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Creating
a FutureProofed
Radiology
Practice
All new sessions will teach you how to turn
these challenges into opportunities for capturing
greater value in the modern patient cycle of care.
Leading with Social & Emotional Competence
Increased pressure to perform non revenue-generating
activities is leading to greater stress, pressures and burnout.
This session will help you understand how the social and
emotional culture of your group or department impacts
teamwork and performance and will teach you proven
strategies you can implement to develop better social and
emotional skill sets.

Dynamics of Coalition Building
The classic radiology delivery model has been disrupted
by practice consolidations, mergers & acquisitions, and
integrations. This session will help you understand the
complex dynamics of multiparty negotiations through
an exciting role-play scenario.

Design Thinking in Radiology
Learn how to examine your operations for potential
care-path redesign through innovative means. Plus, using
techniques from operations management, including design

thinking and lean management, we will examine the extent
of value alignment across your key stakeholders and complete
a value stream map, including steps and operations metrics,
of at least one major process within the care-path.

Financing
Learn the key financial levers that drive the value of your
practice. By improving profitability, increasing asset
utilization and the judicious use of leverage, you will better
understand how to maximize the value of your practice and
returns to its owners. The emphasis will be on identifying the
key metrics needed to measure and enhance value creation.

Lateral Leadership
Radiology departments typically include a number of
different constituencies where any degree of disagreement
or imperfect alignment could be falsely perceived as
factionalism, such as radiologists against trainees or trainees
against technologists. This session will teach how effective
leaders utilize both their formal authority and their informal
influence to lead across lines and laterally.
05.18

Register today at

radiologyleaders.org/leadership-summit | 1.800.373.2204
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Job Listings

ERRATUM: The article “Assessing Radiology Residents,”
published in the April issue of the ACR Bulletin inaccurately
stated that the pilot RadExam system is free for any program
director to access until early 2019. It is free for any program
director to access until July 2018. After that, there will be no
charge to any program for each resident with a current DXIT
subscription. Additional features, including the ability to
make tailored exams, are planned for early 2019.

FROM THE CHAIR OF THE
BOARD OF CHANCELLORS
James A. Brink, MD, FACR, Chair

Your Dues at Work
Where do membership dollars go, and how are they spent?

A

s chair of the ACR BOC, I have enjoyed welcoming several new members to the board. Each
time, I remember the exhilaration I felt when I
joined the board and saw first-hand the scope and scale of
ACR activities. Having volunteered for several radiology
professional societies in the past, I felt privileged to be part
of an organization that truly makes a difference in the lives
of practicing radiologists.
All too often, professional organizations opine as to what
should be done to remedy certain ills facing our specialty, but
none have the power to effect meaningful change — other
than through education of their respective memberships.
Commonly, the leaderships of these other organizations
conclude that the best course of action is to encourage ACR
leaders to guide the College toward certain advocacy efforts
on behalf of practicing radiologists across the country.
The breadth of activities under the purview of the
College matches the breadth of our core purpose: “To serve
patients and society by empowering members to advance the
practice, science, and professions of radiological care.” The
College has hundreds of different programs, ranging from
promoting radiologists’ professional development to advocating at the state and federal levels. Those members who
participate in financial management of their practices may
wonder how these activities are supported and specifically
how dues dollars are used. Answering this question requires
an understanding of the corporate structure of the ACR.
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Our organization has four corporate entities: the ACR,
the American College of Radiology Association (ACRA®),
the ACR Foundation (ACRF), and the American Institute of Radiologic Pathology (AIRP®). The ACRF is the
philanthropic arm of the College and has largely focused on
raising funds in support of health policy research. The AIRP
succeeded the Armed Forces Institute of Pathology, providing continuation of this critical educational resource for
radiologists in training. Both of these corporate entities are
rather easily understood. Meanwhile, ACR members often
ask why we have both the ACR and the ACRA. Although
buried in the complexities of the Internal Revenue Code, the
answer is really quite simple — advocacy and RADPAC®.
The ACR was founded in 1923. For several years, the
organization operated largely as an honorary society, focused
on awards and recognition such as the ACR Gold Medal and
the ACR Fellowship programs. Many years later, as Congress
debated creating a national health insurance program known
as Medicare, the ACR recognized the need for radiology to
have an advocate in Washington, D.C. As a result, the College formed a government-relations wing to be the specialty’s
voice in policymaking. This function has grown rapidly, with
ACR focusing on critical issues like nationally set physician
reimbursement schedules for Medicare (the Medicare Physician Fee Schedule, which also acts as a basis for many private
insurer fee schedules), procedure coverage determinations for
exams (such as mammography and lung cancer screening),
and reimbursement policies (like the sustainable growth rate
and the multiple procedure payment reduction).
While it was clear that radiology benefitted from representation on Capitol Hill, ACR is a 501(c)(3) charitable
organization, which is severely limited by federal law in the
amount of money it can spend on lobbying. As advocacy
became more important to radiology, the ACR regularly
bumped up against that limit. At the same time, campaign
finance reform placed a greater emphasis on political action
committee (PAC) contributions, but the 501(c)(3) designation prohibited the ACR from sponsoring a PAC.
In 1997, the ACR established a new corporation as a
501(c)(6) business league. Today, that organization is the
ACRA. The key difference between the ACR and the ACRA
is that the law permits unlimited lobbying by the ACRA,
which is also allowed to sponsor a political action committee,
RADPAC, launched in 1999. Members’ contributions to
RADPAC help sustain candidates who are supportive of
issues important to radiologists, and the ACRA pays the

Continued on page 21

RADLAW
By Bill Shields, JD, LLM, CAE,
and Tom Hoffman, JD, CAE

Answering the Call (or Mail)
What should you do first when you receive a legal inquiry?

H

ealthcare anti-fraud and abuse enforcement
remains alive and well in 2018. The anti-fraud
provisions in the Patient Protection and Affordable
Care Act (ACA), such as mandatory reporting and returning
overpayments, continue after Congress failed to repeal the
ACA in 2017. In addition, federal and state investigators
and prosecutors have applied the longstanding framework of
the False Claims Act and the Anti-Kickback Statute in many
high-profile cases against physicians. As imaging remains
central to patient care, ACR members must run their practices carefully to protect their patients’ interests and avoid
claims being brought against the group.
Radiology has not escaped these federal or state “interactions.” For example, radiologists in California and Maryland
have recently faced charges of significant healthcare crimes.
A jury in the California case found a radiologist — and his
imaging practices — guilty on federal fraud and bribery
counts.1 The defendants paid kickbacks to local clinics to
receive referrals of patients undergoing medical treatment
under workers, compensation and then billed insurers over
$25 million fraudulently for various imaging and pain
medication services. As of this column’s press time, the
court has not yet sentenced the radiologist. In Maryland, a
radiologist pled guilty to mail fraud because he unlawfully
received travel reimbursements from his former employer.2
The federal court sentenced him to prison and ordered restitution. Both these cases illustrate that legal entanglements
can cost time, money, and sometimes freedom.
What does this mean for you? Let’s echo the old scout
motto: Be prepared. We’ve discussed in prior RADLAW
columns that members may receive legal inquiries in different
forms. You could receive a literal knock on your practice’s
office door from an investigator or auditor. Or, more commonly, you could receive a telephone call or message (snail
mail or email) that signals a problem. What should you do if
you receive one of these inquiries, either from the government or a private party?
First off, stay calm and call your lawyer. Then notify your
insurance company. If the knock on the door or the letter
arrives from a current or former patient or their lawyer, do
not talk to either of them. Do not discuss the matter with
your colleagues, family, or friends.
You may wonder why you would call your lawyer first.
Wouldn’t the insurance company appoint a lawyer to represent you? The lawyer provided by the insurance company
will have an inherent conflict of interest. She or he has to
represent both the insurer and you (or, in some cases, the
insurer, your practice, and you). Sometimes, all those interests
will be the same; in other cases, the interests of the insurer

or the practice may not align with your best interests. For
example, the insurance company or your practice may want
to settle the case if the cost of settlement is less than the cost
of going to trial — whether or not you made an error. That’s
fine for them — just a business decision — but it’s your name
that may be reported to the National Practitioner Data Bank
and your malpractice premiums that could skyrocket.
Therefore, you should seek the advice of an experienced
medical liability attorney before you talk to anyone else
or make any decisions about how to handle the claim or
lawsuit. If your personal lawyer does not have the experience
in this area, ask him or her to refer you to an attorney who
does. Your attorney can advise you on how and when to
cooperate with the insurance company lawyer and may be
able to help convince the insurer and your practice to present
a vigorous defense when it’s in your best interest to do so.

As imaging remains central to patient care, ACR
members must run their practices carefully
to protect their patients’ interests and avoid
claims being brought against the group.
What if the knock or letter originates from a government
agency or its designated agent? In that case, you should
follow a similar approach. Contact your lawyer, then your
insurer. Whether you receive a subpoena from a regulatory
body (such as the Office of Inspector General for the U.S.
Department of Health and Human Services or the state
department of health) or a demand letter from a Medicare
auditor, allow your representative to address it for you. Your
lawyer might have contacts with a federal or state investigator
or prosecutor’s office and can negotiate a narrower scope
of the subpoena or audit. You could save time and money
if you submit fewer documents over a shorter period of
time to the government. Additionally, review all images
and records for the incident in question and share those
with your lawyer. The best defense in any government-related matter sometimes is a prudent, well-organized, and
executed offense.
ENDNOTES
1. McAllister T. Radiologist Bilked $25 Million From Insurance Companies,
Paid Kickbacks to San Diego Health Clinics. San Diego Times. Dec. 13,
2017. Available at bit.ly/Rad_Kickbacks.
2. Former Johns Hopkins Physician Sentenced To One Year In Federal Prison
For Fraud Scheme [news release]. Baltimore, MD: U.S. Attorney’s Office
District of Maryland; Sept. 27, 2017. Available at bit.ly/Physician_Fraud.

