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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

Balance Billing
How can practices shield their patients from “surprise” bills and insurance coverage gaps?

L

AST SPRING, I had the pleasure of speaking at
the Texas Radiological Society annual meeting,
where I learned first-hand the struggles some
of our states have had in regard to the issue of
“balance billing,” also referred to as “surprise
billing.” In the ensuing months, I have participated in an increasing number of conversations with
other professional organizations to try and achieve greater
influence over this vexing issue.
Patients are sometimes surprised to receive large bills
for health care services they received out of network,
often unexpectedly as a result of emergency services.1
The potential for such surprise bills has increased as
health insurance plans have created narrower networks
as a means of imposing tighter control over costs and
associated premiums. While some insurance plans may
hold members harmless for some out-of-network care
provisions, federal law and most state laws do not protect
patients from the potentially large liability that they may
face with medical services received out of network.
While a variety of scenarios may result in a “coverage
gap” and surprise bills for the balance of billed services
beyond what the insurance company will pay, the most
compelling circumstance relates to emergency services.
Even if the patient goes to an in-network hospital, there is
no guarantee that all practitioners who provide care to the
patient have active contracts with the patient’s insurance

While some insurance plans may hold
members harmless for some out-ofnetwork care provisions, federal law
and most state laws do not protect
patients from the potentially large
liability that they may face with medical
services received out of network.
company. Although most patients would assume that the
in-network hospital is staffed completely with in-network
physicians and other allied health professionals, the move
to narrow networks has created circumstances in which
that is not always the case. For example, in 2014, among the
three largest insurers in Texas, no in-network emergency
4
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department physicians were present in at least one in five
in-network hospitals.2
Hospital-based physicians, including radiologists, are
often swept up in this problem by providing services to
patients who see an in-network specialist in an in-network
hospital but do not have an active contract with the
patient’s insurance company. The insurance company may
choose to pay the radiologist much less than he would
normally receive from active contracts, or pay nothing at
all. The radiologist may then choose to issue a bill for the
balance between typical charges and the dollars received
from the insurance company, if any. In this scenario, the
radiologist issues a balance bill, the patient receives a
surprise bill, and the insurance company is held harmless
for this coverage gap.
Several states, such as California, Colorado, Connecticut,
Florida, Maryland, New York, and Texas have tried to
address this issue with various pieces of legislation. Some
have passed legislation to hold patients harmless or prohibit
providers from balance billing in emergency or other
situations, while others require a state mediation or dispute
resolution process.
As hospital-based physicians often bear the brunt
of this problem, the American College of Radiology
has had several discussions with the American College
of Emergency Physicians, the American Society
of Anesthesiologists, and the College of American
Pathologists. Discussions are under way to develop
unified consensus principles and propose solutions for this
problem. While discussions with our colleagues and other
hospital-based disciplines are still under way, the ACR has
proposed that state-level legislation designed to address
out-of-network reimbursement should embody certain
principles. (See note on page 21.)
Insurers must meet appropriate network adequacy
standards that include adequate patient access to specialty
care and access to in-network, hospital-based physician
specialties. State regulators should uphold such standards in
approving health insurance company plans. At a minimum,
benefit standards for insurance plans must be developed
through legislation that mandates insurance companies
create plans that include a defined, transparent, enforceable,
and acceptable minimum benefit standard. If the patient’s
insurance plan does not provide sufficient specialty
representation — an in-network physician deemed capable
continued on page 21

DISPATCHES
NEWS FROM THE ACR AND BEYOND

CALENDAR

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.
©iStock/xubingruo

18–20 Neuroradiology, ACR
Education Center, Reston, Va
21–25 A
 CR 2017: The Crossroads of
Radiology®, Washington, DC

june
5–7 Coronary CT Angiography,
ACR Education Center,
Reston, Va
8–10	High-Resolution CT of the
Chest, ACR Education Center,
Reston, Va.
15–17  Breast Imaging Boot Camp
with Tomosynthesis, ACR
Education Center, Reston, Va.
19–20  Prostate MR, ACR Education
Center, Reston, Va.

ACR Education Center
Hits Registration Milestone
THE ACR EDUCATION CENTER surpassed the 10,000 mark for course registrations in 2016,
demonstrating its powerful role in helping radiologists sharpen their skills, strengthen their
practices, and become better providers in a value-based collaborative health care system. “The
ACR Education Center continues to offer an unparalleled case-based training experience,
giving radiologists hands-on instruction in an intense simulation environment from worldclass faculty in various subspecialties,” said Pablo R. Ros, MD, MPH, PhD, FACR, the
center’s physician-in-chief. The center now offers 18 courses, and attendees who meet the
case requirements specified for each course receive certificates indicating compliance with
ACR Practice Parameters. For an overview of the ACR Education Center, and to see the 2017
course catalog, go to bit.ly/Edu_Center.
WWW.ACR.ORG
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New Online Resource
Enhances End the
Confusion Campaign
THE SOCIETY OF BREAST IMAGING now offers
an interactive e-book that expands on its
End the Confusion campaign. The e-book
contains rich content such as infographics,
videos, and blogs that patients and providers
can use to clarify conflicting information
surrounding mammography guidelines.
It is also a valuable tool to keep reporters,
opinion leaders, and policymakers up-todate on mammography issues. View the
ebook at bit.ly/EtCE-Book.

The Real-Time
Benefits of
Registries
NEW PAYMENT MODELS require
radiologists to report value-based
metrics for Medicare reimbursement.
But most radiologists have difficulty
proving the positive impact they
have on patient care. Participating in
ACR registries can help. The ACR
National Radiology Data Registry
(NRDR)® allows radiologists to
compare their performance to
national benchmarks, develop quality
improvement programs, and quantify
the value they provide. Radiologists
at one New Jersey practice,
Hackensack Radiology Group, are
seeing the benefits of participating
in the NRDR, including the Dose
Index Registry® and the General
Radiology Improvement Database.
Read an Imaging 3.0 case study
about the group’s efforts at bit.ly/
ACRRegistries, and learn more about
the NRDR at bit.ly/NRDRegistries.

Radiologists Leading Providers
of Enteral Access Maintenance Services
A RECENT STUDY from the Neiman Health Policy Institute® has found that the
last two decades have seen a substantial decline in new enteral access procedures
in the Medicare population. At the same time, maintenance services such as
replacement and salvage have increased with radiologists and emergency physicians
surpassing gastroenterologists and surgeons as the leading providers of maintenance
procedures. “These findings should help radiologists and their health system
provider partners develop integrated practice units and alternative payment models
for cost-effective care of conditions requiring enteral access,” Wenshuai Wan, MD,
lead study author and University of Pennsylvania radiology resident, said. Read the
article at bit.ly/JVIR_Enteral.

