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Sea Change

BATTLING BURNOUT

GROWING PATIENT
EXPERIENCE

LEARNING LEADERSHIP

2017 RLI Leadership Summit

Which seat would you rather be in?
Health care is changing and taking radiology along
for the ride. The 2017 RLI Summit will provide you the
tools you need to get in the driver’s seat!
Every year, the RLI Summit provides a unique, timely,
relevant and applicable leadership program.
The RLI Summit difference is the close working relationship
between business school faculty and radiology practitioners.

Sept. 7–10, 2017
Babson College
Wellesley, MA

Each session is chock-full of ideas, exercises and tools
you can immediately implement upon returning to your
practice. It is also a tremendous forum where you can
network and discuss with your colleagues what worked,
lessons learned and get even more ideas.
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Register today at radiologyleaders.org/leadership-summit
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MISSION STATEMENT
The ACR Bulletin supports the American College of
Radiology’s Core Purpose by covering topics relevant to
the practice of radiology and by connecting the College
with members, the wider specialty, and others. By
empowering members to advance the practice, science,
and professions of radiological care, the ACR Bulletin
aims to support high-quality patient-centered health care.

NEWS FROM THE CHAIR OF THE

Board of Chancellors
By James A. Brink, MD, FACR, Chair

Getting Along in the Sandbox
Working together with colleagues and administrators will help the specialty succeed.

W

HEN PEOPLE ASK ME what Imaging 3.0® is
about, I gauge my response based on the
time available and interest expressed by the
questioner. In the simplest terms, Imaging
3.0 is about integrating radiologists into the
care delivery engine beyond being simply
“report generators,” to quote Bibb Allen Jr., MD, FACR.
Like many movements, individuals will interpret the
charge and intended course of action differently. Recently,
I was surprised to learn of a different interpretation of
Imaging 3.0, as espoused by some who were trying to inspire
emboldened and new behaviors in their constituents. In a
fictionalized piece intended to inspire radiologists to inject
themselves into the care delivery engine, an interventional
radiologist was portrayed bargaining with a hospital
administrator, trading the care of an individual patient with
the assumption of primary responsibility for patients
who present to interventional radiology.
Social justice movements are replete with challenges
about ensuring that participants remain on point with regard
to the intended message and desired actions. Dr. Martin
Luther King Jr., struggled throughout his tenure in the Civil
Rights Movement to keep protestors from turning bitter and
violent. I never imagined that a similar challenge would be
faced in Imaging 3.0, but the example above reminds me that
bitterness and desperation among radiologists might inspire
some to justify “civil disobedience” in the world of health care
while using Imaging 3.0 as a call to action.
Watching the fruits of one’s efforts to build a practice drift
to practitioners in other specialties can be very demoralizing,
particularly when one’s innovation and passion have been leveraged to advance the specialty for patients’ benefit. Hospital
administrators face complex decisions on a daily basis and
the outcomes of those decisions disfavor radiologists as often
or more than they favor our profession. Out of desperation,
radiologists sometimes will try to barter their way toward a
favorable solution, sometimes losing sight of the need to keep
the patient at the forefront of all discussions and considerations. James V. Rawson, MD, FACR, chair of the ACR
Commission on Patient- and Family-Centered Care, is fond
of saying, “It’s hard to place the patient at the center of health
care if you’re standing there yourself.”
This year marks my 20th year in administration. Over the
years, I’ve come to appreciate the delicate world in which we
live as members of hospital and health system communities.
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Like the “Circle of Life” in The Lion King, health system
communities are fragile ecosystems where disruptions in
practice patterns in certain areas have profound downstream
consequences in others. Hospitals that allow interventional
radiology to be performed by other disciplines during routine
hours of operation risk losing a competent IR workforce
to cover emergency services around the clock, owing to a
reduction in case volume and subsequent loss of clinical
skills. Conversely, interventional radiologists who demand
complete responsibility for their patients risk lapses of clinical
care if adequate inpatient call coverage has not been arranged.
Moreover, such demands polarize radiology from hospital
administrators and other clinical disciplines. Aggressive
posturing and an “eye for an eye” approach often leads to
escalation of ill will and to the loss of privileges and stature in
the health ecosystem.
Moreover, the new financial realities that accompany
MACRA compliance require interdisciplinary collaboration, particularly for success with advanced payment
models (APMs). It is virtually impossible for radiologists
alone to succeed in APMs. Close collaboration with
our clinical colleagues in other specialties will likely be
necessary to craft and comply with metrics for successful
participation in APMs.
Another common source of strife between hospital
administrators and practitioners relates to disputes about
space. Practitioners, including radiologists, commonly view
space allocations in legacy terms. Arguing that a given clinical or research footprint has been held historically by the
radiology department will fall on deaf ears unless continuance of that space allocation is well justified and warranted.
Early in my career as an administrator, I, like others before
me, tried to argue that a certain footprint was “radiology
space.” The hospital’s senior vice president admonished me,
“No, that space is hospital space; you are merely a tenant.”
As radiologists must justify their place in the circle of life of
the health ecosystem, radiologists must also justify the space
and resources that they consume within the hospital and
health system. To fall on historical precedent is a specious
argument that will not serve us well.
What should radiologists do to play successfully in
the sandbox of one’s hospital or health system? We must
continue to look for ways in which we can advance patient
continued on page 21

DISPATCHES
NEWS FROM THE ACR AND BEYOND

CALENDAR

march
6–7 Transcatheter Aortic Valve
Replacement, ACR Education
Center, Reston, Va.
8–10	Neuroradiology, ACR
Education Center, Reston, Va.
17–19  Body and Pelvic MR,
University of Arizona College
of Medicine, Tucson, Ariz.
20–23  A
 IRP Categorical Course:
Thoracic and Cardiovascular,
AFI Silver Theatre and
Cultural Center, Silver
Spring, Md.
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april
6–9 S BI/ACR 2017 Breast
Imaging Symposium, 
Los Angeles
7–9	Body and Pelvic MR, ACR
Education Center, Reston, Va.
17–19 Musculoskeletal MR (Elbow,
Wrist/Hand, and Specialized
Topics), ACR Education
Center, Reston, Va.
20–22 Breast Imaging Boot Camp
with Tomosynthesis, ACR
Education Center, Reston, Va.
24–25 Breast MR with Guided
Biopsy, ACR Education
Center, Reston, Va.

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

Host a Radiology Expo for Medical Students
WANT TO INTRODUCE MEDICAL STUDENTS TO THE CAREER PROSPECTS of the radiology
profession? Try hosting an expo where they will meet radiologists and learn about the
specialty in a workshop format. All the information you need to plan a successful event
is available online via the Medical Student Expo Toolkit. Provided by the Association of
University Radiologists, this online resource contains materials used for a successful expo
recently held in San Diego. The toolkit contains detailed planning guidelines and slide and
video presentations for information sessions as well as other materials. Visit bit.ly/Expo_
Toolkit today and start planning!

