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CREATING A

FUTURE-PROOF PRACTICE

Do you have what it takes to “win” a negotiation?
At the 2018 RLI Leadership Summit, you will take part in a serious — yet fun — role-play scenario
where you and your team will compete in a negotiation game.

And yes, we will be keeping score!
This all-new session is designed to teach you how to excel at multiparty negotiations, which are
becoming more common as the classic radiology delivery model has been disrupted by practice
consolidations, mergers and acquisitions, and integrations.
Learn how to uncover the varied interests of all parties to create a negotiation campaign that
includes a stakeholder map and detailed negotiation strategy. Plus learn how to strengthen and
leverage your network for more successful future negotiations.

View the complete schedule and session descriptions at

radiologyleaders.org/leadership-summit
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Navigating
Change
How will the ACR support members for the future of our specialty?

T

his is my first Bulletin column as ACR BOC
Chair. I am honored and privileged to assume
this office. I have been truly fortunate to serve as
vice chair under the expert leadership of my predecessor,
James A. Brink, MD, FACR. I extend my gratitude to
Jim for all he has done to advance our profession and for
all that I have learned from him. I am also grateful to my
home department at Weill Cornell Medicine. Without
the support of Robert J. Min, MD, chair of radiology at
Weill Cornell, and my generous colleagues, I would not
be able to commit to this responsibility.

It is an exciting time to become a radiologist. I am
energized by the possibilities that AI affords us: the
ability to amplify our reach and expand our practice.

ACR Strategic Plan
At the fall 2017 meeting
of the ACR's BOC and
CSC, volunteer and
staff leadership met
to revise the ACR
Strategic Plan. The
updated plan adjusts
the College's vision and
brings increased focus
to AI and data science.
Learn more at acr.org/
Strategic-Plan.
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I’ve been asked numerous times about what I hope to
accomplish in this role. I see my primary responsibility
as stewarding the organization as it executes its recently
updated strategic plan. Our BOC and ACR staff have
worked energetically to ensure that we have a roadmap for
the current and future success of the organization that is
true to our core purpose: to serve patients and society by
empowering members to advance the practice, science,
and professions of radiological care. The ACR’s stated
core values of leadership, integrity, quality, and innovation
resonate strongly with me and will inform my actions and
priorities as we strive for a future where “ACR members
are universally acknowledged as leaders in the delivery and
advancement of quality healthcare.” I believe we are well
on our way to achieving that goal.
However, there is work to do as we navigate a rapidly
changing healthcare landscape. As the percentage of
our national output consumed by healthcare spending
continues to grow and we search for value for our
investment, it will remain crucial to demonstrate the
contribution that radiologists make to better health
outcomes. We must adapt as payment models evolve and
retain our leadership role in influencing how payment
policy is shaped.
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At the heart of our advocacy efforts are the patients
we serve. I could not be prouder of the way that the ACR
has brought the voices of our patients into the organization, whether through their service on the Patient- and
Family-Centered Care Commission or as associate editors
of the JACR®. We must continue to work with and learn
from our patients and put their health and well-being at
the center of all we do.
The ACR will need to maintain its role as the
unified voice of radiology. To do so, we will need to
create a membership experience that effectively engages
radiologists at all stages of their careers. We must also
enthusiastically embrace diversity and inclusion, not just
in terms of gender and ethnicity but also age, practice
type, and career stage. It is important that we continue
to develop the future leaders of our profession and make
sure that they are as diverse as the body of our organization and the patients we serve. Our organization has a
governance structure that ensures that the College reflects
the priorities and expertise of its members, a structure to
which I am firmly committed to supporting, specifically
our state chapters and the ACR Council. That said, we
are one organization in a complex healthcare ecosystem,
and I believe that we strengthen our profession through
communication, cooperation, and collaboration with
other organizations, medical specialties, and stakeholders.
It is an exciting time to become a radiologist. I am
energized by the possibilities that AI affords us: the
ability to amplify our reach and expand our practice. The
launch of the ACR’s Data Science Institute™, has already
established the College as a global leader in advancing
appropriate data science solutions for imaging. We are
challenged to define, communicate, and teach the benefits
of data science for all radiology professionals, patients, and
the greater community. Importantly, we must facilitate the
development of AI solutions that are free of unintentional
bias. To counteract those who seek to persuade medical
students not to choose radiology and to ensure that the
radiologist of the future can leverage these tools for the
good of the patient, we must promote radiology medical
education that includes the skills needed to adapt to and
implement emerging data science solutions.
AI is not the only area in which we need to innovate. The ACR has a unique role, through its research

DISPATCHES

ACR’s Data Science Institute
Takes the Lead on AI
The ACR Data Science Institute™
(DSI) is collaborating with radiology
professionals, industry leaders,
government agencies, patients, and
other stakeholders to develop and
implement AI applications. DSI's
framework for machine learning in
radiology defines use cases for the
creation of AI algorithms; establishes
a methodology and provides tools and
metrics for creating algorithm training,
testing, and validation; monitors the
efficacy of AI algorithms in clinical
practice; and addresses the regulatory
and legal issues associated with AI in
imaging, IR, and radiation oncology.
Visit acrdsi.org for more information.

DATA SCIENCE
INSTITUTE™

AMERICAN COLLEGE OF RADIOLOGY

NEWS FROM THE ACR AND BEYOND
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infrastructure and the Harvey L. Neiman
Health Policy Institute®, to facilitate future
practice innovations through research and
education for the benefit of patient outcomes, patient experience, and population
health. Perhaps most critical of all is to
enable a culture of collaboration across our
profession and with our collaborators that
will drive further innovation in precision
imaging, leverage biomarker data from imaging and non-imaging sources, and establish
novel diagnostics and therapeutic delivery
systems.
Oh yes, and I’m the first woman to hold
this title. Not, I should stress, because there
have been no qualified women up to now.
Far from it. The women in our profession
who I count as my role models, mentors,
and friends have been more than worthy of
this role. It is on their shoulders that I stand
as I pledge my service to you all.

New Guidelines for Women With Genetically
Higher Risk of Breast Cancer
Women with “genetics-based increased risk” should have an assessment at age 30 to determine
whether mamography screening earlier than age 40 is necessary, according to findings published
in the JACR®. The ACR and the Society of Breast Imaging have issued new guidelines for women
with increased risk of breast cancer. Because early detection decreases breast cancer mortality,
women at higher risk would benefit from additional or more intensive screening, study authors
note. “All women, especially black women and those of Ashkenazi Jewish descent, should be
evaluated for breast cancer risk no later than age 30,” researchers noted.
Read more at acr.org/ACR_SBI.

Radiologists Have the Most
Medicare Patient Encounters
Radiologists, on average, serve more Medicare fee-for-service
beneficiaries than any other physician specialty group, according
to findings recently published in the JACR®. The Harvey L.
Neiman Health Policy Institute® researchers found that diagnostic
radiologists served the highest number of Medicare fee-for-service
beneficiaries; and among subspecialist radiologists, the number
of unique beneficiaries served was highest for breast imagers and
lowest for nuclear medicine physicians and vascular and IRs. Based
on the large number of unique Medicare beneficiaries served, the
findings emphasize radiologists’ important role in patient care
and could help identify future patient engagement opportunities.
“[The] large number of served beneficiaries sets up radiologists to
have an increasingly prominent impact in orchestrating patient
care within their health systems, should they choose to take on
that role,” the study states.
Read more at bit.ly/JACR_Unique.

Your
Diversity
Snapshot
Take some time
to complete the
diversity and
practice information
on your My ACR
profile, on the My
ACR tab on acr.org.
This confidential
information
will assist us
in developing
the appropriate
programs and
services for our
members.
ACR.ORG
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Don’t Miss Goldberg-Reeder Travel
Grant Deadline
The ACR Foundation provides up to four
travel grants for qualified radiology and
radiation oncology residents and fellows
seeking to spend at least one month
assisting in a developing country. The
grant were created to further encourage
international volunteer service among
members-in-training. Applications and
accompanying materials are due June 30.