ACR’s legal office
maintains a list
of state attorney
referrals at
acr.org/Legal.
ACR.ORG
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DISPATCHES
NEWS FROM THE ACR AND BEYOND

May
3– 4	
CT Colonography, ACR Education
Center, Reston, Va.
7–9	ACR-Dartmouth PET/CT Course,
ACR Education Center, Reston, Va.
10–12	Abdominal Imaging, ACR Education
Center, Reston, Va.
14–16	Emergency Radiology, ACR
Education Center, Reston, Va.
15–19	SPR 2018 Annual Meeting and
Postgraduate Course, Omni
Nashville Hotel, Nashville, Tenn.
17–19	Neuroradiology – Head and Neck,
ACR Education Center, Reston, Va.
19–23	ACR 2018 Annual Meeting,
Washington Marriott Wardman Park
Hotel, Washington, D.C.
21–24	Conference of Radiation Control
Program Directors, Charleston
Marriott, Charleston, S.C.
31–	
SIIM 2018 Annual Meeting, Gaylord
6/2	
National Resort and Convention
Center, National Harbor, Md.

June
2–7	
56th Annual Meeting and
Foundation of the ASNR
Symposium 2018, Vancouver
Convention Center, Vancouver

ACR Offers New Contrast Reaction Summary Card
Recognizing the importance
of managing acute reactions to
contrast material, the ACR has
compiled a contrast reaction
summary card outlining treatment
for common and serious contrast
reactions. “Managing contrast
reactions is a necessary, important,
and stressful part of a radiologist’s
job. In the heat of the moment
it can be difficult to remember
critical details — like the dose
of epinephrine. This card can
help improve that process,” says
Matthew S. Davenport, MD, chair
of ACR Committee on Drugs and
Contrast Media. The creation of the
card, which also includes details on
premedication and extravasations,
was spearheaded by Carolyn L.
Wang, MD, an associate professor
of radiology at the University
of Washington and practicing
radiologist at the Seattle Cancer
Care Alliance.
The card is available for download on ACR’s website at acr.org/contrast.

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.
23–27	SNMMI 2018 Annual Meeting,
Philadelphia Convention Center,
Philadelphia

Imaging 3.0: Engaging the Referring Clinician
Radiologists at Baylor College of Medicine partnered with family medicine clinicians on an R-SCAN®
project to improve the appropriateness of lumbar spine imaging orders. The effort led to a 38 percent
reduction in lumbar spine orders and an approximately 23 percent increase in the appropriateness
rating for such orders.
Read the case study at acr.org/engagephysician.

29–	
Cardiac MR, ACR Education Center,
7/1	
Reston, Va.

July
13–15	
Body and Pelvic MR, ACR
Education Center, Reston, Va.
18–20	Musculoskeletal MR of Commonly
Imaged Joints, ACR Education
Center, Reston, Va.
20–22	RLI Advanced – Leadership
Challenges for Radiologists: Practical
Solutions for Difficult Problems,
Ritz-Carlton, Arlington, Va.
30–	AIRP® Correlation Course, AFI
8/24	
Silver Theatre and Cultural Center,
Silver Spring, Md.
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Christie M. Malayil Lincoln,
MD, assistant professor of
radiology and neuroradiology
at Baylor College of Medicine,
and Melissa M. Chen, MD,
a neuroradiology fellow at
Baylor College of Medicine at
the time, led Baylor’s effort to
reduce inappropriate imaging
for low-back pain using
R-SCAN®.

DISPATCHES
GoldbergReeder Travel
Grant Program
Deadline Nears
The ACR Foundation provides
up to four travel grants for
qualified radiologists and
radiation oncologists, residents,
and fellows seeking to spend at
least one month assisting in a
developing country. The grant
was created to further encourage
international volunteer service
among members-in-training.
Applications and accompanying
materials are due June 30.
Learn more at acr.org/GoldbergReeder.

CPI Releases New
Neuro Module
The ACR Continuous Professional
Improvement™ (CPI) program has
released the new CPI Neuroradiology
Module 2018. Members save $35 per
module when selecting six modules
through a customized CPI Select Six
Series. CPI Gastrointestinal Tract 2015
and CPI Chest 2015 have been renewed
for an additional two years and are valid
through Feb. 28, 2020, and Apr. 30,
2020, respectively. Each CPI module
includes 50 self-assessment questions
written by subspecialist experts and offers up to 8 CME/SA-CME. Choose the
print publication or the online examination and receive a free e-book copy.
Learn more at acr.org/cpi.

Radiologist
Professional
Payments
Boosted After
Mitigation of
CMS' MPPR
Initiatives
Individual-provider multiple procedure payment reduction
(MPPR) discounting between 2012 and 2014 resulted, on
average, in more than $2,500 in lost payments per radiologist
per year, according to a study by the Harvey L. Neiman
Health Policy Institute®. The research, published online in the
JACR®, assessed the impact of ACR evidence-based advocacy
on radiologist professional reimbursement from CMS’ MPPR
initiatives. “We estimate that coordinated ACR evidence-based
advocacy efforts to roll back professional component MPPR
will return over $50 million a year in professional revenue to
radiologists for MPPR’s individual component alone,” noted
Gelareh Sadigh, MD, lead study author and neuroradiology
fellow at Emory University.
Learn more at bit.ly/Radpay.

2018 ACR Quality and Safety
Conference: Step into the
Future of Medical Imaging
Attend the 10th annual ACR Annual Conference on Quality
and Safety, where quality and data science experts will come
together to deliver the latest on how AI can be applied for
optimal patient care. Topics will include enhancing quality
metrics and CMS Quality Payment Program performance
targets, harnessing the power of AI for improved patient care,
applying new informatics and decision support solutions, and
adapting to shifting healthcare requirements.
Learn more and register at acr.org/qualitymeeting.

Access the Patient- and
Family-Centered Care Toolkit
The ACR Commission on Patient- and Family-Centered
Care, in collaboration with patient, family, and radiologist
partners, has developed a comprehensive toolkit of
online resources to help imaging practices and departments enhance patient
engagement and transition to a more patient-focused culture.

ACR Fellow Program
Gets Upgrade

Using the toolkit, radiologists can access hundreds of free practice-specific
tools, including assessments, planning checklists, case studies, articles, and
educational resources. Patients, advocates, and radiologists who want to get
involved are encouraged to submit content ideas online for additional resources
that help prioritize the needs and values of patients and communities.

The ACR launched a robust new application for its
prestigious Fellow of the ACR (FACR) program. The new
platform incorporates the required application sections
in a user-friendly and intuitive system. The ACR has also
expanded its FACR nomination criteria to honor the unique
achievements of military radiologists.

To access the toolkit or contribute content, visit PFCCToolkit.acr.org.

More information is available at acr.org/FACR.
ACR.ORG
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DISPATCHES
Radiologist Gets ACEP
Choosing Wisely
Champions Nod
Gregory N. Nicola, MD, FACR, chair of the
ACR Economics Committee on MACRA,
is among a team of physicians chosen by the
American College of Emergency Physicians
(ACEP) as Choosing Wisely® Champions.
Nicola, vice president of the Hackensack
Radiology Group, worked with the team at Hackensack University Medical and
Trauma Center for two years to design and implement institutional paradigms
based on Choosing Wisely recommendations. “The ACR R-SCAN® program
focused on imaging Choosing Wisely topics allowed my group to be part of
the conversation,” noted Nicola. “We leveraged R-SCAN resources to lead
conversations about Choosing Wisely topics that were not being addressed at
our home institution. This includes the appropriate use of imaging in minor
head trauma, recurrent renal stones, and suspected pulmonary embolism.”
Learn more at acr.org/ACEP_ChoosingWisely.

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

Price Transparency Blog Series
No matter how it’s defined, price transparency in imaging
should be on every radiologist’s radar. Check out the Bulletin’s
new blog series on how to frame crucial conversations with
patients at bit.ly/Price_Transparency.

Media Training for Radiologists
As radiologists increasingly move beyond report generators
to active and engaged members of the care team, you may
experience increased visibility. How would you handle a
request for an interview? Read more at bit.ly/Media_Rads.

