD, PhD, describes this pernicious
“culture of silence” that limits health care practitioners from
admitting their struggles and seeking help.
This is particularly problematic among doctors in
training and junior physicians. Presumably, with advancing
age, doctors become more comfortable in their own skin,
recognizing their own challenges and accepting them as
inherent limitations to their practice. Among junior doctors
and doctors in training, seeking help for mental health
issues is presumed to lead to decreased opportunities for
future employment and to potential challenges in licensure.
As most licensing processes require explanations for gaps
in training and practice, applications should distinguish
between physicians who need time off for mental or
physical health reasons vs. those who were removed from

a program for work-related reasons. Mental health liaisons
who are not directly connected to training programs should
also be made available to trainees proactively. So often,
trainees are told that resources are available to help them
through difficult times, but practical experience suggests
significant impediments to availing themselves of these
resources — not the least of which are the hours that
trainees are often asked to keep and the difficulty in finding
time to seek consultation with a mental health expert.
Although there are no easy answers for these problems,
it is critical that all physicians in a supervisory capacity
pay attention to the needs of our young physicians and
physicians in training.
Beyond promoting well-being and resilience, health care
leaders must focus on improving the practice environment.
At the ACR, we are fond of promoting the triple aim for
health care popularized by the Institute of Health Care
Improvement: improving the individual experience of
care, improving the health of populations, and reducing
the per capita cost of health care.5 However, some have
advocated adding a fourth aim focused on “improving
the experience of providing care.”6 Sikka et al. explain,
“The core of work force engagement is the experience
of joy and meaning in the work of health care.” Here,
promoting joy in the workplace is best served by reducing
the risk of psychological harm as sometimes occurs when
humans work in complex environments such as health care.
Specifically, psychological harm can occur from feeling
disrespected generally and falling victim to intimidation
and bullying. While harsh environments are often excused
owing to escalating production pressure and poorly
designed workflows, as health care leaders, we must double
down on efforts to promote psychological safety at all levels.
“Speak up for safety” is commonly heard in our health
care institutions, focused on promoting just culture and
non-punitive response to error. Perhaps we should initiate
a parallel campaign entitled, “Speak Up for Psychological
Safety,” in which practitioners are encouraged to speak up
whenever they or their colleagues fall victim to disrespectful
and bullying behavior. At the Massachusetts General

Hospital, we have recently modified our boundaries
statement that articulates behavior boundaries that
are expected of all of our employees. Germane to this
discussion, the MGH Boundaries Statement reads, in part,
As a member of the MGH community and in service of our
mission, I will never:
• Speak or act disrespectfully toward anyone
• Engage in, tolerate or fail to address abusive, disruptive,
discriminatory, or culturally insensitive behaviors.
By establishing such boundaries, we are setting the baseline
level of behavioral expectation to ensure psychological safety
among our employees and thereby promote a just culture
in the workplace. Hopefully, interventions such as these
will reduce dissatisfaction with work-life balance, physician
burnout, and potentially depression and suicide among
health care professionals, including radiologists. We must
break the culture of silence that stands between us and
effective solutions for these problems that risk the lives of
our workforce and plague our profession.
ENDNOTES
1. Shanafelt TD, et al. Changes in burnout and satisfaction with work-life
balance in physicians and the general US working population between
2011 and 2014. Mayo Clinic Proceedings. 2015;90:1600–1613.
2. National Academy of Medicine. Action collaborative on
clinician well-being and resilience. Available at
bit.ly/ClinicalWell-Being. Accessed Dec. 19, 2016.
3. Kishore S, Dandurand DE, Mathew A, Rothenberger R.
Breaking the culture of silence on physician suicide.
National Academy of Medicine. June 3, 2016. Available at
bit.ly/CultureOfSilence. Accessed Dec. 19, 2016.
4. Kishore S, Poorman E. I felt alone but I wasn’t:
depression is rampant among doctors in training.
National Academy of Medicine. Oct. 4, 2016. Available at
bit.ly/PhysicianDepression. Accessed Dec. 19, 2016.
5. Berwick DM, Nolan TW, Whittington J. The triple aim:
care, health and cost. Health Affairs. 2008;27:759–769.
6. Sikka R, Morath JM, Leape L. The quadruple aim: care, health,
cost and meaning in work. BMJ Quality & Safety. 2015;0:1–3.
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NEWS FROM THE ACR AND BEYOND

May

Radiology Under MACRA Examined in HPI Reports
Looking for more help with MACRA? Recent reports supported by the Neiman Health Policy
Institute® (HPI) review expectations for radiologists under the Medicare Access and CHIP
Reauthorization Act (MACRA) of 2015. Payment adjustments under MACRA will begin in
2019 and will reflect performance during 2017.
The first article provides an overview of how radiologists can prepare for MACRA implementation via
the Quality Payment Program, paying specific attention to the implications for radiologists under the
Merit-Based Incentive Payment System (MIPS). Radiologists should be aware of reporting strategies
that may help improve reimbursement. CMS did build in special considerations for physicians who
don’t have frequent face-to-face patient interaction. The second article reports the authors’ analysis of
the considerations provided to those with limited face-to-face patient interaction, which showed that
the proposed criteria for receiving such considerations may result in many radiologists being measured
on benchmarks that do not optimally reflect radiologist practices. Alternative criteria could help
ensure radiologists are provided a fair opportunity for success in performance review under MIPS.

4–5	CT Colonography, ACR Education
Center, Reston, Va.
8–10	ACR-Dartmouth PET/CT, ACR
Education Center, Reston, Va.
11–13	Abdominal CT, ACR Education
Center, Reston, Va.
15–17	Emergency Radiology, ACR
Education Center, Reston, Va.

Read the first article at bit.ly/JACR_MIPS. Read the second article at bit.ly/JACR_MACRA.

Self-awareness,
honesty, and a
sincere willingness
to improve oneself
are fundamental
to authentic
leadership.
– Lisa A. Laurent, MD, MBA
bit.ly/Mentoring_Leaders

18–20	Neuroradiology, ACR Education
Center, Reston, Va.

June
5–7	Coronary CT Angiography, ACR
Education Center, Reston, Va.

