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James A. Brink, MD, FACR, Chair

Radiology and PopulationBased Reward Systems
What role will imaging play in the next generation of payment models?

W

ith the Medicare Access and CHIP
Reauthorization Act of 2015 (MACRA), the
way physicians will be paid going forward
will look very different from how we have been paid in the
past. The move toward Alternative Payment Models (APMs)
will involve two-sided financial risk in which health systems
and practitioners are responsible for the care of a cohort of
patients — including the cost of their care. Some states have
already moved to a relatively high penetrance of risk-based
contracting. My home state of Massachusetts is among
those. Having moved to this state approximately four years
ago, I was impressed by the degree to which our commercial
contracts involve two-sided financial risk. Insofar as these
experiences may inform what life looks like once government payers adopt similar risk-based contracting, I thought
it would be helpful to share some ways in which radiologists
may participate in population-based rewards systems.
The at-risk contracts managed by Partners HealthCare
are coordinated through an internal performance framework that defines the metrics by which we measure our
performance in the care of the relevant population-based
cohort. This framework also lays out the way we distribute
reward dollars among practitioners should we see an upside
to the risk. Measures are broken into three broad categories:
reducing medical expense trends, quality and efficiency
strategies, and quality measures (including both ambulatory
and hospital-based measures). Radiology impacts all three
domains, directly or indirectly.

Our greatest impact may be felt through efforts to assist
in reducing medical expense trends for our health systems.
Paramount to this effort is ensuring that our services are
used only when appropriate. Here, leveraging Appropriate
Use Criteria for decision support at the time a radiology
order is entered can have a profound impact on the imaging
services in at-risk contracts. ACR Select® provides the
means by which the ACR Appropriateness Criteria® can be
delivered to the point of care. This information is invaluable
to practitioners contemplating which, if any, imaging exam
would be most appropriate for their patients. A related
tool, ACR Assist™, provides the opportunity for radiologists
to be more uniform in the recommendations they make
consequent to imaging findings.
4
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Going a step further, Massachusetts General Hospital,
Boston, has developed a shared decision-making tool that
guides practitioners to the appropriate interventional (IR)
or surgical procedures for their patients. Most directives
leverage home-grown appropriateness guidelines for IR and
surgical procedures ranging from carotid endarterectomy
to total hip arthroplasty. In some cases, pre-authorization is
waived for surgical procedures that are planned using this
shared decision-making tool. One IR procedure has been
incorporated into this mechanism: inferior vena cava filter
placement. While use of this tool has not grown beyond our
home institution, time will tell whether it may be beneficial
for further reducing variation in IR and surgical procedures
as a means of controlling total medical expense trends.
The management of outside images vexes nearly every
radiology practice. Practitioners commonly bring their
patients’ images on compact discs to our reading rooms, and
image upload and potential interpretation is often viewed
as a nuisance. Importing and storing outside images on an
internal PACS can help reduce the need for repeat imaging
and the associated expense and possible radiation exposure.
Moreover, bringing outside images into one’s system for
interpretation or at least consultation may help improve
care coordination. Coordinating care for patients managed
through at-risk contracting can help avoid downstream
hospitalizations and their associated costs. Such patients
also require clear understanding of their medical conditions,
potential risks, and downstream expenses. Without accurate
forecasting, at-risk contracts may be poorly negotiated,
leaving the practitioners vulnerable to downside risk.
Imaging can play an important role in this prognostication
by accurately defining current disease and forecasting future
conditions. Only with good data can accurate predictions
help practitioners and their contracting groups manage
medical expense in a meaningful way.
Few, if any, of us work in a network that is free of competition. Patients often seek out-of-network imaging services
owing to a variety of conditions that may range from
geographic convenience to out-of-pocket expense. However,
out-of-network imaging confounds at-risk contracting in
two respects. First, decision-support tools adopted by one
group may not be present in competing practices, allowing
practitioners to circumvent the utilization management

afforded with in-network imaging services. Second, the cost
of out-of-network imaging must be borne by the network
from which the patient “leaked.” Thus, it is incumbent
upon radiologists to assist in managing out-of-network
utilization by reducing as many barriers as possible to
in-network imaging. Such barriers may include limited
access to imaging services owing to long backlogs for a
scheduled appointment and pricing that exceeds local
standards. While many of these issues may go beyond the
control of the individual radiologist or group, it is incumbent upon us to do all that we can to promote in-network
utilization and avoid losing patients to competing practices.

The ACR has several initiatives underway to help radiologists
transition from fee-for-service models described under the
Merit-Based Incentive Payment System to APMs. These
include the Radiology Support, Communication, and Alignment Network (R-SCAN®), a program created to educate
referring practitioners on the use of decision support for
reducing inappropriate imaging. (Learn more at rscan.org.)
The ACR has also produced white papers describing various

Among quality and efficiency strategies intended to
improve population health, increasing ambulatory access for
imaging services keeps imaging in-network but also avoids
ER visits referred exclusively to obtain imaging for acute
patients. For example, some practitioners may send their
patients to the ER for a CT scan to rule out appendicitis
because they have no other means of getting a CT scan in
a timely fashion. Such practices clog our ERs with patients
who delay care for those truly in need of emergency services.

through efforts to assist in reducing

Increasing patient engagement for image-based cancer
screening is another means by which radiologists can
contribute to strategies intended to improve the quality
and efficiency of our population health management efforts.
Social media campaigns intended to promote breast cancer
screening with mammography, colon cancer screening with
CT colonography, and lung cancer screening with low
dose lung CT may help ease the burden on primary care
practitioners who seek to meet targets for cancer screening
compliance among their patient panel. Under risk-based
contracting, failure to meet such targets counts against one’s
ability to document improved enrollee health on a broad
scale. Such benefits are also realized when radiologists avail
themselves of opportunities to consult with patients or their
caregivers regarding critical findings detected on imaging
examinations. Sometimes simple explanations can pay dividends in helping coordinate care and by potentially avoiding
downstream costs associated with needless additional testing
or hospitalizations. Such consultations may occur either in
person or through electronic conferencing tools.
Finally, regarding cancer screening compliance, radiologists may also participate in targeted interventions intended
to reduce missed opportunities for image-based screening.
These may occur through text messaging reminders to vulnerable populations as well as offering same-day screening
services to patients who may not return to the clinic for a
follow-up appointment owing to their socioeconomic status
or other factors. I have been impressed by how much our
primary care physicians appreciate even small efforts on
the part of radiologists to assist in coordinating the care for
their patient panel.
These population health initiatives align well with the
APMs enabled under MACRA. The three aims of APMs are
as follows: improve quality, increase care, and lower costs.

Our greatest impact may be felt
medical expense trends for our
health systems.
means by which radiologists may participate in bundled
payments for services, such as mammography, lung cancer
screening, and stroke evaluation. Moreover, the inpatient
cost evaluation tool (ICE-T), developed by the Harvey L.
Neiman Health Policy Institute®, helps radiologists understand their fair share of bundled payments. (Access ICE-T
at neimanhpi.org/ICE-T.)
Undoubtedly, the ACR will continue to build tools and
services that will help radiologists transition to populationbased reward systems, which will become increasingly
prevalent among commercial and government insurance
contracts. As Yogi Berra once said, “The future ain’t what it
used to be.” And how physicians will be paid going forward
has little resemblance to how we have been paid in the past.
If we prepare now, the transition to risk-based contracting
will be seamless.
Dr. Brink would like to acknowledge the roles of McKinley Glover IV, MD,
MHS, and Sandhya K. Rao, MD, of Massachusetts General Physicians
Organization, and Partners HealthCare Center for Population Health,
Boston, in the development of this column.

Start Bundling

Compare your costs to national benchmarks,
making it easier for you to develop and participate
in bundled payments with ICE-T. Access the tool at
neimanhpi.org/ICE-T.

ACR.ORG
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DISPATCHES
NEWS FROM THE ACR AND BEYOND

December

Cincinnati Radiologists
Give Patients Direct
Imaging Exam Results

8–10	
Coronary CT Angiography, ACR
Education Center, Reston, Va.
11–13	Neuroradiology, ACR Education
Center, Reston, Va.