Data Science and the JACR

ACR’s Data Science Institute Case
Selected for FDA-Funded NEST Program
An FDA-funded program intended to quickly
bring safe and effective medical devices to
market has picked an ACR Data Science
Institute™ (DSI) use case for one of its
first demonstration projects. The National
Evaluation System for Health Technology
(NEST) Coordinating Center selected the
DATA SCIENCE
“Lung-RADS® Assist: Advanced Radiology
INSTITUTE™
Guidance, Reporting, and Monitoring” use
AMERICAN COLLEGE OF RADIOLOGY
case. The center supports reliable and costeffective evidence development regarding FDA medical device requirements.
“We are proud that the NEST program recognizes the value of the ACR
DSI’s groundbreaking work. The ACR DSI will employ our open framework,
TOUCH-AI (Technology Oriented Use Cases for Healthcare AI), to provide
infrastructure for ongoing longitudinal AI algorithm verification pre- and
post-FDA approval. This can help bring better medical care to patients more
quickly,” said DSI Chief Medical Officer Bibb Allen Jr., MD, FACR.
Learn more at bit.ly/FDA_DSI.

Read a story. Leave a story.
Have you ever wondered what brought your colleagues to radiology? Or what
types of patient care experiences move them? ACR is proud to give you a place to
share. Check out the newly launched We Are ACR — a collection of stories that
demonstrate the powerful, significant force-for-good that radiology and imaging
professionals have on patients and healthcare. These stories are gathered to
inspire, motivate and move you, and exemplify just how important your work is.
While you’re reading about your colleagues and their patients, take a moment
to leave your story at acr.org/We-Are-ACR.
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It’s no secret that data science is revolutionizing medicine —
and the JACR® is increasing its focus on this critical topic to
equip members for the changing IT landscape. Read more at
bit.ly/Data_SciJACR.

Younger women
radiologists really do
understand how our older
female colleagues fought
and continue to fight
so tirelessly so that the
younger generation of
women can achieve parity
in all arenas in radiology.
– Amy Patel, MD, breast radiologist at Beth Israel
Deaconess Medical Center and instructor in radiology
at Harvard Medical School, at bit.ly/Diversity_Rads.

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

The Economics of Population
Health Management
Elevating radiology’s role in these initiatives may require
greater integration and accountability.

T

he ACR Commission on Economics supports
population health management (PHM). That may
be the easiest position I have ever taken as chair of
the commission. After all, who doesn’t want our population
to be healthier?
The challenge lies in crafting economically viable policy
that supports this societal goal. In this regard, radiology
is far ahead, but we do have challenges. Clinical decision
support (CDS), incidentaloma management, and screening studies all contribute to improved population health
outcomes, but wide adoption has been slow. For instance,
CT colonography has had a current procedural terminology
code since 2010, but it remains uncovered by the Medicare
program despite having recently received a U.S. Preventive
Services Task Force grade of A. Implementation of CDS was
statutorily mandated by the Protecting Access to Medicare
Act of 2014 to commence in 2017, but it looks like it will
be postponed to 2020 or later.
How can we accelerate the adoption of our initiatives so
that they are more consistently paid for under fee-for-service
legacy payment systems and integrated into new payment
models? How do we make them indispensable, turning a simple imaging encounter into a positive experience for physicians
and patients? I believe that two potential strategies may hold
the answers: greater integration and increased accountability.
Today, diagnostic imaging is an integral part of almost all
clinical conditions. Let’s now ask ourselves how we can elevate
our role within the broader patient-care team, contributing
to better patient outcomes. Using CDS puts our Appropriate
Use Criteria front and center at the point of ordering. But
what happens next when the ordering physician has additional questions? How available can we make ourselves for
immediate consultation — either in person or electronically?
I know that we are busy keeping up with demanding
worklists and procedure schedules and consulting at the
point of ordering can distract from that focus. But, the

radiologists I describe would have consulting as their
primary responsibility. When necessary, that CDS consult
supersedes other responsibilities. The referring healthcare
professionals are as busy as we are, and when they ask for
a consultation, they will expect immediate assistance and
cooperation. On their worklist is the patient in the room
next door. The next chapter for CDS in PHM may require
an immediate, dedicated radiology presence.
The ACR has been a leader in the management of incidentalomas. Here, we can also be immediately available as
consultants. Historically, our report (or maybe a subsequent
communication) has largely completed our task. Could we
assume greater accountability for follow-up, ensuring that
patients receive proper notice, maintain their subsequent
appointments, and see the right specialist (if necessary)?

Let’s now ask ourselves how we can elevate
our role within the broader patient-care team,
contributing to better patient outcomes.
It is not a small responsibility. This level of accountability
requires additional professional resources. And we will need
to advocate for additional reimbursement, maybe through
an evolving new payment model. Payors may be willing
to reimburse us more — but only in exchange for proven
increases in quality and decreases in cost. In exchange, we
will be expected to assume downside financial risk. In other
words, this could mean putting our payment at risk, if we
don’t succeed.
Screening studies are, obviously, important to PHM.
From an accountability perspective, taking responsibility
for identifying patients eligible for screening and ensuring
proper follow-up is important. And, from an integration
perspective, engaging patients at the time of their screening

Read “Reinventing
Curbside Consults”
on Page 16 for
more information
on CDS consults.

Continued on page 21

ACR.ORG

9

Fifteen years ago, population health was
a relatively new term. Today, population
health management (PHM) is on the
minds of medical specialists throughout
healthcare, even if they aren’t sure
exactly how it will affect their practices
and their patients. This Bulletin special
section breaks down what PHM looks
like in radiology and how it can lead to
better outcomes for patients.

THE RADIOLOGIST’S GUIDE TO
POPULATION HEALTH MANAGEMENT
What does PHM look like in radiology and how can it lead to better
outcomes for patients?
What is PHM?
A 2003 American Journal of Public Health study loosely
defined population health as, “The health outcomes of a
group of individuals, including the distribution of such
outcomes within that group.”1 These groups are often
geographic ones — a country, a state, a city — but they
can also be populations like employees, ethnic groups,
prisoners, or any other defined group.
The goal of PHM is to keep a patient population as
healthy as possible while reducing costs by minimizing
hospitalizations, ER visits, and unnecessary care (including inappropriate imaging). It requires looking at certain
patterns among the population and adapting policies and
programs based on those trends. PHM now primarily
involves using big data analytics to identify patient
cohorts and ensure they get the care they need based on
risk factors.2

Why is it important to assess the
health of a population all together?
Studies show that a zip code is a better indicator of
your mortality and health outcomes than factors like
genetics, environmental health, social circumstances,
and individual behaviors. Researchers note, “In various
cities across America, average life expectancies in certain
communities are 20–30 years shorter than those mere
miles away.”3 Through the lens of PHM, it’s valuable to
look at group trends to improve patient care proactively
to lessen disparity.

What are the main challenges
to implementing PHM?
For starters, the current fee-for-service model isn’t ideal
for PHM, which focuses more heavily on value versus
volume. In a 2017 Bulletin article on PHM, Richard
Duszak Jr., MD, FACR, professor and vice chair for
health policy and practice at Emory University School of
Medicine and affiliate senior research fellow at the Harvey L. Neiman Health Policy Institute®, stated that PHM
contrasts with the approach we currently employ, what he
terms “individual patient disease management.”4
Getting physicians to invest time into real change is
going to be difficult. It will require being proactive and
even, perhaps, making some innovative alterations to the
profession without initial compensation.5

What are the biggest opportunities
in PHM for radiologists?
In a recent JACR® article, ACR BOC Chair James A. Brink,
MD, FACR, specified that variation reporting and control
is a major place where radiologists can impact population
health.6 By implementing clinical decision support systems
like ACR Select® and ACR Assist™, radiologists are already
impacting the goal to decrease unnecessary testing and
associated costs. The need for automated tools has been
touted as a large part of PHM, and radiology is already
making great strides in creating and using such tools.
Additionally, screening methods such as mammography
for breast cancer, CT colonography for colon cancer,
and low-dose CT for lung cancer are existing tools that
already have a broad impact on health outcomes for
groups. Radiology now has the opportunity to make these
screenings more accessible to at-risk populations, as well
as to establish follow-up protocols and further understand
imaging biomarkers.

What can radiologists do to get
more involved with PHM?
This month’s Bulletin features articles, case studies, and
tips on PHM and how it affects radiology today. As
alternate payment models come to fruition and focus on
quality over quantity, radiologists can expect more efforts
to improve the care of at-risk populations. By placing the
emphasis on high-quality care, radiologists already contribute to increasingly better health outcomes and decreased
costs as the healthcare paradigm continues to shift.
On a broader scale, PHM is an industry-wide change
happening slowly as healthcare shifts to prioritize value.
Success under this new paradigm requires a change in
thinking about the healthcare system and a robust infrastructure to collect and analyze a great deal of data.
By Alyssa Martino, freelance writer, ACR Press
ENDNOTES
1. Kindig D, Stoddart G. What is population health? Am J Public Health
2003; 93: 380–383. Available at bit.ly/What_Is_PHM.
2. Bresnick J. How to Get Started with a Population Health Management
Program. Health IT Analytics. Available at bit.ly/PHM_Start.
3. Graham G. Why Your ZIP Code Matters More Than Your Genetic
Code: Promoting Healthy Outcomes from Mother to Child.” Breastfeed
Med. 2016; 10:396–397. Available at bit.ly/PHM_ZipCode.
4. Hudnall, C. What You Mean to Population Health. ACR Bulletin, June
2017;72(6);10. Available at bit.ly/PopHealth_2017.
5. Willis M. Carpe Diem: Population Health. J Am Coll Radiol 2016;
12:127–128. Available at bit.ly/JACR_PHM.
6. Brink J. Providing Higher Value Care Through Population Health
Management: What Is the Radiologist’s Role? J Am Coll Radiol 2016;
13:759–760. Available at bit.ly/PHM_Value.
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POPULATION HEALTH
MANAGEMENT IN PRACTICE
What does it look like when a radiology practice participates in PHM?
opulation health management (PHM) is a sustainable healthcare delivery model aimed at creating
better patient outcomes at lower costs.
PHM will affect all aspects of patient care in the future,
including radiology. James V. Rawson, MD, FACR,
professor of radiology at the Medical College of Georgia at
Augusta University, says, “In addition to the care we provide
to individual patients, we have to incorporate PHM into
our practices to help improve the health of the communities
in which we live.”