Imaging 3.0®: The Benefits of Collaboration
WHEN A PATIENT ARRIVES IN THE ED with suspected pulmonary embolism
(PE), ED physicians typically order chest imaging as the initial step in the
diagnostic process. But evidence-based appropriateness criteria indicate
these scans can often be unnecessary. Recognizing this, radiologists and
ED physicians at Baylor College of Medicine, in Houston, collaborated on a Radiology
Support, Communication, and Alignment Network (R-SCAN™) project to address the issue.
Following R-SCAN’s collaborative action plan, the team introduced a quality improvement
initiative that led to a 52 percent reduction in inappropriate imaging of ED patients with
suspected PE. Read more about the team’s project at bit.ly/benefitsofcollaboration.
WWW.ACR.ORG

5

DISPATCHES

RadiologyInfo.org
Recognized for
Site Redesign
RADIOLOGYINFO.ORG’S HIGH
PATIENT VALUE AND EXCELLENCE
IN DESIGN was recently recognized
with a 2016 Gold MarCom
Award. The award is a creative
competition that recognizes
excellence in the conception,
writing, and design of print, visual,
audio, and web materials and
programs (bit.ly/GoldRedesign).
The patient education site, a
collaborative effort between the
ACR and RSNA, underwent a
major redesign in 2015, the first
since its launch in 2000. A focus
of the redesign was to improve
the presentation of information
to make it easier for the general
public to understand. If you
haven’t visited RadiologyInfo.
org recently, check it out — and
recommend it to your patients!

©iStock/ DrAfter123

Grow Your Network at ACR 2017 —
The Crossroads of Radiology®
THE MOST VALUABLE MOMENT at any meeting can be that conversation between sessions or over
a meal with your fellow attendees. ACR 2017 — The Crossroads of Radiology® builds time into
the schedule for networking opportunities. Mingle with your colleagues at the Monday afternoon
reception in the Exhibit Hall and meet leading industry vendors. Talk over Tuesday breakfast with
one of your peers (or several since it’s an all-attendee event) about the hottest issues impacting the
profession. Also on Tuesday morning is speed mentoring, in which residents, fellows, and earlycareer physicians can receive mentorship from top radiology leaders in 10-minute, table-to-table
sessions. Register and view the full program today at acr.org/annual-meeting.

Go beyond your diagnostic/
interventional skills and strive to
be a leader in whatever way works
best for you. The future needs …
radiologists with extra skills to
ensure our bright future.
—R
 obert S. Pyatt, Jr., MD, FACR, in “10 Questions”
(bit.ly/Advice_Future)
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Registration Open for 2017
Breast Imaging Symposium
REGISTER TODAY FOR THE 2017 SBI/ACR BREAST
IMAGING SYMPOSIUM, the largest dedicated breast
imaging conference in the world. The course is designed
for radiologists, technologists, and medical physicists
involved in breast imaging and includes an exhibit hall
with the latest technology. Join your colleagues for a
plenary session, panel discussions, and a wide variety of
focused, single-topic refresher courses. Hear new and
original research presented at several scientific sessions
offered throughout the meeting. For more information,
visit bit.ly/SBIACR2017.

DISPATCHES

Here's What You Missed
BECOMING A CHANGE LEADER
A physician shares his experience attending
the fifth annual Radiology Leadership
Institute Summit at bit.ly/RLI_2016.
Provocative topics included a look at models
for patient-centered care, and the continued
advance of machine learning.

As we look at population health and the
opportunity to learn from the big data being
collected from every patient, we realize that our
needs for support, interactivity, ergonomics,
and analytics will amplify dramatically.

OUT OF THE DARK
An innovative consult service, organized and
run by radiology residents, was launched at
the Johns Hopkins Hospital. Read the story
at bit.ly/Out_Dark.

— Alexander M. Norbash, MD, FACR, in “Information Technology: Increasingly
Invisible and Absolutely Essential.” Read more at bit.ly/JACR_IT.

REDESIGNING PATIENT COMMUNICATION
The details in the design of patient-physician
communication are revealed in an overview
of the patient resource RadiologyInfo.org.
Go to bit.ly/Media_Patients.

FOR THE SECOND TIME SINCE ITS 2012
LAUNCH, the ACR Radiology Leadership
Institute (RLI)® has been recognized as
the Best Radiologist Training Program by
the 2016 Minnie awards. “The RLI equips
radiology professionals with the leadership
and business management skills they need
to succeed in their careers and to help
their practices and departments do well
in the rapidly changing landscape of U.S.
health care,” said Frank J. Lexa, MD, MBA,
RLI chief medical officer. The institute’s
contributions to leadership development
in the profession were also tapped for
recognition in the 2014 Minnies. The
Minnies are AuntMinnie.com’s annual
prize recognizing the best of the best in
radiology; candidates are selected from
nominations and winners are determined
by several rounds of voting by expert
panelists. For more information about the
RLI, visit radiologyleaders.org.

©iStock/ WILLSIE

Radiology
Leadership Institute®
Snags Second Minnie

Yearly CT Lung Screening Appropriate Over
Biopsy for Nonsolid Nodules
ANNUAL CT LUNG SCREENING OF NONSOLID NODULES (NSNS) is more clinically
appropriate than biopsy, according to a recent study published in Radiology (bit.ly/
CTscreen_NSNs). The authors analyzed data from the National Lung Screening
Trial and found that CT imaging detected all NSNs in transition to part-solid status,
enabling treatment; patients with lesions treated post CT imaging had a 100 percent
lung cancer-specific survival rate. These findings supported an earlier analysis by the
same group of data from the International Early Lung Cancer Action Program. “We
think that we have enough data now to say that these nodules can safely be followed
by annual CT scans and do not have to be biopsied or treated right away,” co-author
Claudia I. Henschke, MD, PhD, said in a press release.
WWW.ACR.ORG
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FROM THE CHAIR OF THE

Commission on Economics
By Ezequiel Silva III, MD, FACR, Chair

The Highs and Lows
of Lung Cancer Screening



All eligible patients should have access to lung cancer screening.