January
12–14	Body and Pelvic MR, Education
Center, Reston, Va.
16–18	High Resolution CT of the Chest,
University of Arizona, Tucson, Ariz.
18–19	CT Colonography, Education Center,
Reston, Va.
22–23	Breast MR With Guided Biopsy,
Education Center, Reston, Va.
25–27	Breast Imaging Boot Camp With
Tomosynthesis, Education Center,
Reston, Va.
29–31	ACR-Dartmouth PET/CT Course,
Education Center, Reston, Va.

Patients and their families are often nervous
about their imaging exams, and, for some,
uncertainty about how to obtain their
imaging results increases their anxiety. So
David C. Mihal, MD, diagnostic radiology
resident at the University of Cincinnati
Medical Center, started working with
Dianne Hater, patient and family advocate
David C. Mihal, MD,
Dianne Hater, patient and
in Cincinnati Children’s Hospital Medical
diagnostic radiology resident
family advocate, Cincinnati
Center’s radiology department, to foster
at the University of Cincinnati Children's Hospital Medical
meaningful and positive change in patient
Medical Center, Ohio
Center
and radiology relations. The outcome: a
direct results-delivery pilot project that allows patients and families to review their exam results directly
with a radiologist immediately after images are obtained. Since the pilot began in 2015, it has drawn
praise from patients and families — with 92 percent providing positive feedback on surveys — and has
led to 84 percent of participating radiologists and technologists reporting increased job satisfaction. The
department has adopted it now as an ongoing initiative.
Read more in the Imaging 3.0® case study, Behind the Curtain, at bit.ly/Cinci_Study.

Seeking New JACR Editor
In Chief

February
2– 4	Musculoskeletal MR of Commonly
Imaged Joints, Education Center,
Reston, Va.

The JACR® is seeking a new Editor in Chief. The Editor
in Chief has editorial responsibility for the JACR and
maintains the scientific quality of the journal. The
JACR’s four focus areas are health research and policy,
clinical practice management, training and education,
and leadership. The Editor in Chief will prioritize
diversity in content, authors, and the composition of the
Editorial Board. Applications are due by Dec. 31, 2017.

9– 11	Abdominal Imaging, Education
Center, Reston, Va.
12– American Institute for Radiologic
3/10	Pathology Correlation Course, AFI
Silver Theatre and Cultural Center,
Silver Spring, Md.
24	RLI Kickstart Your Career,
DoubleTree By Hilton Hotel,
Silver Spring, Md.

October 2017

■

Volume 14

■

Number 10

The Use of Imaging at the End of Life
Predicting “No Shows” for Scheduled
Diagnostic Imaging Tests
Using Works of Fine Art to Improve
Diagnostic Perception

For more information, visit www.acr.org/eic.

26–28	Coronary CT Angiography,
Education Center, Reston, Va.
JACR_v14_i10_COVER.indd 1

06-10-2017 23:53:23

New CME with CPI
The Continuous Professional Improvement (CPI) program has renewed four popular CPI modules
originally published in 2013 and 2014: Genitourinary Tract, Emergency Imaging, Musculoskeletal, and
Pediatric. Earn up to 8 CME and 8 SA-CME per module. Choose between the print publication or the
online exam and enjoy a free e-book download.
Visit www.acr.org/cpi for more information.
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DISPATCHES
Radiologists Aren’t Comfy in the
Reading Room
Musculoskeletal discomfort has been reported by a majority of radiologists,
is significantly influenced by age and gender, and occurs more often for
radiologists than with more mobile peers, according to a recent JACR® study.
Radiology trainees at Emory University were sent the Cornell Musculoskeletal
Discomfort Questionnaire to evaluate musculoskeletal pain and discomfort
as a result of time spent at their workstations in reading rooms. “Our findings
suggest the need to educate radiologists regarding the adverse health effects of
prolonged sitting, and encourage them to incorporate movement breaks and
periods of standing into their workday,” the study authors wrote. Most who
responded to the survey indicated that they spent more than seven hours a day
at a diagnostic workstation — an amount of time that aligned with higher total
pain scores. The report noted that more investigation into the discomfort levels
of radiologists is needed to identify interventions that could alleviate symptoms.
See the study at bit.ly/Reading_Agony.

Coordinators Could Free Up
Time, Head Off Burnout
Radiologists have a new weapon against burnout and a
way to boost their overall job satisfaction, says a recent
case study in the JACR®. A comprehensive reading
room coordinator service could improve radiologists’
workflow efficiency, study authors said. Coordinators
would help radiologists reach referring physicians
throughout the day, for example, or connect them
with IT staff to resolve issues. “Radiologists practice
in busy environments, with ever-increasing clinical
volumes, as well as pressures to perform a growing
array of noninterpretive, value-added activities, such as
consultations or provider-driven customized reporting,”
said lead author Andrew B. Rosenkrantz, MD, MPA,
department of radiology at NYU Langone Medical
Center in New York City, and colleagues. “Enlisting
ancillary personnel to assist radiologists in phone calls
and other administrative tasks may provide the kind of
support needed” to avoid radiologist burnout.

It’s Almost Time To Renew Your Annual
Pledge To Radiation Safety
Image Wisely® is a joint program of ACR, RSNA, AAPM and ASRT that
provides current information and guidelines on radiation safety with the
objective of lowering the amount of radiation used in medically necessary
imaging studies and eliminating unnecessary procedures. It’s almost time to
renew your annual pledge to optimize radiation dose in your medical imaging.
Visit imagewisely.org beginning Jan. 1 to renew your pledge.

For more visit bit.ly/Room_Coordinator.

FDA Advisory Group Adds
Gadolinium Warning Labels
The U.S. Food and Drug Administration will revise its
prescribing information for gadolinium contrast agents
used during MRIs to include a warning label about
possible retention of the substance by certain organs and
tissues. The Agency’s Medical Imaging Drugs Advisory
Committee voted to add the labels, amounting to a
warning that minute traces of gadolinium may occur
in slightly greater amounts in some uses of the contrast
agent and recommending ways to reduce retention of it
in patients who may be at greater risk.
Read more at bit.ly/FDA_Gad.

Last Chance to Submit Abstracts
The deadline to submit an abstract for the ACR 2018 Annual Meeting is
Dec. 15! Don’t miss this unique opportunity to share your original research
with top leaders in academia and private practice. Accepted ePosters will be
displayed during the meeting, and those who submit high-quality abstracts
may be invited to give a short presentation. Travel awards will be granted to
the top abstracts in each category.
Visit www.acr.org/callforabstracts to view criteria and submit your abstract.
ACR.ORG
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DISPATCHES
Exposure to IR Popular Among
First-Year Med Students
Introducing IR lectures as part of gross anatomy courses improved medical
students’ understanding of the material, according to an article published
in the Journal of Vascular and Interventional Radiology. Researchers at the
University of Pennsylvania Perelman School of Medicine noted, “The
integration of IR education into the first-year anatomy course is a highly
effective way of increasing first-year medical student exposure to IR and
generating interest in the field.” Hands-on workshops were added following
the initial lectures, allowing students to observe IR techniques and
procedures. Researchers said, “Additional studies regarding effective ways to
teach medical students will provide IR educators with evidence as they pursue
educational initiatives within medical-school curricula and work to recruit
the best and brightest students into the specialty.”
Read more at bit.ly/IR_Intro.

Here’s What You Missed
The Bulletin website is home to a wealth of content not
featured in print. Check out blog posts, extra articles,
and other multimedia content at acrbulletin.org.

The Corporate Practice of Medicine
The ACR Legal Office receives occasional inquiries
regarding the corporate practice of medicine. Most
often, radiologists are trying to ensure that high-quality
radiology is practiced in their community. Read more
about what radiologists need to understand about
corporate entities and radiology at bit.ly/Corp_Med.

How Much Does It Cost?
A general lack of awareness of the price of imaging is
keeping patients from making informed decisions about
their health. Shared decision-making is a term applied to
communication between a physician and patient — in
which the physician knows the medical aspects and the
patient knows his or her own lifestyle and treatment
preferences. One aspect of shared decision-making that’s
sorely lacking in the conversation is cost. Read more at
bit.ly/Image_Costs.