Patient- and Family-Centered Care

According to Richard Duszak Jr., MD, FACR, professor
and vice chair for health policy and practice at Emory
University School of Medicine and affiliate senior research
fellow at the Harvey L. Neiman Health Policy Institute®,
it all begins with teamwork.

According to Duszak, PHM means assuming responsibility
for a large cohort of patients over a long period of time,
which only works if the health system and all the people
working within it are providing care in a longitudinal and
coordinated manner.

with keenly aware, value-minded clinicians
are critical to the success of health systems
hoping to thrive in PHM.”
– Jonathan S. Lewin, MD, FACR
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Duszak agrees. “The systems that do this well will be the
ones that create cultures of communication and collaboration. Radiologists who see this broader picture are in a great
position to lead those efforts,” he says.

A Team Sport

“Strong, effective radiology departments

Amidst the ongoing
changes in healthcare,
radiologists are
essential and valued
providers of patient
care. Learn more
about the emphasis on
PHM in ACR’s revised
strategic plan at
acr.org/Strategic-Plan.

care. He points out that a crucial example is how radiologists communicate results and care plans to the referring
clinicians: “Early imaging with personal communication of
abnormal findings requiring patient intervention is the rule
rather than the exception, leading to timely and coordinated
care — fundamental requirements for successful PHM.”

“PHM is teamwork at its very core and radiologists need
to be part of those teams,” says Duszak. “The new teams
will include primary care physicians, radiologists and other
specialists, nurses and other non-physician providers, informaticians, and a whole host of other partners working in a
coordinated manner to enhance quality and reduce costs.”
According to Jonathan S. Lewin, MD, FACR, executive vice president for health affairs at Emory University,
teamwork in PHM can take on many different forms: the
internal teamwork within the health system needed to
serve patients and their families, the teamwork between the
care providers and the patient, and the teamwork between
radiologists and referring clinicians.
Lewin notes that each element of teamwork is essential
to providing patient- and family-centered longitudinal
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Rawson, who also chairs the ACR Commission on
Patient- and Family-Centered Care, agrees. He notes that caring for the patient in a longitudinal manner is a key step for
the radiology practice, pointing out that radiologists already
interact with patients throughout the care continuum.
“Radiologists read screening mammograms and lung
cancer screening CT scans,” says Rawson. “They image
patients in acute care settings like ERs and hospitals, as
well as patients with chronic illnesses in multiple settings,
from outpatient clinics and offices to inpatient settings
such as long-term acute-care hospitals and nursing homes.
Throughout the healthcare system, radiologists perform
procedures to make a diagnosis or treat patients. The
opportunity is there to organize and coordinate care across
the entire spectrum.”
Lewin notes that the patient and family need to be at
the center of the radiologist’s care processes and systems in
PHM. “Everything we do should be in the best interests of
the patient and their family, to provide the highest levels of
quality, safety, and service at every touchpoint,” says Lewin.
According to Lewin, to plan for such thoughtful care,
radiologists need to think of interactions not as merely
individual steps, but as a comprehensive umbrella of activity
that ultimately leads to healing and improved health and
wellness. “That healing may not be curative, but we should

strive for an approach that supports the patient and family
through their illness with shared decision-making, empowerment, and transparency around choices that are clinical,
emotional, spiritual, and psychological,” Lewin says. “When
the longitudinal care team–patient relationship is broken,
tremendous acquired understanding and value is lost.”

The Imaging Value Chain
According to Duszak, radiologists should expand the concept of provision of care under a PHM model as outlined
by Giles W. Boland, MD, and his colleagues in the JACR®
“Imaging Value Chain” series (bit.ly/JACR_IVC).
“Radiologists need to think about the imaging value
chain starting when a referring physician and patient even
consider imaging in the diagnostic workup — well before
we traditionally do, which is typically when the patient
calls to schedule a study,” Duszak says. “That means making ourselves available for consultation, helping implement
user-friendly decision support tools to guide appropriate
decisions, making our scheduling systems patient-friendly,
expanding our hours and availability for patient access, and
being willing to talk with referring physicians at the time
of interpretation.”
Lewin agrees. “The radiologist should have a fundamental
responsibility in directing the appropriate utilization of
healthcare resources to inform the effective evaluation of
patients to allow the early identification and diagnosis of
disease,” he says. “Strong, effective radiology departments
with keenly aware, value-minded clinicians are critical to
the success of health systems hoping to thrive in PHM.”
Duszak refers to it as the opposite of the fragmented
transactional approach to care that has led policymakers to
aggressively push new care models. “If radiologists want to
be successful in PHM, they need to be working together

to advance and coordinate patient care,” he adds. “Simply
sending a report to a referring physician about them needing to get old outside imaging studies for comparison will
no longer be enough. Radiologists who are not willing to do
these things themselves and add such value will be far less
attractive partners to their health systems than those who
are, so the viability of their practices could be on the line.”

Imaging Appropriateness
According to Duszak, practices need to optimize the
appropriateness of imaging studies to do well in a PHM
environment. Duszak believes radiology groups willing to
manage appropriateness will be highly desired partners for
their health systems and regional payers — and for their
patients as well, as they increasingly consume patientfriendly appropriateness criteria information (see sidebar)
and become more savvy consumers of healthcare services.
How can radiology practices accomplish this? Rawson
advocates for the ACR’s numerous appropriateness tools to
ensure that the right test is being done for the right reason.
“Patients can be partners in the decisionmaking in their care,” he says.
According to Lewin, the prudent use of imaging is critical
to ensuring that patients get the most appropriate care at the
right time, right place, and right cost, to minimize unnecessary and potentially harmful care. “Effectively balancing
care and costs to reach the highest levels of value is crucial
in PHM,” he says. “And the radiologist is the most effective
advocate for the wise use of imaging technology during the
patient’s journey through the healthcare system.”
By Lori A. Burkhart, JD, freelance writer, ACR Press

THE PHM TOOLKIT
The ACR has several tools for radiologists to use in trying to engage and
include patients in the decision-making about their imaging:
• The ACR Appropriateness Criteria® (acr.org/AC) are evidence-based guidelines

to assist referring physicians and other providers in making the most appropriate
imaging or treatment decision for a specific clinical condition.
•	
ACR Select® (acrselect.org) provides evidence-based decision support for the

appropriate utilization of all medical imaging procedures.
•	
Radiologyinfo.org provides detailed explanations of what patients will experience

in various X-ray, CT, MRI, ultrasound, and radiation therapy procedures.

The JACR ® earlier this
year unveiled the first
examples of the ACR
Appropriateness Criteria®
summarized in plain
language to help patients
better understand which
imaging tests may be
most appropriate for
their particular condition.
Find the ACs and patient
summaries on jacr.org.
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PAYMENT AND POPULATION
HEALTH MANAGEMENT
How can radiologists prepare their practices to be reimbursed
in a PHM environment?
edefining a radiologist’s job in a population health
management (PHM) model is undeniably tied to
payment. The Medicare Access and CHIP Reauthorization Act (MACRA) and the Merit-Based Incentive Payment System (MIPS) set the stage for value-based payments
and have already started putting some payment at risk.

New Payment Models

The diagnostic work of radiologists benefits patients predominantly through directing care pathways. Decisions as
to whether to treat and how to treat are often based on the
results of a diagnostic imaging examination. The cognitive
work of radiologists therefore plays an important role in
managing care and affects the associated costs. As policymakers increase their focus on population health, radiologists must stress the importance of this care management
role and, potentially, seek reimbursement for these services.1

“Radiologists need to understand that when we get
involved in multispecialty APMs, we need to be sure we
are well-represented at the table so early disease detection is
accounted for in the resources for early intervention,” says
Bibb Allen Jr., MD, FACR, ACR immediate past president
and chief medical officer of the ACR Data Science Institute™.

“Because imaging affects patients throughout the healthcare system, radiologists’ payments will likely hinge on how
they approach and embrace PHM initiatives,” says Ezequiel
Silva III, MD, FACR, chair of the ACR Commission on
Economics. “Much of our work is going to be scored and
graded in quality and in our ability to lower costs.”

In Allen’s view, radiologists have a key advantage
progressing into this long-term vision. “The ACR’s Imaging
3.0® initiative provides the framework for how we can
change the culture from a transactional process in which
we do a test, provide an interpretation, and then go on to
the next patient — to a culture in which radiologists are
longitudinally involved in the care of the patient,” he says.

Value Versus Volume

Looking to the Future

According to Silva, volume-driven care is moving to
value-driven care. “It’s happening,” he says, “but probably
slower than we may have anticipated. And I think that’s
just because it’s proven to be harder than policymakers
and practitioners expected.” Silva notes that because PHM
differs from conventional healthcare by emphasizing value
rather than volume, radiologists need to question the value
of each imaging study ordered.