It’s a natural reaction for radiologists to
think the computer is going to replace
them, but this fear represents an
oversimplification of what a computer
can do and what the profession of
radiology is. What machine learning
can do is help remove the humdrum
and make the profession more exciting
and vibrant.

8–10	High-Resolution CT of the Chest,
ACR Education Center, Reston, Va.
15–17	Breast Imaging Boot Camp with
Tomosynthesis, ACR Education
Center, Reston, Va.
19–20	Prostate MR, ACR Education
Center, Reston, Va.
23–25	Cardiac MR, ACR Education Center,
Reston, Va.

Nurse practitioner Kara Sapoznik (L) and Melanie B. Fukui, MD, a neuroradiologist at Aurora Neurosciences
Innovation Institute, exemplify the collaborative efforts of the clinic, reviewing a patient’s brain map in an area
located within the surgical suite.

Imaging 3.0®: Collaboration Takes Flight

July
14–16	Body and Pelvic MR, ACR
Education Center, Reston, Va.
17–19	Abdominal CT, ACR Education
Center, Reston, Va.
20–22	Musculoskeletal MR of Commonly
Imaged Joints, ACR Education
Center, Reston, Va.

As health care moves from volume to value, radiologists must work in partnership with referring
clinicians and other team members to provide high-quality patient care at lower costs. To that end,
neuroradiologists in Wisconsin have joined oncologists and neurosurgeons in the clinic and the
operating room, where they use imaging to help chart the most appropriate course of treatment.
As a result, the neurosurgical oncology team reports a 30 to 40 percent reduction in length of stay,
mortality, and readmission rates, as well as a 10 percent reduction in cost per case.
Read the Imaging 3.0 case study at bit.ly/CollaborationTakesFlight.

Radiologists are often poised to identify abuse in pediatric patients, but detecting elder abuse can
be more difficult. Researchers at Weill Cornell Medical College, in New York City, interviewed 19
radiologists about elder abuse. Only two radiologists reported specific training in identifying the issue,
but all interviewees thought they had missed diagnosing abuse in the past and were interested in
additional training. The study authors noted that while the age of pediatric patients helps radiologists
identify patterns that indicate abuse, elder abuse is more difficult to spot due to factors like age-related
osteopenia, use of anticoagulant medications, and the frequency of accidental injuries from falls. As
radiologists can play a significant role in identifying child abuse, additional education opportunities can
help them also screen geriatric patients for abuse.

Providing excellent health care for children is one of
the highest priorities for radiologists as the radiology
community moves toward quality-based health care.
The ACR Continuous Professional Improvement (CPI)
program has been providing high-quality practical
publications for over two decades. Developed by more
than 200 experts and subspecialists in ABR-required areas
of study, each publication features 50 self-assessment
questions designed to deliver a comprehensive learning
experience. The newest pediatric publications — CPI
Pediatric Radiology Module 2016, CPI Imaging in Pediatric
Oncology Special Edition Module, and CPI Perinatal Imaging
Special Edition Module — are available in print, online, and
digital formats, each offering 8 CME and 8 SA-CME.

Read the study in the AJR at bit.ly/Rads_ElderAbuse.

Learn more at acr.org/CPI.

Radiologists Can Help Identify Elder Abuse
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Get Your CPI
Pediatric Modules

– Bradley J. Erickson, MD, PhD, panelist
on machine learning and radiology at
RSNA 2016. bit.ly/Rad_Machine_Debate

Nominate Your Colleagues for ACR Fellowship
Interested in ACR Fellowship, one of the most prestigious awards given to long-term
members by the College? Submit your nominations to your chapter now. “The ACR
Fellowship should be regarded as a distinctive career milestone,” says M. Elizabeth
Oates, MD, chair of the ACR Committee on Fellowship Credentials. “It symbolizes a
level of service, excellence, and dedication well above and beyond the expectations of
the usual physician or medical physicist in our profession.”
Deadlines for nominations vary by state, many of which occur in April and May 2017
for the 2018 Convocation Ceremony.
Check acr.org/fellowship for chapter deadlines and information about the nomination
process. Contact Garrett Sheehan at gsheehan@acr.org with questions.
ACR.ORG
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FROM THE CHAIR OF THE
COMMISSION ON ECONOMICS

Here’s What You Missed

By Ezequiel Silva III, MD, FACR, Chair

The Bulletin website is home to a wealth of content
not featured in print. Check out blog posts, extra
articles, and multimedia content at acrbulletin.org.

Options for Managing Student
Loan Debt

TBD: Radiology’s Role in
Alternative Payment Models

Backbreaking Work: The
Ergonomics of Radiology

Radiology must evaluate its role in the rapid evolution
to alternative payment models.

One resident outlines options for student loan debt
management at bit.ly/Debt_Options.

Long hours in the reading room can lead to back
pain and other work-related fatigue. Adding a few
ergonomic routines into your day can help reduce
fatigue. Get some tips at bit.ly/Rad_Ergonomics.

The Physics of Imaging

The role of medical physicists within radiology
practices is evolving. An overview of the medical
physicist profession and how it benefits everyday
practice is found at bit.ly/Physics_Imaging.

Patients are

Wojciech Kapalczynski, MD, poses in front of Mount Everest during his Goldberg-Reeder Fellowship.

Apply Today for the Goldberg-Reeder
Travel Grant
Are you a resident or fellow with the desire to provide volunteer health care in a
low-income country? Apply today for the 2017 Goldberg-Reeder Resident Travel
Grant. Awarded by the ACR Foundation, the grant provides up to $2,000 each year
to qualified members-in-training who will volunteer for at least one month in an
underserved country. The deadline to apply is June 30, 2017.
Visit bit.ly/ACRF_Grant or contact Karen Orozco at korozco@acr.org for more information.

absolutely at the
center and heart of
what we do. They
are our inspiration.

Free JACR® CME
Are you claiming your free CME from the JACR? Each month the JACR
offers multiple articles eligible for free CME for ACR members.

Their wellness is

Go to jacr.org/content/collection-cme to find eligible articles, including the following:

our reason.