S

CREENING STUDIES ARE among the most important services radiologists provide. Our ability to
deliver these services requires scientific evidence
that demonstrates improved outcomes. But once
the science matures, the next step is to ensure its
financial viability. If physicians and facilities are
not properly compensated for screening services, investment and expanded access will not occur.
The ACR Commission on Economics is committed to safeguarding compensation, but the path to reach this goal is often
fraught with detours and roadblocks that must be overcome.
In the December issue (read the column at bit.ly/Dec_Econ),
I wrote about the ACR Commission on Economics’ efforts
to protect mammography services. In this month’s column, I
expand that discussion to include lung cancer screening.
The scientific literature supporting the utility of lung
cancer screening utilizing low-dose CT (LDCT) has
evolved for years, culminating in 2013 when the USPSTF
recommended a grade of B, justifying annual screening.
A positive national coverage followed in early 2015,
meaning Medicare would pay for the service. Despite
these successes, challenges remain in 2017 relating to
payment amounts and beneficiary access.
Payment
Payment for LDCT is reported by the following codes:
G0296 (shared decision-making visit) and G0297 (the
LDCT itself). However, payment for LDCT is too low for
several reasons. The physician work (professional component, or PC) payment is the same payment amount as the
diagnostic non-contrast chest CT (CPT code 71250). The
value for 71250 is already inappropriately low due to CMS
applying the single lowest Relative Value Scale Update
Committee survey data point to determine its value in 2009.
Moreover, this PC payment ignores the extra activities related
to LDCT, including registry participation and the use of
Lung-RADS™ in reporting. The practice expense (technical
component) is also too low, particularly in the hospital outpatient setting, where services are paid through the Hospital
Outpatient Prospective Payment System (HOPPS).
For 2017, CMS assigned LDCT to an ambulatory
payment classification (APC) that pays around $60, despite
ACR recommendations for a higher assignment. In fact, this
payment is lower than the shared decision-making visit and
the non-contrast chest. This assignment was based on only
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40 billing claims made in 2015.1 This may relate to facilities
holding claims for the first coverage year while waiting for
CMS guidance on coding and claims submission.
What is the ACR doing to correct this payment shortfall?
Much of our effort is focused on the HOPPS ambulatory
payment category assignment, and we are encouraging
facilities to properly report their costs (i.e., hospital cost
reporting) for LDCT so future payment amounts do not
suffer. Recall that the HOPPS is a prospective payment
system, so costs reported this year will be applied in determining future payment. Proper reporting is a proactive step
to take, and all our facilities can contribute. At the same
time, we will stress to CMS HOPPS officials that clinical
homogeneity across APCs is relevant, so increasing the
APC assignment for LDCT is warranted.
Access
Many local Medicare Administrative Contractors (MACs)
are challenging the ability to provide LDCT across all
sites of service. They cite a regulation language from the
late 1990s that includes the following language: “Effective
for diagnostic procedures performed on or after March
15, 1999.”2 As a result, select Medicare payers are indicating that payment for screening studies will not occur in
Independent Diagnostic Testing Facilities (IDTFs) based
on the following interpretation: “In accordance with this
regulation, an IDTF, therefore, can only perform or provide
diagnostic services. An LDCT is not a diagnostic test or
service but a screening test and, therefore, in accordance
with 42 CFR 410.33, it could not be performed in an
IDTF.”3 The ACR disagrees with this interpretation and
has shared comments to reverse it. At press time, the ACR
is still awaiting a decision regarding payment in the IDTF
setting, and we will continue to pursue this issue until a
favorable outcome is attained.
ENDNOTES
1. A merican College of Radiology. Re: Medicare Program: Hospital Outpatient
Prospective Payment and Ambulatory Surgical Center Payment Systems and
Quality Reporting Programs; Organ Procurement Organization Reporting
and Communication; Transplant Outcome Measures and Documentation
Requirements; Electronic Health Record (EHR) Incentive Programs; Payment
to Certain Off-Campus Outpatient Departments of a Provider; Hospital
Value-Based Purchasing (VBP) Program; Proposed Rule. Published Sept 2016.
Available at bit.ly/2gkJqfa. Accessed Dec 2016.
2. Centers for Medicare and Medicaid. 42 Code of Federal Regulations (CFR)
410.33 (a)(1). Available at go.cms.gov/2fsWWwQ.
3. Centers for Medicare and Medicaid. 42 Code of Federal Regulations (CFR) section 410.33 Independent Diagnostic Testing Facility. Available at bit.ly/2gokDU0.
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Poised to Lead

Radiology Leadership Institute Summit participants learn applicable business lessons.   

F

OLLOWING THROUGH WITH CHANGE is hard.
See past New Year’s resolutions for proof. But,
according to Anton Armbruster, PhD, founder
of Strategic Action Services Inc., people are
more likely to implement change if they clearly
and concisely state their objective up front and
subsequently address any fears and assumptions associated
with the change. “The reason we struggle with achieving
a personal improvement objective is because of unwitting
personal commitments in conflict with the intended improvement,” Armbruster said during the Radiology Leadership
Institute (RLI)® Summit, held recently at Babson College
in Wellesley, Mass.
Armbruster’s change initiation presentation was one of
six plenary sessions held during the four-day summit in
September of 2016, which drew 122 participants, including
radiologists and health care administrators. The other sessions
covered brand management, governance, value-based
performance systems, operations, and negotiations. The
summit also included a patient-centered care panel discussion
with Sabiha Raoof, MD, chief medical officer and patient
safety officer at Jamaica and Flushing hospitals in Queens,
N.Y., and Garry Choy, MD, MBA, chief medical officer of a
health care informatics technology company in San Francisco.
Each plenary session had two components: a formal presentation and a breakout activity. For instance, during her session
about successful negotiations, Lakshmi Balachandra, MBA,
PhD, assistant professor of entrepreneurship at Babson, divided
the class into small groups to work through a three-party
coalition exercise, where one party was clearly the underdog.
“Negotiation is the art of letting the other side have your way,”
Balachandra told participants, referencing a similar sentiment
expressed by 19th-century Italian diplomat Daniele Vare.
A Lesson in Leadership
Dynamic learning is the cornerstone of the RLI, a professional
development academy that positions radiologists as leaders to
ensure exceptional quality, service, and patient care into the
future. ACR launched the RLI in 2012 and has held the annual
summit in partnership with Babson College since 2014.
Alexander M. Norbash, MD, FACR, summit co-director
and professor and chair of radiology at the University of
California San Diego, kicked off this year’s summit by

encouraging participants to test out their leadership abilities and learn from one another during the conference. “If
you’re not willing to take risks and fail, you will never grow,”
Norbash said.
Gaurab Bhardwaj, MBA, PhD, summit co-director
and associate professor and Louis J. Lavigne, Jr., Family
Endowed Term Chair in strategy and planning at Babson
College, facilitated the plenary sessions, and RLI faculty
members provided daily wrap-ups, tying the content
directly to the business of radiology. In addition to Norbash,
those faculty members were Frank J. Lexa, MD, MBA, RLI
chief medical officer; Geraldine B. McGinty, MD, MBA,
FACR, assistant professor of radiology and assistant chief
contracting officer at Weill Cornell Medicine and vice chair
of the ACR Board of Chancellors; and Cheri Canon, MD,
FACR, professor and chair of radiology at the University of
Alabama at Birmingham and vice president of the ACR.
Something for Everyone
Radiologists at all career levels participated in the summit,
including 10 residents who attended on RLI scholarships
that covered tuition and expenses. Devaki Shilpa Surasi,
MD, a second-year radiology resident at the University of
Oklahoma and one of the scholarship winners, learned
about the RLI when she was a 2015–16 E. Stephen Amis, Jr.,
MD, Fellow in Quality and Safety. Surasi said the summit
exceeded her expectations, providing highly valuable career
and life lessons. “It’s an enriching personal and professional
experience,” she said.
Joe Ronsivalle, DO, chair of radiology at the Guthrie Clinic
in Sayre, Pa., attended the summit after completing the RLI’s
Harvard Emerging Leaders Seminar, a three-month virtual
leadership course. Ronsivalle said he gained skills during
the summit that were immediately applicable to his work. “I
recently assumed a new role as a chair, and this conference
really has provided me with the tools that I need for that role,”
Ronsivalle said. “It has allowed me to think differently about
what I do every day, and I have concrete things to take back
that will change the way I provide leadership to my group.”
Registration for the 2017 RLI Summit is now open at
bit.ly/RLISummit2017.
By Jenny Jones, Imaging 3.0® content specialist