The RLI Leadership Challenges Symposium offers
a focused program to help executive-level radiology
leaders navigate modern business challenges and
recalibrate practice operations to align with new
healthcare models.

For more information, visit acr.org/
Goldberg-Reeder.

Producing reports
purely based on
text [doesn’t]
help patients
understand
why imaging is
important to the
quality of their
care.
— Tessa S. Cook, MD, assistant
professor of radiology at the Perelman
School of Medicine at the University of
Pennsylvania, at bit.ly/Report_Images.

Missed
Appointments Tied
to Wait Days and
Socioeconomic
Status
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The meeting takes place July 20–22, 2018, in
Arlington, Va. To register, visit radiologyleaders.org/
practical-solutions.

Cognitive Bias May Play
Role in Imaging Exam
Interpretation

Read more at bit.ly/Wait_Days.

Read more at bit.ly/Imaging_Bias.

Radiologists who talk to their patients can “increase the likelihood that patients receive
outpatient imaging follow-up for findings indeterminate for malignancy,” according to a study
published in the JACR®. Researchers looked at the association between radiologist-initiated
verbal communication for abdominal imaging findings and outpatient follow-up imaging
compared to communication from clinicians in other specialties.
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The comprehensive program, developed by Lawrence
R. Muroff, MD, FACR, and industry experts,
offers tactical guidance on the best ways to improve
practice or department efficiency, adapt to new
payment models, provide greater value, negotiate
more effectively, and better understand the financial
implications of leadership decisions. Meeting
participants will also explore practical case studies
illustrating the most effective strategies being used by
practices nationwide.

Increased wait days (WDs) for advanced
imaging significantly increases the
likelihood of a patient missing his or
her appointment, according to new
research published in the JACR®. And
this correlation is “most pronounced
among underrepresented minorities
and patients with lower socioeconomic
status,” the study finds. The study
focused on missed outpatient MRI
appointments across different
demographic and socioeconomic
factors. “Efforts to reduce WDs
may improve equity in access to and
utilization of advanced diagnostic
imaging for all patients,” study authors
noted.

Improving Follow-Up of Abdominal Imaging
Findings Through Verbal Communication

Read more at bit.ly/Followup_Talk.

Executive-Level Symposium
Draws Private and
Academic Practice Leaders

Radiologists using heuristic problem-solving methods
during image interpretation may allow cognitive bias and
diagnostic errors to creep into their decision-making,
according to a study published in the American Journal of
Roentgenology. “Radiologists rely on heuristic principles
to reduce complex tasks of assessing probabilities and
predicting values into simpler judgmental operations,”
study authors noted. While such principles are generally
useful when interpreting images, there are several types
of cognitive bias that contribute to significant diagnostic
errors that remain an obstacle to improving quality in
the specialty.

DISPATCHES

Equip Your Practice for
Effective Lung Cancer Screening
Prevention and early detection of lung cancer is critical as there
will be an estimated 1,735,350 new cancer cases diagnosed
and 609,640 cancer deaths in the United States this year, and
treatment costs continue to rise1. The ACR Lung Cancer Screening
Education course offers expertly-guided, interactive training
to help practices implement a cost-effective screening program
that’s quality compliant — along with 15 CME and equivalent SA-CME. Participants learn a
patient-centered approach to shared decision-making, how to implement screening guidelines
into clinical practice, the importance of being a multidisciplinary team collaborator, and how to
distinguish their screening practices to providers, payers, and patients.
Access the lung cancer screening module at acr.org/lcseducation.
1. A
 merican Cancer Society. Cancer Facts & Figures 2018. Available at bit.ly/Cancer_Facts. Published Jan. 4, 2018.
Accessed April 30 26, 2018.

JACR Launches Data
Science Column
The JACR® has introduced a new column
by Associate Editor Keith J. Dreyer, DO,
PhD, FACR, and ACR Data Science
Institute™ Chief Medical Officer Bibb
Allen Jr., MD, FACR. “Data Science
and Radiological Practice” explores the
clinical aspects of AI and how these
important tools will be integrated into
radiology. Read the first column at bit.ly/

The Bulletin website
is home to a wealth
of content not featured in print. You’ll find
blog posts, extra articles, and other updated
multimedia content at acrbulletin.org.

Diversity and Inclusion in IR
How can you leverage diversity and inclusion
to better serve the patient population? One
potential avenue is to better understand patients’
needs. Read more at bit.ly/Diversity_IR.

Making a National Impact
ACR RFS Vice Chair Daniel Ortiz, MD, shares
how his start at a modest medical program in
coastal Virginia led to a meaningful journey in
radiology at bit.ly/National_Impact.

Can You Be Too Close to Your
Patients?

Clinical Comfort
From IRs

With its increased focus on data science,
the JACR aims to be radiology’s resource
as data science transforms the medical
landscape. Authors are encouraged to
submit articles and substantive opinion
pieces to JACR for publication under this
new journal pillar.

In a thriving clinical practice, IRs at the
University of Virginia (UVA) regularly consult
with both patients and referring providers.
The approach has established the IRs as
critical members of the healthcare team who
have ongoing communication of their value
to administrators. The IRs allocate time for
outpatient referrals, clinic visits, hospital
rounds, and referring physician consults
to optimize patient care. UVA updates its
curriculum regularly to ensure the next
generation of IRs understands how to provide
periprocedural and longitudinal patient care.

Go to jacr.org for submission information.

Read the case study at acr.org/clinicalcomfort.

JACR_DataScience.

Here's What
You Missed

ACR Efforts Impact Healthcare Worldwide
Following the 2017 RSNA Annual Meeting and the European Congress of Radiology earlier this
year, it’s clear that the impact of ACR-developed programs and tools is internationally recognized,
says ACR CEO William T. Thorwarth, Jr., MD, FACR. A few notable efforts, developed and
implemented either solely by the ACR or in collaboration with other societies, include the
ACR Appropriateness Criteria®, Digital Imaging and Communication in Medicine Standard,
and the ACR Education Center, which remains a unique immersion “simulator” experience for
international as well as domestic radiologists. “These are just a few examples of the influence of
the ACR as we lead improvements in the ever-evolving world of radiology, both here at home and
around the globe,” Thorwarth says.

Under what circumstances, if any, would it be
acceptable for a doctor to comfort a pateient
with a hug? Read what one consultant to
medical professionals thinks about personal
contact at bit.ly/Too_Personal.

Although value
manifests itself
differently in different
specialties, digital
technology provides an
important mechanism
for advancing patientcentered [care in]
radiology.
— Geraldine J. Liao, MD, and Christoph I. Lee,
MD, department of radiology at the University
of Washington School of Medicine in Seattle at
bit.ly/Portal_Value.

ACR.ORG
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ACR Appropriateness Criteria Celebrates 25th
Anniversary, Releases New Topics
The latest edition of the ACR Appropriateness Criteria® (AC) is now available — with 178
diagnostic imaging and IR topics with 912 clinical variants covering more than 1,110 clinical
scenarios. Referring clinicians can use the AC
to fulfill Protecting Access to Medicare Act
requirements of consulting Appropriate Use
Criteria prior to ordering advanced diagnostic
imaging for Medicare patients. First introduced
in 1993, these evidence-based AC guidelines
help ensure that patients get the right imaging
for their conditions and avoid unnecessary care,
says Frank J. Rybicki, MD, PhD, FACR, chair of
the ACR Committee on AC. “In addition, under
the guidance of the leadership of the JACR®,
we have formed a subcommittee on patient
engagement to directly respond to patient
concerns and questions by preparing patientfriendly summaries of AC topics.”
Find out more at acr.org/AC.

The name of the
game is to create
value in the delivery
of radiology services:
increased diagnostic
certainty, decreased
time on task for
radiologists, faster
availability of results,
and reduced costs
of care with better
outcomes for patients.
— James H. Thrall, MD, chair emeritus,
department of radiology at Massachusetts
General Hospital, at bit.ly/ML_Radiology.