Seeking out and finding the appropriate channels to implement meaningful
change can be a seemingly impossible task if you don’t understand or have
appropriate guidance to find the person or people who can get things done.
— C. Matthew Hawkins, MD, in Diagnostic Imaging (bit.ly/Imaging_Leaders)
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DISPATCHES

Here's What You Missed
When you sit at the table
with people and you talk
and work together faceto-face in meetings, you
get to know one another.
Then, when the time
comes to care for patients,
there’s a level of trust and
understanding that opens
the lines of communication
that ultimately leads to
better care.

SHATTERING RADIOLOGY’S GLASS CEILING
Amy K. Patel, MD, relates the challenges of being the first
female chief in an all-male program. Read more at bit.ly/
RadGlassCeiling.
A COMBINED APPROACH
Take steps to improve outreach and communication and ease
patient anxiety by following the examples discussed at bit.ly/
CombinedApproach.
LEADING THE WAY IN PATIENT INTERACTION
Breast imagers are on the front line of patient interaction. Gain
insight into improving patient communication from their
experiences at bit.ly/ImageAdvice.

©iStock/ WILLSIE

— Philip A. Rogoff, MD, on participating
in an independent practice association
for an Imaging 3.0 Case Study
(bit.ly/Cohesive_Partnership)

Free JACR® CME
ARE YOU CLAIMING YOUR FREE CME from the JACR?
Each month the JACR offers multiple articles eligible
for free CME for ACR members. Go to jacr.org/content/
collection-cme to find eligible articles, including
the following:
·P
 atient- and Family-Centered Care:
A Primer
· Succession Planning and Management:
The Backbone of the Radiology Group’s Future
· Difficult Doctors, Difficult Patients:
Building Empathy

Goldberg-Reeder Travel
Grant – Apply Today
ARE YOU A RESIDENT interested in providing health care in
low-income countries? Applications for the ACR Foundation
Goldberg-Reeder Resident Travel Grant are now being
accepted for 2017. The grant awards up to $2,000 each year
to qualified radiology and radiation oncology residents and
fellows to volunteer for at least one month in an underserved
country. The deadline to apply is June 30, 2017. Visit bit.ly/
ACRF_Grant, or contact Karen Orozco at korozco@acr.org
for more information.
WWW.ACR.ORG
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FROM THE CHAIR OF THE

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

Patient Experience and
Payment Policy: One and the Same

The Commission on Economics is committed to ensuring that opportunities for radiologists to
contribute to an improved patient experience.

C

ONTINUALLY IMPROVING patient experience
is what we strive for; it is the right thing to
do. But if that were not motivation enough,
policymakers have made patient experience
an integral component of radiology payment
policy. Ignore patient experience, and we risk
decreased payments — or no payments at all. The ACR
Commission on Economics believes that we can achieve
both: increased payments and improved patient safety
and quality. But to do so, we must understand what
brought this focus on patient experience to the forefront. By acknowledging and understanding the need
for change, our chance of success is improved. In this
column, I will also discuss some of the metrics that apply
to patient experience in new payment models, and highlight a number of tools available to us that will improve
patient experience and earn us higher payments.
What is patient experience? I define it as being the care
focused on safety, quality, convenience, and consideration. What prompted policymakers to realize that we
could, and should, do better in this regard? The examples
are many, and one comes from Donald M. Berwick, MD,
the founder of the Institute for Healthcare Improvement
and the CMS administrator during the early implementation of the Affordable Care Act. In Berwick’s 1999
“Escape Fire” talk, he described his family’s experience
during an illness suffered by his wife, Ann. She had an
autoimmune spine condition that led to six hospitalizations over 60 inpatient days at three different institutions. In his lecture, he states that “not a day went by
without an error,” and he describes a number of stressful circumstances. He uses radiology as an example,
stating that “on at least three occasions I know of, she
waited alone for over an hour, cold and frightened in a
waiting area outside an MRI unit in the sub-basement
in the middle of the night.” (View the lecture at bit.ly/
Berwick_Address.)
Shortly thereafter, the Institute of Medicine published
To Err Is Human, showing at least 44,000 people —
perhaps as many as 98,000 — die in hospitals each year
as a result of medical errors that could have been prevented. Not long after that, Crossing the Quality Chasm was

8
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published. The first recommendation in that publication
relates to setting patient-centric goals for improving the
U.S. health care system. This is in contrast to developing
hospital- or physician-centric goals that emphasize the
needs of health care organizations and providers. At the
time of its publication, this was a particularly groundbreaking concept: putting patients ahead of doctors and
systems in importance.
I present these examples not to be overly negative or
critical. But I want to highlight how policymakers have
viewed the health care system and the fact that they do
not think we can improve without economic incentives
(or penalties). That brings us to today. We are being
judged on the quality of patient experience at multiple
levels. The Medicare Access & CHIP Reauthorization Act
creates the Quality Payment Program (QPP). Under this
program, payments are determined by either the MeritBased Incentive Payment System (MIPS) or through
Alternative Payment Models (APMs). Under MIPS, all
four of the performance categories include metrics related
to patient experience. Under the Quality category, there
are a number of measures that relate to radiation dose, follow-up of incidental findings, and occurrence of IR complications. The Advancing Care category includes metrics
related to patient access to radiology reports and health
information exchange. Radiologists practicing within an
Advanced APM are also subject to patient experiencerelated metrics, and the Consumer Assessment of Health
Care Providers and Systems survey is required.
We neither can go back in time and improve the experience of Dr. Berwick’s wife in the late ‘90s or reverse the
Institute of Medicine’s findings. But we can acknowledge
that change is necessary, and we can be the instruments
of that change. And there is no shortage of financial
motivators to help us take those steps. Those interested in diving deeper into patient experience–related
resources can find information at the Imaging 3.0®
website, the Beryl Institute, and the RSNA Radiology
Cares site. The Commission on Economics is committed
to ensuring that opportunities for radiologists to contribute to improved patient experience continue to grow
as the QPP evolves.

Nominees for 2017 Positions

Look who’s running for office.

T ACR 2017, the ACR Council will vote on the
following slate of candidates recommended by
the College Nominating Committee (CNC).