Duszak believes that as reimbursement moves from volume
to value, and specialists are held financially accountable for
patient health outcomes, reimbursement is going to revolve
around improving care and wellness.

Richard Duszak Jr., MD, FACR, professor and vice chair
for health policy and practice at Emory University School of
Medicine and affiliate senior research fellow at the Harvey
L. Neiman Health Policy Institute®, agrees. “Since PHM
hinges on optimizing value throughout the care continuum,
and since appropriateness is a critical component of value,
optimizing imaging appropriateness is one of the most
important things that we as radiologists can do to enhance
value and help our health systems successfully navigate new
population health delivery models,” says Duszak.
According to Duszak, historically, some radiology groups
have looked at patients showing up in their departments —
appropriately or inappropriately — for testing as something
that magically happens, over which they have no control.
“‘Just do it’ was the motto, whether it was necessary or
not,” says Duszak. “But that old model of churning examinations of dubious appropriateness costs a lot and could prove
financially disastrous for health systems as they increasingly
assume financial risk for patient care.”
14

According to Duszak, to succeed in PHM, radiologists
need to roll up their sleeves and look at the resources the
ACR provides on how to be successful under MACRA and
alternative payment models (APMs).

| MAY 2018

Silva agrees. He believes one way for radiologists to
accomplish this is through structured reporting to make
their findings consistent and actionable to both referring
clinicians and patients. Another way, says Silva, is participating in the ACR data registries. Registries allow practices
to capture evidence-based data that help radiologists make
the best care and treatment decisions and compare the performance of other healthcare providers on patient outcomes
(acr.org/registries).
“Structured reporting and registry participation hit
across several specialties, like mammography, lung cancer
screenings, and CT colonography,” says Silva. As someone
who has accomplished all this in his own practice, he assures
small practice providers: “It’s doable.”
By Nicole B. Racadag, MSJ, managing editor, ACR Bulletin, and
Wendy Meyerhoff, freelance writer, ACR Press
ENDNOTE
1. Krishnaraj A, et al. The Impact of the Patient Protection and Affordable
Care Act on Radiology: Beyond Reimbursement. J Am Coll Radiol.
2015;12(2):29–33. Available at bit.ly/JACR_Reimbursement.

IMAGING AND THE OPIOID CRISIS
What you need to know about radiologists’ increasing role in
the epidemic.
ccording to the most recent U.S. data, 33,000
deaths were caused by opioid overdose in 2015.1
The opioid epidemic — including prescription
pain relievers, heroin, and synthetic opioids such as fentanyl — is a serious national crisis affecting public health,
as well as the social and economic welfare of many relatively
young patients and their caregivers.
As with many areas of healthcare, radiology is feeling the
impact of the opioid crisis gripping the nation. Radiologists
are seeing a dramatic increase in patients coming into
emergency departments (EDs) with complications related
to substance use disorders of these highly addictive opioids.
The skyrocketing numbers present challenges as well as
opportunities for radiologists who are on the front lines of
the crisis every day, such as Efren J. Flores, MD, a radiologist at Massachusetts General Hospital. In a recent interview
with the ACR Bulletin, Flores discussed his work with
patients presenting with substance use disorders in the ED.

What is the role of radiology in the
opioid crisis?
Radiology is central to patient care, particularly in the
emergency setting. We’ve seen a dramatic increase in the
past year of patients coming into the ED with complications
related to substance use disorders. This patient population
is underserved due to many factors, including social stigma
and fear of punitive consequences due to their disease. Many
of the patients we see as radiologists use the ED as an entry
point to get in touch with the healthcare system. By the time
we see these patients, they’ve already had more advanced
complications because they’re hesitant to ask for help.
In a recent study (bit.ly/Rads_Opioids), we looked at the
prevalence and type of complications related to substance use
disorders in 1,031 patients arriving at emergency radiology.
We found that the mortality rate was 14 percent for patients
with a positive imaging diagnosis of substance-use-related
complications — significantly higher than the 10-percent
rate for patients with no such history.
Radiologists need to collaborate in designing responsive
patient care models to support the health and survival of
this underserved population. Many patients may start their
disease from a prescription related to a medical condition.
While radiologists write relatively few prescriptions, a
recent JACR® study (bit.ly/IR_Opioids) found that the
large majority of those IRs who prescribe medications
write for at least one opioid, most commonly hydrocodone
with acetaminophen. Education of safe and sound opioid
prescription practices for radiologists moving forward, in
particular with the development of IR training programs,
will be an important step for radiology.

How can radiologists become more familiar
with the signs of opioid use disorder?
Emergency radiologists are often the first ones who can

diagnose and alert other members of the care team that
a patient may be suffering from a substance use disorder.
These patients often present to the ED with complications
related to skin and soft tissue infections caused by the use
of non-sterile needles. In some cases, we find septic emboli
in the lung or brain. When these patients start accessing
larger or more central veins, they become more prone to
these types of infections. Patients may be found to have
mycotic arterial aneurysms and infective endocarditis after
they present to the ED. As radiologists, we need to keep
educating ourselves on the clinical presentation of substance
use disorders to increase diagnosis accuracy.

How can radiologists better advocate for
this patient population?
Medicine in general, including radiology, has a critical role
in this crisis, and we as physicians have to understand that
it’s not the patient’s sole responsibility. On many occasions,
patients who are genetically predisposed to develop a
substance use disorder are initially prescribed opioid medications for pain management of a medical condition and,
unfortunately, subsequently develop dependence. Many go
from crushing and injecting pills to injecting heroin as a less
expensive way to deal with their disease.
Radiologists are in a unique position to see beneath the
surface and alert the healthcare team, which is often the first
step in the patient’s recovery. We have an opportunity to look
beyond the reading room and help patients with their illness.

What resources can radiologists provide
to patients?
Radiologists can encourage patients with substance use
disorders to use sterile needles, inform them about needle
exchange programs, and advise them to use alcohol at the
injection site to decrease the risk of developing infections.
We can also collaborate with other members of the care
team, in particular mental health professionals, to develop
outreach efforts and help steer patients into recovery
programs or connect them with coaches, both in the hospital
and community settings, to help them with their illness. We
can provide patient education materials, hospital resources,
and substance use clinic information in our waiting rooms.
Outreach efforts to assist these patients at every point of
contact with the healthcare system will be critical as we
continue to support them in recovery and achieving overall
better health. Most importantly, we need to have compassion
in our interactions with these patients. It’s the first step to
getting them on the path to recovery.
ENDNOTE
1. Rudd RA, Seth P, David F, Scholl L. Increases in drug and opioid-involved
overdose deaths- United States, 2010–2015. MMWR Morb Mortal Wkly
Rep. 2016;357:1445–1452. Available at bit.ly/Opioid_Report.

Learn more about
the opioid crisis in
the JACR ® article
“Sounding the Alarm,”
at bit.ly/JACR_Opioids.
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REINVENTING CURBSIDE
CONSULTS
A hospital integrates radiology eConsults into its
EMR to make it faster and easier for PCPs to get
answers about imaging and improve patient care.
hysicians often use the phrase “curbside consult” to reference getting informal advice
from colleagues. In a curbside consult, a primary care physician (PCP) might call,
email, or page a specialist for input on an image or finding. As experts in appropriate imaging, radiologists are often part of these informal consultative conversations, fielding
such questions as, “Does this patient need a chest CT?” or “Does this brain MRI finding
require further imaging?”
Although curbside consults are widely used in medicine, they are often inefficient and
time consuming. What if the specialist isn’t available when the PCP calls? What if the PCP’s
email gets buried in the specialist’s inbox? In the past, the result was often delayed decision-making, which can directly impact patient care. All that is changing, however, through
the power of technology.
At Dartmouth-Hitchcock Medical Center in Lebanon, N.H., the curbside approach to
consulting with specialists has been augmented by an automated process that allows PCPs to
ask questions through a system embedded in the hospital’s electronic medical record (EMR).
The eConsult program enables PCPs to more efficiently and directly communicate with
specialists, expediting patient-care decisions, while ensuring appropriate image ordering for
higher-quality patient care.
Here’s how it works, according to David A. Pastel, MD, a neuroradiologist at Dartmouth-Hitchcock: The PCP places an “order” for an eConsult in the patient’s chart in the
EMR. This eConsult order lands in the in-basket pool for the specialty. In the radiology
department, an administrative person monitors this pool and directs the eConsult request to
the appropriate radiologist via the EMR.
Recipients of the eConsult request have 72 business hours to respond to questions within
the EMR. After the 72 hours have elapsed, they receive a reminder alert. This ensures that
PCPs don’t have to open another program on their computers to send an email or to pick up
the phone, both of which can be unreliable methods for getting a quick answer.
The results of the eConsult pilot program are already proving impressive at Dartmouth-Hitchcock. Today, 86 percent of the hospital’s PCPs are using eConsults, with nearly
all of them reporting that they are “very satisfied” with the program.