Early Adopters of
CDS Deliver More
Appropriate Imaging,
Help MDs Prepare
for PAMA
Early adopters of clinical decision
support (CDS) at the Einstein
Healthcare Network in Philadelphia
have partnered with the ED and other
departments to deliver more appropriate
imaging and to assist ordering physicians
preparing for reimbursement changes
under the Protecting Access to Medicare
Act (PAMA). Einstein’s radiology team
has implemented a CDS algorithm to
help ED physicians determine whether
or not to order head CTs for pediatric
patients. “Since we integrated guidelines
from the Pediatric Emergency Care
Applied Research Network into our
EMR, adherence in the ED has increased
from approximately 35 percent to 80
percent,” explains Ryan K. Lee, MD,
MBA, section chief of neuroradiology
at Einstein. PAMA requires providers
to consult CDS for advanced image
ordering.
Read more at acr.org/Ahead_Curve.
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CALENDAR
June
2–7 	56th Annual Meeting & Foundation
of the ASNR Symposium 2018,
Vancouver Convention Center,
Vancouver.
4–6 	Coronary CT Angiography, ACR
Education Center, Reston, Va.
7–9 	High-Resolution CT of the Chest,
ACR Education Center, Reston, Va.
11–12	Prostate MR, ACR Education
Center, Reston, Va.
14–16	Breast Imaging Boot Camp with
Tomosynthesis, ACR Education
Center, Reston, Va.
23–26	SNMMI 2018 Annual Meeting,
Philadelphia Convention Center,
Philadelphia
29–7/1 	Cardiac MR, ACR Education Center,
Reston, Va.

July
13–15

 ody and Pelvic MR, ACR
B
Education Center, Reston, Va.

18–20 	Musculoskeletal MR of Commonly
Imaged Joints, ACR Education
Center, Reston, Va.
20–22 	RLI Leadership Challenges
Symposium, Ritz-Carlton,
Arlington, Va.
30–8/24 AIRP® Correlation Course, AFI Silver
Theatre and Cultural Center, Silver
Spring, Md.

August
	6–9 	AIRP Categorical Course:
Neuroradiology, AFI Silver Theatre
and Cultural Center, Silver Spring,
Md.
20–21 	AIRP Categorical Course:
Abdominal Imaging, AFI Silver
Theatre and Cultural Center, Silver
Spring, Md.

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

The Slowing of the Quality
Payment Program
What does the delay in implementation mean for your practice?

I

n 2015, MACRA was introduced to considerable
fanfare. The new legislation replaced the Sustainable
Growth Rate physician payment formula with the
Quality Payment Program (QPP). MACRA promised to
stabilize physician payments, consolidate and simplify
quality reporting programs, and provide a useful
on-ramp to new value-based payment models. The
legislation passed with overwhelming bipartisan support
in both houses of Congress.
The implementation timeline of the QPP was aggressive. Full implementation of the fee-for-service payment
arm, the Merit-Based Incentive Payment System (MIPS),
was mandated by 2019. And the move to alternative payment models was similarly fast-paced. To accommodate
these lofty goals and the short timeline, the regulations
have been extensive and complex (the display copy of the
earliest MACRA proposed rule was 962 pages).
Not everyone liked what they saw. Criticism
originated both inside and outside CMS. MedPAC,
which advises Congress on Medicare policy, recently
voted 14–2 to recommend replacing the MIPS program
altogether. CMS Administrator Seema Verma, MPH,
has also criticized MACRA’s metrics and proposed the
creation of more meaningful measures.1 The move to

slow the roll-out culminated with the Bipartisan Budget
Act (BBA) of 2018, which was signed into law in February. As a result, full implementation has been postponed
until 2022.
The slowing of the QPP is significant for radiology.
On a governmental level, the delays suggest a lack of
confidence in the legislation and CMS (the agency
charged with implementation). The delay affords the
ACR the opportunity to better understand the program,
educate our members, and influence its evolution. For
radiology practices, the delay means that the magnitude
of the payment adjustments is smaller.
On one hand, this is favorable, as the fear of penalties is lessened. On the other hand, the upside potential
for bonuses is decreased. Therefore, the financial
motivation to implement quality initiatives is lower,
which could either delay action or prompt no action
by practices. The ACR Commission on Economics will
continue to monitor the evolving QPP and help ensure
that the program prompts meaningful change for the
radiology profession and our patients.
ENDNOTE
1. Remarks by CMS Administrator Seema Verma at the Healthcare Payment
Learning and Action Network Fall Summit.
Available at bit.ly/CMS_Speech.

Original MACRA
Statute

Changes Due
to the BBA of 2018

Transition year — The transition years are intended to allow participants to
ramp up to the requirements before full implementation.

2017–2018

2017–2022

MIPS performance threshold at mean or median — This is the score above
which a bonus is paid and below which penalties occur. For 2017 and 2018,
the threshold was below the mean or median for all eligible clinicians.

By 2019

Delayed until 2022

Cost weighting to 30 percent — Cost is one of the four performance
categories under MIPS that was not scored in 2017, and it accounts for only
10 percent of the score in 2018.

By 2019

Delayed until 2022

Improvement scoring under Cost category — This score under the Cost
category awards bonus points for year-to-year improvement in cost.

By 2019

Delayed until 2022

The Independent Payment Advisory Board — The board was created by
the Affordable Care Act, but the growth targets required to trigger member
appointments and action never materialized.

Continues

Eliminated by the BBA of
2018

What’s Changed With the QPP?

Read “A Perfect Fit”
on Page 10 for more
information on the QPP.
ACR.ORG
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A Perfect Fit

Radiologists need
only the facts and
minimal effort for
successful year-two
QPP participation.
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W

ith the second transition year for physicians
participating in value-based care underway,
Quality Payment Program (QPP) experts
say radiologists needn’t scramble to find an exemption
from the Merit-Based Incentive Payment System
(MIPS) or Advanced Alternative Payment Models
(APMs) components of the QPP for 2018.
“What you have with the QPP is a very slow ‘on
ramp,’ which is smart because it is supposed to change
the quality of what we do as healthcare providers,” says
Gregory N. Nicola, MD, FACR, chair of the ACR
Economics Committee on MACRA. “This pace allows
people to build a gradual infrastructure and make it
about quality, not money.”
MIPS is a modified fee-for-service model with four
performance categories (shown below) — used to compile a final score that determines your positive (bonus)
or negative (penalty) adjustment.
You don’t have to participate in MIPS if it’s your
first year participating in Medicare, if you are in an
APM, or if you meet the low-volume threshold for
2018 of serving fewer than 200 Medicare patients or
billing less than $90,000 for services to those patients.
Since most radiologists will not be considered
Qualifying APM Participants (QPs), MIPS is the more
likely avenue for serving Medicare patients if no exemption
applies. The most significant change to MIPS in year two
is a 10 percent allocation of the final score from the Cost
category — now added to Quality (50 percent), Advancing
Care Information (25 percent), and Improvement Activities (15 percent) categories.

New in Year Two

While there are several changes to the QPP in year
two — including a new virtual group option — participants shouldn’t be too burdened by additional program
reporting requirements. “I’m under the impression that

2017

Attainable Scores

“The theme of year two is that we’re taking baby steps
into what a full-blown QPP is going to look like,” Nicola
says. “The threshold value you need to get a positive
versus a negative adjustment has gone from 3 to 15, so
that makes it harder to avoid a penalty. However, that
number is still extremely low, so avoiding a penalty is still
quite easy.”
The QPP year two performance period began
January 1; payment adjustments will be applied in
2020. All data for year two must be submitted to CMS
by March 31, 2019. The second transition year continues with a 5 percent incentive for QPs in advanced
APMs and increases the MIPS payment
adjustments to plus or minus 5
percent in payment year 2020.
“The program is not that
CMS has approved the ACR
different in year two,” Silva
National
Radiology Data Registry
says. “The groups I’m talking
(NRDR)
as
a Qualified Clinical Data
to about their 2017 quality
Registry
(QCDR)
for 2018. Radiology
scores and their improvegroup practices can continue to use
ment activity scores are
the ACR NRDR QCDR to satisfy 2018
scoring up to and over 70.”
MIPS requirements.