· Succession Planning and Management: The Backbone of the Radiology's Future

– Kristina E. Hoque, MD, PhD,
@KristinaHoque

· Patient- and Family-Centered Care: A Primer
· Difficult Doctors, Difficult Patients: Building Empathy

F

ifty percent of all Medicare payments will occur
through alternative payment models (APMs) by
2018. This ambitious goal was first introduced
by the secretary of the Department of Health and Human
Services early in 2015. CMS has already achieved an earlier
stated goal of tying 30 percent of payments to APMs by
2016. The vehicle to implementing this rapid transition
is the Medicare Access and CHIP Reauthorization Act
(MACRA) and its Quality Payment Program (QPP), but
the details are still evolving. In this column, I provide
background on APMs and pose several questions regarding
their relevance to radiology.

Who is creating and evaluating these potential new APMs?
MACRA mandated the creation of the Physician-Focused
Payment Model Technical Advisory Committee (PTAC).
The 11 PTAC members have been appointed, and the
PTAC processes for the submission of proposed physicianfocused payment models (PFPMs) were released late in
2016. The PTAC has held its first meetings and is actively
evaluating several potential APMs, such as a proposal by
the American College of Surgeons for bundled surgical
episodes and another by the Digestive Health Network for
colonoscopy in colorectal cancer screening and diagnosis.
Both include radiology services in their models.

Why is APM participation important to radiology?
The most favorable category of APM is the Advanced APM.
To be classified as an Advanced APM, an APM must bear
more than nominal financial risk, use certified electronic
health record technology, and include quality metrics.
Physicians with sufficient levels of APM participation are
considered qualified participants (QPs), and the advantages
of this status include the following:

What is radiology’s approach to the PTAC?
The PTAC is still relatively young, so the ACR is carefully
evaluating the committee, its actions, and proposals
brought before it. In the meantime, we have several
questions we must ask ourselves. First, do we accept
that APM participation is desirable and that radiology,
including interventional and radiation oncology, can
contribute to such models? If so, how aggressively do we
wish to pursue the creation of a radiology-specific PFPM,
and what would such an APM entail? As I described in
my December column, risk can be uncomfortable, and
we must evaluate the associated risk carefully. How much
downside risk are we willing to assume? For instance, if
we create a PFPM in which we assume accountability for
follow-up of critical, relevant, or incidental findings, how
much financial risk are we are willing to assume? Moreover,
advanced APMs require the use of certified electronic
health record technology. Do we have the proper tools
available to us, such as registries, and the ability to enable
end-to-end reporting to satisfy this requirement?

1. QPs are exempt from the merit-based incentive payment
system (MIPS), which is complex, and could result in
sizable payment reductions.
2. QPs receive a 5 percent bonus on their Medicare
payments from 2019 to 2024.
3. Beginning in 2026, QPs will receive greater annual
increases in the conversion factor (an important
determinant of payment).
What are radiology’s options to participate in APMs?
In 2017, those accountable care organization tracks, that
include sufficient downside financial risk are currently
radiology’s only option. But this circumstance could change
rapidly as more APMs are introduced across multiple
clinical conditions, procedural services, and medical
specialties. Our facilities and the other specialties practicing
in those facilities could move toward APM participation.
Several of these new APMs could include radiology services,
giving radiology little choice to participate. Under this
scenario, a radiology practice would have to determine
radiology’s terms of participation, financial compensation,
and level of assumed financial risk.
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In this column, I have presented background on APMs
and posed several questions regarding APMs, that the
Commission on Economics is actively pondering. I realize
I have presented more questions than answers, but this is
a responsible approach to take at this early stage. The call
to act, informed by local and national experience, as well
as health policy data from organizations like the Neiman
Health Policy Institute®, is upon us. How we answer
these questions will have far-reaching implications for
our profession. These questions should be considered in a
careful, informed manner.
ACR.ORG
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o rate value to their practice and to their patients, radiologists
traditionally highlighted their individual performance through
relative value units (RVUs). They’d isolate themselves in reading
rooms to focus on interpreting more images without interruptions.
But the game has changed. Increasing work volumes and 24/7 demands
for care put pressure on radiologists to read more studies faster. That
requires support and sub-specialization too complex for any radiologist
to handle alone.

How radiologists can build high-functioning teams to
improve job satisfaction, performance, and patient care

“The solo radiologist is almost extinct,” wrote Lawrence A. Liebscher,
MD, FACR, and Howard B. Fleishon, MD, MMM, FACR, in a JACR®
opinion piece.1 Radiology is becoming less like an individual game of golf
and more of a team sport like football, they posit, in which everyone “must
perform their individual roles with skill and precision, but they all must act
in unison to be successful.”
The definitions and measurements of successful radiology teams are
evolving. By understanding how to build teams equipped to tackle today’s
radiology demands, radiologists can tap into the power of teamwork to
improve patient care and job satisfaction.

10
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Pitfalls of High-Performing Teams
High-performing teams, or groups that are highly focused on metrics to
spur results, were once the standard — not just in radiology, but across
most industries. Leaders built high-performing teams to produce maximum
output quickly and then relied on metrics such as turnaround times,
financial success, and other key performance indicators.
The trouble with that approach is that it overemphasizes measurable
output, encouraging radiologists to churn through images to hit quotas
while undervaluing non-interpretive tasks such as participating on medical
executive committees, interacting with referring physicians, and prioritizing
patient- and family-centered care.
“The measurement of success for radiologists is the almighty RVU,” says
Liebscher, a diagnostic radiologist at Cedar Valley Medical Specialists in
Waterloo, Iowa. “But if every member of the group just shuts their doors
and reads film because they’re focused on RVUs, you’re not going to have
a successful team. If you only reward productivity, you’ll get people who
can churn through a lot of images, but nobody to do the other value-added
tasks that have to be done.”