Officers
• A lan D. Kaye, MD, FACR, of Bridgeport, Conn.,
for president
• Lawrence A. Liebscher, MD, FACR, of Waterloo,
Iowa. for vice president
Board of Chancellors
The CNC recommends the following members be considered for election to the Board of Chancellors (BOC):
• Lincoln L. Berland, MD, FACR, of Birmingham,
Ala., has been recommended to run for a second
three-year term to chair the Commission on
Body Imaging.
• Keith J. Dreyer, DO, PhD, FACR, of Boston, Mass.,
has been recommended to run for a second three-year
term to chair the Commission on Informatics.
• Beverly G. Coleman, MD, FACR, of Philadelphia,
Pa., has been recommended to run for a second threeyear term to chair the Commission on Ultrasound.
• Don C. Yoo, MD, of Providence, R.I., has been
recommended to run for a first three-year term to
chair the Commission on Nuclear Medicine and
Molecular Imaging.
• Claire E. Bender, MD, FACR, of Rochester, Minn.,
has been recommended for a first three-year term to
chair the Commission on Human Resources.
• W illiam T. Herrington, MD, FACR, of Athens, Ga.,
has been recommended to run for a first three-year
term for an open position on the BOC.
• A lexander M. Norbash, MD, FACR, of San Diego,
has been recommended to serve as the American
Roentgen Ray Society Representative for a second
three-year term.
• A ndre A. Konski, MD, MBA, MA, FACR, of Fort
Washington, Pa., has been recommended to serve as
the American Radium Society Representative for a first
three-year term.
Council Speaker
• Timothy L. Swan, MD, FACR, of Marshfield, Wis., for
council speaker

Council Vice Speaker
Of the following three candidates, one is to be elected in
a contested election by the council to serve a two-year
term as vice speaker ACR council:
• Joseph G. Cernigliaro, MD, FACR, of Jacksonville, Fla.
• R ichard Duszak, Jr., MD, FACR, of Altanta, Ga.
• Philip L. Lund, MD, FACR, of Federal Way, Wash.
Council Steering Committee
Of the following seven candidates, four are to be elected
in a contested election by the council to serve a two-year
term on the Council Steering Committee:
• Mark D. Alson, MD, FACR, of Fresno, Calif.
• Harris L. Cohen, MD, FACR, of Memphis, Tenn.
• Eric B. Friedberg, MD, FACR, of Johns Creek, Ga.
• A my L. Kotsenas, MD, of Rochester, Minn.
• Darlene F. Metter, MD, FACR, of San Antonio, Texas
• Eric J. Stern, MD, of Seattle, Wash.
• R aymond K. Tu, MD, FACR, of Washington, D.C.
College Nominating Committee
Of the following six candidates, three are
to be elected in a contested election by
the council to serve a two-year term on
the CNC:
• Julie Bykowski, MD, of Encinitas, Calif.
• Sonia Gupta, MD, of Philadelphia, Pa.
• Join Y. Luh, MD, of Arcata, Calif.
• Bruno Policeni, MD, of Iowa City, Iowa
• Gaurang V. Shah, MD, FACR, of Ann
Arbor, Mich.
• E . Kent Yucel, MD, FACR, of
Boston, Mass.
Private Practice Representative
Daniel R. Hightower, MD, of Carmel,
Calif., was selected for one two-year term
as a private practice representative to the
Intersociety Summer Conference, effective
in July 2017.

iStock/ thorbjorn66

A

The election manual, featuring detailed information on the
candidates, will be available to all councilors prior to ACR 2017.
Members may access the manual at www.acr.org/Annual-Meeting.

WWW.ACR.ORG
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The business case for reducing
missed care opportunities

ecently, a patient walked away from a meeting that included
her primary care physician (PCP) and her radiologist and
declared she had just received “a mini lesson in medical
evaluation and reasoning.” She told her radiologist that she
was fascinated to see the images and hear how her doctors assessed
the significance of what they revealed. And, above all, she “walked
away having a much better grasp of the findings.”
A growing number of patients are asking for this level of understanding when it comes to their medical care — and physicians are
responding with new care models that involve the patient more
closely and promote collaboration among providers. In addition to
boosting the quality of care, these patient-centered measures impact
reimbursement and enable radiologists to maintain their foothold in
the wider health system.
These efforts are paying dividends among early adopters.
Practices are seeing seemingly small efforts bring about big changes
in their practices, hospitals, and health systems. Patient-centered
care models can help radiologists maintain competitive standing,
build stronger relationships with referring clinicians, and increase
awareness across all parties involved in diagnosis, treatment, and
follow-up care.
“Historically, and not uncommonly, in radiology practices, the
attitude was if you build it they will come,” says James A. Brink,
MD, FACR, chief of radiology at Massachusetts General Hospital
(MGH) and chair of the ACR Board of Chancellors. “We’d open
our doors and say, ‘We’re open for business.’ Patients would arrive
WWW.ACR.ORG
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and have their imaging care provided.” But that is no longer the case, Brink
asserts. Patients now have more say in where and how they receive care.
Better patient care also translates into improved relationships with
primary care physicians. “In the past, the primary responsibility for
ensuring that patients got the care that they needed was left to the
primary care doctors,” says Brink. “Some of their contracts with payers
measure their ability to get patients in for procedures such as screening
mammograms. If radiologists can connect with PCPs to make sure that
patients are actually getting the imaging tests that are ordered, it alleviates some of the burden the PCPs are used to shouldering. If there is
anything we can do to help connect with their patients, just a little bit
of effort on our part goes a long way toward improving patient care and
our reputation with PCPs.”
Consulting Virtually
A small team of radiologists at MGH is exploring use of virtual
radiology consultations to redefine physician collaboration to improve
patient care. These “virtual consults” connect a patient along with his
or her PCP to a radiologist, who reviews the images and explains the
results. All three parties have the opportunity to evaluate findings, ask
and answer questions, and collaborate on the best course of treatment
and follow-up.
The experience so far has been a good one, according to Dania
Daye, MD, a radiology resident at MGH. “It started a few years ago