2018
10%

15%
60%

for 2017 and for 2018 — and very likely for 2019 —
practices committing resources to MIPS will almost certainly receive some bonus,” says Ezequiel Silva III, MD,
FACR, chair of the ACR Commission on Economics.
“Even if you don’t want to be in MIPS, its core values
will serve you well down the road.”
Most radiology groups participating in MIPS will
see their scores adjusted based on a non-patient-facing
determination. Special considerations apply to small
radiology practices, those in rural settings, and practices
in areas underserved by medical professionals. Scores
will also be adjusted for clinicians affected by the 2017
hurricanes and other natural disasters.

25%

50%

15%
25%

MIPS Category Weights
CMS added 10 percent to the Cost category
for 2018, although this is expected to have
minimal impact on radiology.
s Cost
s Quality
s Improvement Activities
s Advancing Care Information
ACR.ORG

Practices are doing pretty well on MIPS for year one, he
says, and that’s likely to be a trend.

performance period of a year. Eligible practices may only
take part in one virtual group.

Cost and Virtual Groups

Long-Term Principles

Cost category scoring is different for year two, with
MIPS using cost measures that cover the total cost of
care during a year or during a hospital stay. CMS will
calculate total cost for the performance period based
on claims data — clinicians do not need to submit cost
measure data, according to the CMS final rule on the
2018 QPP. The Department of Health and Human Services has the flexibility under the Bipartisan Budget Act
of 2018 to set the Cost category at between 10 percent
to 30 percent for the next three years (2019–2021) based
on the number of resource use measures available for
adoption during that performance period.
For 2017, CMS defined two ways to participate in
MIPS — as an individual or as a group. For 2018, there

“The theme of year two is that we’re taking baby
steps into what a full-blown QPP is going to look like.”
— Gregory N. Nicola, MD, FACR

is a third category. The “virtual group” has been designated to assist small, independent practices with MIPS
participation. Virtual groups can be made up of solo
practitioners and groups of 10 or fewer eligible clinicians
who get together virtually (regardless of specialty, size,
or physical location) to participate in MIPS for the

QPP participation might appear to be a big lift. “We
should acknowledge that the reporting and other requirements are burdensome,” Silva says. “But I can tell you
from my own practice experience that the kinds of quality
improvements like those outlined in the QPP are favorable
to patients and to care processes and will become a benefit
more than a burden.”
The question will come up, “Are the resources I
need to pursue that bonus worth the investment?” Silva
acknowledges. “From a purely financial perspective, it
may or may not be. I predict that most practices for 2017
will be looking at a 1 or 2 percent bonus.” Even if it’s not
worth it financially, you’d better pay attention and participate, he says, “because public perception is important, and
information about your practice will eventually be on the
CMS website in the public domain.”
According to both Silva and Nicola, the QPP is going
to be around for the foreseeable future. “You should
invest as a practice leader in the concepts of the QPP,”
Nicola says. “You must be a champion for improving
quality and controlling costs in your practice. You do
that through measurement and transparency — those are
the underlying themes of the QPP.”
By Chad Hudnall, senior writer, ACR Press

What Can You Do?
In 2018, radiologists can still maximize their value in QPP by
focusing efforts on Quality and Improvement Activities (IA):
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Where Can You
Learn More?

• Examine the 2016 Physician Quality Reporting System (PQRS)
Feedback Reports and Quality and Resource Use Reports to gauge
prior year adjustments from legacy programs such as PQRS,
Value-Based Payment Modifier, and Meaningful Use (acr.org/qpp)

• Watch the ACR webinar
“MACRA – CMS Quality
Payment Program Year 2: An
Overview for Radiologists” at
bit.ly/QPP_Webinar

• Participate in the ACR National Radiology Data Registry, a set
of databases used to track radiology quality to report radiologyspecific measures to satisfy the Quality performance category
and potentially earn IA points (acr.org/registries)

• Read the ACR summary of
the QPP Final Rule impact
on radiology at acr.org/
Final_Rule

• Participate in R-SCAN® and Diagnostic Imaging Center of
Excellence® programs to earn points toward the IA performance
category (rscan.org and acraccreditation.org)

• Identify if you are a MIPS/APM
participant at qpp.acr.org

MENTORSHIP

Inspiring the Next Generation
Two radiologists go back to the
classroom to educate students
about the profession.

C

IMAGE COURTESY OF REBECCA L. SEIDEL

hildren often say, “I want to be a doctor when
I grow up,” but how many say, “I want to be a
radiologist”? Taking radiology into the classroom
is a passion shared by Rebecca L. Seidel, MD, assistant
professor of radiology and imaging sciences at Emory
University School of Medicine, and Cheri L. Canon, MD,
FACR, professor and chair of radiology at the University
of Alabama at Birmingham School of Medicine.
Their time spent educating children is aimed at
inspiring the future generation of healthcare professionals. Canon’s experience started with a need to stop bullying of her then third-grade son, who has experienced
some medical challenges. She went into his classroom
armed with his head MRI, as well as pictures of him in
the ICU with an open craniotomy. The bullying ended,
and Canon noticed that the children were fascinated
with the subject matter.
Seidel annually goes to her children’s classrooms to talk
about radiology because she wants students to learn how
radiologists contribute to patient care. Upon entering the
classroom, she begins by scattering old film X-rays on the
desks. “Students of all ages get excited,” she says. “They
hold them up, frequently upside down, to the window
or ceiling lights and start trying to decipher the shades of
gray. They compare and exchange them, intrigued when
they can identify a familiar structure like a tooth or a rib.”
Seidel then explains the role of the radiologist. She tells
the students how radiologists help determine if a patient
is sick or injured and to identify the cause. “For preschool
and early elementary school students, I read a book
called Jessica’s X-ray, written by Pat Zonta, a technologist,
about a child who falls and breaks her arm,” says Seidel.
“During her trip to the ED, Jessica gets a tour of the
radiology department, where she meets the technologists
and radiologist and sees all the equipment used to create
medical images.” Seidel believes that by visiting classrooms, she introduces children to an important member
of their healthcare team and perhaps inspires some future
physicians to pursue a career in radiology.
Canon agrees. “Many of us in healthcare share
stories about a seemingly insignificant childhood event
that moved us toward a career in medicine,” she says.
“Sharing images, even just a simple radiograph, can be
quite captivating to children. When you can show how

Carla Kapadia and Rebecca L. Seidel, MD, (left to right) show Seidel’s daughter Abigail Frank an
X-ray in honor of the letter X at Kapadia’s pre-kindergarten class.

this one image can help people and save lives, you have
them enthralled,” she says.
According to Canon, early outreach may also help
the specialty become more diverse. “Medical schools are
now approximately 50/50 in terms of men and women,”
notes Canon. “However, less than 25 percent of radiology residents and, subsequently, practicing radiologists
are females. The numbers are even more abysmal for
underrepresented minorities.” Canon believes showcasing
the dynamic and evolving world of radiology to young
children of all genders, backgrounds, and ethnicities will
help improve the perception of the field and encourage a
more diverse set of future trainees.
Both Canon and Seidel believe that other radiologists
can become more involved in these types of mentorship
opportunities by reaching out to their children’s teachers,
social groups, and community leaders. According to
Canon, significant change can be made with relatively
little time investment and resource allocation. “This is
particularly true with impressionable young children,”
says Canon. “We need to be intentional about spending
time outside of our hospitals and reading rooms and
realize the broad impact we can have beyond interpreting
a study.”
By Lori A. Burkhart, JD, freelance writer, ACR Press

Knowing that
medical students
represent the future
of medicine, the
ACR makes it a
high priority to
educate students
about the field.
Learn about the
ACR’s outreach to
medical students
at acr.org/
MedicalStudent.
ACR.ORG
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DATA SCIENCE
“AI is a hot topic right now, and it’s
going to affect how radiologists
practice. It’s not being taught in
school, so this club gives residents a
good avenue to get involved.”
— Judy W. Gichoya, MBChB, MS

Discovering AI Together
ACR’s RFS delves into deep learning as a community
through a virtual journal club.