WWW.ACR.ORG
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Sea Change
On the journey toward Medicare’s new Quality
Payment Program, preparation is half the battle.
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Sea Change
he future is now. Ready or not, the era of
value-based payment is upon us. The 2015
Medicare Access and CHIP Reauthorization
Act (MACRA) introduced a new Quality
Payment Program (QPP) under which physician payments are linked to quality measures.
Although the first payment adjustments won’t occur until
Jan. 1, 2019, reporting for the first year of QPP begins in 2017.
It’s time to adjust your sails.
What Is QPP?
The new payment paradigm is further away from fee-for-service
than ever before, says Gregory N. Nicola, MD, chair of the ACR
MACRA committee and vice president of the Hackensack
Radiology Group in Hackensack, N.J. “For most radiologists,
payments will be heavily tied to quality. Not only will there be a
major transformation in payments, but also in practice.”
According to CMS, QPP is designed to improve Medicare by
helping physicians “provide better care and smarter spending for
a healthier America.”1 Under QPP, physician payments are linked
to quality measures through two pathways: the Merit-Based
Incentive Payment System (MIPS) and Advanced Alternative
Payment Models (APMs).
“Radiologists are left wondering which of the pathways they
should be following,” says Ezequiel Silva III, MD, FACR, chair of
the ACR Commission on Economics. “Unless you’re a radiologist
already in an accountable care organization, the APM model likely
won’t apply to you in 2017. Initially, the performance of most
radiologists will be evaluated under MIPS.”
How Does MIPS Work?
MIPS replaces existing CMS quality programs (PQRS, the
Value Modifier quality measurement, and Meaningful Use) with
four new components: quality, clinical practice improvement
activities, advancing care information (ACI), and resource use.
MIPS also streamlines the value-based program by reducing
the number of required quality measures and providing flexible
participation options for 2017.
Participants in MIPS earn a performance-based payment adjustment to their Medicare payment, which can either be a bonus or
a penalty of up to 4 percent in 2019. The payment adjustment
increases over time until it caps out at 9 percent. MIPS allows
clinicians to be paid or penalized based on their success in four
performance categories that are weighted as follows for 2017:
• Quality: 60 percent for the 2019 payment year, 50 percent for
the 2020 payment year
Under QPP, CMS reduced the reporting threshold for quality
measures from nine (under prior programs) to six and eliminated
the requirement to report across three National Quality Strategy
domains. Of the six measures reported, one should be an outcome
measure. If an outcome measure is not available, then another
12
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high-priority measure should be reported. CMS also removed the
requirement for reporting a cross-cutting measure by any clinician.
• Cost: 0 percent for 2019, 10 percent for 2020 and 30 percent
for 2021 payment years
For all MIPS-eligible clinicians, CMS set the cost category to zero,
thereby exempting the category from the performance criteria for
the first performance year (2017). CMS will still calculate cost
measures with the intent of providing clinicians with feedback
regarding their cost performance during the first year.
• Advancing Care Information: 25 percent for the 2019 payment year
CMS will likely reweight the majority of ACR members to zero for
the ACI category based on their classification as non-patient-facing
eligible clinicians and hospital-based eligible clinicians. In such
cases, the quality category would have a weight of 85 percent.
• Improvement Activities: 15 percent for the 2019 payment year
Non-patient-facing MIPS-eligible clinicians will be expected to
report one high-weighted or two medium-weighted activities
to meet the full performance criteria. CMS included a list
of over 90 possible quality improvement activities, which
are available on the QPP website (check it out at qpp.cms.
gov). Participation in the Transforming Clinical Practice
Initiative (TCPi) — including ACR’s Radiology Support,
Communication and Alignment Network (R-SCAN™) — is
considered a high-weighted improvement activity.
The statute allows considerations for non-patient-facing clinicians
who may not have measures to report into all of the MIPS performance categories. In the final rule, CMS defined non-patient-facing
“as an individual MIPS-eligible clinician who bills 100 or fewer
patient-facing encounters” during the period. For more information
about patient-facing definitions and requirements for individuals
and groups, visit bit.ly/FinalRuleforRadiologists.
When Does QPP Start?
The first reporting year (2017 performance year, 2019 MIPS
payment year) will be treated as a transition year with reduced performance thresholds. You can “pick your pace” for participating in
QPP during 2017 to avoid negative payment adjustments in 2019:
1. T
 est QPP. Clinicians submitting partial data (including data after
Jan. 1, 2017) will avoid a negative payment adjustment.
2. P
 articipate for part of the calendar year. You can choose to
start any time between Jan. 1 and Oct. 2, 2017. Clinicians who
submit data for a minimum of a continuous 90-day period
may qualify for a small positive payment adjustment.
3. P
 articipate for the full calendar year. Clinicians who began
reporting QPP information in Jan. 1, 2017, may qualify for a
positive payment adjustment.
4. P
 articipate in an Advanced APM. In lieu of reporting quality
data under MIPS, clinicians receive a 5 percent positive payment
adjustment in 2019 if enough Medicare patients or payments are
performed in an Advanced APM.

Whatever pace you follow, you must submit your performance
data by March 31, 2018. If you don’t submit any data for 2017,
you will receive a negative 4 percent payment adjustment.
Will There Be Winners and Losers?
In an article in The Economist in 2003, writer William Ford Gibson
famously said, “The future is already here — it's just not evenly
distributed.” That axiom certainly holds true for radiologists under
QPP, which either rewards or penalizes you based on how well you
perform in comparison to other participants.
“QPP is a budget-neutral program,” says Nicola. “So the ‘winners’
are taking from the ‘losers.’ If a practice succeeds, it gets an extra
payment, which comes from a practice that did not succeed. It’s
important for radiology groups to know there will be a redistribution of Medicare payments from groups that don’t make value-based
changes to groups that do.”
As a result, Silva emphasizes, QPP is poised to drive a transformation in how radiologists practice. “QPP will require a significant
culture shift — a sea change in mindset among radiologists,” he says.
Silva adds, “Bibb Allen Jr., MD, FACR, recently said, ‘You can’t read

improve. Then you can report the measures that show your best
advantage and help you achieve the highest possible quality score.”
2. Sign up for R-SCAN. In the first year of the MIPS program,
engaging in a clinical practice improvement activity will account
for 15 percent of a clinician’s composite MIPS score. “Joining
R-SCAN is one of the simplest ways radiologists participate in
TCPi, and it will be counted as a clinical practice improvement
activity,” says Silva. “Beyond that, R-SCAN gives radiologists an
opportunity to engage referring physicians in a partnership as well
as gain access to the ACR Select® clinical decision support tool.”
3. Find a quality champion or become one yourself. Every
successful radiology practice needs at least one physician to
serve as quality champion. “Physician engagement is imperative
to succeed in the quality transformation,” says Nicola. “Without
a champion to empower physicians to be more patient-focused,
the entire radiology group is at risk. Somebody needs to step
up. The first thing practices need to do is to find their physician
champion. The second thing they need to do is to make a philosophical decision at the practice level to create a culture shift
toward quality improvement.”

“It’s important for radiology groups to know there will be a
redistribution of Medicare payments from groups that don’t
make value-based changes to groups that do.”
— Gregory N. Nicola, MD
your way out of this one.’ Radiology practices have to change their
thought processes to allow radiologists time for quality activities. To
succeed, we must move away from the idea that volume is the only
thing that matters.”
Nicola agrees, “Depending on how you approach QPP, there are
opportunities for real quality improvement. In my practice, we’re
learning ways that MIPS can teach us how to add value to patient
care. I think that resonates with most radiologists. Yes, some people
are just looking at the dollars, but most of us are more concerned
with doing the right thing for our patients.”
What Steps Should Radiologists Take Now?
To succeed under QPP and emerge as one of the “winners,” Silva
and Nicola recommend that radiologists take four key steps now:
1. Use the ACR Qualified Clinical Data Registry (QCDR) for
reporting. QPP encourages electronic reporting either through an
EHR or a QCDR. Says Nicola, “As a QCDR, the ACR National
Radiology Data Registry (NRDR®) allows practices to compare
their quality performance metrics to those of other practices
nationwide. What’s more, it offers additional measures and meaningful feedback to assess your performance before you submit
data to CMS. The earlier you start, the better chance you have to

4. Be educated. Radiologists should take advantage of all the
tools and information the ACR has to offer. Silva notes, “The
ACR has a plethora of educational modules, webinars, and
ACR Bulletin and JACR® articles that will keep radiologists
informed as they make the journey toward value-based care
and help them thrive under QPP.”
By Linda G. Sowers, freelance writer for the Bulletin

ENDNOTE
1. “Quality Payment Program.” Centers for Medicare and Medicaid Services. Updated 2016.
Available at qpp.cms.gov/.