12
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with an in-person consultation clinic,” Daye says. (Read more at bit.
ly/MGHCaseStudy.) From there, she and her faculty mentor and
lead on the virtual project, Dushyant Sahani, MD, came up with the
idea of building on the initial program’s success by launching the
virtual clinic as a pilot. “This pilot emphasizes the importance of a
radiologist’s role and gives the patients more accessible information
when reviewing images, often clarifying what their primary care
doctor has already told them,” says Daye.
The virtual consult pilot won funding late last year and the radiologists plan to expand access to as many patients and interested physicians as it can accommodate. So far, the program has received favorable
reviews from the approximately 25 patient participants and their
corresponding radiologists. “Patients appreciated their experience and
weren’t anxious or confused by the images they were shown,” Daye
says. The virtual meeting helps patients understand the imaging findings in the context of the rest of their care, she asserts, and also allows
the radiologists to explain any incidental findings, potentially allaying
the fears of the patient and the uncertainty of the PCP.
Seizing New Opportunities
“No matter how you slice it, an empty appointment slot is a terrible
thing,” Brink says. Developing programs that can increase patient
engagement and reduce missed care opportunities (MCOs) actually
increases health care efficiency and revenue, notes Efren J. Flores, MD,
director of Radiology Community Health Improvement at MGH.
“MCOs result in delayed diagnoses and negatively impact short- and
long-term patient outcomes,” says Flores.
MCOs can occur for a variety of reasons. Patients with unmet social
needs, for example, are more likely to miss cancer treatment appointments,
have fewer mammography screenings, and have prolonged follow-up
than those who are socially active, says Flores. MCOs are more prevalent
in low-income populations, African-American and Hispanic patients,
and among patients whose first language is not English, he notes. Health
disparities like these act as barriers to culturally competent and equitable
care, Flores says. “These disparities arise from a number of complex causes,
including demographic and social determinants of health, such as race,
education level, physical disabilities, and logistical constraints,” he says.
In reaching vulnerable populations, Brink cites three commonly
accepted pillars of academic medicine — clinical practice, teaching, and
research — and adds one more tenet physicians may want to consider.
“In our hospital, we have a fourth pillar called ‘Community Service’
designed to address diverse issues related to the community we serve,”
Brink says. “And a key element of providing services to the population
at large is to acknowledge the diversity of that community.” Examples
of community service might include education campaigns or enhanced
access for at-risk populations.
When hospitals and practices seek to lower MCOs and bolster patient
access to care, they must consider cultural, economic, and age-based differences. One way to assist patients in getting needed services, for example, is to implement text messages for non-English speaking patients as
the preferred method of appointment reminders and instructions. For
these individuals, it is easier for them to translate a text message than it is
to translate a voice message. Practices can add further value by offering

reminders and instructions in additional languages other than English,
depending on the makeup of their patient population.
Transportation to and from appointments can also be a burden for
many patients and a reason for MCOs. One solution in metropolitan
areas is to offer transportation alternatives for patients to go to and
from their imaging appointments. MGH uses a van shuttle to transport
patients to appointments among different MGH facilities. (Before
utilizing an unaffiliated transportation service, you should discuss any
potential liabilities with your legal counsel.)
Frustration with wait times can also lead to MCOs. Available openings may be too far off, for example, and spots that are finally secured
may conflict with tight work schedules or aspects of family life. Offer
some flexibility by encouraging patients to visit less-crowded satellite
branches, if available, instead of waiting for long periods of time at the
main facility. Also, if your practice is in a rural area, be prepared to
spend an appropriate amount of time with the patient to review images
or answer questions, bearing in mind the time and trouble that may be
involved for the patient to get to a follow-up appointment.

“Even just a little personalized
care can make the difference
in a patient being there
or not.”
— James A. Brink, MD, FACR
Is the patient elderly? Older patients present with unique symptoms and
conditions compared to their younger counterparts, and radiologists should
be mindful of age-specific findings during examinations and try to ensure
that the patient is comfortable and relaxed during assessments.1 Physicians
must also keep in mind that older patients (and disabled patients) are often
more challenged with transportation options, may be feeling poorly, and
tend to miss appointments more often than younger patients.2
In disadvantaged communities, educational initiatives focusing on
the benefits of screening can go a long way in encouraging patients
to follow recommendations. And, as Flores points out, partnerships
between care coordinators, PCPs, and specialists can help ensure that
patients make it to their appointments. Staff availability can make such
partnerships challenging, but the effort can ultimately save time and
reduce missed appointments.
Brink says his facility is developing a program to better enable care
coordinators to identify patients who may be more likely to miss an
appointment. From there, the primary care physicians may be brought into
the conversation to get their input about the patient’s history of care and
planned treatment. “Providing even just a little personalized care,” he says,
“can make the difference in a patient being there or not.”
Reaping the Benefits
Many practices may want to implement measures to reduce MCOs, but
this can be a hard sell without payment incentives in place, says Ezequiel

Silva III, MD, FACR, radiologist with the South Texas Radiology Group
in San Antonio and chair of the ACR Commission on Economics.
“They may not, for example, be ready to compromise volume in favor of
individual consultations and more longitudinal, consultative care. But
this is changing as we see more and more quality metrics tied to patient
experience and to the overall cost of care,” says Silva.
The Merit-Based Incentive Payment System (MIPS) is a current
example of value-based metrics. “Fast forward a few years to the emergence of true alternative payment models,” Silva says, “and the shift
could be even more dramatic. There should be a move away from purely
volume-driven care to broader value-driven care.”
Flores agrees that ensuring the best access to appropriate care is
good business. Some of the simplest steps a practice can take are not
terribly expensive to implement. The cost to develop and implement
patient assistance programs is relatively low.
Survey data has shown that the way patients view their radiology
experience boils down to elements including the way they are treated by
medical staff, the accuracy of the information they are given, the timeliness
of services, safety, comfort, and cleanliness.3 Ultimately it is the health care
provider’s responsibility to engage patients to improve perceptions of care.
The PCPs who have participated in MGH’s virtual radiology pilot
have been pleased with the consults and have noticed an improved
relationship with their patients. They say it gives them more confidence
in their management decisions when moving forward with a treatment
plan. Daye reports extraordinary interest in the pilot program, which is
expected to include many more physicians as it expands.
“We need to start thinking about how the new health paradigm has
shifted focus to a shared responsibility among PCPs, specialists, and
patients,” says Brink.
By Chad Hudnall, writer for the ACR Bulletin

ENDNOTES
1. RSNA. Elderly Patients Present Unique Imaging Challenges. April 2014.
2. Syed ST, Gerber BS, Sharp LK. Traveling Towards Disease: Transportation Barriers To Health Care
Access. J Community Health. 2013;38(5):976–993.
3.Jensen J, Allen L, Blasko R, Nagy P. Using Quality Improvement Methods to Improve Patient

Learn More About Patient-centered Care
The ACR provides a plethora of resources on patient- and familycentered care — including guidance on new payment models
and how your practice can reduce barriers to access. Check them
out at bit.ly/ACR-PFCC.