D

For information about
the upcoming ACR
RFS AI journal club,
visit acr.org/RFS_JC.
14
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ata science is revolutionizing the way medicine is
practiced. Machine learning application is on the
rise in just about every field of healthcare, signaling
changes that have some specialists, including radiologists,
speculating on how the ever-improving technology may
change their position in the landscape.
The ACR RFS has been delving into the current
state of data science in radiology through its AI journal
club, started under the auspices of the newly-formed
RFS AI Advisory Group. The club, which launched in
December 2017, was the brainchild of ACR RFS Vice
Chair Daniel Ortiz, MD, who wanted to create an
online discussion forum to democratize AI in radiology
and equip RFS members for success in the advancing IT
landscape.
“A lot of emerging technologies are coming out, and
most of the residents don’t really get exposed to some of
the high-impact and cutting-edge techniques and tools,”
says Ortiz, chief resident at Eastern Virginia Medical
School, in Norfolk, Va. “I come from a pretty small
program that doesn’t have a lot of high-end resources to
be actively engaged in newer technologies like AI.”
According to Ortiz, the AI journal club’s January
gathering was a record-breaker across all RFS journal
clubs thus far. The session garnered 340 registrants, 145
attendees, and over 500 views of the video recording
within seven days of being posted online. Judy W.
Gichoya, MBChB, MS, chair of the RFS AI advisory
group which organizes the AI journal club, explains the
appeal: “We wanted to get an online community together
that could help non-technical residents gain technical

skills,” says Gichoya, an informatician and radiology
resident at the Indiana University School of Medicine.
“AI is a hot topic right now, and it’s going to affect how
radiologists practice. It’s not being taught in school, so
this club gives residents a good avenue to get involved.”
Both Gichoya and Ortiz agree that participating in
any journal club affords residents the opportunity to
be exposed to new topics not traditionally covered in
coursework or day-to-day training. In the case of the AI
journal club, residents see what new technologies are
being developed and get beyond the hype and anxiety.
“Most radiologists are aware of AI given the amount
of discussion about it at RSNA meetings and in the College, but most of them don’t have a real understanding of
what it is and how it can be applied,” says Gichoya.
Journal clubs are traditionally siloed by specialty,
but the AI journal club is looking to create a broad and
diverse community of expertise including programmers
and data science students, in addition to radiologists.
According to Ortiz, on one side of the spectrum of
attendees are the radiology experts who know the
workflows and details of imaging and are looking to
peek behind the curtain of programming. “They want
to dabble in and get exposed to machine learning in the
same way that most radiologists understand medical
physics,” says Ortiz.
On the other side of the spectrum are the people
who will be the future developers of these algorithms, the
problem solvers and developers of use cases, notes Ortiz.
“The radiologists in this cohort might not have exposure
to the technology in their residency programs, but virtually connecting to experts in the field nationally might
stir an interest in them to explore beyond the scope of
their departments and programs,” he says.
Besides increasing knowledge about a specific content area and improving critical thinking and appraisal
skills, at the heart of the RFS AI journal club is a sense
of community-building. “In our view, a community
that learns together, grows together,” says Gichoya.
By Maria Qadri, PhD, freelance writer, ACR Press

PATIENT-CENTERED CARE

Rethinking the Patient Experience
A radiology resident recounts his journey undergoing cancer treatment —
and its impact on him as a physician.

I

n 2016, at the age of 32, I was diagnosed with
peritoneal mesothelioma. I’ve since had two exploratory laparotomies, a thoracotomy, multiple organ
and bowel resections, a kidney injury necessitating
three months of dialysis, subclavian and internal jugular
deep vein thromboses, a fascial dehiscence, a port that
eroded through my abdominal wall, at least four separate
admissions for bowel obstructions, eight cycles of intraperitoneal chemotherapy, and ten cycles of intravenous
chemotherapy. I think it’s fair to say that I know a thing
or two about the patient experience.
I could describe at length the various ways in which
being a patient is a tedious, painful, humiliating, and
dehumanizing ordeal. But lately, I’ve been thinking
about how I could make my experience relevant to my
fellow radiologists. One of the things that first struck me
about this entire affair was the disconnect between the
imaging findings and my clinical symptoms.
I had been having mild and vague abdominal pain
on and off for a few years, and that was pretty much it. I
thought I had a bad case of subacute nothingness, and I
chalked it up to the stress of radiology residency hurting
my delicate feelings. On the day I finally went to the
ER, the pain was slightly more focal in the right lower
quadrant but still quite tolerable. I thought that my CT
would show maybe a bit of inflammatory change in the
fat around my appendix or colon. But it was a metaphorical disaster — the right colon wall was enormously
enlarged, there was ascites everywhere, and there were
multiple enhancing masses around the peritoneum. In
addition to being completely unnerved, I was struck by
the fact that my pain was actually pretty minimal. They
kept asking me if I wanted hydromorphone in the ER,
and I politely declined each time.
Conversely, a couple of the bowel obstructions I’d
had were exquisitely painful, to the point where I literally
could not sit still in the waiting room. But when we
finally got the CT, the findings were underwhelming
to say the least. The bowel was just barely dilated, the
“transition point” looked more like a bowel that was just
non-distended, and there was only trace ascites and a bit
of inflammation. Until I had the personal pleasure of a
bowel obstruction, I would have been quite dubious as
to the severity of the patient’s illness given such “insignificant” findings.

These experiences have really driven home the
limitations of our tests and the fact that imaging findings
and clinical presentation can differ enormously. As a
radiologist, I now give all my patients and clinical colleagues the benefit of the doubt. When a patient presents
to the ER believing there is something wrong, it’s our job
as physicians to find it, even if it is quite subtle.
There are a thousand other ways in which this ordeal
has been a blessing and a curse, both personally and
professionally. The downsides are obvious. The upsides,
much less so. People have opened their hearts to me and
have shown me the true meaning of “love thy neighbor.” I
relate to my patients in a way that I never did before, and
I believe it has made me a better physician. I understand
now what they go through. Little things matter to them.
It’s nice when the radiology department makes sure your
scan and your appointment are on the same day, especially
when you’re driving 1–2 hours (or more) to get to the
hospital.
As a physician, I’ve learned that I need to go out of
my way to introduce myself to my patients before I do a
procedure on them. Oftentimes, in a training hospital,
the lower-level residents do pre-procedure paperwork
and the upper-level residents operate or do cases all day.
Someone you have never met, whose name you don’t
know, may be sticking their hand (or at least a wire)
into your body while you’re unconscious. I met the
surgical oncology fellow, for instance, as I was counting
backwards from ten falling asleep from the anesthesia. I
decided at that moment that I would never do a procedure on someone who didn’t know my name and whose
hand I hadn’t shaken.
Above all, I’ve discovered that how you approach
problems in your life — even extraordinarily serious
ones — is almost entirely within your own control. You
can become a helpless pile of self-pity, of benefit neither
to yourself nor anyone else — or you can tackle what life
throws at you head on and assume the burdens of existence with acquiescence. Like any other skill, it’s hard at
first, but if you practice at it, you’ll improve. It all comes
down to a simple choice, really: what kind of person do
you want to be?

The Patient- and
Family-Centered Care
Toolkit offers practicespecific resources
to help radiologists
enhance patientengagement skills.
Access the toolkit at
PFCCToolkit.acr.org.