ACR Members Urged to Voice
Concerns Over Anthem’s
Outpatient Imaging Policy

AI Tackles Bone Age Reads
Radiologists trying to estimate a patient’s age using radiography might find their
jobs a little easier with an AI tool that analyzes skeletal radiographs, according to
an article in the American Journal of Roentgenology. Korean researchers created a
deep-learning algorithm to produce bone age estimates. The algorithm served as
a second reader of images in daily clinical practice testing.
Bone age estimation is used to determine development patterns in pediatric
patients, among other things, and researchers wrote that their software
“showed reliably accurate bone age estimations and appeared to enhance
efficiency by reducing reading times without compromising diagnostic
accuracy.” They noted that the process of estimating bone age can be
burdensome to radiologists because of its repetitive nature and the amount
of time involved. They added that the accuracy depends on a radiologist’s
experience and tends to be subjective.
Read more at bit.ly/AI_Bone.
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The ACR has created an online mechanism to collect
reports from patients, members and facilities in states
impacted by Anthem’s new outpatient imaging policy.
Anthem is singularly removing diagnostic imaging from
the continuum of patients’ health care services and
treating vital, life-saving radiology care as a commodity
going to the lowest-priced provider. ACR believes that
policies that treat diagnostic imaging separate from the
accepted continuum of health care are anathema to
the profession’s central role in diagnosing and treating
patients. Moreover, a proliferation of such prior
authorization policies focused on site-of-service issues
could turn medical imaging reimbursement into a race to
the bottom with significant consequences for all imaging
providers, regardless of practice setting. In its aggressive
maneuvers to coerce hospitals to accept price reductions,
Anthem is treating patients and ordering physicians
as pawns entangled in its negotiating tactics. To see
the specifics of Anthem’s policies related to outpatient
imaging, go to bit.ly/Anthem_Policy. To view exceptions
to the policy, visit bit.ly/Anthem_Exceptions. Share your
Anthem experience at bit.ly/Share_Experience.

FROM THE CHAIR OF THE
COMMISSION ON ECONOMICS
By Ezequiel Silva III, MD, FACR, Chair

Navigating the Site-Neutral
Payment Debate
As policymakers craft site-neutral payment policies,
the ACR considers its strategies.

M

edicare and private insurers commonly pay
more for a service in the hospital than they
do in the office. For instance, a lumbar spine
X-ray pays almost five times more in the hospital than
the office. The reasons for cross-site payment differentials
are complicated, but can be explained. However, insurers
feel that they should receive the best-price available in the
marketplace, regardless of site. To that end, government
and private payers are pursuing policies to achieve equal
payments across sites, referred to as site-neutral payments.
Examples include caps for payment rates on outpatient
advanced imaging in hospitals1 and Anthem’s more recent
policy denying payment for outpatient advanced imaging
performed in hospitals.2,3 The implications for radiology are
significant, and are discussed herein.
Radiology is in a challenging position amidst these
site-neutral discussions. Community providers may support
equalizing payment to the lower Medicare Physician Fee

Schedule (MPFS) payment amounts so that hospitals
must compete at the same rates as offices. At the same
time, hospitals may push to maintain their higher hospital
rates, justified by their higher asserted overhead expenses.
Whatever short-term solutions are crafted, they will affect
radiology services. But these policies and potential remedies
will not be rooted in radiology payment policy. In other
words, radiology services are at risk of suffering collateral
damage, such as decreases in payment or disruptions in
patient care. Our job is to evaluate potential consequences
and then act on behalf of our profession.
ENDNOTES
1. 2018 HOPPS ACR Proposed Rule Letter. Available at
bit.ly/2018ProposedRule.
2. Anthem, Notice to Providers. Accessed Sept. 14, 2017. Available at
bit.ly/AnthemNotice.
3. Unicare, Clinical UM Guideline, CG-MED-55. Level of Care:
Advanced Radiological Imaging. Accessed on Aug. 29, 2017. Available at
bit.ly/UM_Guideline.

Strategies From the ACR Commission on Economics
1) Acknowledge that cost is important. This is true in both current and future payment models. Purchasers of our services
should be offered fair pricing. Patients deserve to see pricing in a transparent manner. Indeed, as future payment models
evolve, our members will be held increasingly accountable for cost. It cannot be ignored.
2) Emphasize that cost cannot be the only determinant of patient care. Blunt and across-the-board policies where cost is the
primary, or only, determinant of patient care have potential downstream consequences that must be considered. If stakeholders want to address cost, that is fine. But using patients as pawns to achieve that goal is improper.
3) Protect individual payment rates under Medicare. Since we cannot predict which system will become the default
payment system, dedicating resources to protecting individual payments within those systems makes sense. Even if a
large-scale payment reform takes place, policy updates will be informed by per-unit pricing.
4) Avoid policies that trigger large shifts in resource allocation across sites. Depending on geographic location, either
hospitals or clinics may have more robust resources in place. Large and sudden shifts in patient volumes could adversely
affect patient access and quality of care.
5) Form alliances. Radiology is not the only profession affected by these discussions. Alliances across medicine and
within radiology will be formed. Much of the effort will be at the state and local level, so engagement of our state
chapters is important.
Continued on page 21

ACR.ORG
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To Whom
It May
Concern
With growing numbers of patients accessing their
radiology reports, it matters more than ever what
you say — and how you say it.

R

adiologists have long written reports with other
physicians in mind. But as more patients gain
access to their imaging reports, radiologists need to embrace
this changing audience and create a new kind of impression.
It’s not what you say, but how you say it. This adage
may be a guiding principle for radiologists striving to
create an accessible, patient-friendly report. The pros and
cons of making radiology reports more available and more
comprehensible to patients are hotly debated among patient
advocates, referring clinicians, and health care administrators. At the heart of the conversation is how to responsibly
present the information in a clear and concise report that
adds value to patient care and improves outcomes.
“The ultimate goal should be to create a patient-facing
report in a format that is both easy to understand and
visually appealing to patients,” says Arun Krishnaraj, MD,
MPH, chief of the body imaging division at the University of Virginia Health system. “We believe new reports
presented in this fashion will lead to improved shared
decision-making and better informed patients.”

10
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Valuing the Information
Despite the necessity of radiology reports in the health
care chain, when and where they become available — and
whether they serve up relevant, readable, and actionable
information — presents a contentious challenge for radiologists, their colleagues, and the patients they serve.
A radiology report is the final link in the imaging value
chain, and it reflects the radiologist’s role as a physician
and expert. “These reports serve many stakeholders,” says
Krishnaraj. “Referring providers use them to determine
next steps in treatment, and payers and administrators use
them for reimbursement purposes.” But for patient-centered
health care, Krishnaraj points out, radiology reports can
also provide patients with a better understanding of their
illnesses and options.
Report structures typically vary according to type
of exam, with clinical information and comparisons.
Information usually covers the techniques used, findings,
and impressions — which basically state the radiologist’s

conclusion, possible diagnoses, and next steps. The report
is sent to the clinician who requested the imaging study,
relevant images are stored digitally in a PACS, and, ideally,
all members of a health care team have access to the PACS
for future imaging studies.
Radiology reports still aren’t available to patients through
their electronic health record (EHR) patient portals at many
health care facilities. Instead, patients must rely on getting
a physical report from their referring physician — which
may require a special request and usually takes longer to
secure. But if and when EHR reports become available, 88
percent of patients surveyed said that being able to access
them through their portal was very important. Likewise,
88 percent of referring physicians found it useful to release
reports to patient portals.1

Meeting Patient Expectations
Patients who want access to their radiology reports should
have it, according to Andrea Borondy Kitts, MPH, a patient
advocate and consultant for Lahey Hospital and Medical
Center and the University of Connecticut Health Center,
Farmington. “Everyone in medicine is always saying they
want to connect with their patients,” she points out. “So
why not consider patients the end users of radiology reports
when creating them?”
The needs and preferences of referring physicians
must also be a consideration, she acknowledges. But, at a
minimum, Borondy Kitts suggests, patients and physicians
should be considered equally as the target audience. “If
radiologists want to use technical medical terms for the
benefit of the ordering physician, that’s understandable.
But the reality is that everybody benefits from plain
language, not just the patients, because there is less of a
chance for misunderstanding,” she says.
Patients ultimately rely on the expertise of their physicians, Krishnaraj says. “But educated patients are better
stewards of their own health care,” he adds. And there are
some things patients would like to see in their radiology
reports. Krishnaraj has been working with fellow UVA
radiologist Jason N. Itri, MD, PhD, and other colleagues to
create a viable report process that’s more patient-focused.
Their work to date suggests that patient-centered reports
should include some basic structured components. For

instance, they should have an easy-to-read format that spells
out what type of test the patient has just received and in
what situations that type of imaging is typically used. There
should be a section that clearly states what the finding
may mean, with appropriate possible follow-up options.
For example, there could be a graphic showing where the
findings put the patient on a scale for risk of cancer. And
there would certainly be a “What’s Next” section providing
patient resources and physician contact information for
follow-up questions and concerns.
Patients want a direct line of communication with their
radiologists, Krishnaraj says. And they want their images
housed in a location and format that makes them easily
accessible to other physicians. He also noted that patients
usually welcome the opportunity to be surveyed to provide
feedback on the quality of care they received.