ACR.ORG
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When productivity is the sole measure of radiology, important noninterpretive tasks may fall through the cracks, relationships between
physicians may crumble, patient experience may suffer, and radiologists
may burn out from processing high volumes in isolation.
“You have decreased job satisfaction because you’re just working to meet
a metric that was pushed upon you, like you’re working on an assembly
line,” says C. Matthew Hawkins, MD, director of pediatric vascular
interventional radiology and medical director of the telemedicine division
and the vascular anomalies clinic at Children’s Healthcare of Atlanta.
Because of the pressures of the job, paired with the tendency to work
in isolation, burnout is more common among diagnostic radiologists than
many other physicians, according to a 2016 report of the ACR Commission
on Human Resources.2 (Learn more about burnout on page 4.) In a recent
blog post analyzing potential causes and solutions for burnout, Hawkins
suggested that the solution to burnout may be a different type of teamwork:
a high-functioning team that doesn’t just perform independently against
objective metrics, but finds motivation in more subjective facets, like a
sense of belonging and camaraderie, accountability, and mutual respect.
For the sake of job satisfaction and its impact on patient care, Hawkins
urged radiology leaders to promote high-functioning, self-motivated teams,
“rather than menially manage them and monitor performance.” 3
“A high-functioning team doesn’t care what key performance metric the
hospital sets; they’re going to exceed those anyway,” says Hawkins, who also
serves as assistant professor in the department of radiology and imaging
sciences at Emory University School of Medicine. “They’re intrinsically
motivated because they care about the greater good. They want to do a
good job because they like their job. If you like your job, you’re much less
likely to burn out.”

Creating a Culture of Teamwork
“Building a high-functioning radiology team is not something you just do,”
Liebscher says. “It’s an organizational culture that’s developed over time.
You’ve got to get away from the mindset that the ‘work’ is just interpreting
exams, implying that you’re not pulling your weight as a radiologist if you’re
in meetings while I’m reading film. Everyone has to recognize that all those
different roles are important.”
A team-oriented culture begins with support from senior leadership.
Leaders set the tone by clearly communicating the shared vision and goals
(the team’s purpose), defining individual roles (each person’s purpose),
and emphasizing the importance of each part in the big picture. Effective
teams understand how their performance impacts other departments and
contributes to patient care.
“It really is a vast team of people who support a radiologist in reading
an image,” says Jay A. Harolds, MD, FACR, private practice radiology
residency director at Advanced Radiology Services in Grand Rapids,
Mich. “There are numerous individuals who support us directly day-to-

12
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day, including technologists, administrators, IT personnel, secretaries,
clerks, and transporters. We’re all working for the good of the patient, so
everybody needs to feel empowered to speak up and contribute.”
For teams to function cohesively, radiologists must understand their
own strengths and appreciate what each member brings to the table —
whether it’s building relationships with referring physicians or handling
insurance reimbursements.
Large academic practices are often structured with well-defined
responsibilities, but smaller private practice groups aren’t always so explicit.
If nobody has the skillset or experience to participate in meetings with
hospital executives, Liebscher says, “you’ve got five quarterbacks and no
linemen. You need all these different components for the team to succeed.”

Building a High-Functioning Team
While metrics are often imposed on high-performing teams, a key
difference is that high-functioning teams are actively involved in setting
their own goals. Hawkins asks his team to weigh in at annual retreats
involving radiologists, technologists, nurses, physicians, practice managers,
schedulers, and even hospital administrators. They discuss areas for
improvement to establish goals for the upcoming year.
“Everybody feels like they have input into the direction of the
department,” Hawkins says. “When you actually involve people in the goalsetting process, there’s truly a shared vision.”
Advertising a meeting as being for decision-making when the CEO plans
to simply get the team’s rubber-stamp approval without input on executive
decisions is demoralizing, says Harolds, also a professor on the volunteer
faculty at Michigan State University who has lectured about facilitating
effective meetings.
“For effective team meetings, make sure everybody participates, do not
allow anyone to dominate the meeting, and call on people if they’re not
saying much,” Harolds says. “For brainstorming meetings, ask people for
their ideas and write them down. Do not allow any criticism at this point,
since it may stifle creativity. Then take a break. By the time you come back,
people have forgotten who suggested what idea, which is good, because
it’s important to focus on issues, not personalities. Then the team needs to
group related ideas together and work on making them better.”
When radiology teams focus on a shared mission of improving patient
care, they can leave personal differences at the door and share diverging
ideas openly.
“The team leader should start worrying when everybody always agrees on
everything; what you really want on the team is diversity of backgrounds,
experience, and knowledge so people have different ways of looking at
things and different opinions,” Harolds says. “Sometimes it’s good to put
out a contrary opinion that deliberately challenges the opinion on the floor
just to get a discussion going. The purpose is for everybody to have input

because the team’s collective output is better than the smartest person on
the team just getting his or her way.”
Getting the whole team involved in goal-setting leads to buy-in and
ownership, which Hawkins says intrinsically motivates people beyond
metrics. It’s not that metrics don’t matter to high-functioning teams, it’s
just that creative problem-solving and continuous improvement are natural
results of cohesive teamwork, and that sustains better performance than
imposed goals and quotas.
“When you give your team ownership by asking what they want to do
better, you empower them to improve performance,” Hawkins says.

Taking a Team Approach to Better Care
High-performing teams may succeed short-term, but high-functioning
teams sustain success because they’re self-perpetuating.
“Your culture recruits for itself,” Hawkins says. “You establish a reputation
and become the place where people want to work. Everything about the
team, from performance to hiring, continues to grow exponentially.”
The end result is better care for patients. When a team pushes itself
to continuously improve in pursuit of a shared mission, patients get the
benefit of the whole team’s collective experience, knowledge, and support.

In an increasingly complex health care landscape, patients need the
coordinated, collaborative approach of a high-functioning radiology team
that’s committed to better care, not simply driven by RVUs.
“We have the responsibility as physicians to practice as patient advocates
and create environments that support the highest level of care we can
provide,” says Fleishon, chief of service for the radiology department at
Emory Johns Creek Hospital and division director of community radiology
services at Emory University’s department of radiology and imaging
services. “With radiology groups, that translates into sharing responsibilities
so that our medical imaging services measure up to our expectations and
those of our patients.”
By Brooke N. Bates, freelance writer for the ACR Bulletin
ENDNOTES
1. Liebscher, LA and Fleishon, HB. Radiology is a team sport. JACR. 2015;12(10):1118.
Available at bit.ly/2k90LGM. Accessed Jan 30, 2017.
2. Harolds JA, et al. Burnout of radiologists: frequency, risk factors and remedies: a report
of the ACR Commission on Human Resources. JACR. 2016;13(4):411‒416. Available at
bit.ly/2jmzByV. Accesed Jan 30, 2017.
3. Hawkins CM. Physician burnout and high-functioning teams. Diagnostic Imaging.
October 3, 2016. Available at bit.ly/2kjrWkq. Accessed Jan 30, 2017.