Christopher Graham, MD, is a radiology resident at the Ohio State
University’s Wexner Medical Center.
ACR.ORG

15

IMAGING 3.0

Patient Forward
A multidisciplinary team invites patients and their families
to a weekly thoracic oncology clinic at Elkhart General Hospital.
that organizers had to limit the number of family members attending the conferences.
“With lung cancer management, patients are at the
center,” says Samir B. Patel, MD, founder and director
of the value management program at Radiology, Inc., in
Mishawaka, Ind. “Including families in these conferences
improves the patient experience.”

Lung cancer patient Robyn
Shank and her husband,
Fred, listen intently as Shank’s
doctors discuss her CT scan
and potential course of
treatment as part of Elkhart
General Hospital’s Thoracic
Oncology Clinic. The weekly
conferences give patients and
their family members a seat at
the table to plan their care.

Addressing a Public Health Crisis

A

s retired nurse Robyn Shank searched for the right
place to begin her lung cancer treatment journey,
she selected a place based on the experience of
someone close to her.
“When a close acquaintance was diagnosed with cancer, her community hospital in Tennessee had a tumor
board where physicians reviewed patients’ cases, and the
patients were involved in the process,” Robin Shank says.
“I wanted that same level of involvement in my cancer
treatment program.”
Shank, 59, found Elkhart General Hospital’s multidisciplinary Thoracic Oncology Clinic. Started in 2012, the
program incorporates low-dose CT technology for lung
cancer screening and brings together all of the medical
professionals involved in a patient’s lung cancer treatment
for weekly conferences with their patients. The lung cancer screening occurs first, and then the patient is referred
to the Thoracic Oncology Clinic based on the results.

Inviting Patients
Watch a video
about Elkhart
General Hospital’s
patient-centered
thoracic oncology
clinic at acr.org/
PatientForward.
16

Each conference session includes a team of physicians
from thoracic surgery, radiology, IR, pathology, medical
oncology, radiation oncology, and pulmonology, along
with an oncology nurse practitioner. Other participants
can include registered dietitians, registered nurses, research
nurses, the director of oncology services, case managers,
physician assistants, cancer registrars, nurse navigators, and
palliative care staff.
Most importantly, the patient is there with a family
member. This aspect of the program is so well-received
| JUNE 2018

Patel is also a member of the Elkhart General Hospital’s
board of directors. He and the IRs and diagnostic radiologists of Radiology, Inc., helped establish the Thoracic
Oncology Clinic at a time when the community was
facing a significant public health issue.
According to the Centers for Disease Control and
Prevention, Elkhart County has a high percentage of
smokers, compared to the rest of Indiana. In response,
Elkhart General’s cancer committee initiated efforts to
address this crisis.
The cardiothoracic surgeons and radiologists teamed
up to give multiple presentations to the hospital’s senior
leadership, presenting a vision for what would eventually
become the Thoracic Oncology Clinic. The cardiologists
were seeing patients who had heart disease, but many of
their patients had similar risk factors for lung cancer. At
the program’s onset, the cardiologists were the greatest
advocates for lung cancer screening.
With the introduction of low-dose CT technology, which reached Elkhart in 2012, the hospital felt
comfortable launching the Thoracic Oncology Clinic.
Low-dose CT was a safe way to address the community
health crisis involving heavy smokers.

Overseeing the Program
Leading the day-to-day operations at the clinic is Jackie
S. Lenfestey, MSN, FNP, APRN-BC, who is the program’s point of contact for both physicians and patients.
Within five days of a patient’s CT scan, Lenfestey calls
the patient to discuss the results and next steps.
“The most frequent question I get is, ‘Is it ok to ask
questions?’” says Lenfestey. “Patients are surprised that
they, along with their family, can actively participate
in the dialogue between the specialists and safely ask
questions to better understand their cancer and options
for management.”

Developing a Treatment Plan

Spreading the Word
As of January 2016, 443 unique patients have been
imaged through the lung cancer screening program, and
14 lung cancers were diagnosed as a result. All but one of
these diagnoses included completed staging information,
such as the extent of the patient’s cancer, the tumor size,
and whether or not the disease had spread to lymph
nodes or other organs in the body. All 14 patients went
on to participate in the Thoracic Oncology Clinic.

“With lung cancer management,
patients are at the center.
Including families in these

IMAGES COURTESY OF ELKHART GENERAL HOSPITAL

In addition to Lenfesty, IRs have a great deal of contact
with the patients, providing minimally invasive options.
With that level of involvement, Patel says, IR is a key
participant in the thoracic oncology program. Nearly all
of the patients in the program have seen an IR for procedures, such as image-guided biopsy, prior to their lung
cancer diagnoses. Having a familiar face at the conference
goes a long way to optimizing the patient experience.
Shank doesn’t shy away from the details of her
disease and, in fact, relishes being closely involved in her
treatment process. “Once doctors reviewed the CT scans
with us, explaining everything we saw on the screen, we
came up with a treatment plan,” she says. “They took as
much time as I needed to explain everything.”
treatment plan, but also gives them a place where they
feel they can openly discuss their condition, sharing their
fears and concerns. Lung cancer patients are often hesitant to discuss their disease, more so than patients with
other forms of cancer, Lenfestey says. There’s a certain
stigma associated with the disease, with patients often
feeling like this is something they brought on themselves
through lifestyle choices.
For Shank, however, talking about her disease was a
no-brainer. Once again, she’s following her mother’s voice.
“My mother was a school teacher, so I think it’s up to me
to teach everyone how good a program like this can be,”
Shank says.

Doctors, nurses, and other
hospital representatives
meet weekly with lung
cancer patients who
are at the center of the
Thoracic Oncology Clinic.
They review CT scans,
discuss treatment options,
and study treatment
effectiveness.

By Kathy Knaub-Hardy, freelance writer, ACR Press

conferences improves the patient
experience.”
— Samir B. Patel, MD

Call For Case Studies
The success of the lung cancer screening program and
the Thoracic Oncology Clinic spreads mostly through a
grassroots, word-of-mouth campaign.
“I get phone calls from people who live an hour to an
hour and a half away,” Lenfestey says. “People who have
been diagnosed with lung cancer are hearing about our
program through the community, and they want to come to
Elkhart for their treatment and to be a part of the program.”

Eliminating Stigma
Involvement in the Thoracic Oncology Clinic not
only helps patients learn more about their disease and

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

Technology integration
Actionable reporting
Image sharing
Relationship building

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

ACR.ORG
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LEADERSHIP

“Not a day goes by when I
don’t lean heavily on empathy
and compassion as guiding
principles in my interactions,
whether dealing with patients,
colleagues, community
members, or trustees.”
– Jonathan S. Lewin, MD, FACR

Becoming a
Better Leader
Two radiologists discuss honing
management skills through
emotional intelligence.

S
Learn more about how
emotional intelligence
can be applied to
radiology practices at
the 2018 RLI Leadership
Summit, Sept. 7–9, 2018,
at Babson College in
Wellesley, Mass. Register
at radiologyleaders.org/
leadership-summit.
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uccessful leaders possess a high degree of emotional
intelligence, a term often defined as the ability
to identify emotions in facial expressions, vocal
intonations, and posture, as well as the ability to gauge
the emotional nature of situations. However, to lead with
social and emotional competence, one needs an array of
skills and characteristics that drive leadership performance.
Understanding the importance of emotional intelligence and how it can benefit radiologists is the bailiwick
of Jonathan S. Lewin, MD, FACR, executive vice president for health affairs at Emory University, and Cheri L.
Canon, MD, FACR, chair of radiology at the University
of Alabama School of Medicine in Birmingham. Both
Lewin and Canon believe that as radiologists, daily
challenges are best handled with emotional competence.
Acccording to Canon, during a typical day in a busy
reading room with an endless PACS worklist, there are
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many interruptions — some of which are for important
patient consultations. Canon advocates for engaging in
these types of opportunities to interact with patients,
in addition to providing interpretive expertise. “No
matter how chaotic things can get, one should think of
emotional intelligence as an exercise, incorporating it
into daily behavior to achieve emotional competency,”
says Canon. “This is not only for better performance
and engagement at work but also for self-improvement.
The more emotionally competent, the better we are as
physicians, colleagues, and friends.”
Lewin agrees. He believes that emotional intelligence
often makes the difference between success and failure
in managing a complex organization such as a radiology
department or large division or in a larger context,
such as a hospital, health system, or university. “Not a
day goes by when I don’t lean heavily on empathy and
compassion as guiding principles in my interactions,
whether dealing with patients, community members, or
trustees,” he says.
According to Lewin, while some people score naturally higher in emotional intelligence, regardless of innate
ability, these skills can be significantly enhanced with
focused effort and practice. “Much can be done through
self-study, reading, and practice, although depending
upon one’s level of self-awareness, a leadership coach
might be required to best develop these skills,” he says.
While leadership can be a challenge to define and
measure, both Lewin and Canon point out the usefulness
continued on page 21

IMAGING STEWARDSHIP

Achieving
Success With
R-SCAN
ACR’s collaborative action plan
helps physicians meet MACRA
requirements.