Additional Resources
Here are links to important resources to help you better understand
QPP and quality-based changes to radiology care:
CMS QPP: qpp.cms.gov
QPP Fact Sheet: bit.ly/QPP_Facts
ACR MACRA Resources: bit.ly/ACR-MACRA-Resources
Radiology-Specific Summary of MACRA Final Rule:
bit.ly/FinalRuleforRadiologists
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Putting
Together
the Pieces
E

very 10 seconds, child abuse is reported in the U.S.
More than 3.6 million cases are referred to child
protection agencies every year, involving more than
6.6 million children. Of these cases, 3.2 million are
investigated or receive an alternative response, which focuses
primarily on the needs of families and usually does not include
a determination regarding alleged maltreatment. In addition,
state agencies estimated 702,000 victims of maltreatment in
2014.1 Yet, these staggering statistics do not even include the
multitude of cases that go unreported, or the abusive injuries
that are incorrectly attributed to other causes.
Child abuse isn’t always obvious, so diagnosis requires collaborative evaluation by multidisciplinary teams. Because imaging
often plays a significant role in the detection and interpretation
of physical injuries, radiologists can be critical in identifying
potential cases of child abuse.
“Radiologists are extremely important in that they will
uncover evidence of abusive injury that may not be clinically
apparent to us,” says Kevin P. Coulter, MD, physician-in-chief,
professor, and interim chair of the department of pediatrics
at UC Davis Children’s Hospital. “By adhering to the recommended protocols for imaging, the radiologist becomes key in
the assessment of physical abuse.”
Recent updates to the ACR Appropriateness Criteria® (AC) on
Suspected Physical Abuse in Children2 provide guidance for clinicians and radiologists when assessing non-accidental trauma (access
them at bit.ly/AC_Child). While the AC provides valuable clinical
guidance, there are still plenty of other ethical and legal responsibilities facing radiologists when handling potential abuse.

14
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Signs of Abuse
In clear-cut cases, children may come to the emergency
room with bruises, fractures, or other injuries that
immediately raise suspicions of abuse, spurring physicians
to request further imaging (often skeletal surveys or CT
scans) for complete evaluation. Other times, children present vague, general symptoms, like headaches or vomiting —
and then it’s up to radiologists to spot the unsuspected.
The biggest red flags include rib fractures, fractures in long
bones like the humerus or femur; “S-fractures” in the spine, scapula or sternum; and any other “unexpected fractures in unusual
places that there’s not a good story for,” says Sandra L. WoottonGorges, MD, professor of radiology and director of pediatric
imaging at UC Davis Medical Center and UC Davis Children’s
Hospital, one of the authors of the updated AC topic.
Besides looking for highly specific or suggestive fractures — such
as the classic metaphyseal lesion or multiple fractures in various
stages of healing — radiologists should watch for injuries that just
don’t match the explanation. A wrist fracture makes sense if a child
falls at the playground, but the story about a baby who rolls off of a
couch onto a carpeted surface and ends up with a mid-shaft femur
fracture should raise red flags, Wootton-Gorges says.
“It’s important for radiologists to be attentive to discrepancies between reported history and imaging findings,” says
Bruno P. Soares, MD, assistant professor of radiology in the
division of pediatric radiology and pediatric neuroradiology
at Johns Hopkins University School of Medicine in Baltimore,
who co-authored the latest AC. “The best advice is not to
interpret images in a vacuum. Understand the clinical context.”

©iStock/ Ekaterina Minaeva

Radiology’s role in detecting, reporting, and diagnosing potential cases of child abuse

WWW.ACR.ORG

15

Collaborative Effort
Communication is a critical piece of the puzzle to complete the full picture
of each child’s diagnosis. “It’s context-dependent; the next steps depend on
each patient’s situation or story,” says Richard B. Gunderman, MD, PhD,
MPH, Chancellor’s Professor of Radiology, Pediatrics, Medical Education,
Philosophy, Liberal Arts, Philanthropy, and Medical Humanities and
Health Studies at Indiana University, whose clinical practice is based at
Riley Hospital for Children. “That’s why referring physicians need to communicate clearly to the radiologist what they’re suspecting and why they
want particular radiologic studies performed.”
“We often talk directly with referring physicians, both before and
after we do radiologic studies, to make sure everyone understands the
patient’s full story so we can make the best sense of what we’re seeing,”
says Gunderman, who co-authored the previous version of the AC in
2011.3 “It doesn’t affect how we interpret the studies; we see what we
see. But there are factors in the patient’s domestic circumstances that
can increase the probability of abuse.”
For example, parents with substance abuse or mental health issues
can increase the risk of physical abuse, he says. Face-to-face conversations can reveal details like these that may not be documented.
“The referring physicians have usually done physical exams
and had conversations with the family, so they have a lot more
information that may not be in the medical record,” says Sabah
Servaes, MD, pediatric radiologist, director of body CT, and
director of residency and fellowship programs in the department
of radiology at the Children’s Hospital of Philadelphia.
Referring health care providers may have insights into the family history, like whether a child’s siblings have been abused in the past or if the
child suffers from certain metabolic or genetic conditions that increase
susceptibility to fractures. The additional information may point toward
other explanations — like osteogenesis imperfecta, rickets, or the rare
Menkes disease, which can mimic the signs of child abuse.
Each piece of information helps radiologists interpret whether the story
matches the imaging results, or at least helps them recommend further
scans or lab work to explain what they’re seeing. The new AC guidelines
provide a helpful guidance for imaging.
“There are a lot of pieces that go into the puzzle, so you can’t jump
to a diagnosis. You can strongly suspect it, but it’s never absolute.
If you think it’s child abuse, you need to report your suspicions to
the referring clinician, hospital and/or child protective services as
required by law,” says Wooton-Georges.
How to Report Suspected Abuse
Just how straightforward should radiologists be when reporting
their suspicions?
“Expert radiologists who review a lot of child abuse cases vary in
what they say,” Wootton-Gorges says. “Some will say, ‘If you think it’s
child abuse, say it’s child abuse, and say that the pattern is compatible
with non-accidental trauma so you’ve documented it.’ Others say, ‘Just
16
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leave it at the facts: Here’s the pattern of injuries,
and talk more extensively with the clinician without
putting non-accidental trauma in the report at all.’”
If Servaes suspects child abuse, she’ll state it in the
report. Wootton-Gorges used to do the same, until a baby
came in with a brain injury that looked a lot like non-accidental trauma — but turned out to be a rare blood-clotting
abnormality. Now, Wootton-Gorges communicates her suspicions in-person and documents that the findings were discussed.
“You don’t want to miscall child abuse,” Wootton-Gorges says.
“Until the evaluation of the child is completed — history, physical
findings, imaging, and lab work — one doesn’t know the exact diagnosis. You must be careful in how you approach this.”
Yet while radiologists should act prudently, they need to consult
the law of the state in which the patient is located to verify whether
they are obligated to report potential abuse to the authorities and/
or hospital officials. Virtually all states require physicians, including
radiologists, to report suspected child abuse directly to state or local
child protection or law enforcement agencies.4 Additionally, many
hospitals and other medical facilities mandate that any staff member
who suspects abuse notify the hospital’s or facility’s head that abuse
has been detected or is suspected and report the information to child
protective services or other appropriate authorities.
One valuable resource to review is the ACR-SPR Practice Parameter
on Skeletal Surveys in Children. Revised in 2016, the parameter indicates that radiologists should communicate “strong suspicion of abuse”
to referring physicians when imaging findings warrant. The parameter
also states that radiologists may have to report a case of suspected child
abuse to local authorities.5
It’s just as important to note what you don’t see. If you don’t see
Wormian bones, which often accompany osteogenesis imperfecta, you
can negate other possible diagnoses.
“Being clear and concise is critical in the radiology report,” says
Servaes, chair of the Child Abuse Imaging Committee for the Society
for Pediatric Radiology. “If you see demineralization of bones, or if the
bones look absolutely normal and you see a fracture, it’s important to
convey both of those things, so if it should go to trial, they can use the
same objective criteria that you used to see what you were thinking at
the time. As long as you’re clear with describing what you see and what
your impression is, that’s the best thing you can do.”
Continuing Education
Though it’s usually the referring physician’s decision to bring in social
workers or child protective services, radiologists should consider the
continued on page 21
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Imaging 3.0

Shaping Change From Within
Using R-SCAN™ as a transformation tool, a radiology group reduced inappropriate follow-up
imaging by nearly 55 percent for patients with ovarian masses.