WWW.ACR.ORG
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Merge
Ahead
Radiology practice mergers proliferate in light of regulatory pressures.
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a lot of external pressure on radiology practices to take
action,” says Ezequiel Silva III, MD, FACR, director
of interventional radiology at South Texas Radiology
Imaging Centers in San Antonio and chair of the ACR
Commission on Economics. “Groups of all sizes are
concerned about succeeding in this new paradigm on their
own, and many think they may do better if they increase
their size through either expansions or mergers with other
radiology practices.”
Benefits and Challenges
Mergers can help radiology practices achieve their quality
objectives in several ways. For instance, when two practices merge, they often gain capacity to provide better
subspecialty care and participate in more value-added
activities, such as hospital tumor boards, because the
merged group has more radiologists to provide coverage
than either of the individual groups alone. Other benefits
practices often reap from mergers include an expanded
geographic footprint and a greater number of nonclinical
support staff.
“Generally, the perception among radiology practices is
that bigger is better,” says W. Kenneth Davis Jr., partner in

©iStock/ Silmairel
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everal times during their group’s 25-year history,
the radiologists at La Porte Radiology in La Porte,
Ind., considered merging with another practice. But
the six-member team never had a compelling reason to follow through — until 2015. That’s when Radiology,
Inc., in nearby South Bend, Ind., reached out to propose a
merger, and the La Porte Radiology team determined that
given the changing health care milieu, the time was right to
join another practice. Their story is part of an ongoing narrative that is expected to continue nationwide.1
Radiology practice mergers have proliferated in recent
years as health care’s current has shifted from volume toward
value. With the passage of the Medicare Access and CHIP
Reauthorization Act in 2015 and the establishment of the
Quality Payment Program in 2016, radiologists and other providers are being pushed to deliver increasingly exceptional care
and report quality improvement measures along the way. To
meet these expectations, some radiology practices are exploring
mergers with the idea that larger groups have a better chance
of providing the expanded services and greater value that new
payment models require.
“Changes in the payment structure and calls for updated
processes to support improved patient care are putting

the Chicago office of law firm Katten
Muchin Rosenman LLP, which has
been involved in dozens of radiology practice mergers over the years. “The thinking is
that the larger your group, the greater your ability
to access new business sources and new opportunities to read films.”
While mergers have many benefits, they are not without their challenges. Perhaps the biggest hurdle practices
involved in a merger must overcome is the cultural differences
between the two groups. Every radiology practice has its own
identity and way of doing things, so getting two independent
groups to agree to operate in a certain way can be difficult.
“There are inherent tensions in terms of giving up control,
sharing economics, and doing things in ways that you weren’t
accustomed to doing in the past,” Davis says.
Another challenge is that once two groups merge, the
relationship can be difficult to undo if things don’t work out.
“When you combine two groups in a true merger, where
everybody is employed by the same group, they can be hard
to pick apart,” Davis explains. “One reason is if you attempt
to split the groups up, one of them will have to get new payer
contracts, and that’s not something people really like to do.”
Stepped Approach
With these things in mind, practices are advised to take a
stepped approach to initiating a merger. To begin, practices
should determine what they want to accomplish from the

merger, says Howard B. Fleishon, MD, FACR, associate
professor in the radiology and imaging services department
at Emory University and division director for Community
Radiology Specialists. “Mergers take a lot of energy and
financial resources — and success is not guaranteed,” says
Fleishon, who is also the chief of service at Emory-Johns
Creek Hospital and secretary-treasurer of the ACR. “Practices
must be brutally honest about why they want to merge, asking
themselves, ‘What is my burning platform?’” (Burning platform is a business term associated with a situation that must
be immediately addressed through change.)
For La Porte Radiology, the goal was to increase its efficiency without compromising its quality. “We’ve never been a
group that prides itself on cranking out more X-rays per hour
WWW.ACR.ORG
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than anybody else, but as payment for procedure has gone
down relative to cost, we knew we needed to become more
efficient,” says Smari Thordarson, MD, chair of radiology
at La Porte Hospital who was a general radiologist with La
Porte Radiology before it merged with Radiology, Inc. “So we
decided to join a group that would allow us to provide better
subspecialty services and improve our billing and coding
operations without losing our focus on delivering the best
care possible.”
Once a group outlines what it wants to accomplish, it must
find another group to merge with. Davis says most groups
identify merger partners through casual conversations and
interactions. For instance, although Radiology, Inc., didn’t
have an existing relationship with La Porte Radiology, the
two groups knew each other’s reputation. Other groups conduct more deliberate searches for merger partners. “Although
it’s the exception, some radiology groups have engaged a
financial advisor or investment banker to help them identify
strategic partners in a methodical and disciplined fashion,”
Davis says.
Discovery Process
Once two groups agree to explore a merger, their next step
is to get to know each other better. As part of this process,
the groups must consider how their merger might impact
their hospital systems. Some hospitals prohibit their
radiologists from reading studies in other systems, which is
more likely to occur as a result of a merger. “Hospitals have
always been competitive, and they have been increasingly
saying to radiologists, ‘I don’t want you to work in any other
systems,’” Davis explains.
If the groups decide to proceed, members of the two
practices should meet and discuss their existing cultures, the
outcomes they expect from the merger, and how they will
go about achieving those outcomes. Fleishon says practices
should include their radiologists and other relevant employees in the process. “Engagement is very constructive in a
merger,” he says. “Develop committees with specific tasks so
stakeholders are involved.”
16
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The members of La Porte Radiology and Radiology, Inc.,
sat around a table together and discussed what was important to each practice and what a merger might look like if it
occurred. Thordarson says the two groups also went through
a discovery process, where they shared their bylaws, financials, and other documents with each other. “Through our
conversations, it became pretty clear that we both had democratic cultures that were oriented toward quality and value,”
he says. “We felt that we were compatible, so we moved
forward with the merger and have been working under the
Radiology, Inc., umbrella since Jan. 1, 2016.”
Other Options
Thordarson says the merger is going extremely well but
admits his group had some reservations about losing its name
and small practice identity. “We’re still the same people,
providing the same service in the same hospital that we were
before,” he says. “Our referring doctors and patients never
really thought of us as La Porte Radiology, anyway; they’ve
always known us by our names and faces — and that hasn’t
changed.”
While Radiology, Inc., and other groups have found
success with mergers, some groups that wish to remain
independent are exploring alternatives to mergers. One of
these is an alliance model, where practices help each other
with common challenges, like creating teleradiology solutions
and understanding new payment models, while remaining
independent. Other options include physician practice management companies (vendors that provide administrative,
billing, and other services to client practices), independent
practice associations, and management services organizations
(networks or cooperatives of independent physician practices
that work together and share some business operations while
still maintaining their autonomy).
Despite some groups’ commitment to remaining independent, Silva expects practice mergers to persist as new performance mandates come online. He is concerned, though,
that some radiologists may be overthinking the situation. “I
worry that we may be placing too much emphasis on these
regulatory pressures,” he says. “I think independent radiology
practices of all sizes — from the five-person group all the way
up to the 100-plus person group — will continue to have an
important role to play well into the future.”
By Jenny Jones, Imaging 3.0 content specialist

ENDNOTE
1.Fleishon, HB. Mergers and Acquisitions for the Radiologist. JACR.
2008;5(5)644–651.