T

he ACR Radiology Support, Communications and
Alignment Network (R-SCAN®) empowers radiologists to take the first step in building a collaborative
and consultative relationship with their referring clinicians. With its ready-to-go projects, R-SCAN is helping
radiologists thrive in the CMS Quality Payment Program
(QPP) established under MACRA.
According to Ashima Lall, MD, MBA, FACHE, system chief of performance improvement at the Radiology
Associates of the Main Line in Media, Penn., conducting
an R-SCAN project was a win-win opportunity for both
her practice and Main Line Emergency Medicine Associates, LLC — both affiliated with the Main Line Health
system. Lall engaged emergency medicine physician
Rebecca L. Pasdon, DO, in an R-SCAN project to significantly improve the ordering of imaging exams for patients
who present with symptoms of suspected pulmonary
embolism (PE) at the ED. Together, they spearheaded the
initiative to reduce dose, cost, and inconvenience for
patients at Main Line Health’s Riddle Hospital in Media.
To kick off the project, Lall retrospectively reviewed
cases ordered for suspected PE to determine if they
aligned with the ACR Appropriateness Criteria® guidelines. She shared with Pasdon the results that showed
an opportunity for improved exam ordering. They
then embarked on an educational program to increase
the appropriateness of imaging exams ordered for PE
indications. The case review, after the educational intervention, demonstrated that their efforts resulted in a 45
percent improvement in the appropriateness rating of
imaging exams ordered for suspected PE. The project
earned both practices Improvement Activity (IA)
credits for 2017 for the Merit-based Incentive Payment
System (MIPS) track of the QPP.
“As an enhancement to the standard R-SCAN
program, we engaged patients to learn about the appropriateness of the imaging for their particular situation,”
says Lall. The team provided patients who needed

imaging with educational materials about why they
needed imaging. At a later time, a nurse contacted the
patient and discovered that the information sharing was
helpful. “It’s rewarding to hear that patients like to be
informed about diagnostic testing,” says Lall. She emphasizes that the R-SCAN turnkey program — including
the many educational materials — was instrumental
in carrying out the collaboration, and the step-by-step
process made it easy to present to and gain buy-in from
Pasdon.
Brandon W. Skelton, MD, manager of Magnolia
Imaging Associates in Corinth, Miss., achieved similar
success with R-SCAN. Skelton and his colleagues
noticed they were performing a fair number of follow-up
ultrasounds for clinically inconsequential adnexal cysts.
They decided to start an R-SCAN project to educate
themselves and their referring providers while simultaneously improving the care provided to their patients by
avoiding unnecessary repeat exams.

“R-SCAN helped us meet the demands of both
maintenance of certification and CMS’ QPP.”
— Brandon W. Skelton, MD

“R-SCAN helped us meet the demands of both
maintenance of certification and CMS’ QPP,” says Skelton. And at the center of the process, he notes, was the
motivation to avoid unnecessary cost and inconvenience
for patients. “In our project, we saw a reduction in low/
medium weight exams by over 50 percent between
baseline data and post education data.”
continued on page 21

Get on Board With R-SCAN®
ACR members can find a wide range of information at
rscan.org, including webinars, videos, and articles to
help prepare for quality-based changes to radiology.
• T he How-to Guide (bit.ly/RSCAN_Guide) outlines the process of engaging clinicians
in a collaboration to improve the ordering of appropriate imaging exams based on
Choosing Wisely® guidelines.
• R-SCAN delivers immediate access to web-based tools and clinical decision
support technology to help physicians optimize imaging care, reduce unnecessary
imaging, and lower the cost of care. Referring clinicians and radiologists can fulfil
their improvement activity requirements under MIPS by completing a project at
bit.ly/RSCAN_IA.
• Check out the MACRA toolbox (acr.org/MACRAToolkit) for more online resources.

ACR.ORG
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PRACTICE MANAGEMENT

What Can Clinical Decision
Support Do for Your Practice?
CDS systems can serve as automated, instant prior approvals.

S

CareSelect Imaging®
is already integrated
into the most widelyused EHRs and is fully
compliant with the
PAMA requirements.Visit
nationaldecisionsupport.
com for more information.
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tarting Jan. 1, 2020, the Protecting Access to Medicare Act (PAMA) will require referring providers to
consult Appropriate Use Criteria (AUC) prior to
ordering advanced diagnostic imaging services (including
CT, MR, nuclear medicine exams, and PET scans) for
Medicare patients. Providers can access imaging AUC via
stand-alone electronic clinical decision support (CDS)
systems or software embedded in a physician’s EHR.
The ACR and the National Decision Support
Company (NDSC) have developed CareSelect Imaging®,
which uses the ACR Appropriateness Criteria® (AC) to
guide providers ordering imaging for patients. Not only
does such a system aid providers in selecting the correct
care path for patients, but some practices have worked
with their payers to use CDS in place of prior authorization by radiology benefit managers (RBMs).
“We are providing feedback to the provider, as if they
were consulting a radiology expert in real time,” says
Robert Cooke, vice president of marketing and strategy
at NDSC, pointing out that the ACR ACs are created by
panels of subject-specific experts.
Such a system, Cooke says, reduces the number of
inappropriate images ordered, helps providers meet quality goals based on utilization, and can even enhance the
patient’s experience, yielding better satisfaction scores.
Molly Craven, DO, has seen these benefits firsthand while using CareSelect Imaging in her practice at
Brookside Family Medicine in Traverse City, Mich., for
three years. “I’m not always certain that I’m ordering the
correct study, especially when it comes to imaging that
may require one or more types of contrast,” says Craven.
“During a busy workday, I would have to pick up the
phone and speak to one or more radiology employees,
before ultimately interrupting a radiologist to discuss my
question regarding study type.”
Craven notes that as soon she became comfortable
navigating the clinical scenario and indication sections in
CareSelect Imaging, it was not difficult to obtain a clear
answer about which studies would yield the information
she and the patient were seeking.
CareSelect Imaging also provides caregivers the evidence behind the imaging recommendations. “I am quite
confident that when I need to request a prior authorization, I have good data to back up my choice of imaging,”
says Craven.
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Consider this scenario: a patient who self-reports
with non-traumatic low-back pain without neurologic
symptoms and asks for an unnecessary MR. When the
provider consults CareSelect Imaging, the evidence
reveals that a first round of treatments should be used
before ordering imaging. Sharing these evidence-based
guidelines may help patients make informed decisions
about their care and can support the referring provider in
ordering the best study for a given clinical indication.
According to Cooke, a CDS system also saves
providers a great deal of administrative time and expense.
Many RBMs require providers to submit information via
fax forms or telephone calls. Challenges to a denial also
require significant administrative resources.
“A CDS system automatically extracts the correct
data, formats it, and submits it,” says Cooke. “We can
have a complete solution to provide automated prior
authorization or to at least automate the request from the
provider organization so that they don’t have to navigate
that complex and arcane process.”
The notion of working within the RBM system is a
crucial point because more than 90 million Americans are
currently insured by a payer that requires prior authorization through an RBM.1 With a transparent, evidence-based
CDS system, one that is accepted by an RBM or payer,
that prior authorization could be nearly instantaneous.
The provider and the patient could receive authorization in
minutes, rather than days.
The adoption of CDS now enables provider organizations to confidently demonstrate to their payers that
they have a mechanism in place for delivering transparent,
evidence-based AUC directly into their workflows to guide
physician behavior and ensure that patients are receiving
the most valuable imaging to guide their care.
By Kevin Wilcox, freelance writer, ACR Press
ENDNOTE
1. Lee, DW, Rawson JV, and Wade, SW. Radiology benefit managers: cost
saving or cost shifting? J Am Coll Radiol. 2011;8(6):393-401. Available at
bit.ly/Radiology_BenefitManager.