Redefining What’s Important
Radiologists who recognize how patient satisfaction will
align with value-based payment models will embrace a new
standard for radiology reports, says Krishnaraj. “We will be
justifying our contributions to care to be paid accordingly,”
he says.
He points to the business philosophy of Amazon founder
Jeff Bezos as an example of being more focused on the
end user. Bezos has credited the company’s success in large
part to making the customer the primary reason for doing
anything — from delivery to returns to providing a wealth
of product information. The point he is making, Krishnaraj
says, is that you have to approach everything from the
standpoint of “What does the patient want?”
When creating a radiology report, “it’s not just about what
you want to do or about getting paid,” says Krishnaraj. “You
have to think about why you do your job and who benefits
the most from a change in your current practices.”
Of course being collegial and abiding by administrative
policies is important, Krishnaraj notes. Radiologists creating
a report must always consider the perils of unintentionally
misrepresenting information from findings. “But at the end
of the day,” he says, “a patient’s understanding of his or her
health and all available treatment options are what define who
you are as a radiologist.”

Better Reports With ACR Assist™
ACR Assist™ is a structured, clinical decision support system that provides evidence-based guidance to help you create
better reports. “ACR Assist brings recommendations and actionable reporting into clinical practice with guidance during
interpretation, when the information is most useful to radiologists,” says Keith Dreyer, DO, PhD, FACR, chair of ACR’s
Commission on Informatics. Developed to meet practices’ changing needs by integrating structured data elements into
variable, free-form narrative reports, ACR Assist has classification and reporting tools for a host of imaging types (prostate,
liver, lung, and others). Find out more at bit.ly/ACR_Assist.
ACR.ORG
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Anticipating Obstacles to Change
When trying to improve the radiology report process, you should expect
pushback, cautions Borondy Kitts. Some referring providers believe that a
patient-focused radiology report that more clearly defines findings and treatment options could disrupt communication between themselves and their
patients. Some radiologists think patients should only have access to their
EHRs in the presence of a physician to avoid misunderstanding of findings.2
“Patient anxiety from the misreading of information in a report is the
main justification for not providing patients more useful information,” says
Borondy Kitts. “But I contend that having a layperson summary in the
reports will actually reduce confusion and anxiety.”
There are other challenges to delivering more value-added radiology
reports. There needs to be a standardized method of uploading reports to
EHRs and patient portals to ensure accuracy and eliminate redundancy.
And radiologists must avoid generating two separate reports — with one
addressing referring clinicians and the other targeting patients. Spending
more time creating reports is not popular with productivity-minded hospital administrators or radiologists with a heavy workload, notes Krishnaraj.
Still, there needs to be a shift from high-volume to high-quality care,
Krishnaraj says. “You can’t just check the boxes and move on to the next case,”
he says. “That’s just doing what you need to get done in order to get paid.”

Building Better Reports
There are some good first steps to take when considering how to improve
radiology reports with more meaningful information to benefit patients, Krishnaraj says. “Ask yourself, ‘What does the patient want and what am I capable of
providing?’ Consider what you would want to see if you were the patient,” he
says. Answer the clinical question, even if one hasn’t been asked. Be brief and
don’t repeat yourself. Be definitive, but set limitations in your explanation.
Wording is critical. Revisit terms that could be misleading before they
make the final report. For example, instead of saying, “Malignancy should
not be excluded” in a report, note that other non-malignant possibilities
“are favored.” Include the necessary medical jargon (hypointense, low
attenuation) only in the findings section of your report, not when
reporting impressions.
Dig into the patient’s chart and familiarize yourself with the patient’s
medical history. Make sure the information you rely on is integrated

Reimagining the Report
At UVA department of radiology,
radiologists are moving towards more
patient-centered care by standardizing
reports to avoid patient confusion,
while still making the report useful to
referring clinicians.
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in real-time in the EHR. Use all available
resources to avoid missing something, including
previous diagnostic errors that can be learned from,
Krishnaraj says. Explore readily available tools, like ACR Assist™
(see sidebar on page 11), and integrate ACR guidelines on report
writing into your practice.
While creating your report, consider the imaging process as a
whole — from the study to the waiting room to the follow-up consultation, says Krishnaraj. A more patient-minded radiology report
is a vital component in positive collaboration with referring physicians and
critical to trusted communication with patients and their families.
“The radiology report is the core product of your work in imaging,”
Krishnaraj believes. “Double down on your experience. Your report can
achieve a lot of goals at once, and it is the end result by which radiologists
will be judged.”
By Chad Hudnall, managing editor, ACR Press
ENDNOTES
1. Hensha D, Okawa G, Ching K, Garrido T, Qian H, Tsai J. Access to radiology reports via
an online patient portal: experiences of referring physicians and patients. J Am Coll Radiol.
2015;12(6)582–586.e1. Available at bit.ly/Access_Important.
2. Konski, A. Letting patients decide how to receive their imaging results; A good idea or a
dangerous practice? Part 2: counterpoint: patients should not have unchaperoned access to
radiology reports. J Am Coll Radiol. 2017. In Press. Available at bit.ly/Imaging_Results.

REIMBURSEMENT

PAMA Pushes AUC Forward
Following the implementation dates and guidelines for Appropriate
Use Criteria is both important and confusing. Read the most current
mandates to maintain your reimbursement status.

W

hen will providers be required to
use Appropriate Use Criteria when
ordering imaging?

Section 218(b) of the Protecting Access to Medicare Act of
2014 (PAMA) directed CMS to establish a program beginning on Jan. 1, 2017, mandating ordering physicians to
consult Appropriate Use Criteria (AUC) prior to referring
Medicare beneficiaries for advanced diagnostic imaging services. However, due to implementation problems, enforcement has been delayed. The AUC are defined as criteria
that are evidence-based (to the extent feasible) and assist
professionals who order and furnish applicable imaging
services to make the most appropriate treatment decisions
for a specific clinical condition. The ACR has created and
updated such criteria for decades, and these resources will
be applicable under the AUC mandate.

To whom does PAMA apply?

The PAMA legislation mandates that AUC be consulted
for all advanced diagnostic imaging services. CMS stated
in the 2017 Medicare Physician Fee Schedule (MPFS) final
rule that it does not have statutory authority to limit the
consultation requirement to certain clinical areas. While
the statutory language mandated an effective date of Jan. 1,
2017, the timing of the rulemaking process used by CMS
made it extremely difficult to achieve this implementation
date. In the MPFS final rule, CMS indicated that it will
continue to aggressively implement this AUC program,
and the first qualified clinical decision support mechanisms
(CDSMs) to support the rule were announced on June 30,
2017. The agency expected that furnishing professionals
(those performing the imaging) would be required to
begin reporting AUC consultation on Jan. 1, 2018. CMS
also indicated in the final rule that there was to be further
rulemaking issued and completed in 2017 for calendar year
2018, which, indeed, has come to pass.

Is that enough time?

In the 2018 MPFS proposed rule, CMS acknowledged
concerns raised by many medical specialty societies about
their readiness for a Jan. 1, 2018, start date and their
requests that the agency delay until after implementation
of the Quality Payment Program (QPP). As a result, CMS
proposed moving the date to Jan. 1, 2019. Due to the
complex nature of the AUC program, CMS also proposed
an “educational and operations testing period” as part of the
implementation lasting one year beginning Jan. 1, 2019.
During this period, ordering professionals (referring physicians) would consult AUC and furnishing professionals

would report AUC consultation information on the claim,
but CMS would continue to pay claims whether or not
the correct information was included. The agency noted
that this educational period would allow professionals to
actively participate in the program while avoiding claims
denials during the learning curve. It would also give CMS
an opportunity to make any needed claims-processing
adjustments before payments are impacted.