Awards and Honors

Leading the Field
Recognizing leaders in the imaging community

E

ACH YEAR, the College awards individuals
whose work and dedication advances and
strengthens the specialty. Spanning continents and subspecialties, this year’s recipients include diverse individuals from across
the community of imaging.

Honorary Fellowship
Ben Slotman, MD, PhD, VU University Medical
Center, Amsterdam, the Netherlands
Ben Slotman, MD, PhD, professor and chair of
radiation oncology at VU University Medical
Center, in Amsterdam, has broadened the field
of stereotactic ablative radiotherapy in the
Netherlands and throughout Europe.
His interest in radiotherapy began during a gynecologic
oncology internship at VU University. “I became aware
that radiotherapy in fact combines high-tech medicine with
lots of opportunities to interact with patients,” he says. Such
patient-physician interactions have provided a constant
drive to improve treatment and reduce toxicity.
Slotman received his MD and PhD (both cum laude) at
VU University and is recognized throughout the world for
his work in radiation oncology. Since becoming chair of
the radiation oncology department in 1998, Slotman has
helped the department quadruple in size; it now has nine
linear accelerators and more than 180 employees.
He serves in leadership positions for such organizations as the International Society for Radiosurgery, the
Radiosurgery Society, the American Society for Radiation
Oncology, and the European Organization for Research
and Treatment of Cancer. Starting in May, Slotman will
be president of the American Radium Society and will
preside at its 100th annual meeting in 2018.
Slotman admonishes other radiologists to enjoy their
work and to always seek new challenges. “One should not
wait until others ask you to do something,” he says.
Honorary Fellowship
Jacob Sosna, MD, Hadassah Hebrew University
Medical Center, Jerusalem
The son of a pulmonologist, Jacob Sosna,
MD, was always fascinated by medicine.
By the time he was 25, he had already graduated from medical school with distinction and was serving in the Israel Defense
Forces (IDF) as a medical officer.

Concurrent with his 16 years with the IDF, where he
eventually served as chief medical officer for elite units,
Sosna joined Hadassah Hebrew University Medical
Center in Jerusalem in 1995 as a radiology resident.
“I choose radiology because it encompasses the need
for vast knowledge in clinical medicine as well as the
development of cutting edge technology. The radiologist
is always at the center of decision making in the hospitals
and in outpatient services,” he says.
Sosna became a fellow in abdominal imaging and
then in advanced cross-sectional imaging at Beth Israel
Deaconess Medical Center in Boston and at Hadassah. In
Israel, he established three facilities for clinical and scientific studies: one for 3-D imaging, one for experimental
CT, and one for applied radiology. The experimental CT
lab is one of only a handful in the world.
Sosna has received recognition from organizations
worldwide, including becoming president of the Israel
Radiology Association in 2011. However, he considers his
greatest achievement to be Hadassah’s and Israeli radiology being recognized both nationally and internationally
as a leader in radiology research and practice.
Gold Medal
Bruce J. Hillman, MD, FACR, University of Virginia,
Charlottesville, Va.
“At different times of my growing up
years, I imagined my adult self as a nuclear
physicist, lawyer, rabbi, and pediatrician,”
says Bruce J. Hillman, MD, FACR. But
after earning his medical degree from the
University of Rochester, in New York, in 1973, Hillman
found his niche in radiology.
Following a 1984–85 Pew Fellowship at the R AND
Corporation, Hillman focused his career on health
services research and technology assessment. His
1990s New England Journal of Medicine and Journal
of the American Medical Association research articles
were instrumental in passing Stark legislation limiting
self-referral. He also immersed himself in the realm
of medical scholarly publishing. Hillman has served
as the editor-in-chief of Investigative Radiology and
founding editor-in-chief of Academic Radiology. In
2003, Hillman was asked to create and become the
founding editor-in-chief of the JACR®. His accomplishments in academic radiology led him to his
becoming chair of the department of radiology at
the University of Virginia in 1992.
WWW.ACR.ORG
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Among Hillman’s many achievements was his founding and serving as principal investigator and chair of
the American College of Radiology Imaging Network
(ACRIN)®. During his stint as chair, ACRIN conducted
approximately $200 million in research, including such trials
as the Digital Mammographic Imaging Screening Trial, the
National CT Colonography Trial, and the National Lung
Screening Trial. These trials, says Hillman, “have expanded
radiologists’ role in health care, led to new payments for our
work, and extended the lives of our patients.”
Gold Medal
John A. Patti, MD, FACR, Massachusetts General
Hospital and Harvard Medical School, Boston
John A Patti, MD, FACR, is currently a senior
lecturer at Harvard Medical School and a
radiologist in the division of thoracic imaging in
the department of radiology at Massachusetts
General Hospital. He received his medical
degree from Yale University School of Medicine in 1971. “I was
always interested in diagnostic medicine as a medical student,
and I was intrigued by the nuances of image interpretation and
their relevance to clinical diagnosis,” Patti says.
Patti’s passion for diagnostic radiology extended into his
many years of volunteer service at such organizations as the
Massachusetts Radiological Society (MRS) and the ACR.
Patti served as president of the MRS in 1999 and 2000 and
has served in leadership positions since then on myriad
committees and commissions for the ACR, including as
chair of the ACR Economics Commission from 2004 to
2008. During his tenure as economics chair, he led a collaborative effort with the American College of Cardiology to
oppose initiatives by CMS to restrict coverage for cardiac
CT and MR and led ACR efforts to forestall CMS attempts
to implement the multiple procedure payment reduction.
Patti’s service record does not stop there, however.
In 2010, he became the chair of the ACR Board of
Chancellors. He established the ACR Commission on
International Relations and oversaw the formation of
both the ACR Radiology Leadership Institute® and the
American Institute of Radiologic Pathology.
Gold Medal
Jeffrey C. Weinreb, MD, FACR, Yale School of Medicine
and Yale-New Haven Hospital, New Haven, Conn.
Considered to be among the founding
fathers of clinical MRI, Jeffrey C. Weinreb,
MD, FACR, says that he attended medical
school because he couldn’t think of anything else to do after graduating from MIT.
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Weinreb says he chose radiology “because it seemed
both mysterious and promising.”
When Weinreb became a fellow at the Hospital
of the University of Pennsylvania in Philadelphia in
1982, he was exposed to one of the first clinical MRI
scanners in the country. Then, at the University of
Texas Southwestern Medical School, in Dallas, says
Weinreb, “I was fortunate to work with extraordinary
scientists, neuroradiologists, and cardiologists and had
the opportunity to get in on the ground floor of clinical
MRI.” Subsequently, at New York University School
of Medicine, he assembled and led an elite group that
pioneered the development of body MRI.
Weinreb’s contributions to the field of clinical MRI
span 30 years of research and publications. Some of
the seminal article topics include OB/GYN, vascular,
abdomen, breast, and prostate MRI. He was an investigator on the first clinical trials of gadolinium-based
MRI contrast agents.
Weinreb has held numerous leadership positions in
professional organizations, including chair of the ACR’s
Commission on Quality and Safety from 2001 to 2006
and ACR vice president in 2007 to 2008. He has been
instrumental in the development and maintenance of
the ACR Appropriateness Criteria® and MRI accreditation programs. He currently serves as chair of the ACR
RADS Steering Committee and co-chair of the MR
PI-RADS™ Steering Committee.
Distinguished Achievement Award
Pamela A. Wilcox, RN, MBA
During her 28 years at the ACR, Pamela
A. Wilcox, RN, MBA, made a tremendous impact on both the College and the
radiology profession. Her efforts on behalf
of quality and safety have helped transform
mammography and develop other ACR accreditation programs. Such transformations required intimate collaboration with organizations including the American Cancer
Society, the American Medical Association (AMA), and
the Food and Drug Administration.
Wilcox began her career with the ACR in 1987 as a
coordinator for ACR’s standards development process
with the AMA. From there, she managed the then
brand new Mammography Accreditation Program
(MAP). Wilcox considers the success of MAP and its
inf luence on the development and passage of the 1992
Mammography Quality Standards Act one of her
greatest achievements.
continued on page 21