“You’ve got to get away from the mindset that the ‘work’ is just interpreting
exams, implying that you’re not pulling your weight as a radiologist if you’re
in meetings while I’m reading film. Everyone has to recognize that all those
different roles are important.”
— Lawrence A. Liebscher, MD, FACR

As CMS’ Quality Payment Program gets underway, radiologists try to
reconcile more clerical responsibilities with high-quality patient care.

A

sking radiologists what they think of the
increased clerical responsibilities inherent in
CMS’ Quality Payment Program (QPP), the care
delivery mechanism of the Medicare Access and CHIP
Reauthorization Act of 2015 (MACRA), will yield many
colorful answers. Since composite performance final scores
will govern at what levels radiologists are reimbursed for
treating Medicare patients, it’s a topic of great interest for
all physicians.
In addition to how they will be reimbursed, another
question on many radiologists’ minds is, with the
introduction of a raft of new reporting requirements, could
MACRA set the stage for a wave of physician burnout?
Although no two providers’ experiences are the same, if
managed correctly, over time the guidelines can have their
intended effect of improving patient care while reducing the
costs of health care. Getting on board with the transition to
value-based reporting from the start can mean the difference
between success and burnout.

Staying
on Course
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Words to the Wise
The QPP was designed with an array of practice sizes and
settings in mind. Consequently, physicians must meet a range
of qualifying criteria depending upon their circumstances.
For most radiologists, payments or penalties under the
QPP will be formulated for the foreseeable future using
performance measures through the Merit-Based Incentive
Payment System (MIPS).
Whether providers receive a positive or negative payment
adjustment for Medicare patients is determined by their
MIPS composite performance final score. And for those

radiologists participating in MIPS, the good news is that
MIPS represents a consolidation of quality programs in
which many radiologists are already participating. 2017
will be the first MIPS performance year, during which
physicians will be asked to demonstrate the value they are
providing to patients.
The quality programs now fall into three or four different
areas depending on the performance year — Quality, Cost/
Resource Use, Improvement Activities, and Advancing
Care Information (or ACI, defined as the meaningful use of
certified electronic health record technology, or CEHRT).1
For instance, when it comes to the Quality performance
category, CMS will build on quality measure sets already in
use for programs such as the Physician Quality Reporting
System, the Medicare EHR Incentive Program for Eligible
Professionals, and the Value-based Payment Modifier.2
To further smooth the transition to MIPS, CMS has
deemed 2017 a “transition year.” The hope is this will
give physicians time to better acclimate themselves to the
changing quality care environment. What this means is that
cost performance will be weighted at zero, which will shift
the emphasis to the quality category.2 Beyond that, CMS
will offer providers three reporting options during the first
performance year, a more flexible arrangement than will be
available in future years.3
“CMS has eased reporting requirements this year to
allow physicians time to become familiar with the subtle
changes between the prior CMS performance programs and
MIPS,” notes Gregory N. Nicola, MD, vice president of the
Hackensack Radiology Group in Hackensack, N.J., and

Getting Started
The following
resources will help
you along the path
to value-based
radiology.
Visit the ACR’s
MACRA resources
page: acr.org/macra.
•

Find the CMS’
QPP page at
qpp.cms.gov.
•

Check out the ACR
webinar “MACRA
101 for Small and
Rural Practices” at
bit.ly/ACRMACRAWebinar.
•

IMAGING 3.0
member of ACR’s Council Steering Committee.
“Those using claims-based reporting may continue
to do so but may want to explore an alternative
reporting mechanism option.”
One such option includes using a Qualified Clinical
Data Registry (QCDR), such as one of ACR’s NRDR®
registries (see an Imaging 3.0® case study about the
advantages of registries: bit.ly/ACRRegistries), which
can be used by providers as an alternative to claims-based
reporting for submitting quality metrics. “A QCDR may
allow physicians to optimize their MIPS final score in
subsequent performance years” and also may help mitigate
clerical challenges associated with reporting. So in 2017,
all a radiologist has to do is report on one quality measure
for a single patient, have a positive performance on it, and
they’ve avoided a negative adjustment,” points out Nicola,
referring to the Pick Your Pace arrangement. This lower
threshold to entry during 2017, Nicola explains, further
allows radiologists to concentrate on gaining a better
understanding of how MIPS works without having to
focus so much on reporting.
Experts are advising radiologists to make the most of this
window of time. “Focus on the opportunity to demonstrate
your quality,” recommends Geraldine B. McGinty, MD,
MBA, FACR, vice chair of the ACR Board of Chancellors.
“Identify a champion who will keep up with the regulations
and educate the group. Engage with your hospitals and your
billing company and sign up for the ACR’s QCDR.” For
more information about how to sign up for NRDR,
contact nrdr@acr.org.
Nicola also advises radiologists to seriously consider
adopting CEHRT, regardless of whether they participate
in ACI. However, he acknowledges that value-based
reimbursement schemes up to this point have often
let radiologists off the hook when it comes to making
information available to patients and demonstrating

interoperability with their hospitals’ EHR. Thus, it may now
be more challenging for them to catch up when needed.
In addition, predicts Nicola, “Radiologists will limit
their ability to participate in alternative payment models
— which are value-based reimbursement models wherein
physicians take on more financial risk to potentially
realize greater bonuses — without having CEHRT up
and running. And without this technology, they will be
disadvantaged in MIPS in future years.”
But there’s still time and, as McGinty notes, there’s no
time like the present to get started: “Get involved, get on
the governance committee at your hospital, highlight the
value of appropriate imaging, and implement R-SCAN™
(www.rscan.org) to show everyone that they need our help!”