Will reporting be voluntary or required?

CMS expects a voluntary reporting period to begin around
July 2018. The timing of this opportunity for voluntary
reporting is dependent on the readiness of the Medicare
claims system to accept and process claims that include
AUC consultation information. This is consistent with the
proposal in the recently released QPP proposed rule to give
Merit-Based Incentive Payment System (MIPS) credit to
ordering professionals for consulting AUC using a qualified
CDSM as a high-weight improvement activity for the
performance period beginning Jan. 1, 2018.

How do the ACR Appropriateness Criteria® factor in?
In conjunction with the release of the MPFS proposed
rule, CMS announced the list of qualified CDSMs and
new qualified provider-led entities on its website. The ACR
Select® program, which incorporates the ACR Appropriateness Criteria®, is on the list of qualified CDSMs and is
the only qualified mechanism that currently includes a free
web-based portal option for providers.

How will the AUC consultation be reported
on claims?

The agency proposed specific claims-processing instructions for the AUC program, namely establishing a series
of Healthcare Common Procedure Coding System level-3
codes. These G-codes (reporting codes developed by CMS)
would describe the specific CDSMs that were used by the
ordering professional. CMS also proposed the use of several
modifiers to indicate whether the ordered test was adherent
with the AUC requirement. The ACR has some concerns
with the proposed claims-processing instructions and
submitted recommendations to CMS.

What are the consequences for providers
who do not follow AUC guidelines when
ordering imaging?

The PAMA statute requires the identification of outlier ordering professionals, who will be subject to a prior-authorization
requirement beginning on Jan. 1, 2020. With the delay of
implementation until Jan. 1, 2019, it is likely that CMS will
Continued on page 21
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QUALITY & SAFETY

Year in Review
Here are the hot items on a broad range of topics from 2017,
according to the ACR Q&S team.

Reimbursement
As the Quality Payment Program (QPP) moves into its
second year, CMS has issued updates to describe the
implementation of the program in 2018. The proposed
changes continue to provide flexibility to help clinicians
participate and gradually prepare for full implementation.
The final rule is expected to take effect Jan. 1, 2018. See the
December Inside Quality and Safety eNews for updates at
www.acr.org/Quality-Safety/eNews.
Some of the proposed features of the QPP:
1 “ Pick Your Pace” phases out after 2018. Under the first
two years of the QPP, physicians had the ability to participate to any extent they could. CMS will continue phasing
in full Merit-Based Incentive Payment System (MIPS)
requirements anticipated in the 2019 performance year.
2 S mall and rural practices receive bonus points to ease
transitions. CMS included proposals to further ease
the transition to the QPP for small and rural practices,
including receiving five bonus points for participating in
a small group practice.
3 Th
 e performance period for the quality and cost performance categories will now be a full year: CMS proposes
increasing the performance period requirements to be a
full calendar year for the quality and cost performance
categories (for at least 50 percent of patients).
4 I ndividual MIPS-eligible clinicians will be able to submit
data on measures and activities via multiple data submission mechanisms for a single performance category to
meet the requirements of the quality improvement activities. Previously, MIPS-eligible clinicians were required
to use only one submission mechanism per performance
category. This proposal will allow clinicians and groups
the ability to select the quality measures most meaningful
to them, regardless of submission mechanism: claims,
qualified registry, or qualified clinical data registry.
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Additionally, the ACR is encouraging radiology practices to forge new pathways to practice success through
value-based quality improvement. Begin by acknowledging
that payment and quality are more strongly linked than ever
before. Take advantage of all of the resources that the ACR
makes available to members to help you learn, prepare, and
take action for success under the Medicare Access and CHIP
Reauthorization Act of 2015 and QPP.

Radiation Oncology
The ACR Radiation Oncology Practice Accreditation (ROPA)
program has implemented a new electronic final report process.
For radiation oncology facilities, the streamlined system
means the accreditation process will be easier and faster, with
turnaround times for the final report often cut in half. The
ROPA program updated the electronic application for facility
users, making it easier to submit physics quality assurance data
for external beam treatment machines.

Interventional Radiology
The new Interventional Radiology Registry, a collaboration
between the ACR and the Society of Interventional Radiology and a part of the National Radiology Data Registry
(NRDR®), is designed to further quality care for patients
undergoing interventional radiology (IR) procedures. The IR
Registry will also give participants additional opportunities to
fulfill requirements for various quality reporting initiatives,
including MIPS. Register your facility with the NRDR, and
access a list of all IR quality measures that are available for
reporting on the IR Registry (bit.ly/IRRegistry).

Breast Imaging and the FDA
Under Mammography Quality Standards Act (MQSA)
Final Regulations, the FDA inspects every mammography
facility yearly. The Enhancing Quality Using the Inspection
Program (EQUIP) has added three additional questions to
the inspection process. Access EQUIP resources, including
informational videos, documents, and MQSA insights
articles at bit.ly/EQUIP_Program. The ACR has also
updated its frequently asked questions on the 2016 ACR
Digital Mammography Quality Control Manual Resources
web page (available at bit.ly/digital_mammo) to show how
using the optional Radiologist Image Quality Feedback
form can help meet part of the EQUIP requirements.
Recently, the introductions of the new 2016 Digital Mammography Quality Control Manual and the new phantom are
now available from ACR Accreditation. The digital manual is
intended to guide the development and implementation of
your quality control (QC) program for digital breast imaging
equipment — including detailed responsibilities of the radiologist, technologist, and medical physicist. Facilities that use
the manual can submit images obtained with the phantom,
along with quality control results, to gain accreditation of
their 2-D full-field digital mammography systems.

R-SCAN® in the News
Since its launch in 2015, the Radiology Support, Communication, and Alignment Network (R-SCAN®) has recruited
thousands of radiologists and referring physicians. R-SCAN
is a simple way to ensure that patients receive the most
appropriate imaging based on a growing list of Choosing
Wisely® topics. Additionally, radiologists and collaborating
referring clinicians participating in the MIPS track of the
QPP can earn seven medium-weight Improvement Activity
credits for completing an R-SCAN project. The ACR also

has launched a new CME activity under R-SCAN, developed specifically for referring clinicians. Gain experience
with imaging clinical decision support (CDS) technology
via the Imaging Order Simulation CME activity from
R-SCAN. (Learn more at rscan.org.)

The R-SCAN program falls under CMS’ Transforming Clinical Practice Initiative (TCPI). The program’s
goals include 1) achieving large-scale transformation, 2)
improving outcomes, 3) preventing unnecessary hospitalization, 4) generating cost savings for payers, 5) preventing
unnecessary testing and procedures, 6) paying for value, and
7) building the evidence base for scale and spread. TCPI
offers a network with national reach across grant-funded
Practice Transformation Networks and Strategic Alignment
Networks (SANs) to help clinicians achieve large-scale
transformation. The ACR is one of the 10 SAN
grant awardees participating in TCPI. As
a SAN, the ACR supports clinicians
achieving TCPI goals through
R-SCAN participation.

To stay on top of
important topics in
quality and safety, check
out Inside Quality &
Safety eNews. Sign up
(and find back issues) at
www.acr.org/QualitySafety/eNews.

Accreditation
ACRedit Plus is a streamlined online
platform designed to make the
accreditation process more flexible and
convenient than ever before. The new
platform guides you through the accreditation process and delivers electronic final reports.
Users can also calculate fees and deduct discounts automatically. The initial version of ACRedit Plus is now available
for breast ultrasound and stereotactic breast biopsy.
By Dara L. Fox, editorial assistant, ACR Bulletin
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INTERNATIONAL

Improving Global Care
Three radiology residents were recipients of the
Goldberg-Reeder Travel Grant in 2016. They traveled to
three continents — South America, Africa, and Asia.

L

auren J. Saling, MD, a fellow in abdominal
imaging at UCLA, used her grant in May 2016 to
travel to Guatemala City, Guatemala, to the Instituto de Cancerologia (INCAN), a cancer referral hospital
that provides screening and treatment for all kinds of cancer.
Her project focused on establishing a PACS at INCAN.
What was the goal of your project?