I3AP

Courtesy of Coastal Radiology and Radiology Clinic

The Radiology Group in Alabama and Coastal Radiology in North Carolina both
achieved success using the I3AP consulting program.

Building Momentum

MACRA and QPP are here. Are you ready to drive change, but don’t know
how or where to start?

W

ITH FAST-APPROACHING DEADLINES,
the mandate for transformation to
value-based radiology is more urgent
than ever before. The trouble is many
smaller and mid-sized practices are
still struggling with implementing the
principles and practices of Imaging 3.0®.
To answer the call, the ACR has developed the
Imaging 3.0 Accelerator Program (I3AP) to support
radiology practices and departments as they make the
transformation to value-based care. I3AP helps practices recognize what they are already doing to support
Imaging 3.0 concepts, identify their strengths and
weaknesses, and provide actionable insights and guidance to accelerate their journey to value-based care.
“Mid-size practices have been the hardest hit by
reimbursement cuts, and they’re fighting just to keep
up with their productivity targets,” says Geraldine B.
McGinty, MD, MBA, FACR, vice chair of the ACR
Board of Chancellors and one of the I3AP program’s
radiologist champions.
“The I3AP program brings a team of ACR leaders
onsite to practices that recognize the need for change,”
she says. “Our goal is to help them understand and adapt
value-based radiology to their work — specifically to
make Imaging 3.0 come to fruition within the context of
their practice.”

Seeding Change
I3AP is designed to engage all stakeholders — including
practice leaders, radiologists, employees, hospital leaderships, referring physicians, and hospital radiology managers
— in the transformation of imaging care.
One of the first practices to participate in the
I3AP program was the Radiology Clinic Group in
Tuscaloosa, Ala. Michael F. DeVenny, MD, diagnostic
and interventional radiologist, headed the initiative to
gain an outside perspective from the I3AP team.
“We embarked on the I3AP practice visit over two
years ago, and it has been a great experience,” he says.
“A leading radiologist champion and Imaging 3.0
experts came in and helped us refocus on how we need
to think about the future, where we need to move our
practice to be more value-oriented, and how to accomplish those goals.”
DeVenny says that one of the biggest benefits of the
program was bringing together the 22 radiologists in the
group and getting them all aligned behind a common
goal to become more focused on value. “The I3AP program affected enough people that we were able to create
a culture shift and gain momentum for change,” he says.
“Today, we’re restructuring how we look at our
business, how we conduct our processes, and how we
deliver patient care,” he adds. “It has been a gradual
transformation process, but now it’s building steam.

To learn more
about I3AP or to
schedule a visit, go
to acr.org/i3ap.
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And it all began with that initial practice visit. You
plant the seed, and then you water it and let it grow.”
Creating a Tipping Point
McGinty was among those visiting the I3AP practice
in Tuscaloosa. As part of the interview process, she met
with the CEO of the four hospitals that the Radiology
Clinic Group serves. DeVenny says the meeting was an
eye-opener for everyone.

“Our group was looking for an outside
practice assessment to help us determine
where we needed to concentrate our
efforts. Oftentimes, it takes someone
outside of the ‘family’ to help us see
where we should change.”
— Catherine J. Everett, MD, MBA
“The hospital administrators saw that we were bringing in an outside expert as part of our value-oriented
program,” he says. “And it demonstrated that radiology
is interested in adding value to their business and to
patient care. It started a conversation that continues to
this day, and it also opened doors for us and strengthened our commitment to work toward getting a radiologist on the hospital board.”
According to DeVenny, the I3AP practice visit was the
impetus to drive change. “Our group had been talking
about Imaging 3.0 and the need for culture change for
years. The I3AP effort was our tipping point. Best of
all, it concentrated all that Imaging 3.0 experience and
months’ worth of reading into a couple of days’ worth of
evaluation and specific recommendations to jumpstart
our practice’s transformation.”
Seeing with Fresh Eyes
When it comes to making change, many radiology practices have a good handle on what needs to be done, says
Catherine J. Everett, MD, MBA, president of Coastal
Radiology. But looking at things through an outside lens
often helps bring priorities into focus.
“Our group was looking for an outside practice assessment to help us determine where we needed to concentrate
our efforts,” she says. “Oftentimes, it takes someone outside
of the ‘family’ to help us see where we should change.”
Not only did the radiologists and staff at Coastal
Radiology listen and come together to implement
20
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recommendations from the I3AP team, the practice
visit from outside experts made a positive impression
on hospital administrators.
“It demonstrated that we are working hard to get
better,” says Everett. “It showed we’re not just coming
to work and taking a paycheck. As a result, the C-suite
is more inclined to ensure we’re around to participate
in decisions. We already have a good relationship with
our hospital administration, and anything we can do to
reinforce that is worthwhile.”
Paving the Way
Change is coming, says McGinty, and every radiology practice needs to get on board. “Imaging 3.0 is
not optional; everyone can do something to move
value-based care forward in the practice,” she says.
“As radiologists, we have to embrace change and find
a different way forward. No matter where you are in
the continuum, you can identify opportunities to get
even stronger. I3AP is one of the tools in the arsenal
for smaller and mid-sized practices to improve.”
DeVenny agrees, adding that the ACR is a strong partner for those practices that are ready to change. “Take a
look at the resources ACR makes available, and explore
how they can be of use to your group. When you develop
a relationship with the ACR — especially through the
I3AP program — you have people you can call, and they
will help you or direct you to the right resource.”
“It’s a labor of love for the physicians who are serving
as the radiologist champions for the I3AP practice visits,”
says McGinty. “We’re your colleagues. We will come to
your practice, and look at it with you. We care about you,
and we want you to succeed. Strengthening the radiology
community is what Imaging 3.0 is all about.”
By Linda Sowers, freelance writer for the ACR Bulletin

Quotes from the Field
“The session was inspiring and energizing. Finding a
solution to some of our ‘problems’ will challenge us to
keep getting better.”
“The input from multiple sources and then condensed
into key points for our practice was very insightful. It’s
great to have ideas for showing our value to hospitals.”
“The most valuable thing about the workshop was
bringing together our radiologists to hear the need for
change from an outside neutral party with knowledge
of the world of radiology — not just a consultant, but
actual radiologists.”