Origin Story

Join the discussion
about how radiologists
can lead quality
improvement projects
for improved image
ordering by sharing
your thoughts on
Twitter at #imaging3.
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In 2014, Dartmouth-Hitchcock was one of five academic medical centers working with the
American Association of Medical Colleges that received the three-year grant to integrate
an eConsult program into its EMR to improve communication and coordination between
primary and specialty care, contain costs, and avoid unnecessary testing. With input from
specialists and PCPs, the eConsult team developed streamlined templates that allow PCPs
to ask specialists low-acuity clinical questions, with the appropriate data available to enable
specialists to give a timely and thoughtful response.
While the original CMS grant provided funds to support implementation of eConsults
in up to 15 specialties (12 medical and three surgical) at each center, one specialty was left
out: radiology. After Pastel raised this concern with Michelle M. L’Heureux, MD, primary
care lead for eConsults at Dartmouth-Hitchcock, the group decided to add radiology as
a specialty to its eConsult program. Now Dartmouth-Hitchcock is the only system of the
original five hospitals that includes radiology as a consulting specialty in its program.

All in the Details
Under the eConsult program, PCPs use standard templates built directly
into the EMR to consult with radiologists about what tests to order and ask
imaging-related questions — for example, how to handle a thyroid nodule
finding. “The eConsult platform brings PCPs closer to the radiologist,” says
Pastel. “And it helps ensure our patients receive the appropriate imaging test
as well as better management of abnormal imaging findings.”
For radiology eConsults, all of the templates include the same basic
questions with slight variations for subspecialties. This organization makes
it simple for PCPs to find the correct eConsult template and submit their
questions to the appropriate specialist through the EMR. At the end of each
consult, the specialist is asked whether or not the consult is appropriate.
A high-acuity consult would be flagged as inappropriate, and the referring
PCP would be notified.
Since the program began in August of 2016, radiologists have received
nearly 60 consultation requests. Pastel says that while six core subspecialty
radiologists handle most of the eConsults at Dartmouth-Hitchcock,
another four imagers have been occasionally called on to answer specific
eConsults, for a total of 10 participating radiologists.
For radiologists, responding to eConsult requests has proven to be a
quick process. A recent survey indicated that of all eConsults at Dartmouth-Hitchcock, 35 percent take 5–10 minutes, 35 percent take 11–20
minutes, and 30 percent take more than 20 minutes to answer. The volume
of radiology eConsults is also manageable, typically about six per month —
mostly regarding neuroradiology and body imaging.

Value-Adds
In light of the move toward quality-based care, the eConsult program has
provided great value to both PCPs and patients. Pastel gives an example to
illuminate the program’s worth: “Just the other day, I received an eConsult
where a patient had an emergent head CT scan after a fall, and a possible
small meningioma was incidentally found,” he says. “Usually, a finding like

this gets punted back to the PCP. They read it and often don’t know what
to do next. I received an eConsult from the PCP that said, ‘What should I
do with this? Should I order an MRI?’ I saw that the patient was 68 years
old, so I recommended an MRI to evaluate further.”
He adds that while for this patient the MRI only verified a need to
follow up over time, it also saved the PCP from referring the patient
to neurosurgery, and it calmed the patient’s anxiety. “The patient was
concerned about the meningioma finding,” says Pastel. “His mind was put
at ease when the MRI showed that he should just have another scan in six
months to a year to ensure stability.”
This anecdote shows the value of eConsults in radiology, both to PCPs
and patients. A recent survey indicated that 86 percent of DartmouthHitchcock PCPs are now using eConsults. Of those PCPs surveyed, 95
percent at the hospital said they are “very satisfied” with the eConsult
program. eConsults also allow better documentation of queries in the
patient chart for all providers to see in the future.
Pastel says PCPs often thank him after an eConsult. “They’re really busy,
and they’re managing complicated patients with multiple medical problems. If we can quickly answer their questions without requiring a phone
call or looking up answers, then it’s a huge deal,” he states. “It’s important
for us as radiologists to demonstrate our value beyond interpreting studies.
We really do more than interpret studies all day.”

eConsults for All
If you’re interested in establishing an eConsult program at your hospital,
check with your department chair to gauge interest, or ask them to bring
the idea to your hospital administration. In addition, consider convening
a group of PCPs and specialists to form an eConsult committee to discuss
how you might formalize your curbside consults in the absence of a technological solution. Once this initial plan of action is settled, explore funding
options to automate the process.
By Alyssa Martino, freelance writer, ACR Press

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

Michelle M. L’Heureux, MD, primary
care lead for eConsults at DartmouthHitchcock, worked with the group to
add radiology to the program.

David A. Pastel, MD, a neuroradiologist
at Dartmouth-Hitchcock, advocated
for adding radiology to the medical
center’s eConsult program.

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.
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So You’re

Coming in for

Lung Canc er
Screening
How effective is a CT scan?
Because CT scans can detect even very small nodules in the
lung, they are especially effective for diagnosing lung cancer
at its earliest, most treatable stage. In fact, about 80 percent
of lung cancers are found at an early stage when there is a
good chance of a cure. Without screening, more than 70
percent of lung cancers are found at a late stage with little
chance of a cure.

Here’s the information you should
know before undergoing a
low-dose CT scan.

Should I be screened?
Currently, lung cancer screening is recommended and covered
by most insurance plans and Medicare for specific high-risk
individuals. A CT scan is currently covered for those who meet
the following criteria:
❋ Are age 55 to 77
❋ Currently smoke or have quit smoking within the last 15 years
❋ Have a tobacco smoking history of at least 30 “pack years”
(an average of one pack a day for 30 years, 2 packs a day
for 15 years and so on)

What are the risks and
benefits of screening?
The CT combines special X-ray equipment with sophisticated computers to produce multiple cross-sectional images of
the inside of the body.
Risks: Cancer screenings are not perfect. Many people who
have smoked have small nodules (a relatively round area of
abnormal tissue) in their lungs. Mostly, these are not lung
cancer. Sometimes, a test appears to be abnormal, but no
lung cancer is found (this is called a false-positive finding).
These findings may require additional testing, such as
another CT (most likely) or a biopsy (less likely) to determine
whether or not cancer is present.
With a low-dose CT scan (LDCT) there is minimal risk of any
effects from radiation exposure. The machine uses about
one-fifth the amount of ionizing radiation as a standard chest
CT scan. The amount of radiation from a LDCT scan is about
the same as an average American receives in six months
from natural background radiation by living on planet Earth.
Benefits: LDCTs are painless and noninvasive procedures
that can find lung cancer when it’s in early stages with a
good chance for a cure.

How will the exam
be performed?
The technologist will position you, often lying flat, on the exam
table. You will be asked to raise your arms over your head.
Then, the table will move more slowly through the machine as
the CT scan is performed. You’ll hold your breath while the
machine is scanning, usually for about 5 to 10 seconds. This
ensures that your lungs do not move, creating a more clear
image. The entire exam should take around ten minutes total.

What will happen after my scan?
After your appointment, the radiologist will look at the results, search
for anything of concern, put together a report that discusses anything
unusual that showed up in the images, and make recommendations
for any follow-up care. The radiologist then sends the report to the
physician who referred you for the screening.

What if the radiologist
detects something?
If the radiologist detects anything of concern, he or she will likely
recommend a follow-up CT scan several months later to check that the
nodule does not change in size. If you have an infection or any
inflammation in your lungs when you get your LDCT, you will likely be
recommended to have a follow-up scan in about a month to make sure
the issue went away and is not something else. For the small
percentage of people with abnormalities that are concerning for lung
cancer, more immediate testing, such as a PET scan, may be
necessary, as well as a referral to a specialist such as a pulmonologist.
Sometimes the scan will find something else that is not lung cancer
but may be significant to your health. In most cases, these are not
serious, but your physician may recommend additional tests such
as an ultrasound to get more information. Your physician may also
refer you to a specialist.
❋
❋

Get information about lung cancer screening and other medical imaging at
Radiologyinfo.org and the American Lung Association’s Lung.org.
Visit ShouldIScreen.com to decide if lung cancer screening is right for you.

PATIENT-CENTERED CARE

The Tale of Two Appointments
Radiologic care needs to provided in a manner that incorporates the
needs, wants, and values of the patient.

O

n Dec. 20, 2017, I had two separate diagnostic
imaging appointments: one was for an ultrasound
and the other was for a follow-up mammogram. I
had finished treatment for breast cancer six months before.
Even though both appointments involved my breasts, the
two experiences could not have been more different.

The Ultrasound
I was the first appointment of the day, and the waiting
room was quiet. A gentleman pushing a laundry cart called,
“Hello there!” This made me smile — and also startled me a
little. His “Hello there!” mattered to me, sitting alone in the
hospital for my first post-cancer treatment scan.
A male technologist was selected to do my breast
ultrasound. He had a warm smile and called me by name. I
was greeted warmly and clearly told what I needed to do. I
appreciated the option of the gown.
I changed and entered the room. The lights were dimmed
and there was soft classical music playing. The environment
was comforting. The procedure took about half an hour. The
technologist talked to me the entire time. He told me what
he was doing as he was doing it and also shared with me
what he would be doing next. Providing information about
what was happening and what to expect went a long way.
He said, “This might hurt. Tell me if you feel pain.” I was
still wound tight as a top, clearly worried that all my cancer
wasn’t gone. He said to me, “Don’t be worried.” I knew he
wasn’t allowed to tell me anything about my scan. Even if
it wasn’t true, he validated my concern. He lessened my
anxiety with his words.
I walked out feeling fine. It wasn’t what this man did; it
was how he did it. And none of it took more time than a
less companssionate visit.