Where will radiology
take you? Apply for
the Goldberg-Reeder
Resident Travel
Grant at

Prior to our project, the radiologists at INCAN reviewed
most of their images on film and had no way to compare
cancer imaging to prior studies, so evaluating a patient’s
response to a therapy was nearly impossible. Through the
nonprofit RAD-AID, we worked to implement a cloudbased PACS, which obviates the need for onsite servers, a
setup that is not really feasible in that hospital.
What were the radiology limitations that you saw?

bit.ly/Goldberg-Reeder.

There were many limitations both in radiology and in access
to health care for patients there in general. Many of the

GUATEMALA

Pictured left to right are Carlos Lu Palencia, MD, Rhiannon
Collins, MD, name unknown, Lauren J. Saling, MD, and
Israel Garcia, MD, in one of the radiography rooms at INCAN.
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issues we saw had to do with aging or broken equipment.
The long repair delay meant patients might not have access
to important imaging modalities such as CT for months at a
time, while others may not have access to MRI at all. There
is no PET/CT in Guatemala. Our PACS project helped
improve the way physicians use their current technology, but
to increase access for patients, continued improvements in
equipment is vital.
Was there a language barrier? How did you overcome it?
The hospital conducts most of its business in Spanish,
although a good number of their patients speak Mayan
dialects. I speak some Spanish so I was able to navigate
most problems, and I translated a bit for our technologist/
informatics expert who we recruited through RAD-AID.
It was challenging at times to work exclusively in Spanish,
especially using some medical and technical terms that I
hadn’t had experience with before.

Pictured left to right are Eduardo Gharzouzi, MD, Lauren J.
Saling, MD, Kathryn Robinson, MD, Joaquin Barnoya, MD,
and Cindi Zurliene, MD, in front of INCAN hospital during
the RAD-AID readiness assessment trip.

Camilo Jaimes, MD, a neuroradiology fellow at Massachusetts General Hospital, used his grant in February 2016 to
join a team of medical staff and technologists traveling to
Black Lion Hospital at Addis Ababa University in Ethiopia.
Their goal was to help educate the radiologists in how
to read MRI scans, expand awareness around emerging
applications of MRI, and optimization of MRI sequences to
produce better scans for children.
What was the most memorable part of the experience?
I was part of a large team carefully chosen by my mentor,
Kassa Darge, MD, PhD, the radiologist-in-chief at Children’s
Hospital of Philadelphia. The daily exchange of ideas with
radiologists from the United States, UK, South Africa, and
Ethiopia led to productive discussions. I was also able to
attend a historic event — the graduation ceremony of the
first two pediatric radiologists in Ethiopia, who completed
their training through a multi-institutional program based at
Black Lion Hospital and the Children’s Hospital of Philadelphia. The legacy is that these two new graduates will continue
to train future pediatric radiologists in their country.
What lessons did you learn?
Clinical practice and needs in other countries vary greatly
from those in the United States. They have different
problems, and while they possess many of the same tools,
those tools may be used differently. In Ethiopia, ultrasound
is the main modality used for the initial detection of
abnormalities, diagnosis, and follow-up. Physicians there are
extremely creative and skilled at using many tools that we

Sonya Y. Khan, MD, a fourth-year radiology resident at the
University of Maryland Medical Center in Baltimore, used
her grant in January and February of 2016 to travel to Aga
Khan University Hospital in Karachi, Pakistan, to assess the
university’s radiological needs and create diagnostic imaging
educational tools to better serve the community.
How did you choose your location?
Pakistan is a country where not only disparate economic
conditions but also cultural mores can create misconceptions and barriers to women’s health. During my research,
I came across studies documenting the broader need for
further subspecialty education among providers, not only
in mammography and women’s imaging, but also in other
radiology subspecialties. Lack of subspecialty expertise is a
significant barrier to diagnostic imaging services in developing countries, including Pakistan.1,2
What was your project about and how did your
background help?
I surveyed the ways in which we can modify and implement
teaching tools for the specific use and needs within developing countries where access to subspecialty fellowship-trained
faculty is limited. I focused on women’s health providers in
Pakistan, and began with Aga Khan University Hospital in
Karachi because it has the only fellowship in breast imaging
in the country. Working with radiologists in Pakistan, we
developed and implemented trial versions of educational
tools and received real-time feedback. My knowledge of
the language and some familiarity with the culture made
Pakistan an ideal setting for me to get detailed and nuanced

Camilo Jaimes, MD, leads a case conference for residents at
Black Lion Hospital, Addis Ababa, Ethiopia.

often underutilize in the United States. There has been an
accelerated adoption of MRI and other technologies that has
outpaced the ability to train physicians. This unmet need
poses a real role for global health outreach to bridge this gap.

ETHIOPIA

Do you have any new goals for your life based on your
experience there?
I am originally from Colombia and this trip inspired me
to think about participating in similar initiatives to help
advance pediatric radiology in Colombia and the rest of
Latin America. For example, I would like to collaborate
with existing societies, including the Society of Latin
American Pediatric Radiology.

feedback from radiologists, technologists, and referring physicians
regarding their educational and
equipment needs.
How will your experience
impact your professional practice in the future?
To help educate medical staff on
the differences between normal and
abnormal images, future outreach
will include sharing U.S. institutions’ screening breast images. I
am also developing an educational
case series and remote lectures
to address gaps in the training
of radiology residents there.
Long term, I hope to enlist U.S.
colleagues in projects addressing
specific educational needs in
Pakistan, which will be designed
for adaptation for use in other
similar developing countries.

Residents pictured from left to right are Raima Zakaria,
MD, Anam Hafeez, MD, Noman Khan, MD, Sonya Y.
Khan, MD, Shahmeer Khan, MD, Ahmad Ammar, MD,
Mustafa Belal Hafeez, MD, Kamaluddin Arbab, MD,
Jehanzeb Shahid, MD, and Umaima Ayesha Jilani,
MD, at Aga Khan University Hospital in
Karachi, Pakistan.

By Audrey Caldwell, freelance writer, ACR Press
ENDNOTES
1. Raza S, Sajun SZ, Selhorst CC. Breast cancer in Pakistan: Identifying local
beliefs and knowledge. J Am Coll Radiol. 2012;9(8):571–577. Accessed
on Oct. 27, 2017. Available at bit.ly/BreastCancer_Pakistan.
2. Bari V, Wagner BE. Strategies for dealing with the radiology faculty
shortage in Pakistan. J Am Coll Radiol. 2012;10(10):795–799. Accessed on
Oct. 26, 2017. Available at bit.ly/FacultyShortage.
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IMAGING 3.0

Human Touch
When an interventional radiologist becomes a clinician, he uses
his imaging experience to solve difficult medical situations and
simultaneously becomes an important part of his patients’ lives.

A

s a musician and songwriter, Cherish Alexander has been described
as having a “magical pen that dips
into the dark crevices of the human heart.” As a
young patient being treated for uncontrollable
hypertension, she relied on George Vatakencherry, MD, to wield his own “magical pen”
in a procedure that would save her life.

Cherish Alexander, musician
and songwriter, is one of Dr.
Vatakencherry’s patients.

The chief of vascular and interventional
specialists at Kaiser Permanente Los Angeles
Medical Center met the 43-year-old Los Angeles
artist after numerous specialists had been
unable to manage her extremely high blood
pressure with five separate anti-hypertensive
medications. After it was determined that Alexander’s right
kidney wasn’t functioning, they referred her to Vatakencherry
to consider treatment, including potential embolization of
the smaller, poorly functioning kidney, to see if that could be
the actual source of her hypertension.
But before Vatakencherry proceeded with the embolization, he spent over an hour in his outpatient clinic
consulting with Alexander and her husband and reviewing
her symptoms, history, and scans — ultimately diagnosing
her with renal artery stenosis from fibromuscular dysplasia.
She underwent confirmatory angiography and, ultimately, a
curative balloon angioplasty of the left renal artery.