Concerns Persist
Among many imaging experts in small, rural, or
independent practices, the concessions made by CMS in the
MACRA final rule still aren’t enough to make MIPS seem
like anything more than a daunting task. Some worry that
the increased reporting requirements will cause workflow
disruptions and, for those who have in-person encounters
with patients, it will cause them to provide diminished care
due to an increased clerical workload.
Join Y. Luh, MD, radiation oncologist at St. Joseph
Hospital in Eureka, Calif., acknowledges the potential
pitfalls inherent as the new changes take effect. He is
particularly concerned about the technology radiologists
must use to corral and submit data, which sometimes is
beyond the capability of those in less resource-rich settings.
“It is important for small and rural practice leaders to
become fluent with CEHRT,” says Luh, “but it will not be
easy or affordable.” He points to CMS’ Meaningful Use
program, which was a precursor to the MIPS Advancing Care
Information program, as an example of how implementing
Continues on page 21

Although the challenges posed by MACRA and the QPP
are real, the good news is that there is still time to make
the transition and not incur penalties.

Teaching Imaging Appropriateness
A simulation-based educational program increases medical students’
abilities to identify appropriate imaging.

N

early every hospital patient undergoes some type
of radiological exam. Yet, undergraduate medical
education curricula have traditionally lacked
comprehensive instruction about ordering appropriate
imaging. This training gap means referring trainees
and practicing providers are often unprepared to order
appropriate imaging in the clinical setting — and as a
result, some patients receive unnecessary imaging that can
expose them to undue radiation and costs.

but didn’t have the money to fund its development. With
his leadership’s support, Willis turned to ACR and NDSC,
which both agreed to partner with him on the project.

Improving education about appropriate imaging is
imperative for better patient care, and all radiologists have
an important role to play in advancing such training.

From there, Willis approached one of his colleagues,
Karla A. Sepulveda, MD, associate professor of radiology
and fellow associate program director of Baylor’s diagnostic
radiology residency, about co-leading the program’s
development. Sepulveda, who is also the radiology
department’s director of medical student education, agreed,
and together she and Willis assembled a team of colleagues
to help author the pilot program’s case vignettes.

Radiologists at Baylor College of Medicine in Houston,
Texas, are addressing the issue by partnering with clinicians
to launch a web-based program called RadiologyTEACHES, which uses case vignettes in ACR’s Radiology
Case Management SystemTM (RCMS) integrated with
the ACR Select® clinical decision support (CDS) tool to
simulate the image ordering process and educate learners
about appropriate imaging.
Baylor radiologists developed Radiology-TEACHES
in collaboration with ACR and National Decision
Support Company (NDSC) — the licensing agent for
ACR Select, which offers the digital version of the ACR
Appropriateness Criteria®.
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The team included representatives from eight radiology
sub-specialties: musculoskeletal imaging, breast imaging,
gastrointestinal imaging, neuroradiology, thoracic and
cardiac imaging, genitourinary imaging, women’s imaging,
and vascular imaging.

In 2015, the team conducted an initial pilot of the
program with 34 medical students, 85 percent of whom
indicated that the program should be incorporated into the
medical school curriculum.1 Now, the team is expanding the
program’s reach throughout the medical community with a
multisite pilot project.

For two years, the team spent countless hours authoring
cases in ACR’s RCMS, a computer application for collecting,
storing, and distributing educational materials in various
formats. “Without a budget, we primarily worked on this
during nights and weekends as volunteers,” Willis says.
During that time and since then, the team has authored more
than 150 vignettes, covering topics in each of the represented
sub-specialty areas. In the future, users will be able to author
their own cases to fit specific educational needs.

Volunteer Effort

Cross-Domain Collaboration

The idea for Radiology-TEACHES was born in 2013. As
ACR and NDSC began offering ACR Select to clinical
practices, Marc H. Willis, DO, associate professor of
radiology and associate chair for quality improvement
at Baylor, started thinking. He knew ACR Select was a
valuable tool to help clinicians identify appropriate imaging
at the point of order, but he also recognized the potential
for leveraging it in the medical education setting.

By January of 2015, Radiology-TEACHES was ready for
its initial pilot. Willis approached Baylor’s medical school
leadership and faculty about using the program with their
students. Nadia J. Ismail, MD, MPH, associate dean of
clinical sciences, says she immediately saw value in the
project, which aligns with medicine’s shift toward highvalue care as well as with Baylor’s efforts to make radiology
more explicit in its curriculum. “Radiology is really core
to most patient care, so any chance we have to educate our
students about it, the better,” she says.

“I saw a great opportunity for a program where learners
can access case vignettes and simulate the ordering process
with the ACR Select product,” says Willis, who is also the
chief of musculoskeletal imaging and intervention and
associate program director of the diagnostic radiology
residency program at Baylor.
Willis shared his idea with his department chair and
Baylor’s medical school leadership, who liked the concept
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Soon thereafter, efforts began to build the program’s user
interface with a direct link to ACR Select. “Connecting to
ACR Select was essential to give students access to evidencebased appropriateness criteria, information about how to
order contrast, relative radiation dose data, and a cost range
for different imaging exams,” Willis explains.

Learn more about
clinical decision
support in the
American Medical
Association STEPS
ForwardTM module at
bit.ly/AMA_Forward.

To read the rest of
the case study, visit
bit.ly/RAD_TEACHES.

By Jenny Jones, Imaging 3.0® content specialist
ENDNOTE
1. Willis, MH, Frigini, LA, Lin J, et al. Clinical decision support at the point-oforder entry: an education simulation pilot with medical students. Academic
Radiology. 2016;23(10):1309–1318. Available at bit.ly/2koWVZ9.
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TIME MANAGEMENT

1

The Time Is Now

T

In 2009, Bhargava felt pressured in the early stages of
his career. In fact, as an academic radiologist and journal
editor, he was, in his own words, “drowning in stuff.”
Bhargava thought there must be a better way to manage his
time, and so he decided to take advice from the business
world. He spent six months studying and learning about
business professionals, reading books such as Getting Things
Done by David Allen and experimenting with several
time-management techniques. What he found is that while
there’s no one-size-fits-all method for everyone, there are
some universal strategies for radiologists to better manage
their day-to-day activities. Here are some of the lessons he
learned and has since applied in his own daily life.

“We can read studies faster to a point,
but beyond that, we have to work
smarter not harder.”
- Puneet Bhargava, MD

Two Major Pitfalls
The first thing to realize is that time-management
techniques are extremely unique and very personal. What
works for one person may not work for another. However,
through his research, Bhargava found two common
mistakes that most radiologists were making:
1. Email Overload: “If you don’t manage email, your email
will manage you,” says Bhargava. He notes that many of his
colleagues have no strategy for managing their inbox; many
don’t even delete email. “They live in their inbox,” he says.
He also cites data that people with smartphones check their
phones more than 100 times per day.1
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Archive Old Email
• Start by archiving all emails three months and older (or whatever you're comfortable with).
• For more recent emails, store in separate folders with appropriate titles.