Becoming a Better Leader
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Cheri L. Canon, MD, FACR, professor and chair of
radiology at the University of Alabama at Birmingham
School of Medicine, discusses a case with Harmony Suitts
of the diagnostic radiology department.

of having a starting point, which can be
obtained in a multitude of online assessment
tests. “Assessment tools have shown that individuals can improve their emotional quotient
at any time as contrasted with intelligence
quotient, which is established at a relatively
young age,” says Canon.
Lewin agrees. “I’ve applied a 360-degree
survey instrument, specifically focused on
emotional intelligence skills, several times for
my own self-improvement early in my leadership career and have offered it to my direct
reports as a tool to help develop leadership
skills over the years,” he says.
Lewin points to research endorsed by the
Accreditation Council for Graduate Medical
Education, the American Board of Medical
Specialties, and the Joint Commission. The
studies note the value of these types of surveys, finding that two of the six core clinical
competencies — professionalism and interpersonal/communication skills — require
physicians to succeed in measures associated
with emotional intelligence.1 Using feedback
surveys to screen for improvement opportunities in the two core competencies enables
organizations to selectively offer education
to further develop physician emotional

intelligence, which plays a key role in
leadership, teamwork, clinical, financial, and
organizational outcomes.
Canon believes that growing emotional
intelligence proficiency and related leadership
expertise is a lifelong process. She refers to it
as a stepwise process beginning with self-reflection and insight and ultimately progressing to effective leadership. Lewin agrees.
“Understanding where one has strengths
and where one has gaps can be tremendously helpful as these skills are honed,”
adds Lewin.
In the end, both Lewin and Canon
believe that physician-leaders need to be
well-versed in emotional intelligence if they
are to truly care for their patients. “There
is a patient behind the pixels,” says Canon.
“We need to remember that no matter how
challenging our day, we are taking care of
patients who are often sick, perhaps dying,
and their families. If we aim to keep them
at the center of all we do, we remember the
reason we entered into the field of medicine
and our job becomes more rewarding.”
By Lori A. Burkhart, JD, freelance writer, ACR Press
ENDNOTE
1. Hammerly, M, Harmon, L, Schwaitzberg, S. Good to
Great: Using 360-Degree Feedback to Improve Physician
Emotional Intelligence. J Healthc Manag. 2014 SepOct;59(5):354-65.

Achieving Success With R-SCAN
continued from page 19

Skelton’s group has already begun focusing on a new project this
year to look at the number of rib radiographs performed through the
ED. “We started this project in an attempt to decrease the use of this
particular exam in the ED setting,” says Skelton. “Anecdotally, it does
seem the number of rib series ordered has diminished since the project was started.” By the end of 2018, Skelton’s group will have data to
support those observations, and both the radiologists and partnering
ED doctors will be able to earn IA credits.
Both Lall and Skelton believe R-SCAN demonstrates the impact
radiologists can have on the management of patient care and the
careful use of healthcare resources. The project framework makes for
structured collaboration between radiologists and clinicians, while
keeping the patient at the center of the conversation.
“We hope that other providers around the country take advantage
of R-SCAN to improve care,” says Lall.

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 jobs.acr.org or e-mail careercenter@acr.org.
Nebraska – CHI Health Clinic and Creighton University Medical
Center are recruiting a full-time faculty position as division director
of thoracic radiology at the assistant or associate level. The
applicant should have 3–5 years’ experience, be fellowship-trained,
and have pulmonary/cardiovascular/cardiothoracic interest and
experience. Scholarly activity is required.
Contact: To apply, please contact or email CVs to Jennifer
Vandament at Jennifer.vandament@alegent.org or 402-343-4493.

By Audrey Caldwell, freelance writer, ACR Press
ACR.ORG
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FINAL READ

What does the
radiologist of the
future look like?
Judy W. Gichoya,
MBChB, MS, is an
informatician and
radiology resident at
the Indiana University
School of Medicine.

I believe the radiologist of the future will work with machines. But how
does one get to be that radiologist?
In the era of social media, simply hitting the submit button on a tweet or
a post can make it go viral or trend in a matter of seconds. Recently, I came
across a tweet about a new course in AI and deep learning from the Massachusetts Institute of Technology. Embedded in the tweet was an image of a
chest X-ray on the left and an activation map on the right.
Alexandre Cadrin-Chenevert, MD, a radiologist and computer engineer
from Quebec, Canada, immediately pointed out a flaw in the activation map
— that the pneumothorax heat maps were overlapping both diaphragms
instead of the lung apices, which could be a result of overfitting the model.
Five years ago, when I graduated with a master’s degree in health informatics, I knew nothing of deep learning. Now, during my radiology residency,
I am learning new technologies and techniques that are poised to disrupt the
current workflow of radiology as we know it. I cannot think of a more exciting
time to be practicing radiology. The future belongs to the Cadrins of today,
those who understand how the machine works, what its abilities and limitations are, and how it will help us take care of our patients and keep us true to
the calling of medicine.
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2019 ACR-RBMA Practice Leaders Forum
January 11–13, 2019 | Hyatt Regency Houston | Houston, TX
Spark Innovation | Lay the Building Blocks for Success
Collaborate with practice team members, radiology thought leaders and industry experts to tackle vital
management challenges, including:
• Creating and demonstrating new value
• Practice restructuring — finding the right business model for you

See into the future of AI

• Leadership and succession planning

Take a deep dive into what’s
next for artificial intelligence in
radiology and how you can take
part in guiding its development
in sessions led by experts
from the ACR Data Science
Institute™.

• MACRA/MIPS — the nut and bolts
• Conflict resolution
• Burnout and adapting to heightened work expectations
• Optimizing employee and patient satisfaction

Register early for great member savings at
acr.org/practiceleadersforum

Special reduced pricing for teams available!

ACR Bulletin
1891 Preston White Drive
Reston, VA 20191-4326

Haven’t Renewed Your 2018 ACR Membership?
Your Benefits Expire June 30!
Renew today at acr.org/renew

PERIODICALS

ACHIEVE Success in the Era of Value-Based Payments
Earn
IA Credit

Access
Free CME

Prepare
for PAMA

Practice
With CDS

Succeed in the transition to value-based health care and join thousands of
radiologists across the country already participating in the Radiology Support,
Communication and Alignment Network (R-SCAN™).

Join the R-SCAN national movement to:
• Earn Improvement Activity credits for the CMS MIPS Quality Payment
Program — available to referring clinicians and radiologists
• Engage referring physicians in free CME activities (e.g., podcasts
and image ordering simulations)
• Gain free access to the CareSelect Imaging web portal and practice
with clinical decision support (CDS)

“The biggest benefit of R-SCAN is that we will be able to
demonstrate our value not only to hospital leadership and
referring providers, but also to payers. This program will
make it easier for us to show that what we do and, more
importantly, how we do it can impact patient management.”

• Earn MOC Part 4 Credit by completing an R-SCAN project with one
of many Choosing Wisely® topics

— Andrew K. Moriarity, MD

Questions? Contact us at rscaninfo@acr.org.

Join R-SCAN today.
06.18