The Mammogram
I had a mammogram in early December but was called
back for another appointment. I asked, “Why do I have to
come back?” But the person scheduling the visit didn’t know.
So I spent sleepless nights leading up to my appointment
thinking they had found more cancer. Not telling me why I
had to come in again seemed cruel.
After dropping our son off at school, my husband met
me at the appointment. We sat in a crowded waiting room
until I was called into another one. On the door it said,

“Women only.” I went in alone. My husband sat on a bench
outside the elevator for the next hour.
I sat in the packed waiting room for what seemed like
a long time. A sign informed patients that hospital gowns
would no longer be offered due to efficiency and environmental impact.

Sometimes all we can do is put our heads
down and endure horrible situations. But even
when pain and unpleasantness are unavoidable,
I have seen that one person can make a
difference and that the little things matter.
Once I was called in, I had to strip from the waist up.
The technologist did not introduce herself or tell me what
she was going to do. I said casually, “It is too bad we don’t
have gowns.” “Gowns just get in the way,” she responded.
I whimpered as she tightened the machine around my
breast, which was still swollen from radiation. She did not
acknowledge my pain as the clamp continued to tighten. The
pain increased with each image collected. I tried to breathe
but was told to hold my breath. I started to feel dizzy and
clammy. I had no idea when the procedure would be done.
Suddenly, it was over. I got dressed and was told to sit in
the waiting room again, but I didn’t know why. Another
woman came about 20 minutes later and told me I could
go. I went home and waited for my test results.

The Patient Experience
Sometimes all we can do is put our heads down and endure
horrible situations. But even when pain and unpleasantness
are unavoidable, I have seen that one person can make a
difference and that the little things matter.
To my ultrasound technologist, I say thank you for
making a difference to a scared woman with breast cancer.
The little things you did mattered to me.
By Sue Robins, a writer, conference speaker, and partner in a
health communications company in Vancouver, Canada.
A version of this article appeared on the writer's blog
www.suerobins.com.

The Patient- and
Family-Centered Care
Toolkit offers practicespecific resources
to help radiologists
enhance patientengagement skills.
Access the toolkit at
PFCCToolkit.acr.org.
ACR.ORG
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ACR Membership:
Value Guaranteed
The College provides benefits that advance the profession
through advocacy, economics, informatics, education,
research, and quality and safety.

W

hen it comes to paying ACR dues, most
members want to know, “What’s in it
for me?” and, increasingly, “What’s in
it for us?” Research has shown that members want
to know what their association is doing to promote,
advance, and defend the profession.1 In addition to
providing members with the tools and resources they
need to flourish, the College delivers many benefits to
empower radiologists and the patients they serve.

The ACR understands that its core of active and
engaged volunteers invest their time and energy and
delay potentially lucrative opportunities to dedicate
themselves to advancing the profession. The College
works on behalf of its members to equip them with
the tools they need to succeed, while actively promoting and advocating for the profession before the U.S.
Congress, federal and state regulatory agencies, and
state legislatures.
The benefits ACR members receive are far reaching.
Legislative victories and coverage determinations for
procedures such as low-dose CT lung cancer screening,
annual screening mammography for women starting at
age 40, and the rollback of the multiple procedure payment reduction have led to increased revenue, improved
patient care, and (most importantly) lives saved. The
ACR is constantly promoting and defending, through
its seat on the AMA Relative Value Scale Update Committee, the value of the procedures members perform.
The College also works directly with CMS to advance
payment and coding policy while remaining vigilant at
the state level through the Carrier Advisory Committee
to ensure proper implementation of Medicare policy.
On the individual side, ACR members benefit
directly from complimentary CME opportunities
valued at over $2,000 per year. The College provides
unique educational benefits, including the ACR Education Center, Radiology Leadership Institute®, American
Institute for Radiologic Pathology, RadExam, Continuous Professional Improvement modules, Mammography
Case Review, RAD-PATHDX™, and ACR RADAR™
at greatly reduced prices. ACR’s daily Case in Point™
provides outstanding CME opportunities free of charge
for members delivered to their inboxes each day.
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Members are also apprised of relevant daily news
through free subscriptions to the ACR Bulletin, Advocacy in Action, and ACR Daily News Scan. Practical
guidance can be found in the complimentary ACR
Radiology Coding Source™ and ACR Journal Advisor™.
The award-winning peer-reviewed publication, JACR®,
is updated for members daily online and is also available in a monthly print edition.
The online Engage community offers a forum for
members to exchange knowledge, share solutions,
develop ideas, and network with their colleagues.
Practical tools through ACR’s Imaging 3.0® initiative
and products such as R-SCAN®, ACR Data Registries,
ACR Accreditation, RADPEER®, ACR Appropriateness Criteria®, and ACR Practice Parameters and
Technical Standards focus on compliance reporting,
benchmarking, quality improvement, and appropriate
use of radiology services. The ACR is also at the
cutting edge of clinical and socioeconomic research.
The ACR Career Center, the most popular job board
for radiologists, provides free postings for members and
deeply discounted ads for members’ practices. Through
the ACR Data Science Institute™ and free online reference guide in IT for the practicing radiologist, the ACR
is addressing emerging issues such as AI to augment
and enhance the role of the radiologist.
Finally, the ACR’s unique governance and volunteer structures are based in part on ensuring that the
membership plays a key role in policy development.
Through the ACR Council, feedback is provided
through our chapters and grassroots members to make
certain that the College remains accountable and
responsive to the needs of the membership in fulfilling
its core purpose.
By Brad Short, MLA, CAE, senior director, ACR Governance
and Membership Services
ENDNOTE
1. Dalton, J, Digman, M. The Decision to Join: How Individuals
Determine Value and Why They Choose to Belong. Washington,
DC: Association Management; Press: 2007

BENEFITS OF

ACR membership
BY THE NUMBERS

Advocacy and Economics
• Researched and led advocacy
efforts for lung cancer screening for
high-risk patients via low-dose CT
• Reduced the MPPR, leading
to an estimated $1,400 in annual
reimbursement per ACR member
• Established a proposed two-year
moratorium on annual mammograms
starting at age 50, while keeping in
place screening benefits for women
starting at age 40

ACR Education Center Fees
$5,000
$4,000
$3,000
$2,000
$1,000
0

2-day
courses

ACR-Dartmouth
PET/CT Course

Member-in-Training

Member

3-day
courses
Non-Member

$1,100

member/non-member differential for QCDR
participants for MIPS reporting

100
NEARLY

Case in Point™
CME credit hours available to
ACR members per year

JOB LISTINGS

Your Dues at Work
Continued from page 4

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.
Oklahoma – Tulsa Diagnostic and Interventional Radiology is seeking
hard-working general radiologists due to a rapidly expanding practice.
Call work is infrequent, after hours preliminary interpretations are
provided by a subcontracted entity, and weekend reading is provided
by a weekend radiologist. Starting salary is $400,000 annually,
partnership after two years, and vacation is 13 weeks per year.
Contact: To apply, please contact or email CVs to Tony Wallace at
tulsaxray@yahoo.com.
Wisconsin – We have a great opportunity for a general diagnostic
radiologist to join our established team in Sheboygan, Wisc. As an
Aurora Health Care radiologist, you will become part of a growing
100+ member, community-based radiology group and will be
employed by Aurora Health Care Medical Group.
Contact: To apply, please contact or email CVs to Christine McCarrier
at chris.mccarrier@aurora.org.
Missouri – We are a dynamic outpatient imaging practice with
eight offices throughout the Kansas City area. We are looking for
a women’s imaging specialist, with fellowship training, who is
willing to do some general radiology. We have a high volume of
mammography and women’s imaging studies.
Contact: To apply, please contact or email CVs to Scott Sher, MD,
at ssher@dic-kc.com.

administrative costs of operating RADPAC. Hence, as of July 1,
2003, all ACR members automatically became members of the
ACRA, and all advocacy activities (including government relations
and economics) were placed under the ACRA.
Member dues are paid to the ACRA directly, which uses most
of these funds for advocacy and economics. Any dollars that
remain after these programs are funded are transferred to the ACR.
Approximately 95 percent of the money transferred is used to support member and chapter services. The remainder offsets the costs
of other supporting services; no other ACR programs are funded
directly by member dues.
This arrangement ensures adequate funding for advocacy, because
while federal law permits funds to be transferred from the ACRA
(a 501(c)(6) organization to the ACR (a 501(c)(3) organization),
funds cannot flow in the reverse direction. Therefore, any change in
membership dues, positive or negative, affects primarily the dollars
that are available for our advocacy efforts. An increase in dues would
result in more dollars available for these efforts, while a reduction in
dues would provide fewer dollars for our advocacy and economics
programs — areas that have been consistently identified in membership surveys as most critical.
This strategic structure of having dues dollars go to the ACRA
allows the College to advocate for its members on Capitol Hill to
ensure radiology has a voice in Congress in support of our patients
and our profession. Members may rest assured that their dues dollars are being used first and foremost for the issues most near and
dear to their hearts — advocating for optimal care of their patients
through the vibrant practice of medical imaging, image-guided
therapy, and radiation oncology.