Improve your time management skills with these pro tips.
here’s no time like the present. However,
when you’re a radiologist tasked with clinical,
administrative, research, and teaching
responsibilities, it can be difficult to manage the present
effectively. “Our time is only finite,” says Puneet Bhargava,
MD, associate professor of radiology at the University
of Washington in Seattle. “We can read studies faster to
a point, but beyond that, we have to work smarter, not
harder.” Despite the shifting focus toward quality rather
than volume, radiologists are under pressure to read more
studies in less time.

TIPS TO MANAGE YOUR INBOX

2. Lack of Priorities: The other bad habit that Bhargava
sees radiologists adopt is not fully prioritizing their projects.
“Unless you have a to-do list and manage it, you won’t
know what’s critical and urgent,” he explains, adding
that this is particularly important for this specialty. “Our
reputations are built on delivering on time, and if you don’t
meet a deadline, then you’ll tarnish yours.”
And what’s one big part of prioritizing? You must delegate
when necessary. Remember to follow the advice of Valerie
P. Jackson, MD, FACR, in the JACR®: “Ask ‘Why me?’ …
Get over the guilt of delegating: think of it as a leadershipbuilding opportunity for others in your practice.”2

2

Deal With Spam

3

Triage Your Inbox

• Sort inbox by sender.
• Unsubscribe from any emails that don't interest you.
• Send unwanted emails to junk email folder and add to blocked senders list.

• Will the task take less than two minutes? Do it now!
• Save any attachment and delete the email.
• Need the email for future reference?
Save it in a folder or send to Evernote.

Tools to Test

Freed-Up Space

To help with both email and priority management,
Bhargava believes in relying on technology. Here are a few
of the tools he’s found to be essential:

Committing to reform your management methods can be
difficult at first. It will take time to adapt. Yet Bhargava says
that he knew as a young radiologist spending 3-6 months
on this project would pay off in the end. But how?

Text Expander: Opt for a text expander to draft common
email responses as macros, noting they have saved him
hundreds of thousands of characters in typing. Textexpander
(Mac) and Breevy (Windows) are two good options,
Bhargava says.
Password Manager: Use a password manager, so you can
have unique passwords for all of your logins, and yet only
have to remember one master password. This itself can be a
huge time and headache saver. 1Password is Bhargava’s tool
of choice.
Speech-Recognition Software: Expand your use of
speech-recognition software. You probably already use it
in your daily workflow for dictating reports, but Bhargava
recommends using speech-recognition software outside
the reading room to save time on emails. Dragon speech
recognition software is his favorite.
On the other hand, not every solution has to rely on
technology, and Bhargava emphasizes that these methods
don’t work for everyone. He notes that his wife still uses
a hard copy calendar on their fridge to manage their busy
schedule, and it works — for her. Alternatively, a radiologist
might keep a to-do list on paper.
In this day and age, there are tech solutions for calendars
and to-do lists, but in the end, all that really matters is that
you have a system and stick to it. “There is no single tool that
works for everyone, but most of us need some type of system to
function,” explains Christina Surawicz, MD, associate dean of
faculty development at the University of Washington in Seattle.

• Add tasks to your calendar or a task manager.
• Delegate tasks when possible.
• If you plan to complete the task in the next
24 hours, leave the email in your inbox.

ORGANIZING YOUR "INCOMPLETES"

First and foremost, it has allowed him to spend more
time with his family. “I thought, ‘If I can do my work in
less time, I can spend more time with them,’” he explains.

Bhargava believes in a process he learned while reading
Getting Things Done. The book's principles suggest you
should gather all of your unfinished tasks, what it calls
“incompletes,” and categorize them according to the
“5 Ds,” as stated in the JACR®:

In addition, Bhargava says that managing his time better
also freed him up to try some daring things.

Delete it: If you don’t need it, delete it!

Like what? Well, Bhargava was able to write journal
articles about time management and organizational
psychology as it relates to the business of radiology. He runs
a time management course for faculty at the University of
Washington School of Medicine. He has even been invited
to give talks and presentations on the subject around the
country. “Being viewed as an expert on this one unique and
useful topic has really helped me in my career,” he says.
By Alyssa Martino, freelance writer for the ACR Bulletin
ENDNOTES
1. Stern J. Cellphone users check phones 150x/day and other internet fun
facts, ABC News. Available at abcn.ws/2cGtpdE.
2. Jackson VP. Time management: a realistic approach.
JACR. 2009;6:434-436.
3. Lackey AE, et al. Productivity, Part 1: getting things done, using e-mail,
scanners, reference managers, note-taking applications, and text expanders.
JACR. 2014;11:481-489.

Do it: If it can be done quickly (less than two
minutes), do it now.
Delegate it: This is an often-ignored strategy!
Deposit it: Create an easily accessible and
organized archiving system.
Defer it: Schedule and track the tasks that will take
less than two minutes to complete, such as future
projects and time-bound to-dos.3
The basic idea is that by recording all of these
incompletes, you free up space in your mind to
concentrate on actually getting the tasks done. Bhargava
adds, “That’s what happens when you make a to-do list
and go to an inbox with zero messages. You don’t have
to remember anything. And your brain is, for the first
time, actually free to do stuff, not simply hold stuff.”
ACR.ORG
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NEWS FROM THE CSC
By William T. Herrington, MD, FACR, Speaker,
and Timothy L. Swan, MD, FACR, Vice Speaker

JOB LISTINGS

Know Your Councilors
Meet some of the members of the ACR Council.