“If you treat a patient longitudinally, you
know the ins and outs of treatment better
than anyone else.” – George Vatakencherry, MD
“We both knew something was off — that I wasn’t well
— and he was the only one who took time to figure it out
and treat it,” Alexander says, as she recalls Vatakencherry’s
commitment to listening to his patients. Now, 15 months
after surgery, Alexander remains under his care, medication
free, and rejoicing in having lived what she calls the “best
year of my entire life.”
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Seeing IR’s Potential
Vatakencherry began thinking about IR as a clinical practice
about a decade ago, after he noticed that IRs who focused
solely on procedures were frequently being “outcompeted” for
the procedures in which they were trained. The management
and longitudinal follow-up was delegated to other physicians.
Eager for a change, Vatakencherry went to a training
program led by Thomas O. McNamara, MD, a vascular
and IR physician now practicing in Nevada and California,
who demonstrated the ability to manage patients’ peripheral
arterial disease comprehensively, as well as longitudinally,
and was admitting his own wound-care clinic patients to
the hospital under his service.
Comprehensive management of patients included counseling them on smoking cessation, starting them on exercise
regimens, initiating statin and antiplatelet therapy to prevent
heart attacks and strokes, and performing wound care.
McNamara developed a lifelong relationship with his patients,
who would be followed indefinitely in his outpatient clinic.
Inspired by McNamara, Vatakencherry decided to
develop an outpatient IR clinic to care for his patients
and worked tirelessly to establish it at Kaiser. “As a clinical
interventional radiologist, you can add a great deal to your
patient’s overall care because of your breadth of knowledge
from head to toe. And, if you treat a patient longitudinally,
you know the ins and outs of treatment better than anyone
else,” he says.
Vatakencherry’s initial goal was to guide and counsel
patients about their procedures and create a place to follow
patients while providing ongoing care. The clinic exceeded
his — and everyone else’s — expectations.

Starting a Clinic Paradigm
Before Vatakencherry began the clinical endeavor in 2005,
a specialist would refer patients for IR procedures, and the
interventionalists would execute the procedures with limited
or no patient follow-up. In implementing his clinical model,
however, Vatakencherry started meeting with patients prior
to intervention to discuss the details of their conditions.

dedicated outpatient clinic space, with additional IR physicians as well as office staff. The IRs made the case that the
scope, breadth, and complexity of diseases and procedures
that the IR physicians were performing required clinical
consultation and longitudinal follow-up.
Vatakencherry and his team presented the business plan
to hospital administrators, who responded by approving
additional support staff. The expanded team included nurse
case managers, additional schedulers, outpatient office staff,
and additional physicians, as well as physician extenders to
keep up with the growing demand for comprehensive IR
care in the hospital network.

George Vatakencherry, MD, chief of vascular and interventional
specialists at Kaiser Permanente Los Angeles Medical
Center, developed an IR outpatient clinic to manage certain
clinical conditions.

While he saw just six patients every other week,
Vatakencherry’s clinical work had a significant impact on
improving patient outcomes and making patients feel more
at ease. He gave patients medications for contrast allergies,
provided pre-procedure instructions, ordered labs and additional imaging, and was available for follow-up concerns. In
satisfaction surveys, patients indicated that they had a much
greater understanding of their own disease and the impact
of interventional treatments in their overall care.

Initially, the IR physicians had to do much of this nonprocedural clinic work on top of imaging and procedural
responsibilities. In a volume-based radiology paradigm,
there’s often a large financial and opportunity cost to doing
more than just reading imaging studies.
“You may be seen by the radiology group or hospital as
not being productive, even though you are working more
hours,” Vatakencherry explains. “You basically have to do
all the imaging work and the clinical work on top of it to
showcase the importance of the interventional radiologists.”
Continued on the next page

Making the Case to Specialists
While the benefits of consulting with patients were clear, the
clinic’s overall volume stagnated in the early stages. There
simply was not enough awareness throughout the hospital
regarding the IR service and its role in the hospital network.
In response, Vatakencherry designed presentations
tailored to specialty fields — such as internal medicine,
nephrology, GI, and OB/GYN — to educate physicians
about how referring patients to a clinical IR practitioner
could enhance overall care. The presentations were usually
held at grand rounds, department meetings, or at multidisciplinary conferences.
Vatakencherry also gave the specialists his cell phone
number and invited them to call with questions regarding
when to refer to IR or about specific patients. As a result of
this outreach, the emerging clinic’s volume started to grow.
Over the next two years, with his non-procedural clinical
responsibilities increasing, Vatakencherry recruited a second
IR to join the clinic, and the two physicians increased their
clinical care duties to a half-day once a week.

Call for Case Studies
ACR’s Imaging 3.0™ initiative is a roadmap for
transitioning the practice of radiology from
volume-based to value-based imaging care.
Imaging 3.0 goes beyond interpretation to include
such topics as:
Appropriateness
Decision support
Value-based payment
Quality and safety
Technology integration

Actionable reporting
Image sharing
Relationship buiilding
Patient-centered radiology

To see what other practices have accomplished
with Imaging 3.0, visit http://bit.ly/I3Cases.
To share your own experience with Imaging 3.0,
complete the form at http://bit.ly/case_submit.

As the IR referral numbers continued to climb, Vatakencherry and his IR colleague created a business plan for a
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Building the Demand

Planning the Future

All that hard work has paid off for Vatakencherry and his
colleagues, who have built a thriving clinical IR practice and
have received the respect of their clinical counterparts. IR
is now considered a clinical practice at Kaiser, not only on
paper, but through physician presence on the hospital floor
and in the outpatient clinic. Ten to 15 years ago, specialists
did not expect to see IRs at the patient bedside. Today, they
are a regular presence on the floor.

The new era of IR adheres to the principal that IRs, as true
disease managers, should not only consult with patients
before and after procedures, but throughout their lives.

In all, the Kaiser Permanente Los Angeles IR department
has two physician extenders and nine IRs (seven peripheral
interventionalists and two neurointerventionalists) who
spend between one and two days each on nonprocedural
clinical activities, including dedicated outpatient clinic
hours and inpatient consult hours. Vatakencherry feels it is
crucial for the IR physicians to have dedicated time, during
which their sole responsibility is seeing patients and not
reading scans or performing procedures.
As of 2009, Kaiser required that all inpatient invasive
procedures have consultation, so that every patient is seen
before intervention. That process has since evolved, and now
the department seeks to have one doctor between 8 a.m. and
5 p.m. providing face-to-face inpatient consults and conducting follow-ups with patients. This approach positions
the IRs as invaluable members of the hospital system.
“The more we act like surgeons in our day-to-day
existence, the more we’re understood and respected by the
hospital administration and will receive adequate resources
and infrastructure required to run a successful comprehensive, longitudinal clinical practice,” Vatakencherry says.

“There is a great deal of overlap in the number of
specialists who also can provide the procedural care that IRs
have traditionally performed, so how do you distinguish
yourself from other specialists?” Vatakencherry asks. “What
differentiates you? How are you going to provide the quality
care that will allow you to get those referrals and take care of
patients?” The answer is simple, he says: Invest your time to
have global knowledge of the diseases you treat and provide
both clinical expertise as well as compassion to guide
patients through their illnesses longitudinally.
Vatakencherry admits that to fully own disease management, he had to revisit clinical fundamentals like epidemiology, pharmacology, microbiology, and physiology, because
they weren’t taught during his IR specialty training. He also
notes that, as IRs treat more cancer patients, they need to
be better trained in having difficult conversations, such as
end-of-life issues. “We have to recruit physicians who see
taking care of patients as their primary role. Individually, we
need to treat each patient like a family member,” he says.
Alexander has experienced that kind of caring treatment
first-hand and now considers Vatakencherry not only a
doctor, but a personal friend. She has given Vatakencherry
a copy of her latest album, and her husband, a fine artist,
gifted him a painting after her April 2016 surgery. “He just
wants to help patients and loves what he does. Now, he’s
part of our family,” Alexander says.
By Kerri Reeves, freelance writer, ACR Press

Rad-Path Correlation Categorical Course

Thoracic & Cardiovascular Imaging
April 2–5, 2018
Silver Spring, MD

NOW Earn 27 CME

Increase your expertise by examining a wide variety of thoracic
and chest diseases with cardiothoracic and pathology experts.