The Economics of Population Health Management
Continued from page 9

ACR Career Center
Connect With Top Employers
Find Your Perfect Fit

Search jobs at acr.org/career-center

study better integrates us. Can we identify patients at increased
risk, such as women with a family history of breast cancer in need
of genetic screening or men screened for lung cancer in need of
greater intervention for tobacco cessation? Although these activities
may not be not directly related to radiology services, this level
of accountability and integration affects the broader population
health outcomes.
In this column, I have written about the importance of local
activities informing national policy. The population health
initiatives I describe fit that model. We can test them locally, gain
experience, prove their value, and expand them to viable national
economic policy. All it takes is a willingness — and commitment
— to making ourselves even more integral and accountable.
ACR.ORG
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THANK
YOU
Health Policy Research
2017 Contributors
Our sincere appreciation to the radiology practices and individuals for your generous
contributions to the successful $100,000 Challenge Match goal in 2017 for Health Policy
Research. Your investment is significant in demonstrating the valuable role of radiology
in improving long-term outcomes and population health.*
RADIOLOGY PRACTICES

INDIVIDUALS

$10,000+

$2,500–$5,000

Jefferson Radiology
Mecklenburg Radiology Associates
Radiology Associates of North Texas, PA
Radiology Partners of South Florida
Rhode Island Medical Imaging

Richard Duszak Jr., MD, FACR
Lester Kalisher, MD, FACR
Suzanne Smith, MD, FACR
Ted Wen, MD, FACR

$2,500–$9,999

Jacqueline Bello, MD, FACR
Peter Carmel, MD
Kristen Destigter, MD, FACR
Howard Fleishon, MD, FACR
John Hashim, MD
Amy Kotsenas, MD, FACR
Alan Matsumoto, MD, FACR
Seth Rosenthal, MD, FACR
Katrina Rougelot
William Thorwarth Jr., MD, FACR
J. Frank Wilson, MD, FACR

Alabama Academy of Radiology
Desert Radiologists
Madison Radiologists, SC
Quantum Radiology
Radiology Partners
Texas Radiology Associates

Up to $2,500

Valley Radiology, PA
Vermont Radiologists

CORPORATE FRIENDS
$2,500–$9,999

Management Services Network, LLC

Up to $2,500

Schatzki Associates, Inc.

$1,000–$2,499

$500–$999

Howard Ansel, MD, FACR
Martin Banson, MD
Doris Bate, MD
Jane Clayton, MD
Rick Cornella, MD
Michael Couden, MD

*Please note that this list includes all contributions received by December 31, 2017.

Dean Fullingim, DO, FACR
Richard Geise, PhD, FACR
David Giles, MD
William Herrington, MD, FACR
Phillip Koo, MD
Ellann McCrory, MD, FACR
John Olsen, MD, FACR
Samir Patel, MD, FACR
Traci Pritchard, MD
Kathryn Robinson, MD
H. Seydel, MD, FACR
Ezequiel Silva III, MD, FACR
Timothy Swan, MD, FACR
Apostolos Tsiouris, MD
Paul Weatherall, MD, FACR

$250–$499

Andrew Bowman, MD
Richard Boyle Jr., MD
Charles Brite, MD, FACR
Sharon Byrd, MD, FACR
Michael Carducci, MD
J. Alan Cochrane, MB
Ralph Colburn Jr., MD, FACR
Arthur Crampton, MD, FACR
Neil Diorio, MD
Dana Fathy, MD

David Francom, MD
Warren Freitag, MD
Barry Goldberg, MD, FACR
Delbert Hahn Jr., MD
Gustavo Hernandez, MD
James Hewitt, MD, FACR
Marc Inciardi, MD
John Kerman, MD
Paul Larson, MD, FACR
Johnson Lightfoote, MD, FACR
Felipe Lim, MD
Rudolph Lin, MD
Bruce Monson, MD
James Murphy, MD
John Patti, MD, FACR
David Payne, MD
Gregory Phelan, MD
Robert Pyatt Jr., MD, FACR
Robert Sagerman, MD, FACR
Amar Shah, MD
Richard Szucs, MD, FACR
Paul Weiss, MD
Thomas Witomski, MD, FACR
Chan Yoon, MD
Patrick Zazzaro, MD

$100–$249

Onyinyechi Agbara, MD
Scott Allen, MD
Susan Ascher, MD
Stephen Barrand, MD
John Baxter, MD, FACR
Timothy Bernauer, MD, FACR
Michael Bettmann, MD, FACR
Christopher Boals, MD
Marc Bruce, MD
Meredith Byers, MD
Maria Chan, PhD
Jocelyn Chertoff, MD, MS, FACR
Sammy Chu, MD
Ronald Cocchiarella, MD
Mark Cosentino, MD
Joseph Crittenden, MD, FACR
Thuan Dang, MD
Edward Dauer, MD, FACR
Tony Deeths, MD, FACR
Edward DeMouy, MD, FACR
Mark Dennis, MD
Peter Doris, MD, FACR
Heratch Doumanian, MD
Garth Drewry, MD, FACR
Jack Dunn, MD

Teresa Ecker, MD
Francis Fernandez Jr., MD
Joseph Fonte, MD
Thomas Foster III, MD
Anis Frayha, MD
Lucy Freedy, MD, FACR
Alan Friedman, MD
Howard Girard, MD
Edward Goldstein, MD, PhD, FACR
Richard Goldwin, MD, FACR
Robert Haley Jr., MD
Thomas Helinek, MD, PhD
Clement Hoh, MD
Steven Huang, MD
Felix Hughes III, MD, FACR
Anne Hummer
David Hunter, MD, FACR
Edward Janon, MD, FACR
Tomas Jimenez, MD
Maynard Jones Jr., MD, FACR
Gregory Kaufmann, MD
David Kingsley, MD, FACR
Bruce Kirkham, MD
David Kirshy, MD
Sylvia Kosciolek, MD, FACR
Robert Kricun, MD
Steven Krueckeberg, MD
Edward Kupic, MD, FACR
Larry Kussin, MD, FACR
Faye Laing, MD
Robert Lerner, MD, PhD, FACR
Richard Lester, MD, FACR
James Lichty, MD
Jeffrey Lin, MD
Alexander Ling, MD
Michael Linver, MD, FACR
William Long, MD, FACR
Mahadevappa Mahesh, MS, PhD, FACR
Daniel Marder, MD, FACR
Glenn Mason, MD
Judith McGregor, MD
Robert McKinstry III, MD, PhD, FACR
Barbara Michaelis, MD
Mitchell Miller, MD
Mark Mullins, MD, PhD, FACR
Maria Muns, MD
Marcia Murakami, MD, FACR
John Murray, MD
Carole Neel, MD
Mary Jo Nelson, MD
John Nichols, MD
Olufolajimi Obembe, MD

Edward Phillips, MD, FACR
Kenneth Preimesberger, MD, FACR
Allan Reiskin, DDS
John Roberts, MD, FACR
John Roehr, MD, FACR
Lee Rogers, MD, FACR
Allen Rovner, MD
Vincent Rowley, MD
Thomas Schmidlin, MD
Anjum Shariff, MD
Timothy Sherry, MD
J. Thayer Simmons, MD
Anthony Skiptunas III, DO
William Slater Jr., MD
Ronald Smith, MD
John Tampas, MD, FACR
Allen Turcke, MD, FACR
Eric Udoff, MD
Michael Wehmueller, MD
Irwin Weisman, MD, PhD, FACR
Karen Weiss, MD
Robert White Jr., MD, FACR
David Williams, DO
Stephen Wilson, MD
Jade Wong-You-Cheong, MD
David Youmans, MD, FACR
Robert Zeller, MD

Up to $99

Ramon Acosta, MD
John Bardsley, MD, FACR
Richard Fisher, MD, FACR
Bennett Greenspan, MD, MS, FACR
Christopher Gribbin, MD
Basil Grieco, MD
David Hayes, MD
James Hazel Jr., MD, FACR
George Hermann, MD, FACR
Joseph P. LiPuma, MD
Charles Marlen, MD
Charles Matthews, MD
Alexander McKinney IV, MD
Theodore Megremis, MD, FACR
Peter Miller, MD, FACR
William Pogue, MD, FACR
Albert Shackman, MD, FACR
Baiju Shah, MD
Michael Spellman, MD
Erik Strom, MD, FACR
Robert Wilson, MD
Beverly Wood, MD, FACR
Beth Zigmund, MD

CPI Neuroradiology Module 2018
Study the latest in neuroradiology and earn
up to 8 CME/SA-CME

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

Order today at www.acr.org/cpi

PERIODICALS

Do You Image Wisely?
Renew your pledge today!
Your pledge to Image Wisely is an annual
event that expires every Dec. 31st.
®

Ways to show you are imaging wisely:
• Take the pledge every year
• Access free radiation safety cases*
• Stay updated with News and What We’re Reading
• Keep your accreditations up-to-date
• Participate in a dose index registry
• Get free online materials for your patients at
radiologyinfo.org
• Visit imagegently.org for pediatric information

Pledge for 2018

Learn more at imagewisely.org
Image Wisely® is a collaborative initiative of the American College of Radiology (ACR), the Radiological Society
of North America (RSNA), the American Association of Physicists in Medicine (AAPM) and the American Society
of Radiologic Technologists (ASRT).
*Approved for AMA PRA Category 1 Credits™, Category A Credit and CAMPEP Credit
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