W

HEN THE RADIOLOGY TEAM at Carle
Foundation Hospital in Urbana, Ill.,
began receiving feedback from referring
clinicians — primarily OB/GYN and
family medicine providers — about the
possibility of inappropriate follow-up
imaging recommendations for ovarian masses, they knew
they needed immediate action. The solution came in the
form of the ACR Radiology Support, Communications
and Alignment Network (R-SCANTM).
After signing up for R-SCAN, the team selected the
ovarian mass topic — one of 11 Choosing Wisely®
topics — to address the situation. R-SCAN, which is
funded through the Centers for Medicare & Medicaid’s
Transforming Clinical Practice Initiative, is typically
used to bring radiologists and referring physicians
together to improve imaging appropriateness. However,
the Carle team recognized an immediate opportunity
to leverage the tool’s educational resources and ACR
Select® clinical decision support (CDS) systems with its
own internal team of radiologists and technologists.

Following R-SCAN’s appropriate action plan, the
radiology team worked closely with technologists to
improve reporting and recommendations for ovarian
cysts. Since completing its initial intervention in August
of 2015, the team’s inappropriate imaging recommendations have decreased by nearly 55 percent. At the same
time, appropriate follow-up imaging recommendations
climbed from 68.75 percent to more than 85 percent.
A Multiphase Action Plan
Radiologists at Carle Foundation Hospital selected
the ovarian cyst topic to resolve inconsistencies in how
their pelvic ultrasound reports were being generated
and variabilities in recommendations for follow-up
care. The team began by gathering cases to obtain
baseline data for the R-SCAN project. They collected
three months’ worth of studies — some 300 exams
that had the words “ovarian cyst” listed in the report
— eliminating those reports that did not have all of the
necessary documentation (such as detailed information
about a specific cyst).
WWW.ACR.ORG

17

Imaging 3.0

“We have the physicians and
sonographers working together to
better our patient care, all while
learning and growing in their field.”
— Anne Finfrock RT(R)(N)(CT), CNMT
Juan J. Jimenez, MD, associate medical director at Carle
Physician Group, says identifying high-quality retrospective finding reports for the project was imperative. “If
your reports aren’t hitting those key pieces of information,
such as the size of the lesion and the degree of complexity,
then it becomes impossible to accurately characterize for
the purposes of tracking compliance with the Choosing
Wisely recommendations,” he adds. The team wound
up with a total of 64 cases, which they entered into ACR
Select in the pre-intervention phase of the project.
The Dig for Data
Through the ACR Select analysis, Jimenez and his
team discovered inconsistencies in how the radiologic
technologists measured ovarian cysts and variances in
how they characterized the complexity of the cases. “We
found that our technologists were putting in measurements and describing a lot of findings on the scans that
weren’t necessarily clinically relevant,” Jimenez says.
“As a result, our radiologists were compelled to discuss
those measurements and findings within the report and
make follow-up recommendations for CTs based on this
irrelevant information.”
Realizing how heavily they were relying on their technologists’ judgment, the radiologists knew they had to
get the entire radiology team on the same page to achieve
the necessary congruence with standard imaging guidelines. To that end, Jimenez says his first objective was to
develop an educational intervention for both radiologists
and ultrasound technologists.
“My goal was to educate our radiologists who are
dictating ultrasound reports and our technologists about
the ACR’s evidence-based recommendations not to
image clinically inconsequential adnexal cysts,” Jimenez
explains. “We wanted to achieve improved compliance
with these recommendations.”
Jimenez and his team implemented the intervention by
presenting the recommendations at a departmental meeting
18
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for radiologists and a staff meeting for technologists.
Radiology imaging manager Anne Finfrock, RT(R)(N)
(CT), CNMT, and the practice’s informatics department
used data mining and key word searches to identify cases
for the project.
The group learned how to better identify the ovarian
cysts, observe their documented size, and determine
whether the image order follow-up recommendations
aligned with the ACR Appropriateness Criteria®. “Anne
was instrumental in helping to establish technical staff
buy-in to the project and in delivering the education our
staff needed to ensure project success,” says Jimenez.
Education and Engagement
Jimenez and his team also developed an educational
presentation and posted it on the radiology department’s
website. The presentation provides answers to questions
at the point of care, mainly for technologists. It also
links to clear-cut visual examples of what constitutes
different cysts, as well as recommendations for varying
premenopausal versus post-menopausal ovarian cysts.
“Our technologists now understand that while scanning,
for example, they don’t have to put calipers on something
and draw attention to normal follicles,” Jimenez says.
The sonographers now have a more standardized set of
follow-up criteria, Finfrock adds. “It allows them to confidently report measurements and findings, knowing they
will be in line with the radiologist’s recommendation,” she
says. “We have the physicians and sonographers working
together to better our patient care, all while learning and
growing in their field. They were able to be a part of something that directly impacted their workflow, which cultivates engagement while improving our standard of care.”
By educating their own team and amending their
approach to reporting on adnexal cystic masses, the
radiologists succeeded in reducing their inappropriate
follow-up imaging recommendations from 31 to 14
percent and increasing their appropriate follow-up
imaging recommendations by nearly 24 percent.
“Now we are much more diligent about measuring
cysts correctly and describing the complexity of the
findings accurately,” Jimenez says. “As a result, we had an
immediate improvement on the quality of our reports.”
To read the rest of the case study and learn more about
R-SCAN, visit bit.ly/Shape_Change.
By Amena Hassan, freelance writer for Imaging 3.0

Stress Management

Battling Burnout and Its Consequences
How can we tackle the increasing incidence of physician stress, anxiety, and depression?

S

TRESS, ANXIETY, AND DEPRESSION. As a
radiologist, may have suffered one of these
conditions, or watched a colleague suffer —
perhaps silently. Overall physician burnout
has climbed a whopping 10 percent in three
years, with 50 percent of radiologists surveyed in the 2016 Medscape Physician Lifestyle Report
reporting feelings of burnout.1 Why are burnout and
related concerns increasing rather than decreasing in
the specialty? What can we do to address these troubling issues, both individually and on a broader scale?
How Did We Get Here?
According to Peter S. Moskowitz, MD, executive
director of the Center for Professional and Personal
Renewal in Palo Alto, Calif., problems like stress and
burnout have become embedded in the culture of
medicine. “It’s been a significant and increasing problem for several decades,” he says. Moskowitz, who is
now both a certified career transition and life coach
and a radiologist and clinical professor emeritus at
Stanford University, has coached over 400 physicians
individually since 1998, including more than 40 diagnostic radiologists.
Stress, and its more dire counterpart, burnout, can
lead to a variety of larger problems, including depression, anxiety, and chronic fatigue. 2 The need to halt
this trend is clear based on a recent article in Stat
News, linking the crisis to physician suicide: “Suicide
among medical students and doctors has been a
largely unacknowledged phenomenon for decades,
obscured by secrecy and shame.” 3
Likewise, Claire E. Bender, MD, from the Mayo
Clinic in Rochester, Minn., says that mental health
issues like depression are considered taboo in the
workplace, acknowledging that some physicians will
be afraid to bring the topic up to their leadership or
colleagues. Moskowitz agrees that few physicians will
speak up, thinking it may jeopardize their careers:
“Many won’t even admit in a survey when they’re
depressed because it may come back to haunt them by
limiting career advancement.”