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.
Michigan – Grand Traverse Radiologists, PC, is seeking a fellowship-trained
MSK/general diagnostic radiologist. Responsibilities include MSK and other
modalities including breast imaging services. Some regional travel required.
Dating back to 1938, the private practice is located in an area with incredible
recreational opportunities. Contact: Jennifer Coleman at jkcgtr@gmail.com,
or visit http://grandtraverseradiologists.com/ www.traversecity.com
Louisiana – Ochsner Health System in Baton Rouge is recruiting a BC/
BE radiologist. The successful candidate will be responsible for reading all
modalities, must possess strong general diagnostic and mammography skills,
and be able to perform basic interventional procedures. Contact: EmailCV to
profrecruiting@ochsner.org. Ref # BRAD-1. Sorry, no J1 opportunities. Equal
Opportunity Employer.
New Jersey – Radiology Associates of Hackettstown is seeking radiologists
to staff an outpatient imaging center from 9 to 5. Position includes work from
1 to 5 days a week with great flexibility. No nights or weekends. Our practice
is a paperless environment with well-integrated PACS and voice recognition.
Modalities include X-Ray, ultrasound, DEXA, CT, tomosynthesis and MRI.
Candidate must hold an active New Jersey License. Contact: Clay Hinrichs at
yalcnih1234@gmail.com

CONTINUED

Leading the Field
continued from page 18

In 2000, Wilcox became the ACR assistant executive
director for Quality and Safety (a title that was changed to
executive vice president in 2014). Ten years later, the Centers
for Disease Control and Prevention appointed her to the Breast
and Cervical Cancer Early Detection and Control Advisory
Committee of the National Center for Chronic Disease
Prevention and Health Promotion. She also served as a liaison
to the National Cancer Institute’s National Cancer Advisory
Board and published numerous articles in such journals as the
JACR, Radiology, Biomedical Imaging and Intervention Journal,
and Medical Physics. Wilcox retired from the ACR in 2016.

CONTINUED

Balance Billing: “Surprise” Bill Versus
Insurance Coverage Gap
continued from page 4

of providing a service covered by the minimum benefit standard —
patients should be permitted to pursue treatment for those covered
services via out-of-network physicians. In these circumstances, patients
should be protected from excessive out-of-network billing, except
for their coinsurance and deductible amounts, with the insurance
companies reimbursing providers based on a legislated process.
When radiologists provide services to patients out of network, they
should be offered the option of using an independent database of
charges or an alternative dispute resolution method. State legislation
should ensure these options to provide fair reimbursement for outof-network imaging and image-guided services. Although various
methods for determining a fair market value for out-of-network
medical services exist, the details are beyond the scope of this column.
However, with respect to alternative dispute resolution, experience
in Texas suggests that this is an important method for adjudicating
differences between providers and insurance companies when out-ofnetwork imaging services occur.
Like beauty, the implications of balance billing are in the eye
of the beholder. Radiologists rightly need to exercise their right
to issue a bill for the difference between that which insurance
pays, if any, for out-of-network services. Patients are shocked and
dismayed when they receive a bill for professional services for
care provided at an in-network facility. Insurance companies feel
the need to restrict their network to providers who are willing
to accept lower rates or comply with restrictive plan provisions.
Regardless, referring to this problem as “surprise/balance” billing
detracts from the primary problem that results from gaps in
insurance coverage associated with narrow networks. It is critical
that we keep the primary problem in sight as state chapters address
this issue at the local level. As always, the ACR remains ready and
able to help support state chapters in their legislative agendas.
ENDNOTES

1. H oadly J, Ahn S, and Lucia K. “Balance Billing: How Are States Protecting Consumers
from Unexpected Charges?” Robert Johnson Wood Foundation. Updated June 2015.
Available at rwjf.ws/2gdPlP1.
2. Pogue S and Randall M. “Surprise Medical Bills Take Advantage of Texans.” Center for
Public Policy. Updated September 15, 2014. Available at bit.ly/2f XHt6M.

(Note: State-specific laws/issues might mandate some considerations; states
should take steps to assess what policies would work best in their given political environment. Consultation with knowledgeable counsel and professional
advisors is highly recommended.)
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Final Read
ACR BOARD OF CHANCELLORS

Sara H. Kim, MD, Department of Radiation Oncology at Glendale Adventist Medical
Center, Glendale, Calif.

Courtesy of Sara H. Kim

Q:

How do you create the
ideal patient experience
in your practice?
EVERY DAY, AS A RADIATION ONCOLOGIST, I witness the stress patients living with a cancer diagnosis go through. Because radiation therapy is typically
given daily for several weeks, there is a unique opportunity to create a pleasant
experience for the patient as the relationship between the patient and physician/
radiation oncology staff strengthens with each day. These interactions form the
backbone of the patient’s radiation oncology journey.
A patient’s care experience is initiated from the first phone call to the front office
to schedule a consultation. The first impression of the radiation oncology department is the voice of a friendly, receptive, and efficient front office staff. Although
the clinical expertise of the physician, nurse, and radiation therapists is of utmost
importance, the way the patient is made to feel by the personal interactions while
in the department is also vitally important. The patient wants to feel that her physician and the radiation oncology staff care about her as a whole person, and so these
personal interactions contribute to how the patient perceives her treatment.
Educating patients about what to expect, being available to answer questions,
showing compassion by listening, and providing encouragement with a warm
smile and friendly demeanor can all add to a positive patient care experience.
Taking extra effort to provide personal care works. We’ve seen the results. On
numerous occasions, at the end of their radiation treatments, patients will tell me
that they will miss coming to their appointment because they will miss seeing
the radiation oncology staff members every day. This is the highest compliment
regarding patient care experience that our department can receive.
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