T
Find your councilor at
acr.org/Membership/
Governance/ACRCouncil.

he success of the College depends on an informed
and engaged membership. In May, the ACR
Council will convene at the Crossroads® to
consider resolutions and elect the next group of leaders for
the College. Currently, over 340 of your fellow members
serve as councilors representing the 54 ACR chapters,
branches of the military, government agencies, qualified
subspecialty societies, the Resident and Fellow Section,
and the Young and Early Career Physician Section. These
individuals volunteer their time to attend the meeting and
represent you, their colleagues, as decisions are made that
impact the College and our profession.
Knowing the councilors who represent you allows you to
directly contact them when you have questions about ACR

policy or want to share information regarding challenges
currently facing our membership. While we can’t spotlight
all 340 councilors in this brief space, we would like you
to meet a few members of the council to learn more about
how they got involved, what they do at the meeting, and
why they value the input of their fellow members.
As these individuals prepare to head to Washington, D.C.,
we hope you’ll take the time to review the resolutions that
are being considered, familiarize yourself with the election
manual, and provide your feedback in advance of the
meeting. The feedback that you provide to your councilors
and CSC members can help inform open hearings, the
final disposition of resolutions acted on by the council, and
ultimately College policy.

Kristina E. Hoque, MD, PhD
How long have you served as a councilor?
I started as a one-year alternate and now
I am a new councilor.
How do you approach your role in order to
be most effective?
I aim to be a fair and honest representative to
the widely varied types of practice in my state.

Given that you represent your fellow members, do
you seek input to inform the decisions you make
during the annual meeting?
Of course! Listening is critical. I do so through all
avenues — email, phone, and in-person meetings.

CLASSIFIED ADS These job listings are paid
advertisements. Publication of a job listing does not
constitute a recommendation by the ACR. The ACR
and the ACR Career Center assume no responsibility
for accuracy of information or liability for any personnel
decisions and selections made by the employer. These
job listings previously appeared on the ACR Career
Center website. Only jobs posted on the website are
eligible to appear in the ACR Bulletin. Advertising
instructions, rates, and complete policies are available at
http://jobs.acr.org or e-mail careercenter@acr.org.
Pennsylvania – Radiology Associates of Wyoming Valley,
located in Northeastern Pennsylvania, approximately two
hours from Philadelphia and NYC. We are an established
hospital-based practice looking for weekend help,
preferably on site. Will consider diagnostic radiologists
and interventional radiologists. Will also consider full- and
part-time employment to include weekend coverage.
Contact: To apply, please email resumes to
resumes@rawv.com.
New Mexico – X-Ray Associates of New Mexico seeks
a general radiologist with MQSA certification, preferred
MRI and nuclear medicine skills and fellowship-trained.
This position primarily covers our Albuquerque centers.
We are a 25-member, 60+ years private practice group.
We offer an excellent compensation and vacation
package, with generous and substantial benefits.
Contact: To apply, please email resumes to
dixie.colvin@xraynm.com.

CONTINUED

Staying On Course
Continued from page 16

CEHRT does not always make attestation easier. In addition, notes Luh, rural
practices often lack the human and technical resources to use CEHRT as CMS
sees fit.
Nicola says that there is hope for radiologists who simply do not have the
necessary resources right now to make CEHRT a reality. “Practices have three
options to avoid having to use CEHRT,” he notes. “They can meet the nonpatient facing threshold definition, they can meet the hospital based definition,
or they can apply for a hardship exemption.” All three of these options will
exempt a physician from the Advancing Care Information requirements.
Although the challenges posed by MACRA and the QPP are real, the good
news is that there is still time to make the transition and not incur penalties.
Radiologists who are not MACRA-ready should rededicate themselves to laying
the groundwork necessary to make their QPP experience a successful one.
Whether you’re already reporting quality measures or still unsure of where to
start, the ACR is here to help.
By Chris Hobson, Imaging 3.0 senior communications manager
ENDNOTES
1. Rosenkrantz AB, Hirsch JA, Allen Jr. B, Wang W, Hughes DR, Nicola GN. The proposed
MACRA/MIPS threshold for patient-facing encounters: what it means for radiologists. JACR.
2017;14(3):308–315. Available at bit.ly/MIPSThreshold. Accessed Jan. 10, 2017.
2. CMS. CMS quality measure development plan: supporting the transition to the Merit-based
Incentive Payment System (MIPS) and alternative payment models (APMs). Available at
bit.ly/MeasureDevelop. Accessed Jan. 10, 2017.
3. Advisory Board. What imaging leaders and radiologists need to know about the MACRA final rule.
Available at bit.ly/ACRMACRAFinal. Accessed Jan. 10, 2017.

Arlene E. Segal, MD, FACR
How long have you served as councilor? 12 years
What are your responsibilities in serving as a
councilor for your chapter?
I work to mentor younger members of the chapter,
communicate to others at our state meetings what
the council is doing, and make sure I contribute
my state’s voice to the rest of the council.

As a councilor, what is a typical annual meeting
like for you?
I attend all the sessions of the council and
encourage my fellow councilors to do so. I also
spend time mentoring the new councilors.

Valerie L. Jewells, DO, FACR
How long have you served as a councilor? 15 years
What made you choose to get involved in
your state chapter?
I have great interest in political policy with
regards to patient care.
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Why do you think it’s important to serve
as a councilor?
If you are not at the table, you are on the
menu. Also, lack of information will result
in poor decisions.

ACR.ORG
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How do you define
value in your daily
practice?
Premal Trivedi, MD,
chief radiology resident
at University of Colorado
Hospital in Aurora, Colo.

Value, quality, cost: these are somewhat amorphous terms trumpeted routinely in the
context of the recently passed Medicare Access and CHIP Reauthorization Act.
When I define the value of my work, I simply ask whether each imaging exam has
brought my patients closer to better health. When asked about health care innovations
over the past 25 years, physicians put MRI and computed tomography at the top of
the list. Yet, there is a disconnect to be bridged with our colleagues and patients. Other
surveys reveal the value of radiologists as perceived both by medical professionals and
the general public remains unchanged over the same time period.
How is it that the value of imaging is divorced from that of the radiologist? I
believe radiologists demonstrate value by putting images in context. Each study is a
patient consult. I take satisfaction in spending a little extra time perusing the chart
for pertinent information and contextualizing the findings. If my interpretation can
narrow the differential diagnosis, change the course of management, or eliminate an
unnecessary test, I have added value. I believe patients and physicians recognize these
very human contributions. Health care forces and imaging technology will continue to
evolve, as they have throughout my training. But this ethos remains the anchor to my
daily practice.
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