Why are so many medical students, physicians,
and (in particular) radiologists suffering in silence?
Moskowitz blames increased clinical service demands
and pressure to perform, rising student debt from
medical school, and poorly developed self-care habits.
An article from RSNA News also notes administrative
duties, long work hours, and increased computer data
entry as contributing factors. 4 But there are tangible
steps we can take to improve individual mental health
in imagers.
What Can You Do?
Here are a couple of ways you can take action to
manage your own stress and its consequences, like
burnout and depression:
Practice Self-Care: Take care of yourself by eating
well, sleeping, and exercising, says Moskowitz. Plus,
avoid using negative habits to cope, such as overeating, using alcohol, or gambling. “Take work-life
balance seriously,” Moskowitz recommends, “and find
someone to hold you accountable. Balance is hard to
reach in isolation.”
Reach Out: Bender emphasizes the importance
of being on the lookout for symptoms among your
colleagues, too. “Keep an eye out for changes in their
appearance or signs of fatigue. Often, people wear
their depression and anxiety on their sleeve,” she says.
If you notice something is not right with one of your
colleagues, speak up and offer to sit down and talk
one-on-one. Bender recommends, “People want to
talk and you have to give them that opportunity to do
so.” She also notes that it’s important to get HR or an
expert involved if need be.
Seek Professional Help: If you feel like you’re
spinning out of control, seek professional help. Talk
to a therapist if you feel uncomfortable bringing it up
with colleagues or your boss. With the incidence of
physician suicide tragically increasing, Moskowitz
says it’s essential for leaders and administration
to provide confidential mental health resources to
physicians seeking help — however, not all hospitals
or practices do. That’s why he also believes there are
WWW.ACR.ORG 19
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institutional changes that need to occur as well to
fully tackle the root causes of these problems.
What Can We Do Together?
What institutional changes should we be thinking
about implementing as a community? Here are a few
ideas for where we might start:
Create Physician Wellness Communities:
Moskowitz suggests that we form programming on
a local level. This might include getting physicians
together in small groups to talk in confidence about
the problems they’re facing within the department or
hospital. Bender says that at the Mayo Clinic, these
small group discussions are already occurring. The
radiology department funds lunches where Bender
and her colleagues discuss the culture of stress and
how to resolve it. “People need to understand the need
for this and find resources to start these local discussions,” Bender explains.
Start a Steering Committee: Moskowitz also suggests the creation of a steering community of leaders
from the ACR, RSNA, academic radiology, and other
stakeholders to talk about how they can begin to think
about a broader culture change to ease workforce
20
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challenges and support the health and wellness of all
radiologists. In his Radiology op-ed, Moskowitz writes
that this steering committee should hold a national
symposium, create official policy statements, and evaluate and recommend methods for improvement.4
Provide Grants for Research: In the end,
Moskowitz believes we need to fund academic grants
to research burnout and depression in radiology so
we can address them in a strategic, evidence-based
way. “The fact that we’ve published about how the
incidence is rising isn’t enough,” Moskowitz says.
“We need to be more proactive and more engaged in
finding solutions.”
By Alyssa Martino, freelance writer for the ACR Bulletin
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Getting Along in the Sandbox
continued from page 4

care uniquely and highlight those services through data-driven
communications, multidisciplinary conferences, hospital committee meetings, and personal interactions. We must continue
to innovate to ensure that we are contributing new practices and
services that demonstrate our value, by enhancing the quality of
care that is provided or reducing the cost of care or both.
Imaging 3.0 is about extending our reach beyond the classic
wheelhouse of radiology: protocolling, supervising, and interpreting imaging examinations. It’s about extending our scope to ensure
integration with the entire care delivery engine. While desperate
times may seem to call for desperate measures, we must remain
patient and mindful of the challenges that our clinical colleagues
and hospital administrators face. The grass is not always greener on
the other side of the fence that separates us from other disciplines,
and we must look for ways to integrate harmoniously into this
circle of life, lest we fall prey to predators that share the medical
landscape. In his guide for global leadership, Robert Fulghum says,
“All I really needed to know about how to live and what to do and
how to be I learned in kindergarten. Wisdom was not at the top of
the graduate school mountain, but there in the sand pile at school.”
If we can all get along in the sandbox, our trajectory will be positive
and our destiny more likely assured.

Putting the Pieces Together
continued from page 16

*Approved for AMA PRA Category 1 Credits™, Category A credit and CAMPEP

legal and ethical ramifications of their documented impression, understanding that a child’s life may depend on it.
“There’s a responsibility to report suspected abuse, because if a child has
been abused and you miss it, you allow the child to return to a hazardous
environment,” Gunderman says. “On the other hand, you don’t want to
raise an alarm that abuse has occurred if that’s not the case, because the
child may be taken from the family, and it can obviously be very traumatic.
It’s not just a matter of health; it’s a matter of family integrity. It’s a pretty
weighty responsibility.”
That’s why it’s critical for radiologists to maintain familiarity with the signs
of abuse, and leverage appropriate imaging to confirm or deny suspicions, he
says. Consult with child abuse specialists when possible, and refer to recently
published literature — including the AC updates — for guidance.
By Brooke N. Bates, freelance writer for the ACR Bulletin
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What would you say to a
young physician considering
radiation oncology?
I AM OFTEN ASKED, “How did you choose your specialty?” Almost immediately,
that question is followed by, “What advice do you have for someone considering
radiation oncology?”
In choosing one’s career, the most daunting obstacle has to be finding passion.
Medicine is full of unique and diverse specialties to which medical students often
have little exposure. Because of this, finding your niche can be tough. It requires
some of the most important work you’ll ever do early in your career.
To find your passion, it is so important to keep an open mind. For instance, if
you’re on your internal medicine rotation, interact with the various specialties you
consult, ask questions, and go see what their days are like. Also, keep exploring your
school’s interest groups (ophthalmologists play with lasers!), attend an online journal
club, or chart round. Often the information you need is a simple question away.
As for radiation oncology, you must love your patients. Patients are what brought
me to the field. We see very sick patients at moments when they are fighting the
toughest battle of their lives. Our treatments are protracted and you must want — not
just be willing — to help them. If you have that drive, the rest will fall into place. For
instance, head and neck patients suffer from the toxicity of their radiotherapy; empathy for their pain started my research interest in minimizing salivary gland toxicity.
For a young physician considering radiation oncology, know that your specialty
must be your passion.