Visit airp.org/chest
for more information and to register.
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JOB LISTINGS
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.
Florida – Radiology Associates of South Florida is looking for
an experienced body radiologist to fill an overnight radiology
position. The work schedule is seven nights on, 14 days off. There
is opportunity for additional compensation from additional and
moonlighting shifts. The majority of work is body-radiology with a
mix of general emergency and ultrasound cases.
Contact: To apply please contact or email CVs to Barbara Deppman
at bdeppman@rasf.net.
Baltimore-Washington DC – MedStar Medical Group Radiology is
seeking a radiologist to cover hospitals in the Baltimore-Washington
area for evenings and nights. This is an excellent opportunity to
work in a growing health care system with multiple hospitals and
outpatient centers. Candidates will work with a team covering
evenings, nights, and weekends.
Contact: To apply please send CVs to James Jelinek at
james.s.jelinek@medstar.net.
Ohio – Medical Imaging Physicians, Inc., is a private radiology group
in the Dayton region, near Cincinnati, that seeks a mammography
radiologist to work in the hospital’s woman’s center. Active OH
license preferred. The group is offering full time with partnership
track or part time with competitive compensation plus benefits.
Contact: To apply please send CV and cover letter to
jhamilton@mipimaging.com.
Maryland – Peninsula Radiology Professional Services is a
14-person radiology group located in the Chesapeake Bay region
of the Maryland Eastern Shore. The group seeks two fellowship
trained radiologists and wishes to recruit general and interventional
radiologists for expanding coverage of three hospitals and a large
imaging center. Applicants should be board certified in radiology
and fellowship trained.
Contact: To apply please send CVs to Teresa Cherry at
penrad@verizon.net.

CONTINUED

PAMA Pushes AUC Forward
Continued from page 13

also delay the identification of outlier ordering professionals. This will
be discussed in future rulemaking.
The list of priority clinical areas will serve as the basis for
identifying outlier ordering professionals and includes the following
clinical conditions: coronary artery disease (suspected or diagnosed),
suspected pulmonary embolism, headache (traumatic and nontraumatic), hip pain, low back pain, shoulder pain (to include
suspected rotator cuff injury), cancer of the lung (primary or metastatic, suspected or diagnosed), cervical or neck pain. Future MPFS
rules are expected to provide further clarity on the concept of prior
authorization.

Are there any exceptions?

PAMA allows for some exceptions to the AUC consultation mandate. Consulting and reporting requirements are not required for
orders for applicable imaging services made by ordering professionals under the following circumstances: 1) when emergency services
are provided to individuals with emergency medical conditions, 2)
for inpatients for whom payment is made under Medicare Part A,
and 3) when ordering professionals are granted a significant hardship exception to the Medicare Electronic Health Record Incentive
Program payment adjustment for that year.
CMS acknowledged that most of the exempt emergent situations
will occur primarily in the emergency department but that these
situations may arise in other settings as well. Further, the agency
recognizes that most encounters in the emergency department are
not for an emergency medical condition. The rule states, “To meet
the exception for an emergency medical condition, the clinician only
needs to determine that the medical condition manifests itself by
acute symptoms of sufficient severity (including severe pain) such
that the absence of immediate medical attention could reasonably be
expected to result in: placing the health of the individual (or a woman’s unborn child) in serious jeopardy; serious impairment to bodily
functions; or serious dysfunction of any bodily organ or part.” In the
2018 rulemaking cycle, CMS proposed to create a G-code to indicate
that an ordering professional is exempt from the requirement.

When will we receive more information?

Navigating the Site-Neutral Payment Debate
Continued from page 9

6) Advocate for short-term stability in our payment rates. Sizable
decreases in payment with little warning make future budgeting and
capital expenditures difficult for radiology facilities. But any commitment by policymakers toward short-term stability will, presumably,
require a commitment by stakeholders toward a more permanent
solution.
7) Recognize that long-term solutions are unclear, and that the best
solution may be broader payment-system reform. Understanding
the details of potential reform requires a strong base in payment
policy. The ACR Commission on Economics has this knowledge and
experience.
8) Prioritize patient care; it must come first. Nobody can argue with
us when we credibly advocate for high-quality care as the primary
motivator in payment-policy decisions.

While the MPFS proposed rule released in July provided some
additional details on program implementation, there continue to
be some questions and concerns about these proposals. The ACR
submitted detailed comments on the proposed rule to CMS in
September, and we expect to have received further information
when the final rule is published in late October/early November
(not yet available at the time of this printing).

What should I do now?

The ACR recommends that radiologists communicate with their
referring physicians to ensure that they are aware of the forthcoming
mandate. Referring physicians should become familiar with the
available CDSM options (including ACR Select®) posted on the
CMS website (bit.ly/CDSmechanisms). The ACR also encourages
providers to participate in the free Radiology Support, Communication, and Alignment Network (R-SCAN®), a collaborative action
plan that brings radiologists and referring clinicians together to
improve imaging appropriateness through the use of CDS. R-SCAN
also has been approved by CMS as an improvement activity under
MIPS. Learn more at rscan.org.
By Kathryn J. Keysor, senior director, ACR Economics and Health Policy
ACR.ORG
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How did you get
involved in ACR
leadership?
Charles W. Bowkley III,
MD, neurointerventional
radiologist, Casper
Medical Imaging and
Outpatient Radiology,
and chief of staff,
Wyoming Medical
Center

A little bit of luck and willingness to say yes were the key ingredients to my early ACR
involvement. One of the senior residents at my program was unable to represent our state
at the 2006 ACR annual meeting, so I requested permission to attend. When I arrived at
the meeting, the auditorium was filled with radiologists dedicated to and excited about
the future of radiology. I instantly knew that I was surrounded by something powerful.
The next day I ran for my first elected seat as secretary of the RFS. Once I was plugged
into the executive committee, my attention was drawn to the economic and governmental facets of health care delivery. When my participation was requested for another
committee or opportunity to pitch in, I simply said yes.
Young physicians should get involved with the ACR early and begin to develop a
construct from which to prepare for tomorrow’s challenges. There are endless niche
areas — whether you’re interested in information technology, molecular imaging,
artificial intelligence, leadership, business development, or a modality-specific focus.
The ACR has representation within each of these disciplines, and there is always an
opportunity to be involved.
I urge you to take the initiative to determine what makes you excited to get to work
each day. Then find a way to deploy the resources available through the ACR to enrich
your own practice. For me, it was leadership development, which led to the management
and administrative track I pursued, culminating in chief of staff. The best advice
I received? No matter what, put the patient first.
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MINI-FELLOWSHIP TRAINING AT
THE WORLD’S BEST RADIOLOGY
PRACTICE SIMULATOR
Each mini-fellowship at the Education Center provides
a learning environment that is so close to your own
workstation in your practice or department, you may not
even realize you’ve left home!

Save $750*

on All 2018 Mini-Fellowships

This was without a doubt
the best educational CME
experience I have had.
— Dale Hansen

Use promo code HOLIDAY750 and save $750 on any
2018 mini-fellowship. Plus, when you register more than
90 days before the start of the course, you’ll save
an additional $250!
Register by January 8, 2018 for the best savings of the year!

Great course! Perfect way
to learn and apply to
practice immediately.
— Christopher Murdock
Register today at acr.org/edcentersale

* Discounts cannot be combined with other offers and do not apply to existing orders. Not valid for Members-in-Training.
Use the discount code HOLIDAY750 when registering. Offer expires January 8, 2018.
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PERIODICALS

JACR Editor in Chief Call for Applications
®

Call for Applications
The American College of Radiology (ACR) seeks a new Editor in Chief for its Journal of the
American College of Radiology (JACR®) to serve a five-year term with a 50% time commitment,
beginning January 1, 2019. A six-month transition period will begin approximately July 1, 2018.

Qualifications
The ideal candidate must be an ACR member who is well-versed in scientific publishing and
knowledgeable about the changing journal climate.

Responsibilities

Application Due Date
December 31, 2017

•
•
•
•

Maintain editorial responsibility and scientific quality of the JACR
Supervise peer review and submission of manuscripts
Set an editorial vision that fosters growth in quality submissions and readership
Support digital opportunities to promote and distribute JACR content

Application Process
Email current curriculum vitae, cover letter, conflict of interest form, and a documented letter of
support from your institution chair or practice head to eic@acr.org by December 31, 2017.

For more information, visit acr.org/eic