22

Bulletin | FEBRUARY 2017

Scott M. Truhlar, MD, MBA (Chair)
Sammy Chu, MD
Taj Kattapuram, MD
Lawrence A. Liebscher, MD, FACR
Kay Spong Lozano, MD
M. Victoria Marx, MD
Richard Sharpe Jr., MD, MBA
Eric J. Stern, MD
Alysha Vartevan, DO
Colin M. Segovis, MD, PhD

ACR BULLETIN STAFF
G. Rebecca Haines Publisher
Brett Hansen ACR Press Assistant Director
Lyndsee Cordes Senior Managing Editor
Chris Hobson Imaging 3.0 Content Manager
Meghan Edwards Digital Content Editor
Jenny Jones Imaging 3.0 Content Specialist
Meg Nealis Publications Operations Manager
Bates Creative Group Design & Production

CONTACT US
To contact a member of the ACR Bulletin staff, email
bulletin@acr.org.
ACR Bulletin (ISSN 0098-6070) is published monthly
by the American College of Radiology, 1891 Preston
White Drive, Reston, VA 20191-4326.
From annual membership dues of $900, $12 is allocated to the ACR Bulletin annual subscription price. The
subscription price for nonmembers is $90. Periodical
postage paid at Reston, Va., and additional mailing
offices. POSTMASTER: Send address changes to ACR
Bulletin, 1891 Preston White Drive, Reston, VA 201914326 or e-mail to membership@acr.org. Copyright
©2017 by the American College of Radiology. Printed
in the U.S.A.
Opinions expressed in the ACR Bulletin are those of
the author(s); they do not necessarily reflect the
viewpoint or position of the editors, reviewers, or
publisher. No information contained in this issue
should be construed as medical or legal advice or as
an endorsement of a particular product or service.
The ACR logo is a registered service mark of the
American College of Radiology.
For information on how to join the College, visit
www.acr.org or contact staff in membership services
at membership@acr.org or 800-347-7748.
For comments, information on advertising, or reprints
of the ACR Bulletin, contact bulletin@acr.org.

American Institute for Radiologic Pathology

Radiologic Pathology Correlation Categorical Course in

Thoracic and Cardiovascular Imaging
March 20–23, 2017 | AFI Silver Theatre | Silver Spring, MD
Earn up to 27 CME Credits

Stop creating lists of diagnoses you can’t remember.
Start enhancing your knowledge and narrowing differential diagnosis
with comprehensive rad-path correlation. Join us this spring to improve
your diagnostic skill through an understanding of chest physiology,
anatomy and histology.
The depiction of disease processes by current imaging has advanced
extensively in recent years. Increase your expertise by examining a
wide variety of thoracic and chest diseases with cardiothoracic and
pathology experts:
•
•
•
•
•

Mediastinal masses
Interstitial lung disease
Pleural disease
Congenital heart disease
Pediatric cardiothoracic disease

Lectures include:
•
•
•
•

Uncommon Malignant Tumors of the Lung
Unknowns: A Potpourri of Cardiothoracic Cases
Diseases Affecting the Pediatric Airway
MRI/CT of Ischemic Cardiomyopathies

Visit airp.org/chest for more information and to register
01.17
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PERIODICALS

Recharge Your Network
at The Crossroads of
Radiology
®

Special programming for young and early career physicians
May 21–25 | Marriott Wardman Park | Washington, DC
Resident and Fellow Section (RFS) Meeting | May 20–21

Connect with peers and top leaders at special events:
■
■

■
■
■

5 dedicated pathway sessions for Young and Early Career Physician Section (YPS)
Speed Mentoring — 20 mentors and rotating 10-minute table-to-table
sessions on a full range of professional development topics
Be MACRA ready
Capitol Hill Day — meet with Congress
Exhibit Hall Reception (May 22) and Breakfast (May 23) for all attendees

Register and view the interactive program at acr.org/annual-meeting

For best value, bundle your meeting
registration with the 2017 virtual meeting!
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RLI

Poised to Lead

Radiology Leadership Institute Summit participants learn applicable
business lessons.   

F

OLLOWING THROUGH WITH CHANGE is hard.
See past New Year’s resolutions for proof. But,
according to Anton Armbruster, PhD, founder
of Strategic Action Services Inc., people are
more likely to implement change if they clearly
and concisely state their objective up front and
subsequently address any fears and assumptions associated
with the change. “The reason we struggle with achieving
a personal improvement objective is because of unwitting
personal commitments in conflict with the intended improvement,” Armbruster said during the Radiology Leadership
Institute (RLI)® Summit, held recently at Babson College
in Wellesley, Mass.
Armbruster’s change initiation presentation was one of
six plenary sessions held during the four-day summit in
September of 2016, which drew 122 participants, including
radiologists and health care administrators. The other sessions
covered brand management, governance, value-based
performance systems, operations, and negotiations. The
summit also included a patient-centered care panel discussion
with Sabiha Raoof, MD, chief medical officer and patient
safety officer at Jamaica and Flushing hospitals in Queens,
N.Y., and Garry Choy, MD, MBA, chief medical officer of a
health care informatics technology company in San Francisco.
Each plenary session had two components: a formal presentation and a breakout activity. For instance, during her session
about successful negotiations, Lakshmi Balachandra, MBA,
PhD, assistant professor of entrepreneurship at Babson, divided
the class into small groups to work through a three-party
coalition exercise, where one party was clearly the underdog.
“Negotiation is the art of letting the other side have your way,”
Balachandra told participants, referencing a similar sentiment
expressed by 19th-century Italian diplomat Daniele Vare.
A Lesson in Leadership
Dynamic learning is the cornerstone of the RLI, a professional
development academy that positions radiologists as leaders to
ensure exceptional quality, service, and patient care into the
future. ACR launched the RLI in 2012 and has held the annual
summit in partnership with Babson College since 2014.
Alexander M. Norbash, MD, FACR, summit co-director
and professor and chair of radiology at the University of
California San Diego, kicked off this year’s summit by

encouraging participants to test out their leadership abilities and learn from one another during the conference. “If
you’re not willing to take risks and fail, you will never grow,”
Norbash said.
Gaurab Bhardwaj, MBA, PhD, summit co-director
and associate professor and Louis J. Lavigne, Jr., Family
Endowed Term Chair in strategy and planning at Babson
College, facilitated the plenary sessions, and RLI faculty
members provided daily wrap-ups, tying the content
directly to the business of radiology. In addition to Norbash,
those faculty members were Frank J. Lexa, MD, MBA, RLI
chief medical officer; Geraldine B. McGinty, MD, MBA,
FACR, assistant professor of radiology and assistant chief
contracting officer at Weill Cornell Medicine and vice chair
of the ACR Board of Chancellors; and Cheri Canon, MD,
FACR, professor and chair of radiology at the University of
Alabama at Birmingham and vice president of the ACR.
Something for Everyone
Radiologists at all career levels participated in the summit,
including 10 residents who attended on RLI scholarships
that covered tuition and expenses. Devaki Shilpa Surasi,
MD, a second-year radiology resident at the University of
Oklahoma and one of the scholarship winners, learned
about the RLI when she was a 2015–16 E. Stephen Amis, Jr.,
MD, Fellow in Quality and Safety. Surasi said the summit
exceeded her expectations, providing highly valuable career
and life lessons. “It’s an enriching personal and professional
experience,” she said.
Joe Ronsivalle, DO, chair of radiology at the Guthrie Clinic
in Sayre, Pa., attended the summit after completing the RLI’s
Harvard Emerging Leaders Seminar, a three-month virtual
leadership course. Ronsivalle said he gained skills during
the summit that were immediately applicable to his work. “I
recently assumed a new role as a chair, and this conference
really has provided me with the tools that I need for that role,”
Ronsivalle said. “It has allowed me to think differently about
what I do every day, and I have concrete things to take back
that will change the way I provide leadership to my group.”
Registration for the 2017 RLI Summit is now open at
bit.ly/RLISummit2017.
By Jenny Jones, Imaging 3.0® content specialist
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